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Editorial on the Research Topic 


Parents with mental and/or substance use disorders and their children, volume III




1 Introduction

This is the third Frontiers Research Topic volume focusing on parents with mental and/or substance use disorders and their children. Once again, international researchers actively contributed, with 33 articles written by 179 authors from 13 countries, including Austria, Australia, Canada, the Czech Republic, Germany, Ireland and Northern Ireland, the Netherlands, Norway, Sweden, Switzerland, the United Kingdom, and the United States. Earlier volumes (1, 2) focused on the experiences of families living with parental mental illness, emphasizing the need for rigorous research designs, innovative methods, and the development and testing of interventions for adults, children, and their families. These prior volumes reflected a gradual shift in the work, from exploring experiences and documenting prevalence, to developing solutions for supporting family members in optimizing outcomes.

In announcing Volume III, we acknowledged the need for widespread knowledge translation and dissemination efforts, with an eye towards improving both policy and practice. Our goal was to engage international colleagues in highlighting the nuanced needs of diverse target populations, treatment settings, and service contexts; elevating policy issues impacting these families; and further developing and testing interventions to build the evidence base. The submitted articles illustrate updates in our knowledge regarding the prevalence and characteristics of adults and children living with parental mental illness. The experiences and needs of mothers and families in the perinatal period are elaborated on and addressed in conceptualizing intervention opportunities, targets and outcomes. Innovative measures and methods are highlighted, along with the development, adaptation, implementation, and testing of family-focused interventions. Workforce efforts and challenges in sustaining interventions are described.




2 Describing adults and children when there is parental mental illness

Nine papers in this Research Topic focus on the characteristics of children or adults when there is parental mental illness in the family. These papers include one systematic review (Schoors et al.), seven original research articles (Bérubé et al., Davidson et al., Kinzenbach et al., Luczejko et al., Nevard et al., Seipp et al., Werkmann et al.) and one perspectives piece (Allchin et al.). Study designs are all cross-sectional and include six quantitative studies (Bérubé et al., Davidson et al., Luczejko et al., Seipp et al., Werkmann et al., Isobel), one using mixed methodologies (Kinzenbach et al.) and one qualitative study (Nevard et al.). Articles reflect work in Germany, Canada, United Kingdom, Belgium, and Australia. Four are from the large COMPARE trial (Kinzenbach et al., Luczejko et al., Seipp et al., Werkmann et al.), the protocol of which was published in the second volume of this Research Topic (3).

Following their studies, these authors suggest target areas for new interventions to support family mental health. They argue for the involvement of physical activity in family-focused interventions, both for parents and children, with the knowledge that physical and mental health are interconnected (Davidson et al.). For parents, they propose including a specific focus on parental stress (Seipp et al.), and emotional regulation (Bérubé et al., Luczejko et al.) to enhance parenting skills. For children, in addition to physical activity, they suggest that interventions cover facial emotional recognition, which could be impaired in children of parents with a mental illness (Werkmann et al.), and helping children build their social networks, recognizing the active role children have in navigating the social and formal relationships around them (Nevard et al.). Overall, the need for longitudinal studies and a consideration of the developmental stage of the child during the parent’s acute phase of mental illness is highlighted. Finally, following the sustained growth of research and practice in family mental health studies, one paper calls for a reflection on the “frame” of risk and vulnerability and its potential impacts on families and services (Allchin et al.).




3 Focusing on the perinatal period

A number of papers in this volume bring attention to the experiences and needs of mothers (and fathers) during the perinatal period, particularly related to their mental health and the parenting of infants (Isobel, Hölzle et al., O’Brien et al., Reid et al., Millard and Wittkowski, Wozniak et al., Shone et al., Schöch et al.). The papers are largely exploratory, engaging women and professionals who highlight the importance of positive connections (i.e., with therapist, baby and motherhood), elaborate important mechanisms for change (e.g., sensitivity and engagement in the therapeutic relationship), and set priorities for future interventions (O’Brien et al., Reid et al.).

Wozniak et al. focus on changes in maternal self-construal following admission to Mother and Baby units in England, assessing how mothers view themselves in relation to self and others. Most mothers report positive and more adaptive changes to self-esteem and self-perception. Mothers referred to a Mother Baby unit in Australia provide evidence of significant rates of lifetime trauma exposure, with 24% meeting criteria for complex PTSD (Isobel), suggesting the importance of attending to the ways in which trauma histories are likely to impact mothers’ relationships with infants. Isobel suggests the potential benefits of a shift in perinatal mental health treatment to include a focus on navigating the transition to parenting and considering the impact of trauma in transgenerational attachment.

Millard and Wittkowski reviewed the current literature on compassion focused therapy (CFT) offered to women who are mothers in the perinatal period. The authors underscore the limited evidence-base and the need for future research. Eleven perinatal mental health peer support programs were identified in a systematic review of the literature (14). Authors highlight the key considerations in perinatal peer support, including contextual background, provider training and support, delivery modes and locations and, ultimately, evaluation. Sharing lived experience and providing individualized, flexible support were central to all identified peer support programs. The authors recommend future research to specify and track action mechanisms, and to generate practical information regarding program implementation and impact in addition to effectiveness metrics. As suggested in other papers in this volume, the authors emphasize the benefit of diverse stakeholder engagement in the evaluation of services to include individuals receiving services, providers, and community members. Shone et al. conducted a systematic review of clinician rated measures to assess the parent-infant relationship. They found three instruments to have the most promising results in terms of overall quality (including: Mother-Infant/Toddler Feeding Scale, Tuned-In Parenting Scale, and Coding Interactive Behavior instrument). However, they concluded that measures had low methodological and psychometric evidence and argue for further research to determine most suitable assessment measures.

Recommendations across papers for future efforts in perinatal intervention development and testing include the importance of understanding mothers’ experiences and needs, tailoring interventions to be individualized and flexible, specifying action mechanisms, and building an evidence base, actively informed by professionals, researchers, and mothers themselves.




4 Developing measures and methods in family mental health research

Seven papers in this special volume introduce new measures or methods that advance parental mental health research (Schöch et al., Fahrer et al., Piché et al., Stracke et al., Reupert et al.). These contributions come from diverse international contexts, including Germany (Fahrer et al., Stracke et al.), Austria (Schöch et al.), Australia (Reupert et al.), and an international collaboration with the leading author based in Canada (Piché et al.). Two of these papers again are part of the large COMPARE project (Fahrer et al., Stracke et al.), which continues to make substantial contributions to the field.

Among these studies, Fahrer et al. present a new method for measuring interactive behaviors between parents and children when a parent has a mental illness, offering valuable insights into family dynamics that can inform intervention development. Stracke et al. contribute by validating and shortening a stigma questionnaire specifically designed for children of parents with a mental illness, making it more accessible and efficient for both research and clinical settings (Stracke et al.). Meanwhile, Schöch et al. critically review existing screening tools for paternal perinatal mental illness, identifying gaps and proposing refinements to enhance their accuracy and relevance. Notably, they highlight that the widely used Edinburgh Postnatal Depression Scale (EPDS) may fail to capture atypical depressive symptoms in men, such as irritability, aggression, or substance misuse.

The scoping review by Piché et al. highlights significant gaps in qualitative research on parental mental illness, particularly the need to capture diverse family experiences—such as those of children, fathers, and other family members. The authors emphasize the need for holistic research approaches to better understand how parental mental illness impacts family systems. The authors also advocate for greater family involvement in setting research priorities to enhance the quality and relevance of future work. Lastly, Reupert et al. apply the Social Return on Investment (SROI) approach to evaluate a program for children and young people who have families living with mental illness, highlighting the broader social value of such interventions.

Together, these contributions exemplify how rigorous methodological innovation can expand our capacity to measure, understand, report and respond to the complex challenges faced by families experiencing parental mental illness.




5 Advancing family-focused interventions: insights and directions

This volume highlights the critical role of family-focused interventions in addressing the needs of children and families facing parental mental illness. Furlong et al. present findings from a randomized controlled trial conducted in Ireland considering program cost as well as family outcomes, building on two qualitative studies published in Volume II (2). Their results underscore the positive effects of the Family Talk program in improving family functioning, child behavior, and mental health literacy. The authors suggest consideration of the impact of family context on intervention outcomes Families with stronger partner and socioeconomic supports experienced greater benefits, particularly in reducing child anxiety and depression, suggesting that contextual factors can significantly shape intervention effectiveness. These results underscore the importance of developing a continuum of services, ranging from lower to higher intensity interventions, to meet the diverse needs of families adequately.

Four papers focus on novel family approaches to care, integrating services for adults and children, across agencies and services. Stolper et al. offer a family case study of an integrated family approach in mental health care, with treatment being offered by professionals in adult and child mental health services in the Netherlands. This paper describes their approach in detail by highlighting how service providers could liaise with each other about the family and what domains they would need to consider alongside the family in its environment. The authors identify barriers to keeping the whole family in mind, including organizational policy, interagency collaboration, professionals, and patients themselves. Stolper et al. further demonstrate how such interventions enhance the quality of parent-child interactions, parental sensitivity, and reflective functioning in a study with a mixed methods design, using questionnaires, an observation instrument, and semi-structured interviews.

Can et al. point to the lack of research linking the treatment of severe parental mental illnesses, such as bipolar disorder and schizophrenia, to child outcomes. They call for future studies to integrate intergenerational outcomes into adult-focused trials, advancing our understanding of how to support families impacted by severe parental mental illness. Dunn et al. emphasize the critical role of co-design in the development of parenting interventions by outlining a collaborative intervention development project. The investigators demonstrate the value of actively engaging patients, caregivers, and professionals in the intervention design process to ensure that programs are not only relevant and acceptable, but also practical and sustainable in real-world contexts.

Intervention sustainability is another key theme in this volume. Allchin and Albermann et al. identify barriers to sustaining family-focused interventions, including insufficient training for practitioners, a lack of organizational support to identify clients’ parental roles, and systemic reliance on biomedical, individual-focused models of care. The authors underscore the importance of collaborative decision-making between practitioners and families, and involving families in evaluating the effectiveness of interventions, converging with conclusions from Dunn et al. They also recognize the diversity of family needs, aligning with Furlong et al.

Collectively, these papers advocate for a shift toward family-focused, participatory, and sustainable practices in mental healthcare to enhance outcomes for families. They emphasize the critical need for interdisciplinary collaboration, recognizing that families with parental mental illness have complex family needs. The authors call for sustained investment in evidence-based interventions that are not only scalable but also adaptable to diverse cultural, socioeconomic, and resource-limited settings. By championing approaches that prioritize inclusivity, co-design with stakeholders, and long-term sustainability, these studies underscore the importance of reimagining mental healthcare systems to support families with parental mental illness better, across generations.




6 Addressing workforce challenges

Understanding the challenges that health and social care professionals face in their efforts to support the mental health and wellbeing of parents and their children is critical to the successful implementation of interventions and family-focused approaches. The views and experiences of professionals in different service and research contexts and in different countries are explored in several papers.

Zegwaard et al. describe the implementation of innovative interagency, family-focused case consultation teams, which boosted practitioner confidence in supporting families with complex challenges, six months post-implementation. Their study underscores the need for sufficient time, resources, and expert support to enhance interagency collaboration and address complex family needs. In a study of the predictors of family-focused practice, professionals working with adult mental health patients in Quebec, Canada, completed the Family Focused Mental Health Practice Questionnaire (Piché et al.). Apart from working full-time, the strongest predictors for the adoption of higher family-focused practice levels among these professionals are, similar to the findings of Zegwaard et al., having a perceived higher level of skills, knowledge, and confidence towards FFP and having a supportive workplace environment.

Oakes et al investigated the views and experiences of health and social care professionals recruited from six National Health Service (NHS) and Local Authority settings in England to gain a better understanding of their experiences supporting parents with serious mental illness (e.g., schizophrenia and bipolar disorder) and their children. Professionals indicate that available services remain inaccessible and unacceptable to these parents. They further describe experiencing a conflict in their attempts to balance the needs of parents with those of their children. These authors highlight the need for specialist family-focused services, with collaboration across health and social care settings. The professionals in their study report the need for greater service knowledge and more training in parenting with mental illness, which supports Piché et al.‘s findings.

As part of the implementation of the ParentingWell Practice Approach, adapted from Let’s Talk about Children, practitioners working with adults with mental illness were invited to participate in the ParentingWell Learning Collaborative, including in-person orientation and learning sessions, and virtual follow-up coaching sessions (Heyman et al.). Participants report that coaching sessions allowed practitioners to share concrete approaches to supporting parents, and to reflect more deeply on the needs of these parents alongside their own personal experiences and need for self-care in this field of work.

Linderborg et al. explored the utility of the Family Model in Swedish child/adolescent and adult mental health services with clinicians and managers in a qualitative study using naturalistic enquiry. Their analyses on a meta understanding level indicate that the Family Model was perceived as a useful tool for families, with its potential to influence prevention and to bridge the gap between child and adult mental health services. The Family Model seemed to empower families with its focus on strengths, which in turn motivated clinicians to use it more. The authors recommend the gradual implementation of this model following training and ongoing guidance in its use, comparable to Piché et al.‘s findings. Sufficient time and resource allocations alongside family “champions” in organizations are also recommended.

Given the well-documented barriers (e.g., organizational policy, interagency collaboration, professional and parental factors) to keeping the whole family in mind or to implementing a family-focused practice, Stolper et al. offer the main elements for such an approach to succeed, based on their work with professionals and parents. Once more, the need for integrated, multidisciplinary and multiagency work, offered by a specialist team, is stressed.




7 Next steps

The contributions in this volume highlight significant advancements in understanding and addressing the needs of families when a parent has a mental illness. However, they also point to critical gaps in research, intervention development, and systemic integration that require further attention. In this discussion, we outline key directions for future efforts across intervention development, research priorities, workforce considerations, and broader systemic and policy implications.



7.1 Rethinking mental health systems: supporting families across the lifespan

One overarching theme emerging from this volume is the need to rethink mental health care systems to accommodate the needs of diverse families better at different life stages. The articles highlight the necessity of a continuum of services, ranging from early prevention efforts in the perinatal period to long-term support for families with older children. The development of new interventions must be informed by a nuanced understanding of the characteristics and needs of parents, children, and families, emphasizing the following aspects.



7.1.1 An integrated family approach

Future interventions should move beyond individual-focused treatments to incorporate family dynamics, considering how mental illness impacts relationships within the household and/or the wider family. This approach includes a greater emphasis on the roles of fathers, non-birthing parents, and other caregivers beyond the traditional focus on mothers, acknowledging the diverse ways in which families function and provide support.




7.1.2 Trauma and transgenerational attachment

Recognizing the role of trauma in shaping parent-child interactions is critical. Interventions should address how past experiences influence present parenting behaviors and attachment patterns. Additionally, interventions should actively include the perspective of the developing child. For example, considering the infant’s early communicative signals and relational needs may be central to intervention strategies.




7.1.3 Specification and tracking of action mechanisms

Research must clearly define and measure the mechanisms driving intervention effectiveness, ensuring that programs are replicable and adaptable across diverse populations. We should reconsider levels of evidence to inform policy and advocate for a broader understanding of the ways in which research can support and guide practice change. This approach includes expanding definitions of what constitutes valid and impactful evidence, integrating qualitative insights, and recognizing the value of participatory and co-designed approaches in shaping effective interventions.




7.1.4 Contextual factors shaping intervention outcomes

Family structure, socioeconomic status, and access to resources are significantly related to the effectiveness of interventions. Future work should consider these factors in program design and evaluation. Particular attention should be paid to the experiences of non-traditional family structures, including single-parent households, same-sex parents, and extended kinship care arrangements, ensuring that interventions are inclusive and relevant across diverse caregiving contexts. We should also consider the family and social impact on these broader caregivers in providing unpaid social support.




7.1.5 Sustainability and adaptability

Programs should be designed for long-term implementation, considering workforce training, resource allocation, and cross-sector collaboration to maintain impact over time.





7.2 Advancing research: Methodological considerations and emerging priorities

Future research must build on existing knowledge while addressing current methodological limitations. Several key research directions emerge.


7.2.1 

Mixed methods approach

Integrating qualitative and quantitative methods can provide a richer understanding of family experiences, intervention processes and, ultimately, intervention effectiveness.




7.2.2 Longitudinal research

More studies following families over time are needed to understand the long-term effects of parental mental illness and interventions designed to support them. We should advocate for the importance of such approaches with funders, universities, and our government partners.




7.2.3 Cross-sector and intergenerational research

Collaboration across health, education, legal, and social services is essential to developing a holistic understanding of family needs.




7.2.4 Innovating measurement strategies

Identifying new ways to assess program effectiveness, including culturally relevant tools for measuring family-focused practice, family relationships, child well-being, and service engagement, will strengthen the evidence base.




7.2.5 Co-design and participatory research

Involving parents, children, and service providers in research design and intervention evaluation ensures that studies are relevant, feasible, and aligned with the needs of those they aim to support. Efforts should also be made to include infants’ experiences by developing methods that capture their relational and emotional worlds in ethical and developmentally appropriate ways.




7.2.6 Enhancing diversity in research participation

Studies must include a broader range of family structures, cultural backgrounds, and lived experiences to ensure findings are generalizable and inclusive.





7.3 Workforce development: building capacity for family-focused practice

Effective implementation of family-focused interventions relies on a well-trained, confident, and supported workforce. The findings in this volume underscore several priorities for workforce development.



7.3.1 Well-specified training approaches

Training for mental health and social service providers should be structured, evidence-based, and tailored to the realities of family-focused practice, to build expertise in working with families.




7.3.2 Organizational support and resource allocation

Institutions must provide sufficient time, funding, and systemic backing to ensure family-focused approaches are sustainable.




7.3.3 Championing organizational change

Identifying and supporting leaders within organizations who advocate for family-focused care can facilitate widespread adoption and integration.




7.3.4 Embedding reflective practice

Encouraging practitioners to engage in self-reflection enhances their ability to navigate complex family dynamics and improve service delivery. This practice includes reflection on our biases and gendered assumptions in caregiving, and ensuring that professionals are attuned to the perspectives and voices of all family members, including fathers, infants, and all caregivers.





7.4 Addressing underexplored areas and broader policy implications

While this volume covers a wide array of topics, certain areas remain underexplored and warrant further investigation.



7.4.1 Fathers’ experiences and roles

Much of the research to date and reported in our Research Topics has focused on mothers, leaving a gap in understanding how paternal mental health influences family dynamics and child outcomes. Future work must examine the specific challenges fathers face, the support they require, and how interventions can engage them better in family-focused care.




7.4.2 Children’s participation in research

Ethical and methodological considerations must be addressed to involve children meaningfully in research while safeguarding their well-being.




7.4.3 Cultural norms and parenting expectations

Understanding how cultural beliefs shape perceptions of mental health and parenting can inform the design of more culturally responsive measures, methods, and interventions.




7.4.4 Substance use disorder and other co-occurring conditions

Exploring how parental substance use interacts with mental health challenges and impacts family well-being continues to be a critical area for study. Other medical conditions may co-occur with or convey mental health challenges, with exacerbated impact on families as well.




7.4.5 Parents with disabilities

Research should consider the unique needs and strengths of parents with disabilities in the context of accessible mental health support.




7.4.6 Policy impact and implications

Policymakers must be engaged in translating research findings into actionable strategies that improve service access, funding, and regulatory frameworks. This approach includes recognizing the importance of inclusive family policies that consider the diversity of caregiving roles and family leave, and ensure that fathers, extended family members, and non-traditional caregivers are supported within mental health systems.






8 Conclusion

This volume illustrates the growing momentum in research and practice aimed at supporting families in which parents have a mental and/or substance use disorder. As the field continues to evolve, a commitment to interdisciplinary collaboration, participatory research, and evidence-informed practice is essential. By addressing gaps in intervention development, research methodology, workforce training, and systemic integration, we can move towards a more comprehensive and sustainable approach to family mental health care and wellbeing. The challenge now is to translate these insights into action—ensuring that families receive the support they need, not only in crisis but throughout the course of their lives.

We would like to express our heartfelt appreciation to Dr. Tytti Solantaus and Dr. William Beardslee, whose pioneering work has significantly shaped the field of family mental health. Their dedication to understanding and supporting families affected by parental mental illness has not only advanced scientific knowledge, but also transformed clinical practice and policy worldwide. Dr. Solantaus’s contributions have emphasized the strengths and resilience of families, inspiring innovative, preventive approaches that acknowledge the experiences of both parents and children. Dr. Beardslee’s groundbreaking work on resilience and family-focused interventions laid the foundation for evidence-based programs that continue to guide researchers and practitioners in their efforts to improve outcomes for families. Their wisdom, compassion, and commitment have shaped a field that is deeply attuned to the needs of families. We are honored to build upon the foundation they have laid.
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Introduction: A significant number of individuals with a serious mental illness (SMI) such as schizophrenia or bipolar disorder are also parents of dependent children. Despite the risk of adverse psychological, behavioral, and social outcomes their needs often go unmet. To better understand the needs of parents with SMI and their children it is necessary to gain insight into the perspectives and experiences of the professionals in adult mental health and children's services who work with them, and who, ultimately, are best placed to meet those needs.
Aims: To explore the views and experiences of health and social care professionals working with parents with SMI to understand the needs of, and their role supporting, parents with SMI and their children.
Methods: Semi-structured interviews were conducted with seventeen professionals from six NHS and Local Authority settings in England, UK. Participants were included if they were employed in adult mental health or local authority children's services and had experience of working with parents with SMI. Sampling was purposive, including a wide range of professions in these settings. Interview data were analyzed using template analysis taking a critical realist perspective.
Results: Three top-level themes were generated: (1) Impact of parental SMI on the child, (2) Accessing support from services, (3) Role of professionals working with parents with SMI. Themes highlight diverse, wide-ranging effects of SMI on the child and a reluctance from parents to seek help due to stigma and fear. Available services are reported to be inaccessible and unacceptable to parents with SMI and practitioners experience conflict when balancing the needs of the parent and child. A whole-family approach facilitated by improved communication between services is advocated.
Conclusion: Participants believed that parents with SMI experience complex parenting challenges over and above other parents, describing a largely detrimental impact on the child. Support services were deemed inadequate, and participants stressed the need to develop specialist services tailored toward the needs of parents with SMI and their children. Although participants endorsed joined up working across health and social care settings to facilitate a whole family approach, they required greater service knowledge and training in parental SMI.


KEYWORDS
parental mental illness, adult mental health services, children's services, family, qualitative, template analysis


1 Introduction

Approximately 57–68% of individuals with mental illness are parents of dependent children (1) and by age 16, more than one in four children have experienced living with a parent with mental illness (2). Parents with mental illness are at greater risk of relapse, hospitalization, stigmatization, and social disadvantage than those who are not parents (3, 4) and their children are also at greater risk of a range of poorer outcomes including emotional, social, and behavioral difficulties in childhood. They go on to have poorer mental health in adulthood and experience increased morbidity and premature mortality overall (5–8). The children of parents with the most serious forms of mental illness, such as schizophrenia and bipolar disorder, are at the highest risk of poor outcomes (9). A serious mental illness (SMI) is defined as one which substantially interferes with life activities and often results in severe functional impairment (10).

Caring for children alongside coping with SMI can be difficult for parents. Mental health symptoms and medication side effects may interfere with parents' ability to establish and maintain important family routines (11) and can result in inconsistent and unpredictable parenting (12, 13). Parents with SMI have also been shown to be less emotionally responsive or sensitive to their child's needs (14, 15) although this is not inevitable. Parents with SMI are also frequently rated as displaying “good enough” parenting by clinicians (16). Where positive support networks can contribute to improved recovery and parenting outcomes, negative relationships with wider family can exacerbate parenting stress, stigma of parenting with SMI and feelings of inadequacy (17).

Despite the risk of poor outcomes, children of parents with SMI often remain invisible to services (18). Although there is a mandatory requirement to routinely identify and record parenting responsibilities to dependent children in the United Kingdom (19), a quarter of adult mental health practitioners in adult mental health services fail to do so and fewer still routinely assess children's needs or engage in discussions around parenting (20). Several barriers to the identification and support of families affected by parental SMI have been noted. Adult mental health professionals often lack the knowledge, training, and resources to engage in a more “family-focused” approach (21–23). Many do not see children as being within their remit as adult mental health professionals due to a “patient-centered” approach [e.g., (24)] and believe that other services involved in the family's care should shoulder responsibility for the child (25).

In the UK, separate Childrens' services are typically responsible for providing support to families that are struggling and research shows that 50–90% of parents referred to these services are experiencing mental health problems [Social Care Institute for Excellence; (26)]. Professionals in these services hold responsibility for identifying risks and safeguarding children (27) but do not typically hold mental health qualifications and may feel ill-equipped to support parents with SMI. Poor integration of adult mental health and children's services (28) and a reluctance of parents to seek help due to stigma and fears of custody loss (17, 29) are barriers to effective cross-disciplinary support being provided. Staff in both services may also face difficulties maintaining a dual focus due to conflict between the parent and child's needs (23, 30).

Although parents with SMI often value their parenting role as an important component of their identity and sense of self (16) and incorporating parenting as a focus of recovery-oriented practice within interventions has been found to improve both parental and child wellbeing (31, 32), such interventions are not routinely available in UK services and the needs of parents with SMI and their children often go unmet (33). To gain an in-depth understanding of these needs from a service-level perspective it is necessary to access the views and experiences of the professionals involved in their care (34). These professionals act as gateways to services and interventions made available to parents with SMI and their children (35). Recent qualitative research has started to explore the perspectives of health care professionals in adult mental health services in relation to parents with psychosis (24, 36, 37). However, to comprehensively understand the needs of parents with SMI and their children, and how they are currently supported within services, it is necessary to gain insight into the full range of perspectives from both adult mental health and children's social care professionals, including the perspectives of staff in children's services, who occupy a critical position in identifying and supporting the needs of the child (27).

We utilized individual interviews to explore the views and experiences of a range of health and social care professionals working within NHS adult mental health and local authority children's services. Our aim was to identify the unmet needs of families affected by parental SMI and to understand practitioner perspectives of their role in supporting such families. Template analysis was chosen to facilitate a structured, inductive approach to data analysis (38).



2 Methods


2.1 Design and ethical approval

A qualitative methodology, using one-to-one semi-structured interviews explored health and social care professionals' views of parents with SMI. Ethical approval was granted by the University of Manchester Research Ethics Committee.



2.2 Participants and recruitment

Eligible participants were provided with the participant information sheet. This informed participants that the aim of the study was to explore their experiences of working with parents experiencing SMI and to discuss their role as a care provider. We did not include the term “family-focused” to avoid recruiting professionals who were biased toward family-focused work. Seventeen participants were recruited from three adult mental health services and three local authority children's services across the North and South of England, UK. Purposive and snowball sampling ensured inclusion of a range of professions in each setting, reflecting the multidisciplinary nature of these services. To be included, participants had to be health or social care professionals with at least 6 months of experience providing support to parents with SMI.



2.3 Procedure

Interviews were conducted over the telephone to allow access to participants from several settings across a wide geographical area. After providing written consent, participants provided details of their job role, qualifications, employing organization, length of experience working with parents with SMI, as well as their age, sex, and ethnic background.

Interviews were guided by a flexible topic guide which comprised two main sections: (1) views of the parent and child's needs; (2) views of their own role supporting parents with SMI. Prompts and probes were used where appropriate to encourage clarification, elaboration and detail of specific examples or experiences. Interviews ranged from 26 to 70 min in length (mean = 51 min). The interviewer completed a post-interview debrief and reflection to highlight any concerns with the topic guide regarding the phrasing, order, and relevance of questions, and to note whether unique insights were still emerging in relation to the study aims. This informed necessary modifications to the topic guide and confirmed that the data were of adequate quality and richness to allow data sufficiency to be reached (39).



2.4 Data analysis

Interviews were audio-recorded with an encrypted device and transcribed verbatim. Identifying information was removed and transcripts pseudonymized prior to analysis. Data were analyzed using template analysis, a form of thematic analysis which provides a systematic approach to data analysis while facilitating the exploration of the richest aspects of data by utilizing a hierarchical coding structure (38). Template analysis involves the generation of a coding template which organizes themes, recurrent elements of participants' narratives, in a meaningful and relational manner (40). The analysis was approached from a critical realist perspective, which combines a realist ontology and relativist epistemology (41).

Data analysis was guided by the procedural steps outlined by Brooks et al. (38). Data familiarization was achieved by transcribing interviews and reading the transcripts. Using NVivo 12, preliminary line-by-line inductive coding was firstly conducted with a subset of five transcripts, which captured a cross-section reflective of the views across the data set and ensured inclusion of a diverse range of professional roles. Semantic coding captured explicitly stated views and experiences, and ensured the analysis remained close to participants' meanings and interpretations (42). Codes were then collated into meaningful clusters which were organized into the first version of the coding template, in which top-level themes and sub-themes were refined and defined. The first version template was then applied to the next subset of five transcripts via an iterative approach. The template was revised and modified where necessary; novel insights were added and two themes were merged due to substantial overlap. The coding template was then applied to the final seven transcripts, and additions and refinements made where necessary. The template was finalized and applied across the entire data set to ensure comprehensiveness. The template was deemed sufficient at the point at which the majority of data relevant to the research question could be coded (38). The final template included three top-level themes each with sub-themes.



2.5 Rigor and reflexivity

Interviews were conducted by the second author, and the coding frame was developed, and analysis conducted, by the first. To ensure quality in the analysis (43), the development of the coding template was discussed in regular supervision meetings with a senior team member (LG). This ensured that the analysis was grounded in the data and credible interpretations were formed. LO kept a reflexive log to consider the influence of their own experiences and assumptions on data analysis (44). An audit trail was also established, an important quality assurance technique in template analysis (43). This forms a transparent step-by-step record of the key analytic decisions made during the development and modification of each version of the coding template.




3 Results


3.1 Sample characteristics

Participants ranged from 24 to 54 years old (M = 40.41, SD = 8.14). The majority were female (15, 88%) and White British (13, 76.4%). Eleven participants were recruited from adult mental health services (NHS) and six from children's services (Local Authority), reflecting fewer professional roles in the latter. See Table 1 for individual participant demographic information.


TABLE 1 Participant characteristics.

[image: A table displays participant IDs, occupations, settings, experience in years working with parents experiencing SMI, and relevant education levels. Occupations include nurse specialist, team leader, social worker, and others, with settings in NHS trusts or local authorities. Experience ranges from 4 to 21 years. Education levels vary from 3 to 8.]



3.2 Themes

Three top-level themes were generated: (1) Impact of parental SMI on the child; (2) Accessing support from services; (3) Role of professionals working with parents with SMI. The final template outlining top-level themes and sub-themes is presented in Table 2.


TABLE 2 Final template of top-level themes and sub-themes derived from the analysis.

[image: Outline on the impact of parental serious mental illness (SMI) on children, accessing support, and the role of professionals. Sections include: detrimental impact and strengths of the parent, seeking and barriers to services, inadequacy of current services, building therapeutic relationships, prioritizing child versus parent, whole family approach, communication, and staff training limitations.]


3.2.1 Theme one: impact of parental SMI on the child

Practitioners were keen to emphasize that parenting challenges are universal to all parents, expressing the normality of parenting stresses. They noted that outcomes are variable, and detrimental impacts for children are not inevitable, particularly when there is a supportive network around the family allowing the parent to “focus on their own health” (P3, Social Worker, Local Authority).

	“Many parents with mental health problems are amazing parents and just because somebody has difficulties with their mental health does not mean they can't care for their kids” (P1, Nurse Specialist, NHS).

At the same time, parents with SMI were described as having parenting challenges over and above those of other parents due to difficulties balancing the dual demands of parenting and coping with the effects of illness and medication. The children of parents with SMI were described as being at increased risk of a range of adverse consequences including “parentification” (the child providing emotional and practical support for the parent), emotional and physical neglect, and the intergenerational transmission of mental illness.

Participants highlighted the impact of early life influences on child development. Symptoms such as agoraphobia, paranoia and withdrawal in the parent were reported to result in fewer opportunities for children to engage in activities outside of the family or home. This was reported to have an impact on the child's early emotional, social, and cognitive development. Parents were often described as emotionally unresponsive, leaving children feeling “unloved, angry, upset and confused” (P9, Clinical Psychologist, NHS): “I guess the issues are about their ability to be emotionally available and also to have the ability to you know of attunement and reciprocity […], the ability to be able to modulate how they respond” (P6, Clinical Psychologist, NHS). Participants reported instances of children being neglected, with parents unable to meet basic needs when illness was acute: “there were no beds or hardly any food or electric” (P11, Early Help Practitioner, Local Authority); “The house is uncleaned, the children's needs are not being met” (P5, Early Help Practitioner, Local Authority).

Participants reported that parents with SMI sometimes experience difficulties setting boundaries for children and in providing consistent parenting: “when you're really really depressed or really anxious or really psychotic or whatever, you are very very difficult to set boundaries in place” (P1, Nurse Specialist, NHS). Parenting practices were described as unpredictable, and dependent upon the parent's fluctuating mental health. This unpredictability was believed to generate uncertainty for the child whose feelings of safety and security may be compromised as a result: “[the parent] starts to behave bizarrely and it could become very frightening […], that has been terrifying for the children” (P9, Clinical Psychologist, NHS).

	“It may be that the parent has bipolar affective disorder and it's fine most of the time but then will suddenly become depressed, so the child goes from having a parent that's there and supportive and fine to suddenly parent's crying all the time, and they've no idea what's going on or what's happening” (P17, Consultant Psychiatrist, NHS).

Practitioners reported that inconsistent and permissive parenting can arise due to feelings of guilt: “they almost overcompensate and can become quite indulgent to their children so you end up with all sorts of chaotic behaviour that spirals because the children then feel unsafe and don't know boundaries” (P6, Clinical Psychologist, NHS).

When parents lacked insight into their illness, they were described as not sufficiently able to separate themselves from their psychotic symptoms and delusional beliefs to adequately consider the child's perspective or feelings. Observing a parent experience such symptoms was believed to have adverse behavioral and psychological implications for the child, with parent and child mental health reported to go “hand in hand” (P2, Family Intervention Team Leader, Local Authority):

	“The father in that household has got quite severe mental health issues and quite frequent psychotic episodes etcetera and the children's behaviour, one of the insights he's come out with is that the children's behaviour will often mirror his behaviour so they withdraw or they explode” (P2, Family Intervention Team Leader, Local Authority).

In addition to these shorter-term effects, practitioners also highlighted long-term implications for children including the intergenerational transmission of mental illness: “you've got an elevated risk for having mental health problems yourself since you've got a parent who have” (P16, Clinical Psychologist, NHS).

Participants noted that children often faced pressures and responsibilities beyond their peers. They mentioned the occurrence and impact of instrumental and emotional parentification whereby the child adopted the role of a young carer for their parent. Children were reported to be responsible for tasks typically identified as not age-appropriate including paying for utilities, caring for siblings, and managing their parent's medication. Children were also reported as sometimes being a source of emotional support to their parent which descended from feelings of responsibility for their parent's wellbeing and safety: “[children] feel the need to be fixing the parent that is not so well, from in some way it's their fault that they take on this kind of real emotional responsibility for the adult” (P1, Nurse Specialist, NHS). Participants believed that children often felt protective of their parents and made conscious efforts to conceal any difficulties their parent was experiencing in fear of social service involvement and being “taken away.”

Some participants believed that parents often over-relied on the child to maintain their wellbeing, particularly where the parent's needs were not met by services. Feeling burdened with the responsibility of a parent's care was described to have poor social outcomes for the child: “their social life isn't that brilliant because they're worried about mum, their worries escalate and obviously has a big impact on their health and social wellbeing” (P5, Early Help Practitioner, Local Authority). Children were reported to hide their parent's illness from others due to indirect consequences of parental SMI such as social stigma, bullying, and feelings of shame and embarrassment: “the stigma side of things you know at school peer groups […], young people being teased or bullied if they've got a parent with a mental health problem they could be ashamed” (P16, Clinical Psychologist, NHS).

Although many parents were described as preoccupied with their mental illness at the expense of parenting responsibilities, some practitioners highlighted the importance of recognizing a parent's strengths. Lived experience of mental illness was reported to increase compassion in some parents. They were reported to be mindful of their child's wellbeing and displayed empathy toward the child's experiences. Practitioners noted that some parents actively sought to protect their child from adverse experiences and ensured their child remained a priority: “regardless of what they're going through with their mental health, their child will be their sole focus […] they will do everything in their means to make sure their child is protected” (P12, Occupational Therapist, NHS). For some parents, their identity as a parent was described as a being a protective factor in their wellbeing. Children were viewed as a source of motivation and focus for recovery: “If it wasn't for that child, this person may not be with us or may be a lot worse than they already are […] I've got to be strong for my child” (P12, Occupational Therapist, NHS).



3.2.2 Theme two: accessing support from services

This theme captured participants' accounts of parents' help-seeking behavior in relation to both adult mental health and children's services and outlines perceived barriers to accessing support. Practitioner views of the services available for parents with SMI are also included.

Participants reported that most parents with SMI were reluctant to seek support from services and would often “wait until things become virtually crisis point before they seek help” (P14, Community Psychiatric Nurse, NHS). Practitioners attributed this reticence to a lack of insight into their mental health and not perceiving the need for support: “some people don't think they've got mental health issues, some don't want to recognise it” (P4, Children's Services Manager, Local Authority). For many parents, seeking mental health support was not recognized to be a priority, particularly when balancing parenting responsibilities.

Help-seeking was additionally hampered by a lack of awareness and understanding of the services available: “parents aren't sure where to go for help” (P8, Assistant Psychologist, NHS); “you can't go if you didn't know it existed” (P1, Nurse Specialist, NHS). For parents already involved with services, many were described as struggling with ongoing engagement as they did not consistently attend appointments. Practical barriers to engagement included the location of services and the financial burden of transport and childcare. Symptoms of mental illness such as paranoia and agoraphobia were also reported to affect parents' ability to attend appointments.

A key factor in reluctance to seek help was perceived stigma. Practitioners reported that parents feared blame and judgement of their parenting abilities from professionals and wider society: “there's the worry that if they're having difficulties that other people will ultimately judge them and say that they're not good enough parents because they've got mental health problems” (P17, Consultant Psychiatrist, NHS). Stigma was described to be particularly salient among families from cultural backgrounds in which mental illness is perceived to bring shame to the family: “it's normally kind of frowned upon, as failing, getting help from outside agencies” (P17, Consultant Psychiatrist, NHS). Participants also noted a particular reluctance to seek help among fathers with SMI who believe “it's a weakness to ask for help” (P2, Family Intervention Team Leader, Local Authority). This coincides with recognition of a disproportionate emphasis on maternal mental health and a lack of support targeted toward fathers. Professionals highlighted the value of normalizing parenting difficulties amongst these groups to reduce the stigma attached to seeking support. Connecting with other parents and sharing parenting experiences was seen as a valuable tool to reassure parents that parenting challenges were common for all parents, including those without mental illness.

Stigma toward parenting with a SMI was reported to exacerbate fear of social service involvement and subsequent custody loss of children, which was reported by most participants to be a major barrier to parents with SMI seeking support: “that's everyone's number one fear - that their kids will be taken away” (P15, Social Worker, NHS). For parents already involved with social services, there was a perception of increased pressure to meet high expectations and present as the “perfect parent”: “I meet a lot of parents who are striving so hard to be perfect ideal parent because they want to overcompensate because they feel like they're under scrutiny and stuff and actually that puts, it's so much pressure on them and they always feel that they're failing” (P9, Clinical Psychologist, NHS). However, professionals identified that their ultimate goal was to prevent custody loss by putting support in place for parents and keeping families together.

When asked to discuss the services available to parents with SMI, most participants referred to their inadequacy. Services were reported to be struggling due to funding cuts, which had resulted in fewer appointments and increased waiting lists. Without early intervention, mental health and parenting difficulties were described to escalate, having a detrimental impact on both parents and children: “I think it's kind of getting there early really ‘cause most of the time the services are not there and it's gone to the point where it's too late for the parents, and for the children” (P11, Early Help Practitioner, Local Authority).

Participants believed that parents did not always feel listened to or accepted by healthcare professionals. They reported that some parents had poor experiences with General Practitioners (GPs) who were deemed unequipped to deal with complex mental health problems, lacked knowledge of referral pathways and were often dismissive of mental illness. Due to time-limited appointments, participants believed parents refrained from openly sharing any difficulties: “with the GP they only have that 10-minute slot but most of our parents with mental health are guarded and it takes a while for them to discuss what it troubling them” (P11, Early Help Practitioner, Local Authority).

Participants highlighted the lack of, and need for, specialist services dedicated to parents with SMI. They noted that parents often did not meet the criteria for existing services and fell into a gap without support: “[parents] are falling between these two extremes if you like very low level attend your GP very high level come in for some treatment, and there's a bit in between that there's nothing for” (P2, Family Intervention Team Leader, Local Authority). When support was provided, the time-limited sessions of psychological intervention were deemed insufficient and there was a lack of continuous, long-term provision: “one hour a week is not going to fix somebody, there's a hundred and sixty something hours in a week you know what you do on those other days too” (P1, Specialist Nurse, NHS). They perceived that this was partly due to a lack of trained professionals to provide appropriate parenting or mental health support.

Overall, many participants reported the need for flexibility within services depending on the parent's level of need and highlighted the importance of a “bespoke tailored approach” (P2, Family Intervention Team Leader, Local Authority).



3.2.3 Theme three: role of professionals working with parental SMI

This theme captured participants' views toward their role as a health or social care professional working with parents with SMI and their families. It was clear that participants experienced conflict between prioritizing the parent and child's needs and advocated for a whole family approach. Participants also discussed how their role was limited by their knowledge of other services and lack of training to support parents with SMI.

Many participants emphasized the initial importance of building a therapeutic relationship with the parent to improve engagement and described creating a safe space to allow parents to share openly and honestly: “it's the way in which we work with someone, so they feel comfortable talking to you […] having that safe space” (P9, Clinical Psychologist, NHS). Professionals discussed implementing skills such as non-judgemental listening, being empathic toward parents, and recognizing and valuing parents as experts by experience: “no actually you're still not the expert [parents] are, they live it 24/7” (P2, Family Intervention Team Leader, Local Authority).

However, participants expressed difficulties balancing the therapeutic relationship with the parent while managing their professional responsibilities and safeguarding duties toward the child. Some believed it was particularly difficult for social workers to establish trusting and engaging relationships with parents due to their prevailing fear of custody loss. Participants therefore believed it was important to be transparent to parents about their role: “it's about how you have those conversations, how you're very clear from the start around confidentiality and your professional responsibility” (P13, Community Psychiatric Nurse, NHS).

Although building a therapeutic relationship with the parent was important to encourage engagement with services, some participants, including some of those working within adult mental health services, believed the children of service users were their ultimate priority: “absolutely the adult and the parent with the mental illness is massively important but the little people in that house are more important” (P1, Specialist Nurse, NHS). Some participants therefore described adapting the focus of their work to incorporate the child's needs. Communicating with children to support their understanding of their parent's illness and the services involved in their care was considered important.

Without sufficient communication and transparency about their parent's illness, children appeared to face detrimental consequences: “if the kids don't get a narrative for what's going on I think that can be very damaging to them [...] without giving kids language and a framework to understand that I think the consequence of that can be long-lasting” (P16, Clinical Psychologist, NHS). This participant feared that if information was absent, the child would compensate by “filling those gaps in with their own imagination and come up with a worse story” (P16, Clinical Psychologist, NHS).

However, there were concerns that within social services, the parent's needs may be overlooked as a result of focusing on the child: “social services kind of miss the parent's needs and I can see why they do that ‘cause they've got to look at risk and the children's needs and they've got to put the children's needs first but then you've got to kind of balance a little bit of everything” (P8, Assistant Psychologist, NHS). Many participants emphasized the importance of considering both perspectives and therefore discussed the value of working holistically toward a whole family approach: “not only you have to take [parent's] needs into account but we have to be thinking about the needs of the rest of their family and most specifically their children” (P1, Specialist Nurse, NHS).

Professionals expressed the value of joined up working within health and social care services to co-ordinate care for the parent, child, and wider family. Although participants felt skilled within their own service, they believed that a parent's care would improve following collaboration with other services. They discussed forming a partnership with other agencies to develop a shared formulation which captured the needs of the whole family.

	“I love the idea of sort of joint working going on between health visiting teams and within schools and you know within modalities as well like peer and secondary care. I've done some joint working with a few families […] I think it sped up kind of positive change within the family” (P16, Clinical Psychologist, NHS).

Although professionals advocated for a joined-up approach, some felt they required greater service knowledge and understanding of the role of other professionals to improve the whole family's care. They stressed the need for training regarding the referral pathways and eligibility criteria for services to recommend appropriate support. One participant from adult mental health services felt they lacked knowledge about support services available to parents with SMI and their children: “I would have no idea what, the only thing I could do is if they were struggling was refer them to social services, but that's not ideal, but you know, I wouldn't know what's available” (P17, Consultant Psychiatrist, NHS). Conversely, professionals in children's services felt unequipped to support parent's mental health needs. Both health and social care professionals discussed the limitations of receiving only generic mental health training and felt they required specialized training to support specifically parents with SMI.

	“I've had to work out as I go along from my experience of working with families. And then when they've said to me that they've got a certain mental health condition, I've then gone back and looked it up on the internet […] I've gained more experience and understanding of it, from my own interests” (P10, Early Help Practitioner, Local Authority).





4 Discussion

The aim of this qualitative study was to explore health and social care professionals' views of, and experiences supporting, parents with SMI. Participants demonstrated that parents with SMI are balancing the dual demands of mental health and parenting, which appeared to be influenced by factors such as their support network and medication side effects. All participants reported that parental SMI could have a detrimental impact on the child, however some highlighted variability in outcomes and stated that an adverse impact was not inevitable. Participants also discussed barriers to accessing parenting and mental health support such as stigma and the fear of custody loss. To engage parents in services, participants highlighted the value of building a therapeutic relationship with the parent. Participants identified the importance of recognizing the child's needs and advocated for a whole family approach, although recognized the need for further training in parental SMI and improved collaboration between agencies.

This study supports research indicating that although many stresses are universal to all parents, parents with SMI can experience complex parenting challenges over and above those of other parents (4, 45). Consistent with previous research, participants believed that mental health and parenting were intertwined and referred to parents as balancing dual demands (46). In line with existing research, participants indicated that the relationship between parenting stress and mental health was bi-directional and cyclical (30, 47–49), highlighting the need for professionals to identify and support parenting stressors. Although the parenting role was typically perceived to be a source of stress, participants highlighted that for some, their identity as a parent was a source of motivation for recovery. Parents have reported valuing their parenting role which provides a sense of self, meaning and purpose, and hope about the future (12, 50). This reinforces the value of incorporating parenting into interventions as a central component to recovery (32).

The impact of parental SMI on the child is widely discussed in the literature and became a prominent theme in this analysis. Consistent with previous research, participants believed that symptoms of SMI resulted in unpredictable and inconsistent parenting (13) which created an environment lacking in safety and security for the child (51). They reported that witnessing psychotic symptoms was distressing for children, particularly if the child lacked understanding of their parent's illness. In line with participants' accounts, previous research argues that providing children with education about parental mental illness reduces self-blame and guilt, ameliorates their misconceptions, and provides children with appropriate language to communicate their experiences (52, 53). It is therefore essential that professionals communicate information to support the child's understanding of parental SMI (54) and support families in their discussions of parental mental illness (53). Participants also highlighted the incidence of parentification (36). Young carers face an increased risk of early mortality and psychiatric morbidity (55). However, as recognized by participants, young carers are not always visible. Parents and children were reported to conceal difficulties to protect themselves from social service involvement. Professionals must therefore be particularly mindful and perceptive of any signs of adversity for the child to provide early support.

As previous literature highlights (36), most participants focused on the negative elements of parenting with SMI. However, some emphasized variability and in support of previous research, believed that SMI did not reliably predetermine inadequate parenting or detrimental outcomes for the child (16). Participants reported that some parents were sensitive to the child's wellbeing, exhibiting compassion and empathy derived from their lived experience of mental illness. Children of parents with mental illness further describe themselves as more independent, resilient, and empathic than their peers (56). Further research exploring the strengths of parents with SMI and their children is warranted to inform family-focused strengths-based parenting interventions (50, 57, 58), reduce the stigma toward parental SMI (59), and increase self-esteem and coping skills (56).

Participants noted that parents with SMI may not present at services until in crisis and explored the barriers to seeking parenting and mental health support. Participants reported that the stigma of reduced parenting capacity generated a widespread fear of social service involvement and custody loss [e.g., (45)]. Professionals believed that parents therefore felt pressure to present as the “perfect parent” and were reluctant to seek support from services in fear of being deemed incapable of parenting. Previous research identified that delayed treatment for SMI predicts symptom progression, poorer social functioning, and reduced quality of life (60). Mental health professionals also believe that parents who are chronically unwell display higher levels of parenting need and likelihood of custody loss than parents experiencing a first episode psychosis receiving early intervention (37). Further research exploring the barriers faced by parents with SMI to accessing services is therefore required to increase the accessibility of services and enable early intervention.

Although recent research revealed that many adult mental health practitioners do not identify children of service users (20), most participants in this study believed it was important to consider the child's needs and all were able to discuss the impact of parental SMI on the child when prompted. However, consistent with previous research, there was conflict between prioritizing the needs of the parent and child (23, 24, 30, 37). Surprisingly, and in contrast to Tuck et al. (24), those who explicitly advocated for prioritizing the child's needs were from adult services. In line with the Think Family approach (26), most participants advocated for holistic working and family focused practice (FFP). However, research shows that in practice, many adult mental health professionals do not regard FFP (61) or the delivery of parenting interventions (47) to be part of their role. Previous research has identified barriers to implementing FFP including a lack of resources, confidence, and training to deliver such approaches (22, 62) as well as poor interagency collaboration (21). It would be beneficial for future research to comprehensively explore the variation in views across child and adult mental health practitioners to understand service specific barriers to FFP and subsequently provide recommendations for practice. Participants also identified the need for further training in parental SMI and the roles of other services to facilitate collaboration with other agencies and best meet the needs of the whole family. Further research is warranted to explore the training needs of UK professionals to inform improved, family-focused care for parents with SMI and their children. For example, recent efforts in the United States provide promising support for the feasibility of family-focused practice interventions with mental health practitioners to improve professional practice and parenting outcomes (63–65).

The findings from this study have further implications for clinical practice. Due to the risk of poor outcomes for parents with SMI and their children, professionals must receive training in a family focused approach to ensure early identification of the whole family's needs and subsequent early intervention. Professionals also require good service knowledge across adult and children's services to encourage signposting and referral to relevant services. For example, child and adolescent mental health services (CAMHS) in the UK, who are well-placed to support children adversely affected by parental mental illness. As parenting and mental health were believed to be intertwined, professionals highlighted the need for specialist services available to parents with SMI including a bespoke pathway tailored to the family's needs. Current services were deemed inaccessible and unacceptable to parents with SMI. Pragmatically, professionals should endeavor to encourage engagement with services by providing home visits and flexible appointment times to accommodate for childcare difficulties and other barriers to attending services. This study has provided a comprehensive overview of the needs of parents with SMI and their children and has the potential to subsequently inform the development of parenting interventions tailored to this population for which the evidence base is currently scarce (66).


4.1 Strengths and limitations

This is one of the first UK studies to explore both health and social care professionals' views toward parents with SMI. This study recruited a wide range of professional roles across NHS trusts and Local Authorities and was not limited to one geographical area due to the use of telephone interviews. We accessed the views and experiences of professionals working within adult and child services and provided an in-depth exploration of the needs of both parents with SMI and their children.

To ensure quality and rigor, the author engaged in reflexivity throughout the research and completed an audit trail of the analysis process. The authors conducted a comparison of preliminary independent coding to ensure codes were grounded in the data. However, not all quality assurance techniques used in template analysis were conducted (43). Due to pragmatic considerations, it was not feasible to conduct respondent feedback, although there is debate as to whether member checking enhances research credibility (67).




5 Conclusion

The findings from this study indicate that parents with SMI may experience complex parenting challenges in addition to those of other parents. Unpredictable and inconsistent parenting practices were viewed to have a largely detrimental impact on service user's children which highlights the importance of the early identification and provision of support to children. This study highlights a range of barriers to accessing services and demonstrates that current services do not adequately meet the needs of parents with SMI and their children. Many participants advocated for a whole family approach, however further training in parental SMI and improved collaboration between adult and child services is required to work holistically with families.
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Objectives: A systematic review was conducted to (1) investigate protective factors enhancing resilience in children of parents with a mental illness (COPMI), and (2) examine theoretical and methodological issues in the existing literature.
Method: Following guidelines for systematic reviews, searches were performed using Web of Science, Pubmed and Embase. After screening 5,073 articles 37 fulfilled inclusion criteria and were extracted for review. Results of the present review indicate that there are several ways to help build resilience in COPMI. More specifically, five protective factors emerged from the reviewed literature: Information, Support, Family functioning and Connectedness, Child coping, and Parenting.
Discussion: Research on protective factors in children confronted with parental mental illness is still scarce and for some factors no clear conclusions can be drawn based on the available evidence. To further our understanding of the building blocks and underlying mechanisms of resilience in COPMI, additional rigorously designed studies are needed.
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Introduction

One in every eight people in the world lives with a mental illness (WHO, 2022). Having a mental illness and its symptoms may impact a person’s life in several ways. It reduces general health and quality of life (Evans et al., 2007), affects social relationships (Leufstadius et al., 2008), and lowers the person’s opportunities for employment (Mechanic et al., 2002). In addition, suffering from a mental illness impacts a person’s family (life) and (when applicable) parenting. Indeed, a mental illness may undermine parents’ capacity to parent and impact the quality of parent–child interactions (Goodman and Gotlib, 1999; Goodman, 2007). For example, parents with depression express fewer positive emotions, have less child-oriented and more parent-oriented concerns (Dix et al., 2004), and exhibit behavior towards their children that is more hostile and less positive and engaging compared to parents without depression [(e.g., Lovejoy et al., 2000)].

Approximately 17–25% of all children worldwide live with at least one parent who has a mental illness (Maybery et al., 2009; van Santvoort et al., 2014). There is abundant empirical evidence for a profound impact on these children (e.g., Leijdesdorff et al., 2017), both at the level of their individual functioning and interpersonal functioning. Children of parents with a mental illness (COPMI) are in particular at risk for developing cognitive, emotional or behavioral difficulties themselves (Göpfert, 1996; Gladstone et al., 2014) or having mental health problems as a child and/or in later life (Leijdesdorff et al., 2017; Brummelhuis et al., 2022). Although results vary between studies, a meta-analysis indicated that up to 55% of the offspring of parents with a serious mental illness (e.g., schizophrenia, major depression, bipolar disorder or severe borderline personality disorder) develop a mental illness themselves (e.g., depression, anxiety, disruptive disorder) and are therefore 2.5 times more at risk compared to children of healthy parents (Rasic et al., 2014).

Despite the challenges, some COPMI, however, show resilience and manage to grow up without significant difficulties (Collishaw et al., 2016). Resilience can be defined as healthy or adaptive functioning over the passage of time in the aftermath of adversity (Southwick et al., 2014). In other words, in the presence of adversity, protective factors supersede the risk of developing mental problems or other difficulties, and provide a more positive outcome than might be expected in the context of such adversity (Windle, 2011; Fletcher and Sarkar, 2013). Importantly, resilience cannot be conceptualized as just the opposite of risk (Stainton et al., 2019). Thus, notwithstanding the large amount of evidence on vulnerability and risk in COPMI [as summarized in different reviews; (e.g., Leijdesdorff et al., 2017; Lawrence et al., 2019; Ayano et al., 2021)], results from research with a unique focus on protective factors and resilience in COPMI are also needed. While a growing number of researchers have investigated different protective factors, such as social support (Collishaw et al., 2016) or providing adequate information for children (Bartsch et al., 2014), their results have not yet been summarized. Moreover, this review also aims to extend existing knowledge on the effectiveness of preventive programs or interventions in reducing vulnerability in COPMI [as summarized in the review of Havinga et al., 2021]. Although these programs or interventions have been shown to be effective (Havinga et al., 2021), not all children have access to these interventions nor are they motivated to attend. As the current review aims to enhance resilience in all COPMI, both protective factors in interventions and in the daily lives of COPMI and their family are evaluated. A better understanding of all protective factors is needed to best support COMPI and to optimize care provided by the children’s informal and professional network.

In summary, the primary aim of this paper is therefore to provide a summary and commentary on the current evidence regarding protective factors enhancing resilience in COPMI. The secondary aim is to examine theoretical and methodological issues in the existing literature and formulate recommendations for future research.



Method section

The review followed a strict scientific methodology in accordance with the PRISMA guidelines (Page et al., 2021) to ensure comprehensiveness, minimal bias and reliability. Therefore, the following steps were taken: (1) formulation of the scope of the review and research question, (2) thorough literature search in several databases, (3) detailed data-extraction, and (4) integration of the major findings. A systematic review was chosen above a meta-analysis, as we wished to integrate quantitative and qualitative findings in order to ensure a comprehensive overview.


Literature search and inclusion criteria

Pubmed, Web of Science and Embase were searched using the following keywords: [Protective factor OR Resilienc* OR Emotional adjustment OR Posttraumatic growth] AND [Child* OR Adolescen* OR Adult Child* OR Offspring] AND [Parent* OR Mother* OR Maternal* OR Father* OR Paternal* OR Intergenerational* OR Parenting OR Parent–child relation*] AND [Anxiet* OR Anxious OR Bipolar* OR Dissociative* OR Eating disorder* OR Mood disorder* OR depress* OR affective disorder* OR Neurotic disorder* OR Personality disorder* OR Schizophren* OR psychot* OR psychos* OR Mentally Ill* OR psychopatholog* OR Mental health OR Mental illness*].

Studies selected for inclusion examined protective factors enhancing resilience in children of parents with a mental illness. The following studies were excluded (1) studies exclusively focusing on parental psychiatric “symptoms” (e.g., cohort study examining parental depressive symptoms), (b) studies examining factors which are not malleable (e.g., intelligence, SES), (c) studies published in languages other than English, (d) non-empirical articles (e.g., case reports, reviews, commentaries, book reviews, conference abstracts and dissertations), and (e) studies exclusively focussing on the perinatal period (children aged 0–2 years) or adult COPMI experiences. Reference lists of the selected papers were reviewed to ensure inclusion of all relevant papers.



Study selection

The database search was undertaken in June 2022, identifying 5,073 unique papers. The first and second authors independently screened all titles for decisions regarding exclusion, with 93% agreement. Disagreements were discussed and resolved. The 374 remaining abstracts were then screened for exclusion, again by the first and second author, with an agreement rate of 81%. Disagreements were discussed and resolved. Finally, the first (100%) and second author (20%) screened the full texts of the remaining 88 studies for final decisions regarding inclusion, with 93% agreement. Disagreements were discussed and, if necessary, a third reviewer was consulted. Finally, 26 studies were selected. Eleven articles were added based on reference chaining, resulting in a final set of 37 papers (see Supplementary Figure S1).



Data extraction

Data from the included studies was extracted in a systematic and standardized way, using a data abstraction sheet (available upon request). On this data abstraction sheet, the following study aspects were identified: (a) study characteristics such as year of publication and first author; (b) which, if any, theoretical framework was used; (c) methodological aspects, such as design, sample size and unit of measurement, and (d) a summary of the general findings. Full texts to which we had no access, were requested from the first author.



Scientific evaluation of the included studies

Each included study was rated with respect to its scientific merit using the Mixed Method Appraisal Tool (MMAT; Hong et al., 2018). Quantitative studies were evaluated for appropriateness of sampling strategy, representativeness of the sample, measurement reliability and appropriateness of available data and statistical analysis. Qualitative studies were evaluated for their scientific purpose, appropriateness of design and analysis, grounding results in examples and coherence between data sources, collection, analysis and interpretation. Each aspect was rated on a “yes,” “no,” “cannot tell” scale. In line with the recommendations of Hong et al. (2018), an overall score per study was not calculated. Instead, we provided a detailed representation of the ratings of each criterion to better inform about the quality of the included studies; see Supplementary Table S1. No studies were excluded based on their scientific evaluation.




Results


PART 1: characteristics of reviewed studies

The methods and findings of the 37 reviewed studies are summarized in Supplementary Table S2. Most of the reviewed studies used quantitative methods (n = 32; 86%), four studies used qualitative methods (11%) and in the remaining study a mixed method design was used (3%). More than half of the studies were cross-sectional (n = 22; 59%); the remaining studies were longitudinal (n = 15; 41%). In the included studies, responses of parents (nstudies = 34), children (nstudies = 35), teachers (nstudies = 2) and/or clinicians (nstudies = 3) were collected and analysed. Sample sizes ranged from zero to 331 children and zero to 331 parents. In 17 studies, only mothers were included; overall there were 83% maternal responses. A wide variety of parental mental illnesses were included, with mood and anxiety disorders as the most frequently represented (see Supplementary Table S2 for an overview of the included parental mental illnesses).



PART 2: narrative summary of reviewed studies

Five protective factors emerged from the reviewed literature: (1) Information, (2) Support, (3) Family functioning and Connectedness, (4) Child coping, and (5) Parenting. Within each of the following subsections, a brief explanation of the protective factor is given, followed by the number and type of included studies and a narrative summary of the findings across studies. Where applicable, qualitative results are presented first. For more details, see Supplementary Table S2.


Information

Information refers to the provision of information and psycho-education to children in order to increase their knowledge about the mental illness, the treatment and its consequences for themselves and the family life. This construct was addressed in two qualitative studies (Griffiths et al., 2012; Bartsch et al., 2014) and one mixed method study (Maybery et al., 2005). Across studies, the importance of being informed was emphasized. Children needed information about the diagnosis and its symptoms (Bartsch et al., 2014). Indeed, results indicated that COPMI benefit from education about their parent’s difficulties (Maybery et al., 2005; Griffiths et al., 2012), by the parent themselves or by a mental health care professional (Maybery et al., 2005).



Support

Support refers to assistance, encouragement, and care as perceived by the child, both from the informal and professional network. Support was addressed in four qualitative studies (Dunn, 1993; Griffiths et al., 2012; Bartsch et al., 2014; Kadish, 2015), 10 quantitative studies (Garber and Little, 1999; Boyd and Waanders, 2013; Chen, 2013; van Loon et al., 2014, 2015; Collishaw et al., 2016; Charrois et al., 2017; Iacono et al., 2018; Vakrat et al., 2018; Radicke et al., 2021) and one mixed method study (Maybery et al., 2005). Across the included studies, emotional support was addressed in particular or the type of support (e.g., emotional vs. practical vs. financial support) was not specified. In the qualitative and mixed method studies, support was considered as an important protective factor in helping the children get through difficult moments. Different sources of support were described: a second, healthy parent (Bartsch et al., 2014; Kadish, 2015), siblings (Maybery et al., 2005; Bartsch et al., 2014; Kadish, 2015), extended family members (e.g., grandparent/aunt; Dunn, 1993; Griffiths et al., 2012; Bartsch et al., 2014), friends or neighbours (Dunn, 1993; Maybery et al., 2005) or a stable role model in the community (e.g., teacher/coach; Dunn, 1993; Bartsch et al., 2014). Sources of support that were available on a regular basis made a substantial difference in the children’s life (Dunn, 1993) by providing a welcoming and supportive place when the parent was unwell (Dunn, 1993; Maybery et al., 2005; Kadish, 2015). When needed, children benefit from support of people with expertise (i.e., health care provider or friend with shared lived experiences; Maybery et al., 2005; Griffiths et al., 2012).

Ten quantitative studies investigated the association between perceived support and the adaptation of COPMI. First, more overall support (e.g., from friends, family) was related to better health-related quality of life (Radicke et al., 2021) and higher competence (i.e., better functioning and no psychopathology; Garber and Little, 1999). Second, more support from the healthy parent was related to fewer mood and behavior disorder symptoms (Collishaw et al., 2016), fewer depressive symptoms (Mahedy et al., 2018), and a decreased likelihood of having a psychiatric disorder; both in cross-sectional (Vakrat et al., 2018) and longitudinal (Collishaw et al., 2016; Mahedy et al., 2018) studies. Third, support from the extended network was examined. More support from extended family members was associated with less depressive symptoms in one study (Boyd and Waanders, 2013). In another study, however, the association between family support and child problems (i.e., internalizing and externalizing problems) was not significant in cross-sectional nor longitudinal analyses (van Loon et al., 2015). More teachers’ support was related to higher educational aspirations (Chen, 2013). Moreover, support from within high-quality child-care was reported to buffer the impact of parental mental illness on child hyperactivity and inattention (Charrois et al., 2017). Finally, three studies addressed support provided by the parent with a mental illness. Van Loon et al. (2015) did not find a significant association between parental support and children internalizing and externalizing problems. Notably, parents with a mental illness showed lower parental support compared to healthy parents (van Loon et al., 2014; Iacono et al., 2018). Iacono et al. (2018) conducted mediation analyses, showing that having a parent with a mental illness was associated with elevated externalizing symptoms in children via insufficient parental support. In contrast, such an indirect effect was not found by the path analyses of van Loon et al. (2014).



Family functioning and connectedness

Family functioning refers to the ways in which the family as a whole operates, and contains several family functioning domains, e.g., connectedness, communication, roles. As one family domain, namely connectedness, was especially mentioned in the included literature, this will be described separately. Connectedness refers to the feeling of belonging to, or having affinity with, particular people.


Family functioning

Nine quantitative studies (Black et al., 2003; Foster et al., 2008; Riley et al., 2009; van Loon et al., 2014; Freed et al., 2015; van Loon et al., 2015; Havinga et al., 2017; Iacono et al., 2018; Radicke et al., 2021) addressed the association between general family functioning and child outcomes, however, results were mixed. In two studies, family functioning emerged as a protective factor. According to Havinga et al. (2017) balanced family functioning (i.e., average levels of family cohesion and family adaptability) was associated with a decreased likelihood of mood/anxiety disorders (Havinga et al., 2017). Likewise, Foster et al. (2008) found that better family functioning (i.e., more cohesion and expressiveness, less conflict) was associated with less internalizing problems (Foster et al., 2008). Five other studies in which family functioning was examined did not provide support for family functioning as a protective factor. More specifically, general family functioning was not significantly associated with health-related quality of life in children and adolescents (Radicke et al., 2021), nor with children’s emotional and behavioral problems or adaptive skills (Riley et al., 2009) and with internalizing and externalizing problems at baseline and 2 years later (van Loon et al., 2015). Studies focussing on specific family functioning domains indicated that family expressiveness was not associated with child internalizing, externalizing problems and child psychopathology (Freed et al., 2015). Moreover, Black et al. (2003) did not find a significant association between a psychiatric diagnosis in COPMI and several specific domains of family functioning measured 2 years earlier (i.e., family problem solving, family communication, family roles, affective involvement within the family) (Black et al., 2003). Finally, parents with a mental illness reported lower family structure (i.e., organization and consistency in the family) and control (Iacono et al., 2018), as well as less expressiveness and more family conflict (van Loon et al., 2014) than parents without mental illness. Moreover, Iacono et al. (2018) conducted mediation analyses, showing that having a parent with a mental illness was associated with elevated internalizing, externalizing and long term depressive symptoms via family structure, and with externalizing symptoms, long term depressive symptoms and substance use via family control. Path analyses of van Loon et al. (2014) showed that having a parent with a mental illness was directly related to having more internalizing problems in adolescence, but no longer to more externalizing problems after inclusion of the family factors. Indeed, families with a mentally ill parent showed more family conflict, which in turn was associated with having more externalizing problems in adolescence (van Loon et al., 2014).



Connectedness within the family

Eight studies addressed the association between family connectedness and child adaptation (Garber and Little, 1999; Schiffman et al., 2002; Black et al., 2003; Lewandowski et al., 2014; van Loon et al., 2014; Freed et al., 2015; Keeton et al., 2015; Mahedy et al., 2018). In six of them, evidence was found for family connectedness as a protective factor. More connectedness within the family system as a whole was related to better competence (i.e., better functioning and no psychopathology; Garber and Little, 1999), lower internalizing symptoms in offspring younger than 13 years old (Freed et al., 2015) and a decreased likelihood of a psychiatric diagnosis (Black et al., 2003). In addition, the connectedness within specific family subsystems proved to be important. More closeness within the couple relationship was associated with more paternal emotional support which in turn was associated with less adolescent depressive symptoms (Mahedy et al., 2018). More closeness between children and both their parents was related to lower rates of lifetime schizophrenia (Schiffman et al., 2002). Finally, more closeness between siblings protected against the negative outcomes associated with parental psychological distress: while parent psychological distress was associated with child psychological symptoms in children reporting a poor quality sibling relationship, this was not the case in children reporting a good quality sibling relationship (Keeton et al., 2015). Finally, in two studies, however, no association was found between family connectedness and internalizing and externalizing symptoms (van Loon et al., 2014), or absence of a lifetime psychiatric diagnosis (Lewandowski et al., 2014).



Connectedness with friends

One qualitative (Bartsch et al., 2014) and three quantitative studies (Boyd and Waanders, 2013; Chen, 2013; Collishaw et al., 2016) addressed the children’s connectedness with friends. Children coped better when they had good social skills (Bartsch et al., 2014). In addition, more prosocial friendships were related to less conduct disorder symptoms (Chen, 2013); whereas better child social skills were associated with lower depressive symptoms, especially in case of low levels of positive parenting skills (Boyd and Waanders, 2013). Finally, better peer relationship quality (child and parent report) was related to sustained mental health during the study period (throughout 4 years) and fewer mood and behavior disorder symptoms at final assessment (Collishaw et al., 2016).




Coping

Coping refers to the thoughts and behaviors that are used by the child to manage their stressful situation. One qualitative (Kadish, 2015) and eleven quantitative (Garber and Little, 1999; Langrock et al., 2002; Jaser et al., 2007, 2008, 2011; Fear et al., 2009; Compas et al., 2010; van Loon et al., 2015; Monti and Rudolph, 2017; Thompson et al., 2017; Gruhn et al., 2019) studies reported on child coping styles. According to the study of Kadish (2015), children used different adaptive coping behaviors (e.g., early self-care, caring for the ill parent and/or siblings, actively trying to be different and more productive than the parent) and therefore believed that they possessed the necessary resilience to survive their childhood challenges. Moreover, high-competence children (i.e., children who continued to function well throughout 2 years of study) were found to use more positive coping compared with decreased-competence children (Garber and Little, 1999), whereas the use of confrontation as an active coping style predicted fewer internalizing problems 2 years later (van Loon et al., 2015). In contrast, active coping (i.e., confrontation and seeking social support) was not associated with internalizing and externalizing problems at baseline (van Loon et al., 2015).

The other included studies on coping focused on two types of adaptive coping, that is (1) primary control coping (i.e., children using problem solving, emotional expression and emotional modulation) and (2) secondary control coping (i.e., children using acceptance, positive thinking, distraction and cognitive restructuring).


Primary control coping

The use of primary control strategies was investigated in four studies. In two studies, primary control coping emerged as a protective factor with higher use of primary control strategies being associated with higher levels of observed positive mood (Jaser et al., 2011), less affective problems (Jaser et al., 2011), and less aggression (Fear et al., 2009). However, no significant association was found with observed sadness (Jaser et al., 2011) or with child symptoms (anxiety/depression and aggression; Langrock et al., 2002). Finally, the type of stressor seemed to matter: according to Jaser et al. (2007), greater use of primary control coping with peer stress predicted fewer child-reported symptoms (anxiety/depression and aggression), whereas greater use of primary control coping with family stress predicted more child-reported symptoms of anxiety and depression (Jaser et al., 2007).



Secondary control coping

Seven studies addressed the association between secondary control coping and child outcomes. Higher use of secondary control coping was related to less anxiety and depressive symptoms (Langrock et al., 2002; Jaser et al., 2007, 2008; Fear et al., 2009), less affective problems (Jaser et al., 2008, 2011), and less aggression/oppositional defiant problems (Jaser et al., 2008; Fear et al., 2009). The latter association, however, was not found to be significant in the study of Langrock et al. (2002). Associations between secondary control coping and observed emotions during mother–child interactions were examined in two studies. Higher levels of this child coping style was related to higher levels of observed positive mood (Jaser et al., 2011; Gruhn et al., 2019) and lower levels of observed hostility (Gruhn et al., 2019) in COPMI. To the contrary, no significant association was found for observed anxiety (Gruhn et al., 2019) and observed sadness (Jaser et al., 2011; Gruhn et al., 2019). Furthermore, increases in the use of secondary control coping were observed following an intervention, which in turn were associated with reduced anxious-depressive symptoms, internalizing symptoms and externalizing symptoms (Compas et al., 2010). Finally, Jaser et al. (2008) and Langrock et al. (2002) conducted mediation analyses, showing that secondary control coping mediated the association between observed maternal sadness and child symptoms (depressive symptoms, affective problems and oppositional defiant problems), and between parental withdrawal and child symptoms (anxiety and depressive symptoms), respectively.



Primary control coping and secondary control coping combined

In two studies, primary and secondary control coping were combined in a composite score. Higher use of both adaptive coping strategies was significantly associated with less depressive symptoms (Monti and Rudolph, 2017; Thompson et al., 2017). In addition, the use of these adaptive coping strategies was related to lower youth depression (at baseline and 4 years follow-up) in girls irrespective of maternal depression; in boys exposed to maternal depression a decrease in youth depression over time was observed (Monti and Rudolph, 2017). Thompson et al. (2017) also found that daughters’ adaptive coping mediated the association between maternal depressive symptoms and daughters’ depressive symptoms (Thompson et al., 2017).




Parenting

In one qualitative (Bartsch et al., 2014) and 13 quantitative studies (Feng et al., 2008; Foster et al., 2008; Garai et al., 2009; Riley et al., 2009; Compas et al., 2010; Boyd and Waanders, 2013; Chen, 2013; Lewandowski et al., 2014; Sellers et al., 2014; van Loon et al., 2014, 2015; Collishaw et al., 2016; Loechner et al., 2020), the role of parenting was addressed. According to Bartsch et al. (2014), acknowledging and validating the children’s emotions and responses to the illness was a protective parental characteristic for COPMI. In the quantitative studies, the following parenting concepts were addressed: positive parenting, parental warmth and parental monitoring. First, eight studies focused on positive parenting. Positive parenting can be described as warm child-centred behavior, with positive reinforcement, listener responsiveness and quality time between the ill parent and the child. More positive parenting was related to less internalizing symptoms (Foster et al., 2008), less externalizing symptoms (Garai et al., 2009), less depressive symptoms (Boyd and Waanders, 2013), less emotional and behavioral problems and more child adaptive skills (Riley et al., 2009). Positive parenting partially mediated the association between maternal depression and children’s emotional and behavioral problems, and fully mediated the association between maternal depression and children’s adaptive skills (Riley et al., 2009). Furthermore, increases in positive parenting were observed following an intervention (i.e., the Family Group Cognitive-Behavioural Preventive Intervention), which in turn was associated with reduced externalizing and depressive symptoms (Compas et al., 2010). However, also non-significant associations between positive parenting and child outcomes were found, that is with positive mood and active emotion regulation (Feng et al., 2008), depressive symptoms (Loechner et al., 2020), externalizing problems (Foster et al., 2008), internalizing problems (Garai et al., 2009), and the absence of lifetime psychiatric diagnosis (Lewandowski et al., 2014). Second, two studies addressed parental warmth (i.e., an accepting, caring, and supportive parenting style), with more parental warmth being related to fewer behavior disorder symptoms 4 years later (Collishaw et al., 2016) and to less disruptive symptoms, but not to child depressive symptoms (Sellers et al., 2014). Third, three studies focused on parental monitoring. Parental monitoring reflected the parent’s knowledge of the child’s whereabouts and activities. Higher parental monitoring was related to less conduct disorder symptoms, higher educational aspirations (Chen, 2013), less externalizing symptoms (van Loon et al., 2015) and less internalizing problems over time (van Loon et al., 2015). Moreover, parents with a mental illness showed less monitoring of the child than parents without mental illness, which in turn was associated with more adolescents externalizing problems [Path analyses; (van Loon et al., 2014)].




Part 3: evaluation of the literature


Theoretical consideration

In the majority of the studies (n = 27; 73%), no theoretical framework was specified as guiding the research questions or selection of the variables. Failure to use theoretical frameworks risks limiting progression of the field as advances cannot be made if theories go untested and unrevised.



Methodological consideration

The heterogeneity across and within studies with regard to sample characteristics and operationalisations of used constructs and outcomes make it difficult to generalize. For example, half of the studies focused on parents with depression (n = 24; 65%), however, other – sometimes described as more severe – psychiatric diagnoses (e.g., psychosis or personality disorders) were also included in other studies. In addition, the treatment status of the parent (being on or off treatment) was seldom reported. Finally, all studies relied on self-reports despite known drawbacks associated with this method, e.g., social desirability (Schwartz et al., 1998). Different research methods (e.g., observations, questionnaires, interviews) combined with different units of measurement (e.g., parents, child, clinicians, teachers) are indispensable in furthering our understanding of child resilience in response to a parent suffering from a mental illness.





Discussion

The current systematic review summarizes empirical evidence about protective factors for children growing up with a parent suffering from a mental illness. Although it has been acknowledged that some COPMI adapt better than others (Collishaw et al., 2016), little is known about the contributing factors and underlying mechanisms. Based on the present review, in which results from 37 studies were included, evidence for five protective factors was found. A first protective factor is the availability of clear and understandable information, as COPMI benefit from gaining a better understanding of their parents’ mental illness and its associated difficulties. Second, support from different sources (e.g., co-parent, siblings, family members, confidant) is found to play a substantial role. A third protective factor that arose from the reviewed literature was family functioning and connectedness within the family as a whole and with specific family members or friends. Although better family functioning and higher connectedness are found to buffer against poor outcomes in some studies, the available evidence on these constructs remains inconclusive. The way in which COPMI tend to cope with stressors is the fourth factor that is found to affect child outcomes. The use of adaptive coping strategies, such as acceptance, problem solving or positive thinking, can foster resilience in COPMI. Finally, the role of parenting was addressed in this review, showing that parental warmth and monitoring are protective elements in the lives of COPMI. These children may also benefit from positive parenting, but to date, results for this parenting style are less convincing.

Results of the present study indicate that there are several ways to help build resilience in COPMI. Nevertheless, research on protective factors in families confronted with parental mental illness is still scarce and for some factors no clear conclusions can be drawn based on the available evidence, warranting further research. In addition, the conclusions of this review are hampered by some limitations of the review process on the one hand and limitations of the included studies on the other hand. Regarding the current review, a first limitation is that the included studies are – in line with the scope of the review – limited to those focussing on protective factors for COPMI. However, resilience in COPMI is most likely determined by a combination of several complex factors, both in parent and child (e.g., protective factors, risk factors, social demographic variables, personality characteristics of COPMI, …). To best predict resilience in COPMI, all influencing factors should be taken into account. Second, only three databases (i.e., Web of Science, Pubmed, and Embase) are searched and only English articles are included. As a consequence, possibly not all relevant results on protective factors for COPMI are included in this review. Finally, results which are not statistically significant can still have clinical relevance. However, due to publication bias, it is more likely that non-significant results are not included in this review, hampering again nuanced conclusions.

Also limitations of the included studies should be taken into account when considering the conclusions of this review. First, the included studies focused on a limited amount of protective factors and outcome variables, i.e., in most studies only one to three factors are taken into account. This way complex interactions between co-occurring elements in the lives of COPMI are overlooked. In addition, as most protective factors impact specific outcomes (Chen, 2013) and the likelihood of sustained good mental health in offspring increases with the total number of protective factors present (Collishaw et al., 2016), studies should include more protective factors in order to evaluate their unique contribution and interactions between them. Furthermore, while current research mainly focuses on psychiatric symptoms and/or diagnoses as outcome variables, future research would benefit from broadening this scope towards variables estimating for example school, social and/or professional functioning in the COPMI’s (later) life. Second, protective factors that have been studied in the existing literature can be situated at three levels: the individual level (e.g., coping), the intrafamilial level (e.g., family functioning), and the contextual level (e.g., network support). In most included studies, however, the scope is limited to only one of these three levels. As a consequence, the results of these studies provide only fragmented and partial evidence for the processes underlying the adaptation of COPMI. Moreover, this fragmented approach is conceptually not in line with leading family stress models (see Weber, 2011), in which protective factors on all three levels are considered to be crucial to understand the varying effects of stressors (i.e., parental mental illness) on families and family members. Third, clear definitions of the constructs and variables under study are often missing. As a consequence, there is a lack of clarity in the differences and similarities between the concepts used in the reviewed studies (for example in the case of parenting concepts: parental warmth, parental sensitivity, parental acceptance and positive parenting were used interchangeably). The use of a theoretical framework, which was lacking in many of the included studies, may encourage clear distinction between the constructs under study. Fourth, in some of the included studies, the sample consisted of both COPMI and control children whose parents have no history of mental illness. Notwithstanding the value and importance of comparative studies, their methodological drawbacks need to be taken into account as well. In addition, in order to unravel the underlying factors and mechanisms that are protective in COPMI, it is equally important to examine effects within this COPMI group, and not only between groups. Focussing on a (sufficiently large) sample of COPMI may contribute to this field of inquiry in several ways. First, it can help to delineate competent functioning for this specific group of children. Competent functioning in the context of parental mental illness might be different from competent functioning in control families. Second, it might increase insight into the variability within this so-called “high-risk group”. Results of several included studies indicated that lower levels of a protective factor were reported by parents with a mental illness compared to control parents [e.g., Parenting style in van Loon et al., 2014; Family structure and support in Iacono et al., 2018; Coping in Thompson et al., 2017]. Based on these results, it would be premature to conclude that these factors are not protective in COPMI. Further research is needed to examine whether, within this COPMI group, the presence of these factors might protect children for worse outcome.


Suggestions for future research

Future work should ideally rely on theoretical frameworks that simultaneously incorporate children’s individual strengths and vulnerabilities (individual level), family and parental factors (intrafamilial level) as well as the value of a supporting social network (contextual level) in order to best understand and predict child resilience in the context of a parental mental illness. Furthermore, both the variability within COPMI samples and between COPMI and control samples should be the focus of research, to gain best insight into those factors enhancing resilience. Finally, more homogenous samples or samples large enough to examine heterogeneity (e.g., age children, diagnosis parent) are recommended. Mixed qualitative and quantitative methods, along with observational methods and daily life studies (e.g., Ecological Momentary Assessment), are needed to assess the full range of relevant protective factors and outcomes.



Implications for clinical practice

Based on this review, we can conclude that specific factors (i.e., information, support, family functioning and connectedness, child coping and parenting) play a role in helping children to better adapt to the mental illness of their parent. Protective factors to enhance resilience in COPMI are situated at the individual, the intrafamilial and the contextual level. Hence, health professionals and other persons involved should be aware that interventions can/should be directed to the child, the parent and the family as a whole.

In the following section, we will outline some potential “resilience builders” for each of the three levels. Some of which are comparable with the active elements of systemic interventions for child and adult focused problems (for more information, see Carr, 2019a, 2019b) or are already part of effective, evidence informed interventions implemented in clinical practice [e.g., The Family Talk Intervention; (Furlong et al., 2021)]. Before we describe these resilience builders, two points of attention for (clinical) practice are highlighted. (1) The first need is to identify these children. As difficulties in COMPI may seem secondary to the more pressing needs of the (mental illness of the) parent, such issues may be overlooked by psychosocial healthcare providers or may be seen as outside their purview of care. For each patient, the psychosocial healthcare providers should be aware of children living with that patient. They should inform about the wellbeing of the children as well as about the impact of the illness and treatment on the (lives of) the children (Reupert et al., 2022). Moreover, policy makers should consider ways to encourage such a registration and initial assessment of COPMI [e.g., through legislation, (Reedtz et al., 2022)]. (2) COPMI may already benefit when only one potential resilience builder is targeted. Indeed, even small actions by caregivers or other important adults in the child’s life can make a significant difference for these children.

Potential “resilience builders” for COPMI:

Individual level: information should be provided to COPMI and there are several ways in which this can be achieved. Empowering parents with a mental illness to give information to their own children, can be an impactful and meaningful way to both provide information to the children as well as to enhance connectedness between parent and child. If this is not (yet) possible, a professional can inform the children about the mental illness and the treatment (Beardslee et al., 1993). A low-threshold conversation tailored to the age and competences of the child is then recommended. In addition, for some children, teaching adaptive coping styles may be relevant. Children can be given simple tips and descriptions of how they can cope with specific situations they typically encounter, for instance through intervention programmes (Compas et al., 2010).

Intrafamilial level: results of the present review indicated that connectedness with parents as well as good parenting may foster resilience in children. Psychosocial healthcare providers can support parents (both the ill parent and the co-parent, if present) by including these themes (family functioning and parenting) in their consults (Beardslee, 2019). During these consults, whether/which tools the parents need to best inform and support the children can be addressed. In addition, improving communication about the mental illness within the family enhances connectedness and support within the family-system, and can thereby foster resilience in children (Beardslee, 2019). Also interventions aimed at strengthening the family functioning or enhancing positive family activities are valuable in this context (e.g., Compas et al., 2009). Finally, as concluded in this review, siblings can be very important to one another in the context of parental mental illness (Maybery et al., 2005; Bartsch et al., 2014; Kadish, 2015). It may be helpful to evaluate and talk about different ways in which siblings can support each other.

Contextual level: as social support from different sources (e.g., grandparents, friends, teachers) emerged as one of the most important protective factors, it is important to map the social network of the children and the family. This can be done together with the parent and the children. Ways in which the broader network can offer help to the family and the children can be discussed. Furthermore, a confidant to whom children can go to when their parent is unwell and with whom they can share their experiences can be an important source of support. Finally, getting in touch with other children who have shared life experiences can offer a unique kind of connection and support (Griffiths et al., 2012).



Conclusion

Whereas a considerable amount of research has focused on the vulnerabilities in and risks for children growing up with a parent suffering from a mental illness, nowadays a growing body of research is exploring the factors that help build resilience in these children. In the present study, empirical studies on such protective factors were systematically reviewed and results were summarized. Five protective factors emerged from the available literature: Information, Support, Family functioning and Connectedness, Child coping, and Parenting. To further our understanding of the building blocks and underlying mechanisms of resilience in COPMI, additional rigorously designed studies are needed. Results from these empirical studies are essential in developing and optimizing programs of care for COPMI.
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Introduction: Compassion focused therapy (CFT) is emerging as an effective psychological intervention to treat those experiencing mental health difficulties. CFT was adapted for women who are mothers during the perinatal period (from conception to 2 year postpartum). Although CFT is being delivered in NHS perinatal mental health services in the United Kingdom (UK), its current evidence-base for the treatment of women’s mental health problems is unclear. As part of this Mini Review, we aimed to identify the current findings relating to CFT for women in the perinatal period (with or without a mental health condition) in order to identify any associated future research and clinical implications.
Method: A systematic search of two databases was undertaken. Included studies were required to meet the following criteria: (1) offered an intervention using CFT or perinatal CFT (P-CFT), (2) participants were women in the perinatal period, and (3) studies used a pre- and post-intervention study design. No language restrictions were used. A narrative synthesis was then conducted.
Results: Five studies, dating from 2018 to 2023, met the inclusion criteria. A total of 1,258 participants were included across those studies. Significant improvements in compassion-based outcomes (i.e., self-compassion, self-criticism/self-reassurance) were observed. However, these findings were primarily derived from non-clinical samples (n = 4) and could only be seen as preliminary.
Conclusion: Although these results are encouraging for mothers presenting with sub-clinical mental health symptoms, further research is clearly warranted to determine whether CFT/P-CFT may benefit mothers, including those presenting with more significant perinatal mental health difficulties.


KEYWORDS
compassionate, maternal mental health, self-compassion, psychological therapy, parent-infant relationship


1 Introduction

Around 10–20% of women experience perinatal mental health (PMH) difficulties, which occur either during pregnancy or within the first year postpartum (1). PMH difficulties can vary widely in severity (i.e., mild, moderate, or severe) and can span a wide diagnostic spectrum (2). For instance, anxiety and depression are prevalent issues during pregnancy, affecting around 15–20% of expectant mothers (2, 3). A lower proportion of women may be at risk of onset or recurrence of a severe mental illness (SMI) during the early postpartum period, with one to two women per 1,000 births requiring psychiatric admission shortly after giving birth (2, 4).

Depending on the severity of her PMH condition, a woman may require different treatment approaches, including pharmacological, psychosocial and/or psychological ones. In the UK, the NICE (5) guidelines recommend pharmacological approaches for moderate to severe PMH difficulties, but during pregnancy NICE (5) recommend psychological approaches because of potential adverse effects associated with pharmacological interventions. At present, the body of evidence for psychological interventions for treating PMH difficulties is confined to cognitive behavioral therapy (CBT) or interpersonal psychotherapy (IPT) (6). Therefore, CBT and IPT are the current recommendations in the UK perinatal competency framework (7). This recommendation is partly due to the limited number of research into the effectiveness and acceptability of other psychological approaches. Other interventions are offered to address a particular diagnosis (e.g., psychosis-related disorders, bipolar-related disorders) (5), but these interventions have not been specifically adapted for or tested in women with PMH conditions.

Although CBT can clearly improve outcomes in postnatal depression (8), there is less evidence for the intervention targeting more than the women’s PMH difficulties, including her relationship with her baby (9, 10). Psychological interventions offered specifically to mothers should address the mother-infant bond and relationship (5). A poor mother-infant relationship can have adverse outcomes for a child’s long-term emotional, social, and cognitive development (11).

Other therapies are currently being offered in perinatal mental health community teams in the UK that appear to be suitable in addressing both the maternal mental health difficulties, as well as improving the mother-infant relationship (12). One such therapy is Gilbert’s (13, 14) compassion focused therapy (CFT), which has been adapted by Cree (15, 16) for PMH difficulties. However, this intervention has not yet been extensively studied in those experiencing PMH difficulties (6).


1.1 Perinatal compassion-focused therapy

Compassion focused therapy (CFT) is a transdiagnostic intervention that differs from other compassion-based and mindfulness therapies [e.g., compassion cultivation training (17), mindful self-compassion program (18)], because it is grounded in a broad spectrum of psychological approaches ranging from neuroscience to Buddhist psychology (7). CFT aims to achieve a balance between the three emotional regulatory systems known as the threat system (fight-or-flight), drive system (reward and excitement), and the soothing-oxytocin system (calmness and self-compassion). CFT was developed for individuals with high levels of self-criticism, who are theorized to have an overriding threat system, and a suppressed soothing system (13, 14). Service-users with mental health conditions in clinical settings are often characterized by high levels of shame and self-criticism, including those in the perinatal period (15). For example, in their longitudinal study of 32 pregnant women attending an antenatal clinic, Brassel et al. (19) reported significant increases in levels of self-criticism from pregnancy to the postpartum period. Using the self-report questionnaire maternal postnatal attachment scale (MPAS), (20), lower levels of self-criticism at 30 weeks’ gestation were reported to be associated with an absence of hostility toward the infant at 18-month-postpartum (19). Therefore, it is likely that higher levels of self-criticism during pregnancy may have negative consequences on the mother-infant bond. For this reason, it may be important to address the mother-infant relationship in psychological interventions that are offered to mothers.

Compassion focused therapy (CFT) has previously been reviewed in the literature using different parameters including non-clinical groups (21, 22), comparisons with other compassion-based models (22), mixed study designs (21, 23), and clinical groups (23). The most recent systematic review focussed on Gilbert’s (13, 14) CFT when offered to clinical groups of participants only (e.g., major depressive disorder, eating disorders, etc.). In their review and meta-analysis of 15 eligible studies, Millard et al. (24) found that CFT led to significant improvements in compassion-based outcomes, such as self-compassion and self-reassurance, and a reduction in levels of self-criticism and clinical symptomology. Although no eligible studies including women in the perinatal period were identified in the search, approximately 75% of participants across all of the 15 included studies identified as women.

Clinical psychologist Cree (15, 16) adapted CFT specifically for mothers within the perinatal period to address their feelings of shame and self-criticism that could have arisen in their role as mothers and to reduce any potential bonding difficulties.1 Cree (15, 16) theorizes that a suppressed soothing-oxytocin system may hinder the mother-infant relationship, with oxytocin being an important hormone for promoting mother-infant bonding. Therefore, Cree (15) explains that the first part of P-CFT seeks to develop a mother’s self-compassion by activating the soothing-oxytocin system through techniques known as compassionate skills (i.e., attention, imagery, reasoning, behavior, sensory, feeling), so individuals can develop compassionate attributes (i.e., sensitivity, sympathy, distress tolerance, care for wellbeing, empathy, non-judgement). These attributes are thought to enhance a mother’s ability to bond with her infant. The term bonding can be defined as the emotional connection from the parent to the infant that is typically marked by the parent’s feelings and emotions toward the infant (25).

Perinatal compassion focused therapy (P-CFT) introduces mothers to seven overlapping attributes to strengthen the mother-infant relationship and/or address any bonding difficulties: (1) motivation to care for infant, (2) warmth toward infant, (3) non-judgmental acceptance of infant, (4) emotional regulation, (5) attunement, (6) maternal sensitivity, and (7) maternal mind-mindedness (15). Cree (15) explained how these maternal attributes could alter the mother-infant relationship. The motivation to care for infant wellbeing refers to a mother changing the perception of her relationship with her infant. This change involves switching from a threat-associated motivation (i.e., the mother protecting themselves or her infant from the other) to a compassion-based motivation by encouraging child development through caring for and soothing them. To do so, the mother develops warmth toward the infant, non-judgemental acceptance and facilitates mutual emotional regulation through increasing proximity (e.g., implementing compassion-focused techniques) (15).

As well as conveying physical closeness and protection, mothers seek to be attuned to her infant’s needs through positive responses (15). Attunement often involves emotionally regulating her infant to reduce initial signs of discomfort through techniques such as changing facial expression or tone of voice. To be attuned to an infant’s needs, maternal sensitivity is required. A lack of maternal sensitivity often presents itself through either a mother being unresponsive to her infant’s needs or when a mother’s attempts to influence her infant’s behavior based on her own mind. These two attributes enable the mother to develop maternal mind-mindedness, wherein a mother can view her infant as having their own mind, feelings thoughts and beliefs that differ from her own (15).

Perinatal compassion focused therapy (P-CFT) has gained prevalence with healthcare professionals and clinicians in perinatal mental health (PMH) settings in the UK (6), with group delivery of this intervention being common, especially in England. After conducting our review and meta-analysis (24), the dearth of studies exploring the effectiveness of CFT or P-CFT in women and mothers in the perinatal period became evident. Consequently, we set out to explore whether the literature on CFT or P-CFT was emerging for this particular epidemiology. Secondly, as this intervention was specifically designed to address both PMH difficulties and the mother-infant bond, it is important to determine the existence of any research into these specific outcomes.

Therefore, this Mini Review focused on (a) identifying published research studies that offered either Gilbert’s (13, 14) model of CFT or Cree’s (15, 16) P-CFT adaptation to women in the perinatal period, irrespective if drawn from clinical or non-clinical samples, and (b) on examining the benefits of this type of intervention in terms of reductions in mental health symptomology and/or improvements in the mother-infant bond.




2 Methodology


2.1 Search strategy

A literature search was performed across two databases: Web of Science and PubMed. Previous reviews on Gilbert’s (13, 14) model of CFT informed the search terms (23, 24). The terms and Boolean operators were as follows: “compassion” OR “compassionate” OR “compassionate mind” OR “compassion-focused” AND “treatment” OR “therapy” OR “therap*” OR “training” OR “intervention” AND “perinatal” OR “postpartum” OR “postnatal” OR “pregnant” OR “pregnancy” OR “maternal” OR “mother” OR “antenatal”. A search of “perinatal compassion focused therapy” on Google Scholar was also conducted.



2.2 Inclusion and exclusion criteria

The criteria for inclusion in this Mini Review were that a study must have: (1) delivered CFT that derived from either the work of Gilbert (13, 14) or Cree (15, 16) AND (2) participants that were women in the perinatal period AND (3) utilized a pre- and post-intervention data collection. No language restrictions were implemented.




3 Results


3.1 Study characteristics

Overall, five studies were identified (see Table 1). Four were retrieved through the systematic search (26–29), and one being identified through personal communication with the author (30). The studies were conducted across four countries, including the UK (n = 2), Australia and New Zealand (n = 2) and the USA (n = 1) between the years 2018 and 2023. Despite not limiting the search in terms of language, all studies were written in the English language.


TABLE 1    Overview of the five studies included in this review presented in chronological order.

[image: Table summarizing two studies on compassionate mind training. Study one, a pilot RCT from the USA, involved 137 pregnant women, focusing on compassionate mind training versus cognitive behavioral therapy. Retention rate was 65 percent, with similar improvements noted in both groups. Study two, from Australia and New Zealand, included 440 mothers up to 24 months postpartum, using CFT-based resources. Retention was 59.5 percent, with a small significant increase in self-compassion noted. Both studies employed self-guided online formats.]

[image: Table showing two randomized controlled trials (RCTs) with details: one in Australia with 470 postpartum mothers and another in the UK with 206. Both trials involve non-clinical samples of mothers and use online self-compassion interventions. Metrics include intervention names, control groups, outcome measures (e.g., DASS-21), and significant findings, such as self-compassion and stress symptoms with small effect sizes. Results indicate differences in self-compassion improvements between intervention and waitlist groups.]

[image: Data table detailing a study from the UK with a pre- and post-intervention design involving a clinical sample of mothers in an NHS IAPT service. The intervention was an eight-session group led by therapy facilitators. Evaluations included the Forms of Self-Criticism/Self-Attacking Scale (FSCRS), Patient Health Questionnaire-9 (PHQ-9), and Generalized Anxiety Disorder-7 (GAD-7). Results showed decreases in self-criticism and improvements in self-reassurance, with reductions in anxiety and depression scores. No inferential statistics were reported.]


A total of 1,258 participants were included across those five studies. Sample sizes ranged from five (30) to 470 (28). The overall retention rate from baseline to post-intervention was 58.7% (n = 738), ranging from 52.8% (28) to 75.0% (30). The retention rate for the CFT intervention was 53.8% (n = 457) at post-intervention. Griffiths and Virgin (30) conducted the only study with a clinical sample of mothers experiencing PMH difficulties, whereas the remaining four studies used samples of mothers from the general population (26–29).

Three studies used a RCT as their chosen design (26, 28, 29). Mitchell et al. (27) and Griffiths and Virgin (30) adopted a pre- and post-intervention design with no comparator group. Four of the five identified studies delivered the therapy as a self-guided online intervention (26–29), whereas Griffiths and Virgin (30) was the only study that delivered treatment with a group format. All study authors asked participants to complete administered self-report questionnaires for their outcome measures. Four compassion-based questionnaires were used, namely the forms of self-criticism/self-attacking and self-reassurance scale (FSCRS) [(31), used in (26, 29, 30)], Raes et al.’s (32) self-compassion scale-short form (SCS-SF) [used in (26, 27, 29)], Gilbert et al.’s (33) fears of compassion scale (FCS) [used in (28)], and the Compassionate Engagement and Action Scale (CEAS) [(34), used in (28)]. Although other measures were used (see Table 1), none of the five study authors measured changes in the mother-infant relationship.



3.2 The current evidence of P-CFT

The five studies that have been identified in our search warrant further investigation. Kelman et al. (26) conducted a pilot randomized trial which compared two brief online interventions of CBT with compassionate mind training (CMT) in 123 women who were either currently pregnant, had been pregnant recently, or intending to become pregnant. Results revealed that both interventions were similar in improving compassion-based outcomes (see Table 1). However, the CFT-based intervention (n = 61) showed greater significant reductions in women’s symptoms of anxiety (p = 0.04) and depression (p = 0.03) compared to CBT (n = 62). No effect sizes were reported. The study recruited from the general population; however, subgroup analyses were conducted of the women who screened for anxiety (n = 31) and/or depression (n = 27) at baseline. The women randomly allocated to the CMT group who screened positive for depression were significantly more likely to score below the depression cut-off score at two-week follow-up than the CBT group (p = 0.04). No group differences were found in women who initially screened positive for anxiety at baseline.

Adapting Gilbert’s (13, 14) model of CFT, Mitchell et al. (27) delivered a self-guided online intervention to a non-clinical sample of 262 mothers who were within a 24-month postpartum timeframe. The brief self-compassion intervention consisted of two online videos, which involved (1) psychoeducation on self-compassion in the context of motherhood and (2) a CFT visualization exercise, and a self-help tip sheet promoting self-compassion. From baseline to a one-month post-intervention follow-up, the authors noted a small significant increase in self-compassion with a small effect size (p = 0.002, d = 0.11; see Table 1). Subsequently, measuring the effectiveness of Mitchell et al.’s (27) online intervention in a randomized controlled trial (RCT) in another non-clinical sample of 248 mothers, Lennard et al. (28) noted significant improvements in compassionate measures and mood symptoms in the 94 mothers who were offered the intervention materials, compared to waitlist control (see Table 1). All reported effect sizes were small (ranging from η2 = 0.002–0.030).

These findings for this brief CFT intervention are encouraging for mothers presenting with self-reported and sub-clinical mental health symptoms. However, it remains to be seen if this brief intervention is effective in mothers presenting with more significant PMH difficulties.

Using another RCT design, Gammer et al. (29) compared the effectiveness of a low-intensity online programme known as Kindness for Mums Online (KMFO), which was compared against a waitlist control. The KMFO intervention combined several compassion-based and mindfulness models, including those by Gilbert (13) and Cree (16). Over six sessions, this intervention aimed to improve levels of compassion and mental health outcomes in a non-clinical sample of 206 UK-based mothers in the perinatal period. Although the intervention significantly improved levels of self-compassion (p = 0.017) in mothers in the intervention group (n = 105), compared to waitlist control (n = 101), high attrition rates were observed in the intervention group (e.g., 48.6% did not complete post-intervention measures) and the effect size was small. Furthermore, no significant changes were found on secondary measures including self-criticism, self-reassurance and mood. Interestingly, findings indicated that KMFO was more beneficial to those who had lower levels of wellbeing at baseline, as measured by the Warwick-Edinburgh Mental Wellbeing Scale (35). The findings by Gammer et al. (29) are encouraging given that their intervention was partly based on P-CFT and that women in the intervention group reported improvements in their levels of self-compassion, even if no other measures were significant (see Table 1).

Griffiths and Virgin (30) conducted the only study that used Cree’s model of P-CFT only and/or included a clinical sample (i.e., receiving treatment for mental health difficulties) of mothers in the perinatal period. However, this study used a very small sample size (n = 5) that implemented a pre- and post-intervention design with no control group. Five mothers received P-CFT in a group setting within an Improving Access to Psychological Therapies (IAPT, now known as Talking Therapies for Anxiety and Depression) service in Manchester, UK. Following eight sessions, reductions in self-criticism and mood symptoms and improvements in levels of self-reassurance were noted for this very small clinical sample of only four mothers in the perinatal period. Although qualitative feedback from these participants indicated strong levels of acceptability, with this very small sample size and no control group, conclusions regarding the benefits of the intervention cannot be drawn.




4 Discussion

There is currently limited research to establish whether CFT or P-CFT improves maternal wellbeing. This Mini Review highlights that the evidence of Gilbert’s (13, 14) model in the perinatal population has so far only been applicable to mothers in non-clinical populations. The small-scale study of Griffiths and Virgin (30) is the only study that involved a clinical sample; albeit, the sample was very small in comparison to the other included studies (26–29). Furthermore, as the above interventions are primarily brief self-guided online interventions in comparison to Cree’s (15, 16) recommended 12-week-therapy, there is currently insufficient data to establish whether P-CFT would be beneficial to women receiving this particular intervention. As shown in Table 1, none of the identified studies in this Mini Review measured the mother-infant bond. Therefore, the effectiveness of CFT or P-CFT in improving the mother-infant relationship cannot be determined at this stage and requires further research, ideally using self-report measures and observer-rated measures.

In response to this, a mixed-methods study is currently being conducted across several NHS specialist perinatal mental health services that are offering P-CFT based on Cree’s (15, 16) adaptation, albeit within 10 to 12 sessions (36). This feasibility trial will explore whether P-CFT improves compassion-based and mood outcomes through the use of questionnaires, whether the intervention is acceptable through qualitative interviews, and whether P-CFT improves bonding through video-recorded and then independently coded parent-infant interactions. Whilst it will explore pertinent aspects of how best to implement P-CFT within perinatal mental health services (e.g., online delivery) and how best to collect meaningful outcome measures from women and on the mother-infant relationship, the planned study would also inform a future definite RCT.



5 Conclusion

These findings on Gilbert’s (13, 14) original CFT model from non-clinical perinatal populations have highlighted that P-CFT might be effective in improving PMH difficulties experienced by mothers. Although, the current evidence-base for P-CFT with clinical populations is very limited. Due to the potential adverse outcomes from PMH difficulties and a disrupted mother-infant relationship, it is important to examine whether P-CFT may optimize outcomes. It is apparent that further research is warranted, but it is anticipated that the planned mixed-methods study of P-CFT will provide some foundational understanding of its potential benefits.
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Footnotes

1     Cree’s (15, 16) adaptation refers to the mother-infant relationship, however; this adaptation can also be applied to the father-infant relationship.
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Introduction: Suicide is the leading direct cause of maternal death in the year following birth and the second leading cause during pregnancy, in the UK and Ireland. Currently no evidence-based psychological interventions exist specifically designed to reduce mothers’ suicidal experiences during the perinatal period. Reducing suicidal ideation and behaviour in mothers is a priority to prevent deaths and lessen the distress felt by mothers and their families. As Q-methodology measures the consensus and disagreement between individuals on a given topic, the current study used Q-methodology to elicit the priorities for a future psychological intervention aimed at reducing suicidal ideation and behaviour during the perinatal period, from the collective perspectives of both mothers and professionals.
Method: As part of this Q-methodology study, we developed a Q-set of 75 statements pertaining to possible elements of a psychological intervention that might help reduce a mother’s suicidal ideation and behaviour during the perinatal period. Mothers and professionals were recruited via perinatal mental health services and social media advertisements.
Results: Twenty-one mothers and 11 perinatal mental health professionals ranked each Q-set statement depending on its perceived importance in developing a new intervention. A centroid factor analysis was conducted and two factors, which accounted for 42% of the overall variance, were identified: Factor 1 “supporting the mother to create distance between herself and the appeal of suicide” and Factor 2 “establishing positive connections with the therapist, the baby and motherhood.” All participants believed that developing plans to keep the mother safe from suicide was the most important aspect for inclusion in a future intervention. Participants who loaded onto Factor 1 also prioritised supporting mothers to learn more about triggers for their suicidal ideation and behaviour. Ensuring a robust therapeutic alliance was more important for those who loaded onto Factor 2.
Conclusion: This is the first study using Q-methodology to explore the psychological intervention priorities of mothers and professionals. Findings indicate clear priorities in terms of planning and coping during a crisis, endorsed by all participants, and provide an initial step in the development of a new perinatal suicide prevention intervention.
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Introduction

The most recent UK and Ireland Confidential Enquiries into Maternal Deaths and Morbidity (MBRRACE-UK) report highlighted that, during 2019 through to 2021, maternal suicide was the leading direct cause of death between 6 weeks and a year after the end of pregnancy, and the third largest direct cause of death during or within 6 weeks of the end of pregnancy (1). Since publication of the first MBRRACE-UK report outlining the 2012–2014 data, maternal suicide has been the leading direct cause of death between 6 weeks and a year after the end of pregnancy every year (1–8). Furthermore, the rates of suicide per 100,000 maternities have seen very marginal changes year-by-year over the past decade, until 2020, which saw a sharp uptick in the rates; this increase emphasises the urgent need to improve efforts to reduce maternal suicide during the perinatal period (i.e., pregnancy and the first postpartum year). Not only is it important to prevent deaths by suicide in mothers, but it is also equally vital that occurrences of suicidal ideation and behaviour are reduced due to the heightened distress these experiences cause to mothers and their families.

Currently, the National Institute for Health and Care Excellence (9) guidelines advise a high intensity psychological therapy, such as cognitive behavioural therapy (CBT) and/or antidepressant medication, for the treatment of moderate to severe depression during the perinatal period. However, there are no evidence-based guidelines for the specific targeting of suicidal ideation and behaviour in women during pregnancy or the first postpartum year. Indeed, suicidal ideation and behaviour can occur in the context of depression, but these suicidal thoughts and actions should not be treated as symptoms of depression or any other mental health condition. Thus, it is important that guidelines advising on how to treat suicidal ideation and behaviour, regardless of a psychiatric diagnosis, are developed. Although NICE (10) advises a structured, person-centred CBT-informed psychological intervention for adults who self-harm to prevent the recurrence of self-harm, these guidelines do not indicate how to reduce suicidal ideation and suicidal behaviour nor have they been developed for perinatal women. Meta-analytic systematic reviews have demonstrated that psychological and psychosocial interventions can be effective at reducing suicidal thoughts and behaviours in people with mental health problems [(e.g., 11, 12)]. However, the development of psychological therapies focused on suicidal thoughts and acts based on empirically supported psychological models of suicidal thoughts and behaviours in the general population is in its infancy.

The perinatal period encompasses challenges not experienced at any other time of life, such as learning how to breastfeed (13), bonding with baby (14) and changes to the romantic relationship (15). Qualitative research with mothers who have experienced suicidal ideation during the perinatal period has also identified a wide range of factors believed to trigger and/or maintain suicidal thoughts and behaviour. For example, feeling isolated (16), feeling a loss of control (16, 17), self-appraisals of being a “bad mother” (16, 18) and the incongruence between a mother’s expectations and the reality of motherhood (16, 17) have all been included in models of suicidal ideation during the perinatal period. Due to the unique characteristics of the perinatal period and the range of perceived contributors to suicidal outcomes, it is important to determine the intervention priorities of those the intervention aims to serve and those who provide professional perinatal mental health care to suicidal mothers during the perinatal period. It is important a new intervention is not only effective at reducing suicidal ideation and behaviour, but also acceptable, in that mothers are willing to engage in the intervention and professionals are willing to be trained in and to deliver it.

There is huge variation in personal circumstances and challenges arising during the perinatal period that could contribute to a mother’s suicidal ideation and because of this the intervention priorities of suicidal mothers are potentially diverse and intricate. Q-methodology offers a useful approach to reduce the myriad perspectives on a potential intervention to a manageable number of points of view that can then be used by researchers and clinicians. Q-methodology is unique in that it requires participants to engage explicitly with opinions of which they might never have thought or might deem inappropriate or surprising, which can mitigate response bias and provide a thorough investigation of the many possible and potential priorities for a psychological intervention (19).

Q-methodology has been used to explore adolescents’ attitudes towards suicide (20) and the reasons for repeated self-harm (21). For example, Bryant et al. (21) propose that their findings can be used to individualise therapy to better meet the needs and goals of individuals who repeatedly self-harm. Furthermore, within the sphere of perinatal mental health research, Butler et al. (22) used Q-methodology to explore the acceptability and feasibility of a parenting intervention for mothers with perinatal mental health difficulties being delivered on a psychiatric inpatient Mother and Baby Unit (MBU), with samples of 15 mothers and 16 MBU staff (23).

To ensure the present study captured the priorities of those who would be the target population of the future intervention and those who could be involved in its delivery, both mothers who have experienced suicidal ideation and perinatal mental health professionals were included. Thus, using Q-methodology, we aimed to elicit the priorities for a psychological intervention aimed at reducing suicidal ideation and behaviour during the perinatal period, from the perspectives of both mothers and professionals.



Methods


Design

This study used Q-methodology with a sample of mothers who experienced suicidal thoughts and might have attempted suicide during the perinatal period, and also a sample of mental health professionals who have worked with suicidal mothers during the perinatal period. Q-methodology combines elements of qualitative and quantitative methods to measure subjectivity (i.e., opinions, values and beliefs) (24, 25). Unlike interviews, Q-methodology can measure the consensus and disagreement between individuals on a given topic (26). A Q-methodology study involves inverting the sample and variables, so the variables are no longer the tests or measures, rather the individuals who participate in the study become the variables of interest (19). In brief, a Q-methodology requires the development of a set of statements (termed a Q-set) that represents the diversity of opinions present on a particular topic. A group of participants (called a P-set) systematically rank these statements (each participant’s resulting sort is termed a Q-sort) (27). The correlations between participants, and not correlations between measures, are explored and therefore the analysis correlates the Q-sorts from across the P-Set and provides an indication of the similar segments of subjectivity that exist within the group of participants (25).



Ethical considerations and research governance

The study was reviewed by a National Health Service (NHS) Research Ethics Committee (21/PR/0374) and received ethical approval from the Health Research Authority. After providing informed consent, each mother gave contact details for a healthcare professional (e.g., their general practitioner or care coordinator) that could be contacted if the participant required a health professional’s support. All participants were given contact details for mental health support before and after participation and were asked if they would like to receive a summary of the study findings upon completion of the analysis and study write-up.



Participant eligibility criteria


Mothers

Mothers were included if they were aged 18 years or older and had experienced suicidal thoughts during pregnancy and/or the first postpartum 12 months. There were no limits on when a mother’s perinatal suicidal experiences occurred (i.e., mothers could have been suicidal at the time of the study or at any time in the past) in order to sample mothers who ranged in terms of recency of their suicidal thoughts. Eligible participants were also required to speak and comprehend English well enough to provide consent and complete the Q-sort, and have access to either a desktop computer, laptop, tablet or smartphone and internet connection to take part in the study procedure. If a mother could not provide contact details for a health professional that could be contacted if the participant needed further support, she was excluded from the study.



Professionals

Eligible mental health professionals had to have had direct contact with and provided care to women who felt suicidal during the perinatal period within relevant inpatient or community services. To be eligible, professionals were also required to have been in their post for at least 3 months to ensure they had sufficient professional experience to complete the Q-sort. Non-permanent staff, such as agency and bank staff, were excluded due to their varying levels of professional experience within perinatal services.




Sample size considerations

Although Q-methodology embraces smaller numbers of participants, there are no stipulated thresholds for the number of participants required to perform a successful Q-methodology study. Therefore, the number of participants in the current P-set was guided by the two aforementioned similar Q-methodology studies, whereby a sample of 15 psychiatric MBU service users (22) and a sample of 16 MBU health professionals (23) were recruited to investigate the perceived acceptability of a parenting programme if delivered in an MBU setting. The P-set size is also guided by Watts and Stenner (25) who advocate that a Q-methodology should consist of fewer participants than items in the Q-set.



Recruitment

Recruitment took place between September 2021 and January 2022.


Mothers

Participants were either referred to the study by staff working within an MBU in the Northwest of England, by staff working for perinatal community mental health teams in the Northwest, or self-referred via social media advertisements. Mothers who had participated in our previous study, a qualitative investigation of suicidal ideation during the perinatal period [see (16)], were also invited to participate in this current study. Participants who wished to take part were given a participant information sheet. The first author ensured potential participants had capacity to consent to take part by asking the mothers questions to assess whether they understood the information relevant to participating, could retain the information, could weigh up the risks and benefits of participating and could communicate their decision to participate. The first author also ensured that potential participants had had any questions answered before asking them to complete a consent form.



Professionals

The study was advertised via email communications circulated to professionals working within an MBU and perinatal community mental health teams in the Northwest of England, and via advertisements posted on social media. We also invited professionals who had participated in our previous study, a qualitative investigation of professionals’ experiences of working with mothers who are suicidal [see (28)], to take part in this current study. Professionals who wished to participate accessed the study via a link provided on the study advertisements. The link presented the participant information sheet, and participants who wished to proceed were asked to confirm that they met the eligibility criteria. To reduce the burden to professionals, staff participants were not required to complete a consent form, rather their completion of the questionnaires and Q-sort was taken as their consent to take part, as approved by the Research Ethics Committee.




Procedure

The design and conduct of the study were primarily guided by Watts and Stenner’s (25) recommendations. We also followed the checklist developed by Dieteren et al. (29) to assist with the reporting of this Q-methodology study.


Concourse and Q-set development

Initially, a concourse was developed, which is a collection of statements thought to represent all viewpoints on the topic of interest (25). For the current study, the concourse comprised of statements pertaining to elements of psychological intervention and support for mothers during the perinatal period aimed at reducing suicidal ideation and behaviour. Statements were gathered by the first author from social media posts, blog posts, newspaper articles and academic literature which was searched using terms such as “suicid*” AND “mothers” OR “postpartum” OR “pregnant” OR “perinatal” combined with “intervention” OR “treatment” OR “therapy” OR “support” OR “help.” Interview transcripts from our two previous qualitative studies were also used as source material for the concourse: one of these studies involved interviewing mothers who were suicidal during the perinatal period (16) and the other involved interviewing mental health professionals about working with suicidal mothers (28).

The initial concourse comprised 112 written statements. A member of the study’s service user reference group (i.e., a mother who had experienced postpartum suicidal thoughts) volunteered to assist the first author in refining the concourse which then led to the development of a final Q-set. Firstly, the 112 items were organised into themes (there were 14 themes in total), statements that were very similar in content were either combined or removed, and each statement was then carefully considered for relevance and appropriateness to meet the study aims. The quantity of statements was reduced whilst ensuring each theme was adequately and succinctly reflected in the Q-set by at least one statement. Once the Q-set was agreed, all authors scrutinised and refined the phrasing of items, to arrive at a final Q-set of 75 written statements (see Table 1 for the final Q-set and corresponding themes). Ordinarily, the inclusion of statements that are deemed to reflect controversial viewpoints in a Q-set is encouraged. However, as we aimed to elicit priorities for an intervention, our final Q-set consisted as much of possibilities as opinions.



TABLE 1 The Q-set statements and corresponding themes.
[image: A detailed table titled "A psychological intervention for perinatal suicide should..." lists 75 statements under various themes. Themes include "Looking to the future," "Normalising," "Bonding," "Identifying support," "The therapist," "Psychoeducation," "Causes of suicidal thoughts," "Delivery of intervention," "Increase a mother's worth," "Transition to motherhood," "Tools to cope," "Tools to negotiate daily life," "Reframing suicide," and "Practical support." Each statement addresses different aspects of psychological intervention, aiming to support women dealing with perinatal suicide risks.]



Q-sorting

The study was administered online using the Qualtrics™ survey platform, and participants were given the choice as to whether they completed the study with the assistance of the first author in attendance via telephone or videoconferencing software (e.g., Zoom™), or on their own. Two pilot Q-sorts were completed by two mothers, one of which had experienced suicidal thoughts during pregnancy. These pilots a) identified that the wording of some statements required amending, b) identified technical problems, c) confirmed the suitability of the instructions to complete the Q-sort without researcher assistance, and d) confirmed the inclusivity of different views, preferences and needs within the Q-set.

Prior to completing the Q-sort, participants provided demographic information. For mothers this included their age, ethnicity, how many children they had and information regarding their suicidal thoughts and behaviours, and for staff this included their ethnicity and details about their professional post and experience. Each participant was presented with the 75 statements in a random order and asked to rank the statements based on how important they believed that particular statement to be in a psychological intervention to reduce suicidal thoughts and behaviour during the perinatal period. Initially, participants sorted the statements into three categories: important, neutral and unimportant. Participants were then asked to use these three categories to assist them in systematically ranking the statements from “the most important” to “the most unimportant,” by sorting them into a forced choice distribution grid (see Figure 1). Participants were given the choice to review their Q-sort configuration and make amendments if they believed that they had made a mistake. Each participant was also asked to complete a post-sort questionnaire, which was administered to a) gain insight into why participants ranked the particular statements at the extreme ends of the grid, b) understand better whether there were any statements participants did not understand and c) see whether participants believed that any other aspects of psychological support for women feeling suicidal during the perinatal period were absent from the Q-set.

[image: Pyramid-shaped survey chart with importance ratings from "+6 The most important" to "-6 The most unimportant." The middle column is labeled "Neither important nor unimportant / unsure (0)." Columns display descending levels of importance left to right and right to left.]

FIGURE 1
 Forced choice response grid.





Data analysis

The analysis was conducted using PQMethod version 2.35 (30), a statistical package developed specifically for analysing Q-methodology data. Once each Q-sort had been entered into PQMethod, the data were subjected to a centroid factor analysis (31, 32). Principal component analysis offers another data extraction method whereby the mathematically best solution will be presented, whereas centroid factor analysis leaves all possible solutions open and therefore provides an opportunity for the researcher(s) to properly engage with the data and explore the possible solutions through factor rotation. It is for these reasons that Watts and Stenner (25) recommend centroid factor analysis as the preferable data extraction method and why we chose it over principal component analysis for this study. Initially, PQMethod creates a correlation matrix which presents the intercorrelations between each of the Q-sort configurations. The software then extracts factors from this correlation matrix, with each factor reflecting a portion of common variance (i.e., a shared opinion). Therefore, participants that ranked the statements in a similar way would be clustered together and load onto the same factor (31). There may be multiple possibilities when instructing the software on how many factors to extract and our decision was guided by the Kaiser-Guttman criterion (i.e., only factors with an eigenvalue greater than 1 were extracted) [see (33–35)]. A varimax rotation was performed on the unrotated factors to maximise the amount of variance explained by each factor. In a varimax rotation, the software automatically conducts the rotation using statistical criteria and this was chosen over a manual ‘by-hand’ rotation, due to varimax rotation being the favoured option when conducting a more inductive analysis (25).

Significant factor loadings were calculated for the p < 0.01 level using the equation of 2.58(1/√number of items in the Q-set) = 2.58(1/√75) = 0.30 (25). Factor arrays were then created for each of the two factors; an exemplar Q-sort which represents the viewpoint of the factor. The PQMethod software created these arrays using weighted averages of each of the Q-sorts that significantly loaded onto the factor. The software also calculates the correlation between the factor scores using the Pearson correlation coefficient. Once the centroid factor analysis was completed and the factors decided upon, the interrelationship of the statements within the factor array, demographic information of those participants’ Q-sorts that loaded significantly onto the factor and their post-sort questionnaire responses, along with the distinguishing statements, were used to provide a holistic interpretation of the factor; a “new gestalt” (31, 36). The interpretation was assisted through the development of a crib sheet [outlined in (25)] which forced the first author to engage with and compare the position of each statement in the factor arrays. This engagement was driven by the logic of abduction (31, 37, 38), whereby the first author continually questioned what the position of each statement was trying to tell her. In practise, this involved the first author questioning the ranking of each statement in the factor array and then creating a preliminary hypothesis. This process was repeated for each statement in the factor array along with the first author frequently “zooming out” to think about the whole viewpoint reflected by the factor array (25).




Results


Participant characteristics

Forty-two mothers initially expressed an interest in participating, of whom 16 became uncontactable and five later withdrew from participation. Reasons for withdrawal included feeling uncomfortable providing contact details of a named healthcare professional and fear of reliving traumatic memories. Of the final 21 mothers who completed the Q-sort, 18 found out about the study via a social media advertisement, two were participants of a previous study run by the research team and notified of this current study via email, and one heard about the study through word of mouth.

A total of 15 professionals started the Q-sort, four did not complete it, leaving a total of 11 professionals who completed the Q-sort. Therefore, the P-set comprised a total of 32 participants who completed the Q-sort: 21 mothers and 11 professionals. The P-set’s demographic data can be found in Table 2.



TABLE 2 Participants’ demographic information.
[image: Demographic table of mothers (n=21) and professionals (n=11). For mothers, average age is 40.5, mostly White British (81%), heterosexual (71%), married or living together (81%), mostly hold undergraduate degrees (48%), 38% employed full-time, 70% had recent suicidal thoughts. For professionals, 91% are female, 73% White British, roles include mental health nurses (27%) and psychologists (18%), with an average of 7.5 years working with perinatal women.]



Q-sort analysis and interpretation

Significant factor loadings were calculated for the p < 0.01 level using the equation of 2.58(1/√number of items in the Q-set) = 2.58 (1/√75) = 0.30 (25). However, this resulted in 21 of the Q-sorts loading significantly onto more than one factor (i.e., they were confounded Q-sorts). In order to arrive at a solution whereby more of the Q-sorts loaded onto just one of the factors significantly (i.e., fewer confounded Q-sorts), the significant factor loading was increased from 0.30 to 0.45, in line with Watts and Stenner’s (25) recommendation. This resulted in a more useful solution, with 25 Q-sorts loading significantly onto one of the factors, only two confounded Q-sorts and five Q-sorts that did not load significantly onto any factor (i.e., non-loading Q-sorts).

The two factors had eigenvalues over 1, which satisfied the Kaiser-Guttman criterion, so these were the only two factors that were extracted and rotated. The two factors explained a total of 42% of the study variance. There were no bipolar factors (i.e., a factor that has both positively and negatively loading Q-sorts and therefore contains two opposing viewpoints). There was a strong correlation between Factors 1 and 2 (r = 0.71), which suggests overlap between the viewpoints captured by each factor. See Table 3 for each written Q-set statement along with the corresponding factor array rankings, and Figures 2, 3 for the Factor 1 and 2 factor arrays, respectively, displayed in the response grids. The interpretations of each factor and demographic details of the participants whose Q-sorts significantly loaded onto each factor are described below, and pertinent quotations from participants’ post-sort questionnaire responses are provided to support the interpretation.



TABLE 3 Factor arrays for Factors 1 and 2.
[image: A table containing statements related to maternal mental health interventions and their factor arrays. The table columns include "No.", "Statement", "F1", and "F2". Certain statements are emphasized in bold, indicating extreme rankings in their respective factor arrays. The factor values range from negative to positive, reflecting the importance assigned to each intervention for factors "F1" and "F2". Each row lists a statement alongside its corresponding factor values. The table aims to categorize and prioritize interventions for women experiencing perinatal mental health issues.]

[image: Pyramid chart categorizing items labeled S1 to S75 into importance levels, ranging from "The most important" to "The most unimportant." The chart is structured diagonally, with importance decreasing from the top to the bottom row.]

FIGURE 2
 Factor 1 array.


[image: Pyramid chart displaying importance ratings from "+6 The most important" to "-6 The most unimportant" across rows and columns. Each box contains a label such as "S66" or "S35" representing specific items within the scale.]

FIGURE 3
 Factor 2 array.




Factor 1: Supporting the mother to create distance between herself and the appeal of suicide


Demographics

Thirteen Q-sorts loaded onto Factor 1, which had an eigenvalue of 12.02 and accounted for 38% of the study variance. All 13 participants that loaded onto this factor were mothers (i.e., none of the professionals’ Q-sorts loaded onto this factor), with ages ranging from 34 to 64 years (mean 44 years) and ten mothers were married or cohabiting. In terms of their suicidal thoughts, participants ranged in how recently they had experienced suicidal thoughts from experiencing suicidal ideation at the time of participation to experiencing thoughts over 10 years ago. Six mothers indicated that they had experienced only suicidal thoughts, six had experienced thoughts and engaged in suicidal planning and one had previously made a suicide attempt. Twelve of the participants that loaded onto this factor experienced suicidal thoughts during the postpartum period (six during the postpartum period only and six during pregnancy and the postpartum period) and just one participant experienced suicidal thoughts during pregnancy only.



Interpretation

Mothers who loaded onto this factor viewed a psychological intervention to reduce suicidal ideation and behaviour as needing to support her to create distance between herself and the appeal of suicide in a practicable way. Developing a plan to keep the mother safe was deemed the most important element of an intervention, followed by helping mothers to learn more about triggers for her suicidal ideation and behaviour. The mothers did not endorse elements that could drive feelings of inadequacy.

This viewpoint prioritised keeping mothers safe through planning for crises: “put a plan in place for when the darkness descends/feeling absolutely nothing” (S59, +6), “involve someone to talk to as soon as the suicidal thoughts come back” (S13, +3), and/or when alone: “put a plan in place for how to respond to suicidal thoughts when alone/with the baby only” (S66, +5) as the most important aspects of an intervention. Over half of the mothers who loaded onto this factor had engaged in some kind of suicidal planning (including one mother who attempted suicide) which could explain why having a plan when feeling at risk was ranked so highly in this viewpoint. Having a plan to keep mothers safe was cited as a way of preventing a suicide attempt: “this is important because it might help from someone taking the next step when they are feeling suicidal” (Mother 14, suicidal thoughts only). This planning to keep a mother safe could also have a positive impact on a mother’s feelings: “a plan would have helped me feel better” (Mother 15, suicidal thoughts and planning). Mothers who loaded onto this factor ranged in how recently they had experienced suicidal ideation, and therefore even those who had not been in a suicidal crisis for a long time (i.e., over ten years ago) viewed planning as the priority for a psychological intervention. Planning positively for the future, not just for in times of crises, was also endorsed by this factor: “put positive plans in place for the future” (S1, +2) which significantly differentiated from Factor 2 which saw this statement ranked at (−2). Positive planning for the future could impact a mother’s sense of hope and might therefore offer an indirect effect upon reducing the suicidal ideation and behaviour: “I feel that a sense of hopelessness about the future may be a major factor in why women feel suicidal. Having realistic but positive plans for the future would stimulate optimistic thoughts and build hope and trust in life” (Mother 7, suicidal thoughts only).

As the participants that loaded onto this factor were all mothers and most had experienced suicidal ideation during the postpartum period, it is understandable that these mothers endorsed the need for childcare: “ensure childcare is available while women access the intervention (i.e., for the baby and older siblings)” (S37, +4), unlike Factor 2 which ranked this statement (−2). Childcare provision while accessing an intervention was cited as having an impact on the effectiveness of an intervention: “To be effective it would be helpful if there wasn’t the distraction of a baby or worry about how to access help during school hours” (Mother 6, suicidal thoughts and planning).

Of all the statements relating to the delivery of the intervention (rather than intervention content), ensuring availability of childcare support was ranked the most important and “involve a day session where women and babies can go for a whole day and leave in the evening” (S31, −5) was ranked the most unimportant. Reasons for this ranking included childcare difficulties: “it’s not practical, other children cannot be involved” (Mother 17, suicidal thoughts only) and the desire to access an intervention without children present: “I need to work on myself alone and I already juggle that around the kids physically and emotionally” (Mother 6, suicidal thoughts and planning).

With regards to the content of the intervention, this viewpoint emphasised the importance of helping mothers to learn more about triggers for suicidal ideation and behaviour, thereby helping develop a better understanding of this distressing experience, for example: “identify the irrational thoughts that lead to suicidal thoughts” (S20, +5), and “determine what the suicidal thoughts are AND feelings about them” (S26, +4). Following this learning, it was deemed important that these negative thoughts, feelings and beliefs were challenged: “challenge the idea that the baby would be better off without their mother” (S22, +3) and “remove shame” (S25, +3). Some mothers described that this shame arose from feeling like “an inadequate parent” (Mother 12, suicidal thoughts and planning) and “failing at various aspects of pregnancy and motherhood” (Mother 11, suicidal thoughts and planning). Perception of inadequacy was also cited as the reason for ranking “encourage women to read baby books” (S7, −6) as the most unimportant statement for this factor: “Women who are already floundering might find themselves feeling even more inadequate because they do not feel that they measure up to an arbitrary standard in a book” (Mother 11, suicidal thoughts and planning).

Helping mothers to recognise their value, which might help to combat these feelings of inadequacy, was deemed unimportant: “highlight women’s purpose (e.g., how she is growing a baby or how she is looking after baby)” (S40, −4), and “highlight the ways women are caring for their baby” (S8, −3), which significantly differed from Factor 2 which saw both of these statements ranked (0).

Along with this viewpoint’s prioritisation of planning to keep the mother safe from suicide, the overall need to support the mother to create distance between herself and the appeal of suicide through offering a greater choice of coping strategies was highlighted by the successional ranking of statements relating to the direct targeting of suicidal ideation and behaviour: “challenge thoughts of suicide as a positive option” (S71, +4), “help women cope with the urge to harm themselves” (S62, +3), and “provide ways a woman can comfort herself without thinking about suicide” (S73, +2). These rankings suggest that an intervention must prioritise targeting the idea that suicide would bring a positive outcome to a mother’s situation, then focus on finding coping strategies to replace engaging in suicidal behaviour and having suicidal thoughts.




Factor 2: Establishing positive connections with the therapist, the baby and motherhood


Demographics

Factor 2 had an eigenvalue of 1.37 and accounted for 4% of the study variance. Twelve Q-sorts loaded onto this factor, nine of which were completed by professionals and three by mothers. The professionals were eight females and one male, comprised of three perinatal mental health nurses, two perinatal clinical psychologists, two perinatal peer supporters, one psychiatry trainee and one support worker. The duration of time they had been working directly with mothers during the perinatal period ranged from 1 year and 1 month to 24 years and 4 months (mean 8 years and 3 months). The three mothers ranged in age from 28 years to 42 years (mean 36 years): two experienced only suicidal ideation and one also engaged in suicidal planning. In addition, two of the three mothers experienced suicidal ideation during the postpartum period, whereas the other was pregnant. The mothers ranged widely by how recently they had experienced suicidal ideation: one reported experiencing suicidal thoughts within the 3 months prior to but not at the time of study participation, one mother between five and 10 years prior and one was over 10 years prior to participating in this study.



Interpretation

This viewpoint endorsed statements that resulted in positive connections for mothers when accessing a psychological intervention for suicidal ideation and behaviour during the perinatal period. Participants that loaded onto this factor particularly valued the connection with the therapist, the baby, and with motherhood more generally. The viewpoint found statements that distanced mothers from in-person therapy to be unimportant.

Similarly, to Factor 1, making plans to keep the mother safe was deemed the most important element of an intervention but this viewpoint prioritised planning for when alone: “put a plan in place for how to respond to suicidal thoughts when alone/with the baby only” (S66, +6). The majority of participants that loaded onto this factor were professionals, including a psychiatry trainee and clinical psychologists, whose jobs involve helping mothers to keep safe and well for the long-term: “It’s important women know what to do to help themselves feel safe when alone in the community. There is always the possibility women feel suicidal again in the future, so making sure they have tools to manage this when professionals are not present is essential for the long-term” (Psychiatry trainee).

Aside from planning to keep the mother safe, according to this viewpoint therapeutic connection took precedence over the content of the intervention: “be delivered by the same therapist at every contact” (S14, +5) and “be delivered by a therapist who demonstrates that they understand” (S15, +5). Given the high proportion of professionals who loaded onto this factor, the perceived importance of the therapist is understandable. Being seen by the same therapist enabled “a trusting and consistent relationship” (Mother 1, suicidal thoughts and planning) and meant mothers would not have to repeat themselves which could hinder their recovery: “Telling even one professional that you feel suicidal when pregnant is mortifying and brings up such strong feelings of shame […] having to repeat the same story to different professionals would not be therapeutic at all” (Mother 4, suicidal thoughts only). Similarly, this viewpoint assigned some value to therapist record-keeping: “involve a therapist keeping detailed notes” (S16, +1) which could also help facilitate the therapeutic alliance. This significantly differentiated from Factor 1 which saw this statement ranked at (−3).

Moreover, lack of connection with a therapist was not endorsed by participants who loaded onto this factor: “be delivered via a phone app” (S35, −6) and “be delivered remotely (e.g., via email, text or online chat)” (S29, −5). As well as lacking the comfort and empathy that a human can provide, accessing an intervention delivered by a phone app(lication) was viewed as being “easily forgotten or not prioritised [by mothers]” (Mother 19, suicidal thoughts only).

This viewpoint also endorsed statements that could result in the strengthening of a mother’s connection with the baby and with motherhood. Challenging negative thoughts about being a mother: “challenge the idea that the baby would be better off without their mother” (S22, +4) and “challenge the thoughts of being a ‘bad mum’” (S23, +4), were viewed as very important for an intervention because professionals recalled experiences of caring for mothers who cited these as reasons for wanting to die, for example: “Lots of women I speak to who have attempted suicide said they felt like a bad mother so I think working out why that is and helping them realise that that’s not the case is really important” (Perinatal mental health nurse 1).

With regards to strengthening the connection between mother and baby, this viewpoint also favoured exploring unexpected feelings related to motherhood as important content to be included in an intervention: “normalise not feeling a rush of love once baby is born (e.g., it’s normal to be too exhausted to feel anything; it’s normal to feel relieved it’s over)” (S5, +3), “explore why women may feel nothing towards their baby” (S10, +3) and “help women cope if they have feelings of not wanting to look after the baby” (S56, +3).

A mother’s connection with other mothers was regarded relatively neutrally by this viewpoint: “involve listening to others feeling the same way” (S3, 0), “involve listening to other women who are struggling with not sleeping/nausea/baby teething/baby illnesses” (S4, −1), “involve listening to others who have felt suicidal when perinatal and got better” (S6, +1) and “involve targeted peer support (i.e., being paired with a similar woman who no longer has suicidal thoughts)” (S30, −1). These four statements were also ranked relatively neutrally by participants that loaded onto Factor 1. However, helping mothers identify their support network was valued slightly more: “encourage women to draw a map of their support network (people they can talk to or can help in some way)” (S11, +2), which significantly differentiated from Factor 1 which saw this statement ranked at (−2). The rankings of these statements suggest that forging new connections between the mother and other mothers as part of an intervention is not a priority but assisting the mother to identify pre-existing sources of support and then allowing her to reach out to these sources on her own terms was viewed as slightly more important.

Statements relating to a mother’s context when accessing support, such as “ensure childcare is available while women access the intervention (i.e., for the baby and older siblings)” (S37, −2) and “ensure women have financial stability” (S74, −2), were regarded as significantly less important compared to those participants who loaded onto Factor 1, which saw these statements ranked at (+4) and (+2), respectively. These differential rankings support the view that Factor 2 advocates for an intervention that prioritises ensuring a mother can connect when alone or alone with the baby and in crisis, as well as focusing on a mother’s connection with her baby and motherhood as areas to challenge and explore with a familiar and trusted therapist.




Non-loaders

Five Q-sorts did not load significantly onto either of the factors, that is these Q-sorts did not have enough in common with either of the extracted factors and therefore these Q-sorts did not contribute to the final two factors. Four of these Q-sorts were completed by mothers and one by a professional, a perinatal occupational therapist. Three of these mothers experienced suicidal thoughts during pregnancy and the postpartum period and one mother was pregnant with her first child when she participated. None of the mothers had attempted suicide.



Consensus statements

Statements that were not ranked statistically differently (i.e., p > 0.05) are known as consensus statements, and hence both factors valued these statements in a very similar way. A cross-factor comparison identified 32 consensus statements, 43% of the Q-set (see Table 4 for all 32 consensus statements). Eight of these consensus statements are particularly interesting because they were given more extreme rankings (i.e., > +3 or < −3). Respondents consistently agreed that it was important that an intervention should “normalise not feeling a rush of love once baby is born (e.g., it’s normal to be too exhausted to feel anything; it’s normal to feel relieved it’s over)” (S5, +3, +3), “help women cope with the urge to harm themselves” (S62, +3, +4), and “put a plan in place for how to respond to suicidal thoughts when alone/with the baby only” (S66, +5, +6). In contrast, the following statements were ranked similarly across factors as being unimportant for inclusion in an intervention: “be delivered while walking outside” (S34, −4, −5), “be structured (rather than unstructured)” (S38, −3, −3), “be delivered as a group session (rather than one-to-one)” (S39, −4, −4), “include mindfulness” (S57, −3, −3), and “encourage babywearing” (S68, −5, −4).



TABLE 4 Consensus statements (non-significant at p > 0.05).
[image: A table presents statements related to women's experiences, ranked by two factors with associated Z-scores. Statements include topics like dealing with fear, motherhood feelings, peer support, anxiety, purpose, and self-care. Each statement is ranked with a Z-score under both factors, indicating various strategies and their impact on women’s well-being and coping mechanisms.]



Distinguishing statements

A cross-factor comparison identified 30 distinguishing statements, 40% of the Q-set; these are statements that are ranked significantly differently in the two factor arrays at the p < 0.01 level (see Table 5 for all 30 distinguishing statements). Seven of these distinguishing statements are particularly interesting in that they were ranked positively (i.e., ≥ +1, indicating importance) for one factor and negatively (i.e., ≤ −1, indicating unimportance) for the other factor, these include the following: “put positive plans in place for the future” (S1, +2, −2), “involve listening to others who have felt suicidal when perinatal and got better” (S6, −1, +1), “encourage women to draw a map of their support network (people they can talk to or can help in some way)” (S11, −2, +2), “involve a therapist keeping detailed notes” (S16, −3, +1), “ease anxiety about the prospect of birth or the birth experience” (S27, −1, +1), “ensure childcare is available while women access the intervention (i.e., for the baby and older siblings)” (S37, +4, −2), and “ensure women have financial stability” (S74, +2, −2).



TABLE 5 Distinguishing statements (significant at p < 0.01).
[image: Table showing statements related to perinatal mental health support, ranked by two factors. Each statement includes a rank and Z-score for Factor 1 and Factor 2. Topics address therapy, support networks, managing thoughts, and coping strategies.]



Q-set feedback

In response to whether participants thought that any statements were missing from the Q-set, four mothers reported that they hesitated seeking support when experiencing suicidal ideation and consequently one or more statement(s) should have described a way to encourage mothers to seek support or to facilitate the identification of mothers who need mental health support. The mothers reported that their hesitancy to seek support was driven by the fear that alerting services to their mental health difficulties would result in the removal of their child(ren) or because they were concerned about “how much they could trust their GP or midwife” (Mother 17, suicidal thoughts only). We did not include any statements related to seeking support or identifying those who would benefit from support because this was beyond the aims and scope of this study, which was namely to focus on the content of an intervention and its possible delivery.

Babywearing refers to the practise of carrying a baby in a sling or baby carrier; however, three mothers reported that they did not know what babywearing meant.




Discussion

This study was the first to elicit the priorities for a psychological intervention aimed at reducing suicidal ideation and behaviour during the perinatal period, using a P-set consisting of mothers and perinatal mental health professionals. The centroid factor analysis identified two factors which provide insights into important elements to be considered when designing the content and delivery of a future psychological intervention. Support to help mothers distance themselves from the appeal of suicide through offering a greater choice of coping strategies was more important for mothers than professionals, whereas professionals and a small proportion of mothers prioritised helping mothers establish positive connections with the therapist, her baby and with motherhood more generally. Normalising the lack of a “rush of love” for the new baby, planning how to keep the mother safe and helping mothers cope with the urge to harm themselves were endorsed by participants that loaded onto both factors.

Factor 1 outlined a viewpoint that prioritised planning “for when the darkness descends/feeling absolutely nothing.” This statement was derived from the findings of a previous qualitative study in which mothers who had experienced suicidal ideation during the perinatal period reported feeling an intense darkness prior to a suicide attempt; the authors named this phenomenon “the darkness descends” (16). The extreme ranking of this statement suggests that participants recognised this phenomenon which has been described relatively minimally in previous research [(e.g., 39)]. It also suggests that mothers fear that this feeling could (re)occur, so not only is planning for keeping the mother safe important as a way of responding to this feeling without engaging in suicidal behaviour, but an intervention should also aim to ensure this feeling of “darkness” does not return in the future.

Furthermore, there was consensus across the two factors that an intervention should help women to cope with the urge to harm themselves and that this intervention should include planning in response to suicidal thoughts when they are alone. Safety planning interventions, which may include ways to manage self-harm and suicidal urges through the creation of a structured and personalised resource which helps individuals identify an imminent crisis and use suicide-related coping strategies, are currently recommended for preventing recurrence of self-harm in adults by NICE in the UK (10). Two small pilot trials have shown safety planning interventions delivered to adults at risk of suicide, by a peer with lived experience of suicide (40) and a smartphone application (41) could result in fewer emergency department visits and reduced severity and intensity of suicidal ideation, respectively. These positive results are supported by the findings of a systematic review of 26 studies that examined the effectiveness of safety planning interventions based on that of Stanley and Brown (42) for adults who experienced suicide-related distress (43). The review authors found safety planning interventions were associated with improvements in suicidal ideation and behaviour, and reductions in participant depression and hopelessness. However, Nuij et al. (44) conducted a meta-analysis of six studies with a total of 3,536 participants that evaluated the effectiveness of safety planning type interventions in reducing suicidal ideation and behaviour. The authors found that safety planning type interventions were associated with reductions in suicidal behaviour but had no effect on suicidal ideation. Taken together, findings suggest that the inclusion of safety planning interventions are effective at reducing suicidal behaviour which aligns with the viewpoints identified in the current study. Therefore, extending and tailoring the safety planning intervention (42) to meet the needs of mothers during the perinatal period presents a promising direction for intervention development in the future.

Overall, Factor 1 endorsed helping mothers to psychologically distance themselves from the appeal of suicide, but why might mothers perceive suicide as an option in the first place? A mother’s ability to solve interpersonal problems may explain this, because it is theorised that diminished problem-solving limits the number of available adaptable solutions to a problem which increases the risk of suicide [(e.g., 45, 46)]. Reduced problem-solving ability has been associated with suicidal ideation and behaviour in non-perinatal samples [(e.g., 47–49)] and interventions that help individuals solve interpersonal problems have been recommended to reduce suicidal behaviour (50). There is a paucity of research that investigates poor problem-solving and suicide outcomes during the perinatal period, although Wagner et al. (51) examined correlates of suicidal ideation, including problem-solving orientation and problem-solving skills, in pregnant women living with HIV in Uganda. The authors found moderate or severe suicidal ideation was significantly correlated with greater use of negative problem-solving, a problem-solving orientation which is less effective in coping with psychological distress. Wagner et al. (51) recommended the use of evidence-based problem-solving therapy to manage stressors which could reduce suicidal ideation.

Factor 2 highlighted the importance of the therapeutic alliance when accessing an intervention and this was mostly prioritised by professionals. It begs the question of whether professionals overemphasised the importance of the therapist seeing as Factor 1, which was only loaded onto by mothers, did not see statements related to the therapist ranked as highly. We do not think this was the case because, firstly, three mothers loaded onto Factor 2 and therefore shared the view that it is important an intervention is delivered by the same therapist who demonstrates that they understand. Secondly, professionals were required to have worked in direct contact with and provided care to women who felt suicidal during the perinatal period for at least 3 months, whereas mothers were not required to have accessed any kind of mental health support to be eligible to participate. Hence, some mothers might have never received the support of a therapist and could not therefore draw on that experience to assist them in their judgement of how important the therapeutic alliance might be to the outcome of an intervention. Furthermore, a recent systematic review of 19 quantitative studies summarised the relationship between the therapeutic alliance in psychotherapy and suicidal experiences prior to, during and following psychotherapy (52). The authors failed to identify a significant association between suicidal experiences prior to, or during, the psychotherapy and the strength of the therapeutic alliance. However, the authors reported that establishing a strong therapeutic alliance early on in psychotherapy was related to reduced suicidal experiences in the future. An important recommendation in Huggett et al’s. (52) review was that therapists should dispel myths regarding the consequences of disclosing suicidal experiences and address any difficulties that clients might have when developing a therapeutic relationship. The application of this recommendation when working with clients during the perinatal period is particularly important because of mothers’ fears that their children would be removed from their care if they disclose suicidal ideation and/or behaviour to healthcare professionals (28, 53). As the Factor 2 viewpoint attributed great importance to the therapist, we also wish to echo the recommendation proposed by Huggett et al. (52) that future trials of psychotherapeutic interventions to reduce suicidal experiences should consistently measure both the client and the therapist’s perceptions of the therapeutic alliance.

Consensus statements demonstrated that both viewpoints endorsed normalising a mother not feeling a “rush of love” for the baby after birth which highlights that a mother’s perception of a relatively small event can have a huge impact on her mental health. A correlation between self-reported bonding impairment and suicidal ideation has been demonstrated (54) but as far as we are aware there is no literature that focuses on a mother’s immediate perceptions of bonding following birth and her mental health, which presents an avenue for future research. It is also important to consider that a heightened awareness of bonding difficulties could drive a mother’s fear that if she does not experience a “rush of love” as she expects, she might then interpret this as her having difficulty bonding with her baby. Therefore, an intervention that offers reassurances to mothers that her experiences are not in and of itself indicative of a problematic bond could help to undermine negative self-perceptions (i.e., being a bad mum) which could then, in turn, reduce the likelihood of suicidal thinking.


Strengths and limitations

The inclusion of both mothers and professionals in this study provided a holistic insight into how the priorities of these two groups overlap, a major strength of this study. Furthermore, the two factors explained 42% of the overall variance, and Kline (55) advocated that a factor solution that accounts for 35–40% or more of the common variance is considered a sound solution. In addition, 25 of the 32 Q-sorts significantly loaded onto one of the factors, which suggests that the factor solution included a contribution from a large proportion of the Q-sorts. Another strength was the involvement of the study service user reference group, which helped develop the Q-set and pilot the Q-sorting task.

Although the two factors accounted for a considerable percentage of the overall variance, the factors were strongly correlated, which suggests a high degree of overlap between the viewpoints outlined by each factor. This overlap could be indicative of one of two possibilities: 1) mothers and professionals both held similar views with regards to what should be included in an intervention and therefore the findings provide a useful starting point for the development of an intervention in the future; or 2) sampling bias was present, and only mothers and professionals with a particular range of views on this topic participated. The use of several recruitment pathways aimed at ensuring a diverse sample of mothers and professionals to reduce sampling bias. Although, the sample of professionals varied in terms of the posts held, it should be highlighted that our sample of mothers lacked in ethnic diversity and were generally highly educated.

Only two of the mothers experienced suicidal thoughts at the time of participating in the study. We anticipated that a mother’s perceived priorities for an intervention might change as time passes after experiencing suicidal thoughts and after leaving the perinatal period and this is why we hoped to recruit a more equal number of currently and previously suicidal mothers; our failure to do this is a limitation of the study. In addition, three mothers did not know what the term ‘babywearing’ (see “encourage babywearing” (S68)) meant, therefore these participants’ rankings of this statement will have been affected.



Clinical implications

Based on the viewpoints outlined by each factor array and the consensus statements, the design of a future intervention should focus on one-to-one therapy (rather than group sessions), prioritise planning to keep the mother safe and include problem-solving training for when a mother experiences suicidal thoughts alone and/or when “the darkness descends.” The content of the intervention should focus on providing a better understanding of how to identify and respond to thoughts that drive suicidal ideation and suicidal desire. The content should also challenge and explore how the mother perceives and feels about her baby and motherhood. The intervention should ensure mothers are seen by the same therapist who demonstrates understanding of, and attaches importance to, the fostering of a trusting therapeutic alliance. When considering how an intervention is delivered, attention and funding should be committed to ensuring childcare support is available for mothers trying to access the intervention.

The use of digital mental healthcare interventions is on the rise (56), despite research demonstrating a preference for in-person over digital psychotherapy for depression (57) and a high attrition rate of those accessing an online self-help therapy for suicidal ideation (58). Our findings emphasise the importance and irreplaceability of an intervention being delivered by a human and ideally in-person, for mothers experiencing suicidal ideation during the perinatal period.



Implications for future research

For a psychological intervention to be efficacious, it must be theoretically derived and address the psychological mechanisms that underlie suicidal thoughts and behaviour (11). Future research should explore the psychological mechanisms pertinent to suicide during the perinatal period, which are hinted at by statements deemed important in this study. For example, the impact of a mother’s perceived self-efficacy on her suicidal thoughts and behaviour appears important because of the high rankings of “challenge the idea that the baby would be better off without their mother” (S22) and “challenge the thoughts of being a ‘bad mum’” (S23). Moreover, the agreement that normalising mothers not feeling a “rush of love” following birth suggests research should investigate mothers’ expectations of bonding with her infant after birth, her immediate perceptions of the bond after birth, and how these a) affect mother-infant bonding, b) affect her suicidal thoughts, and c) affect her perceived self-efficacy as a mother. Investigating problem-solving and its effect on suicidal ideation and behaviour also offers an avenue for future research.

Some mothers reported their hesitation at seeking support and because of this highlighted that the Q-set should have included a statement pertaining to addressing this problem. Although a separate issue to the content and delivery of a future intervention, this feedback demonstrates the urgent need to improve how mothers are encouraged to seek support and how mothers in need of support are identified; researching these improvements should be a priority.

At present, safety planning interventions are recommended as best practise by NICE (10) to prevent recurrence in those who self-harm. In this study, mothers and professionals converged on endorsing the importance of developing, and having available, plans to keep the mother safe and plans on how to support her through a crisis. Future research should investigate best practise and the effectiveness of safety planning to reduce future suicidal behaviour in mothers who experience suicidal ideation only during the perinatal period.




Conclusion

In our study, both mothers and professionals believed developing plans to keep the mother safe from suicide when alone and in crisis was a priority for a potential psychological intervention to reduce suicidal ideation and behaviour. Mothers strongly endorsed the need for childcare support to be available while accessing the intervention, whereas ensuring a robust therapeutic alliance was generally more important for professionals. The findings provide an essential first step in the development of a new suicide prevention intervention for perinatal women.
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Objective

Children of parents with a mental illness are at heightened risk to develop a mental illness themselves due to genetics and environmental factors. Although parenting stress (PS) is known to be associated with increased psychopathology in parents and children, there is no study investigating PS multimodally in a sample of parents with a mental illness. This study aims to compare PS of parents with and without a mental illness and further to examine the relationship between PS and psychopathology of children.





Methods

Participants were parents with a mental illness and parents without a mental illness and their children aged four to sixteen years. We assessed PS multimodally using a questionnaire, parents’ evaluation of children’s behavior (relational schemas) and psychophysiological arousal of parents during free speech task.





Results

Self-reported PS was increased, and evaluation of children’s behavior was more negative and less positive in parents with a mental illness compared to parents without a mental illness. Children’s psychopathology was associated with self-reported PS and relational schemas of parents. Regarding psychophysiological arousal, parents with a mental illness showed reduced reactivity in heart rate from baseline to free speech task in comparison to parents without a mental illness.





Conclusions

Our findings highlight the importance of implementing intervention programs to reduce PS for parents and children. In particular, parents with a mental illness might benefit from specific intervention programs in order to interrupt the transgenerational transmission of mental disorders.





Keywords: parents with a mental illness, parenting stress, multimodal, relational schema, psychopathology of children, psychophysiological arousal, fundamental frequency, heart rate




1 Introduction

In Germany, approximately three million children live with a parent with a mental illness (1). Children of parents with a mental illness (COPMI) show three to seven times higher rates of subclinical symptoms (2), poorer health-related quality of life (3) and lower academic achievement (4) compared to children of parents without a mental illness (COPWMI). Due to genetics as well as environmental factors, COPMI are particularly at risk of developing a mental disorder themselves (5, 6). Compared to COPWMI, this risk is two to five times higher (7). Therefore, a transgenerational transmission of mental disorders (TTMD) can be assumed. The association between the parental mental illness and children’s psychopathology depends on different variables and risk constellations (8). Thus, COPMI constitute a high-risk group that needs to be identified and addressed by prevention programs in order to reduce their risk and prevent future mental disorders in this group (6). The model of the TTMD identifies five transmission mechanisms and their interaction related to parent, child, family and social environment contributing to the heightened risk of COPMI to develop a mental disorder themselves (9). Besides genetics, prenatal and social factors, parenting is considered to be a core mechanism in TTMD (9, 10). Parenting is comparably easy to address through preventive measures and interventions. However, there is a lack of studies investigating parenting in COPMI (e.g., (11)), and thus it remains open how this should be targeted optimally. In this context, parenting stress (PS) is of particular importance because it is associated with maladaptive parenting (12) and psychopathology of parents and children (13–15). One purpose of this study, therefore, is to examine PS using multimodal data in parents with and without a mental illness.




2 Background



2.1 Parenting stress

According to Bowlby’s attachment theory (16), attachment determines how children can regulate their emotions and behavior. While secure attachment is associated with positive developmental outcomes in children (17), insecure attachment is associated with negative outcomes in children and is considered a risk factor for developing a mental illness (17, 18). Positive parenting (e.g. sensitive parenting) provides the foundation for a secure parent-child bond and is considered to be the cornerstone of children’s biological, cognitive, social, and emotional development (19, 20). Stress related to parenting is a normal response experienced by all parents at times (21). It can be helpful as it prompts the use of resources to support positive parenting behaviors (22). It is rather the cumulative impact of stress that adversely affects parenting behavior, the parent-child-interaction and children’s development (21, 23–25). PS is defined as “a set of processes that leads to aversive psychological and physiological reactions arising from attempts to adapt to the demands of parenthood” resulting in negative feelings and beliefs regarding the self and the child (25). There are several theories that help explain how PS affects well-being of parents and children. Abidin (22) postulates that high level of PS reinforces the use of maladaptive parenting behavior and thus negatively influences the development of children, which is confirmed by several studies (12, 26–29). Furthermore, the model of Abidin (22) postulates that aspects of parents, children and environment affect PS. Regarding environmental aspects, several studies highlight the link between PS and social support (30), partnership satisfaction (31) and socioeconomic status (30). Regarding aspects of children, research showed that insecure attachment (26) and internalizing as well as externalizing behavior problems (32) are associated with PS. With respect to aspects of parents, several studies found that parental psychopathology plays a significant role (33–35). According to the transactional model (36), stress has an impact on a behavioral level as well as on a cognitive and affective level. In addition to behaviors, cognitions and affects can also be passed on from parents to children (10) suggesting cognitive processes play an important role how PS affects child outcomes. Additionally, psychophysiological theories can help to explain how PS leads to physiological stress responses in parents and adversely affects interacting with their children (37, 38). Another purpose of this study, therefore, is to examine how cognitive and psychophysiological aspects of PS are associated with psychopathology in children.




2.2 Relational schemas

High levels of stress are associated with automatic and rigid rather than controlled and flexible information processing (39, 40). Thus, parents with high levels of PS are less able to understand the child’s behavior within the actual context and are more likely to evaluate the child’s behavior in a more negative way (39, 40). In line with this, studies that found that parents with high levels of PS tend to perceive their child as more difficult and subsequently display more negative affectivity towards it (41–43). A growing body of literature confirms the relation between PS and parental negative attributions of child behavior (41, 44–46). Moreover, a study found that negative attributions mediated the association between PS and maladaptive parenting behaviors (41). Relational schemas (RS) guide parent’s attributions of the intent of their child’s behaviors (47). RS are described as an overlearned and unconscious semantic schema guiding actions and reactions to interpersonal events (48). The interpretation that a child is provoking or intentionally frustrating can be called a negative RS (49). In contrast to that, the interpretation of the child’s behavior as compliant or responsive to the caregiver can be called a positive RS (49). Besides, RS include parent’s sets of implicit beliefs and affective attitudes towards their children (50). Parents’ internal representations can be assessed verbally during the Five-Minute Speech Sample (FMSS; (51)). The FMSS provides independent data that are free from biases associated with self-reports (52). Because RS are part of an unconscious, automatic cognitive process and operate largely outside of the caregiver’s awareness (49), Bullock and Dishion (50) developed the Family Affective Attitude Ratings Scale (FAARS) to identify RS expressed by parents during FMSS (51).




2.3 Psychophysiological arousal

Besides information processing, high levels of stress also have an influence on physiological arousal. A key system of physiological arousal is the autonomic nervous system (ANS) which subdivides into the sympathic (SNS) and parasympathic nervous system (PNS; (53)). During stress, SNS produces increased physiological arousal, such as increased heart rate (HR), whereas during periods of stability PNS lowers HR. Heart rate variability (HRV) is a measure of the interplay between SNS and PNS on the HR, and a flexible HRV allows for modulation of arousal depending on situational demands (53). Since emotion regulation depends on flexible adjustment of ANS, HRV is known to be an important index (53). Regarding parent-child-interaction, stress can adversely affect the parent’s ability to regulate emotions (37) and to respond appropriately to the child’s needs (38). A “spillover effect” can decrease emotion regulation skills in children (54) and can consequently lead to increased psychopathology (55). There are some studies suggesting a relation between parenting behaviors and physiological reactivity in parents (38, 56–60). However, the direction of this relation is contradictory. On the one hand, there is evidence that increased reactivity in parents is associated with maladaptive parenting behavior (58, 59). On the other hand, studies found decreased reactivity in parents associated with maladaptive parenting behavior (38, 56, 57, 60). Reasons for the inconsistent results may be found in differences in laboratory tasks, physiological indicators or analytic strategies (60). Fundamental frequency corresponds to the perceived voice pitch and it is determined by the frequency with which the vocal folds open and close when forming sounds (61, 62). Fundamental frequency correlates strongly with established indicators of ANS (e.g. heart rate, blood pressure, and cortisol) and with self-reported emotional state (63, 64). A study confirmed that higher fundamental frequency range was associated with higher emotional arousal (64). While there are some studies examining fundamental frequency in couple relationships (61, 65, 66), there are only a few studies dealing with parent-child relationships or mental illness. A study showed that during conflict talks between adolescents and their parents, higher range of fundamental frequency was associated with higher cortisol levels and more self-reported negative emotionality of parents and adolescents (63).




