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Editorial on the Research Topic

Parents With Mental and/or Substance Use Disorders and Their Children

INTRODUCTION

Families living with parental mental and substance use disorders face considerable biopsychosocial
and, oftentimes, socioeconomic challenges, with complex pathways to mitigating risk, enhancing
resilience in children and youth, and supporting recovery in adults who are parents. This special
issue contains the latest knowledge on a) the prevalence of parental psychiatric disorders and
children who may be affected, and relationships among risk and protective factors and outcomes for
children, youth, and parents across the lifespan, including the perinatal period; b) intervention
development, implementation, and testing at the individual practitioner, parent, child, or youth
level, as well as recommendations for making change at the national level; and ¢) innovative
measurement and methodological developments, including the protocols of studies currently
underway. The special issue comprises 26 papers, representing the contributions of nearly 100
investigators from 15 countries in Europe, Asia, and North America. The research studies embrace
diverse designs and methods; and both primary data collection with providers, parents, children,
and youth, and secondary analyses of national and registry data sets. Several papers describe
innovative research measures and methods, exciting developments in the field. Review and
publication of the protocols of current studies serve to enhance research integrity and rigor, and
guide next steps in future studies.

THE PREVALENCE OF PARENTAL MENTAL ILLNESS AND
RELATED CHARACTERISTICS AND CONDITIONS

How many individuals in treatment in Adult Mental Health Services (AMHS) have children
younger than 18 years of age who may need support or benefit from intervention? So far, data to
answer this simple question have been sparse and inconsistent. Ruud et al. have obtained registry
data from 23,167 receiving outpatient treatment in Norway at 107 AMHS and found that among
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them 36% had children under 18 years of age. Referrals to health
and social services were made for children of one of three
outpatients (with young children), while for a substantial
proportion of these children it was unknown whether they had
met or unmet needs. This finding suggests that the proportion of
patients in treatment who have children who may need support
is relevant, and requires appropriate actions.

Also, in Norway, Reedtz and co-investigators assessed a large
sample (n = 422) of parents with mental illness receiving
treatment and their young children (n = 581), and found that
three quarters of them (76.2%; n = 526) were living with the ill
parent. One third of the sample (32.5%; n = 170) lived with a
single ill parent and with siblings, full-time or part-time.
Younger children did not receive any information about their
parents' disorders. Overall, this study confirms that a large
percent of offspring spend a substantial amount of time with ill
parents, and when parents are separated or divorced the contact
with the ill parent may become particularly intensive, with an
increased exposure to potentially stressful situations.

In their contribution, Moscoso et al. show that, in the family
history of adolescents diagnosed with borderline personality
disorder, there may be parental suicidal attempts, and the
number of suicidal attempts is related to an increased severity
of the adolescent's disorder. Children of parents who have
attempted suicide, or completed suicide, are a particularly
vulnerable population, who should receive targeted preventive
interventions. Unfortunately, this rarely happens, even in
countries with well-developed mental health services. This
finding points to the need for a careful reconfiguration of
services to enable effective response to potential users' needs.

An important study on a large sample of over 2,200 twins
born in the United Kingdom in 1994-95 and followed up to the
age of 18 has been conducted by Riches and collaborators. The
authors assessed both the twins' mothers, when the children were
ages 10 and 12, and the children themselves at ages 12 and 18.
They assessed a variety of potential protective factors in relation
to the development of sub-clinical psychotic phenomena among
those children of mothers suffering from psychotic disorders.
The authors found that good cognitive functioning, living in a
more socially cohesive neighborhood and higher levels of
perceived social support were independently protective against
early psychotic symptoms among children of mothers with
psychosis at ages 12 and 18. This underscores the importance
of psychosocial factors in buffering the biological risk associated
with having a mother with a severe psychotic disorder.

Three papers deal with perinatal issues affecting mother and
child emotional life. Aktar et al. reviewed the literature analyzing
early exposure to parental psychopathology, during the
pregnancy and in the first post-partum year, and its association
with child psychological functioning beyond the post-partum
period, up to adulthood years. They conclude that early
interventions targeted in particular to mothers showing severe
emotional disturbances in the perinatal period may have
beneficial effects on the child for periods which extend to adult
life. Once again, the importance of early and timely interventions
is confirmed, to effectively intervene with mental disorders at

their onset, stopping the chain of intergenerational transmission
of these pathological conditions.

Risk factors in the perinatal period and their effects on
newborns were the focus of two studies. Ichikawa and
colleagues have evaluated the association between low levels of
prenatal alcohol exposure (PAE) and children's health. They
assessed a large sample of children under 18 years old who have
siblings (n = 1,600) and their mothers. Children were evaluated
with the CBCL, while mothers' PAE was assessed retrospectively.
Low PAE was associated with children's anxiety, internalizing
problems and overall health problems, pointing to the
importance of screening mothers for PAE to adopt timely
preventive interventions and increase the odds of healthy
child development.

Sheeba B et al. screened 280 pregnant mothers attending an
antenatal clinic in Bangalore, India. Over 1/3 of the sample were
found to screen positive for prenatal depression, and the risk was
much higher for women exposed to domestic violence or to
stressful life events, again highlighting the need for the delivery of
appropriate screening interventions targeting emotional well-
being among pregnant women. Screening and assessment can
promote the implementation of timely interventions, with a
beneficial double effect on the mother and on the newborn.

This set of papers highlights the role played by a parental
mental disorder in the overall functioning of the family system,
and once again underscores the need for appropriate mental
health prevention, intervention and promotion. Even simple
approaches can have an enduring effect contributing to
children's outcomes over the life span.

INTERVENTION DEVELOPMENT,
IMPLEMENTATION, AND TESTING

A number of contributions to this special issue represent
efforts to develop, implement, and test interventions
involving practitioners, as well as parents and children or
youth. In Portugal, van Doesum and colleagues targeted
professionals from a hospital psychiatric service received
training in the Child Talks intervention. Professionals'
reports regarding attitudes, knowledge, confidence, and
organizational support improved significantly, as measured
by the Family-Focused Mental Health Practice Questionnaire
prior to training and 10 months later. In Hafting et al.'s paper,
the authors integrate findings from a series of studies on the
capacity of General Practitioners (GPs) to identify and provide
support to the children of ill and substance-abusing parents.
Given their finding that both parents and GPs are ambivalent
about addressing these issues during consultation visits, the
authors make recommendations for GPs to gain knowledge
about the family situation.

Norwegian colleagues, Lauritzen et al., describe 5-year follow-
up findings from a study in which two interventions were
implemented to support healthcare professionals in identifying
and providing support for children of patients within AMHS.
While some changes in clinical practice were found, the authors
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conclude that practice change is a very time-consuming process.
In the USA, Nicholson and Valentine interviewed key
informants as the first step in designing a model of parent-peer
supports for parents with psychiatric disorders. While peer
supports are burgeoning in the USA in other domains, the
authors' findings raise key issues in practice with parents,
including the training needs and organizational infrastructure
to support both parent-peer specialists as well as
parents themselves.

Children and adolescents living with parental mental illness,
their families and professionals who work with them were
engaged in co-producing an 8-week group intervention, Young
SMILES, for 6- to 16-year olds and their parents, as described by
Gellatly and collaborators. This leading UK effort lays the
groundwork for meeting the needs of a broad range of ages
and levels of need, and for rigorous research to evaluate the
impact. Reupert and colleagues target young adults aged 18 to 25
years, with a parent with a mental health and/or substance use
disorder, in laying the groundwork for the development for an
online group intervention in Australia, “mi.spot.” They suggest
implementation considerations and directions for future testing.
Potijk and colleagues in the Netherlands addressed parents'
hesitancy to let children participate in preventive programs
through a pilot study in which a psychoeducation program on
parenting and mental illness for parents was developed. They
make recommendations regarding implementation as well as for
future research. Importantly, mothers' identity is placed in the
context of a personal recovery paradigm by Australian authors,
Hine et al. The authors suggest that services may promote
recovery by supporting the enhancement of their self-concept
associated with mothering, in addition to attending to other
attributes and roles.

Systems-level change is addressed by Isobel et al. in their
study of the stories of change provided by an international
sample of systems' change experts from 16 countries. While
the issues facing children, parents and families may share
similarities across countries, the pathways to systems-level
change among countries have unique aspects as well as areas
of overlap. This paper provides an interesting global perspective.
In Finland, the Let's Talk model was implemented in three
municipalities, supporting stakeholders and families in working
together to enhance outcomes for children. Niemela and
colleagues compared data from these municipalities with
national data, and demonstrated a significant decrease in
referrals to child protections services.

RESEARCH INNOVATION

This issue also provides insight into cutting-edge research
endeavors in the field. Postpartum psychiatric disorders such as
depression, anxiety, or psychosis occur in about 15% of mothers
and negatively affect their caregiving behavior at an early stage of
child development. In response to shortcomings of existing
measurement tools, Heinisch et al. have developed an adapted
method to assess maternal sensitivity based on methods recently

approved in attachment research. Initial application of the new
measurement tool showed different deficits in mothers'
caregiving behavior depending on diagnosis. At the same time,
many mothers were well capable of behaving in sensitive manner
toward their child despite their illness. The new method is open
for use with pending reliability testing.

Children of parents with a mental illness may be challenging
to reach for research and interventions. Using a case study
analysis, Grove explores social networking sites as a medium to
include at-risk youth and their families by removing accessibility
barriers. Ethical considerations and limitations of this promising
means of engagement are discussed. Riebschleger and colleagues
provide further validation of the Knowledge of Mental Illness
and Recovery (K-MIR) scale to examined mental health literacy
levels and coping outcomes for youth, which they used before
and after a school-based mental health literacy program, Youth
Education and Support (YES). Their study also shows a positive
effect of the intervention on mental health literacy and
coping strategies.

Research currently underway provides promise of exciting
future findings. Thorup and co-investigators introduce the
follow-up of their large registry based cohort study, which
will assess 522 children born to parents with schizophrenia,
bipolar disorder and controls as they turn 11 years of age. This
study will determine whether the children at familial risk reveal
delayed developmental courses, but catch up at age 11, or
whether the discrepancies between the groups have grown even
larger. It will also shed light on aspects of resilience and
neurobiological outcomes.

The Village project is described by Christiansen et al, in
which they seek to improve child development and wellbeing
outcomes for children of parents with a diagnosed mental illness.
The project encompasses co-development, implementation, and
evaluation of a practice approach to the early identification and
collaborative care, through establishing child-focused support
networks and using innovative open innovation science
(OIS) approaches.

Christiansen and colleagues describe the part I protocol for a
randomized controlled trial comparing parental cognitive
behavioral therapy/CBT with CBT + Parenting Program for
parents with a mental disorder, flanked by four add-on
projects that apply behavioral, psychophysiological, and neuro-
imaging methods to examine potential moderators and
mediators of risk transmission. This large, multicenter study
provides opportunity to test the components of the
transgenerational transmission of mental disorders. The part II
protocol for the study is provided by Stracke and colleagues.

Steardo and co-investigators are conducting a randomized
controlled trial for pregnant women with high postpartum
depression scores. Women will be randomized to receive a
psychoeducational intervention or a best practice control
condition. The authors will not only develop an informative
package for pregnant women and promote a screening program
for women with postpartum depression, it will also identify
factors associated with a higher risk of developing perinatal or
postnatal depression, and evaluate the effectiveness of the
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psychoeducational intervention for reducing symptoms
during pregnancy.

Finally, Reedtz and an international group of colleagues
introduce the creation of a research and intervention model to
promote large-scale implementation and evaluation of generic,
brief interventions for children of parents with mental disorders.
This multi-site international protocol allows for assessment of both
minor children aged 6 to 18 years and their parents, and draws from
both electronic patient journals as well as primary data collection
using standardized measures. Child Talks+, developed in the
Netherlands, will be implemented in participating countries.

CONCLUSION

The papers in this special issues represent a significant
contribution to building the evidence base of effective
interventions for family members who are living with or who
are parents with mental and substance use disorders, and lay the
groundwork for future innovation in research, screening and
assessment, intervention development, and testing. The evidence
may be applied to effect innovation or change in policy and

practice, and suggests the need for widespread knowledge
translation and dissemination, highlighting the significant
potential to improve public mental health in countries
throughout the world.
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Background: A strong connection exists between parental mental illness and lifetime
mental health risk for their children. Thus, it is important to determine, when parents
attend for treatment for their illness, the prevalence and characteristics of parents with
a mental illness and identify referral actions for their children. Previous studies indicate
that 12-45% of adult mental health service patients are parents with minor children.
There is a need for studies with larger sample sizes that investigate the prevalence and
characteristics of parents, and factors associated with referral actions for their children.

Method: Data on 23,167 outpatients was drawn from a national census study across
107 Norwegian adult mental health outpatient clinics during 2 weeks in April 2013.
Clinicians identified various socio-demographic characteristics of patients who were
parents and referral actions for their children.

Results: Eight thousand thirty-five (36%) of outpatients had children under 18 years.
Thirty-one percent were provided with referrals for their children and 58% were reported
to have children with no need for referral. Three percent were reported to have children
with unmet needs who were not referred. There were missing data on children’s needs
and referral actions for 8% of parents. Patients who care for minor children were more
likely to be refugees, and less likely to be single, male, not own a house/apartment, and
have a schizophrenia spectrum illness or substance use disorder. Children were more
likely to be referred when their parent was single, with no income from paid work, low
education, not owning house/apartment, poor family network, long outpatient treatment,
and an individual care plan; and less likely for men with a moderate or less severe mental
illness. Children were referred to child protection agencies, child and adolescent mental
health services and school psychological/pedagogic services.
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Discussion: The prevalence of outpatients with children is similar to other studies.
Referrals were made for children of one third of outpatients with minor children. Needs
and referrals of children was unknown for one in ten outpatients. Mental health outpatient
clinics must improve procedures to identify parenting status and ascertain and act on

children’s needs.

Keywords: prevalence of parents with mental iliness, children of parents with mental iliness, mental health
outpatients, patient characteristics, needs of care, referrals

INTRODUCTION

This paper presents data from a national census of patients in
adult mental health outpatient clinics in Norway. It provides
prevalence of outpatients who care for children under the age
of 18 years, prevalence of parents whose children are considered
by clinicians to require further support and are referred to
external agencies, and how parents’ socio economic and clinical
characteristics influence prevalence and type of referrals made by
clinicians for the children. This information can be used by policy
makers and managers to strengthen policy, as well as to support
clinicians to better identify parents, determine their children’s
needs and refer the children to appropriate services.

Parental mental illness impacts on the functioning of the
family unit and poses a risk to the healthy development of
children. Compared to other children, those growing up with
a parent with a mental illness are at risk of a range of adverse
behavioural, developmental and emotional outcomes (1-3). Bell
etal. (4) found that children of parents who had been hospitalized
for a mental illness were much less likely to be school ready.
Difficulties with schooling have also been shown in Sweden where
Hjern et al. highlighted that twice as many children whose parents
had been hospitalised for a mental illness had lower school
results and were not able to start secondary education, compared
to children without parental mental illness (5). However, it
was also estimated that most of the risk was associated with
three contributing social factors (needing social support, low
parental education level, parental separation/divorce), or an
interaction between parental illness and social problems. Foster
et al. (6) identified parental functioning and parental mental
illness among risk/protective factors for children according to
the child.

Evidence suggests that children whose parents have a mental
illness have almost double the chance of developing a mental
illness themselves (5, 7). In a Swedish study of 535,000 children
up to 30-35 years of age, those who grew up with substance
abuse and/or mental illness in the family and who also required
social welfare were identified as an extreme high-risk group.
This group of children reported considerably higher levels of
mortality, mental illness, substance abuse, criminality, and were
recipients of social welfare benefits, while having low workforce
participation (5). In Norway it is estimated that 25% of mental
illnesses among adolescents, and 10% of early death, is associated
with parental mental illness (8).

A recent systematic literature review found that between 12
and 45% of all patients attending adult mental services were

parents (9). Four studies in the review found prevalence rates
from 36 to 38% (10-13), suggesting that a substantial minority
(one third) of patients using adult mental health services are
parents (9). However, a limitation of these audit-style studies
(12, 14) is that they commonly focus on a single regional
adult mental health service with modest sample sizes. Other
studies have assumed an epidemiological approach that projects
findings from a representative sample to approximate the whole
population (15) or utilised already collected national data sets
(16). In Norway it has been estimated that 23.1% of children have
a parent with a moderate or severe mental illness that may affect
their daily life (8). Among children born in Sweden 1987-1989,
7.8% of minor children have a parent admitted to hospital due
to psychiatric illness and/or substance abuse. Further, a survey
from 2007 to 2011 found that parental mental health problems,
not sufficiently severe to require hospitalizations, were relatively
common, with 18.1% of parents to children aged 10-18 years
reporting nervousness, anxiety or worry (5).

To the best of our knowledge only one study has examined
whole-of-service data for parental mental health prevalence. In
the early 2000s, Maybery et al. (16) found that in one year,
20% of adult mental health patients in the Australian state of
Victoria were parents. In a follow up study, the authors examined
state-wide adult mental health outpatient data over a 4 years
period and found that 19-20% of almost 60,000 outpatients
were parents (17). While the study provided valuable prevalence
data, it failed to go further and illustrate information about the
parents (such as gender, diagnosis) nor about the needs of their
children. Consequently, there is a lack of whole of population
knowledge about the prevalence of adult patients in mental
health or addiction services who are parents caring for children.
Such information would provide important data that can be
used to inform service policy, intake procedure, and professional
development of clinicians.

When assessing the risks to such children, it is essential to
obtain information about the parent, including diagnosis, gender,
socio economic context, and family networks, as well as other
circumstances which may influence children’s experiences and
outcomes. For example, parents who have an anxiety disorder
are less likely to grant their children autonomy and more
likely to demonstrate lower levels of sensitivity (18), while
children of parents with psychosis might be directly involved
in a parents delusions (19). After controlling for other risk
factors at birth, Hammond et al. (20) found that two thirds of
infants of mothers with a psychotic disorder were reported to
child protection services. This was four times that of infants
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of mothers without a mental illness. Infants of mothers with
a mood disorder were twice as likely to be referred to child
protection services compared to infants of mothers without a
mental illness.

The family environment, including the presence of marital
discord, the presence or absence of the other parent and
the availability of social support to the family may also
influence the level of risk exposure to the children (21). There
are also differences between the experiences and needs of
mothers and fathers with a mental illness, in terms of custody
arrangements and who they call on for help (22). These family
circumstances have important implications for the development
of risk-assessment tools and case-related decision making and
accordingly need to be identified from the outset.

Other studies have considered parent and family variables
when determining prevalence. A 4-year census in one Australian
adult mental health service identified that a majority of
female outpatients were parents (14). Nearly half were married,
with around a third separated or divorced. Approximately
half of parents reported a good level of social support. The
most prevalent diagnoses were mood and psychotic disorders,
followed by anxiety disorders. Approximately 60% of dependent
children lived with parents, including 34-56% of children
whose parents had a psychotic disorder. Around a third of
children were identified as having child protection involvement
(14). These findings are broadly consistent with those from
another Australian adult cross-sector service census, with the
majority of identified parents being female and over half of
being single (23). In that audit, the most common parental
diagnoses were psychotic and mood disorders, with ~40% of
parents living with their children or another family member
(23). Both audits however were limited by moderate sample
sizes (average yearly sample size around 800 limited to specific
catchment areas).

It is important that adult mental health services are responsive
to the needs of children in these families, which at a minimum
would involve identifying children, assessing their needs, and
as required, referring them on to appropriate services (24-26).
However, little is known about clinicians’ actions in adult mental
health outpatient services in relation to detection, follow up and
referral of patients’ children. Some small-scale qualitative studies
(25, 27, 28) have shown that clinicians working in adult mental
health services struggle to balance the needs of both parents and
children and do not routinely refer children on to appropriate
services. However, further research is required to generalise and
extend these findings.

Research has clearly demonstrated the benefits of family
focused practice for parents with a mental illness, their children
and other family members (29, 30). Two controlled trials found
that family focused approaches significantly improved mental
health outcomes for parents (31, 32). A meta-analysis found
that family focused preventive interventions reduced the risk of
children developing the same mental illness as their parent by
40% (30). Consequently, to inform mental health service policy
and practice it is important to identify the number of outpatients
attending adult mental health services who are parents with
minor children.

CONTEXT OF THE STUDY

In Norway, specialized mental health services are organised in
general hospital services across 19 health trusts. The division of
mental health and addiction services in each health trust has
inpatient and outpatient services for children and adolescents,
adults, and older persons. Community mental health centres for
adults include all outpatient mental health clinics, mobile teams,
day units and almost half of the mental health inpatient beds in
Norway (33-35). Almost all mental health services are public, but
a few hospitals and CMHCs are owned by private trusts.

The Norwegian Health Personnel Act of 2010 requires health
personnel to ascertain whether a patient has minor children and
if so, to record this in their patient record. The law also stipulates
that clinicians should talk with the patient about their children’s
needs and offer to give information and guidance. Within the
limits of confidentiality, clinicians might invite children to be
involved in conversations about their parents’ illness, treatment,
and the possibility of visiting the service treating their parent.
In addition, the law stipulates that clinicians assess the needs of
the children and refer children to relevant services such as child
protection agency, CAMHS, educational-psychological services
in schools and family counselling offices as required (36).

AIMS AND RESEARCH QUESTIONS

The study aimed to determine the number and characteristics of
adult outpatients who care for children under the age of 18, from
a national outpatient census in mental health services in Norway.
A further aim was to identify the prevalence of outpatients with
minor children where the clinician identified a need for referral
of children to an external agency.

The paper addresses the following research questions: 1. What
is the prevalence of outpatients in adult mental health clinics who
care for children under the age of 18 years? 2. What are the socio-
demographic and clinical characteristics of these outpatients,
compared to outpatients who do not care for minor children (in
terms of diagnosis, gender, age, marital status, income, education
level, housing, refugee status, and country of birth)? 3. For
what prevalence of outpatients with minor children do clinicians
identify a need for referral of children to an external agency for
children, and what agencies are the children referred to? 4. What
patient characteristics are associated with referral of children to
external agencies?

MATERIALS AND METHODS

Design

The design of the census was a cross-sectional study of
outpatients seen by all outpatient clinics and mobile teams
in adult Norwegian mental health services during 2 weeks in
April 2013. The census was commissioned and financed by the
Norwegian Directorate of Health. The work was undertaken by
the SINTEF research foundation. The study was approved by
the Regional Committee for Medical and Health Research Ethics
(reg.no. 2012/848).
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Sample

The sample consisted of data on 23,167 adult outpatients seen by
107 of the 110 mental health outpatient clinics in Norway. The
prevalence of outpatients included was 60% based on data from
the National Patient Register indicating that the total number
of outpatients during the 2 weeks was 38,904. The clinics that
did not participate were small and cited a lack of time for not
participating; these comprised 1% of all outpatient consultations
during the 2 weeks.

Variables

The census form included outpatients’ socio-demographic data
(gender, age, and marital status, main source of income, highest
education, housing situation, refugee status, and country of
birth), main mental diagnoses using ICD-10 (for substance use
disorders secondary diagnosis is also included, as this is often
listed as a secondary diagnosis for patients with both a mental
and a substance use disorder), and the following questions about
patients’ children: (1) Does the patient care for children under 18
years? (yes/no/unknown). (2) If yes, number of children. (3) Have
measures been taken to follow up any of the children? (available
response being; yes; no and no need to refer; no and a need to
refer; unknown). (4) What agencies were children referred to
(possible to mark more than one of the listed agencies).

Data Collection

All outpatients who had one or more consultations in 2 weeks
(15-28 April 2013) were targeted. Several months prior to the
census, service managers and clinicians received information
about the census and the data collection procedures. Data were
collected on hard copy forms. The clinicians completed one
anonymous form for each outpatient. They were encouraged to
invite the patients to participate in filling in the form, and 57% of
the patients participated. The completed forms were returned to
a data collection company, who scanned the forms and delivered
data files to the project team.

Data Analyses
Descriptive statistics, chi square testing and logit regressions were
computed with STATA 15.

RESULTS

Prevalence of Outpatients Who Care for
Children Under the Age of 18

Of the 23,167 registered outpatients, information on gender and
children was given for 22,398 (97%) of patients. A total of 8,035
(36%) of these had children under age 18, with 5,729 (71%) being
female and 2,306 (29%) male.

Characteristics of Outpatients Who Care
for Children Under the Age of 18

Bivariate chi square analyses of associations between the patient
characteristics in Table 1 show significant relationships between
a higher prevalence of those caring for children under 18
and most of the variables under investigation: being female,
age 30-49 years, higher education, income from paid work,

having a spouse/partner, living with spouse/partner, owning a
house/apartment, having good networks with family, and friends,
fewer consultations since start of treatment, being a refugee, born
outside Norway, not living in a large municipality, not having an
individual care plan (required for anyone in need of long-term
and coordinated services), not being on community treatment
order, and having a diagnosis of moderate or less severe mental
illness like anxiety disorders and moderate depression. Some of
the same patterns are found in a more detailed analysis in Table 2
with a focus especially on gender and main diagnosis.

In a logistic regression analysis of associations between the
odds ratio for caring for children under 18 and the same patient
characteristics (Table 3), most of the patient characteristics
showed a significant association with the same direction as
in the bivariate analyses, but with various odds ratios. The
significant odds ratios were highest for age groups 30-49 and
refugees; and lowest for being single, male, not having own
house/apartment, and having a schizophrenia spectrum illness,
or substance use disorder.

Prevalence of Outpatients With Minor
Children Being Referred

The data on the number of children identified by clinicians to
require referral to an external agency is shown in Table 4.

The clinicians answered the question on whether measures
have been taken for referral for the children for 7,405 (92%)
outpatients. Of these, 2,488 (31%) were reported to require
referral to an agency. Of the 4,917 (61%) outpatients with
children reported as not being referred, 247 (3%) were still
reported to need a referral. This indicates that for 34% of the
parents a referral of their children was identified as required,
that some of these were not referred, and that children of 58% of
the parents were reported to not require a referral. The need for
referral is unknown for children of 630 (8%) of outpatients with
minor children, including those who responded with “Do not
know” and those with missing answers. Patients were involved
in filling in the form in 61% of cases where the patient was
a parent (n = 8,035). Sixty-three percent of female patients
contributed to filling in the form compared to 59% of the male
patients. If the parent was involved in filling in the form, 2% of
the answers regarding measures taken for referrals were “Don’t
know” compared to 6% if the parent was not involved.

Information on the referral agencies is presented in Table 5.
Almost half the outpatients with referred children (45%) had
children who were referred to child protection agencies, closely
followed by child and adolescent mental health services (39%)
and educational-psychological services in the school system
(35%). The most common combinations of services involved
in follow up of the children are adult mental health outpatient
clinics together with family counselling agencies (n = 388) or
child protection agencies (n = 304).

Characteristics for Outpatients With Minor
Children Being Referred

Bivariate chi square analyses of associations between the
patient characteristics and whether measures were taken
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TABLE 1 | Bivariate analyses of the association between patient characteristics and outpatients (N = 22,847) who care for children under 18.

No children Have children Missing data Total % with children Chi-test (x2)
Gender x2 360.66 (1) p < 0.001
Female 8,425 5,729 262 14,416 40
Male 5,938 2,306 187 8,431 28
Age group x2 4087.50 (6) p < 0.001
18-23 years 3,258 249 69 3,676 7
24-29 years 2,919 1,029 74 4,022 26
30-39 years 2,603 2.965 81 5,649 53
40-49 years 1,935 2,666 93 4,694 58
50-59 years 1,805 765 52 2,622 30
60-69 years 850 95 20 965 10
70 years and above 672 59 31 762 8
Education x2 506.11 (2) p < 0.001
High education 2,432 2,251 60 4,743 48
Medium education 6,289 3,697 131 10,017 36
Low education 5,772 2,267 325 8,364 28
Main source of income X2 784.99 (2) p < 0.001
Income from labour 3,164 2,922 77 6,163 48
Health related benefit 7,762 4,179 175 12,116 35
Other economic support 3,567 1,014 264 4,845 22
Marital status x2 4533.88 (2) p < 0.001
Married/cohabitant/partner 3,712 5,208 106 9,021 58
Separated/divorced/widower/widow 1,624 1,355 64 3,043 45
Single/unmarried 9,061 1,466 190 10,717 14
Household X2 4258.02 (2) p < 0.001
Alone with or without children 7,033 2,704 172 9,909 28
Spouse/cohabitant 3,596 5,090 98 8,784 59
Other household 3,705 201 79 3,985 5
Accommodation X2 2614.39 (3) p < 0.001
Own house 5,156 5,306 125 10,587 51
Rented house/apartment, private market 4,298 1,868 95 6,261 30
Rented house/apartment, local authorities 1,466 341 27 1,834 19
Other 3,305 361 72 3,738 10
Network family X2 79.72 8) p < 0.001
Very good 4,169 2,642 113 6,924 39
Good 6,325 3,561 124 10,010 36
Poor 1,998 979 43 3,020 33
Very poor 715 251 30 996 26
Network friends X2 178.45 (3) p < 0.001
Very good 3,013 2,078 65 5,156 M
Good 6,531 3,881 152 10,564 37
Poor 2,180 996 58 3,234 31
Very poor 825 238 22 1,085 22
Number of consultations since start of treatment x2 145.81 (7) p < 0.001
<3 1,667 847 72 2,486 35
3-5 1,551 1,009 37 2,597 39
6-9 1,601 1,007 40 2,648 39
10-19 2,345 1,381 70 3,796 37
20-39 2,321 1,355 47 3,723 37
40-99 2,155 1,204 43 3,402 36
100-199 1,064 484 28 1,576 31
200 or more 725 185 12 922 20

(Continued)
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TABLE 1 | Continued

No children Have children Missing data Total % with children Chi-test (x2)
Asylum seeker X2 0.67 (1) p =0.4129
No 14,426 8,071 513 23,010 36
Yes 67 44 3 114 40
Refugee X2 36.22 (1) p < 0.001
No 14,093 7,768 496 22,357 36
Yes 400 347 20 767 46
Born outside Norway x2 94.51 (1) p < 0.001
No 12,973 6,903 466 20,342 35
Yes 1,520 1,212 50 2,782 44
Having an individual care plan X2 411.4 (1) p < 0.001
No 12,329 7,608 471 20,408 38
Yes 2,164 507 45 2,716 19
Community treatment order x2193.3 (1) p < 0.001
No 13,866 8,019 500 22,385 37
Yes 627 96 16 739 13
Living in a large municipality X2 244 1 6(1) p < 0.001
No 10,680 6,709 413 17,802 39
Yes 3,813 1,406 103 5,322 27
Diagnoses X2 1013.38(7) p < 0.001
Personality disorders 1,118 640 33 1,791 36
Substance use disorders (as first or second diagnosis) 1,058 241 27 1,326 19
Schizophrenia etc. 1,902 295 52 2,249 13
Affective disorders 3,982 2,690 94 6,766 40
Anxiety disorders 3,128 2,455 90 5,673 44
Behavioural syndromes 552 221 14 787 29
Behavioural and emotional disorders 557 418 16 991 43
Other mental iliness 1,320 619 27 1,966 32
to refer children are shown in Table6. There are highly DISCUSSION

significant associations for gender, age group, level of education,
main source of income, marital status, type of household,
accommodation, networks of family, network of friends, number
of consultations since start of treatment, having an individual
care plan, being under community treatment order, and
main diagnosis. There are no significant associations for the
size of the municipalities or for being part of a minority
group (asylum seeker, refugee, born outside Norway). The
pattern of significant differences shows that many indicators
on lower socio-demographic status as well as severe mental
illness and substance use disorder are associated with referrals
of children.

Results of a logistic regression of the association between
patient characteristics and odds ratios for referral of children
is shown in Table 7 for the 6,634 outpatients with non-missing
data for the independent variables in the logistic regression and
who had children who did or did not receive a referral. The
significant odds ratios were highest for age groups 30-59, lower
education, being single, not having income from paid work, not
owning house/apartment, poor family network, having had many
outpatient consultations, and having an individual care plan. The
significant odds ratios were lowest for being male and for having
moderate or less severe mental illness.

In the current study one third of adult outpatients from 107
Norwegian mental health outpatient clinics cared for children
under 18 years of age. One third of those parents had children
who required a referral, six out of 10 had children not requiring
a referral, and for one in 10 parents, the needs of their
children was unknown or not reported. Children of three of 10
outpatient parents were reported to have been referred to relevant
services. Patient characteristics associated with referral actions
for their children were low education, being single, not owning
a house/apartment, having a poor family network, having an
individual care plan, being female, and having moderate or a less
severe mental illness.

Prevalence of Outpatients Who Care for
Children Under 18

Thirty-six percent of the outpatients in this study cared for
children under 18 years of age. This falls within the range of
36-38% found in four previous studies identified in a systematic
review of adult mental health services (9). Importantly, this
study is the first of its kind internationally to illustrate “whole
of country” population data and represents a significant step
forward in parent prevalence statistics. The results provide a
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TABLE 2 | Gender, diagnosis and prevalence of outpatients (N = 8,035) with care for children under 18 among sociodemographic subgroups.

Number of patients  Patients with  Type of household (%) with or without children Poor Poor
with children children (%) family network friend network

Alone Spouse Other (%) (%)

Gender

Female 5,729 40 41 43 15 17 16

Male 2,306 28 47 31 21 18 24

Diagnoses

Personality disorders 635 37 49 38 13 30 29

Substance use disorders (as first 240 19 61 19 20 27 30

or second diagnosis)

Schizophrenia etc. 293 13 67 14 18 19 29

Affective disorders 2,669 40 42 44 14 16 16

Anxiety disorders 2,429 44 36 49 15 15 15

Behavioural syndromes 219 29 33 37 30 12 13

Behavioural and emotional 412 43 43 36 21 15 13

disorders

Other mental illness 613 32 36 37 27 15 18

strong rationale for intake systems to identify parenting status,
incorporate parenting roles, and responsibilities in treatment
plans, and assess and address the needs of patients’ children.
Overall, these data confirm that a significant minority of patients
in adult mental health services are parents with children under
the age of 18.

Characteristics of Outpatients With Care
for Minor Children

The results also provide greater certainty about the
sociodemographic characteristics of parents and children in
mental health services. Sociodemographic patient characteristics
associated with higher odds ratios for caring for children under
18 were being age groups 30-49 and refugee, and characteristics
associated with lower odds ratios were being male, single, not
having own house/apartment, poor network of friends and not
living in a large municipality. Forty percent of females and 28%
of males cared for minor children. In terms of gender, others
have shown somewhat similar results, with between 34 and 59%
of all female patients recorded as mothers and 25-39% of all
males as fathers (10, 13). A 4-year census in one Australian adult
mental health service found nearly half of parents (41.2-45.0%)
were married, with around a third (30.8-36.2%) separated or
divorced. Approximately half of parents (43.9-52.9%) reported a
good level of social support. Having a good level of support and
network of friends is important for those with a mental illness
and especially for the well-being of parents and children (37).
A Norwegian study (38) found that the prevalence of refugees
was higher among the outpatients in a mental health clinic than
in the population in the catchment area, but still concluded that
the outpatient clinic was probably underused by refugees based
on much higher self-reported mental health problems among
refugees that others in an epidemiological study in the area. The
higher odds ratio for refugees being parents in the current study
may be due to a higher prevalence of refugees being parents to
minors, as shown in Table 1.

Clinical patient characteristics associated with lower odds
ratio for caring for children under 18 were longer outpatient
care, having an individual care plan, and having a severe mental
illness or a substance use disorder. These data would indicate
that those with a severe illness by and large are not presenting to
adult mental health services with children or are not disclosing
that they have children. It might also be that those with severe
mental illness are more often hospitalized and/or cared for by the
community care teams than by mental health outpatient clinics,
and that more parents with severe mental illness might have lost
custody of their children and have little contact with the children.
The fear of the involvement of child protection agency might
dissuade patients who have a severe illness from disclosing their
parenting status (39) and the data highlighting referral patterns
in this study in some ways substantiates these fears.

Forty-four percent of parents were reported to have an
anxiety disorder, 40% an affective disorder, 43% a behavioural
and emotional disorder, and 37% a personality disorder. In
Australia, Fernbacher et al. (23) found that 42% of parents in
an outpatient service had schizophrenia, 23% depression, and
13% bipolar disorder. In the 4-year census in one Australian
adult psychiatric service (14) the most prevalent diagnoses were
mood (35-42%) and psychotic (22-35%) disorders, followed by
anxiety (11-20%) disorders. Overall, it appears that many parents
in adult mental health services have an affective disorder. This
is important information that can be used to inform treatment
as well as continued professional development for clinicians
regarding family focused practice.

Prevalence of Outpatients With Minor
Children Being Referred

For 92% of the outpatients with minor children the clinicians had
identified if children required a referral to an external agency, and
the need for referral was not ascertained for 8% of outpatients
with minor children. Children of 61% of outpatient parents were
not considered by clinicians to require a referral, even though
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TABLE 3 | Logistic regression of the association between patient characteristics and whether the outpatients (N = 22,847) care for children under 18.

Odds ratio Std. Err. z P>z 95% Confidence interval
Gender
Male 0.676 0.028 -9.37 0.00 0.623 0.734
Age group
18-23 years 1.000 (base)
24-29 years 3.029 0.274 12.25 0.00 2.537 3.617
30-39 years 8.114 0.724 23.46 0.00 6.812 9.665
40-49 years 7.821 0.730 22.02 0.00 6.512 9.392
50-59 years 1.666 0.168 5.07 0.00 1.367 2.029
60-69 years 0.349 0.051 —7.21 0.00 0.262 0.464
70 years and above 0.213 0.037 —8.80 0.00 0.151 0.300
Education
High education 1.000 (base)
Medium education 1.033 0.050 0.67 0.51 0.939 1.136
Low education 1.167 0.065 2.75 0.01 1.046 1.303
Income
Income from labour 1.000 (base)
Health related benefits 0.857 0.039 —3.36 0.00 0.784 0.938
Other economic support 1.062 0.071 0.89 0.37 0.930 1.211
Marital status
Married/cohabitant/partner 1.000 (base)
Separated/divorced/widow/widower 0.842 0.117 —-1.23 0.22 0.641 1.106
Single/unmarried 0.168 0.023 —-12.99 0.00 0.128 0.220
Type of household
Alone with or without children 1.000 (base)
Spouse/cohabitant 0.832 0.113 —-1.35 0.18 0.637 1.086
Other type of household 0.298 0.031 —11.67 0.00 0.243 0.365
Accommodation
Own house 1.000 (base)
Rented house/apartment, private marked 0.647 0.031 -9.10 0.00 0.589 0.710
Rented house/apartment, local authorities 0.564 0.049 —6.60 0.00 0.476 0.669
Other accommodation 0.638 0.058 —4.92 0.00 0.534 0.763
Poor network family 0.906 0.048 —1.88 0.06 0.817 1.004
Poor network friends 0.820 0.043 —-3.79 0.00 0.740 0.909
Consultations 20 or more since start 0.870 0.035 —3.49 0.00 0.805 0.941
Refugee 1.399 0.163 2.87 0.00 1.112 1.759
Born outside Norway 1.156 0.074 2.27 0.02 1.020 1.311
Has and Individual care plan 0.731 0.051 —4.53 0.00 0.638 0.837
Community treatment order (CTO) 0.838 0.120 —1.24 0.22 0.633 1.109
Living in large municipality 0.681 0.032 -8.20 0.00 0.622 0.747
Main diagnoses
Personality disorders 1.000 (base)
Substance use disorders (as first or second diagnosis) 0.627 0.068 —4.31 0.00 0.507 0.775
Schizophrenia spectrum disorders 0.406 0.041 —8.90 0.00 0.333 0.495
Affective disorders 1.047 0.074 0.65 0.52 0.911 1.204
Anxiety disorders 1.038 0.075 0.52 0.60 0.901 1197
Behavioural syndromes 0.718 0.088 —2.71 0.01 0.565 0.912
Behavioural and emotional disorders 1.628 0.164 3.95 0.00 1.238 1.886
Other mental illness 1.083 0.101 0.85 0.39 0.902 1.301
Constant 0.712 0.129 —1.88 0.06 0.500 1.015

Frontiers in Psychiatry | www.frontiersin.org 17 April 2019 | Volume 10 | Article 163


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Ruud et al.

Mental Health Outpatients With Children

TABLE 4 | Reported needs and whether measures have been taken to follow up
of the children of outpatients (N = 8,035) with care for children under 18.

Number of patients % of patents

Yes child/ren have needs 2,488 31
No, but have needs 247 3
No, but does not have any needs 4,670 58
Do not know 257 3
No answer 373 5
Number of outpatients with responsibility 8,035 100

for children under age 18

TABLE 5 | Prevalence of outpatients (N = 2,488) where children are reported to
be followed up by various services or agencies for children*.

Number of % of patients
patients
Child protection agency 1,128 45
Family counselling office 165 7
Educational-psychological service/ school 861 35
Child and adolescent mental health service 975 39
Adult mental health outpatient clinic 83 3
Other 544 22
No answer 46 2

*More than one agency may have been marked for each outpatient.

3% of these were still provided with a referral to an external
agency. In Norway health personnel are required to ascertain
whether a patient has minor children, talk with the patient about
their children’s needs and offer to give information and guidance.
But there are no standard procedures or rules for referral of
the patients’ children. There may be capacity problem in the
child and welfare services, as well as variations in resources
and availability of such services. However, as shown in Table 6,
we did not find significant differences between large and small
municipalities in the probability of measures taken to follow
up children.

Clinicians’ actions did not necessarily align with their stated
beliefs, an incongruence that has also been highlighted elsewhere
(27). Altogether 34% of outpatients with minor children had
children who had been referred. For 58% of outpatients, their
children were identified as not requiring any further referral or
support. In one Australian audit around a third (28-39%) of
all children had been identified as requiring the involvement of
child protection services (14), slightly less than what was found
in the current study (45%). Both figures however indicate sizable
referrals to child protection agencies which highlights the need
for collaborative service delivery models but also the important
role that child protection plays in the lives of these families.

Given the range of risk and protective factors for these
children, not all children whose parent has a mental illness will
be adversely affected (40), nor will all children in the same
family be affected in the same way. Nonetheless, given the
high risks for children associated with parental mental illness
it is incumbent on clinicians to provide appropriate assessment

and monitor their needs over time. It is not clear from the
present study whether clinicians undertake such an assessment
or whether, as some studies have shown (27), they did not always
acknowledge children’s needs and accordingly did not follow
through on appropriate referrals. Future open-ended survey
responses and/or qualitative research may be needed to identify
barriers and facilitators to these clinical decisions. In a Norwegian
cross-sectional study including a questionnaire to both patients
with children and to clinicians in mental health services, 95%
of the clinicians answered that they had talked with the patient
about the situation with their children, while 71% of patients said
that they had such a conversation with a clinician (41).

Characteristics for Outpatients With Minor
Children Being Referred

Sociodemographic patient characteristics associated with higher
odds ratio for children being referred were being female, single,
low education, not owning a house/apartment, not receiving
income from paid work, and a poor family network. Maybery
et al. (16) argue that risks for children escalates when the
parent is single, without a support network, experiences housing
insecurity and lives in poverty. So, it is perhaps not surprising
that these children were more likely to be referred than other
children. However, the specific reasons for why these children
were referred still remains unclear.

Having an individual care plan was associated with higher
odds ratio for children being referred, while moderate to less
severe mental illness was associated with lower odds ratio for
children being referred. Though the odds ratio of children being
referred were parents having a moderate to less severe psychiatric
illness, the established individual care plan suggests that these
are families with multiple problems, with a need for coordinated
support. The poorer family network might also be an important
explanation for the higher need for other types of support.

For 52% of the patients with minor children, children
had been referred to child protection agencies (45%) and
family counselling offices (7%). This is not surprising as the
sociodemographic characteristics of the patients with children
being referred might indicate a need for economic and practical
help and social support as well as help to cope with the parental
illness. Many children (39%) had been referred to the child- and
adolescent services, indicating that the children needed treatment
for their own mental and/or behavioral problems.

For one third (35%) of the families, children had been
referred to educational-psychological services/school, which
confirms the need for support found in a Swedish study. Hjern
et al. (5) argue that both parents’ illness and substance abuse
negatively impact school performance in their children, with
social factors also having an important impact, and preventive
general interventions in schools should be establish for such
children. This would apply to children with parental illness, as
well as children with separated/divorced parents or parents with
low educational levels.

Some explanatory variables in the logistic regression in
Table 7 are correlated, but not to the extent that this is
problematic. The highest correlation is between the variable
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TABLE 6 | Bivariate analyses of characteristics of outpatients with children (N = 8,035)* and whether measures have been taken to follow up their children.

No follow up  Follow up Missing Total % Follow up Chi-test (X2)

Gender x2127.13 (1) p < 0.001
Female 3,479 1,977 273 5,729 35

Male 1,695 511 100 2,306 22

Age group X2 59.88 (6) p < 0.001
18-23 years 169 67 11 247 27

24-29 years 673 305 43 1,021 30

30-39 years 1,839 959 135 2,933 33

40-49 years 1,661 847 138 2,646 32

50-59 years 530 213 21 764 28

60-69 years 79 11 4 94 12

70 years and above 55 3 1 59 5

Education x2 148.97 (2) p < 0.001
High education 1,631 508 89 2,228 23

Medium education 2,303 1,111 150 3,564 31

Low education 1,240 869 134 2,243 39

Main source of income X2 154.09 (2) p < 0.001
Income from labour 2,107 658 126 2,891 23

Health related benefit 2,460 1,494 187 4,141 36

Other economic support 607 336 60 1,003 33

Marital status x2197.22 (2) p < 0.001
Married/cohabitant/partners 3,587 1,319 250 5,156 26
Separated/divorced/widower/widow 723 564 51 1,338 42

Single/unmarried 807 580 66 1,453 40

Household x2180.19 (2) p < 0.001
Alone with or without children 1,472 1,094 110 2,676 41

Spouse/cohabitant 3,498 1,304 243 5,045 26

Other household 133 56 8 197 28

Accommodation X2 186.72 (8)p < 0.001
Own house 3,621 1,386 247 5,254 26

Rented house/apartment, private marked 1,044 732 73 1,849 40

Rented house/apartment, local authorities 149 182 7 338 54

Other 216 124 17 357 35

Network family x2 100.54 (3) p < 0.001
Very good 1,817 685 115 2,617 26

Good 2,266 1,097 164 3,527 31

Poor 527 404 36 967 42

Very poor 129 114 5 248 46

Network friends X2 41.07 8)p < 0.001
Very good 1,430 543 82 2,055 26

Good 2,430 1,244 173 3,847 32

Poor 581 359 40 9,80 37

Very poor 144 83 10 237 35

Number of consultations since start of treatment x2 109.68 (7) p < 0.001
Less than 3 578 215 48 841 26

3-5 684 259 51 994 26

6-9 670 274 56 1,000 27

10-19 912 374 78 1,364 27

20-39 856 435 50 1,341 32

40-99 720 437 37 1,194 37

100-199 271 199 11 481 M

200 or more 80 100 4 184 54

(Continued)
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TABLE 6 | Continued

No follow up  Follow up Missing Total % Follow Up Chi-test (X2)
Asylum seeker x2 0.59 (1) p = 0.4413
No 5,148 2,472 372 7,992 31
Yes 26 16 1 43 37
Refugee X2 2.35 (1) p = 0.1252
No 4,942 2,395 357 7,694 31
Yes 232 93 16 341 27
Born outside Norway x2 272 (1) p = 0.0993
No 4,427 2,093 316 6,836 31
Yes 747 395 57 1199 33
Having an individual care plan x2 154.62 (1) p < 0.001
No 4,971 2,198 362 7,631 29
Yes 203 290 11 504 58
Community treatment order X2 13.11 (1) p < 0.001
No 5,128 2,441 370 7,939 31
Yes 46 47 3 96 49
Living in a large municipality X2 0.49(1) p = 0.4856
No 4,280 2,042 322 6,644 31
Yes 894 446 51 1,391 32
Diagnoses x2107.14(7) p < 0.001
Personality disorders 353 261 21 635 41
Substance use disorders (as first or second diagnosis) 110 119 1 240 50
Schizophrenia etc. 166 115 12 293 39
Affective disorders 1,769 785 115 2,669 29
Anxiety disorders 1,648 661 120 2,429 27
Behavioural syndromes 152 55 12 219 25
Behavioural and emotional disorders 235 161 16 412 39
Other mental illness 385 191 37 613 31

*Those who receive follow up (n = 2,488) compared to those who do not (n = 5,174) or we do not know (n = 373).

accommodation and marital status. If accommodation is
removed from the regression, the size of the coefficient of marital
status is the same as when accommodation is included.

In this study, if the patient did not participate in filling in
the form, the question on whether children are referred was
more often (6%) answered with unknown compared to if the
patient participated in filling in the form (2%). This supports
the importance of clinicians involving the patient in assessing the
needs of their children.

Strengths and Limitations

A major strength of the study is the large census-level sample
from almost all the psychiatric outpatient clinics in one country.
As the data was registered on anonymous forms and did not
require written consent from the patients, there is no obvious
reason to expect that the material is skewed due to subgroups
being less reluctant to participate. Some clinicians did however
indicate that completing the form was time-consuming and
that they did not have time to include all their patients. A
limitation is that the clinicians might have only included the
less complicated cases to save time. It is also possible that
outpatients who missed their appointed consultations were
less likely to be included. An important limitation of the

study compared with epidemiological studies is that only those
who receive treatment were included. The prevalence numbers
presented are valid for outpatients in specialist mental health
treatment and not for the population suffering from mental
illness in general. Finally, the results may not be representative
of patients in other types of mental health services and in
other countries.

The amount of missing data is a limitation, as is the small
amount of information collected regarding patients’ children.
Information was only collected on whether children were
considered to have needs and whether these needs warranted a
referral to external agencies. It was not possibility to examine
the quality and thoroughness of these assessments. Information
was not collected on what children’s needs were, nor whether
referral actions were appropriate, implemented and ultimately
successful at addressing children’s needs. Future research could
explore these factors.

CONCLUSIONS AND IMPLICATIONS

Conclusions
The prevalence of outpatients in adult psychiatric clinics who
care for children under the age of 18 years is 36% in this
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TABLE 7 | Logit regression of the association between patient characteristics and whether minor children of outpatients (N = 6634)* are being referred.

Odds ratio Std. Err. z P>z 95% Confidence interval
Gender (male) 0.466 0.032 —11.060 0.00 0.407 0.533
Age group
18-23 years 1.000 (base)
24-29 years 1.316 0.237 1.68 0.13 0.925 1.873
30-39 years 1.986 0.343 3.97 0.00 1.416 2.785
40-49 years 1.952 0.345 3.78 0.00 1.380 2.761
50-59 years 1.702 0.332 2.73 0.01 1.161 2.495
60-69 years 0.449 0.175 —2.05 0.04 0.209 0.966
70 years and above 0.123 0.092 —2.79 0.01 0.028 0.535
High education 1.000 (base)
Medium education 1.419 0.102 4.87 0.00 1.233 1.634
Low education 1.896 0.156 7.07 0.00 1.613 2.228
Income from labour 1.000 (base)
Health related benefits 1.376 0.091 4.83 0.00 1.209 1.566
Other economic support 1.361 0.136 3.07 0.00 1.118 1.657
Married/cohabitant/partner 1.000 (base)
Separated/divorced/widow/widower 2.534 0.512 4.60 0.00 1.705 3.766
Single/unmarried 2.056 0.423 3.51 0.00 1.374 3.076
Alone with or without children 1.000 (base)
Spouse/cohabitant 1.427 0.284 1.79 0.07 0.966 2.107
Other type of household 0.562 0.125 —2.58 0.01 0.362 0.870
Own house 1.000 (base)
Rented house/apartment, private marked 1.337 0.097 4.02 0.00 1.161 1.541
Rented house/apartment, local authorities 1.701 0.236 3.83 0.00 1.296 2.232
Other 1.439 0.233 2.25 0.03 1.047 1.978
Poor network family 1.447 0.112 4.79 0.00 1.244 1.683
Poor network friends 1.032 0.083 0.40 0.69 0.882 1.209
Consultations from start: 20 or more 1.281 0.075 4.23 0.00 1.142 1.436
Having an individual care plan 2.232 0.247 7.27 0.00 1.797 2.771
Community treatment order 1.121 0.297 0.43 0.67 0.667 1.884
Main diagnosis
Personality disorders 1.000 (base)
Substance use disorders (as first or second diagnosis) 1.306 0.239 1.46 0.14 0.918 1.870
Schizophrenia spectrum disorder 0.857 0.147 —0.90 0.37 0.612 1.198
Affective disorders 0.774 0.080 —2.48 0.01 0.633 0.947
Anxiety disorders 0.684 0.072 —3.64 0.00 0.557 0.839
Behavioural syndromes 0.606 0.116 —2.61 0.01 0.416 0.883
Behavioural and emotional disorders 1.174 0.172 1.09 0.27 0.880 1.565
Other mental illness 1.124 0.155 0.85 0.40 0.858 1.472
Constant 0.099 0.028 —8.05 0.00 0.056 0.174

*One thousand twenty-eight patients had missing values for one or more of the variables, see Table 6.

study of a sample from a national census in Norwegian
adult mental health clinics. This provides considerable certainty
regarding parent prevalence as the statistics emanate from a
whole of country data set. The findings also add important
information about the characteristics of higher risk families.
Significant odds ratios among psychiatric outpatients being
parents with care for minor children were highest for age
groups 30-49 and refugees; and lowest for being single, male,
not having own house/apartment, and having a schizophrenia

spectrum disorder. Of the 92% of the patients with minor
children where clinicians had answered whether measures have
been taken for referral for the children, 31% were reported
to have children having been referred, 58% did not have
children requiring a referral, and 3% had children who had
not been referred in spite of being identified as requiring
a referral. The need for referral was unknown for children
of 8% of the outpatients with minor children. The agencies
most referred to were child protection agencies (45%), CAMHS
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(39%) and educational-psychological services in the school
system (35%). The significant odds ratios for having children
who required referral to an agency were highest for parents
aged 30-59 who were single with low education, not having
income from paid work, not owning a house/apartment, poor
family network, having had many outpatient consultations, and
having an individual care plan. The significant odds ratios
were lowest for males and for having moderate or less severe
psychiatric illness.

Service and Practice Implications

There are several practice and systems implications for the
present results. Given the sizable minority of patients who
are parents, adult mental health services require appropriate
infrastructure systems and procedures to identify parenting
status of patients, including those who may be pregnant.
Treatment plans should address needs of parents and their
children and include referral of parents and their children
to early intervention services as appropriate. Referrals to
child protection agencies should be carefully considered, once
accurate and sensitive assessments of the family’s strengths
as well as vulnerabilities are made, including the family’s
personal and professional networks. Appropriate training could
be offered to clinicians in adult mental health outpatient
services, with particular attention on how mental illness impacts
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Background: The main objective of this study was to identify and describe core life
circumstances of children with mentally ill parents (COPMI) and their parents. Knowledge
about COPMI aged 0-17 years is necessary, as assessment of the risk and protective
factors in their lives provide solid background for preventive interventions.

Methods: Participants (N = 422) were parents of minor children (N = 589) receiving
treatment in the clinic for psychiatric illness and substance abuse at the University
Hospital of Northern Norway. Data was drawn from electronic patient journals.

Results: A total of 286 mothers and 136 fathers participated in the study, and 46.3%
were single parents. Parents had 1-7 children (M = 2.24; SD = 1.02). Most parents
had one diagnosis (n = 311, 73.7%), and mood disorders was the most frequent type
of diagnosis. The largest proportion of parents had serious mental disorders (n = 185;
46.0%), and a large proportion of the sample was affected by disorders of moderate
severity (n = 156; 38.8%). The mean age of the children was 8.6 years (SD = 4.97),
and 432 children (74.6%) had one or more siblings. The large majority of children had
access to adult resource persons other than the mentally ill parent (n = 424; 94%), but
6% of the children (n = 27) did not. About three quarters of the children (76.2%, n = 526)
were living with the mentally ill parent (n = 401), and 170 children (32.5%) lived with a
single parent with a mental health disorder and siblings, full time or part of the time. The
odds that parents had informed their children about the treatment/hospitalization and
condition was higher the older the child was (p < 0.001), and the youngest children
rarely got necessary information about this.

Discussion: Risk and protective factors associated with the children’s ages, access
to resource persons, information about the parent’s health problems and treatment are
discussed in relation to different preventive steps for COPMI.

Keywords: parents, mental iliness, mental health care services for adults, risk factors, children

INTRODUCTION

Worldwide around onev in five minor children has a parent with a mental illness (1). In Norway it
is estimated that 450,000 children have parents with a mental illness or substance use disorders (2).
These children are at high risk of developing a mental illness themselves (3).

In a meta-analysis, (4) found that children of parents with a severe mental illness had a 50%
chance of developing any mental illness, and 32% chance of developing a severe mental illness.
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In Norway, it has been estimated that children of parents
with a mental illness (COPMI) have double the risk of both
short-term and long-term negative consequences compared to
children of parents without mental illnesses (2). Elevated risk
has been documented for COPMI across the diagnostic spectrum
of mental disorders in parents, including schizophrenia (5)
obsessive-compulsive disorder (6), depression (7, 8), substance
abuse disorders (9), anxiety disorders (10), bipolar disorder (11),
eating disorders (12), personality disorders (13) and suicide
(14). The transmission of risk for psychopathology from parents
to children is both diagnosis-specific such that children may
develop the same mental illness as their parents, and general,
such that children are at risk of developing a wide range of
disorders (10).

In addition to hereditary components of mental illness
enhancing the risk of mental illness among the offspring,
parents’ symptomatology may also has a social impact and the
ways parents interact with their children is therefore highly
significant (8). Psychopathology in a parent often impairs
parenting skills, the quality of care they provide and the
parent-child interaction (15, 16). Such impairments may in
turn lead to reduced involvement with the child, as well as
insensitivity, hostility, rejection, neglect and potential abuse (17).
The failure in one or more aspects of parenting can lead to
insecure attachment (18, 19), emotional dysregulation, negative
emotionality and pathological coping strategies (17), as well
as psychopathology in childhood, adolescence and adulthood
(20).

Different characteristics of the parent’s psychopathology
predict increased risk for the COPMI, including the symptom
burden, comorbidity, and the severity and duration of illness.
Empirical studies have repeatedly found that there is a greater
negative impact on children whose parents have co-morbid
disorders and personality disorders, compared to children
whose parents have single disorders (21). Comorbid mental
disorders in a parent may lead to larger and more long-
lasting functional impairments, poorer prognosis and treatment
complications (22, 23). Brennan et al. (24) found that children
of depressed mothers were at greater risk of developing
behavioral problems if the depression was severe, and that
severity had a significant relationship to aspects of the children’s
language development. Although there are several risk factors
related to parents psychopathology, some COPMI are very
resilient and are not impacted adversely. To our knowledge,
no systematic reviews or meta-analyses have been conducted
to quantify resiliency factors, but qualities of child personality
and temperament, quality of attachment between the child and
primary caregivers, as well as social support in the family and
social network, is believed to buffer against adverse outcomes for
COPML

It seems evident that the child’s age is an important factor
contributing to the outcomes for children at risk, and that
younger children are at higher risk. For 1- and 2-years old
children, depression in parents has been associated with impaired
cognitive development, more behavioral problems, lower IQ
scores in late childhood, as well as elevated rates of affective
disorders in adolescence (8, 25).

The family is the core arena of development for children.
However, the family situation for COPMI may be characterized
by family conflicts, violence and negative life events (17, 26).
Research findings have shown that children from conflict-ridden
families were viewed less favorably by their peers and had fewer
friends (26). In addition, COPMI often have care responsibilities
in the household that exceed their emotional and cognitive
maturity (27). Therefore, the risk for negative outcomes may be
higher for children who live alone with one parent with mental
illnesses, compared with those who live with both one parent
with a mental illness and one healthy parent. Studies have found
that single parents report having more mental health problems
and behavioral problems compared with married parents (28).
In contrast, the presence of a supportive and caring parent
who understands the suffering of the ill parent can act as a
buffer against negative child developmental outcomes related to
depression in the mother (29).

