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Preamble  

 

Parental mental illness and/or substance misuse are major public health issues. It is the fact 

that parents’ mental health and/or substance misuse problems may impact on children and 

children’s experiences and difficulties may impact on parents that makes family 

relationships such an important focus for clinicians, managers, researchers and policy 

makers (Beardslee, Solantus, Morgan, Gladstone, & Kowalenko, 2012; Falkov 2012). At a 

broad systems level, initiatives have been introduced in Northern Ireland to promote health 

and social care professionals’ response to families when parents have mental illness and/or 

substance misuse issues. However, multiple barriers to family focused practice exist, and 

there is a need to prioritise evaluation of the impact of initiatives on health and social care 

professionals’ practice as well as clinical outcomes for parents, their children and families 

(Falkov et al., 2016).   

 

Organisational and policy development is often context specific and therefore should be 

responsive to local needs and workforce and professional training frameworks (Cusack & 

Killoury, 2012) so rigorous, systematic and comprehensive evaluation of the Think Family 

initiatives in Northern Ireland is required. Moreover, acquiring a good understanding of 

health and social care professionals’ perspectives is a crucial element in capacity building for 

better family focused practice (Falkov et al., 2016; Grant, Goodyear, Maybery, & Reupert, 

2016). Furthermore, a fundamental requirement for improving family focused practice is 

ensuring the service user and families’ voice is heard, and incorporated into education and 

training as well as service design and delivery (Nicholson, Wolf, Wilder, & Biebel, 2014).   

 

In 2016 the Health and Social Care Board commissioned Queen’s University Belfast in 

conjunction with Ulster University to benchmark health and social care professionals’ family 

focused practice in adult mental health and children’s services from multiple perspectives 

(i.e. health and social care professionals and service users). The information generated will 

provide helpful evidence on the current state of Think Family service delivery Initiatives and 

establish a platform to inform ongoing evaluation of family focused service initiatives.  
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This report has two aims, 1), to present contextual information underpinning the wider 

project and, 2) to present and discuss findings of a systematic review conducted in the first 

phase of the project. 

 

The first part of the report, which presents the context of the wider project, is divided into a 

number of sections. The first section commences by highlighting the impacts of parental 

mental illness and substances misuse on families and children. The remaining sections detail 

the underlying context to the study including prevalence of parental mental illness and 

substance misuse in the UK and Northern Ireland, policy developments and on-going work 

addressing parental mental illness in the UK and Northern Ireland and a discussion around 

further understanding of family focused practice, including what family focused practice 

should entail and its benefits in reducing negative outcomes for the whole family. Barriers 

and enablers of family focused practice in the workforce are also detailed. Following on 

from this, the second part of the report presents and discusses findings of the systematic 

review.  Finally the report comes to a close by drawing implications for research, policy, 

practice and education and by outlining the research questions that the wider project seeks 

to address.  
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Introduction   

 

The Impact of Parental Mental Health: 

According to the World Health Organisation mental health can be defined as “a state of 

well-being in which every individual realizes his or her own potential, can cope with the 

normal stresses of life, can work productively and fruitfully, and is able to make a 

contribution to her or his community” (World Health Organisation, 2004, p.11).  Mental ill 

health from this perspective therefore acknowledges the absence of such well-being among 

individuals.  Mental ill health can generally be caused by a number of factors ranging from 

mental health disorders to substances misuse issues.  Furthermore, experiencing a mental 

health or substance misuse problem can impact on more than the individual.  Family 

members, including children are all at risk of being affected by a family member’s mental ill 

health.   

 

Internationally, it has been estimated that between a fifth and a third of adults receiving 

treatment from mental health services have children (Maybery, Reupert, Patrick, Goodyear, 

& Crase, 2009; Parker et al., 2008) and that between 10-23 % of children live with at least 

one parent with a mental illness (Maybery et al., 2009).  Across the UK is estimated that 10% 

of mothers and 6% of fathers in the UK have mental health problems at any given time 

(Mental Health Foundation, 2016). Moreover these estimates suggested that between 50% 

and 66% of parents with a severe mental illness live with one or more children under 18 

(17,000 children and young people in the UK) (Mental Health Foundation, 2016).  In terms of 

parental substance misuse, an important report in 2003 by the Advisory Council on the 

Misuse of Drugs, estimated that between 200,000 and 300,000 children in England and 

Wales have one or both parents with serious drug problems.  This corresponds to about 2–

3% of children under the age of 16. Only 37% of fathers and 64% of mothers were still living 

with their children. The more serious the drug problem, the less likely it was for the parent 

still to be living with the child. Most children not living with their natural parents were living 

with other relatives with around 5% of all children in care. Estimates for Scotland suggest 

between 41,000 and 59,000 children have a parent with a drug using problem, representing 

about 4–6% of all children under 16 years (Advisory Council on the Misuse of Drugs, 2003). 
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Whilst not all children will experience difficulties due to parental mental health problems 

and substance misuse, a significant number will experience cognitive, emotional, social, 

physical and behavioural problems on a short or long term basis (Barker et al., 2012; 

Beardslee et al., 2012; Mennen et al., 2015). For instance, 25 to 50% of children who have a 

parent with a mental illness will experience some psychological disorder during childhood or 

adolescence and 10-14% of these children will be diagnosed with a psychotic disorder at 

some point in their lives (Beardslee et al., 2012).  

 

While genetics may play an important role in the transmission of mental disorders from 

parents to children, environmental factors are also critical, as the impact of a parent’s illness 

on children is mediated by impaired parenting capacity and parent-child communication 

(Hansson et al., 2013). Adverse socioeconomic circumstances that often accompany mental 

illness such as poverty and isolation are other factors that may adversely impact children 

(Hansson et al., 2013). These are complex dynamic processes and one way to help 

understand them is to divide them into direct and indirect processes (Manning and 

Gregoire, 2006).  

 

The direct effects may include genetic factors, development before birth and exposure to 

their parent/s’ mental health problems after birth which may impact on attachment and 

development. The indirect effects may include socio-economic deprivation, exposure to 

related issues such as substance misuse, relationship conflict and domestic violence, family 

breakdown and additional caring responsibilities. It has been estimated that 29% of young 

carers are looking after a family member with mental health problems (Dearden and Becker, 

2004) and it is important to acknowledge the possible complexities and dynamics involved 

(Aldridge and Becker, 2003). The stigma associated with mental health problems may also 

be an important factor for parents, children and professionals as it may affect many aspects 

of how people think of and behave towards themselves, others and services (Sartorius, 

2007; (Davidson et al., 2012).  

 

The relevant processes and impact of parental substance misuse are similar. As Webb and 

Nellis (2010, p. 1) outline,  
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“the social, emotional and behavioural problems experienced by children are 

significant…Their households tend to be chaotic with above average levels of poverty, 

worklessness, neglect, domestic abuse and family disruption. They are at increased risk of 

interrupted education; entering the care system; coming into contact with mental health 

services; and taking on caring roles and responsibilities for siblings and parents. Children 

have reported feeling unsafe and frightened growing up in households where parents and 

sometimes other adults are misusing substances (PHAROS, 2009). They typically stay silent 

about their circumstances to avoid intervention from social services and the risk of becoming 

‘looked after’. This has a detrimental impact on children’s ability to build trusting 

relationships with ‘caring’ adults and further contributes to feelings of powerlessness and 

isolation.” 

 

Falkov’s (1998, 2012) Family Model also highlighted that there may also be a negative cycle 

of impact where the affected child may then have emotional and behavioural needs that 

can increase the stress of parenting and so have a detrimental impact on the parent/s’ 

mental health. Whilst parenthood is an important positive life role (Benders-Hadi et al., 

2013), parental responsibilities may also negatively affect parents’ mental health and 

recovery (Cowling & McGorry 2012; Nicholson et al., 2015).  Adult family members may also 

have needs incurred through the demands of caring for their mentally ill relative and/or by 

the need to assume additional parenting responsibilities (Diaz-Caneja & Johnson, 2004; 

Doucet, Letourneau, & Blackmore, 2012; McNeil, 2013).  
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Policy Response to Parental Mental Health Issues  

 

International Context: 

In response to increasing evidence regarding the needs of families when parents have 

mental illness, benefits of family focused practice, and barriers to family focused practice; 

international policy (i.e. in Australia, America, Ireland and Norway) increasingly 

recommends that adult mental health and children’s services adopt a whole of family 

approach (Lauritzen, Reedtz, Van Doesum, & Martinussen, 2014; Maybery et al., 2016; 

Nicholson et al., 2015). Moreover, as the level and type of need when a parent is unwell is 

broad and cuts across many services including adult mental health and children’s services, 

policy highlights the need to look beyond individual services and service providers and to 

take a broader systems approach in developing a whole family approach to services (Falkov 

et al., 2016; Nicholson et al., 2015). There have been some excellent resources developed to 

help meet these needs, for example the Children of Parents with a Mental Illness project in 

Australia (see www.copmi.net.au), but there is wide variation in countries and systems 

response to recommendations regarding family focused practice (Falkov et al., 2016).  For 

instance, Finland, Sweden and Norway have introduced legally mandated and formalized 

policies that require health and social care professionals to work with the family members 

of their clients, including children (Lauritzen et al., 2014). Alternatively, other countries (i.e. 

Ireland) have relatively less developed family focused policies in this particular context 

(Grant et al., 2016). 

 

UK and Northern Ireland Context: 

The broader legislative and policy backdrop to adult social care in Northern Ireland is 

disparate. This is made up of a range of pieces of legislation, dating back to 1972, arguably 

lacking in both thematic connection and individualised focus. As a result, there have been 

calls for Northern Ireland to address this issue with a more consolidated and single piece of 

legislation (Duffy, Basu, Davidson and Pearson, 2016). By contrast, the legal and policy 

frameworks for children and families is more unified and recognisable with The Children (NI) 

Order 1995 being the primary piece of child care law affecting all children and families in 

Northern Ireland. Northern Ireland also has a firmly established rights based context 
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shaping social work practice through both the United Nations Convention on the Rights of 

the Child (1989) and the Human Rights Act (1998) (Duffy & Collins, 2010). Northern Ireland’s 

history of political and civil unrest also significantly shaped the introduction of a unified 

structure of health and social care through the Health and Personal Social Services (NI) 

Order (1972) (Gray & Birrell, 2013). Since then professional health and social services staff 

have worked in integrated management structures although the configuration of these 

structures has changed a number of times. 

 

During 2009/10 the Centre for Mental Health estimated the direct cost to health and social 

care for treating mental illnesses in the UK to be 21.3 billion (Centre for Mental Health, 

2010).  Given such figures and the recognition of potential impacts of mental ill health on 

families, particularly children, and the wider public response systems; increasing efforts to 

address parental mental health and substance misuse issues has become a vocal point for 

the wider UK government.  Like Australia, and the Scandinavian countries, over the last 

fifteen years the UK has made concerted efforts to enhance adult mental health and 

children’s services’ response to parental mental health problems or substance misuse 

through policy and practice developments.   

 

During 2008 the Social Exclusion Unit Taskforce as part of a wider UK government response 

to the needs of families, published their first report ‘Reaching Out –Think Family’.  This 

report analysed and reviewed current issues faced by many families including mental health 

and substance misuse issues and addressed the then system and services response to such 

issues.  The authors conclude that if services are to really reach out to families with such 

complex needs and enable them to overcome their problems, services need to work 

together towards a common vision which includes multi-agency working to ensure that the 

needs of an individual and the needs of their family including children are being met.  The 

report calls for policy reform to include a whole family approach within services in the hope 

that such an approach will improve the outcomes for all.   

 

Following from this report and in response to research evidence and a number of case 

reviews, national and local policy developments aimed at improving cross organisational 

working began to emerge which places greater emphasis on the need to support parents in 
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their parenting role through family focused practice.  Most notably was the Think Parent, 

Think Child, Think Family Guide developed by the Social Care Institute for Excellence (2009) 

which set out clear guidelines for local authority response to the needs of families and 

includes the core Think Family principles which are: 

 No wrong door – contact with any service offers an open door into a system of 

joined-up support. This is based on more coordination between adult and 

children's services. 

 Looking at the whole family – services working with both adults and children take 

into account family circumstances and responsibilities. For example, an alcohol 

treatment service combines treatment with parenting classes while supervised 

childcare is provided for the children. 

 Providing support tailored to need – working with families to agree a package of 

support best suited to their particular situation. 

 Building on family strengths – practitioners work in partnerships with families 

recognising and promoting resilience and helping them to build their capabilities. 

For example, family group conferencing is used to empower a family to negotiate 

their own solution to a problem.  (Social Care Institute for Excellence, 2011) 

 

While the core principles and recommendations of the guide support a family focus 

approach to service delivery, the authors note that individual care must also be considered 

alongside this approach.  

 

“This means thinking about the child, the parent and the family, with adult and 

children's health and social care services working together to consider the needs of the 

individual in the context of their relationships and their environment. It should thus provide 

the optimum service that makes the best of what specialist training, knowledge and support 

is on offer” (Social Care Institute for Excellence, 2012, p.18).  

 

Based on the ‘The Crossing Bridges Family Model’ developed by Dr Adrian Falkov (1998), the 

Social Care Institute for Excellence suggests the Family Model as a useful conceptual 

framework for health and social care professionals to consider when assessing the needs of 
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individual family members and planning support for the family as a whole when a parent is 

experiencing a mental health problem including substance misuse (Social Care Institute for 

Excellence, 2012).  

 

The Model has been further refined (Falkov 2012) and is currently underpinned by 6 key 

domains which together illustrate how the needs of the individuals in a family when a 

parent is mentally ill are intimately linked. For example: 

 Parental mental health problems can adversely affect the development, and in some 

cases the safety, of children  

 Growing up with a mentally ill parent can have a negative impact on a person's 

adjustment in adulthood, including their transition to parenthood  

 Children, particularly those with emotional, behavioural or chronic physical difficulties, 

can precipitate or exacerbate mental ill health in their parents/carers.  

 
The Model also identifies the need to consider additional risks, stressors and vulnerability 

factors increasing the likelihood of a poor outcome, as well as strengths, resources and 

protective factors that enable families to overcome adversity.  

 

From 2009-2011, the Social Care Institute for Excellence worked with five survey sites 

including North Somerset, Birmingham, Liverpool, the London Borough of Southwark, the 

London Borough of Lewisham, and the five Health and Social Care Trusts in Northern 

Ireland, to put the recommendations of the guide into practice. The Social Care Institute for 

Excellence guidelines make specific recommendations relating to screening, assessment, 

planning, providing and reviewing care of service users, actions at the strategic level and 

workforce development and stipulate what practitioners, managers and organisations 

should do. Between 2009 and 2011, the Social Care Institute for Excellence worked with the 

five sites to implement the recommendations in the guide (Social Care Institute for 

Excellence, 2012).  