2.4 Parenting stress and psychopathology of parents and children

According to the model of Abidin (22), PS is linked to the psychopathology of both parents and children. Psychopathology increases vulnerability to stress because it reduces access to coping skills that are necessary to decrease stress levels (67). Therefore, a mental illness diminishes the parent’s resources (68). Moreover, the use of ineffective coping strategies can lead to chronically high levels of PS in parents with a mental illness (22, 69). Several studies confirmed the relationship between PS and depression and anxiety symptoms (33–35, 70–74). Independently from psychopathology in parents, a growing body of literature found PS to be related to several negative child outcomes such as internalizing and externalizing behavior problems (75, 76). Longitudinal studies suggest that the relationship between children’s psychopathology and PS is bidirectional (13, 14). Thus, elevations in children’s behavior problems lead to increased PS, which then leads to increased behavior problems in children. Additionally, a longitudinal study found that children’s externalizing behaviors decreased if PS does and vice versa (77). Fredriksen et al. (70) found a mediating effect of PS between parental depressive symptoms and negative child outcomes in a longitudinal study. The findings suggest that PS plays an important role in TTMD. Noteworthy, the research mentioned above used self-report measures only to assess parental and child psychopathology as well as PS that can lead to biased information and compromises objectivity (11). Parents with more psychopathological symptoms might have stronger negative self-appraisals, which lead to elevated reports of PS and psychopathology of children (78). Furthermore, most studies investigated parents with sub-clinical psychopathological symptoms (33). Future research needs to investigate PS multimodally in parents with clinically relevant diagnosis (33, 69, 78). This is especially true regarding the role of PS in TTMD. Therefore, research on parental information processing, as interpretation and beliefs about their children’s behavior is of particular interest. In this term, assessing RS of parents during FMSS can provide an independent data source that is free from biases associated with self-reports (49). Recent studies found that less positive and more negative RS of parents are associated with higher psychopathology in children (49, 79, 80). Moreover, a study found an association between negative RS and increased stress and psychopathology in parents in a clinical-referred child sample (79). Besides, psychophysiological arousal of parents can provide an objective measure of PS (69, 81, 82). To the best of our knowledge, there is no study investigating RS and psychophysiological arousal of parents with a mental illness. Comparing parents with and without a mental illness allows examining psychopathology as a specific risk factor for PS. Since PS is considered a relevant factor in TTMD, it is of clinical importance to gain detailed insight in this relation. This is especially true because PS displays a target for intervention. Examining how PS relates to psychopathology in children regardless of a parental mental illness allows developing specific intervention programs to reduce the risk for negative child developmental outcomes.




2.5 The current study

The current study aims to examine parenting stress in parents with a mental illness compared to parents without a mental illness. In order to gain detailed insight into how cognitive and psychophysiological aspects of parenting stress adversely correlates to child outcomes, we investigate the relation of parenting stress and psychopathology in children regardless of a parental mental illness. We examine parenting stress multimodally by self-report, parents’ relational schemas and psychophysiological data.

We aim to address the following hypotheses:

	Parents with a mental illness report higher parenting stress than parents without a mental illness.

	Increased self-reported parenting stress is positively correlated with psychopathology in children regardless of parents’ diagnostic status.

	Parents with a mental illness show more negative and less positive relational schemas than parents without a mental illness.

	Valence of relational schemas are negatively correlated with psychopathology in children regardless of parents’ diagnostic status.

	Parents with a mental illness show reduced reactivity in heart rate variability and heart rate from baseline assessment to Five Minute Speech Sample compared to parents without a mental illness.

	Parents with a mental illness show higher fundamental frequency range during the Five Minute Speech Sample than parents without a mental illness.

	Psychophysiological arousal in parents is correlated with psychopathology in children regardless of parents’ diagnostic status.







3 Method



3.1 Participant recruitment and study inclusion and exclusion criteria

The current study is part of the German prospective multicentre RCT Children of Mentally Ill Parents At Risk Evaluation (COMPARE-family; grant number: 01GL1748B) and its add on-project COMPARE-emotion (grant number: 01GL1748C and 01GL1748E). For detailed description of this study, see study protocols (5, 83). Parents with a mental illness were recruited as part of the prospective multicenter RCT COMPARE-family (5, 83). Patients were recruited from the outpatient clinics of the universities of Gießen, Bochum, Marburg and Landau. In the study centers, we used the universities’ mailing lists, mailings of families with children in the corresponding age range provided by local registry offices, and public advertisement (flyer, newspaper, online-platforms) as recruitment tools. Parents without a mental illness were recruited as part of the add-on project COMPARE-emotion in study centers Gießen and Dortmund. Parents without a mental illness and their children were recruited by mailings of children in the corresponding age range provided by local registry offices, public advertisement (flyer, online-platforms), and the research group’s database of former study participants. Inclusion criteria for COMPARE-emotion were: a) children between 4 to 16 years of age; b) parents agreeing to participate in a videotaped paradigm; c) parents seeking psychotherapeutic treatment and meeting diagnostic criteria of a mental illness according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; (84)) for parents with a mental illness; or d) parents with no mental illness and no psychotherapeutic treatment during the life of parents without a mental illness; e) children living with the participating parent for at least half of the week.

Exclusion criteria were a) insufficient German language skills; b) children presenting severe impairment requiring urgent treatment; c) parental ongoing outpatient or inpatient treatment; d) regular use of benzodiazepines as is thought to hamper cognitive behavioral therapy; e) parents without a mental illness reporting psychopathological symptoms above the cut-off value in the Brief Symptom Inventory (85); f) COPWMI meeting diagnostic criteria according to the DSM-5 (84). Local ethics committees at all participating universities approved the study. All participants provided written informed consent. For participation, each child received a gift or a financial allowance of €5. Parents without a mental illness and their children participated once, while parents with a mental illness and their children participated in repeated assessments at three measurement points (83). For the current study, we analyzed data of the first assessment point in parents with a mental illness participating in the study centers Giessen, Bochum, Marburg and Landau.




3.2 Procedure

Before participating in the laboratory assessment of COMPARE-emotion, families provided written informed consent and completed several questionnaires online. Assessments took place at the laboratories of the Universities of Gießen, Dortmund, Marburg and Landau between 2018 and 2022 and lasted one hour. During the assessment, we conducted different paradigms with the dyads including the FMSS (51) for assessment of RS and fundamental frequency to measure psychophysiological arousal in parents. Due to availability of the ECG-equipment, we assessed psychophysiological arousal via HR and HRV exclusively in Gießen. Parents placed three electrodes on themselves (one over the right collarbone and one over each of the lower ribs) at the start of the assessment. Once the ECG signal was registered, parents were asked to sit quietly and describe a picture puzzle for one minute. After completion of the baseline period, parents performed the FMSS. Here, parents were asked to speak for five minutes about their thoughts and feelings regarding their child and how they get along together. We recorded baseline period and speech samples on video camera and converted them to wav-audio files for further analyses.




3.3 Participants

We conducted analyses with different sample sizes because not all families participating in laboratory assessment completed the questionnaires of parenting stress and psychopathological symptoms of children. Thus, we included all available data sets and did not exclude families of our analyses because of missing values. Besides, we assessed electrocardiographic (ECG) activity exclusively in the study center Gießen. Demographic information for sub-samples are described below.

Five Minute Speech Samples of 189 independent parent-child dyads were available (n = 91 parents with a mental illness, n = 98 parents without a mental illness). Data of the dyads were used for analyses of RS and fundamental frequency. Since not all parents returned the questionnaire, information about psychopathology of children (n = 20 in COPMI, n = 3 in COPWMI) was missing. Due to technical problems that led to the video-files not being readable, baseline-recordings of parents (n = 8) were missing. Of the parents performing the Five Minute Speech Sample, 150 were mothers (79%) and 100 children were female (53%). Children ranged from four to 16 years of age (M = 9.08, SD = 3.40). Groups did not differ in age, gender or parents’ gender but in parents’ age, parents’ and children’s psychopathological symptoms and socioeconomic status (SES; see Table 1). COPMI showed higher psychopathological symptoms than COPWMI. Parents with a mental illness were younger and their SES was lower. According to Lampert et al. (86), the SES of parents without a mental illness can be classified as high, while the SES of parents with a mental illness can be classified in the middle status group. We used a structured diagnostic interview to determine mental disorders and verify diagnostic criteria for study inclusion of parents with a mental illness. The most common disorders among parents were Depressive Disorders as primary diagnosis (42%), followed by Trauma- and Stressor-Related Disorders (28%), Anxiety Disorders (23%), Somatic Symptom and Related Disorders (3%), Feeding and Eating Disorders (1%), Personality Disorders (1%), Disturbance of Activity and Attention Disorders (1%) and Schizophrenia Spectrum and Other Psychotic Disorders (1%). The mean number of comorbid diagnosis was two (SD = 1.22, range from 1 - 5), and severity of the primary diagnosis ranged from four to eight (M = 5.88, SD = 0.91) on a 9-point-Likert-Scale. Digits in this range indicate a clinical diagnosis.



Table 1 | Demographic characteristics of participants and means and standard deviations of psychopathological symptoms of children and parents for analyses with the Five Minute Speech Sample.

[image: Comparison table between parents with a mental illness (PMI) and parents without (PWMI). For children, CBCLext T-score is higher in PMI (52.13) than PWMI (46.82) with significant differences. For parents, SES and BSI GSI scores are comparably higher in PWMI, both showing significant differences. Ages and gender distribution are also displayed but show no significant difference except for parental age. Statistical values include t-tests, chi-square, p-values, and Eta-squared.]
Self-reported PS was available from n = 54 data sets of parents with a mental illness and n = 96 data sets of parents without a mental illness. Of this sub-sample, 118 were mothers (79%) and 79 children were female (53%). Children ranged from four to 16 years of age (M = 8.67, SD = 3.23). Groups did not differed in gender of children and parents, but in age of children and parents, psychopathological symptoms of children and parents, and SES (see Table 2). In this sub-sample, COPMI were younger than COPWMI. The most common disorders among parents of this sub-sample were Depressive Disorders as primary diagnosis (39%), followed by Trauma- and Stressor-Related Disorders (31%), Anxiety Disorders (22%), Somatic Symptom and Related Disorders (4%), Feeding and Eating Disorders (2%) and Schizophrenia Spectrum and Other Psychotic Disorders (2%). The mean number of comorbid diagnosis was two (SD = 1.26, range from 1 - 5), and severity of the primary diagnosis ranged from four to eight (M = 5.80, SD = 0.98).



Table 2 | Demographic characteristics of participants and means and standard deviations of psychopathological symptoms of children and parents for analyses of self-reported parenting stress.

[image: Comparison table of children and parents with and without mental illness (N = 54 for PMI, N = 96 for PWMI). For children, mean age is 7.69 vs. 9.22 years, with respective T-scores for CBCLext and CBCLint. For parents, mean age is 39.72 vs. 42.68, with SES and BSI GSI scores provided. Statistical significance is shown with t-values, p-values, and effect sizes. Abbreviations: CBCLext, Child Behavior Checklist Externalizing Scale; CBCLint, Internalizing Scale; SES, Socioeconomic Status; BSI, Brief Symptom Inventory; GSI, Global Severity Index; PMI, Parents with Mental Illness; PWMI, Parents without a Mental Illness.]
ECG recordings were available from n = 30 data sets of parents with a mental illness and n = 33 data sets of parents without a mental illness. Data of this sample were used for analyses of HR and HRV. Of this sub-sample, 48 were mothers (76%) and 36 children were female (57%). Parents ranged from 24 to 56 years of age (M = 41.72, SD = 7). Groups did not differed in children’s age, children’s gender or parent’s gender but in age and psychopathological symptoms of parents and SES (see Table 3). In this sub-sample, COPMI did not differed in externalizing psychopathological symptoms. The most common disorders among parents of this sub-sample were Depressive Disorders as primary diagnosis (37%), followed by Trauma- and Stressor-Related Disorders (27%) and Anxiety Disorders (27%), Somatic Symptom and Related Disorders (3%), Personality Disorders (3%) and Schizophrenia Spectrum and Other Psychotic Disorders (3%). The mean number of comorbid diagnosis was two (SD = 1.97, range from 1 - 5), and severity of the primary diagnosis ranged from four to eight (M = 5.93, SD = 0.79).



Table 3 | Demographic characteristics of participants and means and standard deviations of psychopathological symptoms of children and parents for analyses of electrocardiographic activity.

[image: Table comparing children and parents with and without mental illness. For children, the variables are age, number of girls, CBCL externalizing, and internalizing T-scores. For parents, the variables are age, number of mothers, SES, and BSI GSI T-score. Data are provided for PMI (parents with mental illness) and PWMI (without mental illness), including means, standard deviations, test statistics, p-values, and effect sizes.]



3.4 Measures



3.4.1 Parental relational schemas

We assessed parental RS using the Family Affective Attitude Rating Scale (FAARS; (87)). The FAARS is an extension and re-formulation of the original FMSS coding system (51) for parents of children in childhood and adolescence (50). The measures of RS consist of items reflecting negative and positive attitudes relevant for parent-child-relationship. Respective items score on a 9-Point-Likert-Scale from 1 (not present) to 5 (one concrete example) to 9 (multiple examples). Following the methodology of Bullock and Dishion (50), we averaged respective items reflecting positive RS and negative RS. The scale for positive RS derived from the mean of the five items: parent is positive regarding the child’s behavior, parent is positive regarding the child’s traits, parent reports a positive relationship with the child, parent attributes positive intentions of the child, parent makes statements of caring and loving. For computing the scale of negative RS, we used the mean of the five items: parent is critical of the child’s behavior, parent is critical of the child’s traits, parent reports a negative relationship with the child, parent attributes negative intentions of the child, parent reports of conflict or anger. To assess inter-rater reliability, two raters coded speech samples independently and blind to parental diagnostic status. As recommended by Bullock et al. (87), for our study we calculated inter-rater reliability ratings from 25% of analyzed samples. Indicating good consensus among the coders, intraclass correlations ranged from 0.86 to 0.91 (M = 0.89) for negative RS and from 0.95 to 0.97 (M = 0.96) for positive RS. Cronbach’s alpha values indicate good internal consistency with negative RS (α = 0.83) and positive RS (α = 0.80). Our results are similar to those reported in previous FAARS validation studies (50, 79, 80).




3.4.2 Fundamental frequency

We assessed parents’ fundamental frequency during a baseline period and FMSS. Prior to calculating fundamental frequency, baseline and FMSS wav-audio files were cleaned for artefacts (experimenter speaking, laughter, etc.) using a cutting program (Audacity, Version 3.0.0). We included the normal range of speech in our analyses by setting the floor at 75 Hz and the ceiling at 300 Hz (88). Using the voice analysis program Praat (Version, 6.1.56; (89)), we assessed minimum and maximum values in 0.25 second intervals. Fundamental frequency range was calculated by subtracting minimum from maximum values for each data set.




3.4.3 Heart rate and heart rate variability

We used the BIOPAC system MP160 (90) and the portable bionomadix modules for assessing electrocardiographic (ECG) activity with an acquisition sample rate of 1000 Hz. 3-point ECG using Ag/AgCl electrodes (one over the right collarbone and one over each of the lower ribs) were installed on parents’ thoraxes. The physiological data were processed using the Acqknowledge software (Version 5.0.8; (90)). We inspected the ECG signals using Kubios HRV Scientific software (Version 4.0.1). The software identified successive R spikes via an automatic beat detection algorithm, we visually inspected and corrected for artefacts. Mean HR was calculated in beats per minute (bpm) based on the ECG channel. We used the time-domain index “root mean square of successive differences between normal heartbeats” (RMSSD) for calculating HRV. We choose RMSSD, because it is less affected by respiratory rate (91). For detailed description of RMSSD see Shaffer and Ginsberg (92).




3.4.4 Parental-stress questionnaire

To assess parental stress experience, we used the German “Parenting-Stress-Questionnaire” versions for children in kindergarten, preschool and school (ESF; (93)). The ESF consists of 38 items rated on a 4-point Likert Scale from 0 (disagree) to 3 (fully agree). Items are aggregated into the four scales, parenting stress (e.g. perceived parenting skills, stress in interaction with the child), role restriction (perceived limitations associated with raising the child), social support (perceived support from relatives, friends and close environment) and partnership (e.g. perceived support from the partner, agreement on parenting issues). For partnership, the respective items were answered only if the parent was currently living with a partner. Domsch and Lohaus (93) reported internal consistencies ranging from acceptable (Cronbach’s alpha = 0.76 for social support) to very good (Cronbach’s alpha = 0.92 for parental stress).




3.4.5 Psychopathology of children

We used the German versions of the parent-reported questionnaire Child Behaviour Checklist (CBCL). Depending upon the children’s age to assess psychopathology of COPMI and COPWMI, we applied the CBCL 1½-5 (94) or the CBCL 6-18R (95). The German version of the CBCL 1½-5 (94) assesses problems of children between 1,5 and 5 years of age. It includes 99 items rated on a 3-point Likert Scale from 0 (never or not true) to 2 (often or very true). The German version of CBCL 6-18R captures problems of children and adolescents ageing from 6 to 18 years. It includes 120 items rated on a 3-point Likert Scale from 0 (never or not true) to 2 (often or very true). In both versions, items are aggregated into three superordinate scales (externalizing problems, internalizing problems and total problems). Achenbach and Rescorla (94) reported good to very good internal consistencies for CBCL 1½-5 (Cronbach’s alpha = 0.89 - 0.95) as well as Döpfner et al. (95) for CBCL 6-18R (Cronbach’s alpha = 0.82 - 0.93).




3.4.6 Diagnostic status of parents and children

We used the German version of the self-reported questionnaire Brief Symptom Inventory (BSI (85);) to assess psychopathology of parents with and without a mental illness. The BSI contains 53 items rated on a 5-point Likert Scale from 0 (not at all) to 4 (very much). We aggregated items into Global Severity Index (GSI). Derogatis (85) reported internal consistency of GSI to be very good (Cronbach’s Alpha = .97). We invited parents without a mental illness to further diagnostic examination and excluded them of our analyses if the GSI was above the cut-off value (TGSI ≥ 62). The Diagnostic Interview for Mental Disorders (DIPS; (96)) is a structured diagnostic interview to determine mental disorders according to the DSM-5 (84). We used the DIPS to verify diagnostic criteria for study inclusion of parents with a mental illness. The interview has a good to very good inter-rater reliability (97). The Diagnostic Interview for Mental Disorders During Childhood and Adolescence (Kinder-DIPS; (98)) and the Structured Interview for Preschool Age (SIVA; (99)) are structured diagnostic interviews to determine mental disorders from age of six to adulthood (Kinder-DIPS) as well as in preschool children (SIVA) according to DSM-5 (84). We used the parent-report versions of both for children’s diagnostic assessment. Good to very good interrater reliabilities are reported for both the Kinder-DIPS (100) and SIVA (99). In COPMI, we conducted diagnostic interviews by default. In COPWMI, we conducted diagnostic interviews if total problem scale of CBCL was above the cut-off value (TCBCLSum ≥ 60).




3.4.7 Socioeconomic status

We assessed SES of parents with and without a mental illness according to the KiGGS study (101). The SES-index was calculated as a point-sum score from 1 to 7 based on parents’ information on their schooling and occupational qualifications (1 = not finished school and professional training to 7 = high school SAT-level and university degree), occupational status (1 = in professional training or unskilled employee to 7 = executive or self-employed), and net equivalent income (1 = less than €1250 net income per month to 7 = more than €5000 net income per month). This allows to calculate a multidimensional SES-index ranging between 3.0 and 21.0 (86). Alternatively, SES can be categorized into status groups from low (range: 3.2 -8.7) to high (range: 17.0 – 21.0), each including 20% of children and adolescents of a representative German sample. The more broadly defined middle status group (range: 8.8 – 16.9) includes 60% of children and adolescents of a representative sample (86). We used this categorization to compare the SES of our study’s samples with a representative sample. Based on the mean SES of our samples, parents with a mental illness and their children can be assigned to the middle status group, whereas the mean SES of parents without a mental illness and their children can be categorized as high (see Tables 1–3).





3.5 Statistical analyses

We performed statistical analyses using SPSS version 28.0 (102). To address the need for confounding variables in further analyses, we examined possible differences in demographic characteristics between groups (two-sample t-test or chi-square test, respectively; see Tables 1–3). Since groups differed on SES, parents’ and child age, we conducted correlation analyses with all dependent variables. Since studies have shown that PS is associated with SES (30) and because of significant correlations with self-reported PS (p <.05), we included SES as a covariate in respective analyses. Furthermore, we found significant correlations of child age and self-reported PS (p <.05). Since studies produced mixed findings regarding the association of age of children and PS (30, 77), we decided to include child age as a covariate in respective analyses to minimize potential biases in our results.

We applied an alpha level of 0.05 (two-tailed) and calculated effect sizes (ηp2) for all statistical analyses. As multiple testing leads to an inflation of the alpha error and hence an increased likelihood of type 1 errors, we used Bonferroni-Holm correction for hypotheses 1 to 4, 6 and 7. The described p-values for the inferential statistical tests are already adjusted and can be compared with the applied alpha level. Due to missing values in questionnaires, we examined if parents reporting higher psychopathological symptoms during the DIPS (96) were more likely not to return the questionnaires. For that, we conducted a t-test for independent samples in corresponding analyses. In addition, we performed analyses of questionnaire data with multiple imputations in order to test the robustness of our results. In general, results did not differ between analyses with and without multiple imputations.

To test for differences in self-reported PS between groups (Hypothesis 1), we conducted a multivariate analysis of covariance (MANCOVA) with group (parents with vs. without a mental illness) as a between-subject variable. SES and age of children were included as covariates. Scales of self-reported PS were dependent variables. We used Pillai’s trace as the statistic measure to test for significance. Significant effects were decomposed using univariate ANCOVAs.

To examine the association of self-reported PS and children’s psychopathology (Hypothesis 2), we applied a partial correlation analysis with group, SES and age of children as control variables. We used Pearson’s r correlation coefficients as statistic measures.

To test for differences in parental RS in both groups (Hypothesis 3), we conducted a multivariate analysis of variance (MANOVA) with group (parents with vs. without a mental illness) as a between-subject variable and parents’ positive and negative RS as dependent variables. We used Pillai’s trace as the statistic measure to test for significance. Significant effects were decomposed using univariate ANOVAs.

To examine the association of parental RS and children’s psychopathology (Hypothesis 4), we conducted a partial correlation analysis with group as a control variable. We used Pearson’s r correlation coefficients as statistic measures.

To test for differences in fundamental frequency range in both groups (Hypothesis 5), we applied an ANOVA with repeated measures with group (parents with vs. without a mental illness) as between-subject factor and fundamental frequency range of phase (baseline, FMSS) as dependent variable, which we entered as a within-subject factor. We used the F-statistic as a statistic measure to test for significance.

To test for differences in HR and HRV in both groups (Hypothesis 6), we conducted a MANOVA with repeated measures with group (parents with vs. without a mental illness) as between-subject factor. Mean HR and HRV of each phase (baseline, FMSS) were dependent variables, which we entered as within-subject factors. We used Pillai’s trace as the statistic measure to test for significance. Significant effects were decomposed using univariate ANOVAs.

To examine the association of parent’s psychophysiological arousal and children’s psychopathological symptoms (Hypothesis 7), we applied a partial correlation analysis with group as a control variable. We included parents’ psychophysiological arousal during FMSS (fundamental frequency range, HR and HRV) and children’s psychopathological symptoms in partial correlation analysis. We used Pearson’s r correlation coefficients as statistic measures.





4 Results



4.1 Self-reported parenting stress of parents with and without a mental illness

Regarding self-reported PS, a significant group difference with a large effect size was found in MANCOVA, V = 0.19, F(4, 143) = 8.33, p <.001, ηp2 = .189. However, univariate ANCOVAs on the outcome variables revealed non-significant group differences on PS, F(1, 146) = 0.21, p = .644, and on role restriction, F(1, 146) = 2.39, p = .124. We found a significant group difference on social support, F(1, 146) = 28.42, p <.001, and support in parental relationship, F(1, 146) = 6.10, p = .045, with parents with a mental illness reporting less social support and less support in parental relationship (for means and standard deviations, see Table 4). 15% of parents with a mental illness (n = 8) reported living without a partner, whereas this was reported by 4% of parents without a mental illness (n = 4). Due to missing values of self-reported PS in parents with a mental illness (n = 54, 41% missing), we examined if parents reporting higher psychopathological symptoms during the diagnostic interview were more likely not to complete the questionnaire. For that, we conducted a t-test for independent samples with group (questionnaire complete vs. missing) as independent and severity of primary diagnosis as dependent variable. Results indicated that groups do not differ in severity of psychopathological symptoms, t(89) = -1.056, p = .294, ηp2 = 012.



Table 4 | Mean scores (in Stanine) and standard deviations of self-reported parenting stress.

[image: Comparison table of parenting scales between parents with a mental illness (PMI, N=54) and parents without a mental illness (PWMI, N=96). Parenting Stress: PMI M=5.11, SD=2.59; PWMI M=5.63, SD=2.81. Role Restriction: PMI M=5.02, SD=2.31; PWMI M=5.49, SD=2.55. Social Support: PMI M=4.50, SD=1.85; PWMI M=6.85, SD=2.32. Partnership: PMI M=4.11, SD=2.38; PWMI M=6.52, SD=2.68. Socioeconomic status and age of children were covariates.]



4.2 Relation of self-reported parenting stress and psychopathological symptoms of children

We conducted partial correlation analyses of self-reported PS, CBCLint, and CBCLext with group, age of children and SES as control-variables (see Table 5). We found significant correlations of CBCLext with self-reported PS. All significant correlation coefficients were in the expected direction with positive associations between psychopathological symptoms and PS. Significant correlation coefficients can be classified as moderate (103).



Table 5 | Partial correlation analysis of self-reported parenting stress, parent’s relational schema, and children’s psychopathological symptoms.

[image: Table showing correlations between two Child Behavior Checklist scales (CBCLint and CBCLeext) and five factors: Parenting Stress, Role Restriction, Social Support, Partnership, Negative Relational Schema, and Positive Relational Schema. Significant correlations marked with asterisks: CBCLeext shows significant positive correlation with Parenting Stress, Role Restriction, Negative, and Positive Relational Schemas. CBCLeext has weaker correlations with Social Support and Partnership. CBCLint shows only a minor significant correlation with Negative Relational Schema. Covariates noted for sample sizes of 150 and 166.]



4.3 Relational schemas of parents with and without a mental illness

To test for differences in talking time during FMSS, we conducted a t-test for independent samples with group (parents with vs. without a mental illness) as independent and talking time (in minutes) as dependent variable. There was a significant group difference (t(187) = -2.59, p = .010). Parents with a mental illness talked for a shorter time (M = 2.96, SD = .90) compared to parents without a mental illness (M = 3.31, SD = .92). Since parents differed in terms of their talking time during FMSS, we conducted correlation analyses with the dependent variables. Because of non-significant correlations with negative RS (p = .357) and positive RS (p = .887), we did not include parents’ talking time as a covariate in analyses of RS.

Results of MANOVA indicated that parents with a mental illness differed from parents without a mental illness regarding parents’ RS with a large effect size (V = 0.29, F(2, 186) = 38.50, p <.001; ηp2 = .293). Univariate ANOVAs revealed significant group differences on negative RS, F(1, 187) = 66.47, p <.001, and positive RS, F(1, 187) = 52.01, p <.001, with parents with a mental illness reporting more negative and less positive RS (for means and standard deviations, see Table 6).



Table 6 | Mean scores and standard deviations of parent’s relational schemas.

[image: Table comparing relational schemas for parents with mental illness (PMI, N=91) and parents without mental illness (PWMI, N=98). Negative relational schema: PMI mean 2.45, SD 1.24; PWMI mean 1.34, SD 0.50. Positive relational schema: PMI mean 3.62, SD 1.24; PWMI mean 4.81, SD 1.02.]



4.4 Relation of parent’s relational schema and children’s psychopathological symptoms

We conducted partial correlation analyses of negative and positive RS, CBCLint and CBCLext with group as control-variable (see Table 5). We found significant correlations of CBCLext and CBCLint with parents’ RS. All significant correlation coefficients were in the expected direction with valence of RS associated with higher psychopathological symptoms and can be classified as low (103). Due to missing values of psychopathological symptoms in COPMI (n = 20, 22% missing), we examined if parents reporting higher psychopathological symptoms during the diagnostic interview were more likely to not complete the CBCL. For that, we conducted a t-test for independent samples with group (CBCL complete vs. missing) as independent and severity of primary diagnosis as dependent variable. Results indicated that groups do not differ in severity of psychopathological symptoms, t(89) = -.956, p = .342, ηp2 = 010.




4.5 Fundamental frequency of parents with and without a mental illness

Results of mixed ANOVA revealed a significant effect of phase, F(1, 178) = 24.50, p <.001, ηp2 = .121, indicating that fundamental frequency ranges differed between baseline period and FMSS, with higher fundamental frequency ranges during baseline period. Groups did not differ in fundamental frequency ranges, F(1, 178) = 1.66, p = .199, ηp2= .009, nor did we find an interaction effect between group and phase, F(1, 178) = 1.10, p = .297, ηp2 = .006. Since baseline-period was missing in n = 8 data sets, this analysis was conducted with a slightly reduced sample sizes. For means and standard deviations, see Table 7.



Table 7 | Mean scores and standard deviations of parent’s fundamental frequency range, HR and HRV per phase.

[image: Table comparing physiological measures between parents with a mental illness (PMI) and parents without a mental illness (PWMI). It includes baseline and FMSS values for fundamental frequency range, mean heart rate, and heart rate variability, showing mean (M) and standard deviation (SD) for each group. Definitions and sample sizes are provided in footnotes.]



4.6 Heart rate and heart rate variability of parents with and without a mental illness

Results of mixed MANOVA indicated a significant effect of phase with a large effect size, V = .25, F(2, 60) = 9.90, p <.001, ηp2= .248, but no significant effect of group, V = .00, F(2, 60) = .089, p = .915, ηp2 = .003. However, we found a significant interaction between group and phase with a moderate effect size, V = .10, F(2, 60) = 3.44, p = .039, ηp2 = .103.

Results of univariate ANOVA revealed a significant effect of phase in mean HR, F(1, 61) = 18.49, p <.001, ηp2 = .233, indicating that mean HR differed between baseline and FMSS, with a higher mean HR during FMSS. We found a significant interaction between group and phase, F(1, 61) = 6.66, p = .024, ηp2 = .098, indicating reduced reactivity in mean HR from baseline to FMSS in parents with a mental illness compared to parents without a mental illness (see Figure 1). For means and standard deviations, see Table 7.

[image: Line graph comparing mean heart rates for PMI and PWMI groups at baseline and FMSS. PMI shows a slight increase, while PWMI shows a more significant increase. Error bars indicate variability.]
Figure 1 | Mean heart rate (bpm) and standard deviations for parents with and without a mental illness at baseline and during FMSS. bpm, beats per minute; PMI, parents with a mental illness; PWMI, parents without a mental illness; FMSS, Five Minute Speech Sample.

Results of univariate ANOVA for HRV revealed no significant effect of phase, F(1, 61) = 0.34, p = .564, ηp2 = .005, no significant effect of group, F(1, 61) = 0.03, p = .858, ηp2 = .001, nor a significant interaction of group and phase, F(1, 61) = 2.48, p = .121, ηp2 = .039. For means and standard deviations, see Table 7.




4.7 Relation of parent’s psychophysiological arousal and children’s psychopathological symptoms

We conducted partial correlation analyses of fundamental frequency range, mean HR and HRV, CBCLint and CBCLext with group as control-variable. We did not find any significant correlations of parent’s psychophysiological arousal and children’s psychopathological symptoms.





5 Discussion

In this study, we investigated PS using multimodal data in parents with and without a mental illness. We expected parents with a mental illness to report higher levels of PS than parents without a mental illness. Since PS is considered a mechanism in TTMD, we aimed to examine how PS affects psychopathological symptoms in children. We expected self-reported PS to be positively correlated with children’s psychopathological symptoms regardless of a parental mental illness. Regarding the way parents think about their children, we expected parents with a mental illness to show more negative and less positive RS. We expected negative RS to be positively correlated with children’s psychopathological symptoms and positive RS to be negatively correlated with children’s psychopathological symptoms. Furthermore, we expected parents with a mental illness to show reduced reactivity from the baseline-period to FMSS in mean HR and HRV and higher fundamental frequency ranges during FMSS. Finally, we examined whether psychophysiological arousal in parents is correlated with psychopathological symptoms in children.



5.1 Self-reported parenting stress in parents with a mental illness and the relationship to psychopathological symptoms in children

Our study is the first to compare PS using multimodal data in a sample of parents with and without a mental illness and investigating the relationship of PS with psychopathological symptoms of their children. Confirming our hypothesis, we found parents with a mental illness to report higher levels of PS than parents without a mental illness. This is in line with previous studies on parents with depression and anxiety symptoms (30, 33–35, 70–74, 88). Taking a closer look at the questionnaire’s scales, we found parents with a mental illness to perceive less social support and less support in parental relationship. This is in line with findings that suggest that parents with a mental illness report a below-average extent of social support (104). Additionally, over 50% of parents in this study reported a need for help, mostly with childcare. The extent of social support and need for help were moderated by sociodemographic differences (104). That is, in general, mothers report a higher extend of needed help compared to fathers, and unmarried patients report less social support than married ones (104). This could also be the case in our sample as 79% of the participants were female. Moreover, 15% of parents with a mental illness versus 4% of parents without a mental illness reported living without a partner. Besides, social support was found to increase parenting qualities in parents with a mental illness and therefore reducing the risk for TTMD in COPMI (for review see (105). According to Bowlby’s attachment theory (16), positive parenting provides the foundation for a secure attachment, which is linked to positive developmental outcomes in children. Thus, specific programs to increase social support in parents may be useful to support the use of positive parenting and to reduce the heightened risk for TTMD in COPMI. In line with our hypothesis, we found associations between PS and children’s psychopathological symptoms regardless of parents’ diagnostic status. This is in line with theories of PS (22) that PS has an influence on the development of children. Taking a closer look, we found significant associations between children’s externalizing psychopathological symptoms and PS as well as role restriction. Correlation coefficients were in the expected direction with higher psychopathological symptoms associated with higher PS and role restriction. This is in line with previous research finding PS to be related to externalizing problems in children (75, 76). However, we did not find any associations with children’s internalizing symptoms. Since we assessed age of children as a covariate, it could be that the relation between PS and children’s internalizing symptoms is more relevant for a particular age group. It is important to note that longitudinal studies suggest a bidirectional relation between children’s psychopathology and PS (13, 14), and that due to our cross-sectional study design, we cannot draw causal conclusions. Nevertheless, a longitudinal study found that children’s externalizing problems decreases if PS does (77). Thus, interventions for parents to reduce PS may indeed be useful to reduce psychopathology in children and the risk for TTMD.




5.2 Relational schemas in parents with a mental illness and the relationship to psychopathological symptoms in children

Confirming our hypothesis, parents with a mental illness showed more negative and less positive RS than parents without a mental illness. This is in line with findings suggesting that parental psychopathological symptoms were positively associated with negative RS. Moreover, we found that parents with a mental illness showed less positive RS. A high extent of negative and a low extent of positive RS may discriminate between sub-clinical and clinically relevant psychopathological symptoms in parents, indicating this constellation as a potential risk factor for TTMD. Since means of self-reported PS in our sample were within the average range, differences in RS may not exclusively be due to heightened PS (39, 40). More likely, parents with a mental illness evaluated their children’s behavior in a more negative and less positive way due to their own psychopathology. This is in line with research suggesting that depressive symptoms in mothers lead to increased negative appraisals of their children (106), and a reduced threshold for tolerating aversive child behaviors (107). In line with our hypothesis, we found expected associations between RS and children’s psychopathological symptoms regardless of parents’ diagnostic status. This is consistent with previous findings on RS and psychopathological symptoms in children (49, 79, 80). In contrast to our study, the described studies examined clinically-referred child samples with externalizing behavior problems. We found that RS are associated with externalizing and internalizing symptoms as well although children’s psychopathology was within a normal range. In sum, our results support the idea that parental information processing can provide an explanation for how PS affects child outcomes. We need to mention again that the relation between children’s psychopathology and PS is bidirectional (13, 14), and that due to our cross-sectional study design, we cannot draw causal conclusions.




5.3 Psychophysiological arousal in parents with a mental illness and the relationship to psychopathological symptoms in children

To our knowledge, this is the first study examining psychophysiological arousal in parents with a mental illness. We did not differences between parents with and without a mental illness during baseline assessments or the FMSS in fundamental frequency range, rejecting our hypothesis. This could be due to several reasons. First, bivariate correlation analysis showed no significant associations between HR, HRV and fundamental frequency range. This is contrary to findings that fundamental frequency is a valid indicator of arousal correlating strongly with established indicators of ANS (63, 64). However, we found a significant difference between the baseline-period and FMSS, with parents showing higher fundamental frequency ranges during the baseline-period. Thus, arousal in parents differed between phases indicating a physiological stress response. Second, previous studies examined fundamental frequency during conflict tasks between couples or parents and their children. We assessed fundamental frequency during free speech in which parents talk freely about their child for five minutes, without the child being present. It could be that the arousal provoked in this task was not strong enough to elicit potential differences. We were not able to find any associations between fundamental frequency and children’s psychopathology either. This could be due to the described methodological reasons. Nevertheless, future studies should examine fundamental frequency in parents with a mental illness considering our limitations. Partially confirming our hypothesis, we found an interaction effect between group and phase in mean HR, indicating reduced reactivity in parents with a mental illness. As an indication of a physiological stress response, we found significant differences in mean HR between baseline-period and FMSS, with parents showing higher mean HR during FMSS. This is in line with findings on high-risk parents showing reduced reactivity in response to a stress task (56, 57). Contrary to previous studies, we were not able to find differences in HR between parents with and without a mental illness during baseline and FMSS. Comparing the mean HR during baseline with previous studies (56, 57), we need to mention that parents’ mean HR in our study was quite high (M = 80.71, SD = 9.58). We asked parents to describe a hidden object picture resulting in higher arousal compared to baseline obtained by asking parents to sit quietly. Speculatively, this makes it harder to detect any group differences. We did not detect reduced reactivity on HRV in parents with a mental illness, either. This could be due to further methodological reasons. First, we assessed HRV during FMSS to provoke a stress response, which is in contrast to studies using established stress tasks, such as a cry paradigm (57). In fact, we were not able to find significant changes in parents’ HRV in the baseline-period compared to FMSS. Probably, by using FMSS we did not induce enough stress to detect any changes in HRV. Unfortunately, we did not assess subjective stress response via questionnaire. Second, in contrast to previous studies, parents in our study were talking during the assessment of HRV. On the one hand, breathing and physical activity can affect HRV (108). On the other hand, we used RMSSD for calculating HRV because it is less affected by respiration (92). Third, we had a reduced sample size regarding HR and HRV. Since HRV is an important index for emotion regulation (53), we cannot conclude that emotion regulation is reduced in parents with a mental illness on a psychophysiological level. We were not able to detect significant associations between parents’ psychophysiological arousal and children’s psychopathological symptoms rejecting our hypothesis. This could be due to described methodological issues. Thus, the role of parents’ psychophysiological arousal in how PS affects child outcomes and in the TTMD remains unclear and should further be investigated.





6 Strength and limitations

The main strength of this study is the assessment of PS by using multimodal data. In this way, we used parents’ self-report, parents’ RS and psychophysiological measures to extend previous literature that is limited to studies using mainly parental self-report to assess PS (69). Another strength is the sample of parents with a mental illness with clinically verified diagnosis. Preventing reporter bias, our study can contribute to objectivity in research on PS and psychopathology in parents. Further, this was the first study examining the relation between PS in parents with a mental illness and psychopathological symptoms in children allowing the conclusion that PS seems to be relevant for TTMD. The large sample size and the representativeness of our clinical sample should also be mentioned. Aside from these strengths, several limitations warrant consideration when interpreting the findings from the present study. One limitation is that parents reported their children’s psychopathology. On the one hand, parents could overestimate their children’s psychopathological symptoms due to their own psychopathology (106). On the other hand, psychopathology of children was within the normal range. Moreover, parent-report has been shown to be more valid for externalizing symptoms than child-report (100, 109). Future research should consider this by using teacher-report for instance. Another limitation is the paradigm we used for the assessment of psychophysiological arousal. The FMSS is an established paradigm to assess RS, but it is not known as a stress paradigm to assess psychophysiological arousal. Future research should consider this by using an established stress paradigm, such as conflict tasks with parents and their children. This would allow assessing psychophysiological arousal in children as well. A final limitation of the study is that the data is cross-sectional and therefore does not allow causal conclusions. Therefore, longitudinal studies are needed to investigate how PS affects child outcomes. With respect to the role of PS in TTMD, longitudinal studies are needed as well to identify PS as a risk factor for TTMD. Given the longitudinal design of the COMPARE-study, this will be explored in a further study.




7 Conclusion and clinical implications

Our findings suggest that parents with a mental illness perceive increased PS, especially a lower extent of social support and less support in parental relationships, and that they evaluate their children in a more negative and less positive manner than parents without a mental illness. Regarding psychophysiological arousal, parents with a mental illness show a reduced reactivity in stress response, indicating a less flexible response of SNS. Beyond that, our findings suggest that perceived PS and the way, parents talk about their children are associated with children’s psychophysiological symptoms regardless of parental diagnostic status. Therefore, our results support the idea that parents and children benefit from specific (preventive) intervention programs to reduce PS (30). In this context, parenting programs have shown to be effective in reducing PS (110). In addition, our results support the idea, that these programs should consider how parents evaluate their children’s behavior. Besides, our results have several implications for clinical practice with parents with a mental illness. First, they indicate that therapeutic professionals should focus on interventions to increase social support (also in parental relationship) in parents with a mental illness. Such support should probably be differentiated between the amount of social support and perceived social support leading to different implications for interventions increasing social support. Furthermore, our result support the idea to facilitate access to support services, for example parenting programs. Second, the parent-child-relationship should be considered in therapeutic contexts. Since RS play a critical role in how parents read their children’s behavior, reframing caregiver’s beliefs about their children may be an important tool to modulate RS. Third, parents with a mental illness may profit from strategies to reduce stress and to increase coping skills, such as relaxation or biofeedback trainings. In sum, parents with a mental illness benefit from intervention programs to reduce PS and thus the risk for TTMD in their children.
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Introduction

This paper describes the process of implementing a family focused model, The Family Model, in child and adolescent and adult mental health services in Sweden. Additionally, it describes a service development project carried out in both services within a defined geographical area of Region Stockholm. The Family Model is a communication tool designed to assist clinicians in both services to have family focused conversations with their patients and relatives. Internationally, the needs of individuals experiencing mental health challenges (parents, children and young people) and their close relatives are now well recognized, but barriers to family focused practice nevertheless persist. The aim of this study was to better understand clinicians` experiences in implementing The Family Model in both services.





Methods

Three preplanned focus group interviews were carried out with 14 clinicians and managers across both services and the data were analyzed in accordance with methods of Naturalistic inquiry.





Result

Findings suggest that The Family Model has utility in both services. The Naturalistic inquiry analyses revealed three main themes: individual, relational and organizational aspects with a total of 10 sub-themes of how the models influence the participants. Furthermore, analyses on a meta understanding level explored that participants underwent a developmental journey in learning about and using The Family Model in practice which was expressed through three themes: “Useful for burdened families”, “Influencing prevention”, and “To integrate this would be fantastic”.





Conclusions

The Family Model, when adapted for the Swedish context, is a useful tool for assisting experienced clinicians to engage in family focused practice in both child and adolescent and adult mental health services. The Family Model highlights different aspects in everyday clinical services that were of special interest for clinicians, families, and the system. Future research could explore families’ perspectives of the utility of the model.





Keywords: service development, family focused practice, collaboration, the family model, trust based process





Introduction

An increasing number of children and adults are seeking psychiatric services for experiences of mental disorder and associated symptoms in the hope of experiencing meaning and joy in their lives again. In recent decades, psychiatric services in Sweden, as in other western countries, have offered increasingly specialized interventions (1, 2). Treatments have been increasingly based on patient diagnoses and available resources have been targeted towards clinics and units focused on individuals with the same diagnosis or experiencing similar symptom profiles. In this context of subspecialized treatments, based on individual needs, an innovative (by Swedish standards) family focused approach – The Family Model (TFM) (3) was implemented as part of a service development (service quality improvement) project. More than 300 families participated in the initiative. The Family Model targets families in which one or more members or relatives experience mental illness and who are in contact with any psychiatric services, child and adolescent mental health services (CAMHS), or adult mental health services (AMHS). The Family Model figure draws clinicians’ attention to the reciprocal relationship between childrens’ and parents’ mental health and general wellbeing and to the importance of focusing on the families’ strengths, protective factor, resources, and culture. Furthermore, the model highlights the various entry points for service provision for families and the need for services to work together (including joint care plans) to provide optimal support, particularly for families experiencing multiple adversities (4). The model consists of a visual illustration of six key areas (domains) and interconnecting arrows, which represent key inter-relationships between domains, with six overarching principles.

All members of a family are affected when a relative experiences mental illness (5–7), but children’s physical and mental health and development (8, 9) and social life (7, 10, 11) may be particularly impacted. Equally, parenting a child with mental health and/or physical problems can further exacerbate parental mental illness (12). Research has shown that about one-third to a half of parents of patients admitted to child psychiatric care screen positive for a psychiatric diagnosis (13–15). It is well established that family cohesion and social support are important factors for healthy development and minimizing risk factors (16–18).

A recent systematic review (19) emphasizes the value of early intervention to create health promoting and preventive measures for families at risk, especially when more than one family member experiences a mental illness. However rather than family focused interventions, western mental health services are usually offering treatment focused on the individual, despite increasing global expectations that health services tailor interventions to engage and support relatives of patients (2). There are similar expectations for improving collaboration and coordination within and between services and agencies (20–22).

A preliminary survey carried out in a Swedish setting indicated that more than half the individuals in receipt of care from CAMHS had more than one family member seeking mental health care from other services. The corresponding figure for AMHS is approximately one third of all patients (23). These findings have been replicated in a register study in Sweden (15). Many of the patients seeking psychiatric services are therefore members of families accessing multiple healthcare services. For these families, this may involve simultaneous and extensive engagement with several professionals, at a variety of specialized units. Research has shown a wish and need for greater involvement of all family members during treatment of a family member, to improve outcomes through greater awareness/knowledge, support and communication (22, 24), which has been further underlined by laws and regulations in most western countries stating that adult and children as next of kin must be included and receive necessary support. However, research has shown that healthcare personnel experience various obstacles that stand in the way of implementing family focused practice (FFP). Barriers exist at individual, relational, and organizational levels (25–28).

A number of models have been developed to guide FFP (e.g., 29–34). Such models assist in identifying points of intervention for children, parents and families and highlight the various pathways of risk for families (35). As previously noted, TFM has an explicit emphasis on, and illustrates, the reciprocal nature of parents’ mental illness and children’s well-being (and vice versa), and this relationship is considered a core feature of the health and illness dynamics in these families (36–38). By highlighting the link between parenthood and parental mental illness, TFM might help to promote children’s wellbeing by supporting their parents and vice versa.

In view of the increasingly subspecialized treatment approach, the challenges with including FFP in line with national laws and regulations, it is particularly important to explore how clinicians perceive the implementation of a broader family focused approach. While there is increasing research examining clinicians’ experience when implementing other models to assist FFP, (i.e., Lets Talk), in adult mental health services (11, 26, 27), to the best of our knowledge, there is limited research on clinicians´ experiences with implementing TFM parallel in both adult mental health and children’s services (39).

The aim of the study was thus to explore clinicians´ experience in implementing TFM in both CAMHS and AMH services in a Swedish context. Furthermore, we wanted to gain knowledge of how health care professionals experienced the process of implementing this specific model, regarding individual, relational, and organizational aspects.





Material and methods

This qualitative study had a descriptive, exploratory design, which was considered appropriate to acquire a deepening understanding of the participants’ experiences with the implementation of a new model (40–42).




Context

In Sweden CAMHS and AMHS are distinct and different services and in the Stockholm region some services are run in public healthcare while others are run privately. In this study we included public CAMHS and private AMHS. The region serves about two million inhabitants and the services that initially implemented TFM serves approximately 170,000 inhabitants. Literature suggests that within CAMHS experienced clinicians are often more family focused while younger clinicians are more accustomed to working individually and the wider organization is more focused on individual maps for care providing (43). In AMHS, care has developed during the last 15 years from less of an individual to more of a family focus; particularly on children as next of kin (44). The AMPHS in this project has over the past decades, systematically and with comprehensive management support, shown an interest in the implementation of a variety of FFP interventions, including Beardslee’s Family Intervention (45–47).





Ethical considerations

The study was initiated and financed by CAMHS and AMHS and The Swedish National Board of Health and Welfare. The study was assessed and approved by Heads of Operations and the Swedish Ethical Review Authority Dnr: 2023-04618-01. The study is based upon a service development project within the framework of regular quality enhancement. All participants gave an informed, written consent to participate. Data were transcribed anonymously, by removing or altering possible identifying details. The procedures in the study have been made and implemented in accordance with the Declaration of Helsinki (48) and has followed the Swedish Ethical Review Act (49).





Participant inclusion and exclusion criteria and recruitment

Inclusion criteria were that participants had to have undertaken a two-day training in the model which included web-training and face to face discussion and supervision in the model and that the participant’s managers and service setting were also included in the project. In total 60 clinicians were trained in the model in groups of approximately 15 people from both CAMHS and AMHS. Participants also had to understand and speak Swedish language and be permanent employees in their organizations. Services includes a total of approximately, 300 employees in the CAMHS and 300 in AMHS services. All the 60 trained clinicians had the same training in the model, and each clinician had the possibility to use or not to use the model in clinical practice. Further, the participants were selected based on convenient sampling where their accessibility and desire to participate, in consultation with service and unit managers, guided the recruitment and with the aim of obtaining feedback from a broad range of clinicians.





Data collection

Focus group interviews were conducted to afford participants an opportunity to elaborate and discuss a variety of experiences and reflections around the implementation and use of TFM. Three preplanned focus group interviews (50) were carried out with a heterogeneous sample of clinicians including some with managerial responsibilities, some of whom had used TFM following training, and some who had chosen not to. Focus group interviews were caried out separately with clinicians who decided to use the model in clinical practice and with those who had chosen not to use the model. Data were collected using a semi-structured interview guide with open-ended questions, allowing the participants to freely share their experiences (For more detail see Appendix 1). The semi-structured interview guide was developed by CL and MÖ together. CL has substantial experience of FFP in clinical practice and MÖ has an extensive experience in applying semi-structured interviews in research. The interview guide was pilot tested with a group of experienced clinicians. The data collection took place in early 2023. Focus group interviews are suitable when aiming to gain more than individual perspectives (50) and may stimulate participants reflections on e.g. habits and complex phenomena such as the health services through dialogue (51). The focus groups were facilitated by the first author. Whenever possible, the date and location were determined by the participants.





Data analysis

Data were analyzed using Naturalistic Inquiry (42), in which participants’ descriptions of reality was the main focus. Furthermore, the nature of truth statements is viewed as context-bound, with focus on differences in experiences (52). The interviews were transcribed verbatim (CL). The analyses tried to inductively explore and systematize data on the participants’ experiences of implementing and using TFM.

Each focus group interview was reviewed for an overall perspective and reflections noted (CL, MÖ). The scrutinization included an iterative process, where CL and MÖ went back and forth between their interpretations and descriptions in order to revise the descriptions against the original interview data. Both authors read the transcribed material separately and several times, searching for interpretations and meaning units, and further labelled these with codes (53, 54). Codes and recurrent themes were recorded, and parallel mind maps produced. The next step was to organize and re-organize the meaning units into preliminary and final themes, which in the process were discussed (CL, BW, MÖ) until agreement was reached. Finally, three main themes were developed from the data.

To increase the credibility of the analysis, we used triangulation (42), whereby CL and MÖ individually and then collectively analyzed and discussed the results. Further, BW discussed and gave input to the organization of themes and sub themes. Participants in all three focus groups were asked the same questions; however, the order of which could vary depending on the participants’ reflections. At the end of each interview, the participants were asked to elaborate on anything they found relevant, but which had not been discussed. Alongside the analysis, a table was compiled with quotes from the three focus group interviews. The table was used as a tool to compare results between and within the groups.

When the traditional analyses according to principles of Naturalistic inquiry was completed our collective clinical and research expertise allowed the team on a collaborative level to discuss the results on what we called a meta understanding of the result. The traditional analyze provided grounding of understanding the result, whilst the collaborative work allowed a meta understanding of applying the results to a broader domain. Thus, although not common in research exploring mental health issues and interventions, a further process took place among all the authors together, to reflect upon the results and to analyze it from above “as a bird’s eye view”. Within this, the authors adopted a more detached stance to the data analysis, obtaining a supplementary level of distinction above the objective view, with an aim of gleaning more general principles in the data.





Philosophical underpinning

In this paper we use the term psychiatric illness/services since the study has been carried out in the specialized health services, where those having the mental health challenges are referred to as patients and have got a diagnosis.

In accordance with Bringselius (55), the implementation process for TFM was trust-based, taking into consideration, the views of both those doing the implementation and the subjects (family member) participants. Implementation of TFM (38, 56) took place in both CAMHS and AMHS. The purpose was to enable clinicians across the service spectrum to talk with family members about the impact of mental illness on family life and on each family member (not just the index person). This collaborative approach allows for exploration of individual and collective strengths and vulnerabilities and what each person might be able to do to improve their situation. Moreover, we took an experiential orientation to data interpretation which allowed to prioritize professionals own accounts of their experiences and perceptions. This approach also includes the opportunity to reflect on family relationships, communication, and shared understanding.





Position within the data

CL, a PhD student, had extensive experience of working alongside mental health professionals, in both CAMHS and AMHS as well as MÖ, with an substantial experience of interviewing healthcare professionals (e.g., [5, 39]) and longstanding research concerning family aspects around the person with mental illness. BW was a senior researcher in mental health and inclusivity, whose research has examined family models. AG was a senior lecturer, with expertise in caring science and family focus practice. AF, senior psychiatrist with extensive clinical experience of mental health patients in both AMHS and CAMHS and source of developing the family model.





Reflexive judgement

Authors met regularly to discuss sampling, recruitment methods, coding and theme development. The diversity within the author team with regards to clinical background, experience of working with families in mental health services and experience of conducting qualitative research, allowed us to challenge each other’s assumptions and pre-conceptions when collecting and analyzing the data. Our collective clinical and research expertise allowed the team to focus not only on a basic analysis in accordance with Naturalistic inquiry but also on a secondary analysis of the data we called meta understanding of the result.






Results




Participants characteristics

The participants (N=14) all had extensive professional experience in mental health services and had varied professional backgrounds (i.e., social workers, nurses, psychologists, and other treatment staff) and worked in various services, including CAMHS, AMHS, and adult addiction treatment services. Five managers, who had used the model in clinical practice in these three services, participated in Focus Group 1, six mental health professionals who had used the model participated in Focus Group 2 and three mental health professionals who actively chose not to use the model participated in Focus Group 3. Seven of the clinicians were employed in CAMHS, five came from general psychiatry in AMHS and two came from addiction treatment in AMHS. The conversation with each focus group had an average duration of 50 minutes. Participant’s demographic details are detailed in Table 1.



Table 1 | Background information about interviewees.

[image: Table detailing participant demographics, organization roles, experience, and TFM training and usage. It comprises managers and clinic staff across AMHS and CAMHS. Key details: Managers are all experienced, with varied TFM usage. Clinic staff have a mix of experience levels with different TFM usage frequencies. Overall, 13 of 14 participants are trained, with 9 active users.]
Results are reported in two parts. The first part focuses on findings pertaining to use of TFM in services and the second part provides a meta understanding of the clinicians’ experiences.

Most participants reported that TFM contributed different insights during the process of using it, which appears to have influenced both their individual treatment approach and the broader clinical practice approach in each team/organization.

Results of participant feedback are presented in three main themes: individual, relational and organizational. Feedback from participants in CAMHS and AMHS was compared and contrasted in the latter theme. These themes were further subdivided into categories to illustrate in more detail how clinicians/health personnel experience the process of implementing TFM. Individual participant quotes have a numerical prefix. Clinicians and managers are represented with a C and M respectively. Those with both manager and clinician experience are prefixed C/M.





Main theme 1: individual

The experience of embracing TFM and ‘having a go’.

The three sub-themes; ´sceptical´, `more and more adept´ and `why have we not used it before? ` showed that working with more than one person in a family context was a significantly different and often challenging prospect for the individuals’ participants in most mental health services. Also, the experienced clinicians used to work with families found a novel family focused approach as unnecessary, irrelevant or time wasting. Clinicians regardless of their level of experience, experienced multiple barriers to adopting a novel family focused approach.

The participants elucidated the importance to understand the clinicians´ own decision to participate voluntarily in a process to learn about and use a novel model to enhance family focused skills. The participants´ experiences of multiple acknowledged barriers and at the individual, team, organization level and the health care system is designed to focus on the individual service user/patient impede the individual adopting a new model.




Sub-theme 1.1: scepticism

The Family Model was introduced during a period in which clinicians in CAMHS felt systemic family therapy experienced a failure to continue. Participants who chose not to use TFM after training provided this as a reason not to use it. Some clinicians were disappointed that their organization was now showing an interest in the family perspective given that previously functioning structures with therapeutic family networks had been abandoned. “The model was received with a sigh … I have to say it felt a bit like old wine in a new bottle, so I had a hard time rustling up any enthusiasm” (12 C). Some feared that TFM approach would reduce clinical activity rates and lead to concerns “dirty looks” (10 C) from their managers.

In some cases, family therapists in CAMHS reported that the organization had long-standing treatment models that were not family focused and instead advocated for individual assessments and “according to form-thinking” (12 C) to handle relevant diagnoses. “We have worked a lot on … specifically with a focus on interventions aimed at diagnosis and very little on the family perspective … which has then ended up taking a back seat according to family focused treatment” (3 C/M). Despite this resignation, however, it appears that participants not even using the model believe that… “the approach is in the right place, the systemic focus needs to be kept alive” (12 C). “I have to say, when it was introduced to different units it felt really positive, specifically to avoid losing the systematic family focused approach” (5 M).





Sub-theme 1.2: one becomes more and more adept

Several participants who used TFM described feeling initially uncertain about how to use it in clinical practice; however, after only a few conversations with families, they reported feeling more confident. One participant described their experience as “it gets progressively better; you never know what could turn up,, better to feel your way forward” (8 C). Others described “You get more and more adept” (6 C), “Yes, it fulfils a need as we have a clear responsibility to always check if there are children in the family, how they feel and how they can access help, it is very important. The Family Model formalizes the ways to explore this.” (10 C).

Another participant stated… “the more Family Models you have carried out, the easier it is to trust the model. At first, I thought you would need to incorporate specific questions due to it being so broad in nature, but it is not necessary” (9 C).

Several participants in CAMHS reported that it is good that the model works for a broad target group of clinicians and that it is easy to use. It was described as “a tool that everyone can use, you do not have to be a family therapist” (6 C). For clinicians who habitually work with families and were used to working holistically and with parents as well as applying systemic thinking, the model is considered “simple and self-evident” (6 C).





Sub-theme 1.3: why have we not done this before?

Participants described how the organization already had several interventions to offer families, but that it is was not until they started using and implementing TFM that they realized it contributes something beyond that of any previous family focused intervention.

“Contributes something I did not know I needed” (1 C/M).

Experienced clinicians described that to their surprise, that they had not recognized the value of applying a model like TFM previously in their professional careers. At first, many thought the broad approach of the model was unfamiliar and challenging. They felt it was challenging to know what to do with all the information, that they were unable to attend to everything. However, it was the families who were able to set a range of processes in motion. They described how the model expanded the family perspective so that everyone in the family, adults as well as children, can participate on more equal terms and on the basis of each person’s perspective and abilities, “The family system become invigorate by focusing on resources in the family” (11 C). Sometimes, the family continued this work at home in preparation for future sessions. This experience, together with training in the model, contributed to the clinician’s perception that the model was relevant and valuable for supporting service users and families “The Family Model has initiated a valuable discussion about family focused clinical practice” (14 C) Another participant expresses “…the need to think a little more broadly, to look at the context these patients live in?…That is the most obvious impact I have observed” (13 C). Or as one participant expressed it “Several of my colleges have told me why haven´t we done this before” (7 C).






Main theme 2: relational

The most potent clinician adoption/facilitation appeared to occur when direct conversations could be hold with family members. The participants experienced that the family members brought a different perspective, could be an asset in therapeutic work and clinicians could see (sometimes after a single conversation) how powerful this broader approach could be. Further, there were description of that they found it richly rewarding to have a collaborative conversation with family members in which everyone’s voice was heard and that the process was appreciated by the family. Three sub-themes made up this main theme relation; ´The mess become structured´, `The Family Model throws light on the situation of siblings` and `Healthcare systems may resist change, but families do not.




Sub-theme 2.1: the mess becomes structured

Experienced participants in both (CAMHS and AMHS) services described the model as helping to provide an overview and structure in what families initially perceive to be chaotic and messy. “It provides the ability to map and see how The Family Model throws light on the situation of sibling to move forward with interventions that enable us to see the aa whole family’s situation. I think it really highlights a need, an established need” (3 M/C). The model was also described as structured and easy to use, “this map makes it easier for me to address this and to reflect on it” (8 C). Conversations related to strengthening the role of the parent, became easier for the clinicians to manage … “is perceived as a support in strengthening the role of the parent” (11 C).

Participants also described that they felt that, through using the model, families were better able to see who does what (role clarification), allowing for more realistic expectations, as well as becoming more aware of the help available from external sources several parties. Perspectives were broadened for both clinicians and families, “Above all, you get an overview, a sort of visual model (2 M/C).

Participants reported the usefulness for the family and the participant clinicians “There is a lot to keep track of when children and parents each have their own healthcare providers. It is often like a full-time job for these parents to try to manage the extensive healthcare system around them…” (9 C). To get the whole picture … well, people are usually pretty relieved … yes, that is it, that is what it is like.” (6 C). Participants revealed how the families gained confidence through their ability to manage both resources and problems thanks to the structured design of TFM. They expressed that this often provided valuable insight for both clinicians and family members, while also pointing out “all the good things in their family” (11 C).





Sub-theme 2.2: the family model throws light on the situation of siblings

Across all participating organizations, clinicians and managers reported that siblings have been neglected, and that their needs are frequently neglected. Some participants reflected on siblings who were minors. One manager especially reported that TFM conversation had brought attention to this target group, “The Family Model has thrown light on a gap in knowledge, namely siblings” (2 M/C), another described the importance of including siblings as they have a major impact on the unwell child, “siblings are often factors of health and attention must be given to these … it becomes prevention by using The Family Model” (6 C).





Sub-theme 2.3: healthcare systems may resist change, but families do not

Some participants expressed that it was difficult to start using TFM, but the realization that it is liked by families led to their continued use of the model. They observed that families did not avoid participating in conversations using TFM and the associated changes brought about by the model. This is in great contrast to what was described as clinicians’ own abilities for change: “We work hard all day to get other people to change behaviors, but we ourselves are firmly stuck in our old ways” (12 C). Instead, they noticed that families enjoyed being involved in the conversations and participating on equal terms with clinicians in working through the family’s situation, in particular developing a better shared understanding and ‘ownership’ of their challenges and potential solutions: “they enjoy it, they are personally involved in formulating what needs to be worked on or improved, whatever that may be” (3 M/C).

Participants described how TFM contributed to the development of parents in their parenting roles when they were given the opportunity to listen to their children describe their views, which helped parents see a greater whole. Parents expressed appreciation of being made aware of the thoughts and views of the children, “…one boy, 12 years old, the eldest of five, was able to accompany his mother and talk…. this way, the parent also got the whole perspective and was completely amazed by her child’s thoughts and views.” (9 C). Clinicians also noted that children wanted to be included themselves in conversations and also wished to include the parent who was ill in the conversation. One clinician recounted a girl’s wishes as reflected in the following quote, “this was good but my dad who is unwell should have been a part of it.” (6 C). Another clinician indicated, “I see this as a clear area for improvement” (7 C). Participants described families’ expressed reflections “Why have you not used this before? We belong together, we are a family” (6 C). Participants also described how the model contributed to an increased transparency of parent reporting a change of thinking from “I am such a bad parent” to being more likely to say, “this works but some more work needs to be done on this” (8 C). One participant described “Something I have noticed is how much confidence is gained by those who see us for treatment when using the model, the growth in their parenting.” (10 C).






Main theme 3: organization

A sum-up of the participants experiences regarding organization was that they found.

TFM clearly to be a tool with utility to support the clinician ‘have a go’, that does not require intensive and lengthy training, is practical and understandable to family members including children. The participants experienced a tool which supports a shared and collaborative conversation with a practical outcome, and easier for service managers and organizational leaders to support in the implementation process. Four sub-themes made up this main theme; ´Something to offer in accordance with their service duties´, ´Synchronizing the (family focused) self-image – the pendulum needs to swing back`, `Needs for a focus on the family perspective within policy documents to promote FFP` and `Not everything is psychiatry.




Sub-theme 3.1: something to offer in accordance with their service duties

Participants stated that they already had other interventions to offer families but that these were more resource-intensive and therefore benefitted only a small number of families. Several participants (clinicians and managers) described how positive it felt to have a less resource intensive and simpler model to use, “it has a low threshold for implementation and can reach many people in contrast to other family interventions” (1 M/C). One manager described how TFM “provides an option that fills the gap, easily and clearly” (2 M/C). Another participant reported that “everyone feels the model is a good idea and understands the benefits of it. However, there is a threshold we need to cross” (3 M/C).

In CAMHS, participant managers reported that TFM helped to bridge a gap in recognizing the need for family work, something which current guiding systems in the service did not highlight. They reported that… “the family perspective has not been captured in our guiding systems on a higher degree” (3 C/M), “the family perspective needs to be included (5 M).

“We see the benefits of the model. It provides us with a direction now and that is timely” (4 M). As one of the participating clinicians put it, “it was simple to link the family perspective with the child perspective” (13 C).

Participant clinicians from AMHS stated that they already had other interventions to offer families but that these were more resource intensive and therefore benefitted only a small number of families. Several participants (clinicians and managers) described how positive it felt to have a less resource intensive and simpler model/approach to use, “it has a low threshold for implementation and can reach many people in contrast to other family interventions”1 C/M.





Sub-theme 3.2: synchronizing the (family focused) self-image – the pendulum needs to swing back

Overall, participants from CAMHS described a loss of previous family focused knowledge and expressed misgivings about incorporating the family perspective into new management models and introducing it to new staff members. One manager expressed it as, “We earlier had a self-image of being family focused … but have lost the family perspective and need to reset it” (5 M).

Similarly, AMHS participants described predominance of person-centered treatments. Experienced professionals retained knowledgeable and experience in working with families, but managers reported that particularly recently qualified staff trained in the person-centered era had not been supported in family focused perspectives and practice. They highlighted the need for “support and a working method that is easily accessible and uniform with regard to more old family dynamics” (3 M).

It is understood that family, parents, relationships and context affect the child’s situation, but clinicians had not managed to include the family perspective, “We have a self-image within AMHS about an expanded patient perspective … we need to harness this ability when it comes to parental well-being interacting with the child’s well-being” (5 M).

In AMHS, participants met many patients who were themselves children of a parent with mental illness and reported how these patients react when they saw accessible information about the model, for example “if only someone had paid attention to me when my parent was mentally ill, how different everything could have been” (1 M/C).





Sub-theme 3.3: needs for a focus on the family perspective within policy documents to promote family focus practice

In CAMHS, both staff and managers described a lack of reference to families and a family focused approach within policy documents in both service level policy and at a national level. Furthermore, several participants in CAMHS stressed that care support systems had to develop the family perspective “policy documents need to take the family into account, by highlighting the family’s situation and the importance of the interactions” (7 C).

Participants stressed how family work, when added to policy document in both AMHS and CAMHS could enhance the child perspective “that family work enhances the child perspective” (1M/C, 3 M/C, 9 C, 10 C). Clinicians stated that the experience of treatment interventions with the whole family sitting together “should enhance the child perspective” (8 C).

Clinicians in AMHS perceived that legislation, as well as organizational policies, guidelines and procedures which recommend that professionals should always ask questions about the existence of dependent children in service user’s families would contribute to the streamlined introduction of TFM into the organization. “The structure needs to provide support through policy documents that take the family perspective into account” (14 C). In addition, participants perceived that established child support persons and child coordinators in the organizations dedicated to highlighting the child perspective contributed to the establishment of implementation of TFM. In addiction services, it was observed that clinicians reported that similar structures, even if these had not been in place for as many years, have actively contributed to the introduction of family work and TFM use.

In CAMHS, participants reported a need for clearer overarching support in the structure to establish the model, which they indicated could be achieved in different ways. One option is to bring the treatment focus back to a more family focused approach. Another proposed option is to introduce a ‘parental support person’, “CAMHS needs a parental support person or adult support person to enhance the family perspective” (3 M/C). In both services participants expressed a desire for the organization to provide increased support for the use of resources required by TFM, …”a level of commitment is required from the organization that confirms that it, the model … is given the time it needs” (10 C), or “we need support from the employer for the time it requires and for it to be okay to intervene and provide parents with support” (7 C).





Sub-theme 3.4: not everything is psychiatry

Participants described that patients and families seeking care had different circumstances and reasons for seeking psychiatric services at a specific point in time. The clinicians expressed how, after implementing TFM, they became more aware that psychiatry alone could not do it all for families and children, and that there were other important roles in society and in the family’s own network that can contribute, expressed as “the model works well as a supplementary or additional tool or for screening purposes … not everything is psychiatry.” (10 C).

Having one or several conversations using the model may also been suitable in the assessment of whether specialist care was the most appropriate. “I believe The Family Model has an effect on resources distributed to the families and savings in the systems beyond the implementation itself.” (14 C). The participants perceived that the model helped to distinguish the commitment from psychiatric services when clarifying psychiatric services obligations to the families, and for staff when in need of understanding their health care obligations contra other health care providers. The first situation when participants expressed ending TFM session with “Finally I understand what the mission of child psychiatry is” (C 13), which gave more sound expectations for both professionals and patients concerning what the services offers and when the mental health services responsibility and opportunity end. But also, with participants experienced the parents` understanding of their role in the family “We may get a referral that describes multiple problems with the implicit desire for psychiatry to fix this … when you experience the family’s situation more systemically, I can more easily see what treatment is” (C 11). “The mapping makes it easier to understand the complexity of expectations and what is durable” (M/C 1). Some participant described the model’s usefulness in highlighting when psychiatric patients had been in treatment for a long time, more out of habit than out of actual need, “this is not psychiatry … we can terminate the patient and send a referral to the family doctor for medication follow-up only” (C 8).






Meta understanding

Regarding clinicians’ experiences with TFM, the meta understanding found ‘that something’ which, at the individual (clinician) level generated the final step in deciding to ‘have a go’, attending the training, doing the (free) eLearning course, talking with the patient/parent or relative about TFM, or booking a time and doing that first session. Furthermore, there appeared to have been a decisive moment in the clinical encounter when angst and uncertainty of the new approach was eclipsed by the ‘aha moment’ of enhanced awareness when important communication occurred or when they felt reward/satisfaction after the shared achievement of a collaborative care plan.

Participants suggested that TFM is “Useful for burdened families”, “Influencing prevention”, and “To integrate this would be fantastic” (Figure 1). These responses depict an overarching understanding of the model, that those with extensive clinical experience discerned and put into comprehensible meaning.

[image: Flowchart showing "The Family Model" connecting to three points: "Useful for burdened families," "Influencing prevention" (spelling error: "Influensing"), and "To integrate it all would be fantastic."]
Figure 1 | The Family Model from the meta understanding.




Meta theme 1: useful for burdened families, especially while handling privacy legislation

The model was seen to be particularly useful for extensive mental health issues in families with more than one family member experiencing mental illness and with multiple healthcare providers. The model highlighted the needs and abilities of all family members and sees them as a collective group.

Some described the model being used in collaborations between CAMHS and AMHS and viewed it as very effective in these instances. One participant who was yet to start using the model but who had participated when colleagues have used it suggested that it was useful in cases where families were accessing care from several different healthcare providers, “sitting down with the model in these cases demonstrates the need for collaborative models” (13 C). Moreover, they described the common training initiative between AMHS and CAMHS in TFM contributed to encounters across organizational boundaries and mutual support, despite a previous lack of collaboration of this kind. Regarding this, participants reported that the collaborations initiated by the model made things “really click” (6 C), or as someone said, it provided the realization that “child psychiatry would benefit from having a little adult perspective as well” (12 C).

Furthermore, the model was described as effortlessly handling privacy legislation given that all family members participated in the discussions as well as in the decisions on the next steps to be taken and possible needs for and forms of continued collaboration, “a focus on how collaboration can enhance the process, where everyone is brought together based on a focused format, when required by the family” (10 C). Participants also mentioned the applicability of the model when a parent’s involvement/ability could be extended, given that the model at an early stage involved “sitting with the family who produce a family plan together and decide on priorities to enhance the child perspective” (4 M). Or expressed in another way, “it provides the space for the child and relatives to describe their perspectives.” (9 C). The structure of the model meant that all participating family members were heard.





Meta theme 2: influencing prevention

Participants, particularly in AMHS, reported that many children with parents experiencing severe mental illness end up requiring adult psychiatric services and addiction care later in life. However, all the interviewed clinicians described a genuine determination from parents to ensure that children received optimal support to prevent this progression regardless of whether they were CAMHS patients or children of parents with mental illness. The model was described as an opportunity to contribute to “one way to prevent the progression” (2 M/C) from CAMHS to addiction care or AMHS.





Meta theme 3: to integrate this would be fantastic

When participants reflected on the future, they stated that the model could contribute to “Bridging the gaps between CAMHS and AMHS” (5 M) and “linking arms with each other” (12 C), something that was increasingly sought by clinicians in the different organizations.

Using the model as support, this process was seen to be achievable. Bridging the gaps between CAMHS and AMHS was seen to contribute to families being given more control over the care process as well as when and which kind of care or different forms of intervention were best provided. An increased sense among parents of having a clear grasp of the situation is described as necessary; participants reported how exhausting it was for parents to have multiple different healthcare providers, especially when it comes to the healthcare needs of children. Participants described how parents currently accessing CAMHS who also suffered from mental illness and associated difficulties would be supported by closer relations between CAMHS and AMHS, as a more coherent picture of the family situation would make it easier for both families and clinicians, “to integrate that more would be fantastic” (2 M, 4 M).







Discussion

This qualitative study described participant (CAMHS and AMHS clinicians and managers) experiences using TFM as part of regular care and treatment of their patients and families. Their feedback suggested that TFM has been a useful tool to support family focus practice. Their reports indicated changed views/experiences as the implementation process progressed, from initial scepticism to acceptance as they engaged with and used the approach, with some expressed surprise that this approach had not been introduced earlier (see Figure 2 – Individual).

[image: Three overlapping boxes with headings: "Individual" includes "Sceptical," "More and more adept," "Why have we not used it before?"; "Relational" includes "Mess becomes structured," "Throws light on siblings," "Families do not avoid change"; "Organisational" includes "Something to offer," "Synchronizing the self-image," "Structural support is required," "Everything is not psychiatry."]
Figure 2 | Conceptual Summary of key themes.

Feedback also highlighted the benefits of relational aspects when clinician interacted with family members, particularly useful of acquiring a broader understanding of the index person’s circumstances and context (see Figure 2 – Relational). For example, ability to manage complex needs (more than one person with MH challenges) and awareness of sibling needs. Although speculative, it is possible that the simplicity of TFM approach guided by its visual structure assisted family members’ understanding and supported clinicians in making sense of an individual’s needs within their family context.




Clinicians surprised by the enthusiasm shown by families for TFM

Perhaps of most significance was the positive response from family members when introduced to TFM. Participants described their surprise at the enthusiasm with which TFM was received by families, including families with multiple members experiencing mental health challenges. Clinicians described how (within the framework of TFM) families independently took the initiative to solve problems (empowering), and how the model contributed to the family being aware of areas that were working well within the family (focus on strengths).





Clinicians positively influenced by family members’ uptake of TFM

This enthusiastic uptake by some families appeared to have motivated their clinicians (who were perhaps still in their ‘sceptical phase’), indicating that in some situations family members were less resistant to change than their clinicians. It also illustrates how TFM can empower family members and assist them to ‘find their voice’. Patient/family members’ influence on clinician behavior regarding FFP has not often described but their influence was reported to be an important aspect in the clinical engagement process and should be more emphasized than it has been in the past. These results are in line with previous research (19, 57–59) demonstrating the value of family members needing to feel supported to better assist their unwell relatives when they experience mental illness, and that support for parental mental illness benefits the whole family.





Use in AMHS and CAMHS

There were participants from both CAMHs and AMHs, suggesting TFM utility across the age spectrum of service/clinical need and the universal relevance of FFP (see Figure 2 – something to offer). Participants in both services found TFM clinically beneficial for working with the patient in a more family focused way. Furthermore, it is possible that the simplicity in concept and practice of TFM made it easier for managers/leaders to support clinicians in the implementation process at a lower threshold and reaching more families.





Links between CAMHS and AMHS

Some participants commented on how their use of TFM supported cross-service links between AMHS and CAMHS, often for the first time. The use of TFM created opportunities for improved communication, less duplication of effort and roles, and better care coordination. In addition to improved cooperation between AMHS and CAMHS in Sweden, our result concerning increased cooperation might influence other countries that already use the model. Despite differences in health service structures, funding, policies and training, clinicians, managers, and family members were able to understand and use TFM as a useful conceptual framework and as an entry level intervention to assist practitioners in implementing their FFP. Furthermore, participants reported no language barriers in understanding or using TFM approach.





Meta understanding: what motivates clinicians and managers to use TFM?

The participants experienced that their decisive/defining moment in the clinical encounter, when angst and uncertainty of the new approach was eclipsed by the ‘aha moment’, occurred when important communication appeared. They told of moments when they attended training, talking with patients´ about TFM, and booking a time and doing a first session.

They expressed satisfaction after the shared achievement of family members gave positive feedback about TFM conversation (see Figure 1). Participants with extensive clinical experience clearly described their views about TFM as “useful for burdened families”, able to help with “Influencing prevention”, and they expressed enthusiasm for implementing the Model: “To integrate this would be fantastic”.





Clinician experience

TFM was perceived as particularly user-friendly among clinicians with previous training in family work, while recently educated clinicians, trained in a more person-centered era, found it more difficult to independently apply the model, especially in the initial stages. These findings are consistent with a review by Fixen et al. (60) showing that the effectiveness of implementing new models depended on user knowledge of the core components, in our case experience of meeting/involving relatives and family members in the clinical work and care plan development. However, once the clinicians, regardless of previous experience, used the model with a number of families, they described how it helped them gain further insight into the family’s overall situation.





Implications for implementation of FFP – trust- based approach

As well as leadership, addressing the prevailing culture of individualism will require multiple efforts across all tiers of an organization with family focused policy, training, and education (3).

From the starting point of the implementation process for TFM, Trust Based Practice (61) was the approach used, since it was important within the implementation process to give confidence to both clinicians’ ability to influence and provide users with better services.

TFM appeared to have facilitated trust-based management for focus group participants by enabling them to ‘have a go’, thereby challenging the prevailing culture of individualism and supporting a broader approach to practice (allowing for FFP to occur), by incorporating more than the individual/index patient and more than the core symptom profile/diagnosis. CAMHS and AMHS clinicians supported a view that the current culture of individualism in mental health services had to be complemented with more family focused services, as shown by Leonard et al. (62). This need of more family focus was the case even in instances when the clinician had not personally used the model in their clinical practice.





Organizational support and timing facilitate a willingness to change

Acquiring new skills voluntarily required clinicians to acknowledge a knowledge gap in the area of focus, to tolerate uncertainty associated with ‘not knowing’ and to overcome the various internal and external structural and cultural barriers in the team/service/broader organization (51). Increasing specialization in education and training allowed/supported clinicians to become increasingly skilled in a more narrowly defined area of practice. This approach has advantages but can also reduce capacity/preparedness to move beyond the known skill set comfort zone, for example, the increasing specialization in mental health for diagnosis specific treatments targeting individuals, hence the increasing challenges for developing and enhancing FFP in mental health services. Clinicians and managers spoke about their use of TFM fitting in well with their daily work and scope of practice and that a parallel implementation of the model in CAMHS and AMHS (i.e., implementation across both services) might be a useful way to scale up, providing both intra- and inter-service benefits. Participants also suggested that this parallel implementation process could also support collaborative practice and a shared understanding of roles, tasks, and resources between the services, which should be taken into consideration regarding further research on implementation.





Proposed actions for organizations interested in implementing the family model

	Complete implementation of a new model in an organization usually takes 4-6 years. However, the result had shown that it is possible to gradually implement TFM following training and clinical trials from as early as after the completion of testing the model with 3-5 families.

	The Family Model provides opportunities for long-term application right from the start and provides support for a decision to maintain it as part of ordinary activities (sustainability).

	Attention should be paid to the value of ‘champions’ to enhance the family perspective within the organizations.

	To ensure fidelity to the model, sufficient time and resources must be allocated to training and guidance in the use of The Family Model.

	Use of The Family Model can contribute to good and efficient utilization of resources in daily clinical work.







Strengths and limitations

This project was developed based on a need to introduce a new family focused model which came from the health care professionals themselves. It was further developed in close collaboration with clinicians and users and the head of CAMHS and AMHS was involved in the conditions for starting the change process which can be seen as a strength. Moreover, an established model was selected (focus group interviews) to investigate the experiences of clinicians and managers in the implementation of TFM. Focus group interviews had previously been shown to work well with small groups of people who knew each other (63). On the other hand, to include some individual interviews could have strengthened the material, because some perspectives might not be revealed in an open setting such as in a focus group interview. Furthermore, the focus group leader as a part of one of the services included in the project might result in both advantages and disadvantages in analyzing the material.

Moreover, we used triangulation of the data during analysis, which has shown to increase the credibility of the analysis of results (42, 64). The paper might have potential for bias in the analysis concerning the first author also being the focus group leader. It was thus important to discuss the interpretation of the data material openly in the research group. Furthermore, the last author who took an active part in the analysis did not participate in the initial training of TFM to maintain an open attitude towards the model and its implementation.





Conclusions

TFM appears to have utility as a useful conceptual framework to support clinician awareness and thinking about family focused practice, and as an entry-level intervention to assist practitioners in implementing their family focused practice. It works to implement the model parallel in both CAMH and AMHS. The Family Model, according to clinicians and manager interviewed, influenced resources in the families as well as the services in a positive way. Furthermore, the clinicians interviewed were really surprised by the enthusiasm shown by families for TFM, who adapted and used the model as their own communication tool. A challenge to the status quo of existing services and practice does require time, effort, and resources to facilitate implementation of TFM. Nevertheless, this requirement could be seen as a relatively cost effective approach to family focused practice.
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Appendix 1




Interview guide – Focus group

	Does the Family Model meet any need? If so, what?

	How has the Family Model been used in everyday clinical practice?

	How has it been received?

	Is the Family Model suitable for your target group?

	Has the family model influenced the treatment approach towards a clearer family perspective?

	Has the Family Model strengthened the child’s perspective?

	Has the Family Model created better collaboration/coordination in families where parents as well as children has mental illness?
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Research conducted over the past 30 years has developed an extensive body of knowledge on families where parents experience mental ill health and/or substance (mis)use, and interventions that are effective in improving their outcomes. A more recent focus has also explored the importance and nuance of implementation. This perspective article reflects on the concept and practice of sustainability within this body of work and considers underlying assumptions in the field about the goal and direction of interventions that make clarity about sustainability difficult. We identify challenges for understanding sustainability, relating to how and who defines it, what is measured and the impact of context. We conclude by considering how we might be better able to plan and design for sustainability within this field.
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Introduction

A vast body of work has been built globally aimed to improve the wellbeing of all family members when a parent experiences mental ill health, and/or substance (mis)use (1). Over 30 years, the field has built knowledge of the population (2–4) and developed and tested an array of interventions designed for different settings and populations (5–7). Collections of papers in edited volumes and journal special issues have brought attention to the issues and the range of global research efforts, while documenting shifts and progress over time (1, 8–12).

A strong presence in scientific literature cannot be presumed to reflect a presence in real world settings, however, and a gap between research and practice is evident in this field. As the global conversation has identified the intricacies involved in promoting and improving wellbeing and translating research to practice, there have been shifts in the research from standalone intervention effectiveness and efficacy studies to studies that explore the influence of context and implementation (13–16). Studies on sustainability remain uncommon, and so it is important to reflect on what sustainability means in this field and what factors need to be considered.

Sustainability is interrelated with other concepts of implementation. The many frameworks, models and theories in implementation science have in common a multifactorial map of components (17–19). While an intervention’s characteristics such as its acceptability, fidelity and feasibility influence sustainability (20), the internal and external context and the capacity to sustain (e.g., funding resources, workforce) also shape outcomes (21).

Achieving sustainability in health and social care is complex and difficult, with a recent review finding that sustainability is rarely achieved (20). A lack of clarity of, and consensus on the definition of sustainability and how it is measured contributes to this difficulty (22, 23). Within the literature on implementation science, a confusing array of terminology is used for sustainability derived from the different fields of study (24). Two views guide sustainability approaches; i) sustainability as the end point of a linear process and, ii) sustainability as a process that needs attention to promote long term impact (23). These two approaches lead to very different ideas about how success is understood and measured.

While a common definition of sustainability is the continuation and/or maintenance of a program or its activities, this can lead to incomplete and potentially misleading results as activities can be continued without the desired outcomes being delivered (21, 23). Instead, a definition that considers the interrelated nature of concepts underpinning sustainability is recommended. For example Moore et al. (22)’s definition includes continued delivery (with or without adaptation) after a defined time that produces continued benefits. Scheirer and Dearing (25) suggest three layers of indicators are needed to understand sustainability fully: continued benefits, continued practice, and continued capacity to practice.

This paper is the reflections of the Sustainability and Spread Working Group of the International Research Collaborative for Change in Parent and Child Mental Health, a collective of international experts involved in research and practice in the field. The article aims to clarify and define the concepts of sustainability as applied to this body of work and to raise questions to support the field as it moves forward.





Definitional challenges

Definitional challenges make the study and practice of sustainability difficult. While it may seem easy to measure sustainability as whether a policy or practice is still there or not, understanding the purpose (i.e., what we want to sustain and why) is key. In this field of study there has been a focus on changing practice, developing, and implementing interventions, and the broader work of changing cultures and systems. None of these are ends in themselves but are means to bring about transformational change that will have ongoing beneficial outcomes for children, parents, and families where parents experience mental health challenges. While measuring the maintenance of a changed policy or practice or an intervention’s use may seem helpful, unless we also know if this activity is meeting the intended purpose, we may be celebrating the sustaining of an activity without knowing if its impact is beneficial, benign, or even harmful.

Take for example the focus on changing the practice of identifying parents with mental ill health and their children. Identification has been heralded as an important first step for enabling prevention and providing support, resulting in calls for systems of identification (26–28). However, studies of the implementation of identification processes in Norway and The Netherlands, highlight that identification may not lead to these outcome (29, 30). Further, Everts et al. (29) suggest that a risk and reporting lens to identification distracted practitioners from identification leading to providing support to children. Identification in and of itself may be sustained but could lead to increased surveillance and stigmatisation of families and disruption to the collaborative, strength-based approaches needed to engage with and support families.

Being clearer about the core functions and understanding the core mechanisms of change of an intervention or practice can help in the quest for sustainability. An intervention’s core function is its intended purpose – why it matters, while the form of intervention is its activities - what is done, by whom and when, where and how it is carried out. Depending on the execution of the activities, they may or may not fulfil the intended core functions (31). For example, delivering Let’s Talk about Children (LTC) as a checklist to assess a child’s development and refer to external agencies, is unlikely to result in meeting its core function of engaging parents in a partnership to promote child wellbeing.

How or why the intervention’s activities (core forms) achieve its purposes (core functions) is described as its mechanisms of change (31–33). Mechanisms of change are theory driven reasons for change (34, 35). For example Goodyear et al. (36) suggested that LTC’s activities enabled parents to build new perspectives on themselves and their parenting (mechanism for change) that enhanced parent’s agency and self-efficacy to promote their child’s wellbeing (core function). More clearly identifying the core functions and mechanisms for change for interventions, enables training materials and resources to make the functions and mechanisms of change overt, thus increasing understanding of how to measure and sustain what is integral to achieving the intended outcome (34, 35, 37). This will require working to articulate the principles, theory and assumptions underpinning an intervention, the need it is attempting to address and the change or outcome it hopes to achieve.

It is challenging, in this broad field, to have clarity about the outcomes we want to see and for whom (38). There are decades of studies exploring the needs from different perspectives: parents, family members, practitioners, service systems, researchers. However, how these needs are identified, explored and framed impact the solutions generated, the outcomes hoped for and, in turn, how sustainability is measured and understood. For example, an assumption of the workforce’s needs for support to confidently and capably deliver family-focused practice might lead to the development of an intervention of practice support consultations (39). Sustainability might be seen as the continuation of the consultations. The deeper need, however, is for families to receive family-focused practice, which is dependent on the workforce’s ability to confidently and capably deliver family-focused practice. The sustaining of the intervention, in this instance defined as the workforce consultations, may be essential or irrelevant to either of these two outcomes. Isobel et al. (38) notes that within a range of outcomes envisioned there is globally a broad commitment to “improving outcomes for children, parents and families”. They argue for developing shared outcomes defined by those for whom the outcomes matter, to support the tracking of the sustained changes needed on a global scale (38).

There are many layers to the outcomes of prevention of harm and promotion of wellbeing for all family members – adults and children. No single intervention or implemented change of practice will meet such broad overall outcomes. Instead, the work requires a suite of practices from identification at service entry, care coordination, service system navigation, skill-building practices, therapeutic engagement, community connection, advocacy, and many others depending on the family’s identified needs and available socioeconomic resources, and access to service options and supports. The success or sustainability of one practice might also be undermined by a lack in other practices. For example, the success of workforce training regarding the needs of families might be seen in the practitioner’s increased awareness of their adult service-user’s parental status. However, without the skills, confidence and competence of the workforce and organisational capacity to support practitioners’ practice, there may be no tangible difference in family wellbeing (40, 41). Understanding the complexity required to make meaningful responses to promote the wellbeing of all family members allows for acknowledging the interconnection among practices and to keep in view the overall goal while measuring the sustainability of a part.

Keeping in mind Scheirer and Dearing (25) definition of sustainability noted above, the sustainability of a practice needs to be held in the light of a continuation of the expected benefit and the continuation of the organisational level support required to practice. The continuation of a practice such as the use of the Child Check, while enabling continued identification, might not result in the continuation of the expected benefit of support to children (29). A lack of support for practice, such as no system to allocate parents to trained practitioners, might impact the practitioner’s ability to stay fluent in the new practice (42). To measure what is sustained, we need to find ways to take these complexities into account, to be able to tell a clear story of sustainability.





Context challenges

Consideration of context on macro, meso, and micro levels is pivotal to understanding sustainability. At the macro level (nations, states, provinces or territories), structures and systems shape the way organisations are set up, the composition of their workforce, and the type of work that is funded and mandated. An intervention that does not fit current priorities, the funding model or role of workforce is unlikely to be sustained without the long-term investment required to create change at this level. Macro level shifts in policy or mandates can be important to facilitate sustained change but have little power without the engagement of the meso-level delivery organisations. It is at this level, made up of public, private and charitable organisations, that infrastructure is build and adjustments are made to enable new practice to be prioritised, integrated, delivered and sustained in practice. At the micro level are the actions of individuals (practitioners, families, leaders, et al.) who deliver, receive or support and provide governance for these new practices and can influence its sustainability. Focusing on each of these levels is important to the story of sustainability.

Health, education, social and community contexts are dynamic environments with moving parts at each level effecting other levels, making sustainability difficult to understand. As a new practice is being implemented, there may be shifts in government policy effecting how organisations work and who or what is prioritised. Organisations may have shifts in leadership or policy that impact support, work schedule, or who is deemed to be a priority or target population. Individual practitioners may change roles or organisations, taking their new skills, knowledge and support out of the organisation. The “new” context may require adaptation of the intervention to make it fit the setting with its particular workflow, clinical guidelines and/or specific target population. Measures of services received, training numbers or continuity, continued practice, or organisational supports will all give an incomplete picture. Sustainability needs to be able to be measured or understood within the realty of the dynamic world it inhabits (43) and with a focus on the operationalisation of the intended change mechanisms.

Furthermore, interventions don’t stand alone but exist within a broader context of service systems and other interventions that influence sustainability. Take for example Child Talks in The Netherlands and LTC in Finland, which were developed in situ and sit within a suite of structures and interventions (44–46). These context-related factors provide (or inhibit) entry points to the intervention, authorising systems for its use, and linkages to further support if required, and work as scaffolding around the interventions, influencing their sustainability. Focussing narrowly on one intervention without this broader context might overlook pivotal components of its sustainability.





Measurement challenges

The matrix of outcomes needed to measure sustainability adds to the difficulty of understanding sustainability. Simple measures of fidelity of practice against manualised activities might miss the core function being sustained despite the adaptations made to its form to fit the changing settings or target populations. Measures of endpoint use might miss the reality of the workforce changes between time 1 and 2. The need to collect the three levels of outcomes – benefits, practice, and capacity to support practice (25) - makes measuring sustainability complex and time consuming. Lauritzen and Reedtz (19) suggest that creating sustainable practices requires working in closer partnership with practice settings over longer periods of time than traditional research projects, a more resource intensive undertaking.

This raises another challenge for understanding sustainability. Much of the work of understanding the need and developing innovations and interventions in this field is known through the publication of research findings in scientific journals. The context of the research world is driven by (what is often) politically-motivated project-based grant funding that dictate time limited engagement. While this may be well suited to the development and testing of innovations, sustainability or its lack happens within practice settings that dance to a different tune (47). Allchin et al. (47) suggests that practice settings need to be equipped to utilise implementation science to support the monitoring and adaptation needed for sustainability.





Designing for sustainability

The shifts required to create sustained systems and practices that enable better outcomes for parents, children and families are complex. Additionally, at the heart of this work is the understanding that no two families are alike, and that the outcomes prioritized by one family may not be the same as those prioritized by another. It may be, for example, that the achievement of goals is a better indicator of success than a variable that stands as a proxy for improvements in wellbeing or reductions in symptoms. Embracing the complexity is necessary to create lasting change that promotes the wellbeing of parents, children and families. In highlighting challenges for understanding and therefore supporting sustainability in this field, this paper creates a foundation for further exploration and proactive planning in the design, delivery, and evaluation of interventions.

As we move forward, it is clear that for parents, children and families to benefit from what is known to be effective, we need to embed sustainability thinking into the work from the outset (48). When developing interventions, the core functions and mechanisms of change need to be articulated in a way that allows implementors to facilitate practice settings to embed them in routine monitoring systems and practitioners to use interventions flexibly to achieve them. A matrix of outcome measures to capture the three levels - benefits for families, practitioners’ practice, and capacity to support practice - needs to be considered as part of implementation. Measures must be meaningful and relevant to the families, practitioners and organizations engaged in services. These measures need to be efficient and cost effectively so as to be able to be used by practice settings in everyday practice. The implementation process needs to have feedback loops that monitor and adjust efforts over time to support sustained practice. Extending implementation models in this way provides a framework for research into sustainability. An example of this is seen in the model of sustainability of family focused practice in adult mental health services (47) which outlines the interconnected micro, meso and macro level outcomes to support measurement for both research and practice.

We need to consider how the individual pieces of work contribute to the bigger story of better outcomes. What are the shared outcomes we are working towards? What role does our contribution play? Who determines what is important to sustain? What sorts of measures allow us to describe and discuss sustainability as part of the bigger intervention development, initial implementation, and testing story? What would it take for research and practice settings to work in closer partnership over the longer periods of time needed to tell it?





Conclusion

This paper brings to light the critical conversation about sustainability in the field focused on improving outcomes for families where parents experience mental ill health and/or substance (mis)use. Sustainability is difficult to understand, measure and work towards due to its definitional challenges and the constant change at all levels in real-world settings. The fit between the setting and its needs, and the intervention and its purpose, requires a clearer attention to and articulation of intervention’s core functions (purpose) and mechanisms of change (how change happens). Distilling these core functions and change mechanisms, as well as tracking their input to improving outcomes, is a vital contribution to the literature. Knowing these core functions and change mechanisms will enable implementers and practitioners to make the adaptations of the activities to fit settings without compromising outcomes for families and equip managers to know how to support and monitor for the core functions in their changing circumstances. How we move towards sustainability is important. Researchers, implementers, managers, practitioners and families need to partner from the very beginning of the development and implementation process to design for sustainability over time through embracing complexity, defining our shared visions and outcomes, and identifying the contribution of our part to the bigger story.
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Background

Parental mental illness (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 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 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 families where a parent has mental illness(e.g., the USA, Costa Rica, Colombia, the Netherlands, Greece, Scandinavia, Iceland, and Australia) (19).
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Figure 1 | Family Talk sessions.

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 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 RCTs 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 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 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).

[image: Flowchart illustrating a study on family interventions. Initially, 102 families were referred; 89 completed baseline assessments. Randomization allocated 55 families to the Family Talk intervention and 28 to a control group. At six-month follow-up, 58% of the intervention group and 71% of the control group were retained. Various reasons for loss include COVID-19 impacts, relapse, and family crises. Finally, the control group receives the Family Talk intervention.]
Figure 2 | Study flow diagram.

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 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 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 (T0 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 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.

	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 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).

	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 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 α = .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 α = .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 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 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 checklist 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 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 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 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).



Table 1 | Participant characteristics at baseline.
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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 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 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.



Table 2 | Intervention outcome analyses.
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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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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.



Table 3 | SDQ total.
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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 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.



Table 4 | Impact of covariates on outcomes.
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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 5 | Costs of implementing Family Talk.
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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).

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 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.

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 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 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 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, 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.
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Background

The perinatal period is a time of ‘high risk’ for new and recurrent episodes of mental illness with 0.1-0.2% of birthing parents requiring admission to specialist mental health units in the months after birth. The prevalence and role of trauma in the lives of birthing parents (most commonly mothers) experiencing severe perinatal mental illness is not well known.





Method

In a new perinatal mental health unit in Sydney Australia, a retrospective audit of trauma prevalence was undertaken using patient completed questionnaires and electronic medical record data. Descriptive analysis was undertaken.





Results

Prevalence of trauma in the lives of mothers with severe mental illness was found to be higher than that reported in general or community mental health settings, with 76% of mothers reporting lifetime trauma exposure and 24% meeting criteria for complex PTSD. The majority reported trauma experiences likely to impact attachment and also reported difficulties in responding to their infants’ cues and needs.





Discussion

The findings suggest a need for more research, awareness, and consideration of the role of trauma in experiences of perinatal mental illness, with implications for developing trauma informed models for responding to parental mental illness.
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Introduction

The perinatal period is a period of tumult and change for many parents. The postnatal period in particular is considered a time of ‘high risk’ for new and recurrent episodes of mental illness, with around one to two birthing parents in every thousand requiring admission to a mental health unit in the months after birth (1). Contributing factors to perinatal mental illness include physiological, existential, relationship, financial and social changes. Many parents also report demoralization, feelings of helplessness and a sense of incompetence during early parenthood (2). Mental illness in the perinatal period is correlated to maternal and infant morbidity and mortality (3, 4), lifetime disadvantage for families and childhood adversity (1, 5), with links also often made to intergenerational distress and illness (6, 7). There is also suggested high prevalence of experiences of developmental or lifetime trauma in parents experiencing perinatal mental illness (8, 9).

Trauma does not refer to one thing. Trauma is encompassing of a wide variety of events, experiences and effects, usually involving fear or betrayal, that can impact in differing ways (10). Complex trauma refers to trauma that is cumulative, usually developmental and interwoven into attachment relationships. Experiences which lead to complex trauma often involve strong feelings of fear and powerlessness within stressful or chaotic environments, where flexible coping strategies aren’t effective (10). Examples include experiences of childhood abuse or neglect by caregivers. While effects of trauma are often assumed to be directly linked to the event (for example, fear of dogs after a dog attack), in complex trauma, the effects are more ‘complex’ because they are woven into perceptions of self, others and the world. Complex trauma is distinguishable by lifelong disturbances in self-organization, most prominently in responding to, displaying, and regulating strong emotions (10).

Trauma is not always directly correlated to perinatal distress (11, 12), yet, knowledge of the ways developmental trauma can affect attachment, self-regulation, health and relationships (10) suggests that it is plausible that experiences of perinatal mental illness may be more complicated by trauma, particularly attachment or relational trauma. Attachment theory posits that early relational experiences shape the attachment system and influence patterns of attachment across the lifespan. Complex trauma in particular is likely to be highly relevant to the perinatal period due to activation of the attachment system (13, 14). During the transition to parenthood a reorganization of self occurs, a period during which the attachment system is constantly activated (15). Complex trauma is known to impact upon mentalisation, infant regulation and parental self-concept (16); however, the role of complex trauma in the lives and recovery of parents experiencing perinatal mental illness remains not well understood or addressed in services. Mentalisation refers to the capacity to think about, understand, interpret, and predict one’s own and others’ behaviour, with reflection on underlying mental states and intentions, such as feelings, thoughts and intentions (17). Mentalisation involves reflective capacity, whereby parents maintain a psychological model of the infant as a separate psychological being with a mind and mental states, reflected through sensitive and attuned interactions and supporting the infant to remain within an optimal range of physiological arousal (12).

Mother Baby Units (MBUs) provide specialist inpatient mental health care for a small percentage of parents experiencing moderate to severe mental illness in the perinatal period. MBUs are mental health or psychiatric units. The need for MBUs has been well established; MBUs are considered ‘best practice’ for improving outcomes for parents and babies when the primary caregiver (usually the mother) is experiencing severe perinatal mental illness (3). Across studies, parents admitted to MBUs have demonstrated improved mental health, relationships with their infants and parenting confidence on discharge through mental health care and concurrent parent-infant interventions (1, 8, 18, 19). All parent-infant interventions are embedded in understandings of attachment theory and the neuroscience of early infant brain development, as well as the significance of early stress and trauma on infant development (20). However, there has been remarkably little research on the relationship of trauma to perinatal mental illness and how MBUs can best support mothers with complex mental health needs, interwoven with trauma and attachment. There is a need to understand the prevalence and intergenerational impacts of trauma associated with severe perinatal mental disorders (12, 21, 22), specifically in the context of inpatient perinatal mental health care.





Materials and methods

This study uses existing clinical data to explore the prevalence and possible impacts of trauma upon mothers experiencing severe perinatal mental illness in Sydney, Australia, for the purposes of a considering the role of service providers in providing attachment and trauma-informed mental health care.

A new MBU was established in inner Sydney, Australia, in 2022. For the first year of operation, the unit provided the only public inpatient perinatal mental health care in the state. The unit is an 8-bed acute mental health unit, delivering 24-hour mental health care to parents, alongside support for infants and a support person. Following the first 12months of operation, retrospective clinical data from the cohort of parents admitted to the unit were descriptively analysed to explore demographics, rates of reported potentially traumatic experiences in parents and to explore the relationship between types of traumatic events and perceived responsiveness to infant cues. No inferential statistics or tests of significance were undertaken in acknowledgment of the complexity and overlap of the key concepts of trauma and attachment, and to avoid hierarchical or linear interpretation. The study had ethics approval from the local hospital ethics committee (X22-0198 2022_ETH01237).

Parents are referred from mental health services across the state to the MBU, when community-based care is not sufficient, and an acute mental health admission is warranted. In the first 12 months of the service, from June 2022-June 2023, 74 parents (all identifying as women) were admitted to the unit, aligning to expected rates of severe perinatal mental illness in the population. The majority were admitted with a referring diagnosis of perinatal depression, anxiety or psychosis. Retrospective trauma screening was performed for all admitted patients (N74) through data points retrieved from subjective patient completed questionnaires and objective extraction from the electronic medical record.

Patients completed the questionnaires on an electronic device as part of admission to the unit. Patients were informed as part of the questionnaires that de-identified data would be used for evaluation and research; however, a waiver of consent was granted for all clinical data used. Patient questionnaires included the Post-Natal Risks and Vulnerability Questionnaire (PNRQ; (23) and the Karitane Parenting Confidence Scale (KPCS; (24). Data from the medical record were extracted from referral, admission notes, progress notes and discharge summaries, with any report of trauma or developmental trauma noted. Data points linked to trauma were identified from across the questionnaires and medical record, binarized to ‘identified trauma’ or ‘not identified trauma’ and calculated for percentages of the study population, with some parents reporting more than one form of abuse. When ambiguity was present, ‘no identified trauma’ was selected. Types of abuse were extracted from the self-report PNRQ which asks about sexual, physical, emotional abuse and lack of maternal support during development. Mentalisation was proxied through extracted questions from the self-report KPCS, analysed across traumatic events. Forty-six parents completed a PNRQ and KPCS on admission (62% of cohort). A primary or secondary diagnosis of complex trauma was identified from discharge summaries completed by the unit psychiatrists.

All data were deidentified for analysis using a clinical database in REDCAP. Percentages and total numbers were manually calculated for each variable.





Results

Prevalence of trauma in the cohort was calculated to be 76%, with 66% reporting developmental trauma from their own childhood, including high rates of sexual abuse and lack of maternal support. Almost a quarter of the cohort met diagnostic criteria for complex PTSD upon discharge. See Table 1.



Table 1 | trauma prevalence.

[image: A table showing results from self-report trauma screening and trauma screening from medical records. Emotional abuse during development is reported by 30% (22 individuals), physical abuse by 31% (23), sexual abuse by 47% (35), and lack of maternal emotional support by 46% (34). Trauma identified in medical records is 76% (56), developmental or attachment trauma is 66% (49), and complex trauma diagnosis on discharge is 24% (18).]
When observing the responses of women who identified an overt type of abuse in their lifetime, in contrast to women with no reported abuse (See Table 2), women who had experienced abuse seemingly reported more difficulty in soothing their babies and more difficult in understanding the baby’s cues despite comparable or higher rates of reported affection towards the baby.



Table 2 | Responsiveness to infant’s cues.

[image: Three tables compare experiences of parents with different abuse histories. The first table shows parents' ability to soothe their baby when distressed, with percentages for emotional, physical, sexual abuse, and no reported abuse. The second table describes understanding the baby, with similar abuse categories. The third table presents parents' described feelings for their baby over two weeks, ranging from dislike to intense affection, also categorized by abuse history.]




Discussion

As the only MBU in the state during the study period, this small single site study explored the prevalence of trauma in the population of women requiring inpatient mental health care for perinatal mental illness over a 12-month period in mid-2022 to mid-2023. The results suggest high rates of exposure to traumatic events amongst this patient group admitted to an inpatient unit with severe mental illness in the perinatal period, with the majority having developmental trauma experiences likely impacting attachment processes.

Identified prevalence rates of trauma in this group are much higher than rates in the general community, where for example, studies have found lifetime prevalence of interpersonal trauma or childhood trauma between 11.8% (25) and 27.7% (11) in pregnant women in general antenatal settings. Women experiencing perinatal mental illness and receiving community-based care have been found to have rates of childhood trauma closer to the current study, between 34% (26) and 60% (27). This finding suggests a possible relationship between trauma prevalence and severity of perinatal mental illness, and a need for greater understanding of this relationship. Exposure to any of the potentially traumatic past events screened for in this study cannot be assumed to result in ongoing traumatic effects in the present, as how people respond to trauma is inherently complex and multifactorial. Yet, almost a quarter of women in the current patient group had a diagnosis of complex trauma upon discharge, indicative of functional impacts, despite community prevalence of complex trauma estimated to be 0.5% (28). Women in the current study who had experienced abuse appeared more likely to have difficulty in interpreting their babies’ needs and soothing babies’ distress, despite feelings of affection. It is possible that this reflects a disruption to mentalisation. Women with a history of trauma are known to be more likely to experience both adult mental illness and attachment disturbances with their infants, including activation of traumatic memories or emotions in the context of caregiving leading to decreased sensitivity and responsiveness (12, 29, 30) and overall poorer quality interactions (31). Emotional regulation is thought to play a key role in this link between trauma and mental illness (32, 33), through altered development of affect regulation and stress modulation and recognised intergenerational patterns (34). While direct associations between trauma, perinatal mental illness and intergenerational attachment are always difficulty to identify, past and current experiences of trauma are more strongly linked to attachment difficulties than perinatal mental illness (35); with parents with childhood abuse or adult domestic violence and perinatal mental illness presenting as more withdrawn, less playful, and less responsive than other parents also experiencing perinatal mental illness (35). Trauma itself does not compromise parental sensitivity. Rather, a parent’s capacity to consider how their own experiences of trauma may impact their ability to be sensitive and responsive to their infant (36). Mentalisation is thus thought to be the most effective interventional target for improving attachment quality (22), with prevention of intergenerational trauma transmission requiring resolution of trauma and concurrent attachment interventions, targeting mentalisation (22). The findings of the current study suggest a need for mentalisation-focused interventions alongside mental health treatment during MBU admissions for mothers with severe mental illness, particularly those who report experiences of trauma. Any attempt to ‘measure’ trauma, particularly complex types, is complicated. It relies on cohesive narratives of events which contradicts what is known about the dynamics of traumatic defences, or upon assessment of symptoms using diagnostic categories which only identify people who display specific pathways of response (10). It also relies on shared understandings of what trauma is. In this study, potentially traumatic events were considered through an attachment lens, with a focus on experiences of abuse, emotional neglect or childhood adversity and their relevance to feelings and responses to infants. While awareness and sensitivity to other forms of trauma is required across health care settings, in perinatal settings, clear definition of developmental, attachment and/or complex trauma is essential to identification and formulation.

Increasingly all mental health services are recognising a need to become ‘trauma-informed’ due to the prevalence of trauma in the lives of people experiencing mental distress, as well as the implications for treatment and recovery (37). Trauma-informed approaches to care require clinicians and services to consider that all individuals accessing their service may have experiences of trauma, that having a mental illness can be traumatic, that there is risk of psychological harm occurring in care, and that there are ways that care can be structured and delivered to be sensitive to trauma (38). However, efforts towards trauma-informed approaches have been hampered by disagreement about the relationship between trauma and mental illness and dominance of biological models of psychiatry (39). While trauma-informed approaches are universally indicated, in perinatal mental health settings trauma-informed approaches need to also overtly address trauma to support parents to consider how their own experiences of past trauma may impact their ability to be sensitive and responsive to their infants in the present.

The very high rates of trauma in this MBU patient group suggests that while the literature reflects evidence of the benefits of MBUs (18, 19), there remains a need to understand their potential role beyond treating parental mental illness within existing psychiatric models. MBUs are one setting where resolving tensions between biological and trauma-informed approaches is urgently required. The current study findings reinforce calls by Howard and Khalifeh for developing and evaluating multi-generational, trauma-informed perinatal mental health care models (1). Supporting parents to think about and symbolise traumatic events and to consider their impacts in psychological terms may reduce their own reactivity to their infant and enable them to remain able to soothe their infant despite the infant’s distress triggering their own traumatic memories (22). While this requires longer-term engagement, proactive support with establishing and maintaining attachment relationships in MBUs is essential to ensuring that the relational space can adequately buffer and protect infants from the intersubjective transmission of trauma sequelae (22). The perinatal period is a time for the establishment of neurological and psychological capacities and functioning, with direct relationships upon lifetime mental health (20) and as such, translating awareness of trauma and its impacts upon attachment to the delivery of perinatal mental health care, including in MBUs, is essential.




Limitations

As a retrospective study using existing clinical data, the current findings can only be interpreted to suggest a need for much more consideration of the role of trauma (particularly those forms which are commonly interwoven with attachment) in experiences of perinatal mental illness, both in the context of prevention of distress and when considering intergenerational impacts through attachment and mentalisation. No inferential statistics were used in this study because the focus was on exploring prevalence and proposing possible clinical significance, rather than determining (or distracting with) statistical probability or significance (40) which is recognised to be of limited ‘real world’ utility (41). The sample size was small, and the design further limited by the ‘messiness’ of existing health data. Examining existing data can reduce burden on participants in healthcare research and guide the focus of future studies, but it can also be incomplete, inaccurate and lacking sensitivity. There are several trauma and mentalisation specific measures which were not included in the patient questionnaires used for clinical purposes on the MBU. Future research would benefit from the use of effect size calculations, validated complex trauma and mentalisation tools such as the International Trauma Questionnaire (42) and the Reflective Functioning Questionnaire (43), as well as qualitative exploration of mothers’ perspectives.





Implications

There have been calls for a paradigmatic shift in perinatal mental health from focusing on treating maternal mental illness with the infant present, to centring the conflicts of transitioning to parenting, the interactional aspects of care and the role of transgenerational attachment (20). MBUs are one key site where this is applicable, but it also impacts any setting where parents access mental health care. Despite significant efforts towards trauma-informed approaches in mental health settings broadly, responses to trauma are known to be inconsistent and largely avoided (39, 44, 45).

Relational traumas can be transmitted across generations through parent–infant relationships, with intergenerational trauma considered both an antecedent and outcome of traumatic attachment (22, 34, 46). Yet, similar to mental illness more broadly, not all parents with trauma will pass on traumatic effects to the next generation, and not all trauma-related intergenerational effects will be problematic (47). Subsequently, a trauma-informed lens should not focus purely on screening and identification but on how parents can be supported to recognise and adapt to the impacts of traumatic experiences and effects upon their parenting, attachment and perinatal mental health.
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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).

[image: A table with columns titled Study phase, Gender, Diagnosis, Time in hospital post consent (weeks), Youngest child age (years), Contact with child(ren), and Social care involved. There are three study phases. Diagnoses include PTSD, EUPD, Bipolar, Depression, Personality Disorder, Anxiety, Eating Disorder, OCD, Schizoaffective Disorder, ASD, ADHD, and Suicidal Ideation. Contact frequency and social care involvement vary.]




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.

[image: Table detailing a parenting course structure with three sessions. Session 1: "You and your child" includes topics like introductions, parenting experiences, children's emotions, and sleep. Session 2: "Play and communication" covers types of play, special play, communication, praise, and managing behavior. Session 3: "Being yourself as a parent" discusses hospital experiences, returning home, the concept of perfect parenting, and parenting challenges. Play technique is mentioned across all sessions. Components with '*' were retained from a previous course, '^' marks new content for 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.

[image: Colorful sticky notes with various reflections about role play experiences. Positive comments include: "Good to see it," "Role play helped with understanding," and "Excited to try it out [child's game]." Some notes mention challenges, such as feeling anxious or sad, and difficulties in watching others. Central text reads "PLAY." Messages reflect both positive and negative responses to role play, touching on understanding, parental engagement, and insights on child interaction.]
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.

[image: Parenting module titled "My life as a parent (module one)" with sections on exploring parenting experiences, connecting through play, feelings and emotions, noticing the positive, and leaving the hospital. Subtopics include influence jigsaws, maintaining relationships, boosting confidence, emotion coaching, and support after hospital discharge. A diagram with puzzle pieces labeled "friends" and "genes" is included.]
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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Objective

Although empathy is known to be a strength, recent studies suggest that empathy can be a risk factor for psychopathology under certain conditions in children. This study examines parental mental illness as such a condition. Further, it aims to investigate whether maladaptive emotion regulation (ER) mediates the relationship between empathy and psychopathological symptoms of children.





Methods

Participants were 100 children of parents with a mental illness (55% female) and 87 children of parents without a mental illness (50% female) aged 6 - 16 years and their parents.





Results

Greater cognitive empathy was related to more psychopathological symptoms in COPMI, but not in COPWMI. In addition, in COPMI maladaptive ER mediated this relationship. In contrast, greater affective empathy was associated with more psychopathological symptoms regardless of whether parents had a mental illness.





Conclusion

Our findings highlight the importance of implementing preventive programs for COPMI that specifically target the reduction of maladaptive ER.





Keywords: transgenerational transmission of mental disorders, parents with mental illness, children of parents with mental illness, empathy, emotion regulation




1 Introduction



1.1 Children of parents with a mental illness

It is estimated that around 25 percent of children live in a household with at least one mentally ill parent (1–4). Children of parents with a mental illness (COPMI) are considered a high-risk population for the development of psychological disorders. Compared to children of parents without mental illness (COPWMI), COPMI have not only an increased lifetime risk to develop a mental illness themselves (5–7), but they are also at risk for multiple psychological and developmental disadvantages. In particular, COPMI have more subclinical internalizing and externalizing symptoms (8, 9). Thus, a transgenerational transmission of mental disorders (TTMD) can be assumed. That makes COPMI a target group for selective prevention programs.

In the TTMD model (5), different transmission factors and mechanisms and their interplay are assumed to underlie the transmission of mental disorders. Parent- and child-related factors display a promising target for preventive measures. However, the impact of the single factors is not sufficiently tested yet. In this context, empathy is of special interest, as besides the positive role it displays in many fields of interpersonal interaction, it has been shown to be a risk factor for psychopathology under certain conditions (10).




1.2 Empathy

Empathy broadly refers to reactions of an individual to another person’s experiences (11). Research has shown that empathy is a multidimensional construct (11), consisting of both cognitive and affective facets (12). Cognitive empathy has been conceptualized as the ability to take over another person’s perspective and require an understanding of affect related motives, thoughts and feelings of a person [Birnie et al., (13)]. In contrast, affective empathy includes the ability to connect with the emotional state of another person (13) and sharing of affective states and feeling of concern for others (11, 14). A special subset of empathy is sympathy (15). Baron-Cohen and Wheelwright (15) define sympathy as feeling an emotion after seeing/learning another person’s distress which in turn moves one to alleviate the suffering of the other. It can involve elements of both cognitive and affective empathy (15). In contrast to sympathy, personal distress is a self-focused aversive affective reaction accompanied by the motivation to reduce the own distress (16).




1.3 Empathy and psychopathology

Typically, empathy is seen as a strength and various studies reveal relations between empathy and positive outcomes in various functional areas in children. For example, responding empathically to others is associated with adaptive functioning and social competence (17, 18), popularity among peers (19, 20), and is linked to children’s academic success (21). In addition, previous studies have shown a negative relationship between empathy and aggression or externalizing problems (22, 23).

However, recent theoretical and empirical literature suggests that empathy might also be associated with certain risks (10, 24, 25). Particularly, affective empathy is positively associated with internalizing symptoms. This association seems to apply not only to children and adolescents in clinical (26, 27) but also to non-clinical (28–30) samples. In contrast, studies investigating cognitive empathy are less consistent. Whereas studies with healthy children (29) indicated that low cognitive empathy is associated with more psychopathology, studies investigating clinical samples of children did not find evidence for a relationship (26, 27). Empirical data on empathy and its effect on psychopathology in COPMI is limited. Studies investigating whether higher psychopathological symptoms in COPMI (8, 9, 31) are associated with higher or lower empathy levels are inconsistent. On the one hand, children of depressed mothers had both higher prevalence of psychopathology and lower affective empathy levels than children of mothers without depression (32). However, it must be noted that in this study more than half of the children had a mental illness themselves. In contrast, in the study conducted by Tully and Donohue (24) children of chronically depressed mothers and healthy mothers did not differ significantly in cognitive and affective empathy. Interestingly, higher levels of empathy (cognitive and affective) were related to greater internalizing problems in children of chronically depressed mothers (depressed for 36 months) only (24). At the same time, affective and cognitive empathy and internalizing symptoms were unrelated in children of mothers with shorter (12 or 24 months) depression and in children of mothers without depressions.

Zahn-Waxler and Van Hulle (33) suggested distinct pathways through which empathy can be adaptive or maladaptive in children: Unfavorable conditions in the early family environment contribute to a maladaptive pathway. For example, in case of parental depression, empathy can lead to anxiety, sadness and guilt because the child develops self-blame cognitions followed by pathogenic guilt. Pathogenic guilt in children, in turn, heightens the risk for developing depression (33). In this line, Tone and Tully (10) proposed that different moderators affect the development and impact of affective and cognitive empathy. These moderators in conjoint with emotion regulation difficulties lead to personal distress and guilt, resulting in an increased risk for internalizing problems. Parental mental depression is considered to be such a moderator. Thus, the tendency being cognitively empathic could be accompanied by attempts to understand the mother’s emotions and their fluctuations (24). Subsequent inaccurate assumptions of responsibility for the sadness of the parents, in turn, increases the risk of guilt and self-blame if the child is not able the regulate it (24). In regard to affective empathy, Tully and Donohue (24) suggested that affective empathic sensitivity in COPMI can lead to internalizing symptoms via deficits in emotion regulation (ER) strategies and personal distress, as well. Children with high affective empathy tendencies may have unregulated arousal, hypervigilance and distress in response to the depression of the mother if they cannot regulate their emotions effectively. The authors further argue that affective and cognitive empathy, while related, seem to function independently. Thus, affective empathy does not predict cognitive empathy or vice versa (24). While the models and assumptions described above are limited to parental depression only, it could apply to other parental mental disorders as well, as COPMI suffer from self-blame, misplaced responsibility or other dysfunctional cognitions regardless of the parent’s specific diagnosis (34, 35).

Inconsistent findings regarding the association between empathy and psychopathology could be explained, inter alia, by mediating factors such as ER. Thus, empathy and psychopathological symptoms may not be directly related, but rather indirectly through ER. ER comprises processes that influence the incidence, kind, intensity, and duration of emotions as well as their effects on feelings and behaviors (36, 37). Strategies of ER can be adaptive (e.g. cognitive re-appraisal, problem solving, acceptance, distraction) if they increase positive or decrease negative emotions, or be maladaptive (e.g. rumination, suppression), having the opposed effect (38).

In addition to empathy, ER has been shown to be associated with psychopathology in children (39–42). In particular, the increased use of maladaptive ER strategies is associated with psychopathology in mental disorders of many kinds (39, 43). Studies investigating ER in COPMI revealed deficits in ER in COPMI versus COPMWI (8, 44–46).

It has been theoretically proposed that ER play a crucial role in the impact of empathy (47). By perceiving another individual’s state, an emotion state in the observer is generated. The latter is a function of the observer’s level of cognitive and affective empathy and is subject to the emotion regulatory process of the observer (48). The assumption is, that deficits in ER lead to higher levels of personal distress and lower levels of sympathy when confronted with another individual’s negative emotional state. Empirical studies further indicate that cognitive and affective empathy may be differentially related to ER. In adult community samples it has been shown that maladaptive ER is negatively related to cognitive empathy (25, 49, 50) and positively related to affective empathy (25, 49, 51). Studies investigating empathy and ER in healthy children are lacking to date. However, the results with adult community samples are expanded through single studies on either ER or empathy investigating clinical samples. Children with autism spectrum disorder show impairments in cognitive empathy (52), and also an increased use of maladaptive regulation strategies (53). Adult patients with borderline personality disorder are also characterized by having difficulties in ER (54), but accompanied by increased affective empathy (55).

In summary theoretical and empirical literature mainly support the association between high affective and low cognitive empathy and maladaptive ER on the one hand and high affective and low cognitive empathy and psychopathology on the other hand. However, the mediating effect of maladaptive ER on this relationship is barely examined. To the best of our knowledge, there is only one study that has investigated this relationship in an adult community sample (25). MacDonald and Price (25) showed that maladaptive ER mediated the relationship between affective empathy and internalizing symptoms. However, cognitive empathy and internalizing symptoms were not related.

It can be stated that there is a lack of studies investigating the role of parental mental illness as risk factor for the maladaptive pathway from empathy to psychopathological symptoms in children. In addition, the pathway by which empathy might contribute to psychopathological symptoms in COPMI has not yet been empirically studied. It is important to note, that all studies and models in this research area refer to internalizing symptoms. However, COPMI have an increased risk to develop not only internalizing but also externalizing symptoms (8, 9, 31). Further, the use of maladaptive ER strategies in children and adolescents is associated with both internalizing and externalizing symptoms (56). Therefore, the tendency being highly empathic could also be associated with externalizing symptoms in COPMI. Identifying the mechanisms of risk is of clinical importance since the reduction of maladaptive ER strategies or self-blaming thoughts and guilt could be targeted in preventive interventions and buffer the impact of parental mental illness on children.




1.4 The current study

In line with the theoretical background and it´s gaps, the first aim of the current study is to examine the moderating role of parental mental illness on the relationship between both cognitive and affective empathy and psychopathological symptoms in children. According to the results of the only existing study on this topic of Tully and Donohue (24), we hypothesize that empathy (cognitive & affective) is positively related to internalizing symptoms in COPMI and unrelated in COPWMI. We assume the same pattern for externalizing symptoms (see Figure 1 for demonstration).

[image: Flowchart illustrating the relationship between parental mental illness, empathy, and psychopathology. Parental mental illness leads directly to psychopathology. Empathy is also linked to psychopathology. Labels COPMI: + and COPWMI: / are annotated on the arrow from parental mental illness to psychopathology.]
Figure 1 | Diagram of proposed moderation model of the relationship between empathy and psychopathology.

The second aim is to investigate the mediating effect of maladaptive ER strategies on the relationship between cognitive/affective empathy and psychopathological symptoms in children. We examined maladaptive ER strategies because psychopathology is rather associated with maladaptive ER (39). The use of maladaptive ER strategies in turn is positively associated with personal distress (57, 58). Both are suggested to underlie the maladaptive pathway of empathy (10). If the moderating effect of parental mental illness is confirmed, we will test the mediations separately for COPMI and COPWMI. We assume, that maladaptive ER mediate the relationships in COPMI only. We hypothesize that higher affective/cognitive empathy is related to more maladaptive ER strategies and more maladaptive ER strategies are associated with more psychopathological symptoms in this specific group. We will test all hypotheses separately for cognitive and affective empathy (see Figure 2 for demonstration).

[image: Diagram showing relationships among Empathy, Maladaptive ER Strategies, and Psychopathology. Empathy has direct arrows leading to both Maladaptive ER Strategies and Psychopathology. Maladaptive ER Strategies also has an arrow pointing to Psychopathology. Plus signs are placed on the lines.]
Figure 2 | Diagram of proposed mediation model of the relationship between empathy and psychopathology.





2 Method

The present study is part of the project Children of Mentally Ill Parents At Risk Evaluation and its add-on project COMPARE-Emotion. The projects are described in detail in the study protocols (1, 59). All procedures performed were in accordance with the ethical standards of the institutional research committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards. The study was approved by Local Ethics Committees of participating Universities. Informed consent was obtained from all individual participants included in the study.



2.1 Participants

Two hundred parents with mental illness signed informed consent for participating in the add-on project COMPARE-Emotion. However, complete data sets were only available from 122 independent parent-child dyads. Of these dyads, in turn, other information from the COMPARE-Family project such as psychopathology of parents or children were missing (N=22). Eighty-seven parents without mental illness signed informed consent for COMPARE-Emotion. In the end, for the current study complete data sets of n = 187 independent parent-child dyads including 100 COPMI and 87 COPWMI were available. Children ranged from six to sixteen years (M = 10.42, SD = 2.53) in age and included 82 males (44%). COPMI and COPWMI groups did not differ in child age, child gender and parents’ age. Children’s age was evenly distributed across males and females, t(185) = 1.31, p = .190, Cohen’s d = .19. Furthermore, the socioeconomic status (SES) of COPMI (M = 4.69, SD = .99) was lower than of COPWMI (M = 6.06, SD = .85). For demographic characteristics of participants separately for COPMI and COPWMI see Table 1. As noted in Table 2, 45% of mentally ill parents had a Depressive Disorder as primary diagnosis. The number of comorbid diagnoses in parents with mental illness ranged between 0 - 5 (M = 1.12, SD = 1.19), and average severity of the primary diagnosis was six (SD = 1.03, range from 3 - 8).



Table 1 | Demographic characteristics of participants and means and standard deviations of psychopathological symptoms of children and parents, empathy, and maladaptive ER strategies of children.

[image: Table compares characteristics of children and parents between COPMI (N=100) and COPWMI (N=87) groups. Variables include age, gender, CBCL scores, empathy, maladaptive ER, SES, and BSI GSI. Statistical values like t-tests, p-values, and Cohen’s d are displayed. Notable results include significant differences in children's CBCL scores and empathy, with p-values below .001.]


Table 2 | Classifications of current primary diagnoses in parents with mental illness.

[image: Table listing various mental disorders with corresponding counts and percentages. Schizophrenia-related disorders: 2 cases, 2%. Bipolar disorders: 1 case, 1%. Depressive disorders: 45 cases, 45%. Anxiety disorders: 19 cases, 19%. Obsessive-compulsive: 1 case, 1%. Trauma-related: 20 cases, 20%. Somatic symptoms: 7 cases, 7%. Feeding disorders: 3 cases, 3%. Sleep disorders: 1 case, 1%. Personality disorders: 1 case, 1%.]



2.2 Participant recruitment and study inclusion criteria

COPMI were recruited as part of a randomized controlled multicenter RCT-study for COPMI in Germany (COMPARE-Family) (1, 59). Patients were primarily recruited from the University outpatient clinics at each study site. In the study center in Giessen patients were recruited in addition by mailings of randomly picked addresses of families with children in the corresponding age range provided by the local registry office, public advertisement (flyer, newspaper), inpatient psychiatric clinics (COPMI) and the University’s internal mailing list. COPWMI were recruited as part of the add-on project COMPARE-Emotion in addition via the research group’s database of former study participants. Inclusion criteria for COMPI were: (a) between 6-16 years of age, (b) parent with a mental illness according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (60). For COPWMI inclusion criteria were (c) parents without mental disorders and without psychotherapeutic treatment in the last 5 years or after the child was born. Exclusion criteria were (a) insufficient German language skills of children and the parents, (b) severe impairment of the children requiring comprehensive treatment, (c) parental outpatient or inpatient treatment while participating in the study, or continuous use of benzodiazepines.

The study was approved by the local ethics committee. All participants and their parents gave written informed consent. While the families of the COPWMI group only took part in the add-on project once, the assessment was repeated for the families of the COPMI group at three measurement points (59). From the COPMI group the data of the first assessment point of the study were analyzed.




2.3 Measures



2.3.1 Socioeconomics tatus

To assess the SES of COPMI and COPWMI, professional status and net household income were translated into numbers between 1 and 7 according to the scales used in the second wave of the KiGGS study (61). The mean of both values was computed.




2.3.2 Brief symptom inventory

The mental impairment level in parents of COPMI and COPWMI was assessed using the Global Severity Index (GSI) of the BSI. The BSI is a self-report questionnaire and contains 53 items that are rated on a 5-point Likert scale (0 = “not at all” to 4 = “very much”). Internal consistency is very good for the GSI (Cronbach’s alpha = 0.97) (62).




2.3.3 Interpersonal reactivity index

The IRI (11, 63) is a self-report questionnaire containing 28 items on four 7-item subscales. Each subscale addresses a separate aspect of the global trait of empathy using a 5-point Likert scale (1 = “does not describe me well” to 5 = “describes me very well”). While the mean of the subscales “fantasy” and “perspective taking” display the cognitive empathy, the mean of the subscales “empathic concern” and “personal distress” capture the affective empathy. For all scales, satisfactory test-retest reliabilities ranging from.61 to.81 as well as internal reliabilities ranging from.70 to.78 have been reported (63). Cronbach’s α of observed mean scores showed acceptable values, ranging from.67 to.77.



2.3.3.1 Outcome measures



2.3.3.1.1 Child behavior checklist

We applied the German version of the parent-report measure CBCL 6-18R (64) from the Achenbach system of empirically based assessment in COMPI and COPWMI. It consists of 99 items assessing problems of children between the age of 4 and 18 years using a 3-point Likert scale (0 = “do not agree” to 2 = “agree”). The items constitute three superordinate scales “external, internal and total problems”, which constitute as dependent variable. Internal consistency of the superordinate scales is reported as good to excellent (Cronbach’s alpha = .85 -.93) (64).

Questionnaire to Assess Emotion Regulation in Children and Adolescents (FEEL-KJ). The FEEL-KJ by Grob and Smolenski (2005) assesses ER strategies concerning fear, sadness, and anger among children and adolescents using a 5-point Likert scale (1=“almost never” to 5 = “almost always”). While the original version consists of 90 items, we applied the self-report short version of the FEEL-KJ (65) in COMPI and COPWMI. It consists of 30 items in total, 14 items of which measure adaptive and 10 items maladaptive strategies. Each item of the short version integrates the three emotions of the original version into a superordinate emotional state (e.g., “If I am unhappy (sad, angry, anxious), I do not want to see anybody”). The scale of maladaptive strategies was used. No reliabilities are reported for the short version of the self-report, yet the internal consistency for the original version of the self-report is good for the higher-order scale maladaptive (Cronbach’s alpha = .82) ER strategies with two-week test-retest-reliabilities rtt = .88 for maladaptive ER strategies (66).





2.3.3.2 Eligibility measures



2.3.3.2.1 Diagnostic interview for mental disorders

The DIPS (67) was used to assess whether parents of COPMI met the diagnostic criteria for study inclusion. The DIPS is a semi-structured diagnostic interview to determine mental disorders according to the DSM-5 (60, 67). Parents of the COPWMI were only interviewed if the BSI was above the cut-off value (TGSI ≥ 62). Previous studies report high inter-rater reliability using the instrument (.72 < κ < 0.92) and test-retest reliabilities mostly in the range of.62 to.94 (68).




2.3.3.2.2 Diagnostic interview for mental disorders during childhood and adolescence

The diagnostic assessment of the children was conducted using the parent report of the Kinder-DIPS (69). The Kinder-DIPS is a structured diagnostic interview to determine mental disorders from age six to adulthood according to DSM-5 (70). report good to very good interrater reliabilities for the self- and parent-report of the Kinder-DIPS. Diagnostic interviews for COPMI were done by default. In the COPWMI group, parents were only interviewed if the value of total problems of the CBCL was above the cut-off value (TCBCLSum ≥ 60).







2.4 Analysis strategy

All statistical analyses were performed using SPSS version 27 (71). For the moderation and mediation analyses, the PROCESS tool was used (72). The analytical strategy included preliminary analyses of possible differences between groups (COPMI vs. COPWMI) in the study variables according to demographic characteristics to address the need for potential confounding variables in the subsequent analyses. For both moderation and mediation analyses unstandardized path coefficients are reported.

Aim 1: Moderation analyses were run to determine whether the relationship between child empathy and child psychopathological symptoms is moderated by parental mental illness [model 1 of the PROCESS Tool, Hayes (72)]. Separate moderation analyses for affective/cognitive empathy and internalizing/externalizing symptoms were calculated. The relationships of all variables involved in the moderation analyses were approximately linear, as assessed by visual inspection of the scatterplots after LOESS smoothing. Further, observations were independent. Since we used a robust method for the analyses, we dispense with checking normal distribution and heteroscedasticity (72).

Aim 2: Whether child maladaptive ER strategies mediate the relationship between child empathy and child psychopathological symptoms was analyzed by moderation analyses [model 4 of the PROCESS Tool, Hayes (72)]. Bivariate correlations were calculated to determine the relations between the study variables. We calculated mediation analyses with maladaptive ER strategies as mediator separately for internalizing and externalizing symptoms. The relationships of all variables involved in the mediation analysis were approximately linear, as assessed by visual inspection of the scatterplots after LOESS smoothing. Further, observations were independent. Since we used a robust method for the analyses, we dispense with checking normal distribution and heteroscedasticity (72). Indirect effects were estimated using the bootstrapping technique with 5000 bootstrap samples and 95% BC confidence intervals. The mediation model was determined to be significant if the 95% BC confidence interval did not contain zero. Since the groups differed in SES (p <.001), this variable was included as a covariate in each analysis conducted with the total sample.





3 Results

Descriptive data for the independent and dependent variables are shown in Table 1. The results show that COPMI have more psychopathological symptoms than COPMWI, both internalizing and externalizing symptoms. COPMI also showed higher scores on maladaptive ER strategies and both cognitive and affective empathy.



3.1 Empathy and psychopathology of children: the moderating effect of parental mental illness (aim 1)

For affective empathy as independent variable and internalizing symptoms as outcome variable, the overall model was significant, F(4, 182) = 8.95, p <.0001, predicting 16.43% of the variance. However, results did not show that parental mental illness moderates the effect between affective empathy and internalizing symptoms significantly. Following recommendations by Hayes (72), the interaction term and moderator was dropped from the model, resulting in a new linear regression model with the independent variable affective empathy. This new model revealed a significant relationship between affective empathy, B = .366, p <.001, for internalizing symptoms indicating that affective empathy predicts internalizing symptoms positively. For affective empathy as independent variable and externalizing symptoms as outcome variable, the overall model was significant, F(4, 182) = 3.38, p = .011, predicting 6.91% of the variance. However, parental mental illness did not moderate the effect between affective empathy and externalizing symptoms significantly. The followed linear regression model (see above) revealed a significant relationship between affective empathy, B = .217, p = .006, for externalizing symptoms indicating that affective empathy predicts externalizing symptoms positively.

The overall model for cognitive empathy and internalizing symptoms was also significant, F(4, 182) = 5.61, p <.001, predicting 17.65% of the variance. Results showed that parental mental illness moderated the effect between cognitive empathy and internalizing symptoms significantly, ΔR² = 1.78%. Whereas in COPMI cognitive empathy positively predicted internalizing symptoms, b = .249, 95% BCa CI [.032,.466], t = 2.723, p = .024, in COPWMI the relationship was not significant, b = -.092, 95% BCa CI [-.354,.171], t = -.688, p = .493. For cognitive empathy as independent variable and externalizing symptoms as outcome variable, the overall model was significant, F(4, 182) = 5.02, p <.001, predicting 9.94% of the variance. Results showed that parental mental illness moderated the effect between cognitive empathy and externalizing symptoms significantly, ΔR² = 3.23%. Whereas in COPMI cognitive empathy positively predicted externalizing symptoms, b = .299, 95% BCa CI [.090,.508], t = 2.826, p = .005, in COPWMI the relationship was not significant, b = -.125, 95% BCa CI [-.378,.129], t = -.971, p = .333. For regression coefficients, confidence intervals, standard errors, p-values, and test statistics see Table 3 (affective empathy) and Table 4 (cognitive empathy).



Table 3 | Moderation analyses: Affective empathy and parental mental illness.

[image: Table showing regression analysis for internalizing and externalizing symptoms. It includes variables like affective empathy, parental mental illness, and their interaction. Statistics shown are coefficients (b), confidence intervals (95 CI), standard errors (SE), t-values (t), and p-values (p). The constant is also provided.]


Table 4 | Moderation analyses: Cognitive empathy and parental mental illness.

[image: A table displaying regression analysis results for internalizing and externalizing symptoms. It includes variables such as cognitive empathy, parental mental illness, and their interaction. Columns show coefficients, confidence intervals, standard errors, t-values, and p-values for both symptom types. A note indicates "CI" stands for confidence interval.]



3.2 Empathy and psychopathology of children: the mediating effect of maladaptive ER strategies (aim 2)

All variables of interest were correlated at the p < 0.01 level (see Table 5). Affective and cognitive empathy was positively moderately correlated with maladaptive ER and positively weak with internalizing/externalizing symptoms. Maladaptive ER was positively moderately associated with internalizing/externalizing symptoms. For demonstration of the results of the mediation analyses see Figures 3, 4 (affective empathy) and Figures 5, 6 (cognitive empathy).



Table 5 | Correlation matrix of study variables, children (Total sample).

[image: Correlation table showing relationships between various child variables: Cognitive Empathy, Affective Empathy, Maladaptive Emotion Regulation, Internalizing Symptoms, Externalizing Symptoms, General Psychopathology, and Socioeconomic Status (SES). Significant correlations are indicated by asterisks: correlations like .642**, .385**, and others show significance at p < .01, while correlations such as -.179* demonstrate significance at p < .05.]
[image: Diagram depicting relationships between affective empathy, maladaptive ER strategies, and internalizing symptoms. Affective empathy positively influences maladaptive ER strategies with a beta value of 0.668, p < 0.001. Maladaptive ER strategies positively influence internalizing symptoms with a beta value of 0.254, p < 0.001. The direct effect of affective empathy on internalizing symptoms is beta 0.138, p = 0.119, and the indirect effect is beta 0.170, with a 95% confidence interval between 0.074 and 0.287.]
Figure 3 | Model of affective empathy as a predictor of internalizing symptoms, mediated by maladaptive ER strategies. The confidence interval for the indirect effect is a BCa bootstrapped CI based on 5000 samples.

[image: Diagram illustrating the relationships between affective empathy, maladaptive emotional regulation (ER) strategies, and externalizing symptoms. Affective empathy affects maladaptive ER strategies and externalizing symptoms, with respective regression coefficients of b = 0.668 (p < 0.001) and b = 0.057 (p = 0.506). Maladaptive ER strategies also affect externalizing symptoms with b = 0.201 (p < 0.001). The indirect effect is b = 0.134, with a 95% bias-corrected and accelerated confidence interval [0.045, 0.255].]
Figure 4 | Model of affective empathy as a predictor of externalizing symptoms, mediated by maladaptive ER strategies. The confidence interval for the indirect effect is a BCa bootstrapped CI based on 5000 samples.

[image: Diagram showing the relationship between Cognitive Empathy, Maladaptive ER Strategies, and Internalizing Symptoms. COPMI and COPWMI pathways and effects are noted with b-values and p-values. Arrows indicate directionality.]
Figure 5 | Model of cognitive empathy as a predictor of internalizing symptoms, mediated by maladaptive ER strategies. The confidence interval for the indirect effect is a BCa bootstrapped CI based on 5000 samples.

[image: Flowchart depicting relationships among cognitive empathy, maladaptive emotion regulation (ER) strategies, and externalizing symptoms. Paths indicate different studies: COPMI and COPWMI, with respective coefficients and p-values. Direct and indirect effects are also noted with confidence intervals.]
Figure 6 | Model of cognitive empathy as a predictor of externalizing symptoms, mediated by maladaptive ER strategies. The confidence interval for the indirect effect is a BCa bootstrapped CI based on 5000 samples.

The relationship between affective empathy and psychopathological symptoms was not moderated by parental mental illness and psychopathological symptoms were significantly predicted by affective empathy in the total sample. We therefore assumed that affective empathy and psychopathological symptoms are related regardless of parental mental illness indicating the same relationship pattern in both groups. Consequently, we analyzed the mediating effect of maladaptive ER strategies in the total sample. The relationship between cognitive empathy and psychopathological symptoms was moderated by parental mental illness. Thus, we calculated two mediation analyses, one with COPMI and one with COPWMI.

Indeed, there was a significant indirect effect of affective empathy on psychopathological symptoms (inter-/externalizing symptoms) through maladaptive ER strategies. This indicates that the relationship between affective empathy and psychopathological symptoms can be explained by maladaptive ER in COPMI and COPWMI. Because of the significant moderating effect of parental mental illness on the relationship between cognitive empathy and psychopathological symptoms, two separate mediation analyses were calculated, one with COPMI and one with COPWMI each with internalizing and externalizing symptoms. In COPMI, there was a significant indirect effect of cognitive empathy on psychopathological symptoms (inter-/externalizing symptoms) through maladaptive ER strategies. This indicates that the relationship between cognitive empathy and psychopathological symptoms can be explained by maladaptive ER in COPMI. In COPWMI, neither the direct nor the indirect effect was significant indicating that cognitive empathy is unrelated to psychopathological symptoms in COPWMI.





4 Discussion

The purpose of the current study was to examine how empathy and psychopathology relate in COPMI vs. COPWMI and whether maladaptive ER mediate this relationship. We hypothesized that empathy (cognitive & affective) is positively related to psychopathological symptoms in COPMI and unrelated to psychopathological symptoms in COPWMI. In contrast to our expectation, the results differed for affective and cognitive empathy.

As expected, and in line with Tully and Donohue (24), increased cognitive empathy was only related to more internalizing symptoms in COPMI. In comparison to Tully and Donohue (24), we examined not only internalizing but also externalizing symptoms and found the same result for both, which indicate that in COPMI cognitive empathy is associated with inter- and externalizing symptoms. Just like in the study of Tully and Donohue (2019), in COPWMI cognitive empathy and psychopathology were not significantly related. This confirms the assumption, that parental mental illness can be a contextual factor contributing to maladaptive effects of cognitive empathy (24). Zahn-Waxler and van Hulle (33) have proposed that pathogenic guilt follows inaccurate assumptions of a causal role in the parent’s depression. Therefore, such guilt can contribute to internalizing symptoms and depression through empathy. Although Zahn-Waxler and van Hulle (33) made no distinction between affective and cognitive empathy. However, the proposed pathway suggests the relevance of rather cognitive than affective empathy since making assumptions about the own role in the parental mental illness includes cognitive processes. Indeed, Tully and Donohue (24) assigned this pathway to cognitive empathy. Since COPMI show as well more internalizing as externalizing symptoms (8, 9, 31), our results could indicate that the maladaptive pathway of cognitive empathy results in both groups of behavioral problems.

In contrast to cognitive empathy, parental mental illness did not moderate the relation between affective empathy and psychopathological symptoms. This result contradicts the theoretical literature insofar as Tully and Donohue (24) assumed both aspects of empathy to contribute to psychopathology in children of depressed mothers. Thus, it could be concluded that parental mental illness could be a moderator in both cases. However, studies with clinical and non-clinical samples have consistently shown that higher affective empathy is associated with higher internalizing symptoms (26, 27, 29, 73, 74). This indicates that heightened affective empathy is a risk factor for internalizing symptoms in general, i.e. independent of intraindividual moderators. Against the background of these studies, our results of the subsequently calculated linear regression analysis do not contradict the empirical research to date. The results namely indicates that affective empathy is associated with psychopathological symptoms. Thus, high affective empathy seems to be a risk factor regardless of the parental mental illness. Interestingly, we found the negative effect of affective empathy not only on internalizing but also externalizing symptoms. However, this is not surprising, since, as described below, the relationship between psychopathological symptoms (internalizing/externalizing symptoms) is explained by maladaptive ER strategies and these are also related to externalizing symptoms. In sum, the results indicate that especially in COPMI rather cognitive than affective empathy is a risk factor for psychopathological symptoms.

Secondly, we investigated whether the relation between empathy (affective & cognitive) and psychopathological symptoms is mediated by maladaptive ER strategies. Because parental mental illness did not moderate the association between affective empathy and psychopathological symptoms, we calculated this analysis with the total sample. In line with our hypothesis and MacDonald and Price (25), maladaptive ER strategies mediated the relationship. Since maladaptive ER is associated with both internalizing and externalizing symptoms (75), it makes sense that affective empathy leads indirectly not only to internalizing but also to externalizing symptoms. Further, the results suggest that not only young adults (25) but also children who are highly affectively empathic and are more likely to use maladaptive ER strategies in turn develop greater internalizing but also externalizing symptoms. Thus, the emotion state of an observer of another individual’s state is a function of the observer’s level of affective (and cognitive) empathy and is subject to the emotion regulatory process of the observer (48). The assumption is, that deficits in ER lead to higher levels of personal distress when confronted with another individual’s negative emotional state. Personal distress, in particular, is linked to a range of internalizing problems such as depression and anxiety (33, 76).

Our hypotheses regarding maladaptive ER strategies as mediator between cognitive empathy and psychopathological symptoms in COPMI was confirmed. There was neither a direct nor an indirect effect of cognitive empathy on psychopathological symptoms in COPWMI. The absence of the relation between cognitive empathy and psychopathological symptoms in COPWMI is in line with other studies with COPMI vs. COPWMI (24), inpatient adolescents (27), or young healthy adults (25). Previous studies investigating the relationship between cognitive empathy and difficulties in ER in adult community samples, showed a negative association suggesting that greater cognitive empathy can help to regulate negative emotions (25, 48). However, we examined this relationship in children at heightened risk for multiple psychological and developmental risks. Therefore, our results in COPMI are in line with theoretical literature suggesting that unfavorable conditions in the early family environment contribute to a maladaptive pathway of cognitive empathy (24, 33). Further, our results indicate that maladaptive ER may play a crucial role in the maladaptive pathway of cognitive empathy in COPMI. COPMI with high maladaptive ER strategies seem to try to explain their parents´ negative emotions but may attribute internally which can cause negative feelings such as guilt. The use of maladaptive ER strategies and ineffective regulation of negative feelings like guilt then result in psychopathological symptoms.




5 Strengths, limitations and implications

The main strength of this study is the differentiated analysis of associations between empathy, ER strategies and both internalizing and externalizing symptoms in children against the background of the contextual factor of parental mental illness. In this way, we integrated two relevant factors for the transgenerational transmission of psychopathology in one model and thus extended previous literature that is limited to single relationships or/and to investigations in adults (25). For instance, in adults, cognitive empathy has been negatively related to maladaptive ER (49, 77) and affective empathy was positively associated with maladaptive ER strategies (25). In turn, affective empathy was positively associated with internalizing symptoms in children (26, 29). However, no prior study has examined this pathway in one sample neither with COPMI nor COPWMI, such that mediation and indirect pathway between empathy and psychopathology could be pursued. Another strength is the clinical subsample in this study which enables stronger conclusions about the transgenerational effect of parental mental illness than studies based on community samples. Further, the present study is the first one to examine empathy and ER in COPMI of a clinical sample not limited to certain mental disorders like depression. Instead, our sample of parents had a wide range of psychopathology. This allows the generalization of the findings across mental disorders and the conclusion that cognitive empathy in particular seems to be a transdiagnostic mechanism of the TTMD through maladaptive ER. The large sample size and the representativeness of the clinical sample should also be positively emphasized. Beyond, the study is, along with one other (24), the only study to investigate parental mental illness as a moderator on the relation between empathy and psychopathology. It thus contributes to our understanding of the conditions under which empathy can be a “risky strength” (10).

Aside from these strengths, several limitations need to be mentioned. One limitation of the study is that parents reported the psychopathology for themselves and their children. Parent-ratings alone have been shown to be less valid for children’s internalizing symptoms but more valid for externalizing symptoms, at least in older age groups (70, 78). With regard to the psychopathological symptoms, it should be noted that the mean T-Scores of internalizing and externalizing symptoms and general psychopathology of both COPMI and COPWMI were in a normal range. In comparison to Loechner et al. (8) our COPMI sample had lower internalizing symptoms and general psychopathology but comparable externalizing scores. Wiegand-Greve et al. (9) report higher mean values on all main CBCL scales of COPMI than we, but also in a normal range. Another limitation is that both empathy and ER was assessed using self-report questionnaires. Since many processes associated with empathy seem to occur on an implicit level (47), authors raise concerns with using self-reported empathy as a valid predictor for actual performance (79). Regarding ER, previous literature recommended that ER should be studied as a multicomponent process including multiple types of measurement (e.g. self-report, behavior coding measure) (80). Moreover, in future studies objective measures, like psychophysiological measures, should be included to possibly solve the problem of inconsistent measures of empathy and ER across studies. Emotion regulation and empathy represent two promising mechanisms of TTMD. However, there are a number of other potential mediators and moderators that could play an important role in the relationships examined. Genetic transfer and parent-child interaction, for example, can be named as such here. A final limitation of the study is that the data are cross-sectional rather than longitudinal and therefore do not allow causal interpretations to be drawn about empathy and ER as factors prospectively predicting the onset of a mental disorder in COPMI. Thus, psychopathological symptoms could also cause more emotions and higher affective empathy. In order to clarify the direction of the relationship, capture developmental risks and model resilience for mental illness, longitudinal studies are needed. We are currently collecting data of further measurement points on the participants of the COPMI group in this study. This would allow us to address these questions. If prospective longitudinal research will support the present findings, they may have important implications for developing prevention and intervention programs for COPMI and thus interrupt the TTMD.

Our findings suggest that high affective empathy in children is associated with psychopathological symptoms and that this association is explained by maladaptive ER strategies. Whereas high affective empathy seems to be a risk factor for psychopathological symptoms in children in general, high cognitive empathy seems only to be risky for COPMI. These results highlight important clinical implications. First, it indicates that COPMI should receive preventive training in ER since it can be assumed that maladaptive ER is the mediating factor in the relationship between cognitive empathy and psychopathological symptoms. Particularly, it may be important to reduce the use of maladaptive ER strategies in COPMI. Second, assuming that in COPMI high cognitive empathy leads to pathogenic guilt, which in turn contributes to psychopathological symptoms, it would be important to reduce the pathogenic guilt. Preventive interventions for COPMI should therefore possibly include psychoeducational elements helping COPMI to understand the emotions, fluctuations of emotions and behaviors of their mentally ill parents. In this way, COPMI could also learn, that they are not responsible for the mental illness of their parents. Consequently, the attribution style of COPMI could be subject in preventive interventions. However, future studies should examine this theoretical pathway by measuring additionally pathogenic guilt and attribution style in COPMI and investigating them as mediating factors. The investigation of mediating factors, such as pathogenic guilt or attribution style, is particularly important for preventive interventions, as these can be changed.
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This paper describes the practice of an integrated family approach to treatment in mental health care in which the focus is on the whole family and treatment is carried out by professionals of adult and child mental health services together. It is presented as an example of a best practice in finding a way to overcome barriers in implementing an integrated family approach in treatment for the benefit of families with a variety of interrelated problems. Even though there is a lot of knowledge about the importance of a family approach in mental health care with specific attention to the patients’ parental role, the children, family relationships, and the social economic context, this is worldwide rarely implemented in the practice of mental health care. Barriers to keep the whole family in mind are identified on different levels: organizational policy, interagency collaboration, professionals, and patients themselves. As a solution, a model of an integrated family approach in mental health care is presented: how it is defined; which domains in the family are targeted; which key elements it contains; what the treatment consists of; and which procedures are followed in practice. A case illustrates how this approach might work in practice.
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Introduction

Although the medical model is still dominant in mental health care, in which mental disorders are viewed as an individual problem and treated as such, the call to consider and include the family context in treatment is becoming louder (1, 2). In this paper we will describe the practice of an integrated family approach in mental health care in which professionals from both the adult and children’s mental health care fields jointly provide treatment for parents and their children with the focus on the whole family.

In the literature, there have been recommendations for considering both parents and children in treatment. The majority of these recommendations are given from the perspective of the practice of adult mental health care and only a few come from the practice of children’s mental health care. Research from the perspective of adult mental health care practice advocate for a Family-Focused Practice (FFP), recommending preventive attention be given to the patient’s family, especially the children (e.g. 3, 4). In response to this, several preventive interventions have been developed for different age groups and are investigated for effect (5–7). Research from the perspective of children’s mental health practices demonstrated that a substantial number of the parents of children who are treated in mental health care suffer from a mental disorder themselves (8–10). This research recommends that the parents of children who receive mental health care should also be screened, and both child and parent should be treated. Since parent and child could adversely affect each other in their reciprocal relationship (11), the need for an integrated treatment of both through close collaboration with a liaison of both adult and children’s mental health services is recommended by several researchers (5, 12). Close collaboration would make multidisciplinary teamwork possible with a focus on the parent and the child, supporting a social and family context for all family members and provide professionals with a space for reflection and careful decision making (13–15).

Despite this knowledge, FFP is rarely practiced in adult mental health care anywhere in the world (2, 16). Likewise, in a case-file study in children’s mental health services, it was found that only in 14,2% of the cases in which the parent and child have concurrent mental disorders, both parent and child received treatment through a professional liaison between adult and children’s mental health services (17). Other research shows that barriers to becoming more family focused are located on different levels: organizational policy; interagency collaboration; professionals; parents and family members. Organizational policy barriers include limited or no resources for professionals to work according to a family focused approach. Issues that they face are: provision of time needed for collaborative work; high workloads; the issue of money, and lack of possibilities for supervision of family interventions (18, 19). The therapeutic point of view within the service can be another barrier for professionals, such as a one-sided orientation on individual mental disorders. Most professionals in adult mental health do not feel comfortable talking to their patients about parenting and the parent-child relationship for various reasons: they do not consider it to be their task; they lack knowledge about parenting and normal child development; they lack the skills to explore this topic, and they are concerned about damaging the therapeutic alliance (18–20). Professionals in child and adolescent mental health care easily overlook mental disorders in the parent because their scope is limited to the symptoms of the child. Therefore, they are less concerned with the functioning of individual adults within the family, including their roles as partners and parents (10, 11). Despite parents’ concerns about the influence of their mental disorder and their style of parenting on the development of their children (21, 22), most of them do not bring up this topic in treatment out of fear of (self) stigma (23), or risk of losing custody of their child (13, 21). Despite this paradox experienced by parents, the majority prefer to discuss this topic and they respond positively to the concept of a treatment approach that is focused on the whole family rather than just on themselves (24).

Based on the aforementioned knowledge, an adult mental health service (AMHS) and a child and adolescent mental health service (CAMHS) in the Netherlands established a partnership in 2012 to offer parents and children treatment with an integrated family approach in which the focus of treatment is on the family as a whole. Integrated treatment offers parents with a diversity of mental disorders and their children the opportunity to receive combined treatment carried out by professionals of adult and children’s mental health services. From this clinical practice, questions emerged from professionals regarding critical targets in treatment to support parents in diminishing the risk of transmitting mental disorders to their children. We investigated the literature to gain insight into the appropriate intervention targets when parents of infants and young children suffer from mental disorders (25). Professionals and patients who participated in these treatments were interviewed to identify the key elements of success in this approach to treatment (26, 27). The findings of this research have directly shaped the practice in the way it has currently developed. In this paper we will describe how the approach is defined; which domains in the family are targeted; which key elements it contains; what the treatment consists of, and which procedures are followed in practice. Furthermore, we will illustrate how this approach might work in practice by presenting a case. Although the integrated treatment in our practice is not limited to a specific age category of the children, in our research we focus on infancy and early childhood (age 0-6). We have narrowed to this group because infants are extremely vulnerable for environmental influences (28, 29), and there is limited preventive and curative support for patients and their young children up to six years (2, 30). The aim of this article is to inspire management and the workforce in mental health care to find a way to overcome barriers and implement an integrated family approach in their treatments for the benefit of parents and their children.





Context

Treatment of an integrated family approach offers parents and children a combined treatment carried out by professionals of adult and children’s mental health services. The aim of this approach is “to increase the quality and efficiency of the treatment for parents and their young children, to improve their relationships, and to ameliorate the risk of intergenerational transmission of psychopathology or other adverse outcomes,” (26 p2). This treatment focuses on the current problems in different domains within the whole family. Figure 1 offers an overview of this approach in which the family in environment is the focus of treatment. In the green part are the members of the family presented, which are individuals connected with each other in their reciprocal relationships: the adult with different position or roles; being an individual (with a mental disorder); being a partner in a partner-relationship (if currently present), and being a parent of children. Next there is the other parent (if currently present as part of the family), also seen as being an individual, partner, and parent. Then there is the child (with a mental or relational disorder), and (if currently present) one or more siblings. A family is always part of a society, functioning in a social and economic context which has an influence on how the family functions. The possible, but not complete, aspects of the environment are displayed on the right side of the family. The left side of the figure shows the adult- and child mental health care services which are involved with the family. These two mental health care services, with their own financial and organization policies, have implemented a liaison to conduct this approach in their treatments. To be able to integrate their treatments for the different members of the family and their relationships, the involved professionals of the two services participate in a multi-disciplinary consultation led by a permanent chairman. To prevent parents and children against the intergenerational transmission of mental disorders treatment should focus on the current problems in different interrelated domains within the whole family (25). This includes the mental disorder of the parent(s); the partner relationship; parenthood and family life; and the child’s mental or relational disorder. Furthermore, the mutual relationships, and, especially for infants, the parent-child relationship should be considered (see the purple part of Figure 1). The colors blue and yellow refer to the general view of the two services in which domains, and to which members or relationships they offer their treatment. Parenthood and parenting are not self-evident subjects of the treatment at adult mental health service. In general, it depends on the individual view of the professional if parenthood is discussed in treatment. As part of this approach problems in the environmental context of the family, such as the economic situation, should also be examined and to address these problems, a multi-agency approach including social services is needed (25).

[image: Flowchart illustrating the interaction between mental health services and family environments. Adult and Child Mental Health Services are linked with individual patients, partner relationships, parenting, and family dynamics. The family section includes adults, partners, parents, and a child, with connections to socio-economic status, neighborhood, health services, daycare, social services, child protection system, and extended family. Some areas require additional attention if present in the family.]
Figure 1 | Integrated family approach in mental health care in practice.