Social and emotional ties to people outside the family can
also moderate the effect of mental illness in parents (30), and
the children’s social network therefore plays a major protective
role. Children benefit from having access to stable, non-familial
trusted adults, such as teachers and other educational staff, as well
as other adults in the child or parents’ social support network and
friends (31, 32).

Though impaired parenting as a result of parental
psychopathology is a very potent risk factor for the development
of emotional and behavioral problems in children, especially
in early childhood, key parental functions are also modifiable
(15, 16). Siegenthaler et al. (4) reported that family-focused
interventions reduced children’s risk of acquiring their own
mental health problems by 40%. Another recent systematic
review and meta-analysis reported small, but significant and
lasting effects related to interventions for mothers and infants,
as well as for children and adolescents themselves (20). Psycho-
education is a common component across programs for COPMI
and their families (33). The aim of such efforts is often to
strengthen children’s knowledge of the parent’s psychopathology,
as well as to reduce feelings of guilt and shame related to parental
psychopathology. In general, research gives some indications
that most parents do not speak with their children about mental
illness. For example, a British survey showed that 55% of parents
without mental illnesses and with children aged 6 to 18 did not
talk with their children about mental illnesses.! For COPMI,
who are exposed to parental mental health symptoms on a daily
basis, mental health literacy tend to be low (34), and they do
not have access to accurate, non-stigmatized information about
mental health disorders and treatments (35). Many COPMI do
not seek help, neither from health care providers nor in their
own network (36, 37). However, interviews of COPMI indicate
that they want to be recognized as full-fledged members of the
family by their parent’s treatment providers, and to participate
in the parent’s therapeutic process to gain knowledge about the
parent’s illness and how to deal with it (36, 38). Many parents

'Warren E. New Survey Shows That Mental Health is a “Nonversation” for Parents
(2015). Available online at: http://www.time- to- change.org.uk/news/new-survey-
shows-mental-health- %E2%80%98nonversation%E2%80%99- parents-0
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with mental illness are also concerned about the effects their
mental illness may have on their children. They often want help,
advice and guidance about how to talk to their children about
their troubles.

In spite of this, COPMI receive little attention within
mainstream mental health services (1, 34). In Norway, systematic
routines for identifying these children did not exist until a few
years ago (39). Based on knowledge about the transmission
of mental disorders across generations, Norwegian authorities
adopted amendments to the Health Personnel Act and
Specialized Health Services Act in 2010. These provisions require
health personnel in adult mental health services to identify and
fulfill the needs of COPML. It has taken time to implement these
legal amendments, and they have thus far not led to satisfactory
changes in clinical practice (40, 41). One study showed that
56% of health personnel at a large Norwegian university hospital
did not identify patients’ children (39), and a 5-years follow-
up study showed that 28% of the health personnel in the same
clinic still did not identify patients’ minor children (42). Another
recent Norwegian study showed that only 17% of patients in
two psychiatric hospitals were assessed completely with family
assessment forms (43). These results indicate that although the
law requires identification of COPMI and provision of support
in Norway, there has not been sufficient systematic work around
implementing new clinical practice related to this issue in adult
mental health care. Similar findings were reported in a study from
adult mental health services in New Zealand (44).

The lack of identification of COPMI has large implications
for public health as it is a core prerequisite to intervene
in the high risk group of COPMI. Routine identification of
COPMI in adult mental health services will provide necessary
information about the children, their family situation and
needs, and hence form the basis for provision of necessary
family support and necessary professional collaboration across
services and service levels in the municipalities where the family
lives.

THE NORWEGIAN COPMI PROJECT—THE
PRESENT STUDY

The COPMI project is a longitudinal research project in which
the goal was to support the implementation of new routines
arising from legislative amendments, as well as to evaluate the
process of change (45). The project started in 2010, and involves
a long-term strategy for changing clinical practice. The clinic
initiated new procedures to identify COPMI by the use of Family
Assessment. The Family Assessment form is an intervention for
treatment providers to increase the identification of patients’
minor children. The form consists of questions that the health
personnel were required to collect as a result of legislative
changes.

The main objective of the present study was to identify
the children and basic life circumstances related to child
development in families where the parent has a mental disorder,
as well as to discuss how this information may be utilized to
plan and strengthen professional collaboration in the provision
of relevant support for COPMIL.

These research questions were investigated:

(a) What are the demographic (gender, marital status, total
number of children), and illness characteristics of the
patients?

What characterizes the children’s gender, age, number of
siblings, day care, and living arrangements, as well as the
knowledge provided to them about parental mental illness
and access to social supports?

What is the relation between parent’s diagnosis and disorder
severity, and where the children live?

Which factors influence whether or not the children get
information about their parent’s psychopathology?

(b)

(©)
(d)

METHODS

Participants

The participants were 422 parents with mental disorders who
received treatment at a clinic for psychiatric disorders and
substance abuse at the University Hospital of North Norway
(UNN). If the parent had more than one child, one assessment
form per child was filled out. A total of 581 minor children were
assessed.

Data Material

The data consisted of information gathered by health personnel
by using an adapted version of the information form “Family
Assessment” (45). This is a standardized information form,
designed to gather information about the childs gender,
age, siblings, parental access, residence, and other caregivers
who cared for the child during the parent’s illness, as well as
where the child was during the day and whether the child
had received information about the parents psychopathology.
The form contained two questions about whether or not
the children had been given information about the parents
treatment/hospitalization and the parents condition. The
response options for these questions were “yes,” “partially,” and
“no.” In addition, ordinary electronic patient journals were
assessed to gather information on the patient’s gender, marital
status, the total number of children, and diagnoses.

Procedure

The information form was implemented as a compulsory routine
for all staff in the participating departments and it was integrated
in the electronic patient record. Under Norwegian law, collecting
this information does not require consent.

The treatment provider filled in the information form in the
electronic patient record during the conversation with the parent
about the children. The treatment providers were psychologists,
specialist psychologists, clinical social workers, clinical social
educators, nurses, psychiatric nurses, activity therapists, doctors,
psychiatrists, and social workers.

Analysis

All analyses were performed using IBM SPSS Statistics 24.
Descriptive frequency analyses were used to describe the sample.
A chi-squared test was used to evaluate the relation between the
parent’s gender, whether the child lived alone with a parent with
a mental illness or addiction, who cared for the child during any
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hospitalization, and whether the child had received information
about the parent’s illness. A chi-squared test was also used to look
at the relationship between family composition and whether the
child had other adult resource persons (i.e., the mentally healthy
parent, a step parent, teachers, relatives, family friends, and/or
neighbors).

Multivariate hierarchical logistic regression analyses were
conducted to investigate the odds of having received information
about the mental condition of the parent or about the parent
being in treatment for children who lived with a single parent
with a mental illness compared to other children. Multivariate
hierarchical logistic regression analyses were also conducted to
examine the relationships between information provided (about
the mental condition and treatment), and the children’s age,
gender, and parental diagnosis. Interaction effects between the
parental diagnosis and child age and gender were tested.

In order to compare whether the parent’s diagnoses were
connected to the various dependent variables (information
about the disorder, receiving health care, living arrangements)
in logistic regression analyses, the diagnosis variable was re-
coded into dummy variables. Diagnoses that belonged to the
same chapter in ICD-10 (46) were coded into the same
dummy variables. Diagnostic categories with n < 15 were
excluded in these analyses. This was true for FO0-F09 Organic,
including symptomatic, mental disorders (n = 5), F50-F59
Behavioral syndromes associated with physiological disturbances
and physical factors (n = 5), F70-F79 Mental retardation (n = 1),
F80-F89 Disorders of psychological development (n = 0), F99
Unspecified mental disorder (n = 0), F90-F98 Behavioral and
emotional disorders with onset usually occurring in childhood
and adolescence (n 14), and R-/Z diagnoses (n 11).
In a regression analysis where the children’s age was one of
the variables, age was categorized in groups. In order to use
the variables “has your child received information about your
condition?” and “has your child received information about
your health care/hospitalization?” as independent variables in
a binary logistic regression, these were coded as dichotomous
variables, where the response option “partially” was coded as

« »

yes.
The parents’ primary diagnoses were categorized by their

presumed severity. However, the distinction between serious
and milder mental disorders is not firmly established in the
discipline. The data set also did not contain information about
daily functioning. The divisions used by Kessler et al. (22) was
therefore adopted for this purpose, but without the functional
goals. The diagnosis was coded as serious if it fulfilled one of
the following criteria; assumed disability or significant limitations
as a result of illness, drug addiction or if the disorder typically
leads to 30 or more days per year in which the person is not
able to maintain their roles socially, in the household, as an
employee or as a partner. The diagnosis was coded as moderate
if it did not meet any of the above criteria, but was considered to
have a moderate impact on the aforementioned roles. All other
disorders were classified as mild.

Logistic regression was used to examine the relationship
between diagnoses and whether or not the child had received
information about the parent’s treatment and condition. To be

able to compare the odds that the child had received information
depending on the type of diagnosis, the diagnosis variable was
recoded into dummy variables. Diagnoses that belonged to the
same chapter in ICD-10 were coded in the same dummy variable,
and diagnostic categories with n < 15 were excluded in these
analyses.

RESULTS

Characteristics of the Parents/Patients
Gender

The sample (N = 422) consisted of 286 mothers (67.7%) and
136 fathers (32.3%). The proportion of mothers was significantly
larger than the proportion of fathers (p < 0.001).

Marital Status

The Family Assessment Form did not distinguish between being
married or cohabiting. A total of 105 parents (43.4%,) reported
to be married or living together with the other parent, 25 parents
(10.3%) were married or living together with the child’s step-
parent, and 112 parents (46.3%) were single. Information about
marital status was provided for 242 parents (57.3%), while for 180
parents (42.7%) information was missing.

Number of Children
Parents (N 402) had between one and seven children
(M = 2.24; SD = 1.02), whereas eight (1.9%) replied that they
were expecting children.

The Parents’ Diagnoses

The majority of parents had one diagnosis (n = 311, 73.7%),
and some had two diagnoses (n = 70, 16.6%). A small
proportion of parents had three diagnoses (n = 21; 5.0%), while
few had no diagnosis (n = 20, 4.7%). The most commonly
occurring diagnosis type were mood disorders (n = 190, 45%).
Individually, the three most common diagnoses were F32.1
Moderate depressive episode (n = 60, 10.3%), F33.1 Recurrent
depressive disorder, current episode moderate (n = 53,9.1%) and
F43.1 Post-traumatic stress disorder (n = 31, 5.3%).

Severity of Mental lliness

The largest proportion of parents in the sample had serious
mental disorders (n = 185; 46.0%), followed by parents with
disorders of moderate severity (n = 156; 38.8%). Mild mental
disorders were the least common (n = 61; 15.2%).

Characteristics of COPMI

Gender

The sample consisted of 290 (52.4%) boys and 263 (47.6%) girls.
Information on gender was missing for 28 of the children (4.8%).

Age

The children’s ages (N = 543) were evenly distributed from 0 to
17 years (Table 1). The average age was 8.6 years (SD = 4.97). A
total of 76 children (14%) were below the age of 2 years old.
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TABLE 1 | Child age.

TABLE 2 | Caregivers when mother/father is receiving treatment/hospitalized.

Child age N % Caregiver N %
1-12 months 24 4.4 Mother 128 29.8
1 year 30 55 Father 180 41.9
2 years 22 4.1 Grandparent/s 24 5.6
3 years 30 4.4 Other family member/s 22 5.1
4 years 33 6.1 Fosterparent/s 20 4.7
5 years 32 5.9 Emergency placement 2.1
6 years 22 41 Stepparent 2.1
7 years 43 7.9 Friends/others 0.9
8 years 34 6.3 Child lives alone 0.7
9 years 20 3.7 Not applicable 31 7.2
10 years 33 6.1 Missing 149 25.6
11 years 37 6.8
12 years 39 7.2
13 years 34 6.3
14 years 32 5.9 treatment/hospitalized, the child’s mother cared for the child in
15 years 05 46  88.8% of the cases, whereas if the mother was hospitalized, the
16 years 31 57  child’s father cared for the child in 62.7% of the cases, which
17 years 20 41 was a significant difference (x2(2, N = 430) = 31.348, p < 0.01).
Children with mentally ill mothers were more likely to be cared
Total 543 100 for by grandparents, stepparents and other family members
Age missing 39 6.7 (17.1%) than children with mentally ill fathers were (4.2%).
Siblings Children Living With Mentally Il Parent

A total of 432 children (74.6%) had one or more siblings
(M =1.25; SD = 1.04), and 382 children (66.0%) had one or more
siblings under the age of 18, whereas 93 children (16.1%) had
one or more siblings above the age of 18. A total of 147 children
(25.4%) had no siblings.

Custody For the Child

A total of 186 children (38.9%) lived with both parents, whereas
83 children lived with each parent in a 50-50% manner. A total of
146 children (30.5%) lived with their mother, and 29 (6.1%) with
their father.

Access to Adult Resource Persons

Most parents stated that their children had access to adult
resource persons other than the mentally ill parent (n = 424,
94%). A total of 6% of the children (n = 27) did not have this.
A chi-squared test was used to see if there was a relationship
between being a single parent with a mental illness and whether
or not the children had other adult resource persons. The results
showed that there was no significant difference; children who
lived with a single parent with a mental illness were just as likely
to have other close adults as children in homes with two parents,
step-parents or other adults.

Care For the Child When the Mother/Father Is in
Treatment/Hospitalized

In sum, one or both the parents cared for the child (n = 308;
71.7%) when one of them received treatment/was hospitalized
(Table 2). The majority of the remaining children were taken
care of by other family members. If the father was in

About three quarters of the children in the sample (76.2%,
n = 526) were living with the mentally ill parent. If the patient
was the father, a bigger proportion of the children did not live
with him (47.3%) than if the patient was the mother (12.6%).

Children Living With a Single Parent With a Mental
lliness

A total of 170 of the children (32.5%) lived with a single
parent with a mental illness and any siblings, either all the time
(n =91, 17.3%) or part of the time (n = 80, 15.2%). A greater
percentage of the children with a mentally ill mother lived alone
with her and any siblings, as compared to the children with
a mentally ill father, and this difference was significant (x2(2,
N = 526) =44.547, p < 0.001).

Children Living Outside the Home

A total of 45 children (7.8%) lived with neither their mother
nor their father. The majority of these children either lived in
a foster home (n = 21; 46.7%) or in an emergency placement
home (n = 9;20%). The other children (n = 15; 33.3%) lived with
grandparents or siblings of the parents.

School and Day Care

Most of the children were at school (n = 304, 67.6%) or in
kindergarten (n = 119, 26.4%) during the day. The others were at
home (n = 23, 5.1%), in an emergency placement home (n = 3,
0.5%) or in a youth home (n = 1, 0.2%). Among the children who
were at home during the day, 14 were under the age of 2 years.
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Parent’s Diagnosis and Disorder Severity,

and Its Relation to Where the Child Lives
Parent’s Diagnosis

Logistic regression showed that F10-F19 Mental and behavioral
disorders due to psychoactive substance use was the only
significant diagnostic category that could predict children’s living
conditions, and the odds that the child did not live with the parent
was higher for parents with diagnoses in this category (n = 44;
OR = 8.7; p < 0.001).

Diagnosis Severity

Logistic regression also showed that the odds that the child did
not live with the parent was 3.3 times higher for the most severe
mental disorders (p < 0.001) compared to mild disorders.

Factors That Affect Whether Children or
Not Children Are Informed About the
Parent’s Treatment/Hospitalization and

Condition

The parents of a total of 67.8% of children (N = 395) were
asked “Does your child know that you receive treatment/does your
child know that you are hospitalized?” Of these, a total of 54.9%
(n = 217) responded “yes,” 6.8% (n = 27) answered “partially,”
and 38.2% (n = 151) replied “no.”

The question “Has your child received information about your
condition?” was answered by the parents of a total of 61.6% of the
children (N = 359). Of these, a total of 44% (n = 158) responded
“yes,” 14.5% (n = 52) answered “partially;” and 41.5% (n = 149)
replied “no.”

Family Composition

Children who lived with a single parent with a mental illness
were more likely to receive information than the children
living with both parents. The results from a hierarchical logistic
regression showed that if the child lived with a single parent
with a mental illness, the odds that the child had been given
information about both treatment/hospitalization (Table 3) and
the condition (Table 4) were higher. An analysis of whether there
were interaction effects between the parent’s gender and marital
status in how much information the child received, showed no
such interaction.

TABLE 3 | Relation between information provided for the child about parent’s
treatment/hospitalization and whether the child lives with a single mentally ill

Logistic regression was used to examine the relationship
between the information provided and the children’s age.
The odds that parents had informed their children about
the treatment/hospitalization (Table5) and condition
(Table 6) was higher for each age group (p < 0.001); The
odds of 15-17-years-olds having received information
about the treatment/hospitalization was 43.77 times higher
than for 0-2-years-olds, and the odds that they had
received information about the condition was 47.78 times
higher.

TABLE 4 | Relation between information provided for the child about parent’s
condition and whether the child lives with a single mentally ill parent or not.

X2(2) = 12,663, p = < 0.002

OR® [95% CIP] Wald p
Part time 1.73[0.92, 3.29] 2.88 0.090
Yes 2.87 [1.50, 5.50] 10.13 0.001*
240dds ratio.

b Confidence interval.
*Significant at 0.01 level.

TABLE 5 | Relation between information provided for the child about parent’s
treatment/hospitalization and child age.

X2(5) = 96.128, p = < 0.001

Child age OR® [95% CIP] Wald P
3-5 5.06 [1.97, 12.98] 11.37 0.001*
6-8 7.93 [3.14, 20.02] 19.19 0.000*
9-11 13.51[5.19, 35.22] 28.39 0.000*
12-14 29.77 [10.98, 80.70] 44.48 0.000"
15-17 43.77 [14.73, 130.03] 46.27 0.000*
a0dds ratio.

bConfidence interval.
*Significant at 0.01 level.

TABLE 6 | Relation between information provided for the child about parent’s
condition and child age.

X2(5) = 95.446, p = < 0.001

parent or not. Child age OR? [95% CIP] Wald p
X2(2) = 12,225, p = < 0.002 3-5 4.46[1.51,13.14] 7.34 0.007**
OR? [95% CI°] Wald p 6-8 9.62 [3.37, 27.44] 17.92 0.000*
9-11 13.37 [4.56, 39.19] 22.34 0.000*
Part time 1.93 [1.05, 3.56] 4.43 0.035* 1214 39.00 [12.75, 119.35] 41.22 0.000*
Yes 2.55[1.36, 4.78) 8.60 0.003* 15-17 47.78 [14.48, 157.65] 40.29 0.000*
a0dds ratio. 20dds ratio.

bConfidence interval.
*Significant at 0.01 level.
**Significant at 0.05 level.

bConfidence interval.
*Significant at 0.01 level.
**Significant at 0.05 level.
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TABLE 7 | Relation between information provided for the child about parent’s
health condition and parent’s diagnosis.

X2(5) = 18,665, p = 0.002*

N OR? [95% CIP] Wald P
F10-F19 Mental and 44 2.56 [0.82, 7.97] 2.62 0.106
behavioral disorders due to
psychoactive substance use
F20-F29 Schizophrenia, 59 8.31 [2.75, 25.09] 14.09 0.000
schizotypal and delusional
disorders
F30-F39 Mood [affective] 268 3.70 [1.62, 8.44] 9.63 0.002
disorders
F40-F48 Neurotic, 121 4.62 [1.86, 11.45] 10.93 0.001

stress-related and

somatoform disorders

F60-F69 Disorders of adult 25 3.65 [1.06, 12.56] 4.22 0.040
personality and behavior

a0dds ratio.
bConfidence interval.
*Significant at 0.005 level.

Children’s Gender

There were no significant differences between boys and girls
in how much information they had received about the parent’s
treatment/hospitalization and condition.

Parent’s Gender

Results from a chi-squared test showed differences between
children with mentally ill mothers and children with mentally
ill fathers in terms of how much information they had received
about the parental illness. There were significant differences
based on the parent’s gender in how much information the
child had received about the treatment/hospitalization (¥2(2,
N = 316) = 8.606, p < 0.05). There were also significant
differences in whether or not they had received information
about the parent’s condition (x2(2, N = 349) = 10.015, p < 0.01).
For both variables, the children of mentally ill mothers were
more likely to have received information compared to children
of mentally ill fathers.

Parent’s Diagnosis

The odds ratio that the child received information about the
parent treatment/hospitalization were highest if the parents
had diagnoses from the categories F20-F29 Schizophrenia,
schizotypal and delusional disorders (OR = 2.8; p > 0.05)
(Table 7), and F60-F69 Disorders of adult personality and
behavior (OR = 3.2; p = 0.08). For the diagnostic category
F10-F19 Mental and behavioral disorders due to psychoactive
substance use, the odds of information being given were nearly
halved (OR = 0.5; p = 0.22).

The odds ratio that the child received information about the
parents condition were highest when the diagnosis fell within
F20-F29 Schizophrenia, schizotypal and delusional disorders
(OR =8.3; p = < 0.0005) (Table 8).

Diagnosis Severity
A multivariate hierarchical logistic regression was used to
examine the relationship between the severity of the parent’s

TABLE 8 | Relation between information provided for the child about severity of parent’s diagnose, child age, child gender and parent’s treatment/hospitalization.

Model 4

Model 3

Model 2

Model 1

87.086, p < 0.001

X2(8) =

85.323, p < 0.001

X2(6) =

83.096, p < 0.001

X2(4) =

=3.510,p = 0.173

x2(2)

p

OR [95% CI] Wald

P

OR [95% CI] Wald

p

OR [95% CI] Wald

p

Wald

OR? [95% CIP]

Reference group
1.40[0.74, 2.65]
1.81[0.95, 3.45]

Severity: Mild

08 0.781

0.

0.75[0.10, 5.65]
1.83[0.25, 13.51]

0.404
0.992
0.026

0.70
0.00

0.48 [0.08, 2.72]

0.257

1.28
2.29

63.75
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1.92 [1.64, 2.25]

0.303
0.071

1.06
3.27

Severity: Moderate

0.553
0.022

0.35
5.29
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1.56 [1.05, 2.30]
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0.000

Severity: Severe
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diagnosis (mild, moderate, severe), the child’s age and gender,
and whether the child had been given information about the
treatment/hospitalization (Table 9) and the parents condition
(Table 10). In the first model, the severity of the diagnosis
was added alone, while in model 2 the childs gender and
age were added. In the last model, the interaction effects
were also examined. The interaction effects were examined in
individual analyses. The odds that someone had informed their
children about their treatment/hospitalization was greater the
more serious the diagnosis was, but this difference was not
significant. The odds that someone had informed their children
about the parents condition were also greater the more serious
the diagnosis was, but this difference was not significant.

Model 2 shows that the child’s age could predict whether the
child received information or not, which was also shown in the
results of the t-test, but no interaction effect was found between
diagnosis severity and age of the child (Model 3). The child’s
gender did not affect the information the child received, and
there was no interaction effect between diagnosis severity and the
child’s gender when it came to whether or not the child had been
given information about the parent’s treatment/hospitalization or
condition.

DISCUSSION

Characteristics of the Patient/Parents
Parenting is challenging in itself, and a large number of studies
indicate that parents with mental illnesses struggle more with
parenting than parents who does not experience mental illness
(16, 47). Nearly half of the patients in this study were single, and
this may result in both a greater scope of problems in the parent
(28), lower SES (48), and possibly an increased risk of the children
developing mental disorders (49). In addition to their parent’s
mental illness, children who also have been through a divorce
between their parents may have experienced a stressful and risk-
enhancing transition in their family life, because of conflicts,
moving and breaks in family relationships (50).

The largest proportion of the parents with mental illnesses
were mothers, which is consistent with findings showing that
more women than men seek help for mental health problems
(51). Mood disorders, such as different forms of depression
were most common in the sample, and the diagnosis F33 Major
depressive disorder (recurrent), recurrent, was listed as the
second most common illness. Recurrent and chronic disorders
have been shown to lead to higher risks for COPMI (52, 53).

Most parents in our study had serious psychiatric disorders,
which add to the high risk in these patients’ children, as several
studies have found a significant relationship between severity and
chronicity of the parent’s mental illness and the risk of negative
outcomes in their children (3). In addition, mental disorders of
moderate severity may lead to significant functional decline (2)
and develop into more serious disorders over time.

The implications of the findings regarding the patients in
this study is that the majority of patients are characterized by
factors that predict high risk for their offspring. Therefore, health
professionals in the clinic need to implement family support
to reduce these risks and prevent developmental problems in

TABLE 9 | Relation between information provided for the child about severity of parent’s diagnose, child age, child gender and parent’s health condition.

Model 4

Model 3

Model 2

Model 1

95.957, p < 0.001

X2(8)

92.552, p < 0.001

X2(6)

88.778, p < 0.001

Xx2() =

= 5.246, p = 0.073

X2(2)

p

OR [95% CI] Wald

p

OR [95% CI] Wald

P

OR [95% CI] Wald

p

Wald

OR? [95% CIP]

Reference group

Severity: Mild
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1.63
0.14

3.03

0.27 [0.04, 2.01]
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3.01

0.29[0.05, 1.75]
0.47 [0.08, 2.83]
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Severity: Severe
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o NN Y TOYO QY the COPMI. Specifically, there is need for interventions which
S5855225e&¢8 can be tailored to single parents with moderate to severe
5 mood disorders, as well as recurrent disorders. The finding that
b= o< Do oo e parents with mental and behavioral disorders due to psychoactive
- e g 25 EsTmacg substance use are less likely to have their children at home, also
RS emphasize the need for interventions that suit these families’
é § [ needs. It seems evident that these parents and their children need
9 5 g § i § § % § § support to communicate and engage with each other in safe ways,
g g $ody S8 g9 as well as support if they are moving together again.
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Norway. Collaboration between health personnel in adult mental
health services and public nurses in local health clinics, as well as
preschool teachers in kindergartens seems especially valuable for
this group of children.

Positive social bonds between siblings are an important source
of protection for children who undergo stressful life events
(54). The majority of our sample had one or more siblings.
Sibling bonds can be considered especially beneficial for COPMI
with siblings who are older than 18 (16.1% in our sample),
where the sister or brother can function as a supporting adult
(55). At the same time, dysfunctional sibling bonds, which
are not uncommon in families with mental illness, may be
a burden and can predict a subsequent psychopathology for
COPMI (56). This suggests that sibling relationships between
COPMI should also be assessed in mental health services
for adults. In our sample, 7.5% of the parents had four or
more children, and account must be taken of the negative
impact that a larger number of children can have on the
family economy, thus contributing to the socio-economic risk
(57), as well as the increase in parental burden and need
for relevant support for patients with more children. Labor
and Welfare Services should be a natural collaboration partner
for health personnel in adult mental health services in these
regards.

The majority of the children had access to adult resource
persons other than the parent with mental illness or addictions.
It was usually the other parent or extended family who cared
for the child when the parent with a mental illness was
hospitalized. In addition, most of the children were at school
or in kindergarten during the day. Only a small proportion
of the children in the sample were at home during the day
(5.1%). These findings emphasize how important the extended
family, and personnel in kindergartens and schools are as
significant others who may support the child’s development.
However, the provision of necessary information about the risks
and protective factors relevant for each COPMI is crucial to
motivate and engage the resources that significant others may
contribute with. Child protection services (CPS) may intervene
in those families where the children do not have access to
resource persons beside the mentally ill parent. However, in a
recent study we found that personnel in adult mental health
services was reluctant to refer families of concern to the CPS
(58). In Norway around 80% of the activity in public child
protection services constitutes of preventive and compensating
interventions. Examples of such interventions are economic
support, practical support for parents and children in the home
and related to leisure time activities, visitation homes, as well as
parent training interventions offering supervision and guidance
for parents in need of professional help to change their parenting
practices. Barriers to inter-service collaboration based on lack
of knowledge about the CPS in adult mental health services
has serious consequences for families in need of support and
for dissemination of interventions in the communities they live.
Results from our research indicate that there is an unresolved
potential for inter-service collaboration involving the children of
patients with mental health problems. There is a large potential
for improvement in the collaboration between adult mental

health services and community services for children and their
families in Norway.

COPMVI’s Family Status and Factors

Influencing Their Living Arrangements
Several factors were found that had an impact on the children’s
living arrangements and factors that led to an increased chance
that the child did not live with the mentally ill parent were: (1)
that the parent had serious mental illness, as compared with mild
mental illness, (2) that the parent had an addictive disorder, and
(3) that the ill parent was the father.

The severity of the diagnosis was a strong predictor and the
odds were three times as high that a child did not live with a
parent with a serious mental disorder compared to those with
mild mental disorders. This is not a surprising finding, as the
more serious mental disorders often lead to higher symptom
pressure and malfunction, which to a greater extent leads to a risk
of negative outcomes for the child. However, about three quarters
of the children in our sample lived with the parent with a mental
illness, and one third of them lived alone with this parent all the
time or part time. These children will be more vulnerable and at
a higher risk for developing mental disorders, as compared with
those who also lived with a healthy parent (28).

The COPMI whose parents had addictive disorders were
distinct from other COPML, as their odds of not living with the ill
parent were many times higher than for the children of parents
whose primary diagnose were from the other categories. This
was irrespective of the parent’s gender. The reason why families
and/or professional helpers choose to move children away from
addictive parents is probably associated with substance abuse
leading to risk in several different areas, in terms of a problematic
social network, crime, physical and mental health problems,
impulsive absences from the home, financial problems, on top of
challenges with interactions when intoxicated.

About half of the children of mentally ill fathers lived with
their fathers, while nearly nine out of ten children of mentally
ill mothers lived with their mothers. The majority of children
who lived with a single parent with a mental illness lived with
their mother. In Norway, most children stay with their mother
after a divorce between their parents (59), and it is therefore not
possible to say whether it is the break-up or the father’s illness
that explains this. On the other hand, a previous study showed
that mental disorders in fathers may reduce the involvement
they have with their children (47). Taken together, our findings
indicate that interventions supporting parents with severe mental
disorders and their minor children, especially mothers, should
be implemented. Service collaboration between community and
specialist services is needed to target each family’s needs in their
everyday lives.

Factors Influencing Whether or Not COPMI

Learn About Their Parent’s lliness

Half of the children in the clinic had received information about
the parent’s condition and treatment/hospitalization. Four of ten
COPMI had not received information about the parent’s illness.
This indicates that the ill parent and health care providers to
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a large degree do not speak with the children about mental
disorders in parents. The reasons for this are most likely
multifaceted, but nevertheless, researchers have postulated that
a lack of information may result in an elevated risk of negative
developmental outcomes and may run counter to the children’s
own wishes, needs and rights (7, 36, 38).

The following factors increased the likelihood that the
children received information about the parent’s condition and
treatment/hospitalization: (1) that the child was living with a
single parent with a mental illness, (2) that the child was an
older child/teenager, (3) that the mother was the parent with a
mental illness, (5) that the parent’s primary diagnosis was a severe
mental illness, and specifically (6) that the parent’s disorder was a
personality disorder, schizophrenia, or other psychotic disorder.

If the child lived alone with a single parent with a mental
illness, the odds that the child had received information were
significantly higher. Children who lived with a single parent at all
times had almost three times the odds of receiving information
about the parent’s illness, as compared to children from two-
parent homes and children who primarily lived with the other,
healthy parent. This may imply that the parent with a mental
illness or other adults realized that the child’s opportunity to
understand and handle their situation would depend on having
information about the health status of their primary caregiver.

There were large age differences related to whether the
children received information, and the odds that the children
received information were higher for each year they grew
older. The oldest children were far more likely to receive
information about the treatment/hospitalization and about the
parent’s condition compared to the youngest children. Intuitively,
this can be interpreted as a result of older children understanding
more about the parent’s illness, and thus to a greater extent taking
the initiative to talk about it. However, studies have shown that
few COPMI seek help from health care providers or their social
network (34, 36), which may explain the fact that many of the
older children in fact had not received information. It may also
be the case that adults feel safer talking to children about a
parent’s illness when the children are more mature and have a
more developed language. Although it could be expected that
children under 2 years had generally not received information,
the results showed that it was only from age 10 that more than
half of the children had received information about the parent’s
illness. However, school-aged children have both the verbal and
cognitive ability to understand phenomena, such as mental illness
and substance abuse disorders and they will have perceived that
their parents have problems of this type. Therefore, the finding
that many children did not receive information about the parent’s
illness at all could be interpreted as a reflection of that parents and
health care providers do not know how to talk to the youngest
children about mental illness.(3) For the youngest children this
may be due to a culture where adults (both parents and health
care providers) have a desire to protect the younger children from
“bad things.” However, younger children will also be affected
by the parent’s psychopathology, sometimes even more than
older children since they are more depending of predictable
daily routines and sensitive care. Therefore, they will also need
information adjusted to their age and maturity to help them

understand the parents symptoms, as well as how these affects
parenting and the daily routines in the family. In circumstances
when someone other than the parents need to take care of
the child, an explanation for this should also be offered to the
child.

Children of mentally ill mothers were more likely to receive
information than the children of mentally ill fathers. This may
be partly explained by children often having closer emotional ties
to mothers than to fathers, that mother-daughter relationships
often is characterized by emotional closeness and increased
communication (60), as well as the fact that more of the children
lived with their mother than their fathers.

More serious disorders were associated with a greater
probability that the child had received information. This may
be because these disorders to a greater extent lead to functional
impairments in parents, which increases the negative impact on
the child and thus the necessity of the child receiving information
about the condition.

Children of parents with personality disorders, schizophrenia,
schizotypal disorder and other paranoid disorders, also had
higher odds of receiving information. A possible explanation
for this may be related to the parents having such significant
functional impairments and behaving so differently that it would
be difficult to keep information about this from the children.
For example, psychoses and delusions may present in ways
that are very frightening for children and thus necessitate an
explanation earlier than many other types of disorders. Again,
substance abuse disorders differed from other diagnosis as it led
to lower odds that the child received information. Substance
abuse disorders are subject to great social stigma (61), and this
may be part of the reason that parents are strongly motivated
to hide their disorder from their children. It may also be
the case that these parents are more worried about losing
custody of their children, compared to parents with other mental
disorders, and as such openness would seem counterproductive.
The stigma of substance abuse disorders may also explain why
personnel in mental health care services do not inform the
children. Unfortunately, there are few interventions available for
children whose parents have severe mental illnesses in Norwegian
municipalities. Such interventions should be adopted from other
countries, translated, and adapted to the Norwegian context, or
developed locally. All new practices should be evaluated to gain
knowledge about effects and feasibility.

Limitations

The most important limitation in this study is that the
information is based on parents reports. Other sources of
information, such as interviews with the children themselves,
as well as supplementary information from teachers, nurses and
other relatives, would have given a more accurate, detailed,
and comprehensive picture of the children’s situation. However,
gathering information in this way was not within the scope of the
quality assurance framework in this study.

Another limitation is associated with the analyses. To be able
to perform a binary logistic regression where two information to
the children variables were included, the response “partially” was
coded as “yes.” These analyses must therefore include the caveat
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that “partially” could mean anything from almost no information
to quite a bit information. Moreover, the extent to which the
categorization of diagnoses according to ICD chapters reflect
patients’ symptom pressures and daily functioning is uncertain.
Additionally, many of the diagnostic categories did not have a
sufficiently large selection to be included in the analyses, and were
therefore excluded.

The categorization of diagnoses by severity was done in
accordance with Kessler et al. (22) categorization. They included
separate functional goals in their study, which was not included
in this study. The severity categorization was therefore only based
on the diagnoses, and no controls was made for the fact that
psychiatric disorders and their outcomes represent a spectrum
of outcomes rather than exact functional measurements. There
may therefore be limited correspondence between the assumed
and actual degree of severity.

CONCLUSION AND IMPLICATIONS FOR
FUTURE CLINICAL PRACTICE AND
RESEARCH

The need for new measures seem to be especially significant for
COPMI aged 0-5, as this group seems to be the most invisible,
and most vulnerable group, while at the same time having
few services offered. The finding that this group also receive
the least information about their parent’s psychopathology,
legitimize significant concern. Norwegian law requires health
care providers to attend to the children’s need for follow-up, but
also to ensure that the children receive the necessary information.
The youngest group of COPMI is an important target group for
early interventions, according to both national and international
manifestos, and measures should therefore be developed to
support these children and their parents.

The finding that only half of the children receive information
about the parents psychopathology clearly demonstrates that
mental health services for adults must be enabled to comply with
current legislation. Close to a third of the children live alone with
a mentally ill parent, and thus may not have daily access to an
adult who can compensate for the functional impairment the
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Introduction: Experiencing adverse life events and early disturbed patterns of interaction
are crucial determinants for the development of Borderline Personality Disorder (BPD).
Parental suicidal attempts can be considered a major adverse life event and a potentially
traumatic experience. The aim of this study was to examine differences in parental suicidal
attempts among a BPD adolescent population vs. a matched control group. We also
aimed to understand if attachment styles and the number of parental suicidal attempts
predicted the severity of borderline symptomatology.

Methods: Our study (EURNET BPD) comprised 85 BPD adolescents and 85 matched
controls. Axis Il disorders were investigated using the French version of SIDP-IV. Parental
suicidal behaviors were assessed during a face-to-face interview with the adolescent.
Attachment style was assessed with the Relationship Questionnaire (RQ).

Results: Parents of BPD adolescents made more suicidal attempts than controls (34
vs. 11%; chi2 = 13.8, p < 0.001). The linear regression showed that the best model
explaining the severity of borderline symptomatology (R® adjusted = 0.15, F = 4.65, p
< 0.001) was a model including the number of suicidal attempts realized by the parent
(standardized beta = 0.28, p = 0.009) and the preoccupied attachment style of the
adolescents toward their parents (standardized beta = 0.21, p = 0.043).

Conclusion: Our results highlight the usefulness of assessing parental suicidal behavior
when interviewing patients with BPD traits. This could be useful in clinical practice as an
early clue to identify patients with potentially severe clinical profiles and parents needing
a specific support. Further research is needed to confirm our findings.

Keywords: borderline personality disorder, BPD, parental suicidal attempts, preoccupied attachment, adolescent
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INTRODUCTION

Borderline Personality Disorder (BPD) in adolescence is a
severe mental disorder characterized by pervasive and persistent
patterns of instability—affective, relational, of the self—and
impulsivity. The condition is associated with frequent risk-taking
and self-harm behaviors and many psychiatric comorbidities
as well as severe psychosocial impairments, and extensive use
of mental health services. Cumulative prevalence rates suggest
that 1.4% of young people will meet diagnostic criteria for
BPD by age 16 years, rising to 3.2% by age 22 years (1), but
more importantly BPD is common among adolescents within
mental health settings, with an estimated prevalence of 11% in
psychiatric outpatients and up to 50% in inpatient settings (2).

Although currently there isn’t a unifying model to describe
and understand in depth the complex phenomenon of borderline
personality, genetics, and environmental factors are both
thought to play a role. Concerning environmental factors,
experiencing adverse life events and trauma have been largely
investigated in the past (3, 4). However, not all individuals who
suffer maltreatment will develop a BPD (5). Early disturbed
patterns of interaction constitute a risk factor for emotional
vulnerability and are crucial determinants for the development
of BPD. Maladaptive parenting, including parental hostility,
overprotective and rejecting parenting styles and attachment
disorganization emerged as strong predictors of BPD symptoms
(6, 7). The quality of primary relationships is so important that
it might modulate in one way or the other the integration of
early traumatic events (5) and therefore the development of
personality.

To our knowledge, parental suicide hasn’t been studied
specifically in adolescents with BPD. Nevertheless, it has been
recognized that parental suicide attempts can have a major
impact in the offspring and can be considered a major adverse life
event and a potentially traumatic experience (8). Parental suicidal
attempt can also question the attachment in the young person,
through the fear of potential abandonment (9). Besides, behind
a suicidal attempt, psychopathology and social adversity is often
hidden (10).

The primary aim of this study was to examine differences in
parental suicidal attempts among a BPD population vs. a matched
control group. We also aimed to test whether attachment styles
and the number of parental suicidal attempts predicted the
severity of borderline symptomatology.

METHODS
Participants

The study sample was drawn from a European research
project investigating the phenomenology of BPD in adolescence
[the European Research Network on Borderline Personality
Disorder, EURNET BPD; see (11) for a full description of the
study methodology]. The research network was composed of
five specialist psychiatric centers for adolescents and young
adults in France, Belgium, and Switzerland. The final study
population comprised 85 BPD adolescents (11 boys, 13%, and
74 girls, 87%). The mean age was 16.5 years (SD = 1.4). 67%
(N = 57) were inpatients. The control sample included 85 healthy

adolescents individually matched for gender, age and socio-
economic status. Control subjects were excluded if they had a
history of or ongoing psychiatric follow-up, and if they were
positive for a DSM-IV diagnosis of personality disorder. The
study was approved by our local institutional review board and
a written informed consent was obtained from the adolescents
and at least one of their parents.

Assessments

All subjects completed a research protocol (consisting of a
diagnostic evaluation of Axis I and Axis II disorders) and a self-
administered questionnaire to collect socio-demographic and
psychopathological data. Axis II disorders were investigated
using the French version of SIDP-IV, which is known to have
good psychometric properties in adolescents and young adults
(12). Borderline severity for each of the 9 criteria was coded as
absent (0), subliminal (1), present (2), and severe (3). Borderline
severity scores thus varied from 0 to 27. The inter-rater reliability
for SIDP-IV was calculated from independent ratings of 10
videotaped interviews. The Kappa coefficient for agreement on
the presence or absence of a BPD was very high (0.84) and the
values for the presence/absence of other personality disorders
ranged from 0.54 to 1.

Parental suicidal behaviors (presence/absence; number of
suicidal attempts) were assessed during the face to face interview
with the adolescent. The age of the adolescent at the time of the
first suicidal attempt of the parent was also recorded.

Attachment was assessed with the Relationship Questionnaire
(RQ) (13), a valid and reliable self-report measure of adult
attachment [(14, 15) measuring strength of attachment along
two dimensions of anxiety and avoidance. The RQ generates
a negative to positive score (—12 to +12) on the attachment
dimensions of anxiety and avoidance, with higher scores
indicating less anxiety and avoidance respectively.

Statistical Analysis

Categorical variables (socio-demographics, presence/absence of
parental suicidal attempts, insecure/insecure attachment) were
compared between groups (borderline and control sample)
using chi-square analyses. To compare the mean scores of the
borderline and the control sample on the number of parental
suicidal attempts and on attachment styles we used a one-
way anova. Bivariate associations between attachment styles
and the overall severity of borderline symptomatology were
examined with Pearson correlations in the borderline sample
only. Finally, to test whether attachment styles and the number
of parental suicidal attempts predicted the severity of borderline
symptomatology we conducted a linear regression analysis with
a stepwise procedure. All analyses were conducted using SPSS
(25th version).

RESULTS

Parental Suicidal Attempt

34% (N = 29) adolescents from the borderline group reported
a suicidal attempt made by their parents compared to 11%
(N=9) from the control sample. This difference was statistically
significant (chi2 = 13.8, p < 0.001) (Table 1). All the parents of
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TABLE 1 | Comparison between the borderline and control groups regarding parental suicidal attempts and attachment patterns.

Variables Borderline sample (N = 85) Control sample (N = 84) Statistics

M = SD/(%) M = SD/(%) F/Chi2 P
Age 165+1.4 162+ 1.3 F=271 0.10
Sex (men) (%) 11 (13%) 20 (24%) F=33 0.70
Parental suicidal attempt (present/absent) (%) 29 (24%) 9 (11%) Chi2 =13.8 0.001
N° of parental suicidal attempts 42 +3.7 1+0 F=57 0.001
RQ Secure attachment 29+16 42+16 F=23.4 0.001
RQ Fearful attachment 40+£19 27+£15 F=193 0.001
RQ Preoccupied attachment 42420 3117 F=12.0 0.001
RQ Dismissing attachment 25+18 25+£15 F=0.01 0.9
Secure/insecure attachment (%) 34% 23% F=25.1 0.001
Statistically significant differences appear in bold.
TABLE 2 | Multiple regression model predicting the severity of borderline DlSCUSSlON

symptomatology.

Predictive variables Estimate SE b T P
N° of parental suicidal attempts 3.79 1.4 0.28 2.68 0.009
Preoccupied attachment 0.50 0.2 0.21 2.05 0.043

Linear regression model. Stepwise method. Dependent variable: Severity of borderline
symptomatology (SIDP-1V), Independent variables: attachment styles (RQ), n° of parental
suicidal attempts, n° of adolescent suicidal attempts. Sample: N = 85. Adjusted
R? =0.21, Fp63 = 4.65, p < 0.007.

the control group had made only one suicidal attempt, while the
parents of the borderline group reported several suicidal attempts
(4.2,SD 3.7) (F = 5.7, p = 0.022) with some parents reporting up
to 10 suicidal attempts. Mothers accounted for the majority of
the suicidal attempts (73%). Borderline adolescents reported that
the first suicidal attempt of their parents happened during their
childhood and early adolescence (mean 12.7, SD 4.0).

Attachment Styles

Data from the RQ showed that borderline adolescents showed
more insecure attachments than controls (34.5 vs. 23%, F = 25.1,
p = 0.001) (Table 1). Borderline adolescents had significantly
lower scores on secure attachment and significantly higher scores
on the fearful and preoccupied styles of attachment.

Correlations to Borderline Severity
Pearson correlations showed that the number of parental suicidal
attempts (r = 0.37, p < 0.05) was significantly correlated to
the severity of borderline symptomatology, with fearful and
preoccupied attachment styles showing a trend to a significant
correlation (Table 2).

The linear regression showed that the best model explaining

the severity of borderline symptomatology (Ri djusted = 015, F=

4.65, p < 0.001) was a model including the number of suicidal
attempts realized by the parent (standardized beta = 0.28, p =
0.009) and the preoccupied attachment style of the adolescents
toward their parents (standardized beta 0.21, p = 0.043)
(Table 2).

This study sought to determine whether parental suicidal
attempts (and single vs. multiple attempts) could differ in a
BPD adolescent population vs. control. First, our study shows
that parents of BPD adolescents (specially mothers) made
more suicidal attempts than controls. These suicidal attempts
happened several years earlier, when patients were still children,
or in early adolescence.

Second, the severity of borderline symptomatology seemed
to correlate with the number of parental suicidal attempts (the
higher the number of suicidal attempts, the increased BPD
severity in the offspring) and preoccupied attachment style.

Psychopathology is a frequent underlying cause of suicidal
attempts. Severe depression, anxiety and substance abuse are
commonly found among suicidal attempters (16). Studies who
compared single vs. multiple suicidal attempters in adults showed
no differencesin axis I disorders but found an increased prevalence
of borderline personality disorders and higher impulsivity scores
in the latter group (16, 17). Therefore, the likelihood of presenting
a personality disorder increases with the number of suicidal
attempts. Family members of individuals with BPD may be
at higher risk of axis II disorders, including BPD (18, 19)
via a potential transgenerational transmission of emotional
dysregulation from parent to child (creating insecure attachment
patterns). This could explain the impact of parental suicidal
attempts on BPD severity in the offspring found in our study as
well as the trend to present a preoccupied attachment style.

Our study is somewhat limited by the sampling method,
size, and cross-sectional design. Indeed, our data comes
from adolescents only, who report their perceived patterns of
interaction. Yet number of parental suicidal attempts’ report is
a rather objective data and less sensible to bias.

CONCLUSION

Our results highlight the usefulness of assessing parental suicidal
behavior when interviewing patients with BPD traits. This
pattern of behavior is overrepresented in this population and
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might correlate with psychopathological severity in the offspring.
This could be useful in clinical practice as an early clue to identify
patients with potentially severe clinical profiles and parents
needing a specific support. Further research is needed to confirm
our findings.
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Background: Early identification of sub-clinical psychotic experiences in at-risk
individuals is vital to prevent the development of psychosis, even before prodromal
symptoms emerge. A widely-replicated risk factor is having a family member with
psychosis. The Environmental Risk (E-Risk) Longitudinal Twin Study has shown that
better cognitive functioning, a stimulating family environment, and a cohesive community,
are protective against psychotic experiences among children; while engaging in physical
activity, social support, and a cohesive community are protective for adolescents. In the
current study we investigate whether these factors also protect against the development
of sub-clinical psychotic phenomena among children and adolescents in this cohort who
are at high-risk of psychosis by having a mother with psychosis.

Methods: Data were utilized from the E-Risk Longitudinal Twin Study, a
nationally-representative cohort of 2,232 twin children born in England and Wales
in 1994-1995 followed to age 18. Psychotic phenomena were assessed in private
interviews with children at ages 12 and 18, and mothers were interviewed about
their own experiences of psychosis when children were aged 10 and 12. Bivariate
and multivariate logistic regression analyses explored associations between individual,
family, and community-level putative protective factors and absence of age-12 psychotic
symptoms and age-18 psychotic experiences in children whose mothers had a diagnosis
of a psychosis-spectrum disorder and/or reported psychotic symptoms.

Results: Higher 1IQ (OR = 0.97, 95% CI 0.94-1.00, P = 0.036) and living in a
more socially cohesive neighborhood (OR = 0.88, 95% CI 0.79-0.98, P = 0.023)
were independently protective against age-12 psychotic symptoms among children of
mothers with psychosis. Higher levels of perceived social support were independently
protective against age-18 psychotic experiences among children of mothers with
psychosis (OR = 0.92, 95% CI 0.87-0.98, P = 0.006). However, there were no significant
interactions between these protective factors and maternal psychosis in relation to
an absence of childhood or adolescent psychotic phenomena in the full sample,
indicating that protective effects were not specific to this group of high-risk children.
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Conclusions: These findings provide preliminary evidence that preventive interventions
for early psychotic phenomena could focus on improving cognition, social support, and
cohesiveness of the local community. Given scarce resources these might usefully be

targeted at high-risk children.

Keywords: child and adolescent mental health, early intervention, familial psychosis, maternal psychosis,
prevention, protective factors, psychotic experiences, resilience

INTRODUCTION

Psychotic disorders, especially schizophrenia, are responsible
for a substantial proportion of disability worldwide (1),
are associated with 10-25 years shorter life expectancy (2),
and place a huge burden on families, health services, and
society (3-5) Current treatments are unable to provide a
cure; therefore, early identification of at-risk individuals
may help to prevent the development of psychosis.
Interventions in the prodromal stage have yielded some
success but often fail to prevent poorer functional outcomes
in the longer-term (6). It may therefore be necessary to
intervene even earlier, before prodromal symptoms have
emerged (7).

One potential target for preventative interventions could be
sub-clinical psychotic experiences. These experiences, such as
hearing voices, having visions, or feeling extremely paranoid,
are relatively common in the general population, especially
among young people. A systematic review and meta-analysis of
population-based studies concluded that the median prevalence
of psychotic symptoms was 17% among children aged 9-12
years, and 7.5% among adolescents aged 13-18 years (8). Early-
life psychotic experiences are thought to lie on a continuum
with psychotic disorders (9) and have been shown to predict
elevated rates of schizophrenia by age 38 (10) and share many
of the risk factors commonly associated with psychotic disorders
(11). Moreover, these sub-clinical psychotic phenomena have also
been shown to increase the risk for other psychiatric disorders
(12), suicide attempts (10), and poor functional outcomes (13) in
adulthood.

Therefore, one approach to informing early preventive
interventions for psychotic disorders and potentially other
adverse outcomes is to investigate factors that protect at-risk
children and adolescents from developing psychotic experiences.
A widely replicated risk factor for psychosis is having a family
member with the disorder; for instance, having a parent with
schizophrenia increases a child’s risk of developing schizophrenia
themselves by approximately eight-fold (14). A previous analysis
of the Environmental Risk (E-Risk) Longitudinal Twin Study, a
nationally-representative general population sample of twins, has
shown that children were over twice as likely to report psychotic
experiences at age 12 if their mother had experienced a psychosis-
spectrum disorder (11). This indicates that young people whose
mother has experienced psychosis could be considered a high-
risk group for the development of early psychotic phenomena.
However, not all offspring of affected mothers developed
psychotic experiences (11) and thus it is important to understand

what protected these high-risk individuals in order to inform
preventive interventions.

In the E-Risk sample, it has previously been shown that,
in the context of poly-victimization, having better cognitive
functioning, growing up in a happier and more stimulating
family environment, and living in a cohesive community, were
protective against psychotic experiences among children (15),
while engaging in physical activity, social support, and living
in a cohesive community were protective for adolescents (16).
However, it is also important to determine protective factors for
other high-risk groups, such as having a parent with psychosis.
Therefore, in the current study we use the E-Risk cohort
to investigate whether these factors can also protect against
the development of sub-clinical psychotic phenomena among
children and adolescents who are at particularly high-risk of
psychosis, by virtue of having a mother with a psychotic disorder
or psychotic symptoms. We explored whether these factors
were protective over and above potential confounding factors,
including family socioeconomic status (SES) and other childhood
mental health problems, which have previously been shown to be
associated with the development of psychotic phenomena (11).

MATERIALS AND METHODS

Participants

Participants were members of the E-Risk Longitudinal
Twin Study, which tracks the development of a
nationally-representative birth cohort of 2,232 British twin
children. The sample was drawn from a larger cohort of twins
born in England and Wales in 1994-1995 (17). Full details
about the sample are recorded elsewhere (18). Briefly, the E-Risk
sample was constructed in 1999-2000, when 1,116 families with
same-sex 5-year-old twins (93% of those eligible) participated
in home-visit assessments. Families were recruited to represent
the UK population of families with new-borns in the 1990s,
based on residential location throughout England and Wales and
mothers’ age. Teenaged mothers with twins were over-selected
to replace high-risk families who were selectively lost to the
register through non-response. Older mothers having twins via
assisted reproduction were under-selected to avoid an excess of
well-educated older mothers. E-Risk families are representative
of UK households across the spectrum of neighborhood-level
deprivation: 25.6% of E-Risk families live in “wealthy achiever”
neighborhoods compared to 25.3% of households nation-wide;
5.3 vs. 11.6% live in “urban prosperity” neighborhoods; 29.6 vs.
26.9% live in “comfortably off” neighborhoods; 13.4 vs. 13.9%
live in “moderate means” neighborhoods; and 26.1 vs. 20.7%
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live in “hard-pressed” neighborhoods (19, 20). E-Risk families
under-represent “urban prosperity” neighborhoods because such
households are likely to be childless. The sample comprised 56%
monozygotic and 44% dizygotic twin pairs, and sex was evenly
distributed within zygosity (49% male). All families were English
speaking, and the majority (93.7%) were White.

Follow-up home-visits were conducted when children were
aged 7, 10, 12, and 18 years (participation rates were 98, 96, 96,
and 93%, respectively). Home visits at ages 5, 7, 10, and 12 years
included assessments with participants as well as their mother (or
primary caretaker); the home visit at age 18 included interviews
only with the participants. Each twin participant was assessed
by a different interviewer. The average age of the twins at the
time of the age 18 assessment was 18.4 years (SD = 0.36); all
interviews were conducted after the 18th birthday. There were
no differences between those who did and did not take part at
age 18 in terms of socioeconomic status (SES) assessed when
the cohort was initially defined (x? = 0.86, P = 0.65), age-5 IQ
scores (t = 0.98, P = 0.33), or age-5 internalizing or externalizing
behavior problems (¢t = 0.40, P = 0.69 and t = 0.41, P = 0.68,
respectively).

The Joint South London and Maudsley and the Institute of
Psychiatry Research Ethics Committee approved each phase of
the study. Parents gave informed consent and twins gave assent
between 5 and 12 years and then informed consent at age 18.

Measures

Maternal Psychosis-Spectrum Disorder

When children were aged 10, mothers were interviewed
using the Diagnostic Interview Schedule (DIS) for DSM-
IV (21), which enquires about characteristic symptoms of
psychosis: hallucinations, delusions, disorganized speech, grossly
disorganized, or catatonic behavior and negative symptoms
(avolition, flat affect, alogia). They were asked whether they
had experienced these symptoms at any time in their life. The
interview ruled out symptoms with plausible explanations and
symptoms occurring solely under the influence of alcohol or
drugs. Following DSM-IV criteria for schizophrenia, women
were classified as having a psychosis-spectrum disorder given the
presence of hallucinations plus at least two other symptoms, as
well as evidence of social, occupational, or self-care dysfunction
(12). The goal was not to diagnose clinical schizophrenia,
but to identify women who endorsed impairing psychotic-like
experiences and beliefs. Of the 1,060 mothers who completed
the DIS, 58 (5.5%) were classified as having a psychosis-spectrum
disorder.

Maternal Psychotic Symptoms

When children were aged 12, mothers were interviewed
with the Psychosis Screening Questionnaire (PSQ) (22) about
psychotic symptoms that they experienced over the past 2
years. The PSQ consists of 6 main items covering symptoms
of hypomania, thought insertion, paranoia, strange experiences
and hallucinations, and 14 follow-up items. The six main items
were all presented first and, if any main items were endorsed,
the appropriate follow-up questions were asked. A symptom
was considered present if the mother positively endorsed the

main item and its follow-up questions. The number of psychotic
symptoms was summed and then dichotomized into none vs. 1
or more psychotic symptoms due to the skewed nature of the
variable. Of the 1,069 mothers who completed the PSQ, 177
(16.6%) reported one or more psychotic symptoms.

Childhood Psychotic Symptoms

E-Risk families were visited by mental health trainees or
professionals when children were aged 12 (11). Each child was
privately interviewed about 7 psychotic symptoms pertaining
to delusions and hallucinations, with items including “have
other people ever read your thoughts?,” “have you ever thought
you were being followed or spied on?” and “have you ever
heard voices that other people cannot hear?.” This interview
has been described in detail previously (11). The item choice
was guided by the Dunedin Study’s age-11 interview protocol
(12) and an instrument prepared for the Avon Longitudinal
Study of Parents and Children (23). Interviewers coded each
experience 0, 1, 2 indicating, respectively “not a symptom,’
“probable symptom,” and “definite symptom.” A conservative
approach was taken in designating a child’s report as a symptom.
First, the interviewer probed using standard prompts designed to
discriminate between experiences that were plausible (e.g., “I was
followed by a man after school”) and potential symptoms (e.g.,
“I was followed by an angel who guards my spirit”) and wrote
down the child’s narrative description of the experience. Second,
items and interviewer notes were assessed by a psychiatrist
expert in schizophrenia, a psychologist expert in interviewing
children, and a child and adolescent psychiatrist to verify the
validity of the symptoms. Third, because children were twins,
experiences limited to the twin experience (e.g., “My twin and
I often know what each other are thinking”) were coded as
“not a symptom.” Children were only designated as experiencing
psychotic symptoms if they reported at least one definite
psychotic symptom. At age 12, 59% (N = 125) of children
reported experiencing psychotic symptoms. This is similar to
the prevalence of psychotic symptoms in other community
samples of children and adolescents (8, 24-27). Furthermore, our
psychotic symptom measure has good construct validity, sharing
many of the genetic, social, neurodevelopmental, and behavioral
risk factors and correlates as adult schizophrenia (11).

Adolescent Psychotic Phenomena

The present study used two measures of adolescent psychotic
phenomena which were both obtained from private interviews
when participants were aged 18. The primary outcome was a
self-report measure of adolescent psychotic experiences which
reflects the methodology used by many groups in the psychosis
prodromal research field (28). At age 18, each E-Risk participant
was privately interviewed by a research worker about 13
psychotic experiences occurring since age 12. Seven items
pertained to delusions and hallucinations, which were the same
as those used in childhood (see above). This interview has
been described in detail previously (11). Six items pertained to
unusual experiences, which drew on item pools since formalized
in prodromal psychosis instruments including the PRIME-screen
and Structured Interview for Prodromal Syndromes (28). These
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included “I worry that my food may be poisoned” and “My
thinking is unusual or frightening.” Interviewers coded each
item 0, 1, 2 indicating, respectively “not present,” “probably
present,” and “definitely present.” All 13 items were summed to
create a psychotic experiences scale (range = 0-18, M = 1.19,
SD = 2.58). Just over 30% of participants had at least one
psychotic experience between ages 12 and 18 (n = 623, 30.2%).
This is similar to the prevalence of self-reported psychotic
experiences in other community samples of teenagers and young
adults (8, 25).