 

Prevalence of Parental Mental Illness in Northern Ireland: 

In Northern Ireland, Bunting et al. (2013), based on analysis of a large household survey, 

found that 23.1% of people had experienced one or more mental health problem, including 
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substance use disorders, in the previous twelve months. Based on estimates of prevalence 

in the UK, Hansson et al. (2013) suggested that there was between 60,000–75,000 children 

in Northern Ireland living with a parent who had mental illness.  Moreover in Northern 

Ireland, Percy et al., (2008), conducted a large scale survey of families, and found that over 

half of the households had at least one member who reported having problems with 

alcohol. Approximately 10% had at least one member who reported having problems with 

drugs. It has been estimated that 40,000 children in Northern Ireland are affected by 

parental substance misuse (Public Health Agency and Health and Social Care Board, 2009). 

Furthermore, 40% of children on the child protection register and 70% of children who are 

‘looked after’ are using social services due to parental substance misuse (Public Health 

Agency and Health and Social Care Board, 2009). Although not the focus of this review, 

these issues are often not experienced in isolation and the prevalence and interaction with 

other factors such as domestic violence, unemployment and poverty also needs to be 

considered. 

 

Practice Developments in Northern Ireland:  

In Northern Ireland during the 2000s, there have been a number of small scale initiatives 

which have tried to address complexities in the interface between adult mental health and 

children’s services. The Child and Parent Support Service, in the Magherafelt and Cookstown 

area, aimed to: “provide non-professional personal support; address issues of limited social 

contact; improve individual self-esteem and functioning; indirectly improve the care 

provided to the child; and provide support to both children and adults.” (Griffiths et al., 

2007, p. 126). It was evaluated very positively by the staff and families involved and it was 

concluded that the project “has allowed professional practice to move away from the 

somewhat unified structure of separate areas of work and, by focusing on the emotional 

functioning of the adult, has indirectly helped to address the issue of child development.” 

(p. 133).  The Champions Initiative in the Northern Health and Social Care Trust area, which 

was established in January 2009, identified a champion in each of the child protection and 

adult mental health teams to facilitate the interface between the services. Again this was 

evaluated positively but there was no control or comparison group included as part of the 

evaluation (Davidson et al., 2012).  
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From 2009, the Health and Social Care Board prioritised this aspect of services and 

developments became more co-ordinated and extensive. Between 2009 and 2012, in 

Northern Ireland, in line with international and wider UK developments in family focused 

practice and in response to specific inquiry reports (i.e. Independent Inquiry Panel to the 

Western and Eastern Health and Social Services Boards [O’Neill Inquiry], Western Health 

Social Services Board and Eastern Health Social Services Board, 2008) the Health and Social 

Care Board introduced a range of Think Family initiatives in adult mental health and 

children’s services (Donaghy in Diggins, 2015). Key Initiatives from this first phase from 

2009-2012 included: 

 Development and circulation of educational resources to facilitate health care 

professionals and parents to talk to children about parental mental health problems. 

 Development of a regional joint protocol to facilitate joint working between adult 

mental health and children’s services. 

 Revision and amending of adult mental health screening and assessment tools 

(including an appendix for Understanding the Needs of Children in Northern Ireland 

assessment forms – see below), to include a focus on parents and children’s needs in 

relation to parental mental health problems. 

 Development of an evidence based appendix to Understanding the Needs of 

Children in Northern Ireland, to strengthen and reflect upon parental mental health 

needs more robustly. 

 Development of an aide memoire (A5 card) to support staff to think beyond the 

person with the mental health issue. 

 Development of role and function of Interface Groups in each Trust. 

   

A number of additional initiatives have also been introduced within the 2nd phase of the 

Think Family work plan between 2013 – 2015 under three specific  themes generated from a 

Sense Maker survey (undertaken in 2011-2012 in phase one of the Think Family Project with 

parents and health and social care professionals) with an aim to improve: 

 Communication and information sharing between professionals and families (this 

will consider the information leaflets and the joint protocol), 
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 Access to early intervention family support for children, young people and their 

families (this will consider signposting /referral to hubs by adult mental health 

staff and ability of family support hubs to pick up on mental health and 

addictions issues for support), 

 The extent to which assessment, planning and treatment is inclusive of a ‘whole 

family’ approach (this will consider the joint protocol in children’s and adult 

mental health services and the strengthening of the adult mental health 

documentation). 

 

Ongoing key initiatives to improve services in accordance with these aims include: 

 Development of children and young people’s leaflets by Action for Children young 

carers groups. 

 Development of the Champions Model in the remaining four Trusts in line with 

developments in the Northern Trust 

 Introduction of A5 cards checklist of Falkov’s (2012) Family Model domains 

 Introduction of a Think Family practitioner in the South East Trust and Belfast Trust   

 

The ultimate aim of previous, current and future Think Family initiatives at a Regional and 

Trust level is to improve outcomes for parents, their children and families by establishing a 

Think Child, Think Parent, Think Family approach to the planning and delivery of services (in 

line with the Social Care Institute for Excellence’s Guide 30, Think Child, Think Parent, Think 

Family Guidelines). Overall it is hoped that regional and local initiatives will help to improve 

the extent to which assessment, planning and treatment in adult mental health and 

children’s services are family focused. Specifically, that communication will be enhanced 

between health care professionals and families and that as a consequence families will get 

greater access to early intervention family support services (Donaghy, 2014).  
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Understanding Family Focused Practice 

 

Previous literature has described family focused practice as a paradigm (Hall, 2007), a 

philosophy (Brewer, McPherson, Magrab, & Hutchins, 1989; Malusky, 2005), and practice 

theory (Hutchfield, 1999). The concept has also been operationalised as a model or method 

of care delivery that emphasises the family as the unit of attention as opposed to a health 

professional working with an individual alone (Bailey, Raspa, & Fox, 2012; Foster, 

Whitehead, Maybee, & Cullens, 2013; McGavin, 2013); Foster, O'Brien and Korhonen, 

(2012), suggest that “Family-focused care aims to improve outcomes for the parent with 

mental illness, reduce the subjective and objective burden of care for families, and provide a 

preventative and supportive function for children” (p.7). 

 

Family focused practice entails professionals focusing less on their role as experts and more 

on their role as collaborators or partners, who work alongside service users and their 

families (Bailey et al., 2012;  McGavin, 2013; McNeil, 2013; Moore, McDonald, Sanjeevan, & 

Price, 2012; Nicholson et al., 2015). Family focused practice needs to address the unique 

and sometimes competing needs of different family members, alongside those of the 

designated service user (Bailey et al., 2012; Dunst, Boyd, Trivette, & Hamby, 2002; Kuo et 

al., 2012). Hence, family focused practice contrasts to the prevailing professional centred 

approach, whereby professionals assume an expert role and focus on treating the service 

users’ mental illness without acknowledging and addressing their needs related to their 

family context (Centre for Addiction and Mental Health, 2004; MacFarlane, 2011; Nicholson 

et al., 2015). 

 

The concept of family focused practice originated in paediatric settings in the 1950’s (Coyne, 

Murphy, Costello, O'Neill, & Donnellan, 2013). However, while  family focused practice has 

informed service delivery in health and social care services, (Bland & Foster, 2012; 

MacFarlane, 2001; Stanbridge & Burbach, 2007) there has been limited research and 

literature which has examined and/or explored how the concept has been conceptualised 

and operationalised with different family configurations (including service users who are 

parents of dependent children) and by different disciplines, in different services (Foster et 
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al., 2012; Grant et al., 2016; Lauritzen et al., 2014b; Liangas & Falkov, 2014). To date, the 

concept of family focused practice, in paediatric services and in adult mental health services, 

has predominantly entailed involving and supporting adult family members who are caring 

for service users (Bland & Foster, 2012; McNeil, 2013; Toikka & Solantaus, 2006). In recent 

times the concept has expanded within adult mental health and children’s services to reflect 

a growing awareness of the need to address service users’ parenting issues and to include 

and support a range of family members including service users’ dependent children 

(Korhonen, Pietilä et al., 2010; Foster et al., 2012; Nicholson, 2016; Reupert et al., 2009) .  

 

Three recent reviews (Acri & Hoagwood, 2015; Foster et al., 2016; Marston et al., 2016) 

have acknowledged the lack of an agreed definition of family focused practice and have 

explored how the relevant terms are used and what some of the key principles and 

components of family focused practice may be. It's worth noting that most of this research 

focuses on parental mental health although the issues are relevant and easily transferable 

to parental substance misuse.  Foster et al. (2016) reported that, in the context of adult 

mental health services, 

 

 "there is little consistency in how family focused practice is defined, and in particular, 

a lack of integrated knowledge on family focused practice in mental health services. The lack 

of conceptual clarity in family focused practice is also reflected in the terminology employed, 

where family focused practice is used interchangeably with “family-orientated,” “family-

sensitive,” and “family-centered.” It is important to note that family focused practice does 

not refer to “family involvement.” Family involvement refers to how adult family members, 

generally parents, are engaged with organizations in managing an identified issue or 

concern for a child." (p. 1-2).  

 

They offer their own definition which is that "Family focused practice refers to how mental 

health clinicians (e.g., nurses, psychologists, social workers, doctors or occupational 

therapists) and mental health services respond to other family members when an adult or 

child has the identified mental health problem." (p. 2).  The authors therefore conducted an 

integrative literature review which identified 40 articles in which family focused practice 

was discussed. They found that definitions tended to vary based on the definition of family 
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being used (they suggest self-definition); the type of family being considered 

(procreation/choice or origin); and the context of practice.  

 

During the last two decades the field of paediatrics and to a lesser extent health and social 

care services, have successfully defined the working principles and activities of family 

focused practice for practitioners (Espe-Sherwindt, 2008). The literature highlights the 

importance of caring for parents in the contexts of their families and communities and 

working with families in an individualised, holistic, flexible, transparent, responsive, 

preventative, recovery, strengths based and culturally sensitive manner (Espe-Sherwindt, 

2008; Grant, 2014; MacFarlane, 2011; McGavin, 2013; Mordoch & Hall, 2008; Trowse, 

Hawkins, & Clark, 2013). The literature about adult mental health services focuses on 

preventive interventions for parents who have mental illness, their children and families in 

order to reduce psychological and social risk factors for families and improve strength and 

protective factors, for instance parenting behaviour, social support and coping skills (Falkov, 

2012; Grant, 2014; Grant & Reupert, 2016; Nicholson, 2016). Critical to family focused 

practice is the need for workers to form partnerships with parents and their families and to 

help parents set and achieve appropriate and realistic goals (Bailey et al., 2012; Bland & 

Foster, 2012; Coyne et al., 2013; Grant, 2014; Grant et al., 2016;  Nicholson, 2016). 

 

In addition, researchers are beginning to recommend a continuum of family focused 

activities for those working with service users who are parents (Foster et al., 2012; Grant et 

al.; Maybery & Reupert, 2009; 2016; Nicholson et al., 2015; Stanbridge & Burbach, 2007). It 

is suggested that at the least, all health and social care professionals should have a basic 

family focused skill set (Grant, 2014; Reedtz et al., 2012;) , to provide a minimum level of 

care for all families (Mottaghipour & Bickerton, 2005). It is also proposed that health and 

social care professionals, at the least, and at the outset of a parents or child’s admission to 

health and social care services, should establish if there are any possible issues arising for 

parents and their children as a consequence of parental mental illness (Foster et al., 2012). 

Thereafter, health and social care professionals should provide appropriate information and 

resources on  parental mental illness and/or parenting to the family or to individual family 

members, with a view to preventing and resolving issues arising from parental mental illness 

for parents, their children and family (Baker & Lees, 2014; Falkov, 2012; Grant, 2014; 
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Korhonen, Pietilä & Vehviläinen-Julkunen, 2010; Nicholson et al., 2015).  As part of this basic 

family skill set, it has been recommended that health and social care professionals advise 

parents about effective communication strategies in order to promote parents’ 

relationships with their children (Grant, 2014; Korhonen, Vehviläinen-Julkunen & Pietilä, 

2010; Nicholson et al., 2010). Health and social care professionals should also be able to 

liaise with other services, to provide parents and children with additional support as 

appropriate, particularly when children have additional needs beyond understanding and 

coping with parental mental illness (Falkov, 2012; Grant & Reupert, 2016; Nicholson et al., 

2015, Reedtz et al., 2012) . 

 

Foster et al., (2016, p16) identified six core and overlapping practices within the range of 

family focused practice, including:  

1. Family care planning and goal setting; 

2. Liaison between families and services including family advocacy; 

3. Instrumental, emotional and social support; 

4. Assessment of family members and family functioning; 

5. Psychoeducation; 

6. A coordinated system of care (e.g., wraparound, family collaboration, partnership) 

between family members and services.  

 

Others have also identified provision of information and support to parents, children and 

families as an important element of family focused practice and possible to implement 

within a basic family skill set (Foster et al., 2012; Krumm et al., 2013; Maybery & Reupert, 

2009; Nilsson Gustafsson, & Nolbris, 2014). Information and support to enhance resilience 

may be provided through peer support programs (Goodyear, Cuff, Maybery, & Reupert, 

2009; Grant, Repper, & Nolan, 2008; Nilsson et al., 2014) online discussion support groups 

(Drost, Cuijpers, & Schippers, 2011; Woolderink et al., 2010;) and educational materials; 

sometimes referred to as biblio-therapy (Tussing & Valentine, 2001).  

 

In addition, there are family intervention programs that support both parents and their 

children (Beardslee et al., 2007; Compas et al., 2011; Ginsburg, 2009; Nicholson, Albert, 

Gershenson, Williams, & Biebel, 2009; Reedtz, Lauritzen & Van Doesum, 2012). However, 
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Foster et al. (2012) and Falkov (2012) also suggested that at the further end of the 

continuum, health and social care professionals with additional education and training in 

family work, might provide supportive counselling, consumer/family case management, 

and/or intensive child/family interventions, individually or within a multidisciplinary team.  