The families for whom this integrated treatment is intended are parents and children, with a wide range of types of mental disorders according to the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5). These include: personality disorder, depression, bipolar disorder, anxiety, trauma, and neurobiological disorders such as autism and ADHD. With regards to young children, the concern is mainly about relationship disorders, and to a lesser extent neurodevelopmental disorders, trauma, stress, and other disorders according to the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood (DC:0-5™).

The professionals from AMHS and CAMHS who conduct this integrated treatment are of the following disciplines: psychiatrist, psychotherapist, psychologist (clinical psychologist, general psychologist), group therapist, couples’ therapist, nurse practitioner, professional practicing home treatment.





Key elements

Figure 2 presents the key elements of success of this integrated treatment according to professionals and patients who have respectively conducted and undertaken the treatment (26, 27). There are six key elements mentioned: 1. focus on the whole family; 2. flexible and complementary treatment plan tailored for each individual family; 3. multi-disciplinary consultations; 4. components of the whole treatment reinforced each other; 5. the liaison between AMHS and CAMHS, and 6. attention to the social and economic environment. In addition to these key elements, parents mentioned two non-specific elements which, in their view, contributed to treatment success: 1. the therapeutic relationship, and 2. the use of videotapes.

[image: Flowchart depicting mental health services collaboration. Key elements: family-focused treatment, social and economic environment attention, and multidisciplinary consultations. Enhanced treatment quality and outcomes are highlighted, involving roles of agencies and professionals with a focus on complexity and learning. Color codes distinguish input types from professionals and parents.]
Figure 2 | Key elements of success of an integrated family approach in mental health care according to the professionals and parents.

The integrated treatment utilizes a flexible complementary treatment plan tailored to the needs of family members with the interest of the whole family. In doing so, the distinct problems related to the roles and positions within a family are addressed. Professionals from both adult and child outpatient services carry out their treatments according to their own expertise, in parallel or in an integrated manner, but always in close cooperation. If necessary, they carry out a treatment together, for instance, if a parent-infant group is provided.

There is not a specific treatment protocol. Tailoring the treatment to the specific issues within the family, requires a flexible approach and attitude in treatment, and commitment to the interest of all family members (26). Table 1 shows possible treatment components in our practice targeting the family functioning in different domains. This list gives an impression of which treatments we can provide and combine.



Table 1 | Possible treatments in different domains which could combined according to an integrated family approach in AMHS and CAMHS.

[image: A table outlining various domains, disorders, and treatments. Under "Parental mental disorder": personality disorders with therapies like Mentalization Based Treatment, and depression with Cognitive Behavioral Therapy. Neurodevelopmental disorders include psychoeducation and mindfulness. Partner relationships use partner-relation therapy. Parent-infant relationships involve Emotional Availability Scales and Parent-infant group therapy. For children (age 0-6), treatments for post-traumatic stress include Eye Movement Desensitization and Reprocessing. Environmental strategies involve collaborating with social and welfare services to mitigate risks and enhance support systems.]
Although a shared therapeutic view between all involved professionals is desirable, this is in practice not always realistic. In our practice the professionals from AMHS are working in different teams treating different groups of patients with different methods. For instance, patients with a personality disorder are treated with mentalization based treatment (MBT), and patients with anxiety and depression are treated with cognitive behavioral treatment (CBT). Professionals who are treating infants (age 0-6) are guided by an infant and early childhood mental health (IECMH) vision. The essential focus of IECMH is on promoting the quality of the parent-child relationship as the most important context from which development occurs at a stage in which the foundation for mental health is being formed. Treatment focused on the system of the parent-child relationship in which both the child and the parents have their contributions in shaping their patterns (53). Despite differences in therapeutic concepts and methods, professionals are able to find common ground in focusing on the family as a whole and functioning in a social community.

The involved professionals are employed by and primarily work for their service of AMHS or CAMHS. For the families in their caseload in which both the parent and the young child are in treatment, they participate in a regularly online multidisciplinary consultation, with a fixed group of professionals from both services attending each meeting and led by a chairman. In this way expertise from AMHS and CAMHS is brought together for the benefit of the whole family. In this multidisciplinary consultation professionals jointly determine which targets of intervention should be prioritized to initiate positive cascade effects. In addition, they determine in which sequence, time schedule, and with which professionals (see Figure 1) the intervention will take place (25). Naturally, all of this is done with the informed consent of the parents who do not participate in the multi-disciplinary consultations. The treatment is regularly evaluated and adjusted where appropriate, according to need and urgency.

Professionals experience the multidisciplinary consultation as an important means of support in carrying out treatment, by being better able to cope with the complexity of problems in families (26). It provides them with clarity on the complexity of the problems. It offers them different perspectives on the family. Through reflecting and mentalizing together, they are better able to regulate intense emotions provoked by the complexity of the problems, resulting in a sense of control and being better able to stick to their own expertise, daring more in treatment and persisting longer by treating in collaboration instead of alone. In addition, they experience that conducting this integrated treatment provides personal learning and brings them greater satisfaction. Importantly, parents report that processes of different treatments can reinforce each other. Both professionals and parents indicate that all of these elements of an integrated treatment contribute to enhanced quality of treatment and an improved outcome for the family.

Stressors in the environmental domain (e.g., housing problems, low socio-economic status), are also mentioned as an important target of intervention to prevent families from experiencing intergenerational transmission of mental disorders (25). Diminishing the stress and social consequences of environmental risk factors and enhancing protective factors (e.g., social support) is part of social work intervention. Hence, a multi-agency approach and collaboration between mental health services, social services, child services are a necessity in this integrated family approach. In our practice professionals from these services, mostly social workers, can regularly join multidisciplinary consultations if the parents give their consent.

To enable an integrated family approach between AMHS and CAMHS, these services are engaged in a liaison facilitating the integrated treatment. Mutual commitments are made, for instance, regarding multi-disciplinary consultation, joint treatment, financing, and how responsibilities are allocated. With respect to the latter, a commitment is made that the responsibility for the treatment of the adult patient and the child respectively remains with the responsible professional from AMHS and CAMHS. Because the treatment is conducted by different mental health services, there are always at least two case files, one about the treatment of the parent and one of the child. If further family members are treated there will be a case file for each family member. A shared case file about the whole treatment is impossible due to the rules of the two organizations, but sharing information is allowed with consent of the parent(s).

Referrals for an integrated treatment are made from both AMHS and CAMHS, or from social services, general practitioners, child protection, and hospitals. Indications for referral are: if there are concerns about the mental health of the parent(s) and its impact on parenthood, and concerns about the emotional development and mental health of the child(ren).

To lower the barrier for both the professional and the parent to make use of an integrated treatment, and to increase the likelihood of a successful referral to the other service, there is the option to ask for a mutual consultation. A CAMHS professional can join in a conversation to talk about the patients’ concerns about the children. Vice versa an AMHS professional can join in a session to talk about the concerns of the parents’ mental health and possibilities for treatment.

For professionals there is the possibility to be trained in an integrated family approach The training includes the key elements and focuses on the underpinning theory and the need of the focus on the whole family and to tailor treatment to the individual family. These include, for instance, the processes of and intergenerational transmission of mental disorders (54), risk and protective factors (25), the consequences of adverse child experiences (ACEs) (55), infancy and the attachment theory.





Case




The family

The mother is a woman with bipolar, borderline personality disorder (BPS), and at risk for eating disorders. She was in treatment at AMHS for several years. She had a relationship with a man, a machinist, and they had a child (see Figure 3). During pregnancy, which was unplanned, she went through a manic episode and was optimistic about parenthood of the child. After delivery, she fell into a severe depression which necessitated admission to a psychiatric hospital on two occasions. The psychiatrist referred the child to CAMHS to establish an integrated treatment because of concerns about the development of the mother-child relationship. The mother believed that she could never take care of her son, and she did not feel like he was her baby. She felt guilty about his existence, and she wanted to find out what would be possible for her in parenthood.

[image: Family tree diagram displaying relationships, adoption, and psychological conditions. Symbols indicate gender, with circles for females and squares for males. Tensions and conflicts marked by dashed and double-headed arrows respectively. Conditions include bipolar and borderline personality disorders, with interventions by child protection at three months and nine years.]
Figure 3 | Genogram of the family.

The father was in treatment for PTSD at another mental health service. The baby was his second child. He had a son (nine years old) from a previous relationship, who was living with his mother, but spent a few days with his father every week. The father experienced a lot of stress in this parental role because of an ongoing conflict with the mother of his older son that led to him losing his temper a number of times. The child protection service was involved and there were several court proceedings. The father had lost contact with his own family and had no other support network. The father had debts and was not permitted to leave work to take care of his baby son. For that reason, the baby (three months old) lived with his grandparents (adoption parents of mother). He was assessed as having light motor delay and sometimes screamed without a visible cause. When he was 2.5 months his leg was broken due to rough handling by the father when changing a nappy. For that reason, child protection services was consulted. The father explained that he was so stressed at that time that he could not control himself. He was shocked and traumatized by this incident and did not dare to care for the baby anymore. The parents of the baby experienced a lot of tension in their partner relationship.

The grandparents took the baby to the hospital where the mother was being treated every day to stimulate the bond between mother and son.

The services involved: two adult mental health services and one child mental health service; social services; supportive guidance with a practical focus at home; child protection services (assessment of safety); financial monitoring and debt assistance.





The treatment

On the individual domain the mother was initially in hospital but after a few weeks, treatment was continued at the outpatient clinic and consisted of medication and weekly visits from a nurse practitioner. After stabilization she began psychotherapy. When the father finished the EMDR, he was referred to schema focused therapy for better emotion and behavioral regulation, but he had to wait several months before he could start. The problems in the partner relationship were addressed by therapy at AMHS.

The mother visited her baby once a week at her parents’ house and they brought the baby to the parents for sessions at CAMHS. The latter started with a parent-child observation, which was filmed and reviewed with them. It continued with parent-child treatment and was followed by participation in the parent-child group. The focus in the treatment at CAMHS was to help the parents mentalize about their baby and themselves by observing, exchanging thoughts and expressing feelings. If appropriate, some psychological education was provided. For instance, during the observation the baby displayed staring behavior a few times and they disclosed that he did this quite frequently at home. They found this miraculous. By explaining to them that he was disconnected at that time and making them aware of the importance of connection for the baby, they were able to help him to restore the connection with them. In the 12-week parent-child group (AMHS and CAMHS), the father was involved for several sessions. It was observed that the child was avoiding the mother. After exploring he did not return to his mother. The mother in turn let him go and would not impose herself on him, because of her own experience in childhood in which she experienced her adoptive parents as intrusive. She learned the importance of being present, to let him know that she is there for him. The father learned to reconnect with his son and overcame his trauma-related anxiety. The treatment at CAMHS was focused on helping the parents to be sensitive to their baby and confident about their parenthood.

The grandparents were involved in treatment to explore their needs and their willingness and confidence in transferring a part of the care for the child to his mother.

Multi-disciplinary consultations: The involved professionals from AMHS and CAMHS met regularly and mentalized about the needs of the whole family, the timing of interventions tailored to this specific family, and the complex relationships within it; for instance, the important protective factor of the grandparents and the complex feelings of ambivalence the mother bore towards them. On the one hand she wished to be more independent and on the other hand was the knowledge of her dependence on them for the care for her child. Also, the safety issues were discussed and monitored. The nurse practitioner was in touch with both the social services and the supportive guidance at home.

After more than a year the integrated treatment was completed, although the individual treatments of the parents continued. Because of the continuing stress experienced by the father which led to aggressive verbal expressions, the mother divorced from the father. She lived with her son in her own apartment and was able to take care of him two days and one night a week and the grandparents took the other part of the week. The father visited the son regularly. He was satisfied with the treatment and felt no need for further help to foster the bond with his son. During the evaluation with the mother and her son, he sat on her lap and molded himself to her body. After a while he went off to explore the room. She said, “I really feel like his mother now…. He is my child”.






Discussion

In this paper we have outlined the use of an integrated family approach to mental health care. Professionals of both adult and child mental health care services provide the family with a flexible and tailored treatment with different components targeting the complexity of problems in the different domains (adult, child, relationships). The involved professionals meet regularly in a multidisciplinary consultation. If professionals from other social or child services are involved in helping the family, they may join the multidisciplinary consultations with parental consent.

It seems that with this practice a number of barriers mentioned in the literature to become more family focused are overcome. Organizational barriers have been overcome by a liaison between AMHS and CAMHS (5, 12), and professionals are facilitated in collaborative treatment by, for instance, joining the multidisciplinary consultations. These consultations give them space for reflection and careful decision making (13–15). Furthermore, joint treatment as well as interagency collaboration with social and child services to address problems in the environment is made possible.

The hesitation of AMHS professionals to talk with their patients about parenthood and the children is not easy to overcome in a huge mental health organization. Of course, there are still professionals who do not count it as their task, despite the law in the Netherlands, to assess the safety of the children in the family (56). Nevertheless, the awareness of the importance of the parental role for their patients and the possible consequences of an unhealthy family life for the development of the children is growing. The possibility to adopt an integrated family approach in their treatment is a supportive factor. After all, what is the point of attention to the children if you cannot address the concerns you might hear. The possibility to ask a colleague from CAMHS to join in a consultation to talk about the parents’ concerns of the children is also helpful. The barrier of professionals at CAMHS, to focus only on the child and overlook the presence of parental mental dysregulation seems to be lowered by the possibility for consultation with a colleague from AMHS. Moreover, professionals are allowed to follow a training program which enhances their knowledge, their sensitivity for the context of the family, and their understanding of the social and economic environment. It also provides them with the space to develop skills to talk about family issues (13, 57, 58).

The mentioned barrier experienced by the patient, the fear of stigma and losing the custody of the child (13, 21, 23), requires a sensitive and brave professional who is able to discuss this in a supportive manner. The possibility to ask a colleague for consultation is useful to overcome barriers that the patients/parents face in considering treatment for the child or for themselves. Despite all of these possibilities to become more family focused and help families to prevent the intergenerational transmission of problems and disorders, waiting lists remain a continuing threat to an integrated family approach in treatment.

The key success factors are the multidisciplinary consultations between all professionals involved. This allows them to focus on the whole family and implement a flexible treatment plan tailored to the individual family’s capabilities and situation. The different treatment components can reinforce each other, improving the quality of treatment and the outcome for the family.

An integrated family approach can be viewed as Family-Focused Practice (FFP), when the latter is defined as a continuum from low to high categories of family-focused activities in which the unit of care is the entire family (3). However, most of the research about FFP advocates for the prevention of problems in children of parents with mental disorders and therefore promotes preventive activities in AMHS. The Family Model (TFM) (58, 59) provides a framework to assist professionals in taking a family focused perspective in treatment and collaborate with other services. A visual tool shows the reciprocal relationships within the family, the context of involved services, risk factors, protective factors, and the social and cultural context. TFM could be used in both AMHS and CAMHS because it aims to broaden the scope from an individual to a family approach and promote a collaboration between adult and child mental health services. However, TFM is mainly used in AMHS to talk with patients who are also parents (58). An integrated treatment can be seen as a practical elaboration of TFM for families in mental health care services with a complexity of problems. This elaboration means that there are problems in different domains (e.g., parent, child, family, environment), for which several services are involved in the treatment with the aim to help the family.




Learned lessons

	As long as an integrated treatment it is not part of the core of mental health care it remains an ongoing process of sharing knowledge with professionals and training them, and in addition, keeping it on management’s agenda.

	The value of an integrated treatment seems to be the acknowledgement of the interrelatedness of problems in different domains, and that the probability of change requires an integrated approach to these problems.

	The quality of the multi-disciplinary consultations is not warranted just by engaging with professionals and talking about the treatment of the family.

	Only if the multi-disciplinary consultation succeeds in providing the involved professionals with added value in their therapeutic work, will they be motivated to practice a family approach to their treatments.

	A chairman is needed who is familiar with an integrated family approach and stimulates the mentalizing processes among professionals about the families and themselves.

	An integrated treatment contributes to a proactive organization that develops, learns from others and continues to innovate.

	It is an illusion to think that this approach is the solution to all families with complex problems. Humility will be a part of our professional attitude with all patients, but especially in working with this specific group of patients.

	A separate, permanent, and fixed specialist team that treats these families with a complexity of problems in different domain would be an alternative, but maintains fragmentation in mental health care services.

	Administrative staff support is crucial for organizing multidisciplinary consultations across organizations.







Strength and limitations

A strength of this case study is the evidence- and practice-based foundation and its contribution to clinical practice. In particular, there is a lot of research about the barriers to family focused practice in mental health care, but barely any research presenting best practices to overcome these barriers. Furthermore, this practice offers an opportunity to reach the youngest and most vulnerable family members, of whom mental health is often overlooked by professionals in health services. In addition, although there is a wide variety in the phenomenology of mental disorders in clinical practice most research of parents of mental disorders and children focuses on parents with a specific classification according to the DSM-5. The heterogeneity of the phenomenology of parental mental disorders and the circumstances in which families are living, implies that a “one size fits all” approach is not appropriate. Within treatment of an integrated family approach different combinations of evidence and practice-based treatment are offered for a wide range of mental disorders and relationship disorders. Limitations of the included research can be found in the papers in which this research is presented (25–27).






Conclusion and recommendations

An integrated family approach to the treatment of patients in mental health care can be helpful to families with a variety of interrelated problems in different domains. It offers professionals and mental health organizations a model of the key elements of this approach and an overview of the domains to intervene in when helping parents to prevent the intergenerational transmission of problems and mental disorders. Therefore, we recommend that mental health organizations actively facilitate professionals in adopting an integrated family approach. This approach will enable and encourage them to include the whole family in their treatments and prevent families from receiving fragmented care. By considering and treating the individual mental disorders of their patients as being part of a comprehensive context of family and society, they can further increase the value for both the families and for their organization. This will result in not only a curative contribution, but also a preventive one, helping to protect the next generation from becoming the patients of tomorrow.
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Studies using observational measures often fail to meet statistical standards for both reliability and validity. The present study examined the psychometric properties of the Coding Interactive Behavior (CIB) System within a German sample of parent–child dyads. The sample consisted of 149 parents with and without a mental illness and their children [n experimental group (EG) = 75, n control group (CG) = 74] who participated in the larger Children of Mentally Ill Parents at Risk Evaluation (COMPARE) study. The age of the children ranged from 3 to 12 years (M = 7.99, SD = 2.5). Exploratory factor analysis supported a five-factor model of the CIB with items describing 1) parental sensitivity/reciprocity, 2) parental intrusiveness, 3) child withdrawal, 4) child involvement, and 5) parent limit setting/child compliance. Compared to international samples, the model was reduced by two independent dyadic factors. Testing for predictive validity identified seven items with predictive power to differentiate parental group membership. The CIB factors did not seem to be sufficiently sensitive to illustrate differences in interaction within a sample of parents with various mental illnesses. To apply the CIB to the described sample or similar ones in the future, additional measurement instruments may be necessary.
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1 Introduction

Interactive behaviors are the central communication between parents and their children from birth onward (1). Visual contact, a friendly smile, or an affectionate touch from the parent usually builds a child’s first social experiences. The Coding Interactive Behavior (CIB) is a widely used tool for measuring parental, child, and dyadic interactive behavior (2). Especially in infancy and early childhood, children depend on their parents’ intuitive ability to recognize their behavioral signals and to respond to them promptly and appropriately (3–5). Therefore, the interactive behavior of parents with their children is of paramount importance for the development of the child (6). The content of the interaction must be adapted to the child’s cognitive, motor, and socioemotional developmental stages (1). Repeatedly, experienced parental behaviors are internalized by the child and contribute to the child’s perception of safety, empathy, emotion regulation, and moral development (1, 7). Parental interactive style within interactions is stable over time and should be foreseeable for the child (Feldman, 2010 (8)).

Parental sensitivity is a widely used construct to measure parental responsiveness to infant needs (9, 10) and is the core concept within the environment that promotes an infant’s attachment security (11). It consists of supportive parental behaviors such as parental receptivity, responsiveness, contingent reactions, and age-adapted stimulation, involvement, and communication to children’s signals and appears to be a core parental behavioral factor for both infant and child development (8, 12).

As children become more active in their interactions with their parents, dyadic reciprocity becomes an important behavioral expression alongside parental sensitivity. Dyadic reciprocity describes an interactive coordination of gaze, affect, vocalization, and touch of both partners within the interaction. The mutual regulation of affect in reciprocal interaction is necessary for the development of a child’s regulatory skills (13). In later childhood, the content of the dyadic interaction shifts from play to verbal dialogue.

Parental behavior is influenced by the respective culture of the interactive partners and their temperament and may be affected by possible parental illness, especially mental disorders (1). Sensitive maternal behavior toward offspring, whether infants, children, or adolescents, predicts socioemotional development, adaption (14, 15), and cognitive development (14, 16). A high amount of maternal warmth, low levels of punishing disciplinary actions, appropriate limit setting, and dyadic reciprocity within the interaction are associated with improved child self-regulation (17, 18) and resilience (13).

Given the central role of parent–child interactions in child development, it is clear that contextual factors such as cultural influences and parental mental health play an important role in shaping these interactions. Recognizing this, our study seeks to account for these influences by examining the psychometric properties of the CIB tool, thereby enhancing our understanding of parent–child interactions across contexts and ensuring the robustness of our research findings.




2 Background



2.1 Parent–child interaction in the context of parental mental illness

Parental interactive behavior can be impaired when a parent has a mental illness and may appear different from that of parents without a mental illness. The model of the transgenerational transmission of mental disorders (TTMDs) identifies parental hostility, rejection, low involvement, abuse, neglect, and lack of sensitivity as well as reduced child responsiveness and imitation as potential mechanisms of disorder transmission under the broad category of parent–child interaction (19, 20). A meta-analysis by Rodrigues et al. (21) points out that low parental sensitivity and child behavior problems are mutually reinforcing, with a stronger effect in older children. The parental ability to recognize the child’s behavioral signals and to respond promptly and adequately can be impaired by experiences of violence, abuse (22, 23), war (24), and different parental mental illnesses (25–29).

For instance, mothers with depression show more disengagement, are less responsive to their offspring’s distress and social signals, talk less with their children, tend to avoid eye contact, and are more easily irritated (30, 31). They also provide less affectionate touch, need more time to react to shifts in the child’s behavior, have difficulty in determining an appropriate level of stimulation for the child, and prevail less reciprocity in the interaction (30, 31). For parents with an anxiety disorder, findings appear to be more heterogeneous regarding low parental sensitivity due to methodological issues in primary studies (e.g., different anxiety disorders, no clinical interviews, and different paradigms) (29, 32, 33). Parents with anxiety disorders show increased controlling behavior and intrusiveness, and interactions appear to be driven by the parent’s agenda and plans rather than the child’s. In addition, it appears that parents with anxiety disorders have difficulty estimating the adequate intensity of the interaction, tend to overstimulate their children, and thus disregard the child’s signals (1, 30). Mothers with schizophrenia show less sensitivity, increased intrusive behaviors, more self-centeredness, and withdrawal behavior, and their behavior appears to be even more impaired than that of mothers with bipolar disorder or depression (34). Mothers with post-traumatic stress disorder (PTSD) show less supportive behavior and sensitivity and have difficulty recognizing their child’s affective state and behavior. They respond inadequately, and, as a result, their children show more withdrawing behavior (24, 35, 36).

The stated findings offer a brief overview of the many existing studies on parental, especially maternal, interactive behavior, predominantly using the Coding Interactive Behavior when a parent has a mental illness. While most studies focus on maternal mental illness in early childhood, little is known about its effect across the age span of middle childhood (37). A recent meta-analysis of parent–child interactions (38) reported that the mean age of the children was 44 months, and 94% of the primary studies assessed maternal interactive behavior. Cross-lagged analyses show that sensitivity plays an important role in middle childhood and adolescence as well (12). Both mothers and fathers are primary caregivers within a family, but parent–child interactions have been studied primarily in mother–child dyads (39). Moreover, most studies examining the impact of parental mental illness look at one specific disorder rather than various mental illnesses. This raises the question of whether a specific parental mental illness exhibits a unique behavioral profile or whether parents with a mental illness present a similar clinical picture across diagnostic categories and in contrast to parents without a mental illness. Parental interactive behavior appears to be of great importance for child development and is influenced by parental mental illness. The composition of constructs describing interactive behavior is also influenced by culture.




2.2 Parent–child interaction and cultural sensitivity

Every culture has its own set of shared values, norms, beliefs, and behaviors that are considered normative in one culture or society, but not necessarily in another. Cultural beliefs and specific behaviors appear to be stable over time and are communicated to new members of a culture. This accounts for parenting behavior as well, as it maintains cultural conceptions (40). Parental behavior has a direct impact on infant behavior through repeated exchanges and interpersonal relatedness of experiences (30). During the postpartum period, parental behavior appears to be more similar across societies but becomes more diverse and culturally sensitive as children grow up (1). Cultural norms and attitudes shape a parent’s behavior to be consistent with overarching cultural goals and values (41).

For instance, European and American mothers use more suggestions than commands to structure their child’s behavior, in contrast to Puerto Rican mothers who use more immediate cues such as commands, physical manipulation, positioning, and restrictions to attract and draw their child’s attention and guide their play (42). German parents are often characterized by a more distal parental style (43). Verbal communication and focused attention are more prevalent than physical contact. German parents encourage their child’s curiosity and creativity to promote autonomy, independence, and cognitive competencies (44) and perceive their child as an equal interactive partner (45). Furthermore, physical manipulation of children is an indicator of relationship disturbances in Western societies when observed in mother–child interactions with children older than 1 year. However, it can also be observed in father–child interactions and is considered normal because it is categorized as “rough-and-tumble” play that promotes the father–child bond (1, 46, 47). In summary, there are cultural and gender differences in the occurrence of parental behaviors in interactions. In addition, there appears to be a need for an objectifiable tool to classify behavior as well as a valid, comprehensive measurement model.




2.3 The Coding Interactive Behavior system

The CIB is an observable, macro-analytic measure of parent–child interactive behavior. The CIB is a global coding scheme for “free-play” interactions in dyads that takes into account the behavior of both interacting partners. The CIB uses developmental goal-adapted paradigms, such as free play for infants and preschoolers or a joint discussion of a pre-defined topic (e.g., planning a fun day together) at school-aged children, to assess human behavior. Depending on the age of the child, it comprises up to 42 items (Appendix A), of which 21 address the parent’s behavior, 16 assess the child’s behavior, five are dyadic codes, and two are additional overall codes (44 in total). Behaviors are rated on 9-point Likert-type scales, where 5 is a strong expression of behavior and 1 is a weak expression (2). The CIB codes are comprised of eight factors, sometimes called composites: parental sensitivity, intrusiveness, and limit setting; child engagement–involvement, withdrawal, and compliance; dyadic reciprocity; and negative states. Further, the CIB contains items that are central to a construct and other items that are part of a construct in some cultures but not in others or at certain stages of development. Parental acknowledgment is an important component of the parental sensitivity construct across ages and cultures, whereas parental affectionate touch is an essential component of the sensitivity construct in some cultures (1, 2). The interrater reliability of the CIB appears to be substantial (48), and the internal consistency of the different composites ranges between adequate and good (α = 0.72–0.95) in different samples (1, 2, 6, 48).

The CIB is a widely used tool, including samples of premature infants and their mothers (49), clinically referred infants (50), parents with a mental illness (51), and biological and socioemotional risk factors (6, 52). The CIB has been used in Western societies, such as Israel (53), Germany (23, 29), France (54), and Denmark (55), and in non-Western societies, including Palestinian families in Ramallah and the West Bank (41); the CIB appears to be sensitive toward cultural variation (53).

The psychometric properties are reported in several studies stating measures of reliability (6, 48, 56), but information on factorial validity is often lacking (57). In line with Steenhoff et al. (55), we were not able to identify any validation of the CIB within a sample of fathers, with the exception of the study conducted by the respective authors (55, 57). The postulated factor structure has only been validated and verified in a French sample of newborns and their mothers (54) and for the three parental factors within a well-resourced Danish sample of 5-year-olds and their parents without mental illness (55). The Danish study was able to identify the three parental factors for mothers and five paternal factors based on a reduced set of items. To our knowledge, there has been no independent validation and verification of either the measurement model or the factorial structure of the CIB in addition to the two studies mentioned. As the paper by Viaux-Savelon et al. (54) focused on newborns and the paper by Steenhoff et al. (55) on 5-year-olds, a validation of the factorial structure within a sample of German mothers and fathers with and without mental disorders and their children across a broader age range is lacking. Moreover, the former paper (55) only reported Cronbach’s alpha, missing further measures to assert the factorial structure.




2.4 Aims

In order to analyze group differences between parents with and without a mental illness, it is important to assess whether the theoretically formulated constructs can be identified within the present sample. Further, it is important to assess how the constructs are composed depending on the specific culture and the age range of the children. Finally, comparing the interactive behavior of parents with different mental illnesses to healthy controls is an important step in understanding the impact of mental illness on parenting behavior and child outcomes and in developing interventions to support families affected by mental illness.

This study is the first to examine the psychometric properties of the CIB within a sample of German parents with different mental disorders as well as healthy control parents and their children aged 3 to 12 years. Specifically, the aims were to investigate a) the item properties and b) the construct validity, with an emphasis on exploring the dimensional structure of the postulated composites. In this regard, exploratory factor analysis was conducted to investigate whether the latent factor structures of parents replicated the postulated CIB parenting constructs. Further, we aimed to investigate c) the reliability and d) the interrater reliability of the instrument. The present study aims to provide the psychometric properties to enable further substantive analysis.





3 Method

The Children of Mentally Ill Parents at Risk Evaluation (COMPARE)-family study is a prospective multicenter, confirmatory, randomized controlled phase III trial with two parallel arms (58), funded by the German Federal Ministry of Education and Research (BMBF), providing cognitive behavioral therapy for parents with a mental illness. For more information, see Stracke et al. (58), Christiansen et al. (19), and Zietlow et al. (59). The present COMPARE-interaction study within the COMPARE-family project is a subproject of the larger COMPARE-interaction (59) and COMPARE-family projects (19).



3.1 Participants

The participants in the interaction study consisted of a subsample of parent–child dyads recruited for the larger COMPARE-family study (19, 58) and a control group (CG) without mental illness. Families met the inclusion criteria for the interaction study if a) parent and child agreed to participate in a videotaped, semi-structured play paradigm; b) children were between the ages of 3 and 12; c) families had sufficient knowledge of the German language; and d) parents were seeking treatment and met diagnostic criteria for a mental disorder according to DSM-5 and children did not have a mental disorder requiring urgent treatment to meet the inclusion criteria for the experimental group (EG). If the families who participated in the COMPARE-family study did not provide their consent to be videotaped, they were not able to participate in the interaction study. To meet the inclusion criteria for the CG, both parent and child were required not to present with any mental illness, and parents were required to report that they had never been treated for or diagnosed with a mental illness. Participants were assessed between 2018 and 2021 at Philipps University Marburg, Justus Liebig University Giessen, and Technical University Dortmund.

Data were collected on 75 children and 60 parents in the EG and 74 children and 59 parents in the CG. An overview of the sociodemographic characteristics is provided in Table 1. In the EG, 46 parents participated with one child, 13 with two children, and one parent with three children. In the CG, 48 parents participated with one child, seven parents with two children, and four parents with three children.



Table 1 | Demographics of EG and CG.

[image: Table comparing characteristics of child and index patients in experimental (EG) and control (CG) groups. Child characteristics: EG has 52% female, 48% male, mean age 7.48 years; CG has 41.89% female, 43.23% male, mean age 8.5 years, with significant age difference (p = 0.02). Missing information: 14.88% in CG. Index patient characteristics: EG has 81.97% female, mean age 38.75 years, SES 4.76, cultural resources 4.91, 21.31% with migration background; CG has 86.44% female, mean age 41.83 years, SES 6.41, cultural resources 5.68, 6.78% with migration background. Significant differences in age, SES, and cultural resources (p < 0.05).]
The Shapiro–Wilk test was carried out to control for the distribution of demographic variables (60), and the Mann–Whitney test was used to control for group comparability regarding background characteristics and symptom severity (61). Furthermore, the socioeconomic status (SES) of children of parents with a mental illness was lower than that of controls (W = 104.50, p < 0.001). However, when looking at representative data of children and adolescents in Germany, the SES of both groups can be classified as low (62). To assess the SES of both groups, occupational status and net household income were converted into numbers between 1 and 7 according to the scales used in the second wave of the KiGGS study (62), and the mean of both values was calculated. Families with a migrant background were underrepresented in the study in both the EG and the CG (63). Children in the EG showed higher scores on the internalizing subscale of the Child Behavior Checklist (CBCL), and parents in the EG showed higher Brief Symptom Inventory–Global Severity Index (BSI–GSI) scores (see Table 2 for an overview of parent and child group differences). Participation in the study was voluntary for both groups, with families in the CG receiving a financial incentive. Families in the EG received gold standard CBT treatment according to the COMPARE-family protocol (58). Additional information on parental diagnosis is provided in the Appendix.



Table 2 | Independent samples t-test of CBCL and BSI.
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3.2 Measure

In the EG, parental diagnosis as well as potential child disorders were assessed using the Diagnostic Interview of Mental Disorders for parents and children (DIPS and Kinder-DIPS) (62, 64) and the Structured Interview for Preschool Ages (SIVA) (65) for children under the age of 6. In both the EG and the CG, parental psychopathology was assessed using the BSI (66), and child psychopathology was assessed using the German version of the CBCL-parent version (67). Due to the comparability of the groups, only BSI and CBCL scores are reported in the present article.



3.2.1 Child Behavior Checklist

The CBCL/6-18 (parent report) (68) was used to describe internalizing and externalizing behaviors in children age 6 years and older. The CBCL/11/2-5 (parent report) (69) was used to characterize internalizing and externalizing behaviors in children under 6 years of age. The standardized behavior scales quantify children’s and adolescents’ emotional and behavioral difficulties over the past 6 months. The CBCL/6-18 comprises 118 items, and the CBCL/11/2-5 comprises 99 items, each rated on a 3-point Likert-type scale ranging from 0 (never or not true) to 2 (often or very true). Items referring to rule-breaking and aggressive behavior were aggregated into an externalizing subscale. Items describing anxious/depressed, withdrawn/depressed, and somatic components were aggregated into an internalizing subscale. The CBCL has shown high test–retest reliability, criterion, and construct validity (70, 71). In the present study, the internal consistency of the total scale was α = 0.75.




3.2.2 The Brief Symptom Inventory

The BSI (66) is a self-report questionnaire for adolescents and adults that assesses the subjective impairment concerning somatic and psychological symptoms (66). It comprises 53 items, rated on 5-point Likert-type scales ranging from 0 (not at all) to 4 (very much). The items refer to nine primary symptom scales and three global indices that depict the global burden, such as the GSI. The internal consistency of the total scales for our sample was α = 0.91.




3.2.3 The Coding Interactive Behavior

The CIB is a global coding scheme for the analysis of behavior observations of dyads (2). The CIB enables the rating of specific behaviors and affective states of each interaction partner within a dyad, as well as an overall dyadic impression (2). The CIB appears to be sensitive to cultural variation (53), parental mental illness (51), biological and socioemotional risk factors (6, 52), and the effects of interventions (48, 72). The CIB is used from the newborn stage to adolescence with adapted coding manuals for the different age groups, providing manuals for newborns (2–36 months), preschoolers (3–6 years), school-aged children (6–12 years), and adolescents (2). The CIB is a 44-item global coding scheme that provides eight theoretically derived composites (48, 52, 53, 73–76), of which three composite scores with 22 items depict parental behaviors and affective states: Parent Sensitivity, Parent Intrusiveness, and Parent Limit Setting. Another three composites of 16 items are child-related: Child Social Involvement, Withdrawal, and Compliance to Parent. Two additional composites of five items refer to the dyadic behaviors and states: Dyadic Reciprocity and Dyadic Negative States (1, 2). Feldman (1) reported a sufficient model fit for the composites Parent Sensitivity, Parent Intrusiveness, Child Social Involvement, and Child Negative Affect [χ2 = 56.12, p = 0.18, goodness-of-fit index (GFI) = 0.94, adjusted goodness-of-fit index (AGFI) = 0.93, normed fit index (NFI) = 0.92, root mean square error of approximation (RMSEA) = 0.03].





3.3 Procedure

This study was approved by the Ethical Committees of Philipps University Marburg, Justus Liebig University Giessen, and Technical University Dortmund, Germany. The recruitment for the EG consisted of electronic and paper flyers as well as posters that were distributed in clinics and private practices, mental health hospitals, schools, bus commercials, topic-related readings, and Facebook. Furthermore, the research team contacted almost every local youth care institution that supports families and children in order to raise awareness of the project and to request that information about the project be forwarded to suitable families. The families in the CG were recruited as a convenience sample with electronic and paper flyers as well as posters that were distributed at schools, flea markets, and private practices and on Facebook.

All participating parents and children of school age gave their written informed consent prior to or on the date of the assessment. In the case of shared child custody, both parents provided written informed consent. Parents completed the CBCL and BSI questionnaires online. Parent–child interaction observations were carried out and videotaped by graduate students and undergraduate assistants at the respective universities in laboratory settings. The semi-structured play paradigm invited the parents to spend time together with their children as they usually do. Therefore, a set of several toys for free play situations was provided. Videos were pseudonymized afterward and exchanged between reliable raters to ensure the blindness of the raters toward group allocation and parental diagnosis. A subset of 21 videos was blindly coded by all reliable raters enrolled in a Ph.D. or postdoctoral program.




3.4 Data analysis



3.4.1 Item properties

Data from 149 dyads were used for the analysis of the item properties. The means and standard deviation of every item of the CIB were assessed. Table 3 shows all items as they are traditionally assigned to the original factors according to Feldman’s model (training provided by Ruth Feldman in 2020). For the items child Fatigue and Parent Depressed Mood, this was performed in their original form as well as after reversing them as suggested in the training provided by the research group of Feldman. In order to investigate how well the items differentiate between individuals in our sample, their discriminatory power was analyzed.



Table 3 | Original theoretical model.

[image: Table outlining parent, child, and dyadic composites with related items. Parent composites include sensitivity, intrusiveness, and limit setting. Child composites cover involvement, withdrawal, and compliance. Dyadic composites involve reciprocity and negative states. Core items are highlighted for each category.]
The item discrimination and reliability were reported based on our newly specified model. The item child Fatigue was inverted as suggested by the research group of Ruth Feldman within the training they provided in 2020. Regarding the item properties, an item difficulty of Pi of between 5 and 95 appears to be achievable if one aims to depict the whole spectrum of characteristic features and even wants to differentiate between persons with extreme expressions of characteristic values. Furthermore, discriminatory power >0.4 to 0.7 was considered good (77).




3.4.2 Construct validity

In the current study, we conducted an exploratory factor analysis (EFA) with the whole sample consisting of both the CG and EG.



3.4.2.1 Model adaption

We performed an EFA (78) using the R software package EFAtools [version 0.3.1 (79)]. The minimum and maximum number of factors to be extracted must be specified. We based this decision on a scree test (80) and a parallel analysis (81). In line with Preacher and MacCallum (82), we considered factor loadings smaller than 0.30 to be too small to be relevant and dropped them from further analysis. Therefore values .3 and above are displayed in bold letters. We assumed that the identified factors would correlate, as composites have been found to correlate in previous research (8). We decided to start with an EFA, as this is the first study examining the dimensional structure of the CIB within a sample of parents with various mental illnesses as well as including the item Parent Depressed Mood, and we aimed to explore the data without making any prior assumptions. We performed the EFA with the total sample of 149 dyads using oblimin, promax, and bifactor rotations and a minimal residual resolution (minres) using principal axis factoring (PAF) to calculate the model fit.

An EFA can provide evidence of whether current CIB practice mostly based on samples of dyads with infants from diverse cultural backgrounds is justified in a sample of preschool and school-age German-speaking children–parent dyads. Further, it can especially help to approach the question of dimensionality. By using several rotations, we can sketch avenues for further work on an appropriate measurement model, which would need to be based on a larger sample. For applications with relatively pure scores for subscales, we employed promax, oblimin, and bifactor (83).





3.4.3 Predictive validity

Since the CIB items have repeatedly been demonstrated to be indicative of group differences, especially in the context of mental health, item scores and EFA factor scores were validated based on the CG and the EG. Two different methods were employed: (1) three multivariate analyses of variance (MANOVAs), each with the factor group (CG vs. EG) based on the factor scores of oblimin, promax, and oblique bifactor. The scores were deemed predictive if the MANOVAs were significant, indicating some latent mean group differences. For an appropriate test procedure, Friedrich and Pauly’s (84) MANOVA for heteroscedastic data was used. (2) A logistic regression with a (relaxed) least absolute shrinkage and selection operator (LASSO) was used to predict group membership. All factor scores and all item scores were used. Tuning of the LASSO was by 10-fold cross-validation. Based on a recent critical review of labeling conventions of area under the curve (AUC) values by de Hond et al. (85), the AUC was interpreted.




3.4.4 Reliability

Cronbach’s alpha was used to calculate the internal consistency of the different composites presented in the factor analysis. A minimum value of 0.80 was considered good. Nevertheless, the number of items included was taken into account when interpreting the alpha coefficient (86).




3.4.5 Interrater reliability

Reliable raters were trained to code with a substantial agreement of at least 80%. In order to achieve this, training was first provided by the research group of Ruth Feldman, and in a next step within the group of raters. A subset of 27 videos out of the 149 parent–child interactions was chosen for reliability training, with the aim of covering all age groups present in the study, as the initial training predominantly covered children of newborn and infant age. Videos were individually coded by each rater, and discrepancies in the ratings were solved through discussion to achieve a deep, shared understanding of the postulated items within the research group.

To calculate interrater agreement, a subset of 20% of the videos was randomly chosen and coded by four raters at the different study centers. The intraclass correlation coefficient (ICC) was calculated using a one-way random-effects model for multiple raters, and the average of k ratings was selected for absolute agreement (87) using the R psych software package [version 2.1.3 (88)]. Absolute agreement for the items Compliance to Parent, Reliance on Parent for Help, Child Fatigue Recoded, Alert, Parent Anxiety, and Parent Appropriate Range of Affect was moderate (0.50–0.75). The ICC for all remaining 38 items was good (0.75–0.90) to excellent (>0.90).






4 Results



4.1 Item properties

First, the analysis of the item properties was performed based on the model suggested by Feldman and her research group. However, the EFA of the CIB scales revealed a different five-factor structure. Therefore, the analyses were re-run using this revised model. The report of the results regarding item properties was restricted to these second analyses.



4.1.1 Parental scales

The item difficulty of all parental items ranged from Pi = 20.13 (Forcing) to Pi = 92.62 (Consistency of Style and Parental Depression Recoded). Only the Parent Anxiety item achieved an item difficulty greater than Pi = 95 and was therefore excluded from further analysis.

The means of the items of the postulated Sensitivity scale ranged from M = 1.18 (SD = 0.5; Affectionate Touch) to M = 4.37 (SD = 0.68; Parent Gaze), with a possible maximum of 5. The discriminatory powers ranged from rit(i) = −0.02 (Affectionate Touch) to rit(i) = 0.68 (Elaborating and Acknowledging). The discriminatory power of all items was considered good (>0.40), except for the items Praising and Affectionate Touch, which were considered poor (<0.20).

The means of the items on the postulated Intrusiveness scale ranged from M = 1.01 (SD = 0.06; Forcing) to M = 1.63 (SD = 0.83; Overriding), with a possible minimum of 1 and maximum of 5.0. The discriminatory powers ranged from rit(i) = 0.0 (Forcing) to rit(i) = 0.98 (Overriding). The items Parent Negative Affect and Hostility showed weak discriminatory power (<0.40), and the items Forcing and Parent Anxiety even displayed poor discriminatory power close to 0. The remaining items of the Intrusiveness Scale showed good discriminatory power.

The means of the items on the postulated Limit Setting scale ranged from M = 4.61 (SD = 0.7; Appropriate Structure) to M = 4.63 (SD = 0.61; Consistency of Style), with a possible maximum of 5.0. The discriminatory powers ranged from rit(i) = 0.34 (Parent On-Task Persistence) to rit(i) = 0.64 (Parent Appropriate Structure). The discriminatory power was weak (<0.40) for one item (Parent On-Task Persistence) and good for the remaining items.




4.1.2 Child scales

The item difficulty of all child items ranged from Pi = 22.55 (Child negative affect and Withdrawal) to Pi = 94.77 (Child Gaze). Only the item Fatigue Recoded achieved an item difficulty above Pi = 95 (p = 98.46) and was therefore excluded from further analysis.

Means of the items of the postulated Child Involvement Scale ranged from M = 2.16 (SD = 1.38; Creative–Symbolic Play) to M = 4.28 (SD = 0.68; Competent Use of the Environment), excluding Fatigue M = 1.08 (SD = 0.3) and Fatigue Recoded M = 4.92 (SD = 0.3). The discriminatory powers ranged from rit(i) = 0.47 (Child Gaze) to rit(i) = 0.73 (Child Positive Affect). The discriminatory power was good, except for the item Fatigue Recoded, which showed weak discriminative power rit(i) = 0.16.

The means of the items of the postulated Withdrawal Scale ranged from M = 1.09 (SD = 0.29; Avoidance of Parent) to M = 1.14 (SD = 0.34; Withdrawal). The item difficulty and discriminatory powers ranged from Pi = 1.08, rit(i) = 0.07 (Avoidance of Parent) to Pi = 1.14, rit(i) = 0.27 (Withdrawal). All items on the scale showed weak discrimination.

Means of the items of the postulated Compliance to Parent scale ranged from M = 1.69 (SD = 0.82; Reliance on Parent for Help) to M = 4.72 (SD = 0.48; On-Task Persistence). The discriminatory powers ranged from weak rit(i) = 0.01 (Reliance on Parent for Help) to good rit(i) = 0.63 (Compliance to Parent).




4.1.3 Dyadic scales

Item difficulty of all dyadic items was within the spectrum of 5 ≤ Pi ≤ 20, e.g., 80 ≤ 95.

Means of the items of the postulated Dyadic Reciprocity scale ranged from M = 3.84 (SD = 0.86; Dyadic Reciprocity) to M = 3.94 (SD = 0.74; Adaptation-Regulation). The discriminatory powers ranged from rit(i) = 0.65 (Adaptation-Regulation) to rit(i) = 0.79 (Fluency).

Means of the items of the postulated Dyadic Negative States scale ranged from M = 1.19 (SD = 0.43; Tension) to M = 1.61 (SD = 0.75; Constriction). The discriminatory powers ranged from rit(i) = −0.43 (Tension) to rit(i) = −0.71 (Constriction).





4.2 Construct validity



4.2.1 Preliminary analysis

The data for the assumption of univariate and multivariate normality were tested with respect to skewness and kurtosis. For skewness and kurtosis, the items Parent Depressed Mood and Child Fatigue were imputed in their original form, as recoded items would only result in reversed skewness values. Overall, 26 out of 44 items showed values of skewness greater than I1I, and 23 items showed kurtosis greater than I1I. For all 26 items, skewness was significant, and 23 items showed significant kurtosis.




4.2.2 EFA

Bartlett’s test of sphericity, which tests the significance of the item correlations within a correlation matrix, resulted in χ2 (721) = 4,119.98, p < 0.00, indicating that factor analysis appears appropriate (89). The Kaiser–Meyer–Olkin (KMO) test revealed an overall KMO = 0.87 and was therefore considered meritorious, indicating that the strength of the relationship between the items was high (90). The KMO for the items Praising, Affectionate Touch, On-Task Persistence, Criticizing, child Persistence, and Creative Play were below 0.5. Therefore, they were excluded from further analysis. The empirical Kaiser–Guttman criterion (KGC) suggested the extraction of five factors. The scree plot revealed five eigenvalues before the substantial drop. In the parallel analysis, there were six eigenvalues before the point of intersection of the present data with the data line simulated from random data. However, the sixth eigenvalue was very close to the randomly generated plot. The Velicer MAP test (91, 92) achieved a minimum of 0.02 with six factors, and the empirical Bayesian information criterion (BIC) achieved a minimum of −2,330.4 with five factors when using promax, oblimin, or bifactor rotation. Based on these results, the goodness-of-fit indices of a one-factor baseline model and a five-factor model were compared with the reduced item pool as proposed in the KMO analysis (Table 4) (93, 94).



Table 4 | Model fit exploratory factor analysis (minres PAF estimator).
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A model fit is considered to be good if χ2/df ≤ 2 or as acceptable if χ2/df ≤ 3 (95). The inspection of the fit indices of the different EFA models indicated that the reduced five-factor solution when removing the items Parent Anxiety, Praising, Affectionate Touch, child Fatigue Recoded, and Reliance on Parent for Help represented the data the best and resulted in a good model fit of χ2/df = 1.88, Tucker–Lewis index (TLI) = 0.80 appeared mediocre (TLI ≥ 0.8), and RMSEA = 0.08 appeared to be acceptable (RMSEA ≤ 0.08). It was decided to continue with the reduced five-factor model. Table 5 shows the factor loadings of the generated model using promax rotation. Please compare the Appendix for the EFA using oblimin and bifactor rotations.



Table 5 | Factor loadings on the 5-factor EFA model (promax) (n = 149).

[image: Table showing exploratory factor analysis results with five factors: "Parent Sensitivity/Reciprocity," "Parent Intrusiveness," "Child Involvement," "Parent Limit Setting/Child Persistence," and "Child Withdrawal." Each row lists variables with corresponding factor loadings, and the applied rotation method is promax.]
In contrast to Feldman’s postulated eight-factor model, our EFA revealed a five-factor model. We identified factors related to traditional factors such as Parental Sensitivity/Reciprocity, Parental Intrusiveness, Child Involvement, Parent Limit Setting/Child Compliance, and Child Withdrawal, as shown in Table 5. However, the EFA model did not identify separate factors associated with the individual for parental, child, and dyadic behaviors. Within the EFA using bifactor rotation, we were able to identify a main factor. This was related to parental sensitivity, dyadic reciprocity, and child involvement. The other four factors were Parent Sensitivity, Parent Intrusiveness, Child Withdrawal, and Parent Limit Setting/Child Compliance (see Appendix).

In this study, we conducted EFA using promax, oblimin, and bifactor rotations to explore the underlying structure of the observed variables. Factors related to Parental Sensitivity/Reciprocity, Parental Intrusiveness, Child Involvement, Parent Limit Setting/Child Compliance, and Child Withdrawal were identified in both analyses (see Table 6). The Appendix presents the factor loadings, the proportion of variance explained, and factor correlations obtained from the oblimin rotation.



Table 6 | Factors identified using different rotations for EFA.
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The results of the rotated factor solution using promax rotation provide important insights into the underlying structure of the variables under consideration (Table 7). The proportion of variance explained by each factor provides valuable information about the relative importance of these factors in explaining the variability in the observed data.



Table 7 | Eigenvalues, variance explained, and factor correlations for rotated factor solution using promax rotation.
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Factor 1, identified as Parent Sensitivity/Reciprocity, emerged as the most influential factor, explaining 37.7% of the variance in the data, followed by Factor 2, representing Parent Intrusiveness, which explained 20.9% of the variance. Factor 3, which captured Child Involvement, accounted for 16.7% of the variance, while Factors 4 and 5, which represented Parent Limit Setting/Child Persistence and Child Withdrawal, explained 12.9% and 11.8% of the variance, respectively. The cumulative proportion of variance explained by all five factors was 100%, indicating that together they comprehensively accounted for the variability in the observed variables. In addition, the correlations between the factors provide insight into the interrelationships among the underlying constructs. Factors 1 and 3 showed a moderate positive correlation (0.468), suggesting a relationship between Parent Sensitivity/Reciprocity and child involvement. Conversely, Factors 1 and 2 showed a negative correlation (−0.590), suggesting a possible trade-off between Parent Sensitivity/Reciprocity and Parent Intrusiveness.




4.2.3 Predictive validity

None of the three MANOVAs were significant. The logistic regression reached a maximal AUC during cross-validation of approximately 0.67, with seven items—Parent Positive Affect, Parent Depression Recoded, Parent Appropriate Range of Affect, Parent On-Task Persistence, Child Compliance, Child Affection to Parent, and Dyadic Constriction—influencing the prediction. There was, hence, weak evidence of the predictive usefulness of some of the CIB items, but none of the factor scores contributed to the prediction. An AUC value of 0.67 indicated that the model was moderately effective at distinguishing between the two classes, resp. groups.




4.2.4 Reliability

Reliability analysis was based on the original model formulated by Feldman (1998) (2) (Model A) and the newly specified Model B, which lacked the independent dyadic factors Reciprocity and Tension. We computed Cronbach’s α coefficients based on our model as a measure of internal consistency. The results are displayed in Table 8. All α coefficients were slightly better in Model B, except for the α coefficients for the factor Involvement. For Child Withdrawal, internal consistency was questionable with very low values of Cronbach’s α (see Table 8 for details). The identified α coefficients are in contrast to the α coefficients identified by Keren and Feldman (96) in young children, which ranged from 0.85 to 0.95 and were based on the traditional measure model.



Table 8 | Cronbach’s α for the traditional Model A formulated by R. Feldman and the newly specified Model B retrieved from the EFA.
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5 Discussion

The present study evaluated the factor structure of the CIB in a sample of German parents with and without a mental illness. The study adds to the previous research by providing a comprehensive analysis of the psychometric properties of the CIB. The authors first considered the item properties, followed by the construct validity, with a focus on examining the dimensional structure, the measure invariance, and the reliability of the instrument. The respective objectives are shown in italics and bold in the following section.

The analysis of the item properties resulted in a 32-item CIB version and suggested the elimination of 10 items within the present sample. The application of the KMO revealed that seven items—Parent Forcing, Praising, Affectionate Touch, On-Task Persistence, Criticizing, child Persistence, and Creative Play—should be removed in order to best represent the data, as they were not fit for factorial analysis (90). These findings are similar to those of Steenhoff et al. (55), who performed the EFA for mothers and fathers separately. The KMO in their study suggested the elimination of the parental items Forcing, Depressed Mood, Praising, Affectionate Touch, and Object Oriented for mothers. For fathers, the KMO indicated the removal of Overriding, Anxiety, Criticizing, and Affectionate Touch.

In our study and based on our sample, the removed items show a few weaknesses: Reliance on Parent for Help, Praising, and Affectionate Touch showed weak discriminatory power in the present sample. Starting with Affectionate Touch, the item showed a low mean, indicating that this behavior was rarely observed. This is not surprising, as Affectionate Touch has been described as a culturally sensitive item (1), and in parenting in Northern and Middle European countries, such as Germany or Denmark, less physical closeness/touching and more distal behaviors are observed (43), compared to countries in Southern Europe or Israel (97, 98), where the instrument was originally developed. Apart from that, parental Affectionate Touch tends to decrease as children grow older (99). According to Keller et al. (44), German parents place great value on a child’s autonomy and cognitive competence, and children are perceived as equal interactive partners from an early age (45). This might also provide an explanation for the weak discrimination of the item Reliance on Parent for Help.

Both the Danish mothers without any mental illness and the parents in our mixed German sample showed little praise for their children’s actions. However, Viaux-Savelon et al. (55) were able to identify maternal praise in their sample of mothers with and without a mental illness and their children up to 2 months of age. It can therefore be concluded that maternal or parental praising can be observed in Central European cultures but seems to be sensitive toward the children’s age, emerging in dyads with very young children.

Additionally, Parent Anxiety and Child Fatigue Recoded achieved weak discrimination and a high item difficulty, suggesting that they were too difficult. The poor discriminatory power and high item difficulty of Parent Anxiety are surprising, as one might expect to observe various expressions of anxious behaviors in the present sample. This is in contrast to the Danish study, which was able to keep the item in the model for mothers but not for fathers (55), and the French study for clinically and non-clinically referred mothers (54). One might assume a gender difference when aiming to investigate parental anxious behavior, which should be further investigated. Another possible explanation may be that one might expect multidimensionality, which calls for factorial analysis when items present with poor discriminatory power (77). Unlike the study by Steenhoff et al. (55), the items Depressed Mood, Overriding, and Critique were suitable to enter factorial analysis in our sample. This may be caused by the sample composition of parents with and without a mental illness.

The analysis of construct validity resulted in a five-factor model with the following factors: Parental Sensitivity/Reciprocity, Parental Intrusiveness, Child Involvement, Parental Limit Setting/Child Compliance, and Child Withdrawal. The analyses indicated that parent limit setting merges with the factor of child compliance and parental sensitivity merges with dyadic reciprocity. This is not surprising, as strong associations between the two factors have been described in the previous research. According to the paper by Stuart et al. (100), we were also unable to identify isolated dyadic factors. For example, sensitivity and reciprocity were loaded on a common factor. When utilizing the bifactor model, we identified a general dyadic factor that represents positive aspects of parent–child interactions and is associated with sensitivity.

The bifactor model provides a clearer understanding of the underlying structure of the CIB data by decomposing variance into general and specific factors. One potential future direction is to differentiate between dyads using the dyadic main factor from the bifactor model. However, further research is necessary to investigate the differences and possible advantages of a general factor model and the traditional eight-factor model.

Additionally, this raises the question of whether parental sensitive behavior within an interaction can be assessed independently of dyadic behavior and thus also of the child’s behavior. This statistical inseparability at the factor level raises exciting questions for future research projects, and possible practical implications should be investigated in more detail.

Previous studies identified intrusive behavior to be more prevalent within the interactions of parents with anxiety disorders (1, 30) and schizophrenia (34). We were able to identify a strong factor depicting intrusiveness with a good internal consistency (α = 0.80). As disregarding a child’s signals and needs, overriding parental behavior, has been described to be more prevalent in parents with a mental illness (1), an imputation of not only the factor Intrusiveness but also the item parental Overriding might be of interest in future analyses. Overriding is the main aspect of the factor Intrusiveness, and the single item can be used as an index of intrusive parenting behavior (101). Another possibility to capture negative aspects of interactions in families of parents with a mental illness may be to measure the absence of sensitivity rather than the presence of intrusiveness. The results of various studies of parental depression, anxiety disorders (30), and PTSD (24, 35, 36) emphasized low levels of sensitivity. As evidence of factorial validity is only reported in very few studies on behavior observation instruments (57), the assessment of the dimensionality of the theoretically driven composites using factor analysis is a special highlight of the present article.

The consistency of the five factors across both rotation methods enhances the robustness and generalizability of our findings, providing confidence in the stability of the identified factor structure. The use of both rotation methods provides a comprehensive examination of the data and allows for a robust interpretation of the factor structure. This approach enhances the validity and reliability of the findings and facilitates a deeper understanding of the relationships between the variables under study.

As observational studies often fail to meet statistical standards for both reliability and validity (102), a major advantage of the present study is to first examine the validity of the instrument used before considering other observation-specific components (e.g., reliability, task, and setting) (57, 103). The Child Withdrawal factor showed poor internal consistency. Unlike the study by Steenhoff et al. (2019) (55), which reported moderate internal consistency reliability for Parent Limit Setting, we were able to obtain alpha values above acceptable. Low alpha values can be caused by a small number of items, poor inter-relatedness, or heterogeneous constructs (104). Apart from the Danish study by Steenhoff et al. (55), which only assessed the parental constructs, this is the first independent study to present the internal consistency of the theoretically derived factors of the CIB within a sample of children aged 3 to 12 years, indicating that the factor Child Withdrawal should be used and interpreted with caution when studying the respective sample.

We depicted a strong interdependence between parental sensitivity and child involvement in the factor correlations. These factors have been associated with protective behavioral factors that promote child wellbeing (17, 18) and resilience (13) in previous studies.

The statistical analyses provide insights into the predictive validity of the CIB items in parent–child interactions. Although the three MANOVA tests were not significant, the logistic regression model showed a moderate AUC. This indicates a moderate level of effectiveness in distinguishing between the two groups or classes under consideration. Notably, seven specific items emerged as influential predictors in the logistic regression model: Parent Positive Affect, Parent Depression (recoded), Parent Appropriate Range of Affect, Parent On-Task Persistence, Child Compliance, Child Affection to Parent, and Dyadic Constriction. Against the background of various parental mental illnesses, the parental items all seem to address parental affect and appear to be able to distinguish well between the group affiliations within the present sample. This finding is of particular importance, as the present sample is the first with the various parental mental illnesses. The items Child Compliance and Child Affection to Parent are likely important aspects of parent–child interactions during middle childhood that can differentiate between the two groups. These items are developmentally significant and can provide valuable insight into the parent–child relationship. At the same time, it should be noted that children’s behavior is not solely determined by their own actions but also influenced by the behavior of their parents. Therefore, it can be assumed that parental and child effects within the interaction mutually influence each other. However, it must be said at this point that these findings cannot be generalized to other populations.

Although these findings suggest weak evidence of the predictive utility of some CIB items, it is important to note that none of the factor scores derived from exploratory factor analysis made a significant contribution to the prediction. Therefore, while the logistic regression model demonstrates moderate discriminative ability, the lack of significant contribution from factor scores implies a nuanced relationship between CIB items and predictive outcomes. These findings emphasize the intricate nature of interactions between parents and children and emphasize the necessity for additional research to clarify the specific mechanisms that underlie predictive validity in this area. The CIB factors did not seem to be sufficiently sensitive to illustrate differences in interaction within a sample of parents with various mental illnesses. Given that the CIB has historically been utilized for particular disorders, this discovery appears to be novel. To apply the CIB to the described sample or similar ones in the future, additional measurement instruments may be necessary.

To substantiate the robustness of our findings and further establish the reliability of the instrument, future research efforts should prioritize the expansion of the participant pool to capture a larger sample. Furthermore, the inclusion of additional psychometric quality criteria such as test–retest stability and the assessment of convergent and divergent validity will contribute to a more comprehensive validation framework for the instrument and thus improve its reliability and applicability in different contexts.




6 Limitations

The present study was mainly limited by the small sample size. According to Kline (105), the sample should comprise at least five participants per model parameter for factor analyses, which was not met by the present data. Observational studies require significant resources for data acquisition, compared to questionnaire studies. In the context of observational studies, our sample size is quite considerable. The present analysis therefore provides a first attempt to investigate the factorial validity of the CIB given the limitations of such observational tools. Additionally, the sample was not representative of the German population, such that, for example, few fathers participated in the present study. Similar challenges regarding the sample size, parental gender, and representativity have been reported by Steenhoff et al. (55), and future studies should aim for larger sample sizes, emphasizing the recruitment of fathers to enable group comparisons across parental gender. Within the CIB, two different coding manuals are used for children under and over the age of 6. Although this approach takes developmental differences into account, it introduces a potential confounding factor that can significantly affect the validity of the study. The presence of different manuals raises concerns about the generalizability and comparability of results across different age groups, which could affect the robustness of the validation study. Future research efforts in this area should explore methods that ensure more homogeneous age groups to improve the internal validity and reliability of the observed parent–child interactions.

The confirmatory factor analysis (CFA) and subsequent assessments of measure invariance were compromised by the challenging model fits ranging from poor to satisfactory. However, achieving a good model fit in a large model based on small samples has been described as challenging because common fit indices are sensitive to sample sizes (106). Most studies using behavior observations are limited by small sample sizes and often do not report model fit indices. This association should be assessed more precisely in further studies.

We included multiple children within one family in our study, resulting in a nested data structure, but did not perform multilevel analysis. This is a serious limitation of the present study. Ignoring this nested structure can lead to underestimation of the variability within the higher-level units and overestimation of the variability within the lower-level units. Further, we did not analyze associations between the specific parental diagnoses and interactive behavior, as this is beyond the scope of the present article. These various statistical possibilities should be exhausted in future analyses.




7 Conclusion

In conclusion, this study systematically evaluated the factor structure and psychometric properties of the CIB in a sample of German parents, both with and without a mental illness. The comprehensive analysis encompassed item properties, construct validity, and model fit in the context of confirmatory and exploratory factor analyses. The findings revealed the need for refinement in the CIB instrument, with the elimination of specific items that demonstrated weak discriminatory power or were culturally sensitive, reflecting nuances in parenting practices across different regions. Moreover, the identification of a statistical inseparability at the factor level raised intriguing questions for future research and emphasized the necessity of exploring these nuances for an improved understanding of parent–child interactions. While the study offered valuable insights into the factor structure and validity of the CIB, it also acknowledged limitations, including a relatively small sample size and challenges in achieving optimal model fits, which are common in observational studies.

In conclusion, this research contributes to the ongoing refinement of the CIB instrument and underscores the importance of cultural context, parental mental illness, and developmental considerations in understanding parent–child interactions.
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To elicit compassion and communicate urgency to policy makers and governments, researchers and program developers have promoted a narrative of vulnerability and risk to frame the experience of families when parents have been diagnosed with mental illness. Developed within a western medicalised socio-cultural context, this frame has provided a focus on the need for prevention and early intervention in service responses while also unintentionally ‘othering’ these families and individualizing the ‘problem’. This frame has had some unintended consequences of seeing these families through a deficit-saturated lens that misses strengths and separates family members’ outcomes from each other. This paper raises questions about the continued fit of this frame and suggests a need to reimagine a new one.
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Introduction

Over the last 30 years researchers and service providers have sought to bring the attention of practitioners, policymakers and governments to families in which a parent experiences mental or substance use disorders. In this paper, we intentionally use the term ‘mental illness’ in line with the dominant language of the existing framing. However, we honor the important shifts that are occurring around how mental illness is understood and described, leading to the use of dynamic and humanistic terms, such as mental distress, mental health challenges, mental ill health, psychological distress and others. This present and emerging language is aligned with reimagining frames. We additionally acknowledge that the term ‘mental illness’ has historically had blurred boundaries and variously incorporated and excluded a range of conditions experienced by parents, including substance use disorders. Similarly, we refer to families and parents with acknowledgment that these relationships are socially defined and can mean different things to different people.

The body of work in the field of family mental illness has aimed to raise awareness of the prevalence and needs of parents with mental illness and their children. This has resulted in national and international efforts for change (1, 2) acknowledgment in law and policy, service development initiatives, the development of varied programs and a vast collection of literature bringing attention to the issues and a range of global research efforts documenting shifts and progress over time (3–8). Much of this work overwhelmingly presents these families, parents and children to be ‘vulnerable’ and ‘at risk’.

The vulnerability and risk frame positions children who have a parent with a mental illness as “among the most vulnerable in our communities” (9) (p. 350), at risk of mental illness, physical, social or psychological harm and vulnerable to further adversity as a result of their parents’ mental illness, subsequently requiring expert intervention “as early as possible to prevent future negative outcomes” (9) (p. 351). Framed in this way, urgency and priority are communicated for the purposes of recognizing the discrete experiences of this population, drawing attention to their needs and stimulating action. In this paper, building on long-standing calls (e.g., Gladstone, Boydell) (10), we suggest that despite the role it has played in raising awareness, there is a pressing need for overt reflection on the effects and challenges of this frame and building collective efforts to integrate a new one into academic, clinical and social discourse.

The concept of ‘frames’ has been constructed from the fields of linguistics, political science, sociology, and psychology. Framing relates to choices made about how information is presented and how these choices influence people’s attitudes, understandings, and actions (11). Frames are reinforced through words which use values, metaphors, tone or data to emphasize and de-emphasize patterns. Frames align to paradigms and are then reinforced through discourses, which shape how we see and think about people or populations and subsequently how society responds or supports them (12, 13). Discourses also influence which problems are identified (e.g., ‘parental mental illness’) and the solutions sought (e.g., ‘early intervention to mitigate risk’) and form the mental structures that shape our ideas and concepts to give us our understanding of reality (13).



What underpins the vulnerability and risk frame

Frames exist in the context of wider society. In western society, the context of the risk and vulnerability frame is influenced, in part, by the intersecting influences of medical approaches to health and illness, neoliberal approaches to government and individualistic social structures. Governments across western countries largely drive policy agendas that reflect neoliberalist politics (14), there by reinforcing individualist constructs of health and wellbeing as personal choices, rather than complex interconnections between systems. This cultural framing of individualism has also led to a separate focus on individual family members; for example, parent mental health, child mental health and infant mental health are viewed as distinct streams which function often in isolation, and sometimes in competition (15). Individualist approaches also foster a preoccupation with interventions targeting specific behaviors or situations (15) with a focus of funneling resources to those ‘most at risk’ (16). This approach has been seen across the family mental health field, with increasing compartmentalisation and copyrighting of interventional models, with a seeming lack of reflection on their shared components, sustainability or equitable distribution.

Interventions which target vulnerable children, such as those with a parent with mental illness, are largely in place to reduce future burdens upon society from adults with complex needs or incapacity. In this way, children are framed as future adults who exist within a binary of ‘productive or unproductive’. To mediate this binary, discourses of risk and vulnerability also foster a concurrent discourse of resilience. Positioning some individuals or families as resilient places the agency and responsibility in the individual and distracts from wider government and social responsibilities. It also justifies more interventions and programs, including supporting identified ‘vulnerable’ individuals to cope with their conditions and circumstances through a depoliticised lens (17). Focusing on building individual resilience rather than reducing harm can also serve to justify cuts to systems like welfare and child protection (17).

Concurrently, western mental health systems are largely based around biomedical understandings of health and illness in which altered states or distress are understood as having a biological basis (18). While biomedical approaches have enabled a systemised way of studying mental distress and raised awareness and legitimacy of mental health as a component within health, they also inherently devalue the relational components of families, except as supportive or practical aides to individual treatment approaches. Subsequently within adult mental health services, parenting status remains underreported, and even within progressive models of care, families remain largely side-lined except when viewed through a lens of risk and vulnerability. To sustain the dominant paradigm of biomedical psychiatry and the associated frame of risk and vulnerability, research funding and service models and outcome approaches are prioritized which position mental illnesses as brain disorders requiring biological and pharmacological treatments to target imbalances and abnormalities. For children of parents with mental illness, this has resulted in research focusing primarily on identifying and responding to risks and vulnerability.



Purposes the frame has served

The language and concepts of discourses shape the way problems are understood and the subsequent actions required. Discourses are productive, as Bacchi states ‘Discourses accomplish things. They make things happen’ (19) [p. 35]. The framing of families, parents and children as vulnerable, with children positioned to be ‘at risk’ of poor outcomes and intergenerational mental illness, has served a number of social, political and pragmatic purposes. It has led to an academic and clinical focus on identifying and articulating risks and mental health outcomes, advocating for families in which risk is highest and funding interventions to reduce vulnerability. It has also created legitimacy for families and children in the space of intergenerational intervention, advocated for prevention and early intervention within service paradigms and formed a shared language for services, clinicians, policy-makers and politicians to amplify urgency. It has also contributed to international action and momentum, generating prospective and collective knowledge, practice and policy to manage risk (20).

The discourse of infant and child mental health has created actionable directions through its focus on neuroscience, genetic vulnerability, recognizing the importance of the early years for lifelong health and development and emphasizing critical periods of intervention. It has also re-centered the primacy of attachment and family relationships as a foundation for development and increased awareness of the impacts of childhood adversity on development, leading to resource development and interventional models. Notions of risk and vulnerability in this way have created a sense of urgency which has enabled a focus on, and subsequent funding for, preventative approaches and early intervention.

The identification of particular groups of families, parents and children as ‘vulnerable’ has served to create a platform for connectedness to others with shared understanding. The creation of spaces that privilege a group based on their shared identity can assist in defining the self in relation to others (21). This fostering of group identity can help to mitigate stigma, decrease isolation and enable a sense of belonging. The frame has thus enabled opportunities to promote equity, focusing attention on the needs of families, parents and children, which in turn has provided the foundation for numerous peer support programs (22, 23) as well as other well-received and respected interventions.

Mental health awareness campaigns and the vulnerability and risk frame have led to increased service demand and sector justification. Foulkes and Andrews (24) propose that this relationship may be bi-directional, that is, increased rates of mental health problems drive increased awareness efforts, but the awareness efforts themselves then lead to increased reporting and experiencing of symptoms, a cycle they call prevalence inflation. Prevalence inflation serves important purposes in driving industry, justifying increased specialized services and funding and reducing stigma. In this way, the framing of children of parents with mental illness as vulnerable and needing interventions has allowed for activation of service responses to support families. In short, focusing on systematically identifying parents and children within mental health services, benevolently othering them based on their determined risk and vulnerability and then devising interventions delivered by experts to reduce their genetic load and prevent intergenerational mental illness has served an important role in activating and sustaining service responses. However, it also activates problematic ideas, values and understandings.



Challenges caused by the frame

The frame of vulnerability and risk creates a narrowed view which overlooks families’ other circumstances, challenges, resources and strengths, positing that the illness of a parent is the primary ‘problem’ which then determines the family members’ individual and collective outcomes and needs. Without a broader lens of the social and structural determinants of health and wellbeing, the ideas for how to promote wellbeing are constricted to illness-related interventions or solutions (25). Not only does this strip the family of the opportunity to be seen and understood within their complexity, it also locates the problem at a family level, obscuring community, systems or structural solutions that are needed.

Positioning the parent’s illness as ‘the problem’ can separate family members’ outcomes, at times creating a false choice of parents’ needs versus children’s’ needs when one is prioritized or centered. For example, when children are at risk because of a parent’s illness or their own experiences are viewed as symptoms of vulnerability, individuals are unintentionally placed in opposition, distracting from the intertwined and bi-directional nature of familial experiences (26–28). In addition, the framing of risk and vulnerability can lead to parental shame and self-blame, undermining agency, self-efficacy and sense of confidence in parenting. The frame also makes parents with mental illness less likely to identify themselves in service systems or to seek support for themselves or their children, due to risk of judgment and scrutiny (29).

A deficit focus on parents, children and families within services and research leads to an over-emphasis on assessing risks, needs and shortfalls and creating problem-saturated formulations which can get in the way of providing effective support. For example, an evaluation of a Dutch family needs tool (30) identified that the safety and risk frame surrounding its use, led to a practice overly focused on ‘truth-finding’ about safety, rather than identifying needs for the provision of support. Thus, the frame influences how engagement occurs, creating relational suspiciousness, at times leading to assumptions of incapacity and creating environments where the parent, child or family feel defensive, undermining trust and the opportunity for working in collaboration. Safety and trust have long been known to be essential for therapeutic efficacy across disciplines or care modalities (31–33).

Embedded in the vulnerability and risk frame is a benevolent ‘othering’ of children and parents impacted by parental mental illness. Othering refers to dynamics and processes that engender exclusion based on group identities (34). While benevolent, all othering creates a binary (i.e., those with vulnerability and those without) promoting deviation from the norm which can dehumanize and pathologize difference. Even benevolent othering can invite an internalizing of vulnerability, when being “at risk” is no longer just about the probability of some hazard impacting on you; it is also about who you are as a person (35).

Despite children in families in which parents experience mental illness having diverse experiences and outcomes (23, 36), a vulnerability and risk frame promotes a clustering of experiences toward a binary of resilient or not. It encourages a simplification of stories to portray individuals as heroes who have overcome risks and adversities to become resilient, or victims of circumstances with an inevitability of poor outcomes. However, neither of these narratives do justice to understandings of resilience as a dynamic and interactional continuum that co-exists with adversity (37), nor the complexity and dynamic nature of families and circumstance which can both simultaneously promote and undermine wellbeing.



Conclusion

The vulnerability and risk frame is influenced by the dominant paradigm of mental illness which underpins services, systems and the status quo. Scientists, academics and clinicians are educated within these paradigms and then function within the frame provided by them; they are then socialized into discourses, in ways so ingrained that people are unaware of their presence. The frame is reinforced by discourses which are linked to power, they are influenced by those in power and reinforcing it (20) Changing frames is therefore complex. In his seminal work on how paradigms shift, Kuhn (38) identifies that as evidence of discrepancies and challenges to the dominant paradigm accumulate, questions are asked of the accepted norm until a crisis occurs where the existing paradigm must be replaced by a new one. We posit that a crisis is occurring in the current paradigmatic positioning of family mental health and the associated frame that drives how parents, children and families are seen, understood and responded to.

Conflicts between recovery/wellbeing paradigms and illness/treatment paradigms in mental health care and services are widespread (39–41) as societal shifts challenge the dominant paradigm of mental illness. While new discourses are emerging and not yet integrated, it is timely for the field to examine the assumptions embedded within the paradigms and discourses that have created and sustained the vulnerability and risk frame for children and parents in families with parental experiences of mental ill health or distress. While acknowledging the purposes the frame has served, the discrepancies and challenges it creates demonstrate a need for open and overt discussion with all stakeholders to re-imagine new frames that are fit for purpose of the emerging paradigm. The re-imagining process needs to address inevitable concerns about what might be lost in shifting frames, such as how to measure efficacy, how to direct implementation and how to ensure children who need support are not being missed. Reimagining requires safe spaces to question positioning, assumptions, power and influence with openness to authentic partnership with those with lived and living experience as parents, children and families, attending to the dynamics of participation and power (42).

While there is no quick fix on the journey toward re-imaging and reframing understandings of family mental health in a way that maintains momentum, some key directions are clear. New frames need to honor people’s ability to act in their own lives while acknowledging the inequities in the systems and structures that limit their agency and autonomy. At a micro level this means new frames need to promote and privilege the voices and actions of those whose lives are most affected. At a meso and macro level this means holding individual and family wellbeing within a context of social justice and ecological health (43). This approach would support a deep understanding of the inequities inherent in the field and utilizing research for advocacy for change.

A new frame needs to shift the focus away from risk identification and vulnerability labeling, to identifying what people need to do well within their lives, families and context. Identifying needs at these micro, meso and macro level opens opportunities to develop solutions that honor the uniqueness of each situation and promote wellbeing rather than focusing on mitigating assumed ‘impacts’. A new frame needs to position people in their complexity. At an individual level this means exploring their strengths and challenges concurrently, not as opposing forces but as synergistic entities. People can be both vulnerable and resilient simultaneously. At a family level this means holding the outcomes of the family members together, rather than hierarchically positioning the outcome of one as the cause of another. A new frame should position everyone’s wellbeing as intertwined, with positive outcomes achieved when family members and communities are supported and empowered to promote the wellbeing of each other.

A new frame for working with and talking about families who experience mental distress or adversity would move beyond idealized solutions that come from the assumption that by systematically identifying, labeling and enacting formulaic actions, experiences can be avoided or prevented. Instead, a new frame needs to promote best outcomes for all involved as they find ways through the adversities all families face. Rather than directing actions as per a framework or model, a new frame requires repositioning assumptions, labeling and values about what it means to be a parent or child within a family experiencing adversity and why responses are diagnostically or categorically driven.

To progress the field of family mental health, we call for critical reflection on the frames that currently drive our research, practice and systems, reinforce assumptions about families and individuals and unintentionally cause harm. Existing frames have successfully raised awareness and urgency for the field, but in line with shifting paradigms of health and wellbeing, a new foundation is needed to enable space for other questions, possibilities and critical perspectives to emerge.
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Context

Engaging family members in the ongoing care of individuals with mental illness is a practice known to bolster the client’s recovery journey and enhance the overall wellbeing of both children and families involved. Despite its potential benefits, there remains a dearth of understanding surrounding the implementation of family-focused practices (FFP) by mental health professionals serving adults, as well as the factors that could either promote or hinder such practices. This knowledge gap is particularly pronounced within North American settings.





Goal

The goal of this study was to identify potential hindering and enabling factors of FFP used in adult mental health services.





Methods

A sample of 512 professionals working with adult mental health clients, from all regions of Quebec, Canada, with a variety of disciplinary backgrounds and working in different work settings, completed the Family Focused Mental Health Practice Questionnaire (FFMHPQ). Multinominal logistic regression analysis was performed to assess the impact of several factors – organizational, professional, and personal – on the degree of family-based practices of mental health workers.





Results and discussion

Findings of this study show that the strongest predictors for the adoption of higher FFP levels among adult mental health professionals in Quebec, are being employed on a full-time basis, perceiving a higher level of skills, knowledge, and confidence toward FFP, and having a supportive workplace environment. Results underscore the need to address both organizational and worker-related aspects to effectively promote better FFP in mental health services.





Keywords: family-focused practice, parenting, parental mental illness, mental health professionals, children of parents with a mental illness, mental health services





Background

Fostering the mental health of children of parents with a mental illness, in addition to providing support to the parent with a mental illness, is recommended practice in Canada and elsewhere (1–4). Children with a parent with a mental illness (4, 5) represent a highly vulnerable group (6, 7), and are at greater risk of developing psychosocial and school adjustment difficulties, as well as mental illnesses, than other children (8–10). Additionally, some children will provide significant support to their parent, by helping them with their treatment, assuming domestic responsibilities, and providing them emotional support, often at the expense of their own needs (10, 11). Compared to their same-aged peers, children who have a parent with a mental illness report more conflictual parent-child relationships, as well as situations of verbal or physical abuse (12, 13), trauma and neglect (14, 15). Moreover, parents with a mental illness may worry about fulfilling their parenting role, when the symptoms of their mental illness interfere with their ability to meet their children’s needs (16). For example, parents report feelings of “guilt” and have perceptions of “failure as a person and as a parent” and describe a loss of hope in their parenting role (16). Parental stress has also been shown to predict high levels of depressive symptoms in mothers (17).

As nearly half of adult users of mental health services are parents (18), adult mental health professionals have an important role to play in identifying and supporting children, parents and families, and, when needed, referring them to other services (19, 20). Family focused practices (FFP) involve mental health professionals working with the client and his or her family, including children (4). In mental health services, practices may involve identifying client's children, offering information to families supporting the parent in his parenting role, proposing a support group for children, depending on the families’ needs (4, 19, 21–23). FFP has been found to reduce the risk of intergenerational transmission of mental illnesses and improve the psychosocial adjustment and mental health of children of parents with a mental illness, while promoting the mental health recovery of parents who have a mental illness (4, 24–26). Notably, the risk of developing a mental illness decreases by 40-50% when children of parents with a mental illness receive appropriate support (2, 9). Such practices form part of a promising selective prevention strategy to improve the mental health of children, parents and families at a population level (27).

Thus, there is a need for a family-focused approach in psychiatry and mental health services, that goes beyond solely working with the adult client and entails addressing the needs of the whole family. However, to date, FFP appears to be scarcely provided in adult mental health services (28–30). To illustrate, in Norway, only 56% of clients’ minor children are identified by professionals (31), and of these, only one-third have benefited from some kind of support (32).

A number of organizational, professional, and personal factors have been highlighted as enabling or inhibiting the use of FFP (33–36). First, organizational-related factors, such as perceived workplace support (37–40), has been identified as an important predictor of FFP. Coworkers can offer guidance and emotional support to mental health professionals confronted with difficult or sensible situations, while managers can give access to specific training or supervision. Some studies have explored other organizational factors such as time and workload, or the proportion of caseloads with a parental status. However, the results are still inconclusive, particularly regarding which element plays the most significant role (39, 41–44). Additionally, a high workload perception may be linked to the employment status of the professional (45), as well as the nature or complexity of the cases in their caseload (46).

Previous research has emphasized the significance of worker-related factors in predicting practices that aim to identify dependent children of adults receiving mental health services, or of practices that offer support to families. One key factor is the nature of the profession or job role, which can influence the extent to which workers engage in these practices (28, 47–49). Studies suggest that psychologists tend to engage in such practices to a lesser extent than social workers, who are more likely to identify and support families on a routine and systematic basis. In addition, some studies have looked at the impact of professionals’ attitudes towards FFP and their beliefs about the benefits of such practices for their clients and families (38, 50, 51). Results are mixed, with some studies indicating that attitudes and beliefs strongly influence FFP (51) while others have found no significant associations (50).

Furthermore, prior research underscores the pivotal role of professionals’ perceived skill and knowledge around parental mental illness and family relationships as an important enabler of FFP (38, 39, 42, 43, 52). As such, some professionals express a lack of confidence in their preparedness to assist parents with mental health challenges in navigating their parental challenges or in evaluating family needs, thereby impeding the adoption of FFP (51, 53). Nonetheless, while a perceived need for training was not significantly associated with lower scores of FFP in one study (43), receiving training in family intervention or FFP specifically was identified as a predictor of FFP uptake in various studies (41, 43, 47). Similarly, the number of years of experience has been recognized as a predictor of FFP in some instances (44, 53), although its significance was not consistently supported across all studies (e.g., 43). Consequently, the literature remains inconclusive regarding the impact of training, years of experience, and perceived proficiency on the facilitation of FFP.

Finally, certain personal characteristics of professionals may impact their use of FFP. These include being a female (41, 43), being a parent or having confidence around children (42, 44). Additionally, personal experience of mental illness may also play a role (44). However, the evidence is still scarce as very few studies have investigated these factors.

In summary, several studies have delved into the determinants influencing the adoption of FFP among mental health professionals. However, the current body of evidence presents a heterogeneous picture concerning the influence of workplace (such as support, caseload loading, and employment status), worker (including training, years of experience, and perceived competence) and personal experiential factors (such as familiarity with children or mental illness). Additionally, this study is the first to investigate predictors of FFP within North American contexts.

Thus, the aim of the current study is to investigate the practices, attitudes, knowledge, and skills related to FFP of a sample of the Quebec adult mental health professional workforce. The study also aims to identify the factors that predict the use of FFP with parents who have a mental illness and to examine their relative importance. This is important information that can be used to benchmark practices, inform training and policy and the deployment of resources. Based on previous research, it is hypothesized that professionals’ attitudes around the relevance of FFP, workplace support, and confidence about using FFP will be associated with higher FPP scores, compared to those with lower FFP scores.





Methods




Design

This study was approved by the Research Ethics Boards of the Université du Québec en Outaouais (#2021-1167), the CIUSSS de la Capitale-Nationale (#MP-13-2021-2135). A cross-sectional design was used to recruit a convenience sample of French-speaking Canadian adult mental health workers across Quebec (Canada). To be eligible, professionals had to meet the following criteria: 1) work at the time of the survey with adult with mental illness (under 65 years old), 2) have direct contact with clients, and 3) be fluent in French. Those working exclusively with children were excluded.

From March to December 2021, all eligible professionals were invited to read a detailed description of the study, sign a consent form and respond to an online questionnaire via a LimeSurvey platform. Following Fan and Yan (54) recommendations, various recruitment strategies were employed to ensure a satisfactory participation rate: 1) emails to professional groups and orders, 2) emails sent through managers of all integrated health and social services centers (CISSS) from each of the 17 administrative regions of Quebec, medical clinics and community organizations offering adult mental health services and 3) promotion on social networks and local newspapers. Presentations conducted by the principal investigator were delivered at targeted workplaces (13 CISSS) to explain the project and to seek assistance with the recruitment of professionals. To encourage participation, compensation prizes were drawn among study participants, with one $25 prize per 50 participants. A total of 512 French-speaking adult mental health workers completed the questionnaire.





Measures

The study collected sociodemographic and occupational information such as gender, age, ethnicity, years of experience in mental health, workplace and location of services, employment status (full-time or part-time), percentage of parents with mental illness on caseload (low: ≥ 20%, moderate: 21-50%, high: >50%), level of education, personal experience of mental illness (yes or no), level of comfort around children.

The French version of the Family-Focused Mental Health Practice Questionnaire (FFMHPQ-FR) was used to collect self-report data on mental health professional’s FFP and related factors. The original questionnaire consisted of 45 items rated on a seven-point Likert scale (1=strongly disagree to 7=strongly agree) and demonstrated good psychometric properties for 13 of the 16 subscales (Cronbach’s alphas = 0.61 to 0.89) (55). The development of the FFMHPQ-FR underwent a rigorous process, as detailed in Piché et al. (56). It was initially translated into French through a back-translation procedure (57) and was subsequently adapted to improve its psychometric proprieties (i.e. seven items added to the subscales with limited consistency) and to consider recent literature (i.e. three item added on attitudes and beliefs toward FFP) (36). Finally, it was validated through both exploratory and confirmatory factor analysis, resulting in 42 items grouped into five subscales (Family-Focused Practices; Workplace support for FFP; Skills, knowledge and confidence; Openness to improve practice; Attitudes and beliefs toward FFP), with good psychometric properties (α = 0.61 to 0.89) (Table 1) (56). Scores are calculated by averaging the items included within each subscale for every participant.



Table 1 | FFMHPQ-FR and average subscale’s scores among participants.

[image: A table titled "Items by Subscale" with four sections: "Family-focused practices," "Workplace support for FFP," "Skills, knowledge and confidence in FFP," and "Openness to improve FFP." Each section lists items describing professional practices or attitudes, with associated scores (mean and standard deviation) in the "Average score (SD)" column. The table includes alpha (α) reliability values for each section.]




Data analysis

Across the 42 items of the FFMHPQ-FR, the rate of valid data amounted to 90.8%. Participants were required to answer each question in the questionnaire, while also having the option to select the responses “refusal to answer” or “does not apply.” These response choices were coded as missing data and treated using mean imputation per item (58).

All statistical analyses were performed using SPSS Version 27.0 software. As a preliminary analysis, the following assumptions were tested: sample size, multicollinearity, outliers and normality. Outliers were treated by winsorizing 2nd and 98th percentile. Descriptives (means, standard deviations) were calculated for all variables. Analyses of variance (ANOVA) and chi-square tests were conducted aiming to verify the relationship between mental health worker’s FFP and variables of interest in this study. Post-hoc analyses allowed to specify the nature of the differences between the groups.

A multinomial logistic regression analysis was performed to assess prediction of mental health worker’s FFP on the basis of ten factors: Workplace support for FFP subscale, employment status, percentage of parents with mental illness on caseload, years of experience in mental health, level of education, Skills, knowledge and confidence subscale, Openness to improve practice subscale, Attitudes and beliefs toward FFP subscale, level of comfort around children, and personal experience of mental illness. To perform this, scores from the FFP subscale were recoded into three categories: low (1.00-4.77), moderate (4.78-5.55) and high (5.56-7.00) score of FFP, based on percentile-based cut-points (respectively on the 33rd and 67th percentiles). Using a three-categorical variable will provide interpretable coefficients to quantify the relationship between predictors and the outcome variable. Thus, the high score category allows to discriminate professionals that provide more FFP to clients and their families. The results are presented as inverted odds ratio (IOR), easier to interpret with negative beta. The significance level in all analyses was .05.






Results




Participants

The majority of participants were female (87.1%) and the average age was 40.34 years (range 19-75 years). Most were Caucasians (95.9%), born in Quebec (92.0%). The majority (85.7%) were university graduates, from various disciplines including social work (27.9%), nursing (20.9%), psychology (13.9%), psychoeducation (13.1%) and special education (8.0%). The average number of years’ of experience in mental health was 11.77 (range 1-40 years). Among the participants, 27% reported that more than half of their caseload included clients with mental illness who have at least one minor child. In the past five years, 43.3% had received family-focused training, while 34.8% had attended child-focused training.

Table 1 presents the average scores of participants on the FFMHPQ-FR’s subscales and items. The average score on the FFP subscale (M=5.13; SD=1.06) indicates a moderate level of FFP among mental health professionals in this sample. The highest item scores were reported on Identification of children, Evaluating parenting competencies and Information to parents, while the lowest were attributed to Information to children, Family meetings and Referrals to support services. Among the subscales, the participants scored the lowest on Workplace support for FFP (M=3.70; SD=1.13), with most items scoring under 4. The highest subscale scores were reported on the Attitudes and beliefs toward FFP (M=5.58; SD=1.04) and the Openness to improve FFP (M=6.00; SD=0.85).

Table 2 presents descriptive statistics of all variables, according to the three percentile-based categories of FFP score (low, 34.8%; moderate, 32.4%; high, 32.8%). Differences between groups for the following eight independent variables have been identified through post-hoc analyses: Workplace support for FFP, employment status, proportion of parental clientele, Skills, knowledge and confidence in FFP, Openness to improve FFP, Attitudes and beliefs toward FFP, highest academic degree, and years of experience in mental health.



Table 2 | Comparisons of variables of interest on Family-Focused practice score.

[image: Table showing family-focused practices among three groups: low, moderate, and high scores. It includes variables like workplace support, skills, openness, attitudes, caseload, academic degree, experience, comfort with children, employment status, and personal mental health experience. Each variable lists mean (M), standard deviation (ET), P-values, and post-hoc comparisons. Full-time and part-time employment and personal mental health experiences are also detailed. Statistical significance is noted for most variables.]




Predictors of FFP

The model including all ten predictors, when compared to a constant-only model, was statistically significant, χ2 (5, N=482) = 145.22, p<.001. This indicates that the predictors, as a set, significantly discriminate between low, moderate, and high score participants. The model explained 29.3% of the variance in FFP score, according to Nagelkerke R².

This model classified 53.3% of cases correctly, which is greater than the proportional by chance criterion of 41.7% (Table 3). However, specific classification rates (low score, 66.1%; moderate score, 28.4%; high score, 64.2%) underline the model’s tendency to under classify the moderate FFP scores compared to low and high score categories.



Table 3 | Multinomial logistic regression results – Classification table.

[image: Table showing family-focused practices with categories: Low, Moderate, and High scores. Real N (%) values are 165 (34.2%), 155 (32.2%), and 162 (33.6%) respectively. Predicted N (%) values are 109 (66.1%), 44 (28.4%), and 104 (64.2%). Global percentage states Real N is 100.0% and Predicted N is 53.3%. Proportional by chance criterion values are 11.7%, 10.3%, and 11.3%.]
Comparing low score FFP with high score FFP categories, it was found that the strongest predictors of reporting a high FFP score as a professional are employment status (full versus part time) (IOR=2.34), and skills, knowledge, and confidence toward FFP (high versus low score) (IOR=2.26) (Table 4). This indicates that professionals employed full-time are 2.34 times more likely to report a high FFP score rather than a low FPP one, controlling for all other factors in the model. Likewise, for every point increase on the Skills, knowledge and confidence subscale, professionals are 2.26 times more likely to present a high FFP score. The perceived level of workplace support for FFP (high versus low) (IOR = 1.90), openness to improve FFP (high versus low) (IOR = 1.52), and attitudes and beliefs towards FFP (high versus low) (IOR =1.61) were also found as important predictors of FFP. Weaker predictions were found between high FFP and the proportion of caseloads with a parental status (high versus low) (IOR = 1.49) and the professional’s years of experience working in mental health (high versus low) (IOR = 1.04). The professional’s education (highest diploma), being comfortable with children, and personal experience with mental illness were not found to predict a high score of FFP compared with a low FFP score. 



Table 4 | Multinomial logistic regression results – High FFP score compared to low and moderate FFP scores.

[image: Table detailing factors affecting low and moderate scores related to workplace factors for FFP. Categories are organizational, professional, and personal with statistical markers such as β, OR, and IOR. Sample sizes are 165 for low scores and 155 for moderate scores, with significance levels marked as * p<.05, ** p<.01, *** p<.001.]
When comparing moderate FFP score with high FFP score categories, the strongest predictor was found to be the employment status of professionals (full-time versus part-time) (IOR=2.26). Thus, professionals who work full-time are 2.26 times more likely to have a high FFP score than a moderate one, controlling for all other factors in the model. The perceived skills, knowledge, and confidence in FFP (IOR=1.65) and attitudes and beliefs towards FFP (IOR=1.59) were also found to be important predictors of FFP. This indicates that for every point increase on the Perceived skills, knowledge and confidence and the Attitudes and beliefs toward FFP subscale, professionals are respectively 1.65 times and 1.59 times more likely to have a high FFP score rather than a moderate one. None of the other factors were found to be associated with a high score of FFP compared with a moderate FFP score.






Discussion

The present study investigated the FFP of a sample of Quebec adult mental health professionals, FPP predictors and the relative importance of these predictors. Our study addressed a notable gap in the literature by investigating the use of FFP among mental health professionals in North American settings, as well as the factors influencing their engagement in such practices. By doing so, the study contributes to bolstering the evidence base in this critical area of research.




FFP among Quebec adult mental health professionals

The study’s findings shed light on the state of FFP among mental health professionals in Quebec, revealing a generally moderate level of engagement with families. This involves actions such as checking if clients have minor children, providing written materials on mental health and parenting, and discussing parenting strategies. Moreover, professionals reported a moderate level of perceived skills, knowledge and confidence around FFP. Results also suggest that most workers understand the relevance of offering support to children and families whose parent has a mental illness, and that they are generally open to improve their practice to better support families. Interestingly, the results seem to contrast with international studies that show lower self-reported FFP levels among adult mental health workers than FFP scores in our study. For example, in Skogøy et al. (43), the average scores for the FFP subscales are respectively 3.85 (Family support) and 4.08 (Referrals). This could suggest a unique context in Quebec where professionals appear more inclined towards FFP practices.

It is however worth noting that even though the participants in this study reported using moderate FFP levels, there were variations in responses across specific FFP activities. While a majority of the sample (84%) report that they routinely inquired about clients having minor children, discussing parenting strategies and providing mental health information directly to clients’ children were not frequently reported. These findings emphasize the need for improvement in mental health care practices concerning support for children of parents with mental illness. Professionals should not only identify such children but also play a proactive role, including offering age-appropriate information on mental illness, offering help around parenting issues and referring children and parents to appropriate support services. The results underscore the importance of expanding professionals’ awareness of their role in supporting families affected by mental illness, urging them to go beyond identification and incorporate further comprehensive strategies.

Simultaneously, results indicate that workplace support scored the lowest among all the other worker or workplace factors reported by participants. This finding generally converges with the literature, underlining that few organizations have clear guidelines supporting a family-focused approach and that most professionals feel that there are still major obstacles in their workplace for them to adopt FFP with their caseload, such as lack of necessary space and resources to invite their clients’ children for family meetings, as well as limited time to do so (36, 59). Our findings thus show that Quebec professionals feel unsupported by their work environment when it comes to offering support to families of parents receiving mental health services. Most professionals report not having sufficient time to work with families, indicated that their workload is too high, and that there are no specific parenting or family programs to refer clients’ families to when needed.





Predictors of FFP

The study revealed significant predictors of FFP, encompassing both organizational and professional factors. Surprisingly, neither of the two personal factors examined—comfort with children or personal experience with mental illness—emerged as significant predictors of professionals’ FFP scores. This finding contrasts with previous research findings (44), thus enriching the existing literature. Additionally, while some predictors were consistent across high versus low FFP scores and high versus moderate FFP scores, a closer examination reveals a greater number of significant associations between low and high FFP levels.





Worker-related predictors

Results underscore the significance of professionals’ attitudes toward FFP, and their perceived competence, knowledge, and confidence in predicting higher levels of self-reported engagement in FFP. These findings align with prior research, emphasizing that professionals who exhibit confidence in using FFP and acknowledge its importance are more likely to integrate it into their daily practice (39, 43, 52). Recognizing the unique parenting challenges faced by parents that have a mental illness, understanding the needs of their children, and feeling confident in engaging with and offering them support, are identified as crucial elements for the successful adoption of FFP with parents and their families. Notably, participants reported moderate to high scores on these factors, indicating a positive trend toward FFP.

Two additional professional characteristics emerged as significant predictors of FFP adoption: years of experience in adult mental health and professionals’ openness to improving their practice. This aligns with previous findings, showing that professionals with more than five years of experience were more likely to report higher levels of family and parenting support than their less-experienced counterparts (41). Hence, these worker-related characteristics play a pivotal role in ensuring the adoption of FFP in their interactions with clients. On this basis, it is recommended to offer targeted FFP training to professionals, to empower them to feel confident and prepared to use FFP with parents and families (41). Specifically, such training should include informing professionals about the impact of mental illness on parenting and equipping them with practical skills for engaging, communicating, and offering support to families (60). Best practices for interacting with children and families in the context of adult mental health should be systematically integrated into treatment protocols.





The importance of the workplace

Results show that three workplace-related factors significantly predict a high FFP score: perceived workplace support for FFP, the professional’s employment status and the percentage of their clients with children. These findings converge with earlier research (43, 52), underlining the crucial role of workplace factors, including time constraints, workload, and access to supervision, as important predictors of FFP engagement among adult mental health professionals. These findings support the importance of raising awareness among responsible for clinical programs in mental health services and community organizations, about professionals’ roles and responsibilities in FFP and the need to provide adequate resources, particularly time.

Moreover, our finding regarding employment status, revealing that full-time work basis predicts a higher level of FFP, has not been yet addressed in the literature. It is possible to hypothesize that professionals employed on a full-time basis may have more time to work with families and may benefit from enhanced training or supervision, compared to those working part-time. This is an important finding, especially considering that more and more professionals work part-time in industrialized countries (61, 62). While this could account for their higher level of FFP, future research should investigate the differences between professionals working full-time and part-time, specifically around workload, training, and supervision. Furthermore, recognizing that working with families is complex and may require more time, organizations might adjust caseload expectations when screening and assessing the needs of clients with children, as well as ensure that all professionals, regardless of their employment status, receive comprehensive support in FFP. 

To further support professionals in adopting FFP, the implementation of clear clinical guidelines and procedures is recommended. Additionally, providing access to specific FFP supervision or facilitating multi-disciplinary team discussions, might enhance understanding and acceptance of FFP as an integral part of all professions within the team (43). These measures may not only contribute to a shared sense of responsibility within the team but also help professionals feel actively involved and supported in embracing FFP practices (36). Overall, fostering a supportive work environment with the necessary resources and infrastructure is crucial to encouraging widespread adoption of FFP among mental health professionals.

Findings underscore the importance of ongoing monitoring and benchmarking of FFP within every workplace. To cultivate a work environment conducive to FFP, it is crucial for managers responsible for clinical programs to not only be aware of professionals’ roles and responsibilities but also to continually monitor the integration of FFP practices. Regular assessments and benchmarking can provide valuable insights into the effectiveness of existing support systems, allowing for necessary adjustments and improvements (63).





Limits and recommendations for future research

Although the sample size is adequate and the profile of participating professionals is comparable to that of other studies conducted in Quebec (e.g., 64), it is nevertheless a convenience sample and may not be representative of the population of professionals working with adults receiving mental health services in Quebec. It is possible that those who participated were more concerned about children who have a parent with a mental illness, which could have led to a bias in the representativeness of the results, resulting in a tendency to overestimate their use of FFP, as evoked by Gregg et al. (36). Future studies should be conducted with a larger and more diverse sample that is representative of all professionals working with adults receiving mental health services, to enhance the generalizability of findings. It is also important to remember that the data are self-reported, questionnaire-based, and may not reflect the actual practice of professionals. More studies including direct observations or audits of professionals’ interactions with families and children (32), or qualitative interviews, should be conducted to ensure the accuracy of results, as well as longitudinal studies to track professionals’ practices over time. Finally, this study is cross-sectional, indicating that the relationships identified in our analysis may not be causative. Based on our results, it is not possible to determine whether the consideration of these predictors in the care and services provided to adults with a mental illness and their families might impact their recovery and well-being.






Conclusion

Given the crucial role of interpersonal relationships and social networks in individual recovery, it is imperative for all mental health professionals to adopt a family-focused approach. This approach involves systematically considering the involvement of children in their interventions. Despite a wealth of evidence supporting family involvement in mental health (65), achieving systematic implementation remains challenging. Findings of this study show that the strongest predictors for the adoption of higher FFP levels among adult mental health professionals in Quebec, are being employed on a full-time basis, perceiving a higher level of skills, knowledge, and confidence toward FFP, and having a supportive workplace environment. Results underscore the need to address both organizational and worker-related aspects to effectively promote better FFP in mental health services. This study significantly contributes to the existing literature by facilitating global learning and knowledge transfer on predictors of FFP, improving understanding of global standards in mental health. Understanding the predictors for adopting family-focused practices can facilitate the development of more effective strategies and interventions that can be implemented globally.
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Introduction

Although women often experience mental health comorbidities in the perinatal period, the evidence-base for psychological therapy across diagnostic boundaries in the perinatal period remains limited. As there is a need to understand experiences of therapy, irrespective of diagnosis, to inform intervention provision, the aims of this study were to explore women’s experiences of psychological therapy for perinatal mental health difficulties and to identify the mechanisms that women attributed to the most significant therapeutic change for themselves and/or the mother-infant relationship.





Method

Semi-structured interviews were conducted with 16 women who received therapy within specialist perinatal community mental health settings in the Northwest of England, the UK. Interview data were analysed using reflexive thematic analysis.





Results

One overarching theme entitled participant life stories were at the heart of therapy was identified alongside three other main themes: 1.) We’re in this together – therapeutic bond and establishing a coherent sense of self, 2.) Surfing the urge to ‘fix’ feelings – Sitting with emotions improved regulation and 3.) Seeing myself in a new light – Shifting self-blame to self-compassion enhanced self-efficacy. Theme 1 consisted of three subthemes. Participants described the quality of the therapeutic relationship as the fundamental foundation to (re)connecting with their needs, values and boundaries, which improved their sense of agency, self-esteem, therapeutic engagement and self-understanding. Shifting emotional avoidance to emotional engagement improved their self-regulation. Considering alternative factors that could have contributed to their experiences helped them to defuse self-blame and enhance self-compassion. Finally, changes in their mental health led to positive relational changes in their relationship with their infant and improved communication with partners.





Discussion

Sensitivity, engagement and responsivity experienced in the therapist-woman relationship was reported to be mirrored in the mother-infant relationship. Developing a coherent sense of self and self-regulation skills both appeared to heighten women’s self-compassion and empathy for their infants, which also seemed to improve their ability to tolerate uncertainty and mixed emotions within themselves and their infants. The mechanisms of change in the perinatal period are important to consider at a stakeholder, therapist and service management level to parsimoniously and best meet the needs of women and the mother-infant relationship.
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1 Introduction

Motherhood is a time of significant psychological change which includes the development of the mother-infant relationship (1, 2). The perinatal period (during pregnancy and up to two years following childbirth) can be a joyous as well as a challenging time for women. An estimated 10-20% of women can be affected by perinatal mental health difficulties (PMHDs) (3).

Societal norms of a ‘good mother’ and societal silencing of negative experiences of motherhood can be a barrier to women making meaning of these challenging experiences (4) and seeking help for PMHDs (5, 6). The ‘good mother’ ideal can overshadow women’s distress and suffering (7) and reinforce the idea that mothers should prioritise their infant’s needs (8). In response, a mother can assume a ‘facilitator’ role in which she expects to adapt to her infant or the ‘regulator’ role in which she expects the infant to adapt to her (9). Mothers whose maternal or mothering orientation sits between these two roles and who try to find a balance between her own and infant’s needs (in the ‘reciprocator’ role) may experience a smoother transition to motherhood (10). Furthermore, external stressors (such as lack of social support, 11) and internal stressors (such as changes in identity, 5) associated with caring for a new baby can elicit feelings of inadequacy and threaten a mother’s sense of self as a woman (12, 13). Choi et al. (12, p.176) found that women strove to be “super-mum, super-wife, super-everything” in an attempt to manage felt inadequacies, which can result in greater stress in the perinatal period (14).

Poorly managed PMHDs can lead to serious consequences for the mother and infant (15). PMHDs heighten the risk of attachment difficulties between mother and infant, maternal suicidality (15–18), delayed cognitive, social and emotional development in the infant and behavioural difficulties across the infant’s lifespan (19–23). Thus, timely and effective psychiatric and/or psychological intervention for women experiencing PMHDs is essential.

Not intervening with PMHDs incurs approximately £8.1billion per annum of wider cost implications for UK society (24). Almost 75% of the costs associated with PMHDs relate to the impact that maternal mental health has on the infant’s psychosocial and psychological development (25, 26). Effective interventions in the perinatal period could improve the mother’s mental health as well as the bond between mother and infant, thereby reducing the risk of emotional difficulties in the child (27).

In 2016, the Mental Health Task Force identified that 85% of localities in England provided no or ineffective community perinatal care for women with severe PMHDs, which corroborated the need to improve access to assessment and treatment of PMHDs as a public health priority (28, 29). In response, specialist community perinatal mental health services have expanded across England (30) and, since 2018, there has been a 46% increase (from 45% to 91%) of perinatal community mental health teams (PCMHTs) meeting the recommended threshold for psychology provision of one full time clinical psychologist employed per 10,000 births (31). In 2021, 82% of PCMHTs across the UK were providing evidence-based psychological therapy (32).

The central task of clinical psychologists within PCMHTs is to collaboratively create meaning out of perinatal distress by integrating diverse psychological theories and offering high quality evidence-based psychological therapies (33). Clinical psychologists commonly offer and/or adapt interventions within a family-focused context based on a formulation to meet the highly specialised needs of women in the perinatal period (34, 35), as recommended by the National Institute of Clinical Excellence (36). Additional psychological interventions can be offered to address any problematic relationship patterns with her infant and family (33).

The evidence-base for perinatal psychological therapies draws on studies for specific PMHDs, such as anxiety, insomnia, trauma or depression (37–39). Similarly, interest in exploring women’s experiences of psychological therapy during the perinatal period has grown but it remains disorder-specific (40, 41), despite mothers often experiencing multiple comorbidities (42, 43).

Given the validity issues of diagnostic categories (44), a disorder-specific focus can limit research and lead to conceptual difficulties and possible difficulties within the therapeutic relationship (45, 46). For this reason, understanding the mechanisms by which therapeutic interventions achieve a meaningful change (47) may be more relevant for clinicians and services offering psychological support across diagnostic boundaries in the perinatal period.

Mechanisms of change are defined as “the theory driven reason that change occurs in therapy, or the how and why of the therapeutic change” (48, p.284). They are the “toothed cog” (49) p.43) that interacts between therapy techniques (e.g., challenging unhelpful thoughts), important client-therapist processes (e.g., therapeutic alliance) and the outcome/mechanism (e.g., the client engaging in more balanced thinking styles) (49, 50).

Changes in views of self through the acquisition of coping skills have been reported to be an important mechanism of change in perinatal anxiety (51) and postnatal depression (41). Hadfield et al. (52) interviewed women who reported that thought diaries, facilitated by an open and collaborative client-therapist dialogue, reduced their negative ideas of self and feelings of postnatal depression. An enhanced understanding of the mechanisms and processes that facilitate change in therapy helps clinicians, healthcare professionals and researchers to develop further and/or refine the psychological interventions offered to women, thereby improving outcomes for them, their infants and their families.

To date, reviews on the mechanisms of change in relation to perinatal psychological therapies have either exclusively focused on PMHDs in pregnancy or on anxiety comorbid with depression. In their integrative literature review of four studies, Lavender, Ebert and Jones (53) noted that mindfulness and/or mindfulness-based cognitive therapy techniques commonly led to a shift in focus towards more positive and adaptive thought patterns, increased levels of emotional and social support and improved emotional regulation skills. However, none of those four studies investigated the mechanisms of change across a range of PMHDs, nor did they highlight how mechanisms affected the mother-infant relationship. A recent systematic review of guidelines for perinatal mental health highlighted therapeutic recommendations for mother-infant dyads in perinatal mental health services were based on research that is only just emerging (54). Furthermore, Alderdice (55) indicated the need for psychological interventions to treat PMHDs and to provide help with associated caregiving difficulties, but research evaluating the impact of psychological therapies on these outcomes were limited.

The aims of the current study were to explore women’s experiences of psychological therapy and to understand the mechanisms of change in relation to their own mental health as well as their relationships with their infant and others. This understanding could then inform therapy provision, service development and potentially clinical practice guidelines for perinatal mental health. Thus, the research question we aimed to answer was: “What were women’s experiences of receiving psychological therapy for PMHDs in a PCMHT and which therapeutic processes or techniques helped or hindered them to achieve the most significant change in themselves or in the mother-infant relationship?”




2 Method



2.1 Design and ethical approvals

As part of this qualitative study, women’s experiences were explored through in-depth interviews, with interview data analysed using reflexive thematic analysis (56). This method of analysis was chosen because its theoretically flexible approach offered rich and detailed insights into the experiences and perspectives of service-users in healthcare (57).

Relevant UK National Health Service (NHS), Health Research Authority (HRA), and NHS trust approvals were obtained (NHS REC ID: 20/NW/0244). Participants provided written informed consent to participate in this study.




2.2 Participant eligibility

Women were included if they were aged ≥18 years, proficient in English, and had received at least four psychological therapy sessions in a PCMHT within the last twelve months. Four sessions were considered to be an acceptable dose of therapy by PCMHT-based psychologists, consulted during the planning of this study.

Participants were excluded if there was a significant risk of losing permanent custody of their infant, and/or if they were still acutely unwell (e.g., actively suicidal).




2.3 Recruitment

Recruitment took place across five PCMHTs in the Northwest of England between December 2021 and September 2022. Therapists in those PCMHTs informed women about the study prior to therapy ending. Letters were also sent by PCMHTs to women who had recently been discharged and who had received therapy in the last twelve months. To reach a wider group of participants, the study was advertised by perinatal charities and support groups on social media platforms (e.g., Instagram, Mumsnet). Participants were recruited through convenience sampling informed by purposive sampling (i.e., type of therapy received and level of therapist’s qualification, e.g., assistant psychologist vs clinical psychologist) to capture a diverse range of therapy experiences, and achieve greater variation in the sample (58, 59).




2.4 Materials and interview procedure

Participants expressed their interest either by direct email to the researcher or via the PCMHT using a consent to contact form. After participants provided written or audio-recorded consent, they provided sociodemographic and family background information (e.g., relationship status, dependents, ethnicity, employment status, current and past mental health difficulties).

Semi-structured interviews were used to encourage in-depth conversation and explore sensitive issues (60). The University’s Psychology Community Liaison Group informed the development of the interview topic guide (see Supplementary Material for a copy). Questions were open-ended and focused on understanding hopes for therapy, whether these were met and participants’ perceptions on the meaningfulness of client-therapist processes and therapy techniques while understanding how these mechanisms influenced change in their relationship with themselves and others.

Confidentiality was discussed with all participants from the outset. After the interview, the participants were offered a debrief sheet and £10 reimbursement for their time.




2.5 Data analysis

All interviews were audio-recorded and transcribed verbatim either by the lead researcher (n=7) or an approved transcription service (n=9). All identifiable information was removed and anonymised transcripts were managed using NVivo (61). Reflexive thematic analysis (56, 62) was chosen because it was compatible with the research aims and could draw out patterns of meaning as well as similarities and differences across the dataset.

Analysis started with repeated reading of transcripts promoting familiarisation with the data, which encouraged awareness of patterns in the data (63). The lead researcher then line coded and identified clusters of similar meaning across codes. During later stages of analysis, the lead researcher started to identify the implicit ideas, assumptions and conceptualisations that were hypothesised as shaping how participants explicitly described the meaning of their experiences (62, 64). While keeping the research question in mind, broader levels of meaning were recursively developed from clustered codes and this generated potential themes (58).

Development of a visual thematic map was an iterative and reflexive process that began after familiarisation with the data and concluded when final themes were generated. Definitions were generated to ensure that there was a clear organising concept for each theme and that the overall analytic story was clear (65). As final themes were organised, they were labelled by capturing reflections on the accompanying analytic story and how they related to the research question without just “…presenting summaries of data domains” (56, p.593).




2.6 Philosophical underpinning



2.6.1 Ontology

The flexibility of reflexive thematic analysis allowed the lead researcher (JOB) to use a critical realist orientation (66) to explore how participants made sense of their experiences of the mechanisms of change and how these meanings were shaped by the wider social context.

Pilgrim (67 p.2) described critical realism as understanding that “generative mechanisms exist in the world leading to emergent properties, within, and at different levels of, reality. This causal emphasis implies that social scientists should be interested in how things come into being and change”.




2.6.2 Epistemology

As we aimed to understand the mechanisms of change in perinatal psychological therapy, a critical realist ontological stance was used with a contextualist epistemology that was “concerned with truth, albeit a provisional, contextual and liminal truth”, and acknowledged social influences on the meaning both researcher and participants coproduced (68 p.179).





2.7 Rigour

According to Braun and Clarke (68), data saturation is inconsistent with the values and assumptions of reflexive thematic analysis. During the process of data collection and analysis, the issue of adequate sample size was reviewed based on “information power” (69) and meaning generation. According to information power (69), the more information a sample holds, relevant for the actual study, the lower the number of participants that is required for analysis. Thus, this study’s target sample was 15 to 20 participants.

In the data collection and analysis process, sample specificity was considered, ensuring there was representation of different PMHDs, types of therapy and mental health professionals facilitating therapy in the sample. Furthermore, another factor which contributed to the study’s information power was the quality of the dialogue (69). The interviewer was a trainee clinical psychologist and a doctoral student with a background in working with people across the lifespan and with a diverse range of mental health difficulties, who received training in conducting qualitative interviews, which contributed to the dialogue quality in interviews.

The lead researcher (JOB) coded the first two interviews, which were reviewed by another (LG) to assist in explanation and clarification of thinking, before coding the rest of the interview data. The research team also reviewed thematic maps to explore alternative ways of making sense of the data which had not previously been considered and to reflect on the lead researcher’s assumptions which could have impacted the analysis. For example, reflections on preconceived ideas the lead researcher had about the data during the early stages of coding, instead of allowing the narrative to be generated from the data itself.




2.8 Positionality



2.8.1 Position within the data

During the research, the lead researcher, who was a trainee clinical psychologist, articulated and reflected on how her disciplinary assumptions and frameworks, social identity, philosophical and personal positions informed and shaped the research (68). Therefore, the lead researcher’s multiple roles as a woman, a recent first-time mother and a trainee clinical psychologist were continually considered in terms of impact on the interview questioning and interpretation of the data throughout the research process. The lead researcher considered their subjectivity as a resource during interviews and analysis (70). It guided interview questioning and responses to participants’ explicit and implicit meaning conveyed within their accounts of therapy during the perinatal period.

The lead researcher was mindful that becoming a first-time mother during the course of the study facilitated the development of rapport with participants. It allowed aspects of their own experience of being a mother to resonate with those of participants, which meant participants’ stories were listened to with even greater empathy and a genuine curiosity. The lead researcher was aware of adopting an ‘in-betweener’ positionality located somewhere on the ‘insider-outsider’ continua (71). The other researchers (AW and LG) also held multiple roles as psychologists and mothers so brought additional insight to this topic of research.




2.8.2 Reflexive judgement

The potential influence of the research team’s similar positionalities on research processes (e.g., data analysis) were interrogated through reflective discussions. The lead researcher had an interest in psychological therapy, attachment and the mother-infant relationship. The lead researcher was aware that, through facilitating psychological therapy within her clinical work, she could have been inclined to focus on the positive experiences or usefulness of therapy. These positionalities, particularly the lead researcher’s clinician-researcher role, held the risk of influencing the analysis of participants’ experiences with her own preconceptions, for example, by premature conceptualisation through a clinician lens instead of staying close to the data as a researcher. The lead researcher was mindful of these beliefs and how they could impact the interview process and data analysis and used research supervision to explore these influences. Braun and Clarke (68 p.13) argue that “researcher subjectivity is an essential resource for reflexive thematic analysis”, which is why the lead researcher kept a reflective journal of thoughts for reflection, interrogation and meaning-making. Reflective discussions and journal oriented the lead researcher’s focus to meet the aims of the study as a clinician-informed researcher.






3 Results



3.1 Sample characteristics

Twenty women expressed interest in the study through their the PCMHT. Seventeen women consented to participate, 16 of whom completed the study (see Table 1 for details). One participant partially completed an interview but subsequently withdrew due to an unforeseen issue and her interview data were not included in the analysis. Recruitment concluded after 16 interviews when sufficient repetition and depth of meaning and thematic patterning was developed across the data, relevant to the research question (72).



Table 1 | Overview of some participant characteristics.

[image: A table listing individuals by pseudonym, detailing the age of their infant at interview, total number of children, PMHDs (such as trauma, anxiety, depression), and the professional facilitating therapy, ranging from clinical psychologists to support workers.]
Interviews lasted approximately 45-90 minutes and were conducted by telephone (n=1), Zoom (n=14) or in person at the participant’s home (n=1), based on participant preference which was sometimes guided by childcare issues. Despite different interview settings, no variations in the quality of the interview data were found. Jenner and Myers (73) corroborated this and found different interview modalities did not affect the quality of data. All participants were alone or had their infant present only and had privacy while the interview took place.

Participants were aged between 26 and 43 years, with a mean average of 34 years (SD=4.8) and they were predominantly white (n=13; 81.3%). The majority had obtained an undergraduate level of education or higher (n=14; 87.5%). Eleven were married or cohabiting (75.1%), with the remainder separated/divorced or single. Participants had between one and four children, and their youngest child’s age ranged from three weeks to 20 months. Seven were first-time mothers (43.8%).

All participants received one-to-one therapy, which included compassion focused therapy (CFT; n=2), cognitive behavioural therapy (CBT; n=6), trauma-focused CBT (TF-CBT; n=1), cognitive analytical therapy (CAT; n=2), exposure and response prevention (ERP; n=1), low-intensity graded exposure (n=1), and low intensity anxiety management (n=2). Two of the 16 participants received a blended combination of therapeutic modalities, including CBT and video-interactive guidance (VIG, n=1) or CBT and CFT (n=1). Therapy was delivered by mental healthcare professionals including clinical psychologists (n=7), a combination of a clinical psychologist with a systemic psychotherapist (n=1) for CBT+VIG, and a trainee clinical psychologist (n=1). Therapeutic interventions were also facilitated by assistant psychologists (n=4) and support workers (n=3), under the supervision of a clinical psychologist. For the purpose of this paper, all mental healthcare professionals delivering psychological therapy will be referred to as therapists from this point forward. The type of therapy offered depended on the therapist’s level of qualification and expertise.

Participants described their pre-therapy PMHDs as depression with eating difficulties (n=1), anxiety with depression (n=3), OCD-anxiety with depression (n=1), trauma with anxiety (n=1), anxiety, depression and trauma (n=8), anxiety, trauma with PTSD (n=1), and trauma, PTSD and auditory hallucinations (n=1). Nine of the 16 participants (56.3%) reported having no PMHDs following therapy.




3.2 Findings

Analysis of the 16 interviews revealed one overarching theme participant’s life stories were at the heart of therapy, and three main themes: 1.) We’re in this together – therapeutic bond and establishing a coherent sense of self, 2.) Surfing the urge to ‘fix’ feelings – Sitting with emotions improved regulation and 3.) Seeing myself in a new light – Shifting self-blame to self-compassion enhanced self-efficacy. All participants provided data to support each theme, although perspectives were diverse. In line with the research question, Figure 1 presents a thematic diagram of the overarching theme and three main themes and their relationship with the mechanisms of change for psychological therapy in the perinatal period.

[image: Chart depicting therapy themes and subthemes with the overarching theme: "Women’s life stories were at the heart of therapy." Theme 1: The importance of therapeutic relationships for self-coherence. Theme 2: Emotion regulation through sitting with emotions. Theme 3: Enhancing self-efficacy by shifting self-blame to self-compassion. Subthemes include collaborative decision making, a validating therapeutic bond for self-esteem improvement, and self-understanding through life stories.]
Figure 1 | Mechanisms of change in psychological therapy for PMHDs in PCMHTs.



3.2.1 Overarching theme: Participants’ life stories were at the heart of therapy1

All participants talked about their perinatal experience of psychological therapy in the context of unresolved psychological trauma from their recent past or early life experiences, which can also be understood as “ghosts in the nursery” (74) p.387]. Participants valued thinking about their PMHDs through a ‘what happened to me?’ lens in therapy, which was reflected by them wanting to ‘tell their story’ in their interviews. It became evident that participants had a desire and a need to provide contextual information (e.g., birth, trauma, early life events, etc.) relevant to them when first discussing therapy. Thus, psychological therapy and its mechanisms of change in the perinatal period could only be fully understood when participants’ past experiences (e.g., childhood trauma, birth trauma, infant admitted to neonatal intensive care, pregnancy/infant loss, etc.) were considered as part of the context to their PMHDs. Most participants had limited social support.

Theme 1: ‘We’re in this together’ – therapeutic bond and establishing a coherent sense of self

The quality of the therapeutic relationship was fundamental to participant’s formation of a coherent sense of self. This theme explored participant’s reflections on how the therapeutic bond offered a feeling of togetherness and acted as a catalyst of change to (re)connect with their needs, values and boundaries throughout their therapy journey and in the months following discharge. Participants revealed that, by connecting with this part of their identity, it led to an improved sense of agency, self-esteem, engagement with therapy, and enhanced self-understanding – within which three subthemes were developed.

Subtheme 1.1: Agency established through collaborative decision making

Participants expressed that being given agency over the therapeutic process and over session content through a collaborative relationship with the therapist increased their awareness and expression of their needs in and outside the therapy room. Participants commonly expressed changes in how they overtly conveyed their needs to family and friends, particularly in terms of improved ability to share and receive support with their emotional experiences. Being given the opportunity to (re)discover their voice allowed participants to feel that they were worthy of somebody’s time and attention, much like being elevated by the therapeutic stage as Ebony described:


“She [clinical psychologist] just sort of gives me the space to just own it. And especially when I say I’m finding my voice again and talking again, she just lets me have the - it’s like giving me the stage to do all I want to” (Ebony).



Participants experienced the therapy session as protected time to reconnect with and readjust to their sense of self as a woman and as a mother. This aspect helped participants to assert boundaries when given unsolicited advice from family or friends, which led to a shift from powerlessness to a sense of agency. Participants reported that therapy helped them to feel seen and heard which reinforced the validity of their feelings, and in turn improved their mental health.


“Especially when you do feel controlled by people that care about you or are meant to care about you a lot, and then you have someone come in and just listen to you and take you seriously, is very, very empowering and very nice. [ … ] When you have a baby, especially when you’ve gone through all that, you know, you lose your identity completely. For someone to give you some time in the day to listen to you and listen to how you’re feeling rather than you listen to everybody else and looking after your baby and forgetting yourself. Like I say, very empowering” (Ciara).



The therapist being flexibly accommodating with the “demands on the modern mum” (Zainab) enabled participants to feel they had agency over the therapeutic process. This approach led to a common feeling that the therapeutic frame was negotiated in line with their needs and responsibilities, which helped improve their motivation to engage.


“[The [perinatal] clinical psychologist] has been really accommodating around – one day [infant] wasn’t well so I rearranged [a therapy appointment] and it was fine. The other team (community mental health team - CMHT) sort of threatened to discharge me when I had an appointment that came up that day. Just as a mum your kids are a priority, so if they’re not well or something comes up or whatever, you are going to rearrange your own appointments for them. And I just find that the Perinatal Team [ … ] were very understanding about it, whereas the CMHT were not” (Morgan).



Participants described feeling equal in the therapeutic relationship. Collaboration and choice were prioritised throughout the therapeutic process, which further consolidated their sense of agency and engagement with therapy. There was a felt togetherness in navigating the direction of therapy rather than “force” as Millie noted: “I was given an option to choose what I want, like it’s not – she [clinical psychologist] did not force me to do something which I was not able to or which I was not in belief of”.

Gaining confidence from expressing their needs in therapy helped participants to experiment with that assertiveness outside the therapy room. For instance, Aliya spoke about shifting from passivity to assertiveness to make a formal complaint about an aspect of perinatal care she received:


“I did notice while I was talking to [trainee clinical psychologist] I did things that I wouldn’t do before, so like I didn’t used to voice my opinion. I mean I always did but I stopped doing so. I didn’t complain about the service and then [trainee clinical psychologist] kind of made me want to complain about it. Not complain but I want it to change for other people, I don’t want other people to go through this, so she made me feel empowered about this stuff” (Aliya).



Subtheme 1.2: A validating, non-stigmatising therapeutic bond kept participants engaged with therapy and improved their self-esteem

The 16 participants reflected on how validation and normalisation of their feelings and thoughts kept them engaged with therapy. Participants expressed feeling the need to hide their inner world from others before and at the start of therapy, which commonly led to a feeling of “overwhelm” (Cerys) and shame, and a sense of being “a bad mum and I shouldn’t need psychology” (Ciara). Some participants held fears that, by sharing their PMHDs, they could be deemed unfit mothers and social services might consequently remove their infant and other children from their care.


“I still had reservations about telling the doctor ‘cos were they going to take my kids off me? Was I going to be called a bad mum? It took a lot for me to give that control over to a doctor and the perinatal team, and to trust them” (Sue).



Participants felt able to engage with therapy and “trust the process” (Betty) when they could relate to parts of the therapist’s character (e.g., similar humour, being a woman or a parent), which relied on the therapist being able or willing to disclose these aspects of themselves. For instance, Jesse described the authenticity of the therapeutic relationship, “when someone else can say ‘like as a mum, that’s whatever’ - it helps, almost like it makes their understanding feel more relatable and it’s not felt like a disconnect. It’s normalised, like being a mum can be hard…”.

Some participants shared doubts about whether they would have had the same engagement with therapy if they had a male psychologist because of the shared understanding among mothers/women of what motherhood can or could be like. However, all four participants who had a male psychologist initially shared these doubts too but were subsequently surprised by the therapeutic bond which formed.


“I think it may have helped that we were a fairly similar age and we had a similar sense of humour [ … ] I think that’s really important ‘cos I may not have opened up the same and, interestingly, he was a man. I think a lot of women would feel more comfortable talking to a woman about perinatal issues, but I was very glad that it was him because I might not have got the same outcome from somebody else” (Ciara).



Many participants described therapy as a “safety net” (Morgan) to explore and allow their private selves, which they had learnt to hide from others, to be seen. Participants initially felt ambivalent about sharing their PMHDs and validation from the therapist shifted this ambivalence to relief, as Eve described:


“You’re not saying these things even maybe out loud to yourself but then you’re going and sitting in a room with a stranger and you’re saying the things that are sometimes, they’re not just scary but sometimes you kind of know that actually these aren’t nice thoughts, and it’s not nice to say them out loud. [ … ] And you do feel that relief when you then get that feedback of, oh well actually somebody hasn’t recoiled at my thoughts the way I anticipated they were going to, and actually this isn’t as bad as I thought” (Eve).



The therapist’s non-judgemental character deepened participant’s sense of security to express and embrace their emotional vulnerabilities, which enabled them to explore and understand their negative self-judgements.


“[Support worker] was just so accepting and she wasn’t surprised by anything. And didn’t judge anything. And, also didn’t like ignore anything so, if you said something that you felt was an awful thing to say, she would then talk about it” (Emelia).



The data revealed that the therapist’s non-judgemental, validating responses were internalised by participants over time. Therapy provided them with a safe haven to come to when distressed, then through connection with and guidance from the therapist, participants experimented with “re-arranging how I speak to myself” (Sue).


“I don’t have a compassionate voice and she [clinical psychologist] was kind of teaching me how to have that compassionate voice that I was trying to emulate then after those sessions - to externalise my compassionate voice. And I wasn’t necessarily getting that from anywhere else” (Zainab).



According to participant accounts, their internalised self-validation improved their self-esteem, assertiveness with others and attunement to their infant’s and other children’s needs. Some participants described beginning to feel more emotionally present with their infant and other children.


“It helped me assert myself a bit more and play with [infant] more. Because I was scared to be alone with [infant]. It gives me a bit more, I don’t want to say courage, she is my daughter – she is not that terrifying – but that is kind of what it did. It just gave me reassurance that if she cries, it is not because you have done it and you’re a horrible person and she doesn’t want to be with you – you know, it could be this … it could be this or this” (Betty).



Subtheme 1.3: “Making sense of my life story” - enhanced self-understanding

Participant narratives showed that they achieved a richer understanding of themselves through formulation, which helped them to understand their PMHDs in the context of their recent and early life experiences, and “make those connections I guess from like why … why am I thinking like this? How have I been brought up or lived that maybe these thoughts and feelings have come about” (Ava).

According to participants, connections between early life and motherhood experiences helped them to understand the roots of their PMHDs and coping styles, thereby enhancing introspection into their relational patterns with self, infant and others.


“So he [assistant psychologist] would almost tie all of the events into one, and make me realise that, okay as a result [of childhood experiences] I’m now an adult that needs to be in control, or I’m an adult that needs to have the control, and if I don’t have the control what happens?” (Sue)



Formulations furthered participant’s understanding of how their beliefs about themselves manifested in the mother-infant relationship. For instance, “I think one of my big triggers was rejection and I would avoid situations for fear of being rejected. Like, if I was trying to do something with [infant] and [infant] like rejected me – it was kind of like, ‘I am a bad mum’… ‘I am a bad person’” (Betty). The insight gained from formulation helped participants to develop the skill of self-validation, which commonly reduced feelings of stigma and self-blame over time.


“I guess it’s shown me how it’s almost made me vulnerable to the trauma because I’m trying to protect [infant] from everything that I had experienced [ … ] it’s helped me to feel like, of course I felt that way because these kind of things hurt me, whereas normally I’d be like, I’m just being stupid other people have it worse. So taking into consideration that kind of background and the things that maybe made me more vulnerable to struggling after the birth, has meant a lot, it’s really helped” (Jesse).



Participants revealed that this self-understanding helped them to acknowledge and explore their “life-story” (Ebony), which only felt possible through the therapist holding their client’s distress using a validating, non-judgemental approach. Following discharge from therapy, written formulations continued to benefit participants by enabling them to access and reconnect with understanding the origins of their distress. Many participants spoke of how the accessibility of written formulations aided their self-regulation in the months after discharge.


“If I ever find myself stuck, I can go ‘right hang on a minute I’ll just go have a look at my [therapy] formulation and see if there’s anything that I can identify will help me right now’. [ … ] I’d feel like, wow I went through that, I dealt with it, and we did all this work and I’m here now. So if I can go through all that, I can go through whatever’s going on now. It’s really good to have, really good to have” (Ciara).



Theme 2: ‘Surfing the urge’ to ‘fix’ feelings - Sitting with emotions improved regulation

Many participants described lifelong patterns of emotional avoidance, a coping mechanism which worked until motherhood, when the ability to use these strategies became strained. For example, as Betty described, “it got to the point where basically the lid just came off and they [emotions] exploded out”. Participants outlined that therapy enabled them to navigate felt challenges of opening up about their emotional experiences and to explore “buried” memories.

A paradoxical feeling of relief in but unworthiness of being listened to was expressed by some, as if sharing their distress was a burden to others. Participants stated that therapists encouraged them to engage with this discomfort in an attempt to consider the value of opening up.


“It’s like I’m taking up space and other people’s time. And maybe with [clinical psychologist] she shows you that you’re not doing that and you need … there is a reason why you’re having these conversations. And helping you understand why you need to have … why you need to think about these things” (Ava).



Many participants expressed ambivalence about exploring their feelings. By collaboratively contemplating the possible consequences of emotional avoidance, participant’s motivation to engage with their emotional experiences and the therapy process increased.


“By session three I started to think, what am I even getting out of this? (…) then [assistant psychologist] asked me a question about burying my emotions and thoughts around that. And whether I felt that would be helpful for me in order to continue through life basically, which then made me think, I can’t do that because every time I think about what happened in my pregnancy, or when [infant] was born, it just filled me with emotions [ … ] and that [burying emotions] is not that helpful and that they’ll probably come up at some other point in life” (Cerys).



According to participants, therapists commonly coregulated their emotional distress by encouraging them to “engage with the emotion” (Jesse) and normalising that “it’s okay to have those feelings, and that’s not a problem” (Emelia). Normalising feelings encouraged hope and optimism about therapy outcomes and scaffolded participant’s self-regulation skills. Participant narratives demonstrated that this aspect changed their relationship with emotional experiences and improved acceptance of emotions felt.


“It’s always been a bit of a coping mechanism, but especially with the trauma - not wanting to feel an emotion, wanting to problem solve it or distract it. So, we’ve been doing work on that and kind of trying to be the person I’d be for someone else I guess. Or trying to validate it and empathise with myself and give myself a minute [ … ] it’s helped me definitely to reduce my anxiety and then in turn that’s helped me to improve my mood” (Jesse).



Self-regulation skills enabled participants to tune into and coregulate their infant and other children’s distress more effectively, which further improved their self-efficacy. For example, “yesterday my four-year-old was just crying and screaming. Before I would have screamed at him, “Stop screaming, stop crying.” But I was so calm to say, “Come to mummy, what is it? Tell me,” you know. So I’m not on the edge like that as much” (Ebony).

Participants also began to share their emotional experiences with friends and family, including with their infant and other children. Participants described a desire to change intergenerational patterns of how emotions were experienced and interpreted. Participants wanted to encourage their infant and other children to embrace emotional experiences and to share their emotional experiences freely. Participant accounts indicated that involving partners improved their communication and openness to talking about feelings, thoughts and needs, which further supported participant’s emotional regulation outside the therapy room.


“It has improved communication with me and my husband. We’re far more honest, the second time round, I was able to tell my husband I’m hearing things again and I’m frightened” (Eve).



Theme 3: ‘Seeing myself in a new light’ - Shifting self-blame to self-compassion enhanced self-efficacy

Through guided discovery, participants revealed that they considered their present and past lives through an alternative lens and, with the therapist’s “gentle nudging” (Ebony), they contemplated other ways of viewing the same situation both in and outside the therapy room. This cognitive process gradually enabled participants to enhance their curiosity for alternative factors that could have contributed to their emotional experiences, which helped to defuse participants’ self-blame.


“You kind of hold onto these things, and feel bad about the past, for instance, and when somebody else kind of mirrors them in a different way then it helps you understand it more and not feel bad about it. And that also has helped me perhaps think more in that way as well. Trying to look at other situations for what else might be happening that is making me feel that in that situation. So I feel like I am trying to implement her way of thinking into other areas” (Ava).



According to participants, this restructuring of their beliefs about themselves increased self-forgiveness and/or acceptance. Considering alternative perspectives also helped participants to feel more assertive, namely by placing and holding boundaries in their relationships with family and friends, which evoked an awareness of improved self-esteem and self-worth.


“So changing that mindset did help with what I’m prepared to put up with from people. So like my family are quite critical and I’m more minded to take that opportunity to reflect back on the person if they’re being harsh, you know, instead of explaining myself. So that’s always been the dynamic that I’ve had, that I always feel like I have to apologise, and it’s kind of recognising, well actually no, the thing that that person just said was really inappropriate or snarky and I don’t need to explain myself” (Zainab).



Some participants spoke about practicing skills between sessions and how it influenced their self-efficacy. Whilst navigating relational challenges was explored and scaffolded in therapy, one of the challenges some participants faced was practicing assertiveness skills outside the therapy room. Operationalised between-session goals helped participants to consolidate their relational skills.


“Having those goals set towards the end of each session - right discuss it with [name] or go away or speak to [name] about what we’ve discussed in the session today, actually might not sound very much at all but it’s actually a huge barrier. So [ … ] rather than just starting a new session this time, sort of checking back in on the last session. I guess as well to link it all together and to provide that bridge between the sessions” (Cerys).



Many participants found their internal voice shifting from a critical to a compassionate or nurturing tone, which improved self-esteem and enabled participants to prioritise their own needs and values. This emotional shift helped participants to regain a sense of self-efficacy in relationships with family, friends and their children.


“Just navigating relationships and challenges because I’ve always been very much a people pleaser and feeling I’m not good enough, so they’re right. So actually being like, no, and trying to have people listen to me and what my values are I suppose, rather than what theirs are. [ … ] It’s given me time to actually think about what I want and what I want to do rather than what someone else wants me to do” (Ciara).



Most participants described how understanding and exploring their relationship with themselves significantly enhanced their enjoyment and fulfilment of the emotional bonds with their infant, children and others. Betty described her journey from the darkness of suicidal ideation and debilitating self-blame to the lightness of enhanced self-worth and subsequent new beginnings with her family.


“Knowing that if I am getting those [suicidal] thoughts, I can see now - it sounds stupid - I couldn’t see at that time what was around me, but now I can. I look at my daughter and my husband, and feel how lucky I am to have them. How amazing they are and I have no time to think of those [suicidal] thoughts anymore, and have no reason to think of those thoughts anymore because everything I have got and everything that I wanted is right in front of me” (Betty).








4 Discussion

This study was the first to understand participant’s experiences of psychological therapy irrespective of diagnosis and therapeutic modalities in specialist PCMHTs. Participants’ narratives revealed one overarching and three distinct, yet interconnected themes which could only be fully understood when participant’s past or early relationships, referred to as “ghosts in the nursery” (74) p.387], were considered. Shifting self-blame, establishing a coherent sense of self (through the therapeutic bond, collaboration, and formulation) and engaging with difficult emotions were identified as potential mechanisms which led to an improved sense of agency, self-understanding, self-efficacy, and self-regulation. Participant accounts demonstrated that positive relational change was experienced for themselves and their relationships with their babies.

Unsurprisingly, some of these findings had already been identified in the wider psychological literature on therapy. For example, the therapeutic relationship, the development of self-regulation skills and enhanced self-understanding have previously been reported as key mechanisms in therapeutic change (e.g., 75–79). However, women in the perinatal period have additional needs as primary caregivers of an infant, and perinatal mental health services have equal responsibility for the infant and mother to improve long-term outcomes for the mother-infant relationship and cost-savings to society (80).

Participants’ narratives revealed that they experienced extreme inadequacy, guilt and stigma when their experiences did not match the idealised depictions of motherhood, which are known barriers to accessing perinatal mental health support (81). As Choi et al. (12, p.176) identified that women, who did not have PMHDs, strove to manage felt inadequacies by being “super-mum, super-wife, super-everything”, it could be argued that participants in this study felt additional internalised pressure to conceal their PMHDs. However, the findings showed that formulation and normalisation of their PMHDs encouraged a more realistic expectation of motherhood and the mother-infant relationship in these participants, which reduced their self-blame and instead improved their self-esteem and attunement with their infant.

A striking pattern across participants’ accounts was the importance of the therapeutic relationship as an engagement process, which could be explained by attachment theory (82). Therapy acted as a safe haven or secure base, which allowed participants to engage with therapy and explore painful or traumatic psychological experiences. This process involved the therapist coregulating their client’s distress and provided adaptive emotional experiences to reconfigure their internal working models (IWM), which has been reported in the wider psychological literature [e.g (83–86). Furthermore, the findings indicated that, like an attachment relationship (87), participants internalised the therapist’s validation and normalisation of their experiences which empowered participants to feel they were ‘good enough’ mothers. Participants’ past experiences were unchangeable and influenced their perceptions of self as a mother, but therapy facilitated the development of alternative perspectives so that they were able to control current factors contributing to their PMHDs.

This sensitivity, engagement and responsivity (or mind-mindedness) experienced in the therapist-woman relationship was then reported to be mirrored in the mother-infant relationship and improved a mother’s felt ability to connect with and soothe her infant’s emotional experiences. This maternal ability to be mind-minded with her infant in the first year of life is considered to be important for enhancing the quality of early mother-infant interaction, which can improve the security of the mother-infant bond and eventual attachment (see 88, 89). This study highlights the usefulness of attachment theory (82, 86, 90) in understanding and complementing therapeutic processes and outcomes for PMHDs while holding the mother-infant relationship in mind. Similarly, the usefulness of integrating attachment theory into therapeutic processes irrespective of therapeutic modality has been reported in the non-perinatal literature (91).

Findings on improved agency, self-understanding, validation, and emotional regulation could be further explained by self-regulation theory (e.g., 92). Therapists encouraged a collaborative approach throughout the therapeutic process which improved a participant’s sense of agency and self-esteem. Self-validation and regulation helped participants to withstand the challenges of motherhood. Sanders and Mazzuchelli (92) argue that parents can improve their self-regulation skills by appreciating their strengths and weaknesses, and achievements and setbacks, without being unhelpfully critical. Participants similarly highlighted the connection between improved self-compassion and self-regulation in this study.

Developing a coherent sense of self and self-regulation skills both heightened self-compassion and empathy for their infants, which improved their ability to tolerate uncertainty and mixed emotions within themselves and their infants. The ability to accept conflicting feelings is deemed to be protective and important for the flexible reciprocity in meeting the emotional needs of both mother and infant (the ‘reciprocator’ role) (10). Our findings indicated that therapy elicited a number of psychological shifts in participants from initial guardedness to openness, self-blame to self-compassion, dismissiveness to self-validation, and from the perfect to good enough mother. These changes in women’s emotional experiences could over time lead to a wider societal shift from the ‘perfect mother’ to the ‘good enough’ mother (93), which could reduce stigma associated with PMHDs.

This study offers practice-informed insights to the growing evidence-base for psychological therapies in the perinatal period. Although, the findings of this qualitative study cannot be generalised, they could be transferred to other contexts and countries. Certain aspects of psychological therapy for PMHDs appear to be particularly pertinent for the therapeutic engagement and outcomes for mothers of a young infant. These findings will be relevant for the development or updating of guidelines for perinatal psychological therapy, especially within the UK and have important implications for future research on psychological interventions offered to women in the perinatal period.



4.1 Clinical and policy implications

Participants described and almost outlined the processes in perinatal psychological therapy which elicit change in women’s mental health and the mother-infant relationship. When these are combined with established therapy techniques, clear recommendations were revealed and are outlined in Figure 2. This proposed model outlines the relationship between the pertinent aspects of psychological intervention in the perinatal period, the proposed mechanisms (i.e., techniques and processes), and the therapeutic change based on commonality of participant experiences. Although this model is possibly most relevant for healthcare professionals delivering psychological therapy in the perinatal period, it could be used between therapists and women as a guide for the direction of therapy or as a resource for the formulation of therapeutic goals. Kazdin (94, p.4] highlights that “understanding the mechanisms of change can bring order and parsimony to the current status of multiple interventions”. Therefore, the model provided in Figure 2 could offer stakeholders (e.g., women, healthcare professionals, service leads, etc.) a framework to inform psychological therapy provision (irrespective of PMHDs and therapy modality) in PCMHTs. Figure 2 could inform policies for the delivery of perinatal mental health care by broadening recommendations to focus on the mechanisms by which therapy elicited change for participants in this study.

[image: Flowchart illustrating therapeutic interventions to explore women's life stories or "ghosts in the nursery." Interventions include Therapeutic Bond, Engagement with Feelings, and Shifting Self-Blame. Techniques and processes involve decision making, validation, understanding feelings, and promoting self-compassion. The desired changes are a coherent sense of self, skills to self-regulate and coregulate an infant's distress, and enhanced self-compassion and relational change.]
Figure 2 | Mechanisms of change model for perinatal psychological therapy.




4.2 Strengths and limitations and future research suggestions

To our knowledge, this is the first study to explore the mechanisms of change for psychological therapy in perinatal mental health settings. Strengths of this study include the robust procedure for data analysis. However, some limitations have to be acknowledged: women who took part in this study were predominately white, heterosexual and relatively well educated. This is a known limitation of research studies and may compromise the transferability of findings to different contexts. External, non therapy-related, factors could have influenced the psychological changes reported by participants in this study. For instance, encouragement to engage with therapy or changes in support offered by family and friends could have occurred as a parallel process to therapy. The findings were restricted to a UK/English setting and may not be transferable to other health care systems and other countries.

Future research investigating psychological change in the perinatal period should aim to address the above-mentioned limitation regarding diversity issues within the sample, including mothers who are not proficient in English. Most of the mothers received psychological therapy during the first year post-birth. However, commissioning of PCMHTs is currently changing and services will increasingly be working with mothers up to two years following birth. Therefore, it would be helpful to capture women’s experiences of psychological therapy received between 12-24 months following birth to consolidate our understanding of the mechanisms of change in the perinatal period.




4.3 Conclusions

This novel study explored the mechanisms of change within psychological therapy irrespective of mental health diagnosis or PMHDs and therapeutic modality. Findings demonstrate that shifting self-blame, focusing on the therapeutic relationship and formulation, and engaging with feelings were mechanisms which participants reported helped them improve their self-understanding, self-compassion and self-regulation skills while considering the mother-infant relationship. At a time when PCMHTs are rapidly expanding across England, this study offers a mechanisms of change model which could be used as a framework to improve the facilitation and outcomes of evidence-based psychological therapies in PCMHTs. 
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Background

Sensitivity plays a crucial role in parenting as it involves the ability to perceive and respond appropriately to children’s signals. Childhood maltreatment and depression can negatively impact adults’ ability to recognize emotions, but it is unclear which of these factors has a greater impact or how they interact. This knowledge is central to developing efficient, targeted interventions. This paper examines the interaction between parents’ depressive symptoms and childhood maltreatment and its influence on their ability to recognize the five basic emotions (happiness, anger, sadness, fear, and disgust) in children’s faces.





Method

The sample consisted of 52 parents. Depressive symptoms were measured by the depression subscale of the Brief Symptom Inventory-18 (BSI-18), and maltreatment history was assessed by the Childhood Trauma Questionnaire (CTQ). Children’s emotional stimuli were morphed images created using The Child Affective Facial Expression (CAFE) database.





Results

Our findings indicate that depressive symptoms moderate the relationship between parents’ history of childhood maltreatment and emotion recognition skills. Parents with higher depressive symptoms had lower emotion recognition accuracy when they had not experienced maltreatment. When childhood maltreatment was severe, emotion recognition skills were more consistent across all levels of depression. The relationship between depression and emotion recognition was primarily linked to recognizing sadness in children’s faces.





Conclusion

These findings highlight how different experiences can affect parental abilities in emotion recognition and emphasize the need for interventions tailored to individual profiles to improve their effectiveness.





Keywords: childhood maltreatment, emotion recognition, depression, parental sensitivity, parent-child relationship




1 Introduction

Childhood maltreatment can have long-lasting consequences on a person’s development. It can also affect their ability to become a parent. Studies have found that individuals who experienced maltreatment during their childhood may face more challenges in being sensitive parents (1). The experience of maltreatment during childhood is also related to mental health and has been repeatedly related to depression (for a review, see 2). While parental experience of maltreatment and depression are known to be linked to sensitivity, further research is needed to understand the underlying mechanisms. Our study contributes to this understanding by examining how childhood maltreatment and depressive symptoms are related to an essential aspect of sensitivity: recognizing children’s emotional signals.

Individuals who have experienced maltreatment during childhood are at high risk of developing mental health difficulties. Several systematic reviews and meta-analyses have confirmed the link between a history of maltreatment and depression (2, 3). According to a meta-analysis, experiencing childhood abuse and neglect raises the odds ratio of developing depression by 1.5 to 2.5, depending on the type of maltreatment experienced (4). This association is seen in both men and women, with women showing a larger effect, although not significantly so (5). Many mediators have been used to explain the development of depressive symptoms following childhood maltreatment experiences. Examples include envy (6), loneliness and lack of coping skills (7), scarcer social support (8), and lower parent-child relationship quality (9). Recent research has focused more on emotion dysregulation, which refers to an individual’s inability to control or regulate their emotional responses to a stimulus (10–13).

Effective emotional regulation involves four key dimensions: understanding and being aware of emotions, accepting emotions, being able to engage in goal-oriented behavior and avoid impulsive behavior, and using appropriate strategies to regulate emotions (14). Depression has been found to play a significant role in shaping differences in emotion recognition (15, 16). Abnormal processing of facial expressions of emotions has been linked with mental health disorders. However, research suggests these deficits are more common in individuals with Major Depressive Disorder (MDD) than those with anxiety disorders (17). One possible explanation for this impairment might be the presence of negative thoughts and beliefs in MDD, such as worthlessness and self-criticism. These negative cognitions could lead to a more negative evaluation of external stimuli, including facial expressions, compared to healthy individuals (18). A meta-analysis indicates that individuals suffering from MDD have more difficulty recognizing the emotions of anger, disgust, fear, happiness, and surprise (19). Moreover, the ability to recognize emotional facial expressions is affected by the severity, not just the presence, of depressive symptoms. Krause et al. (20) found that participants with MDD who had severe depressive symptoms and were admitted to inpatient facilities showed less accuracy in identifying happy emotional facial expressions than those with mild symptoms attending outpatient facilities.

Individuals who have undergone maltreatment in the past also face challenges in managing their own emotions, as well as having difficulties accurately perceiving and interpreting the emotions expressed by others (21). The association between childhood maltreatment and emotion recognition is well-established, and its long-lasting consequences have been documented at various stages during a person’s lifetime. Pollak et al. (22) were among the first to demonstrate how different forms of maltreatment affected emotion recognition in children (see (23), for a systematic review). Another systematic review found that emotion recognition continued to be altered during adulthood (24).

The role of depression in the relationship between childhood maltreatment and emotion recognition has been explored. According to Hautle et al. (25), individuals with a history of maltreatment and a mental disorder diagnosis have the lowest levels of emotion recognition accuracy, followed closely by those with childhood maltreatment but without a diagnosis. On the other hand, participants with a diagnosis but no history of maltreatment have the highest levels of emotion recognition accuracy. In a study by Suzuki et al. (26), adults with a history of maltreatment made more errors in recognizing fear than anger compared to depressed adults with a history of maltreatment who showed an increased bias towards fear.

Three comparable studies have shown that adults diagnosed with MDD who have experienced childhood maltreatment tend to have more difficulty recognizing emotions than MDD-diagnosed adults who did not experience childhood maltreatment. All of these used the Reading the Mind in the Eyes (RMET) task to evaluate participants’ emotion recognition abilities, which involves matching mental state descriptors with an image of the eye region of an adult’s face (27). Rnic et al. (28) found that individuals with a history of emotional abuse who were suffering from MDD had a significantly lower accuracy rate in the RMET. However, those with a history of physical abuse in the non-depressed group had no significant difference in their RMET scores. They also noticed that a history of neglect enhanced the accuracy rate in depressed and non-depressed groups. Similarly, (29) documented that childhood emotional and physical neglect negatively affected participants’ response accuracy to the RMET task compared to controls without MDD. When combined with early-life neglect, emotional abuse specifically interfered with the accuracy of the positive and negative valences. The number of childhood adversities predicted total and negative valence RMET scores. A more recent study using the RMET by Nilsson et al. (30) revealed that patients with MDD and a history of childhood maltreatment had poorer emotion recognition abilities than MDD patients without such a past. The difference was observed in decoding positive and negative emotions, while no significant group differences emerged for decoding neutral emotions. Emotional neglect was the only maltreatment type that was found to be associated with lower emotion decoding abilities. In summary, mixed results were obtained regarding the impact of maltreatment and depression on emotion recognition and the valence of emotions that each form of maltreatment can influence.

Previous studies have mainly focused on exploring the role of depression in the relationship between childhood maltreatment and emotional recognition in MDD-diagnosed adults, using adult facial stimuli to measure emotion recognition accuracy. Little attention has been given to understanding how the presence and severity of depressive symptoms can affect parents with a history of maltreatment in recognizing children’s emotional facial expressions.

Accurately recognizing children’s facial expressions of emotions is a crucial parenting component. During infancy, parents rely on their baby’s cries to know and meet their needs. As children grow older, they develop more complex ways to express their needs. Preschoolers, for instance, cry less often but do not have the whole vocabulary to explain their needs. During this phase, parents need to identify the emotional signals that their children communicate through facial expressions and adapt their responses accordingly. Therefore, this paper investigates how depression interacts with parents’ history of childhood maltreatment to influence their ability to recognize the six basic emotions (happiness, anger, sadness, fear, disgust, and surprise) in children’s faces.




2 Materials and methods

The study received approval from the Ethical Committee of the University of Quebec in Outaouais (UQO CER #2020-698) and was conducted between January 2020 and October 2023 by the university’s guidelines and regulations. All participants provided written informed consent before their involvement in the study.



2.1 Participants

The study involved one parent from 52 families: 46 identified as women and 6 as men (M age = 35.5 years, SD = 6.0). Each parent was accompanied by one of their preschool children aged between 2 and 5 years (M = 53.2 months, SD = 15.2, 50% female). A power analysis revealed that a sample of 52 participants with two predictors and three control variables allowed an effect size of.20 with a power of.80. Participants were recruited from local community organizations that provide services to vulnerable families, university bulletin boards, and social media. Most were Caucasian (82.7%) and had completed a university degree (53.8%). However, 7.7% of parents had completed primary school, and 23.0% had completed secondary school or a vocational diploma. About 53.8% of the parents had an annual income of 70 000 CAD or more compared to 26.9% with an income of 23 999 CAD or less. A total of 16 participants (30.8%) indicated having experienced at least one form of maltreatment at a severity level from moderate to extreme. Scores on the depression scale indicated that 44.2% of parents had a low level of depression (raw score of 0, t-score 41), and 19.2% had a high level of depression (raw score of 5 and above, t-score ≥ 63) (see Table 1).



Table 1 | Sociodemographic characteristics of parents (n = 52).

[image: Table displaying various parent demographics and statistics: Gender shows 46 females (88.5%) and 6 males (11.5%). Education levels: Primary 4 (7.7%), Secondary/Vocational 12 (23%), College 8 (15.4%), University 28 (53.8%). Income ranges in CAD: 0-23,999 with 14 (26.9%), 24,000-39,999 with 5 (9.6%), 40,000-69,999 with 5 (9.6%), 70,000+ with 28 (53.8%). Ethnicity: 43 Caucasian (82.7%), 9 Non-Caucasian (17.3%). CTQ scores show 36 with little maltreatment (69.2%), 16 moderate to extreme (30.8%). Depressive symptoms: None 23 (44.2%), Moderate 19 (36.6%), Clinical 10 (19.2%).]



2.2 Procedure

This study is part of a more extensive protocol. Only the tasks related to the current study are described here. Participants were asked to consent to a two-hour study before the experiment. Children and their parents were taken to separate rooms. Parents did various computer tasks, among which one asked them to identify the most prominent emotion on images morphing two facial expressions of children showing emotions at different intensities. After that, the parents and their children were reunited for an observational task. They were asked to interact for 15 minutes. The first 7 minutes was a free play period, after which the parents had to ask their children to clean the room without support other than verbal encouragement. After the interaction, the parents and children were separated again, and the parents were asked to complete questionnaires. Parents received a reward of 40$ CAN for their participation, and the children received a gift such as a book or puzzle.




2.3 Measures



2.3.1 Demographic information

Parents provided demographic information through a self-reported questionnaire that includes questions regarding the child’s gender and age, the parents’ age, ethnicity, education, family status, annual income, and other pertinent information (31).




2.3.2 Childhood maltreatment

The French version of the Childhood Trauma Questionnaire (CTQ) was used to determine if the parents had experienced any maltreatment in their childhood (32). The CTQ is a self-reported questionnaire consisting of 28 questions that use a Likert-type scale ranging from 1 (Never true) to 5 (Very often true). The CTQ evaluates childhood maltreatment in five forms: emotional neglect, physical neglect, emotional abuse, physical abuse, and sexual abuse. A score is given for each type of maltreatment experienced by the individual. The CTQ has been validated with a large population and has good test-retest reliability (r between 0.76 and 0.96). The short version of the CTQ (28 items) has been validated by multiple studies (32, 33) and can be used with a French-speaking population. For each type of maltreatment, a score is calculated to determine the severity of the reported experiences, where 1 indicates no maltreatment, 2 indicates low maltreatment, 3 indicates moderate maltreatment, and 4 indicates severe maltreatment. A total severity score was calculated for our study by adding the severity score for each form of maltreatment. The total severity score can range from 5 to 20. The internal consistency for our sample is α = .85.




2.3.3 Depressive symptoms

The depression subscale of the Brief Symptom Inventory-18 (BSI-18) was used in this study (34). The BSI-18 is a shortened version of the BSI developed by Derogatis and Melisaratos (35). The depression subscale consists of 6 items rated on a Likert-type scale ranging from 1 (Not at all) to 5 (Extremely). Participants were asked to rate the extent to which they had been “distressed or bothered” by each symptom during the previous week, and their responses were scored from 0 to 4. The scores of each item were then added up to calculate the total score for depressive symptoms. Scores were transformed in T-scores to facilitate interpretation. The BSI has been validated in many populations (36, 37) and has excellent test-retest reliability (ranging from.68 to.91) and good internal consistency reliability (coefficients ranging from.71 to.85) (35). Derogatis (38) administered both the BSI and SCL-90-R to a sample of 565 outpatients and found that similar symptom dimensions on the two tests correlated highly, with correlations ranging from.92 to.98. The internal consistency of the BSI-18 has been demonstrated by two studies (34, 39). The internal consistency for our sample is α = .85.




2.3.4 Emotion recognition

The stimuli used were photographs of two Caucasian children, a 4.6-year-old boy and a 5.3-year-old girl, expressing six emotions (anger, disgust, fear, joy, sadness, and surprise). These images were obtained from the Child Affective Facial Expression (CAFE) database (40) and were about 13 cm by 13 cm in size. They were presented on a computer screen in a random order. The images were grayscale with a neutral background, and the faces were approximately 13 degrees of visual angle. The emotional expressions were combined in pairs using morphing software (Fantamorph 5.0) with specific weightings (20:80, 35:65, 50:50, 65:35, and 80:20%), resulting in 150 stimuli (15 expression combinations x 2 genders x 5 weights). Parents participated in 450 trials, which were divided into three equal blocks to minimize fatigue. The task was to identify the dominant emotion in each displayed stimulus. Correct responses were defined as identifying the emotion with a weight of 50% or more. No feedback was provided on the accuracy of the answer. This task has been previously validated and used in other studies (41).