Clinician-verified adolescent psychotic symptoms were also
examined as a secondary outcome, using the same methodology
as used at age 12 in this cohort (11). Adolescents were only
designated as having psychotic symptoms if they reported at
least one definite and verified symptom. At age 18, 2.9%
(N = 59) of adolescents reported having one or more psychotic
symptoms since age 12. This is somewhat lower than the
prevalence of psychotic symptoms in this sample at age 12 (5.9%,
N = 125), consistent with the attenuation of psychotic symptoms
documented from childhood to adulthood (8, 29).

Childhood Protective Factors

Iq

The Wechsler Preschool and Primary Scale of Intelligence
Revised (WPSSL; (30) was used to assess IQ at age 5. Children
were administered two subtests (Vocabulary and Block Design),
and IQ scores were prorated following procedures described
previously (31) and then standardized with a mean of 100 and
standard deviation of 15.

Atmosphere at home

The creation of the atmosphere at home measure has been
previously documented (32). It was derived from the Coder’s
Impression Inventory, which is based on the Home Observation
for Measurement of the Environment (33) and the University
of Washington Parenting Clinic Questionnaire (Parent-Child
Observations) (34). The Coder’s Impression Inventory was rated
immediately following the study visit at ages 7 and 10 by
interviewers who had undergone 4-day training. This measure
comprised items representing the state of the home (e.g., “Are
visible rooms of the house clean?”), stimulation (e.g., “Is the
children’s art displayed in the home?”), happiness (e.g., “Is this a
happy home?”), and chaos (e.g., “Is the house chaotic or overly
noisy?”). The internal consistency at age 7 was a = 0.77 and
a = 0.79 at age 10. The average of the overall atmosphere at home
scores at ages 7 and 10 was used for analysis because they were
significantly correlated (r = 0.64, P < 0.001).

Neighborhood social cohesion

Social cohesion within the neighborhood (35) was assessed when
children were aged 5 by asking mothers five questions, including
whether their neighborhood was close-knit, whether neighbors
shared values, and whether neighbors trusted and got along with
each other. A total score was derived by summing the answers to
all five questions, with higher scores indicative of greater social
cohesion.

Adolescent Protective Factors

Physical activity

At age 18, participants completed the Stanford Brief Activity
Survey (SBAS; Stanford University, 2001). The SBAS contains
2 items, the first item relates to the extent of physical
activity engaged in at work, school, or college and the
second refers to physical activity during leisure time. Both
questions were rated on a 5-point scale: inactive, low intensity,
moderate intensity, hard intensity, and very hard intensity.
The scales were then combined to derive an overall activity
measure (36).

Neighborhood social cohesion

Social cohesion in the participants’ neighborhoods was estimated
via a postal survey sent to residents living alongside E-
Risk families when participants were aged 13-14 (37, 38).
Survey respondents, who were typically living on the same
street or within the same apartment block as the participants
in the study, reported on various characteristics of their
immediate neighborhood. Five items (each coded 0-4) were
assessed by asking residents whether their neighbors shared
values and trusted and got along with each other, etc.
A total score was derived by summing the answers to
all 5 questions with higher scores indicating greater social
cohesion.

Social support

Perceived social support was assessed at age 18 using
the Multidimensional Scale of Perceived Social Support
(MSPSS), which assesses individuals' access to supportive
relationships with family, friends, and significant others
(39). The 12 items in the MSPSS consist of statements such
as “There is a special person who is around when I am
in need” and “I can count on my friends when things go
wrong.” Participants rated these statements as “not true”
(0), “somewhat true” (1) or “very true” (2). Scores were
summed to produce an overall social support scale with higher
scores reflecting greater social support (internal consistency:
o =0.88).

Confounding Variables

Family SES was measured via a composite of parental income
(total household), education (highest for mother/father), and
occupation (highest for mother/father) when children were aged
5 (40). The three SES indicators were highly correlated (r’s ranged
from 0.57 t0 0.68, all p’s < 0.05) and loaded significantly onto one
latent factor (factor loadings = 0.82, 0.70, and 0.83 for income,
education, and occupation, respectively). This latent factor was
categorized into tertiles (i.e., low-, medium-, and high-SES). A
variable for childhood mental health problems was derived to
capture children who met criteria for extreme anxiety, clinically-
relevant depression symptoms, attention deficit hyperactivity
disorder (ADHD), or conduct disorder by age 12. Anxiety was
assessed when children were aged 12, via private interviews
using the 10-item version of the Multidimensional Anxiety
Scale for Children (MASC) (41). An extreme anxiety group
was formed with children who scored at or above the 95th
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percentile (N = 129, 6.1%). Depression symptoms were assessed
at age 12 using the Children’s Depression Inventory (CDI)
(42). Children who scored 20 or more were deemed to have
clinically significant depressive symptoms (N = 74, 3.5%).
ADHD was assessed using the DSM-IV and the requirement
of symptom onset prior to age 12 was met if parents or
teachers reported more than 2 ADHD symptoms at ages 5,
7, 10, or 12 years. We derived diagnoses of conduct disorder
on the basis of mothers’ and teachers’ reports of children’s
behavior problems using the Achenbach family of instruments
and additional DSM-1V items assessing conduct disorder which
have previously been described (32). Conduct disorder was
assumed present if it was diagnosed at ages 5, 7, 10, or 12
years. The childhood mental health problems variable was
dichotomized to distinguish between the presence of any of the
above mental health problems (coded 1) vs. the absence of any
age-12 mental health problems (coded as 0), as used previously
in this cohort (16).

Statistical Analysis

Analyses were conducted in STATA 15 (Stata-Corp, College
Station, TX). Bivariate and multivariate logistic regression
analyses were conducted to explore associations between
individual, family, and community-level putative protective
factors and absence of age-12 and age-18 psychotic phenomena,
in the E-Risk sub-sample of children whose mothers had
experienced psychosis. Maternal psychosis was defined as
either diagnosis of psychosis-spectrum disorder and/or presence
of one or more psychotic symptoms to utilize the largest
possible group of mothers experiencing psychotic phenomena
(N = 408).

In phase 1 (age-12 analysis), binary logistic regression analyses
were conducted to explore associations between each protective
factor (IQ, atmosphere at home, and neighborhood social
cohesion), individually and then altogether, and the absence
of age-12 psychotic symptoms in the sub-sample of children
whose mothers had experienced psychosis. We also tested in
the whole sample for interactions between maternal psychosis
status and each protective factor to examine whether these factors
were specifically protective in relation to having a mother who
had experienced psychotic phenomena or were more generally
protective.

In phase 2 (age-18 analysis), binary logistic regression
analyses were conducted to explore associations between
each protective factor (physical activity, neighborhood social
cohesion, and perceived social support), individually and then
altogether, and the absence of age-18 psychotic experiences in
the sub-sample of children whose mothers had experienced
psychosis. Interactions between maternal psychosis status and
each protective factor were conducted to examine whether these
factors were specifically protective in relation to having a mother
who had experienced psychotic phenomena. Sensitivity analyses
substituting age-18 psychotic experiences with the clinician-
verified psychotic symptoms at age 18 were also conducted.

Because each study family contains two children, all
statistical analyses were corrected conservatively for the
non-independence of twin observations by using tests based

on the Huber/White variance estimator (43). All analyses
were also adjusted for childs gender and family socio-
economic status because these factors have previously been
associated with psychosis (44, 45). Age-18 analyses were
also adjusted for age-12 psychotic symptoms and childhood
mental health problems as these have been shown to predict
the occurrence of psychotic phenomena in adolescence
(29, 46).

RESULTS

Phase 1: Age-12

Sample

The sample (N = 2,182) was 51.1% (N = 1,114) female. Family
SES was categorized into low- (33.2%, N = 724), medium-
(32.8%, N = 716), and high-SES (34.0%, N = 742). Having a
mother with either a diagnosis of psychosis-spectrum disorder or
at least one psychotic symptom was associated with an increased
likelihood of age-12 psychotic symptoms among their children
(OR =2.14,95% CI 1.38-3.31, P = 0.001).

Associations Between Putative Protective Factors
and Absence of Age-12 Psychotic Symptoms Among
Mothers With Psychosis

Having a higher IQ, a more positive atmosphere in the
home, and residing in a more socially cohesive neighborhood
were all found to be significantly protective against age-12
psychotic symptoms among children of mothers who had
experienced either psychotic symptoms or had a psychosis-
spectrum diagnosis after adjusting for gender and family SES
(Table 1). When additionally controlling for the other protective
factors, higher IQ (OR = 0.97, 95% CI 0.94-1.00, P = 0.036)
and neighborhood social cohesion (OR = 0.88, 95% CI 0.79-
0.98, P = 0.023) remained significantly associated with a reduced
likelihood of the child having psychotic symptoms, but the
association for atmosphere at home became non-significant
(OR =0.96,95% CI 0.92-1.01, P = 0.133).

Interactions Between Maternal Psychosis Status and
Protective Factors in the Whole Sample
Mean IQ (M = 101.1, SD 14.8), atmosphere at home

(M = 26.6, SD = 4.8) and neighborhood social cohesion
(M = 7.8, SD = 2.6) were highest when neither the child
nor mother had symptoms or diagnosis of psychosis. Mean

scores were lowest when both mother and child had psychotic
symptoms or diagnosis: IQ (M = 88.9, SD = 14.6); atmosphere
at home (M = 19.5, SD = 7.0); neighborhood social cohesion
(M = 5.3, SD = 3.3). However, none of the interactions
between maternal psychosis status and the protective factors
were statistically significant (Table 2). Indeed, higher average IQ
(OR = 0.98, 95% CI 0.96-0.99, P = 0.002) and a more positive
atmosphere at home (OR = 0.93 95% CI 0.89-0.97, P = 0.002)
were significantly associated with a reduced likelihood of age-12
psychotic symptoms in children of mothers without psychosis,
with a non-significant trend for greater neighborhood social
cohesion (OR = 0.93, 95% CI 0.85-1.01, P = 0.071).
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TABLE 1 | Associations between putative protective factors and absence of age-12 psychotic symptoms among children of mothers with diagnosis or symptoms of

psychosis.
Putative protective factor Psychotic symptoms absent Psychotic symptoms present Adjusted OR? 95% CI P
N = 359 N =40
M (SD) M (SD)
Q 97.84 (14.77) 88.88 (14.58) 0.96 0.94-0.99 0.007
Atmosphere at home 23.32 (6.92) 19.51 (6.96) 0.93 0.89-0.98 0.003
Neighborhood social cohesion 7.14 (3.02) 5.30 (3.28) 0.85 0.76-0.96 0.007

Cl, confidence interval; IQ, intelligent quotient; OR, odds ratio; SD, standard deviation.

aAdjusted for gender and family socioeconomic status. All analyses account for the non-independence of twin observations.

TABLE 2 | Interactions between maternal psychosis and putative protective
factors in relation to the absence of age-12 psychotic symptoms and age-18
psychotic experiences in the whole sample.

Interaction with maternal psychosis  Adjusted OR 95% ClI P
AGE-12

Q 0.98 0.95-1.01 0.300
Atmosphere at home 1.01 0.96-1.07  0.739
Neighborhood social cohesion 0.92 0.81-1.06  0.247
AGE-18

Physical activity 1.08 0.87-1.34  0.494
Neighborhood social cohesion 0.86 0.51-1.43  0.558
Social support 1.01 0.94-1.07 0.818

Cl, confidence interval; IQ, intelligent quotient; OR, odds ratio. All analyses are adjusted
for gender and family socioeconomic status; age-18 analyses are additionally adjusted
for age-12 psychotic symptoms and other age-12 mental health problems. All analyses
account for the non-independence of twin observations.

Phase 2: Age-18

Sample

The sample (N = 2,041) was 52.3% (N = 1,067) female. Family
SES was categorized into low- (33.4%, N = 681), medium-
(33.1%, N = 675), and high-SES (33.5%, N = 685). Having a
mother with either a diagnosis of psychosis-spectrum disorder or
at least one psychotic symptom was associated with an increased
likelihood of age-18 psychotic experiences among their children
(OR =1.56,95% CI 1.21-2.01, P = 0.001).

Are Protective Factors Associated With an Absence
of Age-18 Psychotic Phenomena Among
Adolescents Whose Mother has Psychosis?

Greater levels of perceived social support were significantly
associated with a reduced likelihood of adolescent psychotic
experiences when controlling for all confounders among children
of mothers with a psychosis-spectrum disorder or psychotic
symptoms (Table 3). No associations were evident for physical
activity, but there was a non-significant trend for greater
neighborhood social cohesion to be associated with a reduced
likelihood of adolescent psychotic experiences (OR = 0.67, 95%
CI 0.42-1.08, P = 0.101). When additionally controlling for the
other protective factors, higher levels of perceived social support
remained significantly associated with a reduced likelihood of

adolescents having psychotic experiences (OR = 0.92, 95% CI
0.87-0.98, P = 0.006).

Sensitivity analyses were then conducted substituting the
psychotic experiences outcome with the rarer clinician-verified
psychotic symptoms at age 18. None of the protective factors were
found to be significantly associated with a reduced likelihood of
psychotic symptoms being reported at age 18 when controlling
for potential confounders among the adolescents whose mothers
had psychosis (Table 4). However, the effect sizes were similar to
those for psychotic experiences, and there was a non-significant
trend for greater neighborhood social cohesion to be associated
with a reduced likelihood of adolescent psychotic symptoms
(OR =0.62,95% CI 0.22-1.69, P = 0.346).

Are Protective Factors Only Associated With an
Absence of Age-18 Psychotic Experiences Among
Adolescents Whose Mother has Psychosis?

There were no significant interactions between each of
the protective factors and maternal psychosis status in
relation to an absence of age-18 psychotic experiences
in the full sample (Table2). Indeed, higher levels of
perceived social support were also associated with a reduced
likelihood of age-18 psychotic experiences in children of
mothers without psychosis (OR = 0.91, 95% CI 0.89-0.94,
P < 0.001).

DISCUSSION

Summary of Findings

Higher IQ and greater neighborhood social cohesion were found
to be independently protective against the development of age-
12 psychotic symptoms among children of mothers with a
psychosis-spectrum disorder or psychotic symptoms. At age
18, higher levels of perceived social support were found to
be independently protective of psychotic experiences among
adolescents of mothers with a psychosis-spectrum disorder or
psychotic symptoms. There was a non-significant trend for
neighborhood social cohesion to be protective for adolescent
psychotic experiences. As none of the interactions between
protective factors and maternal psychosis status investigated
were found to be significant, this indicates that factors
were not specifically protective against psychotic phenomena
amongst these high-risk children. Indeed, all of the factors
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TABLE 3 | Associations between putative protective factors and absence of age-18 psychotic experiences among children of mothers with a diagnosis or symptoms of

psychosis.
Putative protective factor Psychotic experiences absent Psychotic experiences Adjusted OR? 95% ClI P

N =238 present

N =144

M (SD) M (SD)
Physical activity 2.71 (1.09) 2.72 (1.09) 1.02 0.83-1.25 0.871
Neighborhood social cohesion 2.24 (0.52) 2.09 (0.50) 0.67 0.42-1.08 0.101
Social support 21.02 (4.55) 18.63 (4.99) 0.92 0.87-0.98 0.006

Cl, confidence interval; OR, odds ratio; SD, standard deviation.

aAdjusted for gender, family socioeconomic status, age-12 psychotic symptoms, and other age-12 mental health problems. All analyses account for the non-independence of twin

observations.

TABLE 4 | Associations between putative protective factors and an absence of age-18 psychotic symptoms among adolescents whose mothers had a

psychosis-spectrum disorder or psychotic symptoms.

Putative protective factor Psychotic symptoms absent Psychotic symptoms present Adjusted OR? 95% ClI P
N = 360 N =22
M (SD) M (SD)
Physical activity 2.71(1.08) 2.68 (1.25) 1.00 0.64-1.58 0.991
Neighborhood social cohesion 2.19(0.50) 2.00 (0.68) 0.62 0.22-1.69 0.346
Social support 20.16 (4.88) 19.36 (4.38) 0.99 0.93-1.07 0.882

Cl, confidence interval; M, mean; OR, odds ratio; SD, standard deviation.

aAdjusted for gender, family socioeconomic status, age-12 psychotic symptoms, and other age-12 mental health problems. All analyses account for the non-independence of twin

observations.

were also found to be protective amongst children and
adolescents whose mothers had not experienced psychotic
phenomena.

Comparison to Previous Research

Our results are consistent with previous research on the E-Risk
study which reported that higher IQ, a more positive atmosphere
at home, and greater neighborhood social cohesion were
associated with a reduced likelihood of childhood psychotic
symptoms in the whole sample and not just in high-risk
children exposed to multiple forms of victimization (15).
Similarly, previous studies show that possessing a higher
IQ is associated with a reduced likelihood of developing
psychotic symptoms (47, 48); while lower childhood IQ
is associated with a range of mental health problems,
including an increased risk of developing schizophrenia,
depression and anxiety as an adult (49). Our findings also
suggest that high levels of neighborhood social cohesion are
independently protective in children with mothers who have
either symptoms or a diagnosis of psychosis, and in the whole
population. This result is consistent with previous research
showing that low levels of social cohesion are associated with
greater odds of developing psychotic symptoms (50-52).
Additionally, our findings highlight the protective effect of
perceived social support in adolescence which is consistent with
previous research in E-Risk showing that social support was
associated with a reduced likelihood of psychotic experiences

among high-risk adolescents who had been poly-victimized
(16). A study of clinical-level psychosis also demonstrated
the protective nature of social support among high-risk
individuals (53).

Strengths and Limitations

Strengths of the study include our novel analysis that examines
protective factors for children and adolescents who are at high
risk of psychosis by having a mother with a psychotic disorder or
psychotic symptoms. Furthermore, our participants were taken
from a large, nationally-representative longitudinal cohort study
that measured psychotic phenomena at two time-points and
enabled us to control for a range of potentially confounding
factors. Several limitations warrant consideration. The sample
size was relatively small when focusing on children of mothers
with psychosis and so we may have lacked statistical power to
detect significant effects, especially for the interaction analysis.
Moreover, it was not possible to explore protective effects in
children who mothers had a diagnosis of psychosis-spectrum
disorder separately to those whose mothers had psychotic
symptoms due to the small number of children in the former
group (N = 58). The sample was composed of twins and
so we cannot be certain if the findings can be generalized
to single children, although the prevalence of childhood and
adolescent psychotic phenomena in this study are similar to
rates found in singleton samples (8, 25, 27). We limited our
analyses to factors that have previously been found to be
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protective for psychotic phenomena in this cohort and it is
possible that a range of other multi-level factors may also be
protective. For instance, self-esteem (54), attachment style (55),
and positive behavioral support (56). These require further
investigation ideally in even larger population-based cohorts.
In adolescence several of the measures were assessed at the
same time-point and therefore it is not possible to ascertain the
direction of the associations found. We did however control
for earlier psychopathology, but it would be useful in future
to utilize prospective measures, ideally obtained from different
informants. Additionally, psychotic phenomena in childhood
and adolescence have been associated not only with later
development of schizophrenia but also with other mental health
problems (10, 12), and thus the findings cannot specifically
be generalized to indicate protection against clinically-relevant
psychosis. Finally, our analyses focused on psychotic phenomena
assessed only at the ages of 12 and 18 so we do not know
if the factors analyzed would be protective if symptoms were
to develop at other ages in childhood or adolescence, or in
adulthood.

Clinical Applications and Future Research
The findings of this study have the potential to inform the focus
of interventions to prevent the emergence of early psychotic
phenomena and thus ultimately improve the outcomes of high-
risk children and adolescents. Intellectual ability, neighborhood
social cohesion, and perceptions of social support appear to
be key target areas for early intervention. It is possible that
possessing a higher IQ may facilitate problem-solving skills,
coping strategies in adverse situations, and better self-regulation
of emotions, particularly in relation to having a parent with
psychosis. Cognitive behavioral therapies are being developed
for young people that aim to target and develop skills such as
reasoning and emotional coping, as a way of increasing resilience
(57). Cognitive remediation therapy is another approach that
may offer a way to alleviate cognitive difficulties in young
people (58). Additionally, neighborhood support interventions
to improve parenting have been demonstrated in a study
which found high levels of neighborhood social cohesion were
associated with reduced instances of child neglect (59). Such
an outcome could occur through alleviating the burden that
comes with childcare for mothers with psychosis as neighbors
meet the physical and emotional needs of both child and parent.
Trust between neighbors may also mean that children approach
them for help when they are feeling distressed, providing further
adaptive ways of coping (60). Research suggests that when
people with early psychosis perceive greater social support, they
appear to be more likely to cope with day-to-day stressors (61).
Higher levels of social support have been found to correlate
with lower levels of positive symptoms and fewer hospitalizations
in people with first episode psychosis (62). Therefore, if the
current findings are replicated in other cohorts, it would be
helpful to investigate whether such interventions might prevent
the development of psychotic phenomena in children and
adolescents.

CONCLUSIONS

Higher IQ and neighborhood social cohesion were found to be
independently associated with a reduced likelihood of age-12
psychotic symptoms among children of mothers with symptoms
of psychosis or a psychosis-spectrum diagnosis. Similarly, higher
levels of perceived social support were found to be independently
protective against adolescent psychotic experiences in this high-
risk group. In terms of clinical implications, if replicated, the
findings suggest that interventions should be aimed at cultivating
these factors for children and adolescents who are considered at-
risk by virtue of having a mother with psychosis. All of these
factors were also found to be associated with a reduced likelihood
of having psychotic phenomena among children whose mother
had not experienced psychosis, which suggests that preventative
interventions could also be targeted at the general population
regardless of risk. These preventative interventions should
improve the cohesiveness of a child’s community environment,
increase their perceptions of social support, and bolster their
cognitive functioning. Replication of these findings is required in
larger populations, amongst single children, in order to ascertain
generalizability and subsequently inform the development and
testing of interventions to prevent the emergence of early
psychotic phenomena. Ultimately, such preventive strategies
may reduce the incidence of psychosis and other mental health
problems in adulthood.
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Mental illness is highly prevalent and runs in families. Mental disorders are considered to
enhance the risk for the development of psychopathology in the offspring. This heightened
risk is related to the separate and joint effects of inherited genetic vulnerabilities for
psychopathology and environmental influences. The early years of life are suggested to
be a key developmental phase in the intergenerational psychopathology transmission.
Available evidence supports the idea that early exposure to parental psychopathology,
during the pregnancy and first postpartum year, may be related to child psychological
functioning beyond the postpartum period, up to adulthood years. This not only highlights
the importance of intervening early to break the chain of intergenerational transmission
of psychopathology but also raises the question of whether early interventions targeting
parental mental disorders in this period may alleviate these prolonged adverse effects in
the infant offspring. The current article focuses on the specific risk of psychopathology
conveyed from mentally ill parents to the offspring during the pregnancy and first postpartum
year. We first present a summary of the available evidence on the associations of parental
perinatal mental illness with infant psychological outcomes at the behavioral, biological,
and neurophysiological levels. Next, we address the effects of early interventions and
discuss whether these may mitigate the early intergenerational transmission of risk for
psychopathology. The summarized evidence supports the idea that psychopathology-
related changes in parents’ behavior and physiology in the perinatal period are related to
behavioral, biological, and neurophysiological correlates of infant psychological functioning
in this period. These alterations may constitute risk for later development of child and/
or adult forms of psychopathology and thus for intergenerational transmission. Targeting
psychopathology or mother-infant interactions in isolation in the postnatal period may
not be sufficient to improve outcomes, whereas interventions targeting both maternal
psychopathology and mother-infant interactions seem promising in alleviating the risk of
early transmission.
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INTRODUCTION

The transition to parenthood is a major life event that brings
profound and lasting changes in new parents’ relationships and
personal identities as well as in the structure and organization
of daily life. Becoming parents can be experienced as a
highly rewarding but also a highly demanding task (1). The
responsibilities of parenthood during the first year where infants
fully depend on the caregivers can be stressful especially for
parents with (predispositions for) psychopathology. This is why
early parenthood is considered to be a period of vulnerability for
the new onset and/or relapse of psychopathology in parents.

Among different types of psychopathology that manifest
perinatally, the highest incidence rates have been reported for
depression. The prevalences of pregnancy and postpartum
depression range between 13% (2, 3) and 25% for mothers (4)
and between 8.4% (5) and 10% for fathers (4). Anxiety disorders
are also highly prevalent and commonly manifest comorbid
with depression (6, 7), with incidence rates between 10% and
18% for mothers (8-10) and 5% to 10% for fathers (11, 12)
during the perinatal period. Although relatively less prevalent,
psychosis (13) and birth-related posttraumatic stress disorder
(14) may specifically manifest following birth. Earlier research
on perinatal psychopathology has almost exclusively focused on
the most prevalent (i.e., depression) and the most severe (i.e.,
psychosis) forms of psychopathology in mothers (15, 16), whereas
the presence of other mental disorders in this period have only
recently been acknowledged (4, 17-19). Moreover, fathers have
only recently been incorporated into the studies of perinatal
mental illness. Psychopathology often co-occurs in new mothers
and fathers, reflecting the influences of assortive mating (20)
and the effects of living with a partner with a mental illness. The
presence of psychopathology in both parents may multiply the risk
of transmitting mental illness to offspring (4, 12, 21, 22). Hence,
a better understanding of paternal influences, alongside and in
interaction with maternal influences is of paramount importance.

The variability in the prevalence estimates across studies
of perinatal mental illness in parents is partly explained by
other risk factors, for example, socioeconomic disadvantages,
unplanned pregnancies, low empathy, and social support from
the partner and/or environment (23, 24). Furthermore, the link
between parental mental illness and offspring psychopathology
may mediate the effect of other disadvantages that are known to
be intergenerationally transmitted, such as childhood emotional
abuse and neglect in parents (25). Childhood maltreatment
constitutes a lifelong risk for depression (26, 27) that may
specifically manifest during transition to parenthood (28-30).
Depression in parents with these adverse childhood experiences
increases the risk of child maltreatment, and infants’ postnatal
exposure to maternal depression and maltreatment, in turn,
multiplies the risk of psychopathology in the offspring.

There is substantial continuity in perinatal psychopathology
(31-33), the strongest risk factor for psychopathology during
the postnatal period is prenatal psychopathology. Estimates
are that over 50% of the mental disorders reported in the
postnatal period are relapses of prenatal psychopathology
(2, 19). Despite a clear accumulation of risk on parents with

earlier mental disorder, psychopathology in new parents goes
undetected almost in half of the cases (34, 35). Undetected
and untreated psychopathology in this period can take a
chronic form, especially in case of a previous history of mental
illness. The impact on the child of chronic and recurrent
psychopathology in parents, extending beyond the prepartum
and postpartum period, would be more profound and present
a more pronounced risk for intergenerational transmission of
psychopathology (36, 37).

Along with the studies focusing on the prevalence of mental
illness during the pregnancy and postnatal period in community
samples, a related line of research focuses on the needs and
experiences of individuals with chronic and severe mental
disorders (such as psychotic disorders) in the reproductive
age (38, 39). A meta-synthesis of the qualitative evidence on
the early experiences of mothers with severe mental illness
reveals several challenges on the way to parenthood (40). At the
core, these seem to result from the inherent conflict between
the desire to be a good mother as defined by society and the
limitations coming from living with a severe mental illness.
Mothers experience guilt over their maternal abilities and over
the risk of transmitting mental illness to their child. Moreover,
the stigma of mental illness seems to be enhanced in the case
of motherhood, making mothers less likely to seek help for the
challenges they encounter and more likely to end up feeling
isolated in this period (40). Early experiences of parenthood in
men with chronic or severe mental disorders still remain to be
incorporated into this line of research.

Taken together, available evidence on perinatal psychopathology
and on the experiences of motherhood in women with severe
mental disorders clearly illustrates that the transition to
parenthood is a vulnerable phase on the side of parents. The
vulnerability on the side of infants, in turn, is related to the
tremendous changes and fast-paced development that takes
place in the infant brain in this period (41, 42). These changes
are highly dependent on infants’ environmental experiences.
Early experiences have the power to impact on the ongoing
brain development either by altering or by moderating the
developing function or structure of the infant brain (43). This
sensitivity to environmental input by newborns and new parents
explains why early environmental adversity including parental
psychopathology may have an especially pronounced impact
on infants’ development in the early years of life (44, 45). For
example, prenatal exposure to parental stress in the context of
depression and anxiety is linked with changes in the development
of infant hypothalamic-pituitary-adrenal (HPA) axis (46, 47),
and postnatal exposure to psychopathology is suggested to
influence the development of the key emotional brain systems for
adult emotion processing, which become functional at around
the first year of life (48-50).

Studies on the relationship between mental illness in parents
and psychological functioning in the offspring have been
categorized broadly into a micro versus macro perspective (44).
Within the context of the perinatal period, the micro perspective
focuses on the immediate associations of parental prenatal and/or
postnatal mental illness with infant development, with a specific
focus on aspects of early psychological functioning that may play
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a role in later psychopathology. The macro perspective, in turn,
focuses on the longitudinal measurement of psychopathology in
the offspring of parents with perinatal mental disorder over time
intervals that extend from infancy up till adulthood.

Available evidence from the macro perspective reveals that
parental psychopathology in the perinatal period may be related
to child functioning beyond early years. At least in some cases,
this link holds after taking into account later psychopathology
in parents. This would reflect the specific influence of both
genetically inherited dispositions for psychopathology and early
environmental influences related to being exposed to a parent
with mental illness in utero and in early life. To illustrate with the
most studied mental disorder, i.e., maternal depression, studies
reveal a significant link between exposure to maternal depression
during pregnancy and the first postpartum year, and psychological
functioning in the offspring from infancy to adulthood years.
For example, infants of mothers with prenatal depression show
more internalizing and externalizing problems at 1 year of age
(51). Children of mothers with postnatal depression show more
behavioral problems at the age of 2 (52), and of 5 and beyond (53,
54), along with a higher (up to fourfold to fivefold) risk of mental
disorders such as depression and anxiety at 11 (55), 13 (56),
and 16 years of age (57). There is also some evidence revealing
similar effects of fathers’ depression (58, 59), and parents” anxiety
disorders in this period on child outcomes (60-62). Other
studies have revealed more modest estimates of this link and
have highlighted the importance of incorporating the chronicity
of parental mental illness and other risk factors into this line of
research (55, 63-67). Thus, further research is needed before we
can reach firm conclusions about distinct associations of parental
mental disorder at the perinatal period with later psychopathology
in the offspring, whereas the evidence accrued so far from the
macro perspective points to a link between offsprings’ early
exposure to parental psychopathology and later development of
psychopathology. This highlights the importance of intervening
early to break the chain of intergenerational transmission of
psychopathology. As suggested by the antenatal investment
hypothesis, the earlier the interventions are, the higher the returns
would be in terms of economic and social benefits (68).

The findings from the macro perspective illustrate the need
to observe early processes that are potential precursors to
psychopathology in the offspring of mentally ill parents over the
course of development from a micro perspective. The aims of this
current review focusing on the immediate infant psychological
outcomes from the micro perspective are twofold. The first is to
gain insight in the effects of parental perinatal mental illness on
early functioning by providing an overview of the associations of
parental mental illness with infant psychological outcomes at the
behavioral (see the section Behavioral Pathways: The Relationship
Between Parental Perinatal Mental Disorder and Early Indices of
Infant Psychobehavioral Functioning), biological (see the section
Biological Pathways: The Links Between Parental Prenatal
Mental Disorder and Early Indices of Infant Psychobiological
Functioning), and neurophysiological levels (see the section
Neurophysiological Pathways: The Links Between Parental
Perinatal Mental Disorder and Early Neurophysiological Indices
of Infant Psychological Functioning). The second aim is to answer

the question of whether early interventions may mitigate the
early intergenerational transmission of risk for psychopathology
(see the section Effect of Early Interventions on Parent and
Infant Outcomes).

PARENTAL PERINATAL MENTAL
DISORDER AND INFANT OUTCOMES

Behavioral Pathways: The Relationship
Between Parental Perinatal Mental
Disorder and Early Indices of Infant
Psychobehavioral Functioning

Infants’ socio-emotional development is dynamically shaped
throughout the first year as a result of their exposure to emotional
expressions in everyday interactions. Indices of psycho-behavioral
functioning at this period therefore focus on infants™ interactive
behavior with their caregiver. Mental illness in parents in the
first postnatal year seems to alter parents behavior in terms of
affect expressions, attention, and sensitivity during these early
interactions.

Parental Mental lliness and Parents’ Behavior

and Affect in Early Interactions

Psychopathology in parents may interfere with parents
experience and perceptions of their infant and alter parents
behavior in everyday interactions with their child. Depressed
and anxious mothers were observed to be less responsive and/
or less sensitive to child signals than mothers without depression
or anxiety during early interactions (69-72). Depressed mothers
also display more neutral and negative, and less positive affect
during their interactions with their infant (73). Moreover,
evidence suggests that depression in parents is related to
suboptimal amounts of stimulation in everyday activities; for
example, depressed parents less often read, sing to, or play with
their infants (72). Differently from depressed parents, anxious
parents do not differ from reference parents in their positive or
negative facial expressions during early interactions (74). Anxious
parents, in turn, were reported to display “exaggerated behavior”
which is defined by high intensity and frequency of gaze, facial
expressions, and vocalizations that are inappropriate with regard
to timing and content (75). Moreover, parents with diagnoses of
social anxiety were found to show more anxious behavior during
their interactions with a stranger in the presence of their infants
(76, 77), while parents with panic disorder reported expressing
more anger to their infants in disciplinary contexts (78).

The differences in parents’ emotional expressions and
sensitivity are at least partly explained by psychopathology-
related changes in parents’ perceptions of their child: For
example, parents with depression were found to perceive their
child as more negative (79) and to be less likely to detect happy
facial expressions of their infants than parents without depression
(80). Concerning parenting, depressed mothers’ behavior to
their infant was classified as intrusive and overcontrolling on
one end and withdrawn and understimulating on the other end
of the continuum (81, 82). Withdrawn-depressed parents with
depression were described to be less engaged and less tuned-in
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to their child during everyday interactions. Intrusive-depressed
parents, in turn, seem to exert more control during play and
intervene more frequently with their child’s exploration of novel
stimuli (82). The withdrawn-depressed parenting style has been
linked with an underresponsive physiological profile that is
characterized by lower dopamine levels and higher right-frontal
EEG activity than the intrusive-depressed style (83-85). These
differences were proposed to reflect the behavioral inhibition
(BI) and activation systems (83). On a parallel vein, the history
of maltreatment in parents seems to indirectly contribute to
nonoptimal patterns of parenting, which manifests as more
negative and intrusive, as well as harsher parenting practices and
less parental emotional availability (86-90). Thus, parents’ earlier
negative experiences may at least partially explain the observed
relationship between parents’ depression and parents’ negative
perceptions of their child, and parenting practices (91).

Earlier evidence has also revealed a relationship between
generalized anxiety symptoms and a more intrusive parenting
style in parents with infants, along with less challenging
parenting (92). Decreased levels of challenging parenting in
anxious parents were proposed to be related to anxious parents’
reduced ability to encourage their child’s approach/exploration
of potentially unsafe situations and to the development of child
anxiety (93, 94). Findings from few studies that investigated
parental behavior in early parent-infant interactions in parents
with more severe mental disorders such as schizophrenia
revealed that psychopathology-related alterations in mothers’
early interactive behavior are especially pervasive in the case of
severe mental illness. For example, mothers with schizophrenia
were found to be less sensitive, less responsive, and more
withdrawn to their infant as compared to parents with affective
disorders (95, 96). The effect of these psychopathology-related
alterations in parents’ experience, perception, and responses to
their child is suggested to be especially pronounced in the first
postnatal year (48, 97).

Parental Mental lliness and Infant Expression

and Regulation of Emotions in Early Face-to-Face
Interactions

Psychopathology-related changes in their behavior and affect
in early interactions may hamper parents’ ability to provide the
optimal affective environment for infants’ emotional development.
Theories of early socio-emotional development assign an important
role to parents’ emotional expressions and regulation of emotions,
as well as to affective synchrony (98, 99). Infants were shown to be
highly sensitive to parental affective input at the first postnatal year:
Studies in community samples reveal that they tune in to the subtle
differences between their mothers’ and fathers’ expressions of affect
in these interactions (100). Although infants have some primitive
abilities to regulate negative arousal such as looking away or thumb
sucking, these are highly reflexive and limited in effectiveness (101,
102). For the rest, infants highly rely on the assistance of their
parents for regulating emotional experiences in negatively arousing
situations. Co-regulation of infants’ emotional states in early dyadic
experiences was suggested to lay the ground for the development of
more voluntary emotion regulation strategies that emerge later in
the first year (103).

Just like their parents, infants of depressed parents were shown
to display more neutral and negative, and less positive affect than
infants of reference parents during their interactions (73, 74, 104,
105) and to implement less mature emotion regulation strategies
than infants of reference parents (106). Moreover, negative
interactive style of depressed parents was suggested to trigger
avoidance as an emotion regulation strategy: Children seem to
use turning and gazing away from the mother as a strategy to
regulate negative arousal possibly resulting from depressed parents’
limited sensitivity and responsivity (107). In line with this, it was
found that infants of depressed parents use gaze aversion more
often during their face-to-face interactions with their parents
(108). Although avoidance can be seen as an adaptive strategy
in response to parental depression as it would reduce infants’
exposure to parents’ negative affect, it may be less adaptive in
other situations where it may restrict child’s exploration and new
learning opportunities. On a parallel vein, it was suggested that
due to their flat affect, limited responsibility and availability in
everyday interactions, infants are less likely to actively seek input
from depressed parents in ambiguous situations (109, 110).

Infants of anxious parents, in turn, more often display positive
or negative expressions as compared to infants of reference parents
in their face-to-face interactions with the parent (73, 111). The
evidence also reveals that infants of anxious parents may express
less negative affect as compared to infants of reference parents
in challenging situations like meeting a stranger (75) but that
they become anxious if they are first exposed to parental anxious
displays before confronting the strangers (76, 77). In contrast,
emotion regulation strategies of the infants of anxious parents do
not seem to differ from infants of reference parents (106-108).
In an earlier review on the links between exposure to parental
depression and anxiety in the first postnatal year and child
expressions of affect, it was suggested that infants’ displays of
affect in everyday interactions in the case of parental depression
and anxiety may be mirroring their parents (105): Infants who
are repeatedly exposed to parents’ flat and negative affect in
early face-to-face interactions may show a depressed interaction
style characterized by more flat and more negative expressions.
Similarly, infants exposed to parents’ anxious behavior in
specific anxiety-provoking situations seem to show an anxious
response characterized by avoidant tendencies in these situations
as a result of modeling (76). Likewise, impairments in the
parent-child early dyadic regulation of affect and the resulting
difficulties in emotion regulation may constitute vulnerability for
the development of psychopathology in children, especially in
the presence of other vulnerabilities such as insecure attachment
and difficult temperament.

Parental Mental lliness and Infant Attachment

According to attachment theory, neonates are biologically
programmed to form a strong bond to their primary caregivers
to ensure their survival (111). Parents’ ability to provide a timely
and appropriate response to the infants’ dynamically changing
attention and affective signals in everyday interactions at this
period is of paramount importance for establishing a secure
parent-child attachment in the early years of life (112, 113).
Along with responsivity and sensitivity, parents’ mutuality
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and synchrony and their positive and supportive attitude
during early interactions seem to be factors supporting the
establishment of a secure attachment (111). It was suggested
that early attachment in infants’ first relationships with the
caregivers shapes one’s internal representations of relating to
others. Attachment patterns show moderate stability from
infancy to early adulthood years (114). Thus, although there
is some room for change, infants’ attachment security in their
early relationships with the parent provides the ground for later
attachment behavior in personal relationships.

Infant attachment is commonly measured using the
experimental paradigm the Strange Situation, which is a stressful
situation involving parental separation and reunion, as well as
stranger anxiety (115). The Strange Situation consists of a series
of phases during which the parent leaves the child (alone or
with a stranger) for a few minutes (parental separation) before
she comes back and reunites with the infant (parental reunion).
Several dimensions of infants’ behavior are observed during
the reunion phase for measuring the attachment to caregiver,
including infants’ proximity/comfort seeking versus avoidance,
resistance against mothers’ attempt to contact and comfort
them, and their emotional expressions. Securely attached infants
express distress in response to maternal separation and positively
embrace the reunion, while infants with resistant attachment
experience stronger levels of stress in response to separation and
show conflictual reactions to parental reunion, characterized by
an approach to the parent for comfort, along with a resistance
against it. In turn, infants with an avoidant attachment style
do not seem to be distressed by maternal separation and/or
interested to engage with the mother during the reunion.

A third pattern of insecure attachment, so-called disorganized/
disoriented attachment, was later defined by Main and Solomon
(116). Children with disorganized attachment overtly show
disoriented/disorganized reactions to maternal separation and
reunion episodes in the Strange Situation. These children show
not only contradictory behavior (such as approaching the parent
while averting gaze) and apprehension to the caregiver but
also uncommon and out-of-context behavior such as freezing,
sudden change in affect, fearful reactions to caregiver, and/or
incomplete movements or atypical postures (117). Infants with
disorganized attachment were suggested to seek contact with the
primary caregiver, without a consistent or coherent strategy to
establish that contact (116). It was suggested that at the core of
the disorganized attachment style is a difficulty to trust and rely
on parents for comfort and soothing. This may potentially be a
result of repeated exposure to insensitive or disruptive parenting
behavior (including frightening or frightened parental reactions)
that is ineffective at meeting infants’ needs for proximity and
comfort in stressful situations (118).

Earlier evidence has revealed that these insensitive and
disruptive parenting behaviors may occur as a result of
unresolved traumatic experiences including parents’ history
of childhood maltreatment. In fact, more than half of the
parents of infants with disorganized attachment were shown
to have such unresolved trauma (119). In the case of childhood
maltreatment, the links between earlier maternal trauma and
security of parent-child attachment seem to be mediated by

postnatal maternal depression (120). Infants’ exposure to parents’
postnatal depression and stress during early interactions seems
to be linked to a lower likelihood of a secure attachment, along
with a higher risk for insecure attachment (121-123). Moreover,
higher rates of disorganized attachment were reported in the
infants of mothers with borderline personality disorder (124). It
is important to note that the association between parental mental
illness and child attachment is rather modest in size and was
not replicated in some of the more recent studies [for example,
the link between parental psychopathology and disorganized
attachment was not significant in the case of depression (125,
126), and in the case of anxiety (127, 128)]. Note, however,
that most of the presented findings from these earlier studies
are from community samples, whereas the association between
parental mental illness and disorganized attachment would
be especially pronounced in clinical samples of parents [for a
more elaborate discussion, see Ref. (129)]. Although limited by
similar methodological issues, a significant relationship between
early insecure attachment and the development of internalizing
and externalizing psychopathology from early childhood to
adulthood years was reported in earlier studies (130, 131).
To summarize, there is preliminary support for the idea that
psychopathology-related alterations in parents behavior
may be related to higher levels of insecure attachment in the
offspring, which constitutes a vulnerability for intergenerational
transmission of psychopathology. Further evidence from
clinical samples of parents with infants is needed to reach firm
conclusions about this link between parental psychopathology
and insecure attachment.

Section Summary and Conclusions

Taken together, the evidence summarized in this section reveals
a significant link between parental mental illness and parents’
parenting behaviors, and their expression and regulation of
affect during early interactions. These psychopathology-related
alterations may limit parents’ emotional availability and their
ability to respond to their infant in a sensitive manner, rendering
the early socio-emotional environment suboptimal for the
establishment of a secure attachment bond, as well as for infants’
emotional development. Available evidence from infants of
parents with anxiety and depression reveal that infants’ behavior
during these early interactions, defined by high levels of affective
negativity and avoidance, along with less mature emotion
regulation skills, is reminiscent of the interaction and responses
characterizing parents’ psychopathology. On the behavioral level,
it seems that parents may already pass on negative interaction
patterns characterizing affective psychopathology during these
early interactions.

Long-term implications of the early suboptimal environment
linked to perinatal parental mental health problems include a
negative-insecure relational pattern that may be internalized and
generalized to the offspring’s new relationships with teachers,
peers, and romantic partners. The offspring may additionally face
the risk of repeating early suboptimal relational experiences by
choosing mentors, friends, and partners who behave in similar
ways as the parent with psychopathology. Finally, the oftspring of
parents with perinatal mental disorders may adopt less functional
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emotional regulation strategies such as self-destructive behaviors,
aggression, depression, or avoidance and may experience more
difficulty regulating their negative emotions.

Biological Pathways: The Links Between
Parental Prenatal Mental Disorder and
Early Indices of Infant Psychobiological
Functioning

The first environment that a human being experiences is inside
the mother’s womb. Research in the last decades has shown that
this environment can have a great impact on the development
of the embryo and fetus (132-135). The fetal programming
hypothesis (136, 137) postulates that the environment of the
developing fetus affects its development to enhance survival and
prepares the infant for the environment to expect after birth.
In the context of parental mental health, the mental state of the
mother during pregnancy may influence the prenatal as well as
the postnatal environment of the unborn child, thereby affecting
its development. In this section, we discuss some of the possible
mechanisms by which prenatal parental mental health may
influence the development of the unborn child, with a focus on
infant psychobiological development. We will mostly focus on
maternal mental health during pregnancy with the womb as the
first (biological) environment, even though fathers may directly
and indirectly influence the environment of mother, and thereby
her offspring. Furthermore, as mental illnesses co-occur with
high levels of stress, and most research in this field is conducted
on prenatal depression and anxiety, this section will focus on
consequences of (traumatic) stress, depression, and anxiety
during the prenatal period.

Human studies have shown that stress during pregnancy has
widespread associations with offspring cognitive, emotional,
and health outcomes (132-135). Studies in this area differentiate
between different types of stress. That is, some studies investigate
the impact of traumatic stressors that have happened during the
prenatal period and that can be relatively objectively identified,
such as having been exposed to the holocaust, the 9/11 attacks
(138,139), and natural disasters (140). Alternatively, some studies
investigate the levels of stress that are subjectively experienced
during pregnancy, either due to impactful events as mentioned
above (141), due to daily life hassles, or due to the pregnancy itself
(142, 143). Yet other studies examine more trait- or disorder-
related experiences of stress, anxiety and depression (144). In
this regard, studies in women that have developed or suffered
from posttraumatic stress disorder or depression during the
prenatal period often also focus on changes in stress physiology
that are associated with these disorders in mothers (138, 145).
Irrespective of the type of stress, most of the studies on prenatal
stress indicate worse developmental outcomes with problems in
the cognitive domain, emotional reactivity, and worse physical
health outcomes. In this section we will discuss possible routes
via which this psychobiological functioning of the infant can be
affected by prenatal stress.

As human studies lack the possibility of randomly assigning
stress during pregnancy to assess its impact, it is bound by the
constraints of observational designs, and views differ on the

origins of prenatal stress effects (137). However, studies that
examine traumatic events that happened to a large group of
people, such as a natural disaster, have the opportunity to more
objectively compare women that have and have not suffered
from these stressors. Animal studies on the other hand use
experimental procedures, ranging from physical constraint to
overcrowding, to induce prenatal stress (146). These studies are
able to more directly examine causal effects of prenatal stress,
independent of predisposing heritable characteristics or postnatal
care, and give the opportunity to more precisely examine the
potential underlying mechanisms by which prenatal stress may
affect the prenatal environment of the fetus. Both human and
animal studies comparing pregnancies with high levels of stress
versus those with low levels of stress have given us insights in the
psychobiological effects of prenatal stress and anxiety, some of
which will be discussed next.

The Links of Parental Mental lliness to
Infant Psychobiological Development

Recent studies show that prenatal stress and mental health
problems in mothers are associated with differential brain
development in children (147), although studies in young
infants are still rare (148). Some first studies in infants show
associations between maternal prenatal depression and amygdala
microstructure and functional connectivity in early infancy
(149-151) and between maternal prenatal stress and amygdala
functional connectivity in preterm neonates (152). Maternal
prenatal anxiety has also been found to associate with infant brain
microstructures and hippocampal growth (150, 151). Studies in
rats complement these studies by showing that these effects can
have a causative origin. Indeed, using restraint stress procedures
or corticosterone administration in rats has been shown to affect
brain morphology and behavior (146, 152).

One line of reasoning is that many of the effects of prenatal
stress, anxiety, and depression on infant functioning and brain
development are related to changes in the development of the
infant HPA axis (153). The HPA axis plays a role in biological
stress regulation, where brain areas like the hippocampus
and prefrontal cortex are key brain areas regulating these
stress responses, and is implicated in cognitive and emotional
functioning (154). Quite a few human and animal studies show
dysregulations in the HPA axis in relation to prenatal stress (46,
47). Both hyporeactivity and hyperreactivity of the HPA axis
have been found in response to prenatal stress, and the effects
seem to depend on timing and the type of the stress during
pregnancy, time and type of HPA axis measurements, and child
sex. For example, we showed that maternal prenatal anxiety
was associated with heightened cortisol reactivity to a bathing
session at 2 weeks of age but decreased cortisol reactivity to a
vaccination at 2 months of age (142), showing moderation by
time and type of stress induction. Brennan et al. (155) revealed
that maternal prenatal depression was associated with increased
baseline infant cortisol levels, while comorbidity with anxiety
disorder was related to higher infant cortisol reactivity, showing
differential effects on infant outcomes dependent on maternal
disorder-specific symptoms. There are furthermore indications
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that females may be more susceptible to the impact of prenatal
stress on HPA axis regulation (46).

Overall, the literature suggests that the HPA axis may be
a key player in the association between prenatal stress and
developmental outcomes, but longitudinal human studies
showing proof for this pathway are still limited (156). From
an evolutionary perspective, and according to the fetal
programming hypotheses, prenatal stress would prepare the
offspring for a stressful, dangerous, or hostile environment
to grow up in. Changes in infant HPA axis regulation would
thereby prepare for this environment. However, in case the
postnatal environment is different than may be expected based
on the first experiences, this can lead to a so-called mismatch
in environments (157), in which the prenatal developmental
changes do notlead to higher changes of survival but may induce
susceptibility to pathology (47). While fetal programming has
become an important area of research (136), the underlying
mechanisms implicated in fetal programming still remain to
be fully elucidated, and at different stages during pregnancy
different mechanisms may play a role.

A Potential Mechanism: Prenatal Stress Hormones
One area that has been studied extensively in the context of
prenatal stress, anxiety, and depression is the influence of maternal
stress hormones, most notably cortisol, on the developing fetus.
Maternal cortisol levels can directly influence fetal cortisol levels
via the placenta or via stimulation of the infant HPA axis by
placental corticotropin-releasing hormones (158, 159). While
the fetus is in principle protected from high maternal cortisol
concentrations by the placental enzyme 11(3-hydroxysteroid
dehydrogenase-type 2 (11p-HSD2), this enzyme is found to
be inhibited by prenatal anxiety (160), reducing its protection
against maternal cortisol. Heightened levels of cortisol during
fetal development may in turn affect infant HPA axis regulation
and brain development (161, 162). Besides changes in stress
hormones, maternal prenatal stress or mental health problems
may affect the unborn child in several other ways, including
changes in inflammatory and metabolic conditions of the
intrauterine environment (163). These endocrinological changes
may be dependent on lifestyle factors (e.g., exercise, sleep, and
nutrition) that could be direct consequences of heightened levels
of stress, anxiety, or depression in the mother (132).

While the prenatal environment may be affected in many ways
by changes in maternal hormones, and immune and/or metabolic
status, in recent years the focus has shifted to underlying
epigenetic mechanisms that may ultimately explain changes in
the development of the fetus (135, 163, 164). Epigenetics refers to
modifications to the genome that have functional consequences
for gene functionality, without changing nucleotide sequences
(165). The most common studied epigenetic factor in human
research is DNA methylation, which is sensitive to glucocorticoid
signaling (166). Epigenetic changes due to cortisol provide a route
by which the prenatal environment can impact fetal development,
as epigenetic changes due to prenatal stress hormones can directly
impact gene activity and functionality during development of
the fetal brain and HPA axis (167, 168). Interestingly, not only
maternal stress but also paternal prenatal stress has been studied

in this context. While paternal stress may impact maternal stress
levels via behavioral and social routes, it has been suggested that
stress in males can also lead to epigenetic changes in the sperm
that can be directly transmitted to the offspring (169).

As discussed above, prenatal stress, anxiety, and depression
affect the intrauterine environment and thereby the development
of the fetus. However, these factors do not act alone and may
interact with, or even represent, underlying genetic characteristics.
First of all, the effects of maternal stress and mood can interact
with genetic susceptibility of the unborn child (170). For example,
child brain-derived neurotrophic factor (BDNF) genotype was
found to moderate effects of maternal prenatal anxiety on later
child internalizing problem behavior (171), as well as on the child’s
epigenome and structures of the amygdala and the hippocampus
(172). Secondly, an infant’s genetic susceptibility to emotional or
developmental problems will depend on the genes of the parents. In
that regard, associations between maternal and/or paternal stress,
anxiety, and depression and infant development may partly be due
to inherited characteristics (173). As such, dysregulations in the
HPA axis of children may very well be directly inherited from the
mother, possibly confounding previously discussed associations
with prenatal stress. Similarly, the emotional development of
children may depend on parental mental health via genetic routes.
An interesting study by Rice at al. (173) has tried to disentangle
some of these effects by comparing children that were born via
in vitro fertilization (IVF), who were genetically either related
or unrelated to the mother. They showed that prenatal stress
affected birth outcomes and antisocial behavior independent
of mother-child genetic relatedness, indicating prenatal stress
as an environmental factor. Likewise, maternal anxiety and
depression related to offspring anxiety levels held independent
of relatedness. However, associations with symptoms of attention
deficit hyperactivity disorder were only present in related pairs
and hence implies underlying heritable factors (173). Such clever
designs can give a more clear understanding of cause and effect
when examining associations between prenatal or postnatal stress
and infant outcomes.

So far, we have focused on mechanisms during the pregnancy.
Obviously, prenatal stress may also be associated with changes in
postnatal care, e.g., with regard to sensitive behavior or emotional
availability, and hence affect infant development as well (132,
174); see the section Behavioral Pathways: The Relationship
Between Parental Perinatal Mental Disorder and Early Indices
of Infant Psychobehavioral Functioning. Furthermore, prenatal
and postnatal mood disruptions in mothers can interact or have
additive effects on child outcomes (137, 175, 176). In human
studies, it is again hard to disentangle effects of the prenatal
and postnatal environment, as each may have a different or
continuous impact or reflect more underlying characteristics.
Here as well, animal studies can guide in disentangling these
environments by experimentally manipulating either prenatal or
postnatal environment, and by cross-fostering studies (177).

Section Summary and Conclusions

In this section we show the importance of the first biological
environment that the offspring experiences, i.e., the womb.
Mothers’ prenatal stress and mental health status will influence
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the amount and diversity of hormones and metabolites
that permeate the placenta and can thereby directly impact
the development of the infant brain and physiology. These
changes may be long lasting due to epigenetic changes that
can permanently alter the phenotypic expressions of the
infant, including heightened stress sensitivity and changes
in HPA axis regulation. The long-term implications of these
early alterations in infant psychophysiologic and biological
functioning may go beyond heightened stress sensitivity and
subsequent risk for mental disorders (e.g., anxiety, depression)
as it also alters immunity and the brain-gut axis underpinning
risk for somatic disorders (e.g., autoimmune diseases) later
in development. However, it is important to note that these
underlying mechanistic explanations need translational
research in animals, as observational designs in humans
limit our abilities to draw conclusions regarding the causality
of observed associations between changes in parental and
offspring psychobiology.

Neurophysiological Pathways: The Links
Between Parental Perinatal Mental
Disorder and Early Neurophysiological
Indices of Infant Psychological
Functioning

An accumulating body of evidence illustrates that infants
of mothers with mental illness are more likely to develop
dysregulated behavior, lower levels of positive affect/behavior,
and higher levels of externalizing and internalizing behavior
(178,179). From a developmental psychopathology perspective,
child externalizing and internalizing behavior can be partly
explained by individuals™ inability to regulate their emotions
appropriately (180). Two physiological and neural indices
play an important role in individuals’ emotion functioning.
One is vagal tone, indexed by the respiratory sinus arrhythmia
(RSA). Vagal activity is related to individuals’ facial expressions
and to the process of physiological regulation during social
engagement (181, 182). The second neural index is related to
the amygdala: An enlarged amygdala or heighted connectivity
between amygdala and other brain structures is related to
heightened negative emotionality and affective disorders (151,
183, 184). In this section of the review, the focus is on the
links between maternal mental illness and child’s physiological
functioning as indexed by RSA and amygdala structure or
amygdala connectivity.

Parental Mental lliness and Infant RSA

One of the underlying mechanisms explaining parent-to-
offspring transmission of maternal depression and anxiety may
be related to the activity in the parasympathetic system (178, 179).
Recent evidence from experimental and correlational studies
supports this idea (185-187). Activities in the parasympathetic
system are usually indexed by vagal tone. The vagus nerve is
part of the motor pathway that is connected to striated facial
muscles that are responsible for social gaze, facial expression,
and vocalization, supporting successful social engagement (182).
RSA has been used to measure the functional output of the vagal

pathway on the heart (190). It refers to the variability in heart
rate that occurs at the frequency of spontaneous respiration.
Higher baseline RSA is an index of flexible responding (191) and
is linked to better self-regulation (192) and better sustained and
focused attention (188, 189). However, higher baseline RSA is
also found to be related to greater behavioral reactivity (193) and
heightened frustration (192).

The prenatal period and the first year of life are critical
periods for the maturation of the vagal system (182, 194),
which is indexed by the number of myelinated vagal fibers.
Without a working myelinated vagus, more rudimentary
defensive strategies such as fight-flight mobilization, tantrum,
and shutdown behavior will dominate rather than regulate
social behaviors (182). The myelinated vagal fibers keep
burgeoning in number, and the myelin thickness continues
to increase from 24 weeks through adolescence; however, the
greatest increase is observed from 30-32 weeks of gestational
age to approximately 6-9 months postpartum (195, 196). Thus,
maternal psychopathology [for example, maternal depression
reflected in flat affect, unresponsiveness, and low sensitivity
(197)] may exert a stronger effect during this stage than later
in development.

Infants of mothers who experience prenatal or postnatal
depression were shown to be more likely to exhibit lower baseline
RSA as early as neonates (84, 198). Infants of mothers with postnatal
depression also do not show the usual increase in RSA that is
observed from 3 to 6 months in typical development (198). Similar
findings were reported in infants of mothers with anxiety disorders
(either during lifetime or during pregnancy (199, 200). Low
baseline RSA poses several disadvantages for infants (181). Given
its connection to the striated facial muscles, the nonoptimal vagal
development may impede infants’ ability to signal or express their
emotions, which in turn may increase infants’ risk of developing
affective disorders (181, 201). Observational studies support this
view such that newborns of depressed (versus nondepressed)
mothers showed fewer facial expressions in response to happy
and surprised facial expressions (202) (also see the section
Behavioral Pathways: The Relationship Between Parental Perinatal
Mental Disorder and Early Indices of Infant Psychobehavioral
Functioning). Moreover, lower baseline RSA levels limit infants’
ability to engage in physiological regulation (203). Taken together,
evidence generally supports the idea that infants who have
depressed and/or anxious mothers may have difficulty expressing
emotions resulting from their nonoptimal development of RSA,
and this may in turn impede their social engagement, enhancing
the risk for later development of depression and anxiety.

Opposite to lower baseline RSA in infants that is generally
seen as maladaptive (181), high baseline RSA is defined as
a “biological sensitivity to context” factor (204, 205) such
that infants with higher RSA are more susceptible to the
environmental influences for better and for worse. This idea
is supported by recent evidence that revealed that maternal
depression and anxiety are linked to maladaptive infant
outcomes (e.g., infant negativity, sleep problems, or disorganized
attachment) only for infants who showed higher baseline RSA
but not for infants who showed lower baseline RSA (206-208).
Thus, in the context of parental mental illness, the finding that
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infants with higher baseline RSA demonstrate more maladaptive
outcomes possibly indicates a misfit between infants’ physiology
and the level of stress in the environment. Further studies are
needed to elucidate the effect of baseline RSA servicing as a
“biological sensitivity to context” factor (205).