 

There are a wide range of interventions that are relevant to families that are affected by 

parental mental health problems and substance misuse. Very broadly these can be 

organised depending on the content of the intervention and who it is aimed at. The table 

below might help demonstrate this: 

 

Table 1.1: Child, parent and family interventions for parental mental health problems and/or 

substance misuse 

  Who the intervention is focused on 

  Child/ren Parent/s Family 

 

 

 

 

 

The Content 

of the 

Intervention 

Child welfare Interventions with 

children to 

prevent/address 

concerns for their 

welfare 

Interventions with 

parents to 

prevent/address 

concerns about 

their children 

Interventions with 

families to address 

child welfare 

Mental health 

and/or substance 

misuse 

Interventions to 

prevent or address 

child/ren's mental 

health problems/ 

substance misuse 

Interventions with 

parents to address 

mental health 

problems and/or 

substance misuse 

Interventions with 

families to address 

only the parental 

or child  issues, not 

their impact on 

the family  

The interaction of 

child welfare and 

parental mental 

health/ substance 

misuse 

Support for young 

carers which does not 

address the needs of 

the parent/s 

Support 

specifically for 

parental issues 

which does not 

address the needs 

of the child/ren 

Family focused 

practice? 
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The content and focus of interventions is not as clearly distinguished as Table 1.1 would 

suggest but it may be helpful to highlight that family focused practice, for the purposes of 

this project, refers to interventions which attempt to identify and address the needs of 

parents and children in relation to both, child welfare and parental mental health and/or 

substance misuse. These interventions may not necessarily be provided to the whole family, 

in some cases they may be provided to just one person in the family, but the focus has to be 

on both parental mental health and/or substance misuse issues AND the child welfare 

issues. It should also be clarified that although this table separates children and parents, 

family focused practice may also extend to when the children involved are adults. It could 

also be reasonably argued that all mental health practice should adopt a more systemic 

approach regardless of whether the person is a child, parent, has mental health problems 

and/or is caring for family members with mental illness.  Hence while we have retained a 

more specific focus in this report on family focused practice for families when parents have 

mental illness, the approach is relevant for all service users and their families.  

 

Benefits of Family Focused Practice:   

There is increasing evidence that  family focused practice can be beneficial (Beardslee et al., 

2012; Drost et al., 2011; Hayman, 2009; Mottaghipour & Bickerton, 2005; Moore et al., 

2012; Nilsson et al., 2014; Pihkala, Sandlund, & Cederstrom, 2012a; Solantaus et al., 2010). It 

can “improve outcomes for the parent with mental illness, reduce the subjective and 

objective burden of care for families, and provide a preventative and supportive function for 

children” (Foster et al., 2012, p.7).  A systematic review and meta-analysis by Siegenthaler, 

Munder & Egger (2012) across 13 trials involving over 1000 children found that formal 

interventions reduced the risk of children acquiring their own mental health disorder by 

40%. Moreover, several studies suggest that  parents, their children and families are more 

satisfied and find family focused practice more helpful than other models of practice (Dunst, 

Trivette, & Hamby, 2007; Espe-Sherwindt, 2008; Gladstone et al., 2006; Gladstone, Boydell, 

& McKeever, 2011; Nicholson, et al., 2015).  

 

Other research suggests family focused practice may help to reduce the likelihood that 

parents will experience a relapse of their mental illness (Espe-Sherwindt, 2008; 
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Mottaghipour & Bickerton, 2005; Pitschel-Walz et al., 2006) or need for hospitalisation for 

treatment of their mental illness (Hyland, Hoey, Finn, & Whitecross, 2008). Psycho 

educational interventions also improve parents’ understanding of their illness, increase the 

quality of their lives (Rummel-Kluge, Pitschel-Walz, Bauml, & Kissling, 2006) and help them 

to develop stronger relationships with their family (Metsch et al., 1995; Pitschel-Walz et al., 

2006). Moreover, both Davidson (2009) and Van Riper (2001) found that adult family 

members experienced less stress and better emotional well-being when health and social 

care professionals directly involved and supported them.  

 

Health and social care professionals also benefit from engaging in such interventions. Toikka 

and Solantaus (2006) described how using preventive interventions, including Beardslee’s 

Preventative Family Intervention, enabled mental health professionals to experience more 

satisfaction and joy when supporting parents who have mental illness, their children and 

families. Similarly, Moore et al. (2012) indicated that health and social care professionals are 

able to create stronger alliances with families and experience greater work satisfaction in 

the process. Finally there are economic benefits of providing good quality parenting support 

and preventative interventions for the whole family (Moore et al., 2012).  

 

Barriers to Family Focused Practice:  

Notwithstanding the importance of family focused practice, international evidence suggests 

that health care professionals in adult and children’s services experience difficulty in family 

focused practice (Houlihan et al., 2013; Foster et al., 2016; Grant et al., 2016; Maybery & 

Reupert, 2009; Monds-Watson et al., 2010). Maybery et al. (2016) report that there are a 

range of worker, workplace and family factors which may prevent and enable family focused 

practice. As Darlington et al. (2005) have highlighted there are a range of complexities with 

any inter-agency area of work but there may also be specific complexities due to the nature 

of the difficulties associated with parental mental health problems and substance misuse. 

 

Health care professionals find family focused practice challenging because of individual 

worker, service, family and wider systems barriers to adopting a whole family approach.  

There is added complexity of working with the family unit rather than the individual service 

user (Foster et al. 2013; Grant & Reupert, 2016). This usually requires acknowledging the 
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unique and sometimes competing needs of different family members and active 

collaboration between clinicians, service users and their families (Foster et al., 2016; 

McGavin 2013; McNeil 2013). A lack of liaison between different services (e.g. child 

protection and adult mental health) is another barrier to working with families (Bellin, 

Osteen, Heffernan, Levy, & Snyder-Vogel, 2011; Grant et al., 2016) as is having adequate 

resources, structure and time (Grant et al., 2016; Lauritzen et al., 2014).  Deficits in workers’ 

attitudes, knowledge and skills have also been identified as barriers to family focused 

practice (Grant et al., 2016; Houlihan et al., 2013; Maddocks, Johnson, Wright, & Stickley, 

2010). 

 

Whilst health and social care professionals might want to work with families, from the adult 

mental health perspective they report clear knowledge and skill deficits in relation to (1) 

working with children, (2) working with service users on parenting issues, and (3) working 

with the whole family (Grant et al., 2016; Maybery, Goodyear, O'Hanlon, Cuff & Reupert., 

2014). Maybery et al., (2014) found clear differences between professional groups, finding 

that social workers engaged the most in family focused practice, while psychiatric nurses 

performed the lowest.   

 

Parents also identify barriers to effective support and perceive that these are generated by 

themselves and by mental health professionals (Aldridge & Becker, 2003; Diaz-Caneja & 

Johnson, 2004; Doucet et al., 2012; Falkov, 2012; Maybery & Reupert, 2009). For example, 

parents may be reluctant to disclose their parenting role and parenting issues to mental 

health professionals, for fear of losing access to their children (Ackerson & Venkataraman, 

2003; Diaz-Caneja & Johnson, 2004; Khalifeh et al., 2009; Montgomery et al., 2006; 

Nicholson et al., 1998a). They may also find it difficult to ask mental health professionals for 

support as they may feel embarrassed about having parenting problems and perceive that 

mental health professionals will not understand their issues (Handley et al., 2001). When 

parents are hospitalised they may also be reluctant to let their children visit them due to a 

fear that their illness will frighten their children (Nicholson et al., 2001).  

 

Other research suggests that children feel that they receive inadequate support from 

professionals that enable them to understand, manage and cope with their parent’s 



22 

 

difficulties, especially when their parents were hospitalised (Cowling, 1999; Falkov, 2012; 

Fudge & Mason, 2004; Gladstone et al., 2011; Mordoch, 2010; O'Brien, Anand, Brady & 

Gillies, 2011). Thus, in one study, 40% of children reported that no one explained their 

parent’s mental illness and concluded that inadequate information was the primary reason 

for children’s stress (Stallard et al., 2004). These findings resonate with those of other 

studies which highlight the inability or refusal of services to advise young people in the care 

of their parents (Mordoch and Hall, 2008; Aldridge & Becker, 2003; Fudge & Mason, 2004; 

Maybery et al., 2005; Riebschleger, 2004; Somers, 2007). 

 

Parents also indicate that professionals create barriers as they seldom ask them about their 

parenting status and/or role (Aldridge & Becker, 2003; Bassett et al., 1999; Diaz-Caneja & 

Johnson, 2004; Doucet et al., 2012). They also perceive that mental health professionals do 

not appreciate the challenges experienced in assuming their parenting role in conjunction 

with managing their mental illness (Doucet et al., 2012; Falkov, 2012; Nicholson et al., 2001). 

Moreover, Diaz-Caneja and Johnson (2004) found that a focus on crisis intervention, with 

little preventative work, and a lack of a consistent key worker/case manager also deterred 

mothers from disclosing their parenting concerns to mental health professionals. 

Furthermore, Alakus et al. (2007) found that parents considered insufficient collaboration 

between services and referral systems impeded their recovery and capacity to function as 

parents.  

 

Mothers have also suggested that they found it difficult to access help for their children and 

adult family members from mental health professionals. For instance, parents perceived 

that mental health professionals provided limited or no information to their children, 

partners or other adult family members to help them understand their mental illness 

(Alakus et al., 2007; Khalifeh et al., 2009). Furthermore, according to mothers, if mental 

health professionals had provided partners with more information regarding their illness, 

the stress endured by their families could have been alleviated and their recovery could 

have been improved (Dennis & Chung-Lee, 2006; Doucet et al., 2012; Robertson & Lyons, 

2003). Parents also perceived that the organisation impeded them from seeing their 

children whilst hospitalised and that there was a lack of policy and guidelines around 

children visiting. For instance, O'Brien, Brady, Anand & Gillies, (2011) found that whilst 
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parents wanted advice as to how to prepare children for a visit and when to visit, they 

perceived that children’s visits were not well managed, and that they received little support 

from mental health professionals about decisions around this issue. Parents also perceived 

that at times, supervision for children was problematic when the parent and adult family 

member needed to meet with the medical staff and there was no one to care for the child. 

O'Brien, Brady, et al. (2011) concluded that the issue of children visiting parents is 

commonly not addressed in models of in-patient mental health care and others have also 

underscored this in highlighting the lack of adequate facilities for children, such as family 

rooms separated from the main ward (Diaz-Caneja & Johnson, 2004; Fowler et al., 2009; 

Östman & Afzelius, 2011). Fowler et al. (2009) also found that parents perceived that stigma 

attached to parental mental health problems exacerbated their difficulties in maintaining 

positive family contact when they were in hospital (Fowler et al., 2009).  

 

Enablers and Predictors of Family Focused Practice: 

Enablers to make the workforce more family focused need to be identified for workforce 

change to occur however limited research has identified the possible factors that predict 

and enable family focused practice (Aarons, Sommerfeld, & Walrath-Greene, 2009; Grant et 

al., 2016; Halle, Metz, & Martinez-Beck, 2013; Lauritzen et al., 2014b; Maybery, Goodyear, 

Reupert & Grant, 2016).  

 

There is a general consensus that whilst policy, guidelines and education are important 

enablers of family focused practice none are effective on their own (Grant et al., 2016; 

Liangas & Falkov, 2014; Maybery et al., 2016; Royal College of Psychiatrists, 2011). Instead, 

long term, multifaceted, implementation strategies, at multiple levels in an organisation, are 

needed (Aarons et al., 2009; Beardslee et al., 2012; Grant & Reupert, 2016; Halle et al., 

2013). Reupert and Maybery (2015) have also suggested that further knowledge is required 

regarding the relative effectiveness of how interventions are delivered and focused; the 

content of the interventions; and the intensity and duration of interventions. Scott (2009), 

suggests that family focused practice may be enabled within organisations if performance 

indicators and funding models incorporate a family-centered lens. Others stress the 

importance of developing family focused policies and guidelines to enable family focused 

practice (Coyne et al., 2013; Grant & Reupert, 2016; Korhonen et al., 2010; Lauritzen et al., 
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2014; Social Care Institute for Excellence, 2009 , 2011). In particular the need to develop and 

implement standard admission policies and practices is highlighted (Grant & Reupert, 2016; 

Lauritzen et al., 2014b).  

 

Conducive organisational structures and processes, including implementation frameworks 

(Grant & Reupert, 2016; Lauritzen & Reedtz, 2013; Lauritzen et al., 2014; Nicholson et al., 

2015), family focused frameworks (Grant, 2014; Korhonen Pietilä, et al., 2010), and recovery 

and strength based frameworks are also thought to enable family focused practice 

(Korhonen, Pietilä, et al., 2010; Korhonen et al., 2008; Lauritzen et al., 2014; Nicholson et al., 

2015 ; Reedtz et al., 2012; Toikka & Solantaus, 2006); as is managerial support to translate 

these frameworks in practice (Coyne et al., 2013; Grant & Reupert, 2016; Lauritzen et al., 

2014; Maybery & Reupert, 2009). Provision of the necessary resources, including child and 

family focused professional development and education have also been highlighted as 

family focused practice enablers (Foster et al., 2012; Grant & Reupert, 2016; Krumm et al., 

2013; Liangas & Falkov, 2014; Murphy & Withnell, 2013) . Training and education may 

facilitate health and social care professionals to engage in family focused practice if it 

promotes their ability to form collaborative partnerships with parents and adult family 

members (Coyne et al., 2013; Grant et al., 2016;  Moore et al., 2012), and to develop 

knowledge, skills and confidence to address parenting issues (Grant et al., 2016; Korhonen, 

Pietilä, et al., 2010; Lauritzen et al., 2014). 

 

Opportunity to engage in reflective supervision to consolidate family focused practice 

knowledge and skills and to work on areas that need development is also considered 

important (Grant et al., 2016; Korhonen, Pietilä, et al., 2010; Korhonen et al., 2008; Maybery 

& Reupert, 2009; Nicholson, 2010; Toikka & Solantaus, 2006). Relatedly, inter-disciplinary 

and organisational teamwork and inter-professional practice is required (Brockington et al., 

2011; Darlington, Feeney, & Rixon, 2005; Grant, 2014; Grant et al., 2016; Seeman, 2013) 

along with a commitment of all team members to adopt a whole family approach (Grant 

2014; Grant et al., 2016; Korhonen, Pietilä, et al., 2010; Toikka & Solantaus, 2006). 

Moreover, environmental design that allows close physical proximity of the various 

disciplines with each other may also facilitate interagency co-operation and thereby family 

focused practice (Beck, Weis, Greisen, Andersen, & Zoffmann, 2009; Grant, 2014; Lauritzen 
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et al., 2014). Availability of services for children and capacity to refer children to these 

services is particularly important considering health and social care professionals may not 

be able to meet all of the needs of mentally ill parents and their  children (Korhonen et al., 

2008; Reedtz et al., 2012).  

 

Luckock et al. (2015) reviewed the literature on possible innovations to address the 

interface between child protection and health services.  

 

They " identified a limited a number of reports of a small range of innovative models 

of working at the health service interface with ‘children’s social care’, where a social work 

risk assessment is likely to be required to enable child safeguarding and family support. 

These focused on screening; common assessment; and multiagency working, but there is 

currently a paucity of research evaluating the outcomes of these new models of working for 

children and families." (p. 6).  