Based on unbiased hit rates, the scoring method followed Wagner’s (42) approach. Unbiased hit rates considered both hits and false alarms, with the proportion of hits multiplied by the ratio of hits to the total number of times a participant categorized any stimulus as corresponding to the target emotion. To account for proportions unbiased hit rates underwent arcsine transformation. The average unbiased hit rates across the six emotions represented each participant’s score. The internal consistency of the scoring system, measured by Cronbach alpha, was 0.69, indicating coherence while highlighting variations in performance across different emotions.





2.4 Statistical analyses

Descriptive and correlational analyses were performed to test the linear relationship between maltreatment, depression, and emotion recognition. Demographic variables were examined to determine their potential confounding effect. The moderation role of depression was verified by using a multiple linear regression model. The model comprises maltreatment, and depression, as well as their interaction term: maltreatment X depression.

The analyses were performed using SPSS 29.0.0 with the command PROCESS 3.1, model 1 (43). To control for homoscedasticity, the macro provides a heteroskedasticity-consistent standard error (HCSE) estimator of ordinary least squares (44). We used the HC0 (Huber-White) as the HCSE estimator (45). Education level, and gender were included in the models as covariates, as they are correlated to either depression (education), or emotion recognition (gender, and education). To explain the nature of the interactions, simple slope analyses were performed with slopes conditioned at low (-1 SD), moderate (mean), and high (+1 SD) levels (46).





3 Results

Table 2 presents the descriptive statistics and bivariate correlations for all variables. The correlation analysis showed a difference in how mothers and fathers perceived children’s emotional facial expressions (r = -.39; p <.001), with mothers having better recognition scores than fathers. Therefore, gender was considered a control variable. We also conducted a moderation analysis, which excluded fathers, to confirm that their presence did not explain our results. The same results were found with and without including fathers (see Supplementary Material). As a result, we decided to include fathers in the results presented below. Parents’ level of education was positively correlated with emotion recognition total scores (r = .41; p <.01) and negatively correlated with depression scores (r = -.31; p = .03). In other words, the more educated the parents, the better they were at recognizing children’s emotional facial expressions, and the fewer depressive symptoms they experienced. Parent’s annual income was positively associated with total emotion recognition scores (r = .30; p = .03). The higher their income, the better they were at recognizing children’s emotional facial expressions. Finally, parents’ recognition scores for surprise were positively related to total CTQ group scores (r = .32; p = .02). Thus, parents who recognized children’s facial expressions of surprise more accurately had higher scores of childhood maltreatment.



Table 2 | Bivariate correlations and descriptive statistics for each study variable (n = 52).

[image: A correlation matrix table displays relationships between variables like parents’ age, children’s age, gender, education, income, ethnicity, and scores for CTQ group, BSI depression, and emotions. Correlation coefficients are noted, with significance levels marked by asterisks. Summary statistics include minimum, maximum, mean, standard deviation, skewness, and kurtosis for each variable.]
Multiple hierarchical regression analyses were performed to examine the moderating role of depressive symptoms on the relationship between a history of childhood maltreatment and emotion recognition. The model was significant F(5, 46) = 5.65, p < 0.01, with variables accounting for 29,97% of the variance in emotion recognition. The interaction term Maltreatment X depression significantly predicted emotion recognition (b = .002, t(46) = 2.59, p = .01) (Table 3).



Table 3 | Moderated regression analyses predicting parents’ ability to recognize emotions in children’s faces (total score; n=52).

[image: Table displaying regression analysis results with variables: Constant, Maltreatment (X1, centered), Depression (X2, centered), Interaction X1*X2, Education Level, and Gender. Columns show Estimate, Standard Error (SE), 95% Confidence Interval (LL, UL), and p-values, ranging from .0000 to .82.]
The Johnson-Neyman technique was used to determine the depression score at which the slopes became significant in predicting emotion recognition based on the interaction between depression and a history of maltreatment. Results showed that when the depression score was at a clinical level of 69 or above, the interaction between a history of maltreatment and depression significantly predicted emotion recognition (for a raw score greater than 7.6, t-score ≥ 69: b = 0.01, t(46) = 2.01, p = .05). To represent the interaction, a simple slope test analysis was performed, where depression level was computed at low (-1 SD; corresponding to a t-score of 41), moderate (mean; t-score of 55), and high (+1 SD; corresponding to a t-score of 65) levels. Parents with higher depressive symptoms and no history of maltreatment had lower recognition accuracy. However, their emotion recognition abilities improved with increasing severity of maltreatment. When the severity of maltreatment was severe, their performance became less differentiated, as shown in Figure 1.

[image: Line graph depicting the interaction between maltreatment and depression on emotion recognition. Depression levels are represented by different line styles: dotted for t-score 40, dashed for t-score 55, and solid for t-score 65. As maltreatment increases, emotion recognition increases with higher depression scores, while it decreases with lower depression scores.]
Figure 1 | The moderating role of depression in the relationship between childhood maltreatment and overall emotion recognition in children’s faces.

Exploratory analyses were conducted to identify the emotion that contributed the most to the interaction between maltreatment and depression. Benjamini-Hochberg procedure was applied to control for the false discovery rate. The critical and corrected p-values are presented for each regression model tested. The analysis is deemed significant only when the p-value is below the corrected values, and both are under .05. Among all the regression models tested, the only significant model with a significant interaction effect was the one predicting sadness, whereas, for anger, the model was significant with a marginal interaction (p =.058). Only the results for sadness are presented below.

For sadness, the model was found to be significant F(5, 46) = 3.42, (p = .01, adjusted-p =.015), with the variables accounting for 25.54% of the variance. The interaction between maltreatment and depression significantly predicted parents’ ability to recognize sadness (b = 0.003, t(46) = 2.48, p = .02), as shown in Table 4.



Table 4 | Moderated regression analyses predicting parents’ ability to recognize sadness in children’s faces (n=52).

[image: Statistical table displaying regression analysis results with six variables: Constant, Maltreatment (centered), Depression (centered), Interaction, Education Level, and Gender. Columns include Estimate, Standard Error (SE), 95% Confidence Interval (CI) with Lower Limit (LL) and Upper Limit (UL), and p-values. Notable estimates are Constant at .71 with a p-value of .000, and Education Level at .04 with a p-value of .02.]
The Johnson-Neyman technique indicated that at a depression score of 72 and above, the interaction between a history of maltreatment and depression significantly predicted sadness (for a raw score of 9.32 or higher, t-score ≥ 72: b = 0.02, t(46) = 2.01, p = .05). Simple slope test analysis was performed with depression levels at low (-1 SD; corresponding to a t-score of 41), moderate (mean; t-score of 55), and high (+ 1 SD; to score of 65) levels. For parents without depression symptoms, a history of maltreatment is related to a poorer recognition of sadness. However, for parents who combine higher depressive symptoms with a history of childhood maltreatment, the severity of maltreatment is related to an increased ability to recognize sadness. At a severe level of maltreatment, the recognition abilities show less differentiation between all levels of depression (see Figure 2).

[image: Graph depicting the relationship between maltreatment and sadness recognition at different depression levels. Sadness recognition is on the vertical axis, and maltreatment is on the horizontal axis. Three lines represent different depression t-scores: 40 (dotted), 55 (dashed), and 65 (solid). The line for t-score 65 shows an upward trend, while lines for t-scores 40 and 55 show downward trends, intersecting around a maltreatment level of 9.]
Figure 2 | The moderating role of depression in the relationship between childhood maltreatment and sadness recognition in children’s faces.




4 Discussion

Both childhood trauma and depression can lead to important socioemotional difficulties, especially in the context of parenting. A history of childhood maltreatment is considered one of the most important predictors of child abuse and neglect in the next generation (47–50). Maternal depression is also an important risk factor for low parental sensitivity (51–53). One possible explanation for this shared prognostic is difficulties with emotion recognition.

The purpose of this study was to investigate the impact of childhood maltreatment and depressive symptoms on parents’ ability to recognize children’s emotional facial expressions. Our findings indicate that when considered together, childhood maltreatment and depressive symptoms have a significant impact on parents’ emotion recognition skills. More specifically, we found that parents with lower levels of depression who experienced severe childhood maltreatment had lower emotion recognition accuracy. On the other hand, parents with higher levels of depression had low emotion recognition abilities when there was no maltreatment. However, their abilities tended to increase as maltreatment severity increased. As the severity of maltreatment increases, the difference between the emotion recognition skills of parents with different depressive profiles decreases. Our results are consistent with Hautle and colleagues’ study (25), which found that participants with a history of maltreatment had lower recognition abilities than those without a traumatic childhood. In their research, mental disorders did not significantly affect recognition abilities for neutral or negative emotions. In concordance with our study, childhood maltreatment led to similar performance outcomes across different mental disorder profiles.

That said, the study of Hautle and al.’s (25) did not examine the combination of no maltreatment history with a mental disorder. Our study provides this information and suggests that individuals with high levels of depressive symptoms but without a history of maltreatment are more likely to have lower emotional recognition abilities. Our study contributes to the existing research by analyzing how depression levels are impacted by the severity of childhood maltreatment, using continuous data instead of grouping individuals into categories. Unlike previous studies that focused on adults diagnosed with major depression and having experienced childhood maltreatment or not, our sample included parents with varying degrees of childhood maltreatment severity and diverse levels of depressive symptoms. Our findings suggest that when there is no history of maltreatment, depression levels are linked to lower accuracy in emotion recognition. However, for individuals with depressive symptoms, the accuracy of emotion recognition increases with the severity of maltreatment.

Another particularity of our study is that instead of using adult faces, we exposed participants to children’s facial expressions of emotions. This could explain the discrepancy between our results and the ones from studies that employed the RMET paradigm, which requires participants to recognize emotions from pictures of adults’ eyes. For instance, Rnic et al. (28) found that depressed participants consistently performed with less accuracy when recognizing negative expressions in the eyes. Contrary to our results, however, they found that participants exposed to depression and emotional abuse performed more poorly on negative valence emotions than the other groups. Similarly, in Nilsson et al.’s (30) study with a group of clinically depressed participants, those with childhood maltreatment had a worse performance with positive and negative emotional expressions in the eyes than participants without maltreatment. Very few studies have explored parents’ ability to recognize emotions through children’s faces. Current findings reveal that parents who have experienced maltreatment in the past exhibit no difference in their reactions to positive, neutral, or negative expressions on infant’s faces. However, this blunted reaction is not observed when they look at adult faces, as reported by Olsavsky et al. (54). Therefore, it may be crucial to test participants with children’s faces to fully understand the role of emotion recognition in the relationship between childhood maltreatment and parenting.

Our results were primarily influenced by the accuracy of identifying sadness in children’s faces. We found that parents who had high levels of depression had greater difficulty in recognizing sadness, especially if they had no history of maltreatment. On the other hand, when childhood maltreatment was severe, the accuracy of recognizing sadness was similar across all levels of depression. Our results are consistent with a review conducted by Bourke et al. (15), which suggests that individuals with major depression typically exhibit lower accuracy in recognizing both sadness and happiness. In their study, ambiguous responses were more likely to be perceived as negative emotions, and neutral expressions were often misinterpreted as sad. Bourke’s results (15) indicate a persistent bias towards sadness in various research paradigms. In a more recent study, participants with major depressive disorder and a history of maltreatment had more difficulty identifying sadness compared to other emotions. Their reaction times were significantly slower than healthy control participants in a matching task that asked them to identify an adult face like the one presented on the top of the screen (55). However, these findings contradict the results of Dalili and colleagues’ (19) meta-analysis, which showed that depressed individuals had difficulty recognizing all emotions, except for sadness. There are two possible explanations for these contradictory results. Firstly, when depression and childhood maltreatment interact, the outcome is different than when either of these variables is considered individually. Secondly, the conflicting results between Dalili et al. (19) and Bourke et al. (15) emphasize the importance of using an unbiased correction when measuring emotion recognition. Participants may be biased toward certain emotions and choose them even when they are not present, which can lead to incorrect results. Unbiased scoring corrects for such misattributions and decreases the accuracy of biased emotions. Bourke et al. (15) accounted for this in their study by evaluating tasks separately if they could lead to misclassification of emotions. However, Dalili et al. (19) did not make such a distinction. Our study design allowed for an evaluation of accuracy while considering possible misattributions, which could explain why our results align more with Bourke et al. (15).

Understanding how childhood maltreatment and depression affect the ability to recognize emotions is important because it can influence how parents interact with their children. Sensitivity is defined as the ability to acknowledge children’s signals, interpret them correctly, and respond appropriately (56). Parental sensitivity significantly affects children’s social and cognitive development. According to a theoretical model elaborated by Leerkes & Augustine (57), which describes the role of emotions in parenting, two main dimensions influence parents’ emotional and physiological arousal, and the regulation necessary to respond appropriately to the child. The first dimension, called the “database”, includes factors like the parent’s developmental history and experience with the child. The second dimension comprises the parent’s emotional well-being, global and trait emotional characteristics, and mood. This model suggests that parental history of maltreatment and depression can both co-occur and interact in a way that affects their ability to recognize and react appropriately to their child’s emotions. Our study offers a validation of that theoretical framework and brings new insights into how a history of maltreatment and depression can interact to create unique profiles in the emotion recognition of children’s facial expressions.



4.1 Strengths and limitations

This study sheds light on how depression affects the relationship between childhood maltreatment and parents’ ability to identify facial expressions of emotion in their children. Previous studies examining the interplay of these three variables have used adult faces to assess parents’ emotion recognition skills. To better gauge parents’ true abilities to identify emotions in their child, we used children’s faces as stimuli. Additionally, our study included parents with a wide range of depressive symptoms rather than only those diagnosed with MDD, making our sample more representative of the population. Our research is based on the premise that a history of maltreatment, often accompanied by depressive symptoms, could impair parents’ ability to recognize their children’s emotions, which in turn could affect their parenting behaviors. Further research is needed to investigate how history of maltreatment, depression, and emotion recognition interact to influence parental sensitivity.

Certain limitations in our study are to be acknowledged. Firstly, childhood maltreatment was reported retrospectively, which can be influenced by personal interpretation. Studies have shown that using retrospective and prospective measures of childhood maltreatment can lead to different results, and they cannot be used interchangeably (58). Since retrospective measures are more related to parents’ mental health (Danese & Widom, 2020), and given that our study focuses on parents’ adaptation, the retrospective measure used in our study seems be appropriate. Secondly, that the stimuli used in our study were images of Caucasian children. Research has shown that people can better recognize emotions in individuals who belong to their own ethnic group (59). Therefore, non-Caucasian participants may have had more difficulty recognizing facial expressions. Nonetheless, considering that most of our sample consisted of Caucasian participants and that ethnicity was not correlated to our main variables, this limitation may not significantly affect the study’s results. We also used static faces as stimuli, which allowed us to control perceptual differences between emotional expressions, but it is less realistic than using real-life videos (60). Lastly, the sample size of our study was relatively small, and few fathers were involved. This limits the generalizability of the results. In future studies, it would be relevant to recruit more fathers and reassess whether they exhibit similar patterns of emotion recognition as mothers depending on their maltreatment history and depressive symptoms.





5 Conclusion

Parents with a maltreatment history and depression might be more likely to misinterpret their child’s emotional cues, which can affect their ability to respond sensitively when interacting with their child. Therefore, it is crucial to further explore the links between maltreatment, depression, emotion recognition, and parenting behaviors. By providing parents with the necessary tools and resources to recognize and respond to their children’s emotional needs, we could help prevent future instances of maltreatment, thereby positively impacting generations to come.
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Objective

Facial emotion recognition (FER) is a fundamental social skill essential for adaptive social behaviors, emotional development, and overall well-being. FER impairments have been linked to various mental disorders, making it a critical transdiagnostic mechanism influencing the development and trajectory of mental disorders. FER has also been found to play a role in the transgenerational transmission of mental disorders, with the majority of research suggesting FER impairments in children of parents with a mental illness (COPMI). Previous research primarily concentrated on COPMI of parents with internalizing disorders, which does not cover the full spectrum of outpatient mental health service populations. Furthermore, research focuses on varying components of FER by using different assessment paradigms, making it challenging to compare study results. To address these gaps, we comprehensively investigated FER abilities in COPMI using multiple tasks varying in task characteristics.





Methods

We included 189 children, 77 COPMI and 112 children of parents without a diagnosed mental illness (COPWMI), aged 6 to 16 years. We assessed FER using three tasks with varying task demands: an emotional Go/NoGo task, a morphing task, and a task presenting short video sequences depicting different emotions. We fitted separate two-level hierarchical Bayesian models (to account for sibling pairs in our sample) for reaction times and accuracy rates for each task. Good model fit was assured by comparing models using varying priors.





Results

Contrary to our expectations, our results revealed no general FER deficit in COPMI compared to COPWMI. The Bayesian models fitted for accuracy in the morphing task and Go/NoGo task yielded small yet significant effects. However, Bayes factors fitted for the models suggested that these effects could be due to random variations or noise in the data.





Conclusions

Our study does not support FER impairments as a general feature of COPMI. Instead, individual factors, such as the type of parental disorder and the timing of its onset, may play a crucial role in influencing FER development. Future research should consider these factors, taking into account the diverse landscape of parental mental disorders.





Keywords: transgenerational transmission of mental disorders, facial emotion recognition, parents with mental illness, children of parents with mental illness (COPMI), multimodal assessment




1 Background



1.1 Facial emotion recognition

Facial emotion recognition (FER) describes the ability to correctly decipher emotional expressions in human faces, which is crucial for adaptive social behaviors, emotional development, and overall well-being (1). This fundamental social skill emerges early in life, with the first precursors presenting in infancy (2–5). FER continues to improve throughout childhood (6) and reaches peak performance in early adulthood before declining again (7). Research suggests that genetic and environmental factors play a role in the development of FER (8–11). Parents are a critical factor in FER development, especially during early childhood, because they shape their children’s emotional environment in direct ways, such as explicit teaching of emotions, as well as indirectly through their own beliefs about emotions and their own FER abilities (12).

Impaired FER is linked to various mental disorders in both children and adults (13), such as internalizing disorders (14–16), schizophrenia (17), borderline personality disorder (18), and externalizing disorders (19). It is therefore considered to be an important transdiagnostic feature relevant to the development and course of mental illness (20). FER also serves as a foundational element for further emotion processing, regulation, empathy, and, consequently, proficient social interaction (9)—each of which is compromised across a spectrum of disorders as well (20). Beyond being a transdiagnostic feature in mental illness, research shows that abnormal FER predates the onset and development of mental disorders (9, 21–23).




1.2 FER assessment

FER research has gained popularity over the past years, with assessment methods becoming more diverse. While early research on FER focused solely on identifying emotions in static pictures, more recent studies use a broader variety of assessment paradigms. This evolution is in part due to improvements in assessment technologies but also theoretically based as emotional expressions in natural contexts are often swift and subtle, meaning static pictures are not as ecologically valid as other stimulus types (24, 25). However, as the landscape of studies on FER becomes more diverse regarding study design and employed tasks, the results also become more challenging to compare as task characteristics have a significant influence on study outcomes (26, 27). One important factor to consider is the outcome measure used to assess FER. Some studies focus on accuracy rates, while others focus on reaction speed or sensitivity in FER assessment. These measures likely represent distinct components of FER and rely on different cognitive processes (26–28). Differences in the outcome measures also come with different practical implications: Because facial expressions change rapidly and are often subtle in realistic contexts, results measuring sensitivity toward emotional expressions might be more relevant than accuracy rates when deriving clinical implications from research findings. Furthermore, factors such as stimulus differences (e.g., ethnicity or sex of the faces), contextual clues, and response requirements can influence study outcomes (27). In addition, the answer formats differ across studies. While in some studies participants are asked to name the presented emotion without any prompt, other studies rely on forced-choice formats. Another critical difference between studies is whether the stimuli are static or contain motion. Because emotional expressions in human faces are dynamic, it can be argued that results derived from static stimuli display lower ecological validity than results gained with dynamic stimuli.

Taken together, FER is a relevant feature in the context of mental disorders and has gained popularity as a research subject in recent years. However, the diversity in study design and task characteristics must be considered when interpreting and comparing study outcomes.




1.3 FER in children of parents with a mental illness

Children of parents with a mental illness (COPMI) exhibit higher subclinical internalizing and externalizing symptom rates (29), compared to children of parents without a mental illness (COPWMI), and have a significantly elevated risk of mental disorder development (20, 30, 31). Considering parents’ vital role in shaping their children’s emotional environment in various ways (12) in conjunction with the significance of FER in the context of mental illness, it is plausible to assume FER impairments in COPMI.

However, research on FER in COPMI yields heterogeneous results. While the majority of studies suggest FER impairments in COPMI to varying extents, a few studies found FER improvements for specific emotions compared to COPMWI. Research on FER in children of parents with depression provides evidence supporting the idea of FER deficits (21, 32). Joormann et al. (32) assessed FER in daughters of mothers with a history of depression using facial stimuli morphing from a neutral to an emotional facial expression (morphing task). They found daughters of mothers with a history of depression to make more errors in identifying anger and to require higher intensity to identify sad facial expressions accurately. Mannie et al. (21) add to this body of evidence. In their study, young adults who had a biological parent with a history of depression performed significantly slower in an emotional categorization task. Furthermore, research found that FER deficits among COPMI were discernible from an early age (33–35). In a study by Székely et al. (33), depressive symptoms at any time point during the child’s life significantly predicted impaired accuracy in an emotion identification task using static pictures in preschoolers. Meiser et al. (34) found aligning evidence, stating that preschool-aged children whose mothers had suffered from postpartum depression or anxiety disorders performed significantly worse on emotion labeling tasks. Also, FER impairments do not seem to be specific to children of parents with depression, because research found FER impairments in children of parents with other disorders as well (6, 24, 36–41). Hanford et al. (37) assessed FER in children of parents diagnosed with bipolar disorder using a task presenting emotional expressions in static faces at different intensities. They included symptomatic as well as asymptomatic teenage children in their study. Here, children of parents diagnosed with bipolar disorder made more errors across emotions regardless of their own diagnostic status. Sharma et al. (38) add to these findings because they found unaffected school-aged children of parents diagnosed with bipolar disorder to conduct more errors in overall emotion recognition and specifically in the recognition of fear on a static picture task. In a study by Bilodeau et al. (6), the existing evidence was expanded to children of parents with panic disorder. They assessed FER in unaffected children of parents with a current or past history of panic disorder and found those children made more errors in recognizing fear and anger as well as sadness. Horton et al. (40) noted that children of parents with diagnosed schizophrenia show lower accuracy as well as recognition speed across all emotions and for fear specifically.

However, as mentioned above, a few studies yielded contrasting results. Lopez-Duran et al. (42) assessed FER in children whose parents have a documented history of childhood-onset depression via a morphing task. They found that boys, but not girls, of parents with a history of depression require lower intensity levels to correctly identify sadness in a morphing task. Burkhouse et al. (43) assessed FER in children of mothers with a history of depression using a forced-choice emotion identification task. They found that children of mothers with a history of depression exhibit increased sensitivity in detecting sad faces and reduced sensitivity in detecting happy faces only if the children carried a specific allele in their oxytocin receptor gene. Children who did not have this genetic predisposition did not show any differences in FER compared to the control group. Joormann et al. (44) added to this body of evidence because they found that daughters of mothers with depression display selective attention toward negative facial expressions, while daughters of healthy mothers exhibited selective attention to positive facial expressions after a negative mood induction paradigm. The “stress acceleration hypothesis” explains these results. It proposes FER improvements for specific emotions in COPMI as an adaptive survival strategy to a negative environment (45). According to this theory, it can be beneficial for children of parents with depression to be sensitive toward sad facial expressions, because they are a relevant social cue in their home environment and may be connected to certain expectations regarding the child’s behavior. However, the studies mentioned above only show FER improvements for specific emotions and in specific contexts (e.g., children with certain genetic predispositions), suggesting that FER improvements are not a general feature related to parental mental illness.

Taken together, while a few studies find FER improvements for specific emotions and/or in specific contexts (42–45), most research suggests FER impairments in COPMI (6, 8, 10, 11, 21, 32–34, 36–41). However, due to differences in study designs and employed tasks, it remains unclear whether these deficits are specific to certain emotions, tasks, or stimuli. Furthermore, almost all research on FER in COPMI focuses on children of parents with internalizing disorders. However, this is not representative of populations in the mental healthcare system. To expand existing findings and to ensure generalizability for populations assessing outpatient mental health services, it is essential to assess a more heterogeneous group of COPMI regarding parental disorder type.

Thus, our study employs different tasks with varying task demands in a COPMI sample representative for populations assessing outpatient mental health services to get deeper insights into FER in COPMI. In line with the majority of research, we hypothesized that COPMI would show impairments in FER across all three tasks. Specifically, we hypothesized that COPMI would show lower accuracy rates and higher reaction times in an emotional Go/NoGo task (H1). Second, we expected that COPMI would show lower accuracy rates and higher reaction times in a morphing task (H2). Third, we expected lower accuracy rates in correctly naming emotions in a non-speeded task presenting emotional video sequences (H3).





2 Method



2.1 Study design

The present study was conducted in a cross-sectional setting. Participants took part in a questionnaire assessment as well as a lab assessment. See Section 2.5. for more details. The present study is part of a randomized controlled multicenter study of a preventive intervention for COPMI in Germany (COMPARE-family) and its add-on project COMPARE-emotion). The projects are described in detail in the study protocols (46, 47). The local ethics committee approved the study, and informed consent was given by each parent and child participating in COMPARE-family and COMPARE-emotion.




2.2 Eligibility criteria

The inclusion criteria were as follows: a) children between 6 and 16 years of age for COPMI, b) a parent with a mental illness according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (48) assessed via a semistructured clinical interview and for COPWMI, and c) parents without a current or past mental disorder and without current or past psychotherapeutic treatment. The exclusion criteria were a) insufficient German language skills of children and parents; b) for COPMI, severe impairment of the children requiring comprehensive treatment; c) a parent ongoing outpatient or inpatient treatment or continuous use of benzodiazepines; and d) for COPWMI, a TCBCL ≥62.




2.3 Recruitment

COPMI were recruited as part of the COMPARE-family project (46, 47). Parents with a mental illness were primarily recruited through university outpatient clinics in Gießen and Bochum in Germany. In Gießen, families were additionally contacted via letters to families with children in the corresponding age range provided by the local registry office, public advertisement, information material in inpatient psychiatric clinics and psychotherapeutic practices, and the University’s internal mailing list. COPWMI were recruited in Gießen and Dortmund as part of the add-on project COMPARE-emotion via the respective research group’s database of former study participants, mailings of families with children in the corresponding age range, social media advertisement, and public advertisement in schools and daycare centers.




2.4 Measures



2.4.1 Diagnostic measures



2.4.1.1 Socioeconomic status (SES)

SES was assessed according to the Studie zur Gesundheit von Kindern und Jugendlichen in Deutschland (KiGGS) study (49). The SES index ranges between 3.0 and 21.0 and considers education, professional qualifications, status, and net household income. The index can be used as a metric variable or grouped into low, middle, and high SES (50). We assessed SES in a metric way.




2.4.1.2 Psychopathology of children

We used the German parent-report version of the Child Behaviour Checklist 6–18R (CBCL 6–18R (51);) to assess the psychopathology of COPMI and COPWMI. Items are aggregated into three superordinate scales (externalizing problems, internalizing problems, and total problems). Good to very good internal consistencies were reported for the CBCL 6–18R (Cronbach’s alpha =.82 –.93 (51);). We derived T-values for analyses according to the norm tables provided in the questionnaire manual.




2.4.1.3 Parental psychopathology

We used the German version of the self-reported questionnaire Brief Symptom Inventory (BSI (52);) to assess parents’ psychopathology. The BSI contains 53 items rated on a five-point Likert scale from 0 (not at all) to 4 (very much). We aggregated items to the Global Severity Index (GSI). DerogatisKlicken oder tippen Sie hier, um Text einzugeben (52). reported very good internal consistency of GSI (Cronbach’s alpha = .97). Parents of COPWMI were excluded if GSI was above the cutoff value (TGSI ≥ 62). For further analyses, we derived T-values according to the norm tables provided in the questionnaire manual.




2.4.1.4 Diagnostic interview for mental disorders (DIPS)

The DIPS (53) is a semistructured diagnostic interview to determine mental disorders according to the DSM-5 (48). Trained clinicians conducted it to assess the diagnostic status of the parents of COPMI. Previous studies report high interrater reliability (.72 < κ <.92) and test–retest reliabilities, mostly in the range of.62 to.94 (53).





2.4.2 Experimental measures



2.4.2.1 Emotional Go/NoGo task

This task was developed by Tottenham et al. (54) as a means to assess different components of emotion processing in children. The stimuli for this task consisted of grayscale pictures displaying neutral, sad, and angry faces, derived from the NimStim set (55), including five male and five female faces of White, Black, and Asian individuals, depicting sad, fearful, or neutral expressions. The experiment consisted of six blocks with 48 trials each. Seventy-three percent (35 trials) were Go trials, and 27% (13 trials) were NoGo trials. In each block, one expression (neutral, fearful, sad) was the Go stimulus and another expression was the NoGo stimulus. The order of the blocks was randomized for each participant, while the stimulus order within a block was kept consistent. The stimuli were presented for 1,000 ms with 2,000 ms between stimuli. In between stimuli, a white fixation cross was presented. The children were instructed to press the space bar for each Go stimulus and not to react to NoGo stimuli as fast and with as few mistakes as possible. Reactions were only counted within the stimulus presentation interval of 1,000 ms. In line with the suggestions by Tottenham et al. (54), we calculated D-prime as a measure of accuracy by subtracting z-standardized false alarms (reactions to NoGo stimuli) from z-standardized correct answers (reactions to Go stimuli) for each participant. We also computed mean reaction times for the Go stimuli for each participant across all blocks as a measure for FER speed, excluding reaction times lower than 100 ms.




2.4.2.2 Morphing task

Morphing tasks are well-established tasks to assess emotion recognition using dynamic facial stimuli. The morphing task included in our study was developed in reference to a morphing task by Schwenck et al. (56). Children watched 48 film clips of 9 s length that started with a neutral facial expression and changed continuously to an emotional expression. The stimuli consisted of 30 different White faces, 15 male and 15 female faces, displaying the emotions anger, sadness, joy, and fear. The faces were sourced from the KDEF database (57). Participants were instructed to press the spacebar on the computer keyboard as soon as they recognized the person’s emotion and to name it out loud to the experimenter afterward. If participants did not press the spacebar during the 9-s-long video, they were encouraged to name or guess the presented emotion. If the children did not name any emotion, the four possible answers were presented on the screen, and children were asked which of those emotions they saw. Experimenters entered the emotion via keystroke. Reaction times of correct trials and accuracy rates were assessed. In a control task, shapes morphed into animals, and children were asked to press the space bar as soon as they recognized the animal and then name the animal they recognized. Reaction times and accuracy rates from this control task were included as covariates in further analyses to ensure possible impairments are specific to identifying emotions.




2.4.2.3 Task presenting emotional video sequences

This task was ad-hoc developed and tested in a pilot study in order to assess emotion recognition as well as compassion, mimicry, and arousal in children while watching emotional video clips. The participants were presented with eight short videos (between 23 and 36 s). Each clip featured a protagonist (a child or teenager) displaying either fear, sadness, happiness, or anger. The video clips were derived from the German children’s TV program. After each clip, participants were asked to a) name the emotion displayed, b) rate their own arousal while watching the video between 1 to 5, and c) rate their compassion for the protagonist on a scale of 1 to 5. After each clip, a marine life clip (approx. 30 s) was presented to avoid carryover effects for the physiological data assessed during the task. When asked to name the presented emotion, participants were aware that the emotion had to be either fear, sadness, happiness, or anger. Participants were given an unlimited amount of time to answer. Accuracy rates were calculated as percentages of correct answers across all trials.






2.5 Procedure

All participants and their parents gave written informed consent before the assessment. Parents received an expense allowance of €50 (COPWMI)/€15 (COPMI). Parents of COPMI were additionally included in the longitudinal intervention study (COMPARE-family) and, therefore, received disorder-specific evidence-based cognitive behavioral treatment after this assessment. Questionnaires were completed by parents online prior to or during the in-person assessment. During the in-person assessment, children were asked to complete three computerized tasks and fill in questionnaires, while the adjoining parent was interviewed by a trained professional regarding their children’s diagnostic status. In a separate appointment, the parents of COPMI completed a clinical interview regarding their own diagnostic status.

Children completed the Go/NoGo task (54), morphing task (56), and a task presenting emotional video clips developed specifically for our study in randomized order. For all computer tasks, children were positioned in a quiet room, in 60 cm distance from a stationary computer screen (24 in., 1,920 × 1,080 pixels). The tasks were presented via the E-Prime software (58).




2.6 Analysis strategy

We performed statistical analyses using SPSS version 28.0 (59) and RStudio version 2023.06.2 (60) along with additional packages brms (61) and bayestestR (62). First, mean reaction times were computed as the mean of all reaction times across a correct trial. Accuracy rates were computed as the number of correct trials divided by the number of total trials. To address the need for confounding variables in further analyses, we examined possible differences in demographic characteristics between COPMI and COPWMI (see Table 1). In all analyses, age, sex, and SES were included as covariates. Two-level Bayesian hierarchical linear models with group (COPMI vs. COPWMI) as fixed and family (to account for siblings) as random effects were fit using the brms package (61) to test our hypotheses. Models with a normal skew distribution were chosen for all outcome variables, except for reaction times in the morphing task, to account for skewness in the data distribution (63). For each model, 95% credibility intervals (CIs) were calculated, and statistical significance for regression coefficients was identified when the CI did not include zero. We fit separate models for mean accuracy and reaction times in the Go/NoGo task and the morphing task, as well as accuracy in the task presenting emotional video sequences. Models yielding significant effects were split up into single models for each emotion to be able to identify the cause of the effect. Bayes factor (BF) was calculated for each model using the Savage–Dickey ratio via the bayestestR package (62) as a means to assess the relative evidence for the alternative over the null model (64). BF smaller than 1.00 suggests that evidence favors the null hypothesis, while BF greater than 1.00 suggests that evidence favors the postulated alternative hypothesis. Priors in each model were adjusted to account for beliefs about general data distributions as well as effect sizes to ensure the best model fit, taking RMSEA, BIC, bulk-ESS, and tail-ESS into account. To ensure that our sample was large enough to detect possible FER differences, we took several parameters, such as R-hat values, effective sample sizes (bulk- and tail-ESS), and BIC into account. Bayesian methods do not rely on power analysis in the classical/frequentist sense to determine the statistical power/required sample size, but rather the model fit determines whether the results are reliable. Generally, Bayesian models are well equipped to model data even in small samples, as they do not rely on asymptotics (65). However, in small samples, the models become more sensitive to the employed priors (66). To address this prior sensitivity, we compared models with varying priors and compared BIC as well as bulk- and tail-ESS. So, while sample size does have an effect on the Bayes models, we assured that our sample was large enough by ensuring the model fit parameters were very good.



Table 1 | Demographic characteristics of the participants and means and standard deviations of psychopathological symptoms of children and parents.

[image: Comparative table showing data for children and parents in two groups: COPMI (N = 77) and COPWMI (N = 112). For children, variables include age, sex (female), CBCL externalizing and internalizing T-scores, and the number of second and third children, with associated p-values. For parents, variables include age, sex (female), socioeconomic status (SES), and BSI GSI T-scores, with p-values. Significant differences are noted with p-values less than .001 for certain variables. CBCL and BSI are described in the footnote.]




3 Results



3.1 Participants

In total, 189 children were included in this study, with 77 COPMI and 112 COPWMI. Children ranged in age from 6 to 16 years (M = 10.60, SD = 2.27), and 50.30% (n = 95) were female children. In the COPMI group, 20 children were siblings; in the COPWMI group, 36 children were siblings. For more detailed demographic characteristics, see Table 1. COPMI and COPWMI did not differ significantly in age and gender or parents’ age and gender. There were significant group differences between the groups in children’s psychopathological symptoms and socioeconomic status (SES; see Table 1). In both groups, most of the parents were mothers (81.80% in the COPMI group and 85.10% in the COPWMI group), but there was no significant difference in gender distribution between the groups (see Table 1). The majority of parental primary diagnoses were depressive disorders (48.1%). On average, parents had M = 1.83 diagnoses (SD = 1.17, range from 1 to 5), and the severity of the primary diagnosis ranged from 4 to 8 according to the DIPS (53) (M = 5.89, SD = .75; ranged between 0 and 8, diagnosis being clinically relevant from 4 and above). For further classifications of primary diagnoses, see Table 2.



Table 2 | Classification of primary diagnoses in parents with mental illness.

[image: Table displaying mental disorders with corresponding counts and percentages. Depressive disorders: 37 (48.1%), Anxiety disorders: 12 (15.6%), Trauma-related disorders: 21 (27.3%), Somatic disorders: 2 (3.6%), Eating disorders: 2 (3.6%), Schizophrenia: 3 (3.9%).]



3.2 Hypothesis testing

Means and standard deviations for each outcome measure are reported separately for both groups (COPMI vs. COPWMI) in Table 3. Bayesian correlational measures between the covariates and the outcome measures can be found in the Supplementary Material. Because in Bayesian modeling, decisions regarding the inclusion of covariates in further analyses are not solely based on correlation measures or coefficients but rather on a holistic consideration of the research question, prior knowledge, and the underlying mechanisms, SES, gender, and age were included in the Bayes models. The model fit for each model indicated that Bayes models including all three variables were the best fit for our data.



Table 3 | Means and standard deviations for each task separately for COPMI and COPWMI as well as Bayesian analysis statistics for each outcome variable.

[image: A table comparing two groups, COPMI and COPWMI, across various tasks: Go/NoGo task accuracy, reaction times (RT) for Go/NoGo and MT tasks, MT baseline accuracy, and VST accuracy. Data includes mean, standard deviation (SD), standardized estimate, 95% confidence intervals (CI), and Bayes factor. Significant effects are bolded.]


3.2.1 FER differences in the emotional Go/NoGo task

We calculated D-prime per participant for the Go/NoGo task across the four blocks where an emotional expression was set as the Go stimulus. The model for accuracy, measured by D-prime, in the Go/NoGo task was fitted to the data using normal skew family and including a random intercept for family and a population-level effect for group (COPMI vs. COPWMI). The model ran 40,000 Markov chain Monte Carlo (MCMC) iterations per chain across five chains. The model showed good convergence, indicated by R-hat values close to 1 for all parameters. Effective sample sizes (bulk-ESS and tail-ESS) were sufficiently high, indicating reliable parameter estimates. The model indicates an effect for being a COPMI on accuracy in the Go/NoGo task [b = −.197, 95% CI (−.293 to −.101)], namely, we observed a statistically significant decrease in Go/NoGo task accuracy of.197 units for COPMI compared to COPWMI. However, BF indicates that the evidence provided mildly favors the null hypothesis over the postulated alternative hypothesis (BF = .839).

We calculated mean reaction times per participant for the Go/NoGo task across the four blocks where an emotional expression was set as the Go stimulus. The model for reaction times in the Go/NoGo task was fitted to the data using normal skew family and including a random intercept for family and a population-level effect for group. The model ran 40,000 MCMC iterations per chain across five chains. The model showed good convergence, indicated by R-hat values close to 1 for all parameters. Effective sample sizes (bulk-ESS and tail-ESS) were sufficiently high, indicating reliable parameter estimates. The model indicates no effect of being a COPMI on reaction times in the Go/NoGo task [b = −3.876, 95% CI (−21.293 to 14.064)]. Furthermore, BF indicates that the evidence provided strongly favors the null hypothesis over the postulated alternative hypothesis (BF = .027).




3.2.2 FER differences in the morphing task

Mean accuracy rates were computed for each participant across all emotions. The model for accuracy in the morphing task was fitted to the data using normal skew family and including a random intercept for family and a population-level effect for group. The model ran 40,000 MCMC iterations per chain across five chains. The model showed good convergence, indicated by R-hat values close to 1 for all parameters. Effective sample sizes (bulk-ESS and tail-ESS) were sufficiently high, indicating reliable parameter estimates. The model indicates a small effect of being COPMI on the accuracy in the morphing task [b = −.024, 95% CI (−.045 to −.003)], namely, we observed a statistically significant decrease in morphing task accuracy of.024 units for COPMI compared to COPWMI. However, BF indicates that the evidence provided strongly favors the null hypothesis over the alternative hypothesis (BF = .187). Subsequent models fit for accuracy for each emotion separately did not yield significant results (see Table 4).



Table 4 | Models for accuracy per emotion in the morphing task.

[image: Table displaying metrics for emotion accuracy: Joy accuracy has a standardized estimate of 0.000, SD of 0.001, 95% CI lower -0.002, upper 0.002, BF 0.002. Anger, sadness, and fear accuracies have negative standardized estimates, with respective SD, 95% CI, and BF values showing small variations.]
Mean reaction times were calculated for each participant across all trials and all emotions. The model for reaction times in the morphing task was fitted to the data using the Gaussian family and including a random intercept for family and a population-level effect for group. The model ran 40,000 MCMC iterations per chain across five chains. The model showed good convergence, indicated by R-hat values close to 1 for all parameters. Effective sample sizes (bulk-ESS and tail-ESS) were sufficiently high, indicating reliable parameter estimates. The model indicates no effect of being COPMI on reaction times in the morphing task [b = .095, 95% CI (−.228 to.417)]. BF indicates that the evidence provided strongly favors the null hypothesis over the alternative hypothesis (BF <.001).




3.2.3 FER differences in the task presenting emotional video sequences

Mean accuracy was calculated for each participant across all video clips. The model for accuracy in the task presenting emotional video sequences was fitted to the data using normal skew family and including a random intercept for family and a population-level effect for group. The model ran 40,000 MCMC iterations per chain across five chains. The model showed good convergence, indicated by R-hat values close to 1 for all parameters. Effective sample sizes (bulk-ESS and tail-ESS) were sufficiently high, indicating reliable parameter estimates. The model indicates no effect of being COPMI on accuracy in a task presenting emotional video sequences [b = .001, 95% CI (−.011 to.014)]. BF indicates that the evidence provided strongly favors the null hypothesis over the alternative hypothesis (BF = .008). For a summary of the parameters of each Bayes model, see Table 3.






4 Discussion

Our study aimed to compare FER abilities between COPMI and those without (COPWMI), expanding beyond depression to various parental disorder types. We utilized diverse tasks involving static and dynamic stimuli, considering task influence on outcomes (27). Based on previous findings, we hypothesized that COPMI show FER impairments across all three tasks in accuracy as well as recognition speed in the two tasks, in which RT was measured. Contrasting our expectations, our results did not indicate a general FER deficit in COPMI compared to COPWMI. There was no effect of having a mentally ill parent on recognition speed (measured via reaction times) in either the Go/NoGo task or the morphing task. For accuracy, the models fit for the morphing task and the Go/NoGo task yielded a significant effect: COPMI were significantly less accurate in identifying emotional expressions in both tasks (see Table 3). However, the effect size was small and the Bayes factor calculated for the models was below 1, pointing toward the null hypothesis and suggesting that the effect could be due to noise or random variations. Furthermore, deconstructing the accuracy in the morphing task by fitting models for each emotion separately yielded no significant results (see Table 4).

In summary, our results suggest no effects of having a mentally ill parent on recognition speed and only little effects on accuracy for FER. This does not align with the majority of previous findings. Our divergent result could be based on numerous reasons, of which we consider three to be specifically interesting for future investigation: Firstly, our study exclusively includes parents with a mental disorder acute at the time of assessment, which differed from prior research, often including parents with a history of mental disorders rather than a current diagnosis (6, 21, 32, 42, 43). Research on the development of FER abilities and the influence of a parental mental illness on children suggests that this might make a relevant difference. Research on the influence of parental mental health found children to be especially sensitive to their parent’s mental health during the first years of life (39, 67–69).

In addition, FER abilities start to develop in early infancy (2, 4) and Pascalis et al. (70) argue for a sensitive period for face processing throughout the early years of life. Parental influence on children’s FER abilities is also strongest during infancy because parents are the main interaction partners for their children (12). Because mental illness is also associated with changes in facial expressivity (71–73), this means that COPMI are confronted with deviations in their main interaction partner’s facial expression during a sensitive period.

Taking into account the early development of FER and children being highly sensitive to parental mental health issues in infancy, it is possible that not the parental mental illness itself is associated with FER impairments in children, but rather the timing of the first parental disorder onset might be relevant. Therefore, it is possible that in our sample, we might not see an effect of having a mentally ill parent on FER abilities in COPMI, because the mental illness did not occur at a specific time point in the child’s life. Future research should take this into consideration by assessing FER in COPMI in the context of the timing of the parental mental disorder, optimally through prospective longitudinal studies.

Secondly, the COMPARE project was an at-risk evaluation, aiming to assess COPMI that do not show clinically relevant signs of a mental disorder themselves yet. It could therefore be due to selection bias that we included specifically those children that built up resilience from the parental mental disorder. In this case, those children would not show any FER impairments but would also not be representative of COPMI in general. We assessed internalizing and externalizing behaviors in COPMI, and while levels were significantly heightened in COPMI compared to COPWMI, mean T-scores were still below the clinical cutoff for COPMI, suggesting that they did not display clinically relevant levels of internalizing and/or externalizing behaviors. However, the cross-sectional study design did not allow any further insights, because we are unable to assess possible mental illness in the children’s future.

Lastly, past research mainly focused on children of parents with depression and mood disorders (6, 21, 32, 33, 37, 38, 43). To our knowledge, there is no study to date examining FER in a heterogeneous COPMI sample regarding parental disorder type. However, results found in children of parents with depression cannot necessarily be generalized to other disorders, because disorders have varying etiologies, symptom profiles, and neurobiological underpinnings. It is possible that FER is, in fact, not a transdiagnostic feature but rather only relevant for specific disorders and that the diversity in parental disorders in our sample might have diluted the potential FER effects for specific disorders. This could explain the trend for worse accuracy in COPMI compared to COPWMI in our sample. Future research should take a closer look at this when assessing FER impairments in COPMI by conducting subgroup analyses.



4.1 Strengths and limitations

While our study offers valuable insights, it is essential to acknowledge several limitations when interpreting our findings. The most significant limitation lies in the cross-sectional study design. While it allowed for comparing FER abilities between COPMI and COPWMI, it did not allow for prognostic conclusions regarding FER in COPMI. To be able to understand possible risk factors for transgenerational transmission of mental disorders and monitor their role in the onset and course of mental illness, longitudinal research is needed. Furthermore, our assessment paradigms also came with a set of limitations. The accuracy rates, particularly in the task presenting emotional video sequences, displayed strong ceiling effects, suggesting that the tasks may have been too easy for the children to depict a variability in FER abilities. Therefore, the task’s suitability for assessing FER impairments should be reconsidered for future studies, especially since we found a trend of COPMI being less accurate in FER in the other tasks. Future research should adapt this task further to mitigate ceiling effects. To address the issue of skewed data in our study, we employed Bayesian models with normal skew family (63), because they offer greater predictive utility compared to frequentist models using data transformations and, therefore, were the favorable solution in this context. Lastly, our study sample presents some limitations as well. While our sample is representative of the population assessing outpatient mental health services, sample sizes for parental disorder types are not homogeneous and, for some disorders, very small (e.g., n = 2 for feeding and eating disorders), preventing us from performing subgroup analyses to assess FER separately for different parental disorder types. Keeping these limitations in mind, the study still provides essential information for the field of FER in COPMI. Our study was the first to assess FER in a COPMI sample representative for outpatient mental health services. The diagnostic status of parents and children was assessed using state-of-the-art clinical interviews. The results were rated by trained clinicians, which assured proper diagnosis rather than self-report symptomatology. In addition, to our knowledge, this study was the first to assess FER in COPMI using three different tasks varying in their task demands for assessment.




4.2 Implications and conclusion

Our results suggest that FER impairments are not a transdiagnostic feature in COPMI. However, these results need to be confirmed by future research, especially including information on the time point of the onset of the parental disorder and taking a closer look at different disorders separately, for example by conducting subgroup analyses. Drawing practical implications from our study, our results suggest that COPMI are a heterogeneous group with many factors interplaying. Individual factors, such as parental disorder type and time point of disorder onset, need to be assessed and considered when developing COPMI interventions.
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Introduction

Mental disorders are often stigmatized in society. The stigma of mental illness affects people with a mental illness themselves as well as their family members—a phenomenon called stigma by association (SBA). Children of parents with a mental illness (COPMI) are a particular vulnerable group for SBA. In our systematic review, experienced SBA, anticipated SBA, affiliate SBA, and structural discrimination were identified as relevant stigma dimensions for children of parents with a mental illness. To assess SBA in adolescents who grow up with a parent with a mental illness, the COPMI-SQ was developed.





Methods

N = 930 adolescents completed the study. Of those, N = 380 adolescents (sample 1; 72.6% female, mean age 17.12 (SD = 2.01) years) reported growing up with at least one parent with a mental illness. Using confirmatory (CFA) and exploratory factor analyses (EFA) as well as standard item and reliability analyses, we analyzed and revised the COPMI-SQ in the first sample. To validate the factorial structure of the revised COPMI-SQ, CFA was also conducted in the independent sample of the other N = 550 adolescents (sample 2; 80.0% female, mean age 16.36 (SD = 1.98) years) who reported not growing up with a parent with a mental illness. To test four measurement invariance, a multiple-group CFA was conducted in the combined sample of adolescents who reported growing up with and without a parent with a mental illness (sample 1 and sample 2).





Results

CFA in sample 1 resulted in an inadequate model fit for the theoretically assumed four-factor structure (CFI = .687; RMSEA = .064 (90% CI = .062–.066); SRMR = .092; AIC = 229 155.63). Following EFA and item and reliability analyses in sample 1, the COPMI-SQ was reduced to four scales (“Experienced SBA,” “Affiliate SBA,” “Shame,” and “Anticipated SBA”) and two additional screening scales (“Healthcare” and “Social support”). To facilitate questionnaire use, only the three best items were retained in each scale, reducing the total item number to 12 plus five additional screener items. CFA in sample 2 also resulted in an inadequate model fit for the theoretically assumed four factor structure (CFI = .667; RMSEA = .065 (90% CI = .063–.066); SRMR = .101; AIC = 335 651.99). In comparison, the final version of the COPMI-SQ-r showed the best model fit (CFI = .945; RMSEA = .062 (90% CI = .052–.072); SRMR = .049; AIC = 60 008.05). In the multiple-group CFA (sample 1 and sample 2), metric invariance was established (χ2 (208) = 481.58, p < .001; CFI = .939; RMSEA = .053 (90% CI = .047-.059); SRMR = .056). In sample 2, internal consistency was found to be good for the total scale (α = .84) and almost acceptable to almost good for the subscales (α = .64 to.78).





Discussion

The revised version of the COPMI-SQ (COPMI-SQ-r) is a reliable and economic questionnaire to assess SBA in adolescents who grow up with a parent with a mental illness. The COPMI-SQ-r can be used to help develop and evaluate anti-stigma and general interventions for affected adolescents.
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1 Introduction

Since mental disorders are still frequently stigmatized in society, the World Health Organization (WHO) calls in its “Comprehensive Mental Health Action Plan 2013–2030” for targeted actions to lower the stigmatization of people with mental disorders (1). The term stigma (Greek for stab, burn, or wound mark) goes back to the ancient Greeks, who cut or burned marks into the skin of criminals or slaves to identify them as corrupt or immoral people to be avoided (2). Today, stigmatization is understood as a process in which individuals are assigned to a group based on a characteristic or trait that is consensually categorized by society as deviating from the norm and therefore devaluated (3, 4). Stigmata are not inherent in the individuals themselves but are social constructs and depend on historically shaped cultural norms (4). The process of stigmatization consists of cognitive (stereotypes), emotional (prejudices), and behavioral (discrimination) components (5, 6). Stereotypes are simplified and generalized knowledge structures about social groups. The approval of the existing stereotype in association with negative emotions creates a prejudice, which, in turn, can result in a behavioral reaction in the form of discrimination (5, 6). Taken together, stereotypes and prejudices in the society are also referred to as public stigma (7). Negative stereotypes of people with mental disorders include stereotypical assumptions of character weakness, incompetence, dangerousness, or unpredictability (6, 8). The stigmatization of people with mental disorders is associated with serious and far-reaching consequences for those affected. Some authors argue that the consequences of stigma are actually worse than those of the mental disorder itself (9). Experiences of discrimination due to a mental disorder can lead to less help seeking (10), social isolation, hopelessness, and suicidal thoughts from internalizing the stigma (11). For those affected by stigmatization, three mechanisms are known to be most relevant (5): experienced stigma, anticipated stigma, and internalized stigma. Whereas experienced stigma refers to personally experienced stereotypes, prejudices, and discriminations in past or present, anticipated stigma represents the expectation of stigmatization in the future. Last but not least, internalized stigma, which is also called self-stigma (12), is defined as the internalization of stereotypes and prejudices to the self.

Regarding various discredited groups affected by stigmatization (e.g., people with AIDS, physical or mental illness), there is evidence that both the trait-bearing individuals themselves experience and expect stigmatization as well as people associated with them (13–16). This form of stigmatization, first referred to as courtesy stigma (2), is nowadays called stigma by association (SBA) (17). SBA depends on the entitativity, that is, the degree to which the trait-bearing individual and other associated people are perceived as a social unit. Since the highest degree of entitativity is attributed to families (17, 18), family members carry a higher risk of experiencing SBA. When SBA exists within families, it is also called family stigma (19). In terms of the stigmatization of people with mental disorders, this means that the whole family system experiences stigmatization due to the mental illness of one family member. Embarrassment, shame, guilt, and fear of contamination are reportedly frequent consequences of family stigma concerning mental illness (20–22).

Worldwide, every fourth child and adolescent grows up with at least one parent with a mental illness (23, 24). Children and adolescents who grow up with a parent with a mental illness are a particularly vulnerable group to develop a mental disorder themselves (25–28). A recent large meta-analysis reported a lifetime risk of 55% among those children and adolescents to develop any mental disorder (27), whereby subclinical symptoms occur more often and earlier in life (29). Due to their close and dependent relationship to their parents, these children and adolescents are also considered to be particularly affected by SBA (21, 30) and stigmatization has been identified as a potential social mechanism in the transgenerational transmission of mental disorders (TTMD) (29).

Thus, to reduce the stigma of mental illness in general and SBA in children of parents with a mental illness specifically, we need to develop general anti-stigma campaigns and targeted interventions to reduce SBA in children and adolescents who grow up with a parent with a mental illness (1, 31). To make this possible, a better understanding of the specific stigma experiences of affected children and adolescents is necessary, as are valid questionnaires to assess this information. Analogous to the mechanisms concerning the stigmatization of people with mental disorders in general (5), our recent systematic mixed studies review identified experienced stigma, anticipated stigma, affiliate stigma, and structural discrimination as important stigma dimensions for children and adolescents who grow up with a parent with a mental illness (32). Affiliate stigma (33) can be understood as the SBA version of the aforementioned internalized stigma or self-stigma (5, 12, 32, 33). Structural discrimination refers to the societal and policy structures perpetuating stigmatization (34). Since—to our knowledge—no adequate scale measuring SBA in adolescents who grow up with a parent with a mental illness exists, we developed the Children of Parents With a Mental Illness-Stigma Questionnaire (COPMI-SQ) (30) based on the identified stigma dimensions that are specifically relevant for children and adolescents who grow up with a parent with a mental illness (32). In our first pilot study (N = 32), we observed the COPMI-SQ’s promising psychometric properties, but as our sample was too small, analysis of the factor structure of the COPMI-SQ was not possible.

Therefore, the present study aims to report on the factor structure of the COPMI-SQ and its validation in a larger sample. A valid instrument to measure SBA in adolescents who grow up with a parent with a mental illness will enable us to better understand their stigma experiences and can be used to help develop and evaluate anti-stigma and general interventions for affected adolescents.




2 Methods



2.1 Ethics

This study was approved by the Ethics Committee of the Department of Psychology at Philipps University Marburg. Prior to study participation, adolescents were given information about the study and gave their informed consent. If they were under the age of 18, information was also given to their legal guardians, and their informed consent was also obtained. Data were collected anonymously. As long as the questionnaire was not submitted to the online platform, participants could withdraw from answering the questionnaire at any time and without giving any reason. In case of distress due to study participation, participants could contact clinically trained study personnel at any time. None of the participants took advantage of this offer.




2.2 Participants

Eligible participants were all German-speaking adolescents between 12 and 21 years of age who reported growing up with at least one parent with a mental illness. No further inclusion or exclusion criteria were applied. Since recruiting children of parents with a mental illness has proven to be difficult (35, 36), adolescents who reported not growing up with a parent with a mental illness could also participate in this study and a parallel version of the COPMI-SQ that only differed on item stem was presented to them.




2.3 Procedure

Participants were recruited Germany-wide through an ongoing research project concerning children of parents with a mental illness (23, 37), university mailing lists, and social media advertising on Instagram and also by directly contacting (social) services for children and adolescents who grow up with a parent with a mental illness. Data were collected between January and March 2023 using the online platform SoSci Survey (38) (www.soscisurvey.de). The survey was programmed so that all items had to be answered as it was otherwise automatically terminated. At the beginning of the survey, participants completed sociodemographic questions (age, sex, socioeconomic status) as well as questions regarding their parents’ and their own mental health. Socioeconomic status was assessed using the four item Family Affluence Scale and accordingly rated as low, medium, or high (39). At the end of the survey, participants were offered to take part in a prize draw as compensation for study participation.




2.4 COPMI-SQ

Based on a systematic review (32), the COPMI-SQ (30) was created as an instrument to assess the stigma experiences of adolescents who grow up with a parent with a mental illness in daily life. According to theory, the items were expected to load on the four different scales “Experienced SBA,” “Anticipated SBA,” “Affiliate SBA,” and “Structural Discrimination”. In a first pilot study with N = 32, the item number of the COPMI-SQ was reduced from initially 109 to 67. Items are rated from 1 (“does not apply at all”) to 101 (“fully applies”) on a 100-point visual Likert scale. Cronbach’s alpha for the subscales was good to excellent (α = .87 to.95), and excellent for the total scale (α = .98). Item difficulties ranged between Pi = 15.00 and Pi = 77.69. Corrected item-whole correlations for the subscales ranged between rit = .28 and rit = .91. For the total scale, no corrected item-whole correlations were reported. Further information is found in Table 1.



Table 1 | Characteristics of original COPMI-SQ scales.

[image: Comparison table showing scales related to SBA and structural discrimination from a study by Dobener et al., 2022, and Sample 1. Columns include item number, Cronbach’s alpha, corrected item-whole correlation, and item difficulty for each scale, with means, standard deviations, and ranges. Terms are explained: number of items, alpha, and others.]
For adolescents who reported not growing up with a parent with a mental illness, a parallel version of the COPMI-SQ was created. All item stems were adapted without changing the meaning of the items: e.g., “Because my mother/my father has a mental illness, others make fun of my mother/my mother.” was reformulated to “Because the parent of a child has a mental illness, others make fun of the parent”.




2.5 Statistical analysis

Statistical analyses were conducted with RStudio (40) using the packages “psych” (41), “nFactors” (42), and “lavaan” (43). For all analyses, p-values ≤.05 were set as thresholds for statistical significance.

Since rules of thumb for confirmatory factor analyses (CFA) propose a ratio of number of items to number of participants (N) of 1 to 5 (44), a sample size of at least N = 335 was calculated in advance (67 items to 335 participants).

Initially, a CFA with robust maximum likelihood estimations was conducted in sample 1 to test the theoretically derived four-factor structure of the COPMI-SQ. Goodness of fit was assessed using the chi-square test statistics, the χ2/df ratio, the root mean square error of approximation (RMSEA), the standardized root mean squared residual (SRMR), the comparative fit index (CFI), and the Akaike information criterion (AIC) (45, 46). According to conventions, non-significant chi-square test statistics, RMSEA <.08, SRMR <.08, and CFI ≥.90 are regarded as good model fit (45). Concerning AIC, the model with the lowest value is regarded as the best model fit, as it is the most parsimonious one (46). This also applies to the χ2/df ratio, although values between 2 and 3 are also considered a good fit here (47).

Since an inadequate model fit was found for the theoretically derived four-factor structure, subsequent exploratory factor analyses (EFA) were conducted in sample 1 to further investigate the factor structure of the COPMI-SQ. Using Bartlett’s test (48) and Kaiser–Meyer–Olkin (KMO) criterion (49, 50), the suitability of the data for EFA was tested. EFA was conducted using maximum-likelihood factor analysis with promax rotation. Factor extraction was based on Velicer’s MAP test and Horn’s parallel analysis as well as content considerations (51). Step by step, all items with factor loadings <.3 or with factor cross loadings ≤.2 were removed and EFA repeated until a clear factorial structure was found. At all steps, Bartlett’s test and Kaiser–Meyer–Olkin criterion were used to test the suitability of the data for EFA, and factor extraction was based on MAP test, parallel analysis, and content considerations.

Subsequently, item analyses were performed in sample 1 based on item difficulties, item discriminatory power (corrected item-whole correlations), and Cronbach’s alpha if the item is deleted. Furthermore, Cronbach’s alpha was calculated as reliability coefficient of the scales and subscales. If scales consisted of fewer than three items, the Spearman–Brown coefficient rSB was used as reliability coefficient. Item and scale analyses were always first conducted for the subscales, then for the total scale. Cronbach’s alpha of ≥.7 was deemed acceptable, ≥.8 good, and ≥.9 excellent (52). The distribution of item difficulties was aimed to be 20 ≤ Pi ≤ 80 (53). Corrected item-whole correlations of.3 ≤ rit ≤.5 were regarded as acceptable and.5 < rit <.07 as good discriminatory power (53). All items with item difficulties Pi < 20 or Pi > 80 and with corrected item-whole correlations rit <.3 were removed.

Results of the EFA were subjected to CFA in sample 2 to confirm the derived factor structure. Furthermore, a multiple-group CFA was conducted in the combined sample of adolescents who reported growing up with and without a parent with a mental illness (sample 1 and sample 2)  to test for measurement invariance. Finally, item analyses as described above were also performed in sample 2 for the derived factor structure.





3 Results



3.1 Participants

Our survey was accessed 6,649 times. Among the participants, 2,512 gave informed consent, 2,312 met the inclusion criteria (language, age), and 930 completed the survey. Of these, 380 also reported growing up with at least one parent with a mental illness and were included in sample 1. The remaining 550 adolescents who reported that their parents have no a mental illness were included in sample 2.

In sample 1, participating adolescents were mostly female (72.6%) and on average 17.12 years old (SD = 2.01). Almost all adolescents reported a medium (45.3%) to high (47.1%) socioeconomic status. 91.3% of the participating adolescents indicated having a mental illness themselves. Of those, almost half (46.4%) reported having more than one relevant diagnosis and 59.4% stated that they were undergoing treatment for their mental illness. Adolescents’ mental disorders were mostly classified as depressive disorders (62.0%), other symptoms (34.5%), and anxiety disorders (27.4%). Concerning the parental mental illness, almost half (47.1%) of the participating adolescents reported that only their mother and 24.5% that only their father was affected. 28.4% of the adolescents reported that both their parents were affected. Most common parental disorders were depressive disorders (61.3% for mothers, 55.2% for fathers), personality disorders (13.9% for mothers, 12.4% for fathers), and other symptoms (12.9% for mothers, 14.4% for fathers). More than one relevant diagnosis was reported for 26.8% of the mothers and for 21.4% of the fathers reported to have a mental illness. Furthermore, participating adolescents indicated that 43.2% of the mothers and 30.8% of the fathers reported to have a mental illness were being treated for their mental illness. More detailed sample characteristics for sample 1 are provided in Table 2.



Table 2 | Participants sample 1, N = 380.

[image: Table displaying sociodemographics and mental health status of a study sample. It includes details on gender distribution, age, socioeconomic status (SES), mental illness presence, comorbidity, and treatment status. The table also lists the diagnosis categories for adolescents, mothers, and fathers, specifying their associated percentages. Diagnoses include neurodevelopmental disorders, depressive disorders, anxiety disorders, and others. The notes clarify that percentages are based on information from participating adolescents, mothers, and fathers, and specify conditions like comorbidity and treatment.]
In sample 2, participating adolescents were mostly female (80.0%) and on average 16.36 years old (SD = 1.98). Almost all adolescents reported a medium (35.6%) to high (62.2%) socioeconomic status. 68.4% of the participating adolescents indicated having a mental illness themselves. Of those, 35.6% reported having more than one relevant diagnosis and 39.6% stated that they were undergoing treatment for the mental illness. Adolescents’ mental disorders were mostly classified as depressive disorders (54.0%), anxiety disorders (33.0%), and other symptoms (26.6%). More detailed sample characteristics for sample 2 are provided in Table 3.



Table 3 | Participants sample 2, N = 550.

[image: Sociodemographics and mental health status table showing data on gender, age, socioeconomic status (SES), mental illness, comorbidity, and treatment among adolescents. Gender distribution: Female 80%, Male 8.7%, Other 8.5%. Age range: 12-21, Mean: 16.36, SD: 1.98. SES: Low 2.2%, Medium 35.6%, High 62.2%. Mental illness: Yes 68.4%, No 31.6%. Comorbidity: Yes 35.6%, No 53.6%. Treatment: Yes 39.6%, No 60.4%. Diagnosis percentages: Depressive disorders 54%, Anxiety disorders 33%, Neurodevelopmental disorders 9.3%, and others.]



3.2 Initial scale and item analyses (sample 1)

Initially, item and scale analyses were conducted for the theoretically derived four-factor structure in sample 1. Cronbach’s alpha was good to excellent (α >.89) for all subscales as well as the total scale (α = .95), except for the subscale “Structural Discrimination” (acceptable with α = .71). Item difficulties ranged between Pi = 8.01 and Pi = 84.30. Corrected item-whole correlations for the subscales ranged between rit = .08 and rit = .75, and for the total scale between rit = -.09 and rit = .68. Further information can be found in Table 1.




3.3 Confirmatory factor analysis of the original COPMI-SQ scales (sample 1)

Testing the theoretically derived four-factor structure in sample 1 with a CFA resulted in an inadequate model fit (χ2(2138) = 5495.92, p <.001; RMSEA = .064 (90% CI = .062-.066); SRMR = .092; CFI = .687; AIC = 229 155.63) (see Table 4).



Table 4 | Results of confirmatory factor analysis (sample 1).

[image: Table displaying model A with statistical values: chi-square is five thousand four hundred ninety-five point nine two, degrees of freedom is two thousand one hundred thirty-eight, p-value is less than point zero zero one, chi-square over degrees of freedom is two point five seven, RMSEA is point zero six four with a ninety percent confidence interval of point zero six two to point zero six six, SRMR is point zero nine two, CFI is point six eight seven, and AIC is two hundred twenty-nine thousand one hundred fifty-five point six three.]



3.4 Exploratory factor analyses (sample 1)

Subsequent exploratory factor analyses were thus conducted in sample 1 to further analyze the factorial structure. According to Bartlett’s test (χ2(2211) = 14,038.49, p <.001) and Kaiser–Meyer–Olkin criterion (KMO = .92), the data were suitable for EFA. MAP test recommended the extraction of nine, parallel analysis the extraction of eight factors. Due to content considerations, eight factors accounting for 41% of the variance were initially extracted. Step by step, all items with factor loadings <.3 and with cross loadings with differences ≤.2 were deleted and EFA repeated five times. At all steps, Bartlett’s test and Kaiser–Meyer–Olkin criterion revealed the data’s suitability for EFA. For factor extraction, we considered the MAP test, parallel analysis, and content at all steps. Finally, EFA resulted in seven factors explaining 49% of the variance.




3.5 Item reduction 1 (sample 1)

The subscales’ items derived from the EFA and the reduced total scale were named according to their content and then analyzed and revised in sample 1 concerning their difficulty, discriminatory power, and reliability. Detailed characteristics of the reduced scales are found in Table 5.



Table 5 | Results of first scale and item analyses (sample 1).

[image: Table showing statistical data for various factors, including Experienced SBA, Affiliate stigma, Shame, Anticipated SBA, Healthcare, and Social support. It provides values for N, mean (M) with standard deviation (SD) and range, item number, Cronbach's alpha (α), corrected item-whole correlation (r_it), and item difficulty (P_i). Additional notes indicate Spearman Brown coefficient and specific item counts for factors.]
Factor 1: All but one of the initial items in the first factor were part of the original “Experienced SBA” scale. Thus, factor 1 was named “Experienced SBA”. Initial Cronbach’s alpha was α = .91. Removing any item would not have increased Cronbach’s alpha. All items showed desirable discriminatory power .5 < rit <.7. Nine items showed item difficulties of Pi < 20 and were thus removed. After removal, Cronbach’s alpha was almost acceptable (α = .67) for the remaining three items. The discriminatory power of the remaining three items was acceptable to desirable (.49 ≤ rit ≤.53) and item difficulties ranged from Pi = 20.40 to Pi = 27.12.

Factor 2: All items in the second factor were part of the original “Affiliate stigma” scale. Thus, factor 2 was named “Affiliate stigma”. Initial Cronbach’s alpha was α = .88. Removing any item would not have increased Cronbach’s alpha. All items showed desirable item difficulties 20 ≤ Pi ≤ 80. Two items showed almost desirable discriminatory power .46 ≤ rit ≤.5. All other items showed desirable discriminatory power rit >.50. Thus, no items were removed.

Factor 3: The items in the third factor were originally part of the scales “Anticipated SBA” and “Affiliate stigma”. All items dealt with aspects of keeping the parental mental disorder a secret or being ashamed by the parental mental disorder, thus, factor 3 was named “Shame”. Cronbach’s alpha was α = .80. Removing any item would not have increased Cronbach’s alpha. All items showed desirable item difficulties 20 ≤ Pi ≤ 80. One item showed almost desirable discriminatory power of rit = .49. All other items showed desirable discriminatory power rit >.50. Thus, no items were removed.

Factor 4: All items in the fourth factor were originally part of the healthcare subscale of the “Structural discrimination” scale. Thus, factor 4 was named “Healthcare”. Cronbach’s alpha was α = .74. Removing one item improved Cronbach’s alpha to α = .81. Afterward, all three remaining items showed desirable discriminatory power rit >.5 and desirable item difficulties 20 ≤ Pi ≤ 80. Thus, no further items were removed.

Factor 5: All items in the fifth factor were originally part of the “Anticipated SBA” scale. Thus, factor 5 was named “Anticipated SBA”. Initial Cronbach’s alpha was α = .87. Removing one item would have increased Cronbach’s alpha to α = .88. All items showed desirable discriminatory power rit >.5. Since all items showed inacceptable item difficulty Pi <.2, all items from factor 5 were removed.

Factor 6: All but one of the initial items in the sixth factor were part of the original “Anticipated SBA” scale. Thus, factor 6 was named “Anticipated SBA”. Initial Cronbach’s alpha was α = .71. Removing one item improved Cronbach’s alpha to α = .77. Afterwards, one item showed almost desirable discriminatory power of rit = .48. All other items showed desirable discriminatory power rit >.5. All four remaining items showed desirable item difficulties 20 ≤ Pi ≤ 80. Thus, no further items were removed.

Factor 7: The items in the seventh factor were part of the original “Experienced SBA” scale and dealt with having somebody to talk to in times of need. Thus, factor 7 was named “Social support”. Since factor 7 consists of only two items, Spearman’s brown coefficient (rSB) was calculated as reliability coefficient. Spearman’s brown coefficient was acceptable with rSB = .67. All items showed desirable discriminatory power (rit >.5) and item difficulty (20 ≤ Pi ≤ 80). Thus, no items were removed.

Total scale: Cronbach’s alpha was α = .91 for the total scale. Removing any item would not have improved Cronbach’s alpha. All items showed desirable item difficulties 20 ≤ Pi ≤ 80. Five items showed inacceptable discriminatory power rit <.3. Since all these items loaded on factor 4 (“Healthcare”) as well as factor 7 (“Social support”) those factors were excluded from calculating the total scale. Since stigma experiences in the healthcare system (factor 4) and social support (factor 7) were considered important aspects to assess, the subscales were nevertheless retained as separate screening scales. After excluding factors 4 and 7, Cronbach’s alpha was α = .92. Removing any further item would not have improved Cronbach’s alpha. All remaining items showed desirable item difficulties 20 ≤ Pi ≤ 80 and acceptable to desirable discriminatory power rit >.3.




3.6 Item reduction 2 (sample 1)

To enhance usability, the scales were further reduced in sample 1 to a maximum of three items per scale. For reduction, discriminatory power, item difficulty, and Cronbach’s alpha were considered and only the best items were retained. Detailed characteristics of the reduced scales are found in Table 6. The final items and scoring instructions of the COPMI-SQ-r are found in Table 7.



Table 6 | Results of further scale and item analyses (sample 1).

[image: Table showing statistical results for several factors. Each factor lists values for N, M (SD) [min; max], item number, Cronbach’s alpha (α), corrected item-whole correlation (r_it), and item difficulty (P_i). Factors include Experienced SBA, Affiliate stigma, Shame, Anticipated SBA, Healthcare, and Social support. Total scores are given for some combinations. Key distinctions are noted with asterisks, providing further explanation.]


Table 7 | COPMI-SQ-r.

[image: A table with survey items exploring stigma and social support related to having a parent with a mental illness. It includes five main sections: Experienced Stigma by Association, Affiliate Stigma, Shame, Anticipated Stigma by Association, and Healthcare. Each section lists statements in both German and English, reflecting feelings or social experiences, such as feeling less worthy or others being afraid. The Healthcare and Social Support sections address interactions with hospital staff and available support for discussing fears. Scoring indications are provided at the bottom.]
Factor 1 (“Experienced SBA”), factor 4 (“Healthcare”), and factor 7 (“Social support”): Since these scales already consisted of only two or three items, no further items were removed.

Factor 2 (“Affiliate stigma”): Step-by-step, eight items were removed. After removal, Cronbach’s alpha was α = .82. Discriminatory power was acceptable to (very) good (.64 ≤ rit ≤.71) and item difficulties ranged from Pi = 40.65 to Pi = 48.11.

Factor 3 (“Shame”): Step-by-step, three items were removed. After removal, Cronbach’s alpha was α = .75. Discriminatory power was (almost) good (.47 ≤ rit ≤.68), and item difficulties range from Pi = 20.46 to Pi = 39.13.

Factor 6 (“Anticipated SBA”): One item was removed. After removal, Cronbach’s alpha was α = .75. Discriminatory power was acceptable to good (.42 ≤ rit ≤.70), and item difficulties range from Pi = 22.72 to Pi = 40.78.

Total scale: Cronbach’s alpha was α = .84 for the total scale. Removing one item from factor 4 would have increased Cronbach’s alpha to α = .85. All items showed desirable item difficulties 20 < Pi < 80. Four items showed inacceptable discriminatory power rit <.3. Since all these items loaded on factor 4 (“Healthcare”) and factor 7 (“Social support”), those factors were excluded when calculating the total scale. Due to content considerations, the subscales were nevertheless retained as separate screening scales. After excluding factors 4 and 7, Cronbach’s alpha was α = .87. Removing any additional item would not have improved Cronbach’s alpha. All remaining items showed desirable item difficulties 20 < Pi < 80 and acceptable to desirable discriminatory power.38 ≤ rit ≤.63. All remaining items and their scale allocation are found in Table 7.




3.7 Results of CFA (sample 2)

Testing the theoretically derived four factor structure (model A*) with a CFA in sample 2 resulted in an inadequate model fit (χ2(2138) = 7,093.22, p <.001; RMSEA = .065 (90% CI = .063–.066); SRMR = .101; CFI = .667; AIC = 334 651.99) (see Table 8, model A*). All calculated models based on EFA and item analyses revealed a better model fit according to AIC than the theoretically derived four factor structure (see Table 8, models A*-F*). According to RMSEA (RMSEA ≤.062), SRMR (SRMR ≤.056), and CFI (CFI ≥.942), the COPMI-SQ-r with and without the additional screening scales showed a good model fit. Regarding AIC, a better model fit was observed for the COPMI-SQ-r without the additional screening scales (AIC = 60 008.05).



Table 8 | Results of confirmatory factor analyses (sample 2).

[image: A table compares six models (A* to F*) using several fit indices: chi-square, degrees of freedom, p-value, chi-square/df ratio, RMSEA [90% CI], SRMR, CFI, and AIC. RMSEA ranges from 0.050 to 0.087, and CFI ranges from 0.667 to 0.945. Model F* shows the lowest AIC, indicating better fit. Note at the bottom describes each model and clarifies abbreviations.]



3.8 Results of Multiple-Group CFA (sample 1 and sample 2)

In the combined sample of adolescents who reported growing up with and without a parent with a mental illness (sample 1 and sample 2), configural invariance was observed (χ2 (208) = 481.58, p < .001; CFI = .939; RMSEA = .053 (90% CI = .047-.059); SRMR = .056), but metric invariance could not be established (Δχ2 (11) = 35.38; p < .001).




3.9 Item analyses (sample 2)

Item and scale analyses concerning their difficulty, discriminatory power, and reliability were also conducted for the revised instrument in sample 2. Detailed characteristics of the scales are found in Table 9. The final items and scoring instructions of the parallel version of the COPMI-SQ-r are found in Table 10.



Table 9 | Results of item analyses (sample 2).

[image: Table showing descriptive statistics for various factors, including Experienced SBA, Affiliate Stigma, Shame, Anticipated SBA, Healthcare, and Social Support. Columns include sample size (N), mean and standard deviation (M, SD), item number, Cronbach’s alpha (α), corrected item-whole correlation (r_it), and item difficulty (P_i), with respective values and ranges for each factor. Total values are provided for some categories.]


Table 10 | COPMI-SQ-r (parallel version).

[image: A table presents various stigma-related experiences and perceptions with both German and English translations. Categories include "Experienced stigma by association," "Affiliate stigma," "Shame," "Anticipated stigma by association," "Healthcare (additional screener items)," and "Social support (additional screener items)." Each section lists specific situations and corresponding feelings or reactions of children whose parents have a mental illness. Some entries are marked with "(i)" indicating inverted items, impacting scoring as noted at the bottom: "scoring 1-101; (i) inverted item, scoring 101-1."]
Factor 1 (“Experienced SBA”): Cronbach’s alpha was almost acceptable with α = .68. Discriminatory power was acceptable to good (.43 ≤ rit ≤.59), and item difficulties ranged from Pi = 53.62 to Pi = 66.74.

Factor 2 (“Affiliate stigma”): Cronbach’s alpha was acceptable with α = .78. Discriminatory power was good (.57 ≤ rit ≤.67), and item difficulties ranged from Pi = 62.88 to Pi = 64.75.

Factor 3 (“Shame”): Cronbach’s alpha was almost acceptable with α = .69. Discriminatory power was almost acceptable to good (.28 ≤ rit ≤.66) and item difficulties ranged from Pi = 57.78 to Pi = 64.13.

Factor 6 (“Anticipated SBA”): Cronbach’s alpha was almost acceptable with α = .64. Discriminatory power was almost acceptable to good (.25 ≤ rit ≤.59), and item difficulties ranged from Pi = 47.78 to Pi = 60.11.

Factor 4 (“Healthcare”): Cronbach’s alpha was acceptable with α = .75. Discriminatory power was almost good (.58 ≤ rit ≤.59), and item difficulties ranged from Pi = 50.18 to Pi = 60.19.

Factor 7 (“Social support”): Since factor 7 consists of only two items, Spearman’s brown coefficient (rSB) was calculated as reliability coefficient. Spearman’s brown coefficient was acceptable with rSB = .59. The items showed desirable discriminatory power (rit = .61), and item difficulties ranged from Pi = 45.59 to Pi = 47.69.

Total scale: Cronbach’s alpha was α = .81 for the total scale. Item difficulties ranged from Pi = 45.59 to Pi = 66.74. Five items showed inacceptable discriminatory power rit <.3. All these items loaded on factor 4 (“Healthcare”) and factor 7 (“Social support”). After excluding these factors from calculating the total scale, Cronbach’s alpha was α = .84. Item difficulties ranged from Pi = 47.78 to Pi = 66.74. Discriminatory power was acceptable to good (.32 ≤ rit ≤.61) for all but one item (rit = .24).





4 Discussion

Mental disorders are still frequently stigmatized in society, which has negative consequences not only for the people with a mental disorder themselves but also for their family members. This is known as stigma by association (SBA) (9, 13–17). Children of parents with a mental illness carry an increased risk to experience SBA, one of the assumed mechanisms of the transgenerational transmission of mental disorders (25–29). To our knowledge, the COPMI-SQ is the first questionnaire to have been developed assessing such stigma-specific experiences of adolescents who grow up with a parent with a mental illness (30). Promising psychometric properties were reported in an initial small pilot study (30). In the current paper, we investigated the factorial structure and psychometric properties of this instrument in a larger sample and present a shortened and revised version—the COPMI-SQ-r. The structure of the COPMI-SQ-r was identified in a sample of adolescents who reported growing up with a parent with a mental illness (sample 1): Using CFA, the structure was replicated in an independent sample of adolescents who reported not growing up with a parent with a mental illness (sample 2). Furthermore, configural invariance was established in a multiple-group CFA in the combined sample of adolescents who reported growing up with and without a parent with a mental illness (sample 1 and sample 2). In the sample of adolescents who reported growing up with a parent with a mental illness (sample 1), psychometric properties of the COPMI-SQ-r were found to be acceptable to good. In the sample of adolescents who reported not growing up with a parent with a mental illness (sample 2), psychometric properties of the COPMI-SQ-r were found to be almost acceptable to good.

The final version of the COPMI-SQ-r consists of 12 items that load on the four main subscales “Experienced SBA,” “Affiliate stigma,” “Shame,” and “Anticipated SBA” (three items each). Experienced stigma, anticipated stigma, and internalized stigma have been identified as the most relevant mechanisms applying to the primary recipients of stigmatization (5), and it has been argued that SBA involves the same mechanisms (32).

The subscale “Experienced SBA” measures personally experienced stereotypes, prejudices, and discrimination in the past or present. Having unmet emotional needs (e.g., inappropriate language and contents, withdrawal and rejection) and experiencing hostile behaviors of others were identified as important aspects of “Experienced SBA” (32) that are both represented in the Experienced SBA subscale. Furthermore, one item of this subscale relates to the belief of being contaminated, which was originally thought to be part of the “Affiliate stigma” dimension (30). In the literature, children of parents with a mental illness have frequently been described as experiencing “contamination stigma” (20, 22, 32). On the one hand, contamination can refer to a “fear of inheriting their parent’s illness” (55)—an aspect that, due to item reduction, is no longer covered in the COPMI-SQ-r. On the other hand, contamination can also refer to the fear adolescents experience as closely connected to the parent with a mental illness and thus, also be considered to be “crazy” (56). Since the present item (“I feel like I’m carrying around a sign: ‘He/she has a mother/father with a mental illness.’”) refers not to a fear but to actual experiences of adolescents being perceived differently by others because of their parent’s mental illness, it makes sense that this item is incorporated within the subscale “Experienced SBA”.

The subscale “Anticipated SBA” captures the expectation of stigmatization in the future, and fearing hostile behaviors of others, fear of negative attitudes and ascriptions, and fearing others’ lack of understanding and rejections were identified as important aspects of “Anticipated SBA” in adolescents who grow up with a parent with a mental illness (32). Even though the present items were originally devised to specifically assess the aspect of fearing hostile behaviors (30), we find that they adequately capture “Anticipated SBA” in general. Concerning stigmatization, discrimination (e.g., hostile behaviors) is seen as the behavioral reaction to stereotypes and prejudices (5, 6). Attitudes are considered to be an individual’s positive or negative evaluation of a psychological object (57), which largely resembles the definition of prejudices as the approval of an existing stereotype in association with negative emotions (5, 6). The influence of attitudes on behavior has been well established in the theory of planned behavior (58). Therefore, we consider hostile behavior to be both the observable and anticipatable consequence of negative attitudes and of other’s lack of understanding.

“Affiliate stigma” can be understood as the SBA version of internalized stigma (33), and refers to the internalization of stereotypes and prejudices to the self (32). Perceiving themselves as being contaminated and perceiving themselves as being inferior have been identified as important aspects of “Affiliate Stigma” in adolescents who grow up with a parent with a mental illness (32). Stigmatization is understood as a process in which individuals are assigned to a group on the basis of a discrediting characteristic or trait and are subsequently devalued (3, 4). For adolescents who grow up with a parent with a mental illness, this seems to lead to a feeling of being less valuable and abnormal (32), a feeling the present subscale captures.

“Shame” was identified as a separate subscale of the COPMI-SQ-r in this paper. Most of the items in this subscale were originally part of the COPMI-SQ’s “Affiliate stigma” subscale. A recent integrative review identified that stigma experiences of children and adolescents who grow up with a parent with a mental illness often result in feelings of shame and embarrassment, and subsequently the attempt to hide the parental mental illness (21). This implies that “Shame” is more of a consequence of the other stigma dimensions, and therefore, it makes sense to assess it in a separate subscale.

Furthermore, the COPMI-SQ-r includes two additional screening scales: “Healthcare” (three items) and “Social support” (two items). The “Healthcare” subscale consists of the only items retained from the COPMI-SQ’s “Structural discrimination” subscale. Structural discrimination refers to the perpetuation of stigmatization through societal and policy structures (34). The original “Structural discrimination” subscale included a heterogeneous item pool (e.g., concerning media, school, and healthcare) and was not necessarily specific to the stigma experiences of adolescents who grow up with a parent with a mental illness (“Mental illness is portrayed negatively in the media.”). Due to their unspecificity and high heterogeneity, most of the items were already eliminated during the EFAs in sample 1 as they did not load on specific factors. Considering that stigmatization is a major issue in healthcare and has negative effects on treatment seeking and recovery (59), we nevertheless decided to keep these remaining three items as a separate screening scale to assess specific stigmatization experiences of adolescents who grow up with a parent with a mental illness in the healthcare sector. In line with this, two items were found to load on a specific “Social support” factor. Since social support is known to be an important protective factor for mental health (60, 61), we also decided to keep these items as a separate screening scale.



4.1 Limitations

Several limitations need to be considered regarding the present study. Having reduced the COPMI-SQ’s item numbers from initially 109 to now 17 (including the five screener items), some aspects of SBA concerning children and adolescents who grow up with a parent with a mental illness that appeared to be important in the systematic review (32) (e.g., fear of contamination by the parental mental disorder, structural discrimination in school or media) are no longer assessable with the COPMI-SQ-r. Nevertheless, the COPMI-SQ-r still captures the most relevant different aspects of stigma by association as reported in the literature (5, 20, 21, 32). Furthermore, the item reduction enhances its usability for both research and clinical practice. Recruiting adolescents who grow up with a parent with a mental illness into research studies is challenging (35, 36), but by social media advertising, we were able to recruit a large sample of adolescents who reported growing up with at least one parent with a mental illness. While our sample is large, it was not large enough to randomly divide it into two subsample to explore and test the factorial structure. Thus, an independent sample of adolescents who reported not growing up with a parent with a mental illness and who answered a parallel version of the COPMI-SQ that only differed on item stem was used to validate the derived factorial structure. In a multiple-group CFA, configural invariance was observed, but metric invariance could not be established. This implies that even though the factorial structure is the same between the different groups, results from using the COPMI-SQ-r in samples of adolescents who report growing up with and without a parent with a mental illness should not be compared (62, 63). In future studies, the factorial structure of COPMI-SQ-r should also be tested in other independent samples with adolescent who report growing up with a parent with a mental illness. Furthermore, our sample is self-selected and representativeness cannot be assumed (35). Furthermore, all data were collected only through self-report from the participating adolescents. Thus, reported parental symptoms and diagnoses have not been clinically validated. In addition, over 90% of participating adolescents indicated in sample 1 having a mental illness themselves. This number is much higher than reported in other studies (24, 27, 30), but again, one must be bear in mind that those are not clinically validated diagnoses and that the sample might be biased due to the recruitment strategy used (35). On the one hand, this high number of young people already affected emphasizes the need for preventive interventions to break the vicious circle of transgenerational transmission at an early stage (29, 64, 65). On the other hand, this also means that adolescents’ responses may be cofounded by stigma experiences regarding their own mental disorder. Future studies should therefore aim to include more representative samples with clinically validated diagnoses and with young people who do not experience mental health challenges themselves. Nevertheless, the reported rate of adolescents (59.4%), mothers (51.6%), and fathers (30.8%) in sample 1 being treated for their mental disorders indicates that the reported problems and symptoms are for the most part clinically relevant. As the COPMI-SQ-r has been only validated in German so far, its results are not generalizable to other cultures. In future studies, the existing English translation should therefore be used as a starting point to validate the COPMI-SQ-r in other languages and cultures. Most of the COPMI-SQ-r items reveal high item difficulty, meaning that few participants approved very highly of the items. To assess a broader range of stigmatization experiences of adolescents who grow up with a parent with a mental illness, future revisions of the instrument should ideally include items with lower item difficulty. Finally, yet importantly, as research in this field progresses, the COPMI-SQ-r’s concurrent and discriminant validity should be investigated as well as its retest reliability. Only factorial and content validity of the instrument has been ensured so far through the theory-based approach that was complemented by an expert panel during the piloting phase (30).




4.2 Implications

To reduce the stigma of mental illness in general and SBA in children and adolescents affected by a parental mental illness specifically, general anti-stigma campaigns and targeted interventions to reduce SBA in affected children and adolescents are needed (1, 31). One example is the Australian StigmaBeat project (66). In a participatory approach with young people who are affected by parental mental health challenges, films aiming at reducing mental health stigma were developed. The COPMI-SQ-r could be used to help develop, adapt, and evaluate activities such as StigmaBeat.




4.3 Conclusion

We have described here the development and validation of the COPMI-SQ-r transparently and in detail. The COPMI-SQ-r is a theoretically grounded, methodologically sound, reliable, and economic questionnaire to assess SBA in adolescents who grow up with a parent with a mental illness, which can be applied in both research and clinical practice, and it will enable us to better understand the specific stigma experiences of adolescents who grow up with a parent with a mental illness.
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Introduction

The benefits of physical activity for mental health and well-being and the associations between parental mental health and children’s mental health have been well established. These important issues tend to be examined separately however, and there is limited research on the associations between parent and child physical activity and mental health when all considered together. While family focused practice is recommended to provide support for parents who have mental health problems and their families and includes various components (such as psychoeducation, support for mental health and parenting), promoting physical activity for parents and children is not usually a core component of these interventions.





Methods

The Northern Ireland Youth Wellbeing Survey aimed to provide estimates of the prevalence of mental health problems among children and young people. The survey also included questions about parental physical activity, parental mental health, and children’s physical activity (for those aged 11–19 years). The main aim of the analysis reported in this article was to explore possible bivariate associations between parent and child physical activity and mental health and also explore these associations when all considered together. Participants were included in the analysis where there were completed interviews for the young person and one of their parents, and both young person and parent provided responses in relation to questions on weekly physical activity (n = 882).





Results

The findings highlight the positive associations between parental physical activity and parental mental health, and between children’s physical activity and children’s mental health. They also explore some of the more complex interactions between these four variables, which suggest that gender may also be an important consideration. There were significant associations between father’s physical activity and son’s mental health, and son’s physical activity and father’s mental health.





Discussions

These findings suggest that including support for parental physical activity and children’s physical activity should be a routine component of family focused mental health interventions. It is important to acknowledge that there may be additional barriers to engaging in physical activity for families where a parent is experiencing mental health problems, and these should also be explored and addressed.
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1 Introduction

The associations between physical activity and mental health have been repeatedly confirmed, and highlighted in relation to promoting mental well-being and also responding to mental health problems. Perhaps most prominently, the New Economics Foundation’s Five ways to wellbeing (1) identified evidence-based approaches to promoting well-being, which included to be active (along with connect, take notice, keep learning, and give). There is also increasing recognition of the reduced life expectancy of people with mental health problems. Chan et al. (2) conducted a systematic review and meta-analysis and reported that, based on 109 studies, the pooled years of potential life lost was 14.66 years. In Northern Ireland, McCarter et al. (3) linked hospital data on the main life limiting conditions, from 2010 to 2021, with diagnoses of severe mental illness. They reported that, after adjusting for other variables, those with a diagnosis of severe mental illness had a twofold excess likelihood of mortality. Although there are a range of factors associated with the mortality gap in mental illness, higher rates of sedentary behavior and low levels of physical activity are significant contributors (4). Sedentary behavior and low physical activity levels are also associated with a range of other lifestyle risk behaviors that impact physical and mental well-being and increase the risk of cardiovascular disease including poor diet, smoking and alcohol misuse (5). Much of this evidence includes data from parents but there is some, although more limited, evidence of the association specifically between parental physical activity and parental mental health (6, 7).

Mahindru et al. (8) reviewed the possible mechanisms for the associations between physical activity and mental health, and these include complex physiological, psychological, and contextual processes. It should also be acknowledged that, for people experiencing mental health problems, there may be additional barriers to engaging in physical activity (9). Encouragingly, physical activity has been found to be an effective intervention for adults’ (10, 11) and children’s mental health problems (12, 13).

There is also a substantial body of research on the associations between parental mental health problems and children’s mental health problems (14, 15). Leijdesdorff et al. (16) reported that the 15%–23% of children who live with a parent with a mental illness have an up to 50% risk of developing a mental illness. Risks are elevated as a result of a complex interplay between a range of processes including the impact of the illness on parenting, increased family conflict, and challenging socio-economic circumstances (17). Similarly, as parent and child mental health is associated, levels of physical activity in parents are often reflected in those of their children. Petersen et al. (18) included 39 articles on the association between parent and child physical activity and reported a positive relationship across studies, which was similar across the gender of parent–child dyads. Neshteruk et al. (19) have highlighted that research on children’s physical activity has focused on the role of mothers and that more research is needed on the role of fathers. Sigmundova et al. (20) used pedometers to measure physical activity in parent–child dyads. They found that, with younger children, aged 4–7 years, the mother–daughter association was the strongest and with children aged 8–16 years, it was the father–son relationship. The current physical activity guidelines, from the National Health Service (21) in the UK, recommends that children and young people should be aiming for an average of at least 60 min of moderate or vigorous intensity physical activity a day across the week and that adults should be doing at least 150 min of moderate intensity activity or 75 min of vigorous activity spread evenly over four to 7 days a week (22).

A less commonly explored aspect of the literature is the possible complex multi-layered interactions between physical activity and mental health in families. Based on a large-scale survey of parents (N = 10,141) in four South American countries during the COVID-19 pandemic, Ben Brik et al. (6) found that parents who reported more frequent physical activity also tended to report lower anxiety for them and their child. Sutcliffe et al. (23) explored the associations between having a child involved in organized sport and parental mental health using data from a longitudinal study in Australia. Highlighting the complexity of the issues involved, they reported that parents with adolescents involved in organized sport reported higher levels of life stress and time pressure but lower levels of psychological distress.

Interventions designed to support families where a parent has mental health problems tend to neglect the promotion of physical activity despite the extant knowledge of its effectiveness for many mental health problems. Family-focused interventions often include a number of core components: psychoeducation, direct treatment and support for mental health and/or substance use, parenting behavior, child risk and resilience, family communication, family support and functioning, and access to community supports and services (24). Promoting physical activity for parents and children is rarely a core component of these interventions despite recommendations that physical health issues should be a greater focus of mental health interventions (25).




2 Materials and methods



2.1 Research design and aim

The Northern Ireland Youth Wellbeing Survey (NIYWS) not only aimed to provide estimates of the prevalence of mental health problems among children and young people but also included some data about parents. A more detailed account of the rationale and methods for the survey is also available (26). This survey created the opportunity to explore the possible associations between parental physical activity, parental mental health, children’s physical activity, and children’s mental health. With four variables, there are six possible pairs of relationships. Bivariate correlations were therefore used to examine the relationships between parent physical activity and their own mental health, young person physical activity and their own mental health, parent physical activity and their child’s physical activity, parent mental health and their child’s mental health, parent’s physical activity and their child’s mental health, and the young person physical activity and their parent’s mental health. To account for the non-independence of these parent and child dyads, we used the Actor–Partner Interdependence Model (APIM) (27) to investigate the associations between adolescent and parent physical activity on their own mental health (“actor effects”) and with the mental health of the other member of the dyad (“partner effects”). This statistical approach acknowledges the potential interdependence of findings from people in close relationships such as parents and their children (28).




2.2 Sample

The NIYWS recruited a random probability sample, stratified by deprivation decile and by the six counties of Northern Ireland to ensure a representative sample. Addresses were selected from a dataset of addresses. Participants were a representative sample of the 2- to 19-year-old population of NI. Only young people, aged 11–19 years, and parents were asked about physical activity. For this study, a sub-set of participants were therefore included, where both the young person and one of their parents had completed interviews and both had provided responses in relation to the question on weekly physical activity (n = 882).




2.3 Measures



2.3.1 Mental health

Adolescent mental health problems were measured using the Revised Children’s Anxiety and Depression Scale (RCADS; 29). The RCADS is a 47-item questionnaire that produces indications of clinically relevant levels of severity of six disorders derived from the diagnostic criteria of the DSM-IV (30): major depressive disorder, separation anxiety disorder, social phobia, generalized anxiety disorder, panic disorder, and obsessive compulsive disorder. One of the more widely used brief screening instruments for symptoms of anxiety and depression, RCADS has shown robust internal consistency reliability in different assessment settings, countries, and languages (31), good test–retest reliability (29), and good convergent validity (32). Importantly, it has shown good reliability and validity within a population of Irish youth aged 12–18 years (33). The scale is available in formats that can be self-completed or completed by a parent/carer; the parent version has been validated for use with children aged 3–17 years (34). In this study, 11- to 19-year-olds completed the self-report version. Each item is scored on a 4-point Likert response scale (0 = never to 3 = almost always), and raw subscale scores are converted into t-scores, which are normed based on school year and gender. This process is facilitated using syntax available from the developer that identifies cutoff scores above the clinical threshold (https://www.childfirst.ucla.edu/resources). The dichotomized rate for a young person meeting “clinical” threshold for any of these common mood and anxiety disorders is used in this analysis.

Current possible mental health problems among parents were assessed using the General Health Questionnaire (GHQ-12; 35). The GHQ-12 is a widely used screening measure for identifying possible mental health problems in the general population and has been used in the Northern Ireland Health Survey (36), Understanding Society survey (37) and the Adult Psychiatric Morbidity Survey (38). It is a 12-item self-completion questionnaire, which yields a maximum score of 12, with a score of 4 or more typically used to identify individuals with mental health problems.




2.3.2 Physical activity

Parents and young people, aged 11–19 years, were asked “In a typical week, how many days do you do moderate to vigorous physical activity?” Answers ranged from 0 to 7 with responses indicating that their level of activity “was too varied to say” scored as missing.




2.3.3 Gender

Parent and child age and gender (male, female, other) were self-reported.





2.4 Data collection

The data were collected between 1 June 2019 and 19 March 2020, and so data collection was completed just before the COVID-19 restrictions. After an initial approach by letter, experienced interviewers visited the selected addresses and used computer-assisted personal interviewing to collect the data.




2.5 Data analysis

The data were analyzed using SPSS V29 and Jamovi V2.4.11. Descriptive statistics were produced for all study variables. Bivariate correlations were then used to examine the relationships between parent mental health, young person mental health and levels of parent and young person physical activity. To account for the non-independence of parent and adolescent dyads, we used the APIM (27) to investigate the associations between adolescent and parent physical activity on their own mental health (“actor effects”) and with the mental health of the other member of the dyad (“partner effects”). Structural equation modelling (SEM) was implemented using Jamovi software. Parent and young person physical activity variables were simultaneously entered as independent (exogenous) variables, and the total score for parents and young people’s mental health symptoms was entered simultaneously as dependent variables (endogenous). All endogenous variables were simultaneously regressed on the exogenous variables and the residuals for the endogenous variables were correlated. Dyad members were treated as distinguishable, and the model included those who had complete data for both the parent’s and adolescent’s mental health and physical activity (882 dyads in total). Maximum likelihood estimation method was used to simultaneously estimate all the model parameters. The R2 for each endogenous variable was used as an estimate of effect size. Follow-up analysis included running the same model with parent gender as a multi-group analysis factor and then dyad gender (mother/daughter, father/son, mother/son, father/daughter) with a subsample of young people who lived with both biological parents (N = 575).




2.6 Ethics

Ethical approval was granted by Queen’s University Belfast’s School of Sciences, Education and Social Work’s School Research Ethics Committee. As the survey was exploring potentially sensitive issues, there was a clear protocol to outline consent, anonymity, and confidentiality (and its limits), safeguarding and responding to distress.





3 Results



3.1 Descriptive statistics

Most of the parent participants were female (77.6%), and just over half of the young people were male (51.4%). Table 1 presents descriptive statistics for the parents’ and young people’s mental health physical activity measures. Twenty-five percent of parents met the cutoff score of 4 or above on the GHQ-12 for likely mental health problems (M = 2.36, SD = 3.29), while 16% of young people met the cutoff for any mood or anxiety disorder on the RCADS. In terms of frequency of moderate to vigorous physical activity in a typical week, 15% of parents reported that they did not engage in any such physical activity, 47% reported that they did so between 1 and 3 days per week, and 38% said they did so between 4 and 7 days a week. For the young people, 5% reported 0 days a week, 47% reported 1–3 days per week, and 48% reported moderate to vigorous physical activity on 4–7 days a week. Continuous scores for these variables were used in subsequent analysis.



Table 1 | Frequencies of parent and adolescent mental health and physical activity measures and gender.

[image: Table comparing parent and young person data on mental health, physical activity, and gender. Mental health problems: Parents 25.3% yes, 74.7% no; Young people 15.9% yes, 84.1% no. Physical activity: Parents 15.1% none, 46.8% low, 38.1% high; Young people 5.2% none, 46.9% low, 47.8% high. Gender: 22.4% of parents are male, 77.6% female; 51.4% of young people are male, 48.6% female.]



3.2 Correlations

Bivariate correlations examining the relationships between parent mental health, young person mental health, and levels of parent and young person physical activity are presented in Table 2. These showed small but significant positive associations between parent and young person mental health and small but significant negative associations between both parent mental health and parent physical activity and young person mental health and physical activity. They also show a small but significant positive association between parent and young person physical activity and a small but significant negative association between young person physical activity and parent mental health but not for young person mental health and parent physical activity. The mean score for parents’ mental health, as measured by the GHQ, was 2.23 (SD = 3.23), and for young people’s mental health, as measured by the RCADS, was 30.93 (SD = 23.84). The mean for parents’ weekly physical activity was 3.05 days (SD = 2.10) and for young people it was 3.48 days (SD = 1.94).



Table 2 | Correlation matrix for parent and young people mental health and physical activity measures.

[image: Correlation matrix displaying relationships between four variables: Parent GHQ score, Young person RCADS score, Parent physical activity, and Young person physical activity. Correlations range from −0.212 to 0.146, with significant correlations at the 0.01 and 0.05 levels marked by asterisks. Means and standard deviations are listed at the bottom: Parent GHQ (Mean: 2.23, SD: 3.23), Young person RCADS (Mean: 30.90, SD: 23.84), Parent physical activity (Mean: 3.05, SD: 2.10), and Young person physical activity (Mean: 3.48, SD: 1.94).]



3.3 Actor–partner interdependence model

Results from the APIM SEM model showed significant actor effects for both parents and young people (Figure 1 and Table 3). The actor effect for parents was equal to −0.32 (p <.001, 95% CI [−0.42, −0.22]), with an overall standardized effect of −0.20. The actor effect for young people was equal to −2.35 (p <.001, 95% CI [−3.19, −1.59]) and the overall standardized actor effect was −0.19. The partner effects were non-significant for both groups. The R2 was.048 for parental mental health and.042 for young people’s mental health, indicating a small effect size (4%–5% of the variance in endogenous variables being explained).

[image: Diagram illustrating relationships between physical activity and mental health for young people and parents. Arrows show connections: young person physical activity affects their mental health (-0.19) and parent mental health (-0.04). Parent physical activity affects young person mental health (-0.05) and their own mental health (-0.20). Bidirectional arrows indicate a relationship between young person and parent physical activity (0.14), and between young person and parent mental health (0.13). Statistical significance is indicated by asterisks.]
Figure 1 | Standardized parameter estimates of actor and partner effects for parent and adolescent physical activity in relation to self-reported mental health symptoms. ***p<0.001 **p<0.01 *p<0.05. Single headed arrows represent the β values for the actor and partner effects. The double headed arrow between "Young Person Physical Activity" and "Parent Physical Activity" represents its covariance. The double headed arrow between "Parent Mental Health" and "Young Person Mental Health" is the residual nonindependence in these outcome scores, which is represented by the covariance between their corresponding two error terms.



Table 3 | Actor–partner interdependence model estimates for the relationship between physical activity and mental health by role of adolescent and parent (N = 882).

[image: Table displaying statistical results for physical activity roles of young and parent persons. Includes estimates, 95% confidence intervals, beta values, and p-values. Rows for "Young Person Physical Activity (Actor)" and "Parent Person Physical Activity (Actor)" are bold, indicating statistical significance with p-values less than 0.001.]
When the model was re-estimated for mothers and fathers separately, the results for mothers were similar with only significant actor effects for physical activity on the mental health of mothers and young people (for results, see Figures 2, 3, and Table 4). The actor effect for the mothers was equal to −0.31 (p <.001, 95% CI [−0.43, −0.19]), with an overall standardized effect of −0.19. The actor effect for young people was equal to −2.63 (p <.001, 95% CI [−3.55, −1.71]) and the overall standardized effect was −0.21. The R2 was 0.040 for mother’s mental health and 0.045 for young people’s mental health.

[image: Diagram illustrating relationships between young person's physical activity, mental health, and parent's physical activity, mental health. Arrows indicate relationships with coefficients: young person's physical to mental health (-0.11), parent’s physical to mental health (-0.23***), young person’s physical to parent’s mental health (-0.11), young person’s mental to parent’s physical activity (0.05), parent’s physical to young person’s mental health (-0.17*), and parent’s physical to young person’s physical activity (0.24***).]
Figure 2 | Standardized parameter estimates of actor and partner effects for fathers and adolescent physical activity in relation to self-reported mental health symptoms. ***p<0.001 **p<0.01 *p<0.05. Single headed arrows represent the β values for the actor and partner effects. The double headed arrow between "Young Person Physical Activity" and "Parent Physical Activity" represents its covariance. The double headed arrow between "Parent Mental Health" and "Young Person Mental Health" is the residual nonindependence in these outcome scores, which is represented by the covariance between their corresponding two error terms.

[image: Diagram illustrating relationships between four variables: young person physical activity, young person mental health, parent physical activity, and parent mental health. Arrows show connections with correlation coefficients: -0.21, 0.11, -0.19, 0.14, -0.00, and -0.04, indicating the strength and direction of associations.]
Figure 3 | Standardized parameter estimates of actor and partner effects for mothers and adolescent physical activity in relation to self-reported mental health symptoms. ***p<0.001 **p<0.01 *p<0.05. Single headed arrows represent the β values for the actor and partner effects. The double headed arrow between "Young Person Physical Activity" and "Parent Physical Activity" represents its covariance. The double headed arrow between "Parent Mental Health" and "Young Person Mental Health" is the residual nonindependence in these outcome scores, which is represented by the covariance between their corresponding two error terms.



Table 4 | Actor-partner interdependence model estimates for the relationship between physical activity and mental health by role of adolescent and parent and parent gender (N=881).

[image: A table displaying estimates of physical activity roles between young persons and parents, categorized by fathers and mothers. Includes columns for estimates, 95% confidence intervals, beta, and p-values. Statistically significant rows are in bold. Fathers show significant results in parent person physical activity (partner) and parent person physical activity (actor) rows. Mothers show significance in young person physical activity (actor) and parent person physical activity (actor) rows.]
In the fathers’ model, there were significant actor effects for fathers’ physical activity on their own mental health, as well as significant partner effects for fathers’ physical activity on the young person’s mental health. The actor effect for the fathers was equal to −0.31 (p = 0.001, 95% CI [−0.49, −0.12]), with an overall standardized effect of −0.23. The partner effect of father’s physical activity on the young person’s mental health was equal to -1.69 (p = 0.017, 95% CI [−3.09, −0.30]), with an overall standardized effect of −0.17. This indicated that, as fathers’ levels of physical activity increased, young people’s mental health symptoms decreased. There were no significant actor effects for young people physical activity in relation to their own mental health or partner effects in relation to their father’s mental health The R2 was 0.078 for fathers’ mental health and 0.051 for young people’s mental health.

Further analysis was conducted using the sub-sample of young people living with both biological parents (N = 575), to explore the effect of different gender groupings within family relationships (mother/daughter, father/son etc.) [Table 5]. While the smaller sample size and increased number of groups reduced many of the effects to marginal significance, a number of interesting patterns emerged.



Table 5 | Actor–partner interdependence model estimates for the relationship between physical activity and mental health by parent–adolescent gender groups (N = 575).

[image: Table showing estimates, confidence intervals, and p-values for physical activity interactions between family members across four groups: father-son, father-daughter, mother-son, and mother-daughter. Bold rows indicate statistical significance.]
For father–son dyads (Figure 4), there were no significant actor effects but there were significant partner effects of father’s physical activity on their son’s mental health (−1.83, p = 0.03, 95% CI [−3.49, −0.17]), and son’s physical activity on their father’s mental health (−0.29, p = 0.055, 95% CI [−0.60, 0.01]). The standardized partner effects were similar for both fathers (β = −0.20) and sons (β = −0.21), although the partner effect of son’s physical activity on their father’s mental health was only marginally significant. The R2 in the father–son group was 0.069 for fathers’ mental health and 0.053 for sons’ mental health.

[image: Diagram showing relationships among young person and parent physical activity and mental health. Young person physical activity is positively correlated with parent physical activity (0.27*). It has small correlations with young person mental health (0.01) and negative correlations with parent mental health (-0.21ᵃ). Parent physical activity negatively correlates with young person mental health (-0.23*) and parent mental health (-0.12). Young person mental health and parent mental health are weakly correlated (0.01). ]
Figure 4 | Standardized parameter estimates of actor and partner effects for father and son physical activity in relation to self-reported mental health symptoms. ***p<0.001 **p<0.01 *p<0.05. Single headed arrows represent the β values for the actor and partner effects. The double headed arrow between"Young Person Physical Activity" and "Parent Physical Activity" represents its covariance. The double headed arrow between "Parent Mental Health" and "Young Person Mental Health" is the residual nonindependence in these outcome scores, which is represented by the covariance between their corresponding two error terms.

For both mother–daughter and mother–son dyads, there were significant actor effects, but no significant partner effects. In mother–son dyads the actor effect was −0.21 (p = 0.071, 95% CI [−0.43, 0.02]) for mothers and −1.22 (p = 0.072, 95% CI [−2.54, 0.11]) for sons. In mother–daughter dyads the actor effect was −0.30 (p = 0.004, 95% CI [−0.51, −0.10]) for mothers and −2.88 (p = 0.001, 95% CI [−4.65, −1.11]) for daughters. The standardized actor effects were similar for both mothers (β = −0.20) and daughters (β = −0.22), and for mothers (β = −0.13) and sons (β = −0.13), although the effect in the mother–son group was only marginally significant. In the mother–son group, the R2 was 0.023 for mothers’ mental health and 0.017 for sons’ mental health, and in the mother–daughter group, it was 0.039 for mothers’ mental health and 0.045 for daughters’ mental health.

There were no actor or partner effects for father–daughter dyads, and R2 was 0.051 for fathers’ mental health and 0.028 for daughters’ mental health.





4 Discussion

The findings from the bivariate correlations reinforce the wider literature on the positive associations generally between physical activity and mental health with small but significant associations between parent physical activity and parent mental health, young person physical activity and young person mental health. They also suggest the need to consider these issues in the family context, as the results of this study found positive associations between parent physical activity and young person physical activity, parent mental health and young person mental health, and parent mental health and young person physical activity. The only variables, which were not significantly associated, were parent physical activity and young person mental health.

The APIM analysis was used as it can explore the relationship between parent and young person physical activity and mental health. It acknowledges the likely mutual influence in these close relationships and looks at the within and between person effects. The actor effects: parent physical activity and parent mental health and young person physical activity and young person mental health, remained significant. This is perhaps the clearest and most important finding. It does suggest that generally mental health interventions should more routinely include a focus on physical activity.

The APIM analysis, when not split by gender, did not reveal any significant partner effects between parent physical activity and young person mental health, or between young person physical activity and parent mental health. However, when split by parents’ gender, there was a significant partner effect between fathers’ physical activity and young person mental health. Further analysis, which included young person gender, found that for the mother–daughter and mother–son dyads the actor effects were significant and the partner effects were not, in line with the overall parent and young person analysis. For the father–daughter dyads, there were no actor or partner effects and, for the father–son dyads, there were no significant actor effects but there was significant partner effects (father’s physical activity and son’s mental health, and son’s physical activity and father’s mental health) were significant. This further analysis suggests that gender may be an important consideration and that there may be something different about the specific relationships between fathers and their children when exploring physical activity and mental health.

An important limitation of these findings is that they are from a cross-sectional survey and so any discussion of possible direct or indirect causal relationships between variables has to be tentative. The underrepresentation of fathers in the sample is another potential limitation but also suggests the need to consider how to further promote the inclusion of fathers in family focused research, and supports Neshteruk et al. (19) suggestion that further research on the influence of the fathers is necessary, and potentially critical in understanding these associations. A further, specific limitation was that the single question about physical activity, although informed by the current guidelines for physical activity, did not provide detailed data. This could be addressed in future research by including more detailed assessment of the level, frequency and types of physical activity.

Overall these findings reinforce the need to further explore and promote the relationship between physical activity and mental health including in the family context and particularly when families have parents with mental health problems. The findings also suggest that the role of gender may be important to explore further, including in the design of interventions. Promotion of physical activity has not tended to be identified as a key component of family focused practice in the context of parental mental health problems, or of the training of the professionals involved, but these findings suggest that it should be. Existing reviews of research on interventions to promote physical activity in all families provide some helpful guidance about how this may be done although they also highlight more research is needed (39–42). In addition to facilitating access to, or directly providing interventions designed to promote physical activity in all families, there are opportunities to include this important aspect of support in the main, traditional components of interventions for families where a parent has mental health problems. The importance of physical activity and its benefits could be included in psychoeducation, including acknowledgement and exploration of possible barriers. Physical activity interventions could be integrated into direct treatment and support for mental health and/or substance use. Interventions focused on parenting and family functioning could also promote physical activity. Support for accessing wider community services could also include identifying opportunities for physical activity. These findings therefore have implications for the training of mental health professionals as well as for the design and delivery of interventions and services.





Data availability statement

The datasets presented in this article are not readily available because access is restricted for a specified period as agreed with the funder. Requests to access the datasets should be directed to g.davidson@qub.ac.uk.





Ethics statement

This study was approved by Queen’s University Belfast’s School of Sciences, Education and Social Work’s School Research Ethics Committee. The study was conducted in accordance with the relevant legislative and institutional requirements. Written informed consent for participation in this study was provided by the participants or participants’ legal guardians/next of kin.





Author contributions

GD: Writing – original draft. LB: Writing – original draft. CM: Writing – original draft. AG: Writing – review & editing. OM: Writing – review & editing. CM: Writing – review & editing. EN: Writing – review & editing. DS: Writing – review & editing. JC: Writing – review & editing. MS: Writing – original draft.





Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. The Northern Ireland Youth Wellbeing Survey was funded by the Health and Social Care Board, Northern Ireland.





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.



References
	1. Aked J, Nic M, Cordon C, Thompson S. Five ways to wellbeing. London: New Economics Foundation (2008).
	2. Chan JKN, Correll CU, Wong CSM, Chu RST, Fung VSC, Wong GHS. Life expectancy and years of potential life lost in people with mental disorders: a systematic review and meta-analysis. EClinicalMedicine. (2023) 65: 1–18. doi: 10.1016/j.eclinm.2023.102294
	3. McCarter R, Rosato M, Thampi A, Barr R, Leavey G. Physical health disparities and severe mental illness: A longitudinal comparative cohort study using hospital data in Northern Ireland. Eur Psychiatry. (2023) 66:e70. doi: 10.1192/j.eurpsy.2023.2441
	4. Firth J, Siddiqi N, Koyanagi AI, Siskind D, Rosenbaum S, Galletly C, et al. The Lancet Psychiatry Commission: a blueprint for protecting physical health in people with mental illness. Lancet Psychiatry. (2019) 6:675–712. doi: 10.1016/S2215-0366(19)30387-6
	5. Hallgren M, Vancampfort D, Nguyen T-T-D, Ekblom-Bak E, Wallin P, Andersson G. Physical activity, sedentary behavior, and cardiorespiratory fitness in hazardous and non-hazardous alcohol consumers. Am J Health Promotion. (2021) 35:669–78. doi: 10.1177/0890117120985830
	6. Ben Brik A, Williams N, Esteinou R, Acero IDM, Mesurado B, Debeliuh P, et al. Parental mental health and child anxiety during the COVID-19 pandemic in Latin America. J Soc Issues. (2024) 80:360–388. doi: 10.1111/josi.12523
	7. Foley BC, Reece LJ, Rose C, Rosenbaum S, Owen KB. Psychological distress and physical activity behaviors among parents and caregivers during different COVID-19 restriction periods: Secondary analysis of the Active Kids voucher program evaluation. Ment Health Sci. (2023) 1:167–76. doi: 10.1002/mhs2.30
	8. Mahindru A, Patil P, Agrawal V. Role of physical activity on mental health and well-being: a review. Cureus. (2023) 15: 1–7. doi: 10.7759/cureus.33475
	9. Firth J, Rosenbaum S, Stubbs B, Gorczynski P, Yung AR, Vancampfort D. Motivating factors and barriers towards exercise in severe mental illness: a systematic review and meta-analysis. psychol Med. (2016) 46:2869–81. doi: 10.1017/S0033291716001732
	10. Stubbs B, Vancampfort D, Hallgren M, Firth J, Veronese N, Solmi M, et al. EPA guidance on physical activity as a treatment for severe mental illness: a meta-review of the evidence and Position Statement from the European Psychiatric Association (EPA), supported by the International Organization of Physical Therapists in Mental Health (IOPTMH). Eur Psychiatry. (2018) 54:124–1445. doi: 10.1016/j.eurpsy.2018.07.004
	11. Ashdown-Franks G, Firth J, Carney R, Carvalho AF, Hallgren M, Koyanagi A, et al. Exercise as medicine for mental and substance use disorders: a meta-review of the benefits for neuropsychiatric and cognitive outcomes. Sports Med. (2020) 50:151–1705. doi: 10.1007/s40279-019-01187-6
	12. Neill RD, Lloyd K, Best P, Tully MA. The effects of interventions with physical activity components on adolescent mental health: Systematic review and meta-analysis. Ment Health Phys Activity. (2020) 19:100359. doi: 10.1016/j.mhpa.2020.100359
	13. Carney R, Firth J. Exercise interventions in child and adolescent mental health care: An overview of the evidence and recommendations for implementation. JCPP Adv. (2021) 1:e12031. doi: 10.1002/jcv2.12031
	14. Reupert AE, Maybery DJ, Kowalenko NM. Children whose parents have a mental illness: prevalence, need and treatment. Med J Aust. (2013) 199:S7–9. doi: 10.5694/mja11.11200
	15. Abel KM, Hope H, Swift E, Parisi R, Ashcroft DM, Kosidou K, et al. Prevalence of maternal mental illness among children and adolescents in the UK between 2005 and 2017: a national retrospective cohort analysis. Lancet Public Health. (2019) 4:e291–300. doi: 10.1016/S2468-2667(19)30059-3
	16. Leijdesdorff S, Doesum Kv, Popma A, Klaassen R, Amelsvoort Tv. Prevalence of psychopathology in children of parents with mental illness and/or addiction: an up to date narrative review. Curr Opin Psychiatry. (2017) 30:312–7. doi: 10.1097/YCO.0000000000000341
	17. Manning C, Gregoire A. Effects of parental mental illness on children. Psychiatry. (2009) 8:7–9. doi: 10.1016/j.mppsy.2008.10.012
	18. Petersen TL, Møller LB, Brønd JC, Jepsen R, Grøntved A. Association between parent and child physical activity: a systematic review. Int J Behav Nutr Phys Activity. (2020) 17:1–16. doi: 10.1186/s12966-020-00966-z
	19. Neshteruk CD, Nezami BT, Davison KK, Ward DS. The influence of fathers on children’s physical activity: a review of the literature from 2009 to 2015. Prev Med. (2017) 102:12–9. doi: 10.1016/j.ypmed.2017.06.027
	20. Sigmundová D, Sigmund E, Badura P, Hollein T. Parent-child physical activity association in families with 4-to 16-year-old children. Int J Environ Res Public Health. (2020) 17:4015. doi: 10.3390/ijerph17114015
	21. National Health Service. Physical activity guidelines for children and young people (2021). Available online at: https://www.nhs.uk/live-well/exercise/physical-activity-guidelines-children-and-young-people/.
	22. National Health Service. Physical activity guidelines for adults aged 19 to 64 (2021). Available online at: https://www.nhs.uk/live-well/exercise/physical-activity-guidelines-for-adults-aged-19-to-64/.
	23. Sutcliffe JT, Kelly PJ, Vella SA. Youth sport participation and parental mental health. Psychol Sport Exercise. (2021) 52:1018325. doi: 10.1016/j.psychsport.2020.101832
	24. Lagdon S, Grant A, Davidson G, Devaney J, Donaghy M, Duffy J, et al. Families with parental mental health problems: A systematic narrative review of family-focused practice. Child Abuse Rev. (2021) 30:400–21. doi: 10.1002/car.2706
	25. Maylea C, Roberts R, Craik C. The role of social workers in improving the physical health of people who use mental health services. Aust Soc Work. (2020) 73:490–8. doi: 10.1080/0312407X.2019.1638430
	26. Bunting L, McCartan C, Davidson G, Grant A, Mulholland C, Schubotz D. Rationale and methods of the ‘Northern Ireland Youth Wellbeing Survey’ and initial findings from the Strengths and Difficulties Questionnaire. Clin Child Psychol Psychiatry. (2022) 27:670–85. doi: 10.1177/13591045221075525
	27. Kenny DA, Kashy DA, Cook WL. Dyadic data analysis. New York: Guilford Publications (2006).
	28. Cook WL, Kenny DA. The actor–partner interdependence model: A model of bidirectional effects in developmental studies. Int J Behav Dev. (2005) 29:101–9. doi: 10.1080/01650250444000405
	29. Chorpita BF, Yim L, Moffitt C, 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(8):835–55. doi: 10.1016/S0005-7967(99)00130-8
	30. . American Psychiatric Association. Diagnostic and statistical manual of mental disorders (4th ed.,Text Revision). Washington, DC (2000).
	31. Piqueras JA, Martín-Vivar M, Sandin B, San Luis C, Pineda D. The revised child anxiety and depression scale: A systematic review and reliability generalization meta-analysis. J Affect Disord. (2017) 218:153–69. doi: 10.1016/j.jad.2017.04.022
	32. Bouvard M, Denis A, Roulin JL. The French version of the revised child anxiety and depression scale (RCADS) in a nonclinical sample. Swiss J Psychology. (2015) 74:119–27. doi: 10.1024/1421-0185/a000158
	33. Donnelly A, Fitzgerald A, Shevlin M, Dooley B. Investigating the psychometric properties of the revised child anxiety and depression scale (RCADS) in a non-clinical sample of Irish adolescents. J Ment Health. (2019) 28(4):345–56. doi: 10.1080/09638237.2018.1437604
	34. Ebesutani C, Tottenham N, Chorpita B. The revised child anxiety and depression scale-parent version: Extended applicability and validity for use with younger youth and children with histories of early-life caregiver neglect. J Psychopathol Behav Assess. (2015) 37(4):705–18. doi: 10.1007/s10862-015-9494-x
	35. Goldberg DP, Williams P. A user’s guide to the General Health Questionnaire. NFER-Nelson. (1988).
	36. Department of Health NI. Health survey Northern Irleand: first results 2018/10 (2019). Available at: https://www.health-ni.gov.uk/publications/health-survey-northern-ireland-first-results-201819.
	37. Public Health England. What works in schools and colleges to increase physical activity. London: Public Health England (2020).
	38. McManus S, Bebbington PE, Jenkins R, Brugha T. Mental Health and Wellbeing in England: the Adult Psychiatric Morbidity Survey 2014. NHS digital. (2016).
	39. O’Connor TM, Jago R, Baranowski T. Engaging parents to increase youth physical activity: a systematic review. Am J Prev Med. (2009) 37:141–9. doi: 10.1016/j.amepre.2009.04.020
	40. van Sluijs EM, Kriemler S, McMinn AM. The effect of community and family interventions on young people’s physical activity levels: a review of reviews and updated systematic review. Br J Sports Med. (2011) 45:914–22. doi: 10.1136/bjsports-2011-090187
	41. Brown HE, Atkin AJ, Panter J, Wong G, Chinapaw MJ, Van Sluijs EMF. Family-based interventions to increase physical activity in children: a systematic review, meta-analysis and realist synthesis. Obes Rev. (2016) 17:345–60. doi: 10.1111/obr.12362
	42. Rhodes RE, Hollman H, Sui W. Family-based physical activity interventions and family functioning: a systematic review. Family Process. (2024) 63:392–413. doi: 10.1111/famp.12864




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

Copyright © 2024 Davidson, Bunting, McCartan, Grant, McBride, Mulholland, Nolan, Schubotz, Cameron and Shevlin. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.




SYSTEMATIC REVIEW

published: 20 June 2024

doi: 10.3389/fpsyt.2024.1389545

[image: image2]


Identifying and synthesizing components of perinatal mental health peer support – a systematic review


Laura Hölzle 1,2, Philipp Schöch 1,2, Christine Hörtnagl 1, Anna Buchheim 2, Astrid Lampe 3, Ingrid Zechmeister-Koss 4† and Jean Lillian Paul 1*†


1 Department of Psychiatry, Medical University Innsbruck, Psychotherapy, Psychosomatics, and Medical Psychology, Division of Psychiatry I, Innsbruck, Austria, 2 University of Innsbruck, Institute of Psychology, Innsbruck, Austria, 3 Ludwig Boltzmann Gesellschaft Institute for Rehabilitation, Vienna, Austria, 4 Austrian Institute of Health Technology Assessment, Vienna, Austria




Edited by: 

Roy Abraham Kallivayalil, Pushpagiri Medical College, India

Reviewed by: 

Maria Muzik, University of Michigan, United States

Bhaveshkumar M. Lakdawala, Narendra Modi Medical College, India

*Correspondence: 

Jean Lillian Paul
 jean.paul@i-med.ac.at

†These authors have contributed equally to this work


Received: 21 February 2024

Accepted: 29 May 2024

Published: 20 June 2024

Citation:
Hölzle L, Schöch P, Hörtnagl C, Buchheim A, Lampe A, Zechmeister-Koss I and Paul JL (2024) Identifying and synthesizing components of perinatal mental health peer support – a systematic review. Front. Psychiatry 15:1389545. doi: 10.3389/fpsyt.2024.1389545






Background

Becoming a parent, while often perceived as a joyous event, can also be a vulnerable life transition, with approximately one in five mothers experiencing perinatal mental illness. Peer support is recommended for its preventive and therapeutic benefits. However, relevant program components of perinatal mental health peer support remain to be identified.





Objectives

This review aims to (1) identify peer support programs in perinatal mental health through existing reviews and to (2) synthesize the components of these programs.





Methods

A systematic literature review guided by PRISMA was conducted searching four databases, supplemented by hand searches. The Template for Intervention Description and Replication (TIDieR) checklist facilitated the systematic extraction and synthesis of program components.





Results

Eleven peer support programs were identified from three reviews, largely conducted in English-speaking countries. The identified reviews highlight the benefits of peer support in perinatal mental health. Key components of individual programs were contextual background, materials, provider training and support, delivery modes and locations, and evaluation. Sharing lived experience and providing flexible support were central to all programs.





Conclusion

Aspects of flexibility, authenticity and the challenges of program evaluation in peer support must be considered. Findings can now inform future planning and implementation efforts of peer support programs in periantal mental health. 





Keywords: peer support, social support, perinatal mental health, lived experience, parental mental illness




1 Introduction

Mental illness is the most common complication associated with pregnancy in Western countries, and affects approximately one in five mothers (1–3) and more than one in ten fathers (4–6) across the perinatal period, including one year after the birth of a child (7). A variety of risk factors are associated with perinatal mental illness (PMI) including a history of previous depression, low economic resources, isolation, lack of social or partner support, life stress, or marital dissatisfaction (8–10). Unintended pregnancy, past pregnancy losses (11, 12), first time mothers, traumatic events, or birth related factors can additionally increase the likelihood to develop a PMI (13). PMI in woman may lead to lower self-esteem, poor interpersonal relationships, higher levels of anger, an increased risk of mental illness in partners (14, 15), or suicidal behavior in severe cases (16, 17). It is well known that PMI also impacts infant development, including the child’s psychological adjustment (18–20). Without treatment, this can have significant effects on the mother, partner, infant, and wider family. Without treatment, PMI is also linked to economic consequences. For example, in the UK, the annual costs associated with a lack of timely access to perinatal mental healthcare have been calculated at the equivalent of nine billion euros with two thirds relating to long-term impacts on the child over the life course (2). Despite these individual and societal costs, many women do not access evidence-based care or receive effective treatment (21, 22).

Subsequently, it is necessary to enhance the prevention, screening, and treatment of PMI for new parents. Pharmacological therapies show mixed results and may be declined by women due to the potential harm to the fetus or negative effects on breastfeeding (23, 24). Non-pharmacological therapies in contrast have been found to be acceptable and help reduce perinatal symptoms e.g., counselling interventions, cognitive, behavioral, and interpersonal therapies (25, 26), psychosocial therapies (27), and interventions delivered by non-specialists or peers (12, 28, 29). Incorporating peer support in mental healthcare is being promoted by the World Health Organization (WHO) and is considered an essential component of mental health recovery, aligned with the WHO’s Convention on the Rights of Persons with Disabilities (30).

Peer support refers to the provision of social, emotional, and evaluative assistance by sharing similar lived experiences. The extent of support is based on the needs of the target population and can vary greatly. It can be provided through different modes of interaction e.g., individual sessions, self-help groups, or computer-mediated groups, and in diverse settings such as home, community organization, or via telephone (31). An underlying principle is that people who share similar experiences can offer a distinctive perspective (32), and better relate to each other with more authentic empathy and validation than what health professionals may be able to provide (33, 34). Peer programs have the potential to address the shortage of mental healthcare providers, especially in settings with low resources (35, 36). By shifting tasks to individuals with no formal training, gaps in perinatal mental health (PMH) service provision can be bridged, and in turn, improve access to services (37). Research has shown that peer support can increase levels of hope, empowerment, self-care, and decrease depressive symptoms (38). While distinct from therapy, peer support exhibits therapeutic elements. Peers connect over shared experiences, form connections and mutual support which reduce feelings of isolation and marginalization. Ultimately, peer support empowers individuals to look beyond diagnostic labels and envision a more meaningful and hopeful path forward (39). In addition, studies show beneficial effects for peer support workers themselves, including increased feelings of social worth and self-efficacy, through the experience of feeling valued by another individual (40, 41).

Originally, peer support has political roots, emerging from a civil rights movement. Rather than uniting over the shared experience of illness, as we know it today, peer support in the past connected individuals who have faced negative mental health treatment, emphasizing common reactions to issues such as coercion, overmedication, human rights violations, and a medicalized narrative (33). As a result, mental healthcare in many Western countries has shifted in the last decades to consider personal recovery and strength-based models. In Austria for example, a peer support movement was formally established in 2014 with the EX-IN (Experienced Involvement) training program which aims to train individuals with psychiatric diagnoses for roles in psychiatric and psychosocial services, fostering innovative, strength-based treatment approaches (42). A group of experts by experience advocate for the acknowledgement of peer support workers in mental healthcare. They propose the legal recognition and professionalization of peer support workers in Austria (43).

While most literature is conceptualized in a wider mental health setting, peer support research in PMH has mainly examined effectiveness (e.g., 29, 36, 44), and experiences with and impacts of peer support (e.g., 9, 45, 46). However, components of PMH peer support remain to be identified.

The aim of this paper is to systematically identify PMH peer support programs (see Table 1). Acknowledging the literature, this review draws on previous reviews to identify individual peer support programs and provides an overview of review characteristics (Part A). Ultimately, this paper synthesizes information on components of peer support programs (Part B). The findings of this study could lead to a comprehensive understanding of the design and implementation of PMH peer support, which can be utilized to inform practice development.



Table 1 | Research aims and questions.

[image: Table detailing aims and research questions. Part A aims to identify perinatal peer support programs in mental health within existing reviews. Questions: Which reviews evaluate these programs and their characteristics? Part B aims to synthesize information on components of these programs. Questions: What are the details of the main components?]



2 Methods

To address the research objectives, a systematic review guided by PRISMA guidelines was conducted (47). Prior to commencing the review, a detailed protocol was developed.



2.1 Literature search

In the first step, a search strategy was developed (see Supplementary Material) and used across academic databases, including PubMed, Web of Science, PsycInfo, and The Cochrane Database of Systematic Reviews, with which we could identify reviews and meta-analyses regarding PMH peer support. In the second step, the current review is informed by these identified reviews and meta-analyses as its primary source for identification of individual studies. This two-step process was complemented by hand-searching for reviews and single studies.




2.2 Inclusion and exclusion criteria

Table 2 provides details on the process of inclusion and exclusion. Within the first step, we included reviews for full-text screening if they examined studies of peer support programs in mental health specifically targeting pregnant women or new mothers in the perinatal period. There were no time restrictions on results, and studies across all time periods until the search was conducted could be considered. Meta-reviews without single studies were excluded. Previous reviews were excluded if they included duplicate studies already covered by more recent and comprehensive reviews. This criterion was used to avoid redundancy. In the second step, we went through included reviews and identified relevant single papers for data extraction and further inclusion in this review paper. We included single papers if they involved peers with lived experience of PMI as peer support providers. We included doctoral theses and published project reports on peer support programs if they met inclusion criteria and were included in the selected reviews.



Table 2 | Inclusion and exclusion process for reviews and single studies.

[image: Table detailing inclusion and exclusion criteria for reviews and individual studies. Step 1: Reviews — Inclusion: focuses on pregnant or postpartum women with perinatal mental illness (PMI), using quantitative, qualitative, or mixed methods, published in English peer-reviewed journals up to August 2023. Exclusion: published in other languages, meta-reviews, duplicate studies. Step 2: Individual studies — Inclusion: focuses on peer support by peers with PMI experience, using interventional and observational methods, including program descriptions. Exclusion: programs delivered by non-peer individuals, lacking program component descriptions.]



2.3 Study selection

We identified 286 reviews and meta-analyses through the database search. After removing duplicates, the first (LH) and second (PS) authors independently reviewed titles and abstracts, followed by full-text eligibility screening. This process was repeated for the included reviews, covering 434 single studies. First and second authors assessed full-text single studies for eligibility, resolving conflicts through discussion or consultation with a third author (IZK).




2.4 Data extraction and analysis

For each review, information relevant to answering research questions from Part A was extracted (name of authors, year of publication, country, number of studies within review, research objectives, study design, and findings) and summarized narratively. Furthermore, single study characteristics (authors, year of publication, country, study type, publication type, target population, and primary aim of program) were extracted. For individual programs and to answer the research question from Part B, the Template for Intervention Description and Replication (TIDieR) framework was utilized to systematically extract program components. This tool was developed to improve the quality of intervention descriptions with the aim of simplifying reporting (48). It includes items related to the name, rationale, materials, procedures, providers, locations, mode and frequency of delivery, modifications and adherence to a particular intervention. The extracted information was uploaded and organized using QSR International NVivo Version 12 (49) and summarized narratively.




2.5 Quality appraisal

AMSTAR 2 (50) was chosen to assess the risk of bias of included reviews and is used for assessing randomized and non-randomized studies of healthcare interventions. The purpose of this quality appraisal is to gain an assessment of the risk of bias of the overall findings of the reviews addressing Part A. We did not assess individual studies within reviews, as they had already been assessed as part of the review in which they were included. Further, we used them to identify the components of peer support rather than the effectiveness of peer support.





3 Results

The PRISMA flowchart (Figure 1) shows the selection process, whereby a total of three reviews and 14 individual studies were included in this review. The results are presented in two parts, providing an overview of reviews that evaluated individual PMH peer support programs and describe single study characteristics. In the second part, program components from individual studies are described and synthesized.

[image: Flowchart illustrating the study selection process for a review. It begins with 290 records identified, reducing to 266 after duplicates are removed. After screening, 221 records are excluded on titles/abstracts. Of 45 full-text articles assessed, 28 are excluded for various reasons. After further screening, 258 studies are excluded and finally, 162 full-text studies are dismissed. Ultimately, 3 reviews with 14 studies covering 11 projects are included.]
Figure 1 | Modified PRISMA flow diagram based on (47).



3.1 Characteristics of included reviews and single studies

Three selected reviews were published between 2020 and 2023 in China (n=2) and the United Kingdom (UK) (n=1). The reviews included a total of 54 studies. While the meta-analysis reviews focused on assessing the effectiveness of peer support on perinatal depression (29, 36), one review (51) aimed to explain how and why community-based PMH peer support works, using a realist review methodology. The latter included both qualitative and quantitative papers and provided a descriptive overview of study findings. They concluded that peer support works in various ways, influenced by personal and social contexts, with mostly positive outcomes. However, a culture of negativity, judging peers or experiencing peer support as stressful were identified as negative outcomes. Huang et al. (36) evaluated the effectiveness, cost-effectiveness, and satisfaction of PMH peer support interventions. Fang et al. (29) also examined mediating factors that could influence effectiveness such as timing, form, approach, frequency, and duration. Both meta-analyses suggested that peer support can be regarded as effective in reducing perinatal depressive symptoms (29, 36). Overall, the three reviews had a low risk of bias based on a quality assessment (see Supplementary Material for scoring and full data extraction tables).

Table 3 provides an overview of included single studies. In subsequent sections, only program numbers are referred to, not study numbers. The programs were conducted in Canada [#1, 2, 4, 8, 11], the UK [#6, 7, 10], the United States (USA) [#3, 9], and Singapore [#5] between 2003 and 2019. These programs were evaluated with a variety of study types, including RCTs, qualitative, quantitative, and mixed methods, and publication types also including a doctoral thesis, and a protocol. Programs targeted mothers with postpartum depression up to nine months [#1–5] and two years postpartum [#10, 11]. Two programs did not specify the postpartum period [#6, 8, 9]. One program targeted pregnant women with antenatal depression [#7]. Most of the women were clinically at risk of postpartum depression and were screened using the EPDS [#1, 2, 4–6, 9–11], the Whooley questionnaire [#7], or the PHQ-9 [#3]. One program included postpartum women who self-reported postpartum depression [#8]. While most programs considered mothers aged 18 and over [#1, 2, 5, 8, 9], a few programs included mothers aged 16 [#3, 11] and 17 [4] onwards. Three programs did not specify the age of the participants [#6, 7, 10]. Where mentioned, exclusion criteria covered participants’ current use of antidepressant medication [#1, 2], history of psychiatric illness [#1, 5, 7], non-native English speaker [#6], or too mild or too severe depressive symptoms [#10]. While most programs aimed to decrease depressive symptomology [#1–6, 9–11], one program examined qualitatively how women talked about living through postpartum depression in the context of a peer support group [#8] and one program aimed to assess feasibility and effectiveness [#7].



Table 3 | Included single studies.

[image: A table listing various studies on postnatal depression interventions. Columns include program number, study number, author and year, country, study type, publication type, identification method, target population, and primary aim. Countries featured include Canada, USA, Singapore, and the UK. Study types range from quantitative and qualitative to mixed methods. Aims focus on decreasing postnatal depression and evaluating support interventions. Target populations include new mothers, postpartum women, and pregnant women, identified by various screening methods.]



3.2 Synthesis of perinatal mental health peer support components

Program components based on the TIDieR checklist are described and synthesized. Consolidated results are presented in Table 4. A selection of components that are particularly relevant to answering the research question of Part B is presented in the text below.



Table 4 | Full results of TIDieR framework.

[image: Table outlining components of a peer support program. It includes headings like "Intervention Name," "Rationale and Underlying Theory," "Materials Used," "Procedures, Activities, and Protocols," "Provider," "Mode of Delivery," "Types of Locations," "Frequency and Duration," "Tailoring," "Modifications," "Planned Adherence/Fidelity," and "Actual Delivery/Fidelity." Each section lists items relevant to its category, with references in brackets for specific details.]



3.3 Contextual background and justification

Rather than underlying theories, contextual background information and justifications for the need for peer support in PMH are provided. These include evidence from previous research, such as incidence rates of PMI [#1, 2, 4, 5, 7–9] and negative long-term outcomes for mothers and infants [#1–5, 7, 11] and the wider family [#5, 7]. Symptoms [#1, 4–6, 9, 11], such as low self-esteem, difficulties in coping, negative attitudes, feelings of inadequacy, loneliness, and risk factors for PMI [#1, 5, 6, 9, 11], such as inadequate social support and social isolation in particular [#6, 9, 11], are described. Barriers to traditional treatments [#3, 4, 5, 11] and help-seeking [#8, 9] are outlined justifying the need for peer support. These include concerns about medication interfering with breastfeeding [#3, 4], high treatment costs [#3, 4, 9], time constraints [#3, 9], and social stigma [#3, 5, 8, 9]. As a result, most programs emphasize the positive impact of social support on PMI [#1–7, 9–11], with some specifically highlighting the positive impact of peer support provided by peers with lived experience of PMI [#1, 2, 4, 6–8, 11]. One program also mentions the benefits of peer support for infant development [#4]. For the conceptualization of peer support, programs refer to Dennis (52) [#1], who defines peer support as “informational, appraisal (feedback), and emotional assistance” (p. 4) [#1, 2, 4, 7, 11].




3.4 Materials

The materials used in the programs focused on training [#1–5, 8, 10, 11] and recruitment [#6, 7, 9, 11] of peer supporters. Some programs used or adapted the “Mothers Helping Mothers with Postpartum Depression” manual [#1, 2, 10, 11] developed by Dennis (52) [#1], which outlines professional services and incorporates topics on how to provide effective telephone support. Another program developed a separate guide (66) [#8] intended to prepare group leaders to initiate and facilitate respectful support. Other training materials covered brochures and resource lists with contact information for support groups, classes, therapists, and other providers [#3]; a manual on four different types of support (informational, emotional, affirming, and practical) and how to teach optimal mother-child interactions [#4]; and a training booklet on referrals and skills required for technology-based support [#5]. Recruitment materials for peer supporters included various offline and online advertisements [#1, 2, 6, 7, 9–11].




3.5 Training and support for peer supporters

All peer supporters were community mothers with a lived experience of a PMI. Seven programs explicitly mentioned the need for recovery from PMI [#4–9, 11]. In the majority of programs, the peer supporters underwent structured training, ranging from four hours [#1, 2], half a day [#3, 5], eight hours [#4, 10, 11], to two days [#7]. Training content included information on PMI [#3, 11], self-harm [#1, 11], goal setting [#10], relationship building [#11], and making appropriate referrals to professional services [#1, 2, 5, 11]. Peers were supported to develop a clear understanding of their role [#7, 10] and to provide informational, emotional, affirming [#11], and practical support [#4, 5, 8, 9]. Training was adapted to suit the specific objectives, such as quality telephone support skills [#1, 2, 5, 10, 11], group dynamics [#9], or mother-child interactions [#4]. Role-playing was utilized as a training strategy [#1, 2, 5], while two programs had no structured training, but provided input on child protection procedures and confidentiality [#6, 7]. These two programs also emphasized the importance of providing organic support without receiving therapeutic training.

Additional activities described revolve around the peer supporter wellbeing, in terms of providing supervision to share experiences and discuss concerns [#3–5, 6, 10]. Other activities include the employment of peer coordinators to support the process of recruitment, matching, and program implementation [#1, 2, 4, 11]. Informal meetings for peer supporters were organized in one program [#10]. Three programs used an interview process and specific assessments to confirm the suitability of peer supporters [#4, 6, 10].




3.6 Delivery modes and locations

Few programs offered structured support, while most provided flexible, individualized support. Although training manuals were used, programs were flexible in terms of contact frequency [#1–3, 5, 7–11] or location [#4, 6, 7]. Sharing lived experience and providing support where deemed necessary were central to all programs. Individual telephone peer support was provided in five programs [#1–3, 10, 11]. Peer support home visits were delivered in two programs [#6, 7], one in combination with telephone calls [#4]. In the case of home visits, peer support was delivered in the mother’s home environment or in a place of their choice [#4, 6, 7]. One program was technology-based only, providing supportive telephone calls, emails, and text messages [#5]. While these programs were delivered on an individual one-to-one basis, two were delivered in groups [#8, 9]. One group-based support was delivered in a local waiting room of a gynaecologist practice [#9]. The programs recruited participants from local hospitals, clinics or health departments [#1–3, 5, 10, 11], used web-based screening [#2], or a telehealth service for screening [#11].




3.7 Evaluation of the programs

The planned procedures for monitoring fidelity were reported in eight programs that utilized peer-completed activity logs to examine peer-volunteer interactions [#1–7, 10]. One program also employed professionals to take field notes [#4]. While the programs provided details of the planned fidelity analysis, the extent to which the program was actually delivered was not described [#1–11].





4 Discussion

This review identified PMH peer support programs from three reviews. A brief overview of these reviews is also provided. The reviews were published in China and the UK between 2020 and 2023. The findings showed positive effects of perinatal peer support programs on mental health in the perinatal period. Eleven individual programs from these reviews were included in this study and published overwhelmingly in English-speaking areas (Canada, the USA, Singapore and the UK) between 2003 and 2019. Using the TIDieR framework, we reported details of key components. We synthesized and presented components related to contextual background, materials, support and training for peer supporters, delivery modes and locations, and evaluation of programs.

The first aim (Part A) was to identify PMH peer support programs within existing reviews and to provide an overview of the review findings which evaluated peer support programs in a PMH context. It was noted that different definitions of peer support providers were applied in the different reviews and studies included in the reviews. For example, peer support has been referred to as “social support as provided by another woman [ … ]” [(65), p. 3], by paraprofessionals (e.g., 57), pals (e.g., 67), non-specialists (e.g., 28), or unpaid volunteers (e.g., 55). Huang et al. (36) and Fang et al. (29) define peer support as being provided by mothers with significant similarities to the target population and personal experience of PMI, while McLeish et al. (51) expand the definition in their review to include one-to-one peer support, as well as peer support groups facilitated by non-peers. This suggests a lack of consensus regarding the definition of peer support, as also noted by Dennis (31) and Shalaby and Agyapong (68). Consequently, this contributes to a challenge in comparing studies and synthesizing evidence.

Despite small to moderate effects in reducing perinatal symptoms (29, 36) and potential drawbacks of peer support, such as a culture of negativity or experiencing peer support as a stressful social relationship (51), all included reviews emphasize the valuable benefits of peer support and its potential to prevent and treat PMI. This is consistent with previous reviews on PMH peer support that did not fulfil our inclusion criteria. Singla et al. (28) found evidence from high-income countries that peer support, delivered by non-specialists, can be effective in managing perinatal symptoms. Similarly, in a mixed-methods review analyzing interventions to prevent postnatal depression, Morrell et al. (44) identified peer support as one of the most beneficial interventions. Other qualitative analyses of reviews have identified similar challenges to peer support, such as time commitment and cultural differences as barriers (e.g., 65). However, the positive findings outweigh the negative ones. Recognition of the included reviews allowed us to take the second step of identifying individual programs.

Characteristics of individual programs demonstrate that the majority was published between 2003 and 2019 in mostly English-speaking areas (Canada, the USA, Singapore and the UK). This indicates a lack of recent evidence on peer support in PMH, and particularly in other regions. Apart from the three included programs from the UK, and other European studies that were conducted in the UK (e.g., 67, 69), it appears that research in Europe has mostly been conducted in the UK, potentially limiting the relevance of the findings to other European countries. PMH peer support may be different in countries such as Austria, which can be classified as traditional and conservative in relation to gender roles (70), and where, in rural areas, stigma and shame are associated with mental illness (71). There is a need to update and develop research in other countries to further understand contextual differences in PMH peer support.

The second aim (Part B) was to synthesize information on key components of peer support programs. Relevant components and details identified, based on the TIDieR framework, included contextual background, materials, support and training for peer support providers, delivery modes and locations, and evaluation of programs. Similar typologies were identified by Kotera et al. (72) in adult mental health, emphasizing recruitment, peer supporter preparation, practice, and peer supporter wellbeing. In particular, the success and sustainability of peer support work requires specialized recruitment strategies, robust training, regular supervision, and thoughtful peer matching, as highlighted by Moran (46). Nicholson and Valentine (73) underscore similar elements for parent peer support in mental health, including training, coaching, and support during implementation.

In terms of the materials used in the programs, most described training and recruitment materials. While some programs used or adapted a manual developed by Dennis (52), others developed their own materials. The diversity in the development of materials may indicate the adaptability and flexibility of PMH peer support programs to meet unique preferences. Flexibility has been identified as one of the ‘critical ingredients’ of peer support in mental health (33). Using resources that have already been developed and are available, as proposed by Leger and Letourneau (65), can provide a balance between flexibility and maintaining program consistency. Two programs made no reference to training materials, instead describing the provision of organic support (60, 61). This approach could be rooted in the value of authenticity in peer support and highlights the importance of avoiding overly intensive training sessions leading to professionalization of peer support (74). In contrast to this perspective, the EX-IN movement in Austria advocates for the professionalization of the peer support role in mental healthcare in terms of recognition by Austrian law with the establishment of a collective agreement. The debate between authenticity and professionalization in peer support echoes a tension between preserving the grassroots, experiential nature of peer support and integrating it into established healthcare structures (75). Various methods of recruiting peer supporters (e.g., flyers, advertisements, word of mouth) were documented. However, there is a gap in the literature as to the efficacy of these methods, leaving uncertainty about which approaches could be most successful.

Many programs documented the use of activity logs as a means of tracking fidelity, but there is a lack of detailed reporting on the actual fidelity across all programs. However, the focus of these programs may not be to evaluate fidelity or adherence but rather to assess program outcomes, impact, or effectiveness, which may explain the lack of specific details on fidelity. This may also be due to the challenges associated with evaluating a complex and adaptable program such as peer support. ‘Complex interventions’ are described as having multiple components, addressing different behaviors, requiring specific expertise from both providers and recipients, and allowing for some flexibility in the implementation. Such complexity therefore poses a challenge for the evaluation of such interventions (76). Traditionally, evaluations have focused on unbiased assessments of whether an intervention has achieved its intended outcomes. However, Skivington et al. (76) propose a new framework that broadens this focus. They emphasize understanding the overall impact, theorizing about mechanisms, considering the context of implementation, assessing contributions to systems change, and exploring practical uses of the evidence generated in real-world settings. This shift prioritizes the practical utility of information over mere effectiveness metrics. Additionally, an emphasis on stakeholder engagement in the evaluation of mental health services, including individuals receiving support, providers, and community members, ensures that diverse perspectives shape evaluation design (77). It is also considered an essential element in promoting patient-centered care (78). This holistic view on the evaluation of PMH peer support, however, is missing in current research.



4.1 Limitations

This review used the TIDieR framework to identify the main components of the programs examined. However, it is important to note that the programs were probably not originally designed to conform with the framework. As a result, the use of the framework in this context may compromise its validity for identifying the main components of these programs, which is a potential limitation to the reliability of the review’s findings. In addition, the adaptive nature of peer support, as described above, may not be easily captured or described within the structured framework provided by TIDieR. Attempting to force a flexible process into a structured framework may not accurately capture the essence of how peer support programs work in real-world settings. A further limitation lies in the application of the AMSTAR 2 tool for assessing the methodological quality of systematic reviews. This review provides an overview of three reviews rather than an assessment of effectiveness. Instead, the reviews served to identify individual studies and provide a narrative overview of the results of the reviews. Thus, some of the elements of AMSTAR 2 may not be directly applicable to this specific context. Additionally, PMH peer support programs without written documentation and currently existing programs without a published evaluation were not included in the search, potentially missing relevant programs. Future research will be crucial in developing a more comprehensive understanding of the specific formats and components that most effectively contribute to the success of PMH peer support initiatives.





5 Conclusion

This review identifies PMH peer support programs within previous reviews and provides review and study characteristics. Despite the lack of consensus on the definition of peer support in the literature, the included reviews highlight the benefits of peer support. Furthermore, this study synthesizes information on components of individual programs. Key components identified, based on the TIDieR framework, include contextual background, materials, support and training for peer supporters, delivery modes and locations, and evaluation. Despite the flexible nature of peer support programs in PMH, which supports the original principles of peer support, it also presents challenges for program evaluation. It also contrasts with recent debates about the professionalization of the role of peer support workers in mental healthcare. Further research in non-English speaking areas is warranted to fill existing gaps in the evidence base and to better understand contextual differences in PMH peer support. The findings outlined in this review provide valuable insights into program components and can now inform the planning and implementation of future PMH peer support programs.
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Background: Paternal perinatal mental illness (PPMI), which affects around one in 10 fathers, is under-recognised despite increasing awareness of men’s mental health in the perinatal period. Social stigma and men’s reluctance to seek help exacerbate this gap. Neglecting the mental health needs of new fathers not only puts them at increased risk for mental illness themselves, but also has a profound and long-lasting impact on their families, children and their own self-esteem as they navigate their new role in the family dynamic.
Objective: This meta-review systematically identifies instruments assessing PPMI symptoms, evaluates their psychometric properties and applicability, presents key findings from studies using these tools, and identifies gaps and limitations in the literature on PPMI symptom assessment.
Methods: A systematic literature review was conducted using search strategies applied to PubMed, PsycNet APA, Cochrane, and Web of Science, supplemented by hand searches. Relevant information was extracted from each included study. Extracted data were analysed narratively to address the research questions.
Results: Findings identified limitations and gaps in current screening practices. While the Edinburgh Postnatal Depression Scale (EPDS) is the most widely used screening tool for both fathers and mothers, it inadequately captures atypical depressive symptoms in men. Cutoff scores lack consensus, and instrument sensitivity varies significantly due to cultural and sociodemographic factors. A number of other screening tools have been identified, most of which are more general and not specifically designed for perinatal mental health.
Conclusion: This meta-review broadens perspectives on PPMI screening instruments, highlighting key themes, patterns, and differences across the included reviews. While a variety of screening tools are used, the review underscores the necessity for tools specifically tailored to fathers during the perinatal period.
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1 Introduction

In recent years, there has been a growing acknowledgment of the significance of paternal perinatal mental illness (PPMI) within perinatal research (1). This emerging research emphasizes the critical need for early identification and support for fathers experiencing psychological disorders during their partner’s pregnancy to 1 year postpartum. There is also a growing acknowledgment of the profound impact the transition to parenthood has on paternal mental health and overall family well-being (2). Fatherhood has undergone a significant transformation, particularly in western societies, from rigid, traditional gender roles to a more flexible framework characterised by negotiation and adaptation of parental responsibilities within families (3). While acknowledging the diversity of fathering experiences, it is clear that cultural norms influence parenting roles differently across regions. For example, in countries such as Sweden, active parenting, including shared parental leave and childcare involvement, is typical, while in countries such as Spain, traditional gender roles often persist (4). Active fatherhood is influenced by institutional frameworks such as parental leave policies, cultural norms and values, company culture, as well as individual and partnership factors (5). In Austria, fathers are increasingly acknowledged as crucial participants in family care. However, despite positive shifts in attitudes, their actual involvement remains limited, with only 17% taking parental leave. Traditional gender roles and societal norms serve as significant barriers, highlighting the need for stronger policy measures to encourage a more equitable sharing of family responsibilities (6). Nevertheless, there is a discernible trend across contemporary Western societies where fathers are actively challenging traditional societal expectations. This trend is characterized by a more equitable sharing of housework, childcare, and work responsibilities (7). This societal shift reflects evolving norms and the dynamic nature of family structures. As fathers strive to balance the demands of work and family life, they are prioritising meaningful engagement with their children, contributing to a more equitable distribution of parental roles. This increased involvement highlights the importance of paternal mental health, particularly during the perinatal period, as fathers take on more active parenting roles.

PPMI is associated with an increased risk of inter-parental conflict, higher relationship dissatisfaction, and potential difficulties in infant temperament, highlighting the broader negative impact on family functioning (8). When fathers are emotionally unavailable, it can create tensions within the family dynamics and which may lead to emotional neglect in children, impacting children’s self-esteem, emotional regulation, and social skills development. Additionally, children may develop insecure attachment styles and struggle to form trusting relationships as adults. Emotionally unavailable fathers may inadvertently model unhealthy emotional behaviours or reinforce gender stereotypes, affecting children’s understanding of gender roles (9).

A meta-analysis by Cameron et al. (10) estimated the prevalence of paternal depression during their partner’s pregnancy and up to 1 year postpartum to be around 8%. Depression rates seemed to be higher in the third to sixth months postpartum period and lower during the second trimester of pregnancy. It is important to note that these estimates only include depression and not other types of mental health problems during this period. Other studies that examined diagnosed mental health problems and above-threshold symptoms found that approximately 5–10% of fathers had perinatal depression, and approximately 5–15% experienced perinatal anxiety (10–12).

Still, Fisher et al. (2) suggests that PPMI may be underestimated because men are less likely to report traditional symptoms of depression and may express depression differently for example, by engaging in harmful coping behaviours, such as aggression, substance use, and suicide. Using traditional measures to screen for depression in fathers may give an inaccurate picture of their mental health. Psouni et al. (13) also highlighted a considerable variation in the reported prevalence of paternal postpartum depression (PPPD), which they attribute to a lack of uniform assessment for PPPD, lack of consensus regarding the time period to be considered, or uncertainty about whether minor depression, as defined by DSM-IV (14), should be included.

The study of Psouni et al. (13) underscores the prevalence of “depressive equivalents” in fathers’ symptoms, serving as counterparts to traditional indicators of depression. This implies that an assessment tool, incorporating both typical depression and externalizing (depressive equivalent) symptoms may be more appropriate for evaluating paternal depression. Strikingly, Psouni et al. (13) showed that 83% of fathers scoring above the BDI-II (Beck Depression Inventory II) cut-off for suspected depression had not disclosed their condition to a healthcare professional.

Identifying and addressing PPMI is complicated by various barriers to help-seeking that have been identified, including misconceptions and lack of knowledge about paternal perinatal depression (PPPD), adherence to masculine norms, and the stigma surrounding PPPD (15, 16). Findings from Pedersen et al. (16) interview study indicate that adherence to masculine ideals and parental inequality within the family and healthcare system hinder fathers’ help-seeking behavior. They argue that feelings of being the secondary parent could question the father’s legitimacy for his own mental healthcare needs. Psouni et al. (13) revealed that a significant percentage of fathers experiencing depressive symptoms avoid seeking professional help. That is consistent with the observed low help-seeking behavior commonly observed in men with depression (17).


1.1 Objectives and research questions

Evidence suggests that fathers may manifest depressive symptoms differently to mothers, necessitating an exploration of available screening tools to better capture PPMI. The primary aim of this paper is to analyze existing reviews of screening tools to assess paternal mental health during their partner’s pregnancy and the first year postpartum, and to examine the instruments used. It seeks evidence on the reliability and validity of these instruments, while identifying limitations, potential biases and research gaps in the literature on PPMI assessment.




2 Methods

To address the research objective, a systematic review was conducted, adhering to the PRISMA guidelines (18). Given the significant heterogeneity in study designs and outcomes among the included reviews on screening tools for PPMI, a meta-review as described by Hunt et al. (19) and using a narrative synthesis approach was selected and considered appropriate. We used narrative synthesis (20) to qualitatively summarize and compare the findings and characteristics of the reviews without attempting to combine their results quantitatively.


2.1 Literature search

The following databases were searched for relevant articles: PubMed, PsycNet APA, Cochrane, and Web of Science. The search was conducted across all time periods until August 30, 2023, to ensure the inclusion of the recent and relevant studies. A systematic literature search was conducted using the following search strategy, with a combination of keywords and phrases related to PPMI and screening tools:

((“paternal” OR “father*” OR “dad”) AND (“perinatal mental health” OR “postpartum depression” OR “post-partum”)) AND ((“screen*” OR “identif*” OR “specific measure”) AND (“depression” OR “anxiety” OR “stress” OR “well-being”)) AND (“systematic” OR “meta-analysis” OR “review”).