Maternal Mental lliness and Infant RSA Withdrawal
Differently from the Baseline RSA that is usually seen as an index
of a stable resting “physiological state” (181, 203), a decrease
in RSA or RSA withdrawal reflects individuals mobilizing
resources in response to immediate environmental challenges,
such as dealing with a frustrating or stressful situation. This
process facilitates an increase in heart rate and allows individuals
to shift from maintaining internal homeostasis to coping with
external demands (201). After the stressor is over, individuals
usually experience a recovery that manifests an increase in RSA
(201). Consistent with the theory, the process of infants’ RSA
withdrawal is associated with concurrent behavioral regulation
and recovery from distress (190, 209). A meta-analysis
has revealed that children who were able to engage in RSA
withdrawal during stressful situations had fewer externalizing,
internalizing, and cognitive/academic problems; moreover,
lower levels of RSA withdrawal were found in children who
displayed clinically elevated behavior problems (210).

Young children have limited ability regulating their negative
arousal, and the caregiver serves as an important external
regulator for infants via physical contact and verbal confirmation
(211). Parents who engage in sensitive and responsive parenting
usually have infants engaging in optimal levels of RSA
withdrawal and normative RSA recovery (212, 213). However,
for parents who experience mood disorders, the dyadic
coregulation process is likely to be disrupted considering that
the mothers’ fatigue and depressed mood may result in inability
to respond to the infants’ need in a timely and sensitive manner
(104, 197, 214). Thus, infants lose the opportunities of learning
to down-regulate their negative arousal, and they are more likely
to develop physiological dysregulation in the long run (211).
Empirical studies that considered multiple risk factors in mothers
showed that infants in the high-risk group (characterized by
mothers’ current mental disorder, substance use, or two or
more psychosocial risk factors) showed no recovery during
the reunion episode of the Still-Face Paradigm suggesting a
dysregulated physiological response in infants (187). In another
study, no difference was reported in RSA changes between
infants of mothers with depression and the control group
(215). In contrast, infants whose mothers had bipolar disorder
were shown to exhibit an increase in RSA during the stressor
task compared to the control group in this study, indicating
nonoptimal physiological regulation during a stressful task. To
sum up, there is some indirect evidence (i.e., the effect of mood
disorder is not teased out) that infants of mothers with mental
illness, especially mood disorders, are more likely to develop
physiological dysregulation (187, 215). However, more research
is needed to uncover the direct association between parental
mental illness and infant physiological regulation. Finally, note
that no evidence is yet available on the links between paternal
mental disorders and infants’ vagal functioning. Considering

that fathers’ mental illness exerts its influence on the children
either directly through parenting behaviors or indirectly through
negatively affecting mothers’ parenting behaviors (216-218),
resulting in nonoptimal development in infants’ physiological
functioning, it is important to incorporate fathers into future
studies on this line of research.

Maternal Mental lliness and Amygdala Activity

in Infants

The amygdala, a critical brain region in the processing of threat, is
susceptible to environmental adversity in early development (219).
Mothers with prenatal depression are likely to experience multiple
changes physiologically that may affect fetal development such as
an increased cortisol production (220, 221). The amygdala is one
of the areas rich in glucocorticoid receptors in the fetus’ brain,
which seems to be especially negatively affected by maternal
cortisol levels (222). Increased amygdala activation in response
to novelty or threat in children has been linked to higher negative
emotionality (223). Furthermore, a larger amygdala in volume,
strengthened amygdala connectivity, and greater right amygdala
activation are all associated with an increased risk of developing
affective disorders such as depression in children and adolescents
(183, 184, 224, 225).

Evidence reveals prenatal depression may have a significant
effect on the differences in the microstructure of the right
amygdala in neonates after controlling for postnatal depression
(151). More specifically, significantly lower anisotropy and axial
diffusivity, which contribute to increased negative emotionality,
were observed in neonates of prenatally depressed mothers
(151). Furthermore, evidence supports the idea that maternal
depression may also alter the amygdala connectivity in infants.
Prenatal depression was shown to be linked to greater functional
connectivity in the amygdala with the left temporal cortex
and insula, as well as the bilateral anterior cingulated, medial
orbitofrontal, and ventromedial prefrontal cortices in 6-month-
old infants; these patterns are correlates of major depressive
disorder in adolescents and adults (150). Therefore, the changes
in the amygdala structure and amygdala connectivity may
increase infants’ vulnerability of developing affective disorders
and may serve as another important mechanism through which
prenatal mental illness, specifically depression, is transmitted to
infants (151, 226).

Section Summary and Conclusions

Physiological and neural indices serve as underlying mechanisms
that may be involved in the transmission from prenatal mental
illness to infants’ maladaptive functioning. Evidence from
literature examining RSA and amygdala activity illustrates that
infants of parents with mental illness are more likely to carry
physiological risk factors such as lower baseline RSA, reduced
RSA withdrawal, and heightened amygdala connectivity. In
the long term, these early alterations in RSA and amygdala
connectivity may, through mechanisms such as difficulties in
emotional expressions, emotion regulation and threat sensitivity,
may increase infants’ vulnerability of developing mental disorders
such as depression and anxiety disorders. Further research on
moderating influences (e.g., children’s resilience factors and
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parenting behavior) of the link between parental mental illness
and infant physiological and neural functioning is needed before
drawing conclusions on responsible mechanisms.

EFFECT OF EARLY INTERVENTIONS
ON PARENT AND INFANT OUTCOMES

The findings summarized in earlier sections illustrate the potential
value of early interventions targeting parents’ psychopathology
and related alterations in early parent-infant interactions in the
prevention of intergenerational transmission. In light of the short-
term and longer-term risks associated with parental perinatal
psychopathology [e.g., Refs. (52, 56, 106, 227)] interventions for
parents experiencing perinatal psychopathology have focused on
infant as well as parent treatment outcomes.

Here, we provide an overview of the interventions for
parents with a diagnosed psychiatric disorder [so not, for
example, the interventions such as (228-231), where mothers
were not diagnosed with psychiatric disorders and where the
intervention began before 12 months [so not, for example, Ref.
(232) or (233)].

Research into interventions for parents experiencing
perinatal psychiatric disorders has predominantly focused on
depression, with very few exceptions [for example, a trial for
mothers with bulimic eating disorders (234), a trial for mothers
with postpartum OCD (235), and a trial registered, but not yet
reported, for mothers with anxiety disorders during pregnancy
(236); for systematic reviews and meta-analyses, see for example
Refs. (237, 238)]. We focus primarily on interventions examined
in randomized controlled trials (RCTs), and then only briefly
address the interventions examined using less robust designs.

We must emphasize that, to our knowledge, no intervention
study has focused on paternal mental disorders and infant
outcomes. For over a decade, research has addressed the risks
posed by paternal psychopathology (59). It appears that risk
pathways from paternal postnatal depression overlap with, but
are not identical to, those of depressed mothers (239). Paternal
anxiety disorder has received less attention, but, in infancy and
toddlerhood, fathers’ social anxiety appears to be as important
as mothers’ in predicting offspring anxiety (76, 240). So, while
paternal psychopathology is important, evidence from trials
addressing the effect of paternal interventions has yet to be
reported.

Interventions for Maternal Mental lliness
Postnatal depression has been the most frequently studied
postnatal psychiatric disorder with respect to interventions
to address infant outcomes. This section provides an overview
of progress in the field, moving from trials examining infant
outcomes where maternal postnatal depression alone was the
focus of treatment, to trials where mother-infant interactions
have been the treatment targets, to having both maternal postnatal
depression and mother-infant interaction as the treatment
targets [for systematic reviews for broader considerations (237,
238, 241)].

Maternal Postnatal Depression

as the Intervention Target

Two RCTs have examined infant outcomes following treatment
of maternal postnatal depression alone (242, 243). The first
trial (242, 244) examined the effect of three treatments
(psychodynamic psychotherapy, cognitive behavior therapy,
and nondirective counseling) versus routine primary care on
maternal and offspring outcomes up to 5 years. Although all three
treatments were associated with improved depression symptoms
compared to routine primary care at the end of treatment (18
weeks postpartum), prevalence of maternal depression diagnosis
was reduced only in mothers who received brief psychodynamic
psychotherapy. At 5-year follow-up, compared to routine
primary care, the treatments had led to no reduction in episodes
of depression (244). Regarding offspring outcomes at the end of
treatment, mothers in all treatment groups reported lower levels
of problems in their relationships with their offspring compared
to mothers in routine primary care. Mothers facing high social
adversity and receiving nondirective counseling also reported
more maternal sensitivity. However, none of the interventions
was associated with effects on child attachment or cognitive
development compared to the control group, and no effects were
found at 5 years on measures of child emotional, behavioral, and
cognitive development.

The second RCT (243) tested whether improved maternal
mood led to improved child outcomes. Depressed mothers were
randomly allocated to either interpersonal psychotherapy (IPT,
n =60) or to a waitlist control group (n = 60), and 56 nondepressed
mothers served as control group for comparison. At the end
of treatment (mean average, 9 months postpartum), compared
to the waitlist control, IPT was superior only in the domain
of parenting stress (although this remained higher than in the
nondepressed group). At 18 months postpartum, compared
to the offspring of nondepressed control mothers, offspring of
mothers who received treatment had more behavior problems,
lower attachment security, and more negative temperament. In
summary, these early RCTs suggested that treatment of maternal
postnatal depression alone was inadequate to ameliorate the risk
posed to offspring by maternal postnatal depression.

Mother-Infant Relationship

as the Intervention Target

In light of results from interventions focused on maternal
postnatal depression alone, two RCTs (245, 246) examined the
effects of interventions in the context of maternal postnatal
depression where the intervention target was the mother-infant
relationship, not maternal postnatal depression. First, Van
Doesum and colleagues (245) examined the effects of 8 to 10
sessions of home-based video feedback treatment (VFT) (n =
35) and a control treatment of three 15-min telephone sessions
offering practical parenting advice (n = 36) on infant attachment
and maternal sensitivity. The study did not include treatment
for depression. Regarding effects on mothers’ behaviors, at the
end of treatment and at 6 months follow-up, mothers in the VFT
group were observed to be more sensitive and to provide more
structure in their interactions with their infants compared to
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mothers in the control group. Regarding children’s development,
at the end of treatment, children of mothers who received VFT
were observed to be more responsive to their mothers and more
involved in interactions when compared to offspring of mothers
in the control group. At the 6 month follow-up, prevalence of
secure attachment status were higher for offspring of mothers
who received VFT. These results must be considered in light of
possible attention effects of the intervention (8 to 10 home visits)
compared to the control group (three 15-min telephone calls). At
5-year follow-up (247), no main effects of treatment were found
for mothers or offspring. However, where families experienced
stressful life events, children in the VFT group had fewer
mother-reported child externalizing problems than children
in the control group. Thus, these results suggested that early,
intensive intervention focused on the mother-infant relationship
could alter infant development in key domains. Moreover, for
those facing further risk in light of subsequent stressful life
events, possible protective effects were reported against child
externalizing problems.

Second, Horowitz and colleagues (246) reported an RCT
with 136 mother-infant dyads, where mothers received an
intervention called Communicating and Relating Effectively
(CARE) designed to teach mothers to identify, and respond
sensitively to, their infant’s behavioral cues, or no treatment.
All mothers were visited at home at 6 weeks, 3, 6, and 9 months
postpartum for observational assessments, with the CARE
group receiving additional visits at 2 and 4 months to receive
the CARE intervention. Both groups improved on measures
of maternal depression, mothers’ behaviors, and mother-infant
interactions, but there were no significant differences between
groups. It is possible that any effects of the two sessions of the
CARE intervention were confounded by the attention given
to the control group (that is, four home-based observational
visits). Further, the mean baseline score on the Edinburgh
Postnatal Depression Scale (EPDS) was under 13 for both
groups, suggesting that the depression was insufficiently severe
to lead to adverse child outcomes. To summarize, the VFT
treatment examined by Van Doesum and colleagues (245, 247)
reported promising effects for infants and, at 5-year follow-up,
protective effects for children who had experienced more
stressful life events. Horowitz and colleagues (246) in contrast
found no effect of their CARE program. While the interventions
in these two trials both focused on helping depressed mothers
identify and respond sensitively to their infants’ cues, the
different “doses” in the two studies, 10 sessions of VFT and two
sessions of CARE, might account for the inconsistent results.

In summary, studies examining interventions with their
target as either maternal depression (see the section Maternal
Postnatal Depression as the Intervention Target) or the mother-
infant relationship (see the section Mother-Infant Relationship
as the Intervention Target) have yielded little evidence of short-
term benefit to offspring development and almost no benefit at
longer-term follow-up. Recent evidence points to the importance
of the severity and the persistence of postnatal depression
as moderators of risk for adverse childhood and adolescent
development (227). In the intervention studies summarized
above, the severity of maternal depression (for example, a mean

score on the EPDS in the mild to moderate depression range) and
the timing of interventions (being completed between 4.5 and
9 months postpartum) possibly limited these studies’ ability to
clarify the effects of intervention on infant development.

Maternal Postnatal Depression and Mother-Infant
Relationship as the Intervention Targets

The first study to examine children’s outcomes in the context
of severe and persistent maternal postnatal depression, where
the mother-infant relationship was a target while mothers
also received an evidence-based treatment for depression, was
reported by Stein and colleagues (248). In this RCT, 144 mothers
were randomly allocated to receive, at home, either video
feedback therapy (VFT, with the mother-infant relationship
as its target; N = 72) or Progressive Muscle Relaxation (PMR,
with stress management as its target; N = 72). Concurrently,
all mothers received cognitive-behavioural therapy (CBT) for
depression at home (10 sessions between 6 and 12 months
postpartum, with two booster sessions in the second postnatal
year). In particular, the study examined putative mediators of
children’s development in the context of postnatal depression,
by attempting to use VFT to modify key maternal behaviors
(sensitivity, warmth, and contingent responsiveness) which
have been shown to be a) impaired in the context of postnatal
depression and b) associated with adverse child outcomes (in
attachment, behavioral, and cognitive domains). Regarding
mothers’ parenting behaviors, groups did not differ at the end
of treatment or when children were 2 years old. Regarding
children’s outcomes at 2 years, development was examined in the
domains of attachment, behavior, and cognitive development. In
all these domains, children’s development did not differ between
the two groups but was found to be comparable with normative
development in nonclinical samples. Stein and colleagues
proposed that, given maternal depression had remitted in over
80% of mothers by the end of the first year, and over 85% by
the end of the second year, children’s developmental outcomes
could be understood in the context of no exposure to maternal
depression from late in the first year through to the end of their
second year. Thus, intensive treatment of maternal depression
up to the end of the first year together with the interventions
on mother-infant interactions could be adequate to mitigate
the impact of maternal postnatal depression on children’s
development at 2 years.

The trials reviewed above all addressed postnatal depression.
The impact on infants of interventions for prenatal depression has
received relatively little attention to date. Results are promising,
with significant benefits for infants from two pilot RCTs. In their
pilot RCT comparing individual, home-based CBT with treatment
asusual (TAU) for ante-natal depression, Netsi and colleagues (249)
found no significant differences in infant outcomes by treatment.
Improved prenatal depression symptoms, however, were associated
with easier infant temperament and shorter infant sleep duration
2 months postnatally. Milgrom and colleagues (250) found that
group CBT for prenatal depression, compared to usual care, had
medium to large effects on infant self-regulation, stress reactivity,
and problem solving at 9 months old. These infant outcomes
were obtained even when controlling for postnatal depression
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symptoms. While both pilot studies provide encouraging results,
as pilot studies, neither was designed to examine hypotheses
regarding fetal programming effects (173). Larger trials will be
required to examine the mechanisms of how treatment of prenatal
depression has its impact on infant development.

So far, we have only reviewed studies reporting RCTs that
specifically focused on perinatal depression. However, there are
other promising early intervention studies that depressed mothers
may profit from and thatare worth mentioningbriefly. For example,
in mindfulness-based programs, parents learn to relate differently
to their own psychopathology and to their child (fostering more
attentive and less overreactive parenting) through meditation
practices. For example, Mindfulness-based Child birthing and
Parenting (251, 252), an intervention for pregnant women and
their partners, is found to reduce anxiety and depression in both
the pregnant women and their partners (250) who play a role in
buffering or increasing stress, anxiety, and depression of the future
mother during pregnancy. Another intervention for mothers with
psychopathology, Mindful with your baby, targets early parenting,
babies with (regulation) problems, and mother-baby interaction
problems (254, 255). Mindful with your baby was shown to lead
to improvements in mothers’ psychopathology, babies’ or infants’
behavior problems, and mothers’ observed parenting and the
mother-child interaction.

As the literature stands, in the context of maternal perinatal
depression, short-term benefits in infant development have
followed successful modification of maternal parenting
behaviors, with benefits for children’s development evident
at 5 years of age where children had experienced stressful life
events. Conversely, the impact of persistent postnatal depression
on childrens development can be mitigated, but via effective
treatment of depression in the first postnatal year, sustained over
the second year, without modification of the maternal parenting
behaviors impaired by postnatal depression (PND).

Regarding mental illnesses other than depression, literature
is less well developed. For example, for mothers with a range of
mental illnesses, Fonagy and colleagues (231) conducted an RCT
of Parent-Infant Psychotherapy (PIP), compared to TAU, for
effects on infant cognitive, language, and motor development.
When compared to TAU at 12 months, PIP had no effect on
infant cognitive, language, or motor development. To enhance
maternal parenting and infant outcomes in the context of maternal
substance abuse disorders, Pajulo and colleagues (256, 257)
have developed an intervention to promote maternal reflective
functioning (RF). In a case series with 34 mother-infant pairs, they
reported a significant increase in maternal RF from pretreatment
to posttreatment, and that better RF was negatively associated with
later relapse to substance use and children being placed in foster
care (257). More robust research designs are required to establish
the possible effects of enhancing maternal RF in the high-risk
context of substance abuse disorders for infant outcomes.

Section Summary and Conclusions

Presently, it appears that treatment of depression prenatally may
have beneficial effects on infants’ self-regulation, stress reactivity,
and temperament. However, postnatal interventions addressing

either parental psychopathology or parent-infant relationship in
isolation do not seem to significantly improve child outcomes.
On the other hand, the combination of interventions targeting
parental depression together with interventions on parent-infant
relationship or with parentalstressmanagementshowsomepromise
in adequately limiting infants’ exposure to the disorder’s impact. It
remains to be shown whether these positive effects extend beyond
the end of the second postnatal year. Finally, the mechanisms via
which positive infant outcomes can be achieved remain unclear.
Research might fruitfully elucidate how interventions have their
effects on enhancing children’s outcomes by targeting those who
face risks in addition to parental perinatal psychiatric disorder.
For example, in addition to parent anxiety disorders infant BI is
a risk factor for Social Anxiety Disorder (258). Thus, examining
whether the effects of intervention for postnatal parental anxiety
differ according to infant temperament (BI or not BI) could show
how an intervention impacts infants’ development [for example,
via modifying one or both of postnatal anxiety disorder and BI
(259)]. Effective early interventions targeting parental mental
disorders and the parent-infant relationship may have a profound
beneficial impact on the development of the child up to adulthood
in many ways. Potentially such effects may even impact the next
generation, as parenting experiences will affect future parenting
behavior. As reflected in the focus of this intervention section,
we require interventions for other psychiatric disorders and for
fathers experiencing perinatal psychiatric disorders.

DISCUSSION

The current review provided a snapshot of the period between
pregnancy and the first postnatal year among parents with
mental disorders and their children by focusing first on the links
between parental mental illness and behavioral, biological, and
neurophysiological correlates of infant psychological functioning
in this period. Next, to provide insight to the question of whether
interventions may help to reduce or reverse this link, we focused
on the effects of early interventions targeting parental mental
illness (and/or) parenting on infants’ psychological outcomes.
The summarized evidence provides preliminary support for the
idea that parental psychopathology may limit parents’ ability to
provide an optimal environment for the offspring’s emotional and
physiological development in this sensitive period where parents’
synchrony, responsivity, affect expression, and regulation lays
the necessary ground for healthy development in infants. The
evidence further suggests that these psychopathology-related
changes in parents’ behavior and biology in the perinatal period
may be related to significant alterations in brain development
and to behavioral, biological, physiological, and neural
correlates of infant psychological functioning in this period.
The accompanying changes in infants’ behavioral, biological,
neural, and physiological profile seem to be reminiscent of the
responses characterizing parents’ psychopathology. For example,
infants of depressed parents express less emotion and engage less
in positive interactions, show lower vagal tone, stronger right
frontal EEG activation, and elevated cortisol levels. These altered
profiles in themselves may constitute risk for later development
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of child and/or adult forms of psychopathology and thus for
intergenerational transmission.

These findings highlight the essential value of early
interventions to alleviate the transmission of psychopathology
risk from mentally ill parents to their infant. Although targeting
depression or mother-infant interactions in isolation may not be
sufficient in the postnatal period, intensive interventions targeting
depression earlier, i.e., prenatally, and or more intensively—along
with mother-infant interactions—may be promising in alleviating
the risk of early transmission. It is important to underline
that these early infant psychological profiles that are related
to parental mental illness summarized in this article are only
probabilistically related to later development of psychopathology
and may not fully account for the intergenerational transmission
of psychopathology. In fact, not all children of mentally ill parents
develop psychopathology or maladaptive outcomes. From a
developmental psychopathology perspective, psychopathology in
the offspring of mentally ill parents at a given point in development
emerges as a result of complex and dynamic interactions between
risk and resilience factors operating at the psychological,
biological, and social levels of influence up to that point (260).
Later adaptation/maladaptation of the offspring certainly depends
on further adversity or opportunities that may either aggravate
or alleviate the transmitted risk in early development (97, 260,
261). Finally, as child characteristics such as BI start to play an
increasingly pronounced role from infancy onwards (262), the
bidirectional nature of the associations between parent and child
outcome is important to consider in familial transmission.

Although our focus was exclusively on parental mental illness
as a risk factor for psychopathology in this review, the inherent
complexity of multiple risk/resilience factors and mechanisms that
dynamically operate in the development of psychopathology in
the offspring makes it necessary to consider the influence of other
factors along with parental mental illness and the interventions.
These factors include more proximal influences related to the
characteristics of the parent [such as history of childhood abuse
(90, 91)], the child [such as temperament or BI (258, 262) and
gender (140)], the couple [such as coparenting (263) and marital
satisfaction (264)], and the more distal influences regarding the
family and culture and broader socio-economic determinants.
Future studies that incorporate these factors in longitudinal
designs in mentally ill parents from pregnancy up to the point
where child psychopathology develops will be essential for a more
complete understanding of intergenerational transmission.

Moreover, it is important to evaluate the conclusions in
view of the limitations coming from the scope of the parental
mental disorders addressed by the evidence, as well as by the
methodological limitations inherent to the study designs. The
summarized evidence predominantly comes from depression,
followed by anxiety and traumatic stress, whereas this is likely
to change, now that there is an increased recognition of the fact
that all disorders along the diagnostic spectrum may manifest
during pregnancy and the postnatal period in mothers and
fathers (4, 17-19). Methodologically speaking, the reported
associations between parental mental illness and infant outcomes
are from semi-experimental designs, which preclude any causal
inferences. The longitudinal designs therefore provide a unique

advantage in establishing a timeline between infants’ exposure
to parental mental illness and the corresponding alterations in
infant outcomes. Finally, methodological limitations are related
to the chronic nature and continuity of parental psychopathology
from the prenatal period onwards, which make it difficult to
delineate the prenatal influence from postnatal and postnatal
influence from later effects of psychopathology.

Finally, we note that, despite substantial psychopathology
among (future) fathers, and taking into account that most
children are raised by two parents, a mother and a father, most
studies on the role of parental psychopathology and interventions
focused on mothers, disregarding the various roles that parents
play directly (for example, through exposure to paternal mental
illness) and indirectly (for example, via buffering or increasing
the psychopathology-related stress in the mother or in the triad).
Future studies will need to elucidate these influences by including
fathers or co-parents in their future research designs.

FINAL CONCLUSION AND IMPLICATIONS

The available evidence reviewed in the current study leaves no
doubt about the importance of reaching men and women with a
mental health problem who become parents or who are planning
or expecting to become parents as early as possible. A recent
meta-synthesis on the factors that prevent women with mental
illness to reach out to healthcare services for support during the
pregnancy and postnatal year provides insight to the potential
ways of enhancing the use of healthcare services and reducing the
isolation that mothers experience on the way to and/or in the early
phases of parenthood (265). First, the stigma and fears about the
loss of custody can be reduced via informing the general public on
the broader scale and this specific group on a smaller scale about
the high prevalence of mental illness in this period and about the
possibilities of alleviating the effect of parental mental illness on
the parent and the child. Second, it seems that providing some
stability on who delivers the care and integrating the services
such that the different components can be delivered by the same
professionals who are open and accessible to share psychological
needs may largely improve the experience of healthcare among
individuals with mental illness. Third, a nonjudgmental and
compassionate approach and a readiness to provide the needed
information by health professionals have been highlighted as
important qualities that may facilitate the help-seeking of men
and women with mental illness for healthcare services in the
perinatal period. Finally, putting an equal weight on the parents’
and the baby’s needs and involving the parents with mental health
problems in the decision-making process related to medical
and psychological treatment are of golden value in providing an
optimal healthcare environment that parents with mental health
problems may turn to whenever needed.
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Background: The association between low levels of alcohol consumption during
pregnancy and children’s health remains unclear because of the difficulty in ruling
out residual genetic and environmental confounding factors. In this study, using a
within-family sibling fixed effects design, we sought to examine the association between
low prenatal alcohol exposures (PAE) and children’s overall psychosocial behavior in a
Japanese cohort.

Methods: We used maternal and sibling data from the Japanese Study of Stratification,
Health, Income and Neighborhood 2012-2013. Households were recruited from the
Tokyo metropolitan area through clustered random sampling. Children under 18 years
old who have siblings (n = 1,600) and their mothers were selected. PAE status was
retrospectively measured, and classified by binominal and continuous measurements.
Outcome measures of children’s psychosocial behavior were assessed with the Child
Behavior Checklist T-score.

Results: Low PAE was significantly associated with the offspring’s anxiety problems
B = 1.54, 95%Cl = 0.26, 2.82) and internalizing problems (8 = 2.73, 95%CI| = 0.87,
4.60), and marginally significant with the offspring’s total problem scores (B = 2.34,
95%CI = —0.24, 4.92). There was no significant difference in PAE between boys and
girls when it comes to behavioral problems.

Conclusions: Low PAE was associated with children’s anxiety, internalizing
problems and overall problems, taking into account possible unobserved genetic and
environmental confounding influences.

Keywords: alcohol-related disorders, developmental disabilities, maternal-fetal relations, pregnancy, prenatal
alcohol exposure

INTRODUCTION

The U.S. Centers for Disease Control, the U.S. Surgeon General, the American College of
Obstetricians and Gynecologists, and the American Academy of Pediatrics uniformly advise
women not to consume alcohol during pregnancy (1-5). However, the debate on whether
“moderate consumption” of alcohol can be safely practiced during pregnancy continues (6-9).
For example, a large-scale study in Denmark recently reported that antenatal exposure to binge
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drinking was associated with internalizing and externalizing
behavioral problems among boys (5). However, the study found
no association with lower doses of alcohol exposure. In fact,
children of expectant mothers who consumed moderate amounts
of alcohol were found to have better mental health than those
whose mother abstained from alcohol-a controversial result that
was widely reported in the media.

Although it is widely accepted that binge drinking during
pregnancy increases the risk of fetal alcohol syndrome (10, 11),
whether low-to-moderate levels of alcohol consumption during
pregnancy can affect children’s health remains controversial (12—
14). A recent meta-analysis which assessed both normal and
abnormal development as continuous variables concluded that
mild-to-moderate prenatal alcohol exposure (PAE) during all
trimesters was not associated with child psychosocial outcomes
such as cognition and mental development (12). However, it
suggested that further studies were needed to rule out residual
confounding factors.

There are several reasons why it is challenging to investigate
the effects of PAE on children’s behavioral problems. First,
mothers tend to under report their drinking levels during
pregnancy because of prevailing social norms (14). Second,
any correlation between maternal drinking during pregnancy
and child outcomes is likely to be confounded by a range of
unobserved factors including family environment and shared
genetic influences. Third, it is ethically infeasible to design
a randomized controlled trial to investigate the association
between PAE and child behavioral outcomes. As an alternative
to directly manipulating the exposure of interest, some
sort of quasi-experimental approach is needed, such as the
within-family sibling fixed-effects design. To our knowledge,
there is a limited number of studies that have used quasi-
experimental design to infer causality of deferential low PAE
on behavior problems among twins, siblings, or cousins (15,
16). Hence, there has been a call for the implementation
of more quasi-experimental study using natural experiment
(17).

Notably, studies that considered observed and unobserved
confounding factors are rare (16, 18, 19). The basic idea of
a sibling fixed-effects design is to leverage the within-family,
between-sibling differences in exposure to maternal drinking
during pregnancy (e.g., mother drank during first pregnancy,
but not during subsequent pregnancies), which effectively
differentiates sibling-invariants observed and unobserved
confounding variables, such as genetic influences or maternal
temperament/personality, or family environment (19, 20).

The findings from the few existing studies using the sibling
fixed-effects approach (16, 18, 19) suggest that even low-
to-moderate PAE is a risk factor for children’s externalizing
problems such as attention deficit hyperactivity disorder, infant
difficulties and children’s behavioral problems. However, the
literature remains sparse, especially in the Asian context where
alcohol consumption among women is low compared to Western
societies (21).

Abbreviations: PAE, prenatal alcohol exposure; OLS, ordinary least squares.

In this study, we examined the association between low PAE
and children’s overall psychosocial behavior in a Japanese cohort
using the sibling fixed-effects design.

METHODS

Participants

The J-SHINE (Japanese study of Stratification, Health, Income
and Neighborhood) is an ongoing cohort study established
since 2010. Details of the study have been previously described
(22). Briefly, the baseline survey was carried out between 2010
and 2011, when a clustered random sample of individuals
aged 25-50 years residing in four municipalities in urban or
suburban settings of the Tokyo metropolitan area were invited
to participate. The household survey asked about the health of all
children under the age of 18 years co-residing with the subjects.
A follow-up survey was conducted between 2012 and 2013. In
the baseline survey, 13,920 individuals were randomly selected
from the “koseki” registration system, a compulsory domiciliary
registration system in Japan that included all residents in
target area (N = 594,249). Among the individuals invited to
participate, 4,385 men and women responded (31.6% response
rate), including 2,184 households with children under 18 years.
By wave 2, the number of households with children increased
to 2,244, and of these, 1,520 households (67.7%) agreed to
participate in the follow-up survey (including 2,470 children
under 18 years). Written informed consent was received from
all the participants in the study. We excluded children who
did not have the outcome data and the prenatal mothers
who drink alcohol more than 2 times per week (N = 33,
1.7% of all sample) because we focused on low-level drinkers.
Therefore, the number of children in the study was 1,933.
In addition, we used only sibling data for the fixed-effects
models, the total number of children who had siblings and
who had outcome data was 1,600 (mean age 114.1 months +
52.5 SD). Among them, 1,046 had two siblings, 518 had three
siblings, and 36 had four siblings. If the number of siblings
was more than two in one family, we compared each sibling
pair separately. For example, if the number of the children
were three (A, B, C) in one household, we compared A-B, A-C,
and B-C.

The J-SHINE was conducted using computer-assisted
personal interviewing (CAPI), unless the participants requested
a face-to-face interview. This study was carried out in accordance
with the recommendations of ethical guidelines for medical and
health research involving human subjects. The study protocol
was approved by the ethics committee of the Graduate School
of Medicine of the University of Tokyo. All subjects provided
written informed consent in accordance with the Declaration of
Helsinki.

MEASUREMENTS

Prenatal Alcohol Drinking

The J-SHINE study asked mothers to report their drinking
behavior during each pregnancy retrospectively. Response
categories included: (1) 2 times or more per week, (2) 1-4 times
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TABLE 1 | Demographic characteristics of children and families for individual level.

TABLE 1 | Continued

Variables All sample Siblings sample Variables All sample Siblings sample
(n = 1933) (n = 1600) (n = 1933) (n = 1600)
n (%) n (%) n (%) n (%)
AREA CHARACTERISTICS 2-18 YEARS OLD
Tokyo urban area (Adachi) 393 (20.3) 332 (20.8) Withdrawal 53.4 (5.4) 53.2 (5.4)
Tokyo urban area (Mitaka) 389 (20.1) 306 (19.1) Anxiety problem 52.7 (4.9) 52.6 (4.9)
Tokyo suburban area (Kashiwa) 646 (33.4) 546 (34.1) Attention problem 53.0 (6.7) 52.8 (5.6)
Tokyo suburban area (Tokorozawa) 505 (26.1) 416 (26.0) Aggressiveness 53.4 (5.5) 53.4 (5.5)
FAMILY CHARACTERISTICS Internalizing problem 49.6 (7.8) 49.3 (7.8)
Mother’s age (years old) (mean, SD) 37.5(5.5) 37.2(56.3) Externalizing problem 49.6 (8.4) 49.5 (8.4)
Father’s age (years old) (mean, SD) 39.4 (6.3) 39.2 (6.2) Total problem 48.4 (9.7) 48.0 (9.7)
MOTHER’S EDUCATION . )
aJPY, Japanese Yen; JPY 120 is approximately equal to US 1 dollar.
< =12 years 946 (49.0) 388 (24.9)
~12 years 875 (45.3) 1186 (74.1)
unknown 112 (5.8) 26 (1.6) per month, (3) rarely (but not zero), and (4) never. We excluded
FATHER’S EDUCATION those who responded with “2 times or more per week” to focus on
< =12 years 427 (22.1) 371 (23.2) low prenatal alcohol drinking during pregnancy, and combined
>12 years 1441 (74.6) 1181 (77.8) “1-4 times per month” and “rarely,” so that PAE was binarized
unknown 30 (1.6) 48 (3.0) into “never” vs. “ever.”
Working mother 875 (45.9) 707 (44.2) .
Working father 1651 (@) 1362 @5.2) Outcome Variable: The CBCL4-18/2-3
UL o O SR (Child Behavior Check List 4-18/2-3)
4 1351 (60.0) 1054 (65.9) The outcome variable, that is, children’s psychosocial
-5 574 27.0) 541 (33.8) developmental problems, was assessed with the CBCL4-18
Unknown 80.4) 503 checklist which targets children aged 4 to 18 years, and the
FAMILY INCOME CBCL2-3 which targets children aged 2 to 3 years (23, 24).
<JPY 5 milion® 438 (22.7) 362 (22.6) The CBCL is a scale that assesses internalizing, externalizing,
JPY 5-7.5 mllion 572 (30.0) 484 (52.9) and total behavior problems using 113 items, with good
JPY 7.5-10 milion 391 (202 320 (206) psychome'fric properties (?4). A higher score denotes more
_JPY 10 millon 369 (19.1) 288 (18.0) problematic behavior. Ratings were completed by caregivers
(mother, n = 1316, 83.7%). The T score of each CBCL score
unknown 163 (8.4) 137 (8.6) K . L. .
o was calculated using the standardized distribution among
Domestic violence 631 (32.6) 538 (33.6) K R
, Japanese children and mean score represents the 50th percentile,
Prenatal smoking 67 (3.5) 59 (3.7) . s e . q-
which has been shown to have good reliability and validity
CHILDREN’S CHARACTERISTICS
(23-25).
Number of siblings
! 333(17.9) - Covariates
2 1046 (54.1) 1046 (65.4) We considered a wide range of potential correlates of PAE as
3 518 (26.8) 518 (32.4) control variables in adjusted models. There are two types of
4 36 (1.9) 36 (2.3) covariates: sibling variables that are less likely to be variant and
Sex (male) 971 (50.2) 800 (50.0) sibling-varying variables. With respect to our sibling fixed-effects
Age (months) (mean, SD) 113.9(63.7) 1141 (52.9) models, sibling variables that are less likely to be variant include
PRENATAL ALCOHOL CONSUMPTION factors that did not vary between siblings, that is, parents age,
1-4 times/month 110(5.7) 98 (6.1) educational level, working status, family income and domestic
rare 401 (20.7) 347 (21.7) violence and others that are less likely to be changeable variables.
never 1083 (56.0) 886 (65.4) In contrast, sibling-varying variables include children’s age, sex,
unknown 339 (17.5) 269 (16.8) and prenatal smoking during each pregnancy.
CBCL T SCORE, N, MEAN (SD)
4-18 Years old Statistical Analysis
Physical problem 52.3 (4.8) 501 (4.7) To estimate the relationship between maternal drinking during
Social problem 53.3 (5.3) 53.0 (5.1) pregnancy and children’s behavioral outcomes, we conducted
Thought problem 51.0(3.8) 51.0(3.8) ordinary least squares (OLS) regressions controlling for all
Delinquency 529 (52) 529 (5.2) observed sibling-varying and sibling-invariant variables for the
full sample, as well as for the sibling sub-sample. Next, we
(Continued)  conducted sibling fixed-effects analysis only among the siblings

Frontiers in Psychiatry | www.frontiersin.org

November 2018 | Volume 9 | Article 570


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Ichikawa et al.

Prenatal Alcohol Exposure and Child Behavior

(i.e., singletons do not contribute to this analysis), with further
adjustment of correlation of 3 or more siblings comparisons
from the same family. In the fixed-effects model, the effects of
PAE on children’s outcomes were calculated by differentiating
the unobserved, sibling-invariant shared factors, such as genetic
or family environmental influences. Finally, we conducted fixed-
effects models stratified by child sex (i.e., male-male, female-
female, and male-female pair of siblings) as a sensitivity analysis.
All analyses were performed with STATA 13.0 (StataCorp LP,
College Station, TX, USA).

RESULTS

Table 1 shows the demographic characteristics of families and
children comparing the full sample (n = 1,933) and the sample
restricted to the siblings (n = 1,600). In the full sample, the
frequencies of prenatal alcohol “I1-4 times/month,” “rarely,” and
“never” were 6.1, 21.7, and 55.4%, respectively. The vast majority
of pregnant women in this Japanese cohort therefore fitted into
the abstention or light drinking categories.

There was a total of 491 sibling pairs whose mother never
drank during pregnancies (Appendix1). Further, 37 (4.6%)
mothers reported drinking during their first pregnancy but
not during subsequent pregnancies. Another 31 mothers (3.9%)
reported abstaining from alcohol during their first pregnancy,
but consumed alcohol during subsequent pregnancies. Effects
of PAE, binarized according to “ever” vs. “never; are shown
in Table2. In the OLS model, the effect of PAE was not
significantly associated with children’s psychosocial problems

in both the overall sample and the sibling sample. In the
unadjusted sibling fixed-effects model, prenatal drinking was
significantly associated with children’s delinquency (B = 1.63,
95%CI = 0.02, 3.25), anxiety problems (f = 1.50, 95%CI = 0.15,
2.85), internalizing problems (B = 2.62, 95%CI = 0.61, 4.62),
and total problem scores (f = 2.39, 95%CI = 0.11, 4.66). After
adjusting for sibling-varying variables, maternal drinking during
pregnancy was significantly associated with offspring’s anxiety
problems (B = 1.54, 95%CI = 0.26, 2.82), internalizing problems
(B = 2.73, 95%CI = 0.87, 4.60) and marginally significant with
offspring’s overall problem scores (8 = 2.34, 95%CI = —0.24,
4.92). Additionally, adjusting for sibling-varying and sibling-
invariant variables, such as parent’s working status and maternal
drinking during pregnancy, remained significantly associated
with children’s anxiety problems, internalizing problems and
overall problem scores. In sensitivity analysis, maternal drinking
during pregnancy measured with continuously (i.e., frequencies
of alcohol drinking per month) was not statistically significant
(Appendix 2).

Table 3 shows the sibling fixed-effects results of maternal
drinking and children’s psychosocial problems, stratified by
children’s sex. Drinking during pregnancy was not associated
with girl’s thought problems (B = —2.56, 95%CI = —7.59, 2.47)
attention problems (B = —0.16, 95%CI = —2.29, 1.96), anxiety
problems (B = —2.56, 95%CI = —0.80, 3.07) and aggression
(B = 0.27, 95%CI = —3.17, 3.70). When it comes to the effect
of drinking during pregnancy on internalizing, externalizing
and total problems, there was no different between boys and
girls.

TABLE 2 | OLS models and fixed-effects models of the association between PAE? and children’s psychosocial behaviors.

All sample, OLS, all Siblings sample, OLS,

Fixed effects Fixed effects model, Fixed effects model,

measured variables all measured variables model,unadjusted adjusted® adjustedd
adjustedb adjustedb

CBCL T score B 95%Cl B 95%Cl B 95%Cl B 95%Cl B 95%ClI
4-18 YEARS OLD

Physical problem 0.29 —0.28,0.86 0.51 —0.10, 1.11 094 -068,256 1.19 —1.74, 411 0.90 —1.85, 3.65
Social problem 0.12 —0.58,0.77 0.47 —0.20, 1.14 0.74  —0.95,244 1.30 —0.63, 3.23 1.22 —0.76, 3.20
Thought problem -0.35 -0.77,0.07 -0.24 —0.67,0.20 -0.83 -2.11,0.44 -0.80 —3.34,1.73 -0.86 —3.35,1.63
Delinquency 0.48 —0.14,1.10 0.51 —-0.17,1.19 1.63 0.02, 3.25 1.73 —0.33, 3.79 1.57 —0.50, 3.64
2-18 YEARS OLD

Withdrawal —0.01 —0.65, 0.62 0.19 —0.50, 0.88 -0.51 —1.95093 -0.40 —1.59,0.79 —0.41 —1.66, 0.84
Anxiety problem 0.14 —0.43,0.70 0.43 —0.18,1.05 1.50 0.15, 2.85 1.54 0.26, 2.82 1.40 0.09, 2.72
Attention problem 0.27 —0.37, 0.91 0.43 —0.23, 1.10 -0.53 -2.20,1.13 -0.44 —2.57,1.69 —0.58 —2.78, 1.63
Aggressiveness 0.32 —0.33,0.96 0.49 -0.21,1.20 118 -045,280 1.15 —0.70, 2.99 1.23 -0.69, 3.16
Internalizing problem 0.41 —0.49, 1.31 0.91 —0.07,1.88 2.62 0.61, 4.62 2.73 0.87, 4.60 2.68 0.73, 4.63
Externalizing problem  0.49 —0.48, 1.45 0.72 —0.35,1.78 177 —-045,3.99 150 —1.04,4.04 1.64 —0.94, 4.22
Total problem 0.42 -0.71,1.55 0.95 —0.30, 2.19 2.39 0.11,4.66  2.34° —0.24,4.92 2.32 —0.34,4.98

aMeasurements of alcohol drinking is binary outcomes (never = 0, more than one time = 1).

bAdjusted by children’s age and sex, parent’s age, education and working status, family income, prenatal smoking, domestic violence, clustered by family ID.
¢Adjusted by children’s age and sex and difference levels of prenatal smoking baseline prenatal drinking status among siblings, clustered by family ID.
9Adjusted by children’s age and sex, parent’s education level, family income, family number, domestic violence and baseline prenatal drinking status among siblings, clustered by family

ID.
eMarginally significant: p = 0.08.
Bold values means the results which is statistically significant.
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TABLE 3 | Fixed-effects model stratified by sibling’s sex pairs.

Male-male pair

Female-female pair Male-female pair

CBCL T score B 95%ClI B 95%ClI B 95%CI
4-18 YEARS OLD

Physical problem 0.01 —3.88, 3.90 1.05 —4.41, 6.51 2.1 —1.95,6.18
Social problem 1.34 —2.28, 4.97 1.16 —1.64, 3.96 1.27 —1.71,4.24
Thought problem 1.39 —1.35, 4.12 —2.56 —7.59, 2.47 —1.43 —4.13,1.27
Delinquency 0.76 —3.22,4.75 0.16 —3.06, 3.39 3.15 0.52, 5.77
2-18 YEARS OLD

Withdrawal —0.81 —3.41,1.79 —-1.22 —2.47,0.03 0.33 —1.28,1.95
Anxiety problem 2.32 —0.56, 5.20 1.13 —0.80, 3.07 1.37 —0.07, 2.82
Attention problem 1.04 —1.98, 4.06 —-0.16 —2.29,1.96 —1.60 —5.49,2.30
Aggressiveness 1.27 —-2.77,5.30 0.27 -3.17, 3.70 1.68 —-0.86, 4.22
Internalizing problem 2.35 —1.76, 6.46 2.32 —1.18, 5.81 3.34 1.05, 5.63
Externalizing problem 0.86 —3.96, 5.67 —0.10 —4.37,4.18 2.76 —1.18, 6.69
Total problem 1.24 —3.24,5.72 0.64 —3.26, 4.54 4.03 —0.05, 8.11

Bold values means the results which is statistically significant.

DISCUSSION

We found that low PAE during pregnancy is associated with
children’s anxiety, internalizing and overall problems. Our
findings serve as additional evidence for the deleterious impact of
maternal drinking during pregnancy on children’s psychosocial
behavior, and are consistent with previous animal models
suggesting that even a relatively small amount of alcohol
during fetal development can result in an increase in synaptic
connectivity specific to the basolateral amygdala and induce a
subtle anxiety-like behavior in rats (26).

Previous studies have reported inconsistent results regarding
which sex is more affected by exposure to alcohol in utero
(5, 27). Sayal et al. suggested that girls whose mother drank
alcohol less than once per week during pregnancy have increased
risk of behavioral problems; however, these results should be
interpreted with caution because of a lack of evidence on dose-
response effects (27). In contrast, another study indicated that
boys are more vulnerable to PAE than girls (5), because of
the brain development trajectory (28, 29). Our findings suggest
that PAE is particularly deleterious for certain developmental
problems such as attention problems, anxiety problems and
aggression in male offspring. However, when it comes to
internalizing, externalizing and overall developmental problems,
there is no difference between sexes. The mechanism of
how PAE affects children’s behavior is still unknown and
we cannot eliminate social environment completely in this
study.

Our study has several limitations. First, the assessment of
drinking during pregnancy was retrospectively self-reported
by the mothers. Furthermore, we assessed only the frequency
of drinking (as opposed to the total amount of ethanol
consumed) or the timing of drinking during different trimesters
of pregnancy. However, there is evidence that retrospective
reports of prenatal substance use can be reliable (30, 31).
Nonetheless, further study on the effects of both the timing of

alcohol use and the total amount consumed is warranted. Second,
the assessment of child psychosocial problems was reported by
the parents, which may have given rise to information bias.
However, in the sibling fixed-effects model, reports on behavior
problems among siblings were made by the same parent, thereby
reducing the possibility of differential misclassification. It has
also been found by independent researchers that assessment
by mothers is often more reliable than laboratory assessment
because the latter is only a snapshot of children’s behaviors
(32). Finally, the sibling fixed-effects models cannot completely
control for unknown sibling-varying confounders such as
changes in family circumstances and social situations that
differed between siblings. Although this study used sibling-
invariant variables as parents age, educational level, working
status, family income and domestic violence, these factors could
vary between siblings and we did not measure these variables
at the time when the mothers became pregnant. Nonetheless,
fixed-effects models are known to provide a more credible causal
identification strategy compared with traditional OLS regression
models (20, 33).

In conclusion, our study provides additional evidence that
even low PAE during pregnancy may adversely affect children’s
psychosocial behaviors, especially anxiety problems. Our findings
provide further support for the current recommendation of
abstinence during pregnancy, based on the notion that there
is no known safe threshold of alcohol consumption during
pregnancy.
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APPENDIX

TABLE A1 | Distribution of prenatal alcohol consumption among siblings pair (pair
=799) N (%).

Both siblings were not exposed to alcohol 491 (61.5)
Senior child exposed, junior child not exposed 37 (4.6)
Senior child not exposed, junior child exposed 31 (3.9)
Both siblings were exposed to alcohol 240 (30.0)

TABLE A2 | OLS models and fixed-effects models of the association between PAE? and children’s psychosocial behaviors.

All sample, OLS, all Siblings sample, OLS, Fixed effects Fixed effects model, Fixed effects model,
measured variables all measured variables model,unadjusted adjusted® adjustedd
adjustedb adjustedb
CBCL T score B 95%Cl B 95%Cl B 95%Cl B 95%Cl B 95%Cl
4-18 YEARS OLD
Physical problem 0.25 -0.26, 0.76 0.563 -0.02, 1.07 1.25 -0.09, 2.60 1.47 -0.34, 3.27 1.10 -0.47,2.67
Social problem 0.34 -0.24,0.92 0.54 -0.06, 1.13 0.76 -0.64, 2.16 0.94 -1.01, 2.89 0.82 -1.22,2.86
Thought problem -0.20 -0.58,0.18 -0.11 -0.50, 0.28 -0.49 -1.565, 0.56 -0.37 -2.20,1.47 -0.52 -2.41,1.36
Delinquency 0.47 -0.09, 1.03 0.47 -0.14,1.08 1.16 -0.18, 2.50 1.12 -0.16, 2.41 0.85 -0.49, 2.20
2-18 YEARS OLD
Withdrawal 0.17 -0.39, 0.73 0.45 -0.16, 1.07 -0.72 -1.92, 0.49 -0.50 -1.62, 0.61 -0.62 -1.78,0.53
Anxiety problem 0.17 -0.33, 0.67 0.47 -0.08, 1.01 0.49 -0.65, 1.62 0.57 -0.87, 2.01 0.41 -1.00, 1.82
Attention problem 0.50 -0.07,1.06 0.68 0.09, 1.27 0.37 -1.08,1.77 0.51 -1.36, 2.37 0.29 -1.70,2.29
Aggressiveness 0.69 0.12,1.25 0.93 0.31, 1.54 0.74 -0.61, 2.08 0.74 -1.02, 2.51 0.64 -1.16,2.44
Internalizing problem  0.58 -0.22, 1.38 1.08 0.21,1.95 1.02 -0.67, 2.71 1.35 -0.18, 2.87 1.25 -0.30, 2.80
Externalizing problem 1.14 0.28, 1.99 1.35 0.41,2.29 1.22 -0.65, 3.08 1.39 -0.83, 3.62 1.36 -0.89, 3.60
Total problem 1.01 0.01, 2.01 1.42 0.31, 2.52 1.12 -0.79, 3.04 1.31 -0.76, 3.38 1.14 -1.01, 3.30

aMeasurements of alcohol drinking was frequencies of alcohol drinking per month (continuous variables).

bAdjusted by children’s age and sex, parent’s age, education and working status, family income, prenatal smoking, domestic violence, clustered by family ID.
CAdjusted by children’s age and sex and difference levels of prenatal smoking baseline prenatal drinking status among siblings, clustered by family ID.
9Adjusted by children’s age and sex, all measured variables about family and baseline prenatal drinking status among siblings, clustered by family ID.

Bold values means the results which is statistically significant.
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Background: Depression is the commonest psychological problem that affects a
woman during her perinatal period worldwide. The risk of prenatal depression increases
as the pregnancy progresses and clinically significant depressive symptoms are common
in the mid and late trimester. There is a paucity of research on depression during the
prenatal period in India. Given this background, the present study aimed to assess the
prevalence of prenatal depression and its associated risk factors among pregnant women
in Bangalore, Southern India.

Methods: The study was nested within an on-going cohort study. The study participants
included 280 pregnant women who were attending the antenatal clinic at Jaya Nagar
General Hospital (Sanjay Gandhi Hospital) in Bangalore. The data was collected by using
a structured questionnaire which included. Edinburgh Postnatal Depression Scale (EPDS)
to screen for prenatal depression.

Results: The proportion of respondents who screened positive for prenatal depression
was 35.7%. Presence of domestic violence was found to impose a five times higher
and highly significant risk of developing prenatal depression among the respondents.
Pregnancy related anxiety and a recent history of catastrophic events were also found to
be a positive predictors of prenatal depression.

Conclusion: The high prevalence of prenatal depression in the present study is
suggestive of its significance as a public health problem. Health care plans therefore
can include screening and diagnosis of prenatal depression in the antenatal care along
with other health care facilities provided.

Keywords: prenatal depression, pregnant women, domestic violence, marital discord, social support, pregnancy
related anxiety, Banglaore
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Prenatal Depression in Pregnancy

INTRODUCTION

The relationship between a pregnant woman and her developing
fetus is possibly the most earnest and overwhelming but
perplexing of all human relationships. Pregnancy entails
physiological, hormonal and psychological changes which could
increase the probability of mental and emotional changes
resulting in depression, anxiety or psychological distress in the
pregnant mother (1).

Maternal and Child Health Programmes in developing
countries are commonly focused upon improving the nutritional
status and less importance is given toward a woman’s emotional
and mental health during and after pregnancy (2, 3). Poor mental
health of the woman during pregnancy could have profound
consequences for the mother and her child in terms of adverse
pregnancy outcomes and offspring development (4-7). Most of
the existing data, research, and practice policies with regard to
perinatal mental disorders center on the postnatal period and
there is less research related depression during pregnancy (8, 9).

Depression is the most common psychological problem that
affects a woman worldwide during the perinatal period (3, 10).
About 15 % of women are known to be depressed at some point
during their lifetime and more predominantly during pregnancy
and after childbirth (11). The risk of prenatal depression increases
significantly as the pregnancy progresses and clinically significant
depressive symptoms are common in the mid and late trimester
(12). The prevalence rates of prenatal depression differ between
high, middle and low—income countries. Studies from various
countries around the world show a prevalence rate ranging from
as low as 4% to as high as 81% (13-16). The prevalence rate
is reported to be lower in high income countries like Australia
7% (17), Hong Kong 4.4% (18), Finland 7.7% (19), and higher
in many of the low-income countries like Pakistan 64.6% (20),
Bangladesh 18% (13), Nigeria 24.5% (14), and Ethiopia 24.94%
(15). The prevalence of depression in India is varies from 9.18%
in one study to 36.7 % reported in another study (21, 22).

Even though prenatal depression is an important public health
problem, most studies related to maternal depression are focused
on post-natal depression and its outcomes; hence there is paucity
of research on depression during the prenatal period, especially
from India (8). The importance of screening for depression
during pregnancy is that prenatal depression, if not treated and
diagnosed early, may continue as postnatal depression (23-25)
later on and could also result in an adverse influence on birth
outcomes and offspring development. Given this background,
the present study aimed to assess the prevalence of prenatal
depression and its associated risk factors among pregnant women
in Bangalore, Southern India.

MATERIALS AND METHODS
Study Setting and Participants

The study sample included of pregnant women who were
attending the antenatal clinic at Jaya Nagar General Hospital
(also known as Sanjay Gandhi Hospital), which is a public sector
hospital in Bangalore. The study was nested within an ongoing
cohort study, the study protocol of which was published earlier

(26). The eligibility criteria included women above or equal to
18 years of age, with confirmed pregnancy of <6 months (<24
weeks) and having no obstetric or medical complication in the
present pregnancy. The study analyzed the data of 280 pregnant
women who had enrolled and completed the baseline visit for the
study between August 2017 and April 2018.

Data Collection

Data was obtained from the pregnant women by means of
an interview, after obtaining written informed consent. A
participant information sheet that explained the purpose and
nature of the study was issued to those who were willing
to participate in the study. The respondents were ensured
about privacy and confidentiality of data. The interview process
employed the use of a structured questionnaire installed in
an Android tablet App. The App included questions about
socio-demographic data, obstetric history, medical history
and measures for depression, social support, marital discord,
domestic violence, and pregnancy related anxiety described
below. Data related history of any mental illness and recent
catastrophic event was also recorded. Calibrated instruments
were used to measure height and weight and calculate the
Body Mass Index (BMI). Data on hemoglobin estimation was
obtained from hospital records. Depression, being the outcome
variable was measured using Edinburg Postnatal Depression
Scale (EPDS).

Study Measures

Depression

EPDS is a widely used 10-item self-reporting instrument,
specifically designed for assessing both prenatal as well as
postnatal depression. It has a sensitivity of 86%, specificity
of 78% and positive predictive value of 73% (27). EPDS has
been validated for detecting depression in both antepartum and
postpartum mothers in many countries. This scale consists of
10 short questions with a choice of four answers that closely
reflects about how she was feeling over the past 7 days. Scores are
recorded as 0, 1, 2, and 3 according symptom severity. Certain
question items (i.e., 3, 2, 1, and 0) are scored in a reverse manner.
Respondents who score 13 and above are likely to be suffering
from depression and should seek medical attention.

Social Support

The Multidimensional Scale of Perceived Social Support Scale
(MSPSS) used to measure social support includes 12 questions,
and is validated for use in the South Asian population (28,
29). These questions directly address the adequacy of social
support and have a 7-point rating scale ranging from “very
strongly disagree” to “very strongly agree.” The scale assesses
the perceptions of social support adequacy from three specific
sources: family, friends, and “significant other.” A score of <2
is considered as low support, a score of 3-5 as moderate support
while score of more than five indicates high support.

Marital Discord
The Revised Dyadic Adjustment Scale (30, 31) measures
seven dimensions of relationship among partners within three
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categories: decision making, values and affection. It consists of 14
items in which the respondents can rate their relationship on a
6-point scale. Scores range from 0 to 69; higher the score greater,
is the relationship and vice versa. The cut- off score was taken
as 48.

Spouse Physical and Sexual Violence

Spouse physical and sexual violence was measured using the
Modified Conflict Tactics Scale (32). It is effective and useful
in measuring domestic violence in diverse cultural settings. The
scale has 9 questions wherein the respondents affirm whether
domestic violence was present or absent.

Socio Economic Scale

The socio-economic class of the respondents was measured by
the Modified Kuppuswamy Socio Economic Scale (33). The
scale uses education, occupation of the head of the family and
monthly family income to calculate socio-economic status. The
scores awarded to education and occupation of the head of the
family remains unchanged. Revised Consumer Price Index-IW
(industrial workers) is used to calculate the monthly income
range. The socio-economic status is classified as upper class,
upper middle class, lower middle class, upper lower class and
lower class.

Pregnancy Related Anxiety

The 10-item Pregnancy Related Anxiety Questionnaire (PRAQ)
was used to screen for pregnancy anxiety (34). It appears to
have good psychometric and predictive validity for child-birth
and childhood outcomes. Each item is scored on a 4-point scale
with cut-oft scores of 28 and 24 for nulliparous and multiparous
women and the internal consistency (Cronbach’s alpha) of PRAQ
was seen to be 0.79. A score of more than 28 was considered
as anxious.

Statistical Analysis

Data were retrieved from the data server. This was followed by
data cleaning and analysis using SPSS version 22. Descriptive
statistics such as percentage, means and standard deviation
were used to summarize the socio demographic data. An
EPDS score of 13 and above pointed toward the likelihood
of presence of depression. The independent variables were
categorized to analyze the association between each independent
and outcome variable using a bivariate analysis to calculate
the Crude Odd’s Ratio with 95% Confidence Interval. Those
variables that were associated at a P-value of < 0.2 in the
bivariate analysis were entered into a multivariate logistic
regression model to calculate the Adjusted Odd’s Ratio and
to eliminate the effects of confounding. Variables with a P-
value of <0.05 in the multivariate analysis were considered to
be significant.

Ethical Considerations

The study was approved by the Ethical Committee of
Indian Institute of Public Health Bangalore campus
(ITPHHB/TRCIEC/118/2017). Written informed consent
was obtained from the pregnant mothers and they were assured
of confidentiality and privacy of records.

RESULTS

Socio Demographic Characteristics of

the Respondents

Table 1 shows the frequency distribution of socio demographic
characteristics of the respondents. Of the 280 pregnant mothers,
majority (72.9%) of them belonged to the age group of more
than 20 years, the mean age of the respondents being 23.02 +
3.40 years. Over two-thirds among them (72.1%) were Muslim
and 40.4% had completed High school. While 92.1% were
housewives, the spouses of over half of the respondents (51.8%)
were semi- skilled workers. According to the Kuppuswamy Socio
economic status scale, more than half of the respondents (57.5%)
belonged to Upper Lower class. Nearly seventy percent of the

TABLE 1 | Socio demographic characteristics of the study participants (N =280).