 

Caring for parents in community settings is also thought to enable  family focused practice 

as it provides health and social care professionals with opportunities to care for parents 

within their home environments and to observe normal family life (Davies, 2004; Doucet et 

al., 2012; Grant, 2014; Jackson & Darbyshire, 2004; Slack & Webber, 2008), to use the case 

management approach (Khalifeh et al., 2009; Liangas & Falkov, 2014; Nicholson, 2010; 

Seeman, 2013), to have sustained contact with parents (Dearing, 2004; Houlihan et al., 

2013; Slack & Webber, 2008), to form partnership with parents (Daro, 2009; Gomby, 2005; 

Scott, Salvaron, Reimer, Nichols, Sivak, & Arney, 2007) and to permit flexibility in service 

delivery to accommodate parents’ needs (Moore et al., 2012). It is also contended that 

family friendly visiting facilities, within in-patient settings, may enable family focused 

practice by providing an opportunity for children to visit their parents whilst hospitalised 

and at the same time allow mental health professionals to interact with children (Arney & 

Scott, 2010; Houlihan et al., 2013; Maybery & Reupert, 2009; O'Brien, Anand, et al., 2011; 

Royal College of Psychiatrists, 2011). Finally, parents, children and families’ understanding of 

the impact of parental mental illness on children’s well-being is thought to reduce their 

resistance to family focused practice (Falkov, 2012; Maybery & Reupert, 2009) and 

workforce capacity to provide psycho-educational interventions to parents, children and 
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family members can enable this (Korhonen, Pietilä, et al., 2010; Korhonen, Vehviläinen-

Julkunen, et al., 2010; Maybery & Reupert, 2009).  

 

Enablers related to mental health professionals’ personal attributes may also facilitate 

mental health professionals’ capacity to engage in family focused practice, despite the 

existence of organisational barriers (Coyne et al., 2013; Grant, 2014; Grant et al., 2016; 

Lauritzen et al., 2014). These personal qualities include their own parenting experience 

(Grant, 2014; Korhonen, Vehviläinen-Julkunen, et al., 2010), positive attitudes towards 

parents who have mental illness, their children and families (Maybery et al., 2016; 

Nicholson, 2016 ) and capacity to harness parents’ strengths (Grant, 2014; Krumm et al., 

2013; Moore et al., 2012), cultural awareness (Falkov, 2012; Moore et al., 2012; Nicholson, 

2010) and a willingness and capacity to engage in family focused practice (Foster et al., 

2012; Grant, 2014; Maybery et al., 2016; Lauritzen et al., 2014b; Toikka & Solantaus, 2006).  
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Systematic Review of the Literature  

 

Introduction:  

Reviewing the literature on family focused practice has highlighted the importance of caring 

for parents in the context of their families and communities and working with families in an 

individualised, holistic, flexible, transparent, responsive, preventative, recovery, strengths 

based and culturally sensitive manner (Bailey et al., 2012; Bland & Foster, 2012; Espe-

Sherwindt, 2008; Foster et al., 2012; MacFarlane, 2011; McGavin, 2013; McNeil, 2013; 

Moore et al., 2012; Mordoch & Hall, 2008; Seeman, 2013; Trowse, Hawkins, & Clark, 2013). 

Central to family focused practice seems to be the need for workers to form partnerships 

with parents and their families and to help parents set and achieve appropriate and realistic 

goals (Bailey et al., 2012; Bland & Foster, 2012; Coyne et al., 2013; Grant, 2014; Moore et 

al., 2012; Nicholson, 2016; Wells, 2011).  

 

Based on an integrative review, Foster et al. (2016, p.23) proposed four key principles which 

characterise family focused practice, 1) a belief that consumers’ (child or adult) families play 

a pivotal role in their recovery; 2) that consumers and their families can be empowered to 

address and meet their needs, 3) that it is possible to support consumers via their family 

and 4) that the relationships between clinician and consumer, clinician and family, and 

between consumer and family members, are key to enabling a ‘whole of family’ approach.  

 

Marston et al. (2016) add further detail to the examination of the key components of family 

focused practice in their analysis of 13 interventions which had been included in a previous 

meta-analysis (Siegenthaler et al., 2012). There was variation in the focus and combination 

of components, and the number of sessions offered ranged from 1 to 33. They did identify 

some of the key components of family focused practice as "the provision of 

psychoeducation, encouragement of family communication about each member’s 

experience of parental mental illness, and skills training in parenting behaviors and child 

resiliency strategies." (p. 112).  Alternatively, Acri and Hoagwood (2015) have approached 

family focused practice from the perspective of children's services. They conducted a review 

of the literature to identify interventions for children and young people that also included 
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some component for assessment and intervention for parental mental health problems. 

They found that of the 200 studies reviewed, 20 included a parental component and 

assessed the parent’s emotional health at multiple time points. Depression and anxiety 

were the most commonly reported mental health outcomes studied.  The majority of parent 

components consisted of behavioural strategies in service of the child’s psychological 

health.  Arci and Hoagwood (2015) conclude,  

 

"This review points to a huge deficit in the literature on children’s treatments, which 

have to date been focused narrowly on a set of symptom and functioning outcomes only 

(Hoagwood et al., 2012). Research targeted at issues of family mental health and system 

redesign to support families is greatly needed. This review also points to the fact that not 

every parent will be in need of mental health care. However, standardizing detection efforts 

and using that information to inform treatment planning for the entire family may have a 

significant impact upon both parent and child outcomes." (p. 584). 

 

Although the work of Marston et al. (2016) has been highly influential in furthering are 

understanding of current family focused practice intervention components, the review had 

a clear focus on randomised control trials.  Furthermore, the authors did not consider the 

benefit of looking at more in-depth reviews which can be provided by more contextual 

investigations (i.e. qualitative interviews) particularly in relation to perceived outcomes by 

intervention recipients. The current report will form part of a wider investigation of ‘Health 

and Social Care Professionals’ Family Focused Practice with Parents who have Mental 

Illness, their Children and Families’ within a Northern Ireland context.  That said it is firstly 

important to further establish current family focused practice interventions with parents 

who have a mental illness (including substances misuse) and their children in order to guide 

future exploration of best practice among professionals. To date a large body of literature 

has established the key components of family focused practice among professionals (Foster 

et al., 2012; Korhonen, Vehviläinen-Julkunen, et al., 2010; Krumm et al., 2013; Lauritzen et 

al., 2014b; Liangas & Falkov, 2014; Murphy & Withnell, 2013; Östman & Afzelius, 2011; 

Toikka & Solantaus, 2006) with key findings indicating that knowledge, understanding, 

collaborative working and commitment towards a whole family approach are key indicators 

of family focused practice. It is hoped that by understanding the key components of 
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affective family focused interventions which lead to positive outcomes, that we can begin to 

clearly operationalize family focused practice and establish a clear benchmark of effective 

family focused practice within services.    

 

Methodology for Systematic Review of Family Focused Interventions:  

The systematic review focuses on primary research reporting the outcomes of adult mental 

health, substance misuse and children’s services to the needs of families in which parent/s 

have needs related to mental health problems and/or or substance misuse. This includes 

responses to the parents, children and family carers but, to be included, the intervention 

had to be focused on the family (at least one parent and child). In other words it could be 

provided to only one person but the intervention had to address the needs of at least both a 

parent and a child. The PRISMA Statement (Liberati et al., 2009) is to be used as a guideline 

for reporting the review findings.   

 

Note: It is important to acknowledge from the start that, although this review provides a 

relatively broad scope by exploring parental mental health and substance misuse problems 

across both child welfare and adult mental health services, it does not consider other 

important factors, perhaps most obviously, domestic violence. Nonetheless, although not 

comprehensive the issues in this review are still of vital importance.  

 

Types of included studies  

Any controlled study (RCTs and quasi-randomised, quasi-experimental and controlled 

observational studies), Cross-sectional and observational studies, Qualitative studies that 

explored the acceptability and impact of intervention, and any study that asked for 

participant views. 

  

Definition of study design 

Randomized Controlled Trial: Individuals followed in the trial are actively assigned to one of 

two (or more) alternative forms of intervention or health care, using an entirely random 

method of allocation (such as computer random number generator).  
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Quasi-Randomised Trial: Individuals followed in the trial are actively assigned to one of two 

(or more) alternative forms of intervention or health care, using a quasi-random method of 

allocation (such as alternation, date of birth, or case record number)  

 

Quasi-experimental Study: Individuals followed in the study are actively assigned to one of 

two (or more) alternative forms of intervention or health care, using a non-random method 

of allocation (such as assignment based on experimenter’s choice).  

 

Controlled Observational Study: Individuals followed in the study are receiving one of two 

(or more) alternative forms of intervention or health care. However, they are not actively 

assigned to the alternative forms of intervention or health care. The control group is likely 

to comprise those who were not offered the intervention, or who refused to participate in 

the intervention.  

 

Uncontrolled Study: All Individuals followed in the study are given the same treatment or 

health care, and simply followed for a period of time to see if they improve, with no 

comparison against another group (control group) that is either taking another treatment or 

no treatment at all. 

 

Where no controlled effectiveness studies are identified, other study designs will be 

considered for the purposes of informing the development of future research. Finally, case 

studies, descriptive studies, editorials, opinion papers, evaluations of pharmacological or 

physical interventions will be included if of particular relevance. 

 

Acceptability  

For this part of the review, studies that asked participants for their views were included, 

irrespective of study design or data type. Any studies that provided quantitative data on 

non-participation, withdrawal and adherence rates were included as part of the 

effectiveness synthesis. We imposed no restrictions on design for this synthesis as long as 

the study was about family-focused interventions for treating the consequences of parental 

mental health problems and/or substance misuse. 
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Types of participants 

Parents who have mental health problems or substance misuse, their children, families and 

adult family members in receipt of adult mental health and children’s services.  

 

Intervention 

Family-focused practice, in any setting, for parents with mental health problems and/or 

substance misuse and their children and family members. The intervention has to be 

specifically family focused so general interventions for mental health problems and 

substance misuse are not be included unless they have a family focused aspect to them. 

Studies comparing interventions with no-treatment arms, waitlist-control groups, 

‘treatment as usual’ and ‘other active treatment controls’ are included. 

 

Types of outcome measure 

To be included studies must report the outcome of the interventions. These include: 

Primary: Psychological distress/mental health (depression and anxiety, psychosis, self-

harm); depression; social functioning including parenting, attachment and relationships with 

family and others; substance misuse; treatment adherence  

Secondary: acceptability; quality of life; child welfare interventions; hospital admissions 

 

Publication types 

For practical and resource reasons the review searches were limited to English and to 

studies from 1998, the year in which Falkov’s Family Model was introduced. 

 

Search methods for identification of studies 

Electronic Searches 

Studies were identified by searching the following databases  

1. Ovid MEDLINE(R) In-Process & Other Non-Indexed Citations and 1946 to current. 

2. Embase (Ovid), 1974 to current. 

3. CINAHL PsycINFO, 1806 to current. 

4. Science Citation Index (Web of Science) 

5. Social Sciences Citation Index (Web of Science) 

6. ERIC (EBSCOhost), 1966 to current 
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7. Cochrane Central Database of Controlled Trials (CENTRAL) 

8. Cochrane Database of Systematic Reviews 

9. Database of Reviews of Effectiveness (DARE) 

10. Health Management Information Consortium 

11. Database of Promoting Health Effectiveness Reviews 

12. Trials Register of Promoting Health Interventions 

13. Campbell Library of Systematic Reviews 

14. International Clinical Trials Registry Platform (ICTRP) 

15. ClinicalTrials.gov 

16. UK Clinical Research Network Study Portfolio  

 

Searching other resources 

Grey literature was also searched including unpublished sources and reports via OpenGrey, 

searching in the internet (using Google and Google Scholar) and browsing the websites of 

relevant UK government departments and charities (Mental Health Foundation, Barnardo’s, 

NSPCC, Action for Children, Childline, Depression Alliance, MIND, Anxiety UK, NSPCC, SANE, 

Turning Point, Ascert, Children of Parents with Mental illness, Praxis, Northern Ireland 

Association for Mental Health). These sites were searched using a selection and 

combination of search terms as appropriate. Reference lists of studies that met the inclusion 

criteria were also checked.  Finally, experts in the field were contacted to obtain additional 

studies. 

 

Electronic searching – Key Terms 

A number of search terms were incorporated into the search strategy in order to maximise 

the inclusion of studies in the review.  This included terms were devised to capture the 

Population (Mental disorders, substance-related disorders, family, alcoholics, drug users, 

child of impaired parents, adult children, dual diagnosis (Psychiatry), child, parents), the 

Intervention (Mental health services, Child welfare services) and study design (all designs 

were included but their quality assessed).  Electronic databases medical subject headings 

(MeSH) were also utilised during searches.   
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Search Strategies (see Appendix One for more detailed search strategies) 

The general strategy was mental health problems/illness and/or substance abuse/misuse 

AND parental AND intervention - with the possible variations for each 

So, for example, for mental health problems/illness: ((Mental* or Psychiatri*) AND (Health* 

or Ill* or Disorder* or problem*)) 

 

For substance abuse/misuse:  (drug* or polydrug* or substanc* or alcoh* or *tranquiliz* or 

*narcot* or * abus* or *opiat* or *street drug* or *solvent* or *inhalan* or *intoxi*) 

For parental: (parent* or mother* or father* or carer* or care-giv* or caregiv* or care giv* 

or guardian*) 

For interventions: (train* or educat* or promot* or program* or skill* or group* or support* 

or teach* or learn* or interven* or therap*) 

 

Systematic Data Synthesise:  

Using the search terms as previously described, the initial search for literature yielded 

>3700 articles.  All article references were transferred to EPPI Reviewer 4 which is a web 

based management software system, here duplicates were removed.   Article titles were 

screened for eligibility using the inclusion and exclusion criteria by reviewer GD with most 

relevant articles retained for abstract review. Two further reviewers (JD & JDV) assessed 

50% each of the article titles and abstracts retained in EPPI to ensure reliability of 

assessment, with a further random 10% sample of all articles assessed by reviewer KG.  