2.2 Study selection and eligibility criteria

After screening retrieved articles at the title and abstract level for relevance, those deemed potentially eligible were selected for full-text review (PS). Subsequently, a second reviewer (LH) independently reviewed the identified articles to verify their eligibility for inclusion. Utilizing the eligibility criteria outlined below, both primary reviewer (PS) and second reviewer (LH) independently assessed the full-text articles for inclusion. Any discrepancies or uncertainties regarding study inclusion were resolved through consensus discussion between PS and LH to ensure adherence to the eligibility criteria.



2.3 Inclusion and exclusion criteria

Studies were included if they met the following criteria:

	• Reviewed screening tools for fathers and/or partners during the perinatal period.
	• Were published as systematic reviews, meta-analyses, or reviews.

Studies were excluded if they:

• Were not written in English.

	• Were conference abstracts or non-peer-reviewed publications.
	• Did not specifically focus on PPMI screening.
	• Did not provide sufficient information on the screening tools assessed.



2.4 Data extraction and synthesis

Data were systematically extracted from included reviews to provide a comprehensive overview on the assessment of PPMI. Data exctracted included: author names, publication years, study countries, number of primary studies, research focus, key results, instrument-specific findings, and included instruments. To synthesize the extracted data, we used a narrative approach was employed, focusing on identifying patterns and gaps in the literature regarding screening practices for PPMI. This synthesis aimed to distill the collective insights from the included reviews and to provide a narrative on the current research landscape of PPMI screening.



2.5 Quality assessment

The quality assessment of the included systematic reviews, meta-analyses, and reviews was conducted by both primary reviewer (PS) and second reviewer (LH) using the AMSTAR 2 Tool (21). This tool was selected for its capability to enhance the transparency and reliability of the quality assessment process. Both PS and LH independently assessed the methodological quality of each included study using the AMSTAR 2 criteria, and any discrepancies or uncertainties were resolved through consensus discussion to ensure consistency and accuracy in the assessment.



2.6 Synthesis

A narrative synthesis (20) was chosen as it is versatile, suitable for various review questions, and for its ability to synthesize and interpret findings from multiple studies, particularly when a statistical meta-analysis may not be feasible. To organize the findings from the included reviews, we utilized tables to outline their specific characteristics, facilitating the identification of patterns. In structuring our analysis, we opted to identify overarching themes and center the description around these emergent themes, rather than adhering strictly to predefined data categories. We believe this approach provides a comprehensive understanding of the literature and that synthesizing and interpreting findings allows to generate insights beyond the mere aggregation of data points, thus enriching the overall narrative.




3 Results

The electronic searches identified 119 records (see Figure 1). In addition, two further records were identified through a supplementary search, resulting in 102 records after removing duplicates. Screening at the title/abstract level resulted in 16 records being obtained in full, with six studies ultimately included in the review.

[image: Flowchart illustrating the process of selecting studies for qualitative synthesis. Identification phase includes 119 database records and 2 from other sources. After removing duplicates, 102 records are screened, with 86 excluded. Sixteen full-text articles are assessed, leading to 6 included studies. Ten articles are excluded for reasons like being outside the postpartum period, general focus on PMI, focus on interventions, prevalence and timing, cost-effectiveness, and wrong target group.]

FIGURE 1
 Modified PRISMA flow diagram based on Page et al. (18)



3.1 Characteristics of included reviews

A total of six reviews (1, 4, 22–25) were included in this meta-review (see Table 1). These were published between 2015 and 2022. They collectively examined 167 primary studies published from 1987 to 2021 and indicating a surge in research over the last decade. Although studies have been conducted around the world, many were concentrated in Europe (75), the United States (23), and Australia (17). Within Europe, there was a notable concentration of research from the United Kingdom (15), Sweden (12) and Italy (10). The scope of the reviews primarily focused on screening tools for paternal mental health during both the prenatal and postnatal periods, with one review additionally considering other co-parents and partners.



TABLE 1 Characteristics of included reviews.
[image: A detailed table comparing various reviews on postnatal depression (PND) studies. It includes columns for reviewer, year, countries involved, number of primary studies, research focus, key results, instrument-specific findings, and included instruments. Each review is listed with specifics on instruments used, findings, and insights into PND.]

The systematic data extraction and narrative analysis conducted as part of this meta-review identified a diverse range of screening tools utilized in the assessment of PPMI (see Table 2). The analysis involved a detailed examination of various dimensions extracted from included reviews, including study countries, number of primary studies, research focus, key results, instrument-specific findings, and included instruments. This analysis highlights details about the instruments utilized, their characteristics, and measurement properties, providing specific findings regarding the performance of these instruments in detecting symptoms of PPMI. The analysis revealed notable variations in the use and efficacy of different screening instruments across studies. Furthermore, the analysis identified limitations of currently used screening tools and areas demanding further investigation to enhance screening practices for PPMI.



TABLE 2 Overview of screening instruments mentioned in included reviews.
[image: A table listing various mental health screening instruments, categorized by their type, number of items, and descriptions. It includes instruments like the Edinburgh Postnatal Depression Scale for perinatal mental health, Beck Depression Inventory for depression, Hospital Anxiety and Depression Scale for anxiety and depression, among others. Each entry specifies its screening type, item count, and a brief description of its purpose.]

The AMSTAR 2 assessment revealed mixed methodological rigour among the reviewed studies. While some showed strengths in protocol clarity, comprehensive searches, and detailed study descriptions, others were lacking in areas such as protocol transparency, duplicate data extraction, and bias assessment (see Tables 3, 4). Notably, Shafian et al. (25) demonstrated robust methodology, including rigorous statistical analysis, likely due to its inclusion of a quantitative meta-analysis.



TABLE 3 AMSTAR 2 assessment.
[image: A table evaluating reviews from different authors based on 16 items related to review quality and methodology. Each item is assessed for six studies: Berg, Kennedy and Munyan, Pérez, Shafian, Darwin, and Edward. Ratings include plus, minus, plus/minus, and not applicable (N.a.) across various criteria such as inclusion criteria, study selection, and bias assessment.]



TABLE 4 Additional information on AMSTAR 2 quality assessment of included reviews.
[image: Table listing reviews by Berg et al., Kennedy and Munyan, Pérez et al., Shafian et al., Darwin et al., and Edward et al. under columns: Author, Year, Quality of review, and Evidence base for review. Details include methodologies, validation processes, and inconsistencies related to PICO components. The evidence base describes study types, mainly peer-reviewed studies, with focus areas like PPD screening or related measures. Each entry provides specific evaluation criteria and methodological frameworks like CASP, QUADAS-2, and PRISMA.]



3.2 Frequently used assessment tools in the context of PPMI

The Edinburgh Postnatal Depression Scale (EPDS) has been analysed in nearly every single study of the included reviews, and can be considered the primary screening tool for evaluating PPMI and associated mental health concerns in fathers or partners throughout the perinatal phase (see Table 1). The EPDS is a 10-item self-report instrument that takes approximately 5 min to complete and is designed to assess mood and emotional wellbeing in the postpartum period. Scores range from 0 to 30, with 10 or more points suggesting the possibility of depression of varying severity (26). Three other widely used instruments for assessing the mental health of new fathers are: Beck Depression Inventory (BDI), Center for Epidemiologic Studies Depression Scale (CES-D), and Patient Health Questionnaire (PHQ). The BDI (27), although not tailored for the perinatal period, comprises 21 questions designed to assess the severity of depressive symptoms. In contrast, the CES-D (28), which encompasses 20 questions, serves as a comprehensive self-reported questionnaire for assessing depressive symptoms in community populations. It covers cognitive, somatic, and psychological aspects and is also valuable for screening new fathers. The PHQ, including its various versions such as the PHQ-9 (30), is a widely used screening tool for assessing depression severity. The PHQ-9 consists of nine questions specifically designed to evaluate depressive symptoms experienced over the past 2 weeks. While the BDI, CES-D, and PHQ-9 are not explicitly designed for perinatal mental health, the included reviews showed that they can be useful to screen for depression symptoms in fathers or partners during the perinatal period.



3.3 Sensitivity and specificity challenges

While various screening tools have been examined, few were specifically designed to detect postpartum depression (PPPD), with only two targeting male symptomatology: the Perinatal Assessment of Paternal Affectivity (PAPA) and the Gotland Male Depression Scale (GMDS). The GMDS has demonstrated effectiveness comparable to the EPDS in identifying PPPD using a cutoff score of ≥13. A Danish study described the reliability of the GMDS as fair to moderate, with a Cohen’s kappa (κ) value of 0.49, indicating some agreement with the EPDS in identifying PPPD. Additionally, a Swedish study found a moderate correlation between the GMDS and the EPDS (r = 0.76) (1). However, research suggests that neither the GMDS nor the EPDS alone are sufficient for screening males in the postpartum period (24). Data on the sensitivity and specificity of the PAPA tool are limited, as only one study reviewed by Berg et al. (1) analyzed its performance. This study, conducted in Portugal, reported high internal consistency for the PAPA (0.91 antenatal, 0.90 postnatal) and significant correlation with the EPDS, with cutoffs of ≥95 for PAPA-AN and ≥92 for PAPA-PN.

The EPDS is the most extensively studied and validated tool for assessing postpartum depression in both men and women. In Berg et al. (1) review, they found that the EPDS exhibited internal consistency, with a Cronbach’s alpha exceeding 0.70 in 34 out of 38 studies. While an alpha above 0.70 is typically considered acceptable, it is important to consider the context of the EPDS’s 10-item scale, as this may influence the interpretation of these findings. Across all other instruments considered in Berg’s review, internal consistency values ranged from 0.60 to 0.91. Cutoff scores used to detect depression varied across their studies, with the EPDS having optimum cutoff scores from 5 to 13 for fathers. Despite variations in cutoff points, most studies indicated that the EPDS performed as well as or better than other assessment tools when used for fathers. In Shafian’s et al. (25) review, they recommended focusing on the determination of the appropriate cut-off score for EPDS, and that clinicians should use a lower score between 7 to 10, because it appears to strike a balance between sensitivity and specificity when screening for PPPD.

Despite those findings and suggestions, the determination of an ideal cutoff point for the EPDS, as well as for various other available screening instruments, remains a matter of debate in the reviewed studies. Kennedy and Munyan (24) observed cultural variations in recommended cutoff scores for depression screening instruments, and highlighted the importance of considering context-specific factors. It is important to mention that the absence of gender-specific items in the EPDS may lead to under-detection of symptoms in fathers. Berg et al. (1) addressed the lack of gender-specific items in screening tools and concluded that it is unclear whether they uniquely identify symptoms of depression or a broader state of mind, including distress and anxiety. However, Edward et al. (23) noted that the EDPS is a suitable screening tool that could alert a clinician to the need for a full diagnostic interview.



3.4 Symptoms, indicators and identification of PPMI

Kennedy and Munyan (24) highlighted that modern fathers experience increased expectations and responsibilities during the 3 to 4-month postpartum period, including childcare, housework, which is changing their previous social role, while also being perceived as the main income providers. Balancing family life and work demands can lead to distress more often than depression. This distress is characterized by feelings of being overwhelmed, helpless, anxious, irritable, self-blaming, using avoidant/escapist activities (e.g., sports, overworking, excessive time on internet/TV, gambling, substance use), and aggressiveness that may be under detected by traditional depression screenings. The analyzed reviews suggest that the EPDS is sensitive to symptoms of depression and distress, but may be less sensitive to depression itself, especially in fathers. The reviews included in this study show the evident value of using multiple screening tools to assess PPPD to enhance sensitivity and specificity. It also indicates the likeliness that neither scale alone is sufficient for depression screening in new fathers. In this context, Psouni et al. (13) showed that a modified EPDS with GMDS items had greater sensitivity than the EPDS alone.

Another study by Tran et al. (31) highlighted that, while all measures had acceptable reliability, the sensitivity of the EPDS in men was significantly lower than in women. Reviewed studies suggest using lower EPDS cut-off scores for PPPD compared to maternal depression. In this context, the crying item of the EPDS is suggested as one item which could for example lead to underreporting due to gendered differences. Societal expectations and gender differences in emotional expression may lead fathers to underreport or express their distress differently than mothers, making this item less reliable for fathers. Shafian et al. (25) noted that their reviewed studies recommend a lower EPDS cutoff score for fathers in comparison to mothers. However, they stated that the result should be interpreted with caution due to the influence of diverse factors such as culture, socioeconomic status, education, and societal context. Moreover, they stressed that the timing of EPDS administration and variations in how male depression is expressed across different cultures can impact EPDS scores.



3.5 Factors contributing to the variation in prevalence of PPMI

This meta-review identified significant variation in the reported prevalence rates of PPMI across the included studies. Pérez et al. (4) conducted a review encompassing 52 single studies and identified prevalence rates based on applied screening tools ranging from as low as 1.8% to as high as 47%, with a mean prevalence of 11.9%. Other included reviews showed similar results, and based on their findings, this wide variation in prevalence can be associated with the screening tool used, diagnostic criteria, and timing of assessment. In regards to the EPDS, sensitivity and specificity showed significant variation across studies for different cutoff scores, with sensitivity ranging from 40 to 100% and specificity from 47.8 to 100%, as demonstrated by Shafian et al. (25). Additionally, the timing of assessments varied across studies, with some focusing on depressive symptoms during partner’s pregnancy and others during the postpartum period. Pérez et al. (4) for example showed in their review that prevalence in Turkey is the lowest and is much higher in Sweden. This is an important observation, as cultural norms and expectations shape how fathers perceive and report their feelings.



3.6 Risk factors and barriers to assessment

Kennedy and Munyan (24) highlighted a number of demographic risk factors. They emphasized that lower education levels, low socioeconomic status, a family with three or more children, and single or widowed marital status were significant contributors to PPPD vulnerability. Additionally, a history of psychiatric treatment, unintended pregnancy, and unstable employment situations heightened the risk. In addition to that, Darwin et al. (22) reported multifaceted obstacles to the acceptability of PPMI screening. These challenges were identified across individual, practitioner, and service levels. Among the key issues were gendered perceptions around fatherhood, practitioner knowledge and confidence, time constraints, and the necessity for resources such as tools, training, and referral pathways. Some fathers in their reviewed studies hesitated to seek help due to cultural and social stigma, while others saw potential in routine screening to destigmatize perceptions and discussions around PPMI. Some fathers reported that they would only open up about their mental health if they felt the health visit focused on them as well as their partner. They also mentioned their reluctance to speak in front of their partners and service limitations (especially conflicting service hours with work commitments) as issues. Darwin’s et al. (22) study also noted gaps in professional training and the unequal perception of fathers as caregivers by some child health nurses. Service-level shortcomings, such as an exclusive focus on birthing mothers, hindered fathers’ engagement. Traditional gender role beliefs explain why some fathers in Darwin et al. (22) review felt it was culturally and socially unacceptable to discuss difficulties with fatherhood. In contrast to that, countries with more egalitarian gender models are likely to report higher instances of PPPD (4). This perception of stigma around mental health and needing to be strong are barriers to assessment, especially for those who strongly internalized those traditional gender roles. These insights underscore the complex interplay of societal norms and individual experiences in the realm of PPMI.



3.7 Identification of gaps in screening and support

There is a lack of validated and reliable tools for specifically identifying and supporting PPMI during pregnancy and the postpartum period. Reviews show inconsistent use of scales beyond the EPDS and limited analysis of demographic factors impacting sensitivity. Limited research has been conducted on the development of screening tools tailored to new fathers. Pérez et al. (4) advocates moving beyond the EPDS, despite its predominant use in numerous studies, as results have been often inconclusive regarding sensitivity. Their results suggest the development and validation of specialized instruments for screening and diagnosing PPMI. This is based on the observation that males often express depression through atypical (male-specific) symptoms, such as aggression and irritability, rather than exhibiting a typical depressive mood.




4 Discussion

A significant increase in studies related to this topic reflects the growing recognition of the importance of including fathers in research within this field. Despite this progress, challenges remain in effectively addressing PPMI. The predominant use of the EPDS highlights the reliance on a tool not explicitly tailored for fathers, raising concerns about its sensitivity and specificity in this population. The EPDS and other screening tools often overlook unique manifestations of PPMI in fathers. The spectrum of applied screening instruments primarily includes either specialized tools tailored to identify symptoms typically associated with maternal depression, such as excessive sadness or mood fluctuations, or non-specialized screening measures for general mental health conditions without a specific gender focus. This issue is also reflected in recent publications (32, 33) highlighting the necessity of gender-specific screening tools for PPMI, pointing out differences in symptom presentation and comorbidities compared to maternal perinatal depression, and advocate for tailored instruments. Men experiencing PPMI may exhibit externalized symptoms like irritability, anger, or increased alcohol consumption, and these are often overlooked. Based on Shafian’s et al. (25) findings, using the EPDS may yield a notable number of false positives, necessitating additional assessments, which can lead to substantial costs for service providers. However, alternative scales used have shown inconsistency across studies and have received limited attention in PPMI research. Comparing the EPDS to these tools (e.g., BDI or PHQ-9), the EPDS has specific questions tailored to postpartum experiences, such as questions about feelings of sadness, guilt or changes in appetite and sleep patterns that are particularly relevant to mothers. Conversely, instruments like the PHQ-9 and BDI encompass a broader spectrum of depressive symptoms that may be encountered by both mothers and fathers. The outcomes of this review underscore that EPDS and GMDS scales measure distinct aspects of paternal depression, supporting the necessity for a more comprehensive approach to its identification and support. Kennedy and Munyan (24) highlighted that neither the EPDS nor the GMDS alone may be adequate for screening, suggesting a combination of scales may be necessary.

Moreover, the variation in prevalence rates reflects the impact of traditional gender roles within different cultures, thereby influencing how fathers respond to questionnaires concerning their emotional wellbeing. Addis (34) emphasized that adherence to traditional gender norms can hinder help-seeking behavior and increase the risk of depression. An additional consideration should be, as Pérez et al. (4) hypothesized, a link between international rates of PPPD and traditional gender role beliefs in their review. They propose that countries with strong patriarchal values, where men are expected to uphold patriarchal ideals (e.g., exhibit dominance and aggression), may have lower rates of identified PPPD. Societal norms may discourage men from expressing their emotions, which can constrict their emotional life and, as a consequence, reduce their susceptibility to PPPD. This idea aligns with previous research, such as Psouni et al. (13) highlighting the coexistence of traditional depressive symptoms and depressive equivalents in fathers, and suggests that a screening tool combining both symptom types may be more appropriate for evaluating PPMI. A study from Salokangos et al. (35) underscores nuanced disparities in how depressive symptoms are reported by men and women. These differences arise from the inclusion of gender-related assessment items, resulting in potentially biased outcomes when measuring depression. Consequently, future research should address the development of assessment tools that mitigate such biases, aiming to enhance diagnostic accuracy and reduce misclassification. However, with respect to cultural differences and expectations, it is also possible that fathers in cultures with strong patriarchal values do not experience PPPD to the same extent as fathers in other cultures. The role of fathers in family dynamics and responsibilities varies greatly across different societies. In cultures where fathers are expected to take on significant caregiving responsibilities and actively participate in childcare, the transition to parenthood might affect their mental health differently compared to cultures where their involvement is minimal. Other factors, such as cultural differences in the understanding and acceptance of mental health issues, variations in healthcare systems, and access to mental health services, could also influence PPPD rates. Consequently, future research should focus on developing assessment tools that account for these complexities, thereby emphasizing the need for culturally sensitive screening approaches tailored to diverse populations.


4.1 Recommendation and implications

This paper emphasizes the critical need for valid and culturally sensitive screening tools to detect and support PPMI. Kennedy and Munyan (24) stress the importance of validation studies, particularly considering cultural and socio-demographic variations in cutoff scores. Gressier et al. (36), highlight the link between PPMI and parent–child separation during maternal psychiatric episodes, underlining the importance of involving fathers in screening.

A broader research effort is required to further validate these screening tools and improve our understanding of PPMI. Improved sensitivity in screening instruments is crucial for prevention and treatment. Recommendations include developing combined scale questionnaires and utilizing multiple screening tools, with an emphasis on culturally sensitive approaches (4).

The risk factors associated with PPMI should also be considered when developing screening tools for fathers. A comprehensive meta-analysis by Goodman (37) identified maternal depression as the most robust predictor of paternal postpartum depression. Philpott et al. (38) identified several additional risk factors, previous depression, infants sleep problems, perceived lack of social support, challenging economic circumstances, and no access to or not utilizing paternity leave. Ansari et al. (39) expanded this collection spectrum to include relationship dissatisfaction, low paternal education level, unemployment, work-related stress, low parenting self-efficacy, and perceived stress.

A key challenge identified is the limited involvement of fathers in integrated service provision. While universal screening for fathers is recommended, guidance on optimal timing is still lacking, as noted by Kennedy and Munyan (24). Nevertheless, universal screening could potentially address the issue that Edward et al. (23) mentioned that partners of individuals with PPMI encountered challenges, including a lack of awareness about where to find PPMI resources and difficulties in seeking social support or referrals to healthcare professionals.

In terms of medical encounters and service provision, it would be beneficial to widen the dyadic mother-infant perspective and include the father or partner in the integrated delivery of services. Hambidge et al. (40) emphasize that while fathers may attend some antenatal visits and are typically present at birth, these interactions primarily center around the wellbeing of the mother and baby. Consequently, fathers may perceive their role as secondary to that of the mother and may hesitate to express their need for support. Fletcher et al. (41) highlight fathers’ limited engagement with health services as a significant barrier to their assessment and support during early parenthood. Pérez et al. (4) suggest assessing the co-parental system and emphasize that this assessment should start before birth, with follow-ups during the entire first year postpartum or a long-term perspective on this phenomenon. This could be useful for designing future intervention programs. Moreover, Pedersen et al. (16) suggest that screening for PPMI may facilitate fathers’ help-seeking behavior, requiring further investigation. Research gaps could inform public awareness campaigns, PPMI healthcare guidelines, and healthcare professional training.

Darwin et al. (22) highlighted the ethical challenge of conducting routine PPMI assessments in the absence of follow-up pathways and support services. Identifying PPMI is crucial, but without adequate support, there can be a risk of creating harm for fathers. Establishing accessible interventions alongside screening is essential for ethical and effective PPMI identification. Research can address this gap by informing the development of follow-up pathways and support services.



4.2 Strengths and limitations

This study utilizes narrative synthesis to analyze the diverse range of study designs and outcomes among reviewed articles, providing a qualitative and comprehensive analysis. However, the varied study designs posed challenges for certain components of the AMSTAR 2 assessment. It is important to note limitations in applying some elements of the AMSTAR 2 tool to evaluate the methodological quality of systematic reviews in this context. Despite this, the systematic literature search, robust search strategy, and predefined data extraction format enhance the study’s consistency. Additionally, the study’s exclusive focus on reviews may have overlooked relevant individual studies, potentially limiting the current understanding of the topic. Excluding non-English publications may introduce bias by missing valuable literature. The narrative synthesis method does not facilitate quantitative result synthesis, limiting precise statistical conclusions and introducing subjectivity in interpretation.




5 Conclusion

Fathers, as with mothers, undergo significant emotional and psychological adjustments during the transition to parenthood. The sleepless nights, the added financial responsibilities, and the emotional rollercoaster of caring for a newborn, can exert an immense toll on fathers’ mental wellbeing. Yet, depression in fathers often remains underdiagnosed and undertreated. Enhancing the sensitivity of mental health screening instruments tailored to fathers is not only a matter of equity, but also one of profound consequence. By fine-tuning these tools to include a wider range of depressive symptoms, it may be possible to identify struggling fathers earlier in their journey, and offer them the support and resources they need to cope effectively. Early detection can be pivotal in preventing the escalation of depressive symptoms and, in turn, reducing the risk of adverse outcomes for fathers, their partner and their children.
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Objective

This study investigated changes in the emotional availability of the parent and the child in the dyadic relationship, parental reflective functioning, and parental perception of the relationship with their child following treatment with an integrated family approach in adult and child mental health care services. The aim of the study was to investigate if an integrated family approach in treatment contributes to good practice in mental health care.





Background

Children of parents with a mental disorder are at increased risk for developing mental health problems themselves during lifetime. Infants are extremely vulnerable for environmental influences. Parents with mental disorders are at risk for mis-attuned behavior and non-optimal emotional availability. This increases the risk of adverse cascading effects on the parent-child relationship and child development. A secure parent-child relationship is an important protective factor against the intergenerational transmission of mental disorders. Although treatment of the parental mental disorder is important, it does not automatically change undesirable patterns in the parent-child relationship. Therefore, an integrated family approach to mental health treatment is recommended.





Methods

This study involved a mixed methods design using questionnaires, an observation instrument and semi-structured interviews. The variables examined were the quality of the parent-child interaction, the parental perspective on their relationship with the child, their problems with child upbringing, and on their parental reflective functioning. The clinical sample consisted of 50 patients with a variety of mental disorders and their young children.





Results

After finishing the integrated treatment the quality of the parent-child interaction had improved significantly. Likewise, we found a significant improvement in parental perception regarding the relationship with the child and the parental role. The majority of the parents interviewed showed that they were better able to mentalize about themselves, their child and their relationship with the child, but the data from the questionnaire showed mixed results regarding parents’ reflective functioning.





Conclusion

Treatment with an integrated family approach to mental health care in which the parental role of the patient, the young child, and the parent-child relationship are integrated in treatment, can be a valuable addition to the current practice of mental health care in which patients are commonly perceived as individuals.





Keywords: integrated family approach, family focused practice, adult and child mental health services, parental mental disorder, infants and early childhood, intergenerational transmission of mental disorders, emotional availability scales, parental reflective functioning





Introduction

Epidemiological research has found convincing evidence that offspring of parents suffering from mental disorders are at increased risk for developing mental disorders themselves (e.g. 1, 2). The parent-child relationship is in general the first and most influential relationship in a child’s early life. Parents with mental disorders may be impeded in caring for their young child by being preoccupied with their own concerns and with managing the symptoms associated with their mental dysregulation. This constitutes a risk to developing a healthy parent-child relationship, with consequences for the parent and the child. For most parents, parenthood has great significance when it comes to the personal fulfillment of life’s meaning. For the child, a healthy parent-child relationship provides a secure foundation for ongoing development and a buffer against the development of mental disorders. The importance of the stage of infancy for later development and the challenging role of parenting, especially for parents suffering from mental disorders, warrants an integrated family approach in mental health care. By this, we mean an approach in which the development of the parent-child relationship is included in the treatment of the parents’ mental disorder (3). In this study we will evaluate whether the parent-child interaction was improved among parents and young children when an integrated family approach was used in their treatment.

Over the last 12 years, a Dutch mental health care service named Dimence Groep has built up expertise with regards to an integrated family approach in treatment (4–6). This means multidisciplinary treatment is provided by a network of professionals from adult mental health services (AMHS) and child and adolescent mental health services (CAMHS), all embracing an integrated family approach in their treatments. The involved professionals meet regularly for multidisciplinary consultations, share their perspectives and experiences, and tailor the treatment components to the needs and capabilities of the family. The aim of this integrated treatment is to improve the relationship between parents and their young child in order to protect them from the consequences of intergenerational transmission of mental disorders and adverse outcomes.

Although treatment of the parental mental disorder is important, it will not automatically change undesirable patterns in the parent-infant relationship (7–9). To foster the resilience of young children whose parents have been diagnosed with a mental disorder the focus needs to be on the parent-child system (10, 11). There is some preliminary support in clinical samples that suggests an association between higher levels of insecure attachment in infants and parental behaviors related to mental disorders (12, 13). A secure attachment relationship between child and parent is perceived as an important protective factor against the development of mental disorders (10, 14, 15). Doty et al. (16), argued that a positive development or change in the parent-child relationship will have positive spillover effects over time on other domains impacting the parent (parental efficacy, positive emotions) as well as the child (cognitive, emotional and social functioning).

The emotional availability of parents is an important predictor of the child’s secure attachment. However, this may not be evident for parents with a mental disorder (12, 17). The concept of emotional availability (EA), grounded in attachment theory, was initially focused on the parent’s sensitivity to the child’s emotional signals and later supplemented by the child’s emotional availability towards the parent (18). The latter means the emotional signals made by the child to the parent (e.g. smiling, crying, seeking or terminating eye contact). The child’s EA is of importance for the parent to be able to understand what the child wishes to communicate to the parent about his or her needs. With this expansion of the theory, EA developed into a dyadic concept and was therefore consistent with Sameroff’s (19) transactional model in which the parent-child relationship is conceived as a reciprocally shaped system. Regarding the concept of EA, the child’s emotional availability to the parent should also be addressed.

In various research, it is demonstrated that parents’ capacity to mentalize is also an important predictor of the child’s secure attachment (20, 21), and resilience to adversity (20). Parental mentalization or parental reflective functioning (PRF) refers to the parents' capacity to understand their own as well as their child’s behavior as related to internal mental states such as thoughts, feelings, and wishes (22–24). Some empirical evidence points to a two- or three dimensional structure of PRF:

	Self-focused reflective functioning - the parental capacity to mentalize about their own emotions, feelings, and behaviors,

	Child-focused reflective functioning - the parental capacity to mentalize about the emotions, feelings (mental states), and behaviors of the child (25–27), and

	Relation-focused reflective functioning - the (parental) capacity to mentalize about how dynamics of mental states (both parent and child) affect the interactions and behavior in relationships (with the child) (27).



Parental mentalization allows parents to be sensitive, meaning that they can accurately perceive and interpret the infant’s signals and communications and respond appropriately. Consequently, the parent is able to see the child as a separate individual with his or her own emotions, feelings and wishes (23, 28). Regulating and comforting the child in a sensitive and an appropriate way plays a vital role in the development of attachment and the child’s self-regulation and capacity to mentalize (22). A meta-analysis (21) of parental mentalization and sensitivity as predictors of infant attachment found a direct effect of parental mentalization on infant attachment, over and above parental sensitivity, as well as an indirect effect on parental sensitivity mediating the relationship between parental mentalization and the infant’s attachment security.

Parental reflective functioning may perform as a protective factor for risk factors such as parental mental disorder (e.g. trauma) and disruptive parental behavior. These factors are associated with a child’s outcomes, such as insecure attachment (20). Therefore, enhancing secure attachment between parent and child, and thus focus on parental mentalization and parental sensitivity to the child’s cues, are considered to be critical targets for intervention (21, 29). Moreover, Nijssens et al. (30) conclude that these intervention targets could have a preventive function with regard to the social-emotional development of young children. In practice, however, these factors are little considered in the treatment of adults with mental health problems who have young children.





Current study

In this mixed method study, we will evaluate the outcomes of an integrated family approach in treatment on the quality of the parent-child interactions. With this in mind, we will focus on two features of the parent’s EA - sensitivity and non-intrusiveness to the child - and on the EA of the child to the parent, including their responsiveness and involvement. Furthermore, we will investigate the parental perspective on their relationship with the child, their problems with child upbringing, and on their parental reflective functioning. Based on the literature (8, 9, 31), we hypothesized that the integrated family approach would lead to an improvement in the quality of the EA of the parent and the child in the parent-child interaction, and an improvement in parental mentalization. The aim of the study is to test the expected improvements of an integrated family approach on parent-child interaction and parental mentalization in order to contribute to good practice in mental health.

The research questions were:

	Is there improvement in the quality of the parent-child interaction for patients who receive treatment with an integrated family approach? We hypothesized the parent-child interaction to improve from pre to post on average.

	Is there a change in the parental perspective on the relationship with the child and on problems with the child’s upbringing? We hypothesized a positive change in the parents’ perception of the relationship with their child and a reduction of problems in child’s upbringing.

	Is there improvement in parental reflective functioning for patients who have received treatment with an integrated family approach? We hypothesized parental mentalization to improve over the period of treatment.



By finding answers to these research issues we aim to contribute towards improving the development of the early parent-child relationship between patients treated in mental health care services and their children.





Materials and methods




Design

The current study consisted of a mixed methods design with quantitative and qualitative data. Quantitative data was collected from an observation instrument and questionnaires in a pre and post-measurement design without a control group. The qualitative data was collected from semi-structured interviews with parents in the post-measurement.





Sample

Participants were recruited at the department of adult mental health services (AMHS) and child and adolescent mental health services (CAMHS) within the Dimence Groep, a mental health care foundation in The Netherlands. The number of potential participants was 110, but 43 of them refused to participate. The most commonly mentioned reason given in this regard by patients was the stress they were experiencing. A few patients expressed no confidence in the privacy statement provided for the research or expressed fear of the involvement of child protection services. All adult patients and their young children up to six years were diagnosed by a psychiatrist, or a psychologist, respectively according to the DSM-5 and the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood (DC:0–5™).

To avoid the false impression of a homogenous group and stay close to the reality of daily clinical practice, where patients demonstrate a high variety of mental disorders, differences in comorbidity, and a considerable heterogeneity phenomenology of mental disorders, we did not focus on a specific DSM-5 classification. Thus, there were no exclusion criteria for the assigned DSM-5 classifications either for the parents or the infants. The study included patients and their young children who were referred to an integrated family approach for treatment due to concerns about the parents’ mental health and its impact on parenting, as well as concerns about the emotional development and mental health of the child. The group of adult patients consisted of 80% women and 20% men, with an average age between 25 and 35, and all of them had chronic and complex mental disorders. Among the adults, 64% had one or more comorbid diagnose(s) and 80% had been treated at least once in a mental health care service before. Twenty percent of the adult patients had a low level of education. The duration of treatment was predominantly longer than 12 months. The group of children consisted of approximately 50% boys, and 50% girls with a mean age of 22 months (SD = 20). Fifty-two percent of the children were under the age of 12 months at the time of referral. All of the children had at least one classification on the DC:0–5 comparable to DSM-5. In 78% of cases, parent-child relational problem was the primary classification. The characteristics of the parents and the children are shown in Tables 1, 2.



Table 1 | Characteristics of adult patients (N = 50).

[image: Table displaying demographic and clinical data: Gender (men: 9, 18%; women: 41, 82%), Age (<30: 20, 40%; 30-35: 17, 34%; >35: 13, 26%), Education (low: 10, 20%; middle: 26, 52%; high: 14, 28%), DSM-5 Classifications (personality disorder: 15, 30%; bipolar: 1, 2%; depressive: 7, 14%; anxiety: 5, 10%; autism: 6, 12%; trauma-related: 11, 22%; others: 5, 10%), Comorbidity: 32, 64%, Treatment history (first: 10, 20%; second: 14, 28%; more than two: 26, 52%), Duration of treatment (0-6 months: 5, 10%; 6-12: 11, 22%; 12-18: 12, 24%; 18-24: 8, 16%; >24: 14, 28%).]


Table 2 | Characteristics of children (N = 50).

[image: Table showing demographic and diagnostic data of children. Gender: 48% boys, 52% girls. Age at referral: majority 0-12 months (52%). Family structure: 68% with both biological parents, 20% with one. DSM-5 diagnosis: 78% parent-child relational problem, 44% comorbidity.]
Due to the heterogeneity of the sample, a standard treatment protocol was not utilized. However, the sample shared a commonality in the presence of a mental disorder in the parent and problems in the parent-child relationship. The treatment interventions of AMHS and CAMHS were combined and focused on addressing these two aspects. At AMHS, the parent’s mental disorder was treated with psychotherapy (individual or group), trauma therapy, psychomotor therapy, emotion regulation training, pharmacotherapy, or a combination of these interventions. At CAMHS, the treatment focus was primarily on improving the quality of the parent-child relationship through interventions such as parent-child psychotherapy, parent counseling, home treatment, or a parent-child psychotherapy group. If the child had a specific psychological disorder, such as trauma or autism spectrum disorder, specific treatment was offered. This included trauma therapy in collaboration with the parent, psychoeducation for the parent about the specific disorder, pharmacotherapy, or a combination of these interventions. If there were any issues within the family, such as problems in the couple’s relationship or specific challenges with the child’s upbringing, the treatment plan was expanded to include interventions aimed at addressing those specific issues. For a detailed description of all the possible interventions of AMHS and CAMHS within an integrated family approach in treatment (6).





Procedure

Participants were recruited between January 2018 and May 2023. Ethics approval was granted by the Medical Ethics Review Board at the University Medical Centre of Utrecht in the Netherlands (18–186/C). During the recruitment period, all parents of children up to six years old who were in treatment with an integrated family approach were informed about the study by their therapists at either AMHS or CAMHS. Formal consent for participation was obtained by signing a consent form. The signed statement of consent was stored in the case file. All parents could withdraw from the study at any time without affecting the continuation of their treatment.

The pre-measurement took place when the integrated family approach in treatment started and post-measurement after ending this treatment. In both measurements the registered parent and the child were filmed for twenty minutes, the recommended minimum length (18), during a contact moment in a child friendly room at the office or at home. The instruction here was, “Do as you are used to doing with your child”. No specific instruction was given, and the researcher did not participate in the interaction. In addition, the enrolled parent was asked to complete two digital questionnaires: one regarding parental reflective functioning and the other regarding their perception of the parent-child relationship. After the integrated treatment was completed, individual interviews were conducted with several parents about their experiences with an integrated family approach in their treatment. To answer the research questions regarding the perception of parents about the quality of the relationship with their child, and their own parental mentalization after the treatment, we made use of data from the two questionnaires and semi-structured interviews of a previously conducted multiple case study (5), which was linked to this study. At the post-measurement, the parents received a small gift for their child.





Measurements

The quality of the parent-child interaction was assessed using four subscales related to the parent-child interaction of the EAS (Emotional Availability Scales), 4th edition (32). The EAS is an observation instrument that does not quantify distinct behaviors but analyzes the interactional style of the dyad. It is an emotion-focused measure that refers to the overall affective quality of the relationship. The construct of emotional availability (EA) is multidimensional, as it comprises different dimensions of caregiving (33). The EAS-IV is widely used and has predictive and concurrent validity with several attachment measures. Construct validity has been established in longitudinal studies and multi-cultural populations (34). Short-term test-retest reliability is moderately strong for the parent dimensions sensitivity and non-intrusiveness (35). The tool uses video data of ≥20 min to assess EA cross parent and child scales. In this study two parent scales, Sensitivity and Non-intrusiveness, and two child scales, Responsiveness and Involvement, were used. For each scale, a direct global score is generated on a Likert scale (1 = nonoptimal to 7 = optimal) and a total score is generated using seven subscales (range 7–29) (34, IMH Journal, January 2022). Total sum scores above 20 on the subscales imply a sufficiently positive interaction between parent and child and a sufficient engagement with each other (32). Couples of two EAS-IV professionals, trained by the author of the scales, blind-coded the video data without preliminary information about the family and if it was a pre or post-measurement. Intra-class correlations (ICC, two-way random with absolute agreement, mean values and a 95% confidence interval) of .65 to .77 for the mean of the total subscale scores of both professionals indicated substantial inter-rater reliability.

The parent’s perception of the parent-child relationship was measured using the subscales Parent-child Relationship Problems (6 items) and Parenting Problems (7 items) of the digital Parenting Stress Questionnaire (PSQ; 36). This questionnaire consists of 34 questions measuring different aspects of parenting stress. In this study, the raw sum scores of the above subscales were used after mirroring the scores as described in the manual. The Parent-Child Relationship Problems subscale refers to the extent to which the parent or caregiver experiences problems in the relationship with the child. The Parenting Problems subscale indicates whether the parent feels that he or she has (in)sufficient skills to raise the child. Each item is rated on a four-point Likert scale: from 1 meaning “does not apply” to 4 “applies entirely”. The reliability of the PSQ is described as good (37). Cronbach’s alpha for the total score ranges from .89 to .91, and for the scale scores range from .74 to .87. In this study, Cronbach’s alpha was .94 for T1 and .87 for T2 for the Parent-Child Relationship Problems subscale at 45 measurements. For the Parenting Problems subscale, Cronbach’s alpha was .90 for T1 and .83 for T2 at 45 measurements.

All three subscales of the PRFQ (Parental Reflective Functioning Questionnaire; 24), a brief, multidimensional self-report measure, were used to assess the parent’s perception of parental reflective functioning (PRF), defined as the caregiver’s capacity to reflect upon his/her own internal mental experiences as well as those of the child. Higher PRF is associated with adequate caregiving and the child’s attachment security and mental health (38, 39). The PRFQ is an 18-item questionnaire that includes items related to parental interest and curiosity about their child’s mental states and how these mental states may have an impact on behavior.

Luyten et al. (24) developed three subscales to capture key features of PRF. First, there is the Pre-Mentalizing Modes (PM) subscale, in which the items capture a nonmentalizing stance, malevolent attributions, and an inability to enter the subjective world of the child (e.g., “My child cries around strangers to embarrass me”). The second is the Certainty about Mental States (CMS) subscale: scores on this scale may range from hypermentalizing, meaning a tendency of parents to be overly certain about the mental states of their child (i.e., to not recognize the opacity of mental states), to hypomentalizing, that is, an almost complete lack of certainty about the child’s mental states (e.g., “I always know what my child wants”). Thirdly, there is the Interest and Curiosity (IC) subscale, which relates to parental interest in and curiosity about mental states, a key factor in PRF (e.g., “I am often curious to find out how my child feels”). Whereas low levels on the IC subscale might reflect an absence of interest in one’s child's mental states, very high scores might reflect intrusive hypermentalizing. Each subscale consists of 6 items and each item is rated on a 7-point Likert scale, from “1” to express “strongly disagree” to “7” to indicate “strongly agree”. The PRFQ has no well-established clinical cut-offs for its subscales. For the PM subscale, higher scores indicate lower levels of parental reflective functioning. For the CMS and IC subscales (slightly) above middle scores (i.e., M ~ 3.8 – 4 for CMS and M ~ 5.5 - 6.0 for IC in community mothers and fathers) may be more optimal, whereas either low or very high levels may be more dysfunctional (40–42). The PRFQ exhibits good construct validity, internal consistency for all subscales and reliability (24, 39). Cronbach’s alpha for this sample ranged from .58 (T1) to .63 (T2) for PM, from .65 (T1) to .73 (T2) for IC and was .72 for CMS (both T1 and T2).

For this study 18 semi-structured interviews of parents were used from the previous study (5). We adopted a qualitative design with thematic analysis, which is suitable for identifying common and overarching themes. We used Atlas-ti 8 software for coding. An extensive description of the methods can be found in the forementioned paper (5). The following two categories of the codebook constructed for the analysis of the interviews were selected: 1. parents’ comments about experienced improvement of the relationship with their child after treatment; 2. parents’ comments in which they demonstrated their ability to mentalize about themselves, their child and the relationship between them after treatment.

Figure 1 shows an overview of the process of data collection and dropouts of the measurements on EAS, PSQ, and PRFQ.

[image: Flowchart illustrating participant progression in a study. Starting with 110 potential participants, 43 refused due to stress, privacy concerns, or fear of child protection services. During pretest, 4 dropped from EAS, 0 from PSQ, and 16 from PRFQ. Posttest saw 8 EAS, 17 PSQ, and 10 PRFQ dropouts due to incomplete data, with 5 not completing treatment. Final paired posttest numbers are EAS 50, PSQ 45, PRFQ 36.]
Figure 1 | Overview of the process of data collection and dropouts of the measurements on EAS, PSQ, and PRFQ.





Data analysis




Power calculations and sample size

The total sample size was calculated to detect a medium sized effect in the outcome measures of parent-child interaction (EAS-IV), the parents perception of the parent-child relationship (PSQ) and of parental reflective functioning (PRFQ) at T1 and T2, utilizing G*Power software (43). A sample of 27 (number of pairs) was required to achieve a power of 80% and a level of significance of 5% (one sided), for detecting an effect size of .5 (Cohen’s d) between pairs.





Statistical analysis

For all data, the assumptions for normality and skewness were checked. To detect changes in the quality of parent-child interaction, the parents perception of the parent-child relationship, and of their certainty of mental states, the paired sample t-test was used. The Wilcoxon signed rank test was used to detect changes in the parents perception of prementalizing (PM) and interest and curiosity (IC). Pre and post-test-scores on CMS and IC were compared with the optimum score. Using the standard error of difference (Sdiff), the Reliable Change Index (RCI) was calculated to examine whether the differences found per participant were statistically significant (44, 45). An RCI equal to or greater than 1.96 is considered statistically significant. Statistical analyses were conducted in SPSS version 27.





Qualitative data analysis of the interview questions

The current study is linked to a multiple case study evaluating the use of an integrated family approach in treatment in which parents were interviewed about their experiences with this approach in treatment (5). An extensive description of materials and methods as well as the offered treatment are described in this previous publication.







Results

All data from the EAS and PSQ were normally distributed and showed statistically and clinically significant results. The PRFQ showed mixed results. Only the CMS-subscale was normally distributed. For a small group of the participants the subscales scores of the three scales of the PRFQ moved to the optimal score. Results from the quantitative and qualitative analysis are reported below and the quantitative results are presented in Table 3.



Table 3 | Results of the paired samples t-test for quality of the parent-child interaction, parenting problems and parental mentalization.

[image: A table comparing various variables between premeasurement (T1) and postmeasurement (T2) scores. It includes variables like Sensitivity, Non-intrusiveness, and Involvement, listing mean (M), standard deviation (SD), difference, confidence intervals, p-values, and effect size. Significant improvements are noted in Sensitivity, Responsiveness, and Involvement, with details on percentage improvement based on RCI. Statistical significance is highlighted with asterisks.]



Quality of the parent-child interaction measured with the EAS

After a period of treatment with the integrated family approach (µ = 12–24 months), both the parent and child scales showed significant improvement (Parental Sensitivity: t(49)= 3.99, p =.000, Hedges’g = .56; Parental Non-intrusiveness: t (49)= 2.62, p = .012, Hedges’g = .37; Child Responsiveness: t(49)= 3.88, p = .000, Hedges’g = .54; Child Involvement: t(49)=4.34, p = .000, Hedges’g = .61).

The RCI also showed a clinically relevant change in the quality of parent-child interaction. At the individual level, 62 percent of the participants scored better on the Sensitivity subscale of the EAS at the post-measurement (RCI ≥ 1.96). For the Non-intrusiveness, Responsiveness and Involvement subscales this was 56, 60 and 68 percent respectively. For two-thirds of the participants a total score of 20 points or above was given on the four subscales at the post-measurement, which implies a sufficiently positive interaction between parent and child. At the pre-measurement this was the case for 40 (Sensitivity), 38 (Non-intrusiveness), 32 (Responsiveness) and 22 (Involvement) percent of the participants.





Parent’s perception of the parent-child relationship and problems with upbringing measured with the PSQ

After treatment with the integrated family approach, parents experienced fewer problems in the parent-child relationship and with raising their child (Parent-child relationship problems: t(44)= 4.03, p = .000, Hedges’g = .59; Parenting problems: t(44)= 3.18, p = .003, Hedges’g = .54). For more than half of the participants the RCI also showed a clinically relevant change in the problems parents experienced in their relationship with their children (RCI ≥ 1.96). At the post-measurement, 53 percent of the parents reported significantly fewer problems in the parent-child relationship, and 51 percent of the participants scored in the range for no to mild problems, where this was 22 percent at the pre-measurement. Fifty-six percent of the parents reported significantly fewer problems with parenting at the post-measurement. However, only 11 percent scored in the range for no to mild problems where this was 6 percent at the pre-measurement.





Parent’s perception of parental reflective functioning measured with the PRFQ

The paired samples t-test showed that parents rated a significant change in their certainty about their child’s mental states over the treatment period (t(35)= 2.88, p = .007, Hedges’ g = .48). The Wilcoxon signed-rank test showed that treatment with the integrated family approach did not elicit a statistically significant change in the parents’ perception of pre-mentalizing (Z = -1.59, p = .11, r = .27) and interest and curiosity (Z = -.49, p = .63, r = .08). At the individual level 38 percent of participants scored significantly better on the PM subscale at the post-measurement (RCI ≥ 1.96). Disregarding the optimal score, there was a clinically relevant change in 67 percent of cases for CMS and IC. For CMS, the score moved at least half a point toward the optimal score for 33 percent of the participants. For IC, this was the case for 22 percent of the participants.





Parents’ perception about the improvement in the quality of the parent-child relationship and their parental mentalization measured by interviews

Almost all of the 18 parents reported positive changes regarding the way they experienced the relationship with their child and their own parental mentalization after completing treatment with the integrated family approach. Three parents reported no improvements in the relationship with their child and reported no changes in their ability to empathize with their child. The first mother mentioned that the relationship with her son had not improved, but the relationship with her partner had improved through couples therapy, and she felt satisfied with his support. She also showed an awareness of the reciprocity of the relationship with her son. The second mother mentioned that she always had experienced the relationship with her son as very good, and the third mother felt that the treatment neither improved nor worsened the parent-child relationship.

In the next section, we will report on what parents told us about what they learned and what improvements they observed in the relationship with their child. Staying close to the content and analysis of the interviews, we will illustrate the emerged themes with quotations. After each quotation, we will refer to the theoretical dimensions of EA and PRF as explained earlier. See Table 4 for an overview of the themes in the interviews with the parents. 



Table 4 | Themes in the interviews with parents about changes in the interactions in the parent-child relationship and parental mentalization after completing the treatment.

[image: List of parent-related improvements: child behavior in interactions, changes in parent behavior, awareness of behavior impact, understanding and empathy, emotional regulation, observation skills, and self-confidence.]
In terms of reported improvements about the behavior of the child in the parent-child interaction, parents expressed that the child showed more comfort seeking behavior toward the parent, such as proximity and cuddling (involvement).

A mother reported the following improvements she observed regarding the behavior of her son: 


[Now] when he is feeling sad, he will come and sit on my lap all cuddling and crying. [child involvement].





Another mother said: 


She [the child] relies [on me] much more than she did as a young baby. So, that is really nice to observe. [child involvement].





Regarding their own parental behavior towards the child, parents reported an increased ability to pay attention to the child’s needs (sensitivity), for example by comforting the child, by being available to the child, or by allowing the child’s play to unfold autonomously (non-intrusiveness).

A mother said: 


When she [the child] expressed that she wanted to play with me, I don’t take the lead, because I did that before. When I took the lead before, yes, of course she got a little angry and irritated. But I didn’t realize that I was directing. [non-intrusiveness, self-, child-, and relation-focused mentalizing].





Another mother said that she learned to adjust her behavior towards the needs of her son: 


Now I put clear boundaries because we found out that he just needs that too. [child-focused mentalizing].





Parents also reported more awareness about the impact of their parental behavior on the child (relation-focused mentalization). For instance, they mentioned that their emotional availability and sensitivity to the child had a positive impact on the child’s responsiveness.

A father said the following: 


As I started doing more with him, I noticed that there was more interaction. That as a baby he began to look for me more. [parental emotional availability, child’s responsiveness].





Another father explained: 


I can be much more on his level when playing or something. Instead of sort of killing it by saying ‘yeah you know…’. A simple example: he had imagined that the ambulance was coming to put out the fire, and instead of letting his imagination flow, which gave him a lot of enjoyment, I would say, ‘Yeah, why, an ambulance can’t put out a fire’. And then you could see the whole enjoyment and fun going away and now I can think ‘ah okay, fine boy, we’ll go out with the ambulance. Very good’. [self-, child-, and relational-focused mentalizing].





Many parents mentioned that throughout the treatment their ability to understand and empathize with the child (child-focused mentalization) increased, which made it easier to be sensitive to the child’s needs. They were better able to avoid the projection of their own problems and tension on the child and felt less rejected by their child (self-focused mentalization). They were more able to see the child as a person with its own needs, thoughts and feelings (child-focused mentalization).

One mother explained: 


If she wants to play with me, then we play, and if she wants to play alone then she simply plays alone. At first, I felt really bad about that. I just interpreted that very personally: that she doesn’t want to play with me. But now I feel like ‘well if she doesn’t want to play with me, I should just let her’. [self-, child-, and relational-focused mentalizing].





Another mother reflected about the situation at the referral for treatment: 


Every minute I offered another toy and then this and then that. And if she just sat still again for a minute I thought ‘oh she doesn’t like it. I have to offer something else again’. [I was] just so uncomfortable and uncertain. While sometimes it is fine if she is not playing for a while or if she wants to cuddle. [self-, and child-focused mentalizing].





The capability to regulate their own emotions, feelings and thoughts, and in addition to observe their child closely, were mentioned as conditions for understanding the child.

As one mother mentioned when talking about her improvements with self-regulation: 


But just because I am becoming more comfortable myself and calmer, I think I am better able to observe her needs.





Another mother said: 


Yes, in the beginning I found that [understanding the child] very difficult, but by sitting there in that [play]room with [the therapist], it got better and better and I thought ‘oh now she [the child] wants for example that toy or now she wants for example that.’ So by really watching her carefully it did become clearer to me. [self-, and child-focused mentalizing].





Another mother learned by observation that the inner world of her son is different from her own: 


Learning to observe the way he thinks and not how I think he thinks. [self, and child-focused mentalizing].





Some parents mentioned the power of parental confidence. The feeling of the bond with the child, and the confirmation in the child’s behavior of this bond, boosted their self-confidence as a parent.

As one mother explained: 


That he also responds well to me and I also respond clearly to him, which then gives a bond … and some more self-confidence as well. Yeah … like okay, he really is my child. [self, and relation-focused mentalizing].





Another mother realized the reciprocity of mental states and behavior in the relationship with her daughter: 


Everything is a sort of connected. Self-confidence as a mother, that you can enjoy your daughter but also that she sees you as a mother, that you get a sort of a confirmation that you are doing well. [self-, child- and relation-focused mentalizing].





In the following section the results will be discussed in the context of the research questions.






Discussion

In this mixed method study we evaluate an integrated family approach in mental health care for patients and their children up to six years. The focus of our study was the quality of the parent-child interaction and parental mentalization and the aim was to investigate possible improvements on both of these after finishing treatment. The current study is part of a larger study in which we determined the key elements of an integrated family approach according to professionals who had conducted, and patients who had undertaken, this treatment. Furthermore, we examined the casefiles of patients and their children to determine the presence or absence of several problems (46).

Regarding our first research question, the expected improvement in the EA of the parent and the child in the parent-child interaction after a period of receiving an integrated family approach in treatment was found. Both the parent and child scales on the EAS showed significant and clinically relevant improvement: two-thirds of the participants showed a sufficiently positive interaction between parent and child at the post-measurement stage. The majority of the interviewed parents reported positive changes in the relationship with their children. They observed that the behavior of the child involved them (the parents) more, for example, by comfort-seeking behavior towards the parent. Regarding their own parental behavior they reported more sensitivity and non-intrusiveness. Most of them were able to illustrate these changes with consistent stories.

Regarding our second research question about changes in the parental perspective on the relationship with the child and the problems they experienced in child upbringing, we found that after treatment with an integrated family approach parents experienced significantly fewer problems in the relationship with their child as well as with the child’s upbringing. For more than half of the participants, there also was a clinically relevant change and for a part of them, scores at the post-measurement moved to the area for no to mild problems.

Regarding our third research question, if there was any improvement on parental reflective functioning for patients who had received treatment with an integrated family approach, we found mixed results. On the questionnaire measuring parental reflective functioning, we found a significant change in the certainty of mental states and only small changes in pre-mentalizing and interest and curiosity. At the individual level, the scores of a small number of participants showed clinical relevant change and movement toward the optimal score for certainty of mental states, and interest and curiosity. However, most of the interviewed parents reported improvements in mentalization by the awareness of the intentionality of their own behavior (self-focused mentalization) and the behavior of the child (child-focused mentalization), both dimensions of PRF (25–27). Furthermore, they showed in their narratives an understanding of how the relationship with their child was affected or shaped by processes and dynamics of intentional behavior in their interactions (27). In addition, parents showed an understanding of the interconnectedness between their improved self-regulation, observational skills, understanding of the child and their own behavior, and their sensitivity to the child’s needs. The latter, the interconnectedness of the capacity of mentalization and sensitivity to the child, is in line with previous research in which was statistically confirmed that these two were closely related (21).

Given the theoretical relationship between PRF and parental sensitivity, one might expect that improvements in sensitivity after treatment would also reflect an improvement in PRF. However, in our study this is only evident on the certainty of mental states scale of the PRFQ, and in what parents showed in the interviews. There may be several reasons for this. The PRFQ may not be sensitive enough to measure changes in a clinical population, or the study group was too small to reveal the changes. Another explanation may be in the differences of the two instruments which are not comparable, these being: observation scales of the parent-child interaction assessed by professionals, and a questionnaire which measures the parents’ opinion regarding statements about their functioning as a parent and giving meaning to their child’s behavior. Therefore, in future research of a clinical sample with a pre and post-measurement measuring PRF, another instrument would be more suitable, for instance the Parental Developmental Interview (22).




Strengths and limitations

A strength of this study is that it was conducted in a naturalistic mental health setting reflecting everyday practice with a clinical sample. Because problems tend to cluster, these families often had to face multiple interrelated problems in different domains (parent, child, family, environment). These cases are often excluded from research due to heterogeneity in the variety of mental disorders, comorbidity, and a complexity of problems in the above mentioned domains. Most of the studies that investigate families with a complexity of problems focus only on specific aspects, while to come to a better understanding of this complexity, multiple perspectives (parents and children), and multiple constructs (individual, family, relationships) in research are necessary (47, 48).

Another strength of this study is the mixed methods design, in which observational data, questionnaires, and interviews were incorporated. This provides a broad range of information that is not often combined in research. Besides quantitative data, we used qualitative data from interviews of parents who have undertaken this treatment. A substantial percentage of parents of the whole sample of this study joined in these interviews. We believe that the voice of these parents provides deeper insight into the changes they have observed as a result of the treatment with an integrated family approach. In addition, it will serve as an illustration of what the quantitative outcomes of this study may refer to.

A limitation of this study is that we could not make any claims about causalities of the integrated family approach in treatment and the outcome, or which part of the treatment has been most beneficial to the results. This is because the treatment did not consist of a standard intervention, there was no control group, and it was a relatively small and heterogeneous sample, making comparison impossible. In addition, it cannot be ruled out that effects are due to spontaneous development, because no experimental design was used. However, in studying complex systems, as found in the real world, we need to adjust our research processes and set aside the expectation and the promise that we can provide clear and unambiguous answers about the relationships between phenomena or variables in a changing and uncontrollable context (47).





Implications for clinical practice

What we have demonstrated in this study is that an integrated family approach in treatment in adult and child mental health care services contributes to more healthy interactions between parents and their young children. In addition, it provides parents with an increased confidence in parenthood, and satisfaction about the quality of the relationship with their child. Therefore, an integrated family approach in treatment provides a meaningful contribution in helping parents to break the cycle of intergenerational transmission of mental disorders and far-reaching adverse outcomes for the parent-child relationship and the development of their children.






Conclusions

Treatment with an integrated family approach, in which the focus is on the mental disorder of the patient and simultaneously on parenthood, the young child and the developing parent-child relationship, can be a valuable addition to current practice. The enhancement of healthy parent-child interactions is essential for both the parent and the child, given the protective effects of a healthy parent-child relationship on the child’s development, and the experience of competence and satisfaction about parenting for the parent. Because of the reciprocal nature of the parent child-relationship it can contribute to positive cascading processes over time to parents and their young children.
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Background

To address the need for interventions for families with parents with mental illness, the evidence-based intervention Let’s Talk about Children (LTC) was adapted in the context of adult mental health services in the United States and reframed as the ParentingWell Practice Approach. This study focuses on the early implementation phase of the adapted practice in Massachusetts.





Methods

As part of the adaptation and implementation process, practitioners from provider agencies serving adults with mental illness were invited to participate in the ParentingWell Learning Collaborative (PWLC), which included in-person learning collaborative sessions and follow-up virtual coaching sessions. This paper focuses on data obtained during and in response to the PWLC virtual coaching sessions, from 29 participants. Specific research questions included: (1) What themes emerged in coaching sessions related to practitioners’ experiences during the early implementation of the ParentingWell Practice Approach (2) In what ways are coaching sessions helpful to the practitioners as they implement the ParentingWell Practice Approach? Coaching sessions were recorded, and transcribed, and the data were analyzed qualitatively to identify early implementation themes. Practitioners completed feedback surveys online (which included Likert scale items and open-ended questions) following virtual coaching sessions to evaluate the usefulness of coaching sessions.





Results

Coaching sessions reflected the following themes related to practitioners’ experiences during the early implementation of ParentingWell: (1) practitioners identify and share concrete approaches to supporting parents; (2) practitioners reflect on parents’ needs related to support, advocacy, problem-solving, and parenting skills; (3) practitioners reflect on their own personal experiences; and (4) practitioners’ recognize the importance of self-care strategies for themselves and for parents served. Practitioners indicated that coaching sessions were useful in supporting the implementation of a new practice.





Conclusion

This study provides preliminary evidence for the benefits of coaching in the implementation of ParentingWell. Future research will explore the impact of ParentingWell on outcomes for parents and families served.





Keywords: parents with mental illness, adult mental health services, intervention adaptation, family-focused practice, recovery




1 Introduction

In the United States, adults with mental illness are as likely as adults without mental illness to be parents (1). Mental illness may include anxiety disorders, mood disorders such as depression or bipolar disorder, schizophrenia, and/or other conditions. Approximately 18.2% of United States parents of children under the age of 18, equivalent to roughly 12.8 million individuals, experience mental illness (2).

Parenthood is a salient component of one’s identity, and yet many parents with mental illness contend with societal assumptions that mental illness and parenthood are incompatible, and that they are dangerous to themselves and to their children (3). Societal stigma and the notion that parents with mental illness are inherently incompetent contribute to disproportionately high rates of child welfare system involvement and related outcomes including loss of child custody for parents with mental illness (4–9). These outcomes can lead parents to perceive that they have failed in their parenting roles, and thus be deleterious for their mental health and wellbeing, exacerbating existing mental illness (3, 5).

Despite these challenges that confront parents with mental illness, behavioral health practice remains largely focused on the individual, without explicit attention paid to that individual’s family circumstances (including whether they currently live with their children, are estranged from their adult children, are currently engaged with child welfare agencies, etc.), and how these circumstances intersect with their wellbeing (10–17). This is a critical gap, since a focus on parenting can provide motivation for recovery, while the stresses of parenting, if not explicitly acknowledged and addressed, can be detrimental to wellbeing (18). The potentially negative impact of parental mental illness on children, especially in the context of inadequate support for parents, and the general interconnectedness between parent and child wellbeing, further demonstrates the need to address extant gaps in behavioral health practice (19).

Mental health practitioners (e.g., psychologists, social workers, psychiatric nurses, counselors, case workers, peer specialists) may lack the relevant skills, knowledge, and confidence to adequately address parenting and family considerations with their adult clients who are parents (10, 20–26). Gaps in practitioners’ skills, knowledge, and confidence may impact their ability to effectively serve parents, who may present unique challenges in accessing care (i.e., child care, concerns around mandated reporting, etc.) (10, 20–26). Additionally, there are systems-level or contextual barriers to implementing parent and/or family-focused behavioral health practices. These contextual barriers include practitioners’ perceptions of workplace support or lack thereof, the need to invest time and other resources to implement new practices, and the need for ongoing supervision related to new practices (22, 24, 27). As such, the larger ParentingWell research program aims to address the gap in parent and family-informed practice in mental health services in the United States, through the process described in the following paragraphs.

The ParentingWell Practice Profile (28) was developed in the context of a state-wide initiative to adapt the evidence-based intervention Let’s Talk about Children (LTC). LTC was developed in Finland (29–33) and replicated and tested in Australia (26, 34–36) Greece (37) China (38) and Japan (39). It aims to promote optimal parenting and child development and prevent children’s mental health problems by providing their parents with information and opportunity to discuss their children. To implement LTC, providers are trained to use a semi-structured interview tool during three or four prescribed sessions, during which parents are encouraged to discuss the child, the parents’ mental illness and its intersection with family life, plans to promote child and family wellbeing, and available services and supports (31).

The process of adapting LTC in Massachusetts occurred between 2015 and 2019 and included: (1) consulting with the LTC purveyor to specify the core elements and theories underlying the initial intervention; (2) consulting with key stakeholders regarding the Massachusetts target population and service context; (3) pretesting initial adapted materials; and (4) making iterative refinements to compile the final product, the ParentingWell Practice Profile (40). The resultant product, The ParentingWell Practice Profile, differs from the original intervention in that it is an approach designed to be integrated into existing routines, as opposed to being a prescribed stand-alone intervention. It includes tools and conversation topics intended to support practitioners to conduct family-focused conversations, generate a family-informed service plan, or provide services to adults living with a mental health condition or addiction, while maintaining engagement around parenting and family circumstances. It is applicable for diverse practitioners and settings, addresses parenting across the life span, and builds on practitioners’ existing skills (e.g., motivational interviewing). Consistent with Self-Determination Theory, it consists of four core elements (engage, explore, plan, access and advocate) and four underlying principles, drawn from LTC (trauma-informed, strengths-based, family-focused, culturally sensitive).

The ParentingWell Learning Collaborative (PWLC) aims to prepare and support mental health practitioners in implementing ParentingWell (41). It consists of training and debriefing sessions, virtual coaching sessions, and access to an interactive online hub. Existing research demonstrates support for the feasibility of the PWLC. Participants in the pilot were highly engaged in and satisfied with the PWLC, and they utilized PWLC skills, tools, and resources (40). Thus far, this body of work pertaining to the adaptation of LTC, the resulting ParentingWell Practice Profile (28), and PWLC represents the exploration and preparation phases of the dynamic adaptation process to implement an evidence-based intervention (42). The dynamic adaptation process is specified to facilitate the strategic and planful adaptations of interventions in the community, organizational, and service system contexts in which they will be implemented (42). Within the preparation and exploration phases, Adaptation Team members gather information pertaining to system and organizational contexts (i.e., payment procedures, paperwork requirements, etc.) as well as provider and client characteristics (42). The adaptation activities that have been described elsewhere, including, and resulting in the specification of the ParentingWell approach in collaboration with key stakeholders, align with these phases (40, 41).

The training of practitioners and the provision of support “for intervention, system, and organizational adaptation and intervention to meet local needs” falls within the implementation phase (42). At the same time, the implementation phase can address issues including permissible adaptations to the model and questions related to model fidelity (42). Practitioner retention and satisfaction are critical components of the sustainment phase (42). In order for practitioners to sustain the intervention, they must be satisfied with its usage and retain it accordingly. Similarly, Movsisyan et al. (2019) delineate the same four steps for intervention adaptation: exploration, preparation, implementation and sustainment (43). They identify routine, ongoing supervision for trained staff and evaluation of the model as key components of the latter two phases. Coaching sessions are thus a vehicle for successful implementation – a prerequisite for evaluating impact.

As such, this study focuses on the implementation of the adapted ParentingWell Practice Approach. Our specific research questions are as follows: (1) What themes emerged in coaching sessions related to practitioners’ experiences during the early implementation of the ParentingWell Practice Approach? (2) In what ways are coaching sessions useful to the practitioners as they implement the ParentingWell Practice Approach? Themes related to the implementation of ParentingWell will illuminate how practitioners are utilizing ParentingWell; this implementation information is a critical prerequisite for subsequent evaluations of efficacy and effectiveness. We also aim to explore the coaching sessions as a mode of providing ongoing support, which is integral to the dynamic adaptation process, facilitating implementation and sustainment (42).




2 Materials and methods

The process of adapting LTC into ParentingWell took place between 2015 and 2019, and included the following steps: 1) consulting with the creator of LTC to identify the underlying core elements and theories (2); consulting with key stakeholders in the Massachusetts behavioral health service context regarding characteristics of this context and its’ target population (3); pretesting initial adapted materials and (4) making iterative revisions to yield the final product, the ParentingWell Practice Profile (40).

In March of 2019, participants from all provider agencies in Massachusetts serving adults with mental illness were invited by the Massachusetts Department of Mental Health to participate in the ParentingWell Learning Collaborative (PWLC) (41). Agencies identified as mental health service vendors by the Massachusetts Department of Mental Health received an invitation via email to send three to five staff members to the PWLC. At least one staff member had to be a supervisor or program manager, and this person was responsible for agency-wide implementation of ParentingWell. Participating staff members had various roles (i.e., clinicians, peer specialists, case managers), and were required to be located at a single site and work within a single program area or care level. Practitioner participants were required to identify current parents served (or adults served who were planning to become parents), and each agency identified a senior leader to sponsor the initiative (e.g., a CEO or Executive Director). Following project team review of agency applications, 30 participants representing five agencies were selected to participate in the PWLC. Additional information about the recruitment and selection process is available elsewhere (41).

The PWLC included the following components: an orientation session for each agency (held onsite at each participating agency); three in-person, full-day learning collaborative sessions held in May and June of 2019; a virtual project hub which served as a space for participants to access logistical and supplemental information and resources; coaching sessions for four months following the conclusion of the three learning collaborative sessions, and a debriefing session in November of 2019. Each component is described in more detail elsewhere (41). The coaching sessions occurred in July through October of 2019. They were offered at four different times each month; practitioners were encouraged to attend one session per month (a total of four sessions per participant). Each coaching session was one hour and was held via video conferencing. During each coaching session, facilitators focused on one core element from the ParentingWell Practice Profile (i.e., Engage, Explore, Plan, Access & Advocate). Participants were encouraged to share related experiences, insights, successes, challenges, and tips and resources.

Participants completed an initial background and demographic survey prior to the start of the in-person learning collaborative sessions, and attendance was tracked at each learning collaborative, coaching, and debriefing session. Coaching session participants completed semi-structured feedback online surveys (satisfaction surveys) following each session. To address the research questions, we used an exploratory, qualitative design. These methods are well-suited given the exploratory nature of our study, which aimed to develop a preliminary base of knowledge in an unexplored area (44, 45). Coaching sessions were recorded, transcribed, and analyzed with Dedoose software (46), using a framework approach (47, 48). ParentingWell Practice Profile core elements and Theory of Planned Behavior constructs provided the initial codes. Analyses were conducted by trained, experienced, doctoral level research team members. These team members met regularly to review, discuss, and agree upon code assignments and findings. For the satisfaction surveys, responses to Likert items were analyzed quantitatively; text responses regarding sessions and information shared were analyzed qualitatively.




3 Results



3.1 Participants characteristics and attendance

Twenty-nine participants completed the initial demographic and background survey, and participated in subsequent learning collaborative activities. The majority of these participants were female (75.86%) and White (93.10%). Many of the participants were parents or expected to become parents in the future (72.41%), the majority (58.62%) held a Master’s degree or higher, while 82.75% held at least an Associate’s Degree. Two thirds of participants held positions at community-based human service agencies, and they represented a wide range of job tenure and diverse roles. Peer specialists represented 31% of participants.

Attendance was consistently high across each learning collaborative in-person training session. Excluding agency executives who were not required to attend each session, total attendance at all 3 in-person learning collaborative sessions was 93% (41). Coaching sessions, conducted virtually and offered at 4 different times in each of 4 months, were less well attended. Twelve practitioners attended during the first month, eleven during the second month, 1 during the third month, and 5 during the fourth and final month (see Table 1).



Table 1 | PW coaching session satisfaction survey results.

[image: Table comparing survey satisfaction for coaching sessions across four categories: "Engage," "Explore," "Plan," and "Access and Advocate." Each category shows the mean and range of survey responses for six items related to satisfaction. Responses range from 1 (strongly disagree) to 7 (strongly agree). The numbers of participants and sessions vary per category.]



3.2 What themes emerged during coaching sessions related to practitioners’ experiences during the early implementation of the ParentingWell Practice Approach?

With regard to the first research question pertaining to themes related to early implementation experiences, the following themes emerged during coaching sessions: (1) practitioners identify and share concrete approaches to supporting parents; (2) practitioners reflect on parents’ needs related to support, advocacy, problem-solving, and parenting skills; (3) practitioners reflect on their own personal experiences; and (4) practitioners’ recognize the importance of self-care strategies for themselves and for parents served. Each theme will be explored in the paragraphs that follow.

During coaching sessions, practitioners shared concrete approaches to their work with parents, and concrete ideas for implementing ParentingWell in their respective settings. Practitioners mentioned specific and applicable conversation topics they utilized and found helpful in their work with parents. One practitioner shared, 


“So you can have a conversation, not about self-care, but about sort of what recharges you or what makes you feel like you have more energy. Imagine having that conversation with the person who’s depressed.”





Another stated that she and a client who was a parent “started tracking joy.” A third practitioner reported developing a concrete plan with a mother for her children in the event of her hospitalization: 


“And if I go to the hospital, what happens, you know. So we talked about Plan A and Plan B and Plan C if we need that.” 





Furthermore, in addition to concrete strategies for use with parents, participants shared ways in which they will encourage and implement family-focused approaches at their agencies. For example, participants described the development of staff training and speakers’ bureaus (i.e., speakers with lived experience who would be willing to share their stories).

Importantly, coaching sessions also demonstrated ways in which practitioners reflect on parents’ needs related to support, advocacy, problem-solving, and parenting skills. Notably, practitioners recognized that building rapport with clients is a prerequisite to adequately addressing their needs. This rapport includes a comfort to talk about parenting, and a comfortable space in which parents can reflect on their circumstances. One practitioner described, 


“That’s why I didn’t start right out of the gate with the paperwork, because I like to get them to feel comfortable before they’ll engage in this because if you don’t have some sort of comfort level with them, they’re not going to do this.”





This same practitioner then agreed with the following statement from a different participant: 


“Well, that’s all the work around engagement”.





In the context of rapport, practitioners described how they perceive parents’ needs and how they work to address these needs. One participant shared that she was working on building a support group for parents, and another shared that she arranged an opportunity for two mothers to take their children to a fast-food restaurant (McDonald’s). She shared, 


“At one point, we took them like to this little play area and they were holding hands, and it was super cute and they got along pretty well. And both of the moms are open to trying it again because sometimes even as a parent, having friends can be challenging.”





A second participant described working with a mother to become assertive without being aggressive, in order to advocate for herself and her children. Related to needs around problem-solving and parenting skills, practitioners worked with parents to develop boundaries, with adult children, for example. One practitioner shared, 


“I know she [the client/parent] can do it, but she’s not practicing the follow-through and now to distance herself and give him the independent sort of approach, saying like when you keep enabling him this way you’re denying that gift we can give him that’s free [his independence]. And she is able to do it in the moment and talk about in a moment and reflect on it, but she hasn’t been able to follow through on anything, but I, I understand that”.





As practitioners considered ways to address parents’ needs, they emphasized the importance of leverage parents’ existing strengths and developing specific, actionable, and measurable goals to address needs. Pertaining to parents’ strengths, one participant shared, 


“So yeah, I don’t know, just sort of a cool experience to go through that checklist with her because I think she, like I said, realize that she’s closer, you know, she’s able to do some of these things, more so than she thought she could do.” 





This person was referring to a checklist that is designed to help parent clients review their situations and circumstances, identify their strengths, and set goals and priorities. From the perspective of this coaching participant, it was especially consequential for a parent as it helped her to recognize her abilities. Another participant described the utility of this exercise as she said, 


“As a way for people to write themselves, not in terms of, like, oh, I’m very good or not very good, but rather able to identify strengths that they have, but also maybe some things they want to work on.” 





Importantly, as practitioners develop strengths-based goals with parents, their work reflects the premise that goals should be specific and measurable. For example, one practitioner reported using the daily log with a parent client to develop routine and structure following separation from her partner: 


“And also not having her partner available anymore is going to mean that the weekends might be about how to make sure that there is as much structure as she can. You know, especially for kids that are going from having different routines and how her and her partner going to try and align in terms of, you know, bedtime is going to be the same at mom’s house…” 





This log allows the identification and tracking of specific and measurable goals (i.e., a consistent bedtime).

Thus, as coaching sessions provided insight into practitioners’ experiences with parents during the early implementation of ParentingWell, coaching sessions also demonstrated ways in which practitioners reflect on their own personal experiences as they relate to family life and recovery. One participant shared, 


“This is something that I struggle with on my own too. My son he’s going to be 19 so he’s still really young, but he doesn’t live with me because it never worked out, it just didn’t work out so he lives with a friend. But I constantly do everything for him because I don’t want to see him fail.” 





Another participant disclosed, 


“I mean, for me, unfortunately, I had to kick my son out of the house. But when it came down to it, it took him affecting my own mental wellbeing and security in my home. And then I was able to do it but I honestly believe all of those things the therapist said along the way. Just reassuring me and saying things like, When is it going to be time for you?”





Another practitioner reflected, 


“I would love to be part of anything like that I as part of my training I shared my own experiences of raising a daughter who had some significant mental health challenges. And all of the ways that I had to support her and navigate the service system and find her supports and she’s 30 something successful young woman”.





Furthermore, practitioners utilized coaching sessions to brainstorm and share self-care strategies for themselves and for clients. One practitioner shared, 


“I do meditation and I walk every day.” A second practitioner described, “Know somebody told me once that when you are having a bad day, get a roll of quarters and put them in a bunch of parking meters and keep watch. Wow. I love that. What a small attainable concrete way to feel like you just made a difference.” 





These quotes convey that coaching sessions were spaces for practitioners to identify and share strategies for self-care. Regarding self-care for parents served, one practitioner/participant explained, 


“We had a discussion about this notion of self-care - that self-care doesn’t mean selfish, and that lots of times when you talk with people, particularly parents about self-care, it does conjure up the notion of being selfish or that by talking time for yourself you’re taking time away from your children. Someone suggested that notion of using that daily log form as a way for people to make note of pleasurable moments during the day.” 





The daily log form is a tool within the portfolio of ParentingWell materials that helps parents recognize their multiple contributions to their children over the course of a day, as well as identify opportunities to care for themselves. Another participant described her approach with a parent client as she said, 


“Look over the course of the day and see just how much time and effort is being spent on taking care of others versus oneself. Not that you could ever achieve 50/50 or whatever but even if you could look and say, okay, an average day you spend 12 hours taking care of other people and 10 minutes taking care of yourself. Is there any way we could increase that to 15 minutes?” 





In this instance, the daily log enabled the practitioner to suggest a concrete goal for a parent client with regard to self-care.




3.3 In what ways are coaching sessions useful to the practitioners as they implement the ParentingWell Practice Approach?

Practitioners indicated high levels of satisfaction with the coaching sessions. Following each coaching session, the majority of participants agreed or strongly agreed with each of the following statements: I am satisfied with the format of the coaching session; I found the coaching session to be applicable to my role; I am satisfied with the trainer(s) who led the coaching session; I am satisfied with my overall experience at the coaching session; The balance between presentations, discussion, and activities fits my style of learning; I would recommend the coaching session to other behavioral health practitioners. Table 1 displays mean responses and ranges for each statement, for each session.

In addition to the Likert scale satisfaction questions, following each coaching session, participants responded to the following open-ended prompts: What did you like about today’s session? What did you learn during today’s session? What would you change about today’s session?

In response to the first two questions, participants frequently reported that they appreciated hearing different perspectives and sharing ideas related to the real-life scenarios pertaining to their work with parents, including ideas related to ParentingWell resources. One person shared, 


“Listening to others share their experience gives me different perspectives as I work with persons served.”





Another person said, 


“I liked the diverse perspectives being utilized.”





Notably, as a result of these conversations, practitioners gained concrete suggestions for their own practice, and for their own agencies. One practitioner explained, 


“I learned that even though it might be easier sometimes to just do things for our families, it is better for them if you also teach them how to do it on their own. That doesn’t mean you can’t lend a helping hand when someone is overwhelmed.”





A second practitioner shared, 


“I received helpful feedback about my goal writing. It was useful to continue to talk about the process.”





A third practitioner reported that it was helpful to learn 


“how agencies are incorporating parenting issues into their everyday practices and following up with staff in supervision.”





Practitioners also shared that coaching sessions provided an opportunity to enhance their ability to effectively use ParentingWell tools and resources. One practitioner said, 


“By listening to the other clinicians, I was able to learn different ways to present the materials with the people I work with”.





Alongside this positive feedback, practitioners identified ways in which coaching sessions might be improved in the future. The coaching sessions were held virtually (to eliminate commuting time) and occurred prior to the COVID-19 pandemic. Many practitioners expressed their preference to meet in person (“I find it easier to meet face-to-face”; “I still prefer to meet in-person”; “I understand the logistics of using Zoom, but it limited the feedback and I did not find it as effective as meeting face-to-face”). Taken together, while practitioners responded favorably to coaching sessions, the pre-pandemic context seems to include a consistent preference for in-person interaction.





4 Discussion

This study explores the implementation of the adapted ParentingWell Practice Approach. We analyzed data from practitioner coaching sessions, including transcripts of coaching sessions and practitioners’ evaluations of the coaching sessions. These sessions are contexts in which trained practitioners received ongoing supervision pertaining to ParentingWell’s implementation. This post-training supervision has been identified as a key component of the final phases of intervention adaptation and implementation (44).

Data from coaching sessions provide insight into practitioners’ experiences during the early implementation of ParentingWell. This insight yields important information about actual practice, which is a prerequisite to rigorous testing efficacy and effectiveness. Our findings demonstrate that practitioners identify and utilize concrete approaches to supporting parents, they reflect on parents’ needs related to support, advocacy, problem-solving, and parenting skills, they reflect on their own personal experiences relevant to family life and recovery, and they recognize the importance of self-care strategies for themselves and for parents served. The opportunities to share personal experiences during coaching sessions are likely integral to the wellbeing and professional effectiveness of practitioners. Practitioners each have unique and salient experiences related to their parents and/or their children; these experiences inform their outlooks and thus their interactions with parent clients. Dialogue around these issues can facilitate exploration and insight related to these intersections between personal and professional experiences. This might be particularly relevant for peer specialists; future research can explore whether coaching sessions have a unique usefulness for clinicians with relatively less formal training.

Notably, many of the themes that emerged overlap with the core elements of the approach (26). These core elements include engage (building rapport and asking non-judgmentally about family life), explore (asking how things are going in the family and how they relate to recovery), planning (identifying goals related to parenting), and access and advocating (identifying supports to facilitate goal achievement). For example, in conversations about problem solving, practitioners addressed the development of measurable goals (i.e., maintaining a consistent bedtime) – a key component of the plan element. Practitioners also described building rapport with parents, and how this is an essential prerequisite to addressing parents’ needs – and this aligns with the engage element.

Practitioners also reported a high level of satisfaction with the coaching sessions, and they were able to articulate many benefits that they accrued from participation, including sharing ideas, hearing diverse perspectives, and learning how to use ParentingWell tools and resources. Taken together, the findings suggested that the coaching sessions were sources of support for practitioners, and thus an essential component of the adaptation process (43).

Critically, while this research illuminates key aspects of the implementation phase of the adaptation of LTC into ParentingWell, additional research is needed to investigate the extent to which other aspects are addressed. Specifically, Movsisyan et al. (43) highlight evaluation as critical to sustainment, while Aarons et al. (42) note that client satisfaction and retention are prerequisites for the successful completion of an adaptation process. As such, future research should explore the impact of ParentingWell on outcomes for parents and families served. This will be key to the evaluation of the approach. Findings from the current study support the notion that practitioners incorporate elements of the approach into their routine work. Additional research should seek the perspectives of parents and family members. Ultimately, given the interdependence between parental and child wellbeing, future research can explore whether and how ParentingWell facilitates wellbeing of multiple family members, including parents served and their children.

It is also important to acknowledge that the learning collaborative approach required a significant investment of time; both trainers and staff from participating agencies contributed large quantities of time to the learning collaborative and the subsequent coaching sessions. To offset some of the costs associated with lost productivity, participating agencies received a stipend as compensation for their staff’s involvement (with the exception of one agency with policies that precluded a stipend). While the coaching sessions have already been conducted virtually, practitioner feedback indicated a strong preference for face-to-face interaction. It is possible that future learning collaborative sessions can also be held virtually, to mitigate costs and travel time; it will be critical to consider costs and benefits associated with a shift towards more online content. Future research should also consider how to adapt content so that it is more suitable for an online space; this may ultimately facilitate participation of a greater number of agencies and practitioners across the United States.

This study has limitations that are important to note. The participating practitioners were part of a pilot study of the ParentingWell Learning Collaborative (41); as such the sample was small and does not permit the systematic investigation of differences according to type of practitioner or other characteristics (e.g., of setting or clients/parents). The data did not provide information about how challenges or opportunities might vary across these characteristics, and the lack of nuanced analysis is an important limitation. Also, while the sample was diverse with respect to professional characteristics such as job title and education history, the sample was predominantly White and female (93% and 76% respectively). This is likely reflective of the population of Massachusetts behavioral health providers in community-based settings. However, it is problematic given the great extent to which gender and culture individually and interactively influence parenting. To competently address family life in behavioral health settings, the workforce must be diverse and culturally competent. Future research should explore each component of the adaptation process as it pertains to ParentingWell, with practitioners and clients/parents who reflect this diversity. This aligns with the general need for implementation researchers to iteratively check acceptability, fidelity, and feasibility of interventions across multiple contexts (49).

Despite these limitations, this study provides insight about practitioners’ experiences during the early implementation of ParentingWell, and evidence for the usefulness of coaching sessions in supporting their practice. Currently, while the disparities that confront parents with mental illness are well-documented, their needs are infrequently addressed within behavioral health service systems. The development of empirically and theoretically sound practice approaches, that are accessible and useful to diverse practitioners in a range of settings, is a critical step towards addressing this gap. An emerging body of evidence pertaining to the adaptation of LTC into ParentingWell suggests that ParentingWell can comprise one of these sound practice approaches. As such, ParentingWell is a step in the right direction for parents with mental illness and their families, and the practitioners who support them.
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Introduction

In the Western world, more than one-third of the patients of productive age hospitalized for severe mental illness (SMI) are parents. Each of their offspring is exposed to several stressors related to their parent’s illness and hospitalization, which puts them at an increased risk of developing mental health problems. In the Czech Republic, no statistics are currently available about the families of patients with SMI, inpatients who are parents, or data about their children (ages ≤18 years). Therefore, our research aim was to describe the prevalence of parenthood among hospitalized patients with SMI, assess the number of children and determine the extent to which offspring information was present in medical records.





Methods

Quantitative data from medical records (2,768 patients, aged 18–63 years, hospitalized for SMI between 2017 and 2020) from two large inpatient psychiatric facilities were examined. Parental information, demographic characteristics, number of children, and other available data were collected.





Results

The prevalence of parenthood among inpatients with SMI was 34.6%. Parenthood was most prevalent among female patients and patients with recurrent depressive and bipolar disorders. The total number of offspring in 957 patient-parents was 1781 (41.7% minors under the age of 18). Information on parenthood was available in 99.7% of cases; information on the age of offspring, custody, and sociodemographic situation varies, being included in 73% to 89.7% of the medical records (some details were more frequently recorded than others).





Discussion

The data obtained may help to better understand and address the specifics of these families and thus serve as a basis for the development of prevention programs.





Keywords: offspring of patients, COPMI, prevalence, parenting, SMI, medical records




1 Introduction

Parents comprise a significant proportion of patients with severe mental illness (SMI) (1). In this paper, consistently with other studies (2), the term SMI includes these diagnoses: schizophrenia spectrum disorders, recurrent depressive disorder and bipolar affective disorder. Children of parents with mental illness are at high risk for also developing a mental disorder, yet they receive little attention (2). Meta-analyses show that children of parents with SMI have a high risk of transgenerational transmission of psychopathology, with up to a 50% risk of developing mental illness and a 32% risk of developing severe mental illness (3). These risks are due to not only the hereditary burden (a specific risk factor) but also several non-specific risk factors (poor socioeconomic family situations, relatively high parental unemployment rate, parental stress, stigmatization of families with mentally ill members, more frequent placement in foster care, etc.) (4).

Regarding the mechanisms of risk in children, it appears that risk is determined by the severity and chronicity of psychopathology and differences in parental personality, genetic characteristics, coping style, and social circumstances, rather than the parent’s diagnosis itself (5, 6). During parental hospitalization, children may have difficulty in coping with their circumstances, separation from their parent, the parent’s condition, and their painful and negative emotions, including grief (7).

In terms of sociodemographic characteristics, compared to other children, those in families in which a parent has a diagnosed mental illness are two times more likely than others to live in a lower income family household (e.g., 8, 9), be unemployed (8, 10) and have lower education levels (8, 11). Children of parents with mental health disorders are also more likely than those in the general population to live with only one parent (10, 11). For example, only 10% (5 of 50) of the mothers in the study by Benders-Hadi et al. (12) were married. In order to provide appropriate supportive interventions, we need to look at the socio-demographic circumstances as well.

Prevention programs for the children of parents with mental illness have been implemented in some other countries (Australia, Norway, Finland, Denmark, The Netherlands, USA, etc.), and the related research shows that these programs reduce children’s risk of developing mental illnesses (13, 14), sometimes by up to 40% (3). Other studies have demonstrated that preventative intervention programs protect both parents with SMI and their offspring (15). However, appropriately targeting support for families with a parent with SMI requires knowing the prevalence of parenting among patients and having access to detailed information about children living in families with a parent with mental illness and the factors that influence the mental health of all family members. In the Czech Republic, no demographic statistics are currently available about the families of patients with SMI and inpatients who are parents.

We decided to use a quantitative study of medical records to investigate parental rate among hospitalized patients with SMI as used in similar studies of clinical populations (e.g., 12). However, there are several ways to examine the prevalence of parenting in the literature. For an overview of different methodological approaches and reported prevalence rates, see our recent review (16). Studies of clinical populations can take the form of census studies in which either professionals collect data by completing questionnaires about patients (17, 18) or the patients complete questionnaires about themselves and their children (19, 20). In studies similar to the present one, the reported prevalence of parenthood ranged from 25–36% among inpatients with mental illness (12, 17, 20) and up to approximately 50% among outpatients (21, 22).

Therefore, the aims of this study were a) to determine the prevalence rate of parenthood among SMI patients and to obtain detailed information about their offspring and b) to determine the extent to which family characteristics are included in the medical records of patients with SMI, and c) identify relevant family demographics and characteristics data that should be part of psychiatric patients medical files to design more effective and individualized interventions. Therefore, we formulated the following research questions:

	What was the prevalence of parenthood in patients hospitalized for SMI?

	What were the sociodemographic characteristics of the families of these patients?

	Was information on the age and mental health of the children of parents with SMI included in the medical records?

	How many parents with SMI had children in their custodial care?






2 Methods

We defined SMI for research purposes based on the ICD-10 diagnoses, that is, schizophrenia spectrum diagnoses (F2), recurrent depressive disorder (F33), and bipolar affective disorder (F31).



2.1 Design

This cross-sectional study was conducted using data related to inpatients in two collaborating general psychiatric hospitals with 500- and 1,000-bed capacities in districts and towns in the Czech Republic. Data were obtained by analyzing the medical records of patients with SMI hospitalized between 2017 and 2020.




2.2 Procedure

Two collaborating psychiatric inpatient facilities were contacted for data collection. Both facilities are urban psychiatric hospitals with acute care and rehabilitation programs and a capacity of approximately 500 to 1000 patients. Data were collected in March 2022 by one authorized employee at each facility (two individuals in total). From an anonymized patient list, the authorized staff member identified all patients who, at the time of hospitalization, were between the ages of 18 and 65 years and had been admitted with SMI diagnoses at any time between January 1, 2017, and December 31, 2020. In cases of patients who had repeated hospital admissions within those years, we only included the data that corresponded to one of those admissions. In this case, the number of admissions was recorded and data from the last hospitalization were obtained. From this pool of patients, those with indications of parentage in their medical records were selected. For these parent patients, additional data were obtained from medical records, specifically most often from the part of social and family histories documented by psychiatrists at admission.




2.3 Ethics

The data were collected after obtaining approval from the ethics committees of Masaryk University and the cooperating medical facilities. Data collection and anonymization were performed by an authorized employee at a medical facility. Since only anonymous statistical data were provided in the study, informed consent from individual patients was not required according to Czech legislation. The researchers worked only on statistical data and could not identify individual patients.




2.4 Data collection

Data were obtained from the electronic medical records system, specifically from medical examinations and psychosocial histories documented by psychiatrists at admission. The data consisted of the sex, age, main diagnosis, and parental status of all patients with relevant diagnoses who were hospitalized over a 3-year-period. For patients who were parents, additional data were subsequently collected from the medical records: the number and length of the last hospitalization, suicide attempts, marital status, family situation, education, disability pension, number of children and their ages, children’s health (psychological/psychiatric problems only), their relationship to people with whom they lived, and who took care of the minor children during hospitalization.




2.5 Data analyses

Quantitative data were analyzed using SPSS 27 software with descriptive statistics, and the chi-square test was used to detect differences in the prevalence of parenthood between the groups by sex and diagnosis. Information on the offspring (health status, relationship with parents, and information about caregivers) varied in the medical records. Content analysis of that information was conducted by two independent researchers (A.H. and D.H.). The occurrence of certain words was quantified into categorical variables according to established coding rules (e.g., the item ‘caregivers’ was coded into categories of mother/father/grandparents/institutional care, etc.). Inter-rater agreement was tested on a selected sample. As a result of good parameters (Cohen Kappa varied from 0.91 to 0.96)1 and the nature of the data, which showed clear and unambiguous categories, inter-rater reliability was not determined for the full sample (due to sample size and staffing). The resulting univariate categorical variables were used in chi-square analyses to determine the differences between the parents’ main diagnosis and the presence of a child in the household.





3 Results



3.1 Sample

The sample consisted of data on 2768 adult inpatients (57% men, 43% women) aged between 18 and 63 (M = 42.12; SD = 11.48) at the time of their last hospitalization. Patients had a main diagnosis of schizophrenia (F20) in 42%, other psychotic disorders (F2x) in 38%, recurrent depressive disorder (F33) in 11%, and bipolar affective disorder (F31) in 8% of cases.




3.2 Prevalence of parenthood

Of the 2,768 patients, 957 were parents (34.6%); 63.1% of whom were women and 36.9% were men. Information on parenthood was missing in 9 cases (0.3%). In the group of patient-parents, 46.2% of them had a minor child under the age of 18 at the time of hospitalization. The parents of minor children (n = 446) had 666 minor children.

The prevalence of parenthood was higher among hospitalized women (50.8%) than among men (22.5%) (x2 = 239.44; df = 1; p< 0.001). Significant differences between patients with and without children were also observed across diagnoses. Patients with depressive and bipolar disorders were more likely to be parents than patients diagnosed with schizophrenia. Further details are presented in Table 1.



Table 1 | Differences between patients-parents and patients without children by sex and main diagnosis.

[image: Table showing psychotic disorders among patient-parents and childless patients, with statistical analyses. Men: 353 (22.5%) patient-parents, 1217 (77.5%) childless. Women: 604 (50.8%) patient-parents, 585 (49.2%) childless. Schizophrenia: 243 (20.7%) patient-parents, 932 (79.3%) childless. Other psychotic illness: 422 (39.9%) patient-parents, 636 (60.1%) childless. Depressive disorder: 181 (59.3%) patient-parents, 124 (40.7%) childless. Bipolar disorder: 111 (50.2%) patient-parents, 110 (49.8%) childless. Statistical results include chi-square and Cramer's V values.]



3.3 Sociodemographic characteristics of patient parents

Nearly half of the hospitalized parents had at least a secondary education level of high school completion (they earned a diploma) or higher. Most parents were either employed (44.0%) or received disability pension benefits due to psychiatric indications (43.3%), and 6.6% of parents were unemployed. Almost half (47.9%) of the hospitalized parents lived in a partnership or marriage, a quarter (25.4%) lived alone, while the remainder lived with other relatives (most often their parents, siblings, or adult children) or, less often, in shelters, hostels, and nursing homes (6.7%) or homeless (2.6%). Legal capacity (ability to take independent legal action) had been restricted for 8.1% of patients who were parents. Information on education was present in the medical records of 81% of the patient-parent cases, on employment in 73%, on legal capacity in 82%, and information on housing in 81% of cases. See Table 2 for full details of the percentages of available information.



Table 2 | Sociodemographic characteristics of patient-parents (n = 957).

[image: Table with four categories: education, income, legal capacity, and housing.   Education: Majority had vocational (291, 37.5%) or high school (262, 33.8%) education.  Income: Most were employed (306, 44%) or on psychiatric disability pension (301, 43.3%).  Legal capacity: Predominantly legally capable (719, 91.9%).  Housing: Many lived with partners (372, 47.9%) or alone (197, 25.4%).]



3.4 Offspring of hospitalized SMI patients



3.4.1 Age of inpatients’ offspring

The hospitalized patients had a combined total of 1,781 offspring. The mean number of children in the family was 1.9 (SD = 0.86) and ranged from 1 to 6. The age (or, at least, information about adulthood) of the offspring was reported in 89.7% of cases. Almost 60% of the offspring were adults and one-third were school-aged. Table 3 provides the detailed information.



Table 3 | Age of offspring of hospitalized patients.

[image: Table displaying age of offspring, valid percentage, and cumulative percentage. Categories: 0-2 years with 4.4%, 3-5 years with 7.2%, 6-14 years with 23.1%, 15-17 years with 7.1%, and adults with 58.3%. Total of 1781, with 185 missing entries.]



3.4.2 Mental health of inpatients’ offspring

Explicit information on the mental health of the inpatients’ offspring (“healthy” or a specific illness) was given in only 16.4% of cases. The frequency of individual mental disorders is presented in Table 4; somatic diagnoses were omitted due to the scope of the article. Seven offspring were deceased (three had died by suicide).



Table 4 | Frequency table of mental illness in offspring (N=1781).

[image: Table showing offspring health information for 292 individuals. 212 are healthy. Mental disorders include psychotic disorders (19), ADHD (11), neurotic disorders (9), mood disorders (8), addiction (8), mental retardation (8), autism spectrum disorders (5), unspecified difficulties (5). Deaths are 7.]




3.5 Children of hospitalized patients-parents



3.5.1 Care for children of hospitalized parents

Of the 1,596 offspring for whom we knew their age, there were 666 minors under the age of 18. The mean age was 9.1 years (SD = 4.84), ranging from 0 to 17 years. Half of these children were under the care of both parents. Forty-two children (6.2%) lived with their hospitalized parents alone (without the presence of the other parent, spouse, or other relatives). All single, hospitalized parents were mothers. We know from medical records that in the case of two mothers, their child was placed in transitional foster care for the duration of their hospitalization. However, no information was available about the other 40 children. Children who were not living with any parent (i.e., living with another relative, in foster care, or with adoptive parents) accounted for 9.2% of our sample. For 13.7% of the children, we had no data. Table 5 provides additional information on this topic.



Table 5 | Care of minor children (n = 666) of hospitalized parents.

[image: Table showing where minor children live, categorized by family situation and parental hospitalization. Key data: 50.5% live with both parents; 13.7% have no information on living situation. Minor percentages cover situations like shared parenting, foster care, and institutional care. The table details whether the hospitalized patient is the mother or the father.]



3.5.2 Living in a shared household: differences between sex and parental diagnosis

We divided the sample of children into those living with a hospitalized parent, which included children living with both parents, with a hospitalized parent only, and in shared parenting (63.6% of minor children), and those not living with a hospitalized parent (36.4%). If a child lived with a hospitalized parent, the child was significantly more likely to have a hospitalized mother (72.8% of cases) than a hospitalized father (27.2% of cases). If the mother was hospitalized, she was 71.3% likely to live with her child, whereas the likelihood for the father was only 49.1%. These differences are statistically significant (x2 = 32.14; df = 1; p < 0.001; Phi = -0.220).

Children of parents hospitalized with schizophrenia were cohabiting with their parents in 47.7% of cases, children of parents with bipolar disorder in 53.8% of cases, and children of parents with other psychotic disorders (72.0%) and recurrent depressive disorder (74.5%) were even more likely to live together with the hospitalized parent. The differences in the parent’s main diagnosis and the presence of the child in the household were statistically significant (x2 = 38.99; df = 3; p < 0.001; Cramer V = 0.239).




3.5.3 Number and duration of parental hospitalizations

The parents of children were hospitalized at an average of 1.7 times (SD = 1.58, mode = 1) during the 3-year follow-up period, and the number of hospitalizations varied from 1 to 16. The mean length of the most recent hospitalization was 61.8 days (SD = 66.79), ranging from 1 to 901 days.




3.5.4 Suicidality of hospitalized parents of minor children

Among the hospitalized parents with children, the data indicates that there was an 8% prevalence of suicide-attempt history, with 2.4% of the patients having a history of repeated suicide attempts.




3.5.5 Relationship between hospitalized parent and child

Information about the relationship between the hospitalized parent and child was purposely searched in medical records. Some references to a relationship were provided in 39.5% of the 666 cases. These statements were grouped into 4 categories using content analysis: “good relationship” (195 times), “occasional contact” (22 times), “not in contact” (43 times) and “conflict relationship” (3 times).






4 Discussion

The prevalence of parenthood among hospitalized patients with SMI in our study was 34.6%. This result is similar to the 38.5% prevalence rate reported in a previous US study (12). That study’s patient participant sample also included minor and adult offspring; however, all of the patients were women, and women generally tend to have a higher parenthood prevalence. For example, in Östman and Hansson’s (20) study, 75% of parents with SMI were women, and an Australian national study (8) found 56.2% of the patients with children were women, and only 25.9% of the men were parents. The prevalence of parenthood in our study was also higher among hospitalized women (50.8%) than among men (22.5%).

In comparison to other methodologically similar studies (19, 20), the prevalence identified in our sample was slightly higher (28% vs. 34.6%). This difference may be explained by the moderately different distribution of hospitalized patients; a significant proportion of parents in our study were hospitalized for depressive disorder, whereas in other studies, a larger proportion of the sample consisted of patients with schizophrenia, who were parents less often (again confirmed by our results). However, it cannot be said that there are no parents among patients with psychotic disorders or that they do not live in the same household as their children. Half of the minor children whose parents were hospitalized for schizophrenia lived in the same household as the parent. The percentage of parents with other psychotic disorders co-habiting with their children was 72.0%. This is an even higher percentage than that reported by Howe et al. (17) (34.0% to 56.4% of minors living with a parent with a psychotic disorder from 2008 to 2011).

In addition to increased psychological demands, the vulnerability of the offspring of parents who are inpatients is magnified by a worsening of the family’s socioeconomic status. SMI parents are more likely to be unemployed, and SMI is a risk factor for living below the poverty line (9). The patients in our sample had lower education levels (52.5% of parents had lower education than secondary with high school diplomas versus 44.1% in the general population (23) and their unemployment rate was twice that of the general population (6.6% vs. 2–3%, see 24). In addition, 47.5% of the parents received a disability pension (43.3% because of psychiatric indications) meaning that their ability to work was limited or completely inhibited in almost every second case. This finding illustrates the significant effect of SMI on family life. Support aimed at parental employability could potentially lead to a more stable family situation and other family benefits.

In our study sample, the majority of the offspring were over 18 years old, which may be explained by the wide age range of the patient sample, because we aimed to cover the widest possible spectrum of potential parents of minor children. The analyses also revealed that medical records of 99.7% of SMI patients had at least basic information about parental status in their records, and in a significant proportion of cases, additional information about their offspring (e.g., ages or information about the adulthood of offspring in 89.7%). These data are in contrast with the UK study conducted by Gatsou et al. (25) in which parental status was presented in 62% of the cases only. Our data indicate a well-established and routinized medical assessment of parenthood during the admission process to collaborating facilities.

From the perspective of mental health problem prevention, data on the mental health of the offspring were only sporadic in the medical records (only 16.4% of the offspring). In Manderson and McCune’s (26) study, an inquiry into children’s welfare was carried out in 24.2% of cases. These data may indicate an insufficient focus on investigating the mental health of offspring, which is an important first preventative step in identifying families in need of additional support. However, it is important to consider that patients are often admitted in the acute phase of the illness when it is not possible to collect an adequate amount of objective information.

Minors in our study shared a household with the hospitalized parent in 63.6% of cases, which is a smaller percentage compared to a recent Norwegian study (27), in which 76.2% of minor children cohabitated with a parent with mental illness. This finding can be explained by two factors: Norwegian researchers more frequently included parents with affective disorders than we did in this study, and the topic has received more focus for a longer period in Norway. There are established intervention programs and dedicated legislation—The Norwegian Health Personnel Act of 2010—postulating, among other things, a legal obligation for health professionals to investigate parental status and offer appropriate support to offspring when needed.

Children were more likely to live with hospitalized mothers than with fathers. This finding may be related to mothers perceiving parenthood as a part of their identity (12, 28, 29). This is another reason why we should address the topic of motherhood in the treatment of hospitalized women, because it can serve as a protective factor against risky behavior (e.g., suicidality and remaining in harmful relationships) (29, 30). The impact of fatherhood on male patients’ identity is a less researched topic, but it appears that men also perceive fatherhood as part of their identity, and they feel proud of and concerned about their offspring (31–34).

Hospitalization also affects other parents who take over most of the childcare responsibilities. Half of the children of the patients in our sample lived in a family with both parents (only 38.9% in the Norwegian study, in which more children were raised through shared parenting - see 27). Forty-two minors (6.3%) lived in a family with a hospitalized single parent (mother) without any other adults. Information on who cared for the children during the mother’s hospitalization was available for only two children (a facility for children in need of immediate support). Within this framework, there is room for increased inquiry into the family situation of hospitalized parents without an extended family background, and collaboration between clinicians and other organizations is essential. Children of single parents can be negatively affected not only by the absence of a parent but also by the difficult situation they are in during the hospitalization of their parents. Moreover, mothers may postpone their hospitalization out of concern for their child’s safety, as indicated by Diaz-Caneja and Johnson (35).

We also aimed to map the frequency of risk factors for the development of mental health problems in children whose parents are hospitalized. Risk factors for transgenerational transmission of psychopathology include younger child age (5). In our sample, 12.9% of children were in the “under-5 years old” category. Additionally, the parent’s diagnosis per se may not play such a large role; the severity of the illness (suicidality and psychotic symptoms) and the frequency and chronicity of the illness are more impactful (36). The average parent of a minor child in our sample was hospitalized approximately twice over three years for approximately two months on each occasion, which is almost an entire school term when the child is without one parent and the other parent or relative must take over care. Suicide attempts occurred in 8% of cases in our sample in the history of parents of minor children, but this information may be misleading because it is not clear whether the attempt occurred before or after the birth of the child. However, this is an important factor, because the likelihood of repeated suicidal behavior increases with a history of suicide attempts (37), placing children at an increased risk of developing mental health problems. On the other hand, according to research, being a parent can be a protective factor against suicide (38); therefore, addressing the topic of being a parent and parenting in clinical work may have great protective benefits not only for hospitalized parents but also for their offspring.

Research has shown that a relatively large percentage of families with parents with SMI present a range of risk factors for the development of mental health problems in children (2, 3, 9). Increased attention and support should be given to these families, because preventing the development of mental disorders in the next generation is an important part of the agenda of mental health professionals. If we, as professionals, realize that the patient is part of a family system that is influenced by him/her and reciprocally influences him/her, we can dramatically improve both the patient’s treatment and prevent the development of mental health problems in his/her offspring.



4.1 Study strengths and limitations

In our research, we attempted to address a question that has received only minimal attention in the Czech Republic thus far and to provide up-to-date data mapping of the current situation. Prevalence research is the first step, preceding further studies aimed at mapping the needs of the families of patients with SMI. Based on this information, it is possible to integrate parenthood and parenting into the clinical assessment, treatment, and psychosocial rehabilitation of patients and their families. Similar to other countries, this study can be used as a basis for the implementation of prevention programs.

However, this study had several limitations. The first is a certain degree of simplification in the definition of SMI to diagnostic categories only because the design of the data collection did not allow for a more detailed specification of SMI, for example, according to functional criteria (Global assessment of functioning score – GAF, presence of psychosis, and duration of illness). Since medical records do not use a system of functional criteria, diagnoses are central. Data collection was conducted in two similar types of inpatient psychiatric facilities; thus, we cannot comment on the prevalence of parents among patients with SMI throughout the Czech Republic. Future studies would be enriched by information from outpatient and rural forms of care. The current data were only cross-sectional; therefore, it is not possible to generalize the results over time or, for example, to look for causal links between parental characteristics and their impact on the child. The collected data did not allow us to compare the sociodemographic characteristics of parents and non-parents.

The data were also from admission assessments in medical records only and, thus, might be influenced, for example, by the admission of a patient in an acute state of illness or by the recording patterns of individual clinicians. It would be interesting to complement future research with subjective views and attitudes of patients with SMI. Future (qualitative) research could reach out directly to patients for data collection and to explore their experiences and support needs, so that prevention and support programs could be tailored better for patients.




4.2 Recommendations for practice

This study provides several recommendations for clinical practice. The first general recommendation is a greater emphasis on parenthood and parenting in the medical assessment and treatment of patients with SMI, because it may increase motivation and compliance during the recovery process. During family history mapping, clinicans should explore in detail the relationship between the patient and their child and the care of children of hospitalized patients and offer support services to children as needed. Similarly, the mapping of the health status of offspring can serve as a safety net and, with appropriate supportive interventions, prevent the development of mental health problems in the next generation. In addition, stronger collaboration and liaison between adult and child psychiatry and clinical psychology practices can facilitate and speed up cooperation and prevent the development of serious problems in children.

Studies and materials evaluating the impact and benefits of working with families and parents should be incorporated into the curriculum of professional mental health education. Inspired by Norway (The Norwegian Health Personnel Act of 2010), we recommend consideration of building legislative endorsement of supportive interventions to be offered to families and family members who are at risk for developing mental health problems.





5 Conclusion

More than one-third of patients hospitalized for SMI were parents. These patients’ children (often minors) are exposed to several psychosocial stressors associated with their parents’ illnesses and hospitalization, in addition to the hereditary burden. Parental status is well registered in medical records, unlike other more detailed information, such as the child care during a parent’s hospitalization. This study aimed to highlight this topic and provide up-to-date data on the prevalence of parenthood in patients with SMI. This study may provide a background for further enhancing clinical assessments and implementing preventative interventions in families with risk factors. As more details about patients’ family characteristics—and their individual roles in their families and communities—become available, rehabilitation and recovery will become both more inclusive and more personalized.
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Footnote

1Variable Caregivers: kappa = 0.91, SE = 0.058, t = 10.39, p < 0.001; variable Relationship: kappa = 0.95, SE = 0.052, t = 8.48, p < 0.001; variable Health status: kappa = 0.96, SE = 0.052, t = 8.48, p < 0.001.
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Aims: Social networks, defined as the set of active and significant ties surrounding an individual, influence the wellbeing of vulnerable children. The best evidenced mechanism through which this occurs is where networks act as a vehicle to access social support. Little is known about the content and function of social networks of children of parents with severe and enduring mental illness (COPMI). COPMI are a frequently under-identified vulnerable child population at risk of negative outcomes. This qualitative study investigates the structure, role and function of these children’s networks.



Methods: Researchers conducted 17 semi-structured egocentric social network interviews. Interviews incorporated personal network mapping as a data collection method. COPMI were recruited through third sector organizations and interviewed across three sites in England. Data was analyzed using an inductive thematic analysis.
Results: Five network features were identified (i) parents as primary providers of support (i) limited networks and diminished connections over time (iii) substitutable ties (formal and informal) (iv) peer connections as source of both support and strain (v) coping strategies: self-censorship, avoidance and animals.
Conclusion: Children of parents with severe and enduring mental illness networks are structurally typical of vulnerable children in that they are limited, rely on parents as primary ties but allow for some substitution of support ties. COPMI-specific features included peer relationships at times as source of strain and network level coping strategies used to manage wellbeing, including pets. This latter reflects previous findings in vulnerable adult populations so far unevidenced in children. Little evidence as to the mechanistic effect at work within networks was collected. However, COPMI were clearly shown to be engaged in active management and strategising in network navigation approaches, indicating the need to engage with children in this capacity, rather than approaching them as passive recipients of support. As such, effective network level interventions for this group are likely to prioritize access to beneficial substitute ties when support is limited. Additionally, interventions that promote network navigation skills and help foster productive coping strategies can capitalize on the child’s active management role within their network.


Keywords
children of parents with severe and enduring mental illness (COPMI), parental mental health, social network analysis (SNA), qualitative social network analysis, child network


1 Introduction

Children of parents with severe and enduring mental illness (COPMI) are a vulnerable child group at risk of adverse outcomes including psychiatric disorder, poor physical health, welfare concerns and negative behavioral, educational and psychosocial outcomes including social isolation (Oyserman et al., 2000; Foster et al., 2005; Nicholson et al., 2008; van Santvoort et al., 2015; Dreyer et al., 2018; Breslend et al., 2019). International systematic reviews find that over half of adults with severe and enduring mental illness (SMI) are parents, and around a third of adults accessing inpatient or community mental health care are parents (Reupert and Maybery, 2016).

A recent systematic review demonstrates the positive influence of social networks upon the wellbeing of vulnerable children (Nevard et al., 2021). The review identified a lack of qualitative social network data available for COPMI in particular however. In general, social network analysis is an underutilized method in child populations (Salzinger et al., 2015). This study presents a qualitative social network analysis of this demographic and aims to investigate the ways in which COPMI networks cohere and differ from those of other vulnerable child groups. Vulnerable children overall have impoverished social networks in terms of structure and function. The exception to this is in the case of vulnerabilities related to ethnic minority status, where networks were not found to be of a lesser quality. Network embeddedness, defined as the presence of a structure of close social ties able to facilitate resource flow around an individual, is associated with positive outcomes. The association between network embeddedness and positive outcomes is particularly strong for homeless child populations (Nevard et al., 2021). Families are the primary providers of support where available. Large, diverse networks allow for a substitutability of ties if parental support is not available or sufficient i.e., access to supportive alternate ties can compensate for limitations in parenting. It can be hypothesized that some of these features will hold true for COPMI, especially those related to limited parental capacity. However some unique network features to this population that differ from vulnerable children in aggregate, may exist due to the specific nature of being a child of a parent experiencing SMI.

This qualitative study uses egocentric social networks (ego-net) as a conceptual framework for examining the social context of individuals. This means that networks are observed from the point of view of a specific individual at the nucleus of a wider social network, rather than mapping all network ties in a community. Therefore, only individuals with a direct tie to the individual of interest will be recorded on the network map. A social network is defined for the purposes of this study as a personal community: the set of active and significant ties which are important to an individual’s everyday life (Vassilev et al., 2014). Ego-net analyses collate data on the structure, function, and composition of network ties of multiple individuals from the population of interest. Qualitative analyses such as the one utilized in this study use interview data alongside personal network mapping methods to describe how social networks contribute to an individual’s quality of life and wellbeing. This provides information on the quality as well as quantity of network ties. It also allows interviewees, in this case COPMI, to describe their perceptions of network effects i.e., the impact of behaviors within the network by network members. This allows researchers to better conceptualize the role and impact of network ties on wellbeing and quality of life of these children.

This study aims to provide a qualitative description of the characteristics, role and function of social networks for COPMI based on an inductive thematic analysis of themes designed to generate network features. Specific objectives include (i) to collect network data using personal mapping and network interview techniques from COPMI (ii) to thematically analyze this empirical data to generate insights as to the role, structure, function, quality and characteristics of networks for COPMI. The study did not set out to prove or disprove any specific hypotheses about COPMI networks, but anticipated encountering notions such as social support, social stigma, friendship, trust and network related coping strategies based on findings from prior literature. A specific methodological objective was (iii) to collect data directly from children to prioritize the phenomenological perspective of the child rather than relying on adult proxies. This was an ethically informed choice to amplify children’s voices and situate them as experts on their own lives with valuable contributions to research.



2 Materials and methods


2.1 Recruitment

The sample was recruited via advertisement in third sector organizations working with vulnerable children including COPMI as service users. These included community and young carer groups as well as family interventions. Participants responded directly to a physical or digital advertisement distributed by the organization on their premises or via email or social media, or were approached directly by the organization.

Inclusion criteria for participation were that the child was aged between 6 and 17 years and spent 10 h minimum per week with a parent experiencing SMI. For the purposes of this study SMI was defined as a psychiatric diagnosis of chronic symptomatology (minimum 1 year duration) with significant impact on daily functioning. Commonly reported diagnoses included bipolar disorder, personality disorders and post-traumatic stress disorder. Inclusion criteria were adapted to include self-report from parents. This was because intermediaries in organizations advised that access to secondary mental health services was not a reliable indicator of severity of illness as parents commonly reported difficulties accessing appropriate mental health care despite severe symptomatology.

Consent forms were completed by parents after reviewing relevant participant information materials if children were under 16 years of age. Young people aged 16 or 17 gave consent on their own behalf. Children under 16 completed an assent form immediately prior to interview, detailing the central features of participation in order to promote understanding of the process. This was again an ethical consideration related to prioritizing children in the research process rather than deferring to parental choice. No families, children or young people refused consent or exited the study early.



2.2 Data collection

Thirty-minute, semi-structured ego-net focussed interviews were completed with eligible children by one researcher (IN). These are qualitative interviews that incorporate both collaborative personal network mapping and conversation following a semi-structured interview guide. A template network diagram, or sociogram, is shown in Figure 1. Children were asked to write down (assisted if necessary) the people, things or places important to them, ranked in three tiers of importance. This is not an objectively validated data collection method for children, due to the paucity of social network analysis with this group. However the use of sociograms is thoroughly evidenced in child social work practice, and is simple low-technology approach, suitable for use with child populations (Hogan et al., 2007). Methodological developments indicate that using visual tools such as sociograms in qualitative or mixed methods social network analysis with children is best practice in research, emphasizing both structure and process as relevant aspects of social networks (Tubaro et al., 2016). As such the use of both network interview and visual mapping tools was determined to be the optimal means of data collection in this instance. Children were prompted to collaboratively create the network map using the phrase: “I’d like to know about the people, places, activities and things that are important to you. The most important go in the middle, the ‘almost as’ important in the second circle, and the third most important go in the outside circle.”


[image: Concentric circles diagram with "Participant" at the center. Outer layers are labeled as "Primary ties," "Secondary ties," and "Tertiary ties," representing varying levels of connection.]

FIGURE 1
Template network diagram.


Interview questions investigated the quantity and quality of social ties identified, as well as the places, objects and activities valued by the child and the role of each in the child’s self-perceived wellbeing. Questions from the semi-structured interview guide after the initial prompts included follow up questions such as, “What does this person do? How do they matter to you? Why did you put them in this circle?”. Also included in the topic guide were name generator prompts for if children were struggling to spontaneously come up with ideas. These included, “who would you talk to about something really important” and “if you had some really good news, who would you want to tell? Who else?”. Children were prompted to include negative social ties through the prompt, “Is there anyone who could be in the map, who might not be important in a good way?”. Dynamic shifts were explored through questions such as “What would you change? Would you change things?” and “Is there anyone/anything who used to be in this map, but isn’t any more? Why not? How is it different now compared to when they were around?”. This semi-structured protocol allowed for exploratory questioning as new ideas arose, while generating information about quantity and quality of ties, important for generating thematic findings.

Interviews were completed at the site of the third sector organization aiding recruitment between August 2018 and March 2020. Audio recordings and network maps were retained by the research team as analysis material. Participants were unrestricted by type or number of network members. Children were encouraged to identify any people, places or things that were important to them, in a positive or negative way.

The team reached a consensus that data was likely saturated at 14 interviews, but 3 further were conducted to confirm that no further data was required as no significantly novel themes were generated from this point on. A sample of 12 or more interviews is considered sufficient for purposive, non-probabilistic samples (Guest et al., 2006). This is the typical sampling strategy used with hidden, stigmatized or hard to reach populations such as COPMI, including this study. Interviewers were not known to participants or recruitment organizations prior to data collection.



2.3 Data analysis

Inductive thematic analysis was applied to transcripts following Terry et al. (2017)’s guidelines. Interviews were transcribed verbatim by the interviewer (primary researcher). This facilitated the first stage of the thematic analysis process (familiarization). NVivo V.12 was used to code and search for themes in both transcripts and network data files. Words, phrases or sentences were coded with semantic/categorical labels (e.g., animals, emotional support, parental relationship). These were reviewed by the primary researcher with multiple readings to saturate coding as far as possible. This was determined when no new semantic labels were generated after multiple reviews.

Once coded, transcripts were distributed amongst the research team for checking, data immersion, and familiarization. Common clusters of code identified by individual team members and reviewed as a team. Themes were then generated through discussion and discrepancies were resolved through consensus in subsequent meetings. Interpretation of themes was cross checked between team members to promote reliability. The resultant thematic framework was applied to the remaining three transcripts conducted after this process. At this point themes were rereviewed and considered saturated as only minor alterations were required. These themes were concretely named, the final framework was appraised by the team and agreed upon as representative of the data set. At this point analysis was concluded.



2.4 Ethics

The University of Manchester (Ref: 2018-3572-6390) and Barnardo’s Research Ethics Committees approved the study.




3 Results


3.1 Sample characteristics

17 semi-structured network interviews incorporating personal network mapping were completed with children and young people at three sites in England spanning 1 year. Demographic information for this sample is provided in Table 1.


TABLE 1 Participant information.
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A range of network members were identified by children. These included informal network members including parents, siblings, non-immediate family members and non-related adults and child peers. Formal connections included teachers and workers from third sector organizations. Non-human network members included animals, activity groups, solo activities, toys and characters. Parents were the most consistently identified network member, followed by animals.



3.2 Network features

A range of network members were identified by children. These included informal network members including parents, siblings, non-immediate family members and non-related adults and child peers. Formal connections included teachers and workers from third sector organizations. Non-human network members included animals, activity groups, solo activities, toys and characters. Parents were the most consistently identified network member, followed by animals.

Five core network features were interpreted from the data: (i) parents as primary providers of support (ii) limited networks and diminished connections over time (iii) substitutable ties including professionals (iv) peer connections as source of both support and strain (v) coping strategies of self-censorship, avoidance and animals. Each theme is presented descriptively and illustrated by direct quotations from the dataset. Participants are identified only by age and gender for anonymity reasons.


3.2.1 Network feature 1: parents as primary providers of reciprocal support

Parents were the most commonly identified network member, with all children placing them as a primary tie even if the relationship was described negatively at points. Many children lived in single parent households, in every instance living with the ill parent. Varying degrees of involvement were attributed to the other parent. Identified parents, and all parents living in the same home as the child, were described as the primary providers of reciprocal support. Some parents living outside of the child’s primary home were also described as a primary, supportive network tie.







	

	
“[when completing the ego-net map] I’m doing mum first because she’s the most importantest to me right now. Because she’s the one that protects me.”






- 6 year old girl

Children received the most assistance from their parents, but also described assisting their parents in various ways. Most children described their parent or parents as providing both instrumental support (i.e., tangible assistance) and emotional support to them.







	

	
“Mummy and doggy” [in response to initial prompt asking who their most important ties are]






- 7 year old boy

Relationships with parents were described less positively by older participants and by children who provided a substantial caring role to the parent. These two factors were congruent, as older children typically have increased capacity to support parents, particularly instrumentally.







	

	
“My mum can’t eat much food so I have to make things certain ways, and I












	

	
constantly cook for the house… I like seeing my mum enjoy food because she can’t eat it a lot of the time”






- 17 year old girl

The caring role was described as a source of strain by many children in the study. This was the case even when the parent was receiving professional care to meet their support needs including mental health treatment.







	

	
“Stressful. Trying to look after my mum and trying to get all my work in on deadlines. Losing coursework because of my mum’s carers… I was doing coursework for 4 h and one of the carers refused to wash my mum and take her to the toilet.”






- 17 year old girl

Children demonstrated limited understanding of their parents’ illness, and described exclusion from involvement in their parents’ care plan and treatment, despite contributing significantly to their care. Younger children were less likely to express a desire for further information on their parents’ illness whereas older children described frustration in being invisible to involved adults including professionals. Nonetheless, most children still described their parents as one of their most important ties and an invaluable source of emotional support in the context of the difficulties they were facing, even though their parent’s mental health issues were acknowledged as potentially disruptive to their capacity to provide emotional support.







	

	
“My mum because no matter what, she’s really understanding all the time… I don’t know. I think it’s because my life isn’t that pleasant. I don’t really have a normal family. I have a weird family. And my mum suffers from mental health. I suffer from extreme anger issues.”






- 16 year old girl







	

	
“I tend to talk to my dad or mummy, my mum, even if she is not in a good mood”






- 13 year old girl



3.2.2 Network feature 2: limited networks and diminished connections over time

Younger children of primary school age (11 and below in England) often described a range of supportive ties besides parents. These included extended family or non-related adults such as neighbors or family friends. These children did not describe sufficient peer connections however, even if adults were present in their network. This was considered a limitation of their network by many children of all ages.







	

	
“Yep, more friends… I’ve only got six [on what he would change].”






- 9 year old boy







	

	
“I did have other friends that lived in the street but they’ve moved away and I don’t speak to them that much anymore.”






- 17 year old girl

Older children and teenagers were less likely to describe the same breadth of support from family and other adults, and many expressed dissatisfaction with the level of support they received. This was particularly the case if they had access to more support previously. Multiple children described the loss of informal network connections over time, of both adults and peers, both family and non-family. In particular children described a loss of instrumental support over time. Ties became less involved as children required less instrumental support.







	

	
“My brother still doesn’t come over and help. He’s just sort of kept himself to the side. I suppose when I was younger he was there, like he picked me up from school and stuff.”






- 17 year old girl

Many reasons were provided for loss of ties over time. These included bereavement as older adults died, moving home or school, as well as changes in family or family friend dynamics. Dynamic shifts were attributed to conflict and disagreement including dissolution of parent’s romantic relationships, or gradual loss of contact. Some young people described previously highly valued family ties diminishing in closeness over time.







	

	
“I can see them [extended family] anywhere, but they don’t bother with me. Like my dad’s side don’t bother with me as much.”






- 13 year old girl

Younger children described primarily family ties as most highly valued. Teens often had an equal focus on peer ties. The shift from adult connections to peer connections was associated with a loss of instrumental support previously provided by adult ties in many cases.



3.2.3 Network feature 3: substitutable ties including formal ties to professionals

A typical feature of vulnerable children’s networks is that alternate ties can provide compensatory support if primary ties are limited in availability or capacity. Many parents with SMI experience at least episodic limitations in parenting capacity. This, combined with the limited and/or diminished networks identified indicate that COPMI are likely to benefit from compensatory support where available.

Children who were identified as COPMI by formal network members such as teachers and educational professionals reported receiving highly valued instrumental support from these sources. Flexibility and understanding regarding the competing commitments of caring role and academic commitments were valued. These teachers were also described as providing a degree of emotional support.







	

	
“She [teacher] knows when I’m out and just knows my ability to work and knows situations at home and how I get when I’m distressed and tearful and stuff… recently her and [other teacher] have helped me a lot based on my own mental health. Because I have anxiety. It’s not that bad but it can get bad sometimes, if I’ve had a lot- I had a meeting with them yesterday at lunchtime actually, and we talked about how they can help, help with things at home and school.”






- 15 year old girl

Services that could interact with the school in an interdisciplinary fashion were also described as valuable. Case workers and advocates from third sector settings, and social workers and counselors in school were described as providing support to children.







	

	
“They have meetings [caseworkers and advocates]… and just talk about how we are, how they can help us… they like fight my corner when I’m not there… and they were like, no, this girl has this situation that she’s in… I’m sure if she didn’t have the situation she’d be earlier every single day, but this is the reason. So that helps a lot.”






- 13 year old girl

However, many children reported that they had not been identified as in need of additional support due to COPMI status in school. These children reported significant difficulties with the lack of flexibility and understanding afforded to them due to the conflicting pressures of their caring role and of academic pressures.







	

	
“So when I had anxiety before and I was off [from school] with my mum because she was ill and that, they weren’t very accepting, they were just ringing me up and shouting at me for not being in.”






- 17 year old girl







	

	
“So the teachers saying ‘she shouldn’t be doing this’ and ‘she shouldn’t be doing that’ and ‘she shouldn’t come in late’, when that first happened in year nine coming in late she [the teacher] said I should get detentions for it.”






- 13 year old girl

For those children who were eventually identified as COPMI by the school, formal ties were able to start to compensate for some of the difficulties experienced. Participants reported improved wellbeing in school, including a reduction in stress due to competing roles, once this support was in place.

These findings indicate that formal ties can provide compensatory support where informal support is diminished, but that this is dependent on quality of identification and responsiveness. At times, children described professionals including teachers as facilitating emotional and recreational support such as groups or activities designed to promote friendship between children.







	

	
“It’s just called friendship club, but to make it easier you can just call it [teacher]’s club. She is my teacher.”






- 8 year old girl







	

	
“Because people know about the things some of it goes a bit wrong because some people tell other people. But most of it has gone quite well because she [school support worker] does it so like, she knows who will tell people and who won’t tell people. So she gets the people who won’t tell people first and gets a big group of them. And then people she thinks might will tell somebody she just does on their own or in a partner so they don’t tell anyone else. So I’ve got her to talk to as well.”






- 10 year old girl

Children and teens described receiving valued emotional support through peer ties, as is typical as children develop extra-familial ties over time. Peer emotional support was deemed particularly valuable when family support was limited. However these were insufficient to meet all their needs and fully compensate for a lack of adult support. The supportive role of peer connections is described further in section “3.3.4 Network feature 4: peer connections as source of both support and strain.”



3.2.4 Network feature 4: peer connections as source of both support and strain

Peer relationships were described as a central source of closeness and support for older children in particular. However, peers were described as sources of both support and strain at times for COPMI. Where close friends were available, they provided a significant source of emotional and recreational support for children of all ages, alongside both group and solo valued activities.







	

	
“Because he’s my bestest, bestest, bestest bud. And what makes him such a best bud. He’s really nice and he sticks up for everyone.”






- 9 year old boy







	

	
“Because I can always talk to [friend] and she makes me happy when I’m always sad sometimes”






- 6 year old boy

However, friendships could become problematic related to trusting and secret keeping. Breaches in confidentiality, typically due to parental mental illness and the related stigma.







	

	
“Yeah because I don’t really trust them [former friends] anymore because everybody tells everyone everything. And it’s just a bit like… mm, not what you want.”






- 10 year old girl

This stigma was a source of challenge for children in many of their peer relationships. Some participants anticipated significant difficulties in this aspect of trust in friendships due to prior experiences.







	

	
“No. I just don’t want, you know, if I do get in and argument with them [friends], I don’t want them to go talking to anyone else about it. And I don’t want that being spread around. Because, let’s be honest, when you do get in an argument, and you have chose the wrong friends, they will start telling people about certain things.”






- 15 year old girl

The strategies used to navigate trust difficulties are described in section “3.3.5 Network feature 5: coping strategies of (i) self-censorship (ii) avoidance and (iii) animals.” Furthermore, some children described difficulties devoting time to friendships and recreation due to their caring roles.







	

	
“That’s my time filled up, I don’t even go out”






- 16 year old girl







	

	
“I like get her prescriptions, sort her medicines out, sort that out, sort out her appointments with the doctor and nurses, clean up for her, tidy up for her, do tea, I have to ring up with her and stuff like that”






- 13 year old girl

Peer connections were complex, at times limited in accessibility, and required sophisticated navigation strategies described below. Digital platforms and messaging facilitated remote contact and helped sustain valued connections impacted by caring role.



3.2.5 Network feature 5: coping strategies of (i) self-censorship (ii) avoidance and (iii) animals

The themes presented so far depict some of the difficulties faced by COPMI, which impact their need for, and access to support related to parental SMI. Children described a range of strategies used in their network interaction to mitigate some of these difficulties. These can be termed ‘network navigation strategies’. Self-censorship, the avoidance of potentially stigmatizing topics such as parental SMI was commonly utilized by children. This typically was a learned behavior developed in response to negative past experiences with sharing information about their family with peers, as described in the prior theme. Participants described learning to be selective in their disclosures with both peers and adults and both informal and formal connections.







	

	
“I just like keeping things to myself and never talk to anyone…”






- 7 year old boy

This included disclosures within and outside of the family where negative repercussions were anticipated.







	

	
“I just don’t like telling them [family] anything. Like if I have a fight in school, mum finds out because she talks to the teacher.”






- 7 year old boy

Significant levels of trust were required before children would divulge sensitive information. A school-based group intervention with a trusted adult facilitator who helped guide children through this dynamic was particularly valued. Valued friendships those with high levels of trust with regards to confidentiality of disclosures. These peer ties were described as significant sources of emotional support. When there were no such friendships identified, emotional support was usually limited. Some children avoided friendships entirely because of trust difficulties, others described intentionally ending friendships due to confidentiality breaches, and one avoided friendships almost exclusively, identifying this as positive for his well being.







	

	
“So I used to talk to her [friend] quite a bit but then she told everybody everything I told her, so then it was a bit like, ‘well bye then’.”






- 10 year old girl







	

	
“He’s my only friend really. Good. Because then I don’t have lots of people to bother me.”






- 7 year old boy

Almost every participant described one or more animals as primary ties. Dogs in particular were described as notable sources of companionship.







	

	
“Whenever I’m upset my dog’s always there so I can just stroke my dog and stuff.”






- 11 year old boy

Animals were described as providing emotional support, valued particularly where emotional support from other network members was limited.







	

	
“Say I’m doing stuff with my mum, I’ll just go sit with him. And if I’m really sad he’ll just like calm me down.”






- 13 year old girl







	

	
“It’s just nice having him there if I feel down or whatever. Sometimes I can’t talk to my mum because maybe I’ve had an argument with my mum but I’ve got the dog.”






- 17 year old girl

Limitation in lifespan or loss of pets due to unstable housing was a source of sadness for some. Pets were also described as a source of support for the ill parent, which reduced the child’s perceived caring burden described in 3.3.1.





4 Discussion

The social networks of children of parents with SMI are characteristic of the networks of vulnerable children in several ways, with some key divergencies (Nevard et al., 2021). COPMI describe networks that are at points impoverished in terms of the limitation of ties, and the diminishing of connections over time. As typical of vulnerable child populations, parents are primary ties and sources of instrumental and emotional support. However, alternate ties can provide substitute benefit providing networks are suitably diverse. Distinctively, this child group provides corresponding instrumental and emotional support to parents in an inversion of typical filial relationships, increasing with age, which could engender additional support needs over time. Additionally, impoverished networks, particularly if diminishing longitudinally, indicate that appropriate substitute or additional support are not always available to the child.


4.1 Theoretical implications

From a theoretical standpoint, this study conceptualizes networks in terms of personal communities with a specific focus on support flows. The mechanistic effect by which these network structures allow for resource flows are not clearly elucidated and are more broadly a subject of theoretical contention in health research. Two, potentially complementary, approaches to explain the positive effect of network embeddedness are the main-effect model and stress-buffering model (Kawachi and Berkman, 2001). The former posits that social relationships inherently have positive effects, whereas the latter states that social relationships mitigate negative effects for children under stress. Both are conceptually coherent for COPMI as a population. Furthermore social networks can mechanistically work to have negative impacts, in terms of contagion of negative behaviors or ‘cross-level interactions’. These are where individual characteristics negate the positive impacts of overall social capital. This study found the impact of stigma to be a negative component of network integration at times.

Commonly explored phenomena in social network analysis in mental health research are health related behavior contagion, resource flow and health information flow as well as intergenerational transmission of SMI. Proposed causal mechanisms for health and wellbeing changes within networks can include level of homophily between members, access to instrumental, emotional, informational support, access to recreation or the contagion of behaviors, emotions and illnesses (Thoits, 2011; Christakis and Fowler, 2013; Montgomery et al., 2020). This study does not identify which causal mechanisms are specifically in operation for COPMI, but access to support and valued companionship (or lack thereof) were the key ways in which children described networks impacting their quality of life.

Children describe actively generating coping strategies in order to manage the sources of strain within their networks. The findings of this study support a conceptual position that children are active network navigators rather than passive subjects of network effects. As such, mechanisms which situate actors, including children, as active co-constructors of networks are supported by this study. This corroborates other critiques of conceptual frameworks surrounding this population. Research that relies too heavily on the binary of risk versus resilience can frame children as purely passive actors, subject to the external factors that facilitate increased risk and promote resilience. Furthermore, these types of research can construe children as half-formed subjects (i.e., adults in the making) rather than as discrete whole individuals with a range of competencies and abilities to navigate their own life situation with a degree of autonomy (Gladstone et al., 2006). This research centres children’s voices on an ethical basis and construes children as experts on their own experiences. However, it also evidences children as active expert managers of these experiences.



4.2 Practical implications

The strategies employed by COPMI were not always effective and could prove detrimental long-term. Previous systematic reviews demonstrate that network embeddedness has positive wellbeing outcomes for vulnerable children. Participants in this study described intentionally limiting peer networks as a coping strategy which could prevent them from accessing beneficial network ties (Nevard et al., 2021). If children are not supported in creating positive relationships and developing adaptive network navigation skills, these coping strategies risk entrenchment. Long term issues in network integration could have effects well into adulthood as access to social networks is overall protective, despite the fact that these strategies were initially developed in order to address negative network effects (Hare Duke, 2017). Potential applications that assist children in developing network navigation skills are provided in section “4.3 Application and further research.”

Children describe a number of coping strategies employed to manage the strain involved in having a parent with SMI. Some directly addressed caring burden but more frequently strategies related to social stigma or a lack of perceived support for the family unit or the unique challenges they faced. Recreational support including peer connections and valued activities or hobbies were considered important. However, difficulties with trust, linked to the particular social stigma this group is exposed to, may prevent children from utilizing peer relationships to the extent that other vulnerable child groups do.

These difficulties are actively managed by the child, either by selectivity sharing information, or avoiding relationships entirely, a strategy likely to maintain and reinforce the impoverishment and shrinkage of networks. Animals play a key role in providing emotional support to children, and sometimes parents, although the possible contribution to the young person’s caring load should also be noted. A plausible inference as to why animals were so central in the networks of this population, a phenomenon not previously noted for vulnerable children more broadly, is the lack of trust and stigma navigation required in these ties. Valued animals were reliable sources of emotional support, although not always reliable in their longevity as connections due to lifespan, which could exacerbate network shrinkage. The companionship role of pets reflects previous findings in vulnerable adult populations (Brooks et al., 2016, 2018).



4.3 Limitations

Data was drawn from a moderate sample of 17 participants. This was considered suitable for preliminary exploratory research due to perceived saturation of data at 14 interviews, and a projected saturation at 12 interviews (Guest et al., 2006). A lack of ethnic diversity and uneven gender distribution in the sample also represents a difficulty in extrapolating findings across populations even within England. This was identified by the research team at the time of data collection, however the dependence on intermediary recruiters limited influence over sample demographics. Focused research on these demographics could be a valuable direction for future work. The purposive sampling strategy utilized also meant that all children were already known to third sector organizations and so were unlikely to include the most vulnerable subsections of the demographic. This included COPMI who have not been identified as such outside of the family, which is overall an issue in the field for both research and intervention. However, researchers intentionally recruited from a range of organizations, beyond only young carer groups, and consequently represents a more diverse group than some comparable research which only conceptualizes COPMI within their caring role.

Self-report of psychiatric diagnosis by parents prevented researchers from assessing and confirming adherence to inclusion criteria directly. However, this was a necessary adaptation of the recruitment strategy in response to reports by families and intermediaries of a lack of access to necessary mental health service provision for SMI. This lack of service provision is in itself likely to have an impact upon COPMI, parents and their wider networks, impacting the findings of this study.

No children under six were included in this study; they are underrepresented in qualitative research overall, a noteworthy exclusion in research that aims to centre the voice of hidden or under-identified populations on an ethical basis. However, the methodological limitations of social network interviewing make it challenging to collect interview data from younger children. While parental report could be used as a proxy means of data collection for these children, we chose to prioritize children’s voices in the research by directly collecting data from children we were able to interview effectively.

The validity of findings could have been further evidenced through a process of respondent validation, or further interviews with additional children to elicit feedback on preliminary themes identified. However, opportunities for respondent validation were limited due to closure of recruitment organizations during the COVID-19 pandemic.



4.4 Application and further research

A recent systematic review has identified a striking lack of qualitative data on networks of children of parents with SMI (Nevard et al., 2021). This is the first study to our knowledge to present descriptive network data regarding the configuration, dynamism and function of social networks for this population. This study demonstrates that qualitative egocentric social network analysis is an appropriate and effective way of generating network findings with vulnerable child groups. Best practice in type and timing of interventions for vulnerable children including COPMI is contested (Bee et al., 2014; Bee, 2015; Reupert and Maybery, 2015). This study provides preliminary conclusions regarding optimal intervention features on an empirical basis.

Young carers often report need for respite as a priority in available interventions. This research is in keeping with our finding that recreational support with peers is an important resource that COPMI receive through social networks. Groups or holiday breaks specifically designated for young carers have the advantage of improved trust amongst similar peers, a valued resource reported by participants in our study who often reported poor trust experiences with non-carer peers. However, a diversity of ties is also likely to be key, as children report valuing a range of diverse support flows; homophily of networks can also present problems. As such, it is not sufficient to provide respite to facilitate artificially created peer networks; interventions must also focus on strengthening and enhancing pre-existing organic networks. A further consideration with respite and recreation is whether it has a substantive, ongoing impact on children’s networks. If interventions are provided as a one off, they may temporarily provide recreational support, but have no long-term positive impact on the peer networks of the service users.

Integrated family interventions that equip children with network navigation skills should be provided as early intervention before maladaptive strategies are embedded or network shrinkage takes effect. This relational skills coaching could focus on identifying useful social ties, promoting help-seeking behaviors, managing stigma and its impact, fostering healthy communication and maintaining relationships in challenging circumstances. These approaches could help foster network support flows and offset the impact of negative experiences before they lead to maladaptive beliefs or antisocial behavioral patterns. Relevant psychoeducation will also be necessary as the child develops cognitive capacity to engage with conceptual ideas including SMI, stigmatized relationships and different social roles. These could be developed in tandem with parenting interventions, a similarly under resourced intervention area (Dunn et al., 2023).

Effective network level interventions for this group would also integrate ongoing access to effective formal substitute ties to offset lack of support from informal networks, including from parents. This is likely to be particularly necessary for older children due to network shrinkage over time. Preempting transitions that are likely to impact networks, such as school changes or changes in accommodation, may be more protective than reactive responses. Interventions could also facilitate access to peer ties COPMI may be more likely to consider trustworthy (e.g., with other young carers or vulnerable children).

Participants consistently reported the importance of animals in personal networks. These animals were usually described as providing an emotional support function to the child, or less often to a parent. This latter would have a proxy effect on the child, reducing their own care burden. Some children even reported pets of family members or neighbors as serving an emotional support function, indicating that an animal need not belong to the family to provide emotional support to the child. Animals provide a number of advantages as a social connection. These include reliability in companionship, a lack of stigma or judgment and touch based bonding including comfort, relaxation and reciprocity. Health research demonstrates that pets promote health and counter isolation. This indicates a potential role for therapy animals, or emotional support animals, in network interventions for vulnerable children including COPMI. Downsides include restriction to emotional support functions, and instability of pet ownership for children who have lack of agency over factors such as parental divorce and changes to accommodation, as well as the limited life spans of most animals. Pet ownership also introduces further care burden to the child. Therefore, while we can consider pets to present a good avenue for emotional support substitution, this is only one component of a human social connection that cannot be fully replicated or substituted for. Animal based interventions would not be sufficient network interventions in and of themselves.




5 Conclusion

This study demonstrates the need for improved and integrated interventions for this COPMI, with an explicit focus on skills-building and network navigation, in addition to the more traditional psychoeducation and respite. Consultation with the various mental health, social care and educational professionals that work with this population will be instrumental in the development and formulation of potential interventions for this demographic. The role of animals in network interventions merits further investigation, specifically regarding the balance between emotional support function and increased care burden.



Data availability statement

The datasets presented in this article are not readily available because raw interview data is not provided on the basis of confidentiality of minor participants. Requests to access the datasets should be directed to IM, imogen.nevard@manchester.ac.uk.



Ethics statement

The studies involving humans were approved by the University of Manchester Research Ethics Committee and Barnardo’s Research Ethics Committee. The studies were conducted in accordance with the local legislation and institutional requirements. Written informed consent for participation in this study was provided by the participants’ legal guardians/next of kin for minors under 16 years. Written informed consent was obtained from the minor(s)’ legal guardian/next of kin for the publication of any potentially identifiable images or data included in this article. Written informed consent for participation in this study was provided by participants 16 years and over. Written informed consent was obtained directly from participants 16 and over for the publication of any potentially identifiable images or data included in this article.



Author contributions

IN: Writing – original draft, Writing – review and editing, Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Project administration. JG: Writing – original draft, Writing – review and editing, Supervision. HB: Writing – original draft, Writing – review and editing, Supervision, Methodology. PB: Writing – original draft, Writing – review and editing, Supervision.



Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. This research project was part funded by the National Society for the Prevention of Cruelty to Children.



Acknowledgments

We gratefully acknowledge the support of the National Society for the Prevention of Cruelty for Children and Barnardo’s. We especially express our thanks for the contribution of the children who took part in this family.



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.


	References
	Bee, P. (2015). Community preventive interventions for children of parents with serious mental illness: A commentary on the evidence base. Adv. Ment. Health 13, 165–167.
	Bee, P., Bower, P., Byford, S., Churchill, R., Calam, R., Stallard, P., et al. (2014). 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 Technol. Assess. 18, 1–250.
	Breslend, N., Parent, J., Forehand, R., Peisch, V., and Compas, B. (2019). Children of parents with a history of depression: The impact of a preventive intervention on youth social problems through reductions in internalizing problems. Dev. Psychopathol. 31, 219–231. doi: 10.1017/S0954579417001821
	Brooks, H., Rushton, K., Lovell, K., Bee, P., Walker, L., Grant, L., et al. (2018). The power of support from companion animals for people living with mental health problems: A systematic review and narrative synthesis of the evidence. BMC Psychiatry 18:31. doi: 10.1186/s12888-018-1613-2
	Brooks, H., Rushton, K., Walker, S., Lovell, K., and Rogers, A. (2016). Ontological security and connectivity provided by pets: A study in the self-management of the everyday lives of people diagnosed with a long-term mental health condition. BMC Psychiatry 16:409. doi: 10.1186/s12888-016-1111-3
	Christakis, N. A., and Fowler, J. H. (2013). Social contagion theory: Examining dynamic social networks and human behavior. Stat. Med. 32, 556–577. doi: 10.1002/sim.5408
	Dreyer, K., Williamson, R., Hargreaves, D., Rosen, R., and Deeny, S. (2018). Associations between parental mental health and other family factors and healthcare utilisation among children and young people: A retrospective, cross-sectional study of linked healthcare data. BMJ Paediatr. Open 2:e000266. doi: 10.1136/bmjpo-2018-000266
	Dunn, A., Christiansen, H., Elsby-Pearson, C., Kramer, J., Swinburn, E., Platt, B., et al. (2023). Psychiatric in-patients who are parents: What interventions are tailored to their needs and how do they experience care? A systematic review and data synthesis. BJPsych Open 9:e111. doi: 10.1192/bjo.2023.67
	Foster, K., O’Brien, L., and McAllister, M. (2005). Addressing the needs of children of parents with a mental illness: Current approaches. Contemp. Nurse 18, 67–80.
	Gladstone, B., Boydell, K., and McKeever, P. (2006). Recasting research into children’s experiences of parental mental illness: Beyond risk and resilience. Soc. Sci. Med. 62, 2540–2550. doi: 10.1016/j.socscimed.2005.10.038
	Guest, G., Bunce, A., and Johnson, L. (2006). How many interviews are enough? An experiment with data saturation and variability. Field Methods 18, 59–82.
	Hare Duke, L. (2017). The importance of social ties in mental health. Ment. Health Soc. Inclusion 21, 264–270. doi: 10.1108/MHSI-07-2017-0029
	Hogan, B., Carrasco, J. A., and Wellman, B. (2007). Visualizing personal networks: Working with participant-aided sociograms. Field Methods 19, 116–144. doi: 10.1177/1525822X06298589
	Kawachi, I., and Berkman, L. F. (2001). Social ties and mental health. J. Urban Health 78, 458–467. doi: 10.1093/jurban/78.3.458
	Montgomery, S. C., Donnelly, M., Bhatnagar, P., Carlin, A., Kee, F., and Hunter, R. F. (2020). Peer social network processes and adolescent health behaviors: A systematic review. Prev. Med. 130:105900.
	Nevard, I., Green, C., Bell, V., Gellatly, J., Brooks, H., and Bee, P. (2021). Conceptualising the social networks of vulnerable children and young people: A systematic review and narrative synthesis. Soc. Psychiatry Psychiatr. Epidemiol. 56, 169–182. doi: 10.1007/s00127-020-01968-9
	Nicholson, J., Cooper, J., Freed, R., and Isaacs, M. (2008). Children of parents with mental illnesses. Milton Park: Routledge/Taylor & Francis Group, 231–265.
	Oyserman, D., Mowbray, C., Meares, P., and Firminger, K. (2000). Parenting among mothers with a serious mental illness. Am. J. Orthopsychiatry 70, 296–315.
	Reupert, A., and Maybery, D. (2015). Evidence relating to the effectiveness of community-based interventions to improve the quality of life for children of parents with serious mental illness is weak; better quality studies are required. Evid. Based Nurs. 18, 10–11. doi: 10.1136/eb-2014-101822
	Reupert, A., and Maybery, D. (2016). What do we know about families where parents have a mental illness? A systematic review. Child Youth Serv. 37, 98–111.
	Salzinger, S., Antrobus, J., and Hammer, M. (2015). The first compendium of social network research focusing on children and young adult: Social networks of children, adolescents, and college students. London: Psychology Press, 28.
	Terry, G., Hayfield, N., Clarke, V., and Braun, V. (2017). Thematic analysis. SAGE Handb. Q. Res. Psychol. 2, 17–37.
	Thoits, P. A. (2011). Mechanisms linking social ties and support to physical and mental health. J. Health Soc. Behav. 52, 145–161. doi: 10.1177/0022146510395592
	Tubaro, P., Ryan, L., and D’angelo, A. (2016). The visual sociogram in qualitative and mixed-methods research. Sociol. Res. Online 21, 180–197. doi: 10.5153/sro.3864
	van Santvoort, F., Hosman, C., Janssens, J., van Doesum, K., Reupert, A., and van Loon, L. (2015). The impact of various parental mental disorders on children’s diagnoses: A systematic review. Clin. Child Fam. Psychol. Rev. 18, 281–299.
	Vassilev, I., Rogers, A., Kennedy, A., and Koetsenruijter, J. (2014). The influence of social networks on self-management support: A metasynthesis. BMC Public Health 14, 1–2.


Copyright
 © 2024 Nevard, Gellatly, Brooks and Bee. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



ORIGINAL RESEARCH

published: 30 July 2024

doi: 10.3389/fpsyt.2024.1423326

[image: image2]


“When one has no REAL illness”—analysis of the knowledge component of mental health literacy in children and adolescents of parents with a mental illness


Lina Kinzenbach 1*, Katharina Praum 1, Markus Stracke 1, Christina Schwenck 2, Meinhard Kieser 3, Kathleen Otto 4, Corinna Reck 5, Ricarda Steinmayr 6, Linda Wirthwein 6, Anna-Lena Zietlow 7, Hanna Christiansen 1 and the COMPARE-family Research Group


1 Department of Psychology, Clinical Child and Adolescent Psychology, Philipps-University Marburg, Marburg, Germany, 2 Department of Clinical Child and Adolescent Psychology, Justus Liebig University Giessen, Giessen, Germany, 3 Institute of Medical Biometry, University of Heidelberg, Heidelberg, Germany, 4 Department of Work and Organizational Psychology, Philipps-University Marburg, Marburg, Germany, 5 Department of Psychology, Ludwig-Maximilians-Universität München, Munich, Germany, 6 Department of Psychology, Technical University Dortmund, Dortmund, Germany, 7 Department of Psychology, Clinical Child and Adolescent Psychology, Technische Universität Dresden, Dresden, Germany




Edited by: 

Geneviève Piché, University of Quebec in Outaouais, Canada

Reviewed by: 

Gavin Davidson, Queen’s University Belfast, United Kingdom

Emma Maynard, King’s College London, United Kingdom

*Correspondence: 

Lina Kinzenbach
 lina.kinzenbach@uni-marburg.de


Received: 25 April 2024

Accepted: 28 June 2024

Published: 30 July 2024

Citation:
Kinzenbach L, Praum K, Stracke M, Schwenck C, Kieser M, Otto K, Reck C, Steinmayr R, Wirthwein L, Zietlow A-L, Christiansen H and the COMPARE-family Research Group (2024) “When one has no REAL illness”—analysis of the knowledge component of mental health literacy in children and adolescents of parents with a mental illness. Front. Psychiatry 15:1423326. doi: 10.3389/fpsyt.2024.1423326






Introduction and objective

Mental Health Literacy (MHL) is important in promoting youth mental health. One key aspect of MHL is knowledge about mental disorders, which is particularly relevant for populations at risk for developing mental disorders, such as children of parents with a mental illness (COPMI), representing a mechanism within the transgenerational transmission. Currently, COPMI’s level of disorder knowledge in general, and about the specific parental disorder has not been comprehensively researched. We, therefore, aimed to assess COPMI’s disorder knowledge and clarify its association with COPMI’s age and sex exploratively. To assess both general and disorder-specific knowledge, we took a novel approach that makes disorder knowledge comparable across samples and over time.





Methods

A mixed method analysis of N = 181 semi-structured MHL interviews with COPMI (aged 5 to 17 years) was carried out in the COMPARE—family study in Germany. We conducted a DSM-oriented deductive qualitative content analysis to assess COPMI’s general and specific disorder knowledge. Chi-square tests served to identify age and sex differences.





Results

Children revealed limited knowledge of mental disorders in general, whereas adolescents displayed more knowledge that was also partly consistent with descriptions of classification systems like the DSM-5. The level of specific knowledge about the parent’s disorder depended on the disorder group. More children displayed adequate knowledge of somatic and anxiety disorders compared to trauma and depressive disorders, and more adolescents displayed adequate knowledge of depressive and anxiety disorders. COPMI’s age and sex were found to be significantly associated with disorder knowledge: adolescents exhibited higher levels of adequate general and specific disorder knowledge, and males exhibited higher levels of adequate general disorder knowledge.





Conclusion

Assessing COPMI’s disorder knowledge and identifying associated age and sex differences yield valuable insights into the knowledge component of the MHL theory. Our findings can help to improve psychoeducational interventions for COPMI by orienting them to their prevailing levels of disorder knowledge. We recommend employing and extending the DSM-oriented deductive approach to assess knowledge within MHL. Analyses involving additional assessments within the COMPARE—family study are in preparation to identify potential knowledge gains over time, and associations to COPMI’s own well-being and mental health symptoms.





Keywords: mental health literacy, children of parents with a mental illness, general knowledge about mental disorders, specific disorder knowledge, deductive qualitative approach




1 Introduction

Nearly two-thirds of mental disorders have their onset before the age of 25 years (1) making them one of the leading causes of health impairment in children and adolescents (2). Mental disorders exert a profound impact on social, emotional, and cognitive development (3) highlighting the critical need for effective prevention strategies in youth populations. This is particularly important for populations already carrying a higher risk to develop a mental disorder, such as children of parents with a mental illness [COPMI (4)]. COPMI face a significantly heightened lifetime risk for developing any mental disorder, namely, 55%, compared to children of healthy parents, who have a 14% lifetime risk for developing any mental disorder (5).

In the transgenerational transmission of mental disorders, COPMI’s lack of knowledge about the parental mental disorder has been identified as one important risk factor (6, 7). Knowledge about mental disorders serves as a basis for understanding mental illness and is part of the broader concept of mental health literacy (MHL). MHL was first defined by Jorm et al. (8) as knowledge and beliefs about mental disorders for their recognition, management, or prevention. More recent definitions, for example, by Kutcher et al. (9), focus on four main aspects of MHL as follows: (1) understanding how to acquire and maintain good mental health, (2) understanding mental disorders and their treatments, (3) reducing the stigma related to mental disorders, and (4) increasing help-seeking efficacy.

Promoting MHL among children and adolescents holds significant promise to foster their resilience, reducing the burden of mental disorders and mitigating adverse outcomes associated with mental disorders (10). This is evident in findings indicating that adolescents with high levels of MHL are less likely to experience psychological distress (11), more likely to seek help in case of mental impairments, and to recommend help to others (12). They are also better able to choose timely and appropriate forms of treatment (13, 14). In contrast, adolescents with low levels of MHL show greater psychological distress (11, 15) and carry a higher risk for depression than those with adequate levels of MHL (16). There is demographic evidence that females tend to possess higher levels of MHL than males (17, 18) and that knowledge of somatic diseases and mental disorders among youth increases with age (19–21). However, since findings have been inconclusive regarding whether age and sex impact MHL [e.g., (22)], these variables should continuously be considered in MHL research.

While research evidence suggests varying MHL levels among different demographics, it is important to note that MHL levels among children and adolescents are generally considered to be low (16, 23). This is also true for COPMI, who often lack information and knowledge about mental illness in general (24, 25). They receive few factual explanations, have limited understanding of their parent’s mental disorder, and experience this as a difficult challenge (26, 27). COPMI need information about mental disorders (24, 26, 28, 29) and have expressed this need not only regarding knowledge about mental illness in general, but also regarding their parent’s specific disorder (28, 30, 31). Specific disorder knowledge is considered pivotal in aiding COPMI to adapt to the situation at hand and to improve their coping skills (24, 25). Parental behaviors related to the disorder can be considered illness related; thus, children can adjust their own behavior accordingly, manage negative feelings better, and less likely blame themselves for their parent’s disorder (24, 32). Additionally, greater knowledge is associated with more willingness to seek help for mental health problems (33). Providing COPMI with knowledge is, therefore, a means of equipping them with greater control and understanding of the mental disorder (34). Such increased understanding is thought to mediate the COPMI risk within the transgenerational transmission through sense making and the improved use of coping strategies (35, 36).

Working groups investigating knowledge in MHL have employed diverse methodologies, such as vignettes (8, 37), inductive qualitative content analysis (27, 31), questionnaires, and mixed methods (18, 36). However, there is a gap in the literature regarding COPMI’s uniform assessment of knowledge about their parents’ specific mental disorder across various common disorder groups in a large sample of COPMI (24, 25). Specifically, there are few suitable measures to assess knowledge of children and adolescents (38), and still fewer are directed toward COPMI specifically (39). Given the recommendation to incorporate qualitative methods to understand the perspectives of affected COPMI (26, 40), employing interviews with open-ended questions, such as those utilized in the COMPARE—family study (7), proves suitable for MHL analysis. To effectively capture nuanced levels of disorder knowledge, identify knowledge gaps, and facilitate comparisons across samples and time, we adopted a blended approach of inductive and deductive qualitative content analysis, integrating the symptom-based framework of the Diagnostic and Statistical Manual of Mental Disorders [DSM-5 (41)].

The assessment of COPMI’s disorder knowledge is highly relevant given MHL’s important role in promoting mental health in youth and the potentially mediating effect of disorder knowledge in the transgenerational transmission of mental disorders. However, COPMI’s knowledge about mental disorders in general, and their knowledge about the parental mental disorder specifically have not yet been assessed congruently in a large sample of COPMI. We aimed to address this research gap by assessing specific disorder knowledge among four frequently occurring disorder groups and by identifying potential demographic differences with regard to the level of knowledge. Our research questions were as follows:

	1. What do children of parents with a mental disorder know about mental disorders in general?

	2. What specific knowledge do children of parents with a mental disorder have about their parents’ specific disorder?

	3. Are there age differences with respect to general and specific disorder knowledge?

	4. Are there sex differences with respect to general and specific disorder knowledge?






2 Materials and methods



2.1 Design and ethical approval

To answer our research questions, we employed a qualitative analysis to assess COPMI’s disorder knowledge, and a quantitative analysis to detect differences within their knowledge. Ethical approval was granted by the Ethics Committee in the Department of Psychology of Philipps University Marburg; all participating children and their legal guardians provided written informed consent prior to study participation.




2.2 Procedure

MHL interviews were conducted with COPMI as part of the COMPARE—family study (7, 42). COMPARE—family is a preventive intervention for COPMI with the aim of interrupting the transmission of mental disorders in children of a parent with mental disorders. COMPARE—family was conducted as a multi-centered randomized controlled trial with two treatment arms in which families were assessed at four main measurement points. The inclusion criteria participating families had to meet were as follows: (1) a parent seeks outpatient psychotherapeutic care, (2) the parent currently meets diagnostic criteria for a DSM-5 disorder (41), and (3) the parent is caring for at least one child between the ages of 1.5 and 16 years. The exclusion criteria were as follows: (1) the parent is already in psychotherapeutic treatment, (2) the parent needs acute inpatient treatment (e.g., acute risk of committing suicide or acute psychosis), (3) all children fulfill the criteria for a severe mental illness and need prompt treatment, (4) the parent uses benzodiazepines continuously (intermittent drug use less than once every 2 weeks is allowed), or (5) the family has insufficient German language skills. Data used in this study were collected from the first assessment point (T1), which took place prior to the COMPARE—family treatment. At T1, a sociodemographic questionnaire was administered to assess household characteristics, and a structured clinical interview (DIPS) was conducted with the ill parent to assess mental disorders according to the DSM-5 (41), comorbid disorders, and disorder severity. Mental disorders in COPMI were assessed by administering a structured clinical interview (Kinder-DIPS) with one of the parents. Furthermore, at T1, the MHL interview was conducted face-to-face or via telephone with each participating family member. The interviews were conducted from 2018 to 2022 in the various COMPARE centers and lasted approximately 20 min. For analysis, the interviews were recorded and transcribed. If there were any ambiguities in the transcription, the transcription was checked and supplemented by a second person. Furthermore, randomly selected 5% of the transcribed interviews were cross-checked against the first version. We only analyzed the child version of the MHL interview here.