Socio demographic characteristics Frequency (n = 280) Percentage (%)

AGE GROUP (IN YEARS)

<20 76 271
>20 204 72.9
RELIGION

Hinduism 73 26.1
Christianity 05 1.8
Islam 202 721
EDUCATIONAL QUALIFICATION OF THE RESPONDENTS

lliterate o7 2.5
Primary school 08 2.9
Middle school 7 27.5
High school 113 40.4
PUC or diploma 52 18.6
Graduate 23 8.2
EDUCATIONAL QUALIFICATION OF THE HUSBANDS

lliterate 36 12.9
Primary school 20 71
Middle school 71 25.4
High school 95 33.9
PUC or diploma 36 12.9
Graduate and post-graduate 22 7.8
OCCUPATION OF THE RESPONDENTS

Unskilled worker ih 3.9
Semi-skilled worker 10 3.6
Clerical or farmer 01 0.4
Housewife 258 92.1
OCCUPATION OF THE HUSBANDS

Unemployed 01 0.4
Unskilled worker 96 34.3
Semi-skilled worker 145 51.8
Skilled worker 35 12.5
Clerical or farmer 01 0.4
Semi professional 02 0.7
SOCIO ECONOMIC STATUS

Upper middle class 36 12.9
Lower middle class 83 29.6
Upper Lower class 161 57.5
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pregnant mothers had no blood relationship with their husbands,
where as a notable 13.2% said that their husbands were a first
cousin from their mother’s side.

Prevalence and Magnitude of Prenatal

Depression Among the Pregnant Women

Of the 280 pregnant mothers, the proportion of those who
screened positive for prenatal depression was 35.7% (100)
suggesting a high probability of clinical depression (Figure 1).
The mean EPDS score among the respondents was 10.61+ 7.48.

Association of Prenatal Depression With

Socio-Demographic Characteristics

The association of socio-demographic factors like age group,
educational qualification, occupation, and socio-economic status
of the respondents with depression was non-significant on
bivariate analysis (p-value >0.05). This is seen from Table 2.

Association of Prenatal Depression With
Obstetric History (Table 3)

On bivariate analysis, the number of pregnancies (gravida) and
unplanned pregnancy showed an association with depression at
a P-value of < 0.2. However, there was no significant association
observed from multivariate logistic regression analysis.

Association Between Social Support,
Marital Discord, Domestic Violence,
Prenatal Anxiety, Consanguinity, and
Catastrophic Events With Prenatal
Depression (Table 4)

Association with low social support and presence of marital
discord was significant on bivariate analysis but not in
multivariate logistic regression. Presence of domestic violence
was found to impose a five times higher and highly significant
risk of developing prenatal depression among the respondents

(COR = 5.438; 95% CI: 1.6-17.5, AOR = 5.916; 95% CI:
1.7-20.5). Pregnancy related anxiety was also found to be a
positive predictor of prenatal depression (COR = 1.731; 95%

TABLE 2 | Association of socio demographic characteristics with depression
among the pregnant women (N = 280).

Socio Depressed Non-depressed Bivariate P-value

demographic mothers mothers (<13) analysis-crude

Characteristics (>13) (n =180) odd’s ratio

(n =100) (95% CI)

AGE GROUP (IN YEARS)

<20 29 (29%) 47 (26.1%) 1.156 0.603
(0.670-1.994)

>20 71 (71%) 133 (73.9%) 1

EDUCATIONAL QUALIFICATION OF THE RESPONDENTS

<High school 77 (77.0%) 126 (70.0%) 0.710 0.236
(0.403-1.250)

>High school 23 (23.0%) 54 (30.0%) 1

EDUCATIONAL QUALIFICATION OF THE HUSBANDS

<High school 49 (49%) 78 (43.3%) 1.256 0.362
(0.769-2.052)

>High school 51 (561%) 102 (56.7%) 1

OCCUPATION OF THE RESPONDENTS

Working 08 (8.0%) 15 (8.3%) 1.045 0.922
(0.427-2.559)

Housewife 92 (92.0%) 165 (91.7%) 1

OCCUPATION OF THE HUSBANDS

Skilled worker 12 (12%) 26 (14.4%) 1

Semi/unskilled 88 (88%) 154 (85.6%) 1.238 0.568

worker (0.695-2.575)

SOCIO ECONOMIC STATUS

Upper middle 12 (12.0%) 24 (13.3%) 1

class

Lower middle 26 (26.0%) 57 (31.7%) 0.912 0.829

class (0.396-2.100)

Upper lower class 62 (62.0%) 99 (55.0%) 1.253 0.563
(0.584-2.686)

64.3%

Prevalence of prenatal depression (N= 280)

70%

60%

50%

35.7%

40%

30%

20%

10%

0%

Not depressed

Depressed

FIGURE 1 | Prevalence of prenatal depression among the pregnant women (N = 280).
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TABLE 3 | Association of depression with obstetric history of the pregnant women (N = 280).

Obstetric history Depressed Non-depressed Bivariate analysis P-value Multivariate analysis P-value
mothers (>13) mothers (<13) crude OR (95% Cl) adjusted OR (95% Cl)
(n =100) (n = 180)
GRAVIDITY
Primigravida 37 (37.0%) 81 (45.0%) 1 1
Multigravida 63 (63.0%) 99 (55.0%) 1.393 (0.844-2.299) 0.195 1.386 (0.793-2.424) 0.252
PARITY
Primipara 43 (43.0%) 86 (47.8%) 1
Multipara 57 (57.0%) 94 (52.2%) 1.213(0.741-1.984) 0.442
HISTORY OF ABORTION
Yes 25 (25.0%) 37 (20.6%) 0.776 (0.435-1.385) 0.391
No 75 (75.0%) 143 (79.4%) 1
PREGNANCY UNPLANNED
Yes 52 (52.0%) 74 (41.1%) 1.552 (0.949-2.538) 1.604 (0.925-2.782)
No 48 (48.0%) 106 (58.9%) 1 0.080 1 0.092
TABLE 4 | Association of maternal depression with social support, marital discord, and domestic violence among the pregnant mothers (N = 280).
Maternal characteristics Depressed Non-depressed Bivariate analysis crude P-value Multivariate analysis P-value
mothers (>13) mothers (<13) OR (95% CI) adjusted OR (95% CI)
(n = 100) (n =180)
SOCIAL SUPPORT
High support (1-2.9) 44 (44.0%) 94 (52.2%) 1 1
Moderate support (3-5) 24 (24.0%) 54 (30.0%) 0.949 (0.521-1.729) 0.865 0.839 (0.436-1.616) 0.600
Low support (5.1-7) 32 (32.0%) 32 (17.8%) 2.136 (1.164-3.919) 0.014 1.785 (0.915-3.481) 0.089
MARITAL DISCORD
No 32 (32.0%) 79 (43.9%) 1 1
Yes 68 (68.0%) 101 (56.1%) 1.662 (0.995-2.776) 0.052 1.517 (0.862-2.671) 0.149
SPOUSE PHYSICAL AND SEXUAL VIOLENCE
Yes 11 (11.0%) 04 (2.2%) 5.438 (1.684-17.564) 0.005 5.916 (1.703-20.558) 0.005*
No 89 (89.0%) 176 (97.8%) 1 1
PREGNANCY RELATED ANXIETY
Absent 47 (47.0%) 109 (60.6%) 1 1
Present 53 (53.0%) 71 (39.4%) 1.731 (1.057-2.836) 0.029 2.016 (1.134-3.587) 0.017*
CONSANGUINITY
No 77 (77.0%) 121 (67.2%) 1
Yes 23 (23.0%) 59 (32.8%) 0.613 (0.350-1.073) 0.086 0.728 (0.397-1.334) 0.304
CATASTROPHIC EVENTS
No 64 (31.4%) 140 (68.6%) 1 1
Yes 36 (47.4%) 40 (68.6%) 1.969 (1.149-3.374) 0.014 2.148 (1.203-3.837) 0.010*

*Positively significant according to multivariable analysis.

CL: 1.05-2.8, AOR = 2.016; 95% CI: 1.13-3.5). The blood
relationship with the husband did not show any significant
association with prenatal depression on bivariate analysis and
multivariable analysis. Presence of catastrophic events over
the past 1 year imposed a two times higher and significant
risk of developing prenatal depression among the respondents
(COR = 1.969; 95% CI. 1.14-3.37, AOR = 2.148; 95% CI:
1.20-3.83, p-value = 0.010). History of mental illness was
not included in the analysis because only one respondent

had history of this kind and was undergoing treatment
with medications.

Association of Prenatal Depression With

Physiologic Parameters (Table 5)

Table 5 shows the association between physiologic parameters
with prenatal depression. Presence of anemia (COR = 1.621;
95% CI: 0.9-2.7, AOR = 1.586; 95% CI: 0.91-2.75) showed some
strong association with prenatal depression although this was
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TABLE 5 | Association of prenatal depression with physiological parameters (N = 280).

Physiological parameters Depressed Non-depressed Bivariate analysis crude P-value Multivariate analysis P-value
mothers (>13) mothers (<13) OR (95% CI) adjusted OR (95% CI)
(n =100) (n =180)
BODY MASS INDEX
Normal 56 (56.0%) 96 (53.3%) 1
Underweight 12 (12.0%) 21 (11.7%) 0.980 (0.448-2.141) 0.959
Obese 32 (32.0%) 63 (35.0%) 0.871 (0.508-1.491) 0.614
ANEMIA
Present 41 (41.0%) 54 (30.0%) 1.621 (0.973-2.701) 0.063 1.586 (0.912-2.756) 0.102
Absent 59 (59.0%) 126 (70.0%) 1 1

not statistically significant. No association found between BMI
and depression.

DISCUSSION

In this study we have measured the prevalence of prenatal
depression among pregnant women and its association with
certain risk factors such as socio-demographic characteristics,
obstetric history, social support, marital discord, spouse physical
and sexual violence, and physiologic measurements which
included body mass index and hemoglobin level.

The mean age of respondents was 23.02 & 3.40 years, which
reflects upon the Indian cultural tradition of early marriage and
parenthood. The prevalence of depression during pregnancy was
37.8% which is suggestive of a high probability of depression
(using an EPDS cutoff score >13) among the respondents. The
prevalence of prenatal depression makes it a significant public
health issue in the study region. EPDS has been validated for
use in India and Karnataka (26). Our study used a cut off score
of more than or equal to 13 to identify women with depression;
this yields a sensitivity of 100% and specificity of 84.9% in Indian
settings (27). Another study from Karnataka showed an almost
similar prevalence of 36.8% (21) whereas George et al., Ajinkya
et al., and Bavle et al. observed much lower prevalence rates of
16.3% in coastal south India (35), 9.18% in Navi Mumbai (22),
and 12.3% in Bangalore (36), respectively. This difference could
be attributed to diversity in the socio-economic status, socio-
cultural and psychosocial factors such as social support which
might vary across different regions in the country. Moreover, this
study was conducted in a public sector hospital setting, which
in itself could pose as a risk factor and predictor for prenatal
depression (28) due to inadequate quality of care in such settings.

In our study, majority of the study participants belonged
to the low income group. Although we could not document a
significant association with socio-economic status, the risk of
depression during, and after pregnancy is higher among the
socially disadvantaged group (10, 37, 38). It is hypothesized that
low income increases the likelihood of poor living conditions,
financial struggle and influences interpersonal relationships
which could lead to psychosocial stress. Over a third of the study
participants were high school graduates though over 90% were
not working; however there was no association of education and

occupation with depression. Bavle et al. (36) in their study among
pregnant women in Bangalore observed that being educated but
not employed outside the house could predispose to depression
during pregnancy. Study findings from other low income settings
point toward a significant association of a woman’s occupation
with depression: women who were housewives or employed
in the private sector or as a laborer or merchant business
were prone to get depressed during pregnancy (39, 40). Other
socio-demographic factors such as age, husband’s education,
and occupation did not predict the occurrence of depression
in the present study even though some studies have identified
young age as a risk factor (41, 42). In Asian settings, having an
unemployed or uneducated husband increases the probability of
depression (43, 44).

Among the obstetric history variables, unplanned pregnancy
increased the odds of depression on bivariate analysis. However,
no significant association was observed on multivariate logistic
regression analysis. Other studies show that the chance of
getting depressed is higher in case of an unplanned pregnancy
(15, 37, 45). Similarly multigravidity appeared to be risk
factor for depression on bivariate analysis but not on logistic
regression analysis although some studies do report a significant
relationship (36, 46).

In this study, among the psychosocial factors, presence of
spouse physical and sexual violence and pregnancy related
anxiety were significant risk factors for prenatal depression in the
multivariable analysis. Earlier research has also reported a strong
relationship between domestic violence and the risk of depression
in pregnancy in high as well as middle to low—income settings
(47, 48). Moderate and low social support were significantly
related on bivariate but not on multivariate analysis. The linkage
between poor social support and prenatal depression has been
well-documented (49, 50). Low social support may increase
mental stress by inducing feelings of insecurity, predispose
toward substance abuse (51), and promote interpersonal conflict
(52). The findings from the present study are concurrent with the
study results reported by Nongrum et al. India (53), George et al.
in Southern India (35), Silva et al. in Brazil (42), and Bernard
et al. in Jamaica (54). Depression and anxiety show frequent
co-existence and anxiety may emerge as a strong predictor for
depression (24, 37). Mohamad et al. (55) and Edward et al. (56)
also demonstrated that anxiety strongly increased the risk of
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suffering from depression during pregnancy. Even a history of
mental illness can pose as a risk factor for depression (57, 58);
however in our study only one respondent appeared to have
such a history. Marital discord appeared predict presence of
depression on bivariate but not on multivariate analysis; other
studies report that this is e a well-established risk factor due to
its influence on social support (59, 60). Likewise consanguinity
seemed to be associated with depression only on bivariate testing.
Consanguineous marriages are fairly prevalent in South India
and clinical observations have reported a high prevalence of
depression in such communities (61) which could be genetically
driven (62). A major catastrophic event in the past 1 year was
an important risk factor which was significantly associated with
prenatal depression in this study; this is consistent with the study
results reported by Leigh et al. (63) and Shakeel et al. (58).
Another study reported that negative life events may lead to
persistent higher levels of depressive symptoms since positive life
events can decrease the severity of depression over time (64).
Among the physiologic measurements, anemia
significantly associated with depression on bivariate although
not so on multivariate analysis. This is in agreement with the
study findings reported by Lukose et al. (65); however Yilmaz
et al. depicted the existence of such an association between
depressive symptoms and anemia in the third trimester of
pregnancy (66). Body mass index was not linked with the risk
of prenatal depression in the present study. Research done in
other countries reportedly point toward an interconnection
between obesity and depression (67, 68). The causal pathway
could include inflammation (62), hormonal imbalance (69), or
sleep disturbance (70).

was

STUDY STRENGTHS AND LIMITATIONS

This study focuses on prenatal depression which has received less
attention than postnatal depression. All the instruments/scales
used to measure the study variables had good psychometric
properties. Our study had few a limitations. Antenatal care at
such hospitals is mostly availed by pregnant women from the
lower and middle—income groups in a community. Hence the
findings from this study cannot be extrapolated to pregnant
women belonging to the high income group as there could be
variations in the psychosocial factors and standard of living.
As a part of the cohort study protocol, we excluded women
with high risk pregnancies and those with a history of intake
of steroidal medication over the past 1 year; this could limit
the generalizability of the study findings. Adverse obstetric
complications during pregnancy can modulate the mental health
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Background: Children of parents with mental illness (COPMI) are a high-risk group.
There is a strong association between parents’ psychiatric disorders and the incidence
of psychopathology in their children. These children need to be identified and supported
by mental health workers early, and hence, clinical practice in adult mental health
services needs to change from a focus on individual patients to a more systemic family
focus. “Semente,” a mental health promotion program developed by the Psychiatry
Service of Fernando Fonseca hospital (Lisbon, Portugal), had been established to
identify these children and families and promote their mental health, by decreasing
the impact of risk factors and promoting protective factors. The program included
preventive COPMI interventions and implementation of activities offered to families
with children in the mental health care. The aim of the present study was to evaluate
changes in mental health care after the training in “Child Talks” intervention (two to
three psycho-educational meetings with parents and children) and implementation of
the “Semente” program.

Methods: Participants (N = 51) were all professionals from Psychiatric Service of
Fernando Fonseca Hospital who received Child Talks training. The Family-Focused
Mental Health Practice Questionnaire (FFMPQ) was used to measure change in
professionals’ attitudes, knowledge, confidence, and organizational structure in
working with these families. All participants filled in the questionnaire before training
and 10 months later.

Results: The results showed that, from pre- to post-measurement, the professionals
changed clinical practice significantly. The largest changes were visible in the improved
provision of support at the workplace for family-focused practice and the clarity and
availability of the policies and procedures. Furthermore, the skill and knowledge of the
mental health workers showed significant improvement at posttest.

Conclusion: The positive results of this study were not unexpected; the training,
implementation of routines, and procedures as well as workplace support were aims
of the “Semente” program. Interpretation of the results should be taken with caution
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because of the small sample and the lower reliability of some of scales of the FFMPQ.
The results indicate that professionals moved from patient focus to family focus during the
implementation of the “Semente” program.

Keywords: family focused, mental illness, parenting, implementation, children of parents with a mental

iliness (COPMI)

INTRODUCTION

Children of parents with mental illness (COPMI) are a high-risk
group in society. About 15-23% of children live with a parent
with a mental illness worldwide (1, 2). Recent research has
demonstrated a strong association between parental psychiatric
disease and a higher psychiatric risk in their children (3, 4).
About one-third of these children experience serious mental
health problems when they grow up, and another one-third
experience more serious and long-term adjustment issues (2,
5). To illustrate, a prospective cohort study of 256 children who
have a parent with depression or anxiety showed that 38% had
developed an affective or anxiety disorder by age 20. At 35 years
old, about 65% had depression or an anxiety disorder (6).

In the last decades, many studies showed adverse outcomes
in children of parents suffering from mental illness, including
negative effects on children’s social, behavioral, emotional, and
cognitive development (4, 7-9). Moreover, school failure and
deficits of social competence at a young age are very common
(10-12), sometimes followed by poor functioning at work and in
intimate relationships later in life (13) and are at higher risk for
suicidal behavior (14).

Mental health stigma and social isolation of these families
have contributed to the lack of attention to these children. It
is also a population with high genetic and social risk, namely,
transmission of mental disorders from parents to children,
inheritance of social environment framework of the family,
neglect, child abuse, and dysfunctional family interactions
associated with the parental psychopathology (3, 8, 15, 16).
These children and adolescents frequently suffer in silence from
the problems of their parents’ mental illness. Several studies have
demonstrated that they often experience social isolation. Their
social contacts could be limited because of their parents’ poor
functioning. Frequently, the child takes over a parental role in
the family. On the other hand, stigma that involves their parents’
mental illness can create negative feelings, such as shame and
guilt. Because of that, these children tend to not communicate
about their emotional experiences at home (17).

Given this scenario, it becomes evident that preventive
intervention is clearly needed to minimize the adverse effects
of having parents with mental illness. In their review on
interventions to prevent emotional problems in COPMI in the
Netherlands, Van Doesum and Hosman (18) postulated that
many of the identified risk and protective factors may be sensitive
to modulation following exposure to preventive interventions.
They pointed to a range of interventions that focus specifically
on parents and entire families: making them aware of the impact
of the home situation for the children, supporting and informing

them, improving the quality of parent-child interaction, and
facilitating external social support for children and parents. In
Australia and several countries in Europe, prevention programs
for children of parents with a mental illness have been developed
and are considered a high priority in public mental health policy.
Internationally, there is increasing evidence demonstrating the
effectiveness of a number of interventions to prevent COPMI
from developing problems themselves [e.g., Refs. (7, 19-21)].
However, implementing such interventions requires a systematic
approach to changing the behavior of adult mental health service
practitioners (22). Children of mentally ill parents need to be
identified and supported in adult mental health care in an early
phase, and hence, clinical practice in adult mental health services
needs to change from a patient focus to a family focus.

However, implementing changes in the practice of adult mental
health care to facilitate identification and support of children of
mentally ill patients can be challenging, and this large population
of high-risk children remains overlooked. There is a lack of
natural or systematic communication between psychiatrists
treating ill patients and child psychiatry services. Professionals
who are treating the parents do not often inquire about the
development and mental health of their children. Similarly,
pediatric psychiatric teams rarely work with parents’ clinicians,
even though both groups of mental health professionals are
aware that chronic mental disorders burden families (23).

Nevertheless, according to a systematic literature review
by Siegenthaler and colleagues (24), interventions to prevent
mental disorders or psychological symptoms in COPMI appear
to be effective and decrease the risk of developing the same
mental illness as the parent by 40%. A current meta-analysis
of Thanhauser and colleagues (25) confirmed significant but
small effects on preventive interventions for COPMI. They
found small significant effect sizes enhancing mother-infant
interaction and small effects on global child’s psychopathology
as well as internalizing problems in adolescents. Interventions
addressing parents and children together produced overall
larger effects. Research on family-focused practice showed
that recognition of the benefits of including families in mental
health care is increasingly growing (26-28). It is being reflected
in governments’ policies and standards, and these interventions
are an effective response to these families when collaboration
with a range of service sectors and professions is included (26,
29, 30). A continuum of family-focused activities for mental
health professionals is reccommended when working with parents
with mental illness, ranging from assessing their parenting
competence to providing appropriate information and resources
to family members to providing a liaison with other services to
give the family support as needed (31). In a recent meta-analysis,

Frontiers in Psychiatry | www.frontiersin.org

May 2019 | Volume 10 | Article 305


https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org

van Doesum et al.

The Impact of the “Semente” Program on the Family-Focused Practice

Foster and colleagues (26) identified six core, interrelated family-
focused practices: assessment; psychoeducation; instrumental,
emotional, and social support; family care planning and goal
setting; as well as liaison between families and services. They
found that the most commonly described feature of family-
focused practices in mental health services was psychoeducation.
According to Reupert and Maybery (32), it is essential to develop
the most appropriate interventions. They argue that COPMI
may be educated about their parents mental illness through
bibliotherapy, peer support groups, and individual consultations
with mental health professionals and family consultations with
mental health professionals.

It is clear that receiving psycho-education about the parent’s
mental disorder, understanding the reasons for changes in
behavior, and knowing and talking about what is happening
within the family is important for children as well as for the
parents (7, 27, 33). Communication in the family not only
encourages family problem solving but also has been proven to
build both child and family resilience. One of the interventions
focused at the family is Child Talks, developed in the Netherlands
(18, 34). It is a brief intervention that was developed so
professionals can offer support when their patient has children.
Adult mental health workers are trained in talking to parents
and children, and they offer this intervention as part of the
treatment (34). Child Talks consists of three conversations with
the parents and the children together and focuses on children in
the family, parental concerns, and how parental mental health
problems may have an impact on children. It also includes a talk
with the children and parents together. It is designed as a basic
offer for all parents with mental illness and/or substance abuse
and can be used as a standard procedure to talk with parents
and children in the adult mental health care. When a parent is
registered in the adult mental health care, Child Talks is offered
during the intake meeting by the therapist of the parent or by a
child responsible person specially appointed to talk to the family.
The family sessions are offered at the clinic or during home visits.
Child Talks is implemented and adopted in northern Norway
(16). Regarding this intervention, Reedtz and Lauritzen (35)
found in a retrospective study of electronic patient journals in
the University hospital in north Norway that implementing Child
Talks in adult mental healthcare may lead to clear identification
of patients who are parents and more referrals of children in need
of more extensive interventions (N = 5,268 in 2010, N = 5,599 in
2011, and N = 5,705 in 2012).

Nonetheless, the implementation of these interventions
requires a great deal of involvement of professionals. Lauritzen
and her colleagues (36) evaluated the factors that may facilitate
or hinder a family focus in the treatment of parents with mental
illness in Norway in a sample of 219 professionals, and concluded
that professionals with additional training in family-focused
approaches to treatment, such as Child Talks, are found to be
more open to and active in pursuing a child-focused clinical
practice. To evaluate the professionals’ perceptions about their
own practice, Maybery et al. (37) designed the Family Focused
Mental Health Practice Questionnaire (FEMHPQ). The authors
compared different groups of professionals in terms of their
use of family-focused practices. They concluded that “where

more intensive intervention is required for these families,
the professionals involved will need training in relation to the
evidence-based interventions that are known to be effective with
this target group.” Given this, it is recommended that all adult
mental health professionals should receive workplace training in
basic family-focused practice (30).

The Semente Program

“Semente” is a mental health promotion program developed by
the Psychiatry Service of Fernando Fonseca Hospital, a general
hospital in the suburbs of Lisbon (Portugal). It was established
with the financial support of EEA grants,! with the objective
of identifying COPMI and supporting them with preventive
interventions. The program is intended to implement new
practices focused on prevention, and targets children and
families with parental psychopathology. Being responsible for the
treatment of patients with mental disorders, the Adult Psychiatry
professionals have easy access to these children through their
parents who are also patients.

More specifically, the “Semente” program aims to promote
children’s mental health and prevent the development of
later mental health problems in this vulnerable group, by
early identification of these children and improving parental
competencies in parents with psychiatric disorders, as well as
providing treatment of psychiatric symptoms in the children by
the Child Adolescent Psychiatry service, when necessary.

The development of “Semente” was based on the organizational
model of the Psychiatry Service, which has a main focus on
community interventions, and was made possible through the
establishment of partnerships with primary health care, public
health, the municipalities, child protection services, schools, and
several NGOs. This Service is organized in a community-based
model to improve the access of patients with mental disorders,
reduce stigma, and reinforce support networks for the patients
and their families. The service integrates four community
multidisciplinary mental health teams, responsible for the treatment
of adult patients—mainly those with severe psychiatric disorders—
and a Child and Adolescent Psychiatric Unit. There is a close relation
and communication between the child and the adult psychiatry
teams, which coordinate their work with complex families, through
monthly meetings and regular case discussion and supervision.

“Semente” has focused on making mental health workers aware
of the vulnerability of COPMI and has trained professionals in a
new approach involving the children of patients with a mental
illness as an issue in their daily practice. Training on COPMI
preventive interventions focused on their needs is of great value
to guarantee further implementation of this program, as well as
the accuracy of structured interventions. The chosen approach
includes the family-focused preventive intervention Child Talks.
The choice of this intervention was based on reflections on how
to reconcile preventive interventions with the great demands of
clinical practice in order not to overload professionals. All the

! The EEA (European Economic Area) Grants represent the contribution of
Iceland, Liechtenstein, and Norway to reducing economic and social disparities
and to strengthening bilateral relations with 15 EU countries in Central and
Southern Europe and the Baltics.
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professionals from the Adult Mental Health Community teams
and from Child and Adolescent Psychiatry team were trained
in the Child Talks intervention according to the training model
developed in the Norwegian project by Reedtz and colleagues
(16). The training consists of 1.5 days of lectures and role playing
concerning how to talk to parents and children, as well as
discussions about barriers and possible solutions.

The Current Study

The overall aim of the present study was to evaluate changes in the
self-perception that clinicians have about their clinical practice
after the training in basic family-focused practice Child Talks.
The following research questions were posed: 1) Will training in
Child Talks change a patient-centered focus into a family focus
in adult mental health practice? 2) Will training in Child Talks
change professional attitudes towards working with patients who
are parents? 3) Will training in Child Talks improve organizational
policy and support? 4) Will training in Child Talks improve
workers skills and knowledge in working with the whole family?

METHOD

Participants

The participants in the study are the professionals in the adult
and child psychiatric facility at Fernando Fonseca Hospital, since
these two groups of professionals were involved in the program
in order to better evaluate and respond to the needs of all patients’
family members.

At pre-measures, 51 mental health workers responded,
corresponding to 90% of the total staff (12% were child
providers). As described in Table 1, the respondents were mostly
women (82% of the cases), and their age ranged between 24 and
56 years old. At post-measures, after the training of Child Talks,
46 professionals responded, with essentially the same gender
ratio (85% women) and age range (between 25 and 57 years old)

TABLE 1 | Sociodemographic characteristics of participants at pre- and
post-measurement.

Pre (N = 51) Post (N = 46)
Gender
Women 42 39
Men 9 7
Mean age
Women 42 43
Men 34 35
Adult psychiatry 45 40
Child psychiatry 6 6
Profession
Social worker 5 5
Nurse 10 9
Psychiatry resident 12 12
Psychologist 7 6
Psychomotor therapist 3 3
Psychiatrist 10 8
Child psychiatrist 1 -
Occupational therapist 3 3

as the full sample. The retention rate was 90%. Professionals
from both adult and child psychiatry participated at both
measurement points. The study was approved by the Ethical
Health Commission of the Hospital Prof. Doutor Fernando
Fonseca, ensuring a good clinical practice.

Materials
Sociodemographic characteristics. A short questionnaire was
developed to collect information on gender, age, and profession.
Family Focused Mental Health Practice Questionnaire
(FFMHPQ). This questionnaire was used to measure changes in
training needs, interests, and attitudes regarding family-focused
practice over a period of time. The scale is designed and tested
by Maybery and colleagues (37). Family-focused mental health
practice is defined by how professionals involve the whole family
in treatment and examines the parenting role of the patient.
The questionnaire includes 49 items and 16 subscales with
statements relating to professionals’ knowledge and skills about
family issues; their interest in working with children, parents,
and families; their perception of organizational policy and
support for family-sensitive practice; and their level of family-
focused practice undertaken in their work. Table 2 shows the
questionnaire’s subscales, with definitions and examples of items.
Each item is rated on a seven-point Likert scale (ranging from
strongly disagree to strongly agree). A low score on the subscales
suggests a low degree of family focus, and a high score shows
high degree of family focus. The measure has a good content and
construct validity and generally fair internal subscale reliability
(38). The questionnaire was used in several samples with variety
of professional disciplines in the mental health care in Australia
(e.g., 30) and in a sample of Irish mental health nurses (39).
The questionnaire was translated into Portuguese by the project
team and back into English to ensure good reliability. Cronbach
alphas were computed for all subscales and range from .42 to .81
(see Table 2). The subscale “local issues” had an unsatisfactory
reliability of Cronbach’s a = .26 and was hence excluded in the
results.

Procedure

Training. In July 2015, the whole staff was trained in the
Child Talks intervention by a trainer from the Netherlands; a
supervision meeting with the trainer followed in November.
After the training, everyone was able to use Child Talks in their
practice. The evaluation of the training was carried out through
the administration of a qualitative questionnaire, where questions
were asked about the global satisfaction with the training, the
quality of the content, the structure and the organization of the
training, the clarity of the objectives, theoretical background
and aspects of application of the intervention, some aspects
of motivation to use Child Talks, perceived confidence in
working with children and families, and overall opinion of this
intervention. The participants answered on a scale from 1 (Very
dissatisfied) to 5 (Very Satisfied), and responses ranged from
4 to 5—participants considered the training overall very well
organized, useful, a way of increasing competencies in relation
to COPMI, and very good initiative to improve communication
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TABLE 2 | Subscales of the FFMHPQ, definition and item examples (retrieved from 37).

Cronbach’s alpha  Subscale Definition Example item
.66 Workplace support The workplace provides support for family- My workplace provides supervision and/or mentoring to
(2 items) focused practice support workers undertaking child-related work in regard to
their consumer-parents
.78 Time and workload Time or workload issues regarding family- There is no time to work with families or children
(8 items) focused practice
.50 Policy and procedure Family focused policy and practices are Government policy regarding family-focused practice is very
(2 items) clear at the workplace clear
.53 Professional development There are opportunities for professional My workplace provides little support for further training in
(2 items) development regarding working with families ~ family-focused practices
42 Coworker support The support from other workers regarding | often receive support from co-workers in regard to family-
(2 items) family-focused work focused practice
A7 Family and parenting Providing resources and referral information | regularly provide information (including written materials) about
support to consumers and their families mental health issues to the children of consumer-parents
(5 items)
.53 Work confidence The level of confidence the worker has in | am not confident working with consumer-parents about their
(8 items) working with families, parents and children parenting skills
71 Support to carers and The level of information, advocacy and Rarely do | advocate for the carers and/or family when
children referral provided to carers and children communicating with other professionals regarding the
(2 items) consumer-parent’s mental ilnesses
.54 Engagement issues The opportunity for engagement with family Discussing issues for the consumer parent with others
(8 items) members (including family) would breach their confidentiality
79 Assessing impact on child How well the worker assesses the impact of | am able to determine the developmental progress of the
(2 items) the parent iliness on the children children of my consumer-parents
.81 Training Worker willing to undertake further training | would like to undertake future training to increase my
(4 items) skills and knowledge for working with the children of
consumer-parents
76 Skill and knowledge Worker skill and knowledge regarding | am knowledgeable about how parental mental illness impacts
(5 items) impact of parental mental illness on children on children and families
44 Service availability There are programs to refer families to There are no parent-related programs (e.g., parenting skills) to
(2 items) refer consumer-parents to
.69 Connectedness Workers assessment of parent awareness | am able to determine the level of importance that consumer-
(8 items) of child connectedness parents place on their children maintaining strong relationships
with other family members
.58 Referrals Referring family members to other programs | refer consumer-parents to parent-related programs (e.g.,
(2 items) parenting skills)
.52 Interdisciplinary cooperation Workers possibility to cooperate with other Children and families ultimately benefit if health professionals

(4 items)

professionals

work together to solve the family’s problems

FFMHPQ, Family Focused Mental Health Practice Questionnaire.

between parents and children, and also indicated that the
management supported implementing Child Talks in the future.

Practicing Child Talks. The patients with children under
18 years old were gradually identified during regular consultation
at community mental health teams. An administration form was
developed so that mental health workers could identify these
families, and refer them to Child Talks intervention. During
interventions, the professionals filled a logbook of the family
meetings. Although Child Talks was not initially designed to
be delivered by two mental health workers, the project team
decided that their meetings with parents and children should
be done by two persons, one of them the professional being the
professional who regularly provides treatment to the patient.
Between two and three sessions were offered to the families who
agreed to participate. The fidelity was checked by a supervision
meeting with the trainer, and all cases were discussed as part of
the monthly staff meetings in the psychiatry service of hospital
Fernando Fonseca.

Measurements. The FFMHPQ was distributed by the
coordinating team of “Semente” before the training on Child

Talks (pre-test) to all the mental health professionals of the
Psychiatry Service. The second measurement was performed
10 months later when Child Talks was already implemented in
the mental health service (Posttest).

Data Analysis

All statistical analyses were performed with SPSS (version 25).
Descriptive analyses were used to explore the demographic
details of the groups. A dependent sample t-test was used to test
the difference between the pre- and post-implementation phase.
Cohen’s d was calculated to express effect sizes. A Cohen’s d = .80
is a large effect, d = .50 is a medium effect, and d = .30 is a small
effect.

RESULTS

Change in Family Focus
In general, the results indicated that, from pre to post, the
professionals of the mental health care in the Fonseca Hospital
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changed their perception about clinical practice significantly
by increasing their competencies and moving their focus to the
children of their patients (see Table 3). Overall, medium to large
changes were seen in 11 of the 16 scales of FFMHQ.

Professional Attitudes Working With
Patients Who Are Parents

Results showed moderate positive changes (Cohen’s d between .49
and .59) in the professionals’ perception of their clinical practice
regarding the way they address family and parenting, and in their
self-confidence in working with the whole family. No changes
were visible in the engagement with family members, neither in
support to caregivers, children, nor other engagement issues.

Organizational Policy and Support

The organizational policy and support improved significantly,
especially the provision of support in the workplace related to
family-focused practice (like supervision), as well as the clarity
in and availability of policy and procedures (Cohen’s d between
.79 and .81). A smaller change was found in the opportunity
for professional development regarding working with families
(Cohen’s d = .50). No changes were found in time available,
workload, or coworker support.

Worker Skill and Knowledge

Skills and knowledge of the mental health workers related to
the impact of parental mental illness on children improved
significantly at posttest (Cohen’s d = .90). Moderate positive
changes were found in the improvement of the mental health

workers™ ability to assess the impact of the parental illness on
the children; the professionals believe in making services more
available and that they increased the number of referrals Cohen’s
d between.49 and.59. For interdisciplinary cooperation and
training, both subscales declined significantly at posttest. The
means of these subscales were already high both in pre- and
post-training—both areas most valued by professionals, with the
highest scores for all the subscales in post-test. No effect was found
in the importance of parents’ awareness of child connectedness,
e.g., relationships with family members and friends.

DISCUSSION

The findings of this study showed that the self-perception about
clinical practice in the mental health care of the participating
hospital changed from pre- to post-measurement. During
this time, professional received training in Child Talks and
implemented new routines. Consecutively, we found evidence of
change in each of the four research questions. 1) Based on the
overall improvement in family-focused practice after 10 months,
we interpret the findings of the study such that the patient focus
of the professionals changed into an approach where they focused
more on the whole family. 2) Furthermore, the improvement of
professionals’ self-confidence in working with the whole family
is evident in the professional attitudes in working with patients
who are parents, and these attitudes changed in a way where they
address family and parenting to a higher degree after training
and implementation. 3) The organizational policy and supports
showed improvement as the provision of support for family-
focused practice in the workplace increased. Also, the clarity

TABLE 3 | Paired t-tests of difference in outcome of subscales FFMHPQ between pre- and post-training.

Pre-test Post-test Cohen’s
t d
N =51 N =46
M SD M SD
1. Organizational policy and supports
- Workplace support 4.37 1.30 5.32 1.04 —4.077 0.81
- Time and workload 3.94 1.42 3.63 1.22 0.60 0.31
- Policy and procedure 2.91 1.05 3.76 1.10 —4.63™ 0.79
- Professional development 5.08 1.23 5.64 0.99 -2.36* 0.50
- Coworker support 5.04 1.01 511 0.88 -0.30 0.07
2. Working with patients who are parents
- Family and parenting support 3.29 0.79 3.69 0.86 —2.66™* 0.49
- Work confidence 4.31 1.04 4.77 0.93 —2.49* 0.46
- Support to carers and children 5.29 0.85 5.44 0.79 -0.91 0.18
- Engagement issues 4.41 0.80 4.40 0.70 0.28 0.01
3. Worker skill and knowledge
- Assessing impact on child 411 1.37 4.75 1.20 —2.46* 0.50
- Training 6.07 0.68 5.64 0.85 2.54* 0.55
- Skill and knowledge 4.00 1.06 4.90 0.92 -4.86™* 0.90
- Service availability 3.52 1.20 4.16 1.27 -2.10* 0.52
- Connectedness 4.82 0.97 5.12 0.91 -1.88 0.32
- Referrals 3.26 1.33 4.00 1.19 -2.63" 0.59
- Interdisciplinary cooperation 6.26 0.57 5.98 0.58 2.09% 0.49
*0 <.05; *'p <.01; **p <.001 (two-tailed test).
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and availability of policy and procedures, and the opportunity
for professional development regarding working with families
were strengthened. 4) Worker skill and knowledge improved
as the awareness about impact of parental mental illness on
their children and the way to assess this impact on the children
increased. Furthermore, the professionals started believing that
they could make services more available and that they could
increase the number of referrals. According to interdisciplinary
cooperation and training, both subscales significantly declined
at posttest, showing that there was less need for training and less
need for interdisciplinary cooperation.

Although the results of the study are mainly positive, one
should be careful with the interpretation of the results. First,
the results of this study were not unexpected, as the training
and implementation of new routines and procedures, as well as
provision of workplace support, were the aims of the “Semente”
project. As extra efforts (time, training, and finance) were
available during the 10-month period, this was not surprising.
Even though some large changes were found in organizational
policy and professionals” skills and knowledge, the changes in
clinical practice and the actual work with children and parenting
perspectives in patients were smaller. The question is whether
the changes in clinicians are sufficient and sustainable over
time. The short-term changes in the project can be seen as the
result of initial implementation stage, but long-term changes
in full operational stages in the innovative project will also
need to be evaluated (40). Therefore, the sustainability of the
implementation needs to be monitored in the subsequent years.
The stage where new interventions are installed and put into
use by all staff as a regular service is the most challenging stage
of implementation, and according to implementation theories
and experiences, it requires 2 to 4 years’ time (40). The reasons
for this are multifaceted, but for example, skilled mental health
workers and other well-trained staff will leave and must be
replaced, funding and leadership might change, external systems
can change, and new or other social problems arise. Research
on the implementation of the same intervention in adult mental
health services in Northern Norway showed a significant
increase in workers' identification of COPMI between pre-
and post-measurement (22), but only a minor, nonsignificant
increase at 5-year follow-up measurement (41). In terms of
family conversations, the results indicated that there had not
been any significant increase in the employees” experience with
family conversations during the implementation process (2010-
2015). These studies demonstrate that even though interventions
can be utilized to prevent and reduce the risk that children of
patients develop mental illnesses themselves, implementation
of new practice is time and resource consuming. In order to
succeed in implementing permanent practice changes, sufficient
resources such as time, personnel, and training/supervision must
be available to the workforce continually (41).

The second reason to interpret our positive result with
caution was that changes were not found in all subscales of the
questionnaire. One explanation is that the means of the subscales
“Support to caregivers and children” and “Coworker support”
were already high at pre-test. The scores on these variables
were comparable to a sample of Australian Psychiatric nurses

(M =5.39, SD = 0.84; 39), and hence, the professionals might
already give support to caregivers and children and were possibly
working together with colleagues on these matters. Another
explanation could be that they gave desirable answers before
training, as they already knew the importance of including the
children of their patients in their regular clinical practice. The
whole staff had been informed about the “Semente” program
2 months before training.

The third reason to interpret the results from this study with
caution is that the results are based on one measure, a self-report
of how the professionals view their family-focused practice. This
might not reflect their actual practice, as have been found in
other studies (42). Other data should also be collected to find out
how many patients with children are identified and in how many
cases Child Talks is offered (22).

The fourth reason important to acknowledge to be cautious is
the lower reliability (o between .44 and .58; see Table 2) in 5 of the
10 scales that showed improvement at posttest. We have decided
to leave them in because the original scales had satisfactory
internal consistency (37). It might be that due to the small sample
size of the study, the lower reliability rates were also found in an
evaluation study using the questionnaire in a smaller sample (43).

Nevertheless, positive changes took place in the level of
knowledge and awareness in the professionals at the hospital,
and these changes may provide a solid platform for sustained
changes in the focus of clinicians, as well as necessary changes
in clinical practice.

Limitations

This study did not include a control group; this was outside of
the scope of the project. Adding a comparison group in a future
research might show a clear relation between providing training
in COPMI interventions and improvement in family focus
practice in the workforce.

Although the FFMHPQ had been proven to be valid and
has a reasonable reliability (38), the reliability was poorer
in all the subscales in this study. One of the scales (Location
issues) had very a low reliability score, Cronbach’s a .26, and
was excluded. In addition, the reliability scores of all scales were
lower compared to the results of Maybery and colleagues (37).
This might be due to the smaller group of subjects in the present
study and that the translated version of the scale was not tested
for reliability in larger groups in Portugal. We recommend to
test the Portuguese questionnaire in a larger sample to make it
more reliable in detecting changes in family-focused practice.
In the further psychometric development of the measure,
Maybery and colleagues (38) report also poor Cronbach alphas
in the three scales: Location and engagement issues, and support
to carers and children. Future research using the FFMHPQ is
necessary to improve the reliability of the weaker items.

Furthermore, the time period between pre and post was
only 10 months. This is probably too short to see sustainable
practice change. The reason for 10 months post-measurement
was due to the lack of project funding after the initial training
and implementation. We recommend follow-up measurements
to evaluate changes after posttest measures.
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Also, as mentioned above, the results are based on self-
report; this is a limitation because it does not reflect the actual
family-focused practice. More aspects need to be monitored
like organizational structure, procedures, and support of the
management and also experiences of the families who have
received the Child Talks.

Implications and Recommendations

The results from this project indicate that specific training in
COPMI interventions may be a way to enable the workforce to
move from treatment to prevention and from a patient focus to
a family and children focus. Further research with a comparison
group is recommended to show that the changes in the professional
attitudes are related to training in COPMI interventions. Goodyear
and colleagues (27) showed in their study on the workforce in adult
mental health care in Australia that practice-based training in
family focus was the strongest predictor of family-focused practice.
The fact that this program has been developed in a Psychiatric
Service is of great relevance to its acceptance and feasibility for
the patients, as it is delivered by the community psychiatric
team with whom they have a close relationship. Although this is
a prevention program for the whole family, it also contributes to
reinforce the patient alliance with their mental health professional.
The collaboration and the experience of working together in Child
and Adult Psychiatry, as well as the regular communication with
partners in the community, is interpreted as facilitating factors in
the ongoing change process. These factors were prerequisites to the

REFERENCES

1. Leijdesdorff S, Van Doesum K, Popma A, Klaassen R, Van Amelsvoort T.
Prevalence of psychopathology in children of parents with mental illness
and/or addiction: an up to date narrative review. Curr Opin Psychiatry (2017)
30(4):312-7. doi: 10.1097/YCO.0000000000000341

2. Reupert A, Maybery D. What do we know about families where parents have
amental illness? A systematic review. Child Youth Serv (2016) 37(2):98-111.
doi: 10.1080/0145935X.2016.1104037

3. Hosman CM, van Doesum KT, van Santvoort E. Prevention of emotional
problems and psychiatric risks in children of parents with a mental illness
in the Netherlands: I. The scientific basis to a comprehensive approach. Adv
Mental Health (2009) 8(3):250-63. doi: 10.5172/jamh.8.3.250

4. Reupert A, Maybery D, Nicholson ], Gopfert M, Seeman MV. Parental
psychiatric disorder: distressed parents and their families. 3rd edition Cambridge,
UK: Cambridge University Press, UK (2015). doi: 10.1017/CB0O9781107707559

5. Brockington I, Chandra P, Dubowitz H, Jones D, Moussa S, Nakku J, et
al. WPA guidance on the protection and promotion of mental health in
children of persons with severe mental disorders. World Psychiatry (2011)
10(2):93-102.

6. Havinga PJ, Boschloo L, Bloemen AJP, Nauta MH, De Vries SO, Penninx
BWJH, et al. Doomed for disorder? High incidence of mood and anxiety
disorders in offspring of depressed and anxious patients: a prospective cohort
study. J Clin Psychiatry (2017) 78(1):e8-e17. doi: 10.4088/JCP.15m09936

7. Bearslee WR, Wright EJ, Gladstone TRG, Forbes P. Long-term effects
from a randomized trial of two public health preventive interventions for
parental depression. ] Div Fam Psychol Am Psychol Assoc (Division 43) (2007)
21(4):703-13. doi: 10.1037/0893-3200.21.4.703

8. Goodman SH, Gotlib IH. Risk for psychopathology in the children
of depressed mothers: a developmental model for understanding
mechanisms of transmission. Psychol Rev (1999) 106(3):458-90. doi:
10.1037//0033-295X.106.3.458

successful provision of support network for families dealing with
psychiatry disorders and their children.

Besides introducing Child Talks in mental health service
supports in the implementation of family focus in the adult
health care, further research should evaluate the effectiveness of
this brief intervention.

The ethical questions related to the relevance of intervening,
as opposed to doing nothing for these children, prompted the
professionals who were planning the project to implement a
sufficient strategy by including preventive interventions in the
mental health care. Given this, we strongly recommend further
training of mental health professionals in order to strengthen this
new approach from treatment to prevention.

ETHICS STATEMENT

The Ethical Health Commission of Prof. Doutor Fernando
Fonseca Hospital approved the project. They determined that
written informed consent was not required for this study.

AUTHOR CONTRIBUTIONS

All authors contributed to the paper in having read and
commented on the manuscript text. KvD, TM, CP, ML, CL, and
CR put the paper into writing. TM, CP, ML, JM, and LT collected
the data. All authors approved the final version of the paper.

9. Murray L, Sinclair D, Cooper P, Ducournau P, Turner P, Stein A. The
socioemotional development of 5-year-old children of postnatally depressed
mothers. ] Child Psychol Psychiatry (1999) 40(8):1259-71. doi: 10.1017/
5002196309900476X

Beardslee WR, Gladstone TRG, O’Connor EE. Transmission and prevention
of mood disorders among children of affectively ill parents: a review.
J Am Acad Child Adolesc Psychiatry (2011) 50(11):1098-109. doi: 10.1016/j.
jaac.2011.07.020

Downey G, Coyne JC. Children of depressed parents: an integrative review.
Psychol Bull (1990) 108:50-76. doi: 10.1037//0033-2909.108.1.50

Leverton TJ. Parental psychiatric illness: the implications for
children. Curr Opin Psychiatry (2003) 16(4):395-402. doi: 10.1097/01.
y€0.0000079218.36371.78

Weissman MM, Wickramaratne P, Nomura Y, Warner V, Pilowsky D, Verdeli
H. Offspring of depressed parents: 20 years later. Am ] Psychiatry (2006)
163(6):1001-8. doi: 10.1176/ajp.2006.163.6.1001

Mok Pearl LH, Bocker Pederson C, Springate D, Astrup A, Kapur N, Antonsen
S, et al. Parental psychiatric disease and risks of attempted suicide and violent
criminal offending in offspring: a population-based cohort study. ] Am Med
Assoc (2016) 73(10):1015-22. doi: 10.1001/jamapsychiatry.2016.1728

Harold GT, Rice F, Hay DF, Boivin J, Van Den Bree M, Thapar A. Familial
transmission of depression and antisocial behavior symptoms: disentangling
the contribution of inherited and environmental factors and testing the
mediating role of parenting. Psychol Med (2011) 41(6):1175-85. doi: 10.1017/
$0033291710001753

Reedtz C, Lauritzen C, Van Doesum KTM. Evaluating workforce
developments to support children of mentally ill parents: implementing new
interventions in the adult mental healthcare in Northern Norway. BMJ Open
(2012) 2:¢000709. doi: 10.1136/bmjopen-2011-000709

Mordoch E, Hall WA. Children living with a parent who has a mental illness:
a critical analysis of the literature and research implications. Arch Psychiatr
Nurs (2002) 16(5):208-16. doi: 10.1053/apnu.2002.36231

10.

12.

13.

14.

15.

16.

17.

Frontiers in Psychiatry | www.frontiersin.org

96

May 2019 | Volume 10 | Article 305


https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org
https://doi.org/10.1097/YCO.0000000000000341
https://doi.org/10.1080/0145935X.2016.1104037
https://doi.org/10.5172/jamh.8.3.250
https://doi.org/10.1017/CBO9781107707559
https://doi.org/10.4088/JCP.15m09936
https://doi.org/10.1037/0893-3200.21.4.703
https://doi.org/10.1037//0033-295X.106.3.458
https://doi.org/10.1017/S002196309900476X
https://doi.org/10.1017/S002196309900476X
https://doi.org/10.1016/j.jaac.2011.07.020
https://doi.org/10.1016/j.jaac.2011.07.020
https://doi.org/10.1037//0033-2909.108.1.50
https://doi.org/10.1097/01.yco.0000079218.36371.78
https://doi.org/10.1097/01.yco.0000079218.36371.78
https://doi.org/10.1176/ajp.2006.163.6.1001
https://doi.org/10.1001/jamapsychiatry.2016.1728
https://doi.org/10.1017/S0033291710001753
https://doi.org/10.1017/S0033291710001753
https://doi.org/10.1136/bmjopen-2011-000709
https://doi.org/10.1053/apnu.2002.36231

van Doesum et al.

The Impact of the “Semente” Program on the Family-Focused Practice

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

. Van Doesum KT, Hosman CM. Prevention of emotional problems

and psychiatric risks in children of parents with a mental illness in the
Netherlands: II. Interventions. Adv Mental Health (2009) 8(3):264-76. doi:
10.5172/jamh.8.3.264

Compas BE, Forehand R, Keller G, Champion JE, Rakow A, Reeslund KL,
etal. Randomized controlled trial of a family cognitive-behavioral preventive
intervention for children of depressed parents. ] Consult Clin Psychol (2009)
77(6):1007-20. doi: 10.1037/a0016930

Van Doesum KTM, Riksen-Walraven JM, Hosman CMH, Hoefnagels
C. A randomized controlled trial of a home-visiting intervention
aimed at preventing relationship problems in depressed mothers
and their infants. Child Dev (2008) 79(3):547-61. doi: 10.1111/
j.1467-8624.2008.01142.x

Van Santvoort F Hosman CMH, Van Doesum KTM, Janssens JMAM.
Effectiveness of preventive support groups for children of mentally ill or
addicted parents: a randomized controlled trial. Eur Child Adolesc Psychiatry
(2014) 23(6):473-84. doi: 10.1007/s00787-013-0476-9

Lauritzen C, Reedtz C, Van Doesum KT, Martinussen M. Implementing
new routines in adult mental health care to identify and support children
of mentally ill parents. BMC Health Serv Res (2014) 14:58 doi: 10.1186/
1472-6963-14-58

Maziade M. At risk for serious mental illness—screening children of patients
with mood disorders or schizophrenia. N Engl ] Med (2017) 376(10):910-2.
doi: 10.1056/NEJMp1614545

Siegenthaler E, Munder T, Egger M. Effect of preventive interventions in
mentally ill parents on the mental health of the offspring: systematic review
and meta-analysis. ] Am Acad Child Adolesc Psychiatry (2012) 51(1):8-17.e8.
doi: 10.1016/j.jaac.2011.10.018

Thanhauser M, Lemmer G, De Girolamo G, Christiansen H. Do preventive
interventions for children of mentally ill parents work? Results of a
systematic review and meta-analysis. Curr Opin Pediatr (2017) 30(4):283-99.
doi: 10.1097/YCO.0000000000000342

Foster K, Maybery D, Reupert A, Gladstone B, Grant A, Ruud T, et al.
Child & Youth Services Family-focused practice in mental health care: an
integrative review Family-focused practice in mental health care. An Child
Youth Serv (2016) 2298:129-55. doi: 10.1080/0145935X.2016.1104048
Goodyear M, Maybery D, Reupert A, Allchin R, Fraser C, Fernbacher S, et al.
Thinking families: a study of the characteristics of the workforce that delivers
family-focussed practice. Int ] Ment Health Nurs (2017) 26(3):238-48. doi:
10.1111/inm.12293

Goodyear M, McDonald M, Von Doussa H, Cuff R. Meeting the
intergenerational needs of families where a parent has a mental illness.
] Parent Fam Health (2018) 3(2). doi: 10.7191/parentandfamily.1011

Falkov A, Goodyear M, Hosman CMH, Biebel K, Skogoy BE, Kowalenko N,
et al. Child & Youth Services A systems approach to enhance global efforts
to implement family-focused mental health interventions. Child Youth Serv
(2016) 37(2):175-93. doi: 10.1080/0145935X.2016.1104104

Maybery D, Goodyear M, O’Hanlon B, Cuff R, Reupert A. Profession
differences in family focused practice in the adult mental health system. Fam
Process (2014) 53(4):608-17. doi: 10.1111/famp.12082

Goodyear M, Hill T-L, Allchin B, McCormick E Hine R, Cuff R, et al.
Standards of practice for the adult mental health workforce: meeting the
needs of families where a parent has a mental illness. Int ] Ment Health Nurs
(2015) 24(2):169-80. doi: 10.1111/inm.12120

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Reupert AE, Maybery D. “Knowledge is power”: educating children about
their parent’s mental illness. Soc Work Health Care (2010) 49:630-46. doi:
10.1080/00981380903364791

Solantaus T, Paavonen EJ, Toikka S, Punamaiki EJ. Preventive interventions
in families with parental depression: children’s psychosocial symptoms and
prosocial behaviour. Eur Child Adolesc Psychiatry (2010) 19(12):883-92. doi:
10.1007/s00787-010-0135-3

Van Doesum KTM, Koster C. KOPP Praten met ouders kinderen: handleiding
preventieve huisbezoeken voor ouders met psychiatrische problemen en hun
kinderen (Manual Child Talks). Deventer, the Netherlands: Dimence,
Community Mental Health Center (2008) 2(e10).

Reedtz C, Lauritzen C. Barn med psykisk syke foreldre: behov for nye rutiner
og bedre implementeringsstrategier (Children with mentally ill parents:
need for new routines and better implementation strategies). Scand Psychol
(2015). doi: 10.15714/scandpsychol.2.e10

Lauritzen C, Reedtz C, Van Doesum K, Martinussen M. Factors that may
facilitate or hinder a family-focus in the treatment of parents with a mental
illness. J Child Fam Stud (2015) 24(4):864-71. doi: 10.1007/s10826-013-9895-y
Maybery D, Reupert A, Goodyear M. Family focused mental health practice
questionnaire. Melbourne: Monash University (2010).

Maybery D, Goodyear M, Reupert A. The family-focused mental health
practice questionnaire. Arch Psychiatr Nurs (2012) 26(2):135-44. doi:
10.1016/j.apnu.2011.09.001

Grant A, Goodyear M, Maybery D, Reupert A. Differences between Irish
and Australian psychiatric nurses’ family-focused practice in adult mental
health services. Arch Psychiatr Nurs (2016) 30(2):132-7. doi: 10.1016/j.
apnu.2015.07.005

Fixsen DL, Naoom SE Blase K, Friedman RM, Wallace E Implementation
research: a synthesis of the literature. Tampa, FL: University of South Florida
(2005). Retrieved from http://cfs.cbcs.usf.edu/publications/detail.cfm?id=137
Lauritzen C, Reedtz C, Rognmo K, Nilsen MA, Walstad A. Identification
of and support for children of mentally ill parents: a 5 year follow-up
study of adult mental health services. Front Psychiatry (2018) 9:507. doi:
10.3389/fpsyt.2018.00507

Reedtz C, Morch L, Lauritzen C. Registreres psykiatriske pasienters barn i
elektronisk pasientjournal? (Are children of psychiatric patients registered
in electronic patient records)? Nordisk Sygeplejeforskning (2015) 5(1):36-45.
Retrieved from http://www.idunn.no/nsf/2015/01/registreres_psykiatriske_
pasienters_barn_i_elektronisk_pasi

Tchernegovski P, Reupert A, Maybery D. “Let’s Talk about Children™: a pilot
evaluation of an e-learning resource for mental health clinicians. Clin Psychol
(2015) 19:49-58. doi: 10.1111/cp.12050

Conflict of Interest Statement: 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.

Copyright © 2019 van Doesum, Maia, Pereira, Loureiro, Marau, Toscano, Lauritzen
and Reedtz. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (CC BY). The use, distribution or reproduction in
other forums is permitted, provided the original author(s) and the copyright owner(s)
are credited and that the original publication in this journal is cited, in accordance
with accepted academic practice. No use, distribution or reproduction is permitted
which does not comply with these terms.