After initial review of relevance and agreement by all reviewers on inclusion, 405 articles 

were retained for further assessment of titles and abstracts. A further 53 articles were 

removed based on second observations.  When article abstracts provided insufficient 

information, full text was obtained if possible for further consideration.  352 articles were 

retained for full text review by reviewers GD and SL. Based on eligibility criteria 64 full text 

articles were assessed for quality appraisal using criteria adopted from the critical appraisals 

skills programme (CASP, 2012). After final review of full text articles, 40 studies were 

included for the systematic literature review.  See Figure 1.1 for overview of review process 

and final included articles. Extracted data included information relating to the author 

reference and publication date, sample population, study setting and design, intervention 

type and summary of main findings.   
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Figure 1.1: Overview of Review Process and Final Included Articles 
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Systematic Review Findings:   

Included studies 

There were 40 studies included in the systematic review. The data extraction tables are 

included in Appendix Three and the included studies are numbered 1-40 to enable them to 

be referred to concisely. Of the 40, 15 were conducted in the USA [1, 2, 3, 4, 5, 6, 9, 11, 12, 

16, 19, 21, 25, 28, 33, 34], 9 in Australia [1, 14, 15, 17, 18, 23, 24, 29, 37] 5 in the UK [8, 13, 

20, 35], 4 in Sweden [22, 27, 30, 31], 3 in the Netherlands [36, 38, 39] and 1 in Canada [7], 

Denmark [26], Finland [32] and France [10]. Although sometimes it was difficult to establish 

if the setting was mainly adult or child focused it appeared that 22 were in adult mental 

health settings [1, 3, 4, 6, 7, 8, 17, 18, 20, 22, 23, 24, 26, 29, 30, 31, 32, 36, 37, 38, 39], 11 in 

child welfare settings [2, 9, 10, 12, 13, 14, 15, 27, 28, 33, 35, 40] and 7 in substance misuse 

settings [5, 11, 16, 19, 21, 25, 33] although some of the adult mental health settings were 

also addressing substance misuse. There was a range of research designs used: 5 

randomised controlled trials [5, 32, 34, 36, 39], 1 quasi-experiment [33], 14 were 

longitudinal [2, 3, 4, 9, 19, 21, 23, 24, 25, 26, 28, 30, 37, 38], 1 cross-sectional [12], 6 had a 

mixed design [1, 7, 14, 15, 17, 18], 11 were qualitative [8, 10, 11, 13, 20, 22, 27, 29, 31, 35, 

40] and there were 2 case studies [6, 16]. It is also worth noting that of all included articles, 

only 6 (1, 17, 25, 27, 29, 39) mentioned terminology relating to family focused practice or 

family centred practice, with no articles providing a definition. We had also hoped to include 

any findings which provided economic evaluations of interventions but the included studies 

did not report on this aspect of the intervention/s.   

 

Interventions:    

Marston et al. (2016) in their analysis of the components of family interventions provide a 

useful structure to present the characteristics of the included studies. They are therefore 

presented by: for who and where the intervention was provided; the key components of the 

intervention (psychoeducation, treatment and support, parenting behaviour, child risk and 

resilience, family communication, family support and functioning); the intervention 

intensity; the measured outcomes; participants’ perceptions of the interventions; and 

recommendations from children, parents, professionals and researchers. There are many 

overlaps across these categories but this structure enables us to identify some of the main 

themes and findings across the studies.  
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For who and where the intervention was provide:  

The majority of the studies (30/40) considered interventions that were provided to both 

parents and children although one of these included a direct comparison with a parent only 

intervention [32]. Within these some were specifically focused on the mother-baby 

relationship [7, 19, 36, 37]. Some interventions were only provided to parents.  There were 

six interventions only provided to children. These included the children of parents with 

mental health problems [13, 14, 28], children whose parent had substance misuse problems 

[35] and grown up children whose parents had mental health problems [22, 27]. Most 

seemed to be provided in service or clinical settings, including residential [21, 25] and 

inpatient care [17, 29] but some were specifically provided in the family’s home setting [3, 

12, 16, 23, 36] and two were provided via DVD and/or the internet [15, 38].  

 

Key components of the intervention:  

All interventions provided more than one component of the range of elements of family 

focused interventions that Marston et al. (2016) identified. It was difficult, at times, to 

identify which category or categories the interventions would best fit with. 24/40 included 

some clear component of psychoeducation (including increasing knowledge around either 

mental health problems or substance misuse [1, 3, 4, 5, 6, 7, 9, 10, 11, 13, 14, 15, 16, 18, 19, 

21, 23, 24, 28, 30, 31, 32, 36, 37, 40]. The same number provided direct treatment and 

support for mental health and/or substance misuse [1, 3, 4, 5, 6, 7, 8, 9, 10, 11, 16, 17, 18, 

19, 20, 21, 23, 25, 29, 33, 36, 37, 39].  22/40 had a focus on parenting behaviour [1, 3, 4, 5, 

6, 7, 8, 9, 10, 11, 18, 19, 21, 25, 30, 31, 32, 33, 34, 36, 37, 38, 39, 40]. 21/40 explicitly 

addressed child risk and resilience [2, 5, 6, 8, 9, 10, 12, 13, 14, 15, 21, 25, 26, 28, 30, 31, 32, 

33, 35, 38, 40]. 22/40 had some focus on family communication [1, 2, 5, 6, 7, 9, 10, 13, 15, 

18, 19, 21, 23, 26, 30, 31, 32, 34, 36, 37, 38, 40]. The most common component, although 

possibly the most general, was family support and functioning which was clearly addressed 

in 29/40 interventions [1, 2, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 21, 23, 26, 27, 30, 

31, 32, 33, 34, 35, 36, 37, 38, 40]. An additional possible component of some of these 

interventions was also identified as attempts to improve access to community supports and 

services which was a component of 9/40 of the studies [1, 3, 6, 10, 11, 12, 14, 33, 39]. 
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Intervention intensity 

There was an extremely wide range of lengths and intensities of intervention from a 64 

minute DVD [15], through 50 visits a year [3], an 18 month programme [11] to weekly family 

support for seven years [10]. Most though involved between 2-18 sessions often weekly. 

 

Measured outcomes:  

The most common measures of outcome tended to involve aspects of parental mental 

health and/or substance misuse and family functioning.  Studies which addressed increases 

in family function [1, 2, 3, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 21, 23, 26, 27, 30, 

31, 33, 34, 35, 36, 37, 38, 40] note positive improvements on the parent-child relationship 

[1, 7, 9, 12, 16, 18, 30, 34, 36, 37], parenting skills [1, 2, 3, 5, 9, 34, 37, 38, 39] parental stress 

and coping [1, 2, 4, 5, 7, 12, 19, 21, 23, 26, 31, 39] and family communication regarding 

mental illness and/or substance misuse [30, 31, 38, 40]. Of those studies reporting on direct 

improvements in parental mental health and/or substance misuse [4, 5, 6, 7, 9, 19, 21, 25, 

33, 37], findings note a reduction in mental health symptoms or cessation of substance 

misuse among parents taking part in an intervention.  

 

Furthermore, most interventions reported some positive impacts on parents’ knowledge or 

awareness of issues associated with mental health and substance misuse [7, 14, 15, 18, 40] 

and increased knowledge of the needs of children [1, 5, 9, 10, 11, 18, 24, 30, 38].  

Interventions involving children also report that children improved in areas such as 

behaviour and emotional functioning [12, 28, 30, 32, 34, 35] stress reduction [12, 13, 14, 22, 

30, 31, 35] and better understanding of parental issues [14, 15, 23, 24, 30, 31, 35, 40].    

 

Participant’s perceptions of interventions (positives and negatives of their service 

experience):   

Studies which recorded the subjective perceptions of parents in receipt of an intervention 

note that not all individuals feel that they are receiving the best service For example. Diaz- 

Caneja and Johnson (2004) reports “Criticisms included inconsistency of care, lack of any 

practical or emotional support in parenting and a tendency for any practical help provided to 

be withdrawn as soon as an immediate crisis had resolved, even though continuing support 

would have been valued” (p.478).  
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That being said, interventions which address the wider needs of the family and which moves 

beyond the mental health/ substance misuse issue, were often considered highly beneficial.    

 

“They counselors are wonderful. They really take the time to deal with your issues and try to 

help you whatever your needs are, whether it’s food, clothes, legal matters, mental issues, 

whatever. That’s a plus for me. They are not just trying to work with the drug program 

(Einbinder, 2010).  

 

Recommendations from Parents, Children and Researchers: 

Overall, interventions which incorporate a multi-disciplinary approach and include access to 

more than one service or area of support are noted as effective among family’s [1, 3, 6, 10, 

11, 12, 14, 31, 33, 36, 39]. Furthermore, opportunities to understand mental 

health/substance misuse issues and how these impact on the parent and child is an 

important area to address for parents and their children [1, 5, 7, 9, 10, 12, 14, 15, 18, 23, 24, 

30, 31, 35, 40]. Community based interventions, particularly those which would ordinarily 

be clinically based, were also reported as favourable among parents particularly those 

associated with addiction issues [5, 6, 8, 16, 20].  That being said this preference for home 

based treatment was not shared among children who reported that hospitalisation of a 

parent with a mental health/ substance misuse issue sometimes provided an opportunity 

for rest bite for them and reduced their stress and worry surrounding their parent [14, 20, 

22].   

 

An overall reflection on the included studies in this review highlights a shared ethos among 

the majority of practitioners and researchers with regards to appropriate and effective 

interventions.  This includes interventions aimed at addressing the needs of parents and 

children [29/40], in an environment best suited to their needs [1, 3, 4, 8, 12, 16, 21, 23, 25, 

36] and which incorporates a multidisciplinary approach aimed to increase resilience 

through knowledge, understanding and effective coping [40/40]. As Gruber, Fleetwood and 

Herring (2001) concluded "Extending support beyond the “program walls” into clients’ 

homes and their families will ensure that more substance-affected parents will be involved 

with their children’s development and provide a safe, stable, and healthy environment for 

their children to thrive" (p.276).   
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The notion of collective working across disciplines was also appreciated among 

professionals, 

  

“Clinicians and referring agencies were interviewed at the conclusion of the program 

to evaluate the program more thoroughly. Twelve clinicians provided feedback. Professional 

networks appeared to be strengthened. In particular, clinicians indicated that they 

developed a deeper appreciation of each other’s roles.” (Van der Ham, Berry, Hoehn & 

Fraser, 2013, p.373) 

 

Discussion:  

It is striking that none of the included studies provided a definition of family focused 

practice although six studies did use that specific phrase. As considered in the literature 

review, the lack of an agreed definition has been repeatedly identified and discussed in 

three recent reviews of the literature (Foster et al., 2016; Marston et al., 2016; Acri & 

Hoagwood, 2015). Although these reviews do helpfully then identify the key characteristics 

and components of family focused practice they do so from a specific perspective, adult 

mental (Foster et al., 2016; Marston et al., 2016) or child welfare (Acri & Hoagwood, 2015). 

It could therefore be helpful, and facilitate wider discussion, to develop a definition of 

family focused practice that could be used across adult and children’s services and apply 

regardless of the combination of issues that the family may be experiencing, including 

parental mental health and substance misuse problems but also domestic violence and the 

wide range of other issues that may be relevant. For the purposes of the systemic review we 

focused on those interventions which addressed the needs of the family (as defined as at 

least one parent and one child) so included interventions that were provided to only one 

person if the intervention addressed the needs of at least both a parent and a child. A 

possible concern is that without an agreed definition, and one which can be applied across 

areas, there could be an increased risk of recreating some of the difficulties identified with 

siloed services in the research about those services.   

 

Grant (2014) also highlights,  

“a need for further theory development in family focused practice, so that a shared 

understanding can be developed around what clinicians currently do, and should do, when 
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working with families. Such a theory would render family focused practice tangible and 

enable clinicians to be consistent in their family focused practice approach.” (p. 306).  

 

Arguably the theory base for family focused practice, especially from ecological 

(Bronfenbrenner, 1979, 2004), life course (Gitterman & Germain, 1976, 2008) and systemic 

(Pincus and Minahan, 1973; Dallos and Draper, 2010) perspectives is already well developed 

but perhaps needs to be more clearly and explicitly applied to family focused practice across 

settings.  

 

The systematic review focused on what worked for families and there seemed to be a 

reasonable degree of consistency about the core components of effective interventions. 

These fitted well with the elements Marston et al. (2016) had identified: psychoeducation; 

direct treatment and support for mental health and/or substance misuse; a focus on 

parenting behaviour; child risk and resilience; family communication; and family support 

and functioning. The review also identified that an additional possible component, which 

was part of some of the interventions, was work to improve access to or engagement with 

community supports and services. Comparing these components with the literature on what 

works in developing family-focused practice by professions there are some interesting 

parallels.  

 

The literature on supporting professionals highlights the provision of child and family 

focused professional development and education (Foster et al., 2012; Korhonen, 

Vehviläinen-Julkunen, et al., 2010; Krumm et al., 2013; Lauritzen et al., 2014b; Liangas & 

Falkov, 2014; Toikka & Solantaus, 2006). This could be viewed as parallel with interventions 

with families which focus on the education of parents and children regarding mental health 

and substance misuse.  

 

There is also a range of factors highlighted in the literature on promoting family focused 

practice by professionals which reflect the components of interventions which address the 

characteristics of the family members and how they interact. Some of the professional 

focused literature explores the personal qualities of professionals which may be relevant 

including their own parenting experience (Korhonen et al., 2008; Korhonen, Vehviläinen-
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Julkunen, et al., 2010), their attitudes towards parents who have mental illness, their 

children and families (Nicholson, 2015) and their capacity to harness parents’ strengths 

(Krumm et al., 2013; Moore et al., 2012; Nicholson, 2015), cultural awareness (Falkov, 2012; 

Moore et al., 2012) and their willingness and capacity to engage in  family focused practice 

(Arney & Scott, 2010; Foster et al., 2012; Lauritzen et al., 2014b; Toikka & Solantaus, 2006).  

These points would also seem relevant in terms of the qualities of families such as their 

family history, the availability of social support, financial stability, their attitudes to services 

and their willingness to engage with interventions. 

 

In the professional focused literature opportunities to engage in reflective supervision to 

consolidate knowledge and skills and to work on areas that need development are also 

considered important (Korhonen, Pietilä, et al., 2010; Maybery & Reupert, 2009; Toikka & 

Solantaus, 2006). This parallels interventions which are devised to identify problems or 

issues within particular families’ dynamics and addressing these issues through strategies 

such as goal setting and working on communication. 

 

In general, the theme of facilitating engagement with other resources and services is 

perhaps a more prominent feature of the professional focused literature. For example, the 

need for training and education to develop professionals’ ability to form collaborative 

partnerships with parents and adult family members (Coyne et al., 2013) which parallels 

with the need to support families to navigate services. Inter-disciplinary and organisational 

teamwork and inter-professional practice is also repeatedly identified as important 

(Brockington et al., 2011; Korhonen et al., 2008; Maybery & Reupert, 2009; Seeman, 2013) 

along with a commitment of all team members to adopt a whole family approach 

(Korhonen, Pietilä, et al., 2010; Toikka & Solantaus, 2006). The availability of other support 

services and the importance of being able to refer to and access a range of supports when 

the relevant professional cannot met the identified need is also a theme in the professional 

focused research (Korhonen et al., 2008; Nicholson, 2015; Reedtz et al., 2012). Although 

some of the included studies do address how families were supported to access services this 

perhaps could have been a more developed aspect of other family focused interventions. 
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An aspect of the professional focused interventions which can also be paralleled with the 

family focused interventions is the importance of context and place. For example, for 

professionals, environmental design that allows close physical proximity of the various 

disciplines with each other has been identified as facilitating interagency co-operation and 

thereby family focused practice (Coyne et al., 2013; Lauritzen et al., 2014). This would 

certainly seem relevant to families in terms of contextual factors such as how dispersed 

family members are, and the proximity and accessibility of support services. Perhaps the 

most obvious example being the provision of family rooms within mental health inpatient 

facilities. The professional focused literature also suggests that caring for families in 

community settings is thought to enable family focused practice, as it provides mental 

health professionals with opportunities to care for parents within their home environments 

and to observe normal family life (Davies, 2004; Devlin & O’Brien, 1999). For families this 

may also be easier to engage with in contrast to arranging to attend various appointments 

in a range of clinical settings.  