2.3 Participants

Data of N = 181 participants aged 5 to 17 years as a subsample of the COMPARE—family study were examined in the present study; detailed characteristics are presented in Table 1. Participants were classified as “child” when aged 5 to 11 years (n = 130) representing elementary school age. Participants were classified as “adolescent” when aged 12 to 17 years (n = 51) representing middle school and high school age. The children were on average M = 8.22 years old (SD = 1.79), and 66 were female (50.77%). The majority of the interviewed children were already going to school (n = 116, 89.23%), and 21 were diagnosed with a clinically relevant mental disorder at pre-assessment. No data were available from one child regarding the diagnosis of a mental disorder. Most children were interviewed about their parent’s Depressive Disorders or Anxiety Disorders. Two children were excluded from our analysis of specific disorder knowledge as they were interviewed about Depressive Disorders, while their parent’s primary diagnosis fell into the Anxiety Disorders or Somatic Symptom and Related Disorders. The adolescents were on average M = 13.43 years old (SD = 1.27), and 25 were female (49.02%). All were going to school; 11 were diagnosed with a clinically relevant mental disorder. Most adolescents were interviewed about their parent’s Depressive Disorders or Somatic Symptom and Related Disorders.



Table 1 | Overview of participant characteristics.

[image: Table comparing child and adolescent samples. Child sample (n=130): Average age 8.22 (SD 1.79), 50.77% female, 86.15% in school, 67.69% in primary, 18.46% in secondary, 17.69% with clinical diagnosis. Disorders: 37.69% depressive, 32.30% anxiety, 17.69% trauma/stressor, 4.61% somatic symptom, 7.69% other. Adolescent sample (n=51): Average age 13.43 (SD 1.27), 49.02% female, 100% in school, 100% secondary, 21.57% with clinical diagnosis. Disorders: 50% depressive, 15.22% anxiety, 15.22% trauma/stressor, 19.56% somatic symptom, 9.80% other. Note: According to structured interview (Kinder-DIPS) with a parent.]



2.4 Parents of the participants

Characteristics of the ill parent of the participating children and adolescents were taken into account. The characteristics of the other parent were not included in the analyses. Thus, a total of N = 148 parents with a mental illness were included in our sample; detailed characteristics are presented in Table 2. Twenty-one of the parents participated with two children and six participated with three children. The parents were on average M = 41.13 years old (SD = 6.88) with 110 of them being female (74.32%). Most were employed (83.56 %) and in a relationship (78.77 %); no data were obtained on employment and relationship status regarding two parents. Socioeconomic status was calculated as the family’s Highest International Socio-Economic Index [HISEI; (43)]. The HISEI indicates a family’s highest international socio-economic index (ISEI) value, which generally corresponds to the higher ISEI score of both parents. The HISEI can range from 16 to 90, and a high value corresponds to a high occupational status. The mean HISEI in the sample was M = 53.93 (SD = 17.95); HISEI data from five families were not available. The family’s mean HISEI of the present study slightly exceeds the average HISEI in the German PISA 2018 sample [=51.8, (44)] for comparison. The German PISA 2018 sample included more than 5,000 students, most of whom were 15 years old. Most of the parents’ primary diagnoses fell within the spectrum of Depressive Disorders, followed by Anxiety Disorders. The other diagnoses were distributed among Trauma- and Stressor-Related Disorders, Somatic Symptom and Related Disorders, and other disorders. Regarding disorder severity, we ignored subclinical values (0–3), while values between four and eight covered a moderate-to-severe spectrum. The diagnosis of most parents was estimated at level six or seven in severity; one value was not available. More than half showed clinically comorbid disorders; no data were available from two parents.



Table 2 | Overview of characteristics of participant’s parents with mental illness.

[image: A table detailing the parent sample characteristics. It includes mean age (41.13, SD 6.88) and HISEI score (53.93, SD 17.95). The sample is 74.32% female, 83.56% employed, and 78.77% in a relationship. Primary diagnoses include depressive disorders (60, 40.54%), anxiety disorders (38, 25.68%), trauma-related disorders (27, 18.24%), somatic symptoms (11, 7.43%), and other (12, 8.11%). Severity of mental illness is categorized by scores, with comorbid disorders affecting 57.53%. Footnotes indicate sample sizes and clarification on terms.]



2.5 Measures

We conducted a semi-structured MHL interview to assess disorder knowledge. It is adapted from an interview, which was conducted as part of the psychoeducation intervention “Hope, Meaning, and Continuity” for families in which at least one parent has a depressive disorder (45). The MHL interview contains a total of 12 questions about mental disorders in general, knowledge about the ill parent’s primary diagnosis, causes of the parental mental disorder, dealing with it, and communication about the disorder. For this study’s analyses, we relied on only the first six questions displayed in Table 3. First, all children were asked about what they knew about mental illness in general, and then disorder-specific knowledge was collected from the children in line with the parent’s primary diagnosis. Children were also asked whether their parents had a mental disorder or other problems with their feelings currently or in the past. However, not every child was asked every interview question due to the correct and incorrect application of skipping rules by the different study center’s interviewer. To specify, the application of correct skipping rules provided for skipping from question 2 to 6, if a child indicated that he or she had no knowledge about the primary diagnosis. If question 6 was negated as well, the interviewer could skip to question 11. Incorrect application of skipping rules led, for example, to the interviewer skipping from question 2 directly to question 11, leaving out question 6.



Table 3 | Overview of interview questions used for the analyses.

[image: Table with two columns and six rows. Column headers are "No." and "Question." Rows list questions. 1: What do you think is a mental illness? 2: What is an X*? 3: How would someone with an X* behave? 4: How would you notice someone has an X*? 5: What are the symptoms of an X*? 6: Have your parents had an X* or related difficulties? Footnote: X*, parental primary diagnosis inserted here.]



2.6 Qualitative analyses

We analyzed the qualitative content of the transcribed MHL interviews following qualitative research guidelines (46) using the software MAXQDA (47). First, LK and MS determined the aim of the category construction on the basis of the research questions regarding which general and specific disorder knowledge COPMI have. Furthermore, the type of categories and level of abstraction were determined with a mixed form of content structuring and evaluative qualitative analysis with a high level of abstraction. In the next step, LK screened half of the interviews to become familiar with the material. The size of the segments to be coded was determined as partial sentences, sentences, or short paragraphs, and then the sequential analysis was implemented via a per-interview approach. Initially, LK defined seven higher-order categories relying on the interview structure. A randomly selected sample of 35% of the interviews was then coded in vivo by LK until the category system was saturated. During the subsequent systematization and organization of these inductively developed categories, we discovered a strong similarity with the DSM-5 disorder criteria (41). Following consultation with MS and HC, the inductively developed categories were substituted by deductive categories. These comprise the disorder-specific definitions and diagnostic criteria as described in the DSM-5 (41) and are matched to the initial inductive categories. In addition to these DSM-5-oriented deductive categories, three additional categories (no knowledge, correct conceptions, incorrect conceptions) were added to prevent loss of information. The developed category system was then applied by LK to 50% of the material to test its applicability to the data set. LK then developed a coding book and analyzed the whole set of interviews. To verify the quality of the coding system and determine interrater reliability, KP additionally analyzed 25% of the interviews independently using the coding book. KP was blinded for the codes that were assigned to the material by LK. Interrater reliability was estimated using Cohen’s kappa (κ) within the corresponding function in MAXQDA.




2.7 Quantitative analyses

Chi-square tests of independence were applied to identify associations between COPMI’s age and sex with general and specific disorder knowledge. Associations were tested at a significance level α of 5%. Odds ratios (OR) were calculated as effect sizes. To better align with the assumption of chi-square tests, which stipulates that expected frequencies should exceed 5 in at least 80% of the cells (48), we combined the two primary categories of “no knowledge” and “incorrect conceptions” given the limited number of participants displaying exclusively incorrect conceptualizations. Three levels of knowledge groups resulted in our analyzing in terms of age and sex: “no knowledge,” “good conceptualization,” and “good disorder knowledge.” The group “no knowledge” included all COPMI who displayed either no knowledge or only incorrect conceptions. The group “good conceptualization” included all COPMI who displayed either only correct conceptions or a mixture of correct conceptions and incorrect ones. The group “good disorder knowledge” included all COPMI displaying disorder knowledge that was also in line with DSM-5 descriptions (41) regardless of any additional display of incorrect or correct conceptualizations. This was implemented for both general and specific disorder knowledge. For general disorder knowledge, Pearson’s chi-square values are reported, as the assumptions of chi-square tests were met. For specific disorder knowledge, maximum likelihood ratio chi-square values are reported, as the described assumption of chi-square tests was not met.





3 Results

In this section, the categorical system with its structure of higher-order, main, and subcategories is described first. The first and second higher-order categories are then displayed separately: general disorder knowledge and whether the child knew about the parental disorder. Next is an overview of the higher-order categories 3 to 6, the specific disorder knowledge. Following this, the specific disorder’s main and subcategories are reported. Then, the last higher-order category and quantitative results are presented. We report results for children first and then for adolescents, and illustrate results with quotes of the participants.



3.1 Categorical system

An overview of the categorical system is displayed in Table 4. The system consists of three category levels: higher-order categories, main categories and subcategories. The developed higher-order categories include the COPMI’s knowledge about mental disorders in general (category 1), whether the interviewee knew that his or her parent was ill (category 2), specific knowledge about the parent’s disorder (categories 3–6), and specific knowledge about additionally required disorder criteria (category 7). Four main categories were developed for the higher-order categories of general and specific disorder knowledge (categories 1 and 3–6): no knowledge (x.1), incorrect conceptions (x.2), correct conceptions (x.3), and general/specific disorder knowledge (x.4).



Table 4 | Overview of the developed categorical system.
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The main categories no knowledge (x.1), incorrect conceptions (x.2), and correct conceptions (x.3) have no further subcategories. COPMI who did not answer or stated that they lacked knowledge were assigned to the no knowledge category. Inappropriate or incorrect mentions were assigned to the category of incorrect conceptions. Appropriate, correct, and exemplary descriptions exceeding any DSM-5-descriptions were assigned to the category of correct conceptions. For general/specific disorder knowledge, subcategories were developed. For general disorder knowledge (1.4), these subcategories (1.4.1 to 1.4.6) are in line with the DSM’s definition of a mental disorder (41). For specific disorder knowledge (3.4; 4.4; 5.4; 6.4), subcategories (3.4.1–3.4.9; 4.4.1–4.4.6; 5.4.1–5.4.7; 6.4.1–6.4.5) are in line with the specific DSM-5 disorder definitions and main diagnostic criteria (41). Three additionally required disorder criteria (category 7) were assessed together across all the specific disorders surveyed, namely, the time criterion, the criterion of distress or impairment, and the exclusion criterion of differential diagnoses. These represent the diagnostic criteria listed at the end of each disorder in the DSM-5 (41). The interrater reliability across all ratings was moderate according to McHugh (49) with κ = 0.67.




3.2 Knowledge about mental disorders in general

The majority of interviewed children (N = 77, 59.23%) showed no knowledge of mental illness in general, as can be seen in Figure 1. Mentions from 10 children (7.69%) were assigned to the category of incorrect conceptions, for instance, describing mental disorders as something “where one has no real illness, but rather that it’s the hormones” (10-year-old female, C9) or “if you can’t speak German properly” (11-year-old male, C10). Incorrect conceptions also included misconceptions about mentally ill people (“that’s those in wheelchairs or so”; 8-year-old male, C11). Sixteen children (12.31%) revealed correct conceptions of the construct of mental disorders providing example diagnoses. Regarding general disorder knowledge, the following three aspects were mentioned most frequently: 21 children (16.15%) associated mental illness with psychobiological processes, for example, as “something in the brain, like a faulty circuit in the brain” (11-year-old female, C1) or as “some change in the genes” (9-year-old male, C2). Eighteen (13.85%) could describe it as dysfunction or illness, for example, as “something like a disease” (8-year-old male, C3) or “that you have some problems and can't handle them like the other people around you” (11-year-old female, C4). Sixteen children (12.31%) described affected psychological functioning with most of them referring to affected emotions like “when you are very sad” (9-year-old male, C5) or “that someone is angry” (8-year-old male, C6). Beyond that, mentions from three children (2.31%) were assigned to the category “deviation from the norm” and two described associated distress or impairment (“if you can't do it like someone who is perhaps completely healthy”; 11-year-old female, C7). We assigned one child’s description of mental disorders as a syndrome (“Depression, for example, can be many things: grief, anger, anxiety, nausea, dizziness”; 8-year-old female, C8).
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Figure 1 | Overview of answers by children and adolescents within the categories on knowledge about mental disorders in general.

Among the adolescents, five (9.80%) displayed no knowledge. The mentions of two adolescents (3.92%) were assigned to the category of incorrect conceptions. They described that mental disorders were “not really an illness” (14-year-old male, A5). Almost half of all adolescents (N = 22, 43.14%) revealed correct conceptions. These comprised example diagnoses and adequate descriptions (“that you have an altered impression on your environment”; 13-year-old female, A9). Meanwhile, regarding general disorder knowledge, most adolescents associated mental disorders with one of the following three aspects: 21 (41.18%) described it as dysfunction or illness. Twenty adolescents (39.22%) associated mental disorders with psychobiological processes, like “a change of character [ … ] in the brain” (14-year-old male, A1), “if you have problems that are psychological in nature” (13-year-old female, A2) or “where the head tends to go a bit crazy from time to time” (12-year-old male, A3). The same number of adolescents (39.22%) described affected psychological functioning as follows: emotions were most frequently described as “when you don’t feel so well” (12-year-old female, A4), and behavior was referred to as being unusual, “peculiar” (14-year-old male, A1) or altered. Mentions of 11 adolescents (21.57%) were assigned to the category “deviation from the norm”, for example “if a person’s behavior deviates from the ‘norm’” (14-year-old male, A5) or “this is when you perhaps behave differently than, let's say, normal. There is no such thing as normal, but there is such a thing as not behaving in a way that would be good for other people either” (15-year-old female, A6). Associated distress or impairment was mentioned by seven adolescents (13.73%) in the form of “problems [ … ] that can affect your health” (13-year-old female, A7) or “so that you can no longer live properly” (14-year-old male A8). Two adolescents (3.92%) described mental disorders as a syndrome.




3.3 Knowledge about whether the parent is ill

Of all COPMI, n = 118 children were asked whether their parent was ill. Almost 67% did not know that their parent had a mental disorder (n = 79, 66.95%), while one quarter of the children suspected some form of disorder or knew about it (n = 30, 25.42%), like this 7-year-old boy (C12): “Yes, I have a feeling about it. I just think there’s something not right with my parents”. For n = 9 children, it was unclear whether they knew, suspected, or did not know about the parental mental disorder due to the child’s answer’s unclear wording or due to biased wording of the question (“And do you think, for example, that your parents were ever really sad?”; interviewer I1). The remaining n = 63 children in the sample were not asked the corresponding question.

In sum, n = 50 adolescents were interviewed on whether their parent was ill. While n = 23 (46%) of them did not know about their parent’s disorder, n = 27 (54%) suspected or knew about some form of mental disorder. One adolescent was not asked the corresponding question.




3.4 Knowledge about the specific parental mental disorder



3.4.1 Summarized specific disorder knowledge

For a better overview, Figure 2 illustrates the four main categories of specific knowledge (no knowledge, incorrect conceptions, correct conceptions, and specific disorder knowledge) assessed within the different specific disorder groups separately for children and adolescents. This is followed by a split overview of the results from each of the four disorder groups.
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Figure 2 | Overview of the main categories of specific knowledge by children and adolescents for the different disorder groups. Depression: Depressive Disorders, anxiety: Anxiety Disorders, trauma: Trauma- and Stressor-Related Disorders, somatic: Somatic Symptom and Related Disorders.




3.4.2 Knowledge about Depressive Disorders

A total of n = 49 children were interviewed about their knowledge of Depressive Disorders. As seen in Figure 3, almost 80% (n = 39, 79.59%) reported no knowledge. Four children displayed incorrect conceptions, such as confusing symptoms of depressive disorders with those of an infectious disease (“uh, like Corona”, 8-year-old male, C2). Likewise, four children displayed correct conceptions, such as “he [ … ] seldom talks” (11-year-old female, C14). Regarding specific disorder knowledge, six children (12.24%) described depressed mood in the form of “that you feel helpless, and desperate” (11-year-old female, C1) or “that's when people are somehow really sad because of a certain thing. And not just once, but for a long time and over and over again and very strongly” (11-year-old female, C13). Three children (6.12%) mentioned irritable mood, and two children’s descriptions (4.08%) could be assigned to the category of anhedonia (“He just doesn't enjoy many things as much as he used to,” 11-year-old female, C1). Two children (4.08%) described psychosomatic alterations, and one child (2.04%) described weariness. No mentions could be assigned to the following categories: thoughts about death, impaired executive functioning, and low self-esteem.
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Figure 3 | Overview of answers by children and adolescents within the categories on knowledge about Depressive Disorders.

Furthermore, n = 23 adolescents were interviewed on their knowledge about Depressive Disorders. Only two of them (8.70%) displayed no knowledge. Three adolescents (13.04%) had incorrect conceptions of the disorder, for instance, naming “laziness” (12-year-old male, A14) as a disorder symptom. Up to 80% of the adolescents (n = 18, 78.26%) displayed correct conceptions of depressive disorders. These include descriptions of co-occurring somatic symptoms and observed behavior, for example, “that there is something that is bothering the person, but somehow you also realize that they don't want to or can't talk about it like that” (17-year-old female, A16). At the same time, one adolescent adequately stated: “I feel like you often can’t really see it. I’ve noticed that people often just put on a fake smile” (16-year-old female, A10). Regarding specific disorder knowledge, most frequently mentioned (n = 20, 86.96%) was depressed mood, like “feeling empty, being unhappy with life” (16-year-old female, A10), “always seeing something bad in everything” (14-year-old male, A11) or “when you give up on yourself” (15-year-old male, A12). More than half of the adolescents mentioned aspects of anhedonia (n = 13, 56.52%), describing it as “being unmotivated” (16-year-old female, A13) or when one “doesn't feel like doing almost anything” (12-year-old male, A14). Six adolescents (26.09%) reported irritable mood, and five (21.74%) described weariness. Four adolescents (17.39%) mentioned thoughts about death. Other mentioned symptoms, each named by three adolescents (26.09%), comprise sleep or appetite changes, low self-esteem, and impaired executive functioning. Three adolescents also described psychosomatic alterations (“for example, when you’ve gotten to know someone who’s cheerfully and suddenly you realize that they rarely laugh anymore”; 13-year-old male, A15).




3.4.3 Knowledge about Anxiety Disorders

A total of n = 41 children were interviewed on their knowledge about Anxiety Disorders. As seen in Figure 4, almost half of them (n = 20, 48.78%) reported no knowledge of the disorder. Two children (4.88%) held incorrect conceptions, for example, naming “extortion” as a disorder symptom (9-year-old male, C18). Eight children (19.51%) revealed correct conceptions that mainly referred to facial expressions as disorder symptoms or descriptions of specific situations. Regarding specific disorder knowledge, almost half of the children (n = 20, 48.78%) described an anxiety or panic response, such as “if you panic right away when you're somewhere [ … ] and that’s like a disorder, too” (8-year-old female, C15). Ten children (24.39%) reported on behavioral abnormalities. Nine children (21.95%) described avoidant-cautious behavior, such as “he gets so anxious and [ … ] then he just wants to get out” (9-year-old female, C16) or “that he pulls away from everything” (9-year-old male, C17). Six children (14.63%) mentioned somatic symptoms like trembling or sweating. Negative thoughts were mentioned by four children, and one child described symptoms of dissociation or nightmares.
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Figure 4 | Overview of answers by children and adolescents within the categories on knowledge about Anxiety Disorders.

In addition, seven adolescents were interviewed on their knowledge about Anxiety Disorders. One (14.29%) reported no knowledge, and one adolescent’s incorrect conception referred to being “stupid” (15-year-old male, A20). Correct conceptions of three adolescents (42.86%) included “having claustrophobia” (12-year-old female, A18) and “perhaps also [being] a little sad” (14-year-old female, A19). Meanwhile, regarding specific disorder knowledge, five adolescents (71.43%) named an anxiety or panic response. Knowledge on avoidant–cautious behavior (n = 3, 42.86%) included mentions of being “very hesitant” (13-year-old female, A2). Descriptions of behavioral abnormalities (n = 3, 42.86%) referred to strange or restless behavior. Further reports on symptoms included somatic symptoms (n = 2, 28.57%) as well as symptoms of dissociation or nightmares (n = 2, 28.57%; “if one’s no longer really responsive, I’d say”; 14-year-old male, A8). One adolescent (14.29%) mentioned negative thoughts.




3.4.4 Knowledge about Trauma- and Stressor-Related Disorders

Among all children, n = 23 were interviewed on their knowledge about Trauma- and Stressor-Related Disorders. Fourteen children (60.87%) showed no knowledge of the disorder, as seen in Figure 5. Six children (26.09%) displayed incorrect conceptions, referring among other things to being “an outsider” (8-year-old male, C24), wanting to “fit in with everyone” (8-year-old male, C25) or “when you bother a king” (5-year-old female, C26). Five children (21.74%), however, held correct conceptions, including “that one reacts strangely” (10-year-old female, C22) or “maybe it's that you can't really return to being normal” (8-year-old male, C23). Regarding specific disorder knowledge, we assigned one child’s statement (4.35%) to dissociation or intrusion (“so you can see it [ … ] sometimes that they look really scared”; 8-year-old female, C30), one to negative affect (“when you’re sad”; 10-year-old female, C20), and one to avoidance (“some of them often run away”; 8-year-old female, C21). None of the interviewed children’s mentions could be assigned to the categories: critical event, diminished involvement, negative cognitions, or increased arousal.

[image: Bar chart comparing knowledge levels about disorders between children and adolescents. Categories include no knowledge, incorrect conceptions, correct conceptions, and specific disorder knowledge such as critical event, avoidance, and increased arousal. Children are represented in blue and adolescents in green.]
Figure 5 | Overview of answers by children and adolescents within the categories on knowledge about Trauma- and Stressor-Related Disorders.

Among all adolescents, seven were interviewed on their knowledge about Trauma- and Stressor-Related Disorders. Three (42.86%) reported no knowledge. Two adolescents (28.57%) held incorrect conceptions, one of whom referred to having “problems fitting into a group [and being] uncooperative” (15-year-old female, A22). Three adolescents (42.86%) displayed correct conceptions, “that you get insomnia or something” (13-year-old male, A21), when “you’re lonely” (15-year-old female, A22), or when “it’s all too much” (14-year-old male, A23). Meanwhile, regarding specific disorder knowledge, three adolescents (42.86%) described negative affect and two (28.57%) named the existence of a critical event. No statements from the interviewed adolescents could be assigned to the categories: avoidance, diminished involvement, dissociation or intrusion, or negative cognitions.




3.4.5 Knowledge about Somatic Symptom and Related Disorders

Five children were interviewed on their knowledge about Somatic Symptom and Related Disorders. One (20.00%) reported no knowledge, as seen in Figure 6, while no mentions of these children could be assigned to the categories of incorrect or correct conceptions. Regarding specific disorder knowledge, three children (60.00%) named the existence of a stressful somatic symptom. Two children each (40.00%) named negative feelings (“when he feels sad”; 6-year-old female, C27) and symptom-related behaviors (“then mom lies on the sofa or in bed”; 6-year-old female, C28). We allocated one child’s description (20.00%) to the category of adverse psycho-behavioral impact: “And then we tell her to lie down. But she doesn't want to lie down because she’s always got something to do. So she can't just sit there and watch the others while they’re doing something. That's no option for her” (11-year-old female, C4). None of the interviewed children’ mentions could be assigned to the excessive thoughts category.
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Figure 6 | Overview of answers by children and adolescents within the categories on knowledge about Somatic Symptom and Related Disorders.

We also interviewed nine adolescents on their knowledge about Somatic Symptom and Related Disorders. Five (55.56%) reported no knowledge, and three adolescents (33.33%) held incorrect conceptions, such as describing the symptoms as “pain [ … ] that doesn’t appear when it should” (12-year-old male, A26). Four of the interviewed adolescents (44.44%) revealed correct conceptions, for example, being “more easily irritable” (14-year-old female, A24). Likewise, regarding specific disorder knowledge, four adolescents (44.44%) described symptom-related behaviors, such as “when you try to take it easy on yourself” (14-year-old female, A24) or “when they withdraw a bit” (13-year-old female, A25). Two adolescents each (22.22%) described the existence of a somatic symptom and mentioned negative feelings (“[being] very often sad”; 13-year-old female, A25). We were unable to assign any statements to the categories of excessive thoughts or adverse psycho-behavioral impact.




3.4.6 Specific knowledge about additionally required disorder criteria

We included all interviews with adolescents (n = 51) and n = 128 interviews with children to assess the specific knowledge about additionally required disorder criteria. The time criterion was assigned most frequently, as three children and 12 adolescents described a certain time intensity or duration for the specific disorders. Their statements mostly concerned descriptions within the spectrum of depressive disorders (n = 14) like this explanation by an 11-year-old girl (C1): “when [ … ] there’s no getting around the fact that you’re just sad all the time.” The criterion of distress or impairment, for instance as in “[one] can no longer live their everyday life properly” (12-year-old female, A27), was observed in interviews with three children and five with adolescents. We were unable to assign any mentions to the excluded differential diagnoses criterion.






4 Quantitative analyses



4.1 Age and sex differences regarding general and specific disorder knowledge

Separate chi-square tests for independence revealed significant associations between COPMI’s age and sex with general and specific disorder knowledge. First, age was significantly associated with general disorder knowledge, χ2 (2) = 41.84, p < 0.001. The odds of displaying general disorder knowledge versus no knowledge were 15.26 times higher among adolescents than children. Similarly, the odds of revealing good conceptions rather than no knowledge were 19.68 times higher among adolescents than children. Second, age proved to be significantly associated with specific disorder knowledge, Lχ2 (2) = 22.90, p < 0.001. The odds of showing specific disorder knowledge rather than none were 5.74 times higher among adolescents than children. Similarly, the odds of exhibiting specific disorder knowledge rather than a good conceptualization were 7.77 times higher in adolescents than children. Third, COPMI’s sex was significantly associated with general disorder knowledge, χ2 (2) = 7.05, p < 0.05. The odds of showing general disorder knowledge versus no knowledge were 1.94 times higher in males than in females. Similarly, the odds of displaying good conceptions rather than no knowledge were 3.96 times higher in males than in females. COPMI’s sex was not significantly associated with specific disorder knowledge, Lχ2 (2) = 0.44, p = 0.819.





5 Discussion

MHL plays an essential role in promoting mental health in children and adolescents, exerting significant influence on their help-seeking behavior and thus serving as a pivotal factor in mitigating the perpetuation of psychopathological symptoms in youth. Within the MHL concept, disorder knowledge is of particular importance among youth populations carrying an increased risk for developing a mental disorder, such as COPMI, as it is considered a mediator in the transgenerational transmission of mental disorders. To further determine the role of disorder knowledge, the aim of the current study was to identify COPMI’s disorder knowledge in general and their knowledge about the parental disorder specifically. We also aimed to identify differences in disorder knowledge in terms of COPMI’s age and sex.

With regard to research question 1 on COPMI’s knowledge about mental disorders in general, we found that most children did not report general disorder knowledge. This finding is in line with research showing a lack of knowledge and missing factual information among COPMI (27). Nevertheless, several of our study’s children displayed some disorder knowledge, and correct conceptualizations were observed more often than incorrect ones. This evidence illustrates that children are certainly capable of adequately appraising and describing what mental disorders constitute—in contrast to parents often feeling that their children are too young to talk about the issue (16). Adolescents meanwhile demonstrated both knowledge in line with the DSM-5 and correct conceptions beyond the DSM-5 diagnostic definitions. Previous studies indicated low MHL levels among youth (16, 23), as well as inadequate or inaccurate knowledge among COPMI (24, 25), and might have underestimated the knowledge levels of young people for methodological reasons. These include the common use of specific case vignettes (16, 23) or the qualitative analysis of focus group interviews or online forum content, whereas we asked the children directly and in a one-to-one setting.

With regard to research question 2 on COPMI’s specific knowledge about their parents’ specific mental disorder, we demonstrated that the level of knowledge was dependent on the disorder group about which the COPMI were being interviewed. Children interviewed on parental Depressive Disorders or Trauma- and Stressor-Related Disorders most frequently revealed no knowledge. For Anxiety Disorders, half of the interviewed children lacked knowledge, and within the Somatic Stress Disorders, children showed noticeably high levels of specific disorder knowledge in line with the DSM-5. It is important to note that children may not have consciously acquired knowledge about depression, anxiety disorders, or trauma disorders (16, 26). However, they may be able to associate somatic symptoms or the parents’ visible pain more easily with somatic disorders. Moreover, correct conceptions were infrequently exhibited by children across any disorder group, suggesting that children may either possess specific learned knowledge about a disorder, or lack knowledge altogether. Maladaptive parental behavior resulting from the disorder could be misattributed by the child due to a lack of knowledge resulting in a negative development where the child associates the parent’s behavior with its own behavior rather than with the disorder [e.g. (6, 29)]. Adolescents interviewed about a parental Depressive Disorder or Anxiety Disorder frequently displayed specific disorder knowledge in line with and beyond the DSM-5. As COPMI often are uninformed about the parental disorder (31), adolescents might have consciously encountered aspects of depression or anxiety disorders additionally through interactions with peers or social media, thus acquiring correct symptom knowledge and a correct conceptualization of the disorders. Similarly, Miles et al. (50) identified individuals with high MHL as having more experience with disorders through peer history than do individuals with less MHL. The high prevalence of mood disorders during adolescence supports this notion (51). Among the adolescents interviewed on Trauma- and Stressor-Related Disorders, almost half displayed no knowledge, and a third held incorrect conceptions. Symptom knowledge only encompassed two aspects of the disorder, but it was supplemented by a correct conceptualization of the disorder. For Somatic Symptom and Related Disorders, adolescents most frequently showed no knowledge. This finding stands in contrast to the children’s results but may be attributable to the fact that children were asked more often about a “pain disorder,” whereas adolescents were asked more often about a “somatic stress disorder”—thus the use of different terms already introduced a bias.

Taken together, we found that children often demonstrated no specific disorder knowledge, except for somatic disorders, and that adolescents showed moderate-to-high levels of symptom knowledge about their parent’s specific disorder. This finding suggests that children, in particular, need both more information on the subject of mental disorders, in general, and additional information on their parent’s specific illness. Furthermore, our study data align with the subjective need expressed by COPMI for more information about their parents’ specific disorder (27) highlighting that a significant portion of COPMI lack specific disorder knowledge altogether. To rule out the possibility that interviewed children are unable to understand the interview questions due to their developmental level, it would be beneficial to consider strategies for more adequately recording the knowledge of younger children.

Regarding research question 3, we have demonstrated significant associations between COPMI’s age and their general and specific disorder knowledge. Just as previous research has revealed (21), so too did our results indicate a significant association between COPMI’s age and the level of knowledge. The odds of possessing both correct general and specific disorder knowledge were significantly higher in adolescents than in children. This increase of knowledge with age during youth is already well established (20, 21) and was confirmed regarding general and specific knowledge in our explorative study. There is also no research account to date showing that parents communicate with children under the age of 11 years about their illness (52). Our data confirms this lack of communication, namely, that most children were unaware of their parent’s mental disorder. Together, these findings contribute to explaining the limited knowledge COPMI have about mental disorders despite being (unknowingly) confronted with the impact of mental disorders in the family setting on a day-to-day basis.

With regard to research question 4, we were able to show a significant association between COPMI’s sex and general disorder knowledge. The odds of having correct general disorder knowledge were significantly higher in males than in females. In contrast to findings cited by Campos et al. (18) and many others, our study reveals more correct disorder knowledge in males than in females in both age groups. We assume that this finding might be due to the novel approach we took. As females are considered to be more sensitive to mental health issues (18), their recognition of illness symptoms in case of vignettes may trigger different conclusions than we drew in the COMPARE—family study. As we found that males were more likely to display general knowledge, a lesson from our findings may be that interventions should support males in applying their knowledge, such as recognizing symptoms in others, and to foster knowledge in females for the protective effects of MHL. As sex was not significantly associated with specific disorder knowledge, the role of sex in MHL expression should be examined further. In this context, it would also be beneficial to examine the sex dyads between child and ill parent in more detail given that more mentally ill mothers than fathers were included in our sample. This could potentially influence sex-specific attribution patterns as well as the communication about mental illness within the family.

Taken together, the fact that we took a deductive approach enabled us to assess COPMI’s knowledge about mental disorders in general and about the parental mental disorder specifically. Moreover, the use of a system with the four main categories (no knowledge, symptom knowledge in line with the DSM, correct conceptions, and incorrect conceptions), allowed for a nuanced assessment of disorder knowledge. This forms an important foundation for subsequently establishing a relationship between the level of disorder knowledge and parameters in the transgenerational transmission model. In particular, the association between disorder knowledge and the development of psychopathologies in COPMI might be determined this way.



5.1 Strengths and limitations

One of the major strengths of our study is our sample’s heterogeneity supporting the transferability of our findings. This heterogeneity is characterized by the multi-centered approach, the broad age range of included COPMI, consideration of different parental diagnoses, comorbidities and degrees of disorder severity, as well as different sex dyads between COPMI and affected parent. Nonetheless, the extent of transferability of our sample’s findings to COPMI in general may be limited. As the COMPARE—family study required parents to be willing to undergo psychotherapy and regularly attend study appointments, our findings could be biased by an overrepresented group of COPMI with highly motivated parents. Different findings might have yielded for COPMI outside the care system. However, as our sample’s COPMI displayed a lack of knowledge of mental disorders, we can assume that COPMI outside the care system would have even lower levels of knowledge. It is also worth noting that all types of mental disorders were considered in the COMPARE—family study, but not all COPMI could be accounted for in our analysis of specific disorder knowledge, as the disorders were considered on a group level. The conclusiveness of our results can therefore not be generalized to all types of mental disorders, and the disorder groups underrepresented in this study should be investigated further. Nevertheless, the large sample size is one of the strengths of our study, which enabled a comprehensive comparison of disorder knowledge.

Another study limitation is the moderate interrater reliability of the code system we developed. To use the deductive approach more broadly, a higher level of agreement between coders should be aimed at. This can be achieved by revising the codebook and a second coder’s training. Meanwhile, a major strength of this study lies in our deductive approach, which enabled us to capture the presence and extent of disorder knowledge. Previous studies on knowledge in MHL have utilized vignettes (8, 37), inductive qualitative content analysis (27, 31), questionnaires, and mixed methods (18, 36). However, some of these methods have limitations. For instance, symptom recognition in vignettes does not equate to knowledge and is viewed critically (53, 54). Furthermore, MHL questionnaires are still being developed (18) and do not include the specific parental diagnosis. Moreover, assessing correct knowledge and comparing results within the inductive approach remains problematic because of different methodologies (24). To address some of the aforementioned methodological limitations, we took a novel qualitative approach in this study. By applying the DSM-oriented deductive qualitative content analysis, knowledge levels could be determined congruently in line with different forms of knowledge (general and specific) and among different samples (children and adolescents; various disorder groups). Findings generated in this way have the potential to indicate which variables should be targeted in MHL interventions aiming to strengthen COPMI’s disorder knowledge.




5.2 Implications for research and practice

Practical implications of the present study include the consideration of our findings in MHL interventions for COPMI. For example, we demonstrated that males displayed more general knowledge about disorders and that they might lack the skills to apply that knowledge. We also showed that the two age groups had different levels of specific knowledge regarding the different specific disorders. Drawing from our findings, we recognize a great need for psychoeducation among younger children whose parents suffer from depressive disorders. The lack of knowledge was most prevalent in this subgroup, while at the same time, depression is one of the most common mental disorders affecting a large number of families. Since targeting knowledge as an intervention may have limited effects on actual behavioral change (55), it might be beneficial to consider integrating psychoeducational aspects of MHL with mental health action components as, for example, proposed by Marinucci et al. (56).

Research implications from the present work arise from pending research on the relationship between COPMI’s disorder knowledge and coping strategies as well as the development of child psychopathology in the transmission model. Other research implications include the analysis of associations between the child’s, their ill parent’s, and their healthy parent’s disorder knowledge. We, therefore, suggest that the DSM-oriented deductive qualitative content analysis approach be retained, optimized, and applied to other samples and additional measurement time points within the COMPARE—family study and beyond.





6 Conclusion

Knowledge about mental disorders is viewed as an important coping mechanism for COPMI. In particular, it helps in dealing with the family situation on a day-to-day basis and thus may increase the sensitivity to the development of COPMI’s own symptoms. Disorder knowledge, therefore, has the potential to play an important role in preventing the development of COPMI’s psychopathologies, if it is targeted right. In our study, we showed that COPMI have limited knowledge about mental disorders in general and about the specific parental disorder. This evidence, however, proved to be dependent on COPMI’s age, partly dependent on their sex, and on the parental disorder group. Strengthening COPMI by enhancing their knowledge and understanding of the specific parental disorder in an action-focused way should be a major goal of future preventive efforts. Moreover, an important focus of MHL research in COPMI should be to shed light on the role of disorder knowledge in the transgenerational transmission of mental disorders. The methodological approach we propose can, therefore, be considered as a template to determine the knowledge component of MHL in COPMI in a comparable manner across different populations, disorder groups, and over time.
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Background

Parental psychosis (bipolar disorder and schizophrenia) are major risk factors for mental health problems in offspring. Although interventions that focus on parenting and the family environment have shown effectiveness in mitigating this risk, no systematic review has examined the impact of simply treating adult bipolar disorder or schizophrenia on their dependent children’s outcomes.





Aims

To systematically review the effects (in randomized controlled trials) of adult-based interventions for bipolar disorder and schizophrenia, on offspring mental health and wellbeing.





Method

Eligibility criteria included randomized controlled trials that examined the treatment of adults with bipolar disorder and schizophrenia that also included child mental health and wellbeing outcomes. PubMed, Scopus, PsycINFO, and PsychArticles databases were searched.





Results

168,317 studies were reviewed; however, zero studies that met the inclusion criteria could be found.





Conclusions

The existing research aimed at treating adult bipolar disorder and schizophrenia has so far overlooked the potential advantages that these treatments could provide for their offspring. This is a missed opportunity to understand the mechanisms of intergenerational transmission. Researchers examining treatments for adults with bipolar disorder and schizophrenia should, where appropriate, consider including both adult and child mental health outcomes in their trials.





Systematic review registration

https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=431007, identifier CRD42023431007.





Keywords: schizophrenia, bipolar disorder, intergenerational transmission, parents, children, treatment, prevention




1 Introduction

Bipolar disorder (BD) and schizophrenia (SZ) (often referred to as ‘psychosis’) are chronic and often incapacitating conditions. In 2019, 39.5 million individuals were affected by BD, and in 2022, 24 million individuals were affected by SZ worldwide (1, 2). The typical age of onset of BD and SZ is between late adolescence and early adulthood (3–6) at a time when many individuals start families.

It is well established that BD and SZ run in families (7–11). That is, children of parents with BD or SZ are at a high risk of developing the disorders themselves. A meta-analysis reported that the offspring of SZ parents were at a 7.54-fold risk of developing SZ, and the offspring of BD parents were at a 4.06-fold risk of developing BD themselves (9). Moreover, a large Danish study involving a cohort of 2.7 million individuals found that when one parent has SZ, offspring have a 7% risk of developing the disorder, which escalates to 27.3% if both parents are affected (12). Similarly, for BD, the risk for offspring is 4.4% with one affected parent, rising to 24.9% when both parents have BD (12). Not only do such offspring run a high risk of developing BD or SZ, but they also have an increased risk of developing other difficulties, including attention-deficit/hyperactivity disorder (ADHD), anxiety disorder, conduct disorder, behavioral and language issues during childhood, in comparison to children of parents without the disorders (13–16).



1.1 The intergenerational transmission of bipolar disorder and schizophrenia

Genetic, environmental, and psychosocial factors are implicated in the intergenerational transmission of BD and SZ, with genetic factors explaining a substantial proportion of the variance in comparison to other psychological disorders (17–21).

Although BD and SZ have substantial genetic heritability, environmental and psychological variables can add to this risk (9, 22–26). One environmental factor that is likely to be implicated in the intergenerational transmission of BD and SZ is parenting. Research has shown that parents with BD and SZ are likely to report disturbances associated with their parenting practices (27, 28). Research shows that such parents are more likely to have difficulties with discipline and control, dependency on the child, boundary setting, parent-child bonding, and experience higher levels of parenting stress (29–39). Difficulties in providing consistent, high-quality parenting are associated with increased mental health problems in children and may provide a partial explanation for the increased risk of mental health problems in the children of parents diagnosed with BD or SZ (36, 40–42).




1.2 Interventions for bipolar disorder and schizophrenia

Pharmacotherapy is effective in treating adults with BD and SZ. For instance, a meta-analysis demonstrated that adults with BD who were treated with valproate for their depressive symptoms showed a 39.3% response and 40.6% remission rate (43). In the case of SZ, the OPTIMISE study (44) found that when adults with SZ were administered amisulpride for four weeks, the remission rate was 67% of those who completed the trial.

Psychotherapy is also standard in the treatment of BD and SZ. One of the established psychosocial treatments for BD is family-focused therapy (FFT). FFT integrates psychoeducational sessions with communication and problem-solving training (45). Research on FFT has demonstrated its efficacy in mitigating depressive symptoms, reducing the likelihood of relapse, and improving psychosocial and family functioning (45–49). One line of evidence for psychosocial interventions for SZ comes from multifamily group therapy (MFGT), which combines psychoeducation, relapse prevention, social skills and occupational development, and problem-solving sessions (50). Research shows that MFGT leads to reduced stress, reduced levels of relapse and rehospitalization, and enhanced negative symptoms in adults (51–54).




1.3 The present study

It is clear that interventions for BD and SZ are at least somewhat effective. Given that these disorders often run in families, it would be interesting to know whether successful treatment of an adult mitigates this risk to their children. Answering this question has both clinical and theoretical implications: If treating the parent does reduce risk to the child, then CAMHS clinicians would be well-advised to partner with adult mental health services when considering the needs of children whose parents have BD or SZ. Similarly, understanding the impact of parental treatment would allow theoretical advances in our understanding of the intergenerational transmission of poor mental health. A large body of research exploring the impact of treating adult BD and SZ now exists, and this study set out to explore what this research tells us about the impact of treating adults on their children. In other words, what are the implications for children’s outcomes when their parent is treated for BD or SZ? To date, no systematic reviews have explored this question.

Thus, the present study aimed to systematically review all the RCTs investigating the impact of adult-focused BD and/or SZ interventions on their offspring’s mental health and wellbeing.





2 Methods

This systematic review adhered to the reporting standards outlined in the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (55). This review was prospectively registered with PROSPERO (registration: CRD42023431007).



2.1 Eligibility criteria

This study set out to identify all randomized controlled trials (RCTs) addressing interventions for adults with psychosis (BD and SZ). Studies were required to fulfill each of the following eligibility criteria for inclusion in the review.

	The study was of adults (aged 18-65) of any gender who had or have had a diagnosis of psychosis, more specifically, either bipolar disorder or schizophrenia.

	The study included adults as the primary participants based on their diagnosis (bipolar disorder or schizophrenia), rather than being recruited based on their child’s diagnosis.

	The study was primary research and was published in a peer-reviewed journal either in English or Turkish.

	Study participants were treated for adult psychosis (bipolar disorder or schizophrenia) with any type of treatment (e.g., psychological, pharmaceutical, holistic interventions). Treatment could be provided in any format (individual, group, face-to-face, online, self-help, etc.) and any setting (hospital, community center, home, etc.). There were no restrictions on the number of sessions, length, or follow-up.

	The study compared the intervention to a control group (any other intervention such as psychological, pharmacological, holistic, treatment as usual, placebo, or to a waiting list control).

	The study examined any mental health or well-being outcome in offspring children (under the age of 18) after the index parent’s treatment for bipolar disorder or schizophrenia.

	The study reported the results of a randomized controlled trial.



The following were the exclusion criteria:

	Unpublished theses, review papers, meta-analyses, prevention studies, and other grey literature.

	Studies where the intervention’s primary aim was not treatment of adult bipolar disorder or schizophrenia.

	Studies where the intervention included elements targeting parenting or parent-child interaction.

	Studies where, as part of the research design, the children of those who took part in the study received treatment.






2.2 Information sources

Searches were conducted up to 17th August 2023 with PubMed, Scopus, PsycINFO, and PsychArticles databases. To identify any other pertinent RCTs, reference lists of relevant articles, systematic reviews, and meta-analyses were also searched, and a hand search of the Bipolar Disorder Research Network was performed.




2.3 Search strategy

The search strategy had the objective of finding all the RCTs that investigated any treatments for adults with bipolar disorder or schizophrenia. Where possible, in each database, some search filters and limits such as “English and Turkish language”, “peer-reviewed”, and “not animal” were applied. Search terms were informed and identified by using Cochrane Library’s list of terms for bipolar disorder and schizophrenia, and Cochrane’s search strategy for identifying RCTs was used. The full search strategy for the four databases was as follows:

PubMed, PsycINFO, and PsychArticles:

[(MJMAINSUBJECT.EXACT(“Treatment Outcomes”) OR MJMAINSUBJECT.EXACT(“Placebo”) OR MJMAINSUBJECT.EXACT(“Treatment Effectiveness Evaluation”) OR MAINSUBJECT.EXACT(“Followup Studies”)] OR tiab(placebo* OR random* OR “comparative studies” OR “comparative study”) OR tiab[(“clinical trial” OR “clinical trials”)] OR tiab(“research design”) OR tiab [stud* NEAR/3 (prospectiv* OR evaluat*)] OR tiab [(singl* OR doubl* OR trebl* OR tripl*) NEAR/3 (blind* OR mask*)].

AND tiab[“Manic” OR “Manic Disorder*” OR “bipolar disorder” OR “bipolar disorders” OR “Bipolar Mood” OR “Manic Depressive” OR “Mood Disorder” OR “Bipolar Affective” OR “Bipolar” OR “Bipolar Affective Psychosis” OR “Manic-Depressive Psychosis” OR “Bipolar Depression” OR “Manic Depression” OR “Bipolar Disorder Type 1” OR “Type 1 Bipolar Disorder” OR “Type 2 Bipolar Disorder” OR “Bipolar Disorder Type 2” OR “schizophreniform disorder” OR “Schizophreniform” OR “Brief Reactive” OR “Brief Reactive Psychos*” OR “reactive psychosis” OR “Schizoaffective” OR “schizoaffective disorder” OR “Schizophrenia” OR “Psychosis”)].

Scopus:

[TITLE-ABS-KEY (“Treatment Outcomes” OR placebo OR “Treatment Effectiveness Evaluation” OR “Followup Studies” OR random* OR “comparative stud*”)] OR [(TITLE-ABS-KEY (“clinical trial*”) OR TITLE-ABS-KEY (“research design”) OR TITLE-ABS-KEY (stud* W/3 prospectiv* OR evaluat*) OR TITLE-ABS-KEY (singl* OR doubl* OR trebl* OR tripl* W/3 blind* OR mask*)].

AND [TITLE-ABS-KEY (manic OR “Manic Disorder*” OR “bipolar disorder” OR “bipolar disorders” OR “Bipolar Mood” OR “Manic Depressive” OR “Mood Disorder” OR “Bipolar Affective” OR bipolar OR “Bipolar Affective Psychosis” OR “Manic-Depressive Psychosis” OR “Bipolar Depression” OR “Manic Depression” OR “Bipolar Disorder Type 1” OR “Type 1 Bipolar Disorder” OR “Type 2 Bipolar Disorder” OR “Bipolar Disorder Type 2” OR “schizophreniform disorder” OR schizophreniform OR “Brief Reactive” OR “Brief Reactive Psychos*” OR “reactive psychosis” OR schizoaffective OR “schizoaffective disorder” OR schizophrenia OR psychosis)].




2.4 Study selection

The screening of studies was conducted by two independent reviewers (B.C., V.P.) using Eppi-Reviewer software. First, each reviewer screened titles and abstracts against the inclusion and exclusion criteria. A random sample of 10% of papers were double-screened by both reviewers. The level of agreement in title and abstract double-screening was 97.6% (κ = 0.73). Any disagreements in the screening on the title and abstract stage were resolved by discussion to reach a consensus. After screening titles and abstracts, papers selected for full-text screening were retrieved as far as possible.

Two independent reviewers then conducted full-text screening (B.C., V.P.). In the full-text screening, reviewers scanned the methods section of each paper to identify any outcome measures relating to children. As an additional measure, they also electronically searched the whole paper for the following terms: “offspring”, “baby”, “infant”, “child”, “adolescent”, “youth”, “parent”, “mother”, and “father”. The reviewers double-screened a random sample of 10% of the full-text articles to check for inter-rater reliability. The full-text double-screening phase returned a 100% agreement rate between the reviewers.





3 Results

Initially, 168,317 studies were identified from the databases and 79,886 remained after removing the duplicates (n = 88,431). After title and abstract screening, a total of 76,899 did not meet our inclusion criteria and, therefore, were excluded.

A total of 2,987 studies were sought for full-text analysis; however, 34 were unavailable. To access the unavailable papers, corresponding authors were contacted via email requesting the papers, which yielded 0 papers. Thus, 2,953 full-text papers were screened. This number comprised 2,076 full-text papers on schizophrenia, 656 on bipolar disorder, and 221 including both conditions.

Out of these 2,953 full-text screened papers, zero studies met all of the inclusion and exclusion criteria. The selection process is reported in Figure 1, with reasons for exclusion.

[image: Flowchart illustrating the identification and screening of studies for schizophrenia (SZ) and bipolar disorder (BD). It shows records from databases and websites, with numbers tracking records removed, retrieved, assessed for eligibility, and excluded. Reasons for exclusion include lack of child-related outcomes, not being an RCT, wrong target group, early intervention, and language factors. The chart ends with zero studies included for both SZ and BD.]
Figure 1 | PRISMA flow diagram. Adapted from 'The Prisma 2020 statement: An updated guideline for reporting systematic reviews' by Page et al., licensed under CC-BY (55).




4 Discussion

The objective of this systematic review was to determine the impact of simply treating parental BP and SZ on the mental health and wellbeing of their children. This study aimed to identify all RCTs that examined this question. We were able to find no studies that met our criteria. It should be noted that other non-RCT literature might be available and would not have been identified in this study.

The scarcity of research that matched our rigorous criteria suggests an important clinical and theoretical gap in the BD and SZ literature. Considering the well-established association between parental BD or SZ and the emergence of these disorders in children and adolescents (9, 56), this is a significant gap. Understanding the effects of treating parental BD or SZ on their children has the potential to enhance our understanding of the mechanisms that underpin the transmission of these disorders within families and to reduce the risk of poor mental health in this vulnerable set of children.

Despite a lack of papers that fully matched the inclusion criteria, some studies of BD were found that might provide some insight. We found three studies that treated adults for their BD and also looked at the impact on family functioning (57–59). These studies could not be included in the present review because they did not assess child outcomes, however, their results are summarised below.

In Miklowitz et al.’s (57) study, adults with BD were randomized to receive intensive psychosocial or collaborative care treatment. Before and after the intervention, participants were interviewed using the Longitudinal Interval Follow-up Evaluation-Range of Impaired Functioning Tool (LIFE-RIFT), which assessed their functioning across several domains, including their relationships with their children. Participants receiving intensive psychosocial treatment improved their overall LIFE-RIFT scores, as well as their relationship (with family, children or friends) scores more than participants in the control treatment (57) indicating that treating the parental BD may have had some impact on family functioning and possibly, therefore, on children’s wellbeing, although this was not directly measured. Similarly, Sylvia et al. (58) administered lithium therapy plus optimal personalized treatment (OPT) or OPT alone in adults with BD for six months. The participants also completed the LIFE-RIFT measure before and after treatment, again showing improvement in family functioning for both arms (58). Lastly, Fiorillo et al. (59) reported the results of a psychoeducational family intervention conducted with Italian adults with BD. Adults with BD were assessed on the Disability Assessment Schedule (DAS) to examine their social and personal functioning, including parental role. The participants had significant improvements in their overall DAS scores (59), suggesting that they may have experienced improvements in their parental role, although this is not entirely clear from the data that are available. Overall, the findings of these three studies suggest that addressing parental BD through adult-focused treatments could potentially lead to improvements in parent-child relationships and parenting, which, it is hoped may subsequently influence child outcomes.

Due to these studies’ limited scope in assessing actual child outcomes, it is hard to draw any firm conclusions about the impact of these interventions on child wellbeing. However, the approach of assessing these outcomes by administering a measure to the participants should be applauded. In a similar systematic review conducted by Chapman et al. (60), the aim was to assess the impact of treating parental anxiety disorder on children. However, the researchers encountered similar challenges in finding any robust data to support their investigation.



4.1 Implications and future research

Including a short outcome measure relating to children’s wellbeing in RCTs of adult treatments would provide basic information on whether children might also benefit from their parents’ treatment. Adding in measures assessing putative mediating mechanisms would provide information that would be of great value to those seeking to understand the role of parents in the intergenerational transmission of these conditions. Implementing this approach would not require a significant allocation of new resources. It is strongly recommended that, in the future, researchers include brief measures of children’s outcomes (and potentially some exploring mechanisms) in RCTs investigating treatments for BD and SZ, whether they are psychological or pharmacological. It is recognized that not all patients in an individual trial will have children, and that such investigations, viewed individually, would likely be underpowered. However, in combination, the results could begin to cast light on the pressing theoretical and clinical issues that concern this paper. It is also important that any researchers employing this approach carefully consider the ethical issues involved, and design their approach with researchers experienced in working with parents, and with parents who have lived-experience.




4.2 Strengths and limitations

This systematic review has several strengths, including an exhaustive search strategy and broad inclusion criteria: The search included a wide range of treatment modalities, including psychological, pharmaceutical, and holistic interventions, rather than being limited to a single approach. The comprehensive nature of this systematic review suggests that it is unlikely to have overlooked any relevant RCTs. The present study also demonstrated a significant level of inter-rater reliability in both the double-screening of titles and abstracts and the double-screening of full-text papers, indicating that the review process was robust.

Nevertheless, it is necessary to consider some limitations. The study sought only to include RCTs since these are considered the gold standard for investigating the effects of interventions (61). However, other research methodologies may have explored the impact of treating parental BD and SZ on children’s well-being and mental health, which were not included in this analysis. Additionally, the scope of the present study was limited to peer-reviewed studies published in either English or Turkish. This decision was made since the reviewers had fluency only in these languages and also owing to constraints in terms of time and expenses associated with translation. However, it is plausible that studies conducted in languages might have met the eligibility criteria.





5 Conclusion

A significant proportion of individuals diagnosed with BD and SZ also have children, and we know that these children are at increased risk of these and other disorders. It is essential to ascertain the impact of treating adults on the outcomes of children for whom they might be responsible. This review showed that the current understanding of this question is extremely limited. This gap in the literature is of significant importance given the elevated risk of transmission and the prevalence rates of BD and SZ. Addressing this gap may be accomplished without substantial financial outlay by including child-related outcome measures in existing trials of adult treatments. Collaboration among researchers, funders, and stakeholders may address this question and provide novel and valuable information for those caring for this vulnerable group of children.
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For youth care professionals who work with families with complex needs, we implemented an interagency, family-focused approach involving child and adult mental health care services and child protection services. The primary objective of the collaboration was to minimize fragmentation in service delivery and to improve practitioners’ self-efficacy in supporting families. A total of 50 families were enrolled between 2020 and 2023. Quantitative descriptive analysis was conducted to map the sample characteristics and the correlations between the practitioners’ consultation requests and the recommendations they received. We evaluated the applicability of the model using semi-structured interviews. Results revealed the frequent socioeconomic and psychosocial challenges and co-current mental health issues faced by the families. As expected, practitioners who work with families experiencing complex and multiple problems encountered a range of difficulties in their service delivery. These related to barriers such as poor role demarcation between organizations, practitioners’ unrealistic expectations of other services, the impact of multiple problems on family well-being, and complicated family dynamics. The interprofessional collaboration improved the practitioners’ self-efficacy in supporting families. They also perceived improvements in child safety. The study emphasizes the need for clear pathways for youth care practitioners to obtain assistance from adult mental health services and to liaise with community support and services. It proposes including adults and young people with lived experiences in the interprofessional collaboration. The study data provides initial evidence that the interagency model has added value for youth care professionals who struggle with issues in family-focused care.
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Introduction

Families in contact with child and adult mental health care services and child protection services may be experiencing problems in several areas, including combinations of prolonged socioeconomic and psychosocial challenges and co-current mental health issues. In the Netherlands, such families are defined as families experiencing complex and multiple problems (FECMP) (1). In Amsterdam, child and adult mental health care services and child protection services are mostly separated. Achieving integrated care is difficult, due to lack of coordination, barriers involving separate legal and financial frameworks, differences in perspectives and approach, and siloed clinical practice (2, 3). Barriers to interagency collaboration from the viewpoint of professionals are related to poor role demarcation between organizations, practitioners’ unrealistic expectations of other services, poor communication between organizations, differing perspectives or cultures across professionals and services, difficulties with or a lack of joint budgets, and management and governance issues (3, 4).

Fragmentation of care can result in excessive reliance on health care services by children and parents (5). Research has shown that the burden of mental health issues in children is greater, and tends to persist longer, if their parents are also experiencing mental health problems (6). This relationship is bidirectional, meaning that parental mental health problems and children’s mental health challenges can mutually influence one another (6). Childhood mental health problems have increasingly been linked to adverse social, educational and mental health outcomes later in life (7). Practitioners who work with families encounter problems associated with the impact of multiple problems on family well-being, complicated family dynamics, work with multiple agencies, and high staff turnover. This poses challenges in providing adequate care for these families (4, 8).

Literature points to the need for family-focused practice (FFP), an approach to intervention that emphasizes the family as the focus of attention, as opposed to the individual (9). FFP is defined as intervention provided by health and children’s services to families in which a parent has mental health problems (9). Worldwide there are initiatives aimed at facilitating joint working between adult mental health services and children’s services to improve outcomes, in terms of both service provision and the protection of children and families (9–17). Interdisciplinary and organizational teamwork and interprofessional practice are repeatedly identified as important for achieving a whole-family approach (13, 18).

A recent systematic review identified interprofessional collaboration, with the use of multidisciplinary meetings, as a facilitator to youth care practitioners in adopting a whole-family approach (2). Interagency collaboration that includes such meetings can be a first step toward achieving a coordinated system of care between services, as a stepping stone to more family-focused practice. Multidisciplinary meetings are consultations where professionals share knowledge, highlight concerns and reflect on care processes (2). Research on interagency models has indicated that the insights of experts from different areas, who focus on the current problems in different but interrelated domains within the whole family, can help practitioners understand the multiple problems and the family dynamics (3, 19, 20). Consultation with other professionals also helps to foster better understanding of other services’ strengths and limitations (3, 21). Interprofessional support has been associated with increased self-efficacy of practitioners in supporting families (2, 19).

Interagency collaboration in youth care has been associated with positive client satisfaction, receipt of mental health services, and positive clinical outcomes (3, 5, 18). However, research findings are mixed and, to enable accessible family-focused services in mental health care, it has been recommended to consider which components of collaboration actually work for which populations, settings and contexts (2, 12, 18). A recent and unique study developed an initial Program Theory for FFP, which illustrates the interconnectedness between changes that need to co-occur in practitioners, parents and children (22).

As a pilot project, we implemented an interagency family-focused approach in Amsterdam aimed at practitioners working with families in youth care services. The approach engaged multiagency case consultation teams. Reasons for requesting consultation involved difficulties in providing care, which were related to parental mental health problems (including problematic substance use), parenting problems, and concerns about dependent children’s well-being and safety. One of our assumptions was that not every request for help required direct involvement of the adult mental health services. The primary objective of the collaboration was to minimize fragmentation in service delivery and to improve practitioners’ self-efficacy in supporting families. Notably, in the city of Amsterdam there was a perceived need to enhance collaboration between organizations to improve the safety of families after a number of incidents had occurred. Therefore, this case study uses a slightly more risk-focused approach than similar FFP models (14–17). In the limitations section, we describe how the model can be further developed with a strengths-based and capacity building approach, which are recognized as important components in successful delivery of FFP programs (22).

The chief aim of the current study is to develop a better understanding of the use of this multidisciplinary family approach for youth care practitioners working with families. Our community case study focuses on (1) family characteristics in relation to the demand for family-focused care and (2) practitioners’ requests for consultation and the resulting expert recommendations, including engagement of adult mental health services if needed. The study also seeks to contribute valuable information on (3) the experiences of practitioners working in an interagency model as an added value in their work with families. The results can lead to future recommendations and may have implications for clinical practice – enabling interagency collaboration between adult and child services to provide family-focused support for practitioners working with families.





Method




Context

Practitioners who requested consultation were experiencing difficulties in service delivery in youth care, which they attributed to an interplay of problems between one or more parents and one or more dependent children. These might involve parents with mental health challenges, instable parenting situations, or concerns about child safety and well-being. Most of the practitioners had shared with the family their need for cross-domain consultation. The families were not directly involved in the multidisciplinary meetings. Multidisciplinary consultation without the involvement of the family and shared decision making do not exclude one another (19). It allows the practitioner to obtain cross-domain recommendations and to comprehend all aspects of the whole family, while still safeguarding the family’s privacy. The family-focused advice enables the professional to better assist clients and parents in making shared decisions. The study procedures were judged by the Ethics Review Board of the Amsterdam UMC and approved. No informed consent from the families or practitioners was needed, because the study design was retrospective, the organizations have implemented an ‘opt-out’ procedure, and the data could not be traced back to the participants.

Excluded were families experiencing serious psychiatric symptoms, such as acute or severe psychoses, acute suicidality, or acute child abuse that required immediate intervention to prevent serious harm to individuals.




Setting

With help from municipal grants, we set up a multidisciplinary, interprofessional collaboration in 2019 to enhance multiagency care for families in Amsterdam. Services engaged in the liaisons were facilitating a family approach that integrated adult mental health services (Arkin Mental Health Care), child and adolescent psychiatry (Arkin Youth and Family), integrated youth care and mental health care services (Levvel), child protection services (Jeugdbescherming Regio Amsterdam) and child protection and youth probation services (Partners voor Jeugd, William Schrikker Jeugdbescherming en Jeugdreclassering).

The Arkin Mental Health Care service provides highly specialized mental health care to individuals of all ages in Amsterdam and nearby regions, focusing on a wide spectrum of mental health challenges. Levvel offers comprehensive assistance to children, young people, and biological and foster families in the Amsterdam region. Its services range from parenting support to specialized child and adolescent mental health care, including support for young individuals with mild intellectual disabilities (MID). The regional Child Protection Service becomes involved with a family if there are concerns about child safety; it can take action based on various types of child protection orders. The youth probation service can also act on other court-imposed interventions involving young offenders.






Key programmatic elements




The case consultation teams

The case consultation teams, whose members did not know one another beforehand, were organized top-down. Consistent with research findings about establishing collaboration and the need to familiarize oneself with the services of other professionals, it took several months to create a steady pool of 22 experts, from which a team of ten professionals was drawn for each consultation (2). To ensure that each team would have a balanced representation of experts from Arkin and Levvel with diverse professional backgrounds, the pool was composed of professionals with a broad range of expertise:

	Adult and child and adolescent psychiatrists and psychotherapists, clinical and other psychologists. These included senior professional supervisors with extensive knowledge of personality disorders, trauma, severe and acute mental health challenges, child development, child emotional disorders, and care avoidance.

	Systemic therapists, with knowledge of relationship difficulties and complex divorces

	Behavioral experts, with knowledge of behavioral and emotional issues in children

	Community psychiatric nurses with considerable experience working with adults with mental health challenges and psychosocial issues. They were employed by Arkin and were working on assignment to child protection and youth probation services.

	Adults and young people with lived experience who worked at Arkin or Levvel. They improved the quality of care through their insights into clients’ needs and vulnerabilities and into service delivery.

	Two staff members from the child protection and youth probation agency.



Occasionally, service providers from the domain of social care were invited to participate if they were already involved in a client’s treatment plan. In Amsterdam, the social care domain can provide parental support in upbringing and protection of child safety.





Procedures




Expert preparation

For each consultation requested by a youth care or mental health practitioner, a team of 4 members of the expert pool – two psychiatrists from Arkin, a clinical child psychologist and psychotherapist from Levvel, and a behavioral expert from Levvel, with secretarial support – managed the planning and commitments of the larger consultation team. The appointed experts provided prior telephone consultation and could assist with the practitioner’s preparation.





Practitioner’s preparation

The practitioner’s preparation included completing an online form containing the following information:

	Descriptive information about the perceived family situation and challenges and about the practitioner’s cross-domain consultation request.

	Information from electronic health records of the child or children:



	   Emotional and behavioral problems and mental health care history of the child or children (DSM-5, APA 2013) (23)

	Emotional and behavioral problems and mental health care history of the parent or parents (DSM-5, APA 2013) (23)

	Family circumstances, including family composition, well-being of siblings, social support network, finances, housing, ethnic background, work and educational functioning, and family strengths and resilience

	Children’s adverse childhood experiences, such as complex parental divorce (defined as a divorce with spouses experiencing high conflict), domestic violence or child abuse

	Estimated child safety, rated on a scale from 1 (“very unsafe”) to 7 (“completely safe”)

	Any involvement of child protection services

	Number and types of support and health services involved.



Unique family characteristics were redacted upon receipt of the form, and no names, birth dates or demographic and other identifiable characteristics were shared with the team members.





Consultation team preparation

One week before consultation, the team received the redacted form to prepare the meeting.






During the meeting

Two unchanging care directors from Arkin and Levvel chaired each meeting. The meeting followed a fixed agenda based on the Balint method online (24): (1) The practitioner began with a brief overview of the family involved, the stagnation, and the request for help. (2) The consultation team asked “what-questions” to clarify the problem. (3) If necessary, the professional reformulated the consultation questions to ensure they were accurately understood and addressed. (4) Hypotheses were formulated by the experts. (5) In line with the hypotheses, advice was formulated, intended to be specific, actionable recommendations at the intervention level. (6) The financial feasibility of a change in the treatment plan was assessed.





Practitioner’s actions after the meeting

The family-focused advice enabled the practitioner to better assist the client and the parents in making shared decisions.

Figure 1 depicts the steps from beginning to end of the procedure for interagency consultation. For practitioners who are advised to obtain assistance from adult mental health services, the pathways to the types of available assistance for practitioners or parents are depicted in Figure 2.

[image: Flowchart outlining a consultation process for youth care services. Steps include: child receiving services, practitioner requesting consultation, meeting with expert team, and assessing the impact on care interventions. Reasons for consultation include parental mental health challenges. Preparation involves practitioners completing forms. The online multidisciplinary meeting uses the Balint method. Outcomes may include continued care, adult mental health services, or other recommendations.]
Figure 1 | Flowchart of steps in the interagency consultation model.

[image: Flowchart showing a process involving four steps. Top left: "Practitioner: Referral for expert advice." Middle left: "Parent(s): One psychiatric consultation via GP." Bottom left: "Practitioner and parent(s): Community psychiatric nurse." Right: "Shared decision making." There's a focus on interagency collaboration with child and adult mental health services.]
Figure 2 | Pathways for youth care practitioners to obtain assistance from adult mental health services, facilitating shared decisions with parents.





Data analyses

Between 2020 and 2023, a total of 50 families were discussed in the monthly consultations. Each online meeting lasted 90 minutes: two consecutive consultations of 45 minutes focusing on two practitioners and families. Descriptive data on the families, the discussion and the recommendations were noted on the form by one team member during the meeting. No personal data on families or practitioners was recorded. The form was coded with a number. The code was traceable back to the practitioner, but not to the family. Data from the form was coded with a study ID and entered into SPSS. Data was scored and verified by two independent analysts (C.K, A.F). It was scored using the Classificatie Jeugdproblemen (CAP-J), the Dutch system used to categorize the nature of child and adolescent problems (25). CAP-J serves as a supplement to classification systems focused on disorders, such as DSM-5 (23). Rather than disorders, CAP-J targets issues, and it is specifically tailored to children, adolescents and family and their environmental problems. Quantitative descriptive analyses were then conducted to map the characteristics of the study sample. The practitioners’ consultation requests and the resulting recommendations were categorized thematically by two independent researchers (C.K, A.F), and linear relationships between them were analyzed using Pearson correlation.

Of the first 37 practitioners that requested consultation, 36 were approached for evaluation via an interview at 6 weeks (30 practitioners) and 6 months (14 practitioners) after the consultation. High staff turnover was a reason for sample attrition. The interviews were conducted via video calling, using Microsoft Teams, and lasted about 60 minutes on average. We have utilized semi-structured qualitative interviewing (26). The interview guide was basic, consisting of three main topics: 1) reflection on the consultation model; 2) follow-up; and 3) new actions. A topic list was used for the semi-structured interviews to encourage reflection on the applicability of the consultation (6-point Likert scale from 0 = “not useful” to 5 = “useful”); on perceived change in family functioning based on consultation outcomes (3-point scale from 0 = “not achieved” to 2 = “achieved”); on the degree of goal achievement 6 months later (goal attainment scoring, −1 = “decline” to +2 = “goal achieved”); and estimated child safety (after 6 months; 7-point scale from 1 = “unsafe” to 7 = “safe”).

The answers were noted on an online form. The data from the interviews has been condensed into summaries and broadly categorized based on the predetermined themes of the interview guide and topic list– practitioner’s satisfaction on working with the model, strengths of the model, relevance of the recommendations made, goal achievement, and costs – and on codes that emerged during the analysis – practitioners’ perceived self-efficacy in supporting families, constitution of the expert team, experience working with families, and need for phased and stepped care.







Results

The results are presented in the order of the research questions: (1) family characteristics, (2) practitioners’ consultation requests and experts’ recommendations, and (3) practitioners’ experiences with the interagency model as an added value in working with families.




Family characteristics




Offspring

An overview of problems of the families’ offspring is presented in Figure 3. A majority of children exhibited emotional and behavioral dysregulation related to mental health challenges. Approximately 62% of the children had received a diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders [DSM; APA 2013 (23)], including conditions such as depressive disorder, unspecified anxiety disorder, unspecified trauma- or stress-related disorder, posttraumatic stress disorder (PTSD), attention deficit hyperactivity disorder (ADHD), borderline personality disorder (BPD) or attachment disorder, oppositional defiant disorder (ODD) and autism spectrum disorder (ASD). Many children were experiencing co-current challenges: anxiety and mood disorders often co-occurred with other disorders, such as trauma-related disorders, PTSD, ASD, ODD or ADHD. Presumably one in four children had a cognitive disorder or mild intellectual disability (MID).

[image: Bar chart displaying various problems and their reported percentages. Emotional problems rank highest at 56%, followed by behavioral problems at 36%, and cognitive disorder at 26%. Other issues include personality, addictive, social skills, and more, with percentages ranging from 10% to 24%.]
Figure 3 | Offspring mental health and behavioral problems, in percentages.





Parents

An overview of parents’ emotional and behavioral problems is presented in Figure 4. Additionally, 48% of the parents had been previously diagnosed with mental disorders as defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM; APA 2013 (23). Parents had experienced conditions such as depressive disorder, anxiety disorder, unspecified trauma- or stress-related disorder, PTSD, ADHD, BPD, psychosis or addiction. Practitioners observed in most parents (78%) current emotional and behavioral dysregulation.

[image: Bar chart illustrating various personal issues and their reported percentages: Other unspecified psychological problems (78%), Relationship problems or divorce (68%), Endured traumatic events (40%), Excessive stress (34%), Physical health issues (30%), Addiction (26%), Unemployment (22%), No reported problems (14%), Antisocial defiant behavior (8%).]
Figure 4 | Parents’ problems, in percentages.

The co-current emotional and behavioral dysregulation of parents and children revealed the interplay of mental health challenges and the psychological overload in families.





Family composition and living conditions

The majority of the children of all genders in youth care were in early adolescence, with a mean age of 10.6 and ranging from age 6 to 16. The average number of children per family was 2.7 (compared with an Amsterdam household mean of 1.5 children) (27). Most children lived at home (74%) and some (26%) temporarily in network or foster families. Many children were part of single-parent families (36%) or were living alternately between two parents (16%). Some 34% lived with both parents, compared to 67% in the general population of the Netherlands (28). A significant proportion of the families had migrant backgrounds (32%), compared with 42.3% of non-European origin the Amsterdam general population (29).

The data revealed the socioeconomic and psychosocial challenges faced by families, such as social support network issues, low socioeconomic status (SES), and troubles with housing (20%), including risk of eviction, living in too small dwellings, and uncertain housing situations (Figure 5). Unemployment and problems at work or school were prevalent, such as absenteeism and dropout and needs for school guidance or special education. If practitioners reported on family resilience, that was related to perceived parental love or to perceived cooperation with service delivery.

[image: Horizontal bar chart displaying various concerns with corresponding percentages. The highest percentage is "Concerns about upbringing of the children" at ninety percent, followed by "Unstable parenting situation" at eighty-two percent, and "Disturbed parent-child relationship" at seventy-four percent. Other issues include "Disturbed communication patterns" at seventy percent, "Signs of neglect and maltreatment" and "Financial issues" both at forty-two percent, "Stressful service delivery" at thirty-six percent, "Sibling troubles" at thirty-four percent, "Troubled social support network" and "Migrant background" each at thirty-two percent, and "Troubles with housing" at twenty percent. "No reported problems" is at zero percent.]
Figure 5 | Living conditions and parenting situations.





Parenting situation, child safety and protection services involvement

A partial view of the families’ parenting situations also emerges from Figure 5. For nearly every family, there were concerns about the upbringing and overall well-being of the children (90%). Child protection orders were in place in 53% of the families. On a scale from 1 (“low safety”) to 7 (“high safety”), the estimated safety in the families (N = 50) averaged 4.6; in 19% of families it was rated between 2 and 3, reflecting significant concerns about the safety and well-being of the children involved. Unstable parenting situations, including relationship and communication difficulties, were common. In 43% of the families, complex divorce problems were reported, for which some families were receiving targeted help (30). The average number of care or support organizations involved per family was 3.7, with a range of 2 to 8. In 36% of the families, the practitioners reported stressful service delivery. Such statistics confirm the complex and challenging circumstances faced by families receiving youth care services, as well as the practitioners’ need for multiagency collaboration.






Practitioners’ consultation requests and experts’ recommendations

The assumption was that not every request for help would require direct involvement of adult mental health services, despite the complex needs of a family and practitioners’ sometimes mistaken assumptions of a need for adult mental health care.

As expected, practitioners’ consultation requests involved a perceived need for stepped care for parents and/or children (54%), the most appropriate care for the family (31%), improvement of collaboration between organizations (24%), help in securing child safety (17%), support with finances (6%) and practitioners’ self-efficacy (2%).

In line with our assumptions, practitioners were mostly advised to devote more time and energy to engaging the families for care provision (69%). To obtain a better understanding of complex family needs, recommendations were made to gather more information from the family’s general practitioner and from previous health or social care providers (45%) and to involve the family’s social network (45%). Experts also emphasized the need to communicate with cultural sensitivity (29%) and to clarify the families’ needs (16%). For a few families, the experts advised the practitioner to break patient–professional confidentiality (2%) or to consider involuntary care or a child protection order (14%).

Practitioners who received advice to request clearer role demarcation between organizations (43%) were most likely to have requested consultation about improving collaborations between organizations (24%) or about the most appropriate care for the family (31%) (Pearson’s r = .40 and r = .42, p <.05).

Practitioners who enquired about the most appropriate care for children and parents (31%) were also likely to receive recommendations to modify the treatment plan (60%) (Pearson r = .41, p <.05): Possible adaptations included the following:

	A different type of youth care services, or adults or youth with lived experience, might be engaged. Some practitioners were advised to involve public health or social services.

	For a quarter of the families, the practitioner was advised to seek support from adult mental health services:



	The practitioner could contact a team member from the adult services after the multidisciplinary meeting to discuss whether and in what ways care provision for the parent would be possible.

	The adult mental health service could, after a GP referral, provide a face-to-face consultation with the parent to help in shared decisions about care provision.

	If a family was already in the care of child protection services, the practitioner and the parent could receive a consultation with a community psychiatric nurse, employed by an adult mental health service and working on assignment to a child protection service.



	3. Only one recommendation, concerning poor housing conditions, was made to seek support from a different professional domain, even though a large proportion of the families faced socioeconomic challenges like housing, work and financial issues.







The experiences of practitioners working with the interagency model

At our 6-week follow-up, 88% of the practitioners who had requested a team consultation deemed the recommendations made as helpful and had shared them with the child and parent(s) to facilitate shared decisions. In 65% of the cases, a modification of the treatment plan followed. In some cases, unforeseen developments and/or changes in family dynamics (such as divorce or relocation) had precluded a change in the treatment plan. Practitioners rated the model as applicable for families (3.7 on a scale of 1 to 5) after following the advice given.

At the 6-month follow-up, practitioners rated the perceived child safety as increased (1.6 points higher on the scale of 1 to 7). The practitioner’s satisfaction with the advice given and the modifications in the care provided scored 7.1 on a scale of 10; the goal attainment score was 1.06 (−1 = “decline” to +2 = “goal achieved”).

In summary, practitioners’ reported increased self-efficacy in supporting families and perceived improvements in child safety.

The practitioners judged that the strength of the model for applicability in families lay in (1) the use of heterogeneous experts in a balanced representation, (2) the experts with knowledge of different topics, and (3) the use of a steady expert team. The practitioners valued the model as helpful because (1) the prior preparation, though time-consuming, helped to clarify complexity and the need for cross-domain consultation, and (2) it was possible to address multiple issues simultaneously.

The practitioners judged the strength of the model for cross-domain collaboration by virtue of (1) the perspective of experts from various professional backgrounds, (2) the quantification of child safety, and (3) the clearer role demarcation between the organizations. Those interprofessional perspectives enabled the youth care practitioners to better interpret and cope with parental emotions and behavior without using diagnostic labels. The practitioners also reported an improvement in their own self-efficacy in supporting families.






Discussion and future recommendations

Our study data have provided the first evidence to our knowledge that the interagency model has added value for professionals working in youth care services as they encounter issues in family-focused care. At 6-week and at 6-month follow-ups, the practitioners reported improvements in their self-efficacy in supporting families experiencing complex and multiple problems (FECMP). Previous research has shown that interprofessional support helped practitioners to maintain a sense of control and a focus on their own expertise and goal achievement (19). As expected, practitioners working with families encountered barriers in service delivery – such as poor role demarcation between organizations, unrealistic expectations of other services, the impact of multiple problems on family well-being, and complicated family dynamics – as well as needs for multi-agency care (3, 4, 8). In families, a “downward spiral” can occur if service delivery does not suit the parental and family needs (4). Practitioners must be aware of the families’ psychological overload due to prolonged socioeconomic and psychosocial challenges, relationship troubles, acculturation problems, learning disabilities, and mental health issues which can co-occur and interact transdiagnostically (8, 9, 20). The perspectives of experts in child and adult mental health, including those with knowledge of complex divorce, helped practitioners to be aware of such dynamics. They could devote time and energy to engaging the families for care provision, and they could be alert to overload arising from the service delivery (4). The interprofessional collaboration between services also made practitioners more aware of the limitations of child and adult mental health services (3). Active involvement of the family’s GP may often be lacking in youth care delivery. In the Netherlands, the role of the GP is crucial in providing and coordinating primary care services to patients and referring patients to specialist care when needed.

This study also confirms that sufficient time and resources are needed for interagency collaboration to obtain a better understanding of complex family needs (2, 18). The practitioners’ preparation for the consultation included the help of an expert and the use of a family-focused form to clarify the complexity and the practitioner’s need for cross-domain advice. One facilitator in the consultations is the commitment of a steady, balanced group of heterogeneous experts with a permanent chair (11). A quantification of child safety was reported as helpful when working with services from different domains. The expert perspectives also helped to create realistic expectations about adult mental health service delivery (3). Although this approach requires a substantial time investment, we expect that the benefits will outweigh the costs in the long term. The practitioners’ self-efficacy in supporting families was bolstered, and they also perceived improvements in terms of child safety.

However, it is also important to acknowledge that adult mental health services for one or both parents were indeed deemed necessary in 25% of the families we studied (see Figure 2). In interagency collaboration for families, it is important to build clear referral pathways that keep families with complex needs engaged and committed (9, 13). A referral for expert advice from an adult mental health service will enhance both the service delivery and the collaboration between child and adult services (3, 9). In Amsterdam, the adult mental health services could, after GP referral, also provide a face-to-face consultation to help practitioners and families make shared decisions about care provision. In Amsterdam, community psychiatric nurses can be consulted by youth care practitioners, provided the family is in the care of child protection services. In implementing such additional services into the model, it is important to work with parents, not against them, and to be alert to the tension between “support wanted” and “support provided” (4).

Socioeconomic and psychosocial stressors are a target for intervention in families (9, 20). Such issues might remain unaddressed when practitioners work only with mental health or child protection services. The engagement of community supports and services has been suggested as an additional component in interagency collaboration (9).




Implications for clinical practice

These are some key messages and lessons learnt for implementing a consultation model:




For policymakers

	Adequately funded and well-resourced services enable interagency collaboration.

	Engagement of services in a liaison facilitates integrated collaboration.

	Integration of expert referral contacts from an adult mental health service into interagency models and provision of clear pathways for referral to adult mental health services is essential.

	Involvement of community supports and services is recommended.

	The potential of working with adults and young people with lived experience should be considered.







For management and senior professionals

	Commitment of a steady, heterogeneous and balanced group of experts is helpful to broaden the perspectives of youth care practitioners.

	Preparation of cross-domain multidisciplinary meetings is aided by use of an information form focused on the whole family.

	Attention should be devoted to role demarcation between organizations and to quantification of child safety.







For trainers

	Adequate training should be provided to practitioners to enable understanding of the dynamics of the multiple problems in families.







For practitioners

	Time should be devoted to engaging parents for possible mental health service delivery, keeping in mind the tension between “support wanted” and “support provided.”

	Attention should be devoted to socioeconomic and psychosocial challenges and strengths, including the strength of the social support network.

	In cases of complex divorce, a family-oriented systemic intervention can be needed, aimed at reducing parental divorce conflicts.

	An active involvement of the family GP may often be lacking in youth care delivery.








Acknowledgement of conceptual or methodological constraints

In the model studied here, the families were not directly involved. In-depth analyses were not performed comparing characteristics of the family to the practitioners’ requests for consultation and the expert recommendations received. We therefore cannot assess which types of families might be eligible for consultation with adult mental health services, or what type of practitioners might request such consultation. That would be an interesting research topic for future studies on the model.

Despite our indication that practitioners should identify family strengths, our study remained focused on challenges faced by the families. It lacks any extensive description of resilience. In part this may be explained by an excessively medicalized approach by child and mental health services (4). This suggests that working with adults and young people with lived experience can be needed in interagency collaboration, in order to broaden perspectives to a focus on family strengths and resilience (31).

One review article has indicated that service intervention in families may add to families’ difficulties (4). The present study generated ideas about how the model could be further developed. Because no single issue can be identified as the perpetuating factor in the families’ problems, research is needed on prioritizing what needs to be addressed first for parents, children and family, based on a joint analysis (9). A subsequent study design might include a number of additional focuses: the practitioner’s viewpoint; families’ qualitative priorities or experiences in making shared decisions; quantitative evaluation of the impact of interventions on families’ clinical outcomes and family functioning; families’ knowledge of or involvement in services; and quantification of the impact of interventions on the number of referrals to adult mental health care, social services, and child and youth services; and associations between these factors and financial savings (5, 9).

Unfortunately, specific cost-effect outcomes could not be determined on the basis of the available data from the consultations or follow-ups. We could include no common measures of estimated financial savings, of failures to achieve families’ qualitative priorities, or of their experiences with service delivery (9). Research on the economic evaluation of family-focused programs suggests that a long-term horizon (at least up to early adulthood) needs to be applied in the design of economic evaluations, rather than short-term cost-utility analysis using quality-adjusted life years (32). Future research might additionally focus on practitioners’ self-efficacy in supporting families in relation to their own work context, and on their theoretical background and experience in working with families. This could generate insights into the need for training that could develop practitioners’ abilities to work with families in collaborative partnership (8, 9).

Qualitative research is needed on working with adults and young people with lived experience in interagency collaboration for families. It can assess the potential added value of broadening perspectives and reducing the overly medicalized approach of child and mental health services (33). In the future, early intervention and the proactive use of interagency collaboration is recommended (14, 34).
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Introduction: As parental mental illness is a global public health concern, rigorous qualitative research is central to understanding families' experiences, needs and outcomes to inform optimal service provision in adult mental health and children's social services.
Methods: The current review identified, appraised and synthesized international qualitative research exploring Families and Parent Mental Illness (FaPMI) research to determine the focus, findings and outcomes and to summarize the recommendations made about the direction of future research. Findings are classified according to outcomes for children, parents, and families.
Results: While some children experienced positive outcomes from a parent's illness, most faced impacts on their social-emotional wellbeing, school performance, increased caregiving responsibilities, strained parent relationships, and lack of understanding about parental mental illness. Some family members endured abuse and struggled to adapt to an ill parent's unpredictable needs, with reluctance to discuss the situation. Parents found parenting challenging yet viewed having children as a protective factor. Future research should gather diverse perspectives, explore within-family factors and social environments, develop and test interventions, and address methodological issues like sampling.
Discussion: This review highlights the centrality of qualitative data in comprehensively understanding and evaluating outcomes of parental mental illness on families and provides clear recommendations regarding future research.
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Introduction

The Prato Research Collaborative for change in parent and child mental health (1) recently indicated that research and interventions in this area have significant potential to improve outcomes and mental health of unwell parents and their families. The potential, positive impact of more effectively supporting families is considerable as ~23% of children have at least one parent with a history of mental health problems (2). It is also thought that approximately a third of individuals attending adult mental health services are parents (3) and a similar number of young people seeking child and adolescent mental health services have a parent dealing with mental illness (4) with 34% of such children exhibiting mental health symptoms in the high-risk range (5). Children that have a parent with a mental illness have a 2–13 times higher likelihood of developing mental health problems (6, 7, 81). Children in Families where a Parent has a Mental Illness (FaPMI) are also thought to be less likely to be school-ready (8), show higher rates of physical injury and are at greater risk of being taken into care (9).

Over the last 20 years there has been a 5-fold increase in family mental illness (FaPMI) research and it has recently been recommended that a set of quality outcome measures be developed to shape and assess practice in this field (10). The recommendation stemmed from a review of 50 quantitative studies of FaPMI parent, child and family focused research. The findings from that review showed considerable heterogeneity in terms of what is measured and instruments used, and a lack of focus on experiences of wellbeing [e.g., (11)] or caregiving (12, 13), impacts of intergenerational trauma (14), socioeconomic issues (15), and concerns regarding mental health literacy [e.g., (16)].

It is, however, unclear what kind of outcomes should be investigated or prioritized in future FaPMI research nor what areas have been investigated in past qualitative research. Qualitative literature offers a unique opportunity to delve into the experiences, needs, and challenges of families in a more profound and comprehensive manner than quantitative studies can achieve.

There have been a number of qualitative literature reviews in the FaPMI area. For example, a review by Cavanaugh et al. (17) focused upon mental health literacy websites for children of parents with a mental illness. Others have focused upon children's knowledge about what they know about their parents' illness (18), their experiences of living with a parent with a mental illness (19–21), or issues involved with access to help seeking for young people in such families (22). However, none of the reviews have focused upon what research has been undertaken previously nor what has been mentioned in publications as the focus for future research.

Exploring past qualitative research about the experiences of children, parents with a mental illness, and partners, including outcomes from intervention studies and recommendations for future research, will stimulate discussion about future directions. For these reasons, a scoping review was conducted to systematically map previous FaPMI research and determine the main outcomes that have been examined and the existing gaps in knowledge. This will inform recommendations for which outcomes should be investigated and measured in future research in this area.


Research aims

The two aims of this scoping review were to: (1) scope and synthesize the research findings and outcomes in past qualitative research studies; (2) summarize any recommendations from past research about the direction of future research. This review of the literature scopes the findings and outcomes from qualitative FaPMI research since 2000. It is one component of a broader, international program of research seeking to determine and achieve a consensus on the most important research aims, outcomes and instruments to measure outcomes for families where a parent has a mental illness. Concurrently, a series of International Delphi studies with key stakeholders (e.g., young people, parents with lived experience, other family members, and mental health professionals) and a parallel review of the quantitative literature (10) are also being undertaken to determine through consensus the direction for future research in this field. The findings from the reviews will be combined with the first round Delphi results and then presented back to key stakeholders to obtain recommendations regarding a FaPMI outcome set. Altogether, the findings of the multi-study components will inform the aims of future FaPMI research including making recommendations about the methods and instruments (e.g., questionnaires) to be used to measure outcomes.




Methods

A scoping review methodology [Joanna Briggs Institute JBI; (23)], modified with the Rapid Review Guidebook (24) was used to map and synthesize available literature targeting the review aims.


Search strategy

The three academic databases chosen for this search were deemed the most relevant to this research area (Medline; International Bibliography of Social Sciences; PsycInfo). Gray literature searches were also conducted. A single librarian conducted all initial database searches, with no peer review of search strategies. Databases were searched on July 21, 2021 with follow-up searches conducted on May 15, 2023 and April 15, 2024 (by the same librarian) to identify any further relevant research in those periods.

The following terms were used: Outcomes and Parent* mental illness OR illness OR disorder; COPMI or FAPMI; Famil* mental health OR illness OR disorder; Famil* psychiatry. Articles written in English, that contained the chosen terms either in the title, abstract, or keywords, were targeted. The search was limited to articles published from the year 2000, as research in this area has developed over that period. Manual searches of citations within reference lists of eligible studies were conducted by two of the researchers to identify additional studies potentially suitable for inclusion.



Inclusion and exclusion criteria

Papers were included if they: (1) addressed experiences or outcomes of parent mental health for children and families; (2) studies were written in English in peer-reviewed journals; (4) studies were published in or after 2000. These results included qualitative, quantitative, review and data linkage papers—only the former were included here. Papers were excluded if they: (1) were quantitative, (2) were literature reviews, (3) addressed perinatal parent mental illness (as they involve different approaches to measurement, e.g., observation of parent-child interactions); (4) investigated parent-child prevalence estimates in mental health institutions; (5) were data linkage studies (e.g., outcome variables not established by the study authors); and (3) were editorial texts, commentaries, or opinion papers.



Selection of sources of evidence

A two-step screening process was used: (1) screening of titles and abstracts; (2) screening of full-text articles. Duplicates were removed. Covidence, a web-based app for systematic reviews (25), was used by two of the researchers to independently screen each abstract. A third reviewer was consulted to settle any disagreement regarding inclusion or exclusion of a document. Next, full-text screening of the identified records was undertaken independently by two researchers, with disagreements settled by a third researcher (see PRISMA flow chart).

The PRISMA [Preferred Reporting Items for Systematic Reviews and Meta-Analyses] flowchart in Figure 1 generated by Covidence in May 2024 shows the process of screening and data extraction conducted in the review.


[image: Flowchart illustrating the study selection process for a qualitative review. Initially, 343 studies were identified from databases and team sources. After removing 79 duplicates, 264 studies underwent title and abstract screening, with 67 excluded. Out of 197 full texts assessed for eligibility, 111 were excluded, including 50 quantitative studies. Finally, 36 studies were included in the qualitative review.]
FIGURE 1
 PRISMA diagram showing flowchart of data search and screening.




Selection of records

The initial search identified 175 results (PsycInfo 94, Medline 50 and IBSS 31). The 2023 update identified a further 47 (PsycInfo 8, Medline 28 and IBSS 11), and the 2024 update another 26 (PsychInfo 8, Medline 17 and IBSS 1). An additional 95 potentially relevant articles were identified by the research team, giving a total of 343 results. Duplicates (n = 79) were removed, and 264 studies were then title-abstract screened. Figure 1 shows that the initial screening of 264 papers identified in the literature search resulted in 67 being evaluated as not relevant. The full texts of the 197 retained studies were then further screened for eligibility, resulting in 111 being excluded. Finally, 86 studies were assessed to be eligible for inclusion in the final literature review, of which 50 were quantitative and 36 were qualitative studies, the latter were included for review in this paper.



Quality assessment of research

Two reviewers assessed the quality of the qualitative studies using the CASP Critical Appraisal Skills Program checklist, which includes 10 items around qualitative methodological indicators such as the study context, validity, quality of analytical methods, and rigor (see Supplementary Table 2) (82). The CASP is regularly used to assess the quality of qualitative papers (26). The quality of studies was assessed with Long et al. (27) revised version, by rating whether it met each criterion fully (“2 points”), partially (“1 point”), or not at all/can't tell (“0 point”). The total CASP score for all papers was used to categorize the methodological quality as either “high” (score = 20), “moderate” (16 ≤ score ≤ 19), or “low” (score ≤ 15) (28). Table 1 shows the quality assessment of the included studies in our scoping review.


TABLE 1 Description of the included studies.

[image: A table detailing various studies related to Children of Parents with a Mental Illness (COPMI). It includes columns for study number, references, country, type of study, sample description, participant group, and quality rating. The studies involve diverse participants, such as parents, youth, clinicians, and adult COPMI, from countries including Australia, USA, Sweden, and others. Each entry provides specific details about the sample population and the focus of the research, with quality ratings ranging from low to high.]

The quality of the included papers was either moderate (n = 20) or low (n = 15), with the exception of one high-quality paper. Detailed quality appraisal ratings are shown in Table 1. Significant limitations found in some studies were that they did not consider or discuss sufficiently the relationship between researcher and participants in their recruitment or analytical process, or that the data collection was not sufficiently rigorous (e.g., explicit description of the method, justification).



Data charting and analysis

A data charting table was developed in Word by the researchers. The data was initially extracted by one researcher and the verbatim research aims were “cut and pasted” most commonly from the end of the introduction to the publications. The papers were then divided equally between two of the researchers and examined independently for future research recommendations. Suggestions for future research were then transferred verbatim into a table (see Supplementary Table 1). In addition to data directly related to our review questions, we charted data about country of origin, study design, sample characteristics (age, gender, sample size, and participant group).

Five of the papers were found to not have future research recommendations. These five were examined further by the alternate reviewer and three of those were found to have recommended future research in the text. Only two papers remained that did not indicate recommendations for future research. Recommendations for future research were commonly found in and generally at the end of the discussion, although at times in the abstract or introduction to the paper.

NVivo was used to facilitate the thematic analysis of the main findings and outcomes, from each study, which were then added to the data extraction table. Data were then synthesized through the writing of narrative summaries and interpretive analyses, guided by our review aim. Co-researchers were regularly consulted in the review process (during review design, data charting and analysis).




Results

As shown in Table 1, 27 of the 36 studies included participants who had had a parent with a mental health problem when they were growing up. Ten of these included children or adolescents, nine included young adults or adult COPMI as study participants. Four studies focused only on parents, a further four that included families and/or parents and children, three studies with children, parents and clinicians and a further study that included parents, partners, adult COPMI and clinicians. Three studies included clinicians only and studies with one each of COPMI programme facilitator and researcher participants.

Nine of the studies were from Australia, four from the UK, three each from Norway, Sweden, Canada, and international collaborations, two from Ghana and the USA, two from the Netherlands and Belgium and one each from Japan, South Africa and New Zealand.

The qualitative studies included in this review pursued two main research aims, either around getting a better understanding of the experiences of parental mental illness or exploring the acceptability or effects of a preventive intervention.


Findings and outcomes of parental mental illness research

Twenty-three of the 36 papers sought to explore the experience of parental mental illness from multi stakeholder perspectives in order to better understand the respective experiences of the parent's mental illness. Four main themes were identified: child and young people outcomes; family outcomes; parent outcomes; and intervention outcomes. Subthemes within each were identified and are illustrated below (see Table 2).


TABLE 2 Overview of the focus, findings, and outcomes of parental mental illness research.
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Child and young people outcomes

Six subthemes were identified from the analysis of the findings from 18 studies illustrating the experiences of parental mental illness from the child and young people's viewpoint: socio-emotional outcomes, increased responsibility/caregiving, insufficient understanding, impacts on the parent-child relationship, social outcomes, school experience, and resources.

Socio-emotional outcomes for children include having developed mental illnesses (e.g., anxiety disorders, eating disorders, depression), and most participants specifically talked about negative emotions and feelings (29–43, 60). Illustrations of this were shown by two studies (31, 60), where participants indicated the following socio-emotional outcomes:

	“I am terrified of my mother when she gets angry” [(31), p. 59]
	“I worried about my mother. I worried about what condition she would be in when I came home from school.” (Man, 28 years old) [(60), p. 749]
	“I felt indecisive, inadequate, and ashamed in front of my friends. (Woman, 21 years old) [(60), p. 749]
	“I felt abandoned and lonely because no one explained what happened”. (Woman, 20 years old) [(60), p. 749]

Nevertheless, several children and young adults reported that although their childhood was impacted by their parent's mental illness, they also felt a few positive socio-emotional outcomes. For example, participants stated they felt more mature (40, 42) and autonomous/independent (35, 42).

Nine studies underlined that parent mental illness frequently resulted in the child assuming greater responsibilities at home (35, 37, 38, 40–43, 60), for their families, “managing everything” (60), caring for their brothers and sisters, offering both practical (e.g., washing, cleaning, and cooking) and emotional support [e.g., hugging the parent, “saying the right supportive things at the right time” (41)] to their parents (60). Some participants report having “lost their childhood” [(35), p. 67]. One participant, Lucy, said: “I always felt like I had to take care of my mom as a kid” [(35), p. 68]. This “reversal of roles” was sometimes felt positively by children (pleased to be useful), but more generally felt like a heavy burden (39).

Participants—mostly adolescents—from seven studies reported insufficient understanding of mental illness in general and about their parent's specific mental illness. They underline that they were not well-informed, and that parent mental illness was not discussed in their family, leading them to many unanswered questions (34–37, 41, 43, 44).

“I'd never experienced anything like this before, so I didn't really understand why I suddenly couldn't recognize my own mother.” [(43), p. 1,604].

Five studies discussed the impacts that parent mental illness may have on the parent-child relationship (29, 35, 38, 42, 60). Some children reported that their relationship with their ill parent was generally too emotionally demanding (35), others underscored the superficial, forced relationship they had with their parents (29, 60); and many stated that they could never rely on their parent with a mental illness to support or comfort them during difficult times, or to motivate them to achieve in school (35, 38, 42).

	“I just went through a break-up, and I wish I could have called my mom and had her talk me through it. But I just can't. I mean, I could, but what would come out of her mouth would just stress me out even more. So yea, it's something I'm learning to deal with” (Sophia) [(35), p. 57]

Six studies highlighted how parental mental illness impacted social outcomes, such as reduced time spent with friends and difficulties in romantic relationships (31, 35, 38, 39, 43, 45). For example, the teenage forum writers in Widemalm and Hjarthag (43)′s study commented that they had less time with their friends, often staying home because of fear of their parents harming themselves.

	“Several times when I was out, she called me crying and asked me to come home. I wanted nothing more than to be out with my friends and to forget about everything then. But the fear of her doing anything stupid to herself was too strong. At that time, I didn't have much leisure time. Always hurried home to make sure that mum was okay.” [(43), p. 1,603]

In five studies, participants underlined the effects that their parent's mental illness had on their school experience (30, 37–39, 43). Participants explained that they felt generally uncomfortable in school, unable to focus on the classroom work (30, 39, 43), with “continuous thoughts of how well their parents are doing back home” [(30), p. 8], not wanting people to know about their parent's mental illness for fear of being stigmatized by their peers (30, 37). In two studies, participants underlined this even led them to stop going to school (38, 43).

Findings from eight studies illustrate the resources that children recognize as helpful to cope with their parent's mental illness (30, 32, 39–42, 46, 47). Child participants talked about the importance of internal resources, such as self-reflection, capacity to set limits toward the parent, and taking time for oneself (30, 32, 39–42, 46, 47). In this vein, some children reported the helpfulness of engaging in sports or physical activities [e.g., (41)], or developing artistic expressions (32).

	“I like to listen to music. I listen to the type of music where I can recognize myself… that describes things I feel and…. It is important for me to get time to listen to music. I listen to music through the night and walk around with music on, through the day. If I feel sorry, or I am frustrated or just bored, it's just to close the door, listen to really loud music, scream and shout and… just get it out.” (Girl 15, 2006) [(32), p. 471].

Participants in eight studies also underlined the significance of external resources, such as their social support network from inside the family (siblings, extended family), the school (e.g., teachers), or the services (e.g., mental health professionals) (30, 32, 39–42, 46, 47).

	“What helps us feel better about the challenges of having a parent with a mental disorder is social support. It allows us to confide in each other during difficult times, to share our happiness and to dream together. My girlfriend and some of my friends offer me a lot of support in my daily life. (Victoria)”. [(42), p. 8].



Family outcomes

The unpredictability of the family context, their family's reluctance to talk about mental illness, their adjusting to the needs of the ill parent, and experience of physical and/or verbal abuse from their parent were the four subthemes identified from the analysis of 11 studies reporting on the family outcomes. Five studies discussed the unpredictability of the family context when a parent has a mental illness (33, 34, 36, 38, 39), leading some children to have uncertain expectations concerning their parent (13, 34).

	“I felt like I was walking on egg shells around my mom or dad” [(33), p. 213]
	“My mom has rapidly fluctuating depression. She has one completely normal day, and on the next she doesn't want to talk to anyone and just cries and rants.” [(39), p.179]

Participants from five studies also reported on their family's reluctance to talk about mental illness, and the silence that surrounded their parental illness (33, 36, 38, 40, 41). Many families were hiding the parent's hospitalizations, suicidal attempts, and diagnosis (13), to avoid shame (38).

Both children and partners in two studies underlined the energy invested in adjusting to the needs of the ill parent, for example, to prevent conflicts (39, 48).

Finally, in two studies, some children from family environments where there is a parent with mental illness, named having experienced physical and/or verbal abuse from their parent (30, 37).

	“Sometimes she [parent with mental illness] insults me. She beats me but when she does, I just leave her to do it” (Eric) [(30), p. 3,521]
	“When she [parent with mental illness] is here, she disturbs my sibling a lot. She is always shouting at them, they can't even concentrate on their homework” (Christabel) [(30), p. 3,521]



Parent outcomes

Two main subthemes of negative impacts on parenting and general positive outcomes emanated from the analysis of the findings from nine studies illustrating the effects of parent mental illness on the parents themselves.

Five studies underlined the negative impacts of a mental illness on parenting. For example, parents with a mental illness and clinicians evoked impacts on the capacity of the parent to maintain discipline or discussed the general parenting skills deficits (49). Results of three studies also underlined the parent's difficulties in maintaining safe and stable environments, managing interpersonal boundaries, and having adequate empathic responsiveness (31, 49, 50).

	“I rely on the kids [aged seven and 3 years old] to try and calm me down. They are the parent and I'm the child. So when I get angry and I say ‘why haven't you told me…' and they say ‘mummy, I'm listening. Calm down' and then I'll calm down”. [(49), p. 476]

The other important theme was the relationship with their children seen as a positive and protective factor, enhancing their capacity for adaptive parenting (30, 50), motivating them to behave better (49), and felt as a source of safety, comfort (51) and hope (37).

	“I was a mess before I had kids. I had [eldest son] and my life got… it completely changed my life.” (Melissa) [(37), p. 352]
	“Observing my child grow through different stages and seeing her achievements. The pride of bringing such a wonderful child into the world and seeing how she has turned out.” [(49), p. 476]



Intervention outcomes

In addition, 12 studies explored the acceptability or effects of a preventive intervention including the five subthemes: communication, connecting with others, emotions and feelings, coping and personal skills and understanding the problem.

Participants from five studies reported that the intervention helped them with communication, either by giving them the language necessary to communicate (16), or by helping them feel more comfortable sharing their experiences (44, 52, 53).

	“This was a very good way to start that conversation that I've never really known how to start. And I was so surprised how receptive the kids were and I keep underestimating kids.” [(53), p. 142]

The results from six studies underlined that the intervention proposed helped the participants connect with others (16, 42–44, 54, 55). Participants from three studies evoked their feelings of belonging to a group of others just like them (42–44).

	“Also want to thank for a crazily good site. I was so happy (and touched) when I found it. I recognize myself in so many stories. And now, for the first time, I KNOW that I'm NOT alone.” [(43), p. 1,605]

Participants from six studies underscored that the intervention/service offered, had positive impacts as it decreased their negative emotions. They felt normal (42, 44), supported (42, 43, 60), relief (16, 44, 53, 60), hope (42, 44), and less lonely (44).

	“I had wondered: Is this right? Is it normal? So I felt good to get confirmation that I am not alone in my situation, that many people are struggling with the same things, and all my reactions are normal. It was a relief that there wasn't anything wrong with me after all.” [(44), p. 1,411].

Six studies reported on the effects of the intervention/services offered on the children and the family's personal and coping skills. Some participants from three studies underlined that they felt stronger and braver (54), capable of being proactive in their own lives (44) or contributing to other's wellbeing (43, 54). Also, results from two other studies report that the intervention helped them learn coping strategies (16, 56), such as “Asking someone for help when you need it.” [(56), p. 6]

Another main subtheme that emerged from the review, and more specifically underlined in five studies, was the helpfulness of the intervention/services in understanding either general mental illness, the parent's particular mental illness, or the impact that the mental illness could have on their family (16, 42, 52, 53, 57), and even in identifying issues that were “difficult (P9), or not clear (P8) to the parents, or which were described as previously hidden (P8), in the background (P9) or which needed identification (P6)” [(52), p. 49].




Future research

The second aim of this review was to summarize the recommendations for future research. Examination of the 36 qualitative papers resulted in four themes (1) investigate multiple perspectives; (2) research in specific topic areas; (3) developing and testing interventions; (4) methodological issues and improvements to research designs (see Table 3).


TABLE 3 Overview of the main recommendations for future research.

[image: Table outlining areas of focus. Columns: Multiple perspectives, Specific topics, Developing and testing interventions, Methodological issues. Rows: Young people’s voice, parents' voices, within family factors, social environment. Interventions include current and online support. Methodological issues address studies, enquiry improvements, and survey development.]


Future research to find multiple perspectives

Twelve studies proposed that future research should include multiple perspectives, and these proposals were analyzed into two subthemes of: “young people's voice: look at different age groups and profiles” and “Voices of parents, carers/partners, siblings, or clinicians.”

Eight studies emphasized the importance of including children, and children from different age groups and profiles to better capture the nuances and developmental differences in children's experiences and opinions (29, 34, 39, 44, 47, 51, 54, 56).

	“The involvement of children themselves in the evaluation of interventions ensures the evaluations are accessible, relevant and appreciated, which then ensures that the services made available to them are actually used (50).” [(56), p. 9]
	“…Studies could include younger children and examine their guilt and shame feelings. They might not know a lot about the parental mental illness or do not understand it yet, and therefore their guilt and shame feelings might differ from youth who might have more knowledge about parental mental illness.” [(29), p. 169]
	“I suggest that the gender issue should be explored in future research about participation in online and offline self-help groups, and when addressing the everyday experiences of children and adolescents with mentally ill parents.” [(39), p. 185]

Eight papers discussed the importance of taking the perspective of different groups, including parents, partners of adults with a mental illness, fathers more specifically, siblings and clinicians. Three studies underscored the need to consider the experiences, challenges, and perspectives of parents, particularly partners of adults with mental illness, who often navigate complex caregiving roles (29, 30, 44). Three other papers emphasized that research into the impact of parenting on fathers with a mental illness is limited and that it's important that future research aim to better understand fathers' experiences, challenges, and contributions to family life with a parent with a mental illness (45, 49, 51). One paper highlighted the significance of including siblings in research on families with a parent with a mental illness. Siblings play a vital role in children's lives, and their perspectives can offer unique insights into family dynamics, relationships, and the impact of various factors on children's development and wellbeing (35). Finally, one study emphasized the importance for future research to consider the perspectives of clinicians who work directly with individuals and families affected by mental illness (50). Understanding clinicians' perspectives can help identify gaps in services, improve communication between professionals and families, and enhance the effectiveness of mental health interventions and treatments.

Overall, these papers collectively underscored the importance of inclusivity and considering a diverse range of voices and perspectives when exploring the experiences of families living with a parent with a mental illness.



Future research in specific topic areas

Twenty papers proposed that future research should investigate three specific subthemes: “young people (including adult COPMI);” “Within family factors;” and “Social environment.”

Across the 10 papers underlining the first subtheme “young people,” two papers emphasized the importance of considering personal factors such as attachment and past traumatic experiences, within the context of systematic assessments of children growing up with a parent with a mental illness (33, 45). A further two studies highlighted the significance for future research to aim at better understanding the unique experiences and needs of young people who have a parent with a mental illness, during their transition to adulthood (35, 42). Authors from three studies highlighted the need for more research around shame, guilt and stigma among families that have a parent with a mental illness (29, 32, 36). Finally, two papers discussed how future research should investigate the resilience process of children and families confronted by parental mental illness, and how interventions could help enhance resilience characteristics (29, 54).

Across the 11 papers exploring the second subtheme “within family factors,” six studies highlighted the need for future research to investigate issues around the quality, dynamics, and effects of the parent-child relationship within the context of parental mental illness (29, 39, 46, 50, 53, 58). Various dimensions of the parent-child relationship, including communication patterns, emotional bonding, attachment styles, and parenting practices, still need to be explored. Understanding the nuances of the parent-child relationship can inform interventions aimed at strengthening family bonds, promoting open communication, and supporting children's emotional needs during challenging times. Also, five papers underlined the importance of investigating the children's and families' experiences on parental mental health, but according to various types of mental illnesses (33, 49, 50, 58). Also, future research should look into the support needed according to the different illnesses (47).

Across the six papers exploring the third subtheme “social environment,” four studies discussed the need for future research on the role of social support and peer support, on children and families that have a parent with a mental illness (30, 42, 43, 54, 59).

	“Further research into the impact of social networking in peer support, the specific resilience characteristics enhanced by peer support, and the effects of peer support on other family members (e.g., parents and siblings) would add to the emerging evidence base on peer support programs”. [(54), p. 66]

Another paper specifically recommended that future research be conducted on examining the role that culture plays in “shaping how children understand and talk about their own families” [(35), p. 182].



Developing and testing interventions

Nine papers proposed that future research should focus on Developing and testing interventions, and these proposals were analyzed into two subthemes of: “Current and developing interventions” and “Online interventions/support.”

First, authors from five studies recommended that more research be conducted to evaluate the acceptability, feasibility, and effectiveness, of current interventions, test and compare different educational modes, or propose new intervention strategies based on emerging research findings or clinical insights (16, 37, 50, 52, 57).

Also, four papers recommended that future studies investigate the effectiveness of online interventions and support for children or adolescents with parental mental illness (31, 43, 44, 54).

	“the body of research on online self-help groups has focused primarily on services for adult users and for adult caregivers of a child/partner suffering from illness.” “…more research is needed to determine the usefulness of online information and support for caregivers.” [(44), p. 1,408].



Methodological issues and improvements to research designs

Finally, 15 papers discussed Methodological issues and improvements to research designs, around four main subthemes: “More prospective studies and trials;” “Improvements to methods of enquiry;” “Problems and improvements in sampling;” and “Develop and use quality survey instruments to better measure.”

Six papers underlined the need for more rigorous prospective studies and trials, investigating both short but also longer-term benefits or outcomes of interventions on children who have a parent with a mental illness (16, 48, 52, 54, 55, 60).

	“There is, however, a shortage of research showing the effect of these interventions in natural clinical contexts as well as of trials assessing parents' and children's outcomes, both in short- and long-term perspectives (Schrank et al., 2015).” [(48), p. 70].

Four papers discussed the need to improve the methods of enquiry in future research (33, 41–43). For example, by using more qualitative or microanalysis methods (41), triangulation of perspectives (43), individual interviews or focus groups with children (41).

	“While analyzing family interviews, we learned to be careful not to overlook silences and other non-verbal cues. But many things are left unspoken and therefore the question remains: How to research concepts like ‘hiding worry' in an empirical way? Studying what is hidden or implicit is difficult because as a researcher you understand the words in a certain context, including complex non-verbal cues. Whereas, words are compelling in the context of research, the non-verbal issues are sometimes difficult to express in an article, let alone to objectify them.” (p. 342) “…our interpretation should be handled with caution and needs further exploration, for instance in other qualitative research projects.” [(41), p. 342].

Six papers discussed about the need to improve our sampling methods (29, 35, 39, 52, 59, 61), to include more diverse samples, as well as larger, representative samples of participants.

	“Future researchers should also include larger samples of key stakeholders especially parents with mental illness, their children, and other family members” [(61), p. 254].

Finally, three studies talked about the need for researchers to develop and use higher-quality survey instruments to better measure outcomes (29, 42, 61).

	“Researchers need to test outcomes of programs using scales with good psychometrics and control or comparison groups.” [(61), p. 254].





Discussion

This scoping review had two main objectives: (1) To scope and synthesize the research findings and outcomes in past qualitative research studies; (2) To summarize any suggestions from past research about the direction of future research.

Across the studies, the most salient outcome reported from child participants were socio-emotional outcomes, with many reporting mental health issues such as anxiety, eating disorders, and depression, along with negative emotions such as fear, guilt, loneliness, shame, and worry. These were also frequently reported as outcomes of participating in an intervention, as participants from six studies highlighted that the intervention or service they received had positive effects by helping them feel normal, supported, relieved, hopeful, and less lonely (42–44, 60). To our surprise, outcomes such as attachment and traumatic experiences were not frequently reported by participants in selected studies and were underlined by researchers as important areas for future research. Yet, in a recent parallel scoping review of quantitative studies in this area, results showed a similar trend, as none of the identified studies measured parent trauma, and only one group of researchers investigated trauma in young persons of parents with a mental illness (10). Attachment and trauma are multifaceted constructs that require specialized, often longitudinal, methods to assess accurately (62). This complexity may deter researchers from focusing on these outcomes. Yet, investigating attachment and trauma is crucial because both may have long-term implications for the mental health and development of children of parents with mental illness (63). Trauma, in particular, is a known predictor of future mental health issues, perpetuating intergenerational cycles of mental illness (64). By incorporating these outcomes into future research, we can better understand the holistic impact of parental mental illness on families and design interventions that support not just symptom management, but also long-term emotional wellbeing.

Second, other important reported outcomes of parental mental illness were on children's social and academic lives. Child participants reflected on how parental mental illness impacted their school performance, ranging from difficulties focusing in class to potential school dropout (30, 38, 39, 43). Participants also underlined having reduced time spent with friends and challenges in romantic relationships (31, 35, 38, 39, 43, 45). This theme of social connection emerges as a recurring outcome in qualitative studies exploring preventive interventions for children and families affected by parental mental illness. In three studies, participants described a sense of belonging to a community of peers facing similar challenges (42–44). At the same time, the role of external resources, such as social support or peer support, underlined in eight studies, was highlighted by some studies as a significant aspect that should be investigated more in future research (30, 42, 43, 54, 59). For example, future research should delve deeper into the mechanisms by which social support and peer connections contribute to positive outcomes for children and families affected by parental mental illness. Also, longitudinal studies are needed to explore whether social support networks persist after the intervention ends and how sustained connections might influence long-term outcomes. Moreover, with the rise of digital and online platforms for mental health support (65), there is potential for exploring how technology can facilitate social connections for families.

It is also not surprising that children's academic lives are impacted. Parental mental health problems have been linked to children's lower academic achievement in their final school year (66) and a parent's perinatal hospitalizations for mental health concerns has been associated with lower adolescent academic performance (67). This appears an important area for future research. Increasing attention is now being paid to children's mental health in schools in various countries (e.g., Northern Ireland, Canada) and guidelines are being developed for schools on how best to identify and support young carers. Further research could explore the impact of these recommendations.

Third, five studies underlined the negative impacts of a mental illness on parenting, specifically on the parent's difficulties with either: maintaining discipline (49), maintaining safe and stable environments, managing interpersonal boundaries, and having adequate empathic responsiveness (31, 49, 50). These impacts on the parenting skills of the parent with a mental illness echoes with the impacts reported by children, on their relationship with their parent. Children in five studies highlighted the emotional strain (35), artificiality (29), and lack of support (38) in their relationships with an ill parent (35). Some children even reported having experienced physical and/or verbal abuse from their parent (30, 37), others highlighted the impact on their caregiving responsibilities within the family (41, 60). One participant, Lucy, said: “I always felt like I had to take care of my mom as a kid” [(35), p. 68]. Hence, the parent-child relationship, particularly parenting skills, was a key outcome for both parents and children. At the same time, it is also noted by some studies, as a theme that should be investigated more in future research. Six studies stress the need for more research on the parent-child relationship during parental mental illness, including aspects like communication, bonding, attachment, and parenting (29, 39, 46, 50, 53, 58). Future research should explore how mental health symptoms interfere with a parent's capacity to be emotionally available and attuned to their child's emotions (68), as well as strategies for enhancing bonding in families affected by mental illness.

Fourth, children and partners of adults with partners of adults with mental illness emphasized the unpredictable nature of the family environment when one parent is affected, and the uncertain expectations regarding their parent (33, 34, 36, 38, 39), particularly considering that children generally underline being not well-informed about their parent's specific mental illness (37, 39, 41, 43). Participants in five studies disclosed that their families avoided talking about mental illness and kept quiet about their parents' struggles (13, 36, 38, 40, 41), with many families concealing hospitalizations, suicidal attempts, and diagnoses to evade shame (13, 38). Hence, children and families limited understanding of the parent's mental illness, and inherent unpredictability associated with this along with the various adverse socioemotional outcomes reported in many of the papers illustrate how important it is to focus and target mental health literacy, communication, and coping skills, as key outcomes of interventions; as also acknowledged in the studies reviewed. Notably, participants from five studies found the intervention beneficial for understanding mental illness, and aided them in communication, either by providing the necessary language or by making them feel more at ease in sharing their experiences (16, 44, 52, 53). One area that could benefit from further exploration is the role of stigma in perpetuating silence and avoidance around parental mental illness, as well as how interventions can address stigma to foster more open communication and emotional transparency within families.

Fifth, the qualitative studies identified in this scoping review reveal a nuanced understanding of the impact of parental mental illness on parenting and children. While negative impacts are acknowledged, there is also a recognition of positive outcomes for both parents and children, offering a refreshing perspective. Among the findings, parents from various studies reported that their relationship with their children served as a protective factor, motivating them in their general parenting (30), to behave better (49) and more generally it was for them a source of comfort and hope (37). Children, too, expressed positive experiences, noting that having a parent with a mental illness facilitated their personal growth toward maturity and independence (42). It's noteworthy to consider that effective family interventions capitalize on the strengths and positive aspects of individuals and their families. These findings not only shed light on potential targets for intervention, but also align with the principles of positive psychology interventions (69, 70), emphasizing the importance of leveraging inherent strengths to promote resilience and wellbeing within families facing mental health challenges.

More broadly, several researchers have emphasized the necessity for further research to thoroughly evaluate the acceptability, feasibility, and effectiveness of current interventions, including online interventions and supports for children with parental mental illness (16, 37, 50, 52, 57). Notably, there is a scarcity of studies assessing the acceptability or feasibility of interventions for COPMI or FAPMI, particularly those incorporating children's (56, 71) or young adult's (65, 72) perspectives, despite the recognized importance and benefits of such research (73–75).

Finally, studies highlight that more prospective studies and trials be conducted, as well as more high-quality research, including through improvements in sampling, and quality survey instruments. This finding supports previous suggestions of the need for high-quality study designs and methods (76) that have a focused group of psychological measures that are used by multiple authors (77) to ensure a greater homogeneity of measures to enable better interpretation of the problem and the effectiveness of clinical interventions (78). This issue and recommendation are further emphasized by the quality of papers in this study which showed that studies were either of moderate or low quality, except for one high-quality paper.


Recommendations for future research and interventions

This review underscores the pivotal role of qualitative data in comprehensively understanding and evaluating outcomes of parental mental illness on families. By delving into the lived experiences and perspectives of individuals within these families, qualitative research provides invaluable insights that complement quantitative findings. However, the review also highlights the diversity in study designs across qualitative research in the field, which poses challenges for comparison and synthesis. There are clear opportunities for greater alignment of study designs, which would facilitate more effective comparison and synthesis across studies and settings, ultimately enhancing the robustness of research outcomes.

Furthermore, although some of the included studies focused on the outcomes of interventions, the majority centered around the general experiences of families rather than their specific experiences of support. This observation contrasts with quantitative studies and suggests future qualitative research could include targeted exploration of families' perspectives on effective support mechanisms (what works).

Moreover, while outcomes for children received considerable attention and depth of exploration, outcomes for parents or the entire family unit were comparatively less examined. This discrepancy underscores a gap in research focus that warrants attention in future studies to ensure a more holistic understanding of the impact of parental mental illness on family dynamics; particularly considering the increasing evidence of impact of parental mental illness on family functioning (79, 80).

The review also identifies several important factors for outcomes that were not extensively explored in the included studies. These factors encompass various domains such as economic difficulties and deprivation, experiences of discrimination or social exclusion, limited access or availability of effective support services, disrupted attachments, parent-child relationships, trauma experiences, child's illness or disability, and unemployment. These factors are reported in the wider literature as often associated with parental mental illness and may adversely impact all family members (81). Additionally, there's a call for more positively focused research, indicating a need to explore resilience, strengths, and coping mechanisms within families facing parental mental illness. Moving forward, recommendations for future research encompass the inclusion of multiple perspectives, such as those of children, fathers, and other family members, as well as efforts to promote the overall quality of research in the field through prospective studies and trials. Ultimately, involving families affected by parental mental illness in identifying research priorities emerges as a crucial step toward conducting meaningful and impactful research in this domain.



Limitations

One of the limitations of this scoping review was the exclusion of papers specifically addressing perinatal mental illness and those focusing on the mental health workforce. Moreover, the search criteria were limited to research published in English, which introduces the possibility of language bias. Finally, it is important to acknowledge that qualitative data analysis, although a valuable tool for uncovering nuanced insights, is susceptible to interpretation and researcher bias. Despite efforts to maintain objectivity, the findings can be influenced by the perspectives of the researchers involved. As reported at the end of the paper, the authors are all from well-developed countries, predominantly with backgrounds in psychology or social work, working as academics and/or in a clinical role, with an interest in FaPMI research and practice.




Conclusion

Research suggests that adverse outcomes for families affected by parental mental illness may be prevented or reduced by early identification of need and timely appropriate interventions. There has been a burgeoning amount of research in FaPMI and this study is important as it summarizes the scope of qualitative research from the last 24 years along with recommendations across those studies for future research. In combination with a recent review of the quantitative research over this period (10), the two reviews offer emerging recommendations and direction to move the field forward. The identification of child, parent, family and intervention outcomes along with future directions for research can also be used to inform policy, practice and service development.
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Introduction

Pregnancy and the postnatal period represent a time of heightened risk for women to experience mental health difficulties. Some mothers may require specialist inpatient psychiatric support made available through Mother and Baby units (MBUs). Although there is evidence of the therapeutic benefits of MBUs, many studies have utilised methodologies vulnerable to interviewer and social desirability biases. The repertory grid technique (RGT), derived from personal construct theory (PCT), has been successfully used to explore how the way in which a person thinks about and defines the self (i.e., self-construal) changes following therapeutic intervention in samples of people experiencing mental health conditions. Therefore, this study aimed to explore change in maternal self-construal following MBU admission, utilising the RGT, thereby enhancing our understanding for the therapeutic role of MBU admissions in women’s mental health recoveries.





Methods

Participants were recruited from two MBUs in England. RGT was undertaken with participants shortly after admission and again at discharge, allowing for comparisons between grids to assess change in how a mother viewed herself in relation to certain aspects of the self (e.g., ideal self) and other people, a concept referred to as construing in PCT. Data were analysed using principal component analysis, Slater analysis, and content analysis.





Results

There were 12 participants who completed repertory grids at admission, with eight (66.67%) participants also completing discharge grids. Most of the eight participants demonstrated improvements in overall self-esteem and self-esteem as a mother, a shift towards a more positive self-perception, and increased construed similarity between the self and positively construed others, and construing became more varied. Conversely, a few participants displayed a reduction in self-esteem, particularly in the maternal role and increased construed similarity between the self and negatively construed others, and construing became more rigid.





Conclusions

All participants exhibited changes to construing during their MBU admission, with most participants displaying positive changes to self-esteem and self-perception and a more adaptive process of construing. Potential implications are offered for service users, families, clinicians, and stakeholders. Recommendations for future research are also provided.
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1 Introduction

The transition to motherhood, starting in pregnancy, giving birth, and the 12-month postnatal period are significant life events for women (1, 2), a time defined as the perinatal period (3). This transition to motherhood, a catalyst for significant shifts in a woman’s identity (4), can challenge a woman’s sense of self (5) and encompass shifts in self-concept which negatively impact mental health (6).

Women often have established personal standards that they aspire to adhere to as a mother, which can be referred to as personalised ideals (7). Women can also be exposed to societal myths surrounding motherhood (8) and societal principles conceptualising what constitutes a ‘good mother’ (9, 10), which can contribute to forming a woman’s internalised societal motherhood ideals. One example is the ‘Good Mother’ ideology (10). It is the integration of these personalised and internalised societal ideals and the woman’s actual experiences of being a mother that happens during the formation of the ‘motherhood identity’ (4, 11, 12).

However, an incongruity can occur between the woman’s actual experience and their pre-existing ideals of motherhood (5). Women who persistently experience greater discrepancy between their prior ideals and lived reality are at a greater risk of experiencing emotional difficulties, such as anxiety (13), low self-esteem (13), severe postpartum depression (14, 15), feelings of inadequacy (16), or shame and guilt (7, 17). Perceiving oneself as an ineffective or non-nurturing mother can contribute to difficulties, such as the development of postnatal depression (18). It is not only the comparison of their actual experience to internalised ideals that appears to influence the emotional well-being of the mother, because the process of external comparison with other mothers is also important: higher rates of depression are observed in mothers who negatively compare their actual motherhood experience to that of other mothers (19). Conversely, as mothers who possess positive self-esteem and a healthy self-concept tend to experience higher emotional well-being (20, 21), decreasing the discrepancies between internalised motherhood ideals and a person’s lived reality can play a vital role in achieving a successful transition to motherhood (22).

The perinatal period, especially the first 30 days postpartum, represents one of the highest-risk periods for women in their lives for the development of new and/or recurrence of pre-existing mental health conditions (23–27). Mental health conditions, such as depressive disorders, anxiety disorders, and psychosis, are the most common difficulties to occur in the perinatal period (24, 28). Globally, approximately one in five women will experience a mental health condition in the perinatal period, with disparities observed across low-, middle-, and high-income countries (29). The rates of perinatal mental health conditions in the UK are reflective of the global average, with approximately 20% of British women experiencing such difficulties (30).

In the UK, approximately 4 in 1,000 women with perinatal onset mental health conditions require more intensive psychiatric support accessed through an inpatient admission, ideally to a specialist inpatient Mother and Baby Unit (MBU) (30, 31). MBUs offer joint mother–infant inpatient admissions, facilitating psychiatric, psychological, and psychosocial assessment and intervention for the mother while also enriching the mother–infant attachment (30–32). Effective care and treatment of a mother’s mental health during the perinatal period is paramount because untreated perinatal mental health conditions can result in adverse effects for both the mother and her developing child (33, 34). In their systematic review of published psychological guidance for perinatal mental health, O’Brien et al. (35) emphasised the importance of targeting both maternal mental health difficulties and the mother–infant dyad to achieve effective outcomes, a goal made possible through a joint MBU admission.

The benefits of MBUs have been noted. In their systematic review of 23 studies, Gillham and Wittkowski (36) identified that MBU admission improved maternal clinical symptoms, maternal confidence, child development, and the mother–baby relationship, including enhanced infant attachment. The finding of improved maternal outcomes following MBU admission was upheld by a more recent systematic review of 44 studies by Connellan et al. (37) and by the empirical studies of Branjerdporn et al. (38), Stephenson et al. (39), and Wright et al. (40).

MBU co-admission is preferable in supporting maternal mental health conditions during the perinatal period in many ways over mother-only general psychiatric hospital admission (41), and women admitted to an MBU seem to express high levels of care satisfaction (38, 42). The Effectiveness of Services for Mothers with Mental Illness (ESMI) research programme report (43) noted that mother–infant separation resulting from individual maternal hospitalisation can be perceived as traumatic by mothers and detrimental to the mother–infant dyad, ultimately hindering recovery. Indeed, mothers expressed that being with their baby had been an important factor in recovery (41, 44). However, most studies illustrating the benefits of MBU admission for both mother and baby utilised methodological approaches susceptible to social desirability and researcher biases, such as interviews, observational methods, standardised psychometrics, and rating scales (45).

A more appropriate methodology is the repertory grid technique (RGT) (46), an assessment tool derived from Personal Construct Theory (PCT0) (47). PCT postulates that people engage in an ongoing process of utilising an idiosyncratic system of personal constructs to understand and distinguish between elements within themselves and among others in the world, a process termed construing (48). Examples of elements include the actual self, ideal self, and person of trust (49). The constructs that a person develops are bipolar in nature, for instance, ‘undeserving–deserving’ (p. 176) (50) and shape expectations and interpretation of events while being continually open to revision in response to experience (47). This process of construing itself falls on a ‘loose–tight’ continuum with extremes of very loose or very tight construing, constituting a threat to psychological well-being. ‘Loose’ construing occurs when an element is positioned on opposing ends of construct poles on different occasions and results in variable predictions and a disorganised view of the self and world (47). Conversely, excessively ‘tight’ construing results in consistent and precise but unvarying predictions with overly ‘tight’ construing resulting in ‘all or nothing’ thinking (51).

An advantage of RGT is that via elicitation of idiosyncratic definitions of elements and constructs, it can reveal implicit attitudes that may not be shared in interviews (52). Similarly, it can be used to detect clinically meaningful changes in construing following therapeutic interventions that cannot be identified by standard questionnaires (53). Overall, RGT enables a person’s subjective experience to be subjected to objective analysis, thereby reducing researcher bias (54).

As such, RGT has been effectively utilised in mental health research, particularly inpatient samples, including those experiencing psychosis, anxiety, and depression (49, 55–58), to examine changes in construing of people experiencing a mental health condition following therapeutic intervention (59–61). A key aspect of RGT in such studies is the facility to conduct idiosyncratic assessment across different time points with very small sample sizes of up to eight participants (59, 62, 63). Furthermore, Wittkowski et al. (64) used RGT to examine the experiences of compassionate care during an MBU admission.

No study to date has investigated the construals and construing in mothers at admission to an MBU and assessed for changes in construing following an MBU admission, to explore the clinical benefits of MBU care in supporting maternal mental health. Using the RGT, the preliminary aim of this current study was to assess how mothers who experienced an acute mental health crisis that necessitated MBU care construed themselves at admission. Furthermore, this exploratory study sought to answer the following question: “How does a mother’s self-concept, captured through the way she construes herself, particularly how she construes herself as a mother, change during an admission to an MBU?”.




2 Materials and methods



2.1 Design

The study utilised a within-subject repeated measures design, with participants acting as their own control. It used RGT (46) to investigate maternal construal and process of construing at admission, and then assess for change to these areas during an MBU admission.




2.2 Ethical and other approvals

Relevant approvals were obtained from the NHS Research Ethics Committee (REC) and Health Research Authority (HRA) (reference: 23/WA/0020), and local NHS Trusts Research and Innovation departments (reference: x648). In line with UK legislative frameworks for best practice, experts by experience were consulted on the research design process (65). We liaised with at least one member of the University’s Community Liaison Group (its members include services users, people with lived experiences, and carers) in the development stage of this study, who recognised the potential benefits of this study and advised on some procedural aspects.




2.3 Participant inclusion and exclusion criteria

Participants, considered eligible for inclusion, were 1) aged 18 years or over, 2) admitted to a participating MBU within the last 4 weeks, 3) presenting with any mental health diagnosis, 4) pregnant or had delivered a baby in the last 12 months, 5) proficient in the English language, and 6) able to give informed consent. RGT methodology is not language-specific, but given limited resources to facilitate appropriate translation services, participants not fluent in English were excluded.




2.4 Recruitment and setting

Participants were recruited from two MBUs across two NHS Trusts in the Northwest of England between March 2023 and February 2024. The 8–10-bed MBUs provided similar specialist care, and the staff teams on both units comprised psychiatric and medical staff, psychiatric nurses, nursery nurses, clinical psychologists, and occupational therapists.

Participants were recruited via two main methods. Firstly, interested participants were able to contact the main researcher directly following study advisements to register an interest in taking part. On contact, a participant information sheet was shared. Alternatively, ward-based clinical staff identified potential participants and asked them to complete a consent to contact form if they were interested in participating. On receipt of the consent to contact form or self-directed contact, the main researcher then contacted the potential participant and ascertained eligibility, and the first assessment session was arranged.




2.5 Questionnaire data collection

A demographic questionnaire, specifically designed for this study, was used alongside the Clinical Outcomes in Routine Evaluation - Outcome Measure (CORE-OM) (66) to contextualise individual experiences and the sample of participants. The CORE-OM is a 34-item self-report measure which assesses a person’s current psychological global distress, and the efficacy and effectiveness of psychological intervention (67). Responses on the scale range from 0 (not at all) to 4 (most or all the time), yielding possible scores between 0 and 136. For a total score of current psychological global distress, a score of 1–20 is deemed a ‘healthy’ level of distress and a score of 85+ indicates a ‘severe’ level of distress. The CORE-OM was scored in line with standardised scoring procedures (68) and was based on the mean rating applied to each sub-scale, with a score of 1.00 or above indicative of exceeding the clinical cut-off. The CORE-OM is recommended for UK perinatal mental health services (69) and has good internal reliability, test–retest reliability, convergent validity with other measures, and sensitivity to change (67). Furthermore, the CORE-OM can successfully assess change in clinical recovery (70).




2.6 Repertory grid procedure

To develop the repertory grid, participants were presented with the following 10 elements: 1) actual (current) self, 2) ideal self, 3) actual (current) self as mother, 4) ideal self as mother, 5) ideal other mother, 6) other mother on MBU, 7) friend I know who is a mother, 8) self before becoming a mother, 9) ideal future self, and 10) ideal future self as a mother. These elements were based on the repertory grid literature (46, 52) and their relevance to the perinatal field and were predetermined by the authors, who have expertise in utilising repertory grid methodology and working clinically in mental health. The triadic difference method was used to generate bipolar constructs (54, 71) and involved presenting the participant with three randomly selected elements at one time and asking them to consider “How are two of these similar to one another (emergent construct) and different from the third (implicit construct)?”. Participants were then asked to describe in detail and give behavioural examples of each construct pole that had been developed to ensure the specific meaning was identified. This process was repeated to ensure each element was used to generate constructs at least once, and until the participant was unable to generate any more constructs. The participant was then asked to select the construct end which was preferred and to rank each element along the elicited construct poles, using a 10-point scale, to generate the repertory grid. The ranking approach was chosen over alternative methods, such as rating elements on a Likert scale, to ease the procedural load on participants who were presenting with significant mental health difficulties. Elements used to elicit the construct were rated first and the remaining elements randomly thereafter. To maintain anonymity, the elements were identified by initials. The same elements were used to allow greater comparability across multiple-participant grids. On repetition of the repertory grid at the second assessment session, the same elements and same constructs developed and utilised at the first assessment session were used, which enabled comparison of a participant’s repertory grids across time, to explore for commonalities and differences.




2.7 Procedure

The main researcher (EW), who was not an MBU staff member and hence conducted the study independently, completed two assessment sessions with participants at two time points to enable construing to be captured at admission and then discharge, with the intention of attributing change in construing specifically to the MBU admission. In the current study, the therapeutic intervention was defined as the admission to an MBU. The first assessment session took place within the first 4 weeks of admission, allowing participants time to settle on the ward and for acuity of difficulties to lessen. The second assessment session took place at discharge or up to 3 months post discharge. The procedure for assessment sessions one and two were identical, and the same repertory grid was used at each assessment session. The assessment sessions used a one-to-one format, each lasting 45 min–120 min. Assessment sessions were arranged for a convenient time for the participant. After providing informed consent, participants were asked to firstly complete the demographic questionnaire, followed by the CORE-OM (66), and then time was spent developing and completing the repertory grid. Following each assessment session, participants were provided with a debrief form and an e-voucher worth £10 each to thank them for their time and participation.




2.8 Data analysis

Demographic data were analysed using the Statistical Package for Social Sciences v29.0 (72). CORE-OM scores were produced at admission and discharge, and the numerical difference in the CORE-OM scores between administrations was calculated. A Reliable Change Index (RCI) was used to assess for reliable change in the level of psychological global distress over time. For the degree of change to be classified as reliable, the change in the mean rating applied to sub-scales must have been greater than 0.5 (73). Demographic data and CORE-OM scores were then tabulated.

Individual repertory grids were analysed using the repertory grid analysis package Idiogrid version 2.4 (74). Principal component analysis (PCA) (75) was then performed on each participant’s admission repertory grids and, if available, discharge repertory grids, to explore construing at each time point (52). The process of construing was established using the eigenvalue, i.e., the percent variance accounted for by the first principal component, with eigenvalues categorised as ‘tight’ or ‘loose’, with a greater eigenvalue indicative of ‘tighter’ construing (51). Observations were made between eigenvalues obtained from admission and discharge grids, to assess construing at admission, and the evidence of any change in construing over time. Changes in eigenvalues were subjected to further analysis (i.e., Wilcoxon signed rank test) to assess the significance of any changes observed.

To explore construal at admission and discharge, Slater analysis (76) (Slater, 1967) was used to establish the mean Euclidean distance between pairs of elements of interest from all repertory grids. The use of the same elements and constructs during both repertory grid administrations enabled differences in Euclidean distance between elements to be measured across time. Elements deemed to be construed as very similar were those in which the inter-element Euclidean distance was less than 0.5, whereas those deemed as highly dissimilar had a distance greater than 1.50 (51). The Euclidean distance between the following pairs of elements were calculated: a) actual (current) self as mother and ideal self as mother, to establish a measure of self-esteem as a mother; b) actual (current) self and ideal self, to establish a measure of self-esteem; c) actual (current) self as mother and non-self elements, to assess the construal of non-self elements; and d) self before becoming a mother, ideal self, and actual (current) self, to explore the construal of self before becoming a mother.

To ascertain construal at admission and assess for any change over time, yielded by the PCA (75), the mean ranked position of specific elements on each elicited construct pole and elements’ mean ranked position comparative with other elements were calculated on all repertory grids. The higher the mean ranked position, the more closely the negative pole of the construct (non-preferred) applied to the element. This analysis facilitated exploration of self-perception, by studying whether the actual (current) self and the actual (current) self as mother tended to be construed more positively or negatively. In addition, construal of non-self elements, by investigating how the actual (current) self as mother, other mother on MBU and friend I know who is a mother were positioned relative to one another along construct dimensions.

Change in construing over the period of MBU admission was calculated by establishing changes in the Euclidean distance between the pairs of elements of interest and changes to the mean ranked position of elements along elicited construct poles between the admission and discharge repertory grids of each participant. Changes in Euclidean distances and mean ranked position of elements along elicited construct poles were subjected to further analysis (i.e., Wilcoxon signed rank test) to assess the significance of any changes observed.

Finally, content analysis was conducted across all repertory grids, using the Classification System for Personal Constructs (CSPC) (77) to explore commonality in the elicited constructs. This analysis involved categorising all constructs elicited by participants into one of eight areas, six comprehensive areas, and two supplementary areas (77): 1) Moral, 2) Emotional, 3) Relational, 4) Personal, 5) Intellectual/Operational, 6) Values/Interests, 7) Existential (supplementary area), and 8) Concrete (supplementary area).





3 Results



3.1 Participant characteristics

Figure 1 illustrates the number of mothers admitted to the MBUs during study duration and the flow of participants through the study. Eight participants completed the RGT assessment session at admission and discharge. Four participants undertook the admission RGT assessment session only for various reasons including ongoing social care needs that affected their engagement (n = 2), readmission to an MBU within 2 weeks of discharge rendering them ineligible (n = 1), and not responding to contact from the research team (n = 1). There were 11 of the 12 participants who were admitted to one of the two MBUs utilised for recruitment, and all participants who completed RGT assessment sessions at discharge were admitted to the same MBU. All participants were recruited by one recruitment method and were identified by MBU staff as potential participants (n = 12). All admission RGT assessment sessions took place on the MBU (n = 12), whereas discharge assessment sessions were conducted either on the MBU (n = 4), or in person, at the participant’s home (n = 4), depending upon participant preference.

[image: Flowchart showing the process of mothers admitted during a recruitment window, detailing stages from being approached by staff to completing assessment sessions. Out of 122 mothers, 27 were approached, 16 consented for contact, and 15 were screened for eligibility. Of those, 12 completed assessments at admission, and 8 at discharge. Reasons for exclusion at each stage, such as high mental health acuity, lack of consent, or deterioration in mental health, are provided.]
Figure 1 | Consort diagram illustrating flow of MBU participants through the study.

The demographic characteristics of all 12 participants are displayed in Table 1. Participants were aged 21 to 43 years (M = 30.92, SD = 6.13), and almost all described their ethnic origin as White British (n = 11). Most participants were either married (n = 4) or in a relationship with the father of their child (n = 6). Most participants were also employed full-time (n = 11), and all employed participants were on maternity leave at the time of participating in the study. Education was achieved to GCSE (n = 1), A-Level/BTEC (n = 6), and university degree (n = 5).



Table 1 | The demographic characteristics of all 12 participants.

[image: Table displaying demographic characteristics of participants. Age: Mean 30.92 years, range 21-43. Ethnicity: 91.67% White British, 8.33% Asian. Relationship status: 16.67% single, 33.33% married, 50% in a relationship. Education: 8.33% GCSEs, 50% A levels, 41.67% university degree. Occupation: 91.67% employed. Previous mental health difficulties: 83.33% yes. Primary diagnoses: Anxiety 25%, Trauma-related 16.67%, Depressive 41.67%, Psychotic 16.67%. Admission status: 83.33% informal. Other admissions: 66.67% none. Children: 33.33% have one, 66.67% have 2-3. Pregnancies: 25% one, 58.33% 2-3. MBU admission: Mean 70.25 days, range 41-122.]
Prior to the current episode of mental ill health, most participants expressed experiencing previous mental health difficulties (n = 10). Although for most participants, this was their first hospital admission (n = 8). Participants were often diagnosed with more than one condition; however, primary diagnoses included depressive disorders (n = 5), anxiety disorders (n = 3), trauma-related disorders (n = 2), and psychotic-related disorders (n = 2). The duration of MBU admission for participants ranged between 41 and 122 days (M = 70.25, SD = 29.19). The majority of participants were informally admitted to the MBU (n = 10), and only two participants were admitted under a section of the Mental Health Act (78) (MHA; UK Government, 1983).




3.2 Psychological distress from questionnaire data

At admission, the overall mean rating applied to all sub-scales for the sample of 12 participants was above the clinical cut-off (M = 2.22, SD = 0.85; see Table 2); however, there was a range in the mean rating applied to all sub-scales between 0.47 and 2.97. At discharge, the overall mean rating applied to all sub-scales remained above the clinical cut-off for the sample of eight participants (M = 1.30, SD = 0.63), and the mean rating applied to all sub-scales ranged between 0.35 and 2.26. In accordance with the RCI, there was a reliable decrease in the mean rating applied to all sub-scales between admission and discharge.



Table 2 | Clinical outcome data for admission and discharge.

[image: Table showing CORE-OM assessment scores for admission and discharge across four categories: well-being, problems, functioning, and risk. Admission mean scores are higher than discharge. Reliable change shows a decrease post-discharge. Samples include 12 participants for admission and 8 for discharge.]
Of the eight participants who completed admission and discharge grids, seven demonstrated a decrease greater than 0.5 in the mean rating applied to all sub-scales, indicating that these participants exhibited reduced levels of global psychological distress over the course of their MBU admission. Three of these seven participants showed a mean rating applied to all sub-scales at discharge, which was below the clinical cut-off for heightened psychological distress. One participant showed an increase in this score; however, this was a non-reliable change (i.e., <0.5 increase in mean rating applied to all sub-scales).




3.3 Summary of repertory grids



3.3.1 Self-esteem, self-perception, and construing of non-self elements at admission

Participants tended to experience low self-esteem at admission to the MBU, indicated by a high level of dissimilarity between the actual current self and the ideal self (sample M Euclidean distance = 1.36; see Table 3); this pattern of construing was observed for all 12 participants. Similarly, participants presented with low self-esteem as a mother at admission, illustrated by a high level of dissimilarity between the actual current self as mother and the ideal self as mother (sample M Euclidean distance = 1.32). No participant construed the actual current self as mother and the ideal self as mother as highly similar at admission (i.e., a Euclidean distance of <0.5 between these two elements). Participants tended to construe the actual current self (sample M ranked position along construct poles = 8.71) and the actual current self as mother (sample M ranked position along construct poles = 8.45) extremely negatively. These findings implied that they held a highly negative self-perception for both their holistic self and their self as a mother at admission.



Table 3 | Euclidean distances (standardised) and mean ranked ratings used to calculate self-esteem, self-perception, and construal of non-self elements at admission.

[image: Table showing data on self-esteem, self-perception, and construal of non-self elements for 12 participants. Columns include Euclidean distances and mean ranked positions related to perceptions of self and others before and after becoming a mother. Data show sample means for each category. A note explains the ranking scale and participants who did not complete the study.]
Participants tended to construe greater similarity between the actual current self as mother and the other mother on the MBU (sample M Euclidean distance = 0.59), relative to the actual current self as mother and a friend who is a mother (sample M Euclidean distance = 0.86) at admission, with the exemption of two participants (p numbers are withheld throughout to protect participant anonymity) who did not demonstrate this pattern of construing. These findings suggested that, in general, participants tended to construe themselves as more similar to another mother with a mental health condition that necessitated an inpatient admission, compared with a friend who is a mother, residing in the community. All participants construed a friend who is a mother more positively (sample M ranked position along construct poles = 5.93) than the other mother on the MBU (sample M ranked position along construct poles = 7.80). All 12 participants construed a friend who is a mother more positively than the actual current self (sample M ranked position along construct poles = 8.71), and 10 participants also construed this non-self element more positively than the actual current self as mother (sample M ranked position along construct poles = 8.45). The same two participants mentioned above demonstrated an opposite pattern of construing to most participants, construing the actual current self as mother more positively than a friend who is a mother. Participants construed the other mother on the MBU more positively than the actual current self, with the exception of four participants. Similarly, participants construed the other mother on the MBU more positively than the actual current self as mother; however, three of the same participants, alongside another participant, did not demonstrate this pattern of construing.

Self before becoming a mother (sample M ranked position along construct poles = 6.07) was construed more positively than both the actual current self and the actual current self as mother by all but one participant, suggesting that participants generally held a positive perception of their past self. Participants construed the self before becoming a mother more positively than the other mother on the MBU, except for three participants. Despite the sample mean ranked position along construct poles being greater for the self before becoming a mother (sample M = 6.07) than a friend who is a mother (sample M = 5.93), seven participants construed the self before becoming a mother more positively compared with a friend who is a mother. Therefore, the current findings indicated that participants admitted to an MBU tended to construe the self before becoming a mother more positively than both non-self elements. Interestingly, the self before becoming a mother was construed as equally dissimilar to the ideal self (sample M Euclidean distance = 0.86) and the actual self (sample M Euclidean distance = 0.86).

Overall, participants experienced low self-esteem in general and low self-esteem as a mother, in conjunction with a negative self-perception, at admission to an MBU. In addition, participants with a low self-esteem and a negative self-perception at admission also perceived their past self positively. They construed mothers who were not accessing support from an MBU for their mental health needs more positively compared with mothers who required psychiatric inpatient admission. Then, respectively, participants generally construed other mothers accessing MBU support more positively, compared with themselves; however, this was not a pervasive finding throughout the sample of 12 participants. Together, these findings suggested that participants typically construed other mothers in general, irrespective of whether they were admitted to an MBU or not, more positively, compared with how they construed themselves. Moreover, participants tended to construe themselves as more similar to the other mothers on the MBU compared with a friend, inferring that participants generally construed greater similarity between themselves and the non-preferred non-self element. In the instances where participants construed the other mothers on the MBU more negatively relative to themselves, some of these participants did demonstrate the pattern of construing whereby the actual current self as mother was construed as more similar to the non-self element that was perceived negatively (i.e., other mother on the MBU). Therefore, despite not illustrating the common pattern of construing, i.e., the other mother on the MBU being perceived more positively relative to the self, the pattern of construing that was exhibited substantiated the notion that participants tended to hold a negative self-perception at admission.

Some specific observations were noted. One participant did not demonstrate some of the typical patterns of construing observed in the sample. Firstly, she held a more positive self-perception for her current self as a mother, as demonstrated by more positive construing of the actual current self as mother, compared with both non-self elements. She also construed the actual current self as mother as more similar to a friend who is a mother, the non-self element she construed more positively, compared with the other mother on the MBU. To offer more understanding for this pattern of construing, contextual information showed that this mother had been engaging in intensive psychological therapy prior to admission to the MBU, which she reflected had provided several therapeutic benefits. She shared her appreciation for her ‘internal strength’ and reflected on a sense of ‘personal pride,’ in relation to managing internal distress. This contextualisation lends support to the previous inference that construing the self negatively tended to associate with construing the self as more similar to the other mother on the MBU, who was construed negatively.




3.3.2 Self-esteem, self-perception, and construing of non-self elements at discharge and change during MBU admission

Of the 12 participants who completed admission repertory grids, eight participants completed discharge repertory grids (see Figure 1). Discharge repertory grids were subjected to Slater analysis, to calculate construal at discharge (see Table 4). Comparisons between admission and discharge grids were then made and numerical values extracted from the repertory grids examined using the Wilcoxon signed-rank test to explore any changes in construal during MBU admission (see Table 5).



Table 4 | Euclidean distances (standardised) and mean ranked ratings used to calculate self-esteem, self-perception, and construal of non-self elements at discharge.

[image: Table showing various Euclidean distances related to self-esteem, self-perception, and construal of non-self elements among participants. Columns include distances like actual self as mother, actual self and ideal self, self before becoming a mother, and ranked positions of self and others. The table offers mean values and individual scores, with notes indicating non-applicable entries and a sample mean.]


Table 5 | Changes to the Euclidean distances (standardised) and mean ranked ratings used to calculate self-esteem, self-perception, and construal of non-self elements between admission and discharge.

[image: Table showing measures of self-esteem, self-perception, and construal of non-self elements for 12 participants. Columns include Euclidean distances for various self-conceptions and mean ranked positions. Sample means and significant changes based on a Wilcoxon signed-rank test are provided at the bottom. Shaded rows indicate incomplete data.]
Seven of the eight participants in this sample showed an improvement in their self-esteem during their MBU admission (sample M Euclidean distance change = −0.40, Z = 1, p = .05). This improvement was not observed for one participant, whose self-esteem appeared to decrease over time. Self-esteem as a mother also improved from admission to discharge for five participants, illustrated through a reduction in the Euclidean distance between the actual current self as mother and the ideal self as mother (sample M Euclidean distance change = −0.14, Z = 14.5, p = n.s.). However, a conflicting pattern of change in construing was observed in three participants, who demonstrated a reduction in their self-esteem as a mother during their MBU admission. It is important to emphasise that despite showing an improvement in their self-esteem as a mother over time, one participant in particular continued to construe extreme dissimilarity between the actual current self as mother and the ideal self as mother at discharge (i.e., a Euclidean distance of 1.35 between these two elements). Despite the improvements in self-esteem in general and in the maternal role, participants tended to continue to experience low self-esteem in general and in their maternal role at discharge from the MBU, as illustrated by dissimilarity between the actual current self and the ideal self (sample M Euclidean distance = 0.96) and the actual current self as mother and the ideal self as mother (sample M Euclidean distance = 1.18).

Participants construed themselves more positively at discharge, both themselves generally (sample M ranked position along construct poles change = −1.46, Z = 0, p = .05) and themselves as a mother (sample M ranked position along construct poles change = −1.41, Z = 1, p = .05), relative to admission. This pattern of holding a more positive self-perception was observed in all participants, with the exception of two participants’ views of the actual current self as mother, when no or very small changes to the mean ranked position of element along construct poles were observed. However, most of the eight participants continued to construe the actual current self (sample M ranked position along construct poles = 7.25) and the actual current self as mother (sample M ranked position along construct poles = 7.04) fairly negatively, suggesting participants persisted to hold a negative self-perception at discharge.

Participants generally continued to construe the self before becoming a mother (sample M ranked position along construct poles = 5.81) positively, relative to current versions of the self. An exemption to this was in the instance of one participant who construed the actual current self more positively than the self before becoming a mother at discharge. The same participant also construed the actual current self as mother more positively than the self before becoming a mother, alongside another participant. Six participants were observed to construe the self before becoming a mother more negatively at discharge relative to admission (sample M ranked position along construct poles change = −0.26, Z = 8, p = n.s.). Self before becoming a mother was construed more positively than a friend who is a mother by all participants except two. One of these two participants was also the only participant who construed the self before becoming a mother more negatively than the other mother on the MBU at discharge. Participants generally construed the self before becoming a mother as more similar to the ideal self (sample M Euclidean distance = 0.77) than the actual self (sample M Euclidean distance = 0.90) at discharge; however, three participants did not demonstrate this pattern of construing.

At discharge, participants appeared to construe the actual current self as mother as slightly more similar to a friend who is a mother (sample M Euclidean distance = 0.81) than the other mother on the MBU (sample M Euclidean distance = 0.82), although three participants did not. For a different participant, there was no difference in the conceptual distance between the actual current self as mother and a friend who is a mother and the actual current self as mother and the other mother on the MBU. Overall, the conceptual distance between the actual current self as mother and a friend who is a mother was observed to decrease during MBU admission (sample M Euclidean distance change = −0.05, Z = 15, p = n.s.). Differences to this pattern of change in construing were observed in three participants, with these participants construing themselves as increasingly dissimilar to a friend who is a mother over time. Despite an increase in conceptual distance between the actual current self as mother and a friend who is a mother during admission, one of these three participants did construe the actual current self as mother and a friend who is a mother as more similar than the actual current self as mother and the other mother on the MBU at discharge. Except for two participants, participants construed the actual current self as mother and the other mother on the MBU as increasingly dissimilar during admission (sample M Euclidean distance change = 0.23, Z = 10, p = n.s.). These two participants construed themselves as increasingly alike the other mother on the MBU at discharge, relative to how this element pair were construed at admission.

Overall, participants continued to construe a friend who is a mother (sample M ranked position along construct poles = 6.74) relatively positively, and seven participants construed a friend who is a mother more positively than the other mother on the MBU (sample M ranked position along construct poles = 8.71); only one participant did not demonstrate this pattern. Six participants construed the other mother on the MBU most negatively, when comparing against the actual current self as mother, the actual current self, and a friend who is a mother. According to the sample means, participants construed a friend who is a mother more positively than the actual current self as mother (sample M ranked position along construct poles = 7.04) at discharge; however, half of the participants construed the actual current self as mother most positively, in comparison with the actual current self and both non-self elements. Only one participant construed the actual current self as mother and the actual current self, more negatively than both non-self elements at discharge. Generally, participants construed the non-self elements, a friend who is a mother (sample M ranked position along construct poles change = 0.81, Z = 7, p = n.s.), and the other mother on the MBU (sample M ranked position along construct poles change = 0.91, Z = 6, p = n.s.), more negatively over their MBU admission. However, variations to this pattern of change in construing were observed in two participants, who construed the other mother on the MBU more positively during admission, and one different participant who construed a friend who is a mother more positively over time.




3.3.3 Construal profiles of mother

Participants appeared to fall into one of two possible groups of changes in construing during MBU admission, which were termed in this study as Profiles. However, it is important to highlight that some participants appeared to show changes in construing consistent with both profiles. Profile 1 was characterised by an improvement in self-esteem, both in general and in the maternal role. These participants construed the actual current self as mother more positively than the other mother on the MBU and often more positively than a friend who is a mother, during their MBU admission. At discharge, a friend who is a mother continued to be construed more positively than the other mother on the MBU. These participants construed greater similarity between the actual current self as mother and a friend who is a mother, in comparison with the actual current self as mother and the other mother on the MBU at discharge. While subtle deviations from this overall profile were present, these changes in construing seemed to occur for five of the eight participants. Participants who showed changes in construing in line with profile 1 typically had experiences including a supportive network of family and friends who visited the ward regularly. These participants readily engaged in the therapeutic offer on the ward and were able to follow a graded discharge plan. For most of these participants, this was their first inpatient psychiatric admission and all of these participants were admitted to the MBU informally.

Profile 2 was characterised by a reduction in self-esteem, specifically in the maternal role. A friend who is a mother continued to be construed more positively than the actual current self as a mother and the other mother on the MBU; both were construed negatively. These participants construed the actual current self as mother as increasingly similar to the other mother on the MBU, compared with a friend who is a mother, over time. Two participants demonstrated changes in construing consistent with this profile, and in most aspects, a third participant did. Participants who exhibited changes in construing in line with profile 2 typically had experiences including a ‘lonely,’ ‘critical,’ and ‘unsupportive’ living and/or family environment, high economic deprivation, social services involvement and were admitted to the MBU under a section of the Mental Health Act (78). These participants often had a complex mental health history, perceived their mental health condition as highly impairing, and had past psychiatric inpatient admissions. Furthermore, for these participants their admission meant they were more geographically isolated from family and/or friends resulting in a difficulty to experience regular visits from family and partners or follow a discharge plan that included initial brief visits home, which progressed into longer home visits.

One aspect of change in construing that presented in both profiles was the movement towards a more positive self-perception in general and as a mother. Positive self-esteem and a positive self-perception are often understood to hold a nuanced relationship; however, these findings suggested that there were intricate differences in what, when, and how self-esteem and self-perception were influenced and shaped during an MBU admission.




3.3.4 Construing at admission and discharge

The mean percentage of variance accounted for by the first principal component at admission was high (sample M eigenvalue = 81.84%, SD = 13.27; see Table 6), with 11 of the 12 participants recording eigenvalues greater than 70%, which is indicative of ‘tight’ construing 46,51,78]. Only one participant presented with an eigenvalue indicative of ‘loose’ construing (eigenvalue = 48.72%).



Table 6 | Construing reflected through percentage variance accounted for by the first principal component produced by the PCA.

[image: Table displaying eigenvalues as percentages of variance for the first principal component at admission and discharge for participants one to twelve. It shows decrease or increase in eigenvalue from admission to discharge. Sample means are 81.84% at admission and 75.17% at discharge, with a non-significant change based on the Wilcoxon signed-rank test (p = .05). Grey shading indicates incomplete discharge repertory grids.]
Construing appeared to ‘loosen’ for most participants between admission and discharge, as shown through a decrease in eigenvalues (sample M eigenvalue change = −6.67%, Z = 8, p = n.s.); however, overall, construing remained ‘tight’ at discharge (sample M eigenvalue = 75.17%, SD = 17.71). Of the eight participants who completed both admission and discharge repertory grids, six participants displayed ‘loosening’ of their conceptual system over the course of their admission. Of these six participants, three participants continued to demonstrate an eigenvalue greater than 70%. Comparatively, two participants showed an increase in eigenvalue between admission and discharge grids, suggesting construing became ‘tighter’ over time. To illustrate the ‘loosening’ and ‘tightening’ of conceptual structure exhibited by two participants respectively, the relevant PCAs are illustrated in Figures 2, 3.