Frontiers in Psychiatry | www.frontiersin.org

97

May 2019 | Volume 10 | Article 305


https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org
https://doi.org/10.5172/jamh.8.3.264
https://doi.org/10.1037/a0016930
https://doi.org/10.1111/j.1467-8624.2008.01142.x
https://doi.org/10.1111/j.1467-8624.2008.01142.x
https://doi.org/10.1007/s00787-013-0476-9
https://doi.org/10.1186/1472-6963-14-58
https://doi.org/10.1186/1472-6963-14-58
https://doi.org/10.1056/NEJMp1614545
https://doi.org/10.1016/j.jaac.2011.10.018
https://doi.org/10.1097/YCO.0000000000000342
https://doi.org/10.1080/0145935X.2016.1104048
https://doi.org/10.1111/inm.12293
https://doi.org/10.7191/parentandfamily.1011
https://doi.org/10.1080/0145935X.2016.1104104
https://doi.org/10.1111/famp.12082
https://doi.org/10.1111/inm.12120
https://doi.org/10.1080/00981380903364791
https://doi.org/10.1007/s00787-010-0135-3
https://doi.org/10.15714/scandpsychol.2.e10
https://doi.org/10.1007/s10826-013-9895-y
https://doi.org/10.1016/j.apnu.2011.09.001
https://doi.org/10.1016/j.apnu.2015.07.005
https://doi.org/10.1016/j.apnu.2015.07.005
http://cfs.cbcs.usf.edu/publications/detail.cfm?id=137
https://doi.org/10.3389/fpsyt.2018.00507
http://www.idunn.no/nsf/2015/01/registreres_psykiatriske_pasienters_barn_i_elektronisk_pasi
http://www.idunn.no/nsf/2015/01/registreres_psykiatriske_pasienters_barn_i_elektronisk_pasi
https://doi.org/10.1111/cp.12050
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

l" frontiers
in Psychiatry

ORIGINAL RESEARCH
published: 08 January 2019
doi: 10.3389/fpsyt.2018.00724

OPEN ACCESS

Edited by:
Joanne Nicholson,
Brandeis University, United States

Reviewed by:

Kim Foster,

Australian Catholic University, Australia
John W. Yuen,

Hong Kong Polytechnic University,
Hong Kong

*Correspondence:
Marit Hafting
marit.hafting@uni.no

Specialty section:

This article was submitted to
Public Mental Health,

a section of the journal
Frontiers in Psychiatry

Received: 29 August 2018
Accepted: 07 December 2018
Published: 08 January 2019

Citation:

Hafting M, Gullbra F, Anderssen N,
Rertveit G, Smith-Sivertsen T and
van Doesum K (2019) Overcoming
Clinician and Parent Ambivalence:
General Practitioners’ Support of
Children of Parents With Physical or
Mental lliness and/or Substance
Abuse. Front. Psychiatry 9:724.
doi: 10.3389/fpsyt.2018.00724

Check for
updates

Overcoming Clinician and Parent
Ambivalence: General Practitioners’
Support of Children of Parents With
Physical or Mental lliness and/or
Substance Abuse

Marit Hafting ™*, Freydis Gullbra?, Norman Anderssen?®, Guri Rortveit>*,
Tone Smith-Sivertsen? and Karin van Doesum 557

" Regional Center for Child and Youth Mental Health and Child Welfare, Uni Research Health, Bergen, Norway, ? Research
Unit for General Practice, Uni Research Health, Bergen, Norway, ° Department of Psychosocial Science, University of Bergen,
Bergen, Norway, * Research Group for General Practice, Department of Global Public Health and Primary Care, University of
Bergen, Bergen, Norway, ° Clinical Psychology, Radboud University Nijmegen, Nijjmegen, Netherlands, ¢ Impluz, Prevention
Team Mental Health, Deventer, Netherlands, ” Regional Center of Child and Youth Mental Health and Child Welfare, Artic
University of Tromse, Tromse, Norway

Children who are next of kin to parents with physical or mental illness and/or substance
abuse need access to mental health support and several cost-effective interventions are
available. Because most parents in the target group often consult general practitioners
(GPs), GPs may have a crucial role in identifying burdened children and ensuring their
follow-up. However, this important topic has received little attention in clinical discussions
and research. In response to the knowledge gap, we conducted the research project
Burdened Children as Next of Kin and the General Practitioner. Four sub-studies have
been completed and published: a sub-study with qualitative analysis of focus group
interviews with GPs (paper 1), a qualitative analysis of focus group interviews with
adolescents as next of kin (paper 2), and a qualitative analysis of individual interviews with
parents with illness and/or substance abuse (paper 3). The results from these sub-studies
were incorporated in a survey sent to members of a nationwide GP organization (paper
4). The aim of the present sub-study was to gain further knowledge about conditions
for the encounters between GPs and parents with impairments to be supportive for
the children as next of kin. The material of the present sub-study derived from the
project’s four previous sub-studies and comprised a secondary analysis of the four
prior sub-studies. We conducted an overarching thematic analysis of these sub-studies’
results sections. We searched for statements from the GPs, the adolescents, and the
parents on their experiences and evaluations of the needs of the children and their
families, and the possible ways of accommodating these needs in general practice. The
analysis shows that both GPs and parents were ambivalent about addressing the topic of
the patients’ children during consultations. This was the case although the GPs were in
a good position to identify these vulnerable children, and the parents were worried about
their children’s situations. Possible strategies for GPs to overcome this ambivalence can
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be to (1) strengthen their competence in the topic, (2) gradually build trusting relationships
with parents, and (3) gradually gain contextual knowledge about the families’ situations.
GPs can do this by performing ordinary GP tasks and acknowledging the parents’ efforts
to give their children good daily lives.

Keywords: children as next of kin, parents with impairments, general practitioners, health prevention, health

promotion, qualitative research

INTRODUCTION

Approximately 20-30% of children 0-18 years at some point in
time experience a parent with physical or mental illness and/or
substance abuse (1-4). While the prevalence of children living
with parents with illness and/or substance abuse varies, as the
definitions of these parental problems are often not the same, the
negative effects that this situation can have on the children are
clear. These children are at risk of poor psychosocial outcomes
and health problems (5-7). In addition, the children describe
difficulties in their daily lives, health problems, school problems,
loneliness, and instability in the family situation (8-13).

During the last few decades, children’s legal rights have
been strengthened (14). In Norway, a law was enacted in 2010
concerning care for children as next of kin to parents with severe
physical illness, mental illness, and substance abuse. Health
personnel who have parents in treatment are obligated to inform
their children (with their parents’ informed consent) about their
parents’ situations and ensure follow-up if necessary (15). The
same year, Sweden enacted an identical law (16).

Families affected by illness and substance abuse face
many challenges that can be exacerbated by stigmatization,
parental prognosis, exposure to violence and trauma, and the
impairments impact on the family economy. Children as next
of kin to parents with the abovementioned problems experience
varying risk and protective factors, and the impairments have
different impacts on their lives and developments. Despite these
differences, the children have in common, at least in periods, that
their parents often struggle to fulfill their parental tasks and give
their children the developmental support that they need (17, 18).
They are children at risk but are often described as “invisible” in
public life and to support services, and thus are difficult to reach
for health promoting and prevention (17, 19). Identifying these
children and giving the family necessary support is an important
preventive task. Evidence-based interventions are available (7,
20-22), including home visits, individual and group sessions for
parents, support groups for children, and family intervention
programs. However, there is a need for more high-quality studies
on the effectiveness of these programs and how they adapt to
different children and family situations (23, 24).

A study from the United Kingdom (UK) reported that 23%
of children between 9 and 17 years of age with mothers with
depression met the criteria for a DSM IV diagnosis. However,
only 33% of the children with a diagnosis had been identified
and were in treatment (25). The mothers were mainly recruited
from general practices. The authors called this a situation of
missed opportunities because the professionals in contact with
the mothers could have identified these children and offered them

appropriate follow-up. It was our belief that general practitioners
(GPs) might be in a good position to change this situation.
Most patients with parental responsibilities who suffer from
mental illness, severe somatic illness, and/or substance abuse will
repeatedly consult a GP, often the same GP, several times over
the years (26). Although this topic has been raised in clinical
discussions and research (27-29), there is still a knowledge gap
concerning how the GPs could support patients’ children as next
of kin. Therefore, we conducted the research project Burdened
Children as Next of Kin and the General Practitioner. The results
of four sub-studies have been published (10, 30-32).

In these four studies, we found that the GPs were in a good
position to identify the children, but they experienced substantial
obstacles to ensure them follow-up care. Parents and adolescents,
however, wanted the GPs to address their family situations in the
encounters. This had to be enacted within a trusting relationship
where parents and adolescents felt that their struggles to manage
their challenges were recognized.

This article presents the results from the fifth sub-study of the
project. This is a thematic analysis of the four sub-studies’ result
sections. The aim is to gain further knowledge about how GPs can
take on a child-focus and support children as next of kin when
their parents with illnesses and/or substance abuse seek the GP
for their own health problems.

Context and Setting

In Norway, where this project took place, general practice
provides an open access for people with all types of health-
related problems, and the GPs are often the patients first
medical contact within the healthcare system. GPs cooperate
with others in the primary healthcare setting, giving the patients
coordinated care. They also act as gatekeepers and coordinate
entrance into secondary care by referrals. A patient list system
is operational, and almost all citizens are enlisted with a personal
GP, which facilitates continuity of the doctor-patient relationship.
The children are usually enlisted with their mothers’ GP. GPs
primarily work at their office in which they receive patients for
consultations.

Theoretical Assumptions

The prevailing consultation model among Norwegian GPs is
the patient-centered consultation model (33) which encourages
the GPs to explore and understand the patient’s expectations,
background, and feelings. Then, in dialogue with the patient,
the GPs combine these insights with the examination-results
and his or her medical knowledge. According to this model, the
GPs must explore the context, including family matters and the
children’s situations. However, if the patients for some reason do
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not want the GPs to address the children’s situations, the subject
might be omitted even though the GPs ethically and legally have
obligations toward the children.

Patient trust is often a precondition for the patient to allow
for and engage in difficult conversations about vulnerable themes
with a medical professional (34, 35). In a study from Skirbekk
et al. on patient-GP consultations (36), trust is conceptualized
as the patient’s implicit willingness to accept the physician’s
judgment in matters of concern to the patient. Several studies on
general practice concluded that an attitude of recognition from
the GP can encourage the patient to share his or her story (37, 38).
Here, an attitude of recognition is described as relational, mutual,
and based on respect for the person as a subject, as an authority
of one’s own experiences. This attitude may make it easier for the
GP and the patient to tolerate their different viewpoints during
the encounter. The concepts of patient-centeredness, patient
trust, and patient recognition provide theoretical support for our
analysis (39).

As this project’s sub-studies were completed, the researchers
discussed the implications of the results. GPs mostly meet their
patients in a doctor’s office. These consultations between the GPs
and the parents are the central arena that can allow the GPs to
learn about the children’s situations and, in collaboration with
the parents, ensure follow-up care of the children. Our research
suggests that while the GP may be a crucial figure in helping
the children of parents with impairments, there are many missed
opportunities in practice (31). Therefore, this secondary analysis
of our results might deepen the understanding of the possibilities
and limitations of these consultations.

MATERIALS AND METHODS

There are four sub-studies in our project considered in the
present analysis (10, 30-32) (Table 1): a qualitative analysis of
focus group interviews with GPs (paper 1), a qualitative analysis
of focus group interviews with youth as next of kin (paper 2),
a qualitative analysis of individual interviews with parents with
illnesses and substance abuse (paper 3), and a survey sent to
members of a nationwide GP organization that incorporated
the results of the previous sub-studies (paper 4). The current
sub-study comprised a secondary analysis of the four prior sub-
studies. The results sections of these four sub-studies provide
the data analyzed in the present study. The empirical material
of this study allows us to combine the perspectives of GPs,
youths and parents on how to support burdened children. To
reach a deeper understanding of this topic, a thematic analysis
(40) is appropriate as it allows for a systematic treatment of
the material. This method involves searching the dataset to find
repeated patterns of meaning. The analysis is structured and
consists of different steps, as described below. During the analysis
the researcher continuously compared the codes and themes they
developed with the text as a whole to ensure that the results were
grounded in the original data set.

After defining the aim, two of the authors (MH) and (FG) read
the four articles several times to familiarize themselves with the
material seen as a whole and recorded their preliminary ideas.

Then we searched the results sections specifically for elements
that described the informants’ experiences and evaluations of the
needs of the children and their families, and the possible ways of
accommodating these needs in general practice. We marked these
elements with codes. We found that the text dealt with 37 different
codes relevant to our aim. We gathered the textual elements with
the corresponding codes. We then determined how the codes
from the different sub-studies were interconnected by comparing
and integrating them, and then developed preliminary subthemes
and overarching themes. Each subtheme should cohere together
meaningfully, and there should be clear distinctions between
them. This process ended with 11 subthemes. We grouped the
subthemes under three overarching themes that organize the
results section of this analysis. The 11 subthemes are used as
subheadings (Figure 1). To assure the quality of this analytic
process, a third author (KvD) compared the four sub-studies
with the list of codes and development of subthemes. At this
stage, we searched the text for citations that would best illustrate
the subthemes. During this analysis, we evaluated the developed
codes, subthemes, and overarching themes against the four sub-
studies to ensure that they were based on the empirical material.

RESULTS

The adolescents described a lack of knowledge about their
parents’ situations and that they wanted to be offered follow-
up on their often-stressful life situations. During the analysis,
we found that their needs were acknowledged by the GPs and
the parents, but both groups expressed ambivalent feelings about
addressing the children’s situations in the consultations.

The major overarching themes and sub-themes derived from
analysis are (1) The parents had mixed feelings about receiving
support on parenting (sub-themes “Parents acknowledged
their children’s need for information and to talk about their
experiences,” “Parents lacked knowledge about support services
for their children,” and “Parents gave double messages”), (2)
GPs often missed their opportunities to support parents and
children (“GPs faced obstacles in the general practice framework,”
“GPs feared jeopardizing the doctor-patient relationship,” and
“GPs lacked knowledge about talking to the children”), and
(3) How can the GP lay the ground for reduced ambivalence
of talking about the children? (sub-themes “Recognizing the
parents’ struggle for an ordinary family life “Taking the
initiative,;” “Awareness of the therapeutic alliance,” “Gaining
contextual knowledge and building multidisciplinary networks,”
and “Building competence”).

Overarching Theme 1: The Parents had
Mixed Feelings About Receiving Support

on Parenting

Parents Acknowledged Their Children’s Need for
Information and to Talk About Their Experiences
During the focus group interviews, the adolescents indicated that
they had incomplete knowledge about their parents’ conditions
and expected outcomes. This caused worries and uncertainty
and made their daily lives unpredictable. They described a
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TABLE 1 | Overview of the four articles in the project Burdened Children as Next of Kin and the General Practitioner.

Participants

Parental problems Analysis

Aim Design/data collection
Paper 1 Explore GPs thoughts and
experiences with handling the focus group interviews
special needs of children as next
of kin in general practice
Paper 2 Explore significant experiences  Qualitative interview study/4
of adolescents as next of kin that focus group interviews
the GP should identify and
recognize
Paper 3 Identify important factors for the  Qualitative interview
GP to bear in mind during study/Individual
encounters with ill and semi-structured interviews
substance-abusing parents to
enable the GP to provide
appropriate support to the
children
Paper 4 Investigate the experiences of Web-based survey with

GPs concerning their
involvement with their ill patients’
children and their evaluation of
the opportunity to help these
children

some open questions

Quialitative interview study/4 27 GPs, 9 women, 38-65
years of age, 6-33 years in
GP

15 adolescents, 12 women,
16-25 years of age

12 parents with a total of 28
children, 9 women

499 GPs 244 men

Thematic analysis (40)

5 physical iliness
5 substance abuse
5 mental ilness

Systematic text condensation
(41)

4 physical illness
2 substance abuse
8 mental ilness

Systematic text condensation
(41)

Numeric data analyzed by cross
tables, t-tests, chi-square testing
and multiple regression. Text
material from the open questions
analyzed by thematic analysis
(40)

daily struggle to balance their own needs for an ordinary
adolescence—participating in social activities and focusing on
school performances—with the boundaries and burdens caused
by their parents’ problems. For these adolescents, it was
important to have someone to talk to about their family situation
and who acknowledged their challenges. This individual could be
the healthy parent, a teacher, a friend, a family member, a support
group, and someone from the health care system, including the
GP. A girl with a mother with mental illness, now living in a foster
home, said the following (paper 2):

It is so nice to talk to some adults who can tell you that this is NOT
how you should live. You should not wash the dishes after a huge
dinner that you didn’t eat. That is not how life should be for a kid.
You should be out playing, because it is sunny outside. That kind
of information is incredibly important.

The majority of parents recognized their children’s lack of
information and emotional burdens. However, giving such
information to the children was perceived as difficult. Often, due
to the parents’ own medical condition, they did not sense their
children’s worries. For example, consider the statement from one
mother with severe chronic back pain (paper 3):

...... because all kids get worried when the mother stays in bed
all day, and when they peep into the bedroom, she is laying there
crying with pain. Of course, my kids got worried. They were
terrified. They thought that I would die. They did not see the
difference whether I laid there not being able to move because of
back pain, or if T had cancer. For them, there was no difference. I
did not manage to sense these worries.

Some parents expressed that their children avoided talking about
their parents’ problems at home. Often, choosing the best time

to inform the children of their problem was difficult. Moreover,
the parents were unsure what information was relevant to share.
Many parents wanted concrete and individualized advice on how
to talk to their children about their situations. For this purpose,
they said that a helper close by would be the best person to
seek counseling from. Some parents wanted their children to be
offered help from professionals.

Parents Lacked Knowledge About Support Services
for Their Children

The adolescents described constraints in their lives caused by
their parents’ impairment. It was important for them to relax and
take part in social activities such as going out with friends and
joining sports activities. They needed “time-outs.” One 16-year-
old girl living alone with a father with schizophrenia echoed this
sentiment (paper 2):

I just wanted to have time out with them, my friends, where
nobody knew about my dad. I found that relaxing. I didn’t want
to be pitied for living with him, I just wanted to be seen as an
ordinary girl.

In addition, parents missed having relieving activities for
themselves and their children, help for daily household concerns,
and financial support. They often did not have the energy, social
network, or competence to search for support services. Parents
wanted their GP to ask questions about their family’s needs and
to help them to find relevant support. A mother with bipolar
disorder who lived alone with two children said the following
(paper 3):

It is important that the GPs have knowledge about where they
can recommend us to get help when it comes to the children.
Once the doctor knows that we have children, there should be
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Codes Sub themes Overarching
theme
Adolescents’ experiences
(Paper 2)
- Instability
- Lack of information
- Guilt / Ambivalence
- Balancing, own needs vs.
constrains because of parents The parents
‘problems acknowledged
- Health problems their children’s
- Lack of someone to talk with | > | need for
Parents’ wants (Paper 3) information and
- Talks for their children talks about their
- Advices on how to talk to experiences
their children
Adolescents* needs (Paper 2)
-Adolescents ‘need for “time The parents
out” =t | lacked kmowledge Parents had mixed
- Adolescents’ resilience about support * | feelings about
Parents’ needs (Paper 3) services for the receiving support
- Need for practical support children on parenting
- Information on support
services
Adolescents’ wants (Paper 2)
- Adolescents’ wants the GP to
react
Parents’ hesitance (Paper 3) The parents gave
- Ambivalence about involving [~ | double messages
the children in their situation
- Ordinary family life
- Dlgnlty
- Fear of child protection

as an example.

FIGURE 1 | Analysis process from codes over sub-themes to overarching themes. Result section “Patients had mixed feelings about receiving support on parenting”

an alarm ringing telling them: “Okay, now these kids need to be
protected.” The doctor should tell the parents: “T have some advice
for you, and some helpers you can contact, and here are the phone
numbers,” ....a brochure to hand out or stuff—I think that can be
very helpful.

Parents Gave Double Messages
The youths often wished for more information and to have
talks about their life experiences. In particular, they wanted to

know more about their parents’ conditions, how to understand
their sometimes-deviant behaviors, their disease progressions
and help to understand their own life situation and the rationale
for their struggles. They wanted someone to talk to about their
experiences. The parents acknowledged their children’s needs to
be informed and supported. In addition, they realized that advice
on parenting could be beneficial. Despite this, they revealed
ambivalent stances on the topic and gave what could be termed
a double message; they both wanted and did not want their
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children’s situation to be a topic in the consultations. Some
openly stated that they were afraid of being considered bad
parents. Likewise, some feared their children would be taken
from them if they revealed the problems at home. Some GPs
in the survey noticed this resistance and attributed it to the
parents’ fear of losing custody. The adolescents, however, wanted
the GPs to intervene. For instance, one girl blamed the GP for
not contacting the child protection services after a consultation
she had attended with her mother who was heavily drunk.
Related to this, many parents wanted to preserve their dignity
and social acceptance. They described their struggle to keep
up the appearance of an ordinary family life. Last, the parents
were unsure about how much information should be provided
to the children, as knowing too much about their parents’
problems could cause their children unnecessary concerns. A
single mother with a personality disorder living with an 8-year-
old son maintained, as did many parents, that keeping up the
impression of a normal family was in a child’s best interest (paper
3):

I have simply avoided talking about it. I have been afraid about
making our situation abnormal, that he might think we are living
differently. That he would be ashamed. For this is what is normal
for him.

Overarching Theme 2: GPs Often Missed
Their Opportunities to Support Parents and
Children

GPs Faced Obstacles in the General Practice
Framework

Some GPs knew their patients’ children from local communities
and from collaboration with the health visitors in the geographic
area. Others pointed out that they only had a “peephole” into
their patients’ everyday lives, and the patients regulated the
GPs” knowledge of their families. As one GP said: “It is easy to
hide from a GP.” Due to the continuity of care, this “peephole”
sometimes gradually broadened through knowledge gained over
time during ordinary GP tasks.

In particular, the GPs emphasized three factors within the
GP framework that hampered their opportunities to address the
children’s situations during consultations: busy practices with
heavy workloads, short consultations, and the registry system
where family members could be enrolled with different GPs. Most
of the respondents in the survey (paper 4) answered that they felt
responsible for their patients’ children when they were enrolled
on their own list. However, only half of the GPs felt the same
responsibility when the child was enrolled with another GP. The
following glimpse from an interview between the interviewer
(FG) and a GP illustrates this point (paper 1):

FG: “Does the general practitioner already have so many tasks that
this becomes difficult to handle during the workday?”

GP: “I think thats a good point, especially in a situation where
the rest of the family is not on your list. Then you think there are
other people involved who will take care of them. The rest of the

family can be people you don’t know and whom you have never
seen.”

However, these children might have GPs who do not know
about their parent’s problems. If a child’s GP does not routinely
ask about his or her parents’ condition, this GP may not recognize
if the child is at risk. This is often the situation for children of ill
or substance-abusing fathers because at birth Norwegian children
are automatically enrolled with the same GP as their mother.

GPs Feared Jeopardizing the Doctor-Patient
Relationship

Relational constraints—such as focusing on the parents during
the consultations and thus, forgetting to address the children—
caused problems for the GPs. In addition, the GPs were also
concerned about the possibility of hurting or losing their
vulnerable patients if they brought up the children’s situations.
Some GPs said that they avoided the topic because they did not
want to add guilt and place burdens on parents who were already
struggling. One female GP expressed this notion (paper 1):

It is difficult, because then it’s as though I am also saying that her
problem is her children’s problem. Then I am putting the blame
on her, and here she has come to get help for herself. I am just
placing one more burden on her shoulders, I should think.

Similarly, some GPs avoided the topic because they thought they
could offend their patients. These GPs viewed that ending a long-
term doctor-patient relationship would be a disadvantage for the
patient and the family.

GPs Lacked Knowledge About Talking to the Children
The GPs often engaged in discussions about parenting, giving
advice to both ill and healthy parents. A female GP told a relevant
story about a family with an 8-year-old boy (paper 1):

The mother had asked me for advice on how to inform her son
about the father’s drug problem. (....) Then, the father died in an
overdose. Afterwards I gave advice on how to tell this son about
death and why it happened. Naturally, I also visited their home a
few times after he died and talked with the little 8-year-old boy.
That was not easy!

The GPs who addressed the children’s situations were confident
in informing and advising their parents. However, GPs felt more
uncomfortable about talking directly to the children.

Overarching Theme 3: How Can the GP Lay
the Ground for Reduced Ambivalence of
Talking About the Children?

The parents gave a double message on whether to thematize the
children’s situations in the encounters with the GPs. The GPs said
that they often avoided the topic of their patients’ children out of
fear of placing more burdens on their struggling patients or of
losing the therapeutic alliances. However, the data-set contained
thoughts and experiences from both the parents and the GPs on
how to overcome this mutual ambivalence who might hamper
identification of and support to the children.
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Recognizing the Parents’ Struggle for an Ordinary
Family Life

Many parents tried to make ordinary daily lives for their children.
Overall, they wanted their impairment to have as little negative
impact as possible. Parenthood gave them social belonging and
self-respect. Crucially, it sent a message to them and those around
them that they managed parenting despite their problems. One
mother with substance abuse framed it this way (paper 3):

For the last 6 months, a woman from child protection has been
coming to my home twice a week to take urine tests. In addition,
she does an inspection in our home. I wanted it that way. I wanted
these people to come home to me, to let them see that we manage
just as well as our neighbors.

For these parents, admitting that they needed support threatened
their self-image of being a competent parent who managed daily
life in an ordinary family. Therefore, before they could admit
their shortcomings and collaborate with the GP, many parents
needed recognition for their efforts and love of their children.

Taking the Initiative

Despite their expressed ambivalent feelings, parents interviewed
in Paper 3 wanted their GPs to address their children’s situations.
However, the parents did not want to put forward the topic
themselves. Rather, they had to be prompted by the GP. The
adolescents expressed the same sentiment: They wanted the GP
to ask about their family and situation at home during ordinary
consultations. The adolescents’ expectations of the GP could be
negatively formed by their parents’ previous medical experiences
such as delayed cancer diagnosis or psychiatric diagnoses. The
GP might misunderstand this hesitant attitude or ambivalence
from parents and children as avoidance or that the topic was not
relevant.

Awareness of the Therapeutic Alliance

Sometimes, the GPs worried that their rapport with patients
would be affected negatively if they addressed the children’s
situations (see above “GPs feared jeopardizing the alliance”).
The parents, however, told stories of how they had previously
tolerated direct speech from a trusted helper, someone whose
alternative viewpoints and corrections they could accept. The
parents often had a trusting relationship with one professional,
a person who had provided continuity of care and demonstrated
strong personal involvement. One father who had recently lost
his wife to cancer expressed this view (paper 3):

Support from the GP, a cancer nurse, or health visitor is really
important. To have helpers genuinely interested in helping you
and not just doing a job because it is their duty to do so. You tell
more to a person you know and trust than to a person you see only
once. These helpers have been there during the illness. It started
with the GP, the GP has been there all the time, and it is there you
go if new troubles come up.

Gaining Contextual Knowledge and Building
Multidisciplinary Networks

It was important for the parents to have helpers who knew
their situation well, including the social and family settings.
In addition, the parents appreciated when the GP had
adequate knowledge about support services and participated in
multidisciplinary meetings. In these meetings, the GP could
contribute with valuable information. For the parents, it was
important that the different helpers collaborated, as stated by a
single mother of two children (paper 3):

My GP is very active participating in collaborative meetings. Then
she gets more information about my situation—more than if she
just sees me at her office. In those meetings, we talk about almost
everything. It is of great importance that the GP participate.
Otherwise, she would have had no insight. I am not that often at
the GP’s office.

Some GPs emphasized that collaborating with health visitors in
preventive child health networks provided them with knowledge
about local societies and the families” daily lives. House calls could
also give important information and generally made it easier
to become aware of the children’s situation. Most importantly,
however, continuity of care gave the GP gradual insights into the
families and their social situations. Some GPs did not participate
in multidisciplinary meetings, but those who did experienced that
they could also support the parents this way.

Building Competence

In the survey (paper 4), the participant GPs were asked about
what would help them to ensure the support of these vulnerable
families. In particular, younger GPs and GPs who were not
specialists in general practice reported “more competence about
children as next of kin.” Some of the GPs wanted more training
in talking to children about sensitive matters. Notably, many of
them did not know about the 2010 law (15) that requires them
to, given the parents’ informed consent, ensure that children
receive information and follow-up. The GPs called for, among
other things, net-based courses, booklets, and overviews of the
services for families in primary care and social services.

DISCUSSION

The parents and the GPs who participated in the four sub-
studies generally accepted that the parents’ health problems
might have a negative impact on their children’s current and
future wellbeing, health, and psychosocial adaptation. Despite
this, both groups were ambivalent about addressing the children’s
situations during encounters in doctors’ offices, and the topic
was often omitted. This analysis suggests recommendations for
how GPs can overcome these barriers: namely (1) recognize the
parents’ good intentions, (2) ask directly about their children, (3)
learn more about children as next of kin, (4) learn more about
how to talk to children, (5) build a trusting alliance with the
parents and rely on it, and (6) participate in multidisciplinary
networks concerning these families. Some of these elements are
previously described from general practice and specialist health
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services (10, 29, 30, 42). Our research, however, points out
opportunities to incorporate these elements into a clinical context
in general practice.

Many authors recommend using a family-focused approach
in general practice to reach children in need (26, 29). Based
on a qualitative study of GPs in Denmark, Holge-Hazelton and
Tulinius (19) defined “cases with a child in need” in general
practice as “a case that directly or indirectly involves problems
with a specific child, an as-yet unborn child, or one or both
parents of a family, currently or potentially threatening the
wellbeing of the family and the child.” They found that in general
practice, most cases with a child in need are found during indirect
consultations; indirect in the sense that the child is not present, or
the primary cause of the consultation itself may not be the child.
This is in accordance with the aim of our study: to indirectly
support children as next of kin during consultations with their
parents. However, the results from the present analyses suggest
that a family focus is a necessary, but not sufficient prerequisite.
In addition, the GP usually has to prompt parents to bring up the
children’s situations and overcome the ambivalent feelings both
in themselves and the parents.

Our results showed that the GPs were often unsure whether
the parent tolerated their inquiry into family matters. Their
concern was that some parents might think this topic was
not a GP’s business, be offended, leave the office and—in the
worst case—leave their patient registry. Broholm-Jorgensen et al.
(43) recently published a study on GPs’ strategies for retaining
patients during preventive health checks. Opportunistic health
checks during consultations for other topics might be provocative
for patients. The researchers found that respect was a core
element for the GP to succeed in a professional urge to promote
better health practices in smokers, overweight persons, etc. They
identified two complementary fields of respect: the GP’s respect
for the patient’s autonomy and the patient’s respect for the GP’s
professional authority. If the GP balanced the emphasis on his
or her authority with their respect for the patient’s autonomy,
there was an increased chance that the patient would come back
for another consultation. During such consultations, there would
ideally be an exchange of mutual respect. Because GPs have
ethical and legal obligations to address children of parents with
illnesses and substance abuse during consultations with these
parents, it is crucial—given the result from the aforementioned
study—that GPs treat the topic of children with respect. Trust
and recognition might be useful concepts to apply here as well.

The parents wanted information and advice from a trusted
helper from whom they could accept direct speech and alternative
viewpoints. This lead into the question of how the GP can
evaluate the strength and quality of the patient’s trust. Skirbekk
et al. (36), having studied GPs’ consultations, concluded that
doctor-patient trust is mostly indirectly, and rarely openly,
addressed by doctor and patient. The patient gives the doctor
a “mandate of trust” in which the patient sets the conditions
for what is an accepted topic during the consultation. This
mandate can be limited or broad, and it may change during
the consultation. The GP might negotiate the mandate of trust
by taking the initiative to talk openly about the patient-doctor
relationship. To what extent does the patient trust the GP?

What are his or her doubts and mistrust if the topic of the
children’s situation is addressed? An open talk might disclose
that the patient already indirectly has given the GP an open
mandate, or that the patient does not have enough trust in
the doctor to reveal problems at home that might affect the
children. Then these concerns might become a topic in the
consultation.

As the study of Broholm-Jorgensen et al. demonstrated (43),
recognition may be a crucial aspect of the exchange of mutual
respect. When asked about daily family lives, most parents
in the present study first emphasized how well they managed
their ordinary routines. Later, some revealed difficulties, such
as worries about their children and needing support for
themselves and their children. As described in the section
“Theoretical assumptions,” an attitude of recognition allows for
the acceptance of another person’s experiences and opinions.
This attitude has been shown to be beneficial to a doctor-
patient relationship in which the patient may gradually accept
the doctor’s viewpoints. For example, after the parent has told
the GP about the efforts that he or she puts into maintaining
as ordinary a life as possible for the children and the GP has
verbally recognized this efforts, the parent may respond and
give the GP trust in return and respect the GPs authority and
advice about the children’s need for support. However, the GP
is responsible for laying the groundwork for this process to
develop.

If the GPs manage to overcome the mutual ambivalence
to address the family situation during consultations, this
might benefit not only the children but also the parents with
impairments. In a Dutch interview study of parents with
mental health and substance abuse disorders (44), the parents
stated that parenthood and the demands of parenting gave
meaning and structure to their lives, and thereby provided them
with strength. Therefore, if the GPs come in a position to
support and coach parents by taking the parents’ experiences
and goals as a starting point, this will be of help for
both children and parents. In the parental interviews (Paper
3), we learned how important their identity as responsible
parents was, but also their need for emotional and practical
support.

The GPs wanted to build more competence in the topic
of children as next of kin, and stated that this could raise
their awareness and ensure adequate support for the children.
However, the topic is inconsistently referred to in the medical
education curriculum and continuing education for specialists
in general practice. Therefore, medical schools, governmental
health authorities, and the Norwegian Medical Association
must take measures to prevent transgenerational transference of
psychosocial problems. For example, child-focused and family-
focused content should be strengthened in the training of medical
students as well as in the continuing education for GPs, including
ways to overcome barriers in raising potentially confrontational
issues about children’s welfare during consultations.

Strengths and Limitations
To our knowledge, the research project Burdened Children as
Next of Kin and the General Practitioner is one of very few
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focusing on the care of these children in general practice. Because
GPs are central to the primary health care of the parents in the
target groups and their children, our project may act as a basis for
clinical work and further research. It is a strength of the project
that it combines experiences from all three relevant informant
groups: children, parents, and GPs.

The empirical material for this analysis was a text composed
of the result sections of the four published articles and not the
original raw data from the four projects. This may constitute a
limitation regarding richness. However, the aim of the present
secondary analysis was to gain further knowledge about the
consultation situation, where the main experiences of the actors
were juxtaposed and abstracted into salient themes. This bird’s
eye view of the situation was possible only by looking at the
main experiences after they had been identified in the previous
sub-studies. That said, there were some limitations in the data
collection methods used in the sub-studies. First, the parents were
recruited through their GPs, and because of this it is possible
that they had more positive experiences with their doctor than
informants on average. We have little information from those
who could reveal shortcomings in GPs’ services, did not have
a rapport with their GP, or had their health services covered
by specialist services. Second, the material contains no direct
information from “invisible” children because the adolescents
were recruited from support groups. Some of them, however,
told stories in retrospect about their daily lives before they were
identified and helped. Third, the results section of paper 4 refers
to 499 respondents to a survey sent to ~6,000 GPs. We can
assume that the results then are based on answers from GPs who
were more interested in the topic that the average GP (45).

Finally, some interviewer and interpreter biases may have
occurred because the interviewers were GPs (FG) and child and
adolescent psychiatrists (MH). How the participants presented
themselves and their experiences might have been influenced by
this fact (46). The GPs may have avoided telling stories about
encounters where they felt that they failed and the adolescents
and the parents generally avoided sharing bad experiences from
encounters with GPs.

Overall, the material possibly contains less information about
bad experiences of encounters with GPs where the children’s life
situations were addressed. We assume that there are more aspects
concerning these encounters than our analysis has brought
forward. Nevertheless, the suggestions we have provided for GPs
to overcome mutual ambivalences during these encounters are
valid and can be transferred to general practices in Norway and
most likely to comparable GP and health care systems.

Implications and Advice for the GP

(Memory box)

e Assume that parents are striving for and want the best for their
children. Acknowledge parents’ efforts to maintain ordinary
daily lives for their children.

e Keep in mind that most of these parents want their children’s
situations to be addressed, but the parents must be prompted
by a GP that they trust.

e Conduct critical evaluation of the doctor-patient relationships
with parents. Undertake necessary efforts to obtain a working
mandate of trust that ensures openness about the children’s
situations.

e Expand personal knowledge and skills on the topic, including
the local psychosocial networks of families with problems,
relevant support resources, and everyday challenges children
as next of kin are facing.

e Give priority to and actively participate into collaborations
with the other helpers for a specific family.

e Establish contact with support services. Provide children and
parents with a list of possible support services for families with
children as next of kin.

FURTHER RESEARCH

It is important to continue the work to develop evidence-
based guidelines for GPs during encounters with parents with
illnesses and/or substance abuse to ensure their children adequate
information about their parent’s impairments and follow-up if
necessary. The following specific recommendations for research
are:

1) A web-based survey with a representative sample of
Norwegian GPs. The aim of the survey would be to assess (1)
the distribution of views and attitudes and current practices
related to what most Norwegian GPs consider to be good
service to burdened children and their families in general
practice, (2) how the expectations of the children and their
parents (Paper 2 and 3) can be met, and (3) GPs evaluation
of how the preliminary guidelines from the present sub-study
can be applied in their practices.

2) A multicenter randomized controlled trial with GPs in
Scandinavia. The intervention could be education on the topic
of children as next of kin and clinical training in applying
the preliminary guidelines from the present sub-study. The
outcome measure would be if children of the GPs’ patients are
identified and offered follow-up. Are there differences between
the intervention group and the control group? We plan to
include centers in Sweden and Denmark to achieve a sample
that is large enough to give statistically significant results. The
context for general practice in Scandinavia is fairly equal.
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Camilla Lauritzen*, Charlotte Reedtz, Kamilla Rognmo, Miriam A. Nilsen and Anja Walstad

UIT The Arctic University of Norway, Tromse, Norway

Background: Children of parents with mental disorders are more likely to develop
mental difficulties during their childhood and adulthood. Based on this knowledge, the
Norwegian health legislation has been amended to better identify and protect children
of parents with a mental illness. In this project, two interventions were implemented in a
regional clinic for adult mental health services. These interventions were (i) Assessment
Form and (ii) Child Talks. Both interventions aimed to support healthcare professionals
in identifying and providing support for children of patients within adult mental health
services. The process of changing relevant practice to become more family-focused was
evaluated in 2010 and 2013, and the results showed some changes slowly materializing
in the adult mental health services. The purpose of the current study was to investigate
long-term effects of the interventions at 5 year follow-up (2015). The main aim was to
investigate whether the workforce perceived that their clinical practice had changed as
a result of the legislative change and the implemented interventions.

Method: This longitudinal study consists of a pre-test, post-test and follow-up test.
The sample (N = 219 at pre-test, N = 185 by post-test and N = 108 on follow-up test)
included healthcare staff from a participating hospital, responding to an online survey
about their routines for identifying children of patients, their attitudes, as well as concerns
and expectations related to having a child perspective in their clinical work. Employee
experiences with family conversations were also investigated, as well as their knowledge
about the consequences parents’ mental disorders may have for children.

Results: Our findings showed a significant increase in participants identifying children
of patients between pre- and post-measurement but a minor, non-significant increase at
follow-up measurement. There was no significant increase of participants who reported
that they had a lot of experience with family conversations. From post-test to follow-up,
there was no increase in the workforce’ reported positive attitudes, knowledge or
expectations about the effects of the interventions.

Conclusion: There have been some changes in clinical practice, but it seems that the
changes required by law are a very time consuming process. It is necessary to increase
the pace of the implementation process.

Keywords: implementation, changed clinical practice, children of mentally ill, mental health care for adults,
children’s perspective
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INTRODUCTION

Mental illness among parents is a risk factor that can have
serious consequences for their children. In the course of the last
two decades, findings from a number of studies have indicated
that children of mentally ill parents have an increased risk
of developing mental illness themselves (1-3). The risk for
this outcome has been shown to vary between 41 and 77%
(2, 4-7). Children of mentally ill parents are more vulnerable
to depression, and compared with other children they are
also more likely to develop reduced social skills, behavioral
problems, hyperactivity, attention deficit disorders and lower
self-confidence in their childhood and youth (8-10). In addition,
children of mothers with depression have been shown to score
lower on cognitive ability tests and perform worse in school
(11). Furthermore, studies have shown that children of mentally
ill parents have an increased risk of developing a variety of
psychiatric disorders as adults, including depression, anxiety and
substance abuse (9, 12).

A large number of children and youth live with parents who
are suffering from mental illness, which is linked to the high
rates of mental disorders in the population (13). Calculations
carried out by the Norwegian Institute of Public Health in 2011
estimated that 410,000 children in Norway live with either one
or two parents who have a mental illness, and 115,000 of these
children had parents with serious mental illnesses (13). Another
Norwegian study has shown that 13% of patients at 24 clinics and
33% of patients at psychiatric outpatient clinics were responsible
for caring for children (14). These figures correspond to studies
from other countries (15, 16).

It is assumed that the mechanisms that cause mental illness
to be transmitted from parents to their children may be due
to a number of different factors (17, 18). It is not the parents’
diagnosis in and of itself that transmits this risk, but rather an
interaction between factors such as disease severity and duration,
genetics, coping style and social conditions (19). However, it is
well documented that general parenting skills and the quality
of the interaction between the parents and the child plays
an important role in this transmission (20, 21). Among other
things, it has been shown that this group may be less sensitive
to their child’s signals and needs (22, 23). Several studies can
document a correlation between the quality of parenting skills
and dysfunctional emotional regulation, insecure attachment and
lower self-esteem (9, 22, 23).

In addition to interventions that are geared toward improving
parenting skills, a growing literature has shown that the situation
for children of mentally ill parents improves when they have the
opportunity to talk about their parents’ illness (24-26). In a large
Norwegian multicentre study, researchers found that children of
mentally ill parents have an unmet need for understanding their
parent’s condition, as well as its consequences (27), and it is not
uncommon for the children to feel shame or guilt related to their
parents’ struggles (24). Interventions that aim to provide age-
appropriate information to the children of mentally ill patients
have been shown to help increase the children’s comprehension
of their parents’ illness, improve communication within the
family and enable the children to better master their situation

when the parent is ill (24). Combined, these findings provide
grounds for optimism about the results that can be expected if
measures are implemented to provide children and parents with
information about mental illness, and the opportunity to talk
about the parents’ mental illness.

In addition to the above benefits of preventing transmission
of mental illness from one generation to the next, it has been
argued that incorporating the child’s perspective in psychiatric
clinics also may provide additional health benefits for patients
who are parents. An American study showed that mothers with
mental illness identified their role as mothers as a primary
factor in their treatment. They reported that not being able to
raise and care for their children affected their mental health
negatively, and prevented their progression toward improvement
(28). Interventions that aimed to inform families about how
depression affected the parents’ functional level, and to provide
strategies to detect and deal with stress, reduced symptoms
of anxiety and depression in both parents with depression
and their children (26, 29). A meta-analysis conducted by
Pitschel-Walz et al. (30) reports that treatment that includes the
children reduces relapses for patients with schizophrenia by up
to 20%. Similarly, (31) found that family-focused interventions
resulted in fewer relapses for those with bipolar disorder than
in patients who only received medication and maintenance
measures. Thus, it is evident that treatment approaches that
include the patient’s children and family can lead to positive
outcomes and improve the situation for both the children and the
patient.

Mental health care providers have a unique opportunity to
identify children at risk through direct contact with the parents of
the children in question. Incorporating a child’s focus in mental
health services for adults involves having an attitude that children
and family are central parts of the patient’s life that therefore
must be taken into account in the treatment. This requires that
health care providers incorporate the family in the treatment
process, address the needs of the children and engage in the
patient’s parenting role (32). Clinics in mental health services
for adults can be major contributors in the effort to provide
the necessary help for children of the mentally ill. Central tasks
include assessing the children, examining how they experience
their situation, contributing information and psychoeducation,
and taking steps to ensure further action if necessary (33).
Norwegian health legislation has since 2010 obligated health
personnel to identify whether the patient has children, and to
help fulfill the children’s need for information and follow-up if
necessary.

Challenges in Clinical Practice Related to
Children of Parents With a Mental lliness
(COoPMI)

Despite political guidance and the fact that the children of
patients now have a statutory right to be identified and cared
for, a number of studies have revealed challenges in the efforts
to incorporate the child’s perspective in mental health services
for adults (27, 34, 35). These studies suggest that there is a gap
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between what health services should offer and what is actually
offered in services for adults.

In studies conducted by Lauritzen et al. (34, 35), the findings
indicated that some of these barriers were at the organizational
level. The challenges were related to the high workload staff were
under, a lack of ownership of the issue, as well as insufficient
allocation of time and resources (35). Other barriers relate to
the characteristics of the staff in the clinic. Research has shown
that some of these challenges may have two sides. On the one
hand, health care providers say that they believe it is important
to support the children of patients, but that they at the same
time do not consider this to be one of their tasks (35, 36). On
the other hand, health care providers express concern about
including the patients children in the course of treatment (37).
Furthermore, Lauritzen et al. (34, 35) results indicated that
there are barriers related to health care providers’ knowledge,
lack of training and uncertainty. In this context, other studies
have shown that experience and positive expectations related
to working with children and the family have an important
bearing on the implementation of a focus on children in clinical
practice (32).

The Norwegian COPMI Project

The COPMI project is a longitudinal research project in which
the goal was to support the implementation of new routines
arising from legislative amendments, as well as to evaluate the
process of change. The project started in 2010, and involves a
long-term strategy for changing clinical practice. The current
study is a five-year follow-up study.

The aims of the current study were to investigate:

(a) Has the proportion of health care providers identifying
patient’s children increased, 5 years after the legal changes?

(b) Has the proportion of health care providers reporting that
they support the patient’s role in parenting and safeguarding
the patient’s minor children changed over time?

(c) Has the implementation of the new routines led to higher
levels of employee’s expectations of positive outcomes,
attitudes and knowledge about children as next of kin?

(d) Has the implementation of the new routines led to
lower levels of health care providers’ concerns related to
assessments of whether the patient/therapist relationship will
be disturbed by the focus on the patient’s children?

(e) Are there differences in expectations, knowledge, concerns
and attitudes between employees who have little experience
with family conversations and those who have a great deal of
experience?

METHODS

Participants

In the pre-study, 219 employees responded (50% response rate),
whereas in the post-study, 185 employees responded to the
email, corresponding to a response rate of 40.5%. In this follow-
up study, 108 employees participated (24.5% response rate).
Demographic information is presented in Table 1.

TABLE 1 | Study sample: descriptive statistics of the study sample and result of
analysis of variance of sample characteristics according to measurement point.

Pre-test Post-test Follow-up
(Ntotal =219) (Ntotal =185) (Ntotal =108)
N (%) N (%) N (%) P

Sex 0.171

Women 166 (76.1) 123 (71.1) 76 (74.5)

Men 52 (23.9) 50 (28.9) 26 (25.5)
Age 0.525

<30 25 (11.5) 11(6.0) 6 (5.6)

31-40 55 (25.2) 38 (20.7) 22 (20.6)

41-50 57 (26.1) 65 (35.3) 36 (33.6)

51-60 60 (27.5) 51(27.7) 31(29.0)

>60 21(9.6) 19 (10.3) 12 (11.2)

The participants were health care providers employed in
the adult psychiatric clinic at the University Hospital of North
Norway. The clinic consisted of a total of 16 outpatient
clinics, and included a geographical area consisting of 31
municipalities. Participants were recruited through a written
invitation sent to their email address, in which they were asked
to answer online questionnaires (Quest-Back). It was the clinic
leadership that made lists of the employees’ email addresses
available to the research group. The participants were informed
that participation was voluntary, and that they would remain
anonymous. As a result of the participants’ anonymity, there were
independent selections in the pre, post, and follow-up studies.
The study was approved by the data protection supervisor at the
University Hospital of North Norway, and was carried out in
accordance with the Declaration of Helsinki on ethical guidelines
for medical research involving people (38).

Procedure

The clinic initiated new procedures to identify and offer the
necessary follow-up for children of psychiatric patients and
this work included the implementation of two interventions:
Assessment Form and Child Talks. The Assessment Form is an
intervention for treatment providers to increase the identification
of patients’ minor children. The Assessment Form consists of
a general section where information that the providers were
required to collect as a result of legislative changes is requested
(for example, the child’s name, age, siblings, living situation, etc.)
and a section that maps the parents’ concerns and skills related to
parenting. The Child Talks is an intervention designed to provide
support for patients with mental illnesses who are parents and
for their children. The purpose is for the talks to promote health
and prevention by having the treatment provider speak with the
family about the children’s situation and their needs, as well as
to provide support to the family and assist them in seeking help
from other health services if necessary (39).

Measures

Routine for Identification

The employees” routine for identifying children was measured
through the test item: “Have you completed the Assessment
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conversation?” Participants were asked to answer Yes or No. Due
to miscoding, some responses were recoded into missing values
(Pre-test N recoded = 3, Post-test N recoded = 2).

Family Conversations

Experiences with the family conversations were measured
through the test item “To what extent do you have experience
with family conversations?” Participants were asked to rank their
response on a five-point Likert scale, from “To a very small
extent” (1) to “To a great extent” (5). Experience with family
conversations was also used as a predictor variable in one set of
analyses. When used as a predictor, the variable was categorized
into “low experience,” “neither low nor high experience;,” and
“high experience” with family conversations.

Expectations About Positive Outcomes

Participants’ expectations about the effect the new routines may
have for the children of patients was measured using a scale
consisting of four test items. The scale was calculated as the
average score of the four test items. Cronbach’s alpha for this scale
was 0.91 (calculated with re-coded variables without 0 responses).
Test items included questions about expected outcomes for
patients and their children, and one example of the questions is
“I think conversations about and with children can help improve
the life situation of children of parents with a mental illness.”
Participants were asked to rank their response on a five-point
Likert scale, from “To a very small extent” (1) to “To a great
extent” (5).

Knowledge

Participants’ knowledge of the children of mentally ill parents
was measured using questions retrieved from the Family focused
mental health practice questionnaire (40). The questionnaire was
adapted to Norwegian conditions/contexts with the permission
of the authors. The nine test items included both questions that
dealt with knowledge about the children and questions related
to knowledge about the new legislation. One example question is
“To what extent do you have knowledge about mental illnesses
and the consequences such disorders may have for the parenting
role.” Participants were asked to rank their response on a five-
point Likert scale, from “To a very small extent” (1) to “To a great
extent” (5).

A factor analysis was conducted to reduce the number of test
items. Data was considered to be suitable for factor analysis,
with a KMO value of 0.86 and Bartlett’s test of sphericity
was significant. A Principal Component Analysis (PCA) with
Varimax rotation indicated that all test items, with the exception
of one, were high loading on one factor. This test item was “To
what extent have you received training in the new legislation?”
This test item was thus excluded, and a scale was calculated based
on the average score of the eight remaining test items. The scale
was named Knowledge, and Cronbachs alpha for this scale was
0.86.

Attitudes

The ten test items included questions related to the willingness
to change within the organization, attitudes to the new practice
and attitudes to the importance of having a focus on the children

of mentally ill parents. In addition, the test items related to
attitudes about whether or not a child perspective in the practice
interferes in the therapeutic alliance with the patient. Test items
included questions such as “We should offer the children of
patients information and support as next of kin,” and “The
relationship between the treatment provider and patient may be
negatively impacted if the patient’s parenting role is brought up.”
Participants were asked to rank their response on a five-point
Likert scale, from “To a very small extent” (1) to “To a great
extent” (5).

A factor analysis was conducted to reduce the number of
test items (re-coded data without 0 responses). The estimated
KMO value was 0.88 and Bartlett’s test of sphericity was
significant, which indicated that the data was well suited for
factor analysis. A Principal Component Analysis with Varimax
rotation revealed two components. Positive attitudes to a focus
on patients’ children was high loading on component 1, while
negative attitudes associated with concern about disruption in the
treatment and interference in the parenting role was high loading
on component 2. The interpretation of the two components
is consistent with previous research for the scale associated
with Attitudes (34). Two scales were calculated based on the
average scores for the test items in the two components. The
two scales were named Positive Attitudes and Concerns, and
the reliability analysis calculated Cronbachs alpha to be 0.94 for
Positive Attitudes and 0.79 for Concerns.

Demography

Age and sex were also reported in the questionnaire.

Procedure

The treatment provider was to conduct a family assessment
conversation and fill out a form together with the patient, and
should then enter it into the electronic patient record. The family
assessment consists of questions such as “Do you have children?,
“How many children do you have?,” and “Do you have the daily
care of the child?.” At the end of the conversation, the treatment
provider should inform the patient about the Child Talks, and
offer this to the patient (41). If he or she agreed to participate in
Child Talks, the talk would normally be held in the course of the
next 4 weeks.

Data collection was carried out electronically using email
through Quest Back on three different measuring points in pre
(2010), post (2013), and follow-up (2015) studies. Participants
received an email in which they were asked to answer an online
questionnaire. If they did not respond, Quest Back generated
reminders about the study after 2 weeks. This was done for a
maximum of three intervals. This article reports the results from
the follow-up study, where we wanted to examine whether the
implementation of the two interventions (Family assessment and
Child Talks) had led to a change in clinical practice 5 years after
health legislation was altered to make assessment and support
mandatory for families affected by parental mental illness.

Data Analyses
The data was exported from Quest Back to SPSS. All statistical
analyses were performed in IBM SPSS (version 24). Descriptive
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analyses were used to examine the demographic characteristics
of the group. Hierarchical logistic regression analysis was used
to test the probability of having identified children of patients,
in a two step manner. First the crude odds ratios were
estimated, and next the estimates were adjusted for sex and age.
Multivariate analyses of variance were used to test the degree
to which familiarity with family conversations, knowledge,
expectations, positive attitudes, and concern varied according
to measurement point. The estimates were adjusted by sex and
age. Similar multivariate analyses of variance were conducted
to test the degree to which knowledge, expectations, positive
attitudes and concern varied according to experience with family
conversations. Once again, sex and age were adjusted for.

RESULTS
Assessment and Identification

There was a significant increase in the proportion of participants
who identified the patients’ children between the three points at
which measurements were taken. In the pretest measurement,
44% of participants reported that they had used the Assessment
Form, while at the posttest stage, 66% reported that they had used
it. At the follow-up test, the proportion had again increased to
72% of the participants. Results are displayed in Table 1.

The results indicated that the different measurement points
did have an impact on the probability that the employees used the
Assessment Form, and thus identified the patients’ children. Both
the adjusted and unadjusted estimates showed a significantly
greater probability of having used the Assessment Form at
the post-test (adjusted OR = 2.29) and at follow-up (adjusted
OR = 3.37) compared to the pre-test. The confidence intervals
between the posttest and follow-up test were overlapping,
indicating that there was no significant difference between these
two measurement points. See Table 2 for an overview.

Experience With Family Conversations

In order to examine whether more health care providers had
experience with family conversations at the post-test and follow-
up test compared to the pre-test, a multivariate analysis of
variance was run. The estimates were adjusted for sex and age.
The results revealed no significant difference [F (3 467) = 1.085,
p = 0.339]. The average value and standard deviation for the
scores are presented in Table 3.

Knowledge, Positive Attitudes, Concerns

and Expectations

Multivariate analyses of variance were conducted in order to
estimate the degree to which the participants in the pre, post
and follow-up groups scored differently on the outcome variables
Knowledge, Positive Attitudes, Concerns, and Expectations. The
estimates were adjusted for sex and age. The results of the
multivariate analyses are presented in Table 3. There was a
significant difference in the average score for Positive Attitudes
between the participants in the three groups (p = 0.002). The
mean score on positive attitudes were lower both at the post-test
(B=—0.25, p < 0.001) and at follow-up (B = —0.016, p = 0.044)
than at the prtest.

There was also a significant difference in Knowledge between
participants at the three measurement points (p = 0.003).
Knowledge was significantly higher both at the post-test
(B =0.18, p = 0.001) and at follow-up (B = 0.16, p = 0.022)
compared to at pre-test. Overlapping confidence intervals
indicated that there was no significant difference between the
post-group and the follow-up group. There were no significant
differences in reported Expectations or Concern between the
participants in the pre, post and follow-up groups.

High and Low Experience With the Family

Conversations

Furthermore, we wanted to investigate whether there were
differences between health care providers who had a high and a
low degree of experience with family conversations, in regards
to Knowledge, Positive Attitudes, Concerns and Expectations of
positive outcomes. The multivariate anova, with adjustments for
sex and age, showed a significant difference only in Knowledge
[F(2, 460) = 154.253, p < 0.001]. The group with low experience
with family conversations had on average —0.93 (p < 0.001)
lower scores on Knowledge, whereas the group with neither high
nor low experience had on average —0.54 (p < 0.001) lower
scores on Knowledge, compared to the reference group with high
experience with Family conversations. Level of experience with
family conversations was unrelated to Positive attitude, Concerns
and Expectations.

DISCUSSION

The objective of this follow-up study was to examine whether
there have been permanent changes in clinical practice related to
assessing and supporting children of patients in units for mental
health services for adults at UNN. The results indicated that
some changes have been integrated since the project’s start-up,
however health care providers had not changed their practices
in such a way that all children of patients are identified and
offered support. The results further indicated that after the
project withdrew from the participating hospital in 2013, there
has not been sufficient systematic work around assessing and
safeguarding the need for information that children of mentally
ill patients have.

Our findings indicated that the biggest changes happened
in the first few years after the legal changes came into effect
and at the time the implementation process started up at UNN.
There was a significant increase in the number of employees
who reported that they identified the children of patients after
the Assessment Form was implemented in 2010: the proportion
rose from 44% in the pre-study to 66% in the post-study in 2013.
Subsequently, there was a smaller, non-significant increase until
2015, when 72% of employees reported that they implemented
the required form and identified the patients’ children. The
results showed that 28% of the participants still do not assess if
patients have children. The registration of patients’ children is a
key part of the 2010 legislation, and after the project withdrew in
2013 there has not been any statistically significant increase in the
number of participants who identify if patients are parents.
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TABLE 2 | Logistic regression analysis of the probability of identification of children of patients according to measurement time (pre-test, post-test and follow-up).

Model 12 Model 1P
NY®S (%) OR (o] P OR Cl p

Pre-test 95 (44) Ref.¢ Ref.¢
Post-test 120 (65.6) 2.32 1.63-3.51 <0.001 2.29 1.51-3.74 <0.001
Follow-up 73(71.6) 3.37 2.00-5.70 <0.001 3.37 1.99-5.71 <0.001
aUnadjusted estimates.
b Estimates adjusted by sex and age.
®Reference group.
TABLE 3 | Multivariate analyses of variance of differences in having performed Family conversations, Knowledge, Expectations, Positive attitudes, and Concerns
according to measurement time (pre-test, post-test, and follow-up), adjusted by sex and age.

Pre-test Post-test Follow-up Total

(N =203-215)2 (N = 176-182)2 (N = 99-105)2
B B (Cl) SE P B (Cl) SE p P

Family conversations Ref® 0.15 (—0.03 to 0.36) 0.10 0.143 0.56 (—0.19 to 0.30) 0.12 654 0.339
Knowledge Ref® 0.18 (0.07 to 0.30) 0.06 0.001 0.16 (0.02 to 0.29) 0.07 0.022 0.003
Concerns Ref® 0.10 (—0.05 to 0.25) 0.08 0.188 0.17 (—0.01 t0 0.35) 0.09 0.063 0.143
Positive attitudes Ref® —0.25(—0.38t0 0.11) 0.07 <0.001 —16 (—0.32 t0 0.01) 0.08 0.044 0.001
Expectations Ref® —0.14 (—-0.26 t0 0.01) 0.06 0.031 —0.12 (-0.27 t0 0.03) 0.07 0.104 0.067

aThe variability in N is caused by missing values for some of the variables.
bReference group.

A successful implementation of the Assessment Form may in
this context be considered a quality indicator (27), as it accords
with the health authority’s guidelines and provides a thorough
review of the circumstances such as the child’s name and age,
as well as clarifications about the patient’s care responsibilities.
Unfortunately, our results indicated that the implementation had
not been successful, as a high proportion of the participants
report they are not using the Assessment Form. One possible
explanation could be that they register patients’ children in
other documents in the patient journal (42). If so, this is a
less systematic documentation of patients’ children than the
Assessment Form, and the degree of information registered in the
record may vary between treatment providers.

An even greater challenge has related to implementing the
Child Talks in the clinical practices of health care providers at
the hospital. The results indicated that there has not been any
significant increase in the employees experience with family
conversations since the implementation process started in 2010.
At that time, 20% of the employees reported that they had
high experience with family conversations, while in 2013, 23%
of the participants said the same. In 2015, 26% reported
having a high experience of these conversations. It is possible
that “family conversations” meant something different to the
employees at the last two measurement points than it had at
the pre-measurements. In 2010, the implementation of the Child
Talks had not yet started up, and it is therefore possible that
the reported experience of family conversations had a more
general meaning and was not necessarily linked to this specific
intervention. One would still expect that if more employees had

begun to implement the Child Talks after the implementation
started in 2010, participants would also have reported higher
levels of experience with family conversations in 2015, which
does not seem to be the case. We therefore do not think that
different perceptions of what the family conversations are is a
plausible explanation for the fact that 75% of the employees still
report low levels of experience related to talking with the patients’
families, even five years after the new law required health care
providers to support and safeguard the information needs of
children of mentally ill patients.