 

There are two other comparisons which may also be relevant and contribute to the 

discussion of family focused practice. Interventions are attempting to meet the needs of 

both parents and children. While there are areas of overlap, and the majority of the 

included interventions were provided to parents and children together, it was also identified 

that it can be useful to include some aspects of interventions specifically designed for 

parents and some for children. Finally, the comparison between interventions that were 

mainly focused on parental mental health problems with those more focused on substance 

misuse also reinforced that there are broad areas which are common across issues, such as 

the need for awareness and understanding of the nature of the issues; the need to consider 

different perspectives; and identify appropriate supports. There are also aspects of specific 

content which needs to be tailored for the specific issues and/or the specific family. 

 

A final note is that, although it was hoped that economic evaluations of the interventions 

included in the systematic review would be available and part of the discussion, none of the 

studies included an economic aspect to the research.  On the whole, studies in this area fail 

to consider the economic implications of parental mental illness or the cost effectiveness of 
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interventions and these areas have been identified as a priority for future research (Bee et 

al., 2014).  

Conclusion and Implications of the Systematic Review:  

Key points: 

 Need for an agreed definition of family focused practice that can be used across 

areas 

 The existing theory base, especially from systemic, life-course and ecological 

perspectives, could be developed to further inform family focused practice 

 The research on the economic evaluation of family focused practice is limited 

 Need for an agreed approach and protocol that can also be provided consistently 

across areas 

 Need for a whole family approach within a whole systems approach 

 

The need for an initial benchmark of family focused practice in adult mental health and 

children’s services in Northern Ireland:  

In conclusion, a dearth of research exists about system change initiatives worldwide which 

integrate mental health and children’s services to meet the needs of families and children 

where a parent has a mental illness or substance misuse issue (Falkov et al., 2016). While 

there is limited information about inter disciplinary differences in family focused practice 

(Maybery et al., 2014) there is an absence of studies that directly compare family focused 

practice across services including adult mental health and children’s services.  There has also 

been limited evaluation of Northern Ireland Think Family initiatives, but a study by Davidson 

et al., (2012) suggested that the Champions Initiative in the Northern Trust is having a 

positive impact on interface working.  Nevertheless, findings from this study and from initial 

audits and a sense maker survey with health and social care professionals and families 

suggest a number of barriers impede a whole family approach in both adult mental health 

and children’s services (Davidson et al., 2012; Donaghy, 2014).  Moreover, while the Social 

Care Institute of Excellence (2012) evaluation of the implementation of their Think Child, 

Think Parent, Think Family guidance found that Northern Ireland had made more 

comprehensive and far reaching changes in relation to the Social Care Institute for 
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Excellence’s recommendations than the five other UK sites involved, health and social care 

professionals’ and service users’ perspectives of regional initiatives was not sought.  

 

On the basis of a limited understanding of health and social care professionals’ family 

focused practice, particularly in Northern Ireland and on the findings of the systematic 

review a mixed methods study is in progress to examine extent and predictors of health and 

social care professionals’ family focused practice, how, if at all, organisational developments 

to date have facilitated family focused practice and how family focused practice might be 

further promoted. The research questions include: 

 

1. What is the extent of health and social care professionals’ family focused practice in adult 

mental health and children’s services with parents who have mental illness, their children 

and families? 

2. What are the significant predictors of health and social care professionals’ family focused 

practice with parents who have mental illness, their children and families? 

3. What are the significant differences, if any, between health and social care professionals’ 

family focused practice in adult mental health and children’s services? With parents who 

have mental illness, their children and families? 

4. What is the nature and scope of health and social care professionals’ family focused 

practice with parents who have mental illness, their children and families?   

5. What factors, if any, facilitate and/or hinder health and social care professionals’ family 

focused practice? And if so how? 

6. How, if at all, may health and social care professionals’ capacity to engage in family 

focused practice, with parents who have mental illness, their children and families, be 

further developed? 

7. How, if at all, may adult mental health professionals’ capacity to engage in family focused 

practice, with service users’ adult family members be further developed?   

 

 

The findings of the main study will be published in a subsequent report.  
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Appendix One: Examples of Search Strategies 
 

Medline June Wk 1 2016 

1. Mental disorders/ or anxiety disorders/ or “bipolar and related disorders”/ or 

“disruptive, impulse control, and conduct disorders”/ or dissociative disorders/ or 

elimination disorders/ of “feeding and eating disorders”/ or mood disorders/ or 

motor disorders/ or neurocognitive disorders/ or neurodevelopmental disorders/ or 

neurotic disorders/ or paraphilic disorders/ or personality disorders/ or 

“schizophrenia spectrum and other psychotic disorders”/ or sexual dysfunctions, 

psychological/ or sleep wake disorders/ or substance-related disorders/ or “trauma 

and stressor related disorders”/ 

2. Parents/ or fathers/ or mothers/ or single parent/ or surrogate mothers/ or siblings/ 

or spouses/ 

3. Caregivers/ 

4. Legal Guardians/ 

5. “Child of Impaired Parents”/ 

6. Family focus*.mp. 

7. Family focused practice.mp. 

8. Family centred.mp. 

9. Family sensitive.mp. 

10. Family oriented.mp. 

11. Family orientated.mp. 

12. Family friendly.mp. 

13. Family inclusive.mp. 

14. Family drive.mp. 

15. Parental mental illness.mp. 

16. (parent adj3 mental ill*).mp. 

17. Substance-related disorders/ or alcohol-related disorders/ or amphetamine-related 

disorders/ or cocaine-related disorders/ or drug overdose/ or inhalant misuse / or 

marijuana misuse / or neonatal abstinence syndrome/ or opioid-related disorders/ 

or phencyclidine misuse / or psychoses, substance-induced/ or substance misuse, 

intravenous/ or substance withdrawal syndrome/ or “tobacco use disorder” 
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18. Psychotherapy/ or animal assisted therapy/ or aromatherapy/ or art therapy/ or 

behaviour therapy/ or bibliotherapy/ or color therapy/ or crisis intervention/ or 

dance therapy/ or feedback, psychological/ or feedback, sensory/ or gestalt therapy/ 

or horticultural therapy/ or hypnosis/ or “imagery (psychotherapy)”/ or music 

therapy/ or narrative therapy/ or person-centred therapy/ or play therapy/ or 

psychoanalytic therapy/ or psychotherapeutic processes/ or psychotherapy, brief/ or 

psychotherapy, multiple/ or psychotherapy, psychodynamic/ or psychotherapy, 

rational-emotive/ or reality therapy/ or socioenvironmental therapy/ 

19. Family Therapy/ 

20. Counseling/ 

21. Whole family approach.mp. 

22. 1 or 15 or 16 or 17 

23. 2 or 3 or 4 

24. 22 and 23 

25. 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 18 or 19 or 20 or 21 

26. 22 and 23 and 24 and 25  
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OVID 9 June (EMBASE, CINAHL) 

1. Family-focused practice.mp. 

2. Mental health services/ or child guidance/ or community mental health services/ or 

counselling/ or emergency service, psychiatric/ or social work, psychiatric 

3. Social work/ or social work, psychiatric 

4. Parent-child relations/ or parenting/ 

5. Whole of family approach.mp. 

6. Adult mental health.mp. 

7. Children’s services.mp. 

8. (child and adolescent mental health).mp. 

9. Family focused.mp. 

10. Family centred.mp. 

11. Family centered.mp. 

12. Family sensitive.mp. 

13. Family oriented.mp. 

14. Family orientated.mp. 

15. Family guided.mp. 

16. Family friendly.mp. 

17. Family inclusive.mp. 

18. Family driven.mp. 

19. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 

or 18 

20. Mental disorders/ or anxiety disorders/ or “bipolar and related disorders”/ or 

“disruptive, impulse control, and conduct disorders”/ or dissociative disorders/ or 

elimination disorders/ of “feeding and eating disorders”/ or mood disorders/ or 

motor disorders/ or neurocognitive disorders/ or neurodevelopmental disorders/ or 

neurotic disorders/ or paraphilic disorders/ or personality disorders/ or 

“schizophrenia spectrum and other psychotic disorders”/ or sexual dysfunctions, 

psychological/ or sleep wake disorders/ or substance-related disorders/ or “trauma 

and stressor related disorders”/ 

21. Parental mental illness.mp. 

22. (parent adj3 mental ill*).mp. 
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23. 20 or 21 or 22 

24. 19 and 23 

25. Adult children/ or parents/ of fathers/ or mothers/ or single parent/ or surrogate 

mothers/ or siblings/ or spouses/ 

26. “Child of Impaired Parents”/ or Child 

27. (child* adj3 parent* mental illness).mp. 

28. Service users.mp. 

29. 25 or 26 or 27 

30. 24 and 29 

 

 

SCIE 13 June 2016 

SubjectTerms:'"parental mental health"' including this term only  

 - AND AbstractOmitNorms:'parental substance misuse'  

 - OR AbstractOmitNorms:'"family focused practice"'  

 - OR AbstractOmitNorms:'"children of alcoholics"'  

 - OR AbstractOmitNorms:'"family inclusive"' 
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Appendix Three: Data Extraction Tables



 

 

 
Author & 

Date 

 
Country 

 
Sample 

Size 

Setting 
(Parent 
or child 
focused  
Service) 

 
Design 

 
Intervention Type 

(Model) 

 
Analysis 

 
Main Findings 

1. Bassett, H., 
Lampe, J. and 
Lloyd, C. 
(2001) 

Australia 34 parents 
who had 
been 
referred to 
the Living 
with 
Under-Fives 
programme 
over the last 
2 years. 

Adult 
mental 
health 
services 

Mixed methods 
service 
evaluation 
based on staff 
observation, 
client self-report, 
readmission 
rates and 
access to 
community 
support 
services. 

The Living with 
Under-Fives 
programme – 
education and 
support group for 
parents with mental 
health problems and 
their children.  
 

Thematic 
and some 
indicators 
(readmissio
n rates and 
access to 
community 
support 
services) 

The group runs in 10 week blocks, 2 hours per week, 
and is open-ended so parents can stay involved as long 
as they need it or until their child commences school, 
the child is removed from their care, or they miss five 
consecutive sessions without notifying programme 
leaders of the reason for their absence. 
 
The structure of the group includes didactic teaching, 
experiential learning and activities, and community 
access. The programme addresses developmental 
issues, community resources, nutrition, communicating 
with children, playing with children, hygiene and safety 
issues, medications and children, strategies of 
discipline, treatment compliance of parents and 
management strategies if parents become unwell. 
 
There are two streams that run simultaneously. The first 
is the parental stream, which includes an educational 
session as well as opportunities to discuss any 
difficulties that they feel they are facing as parents. The 
second is the children’s stream, which includes 
developmentally appropriate activities such as song 
time, craft time and story time. There is time when both 
parent and child are encouraged to interact together in 
completing activities, such as jigsaw puzzles and dress-
up time. The parents are encouraged to allow the 
children to explore the environment 
 
Staff observations include that parents freely discuss 
lifestyle changes made in response to educational 
sessions, for example, eating habits, discipline 
strategies, suncare management and safety in the 
home. 
 
Staff also reports parents increasingly allow their 
children to explore and interact with their environment. 
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They have become more responsive to their children, 
are interacting more frequently and are becoming more 
aware of their children’s needs. 
 
Parents report enjoying the reading sessions and that 
they are doing more with the children at home and are 
making use of local recreational areas. The parents 
also report that they see staff as role models and 
regularly ask for guidance and advice concerning their 
children. The parents have formed friendships with 
those in the group and have contact outside group time. 
They have been able to phone each other, ask for 
support and offer baby-sitting to each other. The 
parents have recognised the importance of treatment 
compliance, resulting in reduced hospital admissions, 
since linking into the group.  
 
Only five parents had a hospital admission during their 
involvement in the programme. 
 
All families have a management plan in case of illness 
or stress. Communicating with referring agencies is 
done on a regular basis. Eleven parents had 
involvement with the Department of Family, Youth and 
Community Care, six of whom have since regained full 
residency of their children. Only one parent has been 
discharged from the group due to her children being 
placed in permanent foster care. The other parents 
continue to have full care of their children or increasing 
access, with the view that the child will be returned to 
the parent’s care in the foreseeable future. 
 
Fifteen of the parents have been linked into community 
support agencies that provide respite and day care for 
children, for respite care as necessary. This has greatly 
assisted the parents in being able to manage their 
parenting role. 

2. Brook, J., 
McDonald, 

Kansas, 
United 

214 
participants 

Child 
welfare 

Longitudinal – 
matched 

Strengthening 
Families Program 

Compariso
n of 

The SFP has two age-specific versions (target child 
ages 3–5 and 6–11). It is generally provided in weekly 
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T.P and Yan, 
Y. (2012) 

States and 423 
matched 
non-
participants 
 

services - 
Target 
families 
included 
parental 
substanc
e  misuse 
, a child 
in out of 
home 
care and 
the aim of 
reunificati
on. 
 

comparison (SFP) –  parent and 
children together at 
the start and end of 
each session  
 
 
 
 

reunificatio
ns rates 
using 
survival 
analysis. 
Participants 
tracked 
from 
February 
2008 to 
September 
2010. 
 
 

meetings for a 14-week period, with parent and children 
together at the start and end but in separate groups 
during.  
 
SFP was developed in the early 1980s by Karol 
Kumpfer, and evaluated in National Institute of Drug  
misuse  randomized control trials from 1982 to 1986. 
 
Reunification rates for the two groups are quite low in 
the first six months and still low, but approximately 
equal, at one year. At the one-year point, the two 
groups diverge with the SFP treatment group moving 
significantly faster toward reunification. 47% of the SFP 
group has achieved reunification at 720 days from 
removal, compared to 32% of the Non-SFP group. 
 
The Strengthening Families Program is a widely used 
and tested evidence-based intervention for substance 
abusing families aimed at primary prevention of child 
maltreatment. It has not been tested previously for 
families where the child resides in foster care with 
reunification as a goal. It is also unique in its focus on 
improving parenting skills and parent/child interaction 
without focusing on parental sobriety as an intervention. 
Viewed in this context, the positive reunification findings 
for SFP found in this study have significant implications 
for child welfare policy and practice 

3. Brunette, 
M.F., 
Richardson, 
F., White, L., 
Bemis, G. and 
Eelkema, R.E. 
(2004) 

New 
Hampshir
e, USA 

8 families Setting 
was 
Communi
ty mental 
health 
centers, 
service 
was 
Integrate
d Family 
Treatmen
t and 

Pilot service 
evaluative using 
questionnaires 
and interviews 
with parents at 
entry, 4, 8, and 
12 months. 
 