[image: Two scatter plots compare ideal and actual self-assessments of mothers. Each axis is labeled "Comp 1" and "Comp 2." On the left, traits like "careless" and "scared" contrast with "free" and "happy." On the right, "self-critical" contrasts with "self-loving." Points represent self-perceptions before and after becoming a mother.]
Figure 2 | Bi-plots of a participant’s repertory grids completed at admission and discharge respectively, who displayed ‘loosening’ of the conceptual system during their MBU admission.

[image: Two side-by-side correlation charts displaying different components labeled as "Comp 1" and "Comp 2". Red dots on the charts represent current, ideal, and other self-concepts, such as "Actual current self," "Ideal self," and "Other mother." Traits are mapped with positive and negative associations, including terms like "kind to self," "role model," "chaos," and "boring." Each chart uses similar axes and scales to compare variations in self-perception and expectations.]
Figure 3 | Bi-plots of a participant’s repertory grids completed at admission and discharge respectively, who displayed ‘tightening’ of the conceptual system during their MBU admission.

Of the six participants who displayed ‘loosening’ of their conceptual system over time, five of these participants also demonstrated changes in construing that were more in keeping with profile 1 discussed in 3.3.3 Construal profiles of mothers during their MBU admission. The two participants who showed ‘tightening’ of their conceptual structure were participants whose pattern of construing changed during admission in a manner more aligned with the second profile.




3.3.5 Construing and psychological distress

Of the eight participants who completed discharge repertory grids, seven participants (87.50%) who showed a reliable improvement in psychological distress as captured by the CORE-OM (i.e., a decrease of >0.5 in mean rating applied across all sub-scales) also showed an improvement in their self-esteem in general. The participant (12.50%) who did not show an improvement in psychological distress (i.e., a non-reliable increase of <0.5 in mean rating applied across all sub-scales) showed a reduction in overall self-esteem over time. Of the six participants (75.00%) who displayed ‘loosening’ of their conceptual system, five of these participants (62.50%) showed an improvement in psychological distress over time. Both participants (25.00%) who displayed ‘tightening’ of their conceptual system also displayed an improvement in psychological distress.




3.3.6 Content of constructs at admission

All 12 repertory grids developed at admission were subjected to content analysis. Overall, 129 constructs were elicited (see Table 7). Most constructs were classified in the construct categories, Personal (n = 37), Emotional (n = 35), and Relational (n = 28), indicating that the emphasis for participants was on their symptom experience, relational style, and personal characteristics. Commonly elicited constructs within the Personal category were those related to confidence, such as ‘self-confident–low self-esteem’. Several participants who elicited this type of construct described ‘confidence’ to fall at the preferred end of the construct pole. They described this person as someone who was self-assured, often in relation to their capabilities as a mother, and frequently opposed this to a person who was ‘self-critical’. All participants elicited constructs categorised as Emotional and for many, this related to their symptom experiences at the time of admission; for instance, “happy–sad” and “calm–anxious”. Almost all participants elicited at least one construct within the Relational category in reference to the mother–infant relationship (e.g., ‘willing and attentive to child’s needs - avoiding giving care’), which could have suggested that participants regarded this relationship as focal and important at admission to the MBU.



Table 7 | Results of the content analysis of constructs using the CSPC.

[image: Table displaying construct categories from the CSPC system with corresponding numbers and percentages of constructs. Categories include Moral, Emotional, Relational, Personal, Intellectual/operational, Values/interests, Existential (supplementary), and Concrete (supplementary). Examples are provided for each category, such as 'caring-cruel' for Moral and 'irritable-calm' for Emotional. Total constructs amount to 129.]
Some but not all participants also elicited constructs that were classified into the Moral (n = 15) and Intellectual/Operational (n = 9) categories. Many of the constructs classified as Intellectual/Operational related to being knowledgeable about the practical skills and abilities necessary for being a mother. Given that the construct category Intellectual/Operational had fewer constructs relative to other categories, it could be inferred that participants considered personal characteristics and the emotional and relational experience as more important over possessing skills, ability, and knowledge at an intellectual level at the point of admission; however, this inference is only notional and would necessitate further investigation for validation.

Only one construct was noted in the category of Values/Interests, and four constructs fell in the supplementary category of Existential, all being related to lacking purpose or feeling empty. All participants who elicited constructs classified in the Existential category had a primary diagnosis of postnatal depression. No constructs were elicited which fell within the Concrete category; however, this might have been due to participants being discouraged from providing similarities or differences based on physical characteristics during construct elicitation.

The variability in the constructs elicited demonstrated the idiosyncrasy of the terms used by participants to construe elements. A detailed description was gathered from participants during construct elicitation because the same construct was sometimes categorised differently for participants depending on the meaning attributed. For instance, several participants elicited the word ‘relaxed’ for the preferred end of the construct pole. For some participants, ‘relaxed’ related to their emotional experience and was opposed to feeling ‘anxious’. Some participants described ‘relaxed’ as a personal characteristic, someone who was easy-going and open-minded. ‘Relaxed’ for one participant was used to describe her relational experience and used to contrast the relational experience of feeling “threatened”.






4 Discussion

This is the first study to use RGT to investigate change in construal shown by mothers over the course of an MBU admission. Thereby, this exploratory study provided new insights into the role of MBUs in supporting mental health recovery for women during the perinatal period. By repeating the RGT at admission and discharge, changes in a mother’s construal during an MBU admission were revealed: RGT data showed that most participants demonstrated an improvement in their psychological well-being during an MBU admission, evidenced by an improvement in their self-esteem in general and in their maternal role, and the movement towards a more positive self-perception. MBU admission supported most participants to begin to construe themselves as more like a mother residing in the community, who they had construed positively, and less like a mother with a mental health condition that necessitated an inpatient admission, who they had construed negatively. These findings suggested that the MBU admission appeared to fulfil the stipulations of MBUs as denoted by the UK’s National Institute for Health and Care Excellence (30), with regard to supporting maternal mental health and potentially strengthening the mother–infant relationship by improving self-esteem in the maternal role. Furthermore, the discovery of these changes in the current study corroborated the findings of previous studies that have used alternative methodologies to illustrate that MBU admission improved maternal clinical symptoms (38–40). However, the RGT used in this study revealed particularly novel findings about the impact of MBU admission on mothers: most participants admitted to the ward exhibited extremely ‘tight’ construing which became ‘looser’ over time. This finding inferred that an MBU admission and associated psychiatric and psychological treatment supported most participants to move towards less ‘extreme’ construing, which Kelly (47) postulated is indicative of better mental health.

Given that the MBU admission was defined as the therapeutic intervention in this study, the findings of this current study offer validation that MBU admission serves as a helpful form of therapeutic intervention for most mothers, irrespective of diagnosis, length of admission, or specific psychological, psychiatric, or nursing input. Indeed, there are similarities in the changes in construing observed in participants who experienced positive outcomes in this present study and people with a range of mental health conditions, who experienced positive outcomes following other forms of therapeutic intervention (60, 79, 80).

The present study found that most participants exhibited a decrease in the conceptual distance between the actual current self as mother and the ideal self as mother over time, thus substantiating the notion that if mothers experience a decrease in the discrepancy between motherhood ideals and lived reality, they could experience a reduction in a range of psychological difficulties (7, 13–17). However, further research is required to verify these tentative observations.

As mentioned above, most participants experienced positive psychological changes in relation to their self-esteem, self-perception, how they construed the self in relation to others, and the construing process. However, the present study also revealed that a few participants did not experience the aforementioned positive psychological changes, highlighting that not all mothers experienced positive changes in construing during their MBU admission. Speculative observations arose when reflecting on the possible commonalities in the contextual experiences of participants who displayed similar changes in construing during their MBU admission and led to the identification of two potential profiles of changes to conceptual structure shown by participants. However, it must be emphasised that these observations were purely tentative speculations and were based on a small sample of eight participants; hence, further research to substantiate these observations is imperative.

Termed as profile 1 in this current study, it seemed that participants who experienced positive psychological changes during their MBU admission were more likely to present with a less complex mental health history, experienced regular visits from their family and partner, and had access to a supportive and stable wider support network at discharge. Conversely, termed as profile 2, participants who were vulnerable to experiencing fewer positive psychological changes were more likely to present with multiple previous admissions to psychiatric inpatient care, fewer experiences of sensitive and attuned social support both during admission and at discharge, and economic deprivation and were more likely to perceive themselves as more impacted by their mental health condition.

Interestingly, these tentative observations from the current study regarding the interplay between positive psychological changes and contextual experiences appeared to be reflective of some of the findings in the wider literature on mental health recovery outcomes. Within other samples of people experiencing mental health conditions, poorer mental health recovery outcomes have been associated with poorer perceived social support and greater loneliness (81–84), greater perceived mental health impairment (85), higher economic deprivation (86), more frequent presentation to health services (87), and higher complexity and/or comorbidity of mental health conditions (88).



4.1 Clinical implications

The findings of this study point towards several important implications. During the assessment sessions, almost all participants expressed that they had experienced heightened anxiety regarding being admitted to an MBU for a plethora of reasons including apprehension about inpatient psychiatric care and separation from family and other children. As most participants underwent a positive shift in self-perception and growth in self-esteem during their admission, facets that are associated with improvement in psychiatric clinical symptomology and psychological well-being (20, 21), these findings may reassure mothers of the potential benefits associated with such an admission. Furthermore, with the knowledge that an MBU admission appeared to provide most mothers with positive therapeutic benefits, family members and partners could be encouraged to actively seek this form of support when it is indicated.

The findings also highlighted potential targets for psychological intervention. Most participants displayed a ‘loosening’ of conceptual structure over time, suggesting that MBU admission supported most participants to increase their cognitive flexibility: a concept linked with improved psychological well-being (47). Therefore, mothers admitted to an MBU who initially present with extremely ‘tight’ construing may benefit from MBU staff supporting them to develop a more ‘moderate’ and adaptive construing process. It should be noted that ‘loosening’ in construing was observed across participants who would have received varied therapeutic support during their admission, indicating that ‘loosening’ in construing did not appear to be related to one specific intervention. Furthermore, most participants in this current study, who experienced positive psychological changes during their MBU admission, exhibited changes to their conceptual structure indicative of forming the motherhood identity, i.e., a decrease in the conceptual distance between the actual current self as mother and the ideal self as mother. Therefore, MBU staff should explore the personalised and internalised societal motherhood ideals held by the service user, and support mothers further to integrate these with their actual experience of motherhood to promote positive change to psychological well-being.

Positive changes in construing were observed for most participants irrespective of mental health diagnoses and receiving personalised, and hence, varied therapeutic interventions. This finding suggested that MBU staff can be reassured that the overall therapeutic offer of an MBU, although tailored for each mother, appears to contribute to largely positive changes in construing for most mothers. Therefore, the present findings emphasised the efficacy of the current transdiagnostic and multidisciplinary treatment model implemented by the MBUs in supporting the diverse needs of mothers. However, awareness of the two possible profiles of changes in construing for mothers could inform how MBU staff approach care planning for certain mothers, particularly mothers presenting with contextual experiences that appear consistent with participants who experienced fewer positive changes in this current study (profile 2). MBU staff should have reassurance that even modest change during an admission might prove beneficial for these mothers. For these mothers, discharge may present as more challenging time; hence, MBU staff should ensure that these mothers receive more intensive input from community perinatal mental health teams alongside identified alternative avenues of community-based support at discharge, such as support from social services and the volunteer sector, to encourage a successful transition back to the community and reduce the risk of social isolation or hospital readmission.

While most participants showed psychological improvements during their admission, the current findings showed that several dimensions of conceptual structure remained in the realms of ‘problematic’ at discharge. As all participants presented with an ongoing need for psychological intervention beyond MBU admission, the current findings emphasised the necessity for continued psychological intervention for all mothers discharged from an MBU, provided through community perinatal mental health teams (31). Therefore, the close collaboration between community and inpatient services is indicated to be best practice (31), to build on the positive outcomes achieved through an MBU admission and facilitate effective, long-term psychological change for mothers.

Given the importance of family and partner support for participants in this current study, the proximity of an MBU to a mother’s support network could be crucial. Despite the UK having 19 MBU facilities, with NHS England declaring in 2019 that all 44 regions have access to this specialist service (NHS England, 2019), the provision of MBUs continues to vary considerably. Geographical disparities in MBUs persist in the UK (89), leading to out-of-area admissions for mothers, which could have negative consequences on their mental health and on services including increased length of stay, greater subsequent contact with mental health services and a greater average cost (90). While the NHS long-term plan outlined significant financial investment for perinatal services (91), further investment in additional MBUs, guided by geographical location, might be necessary to enhance perinatal services for the most seriously unwell women. This investment could support a more therapeutic admission by facilitating more regular visits from family and partners.




4.2 Strengths, limitations, and future research

The use of the RGT in this present study was a notable strength over alternative methodologies because of reasons highlighted in the introduction. Furthermore, the RGT bridged the gap between qualitative and quantitative methodologies, because both qualitative and quantitative data were yielded, meaning both approaches to analysis were viable for this study (48, 54, 92). Implementing the RGT meant a participant’s subjective experience was measured objectively, thus maintaining statistical rigor (52, 54). As eight participants completed both assessment sessions, the sample size was comparable with previous RGT studies which have implemented the RGT across different time points (59, 62, 63) and power calculations were not required because a representative sample was a greater priority than generalisability.

However, as some limitations must also be discussed, suggestions for future research will be outlined. Efforts were made to generate a larger recruitment pool by sourcing participants from two MBUs. Before the study findings can be confidently transferred to other MBU contexts, replication on a larger scale, incorporating MBUs spanning a more expansive geographical area is necessary. Regarding the recruitment of the study sample, selection and attrition biases should be considered. Initially, like most research studies, the main researcher was not permitted by ethics to approach participants directly; hence, eligibility was assessed by MBU staff, who were asked to evaluate a mother’s capacity to consent. This approach could be deemed a subjective judgement by staff (93), meaning selection bias could have been present. Staff expressed greater uncertainty in assessing eligibility for psychosis and related disorders, suggesting certain mental health diagnoses might have been more vulnerable to exclusion. Furthermore, several mothers declined to take part in the study at various recruitment stages for several reasons (see Figure 1), meaning consideration must be given for potential characteristics, traits, or experiences that might have influenced initial willingness to participate or subsequent drop-out. This pattern of participant retention and drop-out raised concerns regarding attrition bias, suggesting that there might have been differences in the characteristics or experiences of mothers who withdrew from the study and those who completed the second repertory grid.

Another notable limitation was the lack of ethnic diversity among participants, with 91.67% identifying as White British. Resource limitations prevented the use of translation services, and four mothers (3.28%) who were not proficient in English were not approached for this reason (see Figure 1). As self-construal is understood to be shaped by race and culture (94, 95), the understanding gained about maternal construal at MBU admission and discharge might be limited to the experience of White British mothers, therefore potentially hindering the transfer of study findings to other groups of mothers. To increase the representativeness of mothers nationally, future research should strive to recruit a more ethnically diverse sample.

Changes to conceptual structure appeared to begin during an MBU admission; however, assessing for substantial and enduring changes in construing following MBU admission was not feasible. All discharge assessment sessions were completed on the day of or within 1 week of discharge, prohibiting confirmation of whether the changes observed were maintained once discharged. Future research aimed at assessing the longevity of changes achieved through an MBU admission and the continued trajectory of conceptual structure changes once mothers return to the community following a significant period of time would be valuable. This research would enhance our understanding of the longer-term benefits of MBU admission and the interplay between conceptual structure and psychological well-being for mothers during the perinatal period. Finally, the observations made between the possible commonalities in the contextual experiences of participants who displayed similar changes in construing during an MBU admission were speculative. To draw robust conclusions regarding the probable multifaceted nature of the contributory factors to the changes in construing observed in this sample of participants, further research exploring this particular aspect with a much larger sample size would be necessary.

A further possible limitation of the current study, even allowing for the inherent strengths of the idiographic RGT methodology, is the lack of any clinical or statistical controls. The repeated assessment was designed to examine change over the course of an inpatient admission, and it was intended that participants would effectively act as their own control in line with other small N research designs. Furthermore, it would be difficult to identify an appropriate control group because the study was designed to look at the nature of changes, if any, in construing over the course of an MBU admission rather than any specific clinical interventions that might have been received while on the MBU. Taking this into account, future studies might look at identifying comparison groups, such as mothers receiving treatment in the community.




4.3 Conclusions

For the first time, this study shed light on the changes in construing exhibited by mothers during an MBU admission. Most mothers displayed an improvement in psychological well-being, demonstrated by improvements in their self-esteem in general and in their maternal role, movement towards a more positive self-perception, increased construed similarity between the self and positively construed others, and a ‘loosening’ in construing. While findings emphasised the worth of MBU provision for improving maternal mental health for most mothers, variations in the changes to conceptual structure exhibited were observed and two possible profiles of changes emerged. Implications of this research extend to service users, their families, MBU clinicians, and stakeholders in perinatal mental health care. Broadening investigations encompassing other MBU contexts nationwide and diversifying the representation of mothers beyond White British is recommended.
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The purpose of this paper is to describe the protocol for the evaluation of programs offered by the Satellite Foundation, designed for, and with, children and young people aged between 8 and 25 years who have family members experiencing mental health challenges. To achieve this, the Social Return on Investment (SROI) method was chosen. SROI is an economic measurement tool used to apply a monetary value to socially situated outcomes. In this study, SROI will be used to provide a means of quantifying the social impact generated by various programs offered by the Satellite Foundation, a community-based mental health organisation. These programs are designed for children and young people who have a family member who experiences mental health challenges, with the aim to promote resilience, hope and connectedness. Given that traditional financial metrics often fail to capture societal benefits, SROI offers a systematic approach to measuring the economic and often intangible social outcomes of any given endeavour. This protocol will describe the SROI method, who the stakeholders are, and how they are engaged. The rationale for the monetisation of outcomes is shown. Other SROI steps are presented, including how impact was established, and the proposed method of calculating the SROI. The limitations and potential benefits of this economic measurement approach are also discussed.
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Introduction

Family systems theory posits that the health of one member of a family can have a profound impact on the well-being of other family members (1). Likewise, young people who have a parent, sibling or other family member who experiences mental health challenges confront complex issues that can influence their own mental health, developmental and/or behavioural outcomes. Many of these young people assume caring responsibilities in their families (2), a role which can provide young people a sense of purpose and strengthen family bonds, but if onerous, can adversely impact their wellbeing and friendship groups (3). Similarly, while many children and young people in these families identify independence and compassion as positive outcomes (4), others report negative outcomes including low academic attainment (2, 5) and their own mental health and adjustment issues (6). These young people are often considered to be “invisible” as services focus on the needs of their family member and typically do not intervene with children unless there is evidence of abuse or neglect (7). However, there is much that can be done to mitigate these potential negative impacts, if given the necessary support.

There are several programs that have been designed for this population group. Some programs target children aged 8–12 (8) and others assume a whole-of-family approach (9). Some are offered online (10) and others are offered as residential camps (11). The target group and content (e.g., psycho-educational, cognitive behavioural) varies and is often determined by organisational remit (12). Programs for children and young people are typically based on peer support and aim to offer respite from caring responsibilities, and promote connectedness, adaptive coping skills, emotional regulation and mental health literacy (13). Psychoeducation is a common intervention ingredient as some young carers do not have an accurate knowledge about mental illness prognosis and treatment (14). Cognitive behavioural approaches are often used to promote adaptive coping, regulate emotions and build resilience for this target group (15). Overall, such programs report positive outcomes, with a systematic review and meta-analysis finding a significant reduction of the incidence of mental illness in children and young people, and a reduction of internalizing symptoms in the year following the intervention (16). However, another systematic review found only two interventions measured the future risk of developing a mental illness (17). Though similar to other reviews, at post intervention, children reported a significant decrease in internationalising symptomatology. There is a scarcity of longitudinal studies that follow children over an extended period, with many using qualitative evaluations or relying on evaluations that assess at baseline and then immediately post intervention (12). In addition, knowledge gaps exist around demonstrating whether programs for these young people provide value for money.

There have been some, albeit few, economic evaluations conducted on interventions for young people living in families where a member experiences mental health challenges. Wansink et al. (18) assessed the cost-effectiveness of a preventive care-management program for families with a parent with mental illness from a health care, social care and societal perspective. They found the program to be costlier but more effective than treatment-as-usual. Another program focused on children and mothers, where both family members had anxiety and all children received Cognitive Behaviour Therapy (CBT) (19). Creswell et al. (19) were specifically interested in the cost-effectiveness of two additional interventions, where one group of mothers was provided with CBT, while the other group was provided with a program designed to target anxiogenic features of the mother–child relationship. They found positive outcomes for children across all treatment arms, though neither adding CBT for mothers, nor focusing on the parent–child relationship, conferred significant benefits to children or mothers. In terms of their economic evaluation, they concluded that focusing on the child–mother dyad, rather than providing mothers with CBT alone, may be a cost-effective psychological approach for the treatment of child anxiety problems in the context of maternal anxiety disorders. Finally, in Germany, Waldmann et al. (20) attempted to establish the cost utility of an eight-week program for families where a parent has a mental illness but did not find significant differences in resource use, costs or cost utility between the intervention group of families and families receiving ‘treatment as usual’.

The insights gained from economic evaluations can contribute to evidence-based decision-making, enhanced accountability, and the optimisation of outcomes relative to costs. However, as argued by Corvo et al. (21), value is not defined by economics alone; value must incorporate social and/or environment components. Corvo et al. (21) emphasised that “while economic value is created when there is a financial return on an investment, social value is produced when people’s lives are improved owing to the successful combination of resources, input and processes” (p. 49). The combination of these components has led to a number of methodologies for assessing the economic but also the social value of programs (21).

This paper presents a protocol for a Social Return on Investment (SROI) methodology for programs designed for, and with, young people living with a family member who experiences mental health challenges. Based on a long-established clinical history and drawing on other similar program evaluations conducted over several years (8, 10, 11, 22), Satellite’s programs are designed to mitigate the risks associated with having a family member who has a mental illness by promoting children’s wellbeing, connectedness, adaptive coping, a sense of hope and resilience. In various mediums and targeting different age groups, Satellite provides various programs, using creativity and informal psychoeducation, alongside opportunities for young carers to connect with others who share similar life experiences. A SROI approach was chosen to extend the current research base by providing a comprehensive evaluation of impact beyond traditional financial metrics. Programs for these young people often yield intangible benefits such as adaptive coping and improved resilience, and the SROI methodology has the potential to quantify these benefits, providing a clear picture of its true value (23). By providing an account of the social and economic value generated, SROI can assist in the future planning of policymakers, funder and managers. It was for these reasons that the SROI method was chosen.


Social Return on Investment approach

Social Return on Investment (SROI) is one of the most well-known social impact methods (21) and has been regarded as the “nearest to a current industry standard for project or organisational level social impact reporting” [(24), p. 21]. SROI is an economic measurement tool used to apply a monetary value to socially situated outcomes (25, 26). It seeks to establish how inputs (e.g., staffing) are converted to outputs (including the activities undertaken to deliver the outcomes) and subsequent participant outcomes (e.g., an aspect of improved quality of life such as self-esteem or mental health).

A core feature of SROI methodology is the engagement of stakeholders to determine which outcomes are relevant and deemed to be most important. Another key feature of SROI methodology is to assign monetary values to program outcomes, which may not have market prices (27). As SROI seeks to monetize non-financial factors, there is a need to identify financial proxies that can be used to estimate the positive (or negative) social value created by participating in a given program (25, 26). Ultimately, SROI results in a ratio, such as 3:1, which in this instance shows that for every dollar invested in a program (or organisation), a social value of three dollars is created. The final SROI ratio is not intended to indicate financial value but instead conveys a social value currency (28).

SROI studies can play an important role in how social enterprises conceptualise, measure and communicate their achievements (23) and may be used by governments and philanthropists when making funding decisions (29). The SROI process can help organisations better understand the processes that impact their stakeholders by identifying the links between activities and impacts. As a relatively new methodology, it is important to be transparent about the SROI methodology applied, especially when developing some of the more ambiguous and challenging steps involved in the methodology, including measurement indicators and the proportion of the outcome that may have occurred without any intervention having occurred (28).

The purpose of this paper is to describe the SROI protocol for the evaluation of programs designed for, and with, children and young people aged 8–25 years, and who have family members (parents/guardians and/or siblings) who experience mental health challenges. The programs are offered by the Satellite Foundation (hereafter Satellite), an Australian not-for-profit organisation. Satellite provides various in-person and online programs for these children and young people, with the aim of promoting connectedness, wellbeing, and resilience. Programs vary in length, approach (for example some involve creative activities, others are more psychoeducational) and medium (online and face-to-face) and target different age groups. Participants can choose any number of programs to join and may participate in multiple programs. While it is acknowledged that the three identified programs have varying lengths, approaches and mediums, they share the same Theory of Change (Figure 1). As Arvidson et al. (23) argued, a consistent Theory of Change allows for a structured approach for evaluating outcomes across different programs. Moreover, the mixed method approach employed ensures that the nuances of each program are captured while maintaining a consistent framework for evaluation (26). Satellite actively promotes and encourages young people to stay engaged via their connecting procedures where they maintain contact between programs. The SROI for Satellite is part of a larger evaluation currently underway (30).
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FIGURE 1
 Theory of change.


Protocol papers enhance research transparency, prevent unnecessary duplication of research and can provide a useful guide for subsequent research to be undertaken (31). Nicholls et al. (26) indicated that SROI studies can focus on two distinctively different aims, either evaluative or forecast. An evaluative SROI is conducted retrospectively on outcomes that have already occurred and the financial costs associated with obtaining those outcomes. A forecast SROI aims to predict potential financial costs based on the social value, if the programs meet their intended outcomes. Given the study is still underway, with data still being collected, this current project is a forecast SROI.



Six stages of the SROI method applied to Satellite programs

This protocol reports on the six stages of the SROI methodology (26) as summarised here:

	1. Establishing scope and identifying and involving stakeholders.
	2. Mapping outcomes.
	3. Evidencing outcome and giving them a value.
	4. Establishing impact.
	5. Calculating the SROI.
	6. Reporting and translating results to stakeholders.

Each of the six stages will be further detailed in reference to the programs offered by Satellite, refencing the principles where applicable. The SROI methodology is underpinned by eight principles of social value (32) which guide how decisions are made to create a consistent and credible account of value. The principles are:

1. Involve stakeholders.

2. Understand what changes.

3. Value the things that matter.

4. Only include what is material.

5. Do not overclaim.

	6. Be transparent.
	7. Verify the result.
	8. Be responsive.




Establishing scope and identifying stakeholders

The first step involves delineating clear boundaries about what the SROI analysis will cover, who will be involved in the process and how. Satellite’s Youth Advisory Council (YAC) was involved as key stakeholders in setting the parameters for the SROI. The YAC is the youth advisory body for Satellite, who use their lived and living experience to influence and shape the work of Satellite. They were also invited to assist in the SROI process. At the beginning of the process, a one-day workshop was conducted, which sought to elicit YAC feedback on the evaluation and SROI plan with a focus on the types of outcomes they valued from participating in Satellite’s programs, the questions we should be asking in interviews, and guidance on the selection of measurement instruments [see (30) for further information about this day]. In addition, a member of the research team meets every 2 to 3 months with the YAC throughout the course of the project to monitor progress and collaboratively review results. Fortnightly meetings are also held between Satellite management and the evaluation team to facilitate the SROI process, e.g., participant recruitment.

The targets for change as a result of participating in the programs under investigation are the children and young people attending three Satellite programs. It is acknowledged groups other than the children and young people may experience value as a result of being involved with Satellite, either independently or via the benefits experienced by the children.

Parents or guardians of participants are informants on children’s progress and outcomes but not involved as targets of change in the programs. Another stakeholder is governments which provide services that may experience reduced demand as a result of benefits experienced by the children and young people. Guided by the social value principles, all stakeholders who experience change—positive or negative, intended or unintended—should be considered in the analysis. Nonetheless, to keep the SROI feasible and replicable, it was decided by the research team and Satellite management that the SROI focus on children and young people only. By focusing exclusively on children and young people, the SROI analysis can accurately capture the specific benefits and outcomes relevant to this demographic (23). This focus also allows for direct engagement with the primary end users, (namely young people) whose perspectives and experiences can be systematically and exclusively included in the analysis. It is acknowledged that the omission of other stakeholders who may be experiencing outcomes from the SROI may result in a devaluing of the programs. The SROI focus on three representative, capstone programs including:

	• Satellite Camp for 8-12-year olds.
	• Create and Connect for 8-17-year olds.
	• Satellite Connect for 18-25-year olds (see Table 1 for more detail).



TABLE 1 Satellite programs.
[image: Table listing programs, age ranges, and descriptions. "Satellite Camps" for ages 8–15, offering a three-day overnight camp with creative activities to build confidence and connections among peers. "Create and Connect" for ages 8–17, providing one-day workshops in music, art, and photography for self-expression and connection. "Satellite Connect in person or online" for ages 18–25, a six-week program fostering peer support, skill development, and discussions on mental health.]

These programs were selected because they provide a good overview of participants’ ages and represent the capstone programs offered to young carers. Given they attract the most participants, this focus also provides rich data for analysis. The SROI covers the period of January 2023 through to June/July, 2024 with the final evaluation report to be delivered in August 2024.



Mapping outcomes

The second phase details how the resources (inputs) to deliver the activities being analysed (measured as outputs) result in valued outcomes for stakeholders (young people). The relationship between inputs, outputs and outcomes is sometimes called the Theory of Change, which essentially outlines how programs intend to make a difference to those impacted (26). The inputs include what Satellite and other funders contributes in terms of the various program offerings involving staff expertise and time, venue and other resources. The activities are the three programs outlined above.

To determine outcomes, we first invited the YAC to identify and then prioritise the positive outcomes they considered to be important, resulting from Satellite participation (see Table 2). Many of these preferences are very similar (i.e., around connectedness and belonging and the reverse, loneliness) and consequently are considered very important by the YAC (representing Satellite’s core population group - young people with family members who have mental health challenges). At this point, a Theory of Change was generated through consultation with Satellite staff and the YAC (see Figure 1). One of the key inputs included in the Theory of Change were the skills and backgrounds of the program facilitators. Satellite programs are facilitated by three staff with distinct roles and expertise in creativity (e.g., fostering self-reflection through creative activities) mental health (e.g., by facilitating conversations around mental health) and lived experience (providing a positive role model). This combination of facilitator input utilises the evidence-based benefits from embracing creativity (33) and embedding mental health promotion, prevention and early intervention within a lived experience lens. Other inputs include physical resources and funding, all of which are applicable to three of the programs included in the SROI. The same Theory of Change (inputs, and outcomes) relate to all listed programs (see Figure 1).



TABLE 2 YAC generated list of preferences for program outcomes.
[image: Table showing satellite outcomes and net votes. Connectedness received 9 votes, belonging 8, reduced loneliness 7, reduced shame 7, help seeking 7, acceptance of self and others 7, understanding about mental health challenges 6, and improved coping 5.]

The Theory was also informed by an existing Satellite program logic model but condensed to include only children and young people and to consider only the three programs targeted in the SROI. Specific outcomes generated from the resulting Theory of Change include (i) a sense of belonging and increased connectedness (ii) increased resilience, and (iii) a sense of hope, optimism and possibility. We also needed to consider potentially negative outcomes to ensure that we provide a true and fair picture that allows Satellite to continuously improve and assess trade-offs between outcomes. Potentially negative outcomes will be identified in the interviews with young people.



Evidencing outcomes and giving them a value


Evidencing outcomes

This stage involves finding data that demonstrates whether preferred outcomes have occurred and then valuing those outcomes. A convergent parallel mixed method approach will be employed, consisting of qualitative and quantitative data collection and analysis and then comparing and relating the two before interpreting them (34).

All participants will be asked demographic questions about their age, gender identity, cultural background, language spoken at home and the nature of their family member’s illness. They will also be asked which Satellite program/s they have been involved in.

For the quantitative component of the evaluation, a within-subject pre-post study design will be used to identify potential changes over time (35). Accordingly, participants (and their parents, for children aged 18 years and under) in targeted programs will be invited to participate in questionnaires on program entry, and then 6 months later, using the number of programs as a covariate (as some will attend multiple programs). Participants are asked to record a nickname when completing questionnaires, to ensure traceability across time one and two (pre and post). Individual and longitudinal conversations will also be employed. Further detail for these steps is presented below.



Measures

Measurement tools and processes were identified as per the program outcomes highlighted in the Theory of Change. In discussion with the YAC, it was determined that belonging referred to feelings of safety and comfort associated with particular groups of people. Connectedness was similar and referred to the quality of relationships (connections) with others, especially peers. It was on this basis that the Strengths and Difficulties Questionnaire [SDQ; (36)] was used as it provides a measure of prosocial behaviour (1 subscale, 5 items) in children, adolescents and young adults. The SDQ can be administered to parents or to the young person themselves if they are aged 11 years or over. Each item is answered based on a 3-point Likert scale (not true, somewhat true, certainly true) e.g., “I am helpful if someone is hurt, upset, or feeling ill.” Scores range from 0 to 10, with higher scores indicative of greater prosocial behaviour. The SDQ prosocial subscale has fair internal consistency (α = 0.75) and strong test–retest reliability over 12 months (r = 0.64; 66). Further, the SDQ subscales have age and gender norms specific to each country (including Australia), so that scores from the sample of interest can be compared with the same population from which they were drawn. The prosocial behaviour subscale will be used to measure connectedness as it examines the young person’s ability to relate well with peers. The Longitudinal Study of Australian Children (LSAC) items that pertain to connectedness will also be used to evidence this outcome (see below discussion on deadweight for an overview of the LSAC study).

Resilience will be measured by the total score of the Children and Youth Resilience Measure – Revised [CYRM-R; (37)]. Resilience in this context is defined as “the capacity of individuals to navigate their way to the psychological, social, cultural, and physical resources that sustain their well-being, and their capacity individually and collectively to negotiate for these resources to be provided in culturally meaningful ways” [(38); p. 225]. The CYRM-R is a 17 item self-report measure of social-ecological resilience. Participants respond to the items using a 5-point Likert scale from not at all to a lot, e.g., “I know how to behave/act in different situations.” The CYRM-R has good internal consistency (α = 0.82) and a Rasch analysis indicated that both subscales have good ability to discriminate between people with varying levels of resilience (67).

Given the Theory of Change (Figure 1) which positions adaptive coping as an intermediate outcome leading to resilience, two coping measures will also be used to evidence resilience; the Kids Coping Scale [KCS, completed by children aged 10 years and under; (39)] and the Coping Across Situations Questionnaire [CASQ, completed by older children, adolescents and young adults; (40)]. The KCS has nine items with two subscales: emotion-focused and problem-focused coping. Children answer the items, e.g., “You avoided the problem or where it happened” using a three-point Likert scale (never, sometimes, a lot). The KCS has fair internal consistency (α = 0.30–0.58). It is acknowledged that the KCS has relatively low reliability. However, it should be noted that there is a lack of validated measures on coping for young children especially those who are at risk for their own mental health difficulties (41). A similar measure has been developed more recently, i.e., the Coping Questionnaire Child (42) which reports fair reliability (α = 0.68) and has fewer items. However, the measure involves children responding to vignettes relating to anxiety-provoking situations that are read to them by an examiner. We chose the KCS as it employed simple language, allowed children to complete the measure independently, and related to their general coping styles rather than specific anxiety-provoking situations. This is acknowledged to be a limitation of the project.

The CASQ has 20 items which measure coping strategies across three different areas: active (using social resources to solve problems), internal (appraising situations and searching for a compromise) and withdrawal (avoiding the situation) e.g., “I try to get help and comfort from people who are in a similar situation.” Young people rate each item on a 5 point Likert scale from not used to always used. The CASQ has fair to good internal consistency (α = 0.73–0.80) and moderate to strong test–retest reliability over 1 year (r = 0.47–0.88).

A sense of hope, optimism and possibility will be measured using the Children’s Hope Scale [CHS; (43)]. The scale assesses whether children can identify a means to carry out goals (pathways) and their ability to initiate and sustain action towards goals [agency; (43)]. The measure is comprised of six self-report items rated on a 6-point Likert- scale (from not at all to all of the time) e.g., “Even when others want to quit, I know that I can find ways to solve the problem.” Scores can range from 6 to 36, with higher scores indicative of greater agency and goal attainment. The CHS has fair to good internal consistency (α = 0.72–0.86) and strong test re-test reliability over 1 month [r = 0.71; (43)].



Conversations with young people

Individual conversations with young people/children will also be conducted as another way of evidencing all three outcomes. The YAC recommended calling the interviews “conversations” to be less formal and intimating and that is the language we use here also. Seven to nine young people from each of the identified programs will be invited to a conversation about their experiences of the programs, and self-perceived outcomes, both positive and negative. We anticipate up to one hour for these conversations and with parental and child consent they will be audio-recorded. Transcripts will be analysed within an inductive qualitative paradigm, using the six-step reflexive thematic process recommended by Braun and Clarke (44, 45) which involves becoming familiar with the data, generating initial codes, searching for and reviewing the themes, and then defining and naming the themes.

In addition, we will conduct longitudinal conversations, at three time points with the same nine participants, over the duration of the project. Participants will be drawn from across the three identified programs. Given that many young people attend more than one program, these conversations will allow us to explore the cumulative impact of Satellite’s offerings, looking for instances of continuity, change and growth over time (46). Those who discontinue their relationship with Satellite will also be invited to be interviewed, to ascertain the reasons why they have disengaged, and what impacts may have occurred and remain (if any) from program participation. A within-case analysis will be conducted within each conversation data set, followed by a cross-case analysis of patterns that may occur over time and across conversations (46). All conversation schedules were developed with the YAC to ensure that the language was strength-based and age-appropriate and that content aligned with preferred program outcomes.



Data analysis

The findings from both quantitative and qualitative components of the project will be integrated following separate analysis using a mixed methods approach adapted from Lieber’s (47) conceptual model. Qualitative interview data from the various stakeholder populations will initially be analysed thematically (44) while quantitative data will be analysed via traditional methods including repeated-measures MANCOVA. Following these two separate processes, the categorical dimensions of the qualitative themes will be developed, which are ‘grounded’ in the raw data (47) through a process of constant comparative analysis and robust discussion amongst the research team. These grounded dimensions will then be integrated with the results from the quantitative data, with the analysis process facilitating meaning making of the quantitative data that describes the factors and/or circumstances (e.g., age, program type and ‘dosage’, cultural background, gender) that may be associated with various outcomes, incorporating also stakeholders’ perspectives (the YAC and Satellite management) on why and how these outcomes were delivered.


Giving outcomes a value

In the final part of this process, we give the identified outcomes a monetary value using financial proxies that reflect that importance of the outcome to stakeholders (see Table 3). In consultation with the YAC, a sense of connectedness and sense of belonging was considered similar to having friends. Powedthavee (64) identified the economic value of making and having new friends, in addition to existing friends, and this value was subsequently updated and converted to Australian dollars (See Table 3). Given that the original value was calculated in 2007, we adjusted it for inflation to reflect its current purchasing power, ensuring consistency with contemporary economic conditions. Although using a currency converter may not be the ideal method, this approach, when combined with inflation adjustments, provides a reasonable approximation of the value in today’s terms.



TABLE 3 SROI stage 3 outcomes.
[image: Table detailing outcomes for satellite young person participants in Stage 3. It includes three outcomes: increased connectedness, resilience, and hope. Each row lists measures, sources, valuation, and monetary values in AUD and GBP. Data sources include SDQ, CYRM-R, and Children's Hope Scale. Valuations are sourced from Powdthavee and APS.]

We also identified a financial proxy for resilience. For the young people involved in these programs, resilience refers to achieving positive outcomes (inclusive of wellbeing) despite coming from challenging backgrounds, and adaptively coping with current stressors (see Figure 1, Theory of Change). According to Olsson et al. (48), promoting resilience at an individual level involves developing personal coping skills and resources, both of which they suggest may be obtained from one to one therapy. Pascual-Leone et al. (49) suggested 14 individual sessions is appropriate for individuals with existing issues. It was on this basis that resilience was valued as 14 individual, psychotherapeutic sessions (see Table 3). The assumption that 14 individual psychotherapeutic sessions has a similar effect to a one-day workshop (e.g., the Create and Connect program) is admittedly contestable. However, a one-day workshop that focuses on creativity and connectedness can offer an intensive, immersive experience that might be considered similar to the impact of multiple counselling sessions (33, 50). Moreover, the unique therapeutic mechanisms of creative programs can lead to profound insights and emotional processing (51–53), potentially achieving in 1 day what might take multiple counselling sessions. The added dimension of group dynamics in these programs which emphasises peer support, can amplify the overall therapeutic impact (33, 50, 51), again potentially contributing to outcomes comparable to multiple individual counselling sessions.

The final outcome involves an increased sense of hope, optimism and possibility, which has been equated to future planning and projecting oneself into the future (54). In identifying a comparable proxy, we are suggesting that the programs offered by Satellite are comparable to having a mentor. Mentors help with goal setting and guidance with planning to achieve those goals; mentors also help young people navigate challenges, make important decisions, and offer advice on various aspects of life (55). Thus, in valuing this outcome, we are equating having a mentor to participating in Satellite programs, which likewise aim to build young people’s hope, optimism and a sense of possibility.





Establishing impact

This step examines aspects of change that would have happened anyway or are a result of other factors, both of which need to be considered and eliminated. There are four parts to this stage as outlined below.


Deadweight and displacement

Deadweight identifies changes in participant circumstances or resources that might have occurred regardless of whether the program or activity had taken place. One of ways we will calculate deadweight, is be using data from the Longitudinal Study of Australian Children (LSAC) survey, as a benchmark or comparison group of young people not involved in Satellite’s programs. The LSAC includes a group of Australian children/adolescents who have self-identified as having caring responsibilities (56). These will be matched with some of the young people who have participated in Satellite’s programs on demographic variables of age, gender and socio-economic status. Commencing in 2003, the LSAC is a national longitudinal study of data collected every 2 years on various child, parental and family characteristics that influence children’s development at different ages (56). Specific LSAC items will be used, as pertaining to connectedness /belonging outcomes, though noting that comparative data are only available for young people aged 14 years and above. This means that only some of the Satellite group will be included, and only on the connectedness outcome, with children under 13 years of age not being compared to the LSAC group and other outcomes not being compared. It is possible that one or more young people from the LSAC cohort may have attended a Satellite program. Given that Satellite is a unique program only available to young carers living in Victoria (while LSAC is an Australian cohort), and the level of help-seeking within this cohort will be variable (collected as frequency data, not details of programs), the likelihood is considered small within the Victorian LSAC participants and unlikely for those residing interstate.

An a priori power analysis was conducted using G*Power version 3.1.9.7 software (65) to determine the minimum sample size required for the study. The required sample size to achieve 80% power for detecting a medium effect at a significance criterion of α = 0.05 will be 29 per group {intervention [Satellite participants] and usual care [LSAC]; as per (30)}. Other deadweight measures will be ascertained by asking young people what they perceive would have happened if they had not attended Satellite and their estimation of the impact of that occurrence (in the interviews). This is necessary as there is a risk that LSAC participants may be engaged in programs similar to Satellite. Their responses will be used to inform and qualify any differences between the LSAC calculations and the Satellite participant sample as well as deadweight across other age groups and for other outcome measures not included in the LSAC data set.

Displacement is an assessment of how much the outcome might have displaced other outcomes, including the occurrence of negative outcomes for the children and young people and others. An evaluation of a similar program {Paying Attention to Self [PATS]; (57)} found that building new connections with participants during the program came at the cost of building peer relationships in other sites outside the program such as school and this is a concern that could apply here. Alternatively, participants could be gaining transferrable social skills at Satellite that then lead to better connections at school and other settings. We will be investigating this and other potential outcomes in the conversations with young people and who they are turning to.



Attribution

Attribution is a consideration of who else could have contributed to the outcomes, which helps to identify stakeholders and activities that can also play a role in change. This could be, for example, a young person who attended Satellite but also received sessions from a psychologist or took medication for their own mental health challenges. We are addressing attribution by controlling for children and young people who have participated in programs in the past at baseline, compared with those who are new to Satellite. This will account for the differences in their lived experience before starting their next/first program. We are also asking participants if they have accessed carer services and/or health professionals in the last 6 months at each time point, so that those who engage with more than one service and/or health professional can be accounted for as well.



Duration and drop off

Duration refers to how long an outcome lasts for, while drop off acknowledges that outcomes may continue to last for many years but may decrease over time, or if it is sustained, may be influenced by other factors. To calculate drop off, we will deduct a fixed percentage from the remaining level of outcome at the end of 6 months. This decision will be based on the longitudinal interviews, which follow young people over the course of the project, including those who have maintained a relationship with Satellite and those who have not.




Calculating the SROI

Calculating the SROI involves adding up the outcomes (value), applying the discounts (attribution, displacement, deadweight and drop off) and comparing the result to the investment or costs incurred in delivering the program. Costs involved for Satellite involve employing staff to facilitate programs (including administration and registration), insurance, venue hire, catering, materials and travel (Satellite sometimes pays for transport so that young people/children can attend programs). Expenses associated with reimbursing YAC members for their input and advice on the programs offered is also included. Our analysis spanned a six -month period only (as indicated in Table 3), which does not necessitate the use of a discount rate to account for the time value of money (58). As the timeframe is less than a year, no additional adjustments for the differing value of money over time were required.

Once the net present value of costs and outcomes have been established (taking into consideration drop off, deadweight and displacement), the final ratio can be calculated. The formula for calculating the return on investment is:

SROI ratio = Social value of stakeholder outcomes (discounted)

Cost of providing programs

According to Arvidson et al. (23), an SROI ratio greater than one indicates a positive return on investment, or in other words, where the benefits of the investment are greater than its costs. The calculation is based on proxy values, as outlined in Table 3.

As the results are influenced by non-quantitative variables and assumptions, a sensitivity analysis for the SROI will be calculated to promote robustness. After establishing a base case scenario as outlined above, each key assumption will be changed (by ±10%), one at a time, to ascertain how much the SROI ratio changes. Changes in the SROI will be compared for each variation and those assumptions that cause the most significant changes in the SROI ratio identified. Several plausible scenarios will be developed including best case, worse case and moderate scenarios, using most optimistic to most pessimistic values of each of the assumptions. Each of these scenarios will be reported including a discussion of which assumptions have the most significant impact on the SROI ratio.



Reporting and translating results to stakeholders

This step involves sharing findings with stakeholders and responding to them, embedding good outcomes processes and verification of the report. We intend to share and workshop results with the YAC, Satellite management and funders. A research paper outlining the results will also be submitted as well as a video intended for public dissemination, highlighting the main SROI findings.



Ethics statement

Ethical approval was obtained from the Monash Human Research Ethics Committee. A detailed information sheet and consent form will be provided to parents/carers of all potential child participants (under 18 years of age) along with an explanatory statement and assent form for children and youth. Written parental consent and child assent are both required for project engagement (for those with children under 18) while those young people who are older do not require parental consent. All relevant ethical principles will be adhered to, including privacy, confidentiality, and informed consent. Information will be distributed via email, text and in hard copy and Satellite staff will not be informed as to who is and is not involved. A member of the research team will be available to respond to questions about the study and to assist in completing the measures, if required.



Limitations

A potential limitation inherent in any SROI study is the monetisation of outcomes (28) and a lack of a universal bank of indicators (59). However, even those things with a market value are valued subjectively based on market conditions and consumer preferences. It was challenging to identify financial proxies for the various outcomes in this study, especially in relation to resilience as it comprised of multiple factors. As pointed out by Mook et al. (60), the choice of financial proxies can become subjective, which can compromise the reliability of the SROI. Given these challenges, Nicholls et al. (26) highlighted the importance of being transparent about the development and identification of these proxies which this protocol aims to do. Nonetheless, we agree with the notion purported by Arvidson et al. [(23), p. 233] when they argued that excluding significant outcomes which may be challenging to place a monetary value on, would “render the analysis precisely wrong, rather than the desirable “roughly right” and would greatly diminish the perceived social value of a given program.

We acknowledge the relatively short-term nature of the study and our subsequent inability to track long term change (or lack thereof). The study would have been strengthened had we been able to locate a comparison group for children under 14 years of age and for other outcomes besides connectedness. Using a currency converter to update the 2007 value of friendships presents a limitation in our analysis and may not fully capture more nuanced economic changes over time. We also acknowledge that the decision to aggregate the number of programs without employing a weighting system may limit the analysis. Similarly, the various programs offered by Satellite are delivered by different facilitators. As the knowledge, experience, skill and interpersonal style of group facilitators can have a significant impact on program outcomes (61), it will be difficult to determine which specific program/s are responsible for participant outcomes. Nonetheless, we are collecting fidelity logbooks to document the consistency of program delivery (30).



Conclusion

Given the financial constraints and challenges governments face when deciding between the allocation of limited resources, it is critical that methods to calculate the Social Return on Investment are transparent. This protocol contributes to an understanding of how the social value of programs for young people in families living with mental health challenges can be ascertained, by outlining the financial proxies for program outcomes. It also highlights the social value that comes from the nature of various programs with, and for, a population of young people who face myriad socioeconomic disadvantages that are often overlooked. If results are positive, conducting studies such as this will provide further evidence for the claim that community programs, such as those offered by Satellite, provide value for money by preventing more costly mental health and social interventions in the longer term (62).

Half of all lifetime cases of mental disorder start by the age of 14 years and three quarters by the age of 24 years (63) with other research demonstrating young people who have a family member who experiences mental health challenges, for a variety of factors, are at risk of developing poor mental and physical health outcomes (2). It is incumbent on governments to implement high quality early interventions and targeted supports that meet the specific needs of this group of young people. This protocol paper shows how initiatives such as those offered by Satellite might reduce costs associated with mental health crises in the future. The social impact on parents and/or other family members might be further explored in future studies.

The SROI may provide important findings that can be used to lobby for funding from government officials and philanthropists. Nonetheless, how and whether the SROI process and findings may be used to inform Satellite’s (and other similar organisation’s) business planning and contract negotiations has yet to be realised. Overall, the SROI methods may promote equitable resource allocation and ultimately, a better understanding of the broad implications of various social initiatives designed for this particular group of young people and children who are often disadvantaged by the social and economic systems and structures within which they and their families live.
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Background

The parent–infant relationship is important for healthy infant development. Parent–infant assessments can aid clinicians in identifying any difficulties within the parent–infant relationship. Meaningful, valid, and reliable clinician-rated measures assist these assessments and provide diagnostic, prognostic, and treatment indications. Thus, this review aimed to (a) provide a comprehensive overview of existing clinician-rated measures and their clinical utility for the assessment of aspects of the parent–infant relationship and (b) evaluate their methodological qualities and psychometric properties.





Methods

A systematic search of five databases was undertaken in two stages. In Stage 1, relevant clinician-rated parent–infant assessment measures, applicable from birth until 2 years postpartum were identified. In Stage 2, relevant studies describing the development and/or validation of those measures were first identified and then reviewed. Eligible studies from Stage 2 were quality assessed in terms of their methodological quality and risk of bias; a quality appraisal of each measure’s psychometric properties and an overall grading of the quality of evidence were also undertaken. The COnsensus-based Standards for the selection of health Measurement INstruments methodology was used.





Results

Forty-one measures were eligible for inclusion at Stage 1, but relevant studies reporting on the development and/or validation of the parent–infant assessments were identified for 25 clinician-rated measures. Thirty-one studies reporting on those 25 measures that met inclusion criteria were synthesised at Stage 2. Most measures were rated as “low” or “very low” overall quality according to the Grading of Recommendations Assessment, Development and Evaluation approach. The most promising evidence was identified for the Mother–Infant/Toddler Feeding Scale, Tuned-In Parenting Scale, and Coding Interactive Behaviour Instrument.





Conclusions

There was a notable diversity of measures that can be used to assess various aspects of the parent–infant relationship, including attunement, attachment, interaction quality, sensitivity, responsivity, and reciprocity. The quality of methodological and psychometric evidence across the reviewed measures was low, with 76% of measures having only one study supporting the measure’s development and/or validation. Thus, further research is needed to review the psychometric properties and suitability as assessment measures.
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Introduction

Disruptions to early childhood, for example, through trauma or illness, can have a long-term impact on infant mental and physical health, developmental trajectory, and even socioeconomic standing later in life (1, 2). During the first critical year in a child’s life, the infant brain undergoes rapid development and is particularly sensitive to experiences, both positive and negative (3). The parent–infant relationship has been identified as an early life experience, crucial for the infant’s development (4, 5). As infants can recognise and respond to parental speech and cues within the first three months of life (6), parental behaviours can significantly and profoundly influence infant wellbeing (7). Inappropriate parent–infant interactions and traumatic experiences in the early period of a child’s life can impact the developing brain (8, 9) and lead to increased cortisol levels, which may later increase the risk of hyperactivity, anxiety, and attachment difficulties (10, 11). Additionally, the quality of the parent–infant relationship is known to have a significant impact on the social and emotional development of the infant as well as on cognitive and academic development (5, 12, 13). Brief periods of poorly attuned parent–infant relationships are common; however, prolonged periods of inconsistent parenting and disorganisation within the dyad can lead to maladaptive outcomes for infants (4, 14).

The impact of perinatal mental health difficulties (PMHDs) on the parent–infant relationship has been acknowledged in the literature (15–17). PMHDs occur during pregnancy or in the first year following birth, affecting up to 20% of new and expectant mothers (18). PMHDs cover a wide range of conditions, including postpartum depression, anxiety and psychosis (19). If left untreated, PMHDs can have both short- and long-term impacts on the parent, child and wider family, including transgenerational effects (20). Perinatal mental health (PMH) services (including parent–infant services) can help to ameliorate these effects. PMH services assess the parent–infant relationship and identify negative and positive aspects of parent–infant interactions (21). The assessment of the parent–infant relationship and its associated aspects, such as attachment behaviours, sensitivity, responsivity, reciprocity, and attunement, can assist clinicians in providing assessment, guidance, and, importantly, interventions, with the aim of improving maternal sensitivity, the parent–child relationship and child behaviour (22). Measurement tools are also routinely used to monitor and evaluate treatment and service effectiveness. It is therefore of critical importance for clinicians to have access to meaningful, valid, and reliable measures to assess the parent–infant relationship.

The Royal College of Psychiatrists (23) recommends several parent report measures to assess the parent–infant relationship, namely, the Postpartum Bonding Questionnaire (PBQ) (24) and the Mothers’ Object Relations Scale–short form (25) as well as clinician-rated measures, such as the Bethlem Mother–Infant Interaction Scale (26), the CARE-Index (27), the Parent–Infant Interaction Observation Scale (28), and the National Institute of Child Health and Human Development scale (NICHD) (29).

In a comprehensive review of 17 original parent report assessment measures and 13 modified versions, Wittkowski et al. (30) identified that the PBQ, both the original and modified versions, was found to have the strongest psychometric properties with the highest quality of evidence ratings received. Despite the potential drawbacks to using clinician-rated measures, several authors [e.g., (31–33)] have questioned the benefits of parent report measures over clinician-rated or observational measures, citing possible biases from the parents regarding their child’s perceived skills, behaviours, and interactions or their tendency to respond in a socially desirable way. Wittkowski et al. (30) also wondered if clinician-rated measures might not be used consistently across services, potentially due to a need for training to use the measures and any trainingcosts, as well as supervision and capacity issues.

At least three other reviews of clinician-rated measures assessing aspects of the parent–infant relationship exist. For example, in their systematic review of 17 measures, of the parent–infant interaction, Munson and Odom (34) provided good levels of detail regarding the validity and reliability of the identified assessment measures; however, they did not assess responsiveness or measurement error and, in terms of validity, they also did not assess the measures’ structural validity, thereby reducing the comprehensiveness of their results. They also drew information from non-peer reviewed information, such as books and manuals; thus, the impact of the results in this field of research may be reduced (30). Additionally, their review, which is now 28 years old, excluded measures that used behavioural coding systems, solely assessing measures which used rating scales.

To demonstrate the appropriateness of assessing behavioural and emotional problems during infancy, Bagner et al. (35) conducted a review of both parent report questionnaires (n = 7) and observational coding or clinician rated procedures (n = 4). Of the four observational coding measures they reviewed, the Functional Emotional Assessment Scale (36) and the Emotional Availability Scales (EAS) (37) are the most widely known ones. The authors concluded that the observational coding procedures provided more detailed and meaningful information regarding the infant (less than 12 months old) and caregiver than parent report measures. However, their review did not assess responsiveness, measurement error, or hypothesis testing for construct validity to determine the quality of the studies, potentially leading to errors in judgement when clincians or researchers attempt to determine the best measure to use (32).

Finally, in their comprehensive review of measures rated by a trained clinician, Lotzin et al. (32) focused on 24 existing measures with more than one journal article describing or evaluating each measure. They synthesised 104 articles published between 1975 and 2012, 60.5% of which had low methodological quality. Lotzin et al. (32) assigned lower quality ratings to authors not reporting enough detail about their study and/or using small sample sizes. Lotzin et al. (32) also concluded that further studies refining the existing tools were needed with regard to content validity and consequential validity. Although they were comprehensive and thorough in their evaluation of psychometric properties across their stipulated five validity domains of (1) content, (2) response process, (3) internal structure, (4) relation to other variables and (5) consequences of assessment, Lotzin et al. (32) appeared to follow their own idiosyncratic method of assessing a measure’s validity, rather than following standardised criteria.

Increasingly, systematic reviews of assessment measures (self-report and/or clinician-rated) have used the COnsensus-based Standards for the selection of health Measurement INstruments (COSMIN) (38–41) tools. The COSMIN is an initiative of a team of researchers who have expertise in the development and evaluation of outcome measurement instruments. The COSMIN initiative aims to improve the selection of outcome measures within clinical practice and research (41) by developing specific standards and criteria for evaluating and reporting on the measurement properties of the outcome measures (42). For examples of reviews informed by the COSMIN criteria and guidelines, see Wittkowski et al. (43), Bentley, Hartley and Bucci (44) and Wittkowski et al. (30). These reviews did not assess clinician-rated measures.

Given the shortcomings of the abovementioned reviews by Wittkowski et al. (30), Munson and Odom (34), Bagner et al. (35) and Lotzin et al. (32), there is now a clear need for a systematic, transparent, comprehensive, COSMIN-informed review of relevant measures in this field. Thus, the aim of this systematic review was to assist practitioners and researchers in identifying the most suitable measures to use in their clinical practice or research by providing an overview (in Stage 1) and evaluation (Stage 2) of the current existing clinician-rated assessment measures of the parent–infant relationship, including its specific aspects such as attachment behaviours, sensitivity, responsivity, reciprocity, and attunement. The following questions were examined in this review:

	What assessment measures did exist for clinicians to assess the parent–infant relationship in the perinatal period?

	Which measures demonstrated the best clinical utility, methodological qualities, and psychometric properties?







Methods

This systematic review, registered with the PROSPERO database (www.crd.york.ac.uk/prospero; registration number CRD42024501229), was conducted in accordance with the COSMIN tools (38, 41, 42) and the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (45). The methodology, which was specifically developed and validated for use in reviews of patient-reported outcome measures (PROMS) (38), can be adapted and used for other types of outcome measures, for example, those in which opinions on the parent–infant relationship are not self-reported but instead are evaluated by clinicians (clinician-reported outcome measures or ClinROMs) (40). The first author acted as the main reviewer but received support and supervision from the other two authors.




Search strategy

A search was conducted in two stages: 1) to identify which parent–infant assessments exist for clinicians to use and 2) to identify studies describing the development and/or validation of each identified measure. The following databases were searched for both stages: PsycINFO (Ovid), Cumulative Index of Nursing and Allied Health Literature (CINAHL), Excerpta Medica database (EMBASE, Ovid), Medical Literature Analysis and Retrieval System Online (MEDLINE, Ovid), and Web of Science.

Stage 1 of the search involved designing a search strategy to identify and retrieve studies of relevance to the development and/or use of clinician-rated measures of the parent–infant relationship. As recommended by the COSMIN guidelines for systematic reviews (41), this initial search was first piloted and then, after further refinement with a university librarian, the final Stage 1 search was completed in November 2023. Searches using Ovid (MEDLINE, EMBASE and PsychINFO) were limited to abstracts, English language and “humans.” CINAHL and Web of Science did not offer these options of limits. Six search categories were developed, which were combined using the Boolean operator “AND.” The instruction “OR” was applied within each category and, when relevant, wildcard asterisks were used to capture related terms (Table 1). At Stage 1, all articles were screened based on abstract and title review and those mentioning parent–infant assessment measures were examined for full-text review. Each identified measure was assessed for eligibility against the inclusion and exclusion criteria.



Table 1 | Search terms and limits at Stage 1.

[image: Search strategy table for databases including PsycInfo, Medline, EMBASE, CINAHL, and Web of Science. It lists seven search terms involving parent-infant interactions, relationships, perinatal periods, assessments, and professional involvement. Limits specify abstracts in English and human-related studies.]
To ensure the reliability of this review process, an independent reviewer (E.W.) double screened 10% of randomly selected papers from Stage 1. Cohen’s kappa and the percentage of inter-rater agreement were calculated, with good agreement (κ = .80, p <.001; 98.20%) (46).

At Stage 2, any relevant measures identified in Stage 1 were searched for in the same databases to identify any studies describing each measure’s initial development and/or validation. This search was conducted in December 2023 and later updated in early 2024. The following terms were searched: “Relationship” OR “Interaction” OR “Dyad” OR “Bond” OR “Sensitivity” OR “Responsiveness” OR “Attachment” OR “Attunement” OR “Reflexivity” OR “Adjustment” OR “Behaviour” AND the measure’s name OR abbreviation. Studies identified in Stage 2 were reviewed based on title and abstract; studies were assessed for eligibility by examining their full text, and their reference lists were checked for additional studies.





Eligibility criteria of measures and studies

At Stage 1, measures were included if they were developed for clinicans to assess or rate the parent–infant relationship or a specific aspect of this relationship (e.g., attachment, reciprocity, attunement, bonding, parental sensitivity, and emotional regulation) (12). For the purpose of this review, we used the following definitions of the parent–infant relationship to help guide the identification of suitable measures: “Parent–infant relationships refer to the quality of the relationship between a baby and their parent or carer” [46, p. 2] and “the connection or bond created between the parent and infant through the exchange of behaviours and emotion communicated between both parties” [(47), p.3]. Thus, we included measures of interaction between the parent and their infant if it was a reciprocal exchange. The CARE-Index was also pre-determined to be included because its utility in assessing parent–infant interactions has been demonstrated in research into attachment behaviours (27, 48, 49). The CARE-Index has also been recognised in other systematic reviews of parent–infant assessment measures, including by Lotzin et al. (32) and the Royal College of Psychiatrists (23).

Measures were included only if they were applicable for use with an infant from birth up to the age of 2 years, which is defined as the perinatal period by the NHS Long Term Plan in the UK (50) and sometimes also referred to as the first 1,001 days (51). In the perinatal period, any difficulties within the parent–infant relationship should be identified as early as possible so that future interventions or treatment decisions can be made (52). Measures were excluded if they were designed to assess a related but different concept (e.g., “parenting style” or “attitudes to pregnancy”). Measures were also excluded if full-text studies could not be accessed or if they assessed the parent–infant relationship as part of a subscale in a longer inventory.

At Stage 2, studies were included if they 1) described the initial development and/or validation of an identified measure, 2) included data pertaining to an attempt to validate and/or to test the psychometric properties of the measure and this was stated in the aims of the study, and 3) were published in a peer reviewed journal in order to ensure consistently high-quality studies were used (53). Studies were excluded if they were not written in English and/or were reported only in theses, dissertations, or conference abstracts. We also excluded any measure for which we could not identify any studies describing the psychometric evaluation of that measure.





Quality assessment of the studies included after Stage 2

The COSMIN Risk of Bias Tool (40), an extended version of the COSMIN Risk of Bias checklist (38), was used to assess the methodological quality of studies identified at Stage 2, and subsequently determine each study’s overall risk of bias. Figure 1 reflects the recommended 11-step procedure for conducting a systematic review on any type of outcome measure instrument outlined in the COSMIN Risk of Bias Tool user manual (40). The manual was developed to assess the quality of studies of all types of outcome measure instruments (including ClinROMs) and designed to be incorporated into the COSMIN methodology (40). It differs from the COSMIN Risk of Bias checklist in that it includes boxes for assessing reliability and measurement error. Furthermore, Step 8 (“Evaluate interpretability and feasibility”) was removed from the Risk of Bias Tool because interpretability and feasibility do not refer to the quality of the ClinROM (40). Interpretability and feasibility were instead extracted and summarised within a descriptive characteristics table. In this table, we included ease of administration (with regard to home or laboratory observations and time required to complete observations), associated costs and interpretability of scores. Both the COSMIN Risk of Bias Tool (40) and the COSMIN criteria (41, 42) are based on the COSMIN taxonomy for measurement properties, and these criteria are generally agreed as gold standard when evaluating measures in the context of a systematic review ensuring standardisation across papers (39). The COSMIN guidelines recommend the following stages for assessing the quality of an outcome measure, outlined in Figure 1 as Parts A, B, and C.

[image: Flowchart outlining a systematic review process for evaluating measurement instruments. It includes four main steps: A. Perform the search; B. Extract data; C. Evaluate the measurement properties; D. Select an instrument. Each step has sub-steps such as formulating review aims, extracting data on characteristics, evaluating content and internal structure validity, assessing reliability, and measurement error. The final steps involve formulating recommendations and reporting the review. The chart includes tasks like summarizing evidence, evaluating study quality using COSMIN boxes, and applying GRADE criteria.]
Figure 1 | Diagram of the 11 steps for conducting a systematic review on any type of outcome measure instrument.





Part A: quality appraisal for the methodological quality for each measurement property and risk of bias assessment across each study

The first steps in assessing the methodological quality and risk of bias of the included studies were based on the Terwee et al. (42) COSMIN criteria and the Mokkink et al. (40) COSMIN Risk of Bias Tool. A COSMIN evaluation sheet (see Appendix A in Supplementary Materials) was adapted for this review to include comprehensibility (from the clinician’s point of view) because this was more applicable for clinician-rated measures (54). Content validity was assessed in terms of relevance, comprehensiveness and comprehensibility using Terwee et al.’s (42) updated criteria. Each measurement property is outlined in Table 2.



Table 2 | Definitions and criteria for good measurement properties.
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Each study was assessed for methodological quality and was rated using the COSMIN scale’s 4-point scoring system (4 = “very good,” 3 = “adequate,” 2 = “doubtful,” 1 = “inadequate”). An overall score for a study’s risk of bias was then determined by taking the lowest rating among all criteria for each category, known as the “worst score counts” method. This method was followed because poor methodological qualities should not be compensated for by good qualities (42).





Part B: quality appraisal of the psychometric properties of each measure

The main reviewer appraised the quality of the reported results in terms of psychometric properties for each measure. Each of the eight psychometric properties (except content validity) was rated as “sufficient” (+) if results were determined to provide good evidence of a measure exhibiting this property, an “indeterminate” (?) rating was assigned if results were not consistent, not reported, or appropriate tests had not been performed and an “insufficient” (−) rating was assigned when appropriate tests had been performed, but the results were below the COSMIN checklist’s standards.

Content validity (i.e., in terms of relevance, comprehensiveness and comprehensibility) was rated as either sufficient (+), insufficient (−), inconsistent (±) or indeterminate (?). A subjective rating regarding content validity was also considered (41). The evaluated results of all studies for each measure were summarised. The focus at this stage changed to the measures, whereas in the previous substeps, the focus was on the individual studies.





Part C: quality grading of the evidence

The strength of evidence for each category for each measure was determined based on the methodological quality and risk of bias (Part A) and the psychometric properties (Part B). The main reviewer utilised the modified Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach (38) to assess the quality of the evidence provided for each measure (Table 3). Detailed information on the GRADE approach can be found in the COSMIN user manual (38, 41, 42). As per COSMIN guidance, if studies were rated as being “inadequate” overall (Part A), the GRADE rating of “very low” was given for the content validity categories. If studies were rated as being of “doubtful” quality overall, a GRADE rating of “low” was given for content validity categories (42). COSMIN guidelines recommend that studies determined to be “inadequate” should not be rated further. However, in order to gain a comprehensive overview of each measure, we rated all studies in full.



Table 3 | Definitions of quality levels using the GRADE approach.

[image: Quality assessment chart with four levels: High (green) indicating strong confidence that the true measurement is close to the estimate. Moderate (yellow) indicating moderate confidence with some possibility of difference. Low (orange) indicating limited confidence and potential substantial difference. Very low (red) indicating minimal confidence with likely substantial difference. Background colors reflect graded scoring.]
As current COSMIN criteria do not include guidance regarding the rating of exploratory factor analysis (EFA), the criteria for assessing structural validity were adapted, comparable to Wittkowski et al. (30). EFAs were rated as “sufficient” if > 50% of the variance was explained (55) and studies using EFA could only be rated as “adequate” rather than “very good” for risk of bias.

When confirmatory factor analysis (CFA) was also reported alongside EFA, the lower quality evidence of EFA was ignored and the study was rated according to the CFA results reported. If the percentage of variance accounted for and/or model fit statistics were not reported in studies, an “indeterminate” rating was given.

The GRADE approach to rating results also takes into consideration the risk of bias, inconsistency (unexplained inconsistency of results across multiple studies), imprecision (total sample size in the studies) and indirectness (evidence from different populations than the population of interest) (40, 41). The GRADE approach follows the assumption that all evidence is of high quality to begin with. The quality of the evidence is subsequently downgraded to “moderate,” “low,” or “very low” when there is a risk of bias, unexplained inconsistencies in the results, imprecision (less than 100 or less than 50 participants) or indirect results (41).






Results




Review process

At Stage 1, 5,974 papers were identified (see Figure 2 for details). After removing duplicates at this stage, the titles and abstracts of 5,328 records were screened. The full texts of 329 papers were examined against the inclusion and exclusion criteria, leading to the identification of 41 potentially eligible parent–infant measures.

[image: Flowchart detailing a two-stage process of record identification and screening for research analysis. Stage 1 begins with 5,974 records from various databases, with duplicates removed, leading to 361 records for full-text review. Ultimately, 41 measures in 127 reports are included. Stage 2 involves 11,464 records, with duplicates removed, resulting in 81 records for assessment. This stage includes 25 measures in 31 reports for analysis. The flowchart tracks numbers through each step, noting exclusions and reasons such as duplicate records, lack of full-text availability, or measures not suitable for the target population.]
Figure 2 | PRISMA flow diagram of both stages of the search process.

At Stage 2, with the titles of the identified measures as the search terms, 11,464 records were identified. After removing 2,810 duplicates, 8,654 records were screened, with 8,573 records subsequently excluded based on title and abstract review. This process resulted in 81 full text articles, which were assessed for eligibility at Stage 2.

All decisions regarding inclusion and exclusion of studies and measures were discussed by all authors and any discrepancies were resolved (for a list of excluded measures, please see Appendix B in Supplementary Materials). After a detailed and comprehensive assessment of the identified studies from Stage 2, 31 studies describing the development of and/or validation of 25 measures were included in this review.





Study characteristics

After completion of Stage 2, the publication dates of the included studies ranged from 1978 to 2023 and sample sizes ranged from ten (56) to 838 participants (57). The greatest number of studies came from the United States of America (USA; n = 19), with the remaining studies from the United Kingdom (UK; n = 4), Australia (n = 3), Denmark (n = 1), Germany (n = 1), the Netherlands (n = 1), Peru (n = 1), and Switzerland (n = 1). Studies were conducted using either a non-clinical sample (n = 17) or a clinical sample (n = 9), or both a clinical and non-clinical comparison sample (n = 5). Further details on measure development, aspects of clinical utility and characteristics of each of the included measures and studies are provided in Table 4.



Table 4 | Overview of the 25 included parent–infant assessment measures (presented in alphabetical order).
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Overview of identified clinician-rated measures

All measures covered infancy (i.e., from birth to 2 years of age), but some were designed for use with children up to 14 years old, such as the EAS (37). The measure with the most severe age restriction was the Family Alliance Assessment Scales for Diaper Change Play (FAAS-DCP) (63), which was suitable for use with infants only within the first three weeks of life. The Parent Infant Interaction Observation Scale (PIIOS) (50) could only be used for a 5-month period from two to seven months.

Only the AMIS, FAAS-DCP, and LPICS were applicable for use with infants under 3 months of age. For use with infants younger than 12 months, only six measures (BMIS, DMC, Monadic Phases, MRS, PIIOS, and PIPE) were applicable. A further seven measures (Attachment Q sort, CIB, MACI, MRO, PIIOS, PIOG, and PIPE) were not applicable for use with newborns.

The AMIS, CIB, DMC, IPSIC, MACI, PCERA, and PIIS assessed the parent, infant, and the dyad. Ten measures (Attachment Q sort, BMIS, CARE-Index, EAS, M-C ADS, Monadic Phases, MRS, NCATS, PIOG, and PIRAT) required clinicians to assess the parent and infant separately. Eight measures (FAAS-DCP, LPICS, M-I/TFS, MRO, PIIOS, PIPE, PIRGAS, and TIP-RS) assessed only the dyad/triad. All measures included multiple subscales, which ranged from three (PIRGAS) to 25 subscales (AMIS). The number of items used in the measures ranged from four items (PIPE) to 111 items (MRS). The length of time required to complete each measure ranged from a “brief” 2-min game in the PIPE to 6–8h of observations to complete the Attachment Q sort.

Sixteen measures (64%) required the clinician to use videotaped recordings to code the observed relationship, so video recording equipment was required. Seven measures (Attachment Q sort, BMIS, PIOG, PIPE, PIRAT, PIRGAS, and TIP-RS) were designed to be completed as live observations of the interactions (no videorecording required) and two measures (EAS and NCATS) could be completed live or by using videotaped recordings. Thirteen measures (52%) were designed to be completed either in home or clinical (including laboratory) environments. Ten measures were designed to be completed in clinical environments only. Two measures (CIB and IPSIC) were designed to be completed at the home of the family being assessed.

All 25 measures assessed the parent–infant relationship in terms of expected relationship characteristics, namely, perceived sensitivity and reciprocity (PIIS), sensitivity and responsiveness (LPICS, PIIOS), reciprocity (NCATS, PIPE), synchrony (DMC), sensitivity and synchrony (EAS), mutual responsivity (MRO), facial expressions (MonadicPhases, MRS), quality of the interactions (the BMIS, CIB, FAAS-DCP, IPSIC, MACI, PCERA, PIOG, PIRGAS, TIP-RS), risk (PIRAT) and attachment/attachment behaviours (Attachment Q sort, CARE-Index, M-C ADS). The AMIS and the M-I/TFS were designed to assess the parent–infant relationship, with a focus on interactions in a feeding context.

In terms of costs, training requirements and access to the measures’ scale, manual and training courses, 15 measures (60%) required the user to be trained in using the measure. However, seven measures (Attachment Q sort, DMC, FAAS-DCP, LPICS, MACI, NCATS, and PIPE) required the user to complete training but did not offer further information on how to access this training. The M-C ADS required self-study of the published, free to access, manual as training and the IPSIC detailed requesting training information from the measure authors. The AMIS and BMIS did not require the user to be trained to use the measure. For eight measures (Monadic phases, M-I/TFS, MRO, MRS, PCERA, PIIS, PIOG, TIP-RS), it was unclear if training was required. The CARE-Index, CIB, EAS, PIIOS, PIRAT, PIRGAS, had available training courses accessible via online websites. Of these websites, only three of these measures had costs for these training courses listed, the CARE-Index (£850–£1,050), CIB ($2,500), and PIIOS (£450). For the remaining measures, we could not find information detailing the costs required to access the training courses. When we did find training requirements for measures, the time required to complete the training course ranged from 4h for the PIRGAS to nine days for the CARE-Index.

Eight measures (32%) and/or their scoring sheets were free to access and accessible in the original development or validation study (AMIS, Attachment Q Sort, BMIS, IPSIC, M-C ADS, Monadic Phases, MRS, and PIPE). For the CARE-Index, CIB, EAS, NCATS, PIIOS, PIRAT, and PIRGAS, costs were involved for manual and scale access, the amount required to access these was unknown for the EAS, NCATS, PIRAT, and PIRGAS. The IPSIC scale and manual could be requested through the measure authors. The M-C ADS had a freely accessible published manual online. The FAAS-DCP and MACI both have manuals, but access to these could not be located. For fourteen measures, no mention of a manual was made in the studies or could be found online (AMIS, Attachment Q Sort, BMIS, DMC, LPICS, Monadic phases, M-I/TFS, MRO, MRS, PCERA, PIIS, PIOG, PIPE, and TIP-RS).





Overview of the quality of measurement properties assessed

Thirty-one studies pertaining to the 25 measures were assessed. Table 5 provides the overall evidence ratings for each measure, for part A, B, and C. The overall risk of bias of each study was evaluated through the ‘worst score counts’ method. Only one study (76) received an “adequate” rating (evaluating the M-I/TFS) for overall risk of bias. Nine studies were rated as “doubtful” (evaluating the BMIS, CARE-Index, CIB, DMC, EAS, M-C ADS, PIOG, and TIP-RS). Twenty-one of 31 studies (67.7%) received overall scores of “inadequate” in terms of risk of bias. With regards to the quality of evidence reported, only one measure, the M-I/TFS, received a “high” rating for quality of evidence reported. Ten measures were assigned “moderate” ratings for at least one measurement property assessed (BMIS, CARE-Index, DMC, MACI, M-I/TFS, MRO, NCATS, PCERA, PIIOS, TIP-RS). In terms of final overall evidence, 15 measures were assigned “very low” ratings. Of these, four measures were assigned “very low” ratings for nine out of ten measurement properties (IPSIC, LPICS, MRS, and PIRAT). Nine measures were assigned “low” ratings for final overall evidence (CARE-Index, CIB, DMC, EAS, M-C ADS, MRO, PIIOS, PIOG, TIP-RS).



Table 5 | Overall evidence synthesis for each measure.

[image: Color-coded chart listing dog breeds with various temperament ratings. Columns include breed names, sensitivity, aggressiveness, and corrective measures. Colors range from green (low concern) to red (high concern), indicating various temperament levels.]




Assessment of validity




Content validity

Due to many of the studies having very different scores for content validity or no content validity studies identified, it was important to report the relevance, comprehensiveness and comprehensibility ratings separately (see Terwee et al.’s (42) criteria for assessing content validity). Fifteen of 31 studies (48.4%) reported evaluating the “relevance” of the measure’s items. Only one study received a “very good” rating for “relevance” among participants using the Attachment Q sort (62) in terms of methodological quality. Fourteen studies were rated “adequate” for methodological quality and the remaining 16 studies were rated “doubtful” due to not enough evidence being given as to whether “relevance” was assessed by the study authors.

With regard to “comprehensiveness” 14 studies (45.2.%) reported evaluating this aspect: three studies received a “very good” rating (M-I/TFS (77), PIOG (99), and PIRAT (91)) in terms of methodological quality. Eleven studies were rated “adequate,” 16 studies received a “doubtful” rating and one study (LPICS (68)) received an “inadequate” rating. Ten studies (32.3%) reported assessing “comprehensibility,” but only two studies were rated “very good” (PIOG (99), PIRAT (91)) for methodological quality. Eight studies were rated “adequate” and the remaining 21 studies were assigned “doubtful” ratings due to not enough information being given by the study authors to assign any higher rating.

In terms of quality appraisal of the psychometric properties in the reported results, relevance, comprehensiveness and comprehensibility were again evaluated separately. With regard to the quality appraisal of findings for relevance, nine measures received “sufficient” (+) ratings (CARE-Index, DMC, LPICS, MACI, M-C ADS, M-I/TFS, Monadic Phases, MRO, PIIS). Two measures received “inconsistent” ratings (±), the BMIS and NCATS.

The “inconsistent” ratings arose because relevance, comprehensiveness, and/or comprehensibility was “sufficient” for one study but “insufficient” for another, so the ratings of content validity differed between two studies evaluating the same measure. The remaining 14 measures received “indeterminate” ()? ratings, due to many of the studies failing to report enough information in the results to meet a “sufficient” rating. In terms of the quality appraisal of results for “comprehensiveness,” nine measures received “sufficient” ratings (AMIS, Attachment Q sort, DMC, FAAS-DCP, IPSIC, M-I/TFS, PIOG, PIRAT and TIP-RS). Four measures received “insufficient” ratings (BMIS, CARE-Index, Monadic Phases, and PIPE), whereas the remaining 12 measures received “indeterminate” ratings. Finally, in terms of “comprehensibility,” 11 measures (AMIS, Attachment Q sort, BMIS, CARE-Index, DMC, EAS, IPSIC, M-I/TFS, PIOG, PIRAT, and TIP-RS) received “sufficient” ratings. One measure (NCATS) received an “inconsistent” rating. The remaining 13 measures received “indeterminate” ratings.

In the final step, the scores assigned for both methodological quality and psychometric properties of a measure were rated using the GRADE approach. As per COSMIN criteria, if a study received an “inadequate” risk of bias rating, then the measure evaluated in that study received a “very low” rating in terms of the GRADE for relevance, comprehensiveness and comprehensibility. If the study was rated as of “doubtful” quality, the content validity ratings were of “low” quality. Therefore, only one measure, the M-I/TFS, was rated as “moderate” quality of evidence for content validity due to receiving an “adequate” overall score for risk of bias. Seven measures (the CARE-Index, CIB, DMC, EAS, M-C ADS, PIOG, and TIP-RS) were rated as “low” quality evidence and 17 measures were rated as “very low” quality of evidence for relevance, comprehensiveness and comprehensibility according to the GRADE approach.





Structural validity

Two studies (evaluating the EAS and MRO) were rated “very good” for methodological quality, and six studies (evaluating the CIB, FAAS-DCP, M-I/TFS, PCERA, PIOG, TIP-RS) were rated as “adequate” due to most of these studies using EFA. Studies using EFA could only be rated as “adequate” rather than “very good” for methodological quality. The remaining studies were rated as “doubtful” due to not providing information pertaining to the assessment of or consideration of structural validity.

Structural validity was assessed in studies for only seven of the 25 measures (28%). Only the FAAS-DCP, PCERA and PIOG were assigned a “sufficient” rating for quality appraisal; EFA was used to assess their structural validity. The CIB, EAS, MRO and TIP-RS were assigned “insufficient” ratings. All four of these measures had studies reporting on structural validity of the measure using CFA; all four reported results were “insufficient” for the COSMIN criteria. The remaining 18 measures were assigned “indeterminate” ratings due to not reporting enough information on the structural validity of the measure to meet the criterion for either a “sufficient” of “insufficient” rating. The quality of the evidence ranged from “moderate” to “very low” for this measurement property.





Hypothesis testing for construct validity

Seventeen measures of the 25 (68%) had studies reporting information regarding construct validity. Four studies (assessing the BMIS, EAS, M-C ADS, M-I/TFS) received “very good” ratings for methodological quality and 17 studies received “adequate” ratings. Five studies (assessing the AMIS, NCATS, PIIOS, PIOG, PIRAT) received “inadequate” ratings. The remaining five studies received “doubtful” ratings.

In terms of quality appraisal of the psychometric properties only the CARE-Index, DMC and the M-I/TFS were assigned “sufficient” ratings. Fourteen measures were assigned “insufficient” ratings and the remaining eight measures were assigned “indeterminate” ratings (if hypotheses could not be defined by the review team). Gradings of “high” to “very low” were given for the quality of evidence for this measurement property.





Criterion validity

The assessment of criterion validity was reported in studies for 13 measures (52%). Four studies were assigned “very good” ratings for methodological quality (the BMIS, Monadic Phases, NCATS, and TIP-RS). Nine studies were assigned “adequate” ratings for methodological quality and six studies were assigned “insufficient” ratings. The remaining 12 studies were assigned “doubtful” ratings.

However, with regard to then appraising the measures’ reported psychometric properties, only the PIIOS was assigned a “sufficient” rating for criterion validity. Twelve measures were assigned “insufficient” ratings and the remaining 12 measures were assigned an “indeterminate” rating. The quality of the evidence was graded “moderate” to “very low” for this measurement property.






Assessment of reliability




Internal consistency

In terms of internal consistency, 14 studies were assigned “very good” ratings and five studies were assigned “adequate” ratings regarding methodological quality. The remaining 12 studies were assigned “doubtful” ratings, with no studies receiving a rating of “inadequate.”

Internal consistency was reported in studies for 16 of the 25 measures (64%). Despite this, the COSMIN criteria stipulate that outcome measures that do not demonstrate at least “low” evidence of “sufficient” validity can be rated as “indeterminate” only. Therefore, only the CIB, FAAS-DCP and PCERA were rated as “sufficient” for psychometric evidence for internal consistency, the PIOG was assigned ratings of “insufficient,” with the remaining 21 measures rated as “indeterminate.” For internal consistency, the quality of the evidence was graded “moderate” to “very low.”





Reliability

Reliability of the measures was reported in studies for 20 of the 25 measures (80%). Only four studies received “adequate” ratings for methodological quality (studies reporting on the BMIS, CIB, FAAS-DCP, and M-I/TFS). Three studies reporting on the Attachment Q sort, MACI, and PIRAT were assigned “inadequate” ratings. The remaining studies received “doubtful” ratings.

Regarding quality appraisal of psychometric properties, seven measures were assigned “sufficient” ratings, comprising the AMIS, Attachment Q Sort, CIB, EAS, M-I/TFS, MRO, and PIPE. Thirteen measures were assigned “insufficient” ratings. The remaining five measures (CARE-Index, Monadic Phases, MRS, PIIS, and PIRGAS) were assigned “indeterminate” ratings. The quality of the evidence was graded “moderate” to “very low” for this measurement property.





Measurement error

Three measures (12%) had studies reporting on measurement error. With regard to methodological quality, only two studies were rated as “adequate” (M-C ADS and M-I/TFS). Six studies were rated as “inadequate” (for the MACI, MRS, PIOG, PIRAT, and PIRGAS). The remaining 23 studies were assigned ratings of “doubtful” for methodological quality.

With regard to quality appraisal of psychometric properties ratings, three measures (the M-C ADS, NCATS, and PIOG) were assigned “insufficient” ratings as per the COSMIN criteria for measurement error. The remaining 22 measures were assigned “indeterminate” ratings. The quality of the evidence was graded “moderate” to “very low” for this measurement property.





Responsiveness

In terms of responsiveness, three studies reporting on the MACI, M-I/TFS and PIIS were assigned “very good” ratings for methodological quality. Seven studies received “adequate” ratings (for the BMIS, CARE-Index, DMC, MRS, MRO, NCATS, and the TIP-RS) and 12 studies received “inadequate” ratings for methodological quality. The remaining nine studies were rated “doubtful” quality.

Fifteen of the 25 measures (60%) had studies reporting information for responsiveness. Only the CARE-Index, MACI, and the M-I/TFS were assigned “sufficient” ratings for quality appraisal of the reported psychometric properties. The other 12 measures were deemed to have “insufficient” information to meet the COSMIN criteria for a rating of “sufficient.” The remaining ten measures were assigned “indeterminate” ratings. Finally, with regard to responsiveness the quality of the evidence was graded “high” to “very low.”





Inter-rater reliability

To ensure inter-rater reliability and quality of the ratings, an independent researcher undertook quality ratings for 25% of identified papers describing the measures. An exact agreement of 87.5% was achieved for the quality ratings, with any discrepancies resolved through discussion.







Discussion

This review systematically identified and examined 25 clinician-rated parent–infant assessments and comprehensively examine their psychometric properties and their overall quality, informed by the COSMIN criteria. A previous review by Munson and Odom in 1996 (34) identified 17 clinician-rated parent–infant assessments, of which only five met inclusion criteria for this current review. A review completed by Bagner et al. in 2012 (35) identified four clinician-rated parent–infant assessments, of which three were included in this review. In 2015, Lotzin et al. (32) reviewed 24 clinician-rated parent–infant assessment measures, of which eight measures were not included in this systematic review. These differences could be attributed to differences in inclusion and exclusion criteria; for example, Munson and Odom (34) drew on book chapters for information, rather than peer-reviewed journals. Bagner et al. (35) did not offer detailed information on their search strategy or their inclusion/exclusion criteria. Lotzin et al. (32) only included measures with more than one study outlining information that described the development and/or validation of the measure, whereas this current review included measures even if only one relevant study was identified. The differences in methods between these reviews and the current review are important to consider because it may be due to these differences as to why different assessment measures were ultimately included in this review.

The measures identified assessed the parent–infant relationship in very young babies, across the age range from birth to two years of age and for specific contexts, such as during a feed. Two measures (AMIS, LPICS) could be used in a short time period only, namely, from birth to 3 months old. The FAAS-DCP and the PIIOS had very strict periods of use from birth to 3 weeks and 2–7 months, respectively. The AMIS and M-I/TFS could be used in specific feeding contexts only. Thus, these 6 measures can only be used in very specific contexts, so they may not be applicable for wider implementation in perinatal services.

All 25 measures assessed the parent–infant relationship in terms of expected relationship characteristics, with the most common focus of the measure being the perceived quality of the parent–infant interaction (nine measures focused on this). Over half (60%) of the measures required the clinician to complete further training to use the measure; however, training courses or information could not be located for seven of these measures. Furthermore, only eight measures offered free access to the scales and no access to a manual could be found in the included studies or online, for 14 measures.

The COSMIN criteria are considered stringent (39); as a result, some measures, for which adequate psychometric properties were reported, were assigned scores that fell short of the stringent COSMIN requirements. The M-I/TFS, followed by the TIP-RS and CIB demonstrated the most promising evidence overall. However, the measure that demonstrated the best psychometric properties is limited in its uses due to being used in a feeding context only. Thus, its utility across other specific contexts (e.g., structured play, i.e., a play interaction guided or structured by the caregiver) is limited. Twenty-one of 31 studies (67.7%) received overall scores of “inadequate” in terms of risk of bias. Structural validity was reported variably across the studies. All studies reporting use of EFA to assess structural validity were assigned “sufficient” ratings; all studies that used CFA to report on structural validity were assigned “insufficient” ratings. The most frequently assessed measurement property was reliability: 80% of studies reported this. With regard to internal consistency, only three measures (CIB, FAAS-DCP, PCERA) ultimately received ratings of “sufficient” due to the remaining measures not meeting the COSMIN criteria of atleast low structural validity to receive a rating of “sufficient.” No measure received a “sufficient” rating in terms of measurement error and only one measure (PIIOS) was assigned a “sufficient” rating for criterion validity. With regard to the strength of evidence, the majority of measures were assigned “very low” and “low” ratings using the GRADE approach. Only one measure scored “moderate” for overall evidence, the M-I/TFS. The M-I/TFS was also the only measure to be scored “high” in two measurement properties, according to the GRADE approach. However, this measure still scored “low” ratings for strength of evidence across four other measurement properties. Consequently, our recommendations regarding the use of each identified measure are cautiously provided and clinicians should be aware of the quality disparities across assessment measures. These novel findings are important, because they extend knowledge as to the quality of the parent–infant assessments that are in use. This review highlights the importance of transparency in reporting and the need for more detailed accounts of psychometric properties of measures.




Considerations relating to content validity

Content validity has been argued to be the most important psychometric property (38, 42); the relevance, comprehensiveness, and comprehensibility of a measure can be an important contributing factor when a clinician is deciding whether to use a measure for clinical or research purposes (42). Content validity was most often demonstrated within studies by a variable description of a theory-driven method or a review of relevant literature driving the development of individual items or subscales but detail was often lacking.Authors rarely reported on involving professionals or participants in the target population in the development of the measure. Many authors failed to mention necessary details of how they had conducted any evaluations of content validity, and as a result, applying the stringent COSMIN criteria for content validity resulted in many studies being rated as “low” or “very low” for overall quality of evidence. This is an important finding: experts (by profession, or via lived experience) should be involved in the development or adaptation of measures to improve content validity. More detailed evaluations of the content validity of these assessment measures should be prioritised in future research to increase confidence in the measure (100, 101).





Considerations relating to structural validity

Although validity evidence based on internal structure is essential to support the use of an outcome measure (102), 23 studies (74.2%) were assigned ratings of “doubtful” for this in terms of methodological quality. Only three measures, the FAAS-DCP, PCERA and PIOG, showed “sufficient” evidence of structural validity with “moderate” or “low” quality of evidence. All three used EFA to assess structural validity. Of the four measures that showed “insufficient” evidence (the CIB, EAS, MRO, and TIP-RS), all used CFA to assess structural validity. This finding is important as it adds more weight to Schmitt et al. (103): misconceptions exist among researchers whether to use CFA, EFA, or a combination of both factor analytic approaches and many researchers often mistakenly use CFA methods when EFA may be more appropriate.





Considerations relating to construct validity

Only the CARE-Index, DMC and M-I/TFS were assigned “sufficient” ratings in terms of quality appraisal, despite 17 measures (68%) reporting information regarding this measurement property. Developing more rigorous assessments of construct validity is important because misattribution or misidentification of the cause of or the effects of the measure can lead to inaccuracies in measurement (104). Therefore, we identified a need to comprehensively establish construct validity of outcome measures and improve the transparent reporting of construct validity in order for clinicians and researchers to make accurate and informed decisions.





Considerations relating to criterion validity

Although many authors assessed criterion validity by comparing the measure against a “gold-standard” clinician-rated measure of the parent–infant relationship, such as the CARE-Index (as described in Svanberg, Barlow and Tigbe (50), only the PIIOS was assigned a “sufficient” rating for criterion validity. Many authors demonstrated their measure’s efficacy in discriminating between high- and low-risk participants or reported on the measure’s constructs being correlated with other similar constructs. Furthermore, many authors reported criterion validity when only assessing specific aspects of criterion validity, such as hypothesis testing, convergent or discriminant validity. Authors rarely assessed predictive validity, that is, whether scores predicted future developmental outcomes, a significant omission (32).





Considerations relating to internal consistency

Authors typically reported adequate levels of internal consistency. Fourteen studies were assigned “very good” ratings, and five studies were assigned “adequate” ratings regarding methodological quality for internal consistency. However, due to “very low” ratings for sufficient structural validity for many studies, only the CIB, FAAS-DCP and PCERA were rated as “sufficient” for internal consistency. All studies used Cronbach’s alpha. However, when it is used to assess items that cover a broad or more complex topic, it has been suggested that Cronbach’s alpha may underestimate the internal consistency of the measure (105) and some researchers have suggested alphas should not be interpreted as a measure of internal consistency (106).





Considerations relating to reliability

Twenty of the 25 measures (80%) had studies that reported on the reliability of the measure, but only seven measures were assigned “sufficient” ratings for the quality appraisal of the reported reliability results. While most studies reported on inter-rater reliability, no studies explicitly reported on assessing intra-rater reliability. Intra-rater reliability estimates are also important, because a researcher can assess if there are any practice effects associated with clinicians becoming familiar with the outcome measure (107).





Considerations relating to measurement error

Only three measures (12%, M-C ADS, NCATS, and PIOG) had studies that reported on measurement error, and they were ultimately assigned “insufficient” ratings. The remaining 22 measures were rated “indeterminate.” On reflection, many of the studies did report adequate percentage agreement (>80%) but failed to explicitly define the minimal important change (MIC), meaning they were assigned ratings of “indeterminate” as per COSMIN criteria. It is important to define the MIC because if the reported measurement error in a study is smaller than the MIC, it may be possible for researchers to identify and distinguish clinically important changes from measurement error with a greater amount of certainty (108). Additionally, many studies failed to report on sensitivity, specificity and/or accuracy, which led to ratings of “doubtful” for 74.2% of studies for methodological quality. Further information is required on the sensitivity, specificity and accuracy in order for clinicians and researchers to be able to use the measures to identify parent–infant relationships at risk of breaking down or having long term consequences for infant mental health (32).





Considerations relating to responsiveness

Fifteen measures (60%) had studies reporting information on responsiveness of the measure. However, only the CARE-Index, MACI and M-I/TFS were assigned “sufficient” ratings in terms of responsiveness. The other 12 measures were deemed to be “insufficient.” Few studies reported longitudinal parent–infant relationship data. Responsiveness is important to establish the ability of a measure to detect change over time i (38, 39, 109). Thus, more research is needed to fully establish the responsivity of these measures in order to continue monitoring changes over time within the parent–infant relationship.





Considerations relating to the use of the COSMIN guidelines

The COSMIN criteria are regarded as the most stringent and comprehensive to apply to studies due to the multi-step process outlined previously, which is considered a strength of this review (39). Despite this, as highlighted by Jewell et al. (110), these stringent cutoff scores can lead to important information being overlooked. In some cases in this review, the reported results were very close to values defined as “sufficient” indicating a positive result, but were rated as “insufficient” due to not meeting the stringent COSMIN cutoff values. Additionally, the COSMIN checklist was used to assess the study’s risk of bias using the “worst score counts” method, meaning that even one flaw in a study would result in a “doubtful” or “inadequate” rating overall, despite demonstrating “very good” evidence in other methodological aspects. Jewell et al. (110) argued that this method results in the overall reported methodological quality of a study as potentially not being an accurate reflection of the study’s risk of bias and perhaps leading to an underestimation of the adequacy of reported measurement properties., Poor risk of bias ratings often stemmed from a lack of information reported by authors, meaning they did not meet the stringent COSMIN criteria. It should be noted, however, that 64.5% of studies were published before the COSMIN criteria were available.

Additionally, 16% of the measures were developed or validated with a sample of 50 or fewer participants leading to possible imprecisions. Inadequate sample sizes, in terms of COSMIN criteria, and inadequate risk of bias scores often affected the overall grading of the quality of evidence. However, the subsequent use of such a measure would not necessarily be based on robust and strong psychometric evidence.





Strengths and limitations

One major strength of this review is its comprehensiveness. More than 13,000 records across all publication years in five databases were screened. This approach reduced the likelihood of missing any relevant studies and resulted in a robust approach to reviewing all studies that used or reported on assessment measures of the parent–infant relationship. Stage 1 enabled the identification of a high number of parent–infant assessment measures.

Earlier reviews (32, 34, 35) published in, and prior to 2015, included a smaller number of measures and were not assessed as comprehensively since they were not informed by the COSMIN criteria.

Some limitations to this review are acknowledged. Validity and reliability evidence was based only on studies in peer-reviewed journals that psychometrically evaluated or described the development of the measure. Other literature (e.g., book chapters and theses) was excluded; thus, other relevant evidence for the included measures may exist but was not included. Additionally, this review excluded measures that were not suitable for infants aged 0–2 years. Consequently, we may have underreported the breadth of parent–infant assessment measures available for clinicians and researchers to use.

Furthermore, we excluded non-English language studies due to the limited time and resources available. Thus, the presence of possible language and location biases is acknowledged (111). However, only two identified measures (one in each stage) were excluded due to the relevant studies being in a non-English language. Additionally, alternatives to the COSMIN tools when assessing the psychometric properties of outcome measures exist, such as the Evaluating the Measurement of Patient-Reported Outcomes Tool (EMPRO) (112), a 39-item standardised assessment tool that has been used to review psychometric properties of measures in other systematic reviews (113) and the Francis tool (114), which uses an 18-item checklist to appraise the psychometric properties of instruments (115).

We acknowledge a further limitation of this review in terms of the potential exclusion of literature that might have examined construct validity: the authors of those studies might not have specifically stated that they intended to fully validate the measure (e.g., they might have used a method to investigate the relationship between two measures rather than examined the validity of a particular measure).Therefore, it is possible that that this aspect was not reported because the authors did not have that as their primary aim.





Implications for future research and practical recommendations

Of the final 25 parent–infant assessment measures that were first identified and then evaluated in this review, the majority (76%) had only one suitable study describing or evaluating the measure’s development and/or psychometric properties. Hence, further research demonstrating each measure’s reliability and validity would be useful for clinicians.

As suggested in a review by Lotzin et al. (32), parent–infant assessment measures could further refine the constructs, subscales or items used. Five measures identified in this review (Attachment Q sort, Monadic Phases, MRS, NCATS, and PCERA) included more than 60 items, meaning the time required from both the clinicians and the dyad to complete the assessment is high. Future studies could refine measures by specifying the developmental outcomes assessed by each construct or subscale (e.g., academic, cognitive, behavioural, or socio-emotional development).

Manuals for the identified measures were not often freely available or published. Information about the measure’s psychometric evidence, within accessible manuals, would help to enable clinicians and researchers to be able to make well-informed decisions when choosing assessment measures and prioritise choosing measures that demonstrate good psychometric evidence.

Practical constraints, such as costs, training, manual availability, and required settings or equipment, should also be considered. Additionally, it is also worth considering that parent–infant interactions were often reported to be observed in clinical or laboratory settings; thus, the behaviours rated by clinicians may not be a true reflection of the parent and infant’s typical behaviour in their home environment (116). Further studies could focus more on observations of parent–infant behaviours in the naturalistic home environment.






Conclusion

Twenty-five parent–infant assessment measures were identified, assessed for risk of bias, and appraised for the quality of their psychometric properties. This review highlights that further research examining the reliability and validity of existing measures is required to advance this field of assessing the parent–infant relationship because few measures could be recommended for clinical and/or research use based on the findings. Clinicians and researchers should be aware of the quality disparities across assessment measures and may need to look beyond local guidelines or clinical recommendations when choosing parent–infant assessment measures.

Although it is reassuring to see a wealth of emerging literature on clinician-rated parent–infant assessment measures, there is a clear need to continue evaluating the existing assessment measures for their reliability and validity to ensure high quality parent–infant assessments, with clinical utility, are completed. More significant efforts should be made to improve the quality of the existing parent–infant assessment measures, as well as increased rigour and transparency in reporting measure development and evaluations, which in turn could serve to enable greater precision, sensitivity and specificity when assessing the parent–infant relationship. Improved detection of any problems or risks within the parent–infant relationship could help to reduce negative consequences for the parents and infants in the future, as well as to facilitate and contribute to the development of interventions within community and clinical PMH services.
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Pseudonym Age of infant at time Total number

Therapy facilitated by
of interview of children

Zainab 12 months Trauma/Anxiety Clinical Psychologist
Eve 5 months Trauma/PTSD/ Assistant Psychologist
Auditory hallucinations
Betty 16 months Anxiety/Depression Systemic Psychotherapist and
Clinical Psychologist
Sue 20 months Anxiety/Depression/Trauma Clinical Psychologist
Ciara 14 months Anxiety/Depression Assistant Psychologist
Jesse 12 months Anxiety/Depression/Trauma Clinical Psychologist
Morgan 3 weeks Anxiety/Trauma/PTSD Clinical Psychologist
Ebony 10 months Anxiety/Depression/Trauma Clinical Psychologist
Cerys 10 months Anxiety/Depression/ Trauma Clinical Psychologist
Miriam 8 months Depression/Eating difficulties Clinical Psychologist
Aliya 12 months Anxiety/Depression/Trauma Trainee Clinical Psychologist
Leona 17 months OCD - Anxiety/Depression Support Worker
Emelia 9 months Anxiety/Depression/Trauma Support Worker
Millie 3 weeks Anxiety/Depression/Trauma Clinical Psychologist
Ava 10 months Anxiety/Depression Clinical Psychologist
Eden 12 months Anxiety/Depression/Trauma Support Worker
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Measure Total number Part A (Methodological Part B (Quality Part C (Overall Combined/consol-

(Stidyiieierance] Category of studies quality and overall risk  appraisal of psycho-  strength of evidence idated strength
Y of bias) metric properties) with GRADE) of evidence
1 AMIS Content 1
(Price, 1983) (58) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1

construct validity
Responsiveness 1

2 Attachment Q sort Content 1
(Waters & Dean, 1985) (59) | validity: Relevance

Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliabilty 1
‘Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct valdity
Responsiveness 1
3 BMIS Content 2
(Kumar & Hipwell, 1996;  validity: Relevance
Stocky, Tonge & Nunn,
1996) (26,97) Caintent 2
validity:
Comprehensiveness
Content 2
validity:
Comprehensibility
Structural validity 2
Internal consistency 2 : MODERATE
Reliability 2
‘Measurement error 2
Criterion validity 2
Hypothesis testing for 2

construct validity

Responsiveness 2
4 CARE-Index Content 1
(Crittenden, 1988) (27) validity: Relevance

Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1 D
Internal consistency 1 A : LOW
Reliability 1 D
Measurement error 1 D
Criterion vali 1 D
Hypothess testing for 1 .
construct validity
Responsiveness 1 A

5 cB Content 1 LOW

:
(Stuart et al,, 2023) (57) validity: Relevance A - oW

Content 1
validity: A ? LOW
Comprehensiveness
Content 1
validity: D ? oW
Comprehensibility

Structural validity 1 A Low
Internal consistency 1 MODERATE
Reliability 1 A Low

Criterion validity 1 A ? Low

Hypothesis testing for 1

i A Low
construct validity
1 D
6 DMC Content 1 i LOW
(Censullo etal, 1987) (61)  validity: Relevance
Content 1
validity: D
Comprehensiveness
Content 1
validity: D
Comprehensibility
Structural validity 1 D
Internal consistency 1 D
Reliability 1 D
Measurement error 1 D
Criterion validity 1 A LOW
Hypothesis testing for 1 N MODERATE
construct validity
1 A ? LowW
7 EAS Content 1 LOW
D ? Low
(Aran etal, 2022) (62) validity: Relevance 2
Content 1
validity: D & oW
Comprehensiveness
Content 1
validity: D
Comprehensibility
Structural validity 1
Internal consistency 1 D ? LOW
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
8 FAAS-DCP Content 1
(Rime et al, 2018) (63) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct vali
Responsiveness 1
9 1PSIC Content 1
(Baird et al., 1992) (66) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1

construct vali

Responsiveness 1
10 LPICS Content 1
(Beatty et al,, 2011) (67) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
1 MACI Content 1
(Wan et al,, 2017) (69) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1 oW
construct vali
Responsiveness 1 MODERATE
12 M-C ADS Content 2 Tow
(Carcamo et al,, 2014; validity: Relevance -
Noblega et al, 2019)
73.74) Content 2
validity: A A ? Low
Comprehensiveness
Content 2
validity: D A : LOW

Comprehensibilty

Structural validity 2 D D
Internal consistency 2 D D
Reliability 2 D D
Measurement error 2 D A
Criterion validity 2 A
Hypothesis testing for 5 N
construct val
5 .
13 M-/TES Content 1 MODERATE
(Chatoor et al,, 1997) (76)  validity: Relevance MODERATE
Content 1
validity: MODERATE
Comprehensiveness
Content 1
validity: MODERATE
Comprehensibility
Structural validity 1 A ? Low
Internal consistency 1 A ? oW
Measurement error 1 A ? Low
Criterion validity 1 A ? Low
Hypothesis testing for 1
construct validity
Responsiveness 1
1 Monadic Phases Content 5
(Matias, Cohn & Ross, validity: Relevance
1989; Tronick, Als &
Brazleton, 1980) (36, 95) | Content @
validity:
Comprehensiveness
Content 2
validity:
Comprehensibility
Structural validity 2
Internal consistency 2
Reliability 2
Measurement error 2
Criterion validity 3
Hypothess testing for 2
construct validity
Responsiveness 2
15 MRS Content 1
(Tronick et al, 1978) (77)  validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
16 MRO Content 1
(Aksan, Kochanska validity: Relevance
&Ortmann, 2006) (78)
Content 1
validity:
Comprehensiveness
Content 1
| validity:
Comprehensibility
Structural validity 1 LowW
Internal consistency 1 ? MODERATE
Reliability 1 LOW
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
17 NCATS Content 2
(Byme & Keefe, 2003; validity: Relevance
Gross etal, 1993) (81, §2)
Content 2
validity:
Comprehensiveness
Content 2
validity:
Comprehensibility
Structural validity 2
Internal consistency 2 ? MODERATE
Reliability 2
Measurement error 2
Criterion validity 2
Hypothess testing for 2
construct validity
Responsiveness 2
18 PCERA Content 1
(Clark, 1999) (83) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1 MODERATE
Internal consistency 1 MODERATE
Reliability 1 Low
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
1
19 PIIOS Content 1
(Svanberg, Barlow & Tigbe, | validity: Relevance
2013) (50)
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Interal consistency 1 ? MODERATE
Reliability 1
Measurement error 1
Criterion validity 1 MODERATE
Hypothesis testing for 1
construct validity
Responsiveness 1
20 PIIS Content 1
(Clark & Seifer, 1985) (28)  validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehens
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
2 PIOG Content 2
(Bernstein et al, 2005; validity: Relevance
Hans, Bernstein &
Percansky, 1991) (86,99)  Content 2
validity:
Comprehensiveness
Content 2
validity:
Comprehensibility
Structural validity 3
Tnternal consistency 2
Reliability 2
Measurement error 2
Criterion validity 2
Hypothesis testing for 2
construct validity
Responsiveness 2
2 PIPE Content 1
(Fiese et al, 2001) (87) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Internal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
2 PIRAT Content 1
(Broughton, 2014) (91) validity: Relevance
Content 1
validity:
Comprehensiveness
Content 1
validity:
Comprehensibility
Structural validity 1
Tnternal consistency 1
Reliability 1
Measurement error 1
Criterion validity 1
Hypothesis testing for 1
construct validity
Responsiveness 1
u PIRGAS Content 2
(Aoki etal, 2002 Miiller  validity: Relevance
etal, 2013) (93, 94)
Content 2
validity:
Comprehensiveness
Content 4
validity:
Comprehensibility
Structural validity 2
Internal consistency 2
Reliability 4
Measurement error 3
Criterion validity 2
Hypothesis testing for 2
construct validity
Responsiveness 2
2 TIP-RS Content 1
(Priddis & Kane, 2013) (95)  validity: Relevance
Content 1
validity: A oW
Comprehensiveness
Content 1
validity: A oW
Comprehensibility
Structural validity 1 oW
Internal consistency 1 MODERATE
Reliability 1
Measurement error 1 ?
Hypothesis testing for 1 )
construct validity N ow
Responsiveness 1 A ? oW

*Indicates the overall risk of bias assigned to the study as per the ‘worst score counts method’

. Methodological Psychometric Overall strength
Interpretation key: | i svisk of quality of evidence
AT o )
(A) - Adequate () - inconsistent ‘Moderate
D)~ Doubul (2) — indeterminate | | Low
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Developer(s)/ Focus
author(s), date

and country

of measure
tem
number

Scoring format

Name of subscales (number
of items)

Total score
range/Interpretation

Method of assessing the
parent-infant relationship
and time taken to administer

Age of child
assessment
designed
for use

Constructs
assessed
(parent/
infant/
dyad)

Development of measure
including study participants,
sample size and population

Details of costs and training
(if applicable) and access to
the measure

1 Assessment of Mother-Infant Sensitivity (AMIS)

Price (1983) (58) The qualityof | 25 Parent scales (15 items in total): | 5-point raing scale Ratings are made from 0-3months. | Parent, “The study sample consisted of

UsA the carly 1. Spatal distance (1) (ranging from 1 10 5). observations of 15- to 30-min | Afocuson | infant 53 dyads in a feeding-context.  free 0 access n the appendix of
‘mother-infant 2. Holding style (1) 1-5 points for cach item,  videotaped recordings of the feeding sothe | anddyad  The infants were 4-6 weeks old. | Price (1983) (59)
interacions, 3. Predominant maternal mood/ | 0 total score ranges from | mother-infant nteractions. scale intended Ethnicity and socioeconomic Training: No specific rsining
specificlly in afect (1) 510125, ot scores ae given from o evluste status not reported. courses or relablity assessments
terms of 4. Verbalisaton (tone) (1) Higher valuesindicate  observations of the entire breastfceding No further information given in  required or reported online or in
sensiivity, in 2 5. Verbalisation (content) (1) | greater *sensitivity” videotaped interaction rather | andlor bottle text on sample used or measure study (Price, 1983) to utlse this
feding context. 6. Visual interaction behaviour | The items within the scale  than sections within the feeding of a development (Price, 1983) (59). | measure.

0] can be grouped into three  videotaped recording baby less than Non-clinical sample. Access: Sale i frely available

7. Modulation of distress casses of behaviour Dyads can be observed at home | 3 months old. and easily accessble in the

episodes (1) including: holding/ orin clinic settings. Ths, limited Appendix of Price (1983) (5%).

8. Caregiving style (1) handling socialfaffective | Maternal behaviour s not uilty in other

9. Stimulation of infant (1) and feeding/caregiving.  scored within the context of the | contexts and

10, Response to changing levels infants nceds or the mother's | outside of this

of infant actvity (1) response to infant behaviour; | age range.

11, Burping syl (1) thus,the scle s designed to

12. Stimulation to feed (1) identify areas of less sensitive

13, Manner of stimultion to maternal behaviour.

feed (1)

14, Frequency of stimulation to

feed (1)

15, Response to infant satation

)

Infant scales (7 items in totl):

16. Predominant infant state (1)

17. Predominant infant mood/

affect 1)

18. Vocalizations (1)

19, Distres (1)

20, Visual behaviour (1)

21, Posture (1)

2. Response to simulation to

fecd at satiaion (1)

Dyadic scales (3 tems in total):

23, Synchrony in response to

Pleasurable affect (1)

24, Regulaton of feeding at

initation (1)

25. Regulaton of feding at

termination (1)

2 Attachment @ sort

Waters and Deane | An assessment of | 100 Parent observed for the Rankings range from Live observations by clinicians | 1248 months | Parentand  This measure was developed and | Costs: Q-set items free t0 access

(1985) (39) the parent-infant following constructs (100 items  perfctly posiive score of the child interacting with the | Notsuitable | infntscales  revised over several stages to in appendix of Waters and Dean

UsA elationship in total): (10 - secure attachment)  parent. for newborns subsequently compile a 100 item  (1985) (59).
within the LAttachmentesploration 1o perfctly negative score  Itis recommended observers Quset. This was described as Teaining: No specifc raining
context of balance (12) (10 - insecure complete 6-8h of observations developed through home visits  courses identifid o avilable
attachment. The 2. Differential responsiveness to | attachment). over 2 occasions to complee the and reviewing relevant literature | online.

Qiset covers 3 parents (9) Clinicans are required to Q sort (Waters & Deane, 1985) (9). | Stated in paper that observers
broad range of 3. Affctvity (19) rank order tems on cards | Dyads can be observed at home Forty.three PhD experts need to be rained and able to
secure base and 4. Social interaction (18) ona Qsortgrid Each  orin clinic setings. provided Q-sort definitions of  observe the child for an average
exploratory 5. Object manipulation (14) item is scored in terms of the reevant constructs rearding  of 6-8h. Reliabilty assessments
behaviour, 6. Independenceldependency its placement (piles 1-9) attachment behaviours. required.

affctive a1 on the Q-sort grid (e Over 100 infants and their Access: Qset items fiee to
responses,social 7. Social perceptiveness (8) items in pile 9 rceive mothers were recruited to access in feely availble in
reerencing 8. Endurancelresiliency (6) scores of9, items in pile | devlop the Q-set. The infants  appendix of Waters and Dean
behaviours and Infant observed for following | receive scores of 1) were aged 12-36 months. (1985) (59).

socil cognition. constructs: Printed on each card is Eihnicity and sociocconomic

Security cach item’s ie and more status not reported.

Dependency specific desciptive Non-clinical sample

Sociabilty statements, These items

Social desirability make specifc reference to
a behaviour of the parent
or infant and make up the
Qset

3 Bethlem Mother~infant Interaction Scale (BMIS)

Kumar and Hipwell | Assessingthe | 7 Parent scales (6 tems in total): | 5-point rating scale A seven-day observation period. | 0-12months | Parentand  Measure developed out of Costs: Sl i free to access and

(1996) (26) quality of 1. Eye contact (1) (ranging from 0 0 5). Scored by two members o staff infant scales | cinical descriptions of key areas | available online. hitps//

UK mother-infant 2. Physical contact (1) Oindicates the mother is on a weekly basis. of disturbance and dysfunction. | www.repsych ac.uk/docs/defoul
interactions in a. 3. Vocal contact (1) interacting with the child  Staf members are instructed to Study authors describe the use | source/improving-care/beter.
peychiatric 4. Mother’s mood (1) inan appropriate, eview their clnical notes from of pilot work to finlise mh-policylcollege-reports/
context 5. General routine (1) sensitive and well- the past ek, usualy during subscales. college-report-ce216.pdf?

6. Assessment of risk (1) organised way. A score of  handover meetings and arrive at Kumar and Hipwell (1996) also  sfvrsn=12b1cs1c_2

Infant scale (1 item in tota) 3indicates the mother  consensus as o the worst level described developing descriptive | Training: This measure is

7. Baby's contribution to was unable to sustain any of interaction observed over the anchor points into the 86 10| i 1 be completed by

interaction (1) meaningful dialogue or  past week. reduce the influence of bias i
interaction vith the Designed and validated for use from the raters and facltate nurses who were in daily
infant. A score of 4 in inpatient setings. ratings. contact with the mothers on
indicats very severe “The study sample consisted of  the ward. So it is assumed a
disturbances of maternal 78 mothers (age 1841 years)  clinical training background
behaviour resulting in and {s required; lowever, the
Braes scpnin ot Z:{;’;’:{":\L‘;‘bywé‘::' e study authors specified that

Behoiclty ot seported. The the aim of developing the

admission had to have lasied | Measure was to remove the

longer than 2 weeks so thatat  need for specialist training

least two sets of nurse's for the raters.

anatons culdbemade | cas No speiic waining
courses or reliability
assessments required or
reported in study (Kumar &
Hipwell, 1996) (26) to utilise:
this measure. Scale is free
o0 access.

4 Chid-Adult Relationship Experimental Index (CARE-Index)

Critenden (1988) (7) | The qualityof | 14 Parent scores (3 tems in total):  Allocation of 14 points  Measure requires 3-5 minof | O-48months  Parentand  Description of measure Costs: Manual mot fiee 1o access.

UsA the adult-infant 1. Sensitive (1) among three adult semi structured play infant scales  development ot given. Online training costs €850
interacton. 2. Controling (1) patterns and, separately 14 observation, which i then (adult-infant | Study sample consisted of 121 £1,050.

Focuses on 3. Unresponsive (1) points among the four  videotaped and coded by trained interactions  mother-child dyads. “Training: Nine days,includes
assesing adult Infant scores (4 tems in total) | child patterns of coders. ~theadult  Familes were referred viasocial | teaching, the manual and a
sensitivity in 4. Gooperatve (1) behaviour. Can be completed at home or in does not services or the public health reliabilty test.

order to identify 5. Difficlt (1) The scores on the scales  clinical settings. havetobe  department.referals of Access:training accessible
any risks 6. Passive (1) range from 0 to 14, with 0 the parent) | “maltreating” familics, mostly of | through htps:/

7. Compulsive Compliant (1) sensitivity being very low-income. e psychologyesperts org/
dangerously insensitive, 7 “The children ranged in age from | 2018/02/20/care-index-training
normally senstive and 14 21048 months. Mothers age
outstandingly sensitive. range was 15-38 years. Ethnicity

of infants was reported as either
Cacasian or African American.
No information on
sociocconomic staus reportd.
Each family was scen four times.
Non-clinical sample.

5 | Coding Interactive Behaviour (C1B)

Fedman 2012) (60) | Parent-infant | 33 Parent sales (18 items i total): 5-point Likert scale Observations of videotaped 2-36 months Measure described to have been | Costs: Manual and scale not free

(nformation taken | interaction 1. Parental sensitivity (ranging from 1 10 5). recordings of 5 min of free-play developed based on theory and 10 access, training costs $2500.
quality, with a 2. Parental intrusiveness Allitems are rated ona interactions between the adult research in the ficld of arly Training: Three-day traiing
focus on 3. Parental limit seting sl ranging from | and infant during a home vsi social development (Stuart et al,  seminar available online via
social Infant scales (8 items in total):  representing a minimum  The recording is then coded by 2023 (7). Zoom,
interacions 4. Child socil involvement level of behaviour, 105 trained coders. 419 mother-infant dyads. Access:

5. Child vithdravalinegative | representing a maxinum Infants were aged 2.6 months. | Training accessble through

emotionality level of the attitude/ Glinical sample consisting of | htps:/ruthfeldmaniab com/

Dyadic sales (5 iems in total): | behaviour. Half-point mothers with depression and/or | coding;schemes-interventions/

6. Dyadic reciprocity increase. anciety. Ethnicity and

7. Dyadic negative states Total score ranges from sociocconomic status

As well a5 two items 310165, not reported.

representing the lead-lag of Clinicans first examine

the interaction. the parent and infant
behaviours separatly,
followed by the
interactions between
the dyad.

6 Dyadic Mutuality Code (DMC)

Censullo et a. Parent-infint | 6 Patent scales (2 tems in total) | Each item is iven score  Observations of S min offree- | 0-6 months  Infant, ‘The DMC evolved from the Costs: Unknow.

1987) (61) interactions and 1. Maternal sensitive of 1 or 2and a toal score,  play between parent and infant, parent Dyadic Interaction Code Training: Study author described

UsA levels responsiveness (1) rated as synchronous or  rated by clinicans with a anddyad  The sx scale items were raining a research assocate to
of synchrony 2. Maternal pauses (1) low synchronous). scoring sheet. included because it was use the DMC - so there is an

Infant scale (1 item n tota) (Score of 1 or 2 for each  Original study described established these tems are implicaton that some training is

3. Infant clarity of cues (1) item where 1 =absent, 2 videotaping families in a reevant components of required.

Dyadic scales (3 tems in total): = present) aboratory seting, Unclear if an synchronous interacton in Access: No access 1o training or

4 Mutual attention (1) “The total score ranges literature. Therefore,they ‘manual could be located online

5. Positive afect (1) from 610 12. Ascore of  also be used by represent the concept and 10 use this measure.

6. Turn-taking (1) 6-91s ranked a low home settings. defiition of synchrony.
synchronous and scores of (Censullo et al, 1987) (61).

10-12 are ranked as “The participants were selected
synchronous. from a child development unit
The infant and adult ata children’s hospital. The
behaviour is observed sample consisted of 20 term and
dyadically as an 20 preterm infants and their
interactive unit mothers. Ethnicty reported as
all Cacasian participants and
all were described to be of
comparable sociocconomic
status
Clinical sample.
7 Emotional Availability Scales (EAS)

Biringen, Robinson | An evaluation of | 42 Parent scales (28 items in total): | 7-point rating scale Observations of the dyad at O-liyears | Parentand  This measure was devloped for | Cost: Training, scale and manual

and Emde (2000) (57) | the quality of 1. Sensitivity (7) (ranging from 1 107). home, childeare centre, free play Infantonly  use among populations with costs avaiable upon request

(formation taken | relationship 2. Structuring (7) Higher values indicate  or structured teaching, (0o inical or developmental risk | through webs

from: between parent 3. Non-ntrusiveness (7) higher sensitvity between | Observers rate thes interactions dyadic factors,including between Trining 3-day face-to-face,

Aran et al, 2022) (62) | and child,in 4. Non-hostiity (7) the parent and infant and  using a coding system. scales) depressed and nondepressed group taining or self-paced

UsA terms of levels of Infant scales (14 items i toal):  reflct the better overall  Live or videotaped. 15-20 min mothers and their infans, distance training wsing reading,
synchrony 5. Responsiveness to adult (7) | qualit of the reationship. observation minimum. Informed by atischment lecture and practie on 10
and sensiivity 6. Involsement to adult (7) Total score ranges from 7 rescarch (Aran et al, 2022) (62). | tnining videos required.

o2, Study sample consisted of 35 Training and relablity
Within the context of the mother-child dyads. No ceniicatons required.
parent-infant relationship, information on ages, Access: rining accessible
the observer i instructed sociocconomic staus or through
o uiise context and ethnicity reported. hitps/femotionalavailabilty.com/
dinical judgements to Clinical sample. counsesfea-basi/
infer the appropriateness
of observed behaviours.
8 | Family Allance Assessment Scales for Diaper Change Play (FAAS-DCP)

Rime etal. (2018) (63) | An evaluation of | 9 Parent(s)-infant ratings (9 tems 5-point rating scale ‘The FAAS-DCP is sructured in | The first three | Dyadic/ ‘The measure was developed Costs: Unknown

Switzerland the quality of in totl) (ranging from 1 o 5). four parts of observations of | wecks of the | triadic based offLausanne Trilogue Play | Training: Al interactions are
family relations 1. Readiness to interact (1) ‘The measure consists of 9 interactions during the changing | child's lfe interactions (LT, Gatta et al, 2016) (64). | coded so some levl of training
and 2. Gaze orientation (1) interactive dimensions,  of diapers. Whereas the LTP is based on a required to code.
family 3. Inclusion of partnrs (1) rated on a 5-point scale. A Part one, one parent begins to play tak, the DCP is mainly | Access: FAAS-DCP coding
functioning 4. Coparental oordination (1) | score of 5 indicates change the diaper of the infant based on a carcgiving task. The  system unpublished and not

5. Role organisation (1) optimal functioning and 3 and the other observes the difierence being that a play available in Rime et al. (2018)

6. Parental scafflding (1) score of I indicates interaction without intervening. activity was changed to 3 (63)or online.

7. Shared and co-constructed | significant dysfunction s These rols then swap in the practical, caring activity No training courses or acces to

activites (1) observed. second part,the second parent mimicking everyday life. Good | manual could be located online

8. Sensitivity (1) Total score ranges from 9 becomes actve and finishes the level of detal given in paper as 1o use this measure.

9. Family warmth (1) 045, proces of diaper changing. 1o theoretcal background and
‘The observation ismade  Both parents are together with decision making around
up offour parts, a score is  the infant to share a moment, in measure development. The
thus assigned to cach of  the third part. Examples of this coding system FAAS-DCP is
these parts. The score on |~ moment include, stroking, modeled on the FAAS (Favez
every dimension isthen | smiling at o soothing the infant. etal, 2011) (65).
determined by summing  The final part involves asking ‘The measure was developed
the score on cach part,  the parent to have a discussion based of three validation
ranging from 410 20. The in the presence of the baby. studies, which involved one
abservation alo involves Time taken to administer sample from two maternity
an assessment of the unclear. All interactions during wards in Switzerland. Al the
perceived quality of family  the diaper change are recorded families were White European.
alliance in terms of 50 that videotaped recordings “The sample consisted of 41
cooperativ, collusive and  can be coded according to the triads and their newborns.
disordered alliance. manual Clinical sample.

Clinic setings only. Equipment
required includes able changing
mat, diapers, a bin and
four cameras

9 | Infant-Parent Social Interaction Code (IPSIC)

Burdetal (1990 (66) | Assessingthe | 9 Parent scales (4 tems in totaly 3-point rating scale Observations of the parentand | 0-36 months. | Infant, A description of measure Costs: Coding sheet o free to

usa quality of the 1. Response contingency (1) (ranging from high, infants’ free play’, deally at parent development i given as based access in Baird et al. (1992) (66)
parent-infant 2. Directiveness (1) middle, low) home, videoed and coded by anddyad on theoretcal and empirical “Training costs unknow.
relationship 3. Intrusiveness (1) AHigh" score gives an trained coders. evidence for promoting optimal  Training: Training required -
within free-play 4. Faciltation (1) indication of @ igher More than 5 min of videotaped infant development. Definitions,  Baird et al. (1992) also detils
scenarios Infant scales (4 items in totl):  frequency of behaviours  recordings of infunt-parent play examples, possble raionales for  procedures for guiding coding
between infant . Initiation (1) and *low” scores indicate i requird. inclusion and references for cach  decisions to ensure relabilty, as
and parent. 6. Participaton (1) no specified behaviours  Cading s split nto twenty. construc are given in Baird el as, decision tres to provide

7. Signal clarty (1) were demonstrated. fiteen-second intervals of etal. (1992) (66). suidelines for sequencing the

8. Intentional communicative | Only when social specific behaviours. The firt 5 “The study sample consisted of seris of decisions required in

acts (1) interaction occurs, can | min are not coded. Parents are 159 infants ranging from birth | coding, The paper aso explains

Dyad scales (1 item in total): ~infant particpation, infant asked to play a they normly 0 31 months and their mothers five 1h group training sessions

9. Theme continuity (1) initation and dyadic do. (viological, adoptive and foster  and independent coding are
theme continuity then e The manual provides examples mothers). Infants were recruited  required. Observers ar required
coded as present. and nonexamples for cach from hospitals, carly o obtain minimum of 75%
Additonally,intrusiveness  construct, additionally, five intervention programs and exact agreement on training
and faciliation are not  standard videotapes were advertsemens in newspapers. | tapes
compatible interactional  developed to fcilate and aid Infants ere cither normally  Access: Procedure for training
constructs and so cannot  coders in their raining developing o there were coders, establishing and
co-ocur. dentified environmental or ‘maintaining reiablity, decision

biological risks for trees,standard tapes and
devclopmental delay. Ethnicity  guidelines (manual) are stated as
of the mothers was White and  available from the fist author
Aftican-American and upon request
socioeconomic status was
described as diverse
Non-clinical sample.

10 LoTTS Parent~Infant Interaction Coding Scale (LPICS)

Bty etal. QOID) (7) | Observational | 13 Global ratngs (3 tems in totl): | The three global ratings:  The measure consiss of a d-min | 0-3months | Dyad Measure was developed based  Costs: Unknown.

UsA measure of the 1. Responsiveness (1) responsiveness,sensitvity  videotaped recording of the of adaptation from the Parent Training: Reliabilty assssment
quality of 2. Sensitivity (1) and warmth are rated on parent and infant playing nd Infant Interaction Observation  described as three rounds of
parent-infant 3. Warmih (1) a3-point Likert scle interacting with a toy. Worksheet (Beaty et al. 2011)  coding and 8.5h of training in
interacions. A Behavioural counts (10 items in (ranging from 1 10 3), Either at home or (67), which grew out of Applied order to obiain adequate
particular focus total): “The behavioural counts clinical setings Behavioural Analyss iterature. | relabiliy.
on esponsivity, 4. Look (1) are noted and coded for ‘The LPICS is closely based on  Access: No training courses or
sensiivity 5. Chasing (1) presence of o absence of the Motivational Interviewing  access to manual could be
and warmih 6. Touch (1) at each occurrence during Treatment Integity Scale in located online to use

7. Negative touch (1) the interaction. structure (Moyers etal, 2005)  this measure.

5. Talk (1) Total score ranges from ().

9. Negative talk (1) 131019, 45 mother-infant dyads.

10, Smile (1) Participants were all women

11 Grimace/frown (1) who were recruted while

12, Positive child response (1) pregnant from OB/GYN dlinics

13, Negative child response (1) 2 large urban area. The

measure was designed to be used
with at-isk parenting
populations, but not those with
srious mental health
disturbance. No information
reported on ethnicity of the
sample and all prticipants
described as being of low
socioeconomic status.
Glinical and non-clinical sample
11 Manchester Assessment of Caregiver-Infant Interaction (MACI)

Wanetal. 2017) (69) | Designed to 7 Caregiver (2 items i tota): 7-point rating scle A6 10 20-min videotaped S-15months | Parent, Measure described as developed  Cost: Unknown.

Uk encapsulate the 1. Sensitive responsiveness (SR) | (ranging from 110.7) recording of continuous play. infant in aligment with the Training: 3 day face-to-face
qualites of ) A sore of 1 indicates interactions. anddyad  transactional model of workshop, Consisting of an
parent, infant 2. Nondirectiveness (1) minimal/very low quality  The videotaped recording starts devclopment (Samerof, 2009) extensive practce phase with
and Infant (3 items in total): of interaction to ascore of  once the dyad is setled in (70) [sehich parent-infant supervision and feedback and a
dyadic 3. Attentiveness to caregiver (1) 7 indicating high interaction yet the situation. The interactions at the leve of genes,  two-part rlability assessment
interactions. 4. Aflect (1) incidence of the dyad are instructed to st on the as bidirectional processes, I process.In total, 75-85h s spent

5. Liveliness (1) behaviour. floor/ma either during a home constructs and scale i training and coding to

Dyad (2 items i total): Total score rangs from 7 vist or clnic premises. distributions are designed to be  achieve certification (Wan et al,

6. Mutuality (1) 045, “The parents ae then instructed suitable for high and low ris 2017) (69)

7. Engagement intensity (1) ‘The measure s made up  to engage in play as they populations (Wan etal, 2017)  Access: Comprehensive coding
of seven rating scales, normally would at home. ) ‘manual and training package
covering broad aspects of  Each videotaped recording is Study sample consisted of 147 detailed as available in Wan
interaction between a typicall reviewed twice (or healthy parent-infant dyads at et al. (2017) (69); however, no
caregiver and their infant,  more), in order to note the 3-10 months post partum. specific raining courses, scale or

abservational sequence and “Three community-based sumples | manual could be located online
inital raings with the manual used. No information on or in Wan et al. 59) to use
and then reviewed again 5o as to ethnicity of the partcipants or this measure.
finalise the ratings. socioeconomic status.
Non-clinical sample.
12 Massie-Campbell Scale of Mother-Infant Attachment Indicators During Stress (M-C ADS)

Massic and Campbell | Designed to 1 Paent scales (7 items in total):5-point rating scale Observations of the parentand | 0-18 months | Parentand  The developers of the ADS Costs: Both the manual and

(1586) asses the quality 1. Gazing (1) (ranging from 1 105). infant interactng together Infantonly | designed this scale to be quick | scale ae free to access.

76) (1) of interactions 2. Vocalising (1) (1 = very avoidant during a mildly stressfl event, (notdyad) | and inexpensive to detect Training: requires self-study of

(nformation taken | between mothers 3. Touching (1) behaviour, 3 and 4 = lasting approximately 10 min. difculties within mother-infant the manual. Training required to

from Noblega etal, | and children, in 4. Response to touch (1) typical atachment Examples of mildly stressful interactions. Another aim of | code interactions, as described

2019; terms of 5. Holding (1) behaviour, 5 = clingi situations are given as dressing, measure development was toin Noblega et al. (2019) (72) and

Circamo et al, 2014) | atiachment and 6. Afiect (1) and unusualy strong. bathing, playing, family increase cliicians’ awareness of  rating of 16 training videos to

o073 in situaions of 7. Proximity (1) reacton to sress). mealtimes and mother-infant infants’ psychological ensure relabilty.

Peru/Netherlands moderate stress. Infant scales (7 items in total):  Each of the behaviours s scparations and reunions at a devclopment. Both mother and ~ Access: Both the manual and

8. Gazing (1) scored on ascale of 1,2, dayeare centre. afant behaviour are scored. scale are free o access and can

9. Vocalising (1) 3,4,5 0ras not observed.  Videotaped recordings are ‘Therefore, observers separately  be found through the fllowing

10. Touching (1) Each behaviouristhen  scored by trained professionals. code mother and infant website: hips:/

1. Response to touch (1) rated as cither secure or attachment behaviours (Neblega  www.llianceximh org/ads-scales

12. Holding (1) insecure. etal, 2019;

13, Affect (1) A behaviour with a score Circamo et al, 2014) (72, 73).

14, Proximity (1) of 3 o 4 i assigned a “The study samples consisted of
rating of secure and 32 mothers and their children
behaviours with scores of all from Peru, the infants were
L2,0r5are rated as aged between 8 and 10 months.
insecure. No detals egarding ethniciy o
The dyad is rated as socioeconomic status reported
secure when < 50% of the (Noblega et al, 2019) (72) and
behaviours are rated as 69 low socioeconomic status
secures if not, they are Dutch dyads of White origin
rated as insecure. (Circamo et al, 2014) (73)

Both non-clinical samples.
13 Monadic Phases

Tronick, Als and A system for 100 Maternal scales (57 items in Scale consists of 100 Observations of an interaction | 0-6months | Parentand  Measure development described | Costs: Scoring tables can be

Brazelton (1980) (56) | describing infant- total): items, cach scored for between an infant and a parent. Infant only  as informed by previous found free in Tronick Als and

uUsA adult face to face 1. Voalisation (9) presence of or absence of.  The mother is instructed to play. (notdyad)  research on behaviour Brazelton (1980) (56).
interactions. The 2. Directon of Gaze (4) Total score ranges from 0 with her baby. (Brazelton etal, 1975) (74) and  Training; Specifc training
importance of 3. Head orientation (13) 0100, 3-min videotaped recording fce to fce interactons (Sterm  courses unknown. Relablity
interaction 4. Facil Expression (13) Infant monadic phases:  Each behaviour is then etal, 1977) (7). The measure  assessments required at S0%
(including 5. Body Position (10) protest, avert, monitor,  categorised into monadic phases was designed to build on absolute agreement for each
between parents 6. Specific Handling of the set, play and talk. on a sccond-by-second basis, previous rescarch and overcome  category.
and infants) is Infant (8) Maternal monadic phases:  then analysed by observers. their imitations. It s designed  Accesst No specifc training
emphasised and Infant scales (43 items i total): | avoid,avert, monitor, Videotaping is carried out in a o segment the courses or access to manual
described as 2 7. Vocalisation (8) icit, set, play, and talk.  laboratory setting Scoring is interaction into separate units of  could be located online to use
structured system 8. Directon of Gaze (1) then completed from the behaviour that this messure
of mutually and 9. Head orientation (9) videotaped recordings. are called monadic phases
rediprocally 10, Facial Expression (13) Each sccond-by-sccond (Tronick, Als & Brazelton, 1980)
regulated units 1. Body Pasition (9) combination of behaviours i 6.
of behaviour. transformed into one of seven “The study sample consisted of 5

Monadic Phases. infant-mother pairs. The infants
age range was 80 10 92 days old.
No information on ethnicity or
sociocconomic status reported.
Non-clinical sample.
14 Mother-Infant/Toddler Feeding Scale (M-1/TFS)

Chatoor et al. Assessesthe 16 Parent()-infant ratings (16 4-point Likert scale A20-min observation completed | 1-36 months. | Dyadonly.  Measure development described  Costs: Unknown.

1997) (76) qualit of the items i total): (ranging from 0 10 3). ina rescarch or clinical seting. | However, it asinformed by a series of Training: involves scoring 10-12

UsA ‘mother-infant 1. Dyadic reciprociy (16) Rated on how oftenand  Videotaped recordings of should also be studies conducted. Iniially, 3 feeding videotapes, comparing

2. Dyadic conflct (12) how intensely cach of the | parent-infant interactions as the | noted the group of items describing scores with a trained rater and

relationship in a 3. Talk and distraction (4) behaviours occurs (0= mother feeds the infant,rated by | scale has not relevant behaviours of mothers  achieving a reliabilty assessment
feding context 4. Struggle for control (7) none, 1 = litle, 2 a trained observer. yet been and infants was pooled and of 80% agrecment.

5. Maternal non-contingency (7) | pretty much and 3 = very  Scoring s then completed from | validated for generated by experienced Access: No specfic training
much) the videotaped recordings. use with inicans (Chatoor et al, 1997)  courses or access to manual
Total score ranges from 0 infants less 6. could be located online to use
w0138 than 5 weeks Apilot study was completed inthis measure.

“The scale consists of 46 of age which the study sample

mother and infant consisted of 20 mother-infant

behaviours, which pairs. Ifants age range: 5 wecks

produce § subscale scores 1032 months.

and are rated along 4 A'second larger validation study

points at the end of was then completed with 74

the feed. infant vith fecding disorders
and 50 normal comparison
subjects. These infants ranged
from 6 weeks t0 36 months.
Ethnicity (White/Afrcan-
American) and sociocconomic
status reported.
Forty infants partcipated in a.
eliabilty study. Infants were
aged 7 months to 3 years.
Ehnicity reported as White,
Aftcan-American, Hispanic and
Asin.
Clinical and non-
dinical samples.

15 Mutual Regulation Scales (Face-to-face stil face paracigm) ~ MRS

“Tronick et l. Infant faial m Parent scales (57 items i total): | Each item i rated “yes o Observations take place in a 0-10months  Parentand  Measure development was Costs: Scoring sheet freely

578) (7 expression in 1. Voalising (9) “no’ for presence of or  double room with a infint (no informed by previous research | avaiable n appendix of Tronick

Usa response to 2. Head positon (13) absence of behaviours unidirectional mirror and dyadic and studies of face-to-face etal. (1978) (7).
caregiver changes 3. Body position (10) demonstrated. recording system. A laboratory scales) interactions between mothers  Training: Training requirements
in 4. Specific handling of the infant | Separat ratings for parent  setting. and infants (Tronick ctal, 1975;  unknown. Inter-scorer reliabil
facial expressions ® and infant. Videotaped recordings are Brazeton etal, 1975) (74,77).  should be mainained at

5. Direction of gaze (4) From the videotaped micro-analytcally coded. The Study sample consisted of 7 above.t5 for cach category

6. Facial expression (13) recording, raters mother first interacts normally mothers and their healthy full-  scored.

Infant scales (54 items i toal):  categorise and score the it infant for 3 min, 2 30-5 term infants, ranging in age Access: No specific training

7. Vocalisation (7) infants vocalzations, break, followed by remaining from 1 to 4 months. Ethnicity  courses or access to manual

8. Directon of gaze (4) direction of gaze, head *stll faced” for 3 min. and sociocconomic status not  could be located online to use

9. Head orientation (9) and body positon, facial  Scoring is completd by two reported. this measure.

10. Head position (2) ex. pression and observers for cach 1-sccond time Non-clincal sample.

1. Facial expresson (13) movement; and the interval as the tape runs at 1/7th

12, Amount of movement () | mother's vocalizations, | of its normal speed.

13, Blinks (2) head position, body

14 Specific hand movements (5) | position, direction of gaze,

15, Specifc foot movements 2) | facial expression and

16 Tongue placement (2) handling of the infant.

16 Mutually Responsive Orientation (MRO)

Aksan, Kochanska | Mutually 17 Parent(s)-infant ratings (17 S-point rating scle Home sessions or aboratory | 7-15months | Dyadonly  Measure development wis Costs: Unknow.

and Ortmann. (2006)  responsive items in total): (ranging from 1 o 5). sessions, lating 1.5-2h. informed by previous research  Training No training

) orientation 1. Coordinated routines (2) With higher values Videotaped recordings are coded on MRO of the parent and requirements detaild in Aksan,

UsA (MRO). MRO is 2. Harmonious communication indicating higher MRO. by trained coders infant s individuals Kochanska and Ortmann (2006)
a positve, @ Total score ranges from  The tasks include:kisurely (Kochanska, 1997) (79), the (78) and no traning courses
responsive, 3. Mutual cooperation (5) 171085, chore-oriented and care-giving current measure was designed | available online.
mutally binding, 4. Emotional ambiance (6) “The study authors acivitis, such as preparing and with the sim of designing codes  Access: manual, trining courses
and cooperative proposed four basic having a snack with the baby, that explictly captured the or scale could ot be located
interaction components of MRO in free play, playing with toys, qualit of the parent-child online or in Aksan, Kochanska
between the parent-child dyads: bathing and dressing the child, interaction at the dyadic level  and Ortmann (2006) (78) o use
parent and coordinated routines, opening a gifttogether. (Aksan, Kochanska & Ortmann,  this measure,
the nfant harmonious 2000) (75).

communication, mutual Study sample consisted of 102

cooperation, and teo-parent familis with

emotional ambiance. normally developing infants at 7
‘months and then 15 months old.
Socioeconomic status and
ethnicity reported (White
Hispanic, African American,
Asian Pacifc Isander or other).
Non-clinical sample.

17 Nursing Child Assessment Teaching Scales (NCATS)

Barnard (1978) (80) | Asseses the 7 Parent sales (0 items i total): | Each item is rated “yes o Suiable for both home and 0-3months | Parentand  Measure development is based | Costs: Unknown.

(Information taken  quality of the 1. Sensitivity o cues (11) “no for presence of or  laboratory sttings. infantonly on literature in the areas of Training: A structured 2.5-day

from Byrne &Keefe, | parent-child 2. Response to the child's absence of behaviours Procedure lasts 30-45 min, attachment, psychobiology and  traning course is offered by

2003 reationship, with distess (11) demonstrated. whilt the parent and infant developmental psychology. The  certified instructors. Each

Gross etal, 1993) a focus on 3. Social-emotional growth (Ves answers receive a complete o structured tasks, NCATS was developed through  learner must purchase the

(51,82) parent-child fostering (11) value of 1, and No during which the parent teaches rescarch within the Nursing NCATS manual and pass a

usa reciprociy and 4. Cognitive growth fostering | answers are scored 0). the infant. Child Assessment Project. reliabilty test at 085 for clnical
mutal behaviour (17) Scores are summed for  Can be completed lve or ‘The NCATS is used during use or 090 for research use
adaptation. Infant scales (23 items n tofal):  the six subscales to give 2 videotaped recordings observation of the parent Access: This training s outlined

5. Clrity of cues (10) total score based on all  scored later. introducing a new skill that the in Byre and Keefe (2003) (81);

6. Responsiveness to the items. infant has vt to demonstrate  howwever, access o training

mother (1) Total score ranges from 0 but s developmentall ready for  courses,scale and manual could
07, (Gross etal, 1999) (52) not be located online.

“The study sample consisted of
128 mothers and their 21- o 36-
‘month-old children, mothers all
had a linical diagnosis of
depression, sociocconomic status
and ethniciy reported: African-
American, Hispanic and Asian
women (Gross et al., 1993) (52).
As well 25,2 sample of 171
parent-child dyads, Hispanic
ethnicity of low income
backgrounds,the infants ranged
in age from 5 t0 36 months
(Byrne and Keefe, 2003) (81).
Clinical and non-
inical samples.

18 | Parent-Chid Early Relational Assessment (PCERA)

Clark (199) (53) Assesses quality | 65 Paent scales (29 items i total): 5-point Likert scale Measure consist of 5 minof | 0-5 years Infant, Measure was orginally Costs: Unknow.

usa of affect and 1. Positive affective involvement | (ranging from 1 10 5). parent and infant interactions, parent developed for use with Training: Unknown.
behaviour, or and verbalisation (°) 1-2= area of concern, 3= including a structured task, 2 anddyad  psychiatrically ill mothersand | Access: manual,training courses,
tone of the 2. Negative afect and behaviour  arca of some concern, 45 feeding observation and free their infant. Developed to or scale could not be located
parent- 3. Intrusiveness,insensitivity, = area of steength. play. assess and describe the patterns  online o use this measuce or
infant inconsistency Total score ranging fom | Videotaped. Designed to be of interaction and to focus carly  reported in paper (Clark,
relationshi Infant scales (28 items n total): 65 to 325 completed in both clinical and intervention effots at improving  1999) (33).

4. Positive affect, communicative | Al items are ated so that research settings. parenting skill and the quaity

and social skill high scores indicate more of the reationship (Clark, 1999)

5. Quality of play inerest and | positive parent-infant ).

attentional kil interactions. Now designed to assess

6. Dysregulation and iriablity | Raters focus on rating 8 to interaction quality in mothers

Dyad scales (8 items in total): 10 ofthe variables at a with and without a history of

7. Mutuality and reciprocity time for cach pass peychiatric disorders.

8. Disorganisation and tension  through (a total of seven Sample sze consisted of 359

“exact distrbution of items 1o nine viewings of the mothers and thei infants aged

within subscales unknown. entire 5-min 10-14 months. Socioeconomic
videotaped interactions). status (household income and

education) reported. Etbnicity

reported as White, African-

American, Native American and

Asian American.

Clinical and non-clinical sample
19 Parent Infant Interaction Observation Scale (PIIOS)

Svanberg, Barlow and | Parental 16 Interactonal constructs of scale  3-point Likert scale Recorded observation of the Gweeks 7 | Dyad “The PIOS was designed tobe  Cost: Sale ot fiee to acces.

Tighe (2013) (50) sensitivity and (16 items in total): (ranging from 0 10 4). parent-infant ineraction over a | months implemented as part of the Training/manualiscale costs

UK responsiveness, 1. Eye contact and face-to-face | (0 = sensiively 3-t0 4-min period. Suitabe for e limited Englsh Healthy Child €450,
with the aim to placement (1) responsive/no concern, 2 home, clinial or aboratory infant age Programme and includes a Training Online ot in-person 3-
dentiy families 2. Voaalisations (1) = some problems or 4 = conditions. range of ol number of constructs based on day training course, plus access
at high risk of 3. Affective engagement and extensive problems/ Videotaped recordings are then | around a 5- the CARE:-Index (Crienden,  to manuallscale and supervision.
parent-infant synchrony (1) considerable concern).  analysed by trained coders. ‘month period. 1988) (27) 50 the measure Access: Training, the manual
interaction 4. Warmth and mutal aflection | Total score ranging from informed by attachment and scale can be accessed
problems ) 01061 rescarch, The measure also through the following website:

5. Holding and handling (1) “The three interactional contains constructs based on | htps/varwick.ac.uk/facci/

6. Verbal commenting about | patterns of behaviour: research around the importance | medistudy/cpd/cpd/piios/s-

baby (1)  Sensitive responsivi of ‘mind-mindedness’ (Melns | text=PIIOS% 20tcaining20is%

7. Atunement to distress (1) | - Intrusive and over- etal, 2003) (39) in which the  20usually%20delivered intrusive

5. Bodily intrusiveness (1) engaged. parent exhibits an abiliy to %20and%200ver%i2Dengaged

9. Age appropriateness of chosen - Unresponsive. interpret and verbalie the

actvity (1) un-engaged. nfant’s thoughts or motivatons,

10, Expressed expectations sbout this has also been suggested to

the baby (1) predict infant attachment

11, Mind-mindedness (1) security (Meins et al, 2001)

12, Empathic understanding (1) (53). Measure s designed to

13, Responsive turn taking (1) entify familis atlow, medium

14, Gaze (1) and high rik of parent-infant

15. ‘Looming in’ (1) interaction difficultcs (Svanberg,

16, Baby's sef soothing Barlow and Tigbe, 2013) (50).

stategies (1) Study sample consisted of 14

videotaped recordings of parent-
infant dyads. No details on
socioeconomic sttus, thnicity
of infant ages given.

Non-clinical sample.

Parent-Infant Interaction Scale (PIIS)

Clark and Scifer Interaction style | 10 Parent sales (7 items in total): | 5-point rating scale Mothers are instructed to play | 0-18 months | Infant, “The measure was developed to Costs: Unknown.

(1985) (29) in parentinfant 1. Acknowledging (1) (ranging from 1 0 5). with their baby as they normally parent assess interaction style in Training: Unlnown.

usa dyads,including 2. Imitating (1) The scores range from 1 would at home. anddyad  parents-infants relationships | Access: Manual, training courses
parental 3. Expanding/Elaborating (1) (poor), 3 (moderate) and  The families are observed and when the infant is or scale could not be located
sensitivity and 4. Parent directon of gaze (1) 5 (excelent quality of videorecorded for 8 min. developmentally delayed. online to use this measure or
reciprocity of 5. Parent afect (1) parent-child interaction).  The videotaped recordings of Developed based on previous  reported in Clrk and Seifer
ther ineractions. 6. Forcing (1) Points 2and 4 are used as  parent-infant interactions are resarch around infant (1985) (29).

7. Overriding (1) intermediate scores. coded by raters. communication, parental

Infant scales (2 iems in total)l:  Tolal score ranges from  Designed to be completed in responsiveness and parental

8. Child social referencing () 10 to 50, inical or research sensitivity (Clark & Seifer, 1985)

9. Child gaze aversion (1) The 10 scalesfallinto environments, not at home. 8.

Dyadic scales (1 tem in total): | three categories: “This measure was developed to

10. Dyadic reciprocity (1) Interacton styl, social asses parental sensitivity to
referencing and infant behaviour and reciprocity
assessment of context. inan unstructured play session.

Study sample consised of six
mothers and thei infants. The
infants were high risk and/or
neurologically impaired.
Clinical sample.

21 Parent-Infant Obsenvation Guide (PIOG) (also written in literature as the Parent~Child Observation Guide)

Hans, Bernsteinand | Focus on the 3 Parent scales (22 items in tota): | 2-point rating scale Observations of fecding, play | 4-15 months | Parentand  Collsboration of the measure  Costs: Unknown.

Percansky (1991) (56)  qualiy of the 1. Parent sensiivity to child (11) | (ranging from 0 10 1 and caregiving behaviours (such infantonly  authors, community Training Unknown, potentialy

usa parent-infant 2. Parent teaching child (7) Alitems ae rated as as changing diapers). practitioners and mothers within | not required as reported in
relationship, in 3. Parent efective discipline (4) cither observed o not 10 min required to complete. the community, over two years,  Lotzin et al. (2015) (32) who
order to identiy Infant scales (11 items n tofal):  observed. Observations can be completed led to the measure development.  indicated that practitoners and
strengths and 5. Child positve involvement  (Observed items are in home, clinic or laboratory “This measure was developed non-practtioners with
posible concerns with parent (9) scored 1, items not settings. Live, video recordings based on previous rescarch and  knowledge can use this measure.
in 6. Child noncompliant observed are scored 0) ot requid. peychological theory around Access: Manul, training courses
the relatonship. behaviour (2) Total score ranges from 0 working with familis (Hans, o scale could not be located

03, Bernstein & Percansky, 1991)  online o use this measure or
Focus on one member of ). reported in paper (Hans,
the dyad at one time, but Four samples of high-risk Bernstein & Percansky,
always in relation/context mothers and infants: 1991) (36).
of the other member of 182 lowincome mothers
the dyad. (African- American) and their 12

month old infants.

2.42 low-income (African-

American) mothers and their 6-

month old infants.

3,48 low-income (African-

American) mothers and their 12

month old infants.

451 adolescent parents from a

variety of racal and ethnic

groups and thei infants between

4and 15 months.

Non-clinical sample.

22 Parent-Infant Pediatric Examination/Pediatric Infant Parent Exam (PIPE)

Fieseetal 2001) (57) | The qualityof | 4 Paent(s)-infant ratings (1 items 6:point rating scale Abrief interactional game 69monhs | Dyadonly  The measure was developed Costs: Sl free t0 access in
Usa the parent-infant in totl): (ranging from 1 106, without toys (e peckapao) in informed by transactional and  Appendix of Fise et al. (2001)
relatons 1. Startng the game: Scale from | ranging from 1107 for a variety ofsetings ecological theories (Samerof, | (7)

With a focus on casy engagement to the final overall s designed to be a screening 1993) (88). With an emphasis | Training Training courses
the recprocal inappropriate and bizarre impression subscale). instrument for identifiation of on the ris of future emotional,  unknown. The authors detal
nature of engagement (1) Total score ranges from 4 early signs of diffcultis within cogaitive and behavioural eliabilty asessments as
interactions and 2. Keeping the game going: Easy | to 25 the parent-infant relationship, dificulties for the infant f there  observers are required to obtain
how the mother Playfulness to inappropriate play | Higher scoresindicate an for use in primary care setings are difficulies in the parent- acceptable levels of rlabilty of
and the infant ) increase of problems with  Live observations only, infant relationship (Bakeman &  at least 80% agreement when
relate o one 3. Stopping the game: Gradual  interaction e.g, a parent is | videotaped recordings not Brown, 1980) (89). Improving  scoring an observation and that
another (eg, <ol down to unable to stop disengaged or intrusive or | required. the parent-infant reationship  observers were trained in the
positve, or game (1) infant responds with Measure was designed with the and thereby fostering cognitive original development study to
negative afiect). 4. Overall impression of negative affect, Lover intention of being quick to development in the infun, rate interactions using the PIPE.
interaction (1) (adaptiv: 1, scores reflct more administer, easy to use in 3 requires intervening as carly 3s by the measure developers (Fiese

maladaptive: 7) favourable interaction variety of settings and do not possible (Achenbach, 1990) (90). et a, 2001) (57).
patterns e, easy require cumbersome “The study sample consisted of  Access: Manual, or elevant
engagement between the testing materials, 117 mothers and their infants  training courses could not be
parent and infant. between 559 months old, located online to use this
At the start, middle and (infants were ither preterm or  measure or reported in Fiese
end of the game, the born fll term) during an etal. (2001) (57); however,scale
parent-infant interaction infant’s routine pediatrc exam. s fre to access in this paper.
is observed and then Ethnicty described as European
scored for the degree of American, African American,
interactional reciprocity Asian American or Hispanic
and positive American. A range of
afect demonstrated. socioeconomic backgrounds

reported.
Non-clinical sample
25 Parent-Infant Relational Assessment Tool (PIRAT)

Broughton (2014) (1) A dlincal 2 Infant-Parent Scale (12 items in | 3-point rating scale Ease of use for clinicians, 02 years Parentand | Measure development informed | Costs: Unknown.

UK assessment tool total): (ranging from 0 10 2). eliabilty and flexibilty was infantonly by literature and research on the | Training: Zoom traning offered
for the 1. Infant’s secking of contact (1) | Each subscale is coded as  priortsed in the design of this impact of diffculie within the Anna Freud Centre - costs
identification of 2. Responsiveness o contact (1) | 0 (n0 concern), | (some  measure. Clnicians are parent-infant relationship on  and time requirements
tisk and 3. Responsiveness to stranger (1) | concern) and 2 instructed to note down when a infant mental health (Perry unknown.
esilence in the 4. Abilty to communicate needs | (significant concern) behaviour is observed on the etal, 1995) (7). This measure | Access: Access to scale and
carly parent- I Total score ranges from 0 scale, e whether the behaviour was developed in the Parent- manual unknown. Training can

| nfant 5. Ability to be comforted (1) | to 46 is concerning, somevhat Infant Project (PIP), which was | be accessed through the
sibitoip 6. Quality of contact (7) Consists of two sales, the  concerning o of no concern. developed at the Ana Freud | following website:

Parent-Infant Scale (11 items in  infant-parent interaction ~Live observations only, Centre in 1997. The measure | hitpsy/wwweannafreudorg/

totl): (1) and the parent- videotaped recordings not was developed by six training/education/under-ives.

7. Parentsiniiaion of physical  infant ineraction (P- required. pychoanalytc child or group | trainingand-events/parent

contact (1) D scale Glinic or home environmen. pychotherapists working in PIP, | infant relational-assessment

8. Parent’ nitaton of Anna Freud Centre. tool-pirat-global-scles-raining/

emotional contact (1) (Broughton, 2014) (91)

9. Parent’s playfulness in “The measure was developed to

elation to infant (1) enable clinicians to assess the

10, Pleasure in parenting (1) parent-infant relatonship in a

1. Hostity and blame (1) cinic or home environment and

12, Quality of contact (6) to identify areas of concern at

the carliest opporturity
(Broughton, 2014) (91).
“The study sample consisted of
32 mothers and infants, (sged
0-36 month). No information
on ethnicity or sociocconomic
status given.
Non-dinical sample.

24 Parent-Infant Relationship Global Assessment Scale (PIRGAS)

Zero to Three (1994) A focus on 3 Parent(s)-infant rtings (3 tems  Continuous scae ranging  Observations of mothers and | 0.3 years Dyadonly  Measure was developed based | Costs: Manual, scale and

©2) assesing the in totl): from 10 (grossly impaired,  infants playing with toys for 10 on previous literature and training requires costs, however

(Information taken  adaptive qualties Behavioural quality of the disordered relationship) to  min. Clinicians abservs the play rescarch emphasising the costs unknown.

from Aoki etal, 2002 | of the parent- interaction (1) 50 (disressed activiy from within the room. consequences of a disrupted Training requirs 4h, costs

Miller tal, 2013 infant Afiecive tone (1) relationship) t0 90 (well-  Three components of the parent-infant relationship. required but unclear specific

(3,91) relationshi Poychological involvement (1) adapted relationship), parent-infant relationship are Within the Diagnostic amount. Instructions for how to

sk Higher scores i assessed: behavioural quality of Clasification of Mental Health | conduct a PIRGAS raing given

higher reltionship the interaction, affctive tone and Developmental Disorders of in the DC:0-3/DC:0-3R manual.

qualiy. and psycho- logical involvement. Infancy and Early Childhood  Access: DC0-3R manual costs

Masimum total score 90, Live observations only, (DC: 0-3), o assess qualities of | o acces. htps:/urldefense.com/

minimum total score videotaped recordings not the parent-infant relationship,  v3/hiips/

of 10. required. practitioners are instructed to | zerotothree.my sie.com/s/store’/

Glinic and use the PIRGAS (Aokietal,  stor/browse/cat/
aboratory environments. 2002) (93). 43210000003gsBAAQ/lesslwl!
Aokietal.'s (2002) (93) study | PDIH4ENfr2_JwHubGzhnh
sample conssted of 53 mothers | amOGTOGWXQZBTPavs
and their infants (aged 0-2 vl GenTYWPZTPOrzLqy-
years). Ethnictes were reported | 1UI91916RC7KM30
as Afrcan-American, White GUHIGFAWIUILOIS
Latina, American Indianand  KYGIpiFLI3x6BhMPX575
mised/other.
Miller et al's (2013) (54) sudy
sample consisted of 84 mother-
child dyads. Mean age of the
children was 388 years and
mean age of the mothers was 46
No ethaiciy or sociocconomic
status discharged. All infants
had been admitted to a Child
Paychiatric Hospital in
Germany.
Clnical and non-
clinical samples.
25 Tuned-In Parent Rating Scales (TIP-RS)
Priddis and Kane A focus on s Five aspects of the caregiver and | 5-point rating scale Observational ratings of parent- 023 months | Dyad Measure development is Costs: Unknown.
o13) 95) dentifying child (5 items in total): (ranging from 1 10 5). infant interactons in 15 min of (< 2 years) described to be informed by Training Unknown. Reliabilty

diffcultes within

the parent-infant
relationship, in

Australia

terms of the
parent being
“tuned in’ to the
infant and the
quality of

the relationship

1. Facial expressions in the
relationship (1)

2. Use of voice in the
relationship (1)

3. Body positioning in the
relationship (1)

4. Following the childs lead (1)
5. Support for exploration and
organisation of fecings (1)

1, not tuned in, 2, rarely

tuned in, 3, sometimes
tuned in, to 4 mostly
tuned in and 5, very

tuned in
‘The scale requires the
coder to atiend to five
aspects of the behaviour
of the caregiver and

the infant.

free play and two brief instances
of separation and reunion.