However, our findings still support the claim that the
employees value a focus on children in the clinical practice.
Participants generally had a high degree of positive attitudes to
the introduction of the Child Talks in the clinical practice, which
is reflected in the high average scores at all three measuring
points. However, participants were the most positive to the
introduction of a child’s perspective in 2010, the same year
that the new law came into force. The participants reported a
significantly lower degree of Positive Attitudes in 2013, while
there was no significant change between the measurements in
2013 and 2015. The participants reported that they largely agreed
that health care providers should identify the children of patients,
offering them information and support, and initiate a dialogue
about the parenting role with patients who have children. The
results indicated that there is no significant change between the
three measurement points in the employees’ concerns related
to having a focus on patients’ children in the treatment. The
participants were generally not very concerned that talking with
patients about their children and parenting role may damage the
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patient/therapist relationship, which is reflected in the low scores
for concern. The employees’ positive attitude as well as the low
level of concern, may indicate that there is a certain degree of
willingness to change among the employees (43). Despite this,
more than 25% of the participants still report that they do not
seek to clarify whether the patients have children, and more than
75% have little experience with talking to the patient’s children
at the follow-up point in 2015. The results thus indicate that
a significant proportion of the staff has not integrated the new
procedures in their clinical practices, despite the fact that they
show a high degree of positive attitudes to including a focus on
the patient’s children. This is in line with the findings from the
pre and post study in the project (34, 35), as well as past research
(36, 44), which indicates that the positive attitude of the staff is
not sufficient for them to incorporate a focus on patients’ children
in the treatment.

We also wanted to investigate whether there has been
any change in the employees’ level of knowledge since the
implementation of the new interventions started in 2010. The
results show a significant increase in participants’ self-reported
knowledge from the implementation process started in 2010
and to it reached its highest level of activity in 2013. There
was no change in participants’ knowledge from 2013 to 2015,
which indicates that the employees’ level of knowledge has
remained stable after the project withdrew from the hospital.
However, it is possible that the reported increase in knowledge
between the measuring points in the pre and post study is not
very significant in the clinical practice. Although there was a
statistically significant change between the measuring points in
2010 and 2013, the calculation of the effect size showed that this
was virtually negligible.

The results from this survey indicate that there also was
no difference between these two groups related to concerns
or positive attitudes. Both those with high and low degrees of
experience with the family conversation had a very high degree of
positive attitudes to focusing on the patients children during the
treatment. However, our results did indicate a difference in the
reported level of knowledge between the two groups. Employees
who had more knowledge about children of mentally ill parents
also reported more experience with family conversations than
those with lower levels of knowledge. This can be seen in the
context of discoveries made in the measurements carried out in
2010 by Lauritzen et al. (34). This finding showed that employees
who reported that they identified the children of patients also had
a higher level of knowledge about children as next of kin and
of the legislation than those who did not identify the children
at this measurement point. These findings are also consistent
with results from studies that have shown that the ability to
support patients in the parenting role increased through the
health care provider’s personal experience and their professional
experience and education in this area (45, 46). On the other hand,
studies have revealed that a lack of knowledge and skills can
be obstacles to the implementation of the child’s perspective in
clinical practice (44).

There are reasons to assume that there is potential to
strengthen the training of health care providers, so as to increase
their level of knowledge and skills related to working with

children as next of kin. The results from a Norwegian multicentre
study showed that 40% of the employees in mental health services
for adults had not participated in training related to practizing the
new legal provisions (27). In this context, Maybery and Reupert
(44) propose that the training should have a two-part focus. One
part should be directed toward the patient’s parenting role, and
should provide knowledge of parental guidance and increase the
ability to discuss the consequences that mental illness can have
for the child in an empathetic way. The second part should deal
with the direct work with children, where the ability to talk with
children and provide age-appropriate information should be key
(44). Another suggestion might be to include knowledge about
work with children and families in the education programmes
for the various health professions (27, 35), as this can give future
health care providers an expanded and solid knowledge that
increases their sensitivity to the children of patients once they
enter the workforce.

Child Perspective Team

It is not uncommon for innovations to have to be changed
in order to adapt to the practices they are to be implemented
in Meyers et al. (47), and it is possible that it is necessary
to rethink the implementation of the family conversations in
the participating hospital. A strengthened partnership between
the adult and child services can help promote the safeguarding
of patients’ children and families (27). In addition, the
interdisciplinary cooperation between different health services is
important in the efforts to offer support to children as next of kin
(27, 48). By involving key personnel, who are often referred to
as “champions” in the literature, conditions can be created that
promote the implementation process (47). The champions have
a high level of knowledge and motivation, as well as the ability to
engage the rest of the staft (47). Champions can uncover barriers
that delay the implementation process in the clinic, and help
develop solutions to address these obstacles (48). It has previously
been proposed that an employee with responsibility for children
can fulfill such a role in the clinic (48), but this requires that more
time and resources be set aside for this work (33). Furthermore,
the employee with responsibility for children must be anchored
at a sufficiently high level in the organization, and must be given
influence in the clinical practice (27).

With regard to the identification and assessment of the
patients’ children, this will still be the responsibility of the
patient’s treatment providers, as is done in the existing routines.
Possible measures to increase the identification and registration
of patients’ children may be to provide adequate training in
keeping patient records for health personnel (27), and/or to
introduce the registration of patients’ children as a quality
indicator for the hospital’s service (42).

CONCLUSION

The children of mentally ill parents is a group with a known
risk of developing mental illness, and since 2010 they have
had a statutory right to be identified and cared for by health
care providers in Norway. The interventions “Assessment Form”
and “Child Talks” comply with the statutory requirements,
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and can prevent and reduce the risk that children of patients
themselves develop mental illnesses. Our results show that
the hospital has not managed to implement changes in its
practices to ensure that all minor children of mentally ill patients
are assessed and cared for in a satisfactory manner. On this
basis, we have proposed specific measures to establish dedicated
teams at psychiatric centers within the hospital, which will
be responsible for conducting conversations with the patient’s
children. Furthermore, we believe that the key personnel in such
teams can help to overcome important obstacles at several levels
in the organization, and speed up the implementation of the new
procedures. However, this will be difficult to implement without
adequate allocation of time, resources, and personnel.

LIMITATIONS OF THE STUDY

The most central limitation in this study is the relatively low
response rate in the study, particularly at the follow-up point
(50% for the pretest, 40% for the posttest and 24% for the follow-
up measurement). This can affect the results if the decision
to participate in the survey relate to or are affected by the
respondent’s attitudes. It is also possible that those who choose to
answer the survey already have more positive attitudes attached
to having a family perspective in the treatment they practice.
One consequence of this may be that this article represents more
positive attitudes in health care providers about the topic than
what actually is the case. However, a response rate of 24% is quite
common for online surveys. The cohorts of respondents did not
differ significantly in terms of age and gender at the different
times of measurement. Confront Table 1 for information about
the studied population in terms of age and gender.

Another limitation of this study is the way some of the
questions are worded in the questionnaire. Participants are asked
whether they to a high or low degree have “experience with family
conversations.” In our study, we are interested in examining
whether the employees have begun to make use of the “Child
Talks” intervention. It is possible that the participant interprets
experience of family conversations in a larger context and is
not responding specifically to whether they have experience with

the “Child Talks.” Subsequent studies should therefore examine
whether health care providers have started to make use of the
“Child Talks.”

This study is based solely on measurements from self-
reporting about attitudes, knowledge, expectations and current
work practices. Future studies should also include objective
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measurements such as patient record data to investigate
how many patients’ records report on assessments of family
conversations.

The samples at pre, post and follow-up tests are not
independent, due to the anonymity of the respondents. The
respondents may therefore have been influenced by being nested
within the same department, which may have biased the results.
In future research personnel should be evaluated individually to
track changes in levels of competence and clinical practice.

In terms of the existing evidence for these interventions, there
are few studies available. The interventions are being tested in
Norway and Portugal, and we expect results about their effects
to be published eventually. However, there is generally a lack
of intervention studies that document the positive effects of
incorporating a focus on the patient’s children in clinical practice
and treatment within the mental health services. Hence, future
studies should be conducted to study effects of interventions
that aim to promote well-being among children of parents with
a mental illness. This may motivate hospital management and
health care providers to make use of such interventions to a
greater extent.
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Background: Researchers have documented the lack of evidence-based interventions
for parents with serious mental illness (SMI). Given the prevalence of parenthood among
individuals with SMI, the value placed on parenthood, and their diverse vulnerabilities,
a robust, theoretically sound and empirically tested model of peer supports would
likely provide a valuable complement to psychiatric services. In this paper, we lay
the groundwork for a model of peer supports using a program theory development
process and guided by stages of evidence-informed innovation outlined by the National
Implementation Research Network.

Methods: This study employed a developmental design in the initial stage of a larger
study of the development, implementation, and testing of peer supports to address
three questions: (1) What needs of parents with SMI are particularly well-suited to peer
supports? (2) What do peers have to offer parents? and (3) What is unique about peer
supports for parents? A purposeful sampling strategy was used to recruit key informants
(n = 22) familiar with peer supports, family-focused care and the experiences of families
living with parental mental illness. Individual interviews were conducted face-to-face or
on the telephone and a full-day group interview was conducted using a workshop format.
Interview data were analyzed qualitatively to identify themes reflecting potential core
program elements.

Results: Consistent themes drawn from data comprise four core program elements:
engage, explore, plan, and access and advocate. These core activities are likely founded
on practice principles that include a focus on families and their strengths, cultural
sensitivity, and acknowledgment of the trauma experienced by many parents. The
findings raised a number of challenges in contemplating peer supports for parents with
SMI, including the need for ongoing support for peers.

Discussion: In developing this model, aspects of organizational context must be
considered along with specification of the characteristics of parents with SMI suited to
this approach and the attributes of peers providing support. A fully-articulated model
must include parallel theories of change for the workforce, as well as for participating
parents, to support well-being in the context of peer relationships and the success of
parents with SMI in family life.

Keywords: parents with serious mental iliness, peer supports, family-focused care, psychiatric services, program
theory, evidence-based practice
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INTRODUCTION

Numerous researchers have documented the lack of targeted
evidence-based interventions for parents with serious mental
illnesses (e.g., schizophrenia, bipolar disorder, major depressive
disorder) (1, 2). Effective psychiatric treatment is recommended,
of course, dependent on a person’s history, diagnosis, preferences
and response. However, inattention to issues of importance
to individuals with serious mental illnesses (SMI) who are
parents, and the probable impact of unaddressed issues on a
person’s participation and progress in treatment, suggest the
potential benefit of attending to a parents circumstances and
priorities, particularly if they are contributing to stress. Given the
prevalence of parenthood among individuals with SMI (3, 4); the
value placed on parenthood by these individuals (5, 6); and their
diverse vulnerabilities (e.g., limited resources and supports) (7),
a robust, theoretically sound, empirically tested model of peer
supports for parents with SMI would likely provide a valuable
complement to traditional psychiatric treatments. In this paper,
we lay the groundwork for a model of peer supports for parents
using a program theory development process (8) and guided by
stages of evidence-informed innovation outlined by the National
Implementation Research Network (NIRN) (9).

Peer-delivered service models have increased markedly over
the past two decades and are now an integral component of the
behavioral health care system in the USA (10, 11). Peer support
is based on the idea that individuals with lived experience of
mental health and/or substance use disorders who have made
progress in recovery may be uniquely positioned to offer support,
validation, and hope to others (12, 13). Within the field, peer
support specialists are persons who identify as having mental
health conditions who receive formal, skills-based training to
deliver services in the behavioral health care system (14). Peer
support specialists occupy a variety of roles in behavioral health
care that vary by setting, credentialing requirements, and service
model (6, 15). In the USA, states are authorized to bill Medicaid,
the public insurer, for peer support services to assist individuals
in recovery from mental illness and substance use disorders.

A growing body of literature supports the benefits of peer-
delivered services in behavioral health care (16). Much of
this literature suggests positive outcomes as demonstrated by
increasing consumer engagement and retention in care, linking
individuals to community-based support services, fostering
hope, addressing social isolation, increasing activation and
self-care, and reducing inpatient utilization of services (11,
13, 16-21). However, recent meta-analyses of peer-delivered
services, particularly for individuals with SMI, provide a more
tentative assessment of the empirical evidence and raise questions
about the methodological rigor of published studies (18, 22,
23). Adequate categorization and clarity surrounding the role,
objectives and performance of peers is often lacking (24-26).
Theory-based program models of peer support with well-defined
change mechanisms are needed (22, 25, 27), as is increased
attention to implementation processes and barriers that might
affect participation and anticipated outcomes (22, 25).

The task of specifying the core program elements and
underlying processes of a model of peer supports for parents

with SMI, along with clear specification of the role of
parent peer specialists, is informed by review of the literature
regarding peer supports in mental health in general (13, 20,
28, 29). Authors describe and link peer support processes to
conceptual underpinnings. Chief among these, by definition, is
the importance of lived experience with mental illness and within
the system of services (13, 20, 29). The peer specialists use
of positive self-disclosure and the perception of commonalities
shared with and by the patient or client contribute to relationship
engagement and foster hope for change (13, 20, 29). The peer
relationship is enhanced by the emotional engagement that
develops in this work through trust, acceptance, understanding
and empathy (13, 20, 29). Peer specialists have the ability to role
model progress in recovery and coping. They may be more likely
than clinical practitioners to take a strengths-based approach,
rather than focusing on psychopathology, and facilitate access to
social and practical support, both informal and formal (13, 20).
The peer specialist role has been described as having benefit to
the peer specialist as well as to the patient or client, via the
assumption of the helper role (13, 29).

However, the possible emotional closeness between peer
specialist and patient or client, in combination with the fact that
the peer specialist role definition often lies somewhere between
that of traditional mental health clinician and patient or client,
may contribute to difficulties (29). The peer specialist may be
vulnerable to over involvement, unsustainable boundaries and
burnout (29), suggesting the need for ongoing training and
support. The organizational or agency context (e.g., hospital
in-patient setting, community mental health agency or health
center) in which peer support is offered must be considered as
well (29). Authors recommend that the process of creating peer
positions should include the active involvement of non-peer staff,
organizational leaders and people in recovery, especially those
who may serve as champions in the effort (20).

This paper reports on the initial, preparatory and foundational
stage of a multi-stage study to develop, implement and assess the
effectiveness of peer supports for parents with SMI. It reports
on work done together with diverse stakeholders in laying the
groundwork for model development of peer supports targeting
parents with SMI. The initial tasks include developing program
theory linked with core elements and processes, and identifying
essential qualities and characteristics of parent peer specialists.
Research questions include: (1) What needs of parents with
SMI are particularly well-suited to peer supports? (2) What do
peers have to offer parents? and (3) What is unique about peer
supports for parents (i.e., what distinguishes them from peer
supports in general)? Findings from this initial exploration will
inform the next stages of the project: first, further elaboration
of the peer supports model for parents with SMI and, second,
the installation, implementation and testing of the resultant
innovative, empirically informed model.

METHODS

Design
The study reported here employed a developmental design
as the initial stage of the larger study of the development,
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installation, implementation and testing of parent peer supports.
A developmental design has the purpose of helping develop an
innovation, intervention or program (30). Feedback loops inform
ongoing program, staff and organizational development. This
approach is particularly relevant in situations in which programs
or models are being adapted to new conditions, contexts or
target populations (30), that is, the exploration and installation
stages outlined in the NIRN framework for the implementation
of evidence-based programs and other innovation (9). The
larger study methods combine three iterative approaches to
program theory building (8): (a) a review of the academic and
gray literature (deductive approach); (b) interviews with key
informants (articulating stakeholder mental models); and (c)
Implementation Team meetings as the potential program model
is considered for installation at the community-based agency
(inductive approach). In this paper, we report findings from
interviews with key informants. The extensive literature review,
reported above only briefly, focused on the experiences and
needs of parents with SMI and the development, implementation
and testing of peer supports in general. Implementation Team
meetings are underway as we prepare to install peer supports for
parents with SMI in the community agency context.

Key Informant Interviews: Articulating
Stakeholder Mental Models

Mental models for programs reflect the ways in which
stakeholders describe what a program would look like, how
it would work, and how success would be determined,
particularly as stakeholders consider the characteristics, needs
and experiences of the target population (8). The selection of key
informants is informed by the notion that engaging stakeholders
provides access to expertise, facilitates the development of a
shared understanding of the potential program and promotes
empowerment, communication and uptake of the final result
(8). Diverse perspectives are included to develop a more
comprehensive program theory.

Sample Recruitment

A purposeful sampling strategy was used to recruit initial key
informants familiar with peer supports, family-focused care and
the specific needs and challenges of families living with parental
mental illnesses. A preliminary list of potential study participants
was constructed by the investigators, chosen to reflect diverse,
relevant perspectives including state agency policymakers and
funders, provider agency managers and staff, experienced
peer specialists, parents with SMI, program developers and
researchers. Additional informants were added to the sample as
they were identified by study participants. Potential participants
were sent a recruitment email informing them of the study
and inviting their participation in an interview to discuss peer
supports for parents with SMI, including relevant factors to
consider in developing the proposed model and ideas about how
to implement, sustain and assess the effectiveness of the model.
All invitees agreed to participate (n = 22). The investigators were
included as participants given the co-production nature of the
project and their partnership role in facilitating key informant

engagement and contributing to the design of the ultimate parent
peer supports model (8, 30).

Interview Procedures

Interviews were conducted by one of the investigators,
experienced clinical researchers, either face-to-face or on the
telephone, at the convenience of the participants, between
March 2016 and July 2017. A study overview including the
interview items was emailed to participants prior to the scheduled
session. The individual interviews lasted 1-2h. One full-day
group interview was conducted using a workshop format with
expert stakeholders to draw out rich perspectives on key
elements of program theory in an iterative, face-to-face manner
(8). At the beginning of each session, informed consent was
obtained and participants completed a brief background survey
(e.g., age, gender, race/ethnicity, education, training/discipline,
organizational affiliation, and years in their current role). For
those individuals interviewed by telephone, informed consent
forms were emailed in advance, signed and returned by the
participant. Study procedures were reviewed and approved by
the state agency research review committee and the institutional
review boards of the investigators” universities.

The investigators employed a semi-structured interview
protocol informed by a series of open-ended questions as
suggested in the NIRN Exploration Stage of innovation
development (9). The questions were used to orient conversation.
By way of introducing the topic of peer supports for parents,
the interview began by asking participants for their perspectives
on the needs of parents with SMI. Follow-up questions elicited
information on current programs and practices, potential
resources for the proposed parent peer supports, anticipated
implementation and sustainability challenges, and additional
stakeholders to contact. The interview concluded with an open-
ended question asking whether the participant had anything
else to add. The investigators began reviewing data as they
became available, so that earlier interviews informed later
interviews as knowledge was obtained. Verbatim notes were
taken during all interviews, reviewed and transcribed by the study
investigators using standard word processing software, and de-
identified to maintain the participants’ privacy. In addition, for
the workshop session, extensive notes were made on easel sheets
along with verbatim notes to facilitate group discussion. These
were transcribed as well.

Analysis

A framework approach to the interviews was employed, given
that a starting set of issues to investigate was identified prior
to data collection. These included recommended considerations
in the NIRN exploration stage of innovation related to
implementation context, such as the identification of essential
resources, potential barriers, and lessons learned from prior
initiatives (9). Open-ended interview questions were developed
to provide for unstructured responses to these implementation
topics as well as to allow for rich responses from study
participants regarding the specific needs and experiences of
parents with SMI (31, 32). While the overall framework of
the interviews as focusing on developing and implementing
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peer supports was identified in advance, themes related to
essential elements and considerations for the development and
implementation of peer supports for parents with SMI emerged
from the data, in a grounded theory type of approach, as thematic
coding progressed (33). The investigators worked independently
initially, recording notes of themes that emerged from the
data, as well as informed by the research objectives. They
reviewed and updated themes based on the frequency of themes
within a response and the emphasis granted certain themes
by participants. Together, investigators revisited and updated
themes and came to consensus regarding the codes and the
language used to define them. Coding was facilitated through the
use of Dedoose software (34). The investigators generated memos
regarding impressions and emerging themes and relationships,
and reviewed findings as they supported, diverged from or
augmented prior knowledge.

Trustworthiness of the qualitative analysis process and
findings was established in multiple ways (35). Transcripts
were reviewed and coded independently, impressions compared,
and differences reconciled to achieve complete agreement in
all cases. Trustworthiness was further established through
member checking (33). Preliminary findings were reviewed by
independent stakeholders on the study’s Implementation Team
and actively working in the field.

RESULTS

Participants

Massachusetts, the seventh smallest state in the US, is located
in the Northeast region of the country. The state population
is estimated at 6.93 million. The state’s capital, Boston, is the
most populous city; more than 80% of Massachusetts residents
live within the greater Boston metropolitan area. Prevalence
estimates suggest that more than a half a million adults in
Massachusetts experience SMI; unmet need for care is high.
While Massachusetts is lauded as among the best states in
the nation regarding access to behavioral health care, many
individuals with SMI and substance use disorders struggle to
find services.

Twenty-two informants participated in the study. The
majority of informants were female (77%), over 45 years of
age (77%), and Caucasian (86%), reflecting the characteristics
of the Massachusetts human services workforce. Most had a
four-year university degree or more in education (81%). The
education of the remaining participants ranged from some high
school to some college, with two completing a high-school
equivalency diploma or trade school. Just over one-third of the
participants (36%) were in their current positions for a dozen
years or more; two were unemployed outside the home. Just over
half (59%) described themselves as being in practitioner roles
(e.g., social work, rehabilitation counseling, clinical psychology);
23% were in policy and program administration positions; and
18% were in other roles (e.g., mental health advocate; parent
at home). Informants represented community mental health
and state human service agencies, and included community
leaders from varied practice settings and academic researchers,
as well as advocates and parents with SMI. Their familiarity

with peer supports and as service providers and recipients was
extensive. Their experiences varied from working as peer support
specialists and educators, to directing and supervising peer and
recovery services to receiving peer services as patients or clients.
Several informants were funders and administrators of peer
services. A significant number identified as individuals with lived
experience of mental illness or as having family members with
lived experience. All were parents. The notion of peer support
work in the US implies that those who direct or supervise these
programs are often peers themselves, with lived experience of
mental illness and as service recipients. It would be incorrect to
assume that only those parents unemployed outside the home
had ever received services. Participants were asked to designate
their primary role as they identified it at the time of the study, but
were encouraged to draw from their range of experiences.

Research Question #1: What Needs of
Parents With SMI Are Well-Suited to
Peer Supports?

The gaps in supports and resources for parents with SMI were
frequently noted by key informant participants. In addition,
parents with SMI may have questions or concerns that are specific
to their situations or circumstances. Needs that are common
among all parents may be exacerbated in situations in which
parents live with mental illnesses.

Gaps in Supports and Resources

Many participants touched on the lack of personal or professional
support that parents with SMI experience, the pronounced sense
of not knowing with whom to talk, and the implications of this
isolation. As one key informant noted, “Often parents say they
have no one who they rely on.” Participants observed that because
so many parents with SMI do not have a “non-threatening person
with whom they can confide” they may compartmentalize their
needs and fear disclosure about salient information including
the “use of psychiatric medication” and “childcare challenges.”
Participants suggested that among parents with SMI, fear of the
child welfare system and child protective services is a significant
source of stress that may exacerbate parental isolation. Such
parents might avoid seeking services lest disclosure of their
psychiatric diagnoses or challenges in childrearing result in their
children being taken from them. As one participant suggested,
“the child welfare system exists to protect children, but there
has to be a way for parents who are struggling to reach out—
without the fear of having their children removed [from their
care].” Participants also pointed out that parental isolation and
the lack of support give rise to doubts and fears about a common
concern of parents with serious mental illness, that is, if and when
to disclose their illness to their children and others.

Concerns Specific to Parents With SMI

Peers, given their own experiences, may be best suited to
discussing a number of issues that specifically relate to family life
and serious mental illness. Participants strongly endorsed the use
of peer supports for parents who may be “contemplating having
another child” as peers may have experience with balancing the
demands of parenting multiple children and managing serious
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mental illness. Peers may have insight into complex or stressful
family relationships, for example, and suggestions for parents
who have complicated relationships with their own parents, yet
must “rely on [them] for child support.”

Many participants noted the crucial support that a peer
may provide in helping parents reframe their experiences,
to “deconstruct stigma” as they make negative assumptions
about the relationship between their own illness and their
children’s behavior, and to “normalize the day-to-day challenges
of parenting” that exist independent of a psychiatric diagnosis.
Parents may blame themselves and their illnesses as contributing
to behavior in children that actually may be developmentally
appropriate (e.g., temper tantrums in toddlers). According to one
informant, “It's common to ascribe any difficulties in parenting
to depression, but there are normal experiences and challenges
of parenting that exist apart from major depression.” Further,
parents with serious mental illness may need extra support in “the
pragmatic steps necessary to get through the day,” for example,
figuring out “how to get their kids to the bus on time in morning”
or “how to get them enrolled in a good afterschool program.” In
helping parents with serious mental illness navigate these day-to-
day challenges, peers may suggest alternative strategies that help
to change parents’ perspectives from that of feeling overwhelmed
by demands and “failing” to one of coping and succeeding in
managing everyday family life.

Parents may benefit from peer supports for situations unique
to them. As participants pointed out, parents who do not
have custody of their children may have supervised visitation
as required by child protective services or may hope for
reunification with their children. Peers may have experience with
child welfare and advice for navigating the system successfully.
They may be preferred, willing and able to supervise parents
visits with their children. A key informant described, “This is
complicated, but it’s worth taking on. How can a parent interact
with a child, particularly if they have limited contact?” Another
informant suggested, “Parents may need support for grieving the
loss of parenthood—for those who opt not to have children” and
for those who have lost custody or contact. Parents with SMI may
need help repairing and renewing bonds with children. For older
parents, peers may be helpful in assisting them to reconnect with
their adult children.

Generic Parenting Issues Magnified

Participants also remarked on the needs of parents with SMI that
are generic to all parents. Concerns about housing, healthcare,
and education were frequently cited. However, many suggested
that even the very basic needs of vulnerable individuals take
on a different quality and urgency for parents with SMI who
are primary caretakers of minor children. As one informant
noted, “Do I have enough money to pay my electric bill this
month?” may mean something very different for individuals
who are parents than for those individuals responsible only for
themselves. For parents with SMI caring for children, failing to
provide for the essentials of daily living may exacerbate their
doubts about their parenting abilities, mentioned above, and
draw the attention and concern of others.

Research Question #2: What Do Peers

Have to Offer Parents?

Peers may be sensitive to the importance of empowerment and
the contribution of successful planning and problem-solving to
feelings of self-efficacy and recovery. They may be well-suited to
helping parents access and advocate for supports and resources
for themselves and their families.

Plan

Peers can draw from their own experiences to help parents solve
problems, envision change and make concrete plans to achieve
their goals. “Peers workers facilitate peer-driven goal planning.”
Because of their unique perspective as peers, they may be better
able to partner with the parent to “go to a school meeting; go
to a doctor’s appointment; go to get a prom dress...help plan a
[parent-child] visit, plan birthday parties; talk about court and
steps to get children back.” They may have tested strategies, not
only for managing day-to-day life but, specifically, household,
money and time management. According to an informant, the
peer can focus on “whatever it takes for families to be successful.”
Peers may see “that there is more than one way forward” and
appreciate that recovery is not a straightforward path; there will
likely be set-backs and relapses along the way. Peers may be
more inclined than non-peers to recognize that “It’s about helping
the client with self-determination, autonomy and self-advocacy”
and that by succeeding in planning and problem-solving, parents
begin to see and believe that change is possible and that they are
capable of making it happen.

Access and Advocate

One informant indicated, “The role of peer support is to provide
information and support as needed.” Parents may not know how
to access resources, that is, “how to get adequate support” from
friends or family or how to “navigate communication” across
a network of professional providers. Peer specialists who are
parents may be better acquainted with community resources
useful to other parents and especially to those living with mental
illness. Peer specialists may facilitate “referral to grassroots,
community-based programs; in-home recovery services; and
community-based supports” and may also be helpful in “talking
with family members at the request of the client [parent]” to help
the parent build natural supports. Advocacy is a key element of
the process of accessing and building supports and resources.
An informant pointed out, “A significant element of advocacy is
integrated into the peer-based model of care. The [parent peer
specialist] must understand this context, and the role of advocacy
and networking with other providers serving families.”

Research Question #3: What Is Unique

About Peer Supports for Parents?

Informants suggested that peers could offer a unique and
specialized approach to supporting parents with SMI in terms
of their posture or approach to engaging with parents as well as
the specific skills and expertise they employ to explore parents’
strengths, resources and supports, and elicit motivation to make
desired changes. Specific challenges were suggested that reflect
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both the benefits as well as the vulnerabilities inherent in the
peer-parent relationship.

Engage
Participants indicated that peers may readily be able to engage
with parents with SMI with greater authenticity than can
traditional mental health clinicians. As one pointed out, peers
create “relationships that feel normal, not clinical.” They can
“get real with parents in a way traditional mental health workers
can’t.” The assumption is that peer relationships are based on
the concept of mutuality, which “tends to make people more
open.” Mutuality is sparked by the perception of similarities
and sharing of lived experiences. Peer specialists are trained in
the use of self-disclosure to enhance relationship-building. A
parent who has lost contact with children, for example, may feel
better supported by someone who can talk openly about feelings
attached to similar experiences and provide examples of ways in
which they coped. Informants recommended a life span approach
to parenting, that is, providing peer supports to parents at all
stages of family life.

Participants suggested the importance of cultural sensitivity.
In addition to cultural variations in the framing of mental illness
and treatment, for example, the ways in which parents talk
about mental illness with their children or their approach to
child behavior management may differ from culture to culture.
The notions of authenticity, mutuality and cultural sensitivity
led to discussion of the match and fit between parents and
peers. Participants emphasized the importance of choice. As one
informant who is a parent with SMI pointed out, “some pairs
fit better than others....Either side should be able to decline
the match or ask for a re-match.... [You] need to consider
the parent’s needs and the peer specialist’s needs in making the
match.” According to another informant, “Not everyone wants
peer support. For some, it’s not the right time.” The question of
whether peer supports for parents must be provided by persons
who are parents emerged and, if so, what aspects of parenting
should be considered as criteria for the match (e.g., age of
children, custodial or non-custodial status, etc.). And in weighing
the criteria for fit, the felt connection between peer and parent
may matter more than particular aspects of lived experience.

The notion of choice was echoed by participants who
emphasized the importance of peers taking a non-judgmental
approach, given that parents with SMI so often feel judged.
The value of a non-judgmental approach plays out in working
together with parents to explore their families’ strengths and
vulnerabilities, plan for themselves and their children, and
deal with the consequences of their actions. According to one
informant, “People have to be given choices, including potentially
risky or harmful choices,” suggesting that parents may make
choices that peers consider ill-advised. Another suggested, “Peer
workers endorse the dignity of risk.” Parents with SMI are
often viewed negatively, with little regard paid to their efforts
or capacity to care for their children. A peer specialist may
take a more “normalizing” approach focusing less on “clinical
appraisal” to make “more room for exploration of feelings
that are stigmatized in clinical settings.” Allowing thoughts and

feelings to be expressed without fear of censure may reduce the
level of blame or shame parents feel about their choices.

Explore
Peers may be especially helpful in assisting parents to identify
strengths and reframe their capacity to make change in their lives.
In the words of an informant, “You may be combatting a family’s
story or narrative. Parent peer specialists may be able to support
the client around this better than others...can change the story
and uplift the children.” By helping parents to “figure out the
life they want to live...in contrast to the treatment world, which
she describes as ‘so clinical}’ the parent peer specialist instills
hope for change. A parent informant described a particular peer
specialist as bringing “creativity, fun and positivity to her work”
that allowed the parent to explore and envision a more positive
future. This helps parents “to become unstuck,” to participate in
planning and to muster the energy and resources to achieve goals.
Peers may provide examples of success to parents with SMI,
according to key informants. Peer specialists are often selected
into their positions by virtue of the progress they have made in
their own treatment and recovery. Parent peer specialists may
offer examples and role model successful efforts to cope with
the demands of parenting and illness management or negotiate
more positive relationships with children and family members.
They may draw from their own life experiences, not only to
build relationships through perceived mutuality, but to provide
examples of ways in which they themselves have coped or made
changes that might work for the parent.

Lived Experience of Family Life May

Convey Challenges

Peer specialist training may involve exposure to practice skills
and approaches that are generally relevant to parents with SMI
(e.g., shared decision-making, problem-solving, skills-building).
The work of peers is further informed by their own family values
and lived experience of family life, as well as their experiences
with mental illnesses. Consequently, in drawing from and
disclosing their family experiences, peers may become vulnerable
in ways that differ from or are experienced more keenly
than when providing more generic supports. Peer specialists
may understand that “boundaries between peer and client are
more permeable [than those between a traditional clinician
and client]” and “boundaries and use of self-disclosure are
[therefore] emphasized in...training.” The focus on family life
in working with parents has the positive potential to provide rich
opportunities for sharing, but carries the risk of reminding the
peer of family experiences or memories, possibly traumatic, that
were painful or unpleasant. Adding family experiences to the
shared lived experience of mental illness and recovery not only
multiplies the opportunities for mutuality, but increases the pool
of potentially painful or unresolved issues for the peer as well as
for the parent.

The peer specialist may also be inclined to extend themselves
for parents in ways they might not for patients or clients who are
not parents, particularly because the well-being of children may
be involved. As one informant pointed out, “Peers, for example,
shouldn’t be driving people to appointments, unless it’s in the
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service of their work...talking to the client, introducing them
to a support group.” And, “Peers are not taxi drivers or junior
counselors.” Another informant suggested, “Peers cannot be held
responsible for client behaviors, nor should they be asked to
do favors for clients, including holding money or assisting with
medications.” These issues could become particularly salient and
potentially confusing to the parent peer specialist when children
are involved in the home, for example, when a parent is unable
to drive a child to a doctor’s appointment or has no food in the
kitchen. However, as another informant concluded, “Sometimes
people need to be taken care of; that’s what staff do. Sometimes
people need someone to be with them; that’s what peers do.”

DISCUSSION

Parents With SMI May be Helped by
Peer Supports

Diverse informants, including parents themselves, agree that
parents with SMI are often isolated, dealing with gaps in
available supports and resources. They may be challenged by
situations or circumstances related to parenting while managing
mental illness, including very practical, day-to-day challenges
of raising children, relationships with children across the life
span, and issues other parents face but that are exacerbated
by the challenges of navigating treatment and recovery. Peers
offer special knowledge, drawn from personal feelings and their
own experiences, that may serve as a resource to parents.
What is unique about peer supports for parents is the potential
for relationship building and the capacity for open discussion
based on the sharing of the lived experience of managing
mental illness, family relationships and parenthood, and the
authenticity and mutuality all this inspires. Parent peer specialists
potentially offer examples of success, serve as role models,
reframe deficits and set-backs, normalize parenting experiences,
and disclose information about themselves with purpose and
intent. The lived experience that peers share also may include
expertise in navigating the health care and social service systems
as a parent with SMIL For example, they may be aware of
community resources or problem-solving strategies that have
worked for them.

Potential Challenges
The findings raise a number of challenges in contemplating peer
supports for parents with SMI. Some are broadly relevant to
peer support and others are particular to the role of parent
peers (e.g., boundaries within the parent-peer relationship, the
judicial use of self-disclosure, the potential for raising the peer
specialist’s own concern for painful family issues, and the peer’s
values associated with families, parenting and children). To
some extent, these challenges exist across the range of peer
supports (i.e., substance abuse recovery coaches, peer supports
in elder care), but because young children may be involved—
either living in the home or not—a more cautious approach may
be warranted.

Working with parents, especially parents of young children,
underscores the need for explicit, ongoing training and perhaps
a willingness to re-examine norms or standards of practice,

particularly given the assumptions, values and range of feelings
that often surround parenting and family life. For example,
the idea of a peer’s role in honoring parent choice was noted
by several informants, the underlying notion being that peer
specialists are there to honor and support the autonomy of
their peers. In reality, this aspect of peer support is not
terribly distinct from the approach of traditional mental health
clinicians, in the sense that clinicians may not weigh-in directly
and/or advise patients or clients specifically about everyday
decision-making. However, honoring patient or client choice
is essential to peer support, in part, because in supporting
autonomy, peers support clients’ wellness, as opposed to their
illness, and their potential for growth and recovery (21). This
may be the mechanism behind a peer’s authentic use of self.
It is certainly one of the most salient and important aspects
of peer support. For parents whose lives may be heavily
intertwined with people telling them what to do (e.g., partners,
extended family members, child protective service workers), the
dignity of choice, of having a support person who does not
mandate or require a particular response seems nothing short
of essential.

However, there may be instances when the question is
not really about the autonomy or wellness of the parent but,
rather, the implications of the parents behavior or actions for a
young child. This may present new challenges for peer support
specialists; indeed, supporting a parent’s autonomy to make less
than ideal decisions may convey far-reaching implications. With
respect to peer supports for parents, this suggests two related
ideas. First, peer specialists working with parents in the home
may experience more moments of dissonance or distress than
they might otherwise in working with adults with no children
or in settings outside the home. The peer specialist working
in the home may have greater exposure to the consequences
of a parent’s decision-making (e.g., an empty refrigerator). Peer
support specialists may benefit from targeted training, coaching
and support from supervisors and peers, and from knowledge
about specific supports and resources for the parents and families
with whom they work, to deal with this increased exposure. The
very opportunity for enhanced relationship-building conveyed
by shared lived experience also may result in peers being aware of
issues about which more traditional office-based clinicians have
no knowledge.

Second, peer supports may not be right for everyone—the
parent or the peer. Even well-trained peer specialists may not
feel comfortable “intruding” in the parent’s family life. Peer
support specialists may be asked to interact with family members,
school personnel and other professionals. This may be distinct
from work undertaken by other peer support specialists. It may
not be lived experienced of parenting, per se, that makes the
work successful but, rather, the ability to tolerate ambivalence
and utilize personal disclosure in a way the fosters a sense of
possibility, regardless of family circumstance. This suggests that
peers who work with parents may not necessarily have to be
parents themselves. Similar issues have been raised in discussions
of “peerness,” the fit and match of peer specialists and patients or
clients (28, 36). Even individuals who are not parents themselves
have lived experience of being parented and family life.
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Study Limitations

This was an exploratory study with a developmental design.
While the number of participants was relatively small, they
drew from considerable breadth and depth of experience—as
professionals and as parents. The needs and experiences of
parents with SMI identified by informants were consistent with
those identified in previous research and in other countries.
In subsequent stages of the study we propose to specify fully,
implement and test a model of peer supports for parents with
SMI that will be in many ways determined by the context in
which it sits. Peer support models have developed in the USA
to fit not only the regional or local service system context and
need, but to fit the fiscal structure of the American health care
system and reimbursement for services. Therefore, the study
findings generally reflect parent/family and system characteristics
and conditions known to Massachusetts, though the participants
included a number of national experts from other locations.
While a peer support model for parents with SMI may well
have international application, given the similarities in the needs
and experiences of parents across countries, aspects of the
implementation context must be considered if the model is to be
adapted and replicated in other sites.

CONCLUSIONS AND IMPLICATIONS FOR
FUTURE PRACTICE AND RESEARCH

Moving forward to inform a model of peer supports for
parents, consistent themes drawn from data obtained to address
the original research questions can be grouped into four
core program elements: engage, explore, plan, and access and
advocate. These core elements or categories of activity are likely
founded on practice principles that include a focus on families
and their strengths, cultural sensitivity, and acknowledgment
of the trauma experienced by many parents living with mental
illness, at home (e.g., when they lose custody of children) and
in the system of services (e.g., if they are approached by others
through the lens of negative attitudes and expectations). Further
translation of core elements and practice principles into peer
support activities, and the implementation and testing of the
peer supports model for parents with SMI remain the focus of
next steps in the multi-stage study. We anticipate that parent
peer specialists will require additional training and coaching to
supplement content covered in the state’s mandatory training of
peer support workers. The training and coaching materials will
be targeted and relevant to the population of parents served. The
content of these materials will be determined in consultation with
key informants and other engaged stakeholders.

As noted in the introduction, a number of questions have
emerged about the efficacy and impact of peer supports in
behavioral health services. However, in thinking about peer
supports for parents, the question isn’t about whether peer
support makes a difference, but under what circumstances and
with whom (21). This question needs to be asked not only
of the potential parent patient or client, but of the potential
peer support specialist as well. Not everyone has an affinity for
this work. This is a simple statement, yet one that needs to be
explicitly addressed. Clearly, those who choose to provide peer

supports to parents must be supported themselves (24), if their
goals and the goals of the parents with whom they work are to
be met.

Aspects of the organizational context must be considered
along with specification of the characteristics of parents suited
to this approach and the attributes of peer specialists providing
support. The job description of peers working with parents with
SMI must be well-specified, with adequate training, coaching
and supports spelled-out and provided, to ensure that peer
specialists are activating core program elements and processes,
without putting their own well-being at risk. The role of
peer specialists vis a vis the roles of others in the service
provision setting must be clearly articulated, with organizational
players prepared for and supported to promote productive
collaboration and respect for the contributions of each. It is fair
to assume that, amongst clinicians, there are individuals with
experiences of mental illness and family life, though they may
not disclose nor explicitly draw from their lived experience as
do peer specialists. All staff members may require organizational
leadership and support in taking a family-focused approach.
A fully-articulated model of peer supports for parents with
SMI, therefore, must include parallel theories of change for the
workforce as well as for participating parents, to support well-
being in the context of peer relationships and the success of
parents in family life.
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Introduction: Children and adolescents living with parental mental illness (CAPRI) are
at increased risk of behavioral, social and educational difficulties, mental and physical
health problems and have poorer quality of life (QoL). Adverse outcomes can extend into
adulthood but are not inevitable. Recent policy and stakeholder consultation recognize
the urgent need for interventions that extend beyond objective, service-led measures
of health. Systematic evidence synthesis has demonstrated a lack of evidence-based
interventions for enhancing holistic, child-centered outcomes. We aimed to co-develop
a manualised, community-based intervention to improve QoL in CAPRI. Precedence was
given to the QoL domains that were prioritized by stakeholders and deemed feasible to
modify within a health and social care context. We describe here the modeling phase
of developing the intervention emphasizing co-production activities with CAPRI, their
families and professionals who support them.

Methods: Semi-structured interviews and focus groups with CAPRI (n = 14), parents
(n = 7), and professionals from health, social and educational sectors (n = 31) in the
UK. Topic guides qualitatively explored participants prior experiences, unmet needs,
perceived barriers and facilitators to receiving/delivering support, and their ideals for
a new intervention. Findings were synthesized with existing research evidence and
presented to a mixed panel of clinical academics and health and social care professionals.
A consensus exercise was used to identify the preferred structure, format and content
of the manualised intervention.

Results: An 8-week group intervention for 6—-16 year olds and their parents, called Young
SMILES, has been co-developed along with associated training materials for facilitators.
Each session addresses an identified need, but is underpinned by cross-cutting themes
pertaining to mental health literacy, parent-child communication, and problem solving
skills. Sessions are delivered by two trained facilitators and held in accessible and
acceptable community locations weekly for 2 h.
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Conclusion: Young SMILES captures a broad age range and level of need for CAPRI
and can be evaluated with quantifiable child-centered outcomes. In line with current
policy directives, this is the first UK-based, multi-context intervention to improve QoL in
this population. Implementation and referral mechanisms are currently being evaluated

in a multi-site feasibility trial.

Keywords: co-production, children, young people, serious mental iliness, parents, intervention, health-related

quality of life

INTRODUCTION

Children and adolescents living with parental mental illness
(CAPRI) are poorly provided for in current social care and
educational settings (1, 2). Children and young people (CYP)
growing up in families affected by parental mental health
disorders have an elevated risk of physical health (3-5) and
mental ill health (6, 7), attention or educational difficulties
(1, 8, 9) and emotional and behavioral problems (10-12).
They may be more socially isolated (13), and some will
experience neglect (14), family separation (15), or social care
involvement (16). Longer term outcomes for these children
extend into adulthood and include chronic psychological
difficulties, social and occupational dysfunction and substance
misuse (17).

Risk of adverse outcomes is of increasing public health
concern. Population estimates from the United States, Sweden
and Australia suggest that between 38 and 50% of women with
serious mental illness (SMI) will be mothers and approximately
25% of men with SMI will be fathers (18). In the UK (and Sweden)
1 in 4 children at any time are living with parental mental illness
and, by 16 years of age, with over 50% of children will have
experienced parental mental disorder of a severity sufficient to
present to services.

Adverse outcomes are not inevitable and the impact of
parental mental illness on children’s outcomes is modifiable. Data
suggests that at least half of all children with a parent with
mental illness may not experience any psychiatric symptoms (19),
and only a small proportion will access mental health services
(10). Individual and family resilience can be heavily determined
by an ability to find positive meaning in challenging events, to
recognize a need to change social interactions or environmental
conditions, and the increased availability of health-sustaining
resources. Thus, how a parent or child makes sense of their
experiences of mental illness may be as, if not more, important
than the actual experience itself.

There is a growing literature exploring community-based
interventions for CAPRI which has been comprehensively
reviewed (20). Traditionally, parents have been considered the
primary change agent for their children and parent-centered
interventions have been evaluated for secondary effects on child
outcomes. Quantified outcomes have primarily been behavioral
or psychological in origin, and mediated by improved parenting
or enhanced parental health (11, 21). Meta-analysis suggests that
such parent-centered interventions are of variable quality and
reliability (20).

Increasingly child and family-based approaches are
permeating research arenas and these interventions offer
an alternative and promising avenue for change. Child-centered
interventions seek to establish the child as the major change
agent. Research and consultation has suggested that children
often have a different view of their situation, and a different
idea of what would help compared to parents or mental health
workers (19, 22). A philosophical shift away from “children
as patients” has led to clinical, therapeutic interventions being
replaced by more strength-based approaches. Peer support
interventions have been advocated as a possible means by which
to provide respite and reduce the isolation for CAPRI but are
often not standardized or time bounded to a degree that facilities
their roll-out or implementation across resource-constrained
services. Additional work is needed to agree intervention
priorities, identify the most likely active ingredients, and deliver
these in the most cost and time efficient format.

In evaluating adult and services, focus has moved from simply
the absence of disease to a more holistic approach, recognizing
that improving the QoL, and specifically health-related QoL
(HRQoL) as has great significance (23). QoL concerns how an
individual perceives their own well-being and life experiences
with respect to their personal beliefs, goals and expectations (24).
In the context of severe parental mental illness, it can thus be
conceptualized as both outcome and a modifier of children’s
short- and longer-term resiliency.

Multi-dimensional models of QoL reflect the scope and
complexity of an individuals QoL judgments and offer
a coherent, empirical based framework through which to
potentially maximize intervention impact by simultaneously
addressing multiple QoL domains. Targeted approaches to
modifiable dimensions of QoL have the potential to improve
the shorter and longer term availability of internal assets as well
as external resources. These combined resources can strengthen
protective factors, counteract or moderate risk factors and help to
achieve positive adaptation in the face of adverse life experience
(25-30). Effective adaptation can in turn, precipitate improved
QoL appraisals, creating a positive feedback loop and maximizing
return on investment.

Systematic evidence synthesis has demonstrated a striking
lack of evidence-based interventions for enhancing holistic,
child-centered outcomes. Bee et al. (20) identified only three
trials focused on CYP with severe parental mental illness;
and none of these explored QoL outcomes of CAPRI. This
knowledge provides a compelling argument for a focused
exploration of CAPRI need and the theoretical development,
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delivery and evaluation of novel, effective interventions (2, 20,
31). This paper describes development of a new intervention
called Young SMILES [Simplifying Mental Illness and Life
Enhancing Skills; (32)]. Development of the intervention was
conducted in line with the Medical Research Council (MRC)
complex interventions framework. Following identification
of existing evidence and theory development, the MRC
framework stipulates modeling an intervention by identifying
key components of the intervention and its evaluation prior to
conducting a feasibility trial (33).

MATERIALS AND METHODS

Co-development of the intervention involved three phases: Phase
1—Needs analysis—review of existing literature and primary
qualitative research with stakeholders to identify needs and
preferred delivery models; Phase 2—stakeholder consensus—
professional synthesis exercise to identify emerging themes and
agree provisional content and delivery preferences and; Phase
3—manual development and refinement—locating stakeholder
preferences in existing knowledge literature (20) and theory of
change involving team work.

A planning group of research team members, including
those with clinical and service delivery experience, met face-
to-face monthly throughout the project to discuss existing
intervention literature and materials, emerging research data and
the development of the Young SMILES intervention. Additional
remote meetings were held as required for manual development.

The activities and findings from each development
activity follow.

Phase 1 Needs Analysis

Existing Literature

The work presented here reports on a commissioned piece of
work that aims to shift the spotlight away from the medicalization
of CAPRI to focus on the development of a child-centered,
community-based intervention to improve quality of life for all
children affected by severe parental mental illness.

Literature exploring community-based interventions for
CAPRI has been recently and comprehensively reviewed (20).
This review, and the intervention resources identified with it, was
used as a starting point for intervention development. An existing
intervention, The Family SMILES intervention (34), provided a
starting template for intervention development. Family SMILES
is based on the SMILES programme, a 3-day intervention for
Australian CYP aged 8-16 with a parent experiencing mental ill
health (35). SMILES has been evaluated positively with respect
to improving CYPs knowledge of mental health and coping
skills (36).

Family SMILES has been piloted in the UK but not yet
rigourously evaluated. FAMILY SMILES takes a deliberately
narrow approach; focusing only on CYP at-risk of maltreatment
or neglect. The intervention comprised 8 weekly groups: 6-8 CYP
sessions; 6 one-to-one weekly sessions with parents; and a final
CYP-parent joint session with each family. Its aim was to enhance
children’s resilience and self-esteem and parents’ protective
function; and to improve parent-child communication and

family relationships. Preliminary evaluation of Family SMILES
has highlighted potential benefits for CAPRI in increased social
functioning and confidence, reduced social isolation and reduced
blame associated with parental illness. For parents, benefits
included less distress and unhappiness, a shift of thinking
from own needs to those of their children; and for families
overall a more relaxed atmosphere, openness about parental
mental illness, empathy between CAPRI and parents and shared
responsibilities (34).

Agreeing the Working Aim

The working aim, agreed between the research team and the
project steering group, was to broaden the scope and content
of Family SMILES to make it specific to families whose parents
have SMI; to make it applicable to a wider age-range of CAPRI, to
align it with NHS priorities and service structures and to make it
deliverable in different practice settings by a varied staff skill mix,
including NHS and voluntary sector providers. In the context
of the UK NHS, our intention was to co-create a child-centered
approach with far broader reach (geographical and across ages
and needs), with a specific focus on enhancing children’s QoL.
QoL was defined according to a published, empirically-led model
derived specifically for the target population (37). This definition
upheld QoL as a multi-dimensional construct comprising of
5 domains spanning emotional, physical and social well-being,
family context and experience and children’s self-esteem and self-
actualization. Precedence was given to three domains identified
as priority by stakeholders and potentially capable of being
modified via a time bounded health service intervention. These
domains comprised emotional and social wellbeing, family
experience and self-esteem and actualization. A fourth domain,
physical wellbeing was represented as a secondary goal of the
intervention and targeted through in-session education.

Within these priorities the importance of improving problem-
based coping skills, increasing mental health literacy, and
alleviation of parental mental health symptoms were evident.

Recognizing the importance of stakeholders’ voices, our
explicit intention was to place childrens’ needs at the center of
the process to create a best evidence, feasible and acceptable
intervention to CAPRI improve health-related QoL (2). We
used this approach to ensure that a priori beliefs and existing
Family SMILES components did not drive our assumptions
about what would and would not work for children. To achieve
this, we interviewed participants blind to the Family SMILES
intervention and explored ways to support CAPRI directly and
separately from the experiences and needs of their parents.
Despite the incidence rates of mental illness being increased for
CAPRI, as a large percentage will not experience mental illness,
we anticipated an intervention relevant to all CAPRI.

Primary Research

Stakeholders, including children and adolescents, parents and
practitioners from NHS and voluntary settings (including
managers), were invited to participate in discussion groups and
individual interviews if they preferred. Individual discussion
groups were held for each stakeholder group to maximize
opportunities for participation. Consent was taken from
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TABLE 1 | Stakeholder consultation methods and participants.

Young People (n = 14)

Parents (n =7) Practitioners (n = 31)

Method:
Focus Group (number conducted) 2
Interview (number conducted) 2 face-to-face

Family SMILES experience (n, %) Previous experience

6, 43%
No previous experience
8, 57%
Gender 9 girls (64%), 5 boys (36%)
Age (mean, range) 11, 10-16
Siblings (n, %) 11, 79%
Live with parent experiencing SMI (n, %) 13, 93%
Awareness of parental mental health type (n, %) 10, 71%

Number of children under 17 years (mean)
Time experienced SMI (mean, range)

Professional qualifications

Numbers in managerial position (n, %)

3
1
2 telephone

0

Previous experience:

Voluntary organization A practitioners (10, 32%)
No previous experience: Voluntary organization
B practitioners (15) and;

NHS practitioners (6) (68%)

28 women, 1 man

No previous experience
7,100%

7 women (100%)
41.14, 33-47

2.43
14, 2-25
Social work, teaching, counseling, clinical

psychology, OT, mental health nursing, family
therapy

7,23%

all participants prior to the discussion group/interview
commencing. Parents were asked to consent for their child
or adolescent taking part. For CYP, parental/guardian consent
was required in addition to their assent. All parents/guardians
approached agreed for their child to take part. Participation
of both CYP and their parent was not necessary, but all were
invited. Practitioners in the recruiting sites initiated contact
with families and assisted in obtaining consent. Participants
were asked to complete a short demographic questionnaire
at the beginning of the discussion (separate questionnaires
were developed for each stakeholder group). Discussion groups
and individual interviews were held at a community location
convenient to the participants. Travel expenses were reimbursed
and refreshments provided.

Attendees were informed about the aim of the study and the
value of their involvement in developing a new intervention to
improve the QoL of CAPRI. The terminology used was altered
for each stakeholder group to ensure understanding. Semi-
structured topic guides explored experiences of previous support,
unmet needs, barriers and facilitators to receiving/delivering
support, gaps in current care and what an ideal intervention
would look like. Interviews and focus groups were audio recorded
or notes were taken. For CYP, methods to enhance engagement,
such as using post-it notes to provide views anonymously for
discussion, emojiis to express feelings about aspects of their ideal
intervention and pens to draw were implemented. Data were
analyzed using thematic analysis (38).

Interviews and focus groups took place between June and
October 2016. Participants were recruited via two different
voluntary organization regional branches (A and B) and the
NHS (practitioners only). Some had direct experience of Family
SMILES. Table 1 provides an overview of the data collection
methods and participant demographics.

Key themes were identified in relation to the purpose
and composition of the Young SMILES intervention with
comparisons between participant groups recognized. Core
content topics or themes identified across all stakeholder groups
highlighted that Young SMILES should educate (improve mental
health literacy); reduce isolation and support. A theme about
delivery preferences was also documented.

The following provides a summary of these findings and
evidence of differing viewpoints.

Educative—Improving MH Literacy

Improving mental health literacy was regarded as important
by young people and parents; and considered a key element
of Young SMILES. This related to one’s own understanding
but also understanding within the wider society. For parents,
lack of understanding of their own problems was acknowledged
as having an impact on their views and beliefs about their
ability successfully to undertake their role within the family. One
parent highlighted the effect that depression can have and how
improving their understanding is needed for help seeking.

“T understand what depression is now I can see it coming and see
it in other people but the very first time you'’re not sure if its ...
you question yourself a lot. You question whether you’re a good
mum. Is it really you thats annoying everyone and people pick
up on the signs. So at the beginning of the depression it’s really
understanding that you have got a mental illness yourself and
recognizing it and then going to the doctors to do something about
it without feeling embarrassed or stupid. That’s a really big part of
mental health.” (Parent)

There was a general sense, particularly among CYP, that society
lacked awareness of what the experience of having a parent with
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an SMI is like. The negative consequences of this had an effect on
their daily lives.

“no-one knows what I'm dealing with, they bully me because of my
mum, they know I'm a young carer.” (CYP)

Attending school was challenging for many; lack of
understanding and awareness of the effects of having a parent
with an SMI extended beyond their peer group to their teachers.
CYP were eager for changes to occur:

“I want them [school] to understand more, what I am as a young
carer going through. .. understanding of why I come in late.” (CYP)

Whilst it was acknowledged that the intervention could
not necessarily change society’s awareness and perceptions,
professional stakeholders recognized the importance of
educating children and teachers about their parent’s mental
illness and saw this as a key element of providing support and
overcoming the challenges those children can face:

“And that’s often leaving children with a lot of space to create their
own ideas of what’s going on which is often much more frightening
in the reality isn’t it?” (NHS practitioner)

“it was quite a normal reaction for the children to be able to
want to understand their mother’s difficulties which had been quite
pronounced and defined really.” (NHS practitioner).

Reducing Isolation

As a result of living with a parent experiencing SMI, children
reported that they often felt emotionally isolated. These
experiences extended to their social lives, where some sacrificed
activities for friends to look after their parent(s).

“I just can’t go out with friends - need to make sure mum is OK
first.” (CYP)

Parents acknowledged this was often the experience of their
children and that there was often a reversal of roles, with their
children taking on responsibilities they felt they shouldn’t. This
was distressing for parents, who felt a sense of guilt because of
their inability to parent:

“you’re having this problem you cannot get yourself out of, when
you look at your children, you cannot help them.” (Parent)
“mental health becomes who you are.” (Parent)

Consistent with these experiences, professionals acknowledged
the difficulties that CAPRI experience emotionally, highlighting
their inability to understand the root cause.

“Yeah, they don’t understand their own emotions, they don’t
understand the parents’ emotions. They think that their parents’
emotions are a reaction to their behavior, which sometimes that is
what'’s going on, and the child takes all the responsibility for that.”
(Voluntary organization A practitioner)

It was acknowledged that an intervention focused on children’s
needs has to negotiate the sensitivity of helping parents
understand that their illness and its behaviors may adversely
influence their children.

“It’s that introductory process really, around, not just introducing
what [the intervention] is about, but you’re introducing the concept
that there’s some idea that this issue, that this parent has probably
been living with for 20 years or more, can potentially impact
on their children, and impact on how they are parenting their
children.” (Voluntary organization A practitioner)

Support

Practitioners recognized the need to provide support to
CYP and parents. For all stakeholders, the value of support
on a predominantly emotional, but at times practical level
was considered important. The value of providing a group
intervention including peers was recognized as a key element.
Many saw it as a way of reducing isolation among CYP and
parents. Reflecting upon feedback from families they had worked
with previously, one practitioner stated:

“It’s ultimately about I thought it was only us who was struggling.
I thought it was only me that at times hates my mum. And from a
parent’s perspective, I thought it was only me that is really struggling
with my teenager, and all those issues. So I think there’s also that
experience really, about coming together and that mutual support
and that I'm not on my own. And that there are similar experiences
shared really.” (Voluntary organization B practitioner)

The additional value that involving their parent in an element of
the intervention would provide was thought of positively across
both sectors, with additional benefits for the family identified:

“And 1 think permission as well, I think permission to have
conversations, that families...that they might be thinking of in
their heads but not actually have the courage or feel they've got
the permissions to have those conversations with each other.”
(Voluntary organization B practitioner)

The importance of helping parents to overcome their
unwillingness to approach difficulties via a more family or
child-centered approach was acknowledged. Practitioners
identified that they could play a supportive role to promote
parent engagement:

“...my experience is often parents don’t want you to, or they’re
maybe a little bit more reluctant, to have children involved say with
the family meeting. And children will often be at school when people
are calling. .. I sense there would be a reluctance and so some of
the skill is about connecting to parents I think initially and maybe
doing some work there about what maybe could be talked about and
things and whether they can do some of that and we can support
them in doing that.” (NHS Practitioner)

Parents recognized that talking to their children about mental
health was challenging; particularly when they were “really
bad” and that providing their child with the opportunity to
speak to other CYP in similar circumstances helped their child
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to address some of the issues they were facing via different
supportive avenues.