Clinical 
diagnosis and 
treatment 
contacts were 

Integrated Family 
Treatment, a home-
based parent 
training and family 
support program for 
parents 
with severe 
psychiatric 
disabilities. 
 
 
 

Descriptive 
statistics 
and case 
example. 

In IFT, a family specialist clinician provides home-based 
services to parents and children while they participate in 
mental health services. Components of IFT include: 1) 
engagement into treatment, 2) assessment, 3) linkage 
to environmental supports, 4) education about child 
development, and 5) parenting skills training, modelling 
and coaching. The family specialist coordinates 
services for adults and children within the mental health 
center and provides the Medicaid-funded services to 
approximately 10 families, who are referred by child or 
adult clinicians and participate for 1 to 5 years (average 
50 visits per year). 
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particpatn
s were 
parents 
with 
severe 
psychiatri
c 
disabilitie
s and 
their 
families 
(1-4 
children). 
 
 

obtained from 
clinical 
and 
administrative 
records. 
 
Home 
Observation for 
Measurement 
of the 
Environment 
(Caldwell & 
Bradley, 2001); 
Parent 
Stress Inventory 
(Abindin, 1995); 
Brief 
Symptom 
Inventory 
(Derogatis 
& Melisaratos, 
1983); and the 
Lehman Quality 
of Life Interview 
(Lehman, 1988)  
 

 
After 1 year, parents rated the IFT program an average 
score of A- (“A” through “F” possible). The retention rate 
was high at 85.7%; 1 parent dropped out of treatment 
after 11 months. Over the 1-year study, participants’ 
mean income in dollars declined from 1859 (SD = 1179) 
to 1360 (SD = 583). Mean housing satisfaction scores 
increased, from 3.8 (SD = 2.1) to 4.4 (SD = 2.4). Mean 
BSI symptom scores remained high, from 133.3 (SD = 
34.3) to 128 (SD = 34.9). Mean parent stress scores 
remained high, from 91.9 (SD = 
20.6) to 98.9 (SD = 18.5). Because of the small sample 
size, results are reported without statistical analyses. 
 
At 1 year, the overall status of families had improved, 
as reflected by an increase in the mean HOME score 
from 35.5 (SD = 7.7) to 41.0 (SD = 4.6). Six of the 
seven parents (85.7%) improved on one or more 
measure of parent skills. One parent who lost and did 
not regain physical custody of her children still improved 
on three of the five skill measures. Another parent who 
had lost custody of her children prior to entry into the 
study improved and regained custody. The only parent 
who didn’t improve relapsed to alcohol use, was 
hospitalized, became homeless, and lost custody of her 
children. 
 
Six of the seven parents (85.7%) remaining in treatment 
improved on one or more measure of parent skills. 
Integrated Family Treatment is a promising practice that 
warrants further study. 

4. Casselman, 
R.B and 
Pemberton, 
J.R. (2015) 

Arkansas, 
USA 

7 fathers 
who were 
veterans 
and were 
previously 
diagnosed 
with PTSD. 

Adult 
mental 
health 
services 
– an 
Outpatien
t PTSD 
clinic at a 

Pre and post 
tests - Parental 
PARQ/Control: 
Child-Short 
Form (Rohner & 
Khaleque, 
2005); Kansas 
Parental 

Parenting 
psychotherapy 
group that utilized 
Acceptance and 
Commitment 
Therapy (ACT) and 
parenting 
psychoeducation for 

Pre/post 
scores and 
Reliable 
Change 
Index-
Corrected 
analyses 
on the 

The parenting therapy group consisted of 8 weekly, 1-
hour sessions. 
 
Each session consisted of two components: ACT and 
parenting psychoeducation. However, the treatment 
primarily focused on ACT. Because all participants were 
male, the group was referred to as a fathering group. 
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large VA 
medical 
center 

Satisfaction 
Scale (KPS; 
James, 
Schumm, 
Kennedy, 
Grigsby, & 
Shectman, 
1985); 
Acceptance and 
Action 
Questionnaire-II 
(AAQ-II; Bond et 
al., 2011); PTSD 
Checklist-
Military Version 
(PCL–M; 
Weathers, 
Huska, & 
Keane, 
1991); 
qualitative data 
on treatment 
experience at 
the end of the 
last session. 

veterans with PTSD. 
 
 

study 
measures 
were 
conducted 
for each 
participant. 
Thematic 
on 
qualitative. 

All participants had significant changes in positive 
parenting behaviors (i.e., increased parental 
acceptance/ warmth and less aggression/hostility). Two 
participants had significant increases in parental 
satisfaction and two participants had significant 
increases in psychological flexibility. No participants 
had significant increases or decreases in PTSD 
symptoms.  
 
Participants’ post-therapy survey qualitative comments 
reflected both positive and negative aspects of the 
parenting psychotherapy group. The participants 
identified positive aspects as mindfulness breathing, 
defusion techniques for anger, acceptance techniques 
for difficult internal experiences (i.e., negative thoughts, 
emotions, and images), and the psychoeducation 
topics. The participants identified negative aspects as 
short duration of sessions and therapy course (i.e., 8 
weeks), a preference for morning session times over 
the afternoon session time, not enough time for 
discussion of psychoeducation topics at the beginning 
of therapy sessions, and a lack of in-depth 
discussion/psychoeducation topics on adolescent 
parenting. 

5. Catalano, 
R.F., Gainey, 
R.R., Fleming, 
C.B., 
Haggerty, K.P. 
and Johnson, 
N.O. (1999) 

Washingt
on State, 
USA 

144 
methadone-
treated 
parents, 
and their 
children 
(n=178) 
ranging in 
age from 3 
to 14 
years old. 

Two 
methado
ne clinic s 
in 
Seattle, 
Washingt
on. 

RCT -  Parent 
measures 
included: 
relapse and 
problem-solving 
skills, self-report 
measures of 
family 
management 
practices, 
deviant peer 
networks, 
domestic con¯ 
ict and drug 

Methadone 
treatment with 33 
sessions of family 
training combined 
with 9 months of 
home-based case 
management.  
 
Families in the 
control condition 
received methadone 
treatment but no 
supplemental 
services. 

ANCOVA 
to compare 
groups at 6 
and 12 
months. 

The skills training component consisted of 53 hours of 
training in small groups of six to 10 families. This 
included an initial 5-hour family retreat and 32 90-
minute meetings twice weekly. Children attended 12 of 
the sessions in order to provide families with the 
opportunity to practice new skills in a controlled 
environment.  
 
Parent trainers, with master’ s level training in social 
work, led sessions using a structured cognitive affective  
behavioural skills training curriculum developed for the 
project (Haggerty et al., 1993). The curriculum 
incorporated motivation, discussion, modeling, guided 
practice, independent practice and generalization (W. T. 
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use. Child 
measures 
included self-
report measures 
of rules, family 
attachment, 
parental 
involvement, 
school 
attachment and 
misbehavior, 
negative peers, 
substance use 
and 
delinquency. 

 Grant Consortium for Social Skills Development, 1992). 
Skills training for parents was provided in the following 
areas: relapse prevention and coping, anger 
management, child development and communication 
skills, holding family meetings, setting clear 
expectations of children and use of appropriate rewards 
and disciplinary consequences. Parents were also 
instructed in how to teach their children refusal and 
problem-solving skills and strategies for succeeding in 
school.  
 
The home-based case management component of the 
intervention helped parents and children generalize and 
maintain the skills learned in the group training 
sessions. 
 
One year after the family skills training, results indicate 
significant positive changes among parents, especially 
in the areas of parent skills, parent drug use, deviant 
peers and family management. Few changes were 
noted in children’s behavior or attitudes. 

6. Cleek, E.N., 
Wofsy, M., 
Boyd-Franklin, 
N., Mundy, B. 
and Howell, 
T.J. (2012) 

New 
York, 
USA 

Case study 
– the Smith 
family 

Institute 
for 
Communi
ty Living 
– adults 
with 
mental 
health 
problems 

Case study - 
professional 
observation and 
family feedback 

The family 
empowerment 
program (FEP) is a 
multi-systemic 
family therapy 
program that 
partners multi-
stressed families 
with an 
interdisciplinary 
resource team while 
remaining attached 
to a “traditional” 
mental health clinic. 
 
 

Professiona
l 
observation 
and family 
feedback 

The FEP model is driven by a threefold focus on 
engaging the entire family in treatment, the 
implementation of strength-based family therapy 
interventions, and the linkage with a multi-disciplinary 
resource team that assists the family in transferring the 
principles, insights, and skills developed in the family 
session to their experiences within the naturally 
occurring community. 
 
Three core components  Family Advocacy, Entitlements 
Counseling, and Family Therapy) 
 
Findings in this case study were reported as the 
following list:  
Increased Coordination of Services; Greater Access to 
Concrete Services for example food stamps, disability, 
housing, and legal aid;  
Increased Daily Living Skills such as Hygiene and Time 
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Management; Improved Parenting and Household 
Management; Decreased Experience of Mental Health 
Symptoms; Family Preservation; 
Family Ownership of Change Process; 
Access to Needed Family Resources via Emergency 
Funding Provided by City and/or State Contracts;  
Increased Attendance at Family Therapy Sessions; and  
Increased Involvement of Important Persons in the 
Family’s Lives, for example Ministers, coaches, other 
family members, etc. 

7. De Camps 
Meschino,  
Philipp,  Israel 
&  Vigod, 
2016 

Canada 13 mother-
infant dyads 

Mothers 
with 
mood or 
anxiety 
disorders, 
and their 
infants 
aged 6 to 
12 
months. 

Mixed methods 
cohort design  
Questionnaires 
and semi-
structured 
interviews 
Parenting Stress 
Index 
(PSI), Edinburgh 
Postnatal 
Depression 
Scale (EDPS), 
and the 
Beck Anxiety 
Inventory (BAI) 

Maternal-infant 
dyadic group 
therapy intervention  

T-Test  
Descriptive 
statistics 
Descriptive 
review of 
interviews 
content  
 
 

The mother-infant dyadic group therapy intervention 
consisted of 12 weekly 2-h treatment sessions. Each 
session was divided into four parts: (1) mindfulness 
training (15 min); (2) psychotherapy and education 
including symptom reduction techniques, family of origin 
insight, parenting techniques (45 min); (3) dyadic infant-
led play (10–15 min); and (4) group discussion (45 min). 
 
Participants were recruited from a clinical population 
seeking care for postpartum depression and/or anxiety 
at Women’s College Hospital.  A total of three 
intervention groups were run sequentially over an 18- 
month period at two university-affiliated teaching 
centers.  There was no comparison or waitlist control 
group.  
 
Major depression (85 %) and Generalized Anxiety (85 
%) were the most common maternal diagnoses. All 
mothers self-reported having experienced some form of 
neglect/ misuse  in their family of origin. During the 
assessment, all mothers reported concerns regarding 
their parenting abilities or their ambivalence with the 
parenting role 
 
There was a significant reduction in mean depressive 
symptom scores (t 3.31; p 0.008 sig) and a trend toward 
decreasing anxiety scores (t 1.96; p 0.08). The total PSI 
score decreased, approaching statistical significance.  
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Most participants found the intervention acceptable and 
reported subjective improvement in the mother-infant 
relationship.   Many participants noted they had gained 
insight into their family of origin-related parenting, 
increasing awareness to modify undesirable repetition. 
Many noted their increased knowledge and acceptance 
of depression and anxiety and some had enhanced 
skills to modulate their mood states. 

8. Diaz-
Canaja, A. 
and Johnson, 
S. (2004) 

England 22 women 
with 
schizophren
ia, bipolar 
affective 
disorder or 
severe 
depression 
with 
psychotic 
symptoms 

Adult 
communit
y 
mental 
health 
teams  
 

Qualitative -  
Participants’ 
experiences, 
views about 
services and 
needs for 
support in 
parenting were 
discussed. 

Current child 
welfare and adult 
mental health 
services in Camden 
and Islington in 
London 

Thematic 
analysis 

A central theme throughout women’s accounts of their 
interactions with both adult mental health services and 
services related to the welfare of children was a 
pervasive fear of losing custody. All those who currently 
cared for their children talked about this. 
 
Those who had lost custody tended to describe this as 
a severe blow. 
 
Most participants were in general satisfied with the 
mental health care they received (17/22). 
 
However, there was a contrast between this general 
view and specific comments on mental health 
professionals’ performance in assessing and meeting 
their needs as mothers. While most talked in some 
detail during the interview about the difficulties they 
faced as mothers, they reported few such discussions 
with professionals. 
 
All but two participants had had some contact with a 
local authority child and family social services team. All 
criticised aspects of the service they had received, and 
relatively few expressed any positive views. Criticisms 
included inconsistency of care, lack of any practical or 
emotional support in parenting and a tendency for any 
practical help provided to be withdrawn as soon as an 
immediate crisis had resolved, even though continuing 
support would have been valued. The threat of custody 
loss dominated accounts of interactions with children 
and family social services teams even more than with 
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mental health professionals. 
 
A recurring theme was the difficulties arising when 
mothers experienced a relapse. Some had support 
available from their relatives or their children’s fathers. 
However, six of those with current responsibility for their 
children had no such support, so that their children had 
been placed in foster care when they were admitted to 
hospital. 
 
Eight wanted more support at home in the form of 
someone visiting to provide practical help with parenting 
and to talk about difficulties. Long-term support from the 
same person was seen as particularly desirable. 
Services were seen as getting involved only at the point 
where things had greatly deteriorated; sometimes to the 
extent that taking a child into care was the only 
option…Family meetings…Group activities for 
children…facilities in hospitals and community services 
– acute facilities, creches. 

9. Donohue, 
B.C., Romero, 
V., Herdzik, 
K., Lapota, H., 
Abdel Al, R., 
Allen, D.N., 
Azrin, N.H. 
and Van 
Hasselt, V.B. 
(2010) 

Nevada, 
USA 

Case study 
- one 
mother. 
Issues 
included 
child 
neglect, 
parental 
substnace  
misuse  and  
mental 
health 
problem, 
and 
domestic 
violence. 