Itis based upon the Ainsworth
Strange Situation procedure
(Ainsworth et al, 1978) but
adapted for use in homes and
community clincs.

Live observations only,
videotaped recordings

not required.

attachment theory and by
ature on maternal sensitivity,
in particular the sensitivity
scales (Ainsworth e al., 1978;
Priddis & Kane, 2013) (95, 96).
88 mothers (aged 22 to 43 years)
and their infants (aged 7-23
‘months). Al participants were
referred from a community-
based carly parenting unit in
Western Australia. Ethnicity and
Socioeconomic tatus not
reported.

Non-cliical sample.

assessments not reported in
Priddis and Kane (2013) (9
Access: Manual, scale or reevant
training courses could not be
located online to use this
measure or reported in Priddis
and Kane (2013) (93).
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Definition

We are very confident that the true measurement property lies
close to that of the estimate of the measurement property.

Moderate We are moderately confident in the measurement property
estimate: the true measurement property is likely to be close to
the estimate of the measurement property, but there is a
possibility that it is substantially different.

Low Our confidence in the measurement property estimate is limited:
the true measurement property may be substantially different

from the estimate of the measurement property.

We have very little confidence in the measurement property
estimate: the true measurement property is likely to be
substantially different from the estimate of the
measurement property.

Background colours were chosen to reflect the graded scoring system in place.
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Measurement Definition

property

Criteria

Validity (the degree to which the clinician-reported outcome measure (ClinROM) measures the construct(s) it purports to measure)

Content validity
(includes relevance,
comprehensiveness,
and comprehensibility)

The degree to which the measure is an
adequate reflection of the construct
being measured.

Structural validity The degree to which the scores of an
assessment measure can adequately reflect
the dimensionality of the construct

being measured.

Hypothesis testing for The degree to which the scores of a

construct validity measure are consistent with hypotheses
based on the assumption that the outcome
measure validly measures the construct

being measured.

Criterion validity The extent to which the scores of the
measure are an adequate reflection of a

“gold standard.”

Above 85% of the items of the measure are relevant AND are relevant for the
target population AND are relevant for the context intended for use AND have
appropriate response options OR have appropriate recall period AND include all
key concepts AND together comprehensively reflect the construct intended to
be measured.

Not enough information for (+) OR potential biases identified OR the quality of
the study is inadequate

Less than 85% of the items of the measure fulfil the above criteria

Classical Test Theory (CTT)

Confirmatory factor analysis (CFA): comparative fit index (CFI) or Tucker-Lewis
index (TLI) or comparable measure > 0.95 OR Root Mean Square Error or
Approximation (RMSEA) < 0.06 OR Standardised Root Mean Square Residuals
(SRMR) < 0.08"

Item Response Theory (IRT)/Rasch

No violation of unidimensionality®: CFI or TLI or comparable measure > 0.95 OR
RMSEA < 0.06 or SRMR < 0.08 AND

No violation of local independence: residual correlations among the items after
controlling for the dominant factor < 0.20 OR Q3s < 0.37

AND

No violation of monotonicity: adequate looking graphs OR item scalability > 0.30
AND

Adequate model fit

IRT: i > 0.001

Rasch: infit and outfit mean squares >; 0.5 and % 1.5 OR Z-standardised values >
-2and<2

CTT: not all information for (+) reported
IRT/Rasch: Model fit not reported

Criteria for (+) not met
At least 75% of the results are in accordance with the hypothesis
No hypothesis defined (by the review team)

Less than 75% of the results are in accordance with the hypothesis

Correlation with gold standard >; 0.70 OR area under the curve (AUC) ; 0.70

Not all information for (+) reported

Correlation with gold standard < 0.70 OR AUC 2; 0.70

Reliability (the degree to which the measurement is free from measurement error)

Internal consistency The degree of interrelatedness among the

items of the assessment measure.

Reliability The scores given by clinicians are the same
for repeated measurement under different
conditions (i.e., test-retest, inter-rater,

intra-rater).

Measurement error The degree to which the systematic and
random error of scores is not attributed to
the changes in the construct

being measured.

Responsiveness The ability of an instrument to detect
change over time within the construct

being measured.

‘The criteria are based on Terwee et al. (42), Prinsen et al. (41) and Mokkink et al. (40).
(+) = sufficient, (-) = insufficient, ()? = indeterminate.

“To rate the quality of the summary score, the factor structures should be equal across studies.

At least low evidence (as per GRADE) for sufficient validity AND Cronbach’s
alpha(s) ; 0.70 for each unidimensional scale or subscale

Criteria for “at least low evidence (as per GRADE) for sufficient structural
validity” not met

At least low evidence (as per GRADE) for sufficient structural validity AND
Cronbach’s alpha(s) < 0.70 for each unidimensional scale or subscale

Intraclass correlation coefficient (ICC), weighted Kappa, Pearson or Spearman
correlation coefficient >; 0.70

ICC, weighted kappa, Pearson or Spearman correlation coefficient not reported
ICC, weighted kappa, Pearson or Spearman correlation coefficient < 0.70

Smallest detectable change (SDC) or limits of agreement (LoA) or CV*V2*1.96 <
minimal important change (MIC), % specific agreement > 80%

MIC not defined

SDC or LoA > MIC, % specific agreement < 80%

At least 75% of the results are in accordance with the hypothesis OR AUC 2; 0.70
No hypothesis defined (by the review team)

Less than 75% of the results are in accordance with the hypothesis OR AUC
<0.70

*Unidimensionality refers to a factor analysis per subscale, while structural validity refers to a factor analysis of a (multidimensional) outcome measure.

Background colours were chosen to reflect the graded scoring system in place.
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Database (and platform): PsycInfo (OVID); Medline (OVID), EMBASE (OVID); CINAHL plus (EBSCOhost); Web of

Science (Clarivate)

6.

7

(Parent* or maternal or paternal or mother* or father* or caregiver* or guardian*) AND (Infant* or child* or newborn or baby or neonate or babie*)

(Parent-infant) OR (infant-parent) OR (mother-infant) OR (infant-mother) OR (father-infant) OR (infant-father) OR (caregiver—infant) OR
(infant-caregiver)

Relations* OR interact* OR communicat* OR bond* OR attachment OR “nonverbal communicat*” OR dyadic behavio* OR “interpersonal relation*” OR
“mother-child relation*” OR “father-child relation*” OR “parent-infant relation*” OR synchrony OR synchronicity OR “emotional availability” OR attitude*
OR belief* OR responsiv* OR feel*

Perinat* OR antenat* OR prenat* OR puerper* OR postnat* OR postpart* OR peripartum

Assess* OR observation* OR behavio* OR measur* OR scale* OR tool* OR inventor* OR instrument* OR test* OR rat* OR behavio* cod* OR behavio*
assessment* OR behavio* measure* OR rat* scale* OR cod* system* OR checklist* OR videotap* OR video* record*

Clinician* OR staff OR practitioner* OR observer* OR rater* OR professional*

1 AND 2 AND 3 AND 4 AND 5 AND 6

Limits: Abstract, Humans and English language.
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Records identified from:
Initial database search (n=
5974)
CINAHL Plus (n= 208)
EMBASE (n=413)
Medline (n= 185)
PsycINFO (n= 4860)
Wed of Science (n= 308)

Records screened
(n=5328)

Records sought for retrieval for full-
text review

(n=361)

Records assessed for eligibility
(n=329)

101 potentially relevant measures
described in 329 articles assessed
for eligibility

41 measures described in reports
(n=127) included for further
database search

Records identified from:
Records removed before Database searches with identified measures’ names (n= 11464)
screening: CINAHL Plus (n= 3551)
Duplicate records removed EMBASE (n= 1821)
(n=646) Medline (n= 1361)
PsycINFO (n= 1218)
Wed of Science (n= 3513)

Records excluded based on title
and abstract review

(n= 4970)

Records identified from citation
searching (n= 3)

Records not retrieved (no full-text _
available/conference abstracts) (n=8654)
(n=32)

Records removed before screening:
Duplicate records removed (n= 2810)

Records excluded based on title
Records screened and abstract review

(n=8573)

16 Further measures excluded:
No eligible reports describing
60 Measures excluded: Full-text articles assessed for or evaluating measure
Only assessed either the eligibility (n=81) identified (n= 10)
parent/infant (n=11) Not available in English
Tools completed by the -1 _ Language (n=1)

parent (n=27) Not an eligible assessment
Primarily measured other measure (n=1)

constructs (n=15) Unable to access full-text of
An intervention (n=5) papers describing or

Not available in English evaluating the measure (n =
Language (n=1) 4)

Not suitable for use for o
children aged 0-2 (n= 1) 25 measures described in included

reports (n= 31) included for Hand search reference list
analysis (n=4)
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1. Formulate the aim of the review
2. Formulate the inclusion/exclusion criteria
3. Perform a literature search

4. Select relevant abstracts and full-text articles
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5. Extract data on characteristics of included measurement instruments, and information on feasibility

and interpretability

6. Evaluate the content validity Extract data on
studies and results of

B. Extract
data

studies

Evaluate the
methodological
quality of the
included studies by

using the COSMIN
boxes

7. Evaluate the internal structure

Structural validity
Internal consistency

Cross-cultural validity JOn S
pply criteria for

good measurement
properties by using
quality criteria

8. Evaluate: Summarise the

Determine how the study evidence
Reliability result informs you on the

Measurement error quality of the instrument
Grade the quality of the
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COPMI COPWMI
(N =77) (N =112)
M (SD)/N (%) M (SD)/N (%)
Children
Age 10.23 (2.78) 10.86 (2.66) 122
Sex (female) 44 (48.35) 56 (57.14) 836
CBCLext (T-score) 49.86 (9.71) 44.58 (8.36) <.001
CBCLint (T-score) 55.95 (10.24) 46.64 (10.32) <.001
2nd child 20 32
3rd child - 4
Parents 7 |
Age 41.91 (6.05) 43.55 (5.72) 088
Sex (female) 54 (81.80) 7 74 (85.10) 594
SES 14.27 (3.35) 18.24 (2.27) <.001
BSI GSI (T-score) 62.68 (13.54) | 39.84 (9.33) <.001

CBCLext, Externalizing Subscale Score of the Child Behavior Checklist; CBCLint,
Internalizing Subscale Score of the Child Behavior Checklist; SES, socioeconomic status;
BSI GSI, Global Severity Index of the Brief Symptom Inventory.
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Depressive disorders 37 48.1
Anxiety disorders 12 15.6
Trauma- and stressor-related disorders 21 27.3
Somatic symptom and related disorders 2 3.6
Feeding and eating disorders 2 3.6
Schizophrenia spectrum and other 3 39

psychotic disorders
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Standardized
estimate

Mean (SD)

COPMI COPWMI

Accuracy Go/NoGo task

(D-prime) -.188 (1.707) .110 (1.505) -.197 489 -.293 -.101 .839

RT Go/NoGo task (3;1077;2) (356:;8327) -3.876 9.005 -21.293 14.064 027
Accuracy MT baseline .868 (1.32) .900 (.098)
RT MT baseline 7.493 (.749) 7.255 (.733)

Accuracy MT .906 (.069) .873 (.088) —.024 011 —.045 ~.003 187

RT MT 5.790 (.807) 5.535 (.853) 095 165 -.228 417 <.001

Accuracy VST 1952 (.085) 956 (.119) .001 .006 -.011 014 .008

Significant effects are printed in bold.
MT, morphing task; RT, reaction times; VST, task depicting emotional video sequences; CI, confidence interval; SES, socioeconomic status.
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Variables Mean SD Skewness Kurtosis

1. Parents’ age (years) 1.00 20 50 335 601 26 66
2. Children’s age (months)  47°* 1.0 300 840 532 152 14 -96
3. Parents’ gender 27 | a2 100 100 200 - - 248 43
4. Parents’ education level 41" 13 23 100 100 500 - - -86 -87
5. Parents’ income 27 a1 -0 6t 100 100 7.00 - - -60 156
6. Parents’ ethnicity 23 23 a5 07 03| 100 100 200 - - 178 121
7. CTQ group scores 07 20 -0 a1l 09 36% 100 500 180 744 354 177 235
score BSI depression 20007 |09 -3 -01 | -19 21| 1o 40 760 514111 62 -83
9. Emotions total 09 | -09 | -39 a1t 300 28 02 | -1l 100 40 86 66 ol -39 -40
10 Anger <1300 .13 w34 23 05 | w340 06| 07 76 100 39 1.06 81 a5 -57 -27
11. Disgust 05 | -0 | w200 28 | 25 | w23 | -03 | 03 73| 56 | 100 05 78 34 19 a2 -70
12, Fear 09 | -02 | w280 | 277 | 300 | 01 | -06 | =27 | 67 29* | 31" | 100 a2 85 A4l 18 53 -19
13. Happiness 05 | - | w27 300 | a7 | -2 | 04 | 02 | 71| 48t 34| 290 | 100 731 112 14 -96 56
14, Sadness 06 | -07 | -3¢ | agv | 23 | -3t | w02 | -7 | 85| e | S5t sa | 590 | 100 19 9 70 a7 -83 7
15, Surprise 05 | 05 | 07 28 | 2 | 03 32| 09 47t 2 | A5 | 2 A1t 200 L0 | 37 86 61 A2 -05 -50

SD, Standard deviation.
“*. Correlation is significant at the 0.01 level (two-tailed). *. Correlation is significant at the 0.05 level (two-tailed).
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Constant

Maltreatment (X1, centered)
Depression (X2, centered)
Interaction X1*X2
Education Level

Gender

Estimate
67 06 .55
001 003 -.008
-003 004 -01
002 » 001 0004
03 009 .009

-11 .03 =17

95% CI

79

.01

.005

.004

.05
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Constant

Maltreatment (X1, centered)
Depression (X2, centered)
Interaction X1*X2
Education Level

Gender

Estimate
71 1 49
-003 .004 -01
-006 .006 -02
003 001 10006
04 01 007
-15 06 -28

95% CI

92

.005

006

006

07

-01

.000

A48

29

.02

.02

.03
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Emotion recognition

5,00

6,00

700

800

Maltreatment

9,00

10,00

11,00

Depression

- 00 (t-score 40)
— =225 (t-score 55)
——5,39 (t-score 65)
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Sadness recognition
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Maltreatment
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Depression
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Variables Frequency Pe

Parent’s gender
Female 46 88.5
Male 6 115

Parent’s education level

Primary 4 77
Secondary and Vocational studies 12 23.0
College 8 154
University 28 53.8

Parent’s income (in CAD)

0 to 23 999% 14 26.9
24 000 to 39 999% 5 9.6
40 000 to 69 999% 5 9.6
70 000 and above 28 53.8

Parent’s ethnicity
Caucasian 43 82.7
Non-Caucasian 9 17.3

Parent’s CTQ scores
None to little maltreatment 36 69.2
Moderate to 16 30.8

extreme maltreatment

Parent’s depressive symptoms

None (t-score 41) 23 442
Moderate (t-score 50 to 61) 19 36.6
Clinical level (t-score 63 10 19.2

and above)
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Domain Disorder

Parental
mental

Personality disorders

disorder

Depression and
anxiety disorders

Treatment

Individual and group treatment based
on Mentalization Based Treatment
(MBT) (31)

Schema Focused Therapy (SFT) (32)
Guideline Informed Treatment for
Personality Disorders (GIT-PD) (33)
Systems Training for Emotional
Predictability and Problem Solving
(STEPPS) (34)

Pharmacotherapy and physical
health check

Cognitive Behavioral Therapy (CBT)
(35)

Schema Focused Therapy (SFT) (32)
Short-term Psychodynamic Supportive
Psychotherapy (SPSP) (36)
Pharmacotherapy and physical

health check

Post-traumatic
stress disorders

Neurodevelopmental
disorders: autism
spectrum disorders
(ASD) and ADHD

Partner
relationship

Parenthood
and
family life

Parent-
infant
relationship

Child
(age 0-6)

Post-traumatic
stress disorder

Eye Movement Desensitization and
Reprocessing (EMDR) (37)
Imaginary Exposure

Psychoeducation

Cognitive Behavioral Therapy (CBT)
(35)

Competitive Memory Training.
(COMET) (38)

Mindfulness (39)

Psychomotor (family-) therapy (PMT)
(40)

Art therapy (41), Music therapy (42)
Partner group

Pharmacotherapy and physical
health check

Partner-relation therapy (43)

Home treatment (Intensive Family
Treatment) (44)

Parent counseling with both (ex/co)
parents

Family therapy sessions with members
of the extended family and other
important relationships

Assessment of the parent-infant
relationship according to the
Emotional Availability Scales (EAS)
(45)

Assessment of atypical parental
behavior according to the Atypical
Maternal Behavior Instrument for
Assessment and Classification
(AMBIANCE) (46)

Attachment based interventions:
Parent-child psychotherapy, if possible,
with both parents and infant (47)
Modified Interaction Guidance (MIG)
(48)

Parent- infant group therapy

Circle of security intervention (49)
Parent-baby intervention (50)

Eye Movement Desensitization and
Reprocessing (EMDR) (37)
Storytelling according to Lovett in the
context of the current attachment
relationship (51)

Neurodevelopmental
disorders: autism

spectrum disorders
(ASD) and ADHD

Other
mental disorders

Environment

Autism Diagnostic Observation
Schedule (ADOS) (52)
Psychoeducation

Pivotal Response Treatment (PRT)
Home treatment (Intensive Family
Treatment) (44)

Parent counseling with both (ex/co)
parents

Pharmacotherapy and physical
health check

Home treatment (Intensive Family
Treatment) (44)

Parent counseling with both (ex/co)
parents

Parent-child psychotherapy, if possible,
with both parents and infant (47)

Collaborating with social services with
the aim to reduce the impact of
environmental risks (e.g., housing,
financial, poverty, criminality, stress)
and to enhance social support
(extended family, friendships), and if
necessary, make provision for
alternative care

Collaborating with Child Welfare
Services for safety in the family
Collaborating with daycare, school and
health organizations
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ADOS

ADHD

AMBIANCE
AMHS

BPD
CAMHS
CBT

COMET

DC0-5™
DSM-5
EAS
EMDR
FEP
GIT-PD
IECMH
MBT
MIG
PMT
PRT
PISD
SFT

PSP

STEPPS

TFM

Autism Diagnostic Observation Schedule
Attention Deficit Hyperactivity Disorder

Atypical Maternal Behavior Instrument for Assessment
and Classification

Adult Mental Health Service

Borderline Personality Disorder

Child and Adolescent Mental Health Service
Cogitive Behavioral Therapy

Competitive Memory Training

Diagnostic Classification of Mental Health and Developmental
Disorders of Infancy and Early Childhood

Diagnostic and Statistical Manual of Mental Disorders
Emotional Availability Scales

Eye Movement Desensitization and Reprocessing
Family Focused Practice

Guideline Informed Treatment for Personality Disorders
Infant and Early Childhood Mental Health
Mentalization Based Treatment

Modified Interaction Guidance

Psych Motor (family-) Therapy

Pivotal Response Treatment

Post Traumatic Stress Disorder

Schema Focused Therapy

Short-term Psychodynamic Supportive Psychotherapy

Systems Training for Emotional Predictability and
Problem Solving

‘The Family Model
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Mental Health Care

Adult Mental
Health Service

organization policy

Child Mental
Health Service

organization policy

* requires attention

if present in the family

Domains of multi
disciplinairy treatment
and consultation

individual

patient

partner-
relationship

parenting

parent-child
relationship

individual
patient

Family in Environment

Socio-economic
status (SES)

neighborhood

health services

daycare/school

social services

child protection
system

extended family
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Collaboration
with involved

agencies as
social services

B0

Focus on the
whole family:
Adressing the roles,
positions and
relationships in
treatment:
patient,
(ex)partner, parent,
and child(ren)

Flexible,
complementary
treatment plan
tailored for each

individual

family

Liaison
between adult
and child
mental health
services

Multi-disciplinary
consultations

Key elements mentioned by
professionals and parents

Key elements mentioned

only by parents
- Clarified complexity

- Multiple perspectives

- Reflection, regulation,
mentalization

- Sense of control

- Stick to own expertise

- Dare to persist

Non specific elements mentioned
only by parents

Aspects and processes of the multi-disciplinary
consultations mentioned only by professionals

Conditional

Attention to
the social
and economic
environment

Therapeutic
relationship

Use of videotapes

Components of
the whole
treatment

reinforce each

other

Improved
outcome for

the family

Enhanced
quality of
treatment

Processes among adult and child
mental health professionals:

- Comfortable to cope with complexity
- Learning

- Pleasure and satisfaction
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I\ %
Schizophrenia Spectrum an Other Psychotic Disorders 2 2.0
Bipolar and Related Disorders 1 1.0
Depressive Disorders 45 45.0
Anxiety Disorders 19 19.0
Obsessive-Compulsive and Related Disorders 1 1.0
Trauma- and Stressor-Related Disorders 20 20.0
Somatic Symptom and Related Disorders 7 7.0
Feeding and Eating Disorders 3 3.0
Sleep-Wake Disorders 1 1.0
Personality Disorders 1 1.0
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Internalizing Symptoms Externalizing Symptoms

95 Cl SE t 95 Cl SE t
Affective Empathy 054 [-.222,.330] 140 -.388 264 -.025 [-.293,244] 136 -182 856
Parental Mental Illness -239 [-7.842, -7.364] 3.853 -.062 951 -2.916 [-10.314, 4.482] 3.750 -778 438
Affective Empathy x Parental Mental Iliness 189 (-.210,.587] 202 934 352 259 [-.128,.647] 197 1.320 .188
Covariate (SES) -214 [-1.020,.593] 409 -522 602 -015 (-.800,.771] 398 -037 | 971

Constant 3.561 [-2.71, 9.830] 3177 1121 264 4.243 [-1.858, 10.344] 3.092 1372 172

CI, confidence interval.
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Internalizing Symptoms

Externalizing Symptoms

95Cl SE t 95 Cl SE t
Cognitive Empathy -.092 [-.335, 11.729] 133 -688 493 =125 [-.378,.129] 128 | =971 333
Parental Mental Illness -2412 [-8.606, 3,782] 3.139 -.768 443 -5.615 [-11.588,.357] 3.027 ‘ -1.855 065
Cognitive Empathy x Parental Mental Illness 341 [.001,.680] 172 1.981 .049 424 [.097,.751] .166 2.556 011
Covariate (SES) -.203 [-1.006,.601] 880 -.503 .616 -.025 [-.780,.749] .393 -.064 949
Constant 5.697 [-.335, 11.729] 3.057 1.863 064 5812 [-.004, 11.628] 2.948 | 1.972 050

CI, confidence interval.
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Variables (children

1 Cognitive Empathy

2 Affective Empathy

3 Maladaptive ER

4 Internalizing symptoms
5 Externalizing symptoms
6 General psychopathology
7 SES

SES, Socioeconomic status.
*p <.05; **p <01

642%*

.385%%

27=

215%

198

-.218"

465%%

B13**

.202%*

202%%

-.300%*

441

336"

4127

-.307%*

.556*%

.839*%

-247**

870%*

-133

-179*
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4 con 1. . [:"actor z F?ctqr 2 Factor 4 “Parent Limit F’z’actqr 5

“Parent Sensitiv Parent Child A : 4 o Child

ity/Reciprocity” Intrusiveness” Involvement” setting/ChildiBersIstence Withdrawal”
PposAffect 0.993 0.043 -0.081 -0.170 ~0.097
Penthusiasm 0.966 0.127 -0.027 -0.144 -0.098
Pdeprrec 0.903 0.207 ~0.408 0.029 -0.241
PAppRangeAff 0.876 ~0.060 ~0.005 -0.212 0.166
PRessourcefulness | 0.744 -0.044 —0.041 0.152 0.210
DyFluency 0.726 0.015 0.133 0.110 -0.008
PVocApp 0.658 -0.141 -0.077 0.147 -0.003
DyConstriction -0.589 0.107 -0.125 -0.012 0.207
PSuppPres 0573 -0.279 0.281 -0.071 0.034
DyReciprocity 0551 -0.174 0.221 0.111 -0.023
Pgaze 0533 0.023 -0.035 0.386 0.173
PAcknowledge 0519 ~0.400 0.125 -0.072 0.183
PElaborate 0511 -0.226 0.127 -0.020 0.122
DyTension -0.103 0.863 0.097 0.166 0213
PCriticizing ~0.070 0.728 0.261 0.080 0.066
PHost ~0.082 0.692 0.216 0.116 0.268
Pled 0.138 0.621 -0.178 -0.198 -0.139
POverriding 0.065 0.537 -0327 -0.138 -0.074
ChLed ~0.001 -0.512 0346 0.170 0.182
DyAdaptation 0.394 -0.413 0.207 -0.066 0.084
ChInitiation ~0.149 0.120 0741 0.258 -0.185
ChVocalization 0.077 0.060 0627 -0.103 -0.139
ChPosAff 0.426 0.159 0.619 0.003 -0.277
ChWithdrawal 0.114 -0.115 -0.595 -0.327 0.080
ChAltert 0.264 0.209 0540 ~0.054 0.035
ChCreatPlay -0.128 -0.101 0520 -0.240 0.014
ChAfftoPar 0.113 0.084 0364 ~0.110 -0.332
ChCompUse 0.144 -0.153 0.242 0.063 0.052
ChPers -0.142 0.195 ~0.057 0.806 ~0.021
POnTaskPers -0.133 -0.120 -0.107 0.648 -0.061
ChGaze 0.188 0.182 0.057 0.634 0.091
PAppStrukt 0.026 -0.212 -0.107 0.523 -0.171
ChCompliance 0.120 -0.115 -0.056 0.445 -0.230
PConsistency 0.243 -0.153 -0.023 0.250 0.032
PForcing ~0.006 ~0.085 0.002 -0.032 0.637
ChNegAff " 0.000 0.434 | -0.018 -0.027 0588
PNegAff ~0.041 0.526 0.222 0.042 0.582
ChLabile 0.127 0.059 -0.148 ~0.149 0.539
ChAvoidance 0.048 0.017 -0.201 0.010 0.494

Applied rotation method is promax.
EFA, exploratory factor analysis.





OPS/images/fpsyt.2024.1266383/table6.jpg
Promax Oblimin

Factor

1 Parent Sensitivity/Reciprocity Parent Sensitivity/Reciprocity
Factor Parent Intrusiveness/

2 Parent Intrusiveness Child Withdrawal

Factor

3 Child Involvement New positive dyadic factor

Factor Parent Limit Setting/

4 Child Compliance Child Involvement
Factor Parent Limit Setting/
5 Child Withdrawal Child Compliance

All analyses using oblimin rotation are displayed in the Appendix.
EFA, exploratory factor analysis.
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Property
S loadings
Proportion Var
Cumulative Var
Proportion explained
Cumulative proportion
Factor_1
Factor_2
Factor_3
Factor_4

Factor_5

7974 4.416
0.204 0.113
0.204 0318
0377 0.209
0.377 0.586
1.000 -0.590
-0.590 1.000
0.468 -0.390
0433 -0.507
-0.227 0.110

Factor_3
3534

0.091

0408

0.167

0.753

0.468

~0390

1.000

0.417

0.049

Factor_4
2730

0.070

0478

0129

0.882

0.433

-0.507

0417

1.000

-0.007

Factor_5
2491
0.064
0542
0118
1.000
-0.227
0.110
0.049
~0.007

1.000

Factor 1, Parent Sensitivity/Reciprocity; Factor 2, Parent Intrusiveness; Factor 3, Child Involvement; Factor 4, Parent Limit Setting; Child Persistence; Factor 5 = Child Withdrawal.
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Cronbach’s o Model A Model B

Factors

Sensitivity/(Reciprocity) 0.92 0.92
Intrusiveness 0.63 0.83
Limit Setting/(Compliance) 0.58 0.76
Involvement 0.75 0.65
Withdrawal ‘ 0.56 0.58 ‘
Compliance 0.24

Dyadic Reciprocity 0.87

Dyadic negative State 0.70

Cronbach’s o for shared factors sensitivity/reciprocity and Limit Setting/Compliance
retrieved from Model B are in contrast to those of the traditional model. The o values are
based on the EFA using promax rotation.

EFA, exploratory factor analysis.
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Mann-—

Whitney
U-test

Child characteristics

Sex: female 39 (52%) 31 (41.89%)

Sex: male 36 (48%) 32 (43.23%)

Mean age in 7.48 (2.39) 8.5 (2.60) W = 1,800.500, p

years (SD) =0.02

Missing 11 (14.88%)

background

information

Index patient’s characteristics

Sex: female 50 (81.97%) 51 (86.44%)

Mean age in 38.75 (5.77) 41.83 (5.48) W =977, p

years (SD) =0.003

SES (SD) 4.76 (.89) 6.41 (.63) W =104.50, p
< 0.001

Cultural resources 491 5.68 W =6295, p
= 0.001

Migration 13 (21.31%) 4(6.78%)

background

SD, standard deviation; SES, socioeconomic status; EG, experimental group; CG,

control group.
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Test Statistic df ocation paramete SE difference

CBCL Total Problem Score Student 2.791 145 0.003 6.095 2.184
CBCL Externalizing Behavior Student 2.695 145 0.004 2.731 1.013
CBCL Internalizing Behavior Student 4.868 145 <0.001 4.200 0.863
BSI GSI Student 9.926 147 <0.001 36.529 3.680

For all tests, the alternative hypothesis specifies that group EG is greater than group CG. For Student’s t-test, location parameter is given by mean difference. For the Mann-Whitney test, location
parameter is given by the Hodges-Lehmann estimate.
CBCL, Child Behavior Checklist; BSI, Brief Symptom Inventory; GSI, Global Severity Index; EG, experimental group; CG, control group.
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Parent composites:

Parental Acknowledging (core item), Elaborating, Parent Gaze, Positive
sensitivity Affect, Vocal Appropriateness, Appropriate Range of Affect,
(9 items) Resourcefulness, Praising, Affectionate Touch, Parent

Supportive Presence

Parental Overriding (core item), Forcing, Parent Negative Affect/Anger,
intrusiveness Hostility, Parent Anxiety, Criticizing
(6 items)

Parent limit Consistency of Style, On-Task Persistence, Appropriate
setting Structure/Limit Setting
(3 items)

Child composites

Child Child Initiation (core item), Child Gaze, Child Positive Affect,
involvement Child Affection to Parent, Alert, Fatigue (Revised), Child
(9 items) Vocalization, Competent Use of the Environment, Creative

Symbolic Play

Child Negative Emotionality, Withdrawal, Emotion Lability, Child
withdrawal Avoidance of Parent

(4 items)

Child Child Compliance to Parent, Child Reliance on Parent for Help,
compliance Child On-Task Persistence

(3 items)

Dyadic composites

Dyadic Reciprocity (core item), Adaptation-Regulation, and Fluency
reciprocity
(3 items)

Dyadic Constriction and Tension
negative

states

(2 items)

Core items are expected to be included in composites across contexts (CIB Training provided
by R. Feldman, 2020).
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Model RMSEA [90% CI] TLI BIC
1 Factor 4,119.99* 741 0.12 [0.11; 0.13] 047 ~1,885.86
5 Factors 1,045.38 556 0.08 [0.07; 0.08] 0.80 ~1,736.82

%, Satorra-Bentler scaled chi-square; CF1, comparative fit index; RMSEA, root mean square error of approximation; CI confidence interval; TLI, Tucker-Lewis index; BIC, Bayesian information
criterion; minres, minimal residual resolution; PAF, principal axis factoring.
#*4p < 0.001.
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M (SD) f rie (M (SD) P; (M (SD)

[min; max] [min; max]) [min; max])

Factor 1 Experienced 380 2434 (25.30) [1; 101] 3 67 49 (.03) [45;.52 2334 (3.44)
SBA 20.40; 27.12)]

Factor 2 Affiliate 380 44.67 (32.03) (15 101] 3 82 67 (.03) [.64;.71 43.67 (3.93)
stigma 40.65; 48.11

Factor 3 Shame 380 30.29 (27.60) [1; 101] 3 75 59 (.11) [47:.68 29.29 (9.38)
20.46; 39.13

Factor 6 Anticipated 380 31.24 (27.01) [1; 101] 3 75 59 (.15) [42;.70 30.24 (94)
SBA 22.72; 40.78)

Total*** 380 | 32.63(21.93) [1;9217] | 12 87 56 (.07) 38,63 3163 (9.87)
20.40; 48.11

Factor 4 Healthcare 181 72.86 (25.57) [1.33; 101] 3 81 66 (.02) [.64;.69! 71.86 (6.15)
64.81; 76.13

Factor 7 Social support = 380 42.86 (30.26) [1; 101] 2 67 .67 (.00) [.67;.67 41.86 (3.86)
39.13; 44.59
Total 380 37.12 (19.68) [1; 8693 17 84 45 (13) [21;61 39.94 (17.77)
20.4; 76.13)

Item no,, number of items; &, Cronbach’s alpha; r;,, corrected item-whole correlation; P, item difficulty. *Spearman Brown coefficient rgg. **Items in factor 4 N = 181. ***Without factor 4 and
factor 7.
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M (SD) f rie (M (SD) P; (M (SD)

[min; max] [min; max]) [min; max])

Factor 1 Experienced 380 2434 (25.30) [1; 101] 3 67 49 (.03) [45;.52 2334 (3.44)
SBA 20.40; 27.12)]

Factor 2 Affiliate 380 45.09 (25.27) [15 99.55) 11 88 60 (.09) [.46;.76! 44.09 (6.80)
stigma 29.52; 56.53

Factor 3 Shame 380 31.63(24.00) [1;97.17) 6 80 55 (.08) [49:.69) 30.63 (7.22)
20.46; 39.13

Factor 6 Anticipated 380 35.01 (25.08) [1; 101] 4 77 57 (.07) [48;.64 3401 (10.75)
SBA 2272; 45.31

Total*** 380 | 37.45(2081) [1;9496] 24 92 54.(09) [3:71] 3645 (10.38)
20.40; 56.53

Factor 4 Healthcare 181 72.86 (25.57) [1.33; 101] 3 81 66 (.02) [.64;.69! 71.86 (6.15)
64.81; 76.13

Factor 7 Social support = 380 42.86 (30.26) [1; 101] 2 67 .67 (.00) [.67;.67 41.86 (3.86)
39.13; 44.59
Total 380" 39.46 (19.39) 1;91.92] 29 91 48 (15) [15;.69) 4049 (14.54)
20.4; 76.13)

Item no,, number of items; &, Cronbach’s alpha; r;,, corrected item-whole correlation; P, item difficulty. *Spearman Brown coefficient rgg. **Items in factor 4 N = 181. ***Without factor 4 and
factor 7.
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[90% Cl]

A 5495.92 2138 <.001 2.57 .064 [.062;.066] 092 687 229 155.63

A, original COPMI-SQ; x*, model chi square; df, degrees of freedom; p, p-value RMSEA, root mean square error of approximation; SRMR, standardized root mean square residual; CEL
comparative fit index; AIC, Akaike information criterion.
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Sociodemographics and mental health status

Gender Female 440 (80.0%) Mental illness ‘ No 174 (31.6%)

Male 48 (8.7%) ‘ Yes 376 (68.4%)
I Other 47 (8.5%) Comorbidity ‘ No 242 (53.6%)

ns 15 (2.7%) ‘ Yes 134 (35.6%)

Age M 1636 Treatment" ‘ No 227 (60.4%)
SD 198 ‘ Yes 149 (39.6%)
Range 12-21

SES Low 12 (2.2%)
Medium 196 (35.6%)
High 342 (62.2%)

Diagnosis® Adolescents*

Neurodevelopmental disorders 35(9.3%)

Schizophrenia and other psychotic disorders ; 3 (0.8%)

Bipolar and related disorders ‘ 6 (1.6%)

Depressive disorders 203 (54.0%)

Anxiety disorders 124 (33.0%)

Obsessive-compulsive and related disorders 10 (2.7%)

Trauma- and stressor-related disorders 27 (7.2%)

Feeding and eating disorders 40 (10.6%)

Sleep-wake disorders 1 (0.2%)

Substance-related and addictive disorders 2 (0.5%)

Personality disorders 24 (6.4%)

Other® 100 (26.6%)

Information is based solely on information provided by participating adolescents. ns, not stated; SES, socioeconomic status. 'Percentages refer to n = 376 adolescents who stated having a mental illness.
*Mental disorders were reported by adolescents in a free-text answer and clustered according to DSM-5 categories (54). *For example, listing of symptoms, suspected diagnoses, or other problems.
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Sociodemographics and mental health status

Gender Female 276 (72.6%) Parental mental illness Mother 179 (47.1%)
Male 43 (11.3%) Father 93 (24.5%)
Other 55 (14.5%) Both 108 (28.4%)
ns 6 (1.6%) Comorbidity mother® No 210 (73.2%)
Age M 17.12 Yes 77 (26.8%)
SD 201 Treatment mother® No 148 (51.6%)
Range 12-21 Yes 124 (43.2%)
SES Low 29 (7.6%) ns 15 (5.2%)
Medium 172 (45.3%) Comorbidity father® No 158 (78.6%)
High 179 (47.1%) Yes 43 (21.4%)
Mental illness No 33 (8.7%) Treatment father® No 126 (62.7%)
Yes 347 (91.3%) Yes 62 (30.8%)
Comorbidity No 186 (53.6%) ns 13 (6.5%)
Yes 161 (46.4%)
Treatment" No 141 (40.6%)
Yes 206 (59.4%)
Diagnosis* Adolescents® Mothers? Fathers®
Neurodevelopmental disorders ‘ 60 (17.3%) 16 (5.6%) 18 (9.0%)
Schizophrenia and other psychotic disorders 1 (0.3%) 10 (3.5%) 9 (4.5%)
Bipolar and related disorders 4 (1.2%) 17 (5.9%) 17 (8.5%)
Depressive disorders 215 (62.0%) 176 (61.3%) 111 (55.2%)
Anxiety disorders 95 (27.4%) 33 (11.5%) 8 (4.0%)
Obsessive-compulsive and related disorders 19 (5.5%) 7 (24%) 0 (0.0%)
Trauma- and stressor-related disorders 54 (15.6%) 23 (8.0%) 13 (6.5%)
Dissociative disorders 12 (3.5%) 4 (1.4%) 0 (0.0%)
Feeding and eating disorders 54 (15.6%) 11 (3.8%) 1 (0.5%)
Sleep-wake disorders 5 (1.4%) 1(0.3%) 0 (0.0%)
Gender dysphoria 1(0.3%) 0 (0.0%) 0 (0.0%)
Substance-related and addictive disorders 1(0.3%) 11 (3.8%) 23 (11.4%)
Personality disorders 49 (14.1%) 40 (13.9%) 25 (12.4%)
Other® 120 (34.5%) 37 (12.9%) 29 (14.4%)

Information is based solely on information provided by participating adolescents; ns, not stated; SES, socioeconomic status. 'Percentages refer to n = 347 adolescents who stated having a mental
illness. *Percentages refer to n = 287 mothers reported to have a mental illness according to the participating adolescents. *Percentages refer to n = 201 fathers reported to have a mental illness
according to the participating adolescents. *(Parental) mental disorders were reported by adolescents in a free-text answer and clustered according to DSM-5 categories (54). *For example, listing
of symptoms, suspected diagnoses, or other problems.
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Experienced stigma by association

Weil das Elternteil eines Kindes eine
psychische Erkrankung hat, ...

Because the parent of a
child has a mental

Schild mit sich herumtragen: “Er/Sie
hat eine Mutter/einen Vater mit
einer psychischen Erkrankung”

Affiliate stigma

Weil das Elternteil eines Kindes eine
psychische Erkrankung hat, ...

illness, ...
ESBA_01 ... haben andere Angst vor dem ... others are afraid of the
Elternteil oder dem Kind. parent or the child.
ESBA_02 ...sagen andere verletzende Sachen ... others say hurtful
iiber das Kind oder sein Elternteil. things about the child or
the parent.
ESBA_03 Das Kind fiihlt sich, als wiirde es ein The child feels like he’s

carrying around a sign:
“He/she has a mother/
father with a

mental illness”.

Because the parent of a
child has a mental

sein Elternteil nicht wie andere
Eltern ist.

Anticipated stigma by association

Wenn andere von der psychischen
Erkrankung des Elternteils eines
Kindes erfahren wiirden, ...

illness, ...
AS_01 ... fithle das Kind sich weniger wert. ... the child feels
less worthy.
AS_02 ...denkt das Kind, dass seine Familie ... the child doesn’t think
nicht richtig ist. his family is normal.
AS_03 ... fithle das Kind sich schuldig. ... the child feels guilty.
Shame
SH_01 (i) = Das Kind hat kein Problem damit, The child has no problem
seinen Freund*innen sein introducing the (ill) parent
(erkranktes) Elternteil vorzustellen. to his friends.
SH_02 Dem Kind ist es peinlich, dass sein The child is embarrassed
Elternteil eine psychische that his parent has a
Erkrankung hat. mental illness.
SH_03 Das Kind schiamt sich dafiir, dass The child is ashamed that

his parent isn’t like
other parents.

If other people found out
about the child’s parent’s
mental illness, ...

@

dem Kind gegeniiber nichts dndern

Healthcare (additional screener item

Wenn das Elternteil eines Kindes
aufgrund einer psychischen
Erkrankung im

Krankenhaus war, ...

ASBA_01 | ... wiirden sie hinter dem Riicken ... they’d speak badly
des Kindes schlecht iiber die about the parent’s illness
Erkrankung seines Elternteils reden. behind the child’s back
ASBA_02 ... wiirden sie iiber das Kind ldstern. ... they would bad-mouth
the child.
ASBA_03 ... wiirde das an ihrem Verhalten .. it wouldn’t change their

behavior towards
the child.

s)

When the parent of a
child was in hospital
because of their mental
illness, ...

HC_01 (i) = ... konnte das Kind das Personal ... the child could always
‘ immer ansprechen, wenn es Fragen approach the staff if it had
zur Erkrankung seines any questions about his
Elternteils hatte. parent’s illness.

HC_02 (i) ... fiihlte das Kind sich vom ... the child felt well
Krankenhauspersonal gut einbezogen | integrated and informed
und informiert. by the hospital staff.

HC_03 (i) | ... war die Beziehung zwischen dem ... the relationship

Kind und dem
Krankenhauspersonal gut.

Social support (

a

between the child and the
hospital staff was good.

Es gibt Leute, mit denen das Kind

SS_01 (i) iiber seine Angste und Sorgen
reden kann.
Wenn das Kind wegen der

$5.02 (i) Erkrankung seines Elternteils Hilfe

braucht, gibt es Personen. mit denen

dditional screener items)

There are people the child
can talk to about his fears
and worries.

If the child needs help

because of his parent’s
illness, there are people the

es sprechen kann.

scoring 1-101; (i) inverted item, scoring 101-1.

child can turn to.





OPS/images/fpsyt.2024.1376627/table1.jpg
Sample by Dobener et al., 2022

[min; max])

P,
(M (sD)

[min; max])

Sample 1

[min; max])

P;
(M (sD
[min; max])

Experienced SBA 17
Anticipated SBA 16
Affiliate SBA 19
Structural 16

discrimination

COPMI-SQ-total 67

95

95
93
87

98

71 (.16) [.40;91]

72 (15) [43;88)

63 (.10) [45:82)

51 (13) [28:71]

nr

27.36 (7.36)

33.59 (7.08)

29.01 (7.84)

51.47 (14.91)

[28.31; 77.69.

34.71 (13.44)

[15.00; 77.69:

15.95; 46.88]

21.22; 44.59]

15.00; 46.88)

71

95

Item no., number of items; o, Cronbach’s alpha; r;;, corrected item-whole correlation; P;, item difficulty. nr, not reported.

56 (.18) [.15:75)

60 (.14) [27:75)

57 (08) [43;72)

31(.12) [.08,51]

46 (.19) [-.09;.68]

21.39 (13.22) [8.01; 47.50]

25.78 (11.04)
[11.50; 45.31]

38.29 (10.42)
[20.46; 56.53)

63.15 (13.05)
[39.41; 84.30]

36.58 (19.62) [8.01; 84.30]
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Experienced stigma by association

Weil meine Mutter/mein Vater eine
psychische Erkrankung hat, ...

Because my mother/father
has a mental illness, ...

ESBA_01 ... haben andere Angst vor meiner ... others are afraid of my
Mutter/meinem Vater oder mir. mother/father or me.

ESBA_02 ...sagen andere verletzende Sachen ... others say hurtful
iiber mich oder meine Mutter/ things about me or my
meinen Vater. mother/father.

ESBA_03 | Ich fithle mich als wiirde ich ein I feel like I'm carrying

Schild mit mir herumtragen: “Er/Sie
hat eine Mutter/einen Vater mit einer
psychischen Erkrankung”

Affiliate stigma

Weil meine Mutter/mein Vater eine
psychische Erkrankung hat, ...

around a sign: “He/she
has a mother/father with
a mental illness”.

Because my mother/my
father has a mental

Shame

illness, ...
AS_01 ... fithle ich mich weniger wert. ... I feel less worthy.
AS_02 ...denke ich, dass meine Familie nicht = ... I don’t think my family
richtig ist. is normal.
AS_03 ... fithle ich mich schuldig. ... I feel guilty.

SH_01 (i) = Ich habe kein Problem damit, meinen | I have no problem
Freund*innen meine (erkrankte) introducing my (ill)
Mutter/meinen (erkrankten) mother/father to
Vater vorzustellen. my friends.

SH_02 Mir ist es peinlich, dass meine I'm embarrassed that my
Mutter/mein Vater eine psychische mother/father has a
Erkrankung hat. mental illness.

SH_03 Ich schime mich dafiir, dass meine I'm ashamed that my

Mutter/mein Vater nicht wie andere
Miitter/ Viiter ist.

Anticipated stigma by association

Wenn andere von der Erkrankung
meiner Mutter/meines Vaters
erfahren wiirden, ...

mother/father isn’t like
other mothers/fathers

If other people found out
about my mother’s/
father’s illness, ...

@

ASBA_01 | ... wiirden sie hinter meinem Riicken ... they'd speak badly
schlecht iiber die Erkrankung meiner | about my mother’s/
Mutter/meines Vaters reden. father’s illness behind

my back

ASBA_02 ... wiirden sie iiber mich listern. ... they would bad-

mouth me.

ASBA_03 ... wiirde das an ihrem Verhalten mir ... it wouldn’t change

gegeniiber nichts dndern

Healthcare (additional screener items)

Wenn meine Mutter/mein Vater
aufgrund der psychischen
Erkrankung im Krankenhaus war, ...

their behavior
towards me.

When my mother/father
was in hospital because of
their mental illness, ...

HC_01 (i) = ... konnte ich das Personal immer ... I could always
ansprechen, wenn ich Fragen zur approach the staff if I had
Erkrankung meiner Mutter/meines any questions about my
Vaters hatte. mother’s/father’s illness.

HC_02 (i) ... fiithlte ich mich vom ... I felt well integrated
Krankenhauspersonal gut einbezogen | and informed by the
und informiert. hospital staff.

HC_03 (i) | ... war die Beziehung zwischen mir ... the relationship
und dem Krankenhauspersonal gut. between me and the

hospital staff was good.

Social support (additional screener it

ems)

SS_01 (i)

SS_02 (i)

Es gibt Leute, mit denen ich iiber
meine Angste und Sorgen
reden kann.

Wenn ich wegen der Erkrankung
meiner Mutter/meines Vaters Hilfe
brauche, gibt es Personen. mit denen
ich sprechen kann.

There are people I can
talk to about my fears
and worries.

If I need help because of
my mother’s/father’s
illness, there are people I

can turn to.

scoring 1-101; (i) inverted item, scoring 101-1.
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M (SD) ! rie (M (SD) P; (M (SD)

[min; max] [min; max]) [min; max])

Factor 1 Experienced 550 6081 (21.72) [1; 101] 3 68 5 (.08) [43;59] 59.81 (6.59)
SBA 53.62; 66.74

Factor 2 Affiliate stigma | 550 64.97 (22.28) [1; 101] 3 78 62 (.05) [.57:67] 63.97 (.98)
62.88; 64.75]

Factor 3 Shame 550 | 62.63 (19.2) [15 101] 3 69 52 (21) (2866 61.63 (3.38)
57.78; 64.13

Factor 6 Anticipated 550  55.67 (22.2) [1; 101] 3 64 46 (.19) [.25;.59] 54.67 (6.29)
SBA 47.78; 60.11

Total** 550  61.02 (16.37) 12 84 51 (.12) [.24;.61 60.02 (5.49)
[4.83; 95.33] 47.78; 66.74

Factor 4 Healthcare 550  55.11 (20.01) [1; 101] 3 75 59 (01) [.58:.59) 54.11 (5.34)
50.18; 60.19

Factor 7 Social support | 550 | 47.64 (23.12) [1; 101] 2 59 61 (00) [.61:61 46.64 (1.49)
45.59; 47.69)

Total 550  58.4 (13.09) 17 81 4 (.13) [.19;55] 57.4 (6.79)
[3.71; 94.41] 45.59; 66.74)

Item no., number of items; o, Cronbach’s alpha; r;;, corrected item-whole correlation; P;, item difficulty. *Spearman Brown coefficient rgp.**Without factor 4 and factor 7.
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x2/df RMSEA SRMR

[90% ClI]
A* 7,093.22 2,138 <.001 3.32 ‘ .065 [.063;.066] .101 667 334,651.99
I B* 2,950.16 881 <.001 3.35 ‘ 1065 [.063;.068] 77 768 219,428.19
e 1,472.05 362 <.001 4.07 ‘ .075 [.071;.078] 089 746 145,786.94
D¥ 1,270.86 246 <.001 5.17 ‘ .087 [.083;.091] 096 723 120 996.64
B* 247.29 104 <.001 2.38 ‘ 056 942 84,798.78
B2t 149.19 48 <.001 3.11 ‘ 062 [.052;.072] 049 945 60,008.05

A, original COPMI-SQ; B, seven-factor model derived by EFA; C, six-factor model derived by item analyses (all scales); D, four-factor model derived by item analyses (without additional
screening scales); E, COPMI-SQ-r with additional screening scales; F, COPMI-SQ-r without additional screening scales. * Analyses were conducted in sample 2; 7, model chi square; df, degrees of
freedom; p, p-value; RMSEA, root mean square error of approximation; SRMR, standardized root mean square residual; CFI, comparative fit index; AIC, Akaike information criterion.
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Statement

Deal with imagined frightening future scenarios (e.g. falling down the stairs with baby)
Involve listening to others feeling the same way

Involve listening to other women who are struggling with not sleeping/nausea/baby teething/baby

illnesses

Normalise not feeling a rush of love once baby is born (e it normal to be too exhausted to feel
anything its normal to feel relieved it over)

Suggest ways of bonding that are not breastfeeding
Explore a woman's relationships with her own parents

Involve targeted peer support (ic., being paired with a similar woman who no longer has suicidal

thoughts)

Involve feeling looked afier (e.g, lots of cups of tea and biscuits provided)

Be delivered while walking outside

Focus on changing how women fecl rather than just talking about how women feel
Be structured (rather than unstructured)

Be delivered as a group session (rather than one-to-one)

Explore how a woman's purpose for being here has changed from pre-baby to present
Challenge womens anxiety of ruining the baby’ life

Address women's feelings of failure

Help women identify that they have a place in the world

Build confidence in baby-related tasks (e.g, changing a nappy; bathing baby)

Help women feel significant again

Identify why a woman is the best mother for their baby

Help women cope with not meeting their breastfeeding goals

Address that the prospect of being a mother can be frightening

Include mindfulness

Explore catastrophising thoughts

Help women cope with the urge to harm themselves.

Help women manage anger

Puta plan in place for how to respond to suicidal thoughts when alone/with the baby only
Help women to structure their day

Encourage babywearing

Help women feel more free

Challenge the perceived helpfulness of non-suicidal self-harming (if applicable)
Provide ways a woman can comfort herself without thinking about suicide

Involve self-care activities that can be finished (e.g., baking a cake)

Factor 1
Rank Z-score
0 0.09
0 -022

0.07
+3 106
-1 -030
0 -030
-026
-1 ~0.41
-1 ~186
+ 018
-3 -122
-1 -139
-2 -056
+ 027
+2 0.88
0 ~0.02
-1 ~041
+1 042
0 016
-1 ~0.44
+1 027
-3 -118
+3 093
+3 134
0 001
+5 196
-2 -073
-5 -197
-2 085
0 ~0.10
+2 093
-1 045

Factor 2
Rank Z-score
0 ~007
0 ~003
0 -028
+3 L13
-1 -030
0 -014
-1 030
-2 ~069
-5 -219
0 0.04
-3 -123
-4 -141
-2 -050
+2 0.64
+3 117
0 ~004
-1 -037
+ 037
0 0.07
-1 ~024
+1 021
-3 -1.07
+2 0.88
+ 143
0 ~0.13
+6 217
-2 ~077
—4 -167
-3 095
-1 0.27
+2 095
-2 -075
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Statement Factor 1 Factor 2

Rank Z-score Rank Z-score

s1 Put positive plans in place for the future +2 074 -2 ~046
$6 Involve lstening to others who have felt suicidal when perinatal and got better - -035 + 039
7 Encourage women to read baby books -6 -259 -4 -198
S8 Highlight the ways women are caring for their baby -3 -110 0 o

Encourage women to draw a map of their support network (people they can talk to or can hely
s1 g " s peor Y " -2 -0.51 +2 067
in some way)

sz Be delivered by a therapist who has also experienced perinatal mental health difficulties -1 ~0.50 -4 -172
S13 Involve someone to talk to as soon as the suicidal thoughts come back +3 1.50 +1 0.35
si4 Be delivered by the same therapist at every contact + 044 +5 205
15 Be delivered by a therapist who demonstrates that they understand 42 0.67 45 1.60
si6 Involve a therapist keeping detailed notes -3 -1.00 + 060
$20 Identify the irrational thoughts that lead to suicidal thoughts +5 182 +3 122
23 Challenge the thoughts of being a ‘bad muny + 057 + L43
826 Determine what the suicidal thoughts are AND feelings about them +4 152 o 0.13
527 Ease anxiety about the prospect of birth or the birth experience -1 -039 + 046
$28 Be delivered in the woman's own home -2 =0.50 =5 =1
$29 Be delivered remotely (e.g, via email, text or online chat) -2 ~062 -5 -230
31 Invole a day session where women and babies can go for a whole day and leave in the evening -5 -193 -3 -137
35 Be delivered via a phone app -4 ~144 -6 -266
. Ensure childcare is available while women access the intervention (i.., for the baby and older » s . o
siblings)
10 Highlight womens purpose (e.g. how she is growing a baby or how she i looking afier baby) —4 -125 0 on
$46 Challenge the pursuit for perfectionism (e.g, you are good enough) + 030 +2 086
19 Help women deal with the identity change from pre-baby self to mother 0 ~013 +2 077
$50 Explore expectations for pregnancy/motherhood? 0 -025 +2 070
s54 Explore thoughts of wanting the pre-baby lfe back - ~099 0 008
560 Help women to cope with the worry of feeling suicidal +4 153 +1 044
S64 Help women to relinquish control -3 -117 -1 033
565 Explore ways to ask for attention that do not involve self-harm/attempting suicide 2 0.86 0 0.00
569 Help women to cope with life hurdles (e.g. child accidentally bumping their head) -2 ~0388 -1 -027
71 Challenge thoughts of suicide as a positive option + 174 +1 024

74 Ensure women have financial stability +2 086 -2 -038
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A psychological intervention for perinatal suicide should...
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“This study
However, when gathering statements for the Q-set,
than describing an explicit want to attempt suicide

Statement

Put positive plans in place for the future

Deal with imagined frightening future scenarios (.., falling down the stairs with baby)
Involve listening to others feeling the same way

Involve listening to other women who are struggling with not sleeping/nausea/baby teething/baby llnesses

Normalise not feeling a rush of love once baby is born (e.g. it's normal to be too exhausted to feel anything; its normal

to feel relieved it’s over)

Involve listening to others who have felt suicidal when perinatal and got better
Encourage women to read baby books

Highlight the ways women are caring for their baby

Suggest ways of bonding that are not breastfeeding

Explore why women may feel nothing towards their baby

Encourage women to draw a map of their support network (people they can talk to or can help in some way)
Be delivered by a therapist who has also experienced perinatal mental health diffculties
Involve someone to talk to as soon as the suicidal thoughts come back

Be delivered by the same therapist at every contact

Be delivered by a therapist who demonstrates that they understand

Involve a therapist keeping detailed notes

Include education about the psychological transition to parenthood

Include education about mental health difficulties

Help women realise that having suicidal thoughts is problematic

Ide

y the irrational thoughts that lead to suicidal thoughts
Explore a woman'srelationships with her own parents

Challenge the idea that the baby would be better off without their mother

Challenge the thoughts of being ‘bad mum’

Help a woman identify suicidal risk factors (¢.g, having an abusive partner)

Remove shame

Determine what the suicidal thoughts are AND feelings about them

Ease ansiety about the prospect of birth or the birth experience

Be delivered in the woman’s own home

Be delivered remotely (¢.g, via email, text or online chat)

Involve targeted peer support (i.e., being paired with a similar woman who no longer has suicidal thoughts)
Involve a day session where women and babies can go for a whole day and leave in the evening

Feel informal

Involve feeling looked after (e.g, lots of cups of tea and biscuits provided)

Be delivered while walking outside

Be delivered via a phone app

Focus on changing how women feel rather than just talking about how women feel

Ensure childcare is available while women access the intervention (ie.,for the baby and older siblings)

Be structured (rather than unstructured)

Be delivered as a group session (rather than one-to-one)

Highlight women’s purpose (¢.g., how she is groy

ing a baby or how she is looking afer baby)
Explore how a woman's purpose for being here has changed from pre-baby to present
Challenge women's ansiety of ‘ruining the baby’ lfe

Address women's feclings of failure

Help women ide

that they have a place in the world
Build confidence in baby-related tasks (e.g, changing a nappy, bathing baby)
Challenge the pursuit for perfectionism (e.g., you are good enough)

Help women feelsignificant again

Ide

y why a woman s the best mother for their baby
Help women deal with the identity change from pre-baby self to mother
Explore expectations for pregnancy/motherhood?

Help women cope with the chaotic-ness of a baby

Help women cope with not meeting their breastfeeding goals

Help women to meet their breastfeeding goals

Explore thoughts of wanting the pre-baby life back

Address that the prospect of being a mother can be frightening

Help women cope if they have feclings of not wanting to look afer the baby
Include mindfulness

Help women to cope when feeling trapped

Puta plan in place for when the darkness descends/feeling absolutely nothing
Help women to cope with the worry of fecling suicidal

Explore catastrophising thoughts

Help women cope with the urge to harm themselves

Help women manage anger

ish control

Help women to reli

Explore ways to ask for attention that do not involve self-harm/attempting suicide

Puta plan in place for how to respond to suicidal thoughts when alone/with the baby only.
Help women to structure their day

Encourage babyweari

Help women to cope with life hurdles (e.g.. child a

lentally bumping their head)
Help women feel more free

Challenge thoughts of suicide as a positive option

Challenge the perceived helpfulness of non-suicidal self-harming (if applicable)
Provide ways a woman can comfort herself without thinking about suicide

Ensure women have financial stability

Involve sclf-care activiies that can be finished (c.g. baking a cake)

focused on an intervention to reduce suicidal ideation and behaviour, rather than to reduce “self-harm” (a term which can encompass both suicidal and non
became apparent that when in crisis some mothers described an urgent need to harm themselves in such a way that they would die, rather
e. harming herselfin a fatal way was more important than dying at that moment). Therefore, we have included the statement “help women

cope with the urge to harm themselves” (562) to better reflect the urge that mothers might feel when in crisis.

Looking to the future

Normalising

Bonding

Identifying support

‘The therapist

Psychoeducation

Causes of suicidal thoughts

Delivery of intervention

Increase a mother’s worth

‘Transition to motherhood

Tools to cope

Tools to negotiate daily life

Reframing suicide

Practical support

wicidal self-injury).
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Mothers (n

Age (years)

Ethnicity

Sexual orientation

Marital status

Highest level of education

Main employment status

Last felt suicidal during the perinatal

period

When suicidal thoughts were

experienced

Suicidal thoughts, planning or
attempled suicide

Number of children

Age of children (years)

Range: 28-64; Mean: 40.5

17 White British (81%),

1 White American (5%),

1 Asian/Asian British Indian (5%),
1 Asian/Asian British

Pakistani (5%),

1 Black/Black British African (5%)

15 heterosexual (71%),
5 bisexual (24%),
1 prefer not to say (5%)

17 married/living together (81%),
3 single (149%),

1 living separately (5%)

1 GCSES/CSES/O-levels (5%),

1 A-levels/BTEC (5%)

10 Undergraduate degree (487%),
8 Postgraduate degree (38%),

1 Doctorate degree (5%)

8 full-time (38%),

ime (33%),

3 homemaker (14%),

1 carer (5%),

1 retired (5%),

1 unemployed (5%)

7 part

2 currently or within the last

week (10%),

3 within the last 3 months but not
currently (14%),

2 between 3 and < 12months

ago (10%),

2 between 1 and <2years ago (10%),
2 between 2 and <5 years ago (10%),
3 between 5 and < 10years ago (14%),
710 or more years ago (33%)

3 pregnancy only (14%),

9 postpartum only (43%),

6 pregnancy and postpartum (29%),
1 childbirth and postpartum (5%),
2 pregnancy; childbirth and
postpartum (10%)

11 had thoughts alone (52%),

9 had thoughts and

planned (43%),

1 had thoughts, planned and
attempted (5%)

2 currently pregnant and no other
children (10%),

11 one child (52%),

5 two children (24%),

2 three children (10%),

1 four children (5%)

Range: 1-31; Mean: 1.2

Professionals (n = 11)

Gender

Ethnicity

Professional role

Duration spent working with perinatal

women (years)

1 male (9%), 10 female (91%)

8 White British (73%),

2 Mixed White and Black Caribbean
(18%),

1 White Irish (9%)

3 perinatal mental health nurses (27%),
2 perinatal dlinical psychologists (18%),
2 perinatal peer supporters (18%),

1 perinatal occupational therapist (9%),
1 psychiatry trainee (9%),

1 counsellor (9%),

1 support worker (9%)

Range: 1-24; Mean: 7.5
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Statement

Put positve plans in place for the future
Deal with imagined frightening future scenarios (e.g., falling down the stairs with baby)

Involve listening to others feeling the same way

Involve listening to other women who are struggling with not sleeping/nausea/baby teething/baby illnesses

Normalise not feeling a rush of love once baby is born (e.g., its normal to be too exhausted to feel anything;

normal to feel relieved it over)

Involve listening to others who have felt suicidal when perinatal and got better
Encourage women to read baby books
Highlight the ways women are caring for their baby

Suggest ways of bonding that are not breastfeeding

Explore why women may feel nothing towards their baby

Encourage women to draw a map of their support network (people they can talk to or can help in some way)
Be delivered by a therapist who has also experienced perinatal mental health difficulties

Involve someone to talk to as soon as the suicidal thoughts come back

Be delivered by the same therapist at every contact

Be delivered by a therapist who demonstrates that they understand

Involve a therapist keeping detailed notes

Include education about the psychological transition to parenthood

Include education about mental health difficulties

Help women realise that having suicidal thoughts

problematic
Identify the irrational thoughts that lead to suicidal thoughts

Explore a womanss relationships with her own parents

Challenge the idea that the baby would be better off without their mother

Challenge the thoughts of being a ‘bad mum’

Help a woman identify suicidal risk factors (e.g. having an abusive partner)

Remove shame

Determine what the suicidal thoughts are AND feelings about them

Ease anxiety about the prospect of birth or the birth experience

Be delivered in the woman's own home

Be delivered remotely (e.g., via email, text or online chat)

Involve targeted peer support i.e, being paired with a similar woman who no longer has suicidal thoughts)
Involve a day session where women and babies can go for a whole day and leave in the evening
Feel informal

Involve feeling looked after (e.g, lots of cups of tea and biscuits provided)

Be delivered while walking outside

Be delivered via a phone app

Focus on changing how women feel rather than just talking about how women feel

Ensure childcare s available while women access the intervention (i.c.,for the baby and older siblings)
Be structured (rather than unstructured)

Be delivered as a group session (rather than one-to-one)

Highlight women's purpose (e.g., how she is growing a baby or how she is looking after baby)
Explore how a womans purpose for being here has changed from pre-baby to present
Challenge women’ ansiety of ‘ruining the baby's life

Address women's feelings of failure

Help women identify that they have a place in the world

Build confidence in baby-related tasks (e.g., changing a nappy; bathing baby)

Challenge the pursuit for perfectionism (e.g. you are good enough)

Help women feel significant again

Identify why a woman s the best mother for their baby

Help women deal with the identity change from pre-baby self to mother

Explore expectations for pregnancy/motherhood?

Help women cope with the chaotic-ness of a baby

Help women cope with not meeting their breastfeeding goals

Help women to meet their breastfeeding goals

Explore thoughts of wanting the pre-baby life back

Address that the prospect of being a mother can be frightening

Help women cope if they have feelings of not wanting to look after the baby

Include mindfulness

Help women to cope when feeling trapped

Puta plan in place for when the darkness descends/feeling absolutely nothing

Help women to cope with the worry of fecling suicidal

Explore catastrophi

g thoughts
Help women cope with the urge to harm themselves

Help women manage anger

Help women to relinquish control

Explore ways to ask for attention that do not involve self-harm/attempting suicide

Puta plan in place for how to respond to suicidal thoughts when alone/swith the baby only
Help women to structure their day

Encourage babywearing

Help women to cope with life hurdles (e.g, child accidentally bumping their head)

Help women feel more free

Challenge thoughts of suicide as a positive option

Challenge the perceived helpfulness of non-suicidal self-harming (i applicable)

Provide ways a woman can comfort herself without thinking about suicide

Ensure women have financial stability

Involve self-care activities that can be finished (e.g, baking a cake)

Bold type highlights extremely ranked statements.

Factor arrays
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Percentages The patient is the The patient is the

Where minor children live

(%) mother (n) father (n)
In a family with both parents 336 ‘ 50.5 226 110
With a hospitalized single parent 42 ‘ 63 ‘ 42 0
In the care of a hospitalized parent living with other relatives 32 48 31 1
In shared parenting 13 ‘ 20 | 9 4
In the care of a second parent 87 13.1 45 42
In the care of other relatives 26 39 23 3
In foster care/adoption 31 47 29 2
In institutional care 4 0.6 4 0
No information on where the child lives (not in the care of a 91 13.7 19 72

hospitalized parent)

Died 4 0.6 4 0





OPS/images/fpsyt.2024.1386842/table4.jpg
Information on the offspring’s health  n = 292

Healthy 212

Mental disorders
Psychotic disorders 19
ADHD 11
Neurotic, stress-related and somatoform disorders 9
Mood disorders 8
Addiction 8
Mental retardation 8
Autism spectrum disorders 5
Unspecified mental difficulties 5

Death 7
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Age Valid percent- Cumulative
of offspring n age (%) percentage (%)
0-2 years 70 44 4.4

3-5 years 115 7.2 11.6

6-14 years 368 23.1 347

15-17 years 113 7:1 41.7

Adult 930 583 100.0
Missing 185

Total 1781
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Frequency @ Percentage

(n) (%)

Highest level of education

Learning disability elementary school 20 2.6
Elementary school ‘ 96 12.4
Vocational school 291 37.5
High school | 262 33.8
University ‘ 106 13.7
Missing ‘ 182

Sources of income

Employed 306 44.0
Unemployed 46 6.6
Disability pension due to 301 433

psychiatric indication

Disability pension due to 29 4.2
somatic indication

Parental leave 10 1.4
Retirement 3 0.4
Missing ‘ 262

Legal capacity

Legally capable 719 91.9
Restricted legal capacity 63 8.1
Missing 175

Housing arrangements

Alone 197 25.4
With partner/in marriage | 372 479
With other relatives 136 17.5
Supported housing 52 6.7
Homeless ‘ 20 2.6

Missing 180
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Patient-parents Statistical analyses

(VA Childless patients n (%) Total (n)
Sex
Men 353 (22.5%) 1217 (77.5%) 1570 X2 = 239.44
Women 604 (50.8%) 585 (49.2%) 1198 df=1
p <0.001
Phi = -0.295
Main diagnosis
Schizophrenia (F20) 243 (20.7%) 932 (79.3%) 1175
Other psychotic 422 (39.9%) 636 (60.1%) 1058
illness (F2x)
Depressive disorder (F33) 181 (59.3%) 124 (40.7%) 305 X2 =219.78
Bipolar disorder (F31) 111 (50.2%) 110 (49.8%) 221 df=3
p <0.001

Cramer V = 0.282

Diagnosis according to ICD-10, E2x=other psychotic disorders from category F2, except schizophrenia.
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Survey ltem* Engage Explore Plan Access and

mean mean mean Advocate
(range) (range) (range) mean
n=12in n=11in n=1in (range)
4 sessions 3 sessions 1 session n=>5in
3 sessions
1.1 am satisfied with the format of the coaching session. 575(4-7) 591 (5 -6) 6.00 6.00 (6 - 6)
2.1 found the coaching session to be applicable to my role. 5.67 (4-7) 591 (5-7) 6.00 5.80 (5 - 6)
3.1 am satisfied with the trainer(s) who led the coaching session. 6.33(5-7) 6.55(5-7) 7.00 6.60 (6 - 7)
4.1 am satisfied with my overall experience at the coaching session. 5753 -7) 609 (5-7) 6.00 620 (6-7)
5. The balance between presentations, discussion and activities fits my style 583 (4-7) 600 (5-7) 6.00 5.80 (5 - 6)
of learning.
6.1 would recommend the coaching session to other behavioral 567 (4-7) 582(4-7) 6.00 6.40 (6 - 7)
health practitioners.

*Responses to Likert-type items ranged from “I = strongly disagree” to 7 = strongly agree” with “4 = neither agree nor disagree”.
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1. Impact of parental SMI on the child

1.1 A detrimental impact
1.1.1 Consistency, boundaries and routine
1.1.2 Behavioral and developmental implications
1.1.3 Psychological impact and transmission of mental health
1.1.4 Reduced emotional availability and responsiveness
1.1.5 Instrumental and emotional parentification
1.1.5.1 A desire to protect the parent
1.2 Adverse impact is not inevitable
1.2.1 A parent’s strengths

2 Accessing support from services

2.1 Seeking support
2.2 Barriers to accessing services

2.2.1 Awareness and understanding of services

2.2.2 Practical barriers

2.2.3 Stigma toward parental SMI

2.2.4 Fear of custody loss and social service involvement
2.3 Current services are inadequate

2.3.1 Availability and accessibility

2.2.1 Service user acceptability

3 Role of professionals working with parental SMI

3.1 Building the therapeutic relationship

3.2 Child vs. parent as the priority

3.3 Whole family approach

3.4 Communicating information to the child

3.5 Communication and partnership between services

3.6 Staff role limited and influenced by training
3.6.1 Staff require greater understanding of other services and professionals
3.6.2 Lack of training regarding parental mental
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Participant Occupation
ID

Setting

Experience working with parents
experiencing SMI (years)

Relevant education,
qualification level

1 Nurse specialist NHS trust 20 Level 5
2 Team leader (family Local authority 10 Level 5
intervention)
3 Social worker Local authority 10 Level 7
4 Team manager (children’s Local authority 15 Level 4
services)
5 Early help practitioner Local authority 5 Level 3
6 Clinical psychologist NHS trust 20 Level 8
7 Social worker NHS trust 13 Level 6
8 Assistant psychologist NHS trust 6 Level 6
9 Clinical psychologist NHS trust 12 Level 8
10 Early help practitioner Local authority 4 Level 3
11 Early help practitioner Local authority 5 Level 6
12 Occupational therapist NHS trust 7 Level 6
13 Community psychiatric NHS trust 4 Level 5
nurse
14 Community psychiatric NHS trust 20 Level 6
nurse
15 Social worker NHS trust 4 Level 6
16 Clinical psychologist NHS trust 21 Level 8
17 Consultant psychiatrist NHS trust 17 Level 8

*Level 3 (National Vocational Qualification), Level 4 (Diploma), Level 5 (Diploma), Level 6 (Undergraduate degree), Level 7 (Masters degree), Level § (Doctorate).
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3

4

(28)
Australia

RCT

RCT

Non-clinical
sample of
mothers
(<24 months

postpartum)

Non-clinical
sample of
mothers

(< 12 months
postpartum)

n =470
(intervention
n=231;
waitlist
control =239)

n =206
(intervention
n=105;
waitlist-
control
n=101)

Brief online Waitlist
self-

compassion

intervention

(27)

Kindness for Waitlist
Mums Online
(KEMO) (13,

16, 39-41)

Overall:
52.8%
(n =248)

Intervention:

40.7%
(n=94)
Waitlist
control:
64.4%

(n=154)

Overall:
65.5%

(n =135)
KFMO:
51.4%
(n="54)
Waitlist
control:
80.2%
(n=281)

Self-guided
online format.
Details: two
videos and a tip
sheet.
Unlimited
access to
resources for
2 months.

See Mitchell
etal. (27).

Self-guided
online format.
Details: a
five-session
interactive
web-based
program.
Required
duration for
each weekly
session was
10-15 min per

week, and a few

minutes of a
daily exercise.

Fears of
compassion
scales (FCS) (33)
Compassionate
engagement and
actions scale
(CEAS) (34)

Self-compassion
scale (SCS-SF)
(32)

FSCRS (31)

DASS-21

(42)
Acceptance
and action
questionnaire
(AAQ-II)
(43)

Impact of
event scale-
revised
(IES-R) (44)
Maternal
breastfeeding
evaluation
scale
(MBEES)
(45)

WEMWBS
(35)
Depression,
anxiety and
stress
scales-Short
form
(DASS-21)
(42)

Significant intervention effects

for compassion-based outcomes
and  affect

control at

compared  to  waitlist
post-intervention:
CEAS subscales for self-compassion
engagement: CFT: M = 27.14 (SD = 6.56);
Waitlist: M = 24.01, (SD = 7.44).
Small effect size reported (n2 = 0.03)
DASS 21 depression: CFT: M = 271,
SD = 2.64; Waitlist: M = 3.98, SD = 4.22.
Small effect size reported (n2 = 0.02).
Posttraumatic  stress symptoms: CFT:
M = 5.68, SD = 6.81; Waitlist: M = 8.56,
SD = 12.45. Small effect size reported
(2 =0.02)

Significant greater increases in KFMO
group compared to waitlist control in
self-compassion from baseline KFMO:
M = 2.55, SD = 0.69; Waitlist: (M = 2.66,
SD = 0.58) to post-intervention (KFMO:
M =2.94, SD = 0.63; Waitlist = M = 2.74,
SD = 0.67) and from baseline to 6-week
follow-up (KMFO: M = 3.05, SD = 0.67;
Waitlist: M = 2.83, SD = 0.73). Small effect

sizes reported.
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5 (30) Pre- and Clinical n=>5 P-CFT (16) Not applicable 75% (n=4) Eight-session Forms of self- Patient Decreases in self-criticism and

UK post- sample of group led by criticism/self- health improvements in self-reassurance.
intervention mothers therapy attacking scale questionnaire-| Reductions in anxiety and depression
within a facilitators (FSCRS) (31) 9 (PHQ-9) scores. No inferential statistics reported.
NHSIAPT (in-person) (37)
service Generalized
anxiety
disorder-7
(GAD-7)
(38)

AAQ-II, acceptance and action questionnaire (43); CEAS, compassionate engagement and actions scale (34); DASS-21, depression, anxiety and stress scales-short form (42); FCS, fears of compassion scales (33); FSCRS, forms of self-criticism/self-attacking scale (31);
GAD-2, generalized anxiety disorder-2 (47); GAD-7, generalized anxiety disorder-7 (38); IES-R, impact of event scale-revised (44); MBFES, maternal breastfeeding evaluation scale (45); OAS, Other as shamer scale (48); SCS-SE self-compassion scale-short form (32);
PHQ-4, patient health questionnaire-4 (46); PHQ-9, patient health questionnaire-9 (37); WEMWBS, the Warwick-Edinburgh Mental Wellbeing Scale (35).
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References
Location

Design

Included

Interven-
tion
(Reference)

Comparator/
control

group

Retention
rate

Delivery
format
and
duration

Outcome measures

Compassion-| Other

Main outcome(s)

sample based
(26) Pilot RCT Non-clinical n=137 Compassionate | A “micro- Overall: Self-guided FSCRS (31) PHQ-4; (46) Similar improvements in compassion-
USA sample of (CMT mind training intervention” of 65.0% online format. SCS-SF (32) GAD-2 (47) based outcomes and affect across
women who n=69; CBT (CMT) (13, cognitive (n=289) Details: 45-min CMT and CBT. Greater significant
are n=68) 15, 16) behavioral CMT: 62.3% didactic course reductions in depression (CMT: M = 1.07,
pregnant, therapy (CBT) (n=43) that explained SD = 0.27; CBT: M = 142, SD = 0.29,
became from Palo Alto CBT: 67.6% the course p = 0.03) and anxiety (CMT: M = 1.00,
pregnant University’s (n = 46) materials. SD = 0.26; CBT: M = 1.49, SD = 0.26,
within the Institute of Participants p = 0.04) in CMT than CBT over time.
ast International would then Women who screened positive for
2-months, Internet have access to depression at baseline significantly more
and intend Interventions the follow-up likely to score below the depression
0 become (i4health) materials cut-off point at follow-up in CMT
pregnant in which were group than CBT group (p = 0.04).
he future either CMT No significant group difference for
audio positive baseline screening of anxiety.
meditations or No effect sizes reported.
CBT exercises
for two-weeks.
@27 Feasibility Non-clinical | 440 CFT-based Not applicable 59.5% Self-guided SCS-SF [Raes AAQ-II (43) 49.8% accessed some or all of the
Australia and and sample of resources (n=1262) online format. etal. (32)] IES-R (44) resources. Small significant increase in
New Zealand acceptability mothers (Authors of Details: two MBEES (45) self-compassion from baseline (M = 2.89,
study (pre- (< 24 months study) videos and a tip Other as SD = 0.81) to post-intervention (M = 3.00,
intervention, postpartum) sheet. shamerscale | SD = 0.80; p = 0.002). Reported effect
1-month Unlimited (OAS) (48) size was small (d = 0.11). No changes
post- access to in psychological flexibility, shame, or
intervention) resources for satisfaction with breastfeeding

1 month.

One video and
the tip sheet
covered self-
compassion in
motherhood.
The second
video was a
guided self-
compassion
visualization

exercise.
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mprovements about the behavior of the child in the parent-child interaction
Changes in parent’s behavior towards the child

Parent’s awareness about the impact of their own behavior on the child
Parent’s ability to understand and empathize with the child

Parent’s capability to regulate their own emotions, feelings, and thoughts

Parent’s capability to observe their child

The power of parental self-confidence
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Premeasurement Postmeasurement Difference 95% conf. interval  p-value %

score (T1) score (T2) of the difference improved
M M M from to based
on RCI

Sensitivity (N =50) 1885 362 2102 296 | 217 385 108 327 0007 66 62 56
Non-intrusiveness 1947 398 2102 283 155 417 | 36 273 o2 & 56 37
(N =50)
Responsiveness. 1891 341 2137 326 | 247 449 119 374 000" 6 60 54
(N =50)
Involvement 1823 339 2085 347 262 427 141 383 000+ 68 68 61
(N =50
Parent-Child 1369 473 1096 374 | 273 455 136 410 000+ &7 5 59
Relationship
Problems (N = 45)
Parenting Problems 7.1 448 1476 368 236 497 86 385 003 56 54
(N=45)
Prementalizing 242 85 | 217 86 -25 14 -6t 14 19° 20 38 2
(N =36)
Certainty of Mental 370 98 413 8 a2 88 1 72 007 2 E) 48
States (N = 36)
Interest and 548 87560 80 a3 91 -8 43 a 19 2 140

Curiosity (N = 36)

“p<05; “p<Ol.
results of the Wilcoxon signed-rank test: Z = -1.59, p = .11
b @N) = 27.

esults of the Wilcoxon signed:-rank test: Z
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Gender

Age on time of
referral (months)

Family structure

Classification DSM-
5% (only
first classification)

*Comparable with the classifications of the DC:0-5™.

%

Boy 24 | 48
Girl 26 | 52
0-12 26 | 52
12-24 7 | 14
24-36 2 | 4
36-48 s 16
48-60 4 8
60-66 3.6
Both 34 | 68
biological parents

One 10 20
biological parent

Post-divorce 4 8
co-parenting

Fosterparents 2 | 4
Autism 2 | 4
Spectrum Disorder

Unspecified 4 8
Neurodevelopmental

Disorder

Post-Traumatic 4 8
Stress Disorder

Parent-Child 39 | 78
Relational Problem

Other 12
Comorbidity 12 44
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Man 9 18
Gender Woman 41 82
Age <30 20 40

30-35 17 34

>35 13 26
Highest educational Low (basic or pre- 10 20
level attained vocational

secondary

education)

Middle (secondary 26 52

vocational

education)

High (bachelor or 14 28

master degree)
Classification DSM-5 Personality Disorder = 15 30
(only first classification)

Bipolar Disorder 1 2

Depressive Disorder | 7 14

Anxiety Disorder 5 10

Autism 6 12

Spectrum Disorder

11 22
Trauma and
Stressor-
Related Disorder
Others 5 10
Comorbidity 32 64
First treatment 10 20

Number of previous

Second treatment 14 28

treatments in mental health

care (adult patients) More than two 2 52
treatments before

Duration of treatment with 0-6 5 10

an integrated family

approach (months) 6-12 11 22
12-18 12 24
18-24 8 16

> 24 14 28
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Potential
participants

110

Refuse to participate due to:
- too much stress

- no confidence in privacy statement in research
- fear of involvement child protection service
Total n = 43

Drop out for pretest
EASn=4
PSQn=0
PRFQ n= 16

Paired posttest

EAS n =50
PSQn =45
PRFQn =36

J_o_taln:S

Drop-out of the study due to incomplete data:
EASNn=8

PSQn=17
PRFQ n= 10

Not included since treatment has
not been completed to date
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Review Author

Kennedy and

Munyan

Shafian et al.

Edward etal.

Quality of review

+ Review provides an a priori design by clearly sating its purpose.

+ Authors used a structured approach outlined by Whitmore and Knafl (29) for integative review construction, instead of PICO

+ Clear methodology to guide the lterature search process,including problem identification,lterature search, data evaluation, data analysis, and results
presentation

+ Inclusion and exclusion criteria were well defined, and the search strategy was comprehensive

+ Clear summary of the included studies in a table format

—The authors did ot explicitly explain their selection of study designs for inclusion in the review

— No mention ofrisk of bias assessment ofthe included studies

— Did ot provide a st of excluded studies, and did not assess the quality of the included studies

—There's no discussion of heterogeneity in the paper

+ PRISMA guidelines were followed

+ Study protocol was registered with PROSPERO

+ Literature search was conducted on multiple databases, with a broad search strategy

+ Selection criteria were clearly defined, and the data extraction and analysis were conducted systematically
+ Use of QUADAS:2 tool to assess the quality of slected studies

+/~ Unclear if the components of PICO were explicitly mentioned in the registration or protocol

+ Systematically addressed PPD by defining primary and secondary outcomes
+ Inclusion and exclusion eriteria are well-defined

+ Comprehensive search strategy across multiple databases, and applying specific inclusion and exclusion criteria.
+ Quality appraisal was conducted with CASP and Cohort Studies methodological checklist

+ Data extraction done by two rescarchers

+ Process of data extraction and synthesis was transparently described

+/= It unclear if the authors performed study selection and data extraction in duplicate

— No specific details about the synthesis methods used

— There's no discussion of heterogeneity in the paper

Evidence base for review

Articles reporting on the psychometric
properties of the screening measure used
to detect PPD in men, published in
English, and peer-reviewed

Peer-reviewed studies that compared
EPDS scores for depression with validated
diagnostic interviews

Peer-reviewed studies including qualitative
and quantitative research, longitudinal

studies and cross-sectional studies
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1. Did the research questions and inclusion criteria for the review include the components of PICO?

2. Did the report of the review contain an explicitstatement that the review methods were established prior to the conduct of the
review and did the report justify any significant deviations from the protocol?

3. Did the review authors explin their selection of the study designs for inclusion in the review?
4.Did the review authors use a comprehensive literature search strategy?

5. Did the review authors perform study selection in duplicate?

6. Did the review authors perform data extraction in duplicate?

7. Did the review authors provide a lst of excluded studies and justify the exclusions?

8. Did the review authors describe the included studies in adequate detail?

9. Did the review authors use a satisfactory technique for assessing the risk of bias (RoB) in individual studies that were included in the

review?
10. Did the review authors report on the sources of funding for the studies included in the review?
11 1f meta-analysis was performed did the review authors use appropriate methods for statstical combination of results?

12.1f meta-analysis was performed, did the review authors assess the potential impact of RoB in individual studics on the results of the

‘meta-analysis or other evidence synthesis?
13. Did the review authors account for RoB in individual studies when interpreting/ discussing the results of the review?

14, Did the review authors provide a satsfactory explanation for, and discussion of, any heterogeneity observe in the results of the
review?
15.1f they performed quantitative synthesis did the review authors carry out an adequate investigation of publication bias (small study

bias) and discuss ts likely impact on the results of the review?

16. Did the review authors report any potential sources of conflct of interest, including any funding they received for conducting the

review?

Berg
etal ()

Kennedy and
Munyan (

)

Pérez
etal. ()

Shafian

EetalN(@s)|

Darwin
etal. (

Edward
etal ()

)

o -
+ + + + + +
+ + + +
+ + + +
= = - - o =
+ + + + + +
- - - ‘ + + +

Na. Na. Na. + Na Na

Na. Na. Na. + Na. Na.

Na. Na. Na. + Na. Na.

Na. Na. Na. + Na. Na.
+ + - + + +






OPS/images/fpubh-12-1393729/fpubh-12-1393729-t002.jpg
Screening instrument

Edinburgh Postnatal Depression Scale (EPDS)
Birmingham Interview for Maternal Mental Health (BIMMH)

Edinburgh Postnatal Depression Scale, partner version (EPDS-P)

Postpartum Bonding Questionnaire (PBQ)

Paternal Adjustment and Paternal Attitudes Questionnaire (PAPA)
Blues Questionnaire

Beck Depression Inventory (BDI)

Beck Depression Inventory-11 (BDI-IT)

Brief Symptom Inventory (BSI)

Center for Epidemiologic Studies Depression Scale (CES-D)
Depression Anxiety and Stress Scale (DASS)

Gotland Male Depression Scale (GMDS)

Kessler Psychological Distress Scale (K10)

Patient Health Questionnaire (PHQ)

Postpartum Depression Screening (PDSS)

Self-rating Depression Scale (SDS)

Edinburgh Gotland Depression Scale (EGDS)

Hospital Anxiety and Depression Scale (HADS)

Hospital An

y and Depression Scale-Anxiety subscale (HADS-A)
Zungs Self-rated Anxiety Scale (SAS)

State Anxiety Inventory (STAI-X1)

HAD-A (Hospital and Anxiety Depression Scale)

HADS-ASAS (Hospital Anxiety and Depression Scale-Anxiety and Stress subscales)
Positive and Negative Affect (PANAS)

General Health Questionnaire-28 (GHQ-28)

Chinese Health Questionnaire (CHQ)

Visual Analog Scale (VAS)

Primary Care Evaluation of Mental Disorders (PRIME-MD)

General Health Questionnaire 12 items (GHQ-12)

International Classification of Diseases (ICD-8/10)

Mental Health index (MHI-5)

Mini Neuropsychiatric Interview (MINI)

Schedule for Affective Disorders and Schizophrenia (SADS)

Structured Cl

ical Interview for DSM-IV Axis II Personality Disorders (SCID)
Symptom Checklist 90-Revised (SCL-90-R)
36-Item Short Form Health Survey, Taiwanese version (SF-36)

Chinese Health Questionnaire (CHQ)

Type of screel
Perinatal Mental Health
Perinatal Mental Health
Perinatal Mental Health
Perinatal Mental Health
Perinatal Mental Health
Perinatal Mental Health
Depression

Depression

Depression

Depression

Depression

Depression

Depression

Depression

Depression

Depression

Depression
Ansiety/Depression
Anxiety

Anxiety

Ansiety

Anxiety

Anxiety

Other Mental Health
Other Mental Health
Other Mental Health
Other Mental Health
Other Mental Health
General Mental Health
General Mental Health
General Mental Health
General Mental Health
General Mental Health
General Mental Health
General Mental Health
General Mental Health

General Mental Health

Number of items

25
30
10-20
21
2
53
20

4

35

20

20
20

None

None

None

None

None

None

36

30

Description

Screens for postpartum depression in mothers

Assesses maternal mental health during the perinatal period
Screens for postpartum depression in partners (fathers)
Developed to provide an indication of mother-infant relationship problems
Assesses paternal adjustment and attitudes

Screening for postpartum depression in mothers

Measures the severity of depressive symptoms

Assesses the presence and severity of depressive symptoms
Evaluates various psychological symptoms, including depression
Screens for depressive symptoms in the general population
Measures the emotional states of depression, anxiety, and stress
Designed to assess depression specifically in males

Measures psychological distress, including depression

Screens for common mental disorders, including depression
Specifically designed for screening postpartum depression
Self-report measure of depressive symptom

Designed for assessing depression in males

Screens for ansiety and depression in hospital patients

Specifically assesses anxiety symptoms in hospital patients
Measures the severity of anxiety symptoms
Assesses state anxiety (current, momentary anxiety)

Screens for anxiety symptoms in hospital p:

ts

Assesses anxiety and stress in hospital patients

One of the most widely used scales to measure mood or emotion
Screens for general mental health and distress

Assessment tool of psychological distress

Measuring subjective experiences such as pain or mood

Screening and diagnosing common mental disorders in primary care
Screens for general mental health and distress

A standardized diagnostic classification system for mental disorders
Brief assessment of mental health in adults.

A short, structured diagnostic interview for mental disorders

A comprehensive diagnostic interview for mood disorders
Semi-structured interview guide for making diagnoses

Assesses a wide range of psychological symptoms

Measures health-related quality of life

Screening for mental health issues in Chinese populations
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Research Included instruments

focus

Review Author Year Countries

Primary

Key results Instrument-specific
studies findings

1 Bergetal. 202 USA (14) 59 Instrumentsused |+ 13 instruments used to measure |+ The EPDS was examined most 1. Beck Depression Inventory (BDI)
Australia (4) to identify PPPD symptoms during extensively, with 38 studies 2. Brief Symptom Inventory (BSI)
Canada (2 symptoms of pregnancy and postpartum in 25 reporting on its measurement 3. Center for Epidemiologic Studies
China (3 PPPD and their countries properties. It demonstrated Depression Scale (CES-D)
England (2) characteristicsand |+ Only 6 of 13 analyzed instruments | moderate to high internal 4. Chinese Health Questionnaire (CHQ)
Finland (2) measurement have been subject to validation for | consistency and validity for 5. Depression Anxiety and Stress Scale
Ttaly (7) properties PPPD identifying depression in postnatal (DASS)
Japan (3) « EPDS s the most extensively fathers 6. Edinburgh Postnatal Depression Scale
Portugal (3) assessed and validated instrument  + EPDS has good internal consistency (EPDS)
Sweden (2) for measuring PPPD, followed by with a Cronbach’s alpha above 7. Gotland Male Depression Scale (GMDS)
Taiwan (2) the CES-D and BDI 0.70in 34 of the 38 studies 8. Hospital Anxiety and Depression Scale
Turkey (2) + EPDS is more accurate than other reporting on it, while across all (HADS)
Other (13) instruments (GMDS, PAPA, and instruments, internal co 9. Kessler Psychological Distress Scale (K10)
PHQ) in detecting PPPD ranged from 0.60 t0 0.91 10 Paternal Adjustment and Paternal
+ None of the instruments were « Cutoff scores used to detect Attitudes Questionnaire (PAPA)
specifically developed to measure depression varied across studies, 11, Patient Health Questionnaire (PHQ)
symptoms of PPPD with the EPDS having optimum 12, Postpartum Depression Screening Scale
+ The lack of gender-specific items cutoffscores from 510 13 (PDSS)
in EPDS may lead to under- + The BDI was examined in four 13, Zungs Self-rating Depression Scale
detection of PPPD symptoms and studies, reporting good internal (sDS)
itis unclear whether EPDS and the | consistency and validity for

other instruments uniquely
identify depressive symptoms or a
broader state of mind

characterized by distress and

detecting PPPD
‘The GMDS was examined in two
studies, demonstrating fair to

moderate reliability and moderate

anxiety correlation with EPDS
« The K10 and K6 were examined in
one study, showing good internal
consistency and weak correlations
with scales completed by partners
+ ‘The PAPA was examined in one
study, showing high internal
consistency and significant
associations with EPDS
+ The PHQ-9 was examined in two
studies, showing good internal
consistency and validity but less
accuracy compared to EPDS for
detecting PPPD.
2 Kennedyand 2021 Australia (1) 10 Scientific evidence |+ All studies included the Edinburgh |« The EPDS is sensitive to symptoms 1. Beck Depression Inventory-II (BDI-1I)
Munyan China (1) regarding the Postnatal Depression Scale (EPDS) | of depression and distress but may 2. Center for Epidemiological Studies

Ttaly (1) sensitivity of + Significant variability in cut-off be s sensitive to depression itself Depression Scale (CES-D)

Japan (1) screening scores used and sensitvity and + EPDS: Different studies have used 3. Edinburgh Gotland Depression Scale

Saudi Arabia (1) ‘measures for specificity among populations different cut-off scores (ranging DS)

Sweden (3) PPPD + Wide variation in the prevalence from 7 to 12 or more), and its 4. Edinburgh Postnatal Depression Scale

UK (1) of depression among fathersinthe | sensitivity and specificity have (EPDS)

Vietnam (1) postpartum period across studies. varied in different populations 5. General Health Questionnaire 12 items

Estimates of the prevalence ranged |+ GMDS: Focuses on typical male (GHQ-12)
from 2.5 t0 28.3% across studies depressive symptoms such as 6. Gotland Male Depression Scale (GMDS)
+ Duetolow help-seeking behavior aggression and irritability. tmay 7. Hospital Anxiety and Depression Scale
among men, improved sensitivity be more sensitive in detecting (HADS)
of depression screening tools is distress as it includes items related 8. Hospital Anxiety and Depression Scale—
needed for the prevention and o iritability and external reactivity | Anxiety subscale (HADS-A)
treatment of PPPD symptoms. + BDI One study reported a 9. Patient Health Questionnaire (PHQ-9)
+ Lower levels of education and sensitivity of 100% and a specificity | 10. Structured Clinical Interview for DSM-IV
socioeconomic status and other f 81% for the BDI in detecting Axis Il
demographic factors increase depression in fathers
PPPD risk + HAD: Recommended cut-offscores
« Neither the EPDS nor the GMDS for the HAD anxiety subscale varied
may be adequate for screening, (from 4 10 8), and sensitivity ranged
and a combination of scales may from 23.3 10 51%
be necessary + Other instruments (e.g., PHQ-9,
+ Cultural variations in the CES-D): Sensitivity and specificity
presentation of depressive varied for these instruments,
symptoms among fathers. suggesting differences in their
Different cultural contexts may performance in different
influence the interpretation and populations and contexts
reporting of symptoms
+ Cultural variations in
recommended cut-off scores
3 Pérez etal. 2017 Europe (30) 52 Identification and |+ A variety of instruments were + EPDS was applied inalmost every 1. EPDS (Edinburgh Postnatal Depression

Asia (10) description how employed, with the Edinburgh study (N=40), and in most of them | Scale)

USA (6) PPPD and/or Postnatal Depression Scale (EPDS) (N =25) it was the only screening | 2. CES-D (Center for Epidemiologic Studies-

Australia (4) depressive being the most common. Other tool administered Depression Scale)

Brazil (2) symptoms in men tools included clinical interviews,  + Hospital Anxiety and Depression 3. GHQ-12 (General Health Questionnaire)
have been assessed | the Beck Depression Inventory Scale (HADS): This scale was used | 4. BDI (Beck Depression Inventory)
during the first (BDI), the Hospital Anxiety and in five studies to assess depressive 5. SCID (Structured Clinical Interview)
year of fatherhood | Depression Scale (HADS), among | symptoms 6. SADS-L (Schedule for Affective Disorders

others + Beck Depression Inventory (BDI-I): | and Schizophrenia-Lifetime)

+ Atotal of 20 instruments were ‘The BDI was used in three studies | 7. HADS (Hospital Anxiety and Depression
identified across studies « Patient Health Questionnaire Scale)

+ 39 studies reported the mean age Depression Module (PHQ-9): was 8. MINI (Mini Neuropsychiatric Interview)
of the fathers as 32.7 years used in two studies 9. PHQ-9 (Patient Health Questionnaire
(SD=5.83), with a range between  + Center for Epidemiologic Studies Depression Module)

27 and 36years (CES-D): was used in four studies ~10. MHI-5 (Mental Health Index)

+ The prevalence of PPPD « Birmingham Interview for Maternal | 11. PANAS (Positive and Negative Affect)
symptoms was highest in Sweden Mental Health, Fifth Edition 12. Zung SAS (Zungs Self-rated Anxiety
(47%) and lowest in Turkey (18%)  (BIMMH): this instrument was Scale)

+ The prevalence of PPPD used in one study 13. BELA (self-designed questionnaire on
symptoms ranged from 18 t0 47%,  + General Health Questionnaire feelings of stress)
with a mean prevalence of 11.9% (GHQ-12): was used in two studies 14 SF-36 (36-Item Short Form Health
which was attributed to differences |+ Mental Health Index (MHI-5): was Survey-Taiwanese version)
in study designs, populations, and used in one study 15. BIMMH (Birmingham Interview for
cultural factors across the included |+ Positive and Negative Affect Maternal Mental Health, ifth edition)
studies (PANAS): was used in one study 16. Blues Questionnaire

« The time of assessment varied + Semi-Structured Clinical Interview 17, VAS (Visual Analog Scale)
across studies, with some studies (SADS-L): was used in onestudy | 18. Brief PHQ
assessing depressive symptoms + Mini Neuropsychiatric Interview | 19. SCL-90-R (Symptom Checklist
during pregnancy, and others (MIND): was used in one study 90-Revised)
assessing them postpartum + Blues Questionnaire: was used in | 20. EPDS-P (Edinburgh Postnatal

« The prevalence of PPPD two studies Depression Scale—partner version)
symptoms varied across different |+ Zung’ Self-rated Anxiety Scale
cut-off scores on the EPDS o (Zung SAS): was used in one study
other scales used in the study

4 Shafian etal. 2022 Portugal (1) 7 Identification of |+ Various diagnostic instruments + Positive likelihood ratio increased 1. Edinburgh Postnatal Depression Scale

Australia (1) suitable cut-off were used across studies, including higher EPDS cut-off scores, (EPDS)

UK (1) scores for the use Structured Clinical Interview for ranging from 331 10 13.16 2. 12-item General Health Questionnaire

Hong Kong (1) Of EPDS in the DSM-IV (SCID), Primary Care « Sensitivity and specificity of the (GHQ-12)

Vietnam (1) screening for Evaluation of Mental Disorders EPDS varied across studies, with 3. Zungs Self-rated Anxiety Scale (Zung SAS)

Sweden (1) PPPD by collating (PRIME-MD), Schedule for sensitivity ranging from 400 100% 4. Hospital Anxiety and Depression Scale

Saudi Arabia (1) data available from | Affective Disorders (SADS), and specificity from 58.1 to 93% for | (HAD-A)

EPDS validation Diagnostic Interview Schedule different cut-off scores. The pooled | 5. Beck Depression Inventory (BDI)

studies (D1S), and Diagnostic and sensitivity decreased with increasing 6. Patient Health Questionnaire-9 (PHQ-9)
Statistical Manual of Mental cut-off points, while 7. Centre for Epidemiologic Studies
Disorders, Fifth Edition (DSM 5) specificity increased Depression Scale (CES-D)

+ Prevalence of PPPD varied widely  + Fixed-effect meta-regression 8. Schedule for Affective Disorders (SADS)
across studies (2.9 10 23.8%) showed that the accuracy of EPDS | 9. Structured Clinical Interview for DSM-IV

« Mean age of the study participants | did not vary significantly according (sCID)
varied from 26.2 to 35 years old to depression prevalence, mean age | 10, Primary Care Evaluation of Mental

+ Factors affecting estimates of of fathers, translation of EPDS, or Disorders (PRIME-MD)

PPPD prevalence include country of origin of the research 11 Diagnostic Interview Schedule (DIS)
screening tool used, diagnostic 12. Diagnostic and Statistical Manual of
criteria, and timing of assessment Mental Disorders, Fifth Edition (DSM 5)

+ Clinicians may consider using
lower cut-off scores ranging from 7
10 10 of EPDS screening for PPPD
as it confers the optimum balance
between sensitivity and specificity

5 Darwinetal. 2021 UK (10) 27 Identificationand  + EPDS is the most commonly used | » The EPDS has been used toassess | 13, Edinburgh Postnatal Depression Scale

Ttaly (2) synthetization of tool across studies both depression and anxiety; with DS)

USA (3) evidenceonthe |+ No consensus on the appropriate some studies suggesting it use for  14. Beck Depression Inventory (BDI)

Sweden (4) performance of cut-point for identifying screening fathers, while others 15, Patient Health Questionnaire (PHQ-9)

Australia (5) mental health depression or anxiety in fathers caution against its routine use due 16, General Health Questionnaire (GHQ)

Portugal (1) screening tools using the EPDS to concerns about false positives and | 17. Hospital Anxiety and Depression Scale

Hong Kong (1) and the + Despite the variability in poor sensitivity (HADS-A)

Vietnam (1) acceptability of cut-points, most studies found that |« Various studies recommend 18, Zungs Self-rated Anxiety Scale (SAS)
mental health the EPDS performed similarly or different thresholds for EPDS, 19, Structured Clinical Interview for DSM-
assessment, better than other assessment tools ranging from 25 t0 213 for IV (SCID)
specifically in when used for fathers 20, Schedule for Affective Disorders (regular
relation to fathers, |+ Cultural variations in emotional and lifetime versions)
other co-parents expression influence prevalence 21 Psychiatric Assessment Scale
and partnersinthe | and could influence the choice of 22, Diagnostic Interview Schedule
perinatal period cut-points 23, Primary Care Evaluation of Mental

+ Stigma around mental health and Disorders (Prime-MD)
the perception of traditional
‘gender norms are
assessment barriers

+ Professionals lack training and
confidence in addressing PPMI

+ Identified challenges regarding
acceptability of PPMI screening
were categorized at the individual-,
practitioner- and service-level

6 Edwardetal. 2015 UK(1) 2 Research on PPPD |+ Maternal depression has been + Studies have found different optimal | 1. Edinburgh Postnatal Depression Scale

Australia (2) and identifying identified as the strongest EPDS cutoff scores for fathers (EPDS)

Norway (1) potential screening predictor of PPMI compared to mothers due to 2. Beck Depression Inventory (BDI)

Brazil (2) and referral « Other risk factors for paternal differential response to certain 3. Center for Epidemiologic Studies

Sweden (2) options. PPPD include a personal history of | items, such as the ‘rying” item. For | Depression Scale (CES-D)

China (2) depression, high prenatal symptom | fathers, a cutoff of 5/6 was found to | 4. General Health Questionnaire (GHQ)

Japan (1) scores for depression and anxiety; be optimun for identifying distress 5. General Health Questionnaire-28 (GHQ-

Spain (1) an unsupportive relationship, (depression or anxiety disorders) 28)

unemployment, financial/life « EPDS does not diagnose depression | 6. State Anxiety Inventory (SAT)
stressors, elc. but can indicate the need for 7. Postpartum Bonding Questionnaire (PBQ)

PND in fathers can negatively
affect both the father-child
relationship and the relationship
between parents. It can lead to
increased parenting stress, lower
bonding with the infant, and
higher risk of emotional and
behavioral problems in children
While primarily intended for
mothers, some studies have applied
the EPDS to fathers

Different studies had different
cutoffvalues, highlighting the
variability in using the EPDS asa
sereening tool for

depression in men

Studies indicate prevalence rates of
paternal PND ranging from
341014%

Routine screening and assessment
of both parents should occur
across the pregnancy and
postnatal period

Detailed assessment of fathers
during the postnatal period,
especially when their female

partners are depressed

further assessment

EPDS identified 5% of fathers with
depressive symptoms using a cutoff
of >10, compared to 3.4% with a

male depression scale (GMDS)





OPS/images/fpsyt.2024.1409216/fpsyt-15-1409216-g004.jpg
Endured traumatic event(s) 40%

Unemployment 22%

Relationship problems/ divorce 68%

30%

Physical health issues

Antisocial defiant behavior

Addiction 26%

B e
I

Excessive stress 34%

Other unspecified psychological problems 78%

14%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

No reported problems





OPS/images/fpsyt.2024.1409216/fpsyt-15-1409216-g003.jpg
emotional problems |

Behavorial problems _ 36%
Personality issues _ 22%
Addiction || GGG 14
Social skills issues _ 10%
Self-harm _ 14%
Suicidal thoughts and behavior _ 16%
Developmental disorder _ 14%
Excessive stress _ 24%
Other unspecified psychological problems — 26%
Physical health issues _ 20%
cognitive disorder ||| GG 25

No reported problems ; 16%

0% 10% 20% 30% 40% 50%

60%





OPS/images/fpsyt.2024.1409216/fpsyt-15-1409216-g002.jpg
Practitioner:
Referral for expert advice

Interagency collaboration:
Parent(s):
Child services One psychiatric consultation Shared decision making

AND via GP
Adult mental health services

Practitioner
AND
parent(s):
Community psychiatric nurse
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Child was receiving Reasons prompting the consultation:
youth care services * Parent mental health challenges

Preparation:
e Practitioner completes form with information about family circumstances
e Experts receive the redacted form before the meeting

Practitioner requested
consultation

Multidisciplinary meeting online:
Meeting with expert * Practitioner’s consultation request is explored using the Balint method
team * Experts share their perspective
* Team and practitioner reflect on recommendations made

After the online meeting:
Impact of the A modification in the treatment plan could involve
consultation on existing e Continued care from support service
care interventions e Adult mental health services
e Other recommendations
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Records identified from:
Databases (n = 168,317)
Registers (n = 0)

Identification

Records screened on title and
abstract
(n = 79,886)

Reports sought for retrieval
(n =2,987)

Screening

Reports assessed for eligibility
(n = 2,076 for SZ)*

(n= 656 for BD)**

(n = 221 for both SZ and BD)***

Studies included in review
(n =0 for SZ)
(n =0 for BP)
(n = 0 for both SZ and BD)

Included

Reports of included studies
(n =0 for SZ)
(n =0 for BP)
(n = 0 for both SZ and BD)

Records removed before
screening:
Duplicate records removed:
(n =88,431)
Records marked as ineligible
by automation tools (n = 0)
Records removed for others
reasons (n =0)

Records excluded
(n=76,899)

Reports not retrieved
(n=34)

Reports excluded
No child related outcomes measures

(n = 1,870 for SZ)

(n = 582 for BD)

(n = 182 for both SZ and BD)
Not an RCT

(n =102 for SZ)

(n =59 for BD)

(n= 11 for both SZ and BD)
Wrong target group

(n = 60 for SZ)

(n =18 for BD)

(n = 26 for both SZ and BD)
Early intervention and prevention

(n = 44 for SZ)

(n=0for BD

(n = 0 for both SZ and BD)
Non-English or Non-Turkish language

(n = 0for SZ)

(n =2 for BD

(n = 2 for both SZ and BD)

Records identified from:
Websites (n = 2)
Citation searching (n = 48)

Reports sought for retrieval Reports not retrieved
(n=50) (n=1)

Reports assessed for eligibility
(n = 20 for S7) Reports excluded

B No child related outcomes
(n =27 for BD) (n =20 for SZ)
(n =27 for BD)

* Abbreviation for Schizophrenia
*#* Abbreviation for Bipolar Disorder
*##% Some articles included both SZ and BP participants
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Higher-order categories,

main categories,
and subcategories

Subcategory descriptions;
Interview segment was coded if the child described:

Knowledge about mental
disorders in general

1.1 No knowledge
1.2 Incorrect conceptions
1.3 Correct conceptions
1.4 General disorder knowledge
1.4.1 Syndrome
1.4.2 Dysfunction/illness
1.4.3 Affected psychological functioning

1.4.4 Psychobiological functioning

1.4.5 Distress/impairment

1.4.6 Deviation from the norm

Knowledge about whether the
parent is ill

2.1 Illness not known to the child

2.2 Known diagnosis or illness suspected

2.3 Not clear

Knowledge about
Depressive Disorders

3.1 No knowledge

3.2 Incorrect conceptions

3.3 Correct conceptions

3.4 Specific disorder knowledge
3.4.1 Psychosomatic alterations
3.4.2 Irritable mood

3.4.3 Depressed mood

3.4.4 Anhedonia

3.4.5 Weariness

3.4.6 Sleep/appetite change

3.4.7 Low self-esteem

3.4.8 Impaired executive functioning
3.4.9 Thoughts about death

Knowledge about
Anxiety Disorders

4.1 No knowledge

4.2 Incorrect conceptions

4.3 Correct conceptions

4.4 Specific disorder knowledge
4.4.1 Anxiety/panic response

4.4.2 Avoidant-cautious behavior

4.4.3 Behavior abnormalities
4.4.4 Somatic symptoms
4.4.5 Negative thoughts

4.4.6 Dissociation or nightmares

Knowledge about Trauma- and

Stressor-Related Disorders
5.1 No knowledge
5.2 Incorrect conceptions
5.3 Correct conceptions
5.4 Specific disorder knowledge
5.4.1 Critical event
5.4.2 Avoidance
5.4.3 Diminished involvement

5.4.4 Dissociation or intrusion

5.4.5 Negative cognitions
5.4.6 Negative affect
5.4.7 Increased arousal

Knowledge about Somatic

Symptom and Related Disorders

That mental disorders are defined by several mental symptoms occurring simultaneously or lists several symptoms
Mental illness as a (significant) problem, disease or disorder, or as something that is dysfunctional or malfunctioning
Mental illness in connection with thoughts, behavior, or feelings

Mental disorders against the background of psychological, biological, or development-related processes or sees them as
being rooted in these processes. This includes an association with psychological or mental functions and the
localization in the mind

Mental disorders associated with significant suffering or significant impairment

Mental disorders as something that is not normatively expected or culturally recognized as a reaction to a common
stressor. Alternatively, the child describes that mental disorders are not defined by socially deviant behaviors, such as
those of a cultural or political nature, and do not refer to individual social conflicts

That a depressive disorder can be identified by somatic, affective, or cognitive changes in the affected person
Those affected as angry, irritable, aggressive, or very annoyed

Symptoms of depression (e.g., a negative view of themselves and the world) or that those affected are sad, cry, or feel
empty, desperate, or hopeless

Depressive disorders in terms of reduced interest or reduced pleasure in things or activities on part of the
affected person

Depressive disorders with tiredness, exhaustion, and lack of energy in the affected person or describes observations of

psychomotor slowness or restlessness

Associations of depressive disorders with symptoms of sleep disturbances (insomnia, hypersomnia) or a change in
appetite or weight in the affected person

A connection to reduced self-confidence, feelings of guilt, or other feelings of worthlessness or dissatisfaction regarding
the person with the disorder

Depressive disorders with difficulties or problems in thinking, concentration, and decision making

That depressed individuals have (recurring) thoughts of death

Various forms of panic, anxiety, or fear of something (place, person, situation) or a reaction to this feeling

Avoiding or fleeing from situations or behaving in a generally cautious, fearful or avoidant manner as a specific
behavior in the context of anxiety disorders

That the affected person shows conspicuous, strange, or maladjusted behavior
Physiological or somatic symptoms of the affected person in the context of anxiety disorders
Affected individuals are very worried, have negative thoughts or fearful expectations

That the affected person has nightmares or describes symptoms that resemble derealization or depersonalization of
said person

The presence of a traumatic or stressful factor, event, or situation
That the patient avoids certain things, places, people, and situations, sometimes persistently or for a long time
That the affected person shows reduced interest or participation in important activities

That affected individuals have symptoms of re-experiencing traumatic or stressful situations, have repeated intrusions,
or dissociate

That the affected person has negative thoughts
That the disorder is accompanied by anhedonia, negative affect, or a negative mood

That the affected person shows increased alertness or attention or has an increased level of arousal

6.1 No knowledge

6.2 Incorrect conceptions

6.3 Correct conceptions

6.4 Specific disorder knowledge
6.4.1 Stressful somatic symptom
6.4.2 Excessive thoughts
6.4.3 Negative feelings

6.4.4 Symptom-related behavior

6.4.5 Adverse psycho-behavioral impact

Knowledge about additionally
required disorder criteria

7.1 Time criterion

7.2 Criterion of distress or impairment

7.3 Exclusion criterion of
differential diagnoses

That the affected individual has a stressful somatic or physiological illness or corresponding symptoms or pain
That those affected think extensively, very strongly, or excessively about the distressing symptoms or the illness
Negative feelings of the affected person in connection with the physiological or somatic illness or symptoms
That those affected exhibit specific behaviors that are related to the presenting symptoms

That the affected person exhibits certain behavior that adversely affects the state of health or describes corresponding
psychological factors that negatively influence the person’s health status

Higher-order categories are highlighted in gray, main categories are shown in bold, and subcategories are shown in italics.
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1 What do you think is a mental illness?

2 What is an X*?

3 If someone had an X* how would he or she behave?

4 How/By which aspects would you notice that someone has an X*?

5 What are the symptoms of an X*?

6 Has either of your parents ever had an X* or other difficulties with his/
her feelings?

X*, parental primary diagnosis inserted here.
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Parent sample

M
‘ Age (in years) 41.13 6.88
HISEI | 53.93% 17.95°
n %
Female sex 110 74.32
Employment 122° 83.56
In a relationship® 115° 78.77°

Primary diagnosis®:

Depressive Disorders 60 40.54
Anxiety Disorders 38 25.68
Trauma- and Stressor- 27 18.24
Related Disorders

Somatic Symptom and 11 7.43
Related Disorders

Other primary diagnosis 12 8.11

Severity of mental illness®:

4 14° 9.52¢
5 27° 18.37¢
6 | 58° 39.46°
7 41¢ 27.89¢
8 7 4.76°
Clinical 84° 57.53%

comorbid disorders’

*N = 143; °N = 146; °N = 147. 'part- and full-time work. *Comprises being in a partnership or
married, as opposed to being single, separated, divorced, or widowed. *Assessed with
the DIPS.
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| can soothe my baby when they are distressed: %(n)
N46

Emotional abuse Physical abuse
n(19) n(15)

Not at all or not often 21%(4) 20% (3)
Some or most of the time 79% (15) 80% (12)

| understand what my baby is trying to tell me: %(n)
N46

Emotional abuse Physical abuse
n(19) n(15)

Not at all/Not very often 36.9% (7) 33.3% (5)

Some or most of the time 63.1% (8) 66.7% (10)

Sexual abuse
n(21)

14.3% (3)

85.7% (18)

Sexual abuse
n(21)

33.3% (7)

66.7% (14)

Over the last 2 weeks, | would describe my feelings for the baby as: %(n)
N46

Emotional abuse Physical abuse
n(19) n(15)

Dislike 0% (0)
No real affection 15.8% (3) 6.7%(1)
Slight affection 10.5%(2) 20%(3)
Moderate affection 26.3% (5) 26.7% (4)

Intense affection 47.4% (9) 36.8% (7)

Sexual abuse
n(21)

0% (0)

14.3% (3)
143% (3)
23.8% (5)

47.6% (10)

No reported abuse
n(15)

6.7% (1)

93.3% (14)

No reported abuse
n(15)

6.7% (1)

93.3% (14)

No reported abuse
n(15)

0% (0)
6.7%(1)
13.3%(2)
46.79%(7)

33.4%(5)
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Parenting from hospital

My life as a parent (module one)

Exploration session
Connect with your child
Parenting experiences
Jigsaw of influences

Practical approaches to maintaining
relationships (contact ending, child

behaviour changes)

Connecting through play

7 confident thoughts
Experience of play as child
and with child(ren)

Child’s game

Noticing the positive

Jigsaw of influences
Feeling heard

Using praise to boost
confidence

Rewards

Feelings and emotions

Prioritising own health
Normalising emotions
Four-step emotion coaching
approach

Leaving hospital

World around your child
Feelings about leaving hospital
Engaging with support
Sharing your experiences
Troubleshooting
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Measure

Partner mental health

Intention to treat

Social disadvantage

BASIS 24 Total BL

Partner mental health

Per protocol

Social disadvantage

BASIS24 Total BL

SCOREIS total

SDQ total

SDQ emotional

SDQ peer problems

SDQ conduct

SDQ hyperactivity

SDQ prosocial

PUMI total

RCADS total

SCARED total

BASIS24 total

CES total

F(3, 52) = 685,
=565, 1, = .04
F(3,52) = 1.835,
p=152, 1 = .10
F(3,52) = 1.667,
p=186, 77 = 09
E(3,52) = 1522,
p=220,77 = 08
F(3,52) = 25533,
Pp=067,.. 1. = 13
F(3,52) = 2.366,
Pp=082, 1, = .12
F(3,52) = 1.338,
72, 1= 07
F(3,51) = 3.821,
P=015%, 1, = .18
F(3, 52) = 5.283,

003 %, 1

2

F(3, 52) = 3.263,
29°%, 1 = 16

F(3, 52) = .654,
=584, 7 = 04

F(3,49) = 2.624,
oL, 1 - 14

“p<.05 is statistically significant, highlighted in bold.

F(1, 52) = 1743, p=193
d=37,m, =03

K(1, 52) = 076,
08, 1, = .00

E(1, 52) = 069, p=794
4= 0707 = 00

F(1, 52) = 092, p=1763
d= .08, 1, = 00

F(1, 52) = 447, p=507
d=.19, 7 = 01

F(1, 52) = 698, p= 407
23,1, = 01

F(1, 52) = 451, p=505

19,7 = 01
K(1, 51) = 001, p=977
d= 01,1 = .00
K(1, 52) = 8675,

82,1 =14

083, p=774
00

E(1, 52) = 7.099,
d=74,1 =12

010 %,

K(1, 52) = 2324, p=133
d=42, 1 =04

K(1, 52) = 209,

=13, = 00

E(1, 52) = 448, p=506
d=19, 7= 01

K(1, 52) = 1765, p=.190, d
=37, =03

K(1, 52) = 041, p=510
d =061 =00

K(1, 52) = 3780, p=057
d= 54,1 =07

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

F(1, 51) = 4217, p=.045
*d=.58,1, = 08

K(1, 52) = 1877, p=177
38,1 = 03

d=11,1; =00
F(1, 49) = 5.305, p=.026 *,
d= 66,1 =10

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

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

F(3, 44) = 1816,
Pt 1 = 11

FG, 44) = 1935,
p=138, 7 = 12

F(3, 41) = 2.868,
=057, 1 = 16

FG, 44) = 2378,
p=083, 17 = .14

F(3, 44) = 5034,
p=004*, 1, = 26

F(3,43) = 4435,
Pp=008*, 7 = 24

F(3,44) = 7.349,
P01 %, = 33

FG, 44) = 3.197,
p=032%, 1, = 18

FG, 44) = 1211,

F(3, 41) = 7.360,
P00 *, 1, = 35

F(1, 44) = 721,p= 401,

d=26,m=.02
E(1, 44) = 1978, p=.167,
d=42, =04

F(1, 44) = 087, p=770,
4= 09,17 = 00

E(1, 44) = 002, p=965,
d=01, 7= 00

F(1, 44) = .007,
d=.03 1}

933,

F(1, 44) = 3.608, p=.064,
d=57,1= 08

F(1,44) = 6,127, p=.017
% d=751m =12

F(1,43) =

F(1,44) =
d=351;

F(1, 44) = 3.265,

d=.54, y)f, =07

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

F(1, 44) = 551, p=462,

d=22, =01

F(1, 44) = 2.145,p= 150,
d= 44,15 = 05

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

d=.16, 1 = 01

F(1, 44) = 5.221, p=.027
*d =69, ryf,: A

F(1, 44) = 6.306,p= .016

*d =76, mp="13

K(1,43) = 6893, p=.012",
d= 80, 7= 14

F(1, 44) = 3.988, p=052,
d= 60, 7, = 08

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

F(1, 41) = 13.992, p<.001
*d=117, 1= .25
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Salary per hour (mean €, SD) 31.27 (7.37)

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 - the overall
costs of delivering the intervention, including and excluding one-off costs.
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Self-report trauma screening (PNRQ) % (n)

Emotional abuse during development 30% (22)
Physical abuse 31% (23)
Sexual abuse 47% (35)
Lack of maternal emotional support during development 46% (34)

Trauma screening from medical records

Trauma identified 76% (56)
Developmental/attachment trauma 66% (49)

Complex trauma diagnosis on discharge (primary or secondary) 24% (18)
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Intention to treat

Raw data means (SD)

Family

Per protocol (control = 17,

Control Talk intervention intervention = 27)

Baseline Follow- Baseline Follow- Allocation * Allocation *

SCORE-15 total
score !

SDQ total score

SDQ
conduct score

SDQ
emotional score

SDQ peer
problems score

SDQ
hyperactivity score

SDQ
prosocial score

PUMI total score

RCADS
depression score

SCARED
total score

BASIS24
total score

CES total score

n=28

36.8 (10.48)

13.0 (5.88)

24 (1.77)

52 (2.98)

1.6 (1.89)

3.8 (2.76)

8.7 (1.61)

56.7 (7.07)

6.8 (6.68)

3.0 (2.60)

29.6 (14.95)

102.0
(51.63)

up
n=20

36.1
(14.13)

14.8 (8.41)

2.6 (2.85)

52(322)

2.5 (1.40)

4.5 (3.36)

8.9(1.23)

57.7 (8.16)

7.2 (6.59)

2.3 (1.66)

280
(14.55)

95.8
(53.73)

n=55

323 (1134)

13.3 (7.00)

25 (223)

49 (292)

23 (2.18)

3.6 (279)

8.3 (2.12)

58.2 (6.48)

62 (5.44)

31 (238)

28.1 (14.14)

122.8
(51.46)

up
n=32

302
(11.10)

13.5 (7.85)

2.4 (218)

42 (276)

28 (2.14)

4.0 (3.21)

8.1(220)

639 (5.97)

6.2 (551)

2.3 (1.76)

239
(14.13)

131.8
(52.33)

Allocation
F, p. ds 15

42,045 %,
057, 0.08

23,13,
0.42, 0.04

42,046 *,
0.57, 0.07

19,17,
0.38, 0.04

1.7,.19,
0.37, 0.03

0.0,.87,
0.05, 0.00

12,29,
0.30, 0.02

3.7,.06,
0.54, 0.07

12,29,
0.30, 0.02

1.1,.29,
0.29, 0.02

23,14,
042, 0.04

0.1,.74,
0.10, 0.00

Baseline
F, p,n,

2.2,.15,0.04
0.9,.36, 0.02
3.8,.06, 0.07
0.6,.45, 0.01
0.1,.81, 0.00
0.4,.56, 0.01
0.2,.63, 0.00
4.0,.050 *, 0.07
12,27, 0.02
0.6,.43, 0.01
3.5,.07, 0.06

0.9,.35, 0.02

Allocation
F p.d

45,04 %,
0.64,0.09

0.0,.84,
0.06, 0.00

23,14,
0.46%, 0.05

1.1,31,
031, 0.02

0.5,.48,
021, 0.01

07,42,
0.24, 0.01

0.6,.44,
0.24, 0.01

27,11,
0.50, 0.06

0.3,.61,
0.15, 0.01

26,11,
0.49, 0.06

13,27,
0.34, 0.03

0.1,.79,
0.08, 0.00

Baseline
F.p. m,

46,037 *, 0.10

0.1,.76, 0.00

5.6,022 % 0.11

0.9,.34, 0.02

0.1,.77, 0.00

0.3,.60, 0.01

0.2,63, 0.01

2.4,13, 0.05

0.0,.99, 0.00

0.7,.40, 0.02

22,14, 0.05

0.2,.66, 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 areall F (1, 52) except for CES and PUMI which are
(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.
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Follow up

Baseline

o Control Mean

Follow up
Intervention
Mean

FU Difference at given baseline value
[95% ClIl, p

Cohen's ds
[95% ClI

SDQ

Total 00 34 15 -19 [-93, 55,61 0.16 [-0.45, 0.76)
80 10.7 82 25 [-67, 1.7],24 036 [-0.25, 0.97)

14.9 (BL mean) 169 140 -3.0* [-5.8, -0.1],.041* 063 [0.03, 1.24]

160 180 150 -3.0* [-5.9, -0.1],.040* 0.64 [0.03, 1.24]

240 253 217 -3.6 (88, 1.6],.17 042 -0.19, 1.03]

320 323 284 42 [-12.8, 4.4],34 029 [-0.31, 0.90]

* p<.05 is statistically significant, highlighted in bold.
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Adolescent

sample
(n = 51)
SD
Age (in years) 8.22 1.79 1343 ‘ 127
n % n %
Female sex 66 50.77 25 49.02
School attendance: | 112 | 86.15 51 100.00
Primary school 88 67.69 0 0.00
Secondary school V 24 18.46 51 100.00
Own clinical diagnosis' 23* 17.69° | 11 21.57

Interviewed about:

Depressive Disorders 49 37.69 23 50.00
Anxiety Disorders 42 32.30 7 15.22
Trauma- and Stressor- 23 17.69 7 15.22
Related Disorders

Somatic Symptom and 6 4.61 9 19.56
Related Disorders

Other disorders 10 7.69 5 9.80

!According to a structured interview (Kinder-DIPS) with a parent. °N = 129.
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Variable n=17

Gender M 6
F 11
Other 0
Ethnicity ‘White British 16
Other I
Age Mean (SD) 10.11 (3.84)
Range 6-17
Site 1 11
2 5
3 1
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Maladaptive ER
Strategies

COPMLI: b=.334, p=.016 COPMLI: b = .429, p <.001

COPWMILI: b =.125, p = .492 COPWMILI: b =.028, p =.567

COPMI:
Direct effect, b =.102, p = .427
Indirect Effect, b =.143, 95% BCa CI [.031, .277] Internalizing

Symptoms

Cognitive Emapthy

COPWMI:
Direct effect, b =-.101, p = .208
Indirect Effect, b =.003, 95% BCa CI [-.013, .040]
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Maladaptive ER
Strategies

COPMLI: b =331, p=.016 COPMLI: b =.340, p <.001

COPWMILI: b =.125, p = .492 COPWMILI: b =.018, p=.749

COPMI:
Direct effect, b =.185, p =.129
Indirect Effect, b = .114, 95% BCa CI [.020, .241] Externalizing

Symptoms

Cognitive Emapthy

COPWMI:
Direct effect, b =-.128, p = .182
Indirect Effect, b =.002, 95% BCa CI [-.033, .034]
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COPMI COPWMI

(N = 100) W~ = 87) t(185)/4(1) Cohen's d/¢
Children
Age 1020 (2.56) | 10.66 (2.45) | 124 218 18
Gender (female, %) 55 (55.00) 50 (57.47) 12 734 -02
CBCL ext (T-score) 52.11 (9.35) 47.94 (7.64) -331 .001 -79
CBCL int (T-score) 56.01 (9.95) 49.08 (7.22) -5.38 <.0001 -49
Cognitive Empathy 20.47 (4.71) 15.08 (4.18) -8.22 <.0001 -1.21
Affective Empathy 21.06 (3.56) 15.14 (3.99) -10.71 <.0001 -1.57
Maladaptive ER 25.81 (6.52) 17.87 (6.97) -8.04 <.0001 -1.17
Parents
Age 42.02 (6.31) 43.33 (5.88) 142 158 21
Gender (female, %) 76 (76.00) 72 (82.75) 129 257 -08
SES 4.65 (.99) 5.99 (.87) 9.76 <001 143
BSI GSI (T-score) 60.81 (9.36) 43.41 (7.86) -13.65 <.0001 -2.00

CBCL, Child Behavior Checklist (inter- and externalizing symptoms); ER, Emotion regulation; SES, Socioeconomic status; BSI, Brief Symptom Inventory; GSI, Global Severity Index.
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Maladaptive ER

Strategies

b= 668, p <.001 b=254,p<.001

Internalizing
Symptoms

Affective Empathy

Direct effect, b =.138, p=.119
Indirect Effect, b =.170, 95% BCa CI [.074, .287]
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Strategies

b= 668, p <.001 b=201,p<.001

Externalizing
Symptoms
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Direct effect, b =.057, p = .506
Indirect Effect, b = .134, 95% BCa CI [.045, .255]
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Diagnosis Time in hospital post ~ Youngest child Contact with = Social

consent (weeks) age (years) child(ren) care involved

Female PTSD 3 4 Weekly No
EUPD
Female Bipolar 3 2 Once Yes
Female Depression 16 4 3 visits p/week Yes
2
Female No diagnosis 4 8 Once No
Female EUPD 2 1 Once Yes
Depression
Female Bipolar 2 11 None None
5
Female Bipolar 8 2 None Yes
Female PTSD 22 4 3 visits p/week Yes
Ancxiety
EUPD
Male Personality Disorder 3 1 Every two weeks yes
Female EUPD 2 6 No No
Anxiety
Depression
Eating Disorder
ocD
Female Bipolar 3! 4 Once (off ward) Yes
Female EUPD 4 3 None Yes
Female Schizoaffective 3 10 None No
Female Bipolar 8 7 None Yes
5
Female Chronic PTSD 25 10 Every two weeks Yes
EUPD
Severe Anxiety
Depression
Female Schizoaffective disorder = 2 6 Weekly No
Female ASD 36 11 None No
ADHD
Suicidal Ideation
PTSD

PTSD, post-traumatic stress disorder; EUPD, emotionally unstable personality disorder; ADHD, attention deficit hyperactivity disorder; ASD, autism spectrum disorder.
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Session 1: You and your child

Ice breaker* Introductions.

Your What do you like about being a parent?
Parenting experience*

Seven The 7 ideas we want children to have, to help them
confident thoughts* feel secure in the world.

Children’s Emotions* All emotions are OK.

Emotion coaching*® Tuning in to your children’s emotions.

Children’s Sleep* The importance of good sleep for children.

Play technique Fun and relaxing activities to use with your children.

Session 2: Play and communication

Different types of play* | Thinking about the types of play your child needs.

Special play* A special form of play you can do with your child
that makes them feel really close to you.

Helping children Tips for clear communication.

feel heard*

Praise* How praise boosts children’s confidence

Consequences* Managing tricky behaviour from children.

Play technique Relaxing and fun activities you can use with

your children.
Session 3: Being yourself as a parent

Talking to your Describing your experience in hospital so your child
children” about can understand it.
your experiences.

Feelings about Taking time to understand how you feel about going

going home? back to family life.

The myth of the No parent is perfect, everyone has things that make

perfect parent* parenting a bit trickier.

Parenting hotspots* What things can get in the way of parenting the way
you want to, and what we can do to ‘rub the corners
off them.

Play technique Relaxing and fun activities you can use with

your children.

Components retained from the RCC course are marked with *. Components marked with A
were generated within phase 1&2.
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Program:

Satellite Camps

Create and Connect

Satellite Connect in person or online

Participants’ ages (approx.

8-15

18-25

Brief descriptiol

Satellite Camp is a three-day overnight program for young
people with family members who experience mental health
challenges, giving them the opportunity for respite from
their caring role. It aims to improve young people’
confidence, develop new skills and establish meaningful
connections with other young participants who come from
similar families. There is a mix of engaging outdoor and

indoor creative activities that create a fun and safe

environment for building skills and confidence, while

making peer connections with other young people |

with

ilar families. Camp facilitators provide role
‘modelling for adaptive coping and normalising
conversations about mental llness.

“These workshops are one-day programs that offer
opportunities for participants to connect with peers ina
safe, creative space. Various workshops are offered including
‘music and song writing, photography and visual art such as
‘graffti and meme-making, plus other art and craft-based
activities. Participants learn how to use music, photography,
and art o express themselves, in an environment where they
have the opportunity to connect with other young people
who have a family member living with mental health
challenges. The workshop allows participants to explore
their personal and shared experiences through open
dialogue and develop inclusive communication skills,

including both visual and spoken language.

A structured peer support and peer development program
that gives young people the space to be heard, learn new
skills, and share their stories. Also covered is how their lived
experience might be used to positively shape and influence
the lives of younger children. Online versions of Satellite
Connect run for 6 weeks, while in-person editions of
Satellite Connect takes place across 3 weeks. During the

program, participants meet other young people who have a

family member living with mental health challenges, and
interact, collaborate, and form connections with others
living with similar familis. Various themes are discussed

including self-care and self-compassion, con

municating

creatively, talking about mental health, mental llness,
language and stigma, and considering next steps for

participants to practice newly acquired skills.
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Construct = Number of Examples

category | constructs

(%)
Moral 15 (11.63%) ‘caring-cruel’
Emotional 35 (27.13%) ‘irritable-calm’, ‘happy-sad’,

‘relaxed-anxious’

Relational 28 (21.71%) ‘wanted-isolated’, ‘sociable-go inwards’

Personal 37 (28.68%) ‘low self-esteem—feeling great about
myself, ‘self-confident-no confidence
at all’,

Intellectual/ 9 (6.98%) ‘knowledgeable-stupid’, ‘multitasker—

operational difficulty concentrating’

Values/ 1 (0.78%) ‘creative—clinical’

interests

Existential 4 (3.10%) ‘existing-living’

(supplementary)

Concrete 0 (0.00%) -

(supplementary)

Total 129 -

-, non-applicable.
CSPC, Classification System for Personal Construct analysis categories (Feixas et al., 2002).
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Eigenvalue: percentage Eigenvalue: percentage Change to eigenvalue:
variance accounted for by  variance accounted for by percentage variance

the first principal the first principal compo- accounted for by the first
component (admission) nent (discharge) principal component from
admission to discharge

1 ouss% - -

2 81.39% - -

3 79.62% 66.30% Decrease

4 48.72% 4145% Decrease

5 9543% s Decrease

6 82.64% 62.55% Decrease

7 71.36% 88.23% Increase

8 83.39% 73.87% Decrease

9 88.22% - N

10 97.10% on12% Decrease

11 86.18% 88.00% Increase

12 73.14% = -

Sample M 81.84% 75.17% Decrease

Significant change based on W - - Non-significant

(p=.05

M, mean; p, participants; W, Wilcoxon signed-rank test; PCA, principal component analysis.
An eigenvalue greater than 70% is generally considered to be indicative of ‘tight’ construing (Blagden & Needs, 2022; Fransella et al., 2004; Winter, 1992). Participants shaded in grey did not
complete the discharge repertory grid.
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self as actual  before before ranked ranked position of self as self as ranked ranked

mother and  self becominga becominga position  position of  self before motherand  motherand  position of  position of

ideal self and mother and mother and  of actual self becoming other mother friend who is  other friend who

as mother ideal ideal self actual self actual as mother  a mother on MBU a mother mother is a mother
self = on MBU
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4 026 012 014 049 054 146 208 005 054 -107 307

5 -022 046 005 L4 186 on 023 010 143 078

6 030 0.06 006 089 -070 030 060 020 026 -0.70 020

7 -027 046 -032 ~0.08 -0.42 0.00 041 049 038 125 100

8 034 017 016 042 -070 -170 16 037 010 100 050

9 = = e - = B = = = = =

10 024 093 031 043 100 -1 100 016 009 167 033

n 034 -068 020 140 040 0.80 029 190 160

2 - - - - - - - - - - -

Sample M ~0.14 0.0 -0.09 0.04 146 ~La1 026 023 005 091 0.81

Significant | Non-significant  Significant Non-significant  Non-significant  Significant  Significant Non-significant Non-significant  Non-significant  Non-significant  Non-significant
change (p =05 (p =.05) (p=05) (p= 05 (p=05) (p =.05) (p =.05) (p=05) (p =05 (p =05 (p = 05)

based

onw

ED, Euclidean distance; M, mean; p, participants; MBU, mother and baby unit; W, Wilcoxon signed-rank test.
Participants shaded in grey did not complete the discharge repertory grid.
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Self-esteem Self-perception Construal of non-self elements
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mother and  self becominga becominga  position  position of  before mother and mother and position of position of

ideal self and mother and motherand  of actual self becoming other mother = friend who is  other friend who

as mother ideal ideal self actual self actual as mother  a mother on MBU a mother mother is a mother
self self on MBU

2 & i . % = = - = = - E
3 054 053 0.96 131 4.09 327 691 163 0.94 991 7.09
4 117 113 0.89 0.65 615 692 523 089 092 662 669
5 120 085 076 053 843 7.14 750 070 0.45 914 771
6 120 159 085 1.68 7.20 670 420 095 0.95 7.60 740
7 135 107 0.89 031 8.50 867 808 072 0.86 692 642
8 104 083 075 105 7.10 630 440 0.94 072 9.80 690
9 = - = x = = - = = @ =

10 125 105 057 079 856 833 556 052 049 9.67 733
1 170 0.60 045 087 8.00 9.00 460 023 114 1000 440
2 - - - - - - - - - - -
Sample 118 0.96 077 090 7.25 7.04 5.81 082 0.81 871 674
M

ED, Euclidean distance; M, mean; p, participants; -, not applicable; MBU, mother and baby unit.
Mean ranked rating score ranged from 1 to 10, with 1 = the closest positve pole of the construct (preferred) is applied to the element and 10 = the closest negative pole o the construct (non-preferred) is applied to the element. Participants shaded in grey did not complete
the discharge repertory grid.
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1 180 123 097 027 9.00 1000 7.8 071 103 7.00 563

2 099 070 099 064 780 650 9.60 054 042 770 680

3 105 170 107 122 827 818 473 047 078 9.45 564

1 091 125 075 114 669 838 315 084 146 769 362

5 142 131 071 077 957 9.00 679 047 055 771 693

6 090 153 079 079 790 640 480 075 069 830 720

7 162 153 121 039 892 867 7.67 121 124 567 542

8 138 100 059 063 780 800 600 057 082 880 640

9 169 156 124 093 983 842 733 037 056 742 617

10 149 198 088 122 956 944 156 036 058 800 700

1 136 128 065 143 940 9.40 380 041 085 810 600

12 117 119 052 085 980 9.00 650 039 130 770 140

Sample 132 136 086 0.86 871 845 6.07 0.59 0.86 7.80 593

M

ED, Euclidean distance; M, means p, participants; MBU, mother and baby unit.
Mean ranked rating score ranged from 1 to 10, with 1 = the closest positive pole of the construct (preferred) is applied to the clement and 10 = the closest negative pole of the construct (non-preferred)is applied to the element. Participants shaded in grey did not complete
the discharge repertory grid
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Well-being

Problems

Admission CORE-OM assessment

Functioning

6.17

Mean total raw score (SD) 75.50(29.03) 1242 (4.72) 33.08 (10.24) 23.83 (11.11)
(5.41)
Range in total raw score 16-115 2-16 10-48 4-37 0-14
Mean rating applied (SD) 222 (0.85) 3.10 (1.18) 2.76 (0.85) 1.99 (0.93) 1.03
(0.90)
Range in mean rating applied = 0.47-2.97 0.50-4.00 0.83-4.00 0.33-3.08 0.00-2.33
Discharge CORE-OM assessment
All Well-being Problems Functioning Risk
Mean total raw score (SD) 43.00 (21.68) 750 (3.34) 1975 (10.17) 13.75 (7.89) 2.00
(2.73)
Range in total raw score 12-77 1-12 7-34 3-24 0-7
Mean rating applied (SD) 1.30 (0.63) 1.88 (0.83) 1.65 (0.85) 1.15 (0.66) 033
(0.45)
Range in mean rating applied 0.35-2.26 0.25-3.00 0.58-2.83 0.25-2.00 0.00-1.17

Reliable change

Yes: decrease

*This table is a reduced version and is presenting the CORE-OM data of the sample of 12 participants at admission and sample of 8 participants at discharge collectively. Individual data is not
presented to protect the anonymity of participants.
SD, standard deviation; n, sample; -, not applicable; CORE-OM, Clinical Outcomes in Routine Evaluation - Outcome Measure (Evans et al., 2000); reliable change, a reliable change in the mean
rating applied across all sub-scales, with an increase or decrease of >0.5 indicating reliable change.
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Parenting Stress 5.11 2.59

5.63 281
Role Restriction 5.02 231 549 2.55
Social Support ‘ 4.50 1.85 6.85 232
Partnership 4.11 2.38 6.52 2.68

Socioeconomic status and age of children were included as covariates. PMI, parents with a

mental illness; PWMI, parents without a mental illness.
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Stakeholder

Satellite young person
participants

Outcome

Sense of belonging
and increased

connectedness

Increased resilience

Sense of hope,

Stage 3

‘The outcomes (what changes)

How will we know if
the outcome has

occurred

Measured how?

Feel more connected

to other young

people living in
similar
circumstances

Reduced feelings of
isolation and
increased feelings of
belonging

Decreased mental
health crises

Increased hope for
the future that
results in planning,
for future activities/

goals, agency

Source

Where this
information comes

from

SDQ: Prosocial
behaviour subscale
(child and parent
versions)

LSAC items on
connectedness
Interviews with
children/youth

CYRM-R total score
KCS, completed by
children aged

10 years and under;
CASQ, completed by
older children,
adolescents and
young adults
Interviews with
children/youth
Children's Hope
Scale

Interviews with
children/youth

How can you value

the change?

What proxy is used
to value the
change?
Powdthavee (61)
identified the
economic value of
friends (in addition
ds):
15,500 pounds per

to existing

year in 2007 is
equivalent to
23,903.38 pounds
in 2022, converted
to 2022 AUD
42,818.76 per
annum

‘The Australian
Psychological
Society (APS)
recommends $300
per hour per child/
young person for

psychological
services - 14
sessions

Costof a mentor
such as what might
be available from
the Big Brothers,
Big Sisters
‘mentoring
program: $2,500
per person for

12 months.

Value SAUD for
six-month
period

Value of the
change

$21,861.38

54,200 per child/

young person

$1,250

Source

Where this information

comes from

Powdthavee (64).

APS website: htps:/
psychologyorgau/
psychology/about-
psychology/what-it-costs

Big Brother, Big Sisters of
Australia Annual Report
2019-2020 BBBS_Annual_
Report_2019-2020.pdf
(bigbrothersbigsisters.orgau)
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Parenting Role Social Negative Relational  Positive Relational

< Partnership?

Stress® Restriction® Support® P" Schema® Schema®
CBCLint ‘ 12 17 -19 -10 19° -9t
CBCLext | 38+ 1% 05 03 307 29

*n = 150, socioeconomic status, age of children and group were included as covariates. ® n = 166, group was included as a covariate. * p <.05 ** p <01, Tests of significance two-tailed. CBCLint,
Child Behavior Checklist Internalizing Scale; CBCLext, Child Behavior Checklist Externalizing Scale.
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Satellite outcomes Net votes

Connectedness 9
Belonging 8
Reduced loneliness 7
Reduced shame 7
Help seeking. 7
Acceptance of self and others 7
Understanding about mental health 6
challenges

Improved coping 5
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Negative Relational Schema 2.45 1.24 1.34 0.50

Positive Relational Schema 3.62 124 4.81 1.02

PMI parents with a mental illness; PWMI, parents without a mental illness.
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fundamental frequency range (Hz)

Baseline 43.10 12.94 46.09 13.62
EMSS 4075 11.58 42.47 13.06
Mean Heart Rate (bpm)®

Baseline 80.97 9.83 80.48 9.48
EMSS 81.63 9.11 83.15 10.28
Heart Rate Variability (RMSSD)®

Baseline 26.44 14.16 28.06 16.55

FMSS 27.05 13.95 26.74 14.01

PMI, parents with a mental illness; PWMLI, parents without a mental illness. * n = 84 for PMI,
n =96 for PWMI ® n = 30 for PMIL, n = 33 for PWML bpm, beats per minute; FMSS, Five
Minute Speech Sample; Hz, Hertz; RMSSD, root mean square of successive differences
between normal heartbeats.
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t(187)

7

Children

I Age v 894 (3.27) 920 (3.52) | -50 616 001
number of girls (%) 44 (48.35) 56 (57.14) 1.46 226 008
CBCLext (T-score) 52.13 (10.19)" 46.82 (8.67)° 3.62 <001 074
CBCLint (T-score) 5649 (9.32)° 48.25 (9.97)° 5.42 <001 152
Parents
Age 39.93 (6.42) 42,65 (6.39) -2.89 004 043
Gender (female, %) 76 (83.52) 74 (76.29) 1.52 217 008
SES 1428 (3.71) 1827 (222) -9.13 <001 306
BSI GSI (T-score) 63.37 (1637) 40.08 (9.07) 15 <001 448

CBCLext, Child Behavior Checklist Externalizing Scale; CBCLint, Child Behavior Checklist Internalizing Scale; *n = 71; *n = 95; SES, socioeconomic status; BSI, Brief Symptom Inventory; GSI,
Global Severity Index; PMI, parents with a mental illness; PWMI, parents without a mental illness.
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t(148)/,4(1)

Children

Age 7.69 (2.31) 922 (3.53) -3.20 <001 053
number of girls (%) 24 (44.4) 55 (57.3) 229 130 124
CBClLext (T-score) 51.19 (10.28) 46.83 (8.62) 276 .006 049
CBCLint (T-score) 5533 (9.43) 4825 (9.91) 427 <.001 110
Parents

Age [ 39.72 (4.92) 42,68 (6.41) -3.15 2002 140
number of mothers (%) 44 (81.5) 74 (77.1) 0.40 528 052
SES ‘ 15.14 (3.11) 18.24 (2.22) ‘ -6.46 <.001 360
BSI GSI (T-score) 62.33 (13.33) 012 (9.09) 1090 <.001 448

CBCLext, Child Behavior Checklist Externalizing Scale; CBCLint, Child Behavior Checklist Internalizing Scale; SES, socioeconomic status; BSI, Brief Symptom Inventory; GSI, Global Severity
Index; PMI, parents with a mental illness; PWMI, parents without a mental illness.
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t61)/,2(1)

Children

Age 8.79 (3.36) 852 (3.27) 33 743 .002
number of girls (%) 16 (44.4) 20 (55.6) 34 560 -073
CBClLext (T-score) 51.11 (7.65) 4847 (8.16) 128 207 .028
CBCLint (T-score) 56.15 (6.54) 49.16 (7.45) 3.80 <001 202
Parents

Age 39.86 (6.64) 4341 (6.99) 2,02 047 .065
number of mothers (%) 22 (45.8) 26 (54.2) 056 456 -.095
SES 1551 (2.76) 17.92 (2.71) -3.50 <001 167
BSI GSI (T-score) 62 (12.68) 38.67 (9.26) 8.08 <.001 538

CBCLext, Child Behavior Checklist Externalizing Scale; CBCLint, Child Behavior Checklist Internalizing Scale; SES, socioeconomic status; BSI, Brief Symptom Inventory; GSI, Global Severity
Index; PMI, parents with a mental illness; PWMI, parents without a mental illness.
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Mothers not approached by MBU staff (n = 95)

Reasons:

Mental health acuity remained high beyond 4 weeks (n = 66)
Not proficient in the English language (n = 4)

Reason not provided by MBU staff (n = 25)

Mothers admitted to MBU during recruitment window (n = 122)

Mothers who were approached by MBU staff (n = 27)
Mothers who did not consent to be approached by the

research team (n = 11)
Reasons:

Mother did not feel able to engage at the time (n = 4)
Reason not provided by MBU staff (n = 7)

Mothers who consented to contact, but were not screened

Mothers who consented to be approached by the research
team (n = 16)

Mothers who were screened for eligibility (n = 15)

for eligibility (n = 1)
Reason: Did not respond (n = 1)

Mothers who were eligible, but did not complete

assessment session at admission (n = 3)

Reasons:

Self — discharged (n = 1)

Deterioration in mental health on commencement of
assessment session (n = 2)

Mothers who were eligible, gave consent, and
completed assessment session at admission (n = 12)

Mothers who did not complete assessment session at
discharge (n = 4)
Reasons:

Ongoing social care needs (n = 2)
Discharged, and readmitted to MBU within 2 weeks (n = 1)
Did not respond (n = 1)

Mothers who completed assessment session at
discharge (n = 8)
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Multiple perspectives

'Young people’s voice: look at
different age groups and profiles

Specific topics

Young people (including adult CoPMI)

Developing and testing
interventions

Current and developing
interventions

Methodological issues

More prospective studies and trials

Voices of parents, carers/partners,
or clinicians

Within family factors

Online interventions/support

Improvements to methods of
enquiry

Social environment

Problems and improvements in
sampling

Develop and use quality survey
instruments to better measure
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Negative impacts of a mental illness on
parenting

Intervention

Communication

Increased responsibility/caregiving

Reluctance to talk

The relationship with their children as a
positive and protective factor

Connecting with others

Insufficient understanding

Adjusting to the needs of the ill parent

Emotions and feelings

Impacts on the parent-child relationship

Physical or verbal abuse

Coping and personal skills

Social outcomes

Understanding the problem

School experiences
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group ating
1 Afzelius et al. (48) Sweden Interviews Five PMI families, nine adults (five females), six children (four girls, two Parents, partners, and Moderate
boys) aged 10-12 years. All had been involved in a family intervention. COPMI
2. Bartsch et al. (49) Australia Focus groups 11 mothers (one father), 29-59 years old with present or past BPD. Parents Moderate
3. Bartsch et al. (50) Multi-country Online survey open-ended 106 clinicians— Australia (1 = 65), the USA (1 = 36), Canada (1 = 2) and Clinicians Low
questions. New Zealand (n = 2).

4. Bosch et al. (29) The Netherlands Interviews 18 (11 girls, seven boys) COPMI, aged 12-21 years. Youth COPMI Moderate
5 Cudjoe et al. (30) Ghana Interviews 21 children aged 10-17 (13 girls, eight boys) who lived with a parent with COPMI Moderate
ML
6. Cudjoe et al. (30) Ghana Interviews 13 children aged 10-17 (eight girls, five boys) who lived with a parent with COPMI Moderate
ML
7. Davies et al. (22) South Africa Interviews 15 Health Care Professionals (HCP). Clinicians Moderate
8. Drost and Schippers (31) The Netherlands Case study of weekly email 24-year-old female Adult COPMI Moderate

interviews and textual analysis of
participants chat sessions.
9. Duncan and Browning (45) New Zealand Interviews 23 adult COPMI aged 24-61 years (four males, 19 females), 15 in Adult COPMI Low
relationships, five divorced/separated, three single/never married.
10. Fjone etal. (32) Norway Interviews 20 COPMI aged 8-22 years, one or both parents with mental health distress | COPMI Low
during the participant’s childhood
11 Foster et al. (54) Australia Interviews 14 COPMI aged 9-17 years (nine girls, five boys) COPMI Moderate
12. Grove etal. (61) Multi-country Survey open-ended questions. 23 PMI researchers. Twelve females, seven males, four unknown. Australia Researcher Moderate
(n=6), Norway (n = 3), England (n = 2), United States (1 = 2), the
Netherlands (1 = 2), Canada (n = 2), Italy (n = 1), Switzerland (n = 1),
Finland (n = 1), and New Zealand (n = 1).
13. Harries et al. (51) United Kingdom Interviews with Eight parents with psychosis (five mothers and three fathers). Parents. Moderate
14. Hoadley etal. (52) Australia Survey open-ended questions. 22 parents aged 43-65 years, 83.3% two parent families), 12 COPMI aged COPMI parents Low
9-17 years (seven girls, five boys), six clinicians. clinicians
15. Isobel et al. (55) Australia Interviews and focus groups with 12 COPMI aged 9-17 years and three mothers, eight clinicians (six nurses COPMYI, parents Moderate
and two OTS). clinicians
16. Knutsson-Medin et al. (60) Sweden Survey open-ended 36 young people aged 6-17 years (17 girls, 19 boys). COPMI Low
questions—mixed methods study
17. Marston etal. (53) Australia Telephone interviews 15 parents aged 30-49 years, 87.1% female after watching DVD. Parents Low
18. Maybery et al. (58) Australia Survey open-ended questions Children (1 = 24) and parent (n = 18) dual diagnosis (parent) families not | COPMI, parents Low
shown.
19. Mechling (33) USA Interviews 10 adult COPMI aged 18-25 years (seven females, three males). Adult COPMI Low
20. Mordoch (34) Canada Interviews 22 COPMI aged 6-12 years (eight gitls, 14 boys) who lived full or parttime | COPMI Moderate
with a parent with a ML
21. Morningstar (35) USA Interviews 50 young adults aged 19-34 years, who were children of parents with mental | Adult COPMI Low
illness
2 Nevard etal. (59) United Kingdom Interviews 17 COPMI aged 6-17 years (11 gitls, six boys). COPMI Moderate
2 Nolte and Wren (46) United Kingdom Interviews 15 parents (13 mothers and two fathers) all had been diagnosed with severe Parents Low
and enduring mental health difficulties.
24. O’Brien etal. (57) Australia Interviews Nine clinicians (three nurses, two psychiatrists/registrars, two social Clinicians Low
workers, and two occupational therapists) who had worked at acute units
forat least the previous 12 months.
25. Power etal. (36) Australia Interviews 11 adults aged 18-51 years (eight female, three male) who were children of Adult COPMI Low
parents with mental illness
26. Radley etal. (37) United Kingdom Interviews Five parents with a psychotic disorder (one father, four mothers), four Parents, partners, family Moderate
children (one girl, three boys), three partners (two females, two males) and | members, COPMI
one grandmother.
27. Reupert and Maybery (16) Australia Interviews 18 Expert COPMI program facilitators (Clinicians) from a Australian COPMI program Low
national public database of COPMI programs. facilitators
28. Tabak et al. (38) Multi-country Focus groups and interviews Conducted with 7 = 96 clinicians (1 = 50), parents with mental illness (7 = | Parents, adult COPMI, Low
31), adult children and partners (n = 31) of parents with mental illness from | partners clinicians
England, Finland, Germany, Italy, Norway, Poland and Scotland.
29, Tanonaka and Endo (47) Japan Interviews 10 Adults aged 2040 years (seven females, three males) who were children | Adult COPMI Moderate
of parents with mental illness.
30. ‘Trondsen (39) Norway 600 posts—online COPMI 16 COPMI aged 15-18 years (15 females, one male) Youth COPMI High
self-help group
31 Trondsen and Tjora (44) Norway Interviews 13 COPMI aged 15-18 years (all females), participating in an online Youth COPMI Moderate
self-help group for adolescents with a parent with mental illness.
3. Van Parys et al. (10) Belgium Focus groups 18 adult COPMI aged 21-29 years (18 females, three males) who grew up Adult COPMI Moderate
with a depressed parent.
33. Van Parys and Rober (41) Belgium Interviews Eight families (parents and partners) and 14 children aged 7-14 years. Youth COPMI Moderate
34. Vetri etal. (56) Canada Survey open-ended questions Eight parents (five mothers, three fathers), eight COPMI aged 7-11 years COPMLI, parents, Moderate
(four girls, four boys), and six psychosocial workers. clinicians
35. Villatte et al. (42) Canada Photovoice group meeting 10 young adults aged 18-25 years old (nine females, one male) that have at COPMI Moderate
least one parent with a mental illness.
36. Widemalm and Hjirthag (43) | Sweden 301 comments from 35 forum Sample unknown, Mean age = 22 years, between 13 and 49 years. Youth COPMI Low

threads on five Swedish COPMI
Internet forums

COPMI is the abbreviation for Children of Parents with a Mental Illness.
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Concerns about upbringing of the children
Disturbed communication patterns
Disturbed parent-child relationship
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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)

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
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Demographic characteristic n (%)

Age (years)

White British

Black

Asian

Mean (SD) 30.92 (6.13)
Range 21-43 years
Ethnicity

11 (91.67%)
0 (0.00%)

1 (8.33%)

Current relationship status

Single
Married
In a relationship and/or living together

Highest level of education

2 (16.67%)
4 (33.33%)

6 (50.00%)

GCSEs, CSEs, or O-levels

1 (8.33%)

A levels/BTEC
University degree

Occupation

6 (50.00%)

5 (41.67%)

Employed: full time

11 (91.67%)

Unemployed

1 (8.33%)

Previous mental health difficulties
Yes
No

Primary mental health diagnoses

10 (83.33%)

2 (16.67%)

Anxiety disorders (e.g., perinatal anxiety)

3 (25.00%)

Trauma-related disorders (e.g., PTSD)
Depressive disorders (e.g., postnatal depression)

Psychotic and related disorders (e.g.
postpartum psychosis)

2 (16.67%)
5 (41.67%)

2 (16.67%)

Current admission status
Informal

Section 2 or 3 of the MHA

Number of other inpatient admissions

10 (83.33%)

2 (16.67%)

Number of children

0 8 (66.67%)
1-3 2 (16.67%)
3+ 2 (16.67%)

1

4 (33.33%)

2-3

8 (66.67%)

Number of pregnancies

1

3 (25.00%)

2-3
3+

Length of MBU admission (days)
Mean (SD)

Range

SD, standard deviation; »n, number of participants; MHA, Mental Health Act (UK
Government, 1983); MBU, mother and baby unit; PTSD, posttraumatic stress disorder.

7 (58.33%)

2 (16.67%)

70.25 (29.19)

41-122
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Number Participant Organization/Roll Experience Trained/used TFM

Managers
1. ‘women AMHS Experienced Yes, >10 times
2 women AMHS/dependence Experienced Yes, not used
3. ‘women CAMHS Experienced Yes, >10 times.
4. ‘women CAMHS Experienced Yes, not used
5: man CAMHS Experienced No, not used

Clinics, used TFM

6. ‘women CAMHS Experienced Yes, >10 times
% women CAMHS Experienced Yes, 5-10 times
8. ‘women AMHS Experienced Yes, >10 times
9. women AMHS 5 years Yes, >10 times
10. man AMHS Experienced Yes, >10 times

11 ‘women AMHS/dependence Experienced Yes, 5-10 times

Clinics, not used TFM

12. man CAMHS Experienced Yes, not used

13. man CAMHS 4 years Yes, not used

14. man AMHS 6 years Yes, not used
14 total 7 AMHS+7 CAMHS 13 trained of 14

9 active users
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Family Talk Intervention

Planning Family
Meeting
- Support the family
1-';::: lm;w& Discuss parents’ troduc > an Discuss childr.en's to .disc?ss top.ics Disc?ss the family
discuss the parents’ understanding of 8K 10, the ch feedback with raised in earlier meeting & feedback
mental health their iliness & help & hear their PArESR(sy & adress | | from the child(ren).
history. the parent prepare - e of the any questions Discuss changgs to Reiterate fam.“y's
children for their rarents illness raised. Plan the help the family strengths going
session. family meeting. going forward. forward.

Family Talk is a strengths-based psycho-educational intervention for families where a parent has a mental iliness. Family
Talk is designed to strengthen communication and problem-solving skills and promote family resilience.

Family Talk training in the current study was accessed on www.emergingminds.com.au
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