“Its like when you’re talking to your own friends isnt it,
you can open to your best friends and your partner, and
whatever. But sometimes it’s like, well, I can tell her anything
but not about the mental health because you don’t want them
panicking. .. But when they’re together and they’ve been through the
same experiences. .. they can open up and they can say, my mum’s
done that. And then your [other parent’s child] little one might say,
well, my mum does that as well, or, you know, stuff like that, so
they’re not alone.” (Parent)

CYP and parents valued having the opportunity to have some
“respite.” Within the discussions it was evident that there were
similarities between the views of parents and CYP such as the
recognition of the importance of retaining their family unit but
subtle differences were identified. CYP expressed a desire to
receive support in an environment separate to their parents, for
the most part, to discuss the difficulties they were experiencing
and they felt being away from parents would make it easier
for them to do so and reduce any impact this may have upon
their parent:

“Or like anything’s happening, any bullying or anything like that,
if it did happen to me, I'd rather speak to [voluntary organization]
about it than my mum because I don’t want to put that pressure on
my mum and everything. .. if it’s something that’s gone on at school
or something that’s happened, I have to keep it to myself. If I did
keep it to myself, I would be okay with it, but then I'd just get a bit
worried.” (CYP)

“My mum makes me nervous”. (CYP)

Parents mirrored these views, identifying the importance of
‘children having a separate opportunity’ (Parent), but also
recognized that, at times, their children’s sense of responsibility
for them was overwhelming and became a barrier to engaging in
activities without them:

“I'think it would be better if the children were separate and they had,
like, a little group together and then all together. I know when our
[child’s name] had a first referral to [the voluntary organization]
and she [facilitator] was, like, come with me. I said, she’ dead nice.
Because I'd spoken to her before and we'd gone through it all. I said,
she’s dead nice, she’s lovely. And our [child’s name] usually. .. if you
meet her, shes, like, hello. And she was, like, no mum. And she got
hold of my hand, you’re coming with me. And I'm, like, are you sure
you want me with you? ... We're both turning up, she doesn’t want
to leave me by myself.” (Parent)

Delivery Preferences

For CYP, it was important that they had “fun” and that despite
Young SMILES being an opportunity to learn more about their
parents mental health, it was vital that did not mirror the
school environment, offering an opportunity to learn in non-
traditional formats.

“Instead of just sitting down and talking...doing an
activity...engaging in a different way so it doesn’t feel like
you are in school.” (CYP)

CYP focused their discussions on activities that could be included
to ensure it was “fun.” They wanted an opportunity for relevant
team building and physical activities and somewhere to share
their own experiences. Older children additionally expressed the
value of “anonymous self-expression.” Whilst they recognized the
potential use of technology in the activities included in the Young
SMILES sessions, they were reluctant for it to be incorporated
because of its potential effect on their ability to engage with others
in the group highlighting it was “anti-social” and reflecting on the
impact that involving technology may have upon the intervention:

“It’s [technology] wasting our time together.” (CYP)

While parents acknowledged the need for “fun” and allowing
their children to experience “childhood” they focused less on
the type of activities they thought Young SMILES should
contain; predominantly exploring the potential outcomes that
could be achieved for their children such as encouraging
independence/increase confidence, educating and normalizing:

“Because they kind of have that attachment to us [our children] and
that worry, that anxiety. And that’s true really, because they don’t
want it, they’re constantly seeing you on the couch, you know. So
that time when they are go off [to Young Carers activity] not to
worry, because that’s what they’re there for. So they kind of get used
to that, oh mum can be okay when I'm not around.“ (Parent)

Practitioners identified that “selling” the intervention was
important and, in doing so, they needed to understand what
would be attractive to CYP from an individual perspective:

“But they would all have their different reasons for coming, won’t
they? I mean some may come back because they found it was fun,
some may come back because they liked the food, some might come
back... So everyone’s coming from a different angle, young people
and even parents. So it’s about trying to attract them in some way,
and we do that quite well with our activities and stuff, to try and sell
it to young people. You think well, I know they like coming because
their friend comes, or they like coming because they like that. So
they all have different reasons, motivations for coming.” (Voluntary
organization B practitioner)

Phase 2: Stakeholder Consensus

As part of our co-development methodology, a stakeholder
synthesis day was held. The aim of the synthesis day was
to review existing and new research knowledge in order
to agree provisional content and delivery preferences for
intervention. The synthesis day was open to all individuals
currently working with or potentially working with children
of parents with severe mental illness in the future. This
involved practitioners, academics and managers representing
voluntary sector and NHS services attended. During the day, key
findings were presented to professional stakeholders alongside
existing research. A consensus exercise was used to identify
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the preferred structure and key components of the finalized
intervention, focusing predominantly on implementation and
delivery. Tensions between findings and views were explored
and acknowledged.

Two qualitative research team members facilitated the day.
The aim was to use group consultation to identify agreement
and to resolve areas where the evidence was ambiguous or less
established. There were three consecutive activities:

1. Listening
2. Identifying gaps and ambiguities
3. Reaching consensus

Nineteen people (9 research team members and 10 non-team
individuals) attended the synthesis day. A variety of different
professional organizations and roles were represented including
those working in academia e.g., health service researchers,
psychiatrists, psychologists and a PhD student and voluntary
sector organizations e.g., social workers, team managers, business
managers and NHS organizations e.g., family therapists, mental
health nurses). Attendees were experienced in at least one of
the following—working with vulnerable CYP (who may or may
not have parents experiencing SMI); working with vulnerable
families (where there may or may not be a parent experiencing
SMI); working with adults or children with mental health
difficulties; or conducting research in the field of adult or CYP
mental health.

1. Listening

Key messages that emerged from existing literature and
Phase 1 stakeholder consultation were presented. Attendees
were asked to think about what the data implied about what
Young SMILES should look like and to make notes that would
be useful for activity two.

2. Identifying gaps and ambiguities

Attendees were asked to reflect on the information from
activity one in order to populate a synthesis matrix. The
matrix aimed to ascertain three areas: intervention format
(e.g., content, facilitation, delivery); intervention resources
(e.g., training manuals, service resources), and any additional
relevant information.

The two workshop facilitators reviewed the matrix,
identifying any contradictory or missing areas. Table2
presents a summary of aspects that participants were in
agreement about and those where some inconsistencies or
evidence gaps were acknowledged.

3. Reaching consensus

In response to the findings from activity two, attendees in
four small multidisciplinary groups were asked to discuss one
of the four areas where gaps in the evidence or ambiguities had
been identified (detailed in Table 2). Participants were told
that the aim was to draw upon their own experiences, express
their views to the group and listen to those of others to reduce
uncertainties and to come to a consensus.

Summaries of the discussions, including a clear rationale,
were fed back verbally to the wider group.

Following the synthesis day, the planning group consulted
with the steering committee and parent representatives

TABLE 2 | Summary of the outcome of activity two discussions.

Agreement Inconsistencies/lacking evidence

1. Intervention resources

2. Delivery format

e Group composition

e How long and over
time period/legacy

3. School/multi-agency liaison and
engagement

4. Measures/legislative frameworks

o Assessment

e Progress/success

Aim: Respite, social networking,
accessing help, integrated
services/wider engagement [Mental
Health Education]

Content: Safety plan, mental health
education, signposting, communication
skills, practical support for parents
Who: Discrete age groups

Where: Transport

Who: Support worker for parent
Engagement: Build trust, consolidate
peer support, develop between session
resources

Resources: Assessment is crucial,
food

Facilitator training: Group
management skills

what

prior to finalizing the Young SMILES intervention. The
steering committee and parent representatives reviewed and
agreed the proposed intervention format, guidance and
training materials. Innovation of Theory of Change was
used as a guiding methodology for finalizing the change
model underpinning the intervention. The intervention was
intended to be child-centered and the primary outcome of
the intervention, determined a priori at study commissioning
stage was enhanced QoL.

RESULTS

Figure 1 presents the Theory of Change diagram developed as a
result of consultation and consensus activities.

Theory of change conceptualizes Young SMILES with respect
to the problems faced by CAPRI, Young SMILES inputs and
change mechanisms, primary outcome(s) for children and impact
upon associated risk of negative outcomes. It additionally takes
into account the QoL domains and priorities as determined by
CAPRI within previous literature [e.g., (20, 37)]. The change
model built on Phase 1 data synthesis and Phase 2 stakeholder
consultation and as such was inclusive of multiple perspectives
and participants in its design. It required stakeholders to make a
distinction between desired and actual outcomes and to identify
their desired outcomes before deciding on possible intervention
content and processes to achieve those outcomes.

Processes that normalize children’s experiences, improve their
social and peer support networks and/or enhance their mental
health literacy and problem-based coping skills are upheld as
important change mechanisms and influenced both the format
and content of the Young SMILES intervention. Children’s
psychological resistance is dependent on these elements to ensure
enhanced wellbeing or protection from the impact of potential
risk factors by enabling them to gain a better understanding
of parental SMI and interact with their family context. Similar
priorities have been reported in the literature (39, 40), and
empirical work (41). Studies have identified that many CAPRI
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PROBLEM

A substantial proportion of CYP
experience SMI in family
members.

24% of children have a parent
with a mental health illness

23% of adult mental health service
users have a child under between
4-6 years old.

Many of these children lack
service support.

. Lack of recognition of
service users family
circumstances

. Poor integration
between adult and
child mental healthcare

Inadequate support fosters inter-
generational ill-health

I
I
i
I

INPUTS

Manualised group programme for CYP by ]
age band (6-11; 12-16).
Parallel parent sessions. I

Skilled group facilitators with qualities of
ion, warmth and i

Highly quality, manualised, training and

Strong local partnerships and care

pathways. I
Integration with legal frameworks and
assessments
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|

CHANGE MECHANISMS

Learning relationship and communication
skills

Improving parent-child communication
Modelling positive behaviour
Normalising mental health

Helping children understand their parent’s
illness

Helping children deal with feelings e.g.
anxiety, guilt, responsibility

Improving children’s self-esteem

Improving children’s social networks
Enhancing access to peer and adult support
Building confidence to access services

Strengthening social, community and support
networks

Challenging emotions
Making healthy relationships | I Practicing mindfulness
Safety plannin
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School liaison I
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Detection of additional need Signposting
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[

Encouraging self-care

Equipping children with skills to continue to
cope at school and home.
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wellbeing
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QUALITY OF LIFE
(Bee et al 2013)
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>
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improve child and
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self actualisation
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FIGURE 1 | Young SMILES theory of change.

adopt a caring role for this parent(s), a responsibility that can
extend to looking after or supporting other family members
(42). The importance of Young SMILES including problem-
focused approaches to enhance coping strategies was identified
as an important element among stakeholders to empower
children to maintain their long-term emotional health. The
adoption of a group format, and the inclusion of parent
sessions, was hypothesized to strengthen children’s and young
people’s support and encourage child-centered developmental
opportunities. Establishing and strengthening social networks is
recognized as one potentially effective way of enhancing self-
management capacity and well-being (43), and positive family
and peer interactions are recognized as important contributors
to children’s QoL (41, 44).

Programme Outline

On establishing the theoretical framework, the planning group
finalized the intervention outline and facilitators'’ manual.
Resulting data showed some overlap with Family SMILES such
as the involvement of parents, the opportunity to meet other
children in similar circumstances and increase knowledge, as
well as the need for new components. Integration of these two
led to Young SMILES being recognized as separate from, but a
derivative of, Family SMILES. It was called Young SMILES in
recognition of common components.

Young SMILES is a manualised 8-week group programme
for CAPRI designed to work with small groups of
children/adolescents: it is recommended that a minimum
of 4 to a maximum of 6 children/adolescents are involved
per group. Its explicit focus is to improve children’s health

TABLE 3 | Session structure for CYP and parent sessions.

CPY sessions (week 1-8) Parent sessions (week 4-8)

Welcome: 10min

Warm-up activity: 10 min

Weekly Reflection: 20 min

Snack Break: 10 min

Feedback from children’s sessions:
20min

Wrap-up discussion: 20 min

Groups join for end snack: 30 min

Welcome: 10min
Warm-up game: 10min -
Activity 1: 10min -
Made-up family: 20 min -
Snack break: 10 min -
Activity 2: 10min

Weekly home activity: 10 min
Wind-down game: 10 min -
Snack and closure: 30 min

related QoL. The wide age range of Young SMILES groups is
split according to the school the young person attends, either
primary (6-11) or secondary (12-16). Each group work session
is allocated a 2-h time slot, which includes time for a short break
and refreshments (with parents/carers) during and after the
group. The structure of each session is presented in Table 3.

Within each session the following is
always covered:

e “Ice-breaker” warm-up activities, including links to previous
sessions, to enable the group to recap the main learning points
and raise and discuss any issues or questions.

e “Checking in” to identify how things have been since the last
session and identifying if any of the CYP need individual time
to talk over any particular issues that may have happened since
the last session.

e Setting the agenda and objectives for the session—Facilitators
set out the session’s aims e.g., “today we aim to learn about
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managing a crisis: who we can contact in a crisis; how to
manage our feelings of fear in times of uncertainty; what to
do when we think our parent is going into crisis etc.” CYP are
given the opportunity to tell the facilitators what they would
like to learn or achieve and if they had any anxieties about
the session.

e Education and interaction included presentation and
discussion of information conveyed via flip charts or
drawings, videos, play, creative writing, case studies, and
scenarios, all relevant to the learning objectives of the session.

e “Wrapping-up” at the end of the session to elicit feedback
on the session, recap on the main learning points, answer
questions and agree on activities to be done between
sessions and a brief taster of what the next session
will cover.

e Getting together as a group for something to eat with in
communal space before going home.

At week 4 of the CYPs work group, parallel sessions are
offered to the parent/carer who is unwell; and to an additional
significant adult in the childs life (identified by the child
and their carer) who might attend with the unwell adult,
or attend in their place. From week 4 onwards, the CYP
and parent groups get together for a snack at the end of
the sessions.

Based on stakeholder consultation, we assigned different
objectives to each session, but all CYP and parent sessions
were underpinned by three emergent themes: mental health
literacy, communication and problem-solving skills. Outlined
in the facilitator’s manual are activities that can be used to
achieve the aims of the session. Whilst the overall aims and
objectives of each session should not be altered the ways that
they can be achieved is flexible to ensure responsiveness to
CYP and parent needs. Figure 2 provides an overview of the
structure and aims of each proposed CYP (8) and parent
(5) sessions. CYP and parent sessions were delivered by two
trained facilitators from the NHS or voluntary organizations and
held in accessible and acceptable community locations for 2h
each week.

Intervention Refinement

The final intervention was presented to service users (parents),
practitioners and the trial steering committee for feedback and
refinement. Positive feedback was received with individuals
indicating that it adhered to the aims of the overall feasibility
study and was an accurate reflection of what has been
identified via exploration of the research evidence and the
views of CYP, parents and professionals. Despite this, some
practitioners assigned to delivering the intervention requested
that additional step-by-step guidance to conduct the in-
session activities be provided to improve their understanding
and, in some cases, confidence. A more detailed structure
for the in-session activities could also support fidelity to
the intervention’s objectives and consistency of delivery
across sites.

DISCUSSION

CAPRI are a growing and vulnerable group of multiply deprived
young people whose QoL is compromised significantly (2). Little
specific provision is available to meet their needs in current
services where the focus has been on the parents. In a wholly
novel approach, we undertook a series of consultations, focus
groups, and a synthesis workshop with CAPRI themselves, with
their parents and a broad range of professional stakeholders
involved in the support of CAPRI to co-develop a child-
centered QoL intervention. Our intervention development aimed
to maximize the involvement of all stakeholder groups at the
same time as minimizing burden, but further consultation with
CYP in the refinement stages of Young SMILES manual could
have been beneficial.

There was consistency and overlap between the perceived
needs of the CYP, but parents and professional stakeholders
did not appreciate their requirements in detail, nor did
they appreciate their need for more basic, quotidian support.
Although mental health literacy, communication, and problem
solving skills emerged as themes for all, CAPRI were clear
in wanting peer-focused help and information to understand
and manage their parental illness away from their parents in
their own ways and in their own space. The young people
described feeling isolated socially and in other ways; as well as
lacking support and understanding from teachers and schools
with a need for greater recognition about their situation by
peers, schools and teachers. It was recognized that helping
parents understand how and when their illness and behaviors
influenced the lives of their children adversely was important but
this communication needed some sensitivity. The consistency
between perceived needs amongst stakeholders was inconsistent
with previous research (19). This could be as the CYP and parents
involved were already engaging with services and as a result
may have been more informed about the impact that parental
mental health was having within the family. The focus of the
questions within focus groups and interviews around what an
ideal intervention to meet their needs, rather than focusing solely
on what their specific needs are, also may have influenced the
commonality of responses.

These insights helped us to create a novel, child-centered
intervention to deliver away from parents initially in group-
based, peer-focused sessions over 8 weeks. It included valued
elements for CAPRI such as fun, creative and physical
activities and snack times with parents in the latter half of
the intervention weeks. Thus, we were able to prioritize CAPRI
needs within the wider context of ensuring the feasibility
and acceptability of a multidisciplinary team-developed
intervention that integrates best practice from mental health and
social care.

Young SMILES may provide opportunity for greater
collaboration between NHS and voluntary organizations to
support CAPRI and mean individuals in different sectors work
together and share their knowledge and expertise to meet the
needs of this vulnerable and underserved population. Young
SMILES, therefore, optimizes the potential value, impact and
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FIGURE 2 | Young SMILES CYP and parent session overview.

b 8 sessions will run for

young people, with M
/—V 5 parallel sessions

for parents/carers Q\

starting in week 4.

A

scalability across statutory services none of whom traditionally
are not targeting this group which occupies a space between the
health and social care interface.

Our future work lies in piloting the broader acceptability
and feasibility of the new programme and testing
our ability to deliver it to scale within a randomized
controlled trial method for future evaluation of clinical and
cost effectiveness.

CONCLUSIONS

There is a clear need for a child-centered, specific and focused
approach to supporting vulnerable young people living with
severe parental mental illness across the UK and globally (2).
We have recognized the need to consult closely with children

themselves and have co-developed an intervention shaped by
their input and understanding with an emphasis on peer support
separate to the support their parents receive. Future formal
evaluation of Young SMILES will help to consolidate these close
links with CAPRI keeping them at the center of solutions to the
difficulties they face on a daily basis.
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The transition to adulthood can be a vulnerable period for certain population groups. In
particular, young adults aged 18-25 years who have a parent with mental illness and/or
substance use problems face increased risks to their mental health compared to same
aged peers. Yet these young adults may not have access to age-appropriate, targeted
interventions, nor engage with traditional face-to-face health services. To support this
vulnerable group, services need to engage with them in environments where they are
likely to seek help, such as the Internet. This paper describes the risk mechanisms for this
group of young adults, and the theoretical and empirical basis, aims, features and content
of a tailored online group intervention; mi.spot (mental illness: supportive, preventative,
online, targeted). The participatory approach employed to design the intervention is
described. This involved working collaboratively with stakeholders (i.e., young adults,
clinicians, researchers and website developers). Implementation considerations and
future research priorities for an online approach targeting this group of young adults
conclude the paper.

Keywords: young adults, parents, substance use, mental iliness, online intervention

BACKGROUND

A key risk factor to young peoples mental health and wellbeing is having a parent
with a mental illness and/or substance use problem (1). The mechanisms underlying this
association are accumulative and involve interactions between genetic, individual, parent,
familial, environmental, and societal factors (1). Parental mental illness or substance use
problems have been associated with various adverse outcomes for young people, including
the development of their own mental illness or substance use problem, academic failure,
high incarceration rates, and stress-related somatic health conditions such as asthma (2-5).
These adverse impacts may be maintained into adulthood. The transition period from
adolescence to adulthood is a critical time to intervene and attempt to reduce the onset
of mental health problems (6). Given that 21-23% of children grow up with at least one
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parent with a mental illness (7) and 11.9% of children live with at
least one parent who was dependent on or abused alcohol or an
illicit drug (8), it is imperative that efforts are made to reduce the
risk of intergenerational mental illness and substance misuse.

This article presents the theoretical and empirical basis
for an online intervention, mi.spot (mental illness: supportive,
preventative, online, targeted) for young adults (aged 18-25
years) whose parents have a mental illness and/or substance
use problem. First, the extant literature on the mechanisms by
which risk is conferred on these young adults will be reviewed,
followed by service gaps and young adults’ preferences for
support. This literature provides the foundation for a theoretical
approach to the development of the online intervention, mi.spot.
The approach employed to develop mi.spot is then described,
followed by an outline of the intervention. The issues associated
with introducing a new intervention such as mi.spot into regular
service delivery, and opportunities for future research conclude
the paper.

MECHANISMS OF RISK RELATED TO
MENTAL HEALTH AMONG YOUNG ADULTS

Mental health disorders account for the highest burden of disease
in adolescence and young adulthood. The majority of lifetime
prevalence for mental health conditions occurs by 24 years of
age, and substance abuse disorders by 25 years (6). According to
Arnett (9), emerging adulthood is a distinct transitional period
between adolescence and young adulthood (18-25 years) that
marks a major transition in terms of identity, work, relationships,
and place of residence. The changing roles and increasing levels
of responsibility during this period increases stress (10) which
may precipitate depressive episodes (11). Additionally, substance
use problems and risky sexual practices increase during these ages
(10). However, young adults have lower rates of mental illness
treatment than adults or adolescents (12) and only 35% of young
people experiencing mental health problems seek professional
help (13) due to access issues and stigma (14). Although peer
relationships are integral in this developmental phase, decreases
in social support, which may occur as young people leave school,
are linked with increases in depressive symptoms (15). During
this transitional period emotional stability is not yet established,
specifically dysregulation of anger, which is high compared to
other age groups (16).

There are various mechanisms involved in the transmission
of mental illness for young adults whose parents have a mental
illness and/or substance use problem. The first potential risk
mechanism is young adults’ relationship with their parent and
their need for independence. Marsh and Dickens (17) found that
some young adults find it challenging to separate themselves
from their families to pursue normative developmental tasks such
as attending university. When they do attend university, these
young adults describe greater psychosocial adjustment difficulties
than their peers (18). Mitchell and Abraham (19) found that
amongst university students, those with a parent with a mental
illness experienced higher levels of homesickness compared to

other young adults. Likewise, Bountress et al. (20) found that
young adults whose parents had substance use problems were
more likely to have negative experiences during the leaving
home transition. In turn, this predicted an increased risk of
affective disorders in adulthood. They suggested that parents with
substance use problems may attempt to limit their children’s
independence from the family of origin or fail to appropriately
scaffold their leaving home transition. Family dynamics can be
strained. Abraham and Stein (21) found that young adults with
a mother with a mental illness reported lower levels of affection
from their mothers compared to their same aged peers who did
not have a mother with a mental illness. Relatedly, parents with
substance use problems have been found to be more emotionally
withdrawn from their young adult children and to show less
sensitivity and more hostility toward them, compared to those
whose parents do not have substance use problems (20, 22).

Similarly, many young adults find it difficult to be emotionally
independent from their parent who has a mental illness or
substance use problem. Drawn from interviews with 12 young
people aged 13-26 whose parents had substance use problems,
Wangensteen et al. (23) described their struggle in balancing
emotional closeness and distance with their parent. In particular,
those aged 18-26 felt sorry for their parent and described a
sense of obligation toward them and the subsequent struggle
to separate themselves emotionally when they moved out of
home. As some young adults whose parents have a mental
illness find it difficult to be emotionally independent, they
may find it challenging to regulate their emotions (24). Such
research may explain, at least partially, why some young
adults experience difficulty forming close personal or romantic
relationships (3, 25). Kumar and Mattanah (26) found that
early attachments provide a template for romantic and other
relationship developments in early adulthood, and this appears
to be particular pertinent for young adults whose parents have a
mental illness or substance use problem.

Role reversal, parentification or caring responsibilities are
other mechanisms of risk for this group of young adults (27).
They may be given or assume the responsibility of caring for
their parent and siblings and maintaining the household (25).
These responsibilities may have adverse impacts on employment,
schooling, and friendship groups (28, 29). Developmentally,
stigma and a sense of shame associated with mental illness may
increase as adolescents and young adults appreciate the manner
in which others in the community perceive those with a mental
illness, and so impede help-seeking for themselves and their
family (30).

Whether children of parents with different mental health
concerns have the same mechanisms of risk and subsequent
intervention needs are questions that have been previously
debated in the literature (31). In two systematic reviews of the
impact of different parental mental illness on children’s own
diagnosis, van Santvoort et al. (32, 33) found that children
of parents across the spectrum present with a broad-range of
adverse outcomes, not limited to their parents’ diagnosis. On this
basis, the authors suggest that all children can be offered the same
intervention, though simultaneously suggest that additional,
tailored interventions might be required, such as might arise
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through the exposure to violence or abuse (33). Others have
also argued that across diagnostic groups, young people may
be exposed to similar familial and contextual stressors such as
marital discord, housing instability, isolation, and poverty (27).
Other common risks across parental diagnoses might include
stigma, caring responsibilities, and a lack of accurate knowledge
about their parent’s illness (1, 27).

Young adults have highlighted a lack of knowledge about their
genetic vulnerability to addiction and mental illness (34). While
younger children are often left out of explanations about their
parent’s illness, Seurer (35) suggests that, for parental depression
at least, some young adults may be viewed by their parents as
confidantes even though these discussions do not always provide
the full picture of what is happening for the parent. Knowing
more about mental illness/substance use and in particular their
parent’s specific illness can help young adults understand and
distance themselves from their parent (36, 37).

During the transition to adulthood, parental control declines
while the influence of peers gain in importance (38). Similarly,
young adults seek support and information from their peers,
rather than parents (39). Giving opportunities to share
experiences with peers is important when services want to
connect with difficult to engage populations (40) and is also
important for young people whose parents have a mental illness
or substance use problem (41). Klodnick et al. (42) found
that for young adults, associating with peers who have similar
mental health experiences can provide strong affectional bonds,
meaningful connections and useful exchanges about services.
Emerging adulthood is perhaps the first time when individuals
can formulate a “new and ideally integrative understanding
of one’s life story” and integrate “different personifications of
the self within a single self-defining life story” (43). Thus,
young adults may be actively involved in the communicative
sense-making processes in coming to terms with their parent’s
illness or substance use and can articulate and share their life
experiences with others (35), and if given the opportunity, with
their peers (44).

In summary, the transition to adulthood can be a vulnerable
period especially for those whose parents have mental illness
and/or substance use problems. At the same time, emerging
adulthood represents an ideal time to develop new strategies and
foci in readiness for adulthood, in relation to key developmental
tasks, such as identity formation, role transition, the formation
of new social connections and intimate romantic attachments,
and independence from parents. Moreover, promoting access
to treatment services is necessary to improve mental health
outcomes and reduce the burden of mental illness, especially
those aimed at increasing young adults’ willingness to seek
help (45).

AVAILABLE INTERVENTIONS AND
SERVICE GAPS

There are various evidence-based interventions developed for
children and young people aged under 18 years, who have
a parent with a mental illness or substance use problem.

These include peer support programs, family interventions
and psychoeducational resources (46). In a systematic review
and meta-analysis, Siegenhaler et al. (47) found that the
risk of acquiring a parent’s mental illness was reduced by
40% for children participating in targeted interventions. Most
interventions for children and young people in these families
draw on cognitive, behavioural, and/or psychosocial theories and
deliver topics on mental health literacy, adaptive coping, and
problem solving (48). However, the majority of interventions for
children and young people in these families are limited to those
aged under 18 years (48).

When asked about their preferred supports, adolescents aged
13-17 years and living in families where a parent has a mental
illness or substance use problem, reported a clear preference
for online supports (41). Extending that study, Matar et al.
(44) employed a Delphi study with 282 young adults aged
16-21 years and whose parents had a mental illness and/or
substance use problem and asked them what they wanted from
an online intervention. Online opportunities to share with
other young adults living in similar families was a common
request as were topics on psycho-education, managing the
parent-child relationship, and strategies to build resilience, and
improve mental health, wellbeing, and coping. Finally, they
wanted assurances that any online bullying would be dealt
with appropriately.

There are some online interventions (mostly from the
Netherlands) for young people whose parents have mental
illness though these are still in the early stages of development
and generally target both adolescent and young adults. These
interventions include Survivalkid for 12-25 year olds (49, 50),
Grubbel for 15-25 year olds (51) and Kopstoring for 16-25 year
olds (52). To date, one randomised controlled trial evaluation has
been completed on Kopstoring with positive trends found toward
a reduction in internalising symptoms (52). No significant
differences were found in self-reported depressive symptoms
or internalising problems compared to treatment as usual in
a 3-month follow-up, though the authors suggested this might
be due to problems with the evaluation design (52). These
interventions are based in Europe and developed specifically for
those sociocultural and mental health service contexts. To date,
there have been no reported interventions for this group of young
adults from English-speaking countries, including Australia.

To succeed in identifying and supporting young adults
who have a parent with a mental illness and/or substance
use problem, services need to engage with young adults in
environments where they seek help and interact. Wetterlin et al.
(53) found that 61.6% of 521 young adults aged between 17
and 24 years had utilised the Internet to access information
or seek help for how they were feeling, and 82.9% indicated
that they were likely to use a mental health website to find
information in challenging times. As young adults often prefer
anonymous sources of help to traditional services (54), online
interventions provide an ideal opportunity to intervene with
this vulnerable group. Online approaches are important as
they have the potential to link young adults with others
in similar situations, especially those in rural and remote
areas (55).
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TABLE 1 | How mi.spot was developed.

Sources References
Reference group using participatory design principles (56, 57)
Theory:

e Competence enhancement model (58-60)

® Theory of health information seeking behaviour 61)

* Theory of development: emerging adulthood 9, 10)
Previous research on parental mental illness and substance use

problems in particular

e Common intervention ingredients (46)

* Adolescents’ preferences for support (39)

® Young adults’ preferences for online support (42)
Elements of effective online interventions for young people (51, 62, 63)
Four feasibility trials conducted, with feedback elicited from 66 (64)

participants and five facilitators

The present paper is the first to provide a theoretical overview
and empirical basis for an online intervention for this particular
group of vulnerable young adults from an English-speaking
country. Indeed, theoretical frameworks for online interventions
are often missing (56) but critical for ongoing intervention
monitoring and evaluation (57).

mi.spot: DEVELOPING AN ONLINE
APPROACH

The mi.spot intervention was developed iteratively over a 36
month period using participatory design principles and drawing
on relevant theory, existing research and feedback from feasibility
trials (see Table 1).

From the outset, a participatory design approach was employed
(58, 59) through the creation and facilitation of a reference
group consisting of researchers, clinicians, website designers,
and young adults who have lived experience of parents with
mental illness and/or substance use problems. The group was
collaborative and collegiate with all stakeholders recognised as
having different but equally important skills to offer. In particular,
young adults were included to ensure that the intervention
was user friendly and acceptable and clinicians were involved
as the intervention needed to be clinically feasible. It was
acknowledged that what young people want can be different from
what parents and clinicians believe they need (60), which meant
privileging the views of the young people on the reference group,
especially in regard to site aesthetics and content and in terms
of how clinicians might respond to young people’s questions
and concerns. Regular face-to-face meetings were facilitated with
the aim of raising a diversity of views and learning from each
other. Different members of the group had worked together
previously (on other research projects, or on face-to-face peer
support programs) which provided opportunities for capacity
building. The reference group met regularly over 36 months to
discuss website developments and the implications of research
(see below) to the website. Notes were taken at each meeting
to document decisions and follow-up meetings with individuals

were conducted as required to ensure that all perspectives were
considered. Overall, the participatory design approach covered
several phases; the identification of problems for young people
living these families (drawing on existing research, see below) the
generation of solutions, the development of and feedback on an
online intervention, and the development of an implementation
and evaluation strategy, including dissemination procedures.

Theoretically, mispot is based on the competence
enhancement model, discussed in detail by Barry (65). The
model takes a lifespan approach to the promotion of mental
health, and focuses on enhancing strengths and promoting
resilience (61, 65). According to Eccles and Appleton (62),
the model is most beneficial when there are explicit efforts
to promote connections to others and enhance participants’
competence in developmentally appropriate domains. Cognitive
and behavioural approaches are commonly incorporated
within the competence enhancement model (62), given their
effectiveness and efficacy in improving dysfunctional cognition,
regulating emotions and the promotion of adaptive problem
solving (63). The theory of development for young adults was
used for the current intervention, with a focus on identify
formation, managing relationships and independence (9, 10).
Additionally, the theory of health information seeking behaviour
(64) was applied to promote optimal use of the intervention. This
approach acknowledges the role of passive and active retrieval
of information, and the role of peers and clinicians in helping to
process and interpret information (64).

In terms of research, the intervention drew on previous
work that identified the ingredients commonly associated with
effective interventions for this target group (48). Previous
research that sought the views of young adults whose
parents have mental illness and/or substance use problems
regarding support in general (41), and online interventions
in particular (44), were incorporated. Evidence on online
behaviour change interventions was used to inform online
functionality, especially those designed for adolescents and
young adults (53). A systematic review found that effective
online interventions provides opportunities for interaction,
personalized and normative feedback, and self-monitoring (66).
Likewise, Short et al., (67) drew on user engagement research
across multiple disciplines to identify those factors that influence
how users engage with online interventions. In their model,
engagement is influenced by (i) the environment including
the length of time available to the user and the user’s access
to the Internet (ii) individual factors related to perceived
personal relevance and usefulness of the intervention and
their expectations and (iii) intervention design including the
interactivity, aesthetics, credibility and opportunities to interact
with a counsellor. These features were considered in the
development of mi.spot.

Seven feasibility trials of mi.spot have been conducted since its
inception, with 66 participants. According to Eldridge et al. (68)
feasibility trials ascertain whether an intervention can be done,
whether it should be done and if so, how. Related issues that
feasibility studies may address include participants’ willingness
to be recruited, the time required to collect and analyze data, and
the acceptability and suitability of any given intervention for both

Frontiers in Psychiatry | www.frontiersin.org

February 2019 | Volume 10 | Article 59


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Reupert et al.

Online Intervention for Young Adults

clinicians and participants. Various methods were used to recruit
participants for mi.spot with Facebook advertisements found
to be the most effective and efficient. Feedback from previous
participants and online facilitators in semi-structured interviews
were used to modify the initial iteration of the intervention.
For example, many previous participants wanted to see a
greater emphasis on managing friendship, work, and significant
relationships and not only managing relationships with their
parent and these additions were subsequently incorporated;
facilitators requested additional functions such as notification of
someone typing (i.e., “...”) in the online group chats to allow for
more effective facilitation.

mi.spot: THE INTERVENTION

mi.spot is an online, 6 week voluntary intervention for
groups of up to 20 young adults (aged 18-25), who have a
parent with a mental illness and/or substance use problem.
mi.spot aims to (i) improve knowledge about mental health
and wellbeing, (ii) promote adaptive coping, (iii) build,
expand, and sustain healthy relationships, (iv) increase
resilience, (v) encourage help seeking behaviour, (vi) facilitate
a sense of peer connection and finally (vii) foster mental
health and wellbeing. mi.spot is a manualised approach
that offers real time (synchronous) and anonymous peer
online networking opportunities and an individually tailored,
interactive and professionally led intervention, as evident by the
following functions:

e Six, one hour, professionally facilitated psychoeducational
modules delivered online in synchronous mode (see Table 2).

e A private, online diary (called mi.thoughts.spot) to prompt
and encourage participants to apply a cognitive behavioural
approach to current stressful situations, with the support of a
facilitator (provided asynchronously).

e Opportunities for participants to chat informally with each
other on threads (i.e., topics) initiated by a participant
or facilitator.

e Opportunities for one-to-one private online counselling
sessions between a participant and a facilitator (synchronous).

e Video, audio, print resources, and self-monitoring
questionnaires offered as weekly activities for participants in
order to consolidate and extend learning from weekly sessions.

Participants may elect to join all, some or none of the offerings.
The password protected site is moderated twice daily including
weekends. Procedures exist for rule violations (e.g., online
bullying) and risk procedures (e.g., if a participant expresses
suicidal thoughts).

ONLINE FACILITATOR ROLE AND
TRAINING

Online facilitators for mi.spot assume an active role in
encouraging ongoing, supportive conversations between
participants, facilitating the weekly sessions, and providing one

TABLE 2 | mi.spot weekly modules.

Module Module description

Week 1:
What'’s mi.spot all about?

This week provides an orientation to the intervention
and various cognitive-based strategies to help
participants identify unhelpful thinking patterns,
reframe these in a more constructive manner, and
regulate emotions. Time is spent practising

these strategies.

Week 2:

Learning about mental
health and mental illness

Participants are offered the opportunity to ask
questions about mental health and illness, with a
particular focus on their parent’s illness, or
substance use problem. They are encouraged to
discuss how their parents’ illness or substance use
problem may impact their own health and wellbeing.
Information about generic vulnerabilities is provided
with an emphasis on ways to promote mental health
and wellbeing.

Week 3:

Me, my parent and other
relationships

Participants are encouraged to reflect on their
current relationship with their parent, and how the
dynamics of the parent-child relationship might
influence other relationships. Strategies for healthy
boundary setting are discussed.

Week 4: Participants are invited to identify current stressor/s
Managing stress and as a group, discuss adaptive coping strategies.
Week 5: Participants are asked to identify ways they might

Caring—who, me? look after themselves (i.e., physically and
emotionally), the barriers to self-care, and how these
might be overcome. Their caring responsibilities are
discussed and integrated with the prior module on

boundary setting in relationships.

Week 6:
Taking control of my life

The final module consists of a general overview of
key aspects of previous modules. It emphasizes
strengths, provides recommendations for self-care,
and encourages help seeking and the continued
use of adaptive appraisal strategies.

to one online counselling sessions as required. They also fulfil
a monitoring role and ensure that the site is a safe, respectful
space for everyone by identifying and addressing any instances
of bullying, harassment, and racism and/or descriptions of harm
to self or others.

Currently, facilitators are master’s level psychology students
working in a university clinic but any qualified mental health
clinician would be able to deliver the intervention after
appropriate training had been attended. Two days of facilitator
training using manualised content are provided. The first day
focuses on generic online counselling skills (in both group
and individual counselling mode) and the second specifically
examines the mispot intervention and how it should be
delivered. The second day starts with a presentation from two
young adults with lived experience who discuss their experiences
and preferences for online interactions. The remaining part of the
day is spent on simulated training scenarios to practice responses
on the site. Fidelity checks for the weekly sessions are built into
the intervention at the facilitator level, to ensure all topics are
covered. Future considerations are to deliver the training online
[as per (69)].
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FUTURE PRIORITIES

Building on the current evidence base in this area (52),
further randomised controlled trials are needed to establish the
effectiveness and efficacy of mi.spot, including cost effectiveness.
Comparing the online intervention, mi.spot, with face-to-face
peer support programs will be important to evaluate comparative
effectiveness. Uptake, engagement and drop out numbers as
well as website analytics need to be documented to establish
which participants engage with the different components of the
intervention and the impact that this may have on participant
outcomes. Monitoring of the intervention is required to ascertain
to what extent the intervention been implemented as designed
(as per the manual) and what modifications might be required.
Safety is another evaluation component which may be measured
through clinical deterioration related to intervention use and
inappropriate use (e.g., online bullying). Developing online
interventions for young people aged 13 to 18 years living in these
families is another priority.

Further information is needed on how mi.spot may be
embedded into services. Batterham et al. (70) identified various
barriers for delivering online interventions including policy,
safety, and political restrictions, incompatible reimbursement
systems, limited availability of trained clinicians, and clinicians’
negative attitudes toward Internet interventions. Nonetheless,
a recent study found that Australian clinicians were highly
supportive of online interventions for this particular group of
young people as they acknowledged that many miss out on face-
to-face peer support programs (71). Most research on online
interventions has focused on efficacy and effectiveness trials, with
little investigation on implementation processes (72), making
this a priority for future research. Within these deliberations,
the applicability and effectiveness of a stepped care model needs
to be investigated, where mi.spot may be provided as a first
step in intervention, or alternatively delivered in conjunction
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“ ...and How Are the Kids?”
Psychoeducation for Adult Patients
With Depressive and/or Anxiety
Disorders: A Pilot Study

Marieke R. Potijk, Louisa M. Drost*, Petra J. Havinga, Catharina A. Hartman and
Robert A. Schoevers

University Center for Psychiatry, University Medical Center Groningen, Groningen, Netherlands

Depressive and anxiety disorders are highly prevalent and form a substantial burden
for individuals and their family members. A recent study showed that approximately
two-thirds of the children of patients with severe depressive and/or anxiety disorders
develop one of these disorders themselves before 35 years of age. In the Netherlands,
various preventive interventions are available for children of parents with mental illnesses.
However, the actual reach of interventions is small (<1% of all children participate). A
major barrier appeared to be parents’ hesitancy to let children participate in preventive
programs. In order to address this barrier, we designed a pilot study to implement a
psychoeducation program on parenting and mental illnesses. The main aim of this study
was to investigate how a preventive family-focused approach can be embedded in
routine adult psychiatric care. The pilot started in April 2017 and has ended in September
2018. It was conducted in the University Center Psychiatry (UCP) in Groningen,
The Netherlands. This article describes the implementation process so far. The main
intervention was a monthly organized group-psychoeducation called “parenting and a
mental illness,” which could be attended by parents currently treated in the UCP. In 18
months, implementation activities were divided in four phases; (1) Creating awareness,
(2) Adoption of the intervention, (3) Implementation and evaluation, and (4) Continuation
phase. The program development process was evaluated using both qualitative and
quantitative data. Based on the pilot study we were able to make recommendations
for the further implementation of this approach so that more parents can be reached
in future. Further study with follow-up activities is needed to measure the effects of the
psychoeducation, for instance on parenting functioning and the quality of the parent-child
interaction.

Keywords: anxiety, depression, implementation, parental support, child wellbeing, prevention

INTRODUCTION

Up to 45% of patients who receive adult psychiatric care are parents (1). Having a parent with
a mental illness greatly affects children’s wellbeing. Approximately two-thirds of the children of
patients with severe depressive and/or anxiety disorders develop such a disorder themselves before
their 35th year, and half of them even before their 20th year (2). These children form an important
target group for prevention (3).
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In the Netherlands, various interventions for prevention of
mental health problems in offspring of depressive and anxious
adults have been developed. Current interventions are aiming at
the parents (psycho-education and parenting skills), the children
(psycho-education, coping skills, mutual support), or the family
as a whole (group sessions, online support) (4, 5).

However, the vast majority of children and parents does
not receive the services they require (6). Regarding the Dutch
preventive interventions aiming at the offspring of parents with
a mental illness, no more than 1% of children take part (4, 7).
The primary challenge, therefore, is to increase the reach of the
preventive interventions for parents and children.

A first and crucial step in increasing the range of participants
in preventive interventions is to get the offspring in the picture.
A substantial group of these high-risk children can easily be
detected; namely through the parent being treated. van Doesum
et al. (8) found that mental health agencies are the most common
source of referrals to preventive programs for offspring of parents
with a mental illness. Moreover, screening on the presence of
children in adult psychiatric care has already been improved in
several countries. In Norway health legislation was altered in
2010, making it mandatory to assess whether or not psychiatric
patients have children (9). In the Netherlands, it has been obliged
to register the number of minor children of adult psychiatric
patients, since 2017.

However, Skogoy et al. (10) underline that legal changes are
helpful, but not sufficient to secure equal chances of protection
and support for children of parents with mental illnesses.
Research has indicated that both parents and professionals
experience several barriers to be involved in prevention. Barriers
of parents include: perceived lack of necessity for intervention,
overburden, reluctance to bother their offspring, concern for
shame and stigma, and practical problems such as lack of
transport facilities (8, 11-13)

Professionals may perceive talking about parenthood with
their patients as a sensitive topic (8, 14-16). Furthermore,
between disciplines differences may exist in the ease with
which professionals talk about parenting and wellbeing of the
children. Findings of Maybery et al. (17) suggest that social
workers feel more comfortable with talking about these family
issues than nurses working in adult psychiatric care. Foster
et al. (18) however, argue that nurses in mental health care
are in prime positions to support parents who are patients.
These authors proposed a framework for family-focused actions
that psychiatric nurses can carry out at different phases of
client care, such as providing age-appropriate information on
mental illness to children and facilitating parental attachment
with offspring. Furthermore, based on consultation with a
group of senior clinical leaders in adult mental health services
in Australia, Goodyear et al. (19) introduced essential and
explicit practice standards for mental health nurses working
with families. These efforts illustrate a growing knowledge
base of what should be implemented into adult health
care to serve patients who are parents and their children.
However, papers on program development that investigate how
knowledge can be successfully translated into clinical practice are
scarce.

AIM OF THE CURRENT STUDY

The main aim of this pilot study was to investigate how a
preventive family-focused approach can be embedded in routine
adult psychiatric care. This aim resulted in the following research
questions:

1) How can a preventive family-focused approach be made
feasible and acceptable, for parents and professionals?

2) Which remedies can be identified in order to increase
feasibility and acceptability?

3) Which recommendations can be given to further implement
this approach?

METHODS

Design

We designed a pilot study to implement a preventive, family-
focused approach for adult patients treated for depressive and/or
anxiety disorders. We tried to build on existing routines so that
changes were kept as small as possible. In the University Center
Psychiatry (UCP) a psychoeducation program for parents already
existed for a few years, but the program was not offered on a
structured base, i.e., at maximum three to four times a year, at
different times and dependent on the number of parents staying
in the inpatient ward. A social worker of the inpatient ward
coordinated these sessions and any other actions for patients
regarding their children. Also, she led a special working group of
professionals. Nurses were used to refer to this social worker, who
invited parents to talk about the impact of parents’ illness and
to help explain the situation to children, on an age appropriate
level.

In a four-phase implementation plan, we worked toward a
situation in which all professionals mention patient’s role as
a parent at least once during routine treatment, and motivate
parents to attend the group-psychoeducation “parenting and
a mental illness” which was now offered monthly. Since it is
known that parents may perceive different kinds of barriers
to participate in preventive interventions, we listed common
barriers and made a plan to address them in this pilot study
(Table 1).

The medical ethical committee of the University Medical
Center Groningen evaluated this study as not falling under
the Medical Research Involving Human Subjects Act (WMO).
Nevertheless, we followed the required procedures and obtained
written informed consent for the qualitative components of
the project. No written informed consent was requested for
participation in a psychoeducation meeting because this option
was offered as part of the treatment. Patients knew that their own
therapist would be informed of their participation. Collection of
participant information was kept to a minimum and reported
at group level, such as the number of participants who joined
the psychoeducation. In (online) registration the current privacy
legislation was followed and only the necessary information was
requested, such as an e-mail address confirming the registration,
and the age category of the children to adjust the psycho-
education on that particular evening.
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Participants

The target group consisted of adult patients who are parents
of children in the age range of zero till 24 and who
are currently being treated for depressive and/or anxiety
disorders in an outpatient or inpatient ward. Patients will be
informed by their own practitioner (psychologist, psychiatrist,
psychology/psychiatry resident, or nurse practitioner), social
workers, and/or nurses of the inpatient wards. The participating
wards are one outpatient ward and two inpatient wards for
patients with depressive disorders, 2 day-clinics for depressive
disorders, one outpatient ward for bipolar disorders, an
outpatient ward for anxiety disorders, and a day-clinic for anxiety
disorders. Since the UCP is a tertiary care center, symptom
severity of most patients is moderate to very severe.

In 1 year about 1,200 adult patients with depressive and/or
anxiety disorders are treated in the UCP. It has been estimated
that 30-50% of these patients have children. Systematically,
information on the parent status of a patient is gathered
when patients enter the UCP to receive care, via a general
questionnaire. In this way practitioners know by forehand (a)
whether the new patient is a parent, (b) how many children he
or she has, and (c) what the age of the children is.

Primary Intervention: A Preventive,

Family-Focused Approach

We performed this pilot to investigate the possibilities to
permanently embed a preventive, family-focused approach in
routine treatment protocols. In concrete terms, this meant that:

1. Practitioners and/or nurses mention patient’s role as a parent
at least once during routine treatment, and motivate parents
to attend the group-psychoeducation “parenting and a mental
illness.”

2. Psychoeducation meetings for patient-parents are offered on
a regular base.

3. We examined possibilities to permanently embed the
preventive, family-focused approach in the organization and
management structures.

Psychoeducation “Parenting and a Mental

lliness”

We organized a monthly group-psychoeducation, on every first
Thursday evening of the month, called “parenting and a mental
illness.” An experienced social worker of the inpatient ward
for depressive disorders of the UCP and a child psychologist
gave the psychoeducation, using a power point presentation.
Project leader MP (resident psychiatry) coordinated applications
for the evenings and was available to stand in when one of
the group leaders was hindered to give the psychoeducation.
Patients attended one meeting and were encouraged to bring
their partners. The psychoeducation could only be attended
by parents currently treated in the UCP. The content of the
psychoeducation was theory-based and consisted of the following
main items:

(a) Patients introduce themselves shortly (name, family
situation, the current treatment status), followed by an

introduction to the theme parenting and a mental illness.
In particular, attention is paid to illness perception and the
relation with the patient’s role as a parent, before and during
treatment. Group leaders pay attention to feelings of guilt or
shame that may be present regarding shortcomings in the
parenting role. Furthermore, the role of the other parent is a
topic of conversation.

(b) How do parents tell their children about mental illness? This
starts as an open conversation in which parents share their
experiences. Later, group leaders give a summary and provide
examples of how to talk with children about their mental
illness, using age-appropriate information. Group leaders may
notice barriers in talking with their children among parents,
for example not wanting to bother their children and bring up
these subjects.

(c) How do parents know when it is (not) going well with
their children? Do they have worries about their children’s
wellbeing? For each age category, the group leaders provide
information on signals of (ab)normal development. Sharing of
experiences among parents is encouraged.

Additionally, at the end of the psychoeducation meeting further
supportive options were offered to the parents, such as continued
conversations about parenting with their current practitioner,
or other professionals (e.g., the general practitioner, a social
worker). If necessary, referral of the child for child psychiatric
consultation was offered.

We estimated that 68 parents would have attended the group-
psychoeducation after 1 year, based on data that about 1,200
patients with a depressive and/or anxiety disorder are treated
in the UCP in a year. About 480 of the patients have children
(40%) and we estimated that 336 parents could be motivated by
practitioners to join the psychoeducation, with an eventual reach
of 20% of the motivated parents.

Implementation Procedure

The pilot study started in April 2017 and was planned to
end at the end of September 2018. In this time span of 18
months, implementation activities were divided in four phases;
(1) Creating awareness, (2) Adoption of the intervention, (3)
Implementation and evaluation (following an iterative process),
and (4) Continuation phase. We described intended activities
in these four phases in our implementation plan that we wrote
prior to the start of the project. The implementation plan,
including the four phases, was based on a workbook for guideline
implementation in youth help and protection services (20).

Phase 1: Creating Awareness Among Parents and
Professionals (April-October 2017)

During the first months of the project, we spread information
about the project via various ways. In April we announced
the project in the general newsletter of the UCP. During the
next months, the project leader (MP) attended the regular team
meetings of all participating wards, to discuss with colleagues
how the family-focused approach could be embedded in their
ward. In addition, these meetings served to spread flyers with
practical information about the project and to present a flow
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chart of general procedures regarding children of patients
and child safety. At the launch of the actual implementation
(September 2017), more information on the project was given in
a presentation for all professionals and researchers in the UCP.
We stressed that the primary aim of the project was to pay more
attention to patients’ normal role as a parent, for example by
asking how parents manage to perform this role now they are
being treated for a mental illness. Existing child safety procedures
were mentioned, but were not the main focus of the project.
Finally, we created awareness for the importance of
implementing a preventive, family-focused approach. For
both parents and professionals, we developed an infographic film
of 3 min illustrating the impact on the family when one of the
parents has a mental illness. This infographic was placed on the
project website https://kopp.umcg.nl that we had developed in
this first phase of the implementation. The launch of the project
(including the infographic) was also spread as a local news item
by the press agency of the UMCG, among others via Facebook.
On the project website, more information was provided
regarding the monthly group-psychoeducation on parenting and
a mental illness. Recently, the infographic was translated to an
English version which can be found via the following link https://
www.youtube.com/watch?v=mZbsXjh2hYM.

Phase 2: Adoption of the Intervention
(September-December 2017)

This phase predominantly focused on activities that promoted
the adoption of the intervention, such as creating awareness and
support of various groups, including the management.

First, via a survey among professionals of the department
mood and anxiety disorders, we inventoried general practices
regarding the attention for patients’ role as a parent in routine
treatment protocols. This raised awareness among participants
and gave us an impression of the current state of preventive,
family-focused care at the department. Second, in order to
gain broad support for the project, we organized participation
meetings with the client counsel, social workers, residents, the
secretaries, and managers of the department. About once in 3
months, we wrote an update of the implementation process to
publish in the UCP newsletter.

Phase 3: Implementation and Evaluation (September
2017-August 2018)

From September 2017 on it was possible to sign up for the
group-psychoeducation sessions. Both parents themselves and
practitioners were able to sign up, online via the project website,
via an email or via a registration form on paper. The first
psychoeducation session took place on the first Thursday in
October 2017. After the start of the psychoeducation sessions,
we constantly adjusted the original implementation plan to the
actual situation in clinical practice, using an iterative approach.
Feedback of parents and practitioners was essential during
this phase. For example, after introducing the pilot project,
the importance of the topic “parenting and a mental illness”
was endorsed by many professionals. However, some of them
indicated that they had not enough time to discuss parenting in
the treatment sessions within the scheduled time. To solve this

problem, we suggested that they could use the infographic film
of 3min to introduce the topic and refer parents to the group-
psychoeducation. Another example of a change in the initial plan
was prompted by the observed difference in working methods at
the various wards. By attending team meetings of the wards, we
explored together with the professionals how the family-focused
approach could best fit the current working methods in their
opinion. Furthermore, parents were asked to fill out a feedback
form after attending a meeting (Supplement 1) and some of them
were asked for a telephone interview. This information was used
to help to define barriers and remedies (Table 1).

Parallel to the implementation of the family-focused
approach, the experiences of nurses with talking about
parenting were investigated by students of the School of
Nursing (University of Applied sciences). They performed two
qualitative research projects, in which nurses were interviewed
both individually and in focus groups (which included other
professionals). For the interviews, topic lists on the theme
parenting were used. With respect to the aim of this study, we
do not extensively report on the nursing projects in this article.
However, these projects may have contributed to increased
awareness of parenting and continued positive reinforcement.
In general, nurses were highly motivated to participate in the
interviews and brought up some interesting topics, such as task
ambivalence. On the one hand they felt family-focused care as
one of their core responsibilities, but on the other hand, many
nurses found it unclear when and how specific tasks should be
performed and by which professional.

Phase 4: Continuation (September-December 2018)

The main goals of this final phase of the implementation
were (a) to create support and guidance for the intervention
in the organization and management structures, (b) to realize
professional guidance on the work floor and/or training, and (c)
to make arrangements with management and stakeholders for
continuation of the project. To date, we have taken the following
steps. First, we have developed the parental questionnaire
“parenting and a mental illness,” involving questions on
experiences of patients’ role as a parent and wellbeing of
the children (Supplement2). The reason for developing this
questionnaire was to ease conversations about parenting between
parents and practitioners or nurses. It is now available for use
as part of the routine outcome measurements (ROM) of the
department. Patients who have started a treatment automatically
receive an email with an invitation to fill out the parental
questionnaire (online). When the questionnaire is completed,
the practitioner of the patient can see the answers in the
electronic patient file. In this way, we expect that practitioners
will have a better view of the family situation, e.g., how
patients perceive their parenting role, which may ease family-
focused conversations with the patient. Evaluation of the use and
effectiveness of the questionnaire will take place at a later stage.
Second, to meet the wish of professionals who indicated they
needed more practical support, we set up a targeted training.
However, eventually, we decided not to schedule the training
since it was not considered realistic in a year in which two
new electronic patient registration systems were introduced.
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Therefore, training programs have been designated as a future
priority. Lastly, we asked the management and stakeholders to
express the intention to continue the family-focused approach as
part of routine treatment protocols. This has already resulted in
initiatives such as including information on mental illness and
parenthood in the training program of psychiatry residents.

Analysis
The implementation was evaluated using both quantitative and
qualitative data. The quantitative part consisted of a survey
among professionals of the department of mood and anxiety
disorders and registration of the number of participants at the
monthly group-psychoeducation meetings. The online survey
(Supplement 3) was created using the program Survey Monkey
and was accessible for the professionals via an email that was sent
by the secretaries. We asked ten multiple choice questions which
were determined through discussions in the project group (MP,
LD, PH, CH, RS). MP analyzed the outcomes of the survey, which
are documented in a word file (anonymous). Registration of the
actual number of participants was done by social worker HH,
who was present at all but one psychoeducation meetings, and
further processed in an SPSS file by MP. All data were checked
and verified by at least two researchers (mostly by MP and LD).

The qualitative part consisted of written evaluation forms of
the psychoeducation meetings (filled out by parents) and semi-
structured telephone interviews with some of the parents who
participated in a psychoeducation meeting. Questions asked were
for example: “What was the most positive of the evening and what
are you least satisfied with?” and “Do you have any suggestions
for us to improve this psycho-education?”

Lastly, we reflected on the barriers that we had listed, whether
and how we addressed them and which remedies were found
(Table 1).

RESULTS

Survey

In September 2017, at the launch of the implementation, we
performed a survey among professionals of the department
of mood and anxiety disorders. All professionals received an
email with a link to the online survey which consisted of ten
multiple choice questions about the general way of practice
regarding family-focused care. Thirty-two professionals filled
out the survey in a time span of 6 weeks. Most of them
were nurses (13/32), followed by psychologists (7/32) and other
professionals, such as creative therapists (5/21). Furthermore,
three psychiatrists and four residents in psychiatry filled out
the survey. Respondents were about equally spread among
the different wards of the department of mood and anxiety
disorders; professionals from the inpatient wards (12), the day-
clinic wards (11), and the outpatient wards (13) were represented.
Some professionals worked at more than one ward. Nineteen
of the 32 respondents (59.4%) answered that they mostly or
always mention parenthood when they talk to patients who have
children in the age of 0-24 years. The other 13 respondents
answered they do not mention the topic regularly. Regarding
the timing for bringing up the topic, most respondents thought

the beginning of treatment (until the third meeting with the
parent) is most suitable. Although most professionals said to
talk about parenting and/or child wellbeing, they indicate a need
for further education or skills training in their current work.
Eleven professionals want to have more general information on
mental illness and parenthood; for example on the actual risk
that children will develop problems if their parents have a mental
illness. Furthermore, 19 professionals indicate that they miss
practical information, such as to which organization they can
refer parents and/or children if they signal any problems. Finally,
skills training in conducting conversations about parenting and
child wellbeing is wanted, as indicated by 11 professionals.

Psychoeducation “Parenting and a Mental

lliness”

In Table 2 we show the number of parents that participated
in the psychoeducation meetings. The number of participants
varied per meeting. In the meeting of June, the highest number
of parents participated, i.e., 12 parents (Table 2). In July only
one person applied, probably that was due to the summer
holidays. Most patients came with their partner or, in exception,
with another family member. Twelve patients came alone. After
December 2017, when we had launched the online possibility
for registration, the majority of the participants applied via this
way. In total 64 parents participated in the psychoeducation
meetings, which was lower than the estimated number of 68 at
the start of the study. Regarding the age of the children that
were reached via psychoeducation, we are only able to provide
a rough estimate in age groups. Most parents that applied for
a psychoeducation meeting had one or more children in the
age ranges of 4-11 (at least 18 children) and 12-17 (at least 14
children). Fewer parents had one or more children in the age
ranges of 0-3 (at least 9 children) and 18+ (at least 4 children).
For 6 participants data were missing regarding the age of
the children.

At the end of the psychoeducation meetings, we asked
participants to fill out an evaluation form in which we asked
whether parents regarded the meeting as useful and which needs
they had regarding parenting and wellbeing of the children.
Twenty-five participants filled out the evaluation form. All
regarded the meeting as useful. Most of them further commented
on this question, as shown in Table 3. Of the 25 participants,
12 regarded the information of the meeting as sufficient, 2
expressed the need for further information, 3 preferred to talk
about parenting more frequently with a nurse of the ward, 6
would like to go to a social worker or therapist, and 2 had other
preferences for further support. One patient who preferred to
talk about parenting with a nurse said: “It keeps me bothering
whether the situation at home is good, whether it is safe enough,
comfortable, and also a bit “normal.” A parent expressing other
preferences wished for: “The possibility for our children to talk
with someone.”

In a