Child 
Welfare 
Services  
-  given 
the option 
of 
participati
ng in FBT 
or in the 
standard 
treatment
s 
provided 
by Child 
Protectiv
e 
Services 
(her 
choice of 

Case study – 
measures 
included: 
(a) the 
Structured 
Clinical 
Interview for 
DSM-IV (SCID-
IV)  
(First, Spitzer, 
Gibbon, & 
Williams, 2002); 
(b) a urine drug 
test to assess 
presence or 
absence of 
recent illicit drug 
use  
(c) the Time 

Family Behavior 
Therapy (FBT) with 
family 

Pre and 
post tests 

FBT is focused on altering the environment and skill set 
of those affected by drug  misuse  and dependence to 
effectively manage drug-associated stimuli, weaken 
positive associations between drug use and its inherent 
reinforcers, and reinforce behaviors associated with 
abstinence. Child maltreatment and other related 
problem behaviors are conceptualized along similar 
lines, and often maintained by distortions in thinking 
patterns that are influenced by the ill effects of 
intoxication and withdrawal. 
 
The mother, her partner and her two children attended 
16 FBT sessions in her home 
 
At post-treatment she reported a complete cessation of 
substance use and domestic violence, as well as a 
drastic reduction in alcohol consumption. She appeared 
to have better understanding of, and more empathy for, 
the needs of her children. It appears as though conflict 
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therapy 
program 
did not in 
any way 
affect the 
dispositio
n of her 
case.) 
 

Line Follow 
Back procedure 
on substance 
use and 
domestic 
violence (Fals- 
Stewart, 
Birchler, & 
Kelley, 2003) 
during the 4 
months prior to 
the time of 
assessment 
(Searles, 
Helzer, & 
Walker, 2000); 
and (d) the Life 
Satisfaction 
Scale (Donohue 
et al., 2003) to 
assesses 
Kendra’s 
satisfaction in 
various areas of 
functioning. 
Measures 
specific to 
parenting and 
family 
environment 
included: (a) the 
Child  misuse  
Potential 
Inventory (CAPI)  
(Milner, Murphy, 
Valle, & Tolliver, 
1998); (b) the 
Adult-
Adolescent 

in the family decreased significantly, and that cohesion 
increased. She also demonstrated greater ability to 
maintain a safe home for her children. Results on the 
CAPI suggest a significantly lower potential for  misuse , 
even though parenting stress may have increased. 
Overall, it appears that at post-treatment she was able 
to maintain sobriety, had developed positive parenting 
attitudes, and was better able to maintain a safe home 
and family environment for her children. However, the 
validity scales also suggest she may have attempted to 
present herself in a favourable manner. Nevertheless, 
objective urinalysis testing results were negative at the 
post-treatment, and it should be mentioned that her PSI 
Defensive Responding score was also elevated at pre-
treatment assessment, suggesting improvements in 
various problem behaviors may have occurred, but 
perhaps not to the extent she reported. Finally, with 
regard to psychiatric diagnosis, at the end of treatment 
she no longer met DSM-IV criteria for current post 
traumatic stress disorder, alcohol dependence, or 
cannabis dependence. In addition, while continuing to 
have a lifetime diagnosis of bipolar I disorder, at the end 
of treatment she no longer met criteria for a current 
major depressive episode. 
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Parenting 
Inventory (AAPI) 
(Bavolek, 1984); 
(c) the Parent 
Satisfaction with 
Child scale  
(modified from 
Donohue, 
DeCato, Azrin, 
& Teichner, 
2001); (d) the 
Parenting Stress 
Index-Short 
Form (PSI) 
(Abidin, 1990; 
Milner et al., 
1998); (e) the 
Cohesion and 
Conflict 
subscales of the 
Family 
Environment 
Scale 
(FES)  
(Moos & Moos, 
1984); and (f) 
the Home 
Safety and 
Beautification 
Checklist  
(Donohue & Van 
Hasselt, 1999). 

10. Dumaret, 
A.C., 
Constantin-
Kuntz, M. and 
Titran. M. 
(2009) 

France 22 
families 

Children’
s 
services - 
family 
support 
service 

Service 
evaluation - 
qualitative 

A weekly family 
support group in a 
day treatment 
centre for young 
children.  
 

Thematic 
but some 
service 
data 

This intervention was called the “Tuesday Group,” a 
family support group in a day treatment centre for 
children up to the age of 6. Families from extremely 
poor environments and those suffering from alcoholism, 
domestic violence, and mental health problems are 
referred to this support group which focuses on 
parenting guidance and support and some social 
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activities. 
 
On average, parents and children participated in the 
group for approximately 30 months. Outcomes were 
ascertained on average 7 years after members left the 
group. 
Mothers were generally around 40 years old. 
 
The outcome of 22 families was observed an average 
of 7 years after their participation in the group ended. 
Results show that most parents recovered a significant 
degree of social autonomy and developed the capacity 
to nurture their children. Alcohol abuse, violence, and 
child neglect decreased significantly. Such an intensive 
approach enhances individual and professional 
practices and prevents adverse childhood experiences, 
thus reducing welfare costs. But such support systems 
require accessible structures in order to avoid 
discontinuities in care. 

11. Einbinder, 
S.D. (2010) 

California, 
USA 

21 parents Substanc
e abuse 
treatment 
for 
mother 

Qualitative -  
semistructured 
protocol 
containing 17 
open-ended 
questions 
covering three 
areas of interest 
(motivations 
about the 
program; 
program 
participation and 
impact; and 
some 
demographic 
and SES data) 
 

18-month family-
friendly substance 
abuse treatment 
program at Shields 
for Families 

Thematic Each family receives individualized, comprehensive 
case management services 
throughout and beyond the 18-month program: This 
includes individual intensive substance misuse use 
treatment for the parent(s) as well as an array of 
programs and services addressing parenting, health, 
mental health, education, employment, financial 
management, legal assistance, children’s socialization 
experiences, and so on. 
 
Findings included: 
Mothers gave the service an average ranking of 9.3 on 
a scale ranging from 1 to 10 where 10 was the best. 
One noted “It’s . . . not just the treatment. It’s a lifelong 
process, a lifelong commitment to recover” (08, p. 12). 
 
“They counselors are wonderful. They really take the 
time to deal with your issues and try to help you 
whatever your needs are, whether it’s food, clothes, 
legal matters, mental issues, whatever. That’s a plus for 
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me. They are not just trying to work with the drug 
program. They get all of the areas. ’Cause you know, as 
addicts, we tend to get in trouble every now and then, 
and, you know, we have warrants out and they help us 
clear that up, and they have went [sic] to the extent of 
going out of state for some people to clear their 
warrants. So that’s a beautiful thing. (10, p. 7)” 
 
Parenting classes, individual therapy, and informal 
guidance from peers and staff about parenting were 
reported to be particularly helpful. 

12. Gewirtz, 
A. H., 
DeGarmo, D. 
S., Plowman, 
E. J., August, 
G., and 
Realmuto, G. 
(2009)  

Minnesot
a, USA 

200 children 
in 127 
families  
 

Supportiv
e housing 
for 
families 
who have 
a range 
of 
parental 
mental 
health, 
substanc
e  misuse  
and 
exposure 
to 
violence. 

Cross-sectional 
- baseline 
assessments 
gathered in the 
context of a 
randomized trial 
of a prevention 
program 
implemented 
in 16 supportive 
housing 
agencies. 
 
Wide range of 
measures 
including:  
demographics; 
parental mental 
health; 
Parenting self-
efficacy. The 
Parental Locus 
of Control scale 
(Campis, 
Lyman, & 
Prentice-Dunn, 
1986); parenting 
practices; and 

Family supportive 
housing -  Healthy 
Families Network 
(HFN)— quite 
diverse in 
their missions, 
target populations, 
and criteria for 
admission. 
 

Multilevel 
modeling 
approaches 
to 
address 
clustering 
(within 
families 
and sites) 

Staffing patterns vary across HFN sites, but most 
commonly, sites offer case management services to 
support families to maintain 
their housing, manage finances, access jobs, education 
and/or training, access health insurance, routine 
medical services, and other needed community 
resources. Some agencies have child advocates who 
provide childcare and after-school programming. 
 
Reported higher mean levels of parental distress and 
childhood maladjustment than in the normative 
population 
 
Parents who were rated as more positive, less coercive, 
and better at problem-solving on videotaped parent– 
child interaction tasks had children rated with more 
strengths and fewer emotional and behavioral 
symptoms. 



84 

 

child 
adjustment. 

13. Grant, G., 
Repper, J. 
and Nolan, M. 
(2008) 

England 10 young 
people who 
were caring 
for their 
mother who 
had mental 
health 
problems 

Two 
Barnardo’
s projects 
for young 
carers 
(Action 
With 
Young 
Carers, 
AWYC) 
Project 
and, 
within it, 
Keeping 
the 
Family in 
Mind 
(KFIM) 
project 

Qualitative Assessment and 
support service for 
young carers. 

Thematic 
 

Between them the AWYC and KFIM projects provide 
assessment, specialist one-to-one support for each 
child, out-of-school and out-of-home activities, advice 
giving, counselling and group work. This included 
providing accurate information, creative approaches, 
self-assessment, parental and child perspectives, 
activities that are fun, building trust. 
 
Main themes arising from interviews with young carers 
about assessment and support 
Family-centred work: recognising interdependencies; 
Multiple caregiving demands; Mediating family conflicts; 
Help for the ‘looked after’ person; Building and valuing 
relations of trust; Attention to pacing; Absolute trust in 
project workers; One-to-one work; Dependability and 
consistency; Continuity of relationships; Problem-
solving, Like surrogate parents; Laid back and fun 
Feeling in control; Group work; Forming friendships; 
‘We’re in this together; Respite 
Outside recognition. 

14. Grove, C., 
Reupert, A. 
and Maybery, 
D. (2015a) 

Australia Children, 
aged 8 to 
12, of 
parents with 
with mental 
health 
problems.  
69 
completed 
pre- and 
post-
questionnair
es and 18 
of these 
same 
participants 
engaged in 

Child 
focused 
service - 
peer 
support 
program
me 
develope
d for 
children 
and 
adolesce
nts 

Mixed methods 
research 
approach -  
quasi 
experimental 
pre- and post-
comparison 
Design. 
 
Measures - 
Mental illness 
knowledge and 
a help seeking 
behaviour 
questionnaire 
were given to 
participants 

Peer support 
programme 
developed for 
children and 
adolescents who 
have a 
parent with a mental 
illness  
 

Paired-
sample t-
tests for per 
and post. 
Thematic 
for 
qualitative. 

The intervention was a two-day programme which aims 
to i) provide respite, ii) provide 
psycho-education, iii) promote help seeking and iv) 
facilitate connection to similar youth. 
 
Study focused on the processes of change which might 
promote positive outcomes for youth. 
 
Results demonstrate improved mental health 
knowledge and children reported that they were more 
likely to use an anonymous telephone helpline after 
attending the programme. Children 
indicated that the programme provided a place of 
respite from caring for their parent with a mental illness, 
an opportunity to connect with peers, and a positive 
change in perception of their parent's mental illness. 
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telephone 
interviews 
post 
programme. 

before and after 
attending the 
programme, 
while an 
additional self-
constructed 
questionnaire 
was 
completed by 
children post 
programme. 
 
Semi-structured 
interview 
schedule for the 
interviews. 

15. Grove, C., 
Reupert, A. 
and Maybery, 
D. (2015b) 

Australia 29 Children 
who had 
parents with 
mental 
health 
problems.  

Children 
focused 
but also 
for 
parents 

Mixed methods 
– pre and post 
questionnaire 
(29) and 
interviews (18). 
 
Children’s 
knowledge scale 
of mental 
illness;  Help-
seeking 
behaviour; and 
just post -  DVD 
evaluation 
questionnaire 
 

‘Family Focus’ DVD 
– to provide 
knowledge of 
parental mental 
illness to 8-12 year 
old children  
 The DVD is broken 
into two sections: 
the first 
section is designed 
for the parents, 
while the second 
section targets 
children. 

Pre and 
post – 
paired t-
tests -   
Qualitative 
- thematic 

DVD  based on an intervention developed by Professor 
William Beardslee and colleagues that has been shown 
to promote resilience in children of parents with 
depression (Beardslee et al. 2009). 
 
The ‘Family Focus’ DVD provides children with age-
appropriate and developmentally suitable information 
about parental depression and anxiety as well as 
exposing children to accurate knowledge that aims to 
correct misconceptions about mental illness. 
 
Significant increase in mental illness knowledge (t [24] = 
−3.54, P = 0.002) after watching the DVD (pre DVD 
mean [M] = 11.2, standard deviation [SD] = 2.84 
compared with post DVD M = 13.24, SD = 1.58). 
 
There was no significant change in help-seeking 
behaviour (pre M =40.21, SD = 9.62 compared with 
post M = 40.87, SD 
= 13.08). 
 
A frequency analysis of the DVD evaluation 
questionnaire indicated that the DVD provided children 
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with some coping strategies, and ways of talking to 
someone in their family, besides their parents, about 
mental health issues. The two strongest (i.e. lower 
scores) responses were to ‘The DVD helped me 
understand about depression and anxiety’ and to ‘I can 
talk to my parents about mental health issues. 
 
Children’s description of the DVD highlights one of the 
primary aims of the DVD, with specific comments 
reflecting the information presented about mental illness 
and challenging their previously held misconceptions. 
 
However, rather than turn to others for help, children 
indicated that they would rather ‘keep it in the family’. 
 

16. Gruber, 
K.J., 
Fleetwood, 
T.W. and 
Herring, M.W. 
(2001) 

North 
Carolina, 
USA 

Two case 
example 
(families) 

Parent 
focused - 
for parent 
with 
substanc
e abuse 
problems.  

Case studies - 
measure of 
functioning 
across four 
domains used 
(individual 
actions and 
cognitions; 
family actions 
and cognitions; 
individual 
recovery 
actions; and 
family recovery 
actions). 

The Bridges 
Program provides 
in-home continuing- 
care substance 
abuse recovery 
services 
to substance-
affected parents and 
their families.  
 

Thematic The program was developed as a pilot project to 
address a gap in services. The program serves families 
in which at least one child is determined to be at risk of 
harm or out-of-home placement stemming from a 
parent’s substance abuse.  At least one parent must 
have recently been discharged from an intensive 
substance abuse treatment program. Families with a 
parent in recovery wishing to have an out-of-home child 
return home also qualify for program services.  The 
program is based on an integrated model of relapse 
prevention and family preservation. 
Services address three basic primary goals (1) to help 
the substance abuser in maintaining the recovery 
process, (2) to help the family with the abuser’s 
recovery, and (3) to provide family preservation or 
family reunification services. 
 
Clients receive services over an eight-to-12- week 
period. Contact time includes four to six hours of direct 
services each week with the client and the family in 
their home and community. 
 
Case 1 focused on process of family reunification and 
Case 2 focused on personal recovery. 
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Concludes that that extending support beyond the 
“program walls” into clients’ homes and their families 
will ensure that more substance-affected parents will be 
involved with their children’s development and provide a 
safe, stable, and healthy environment for their children 
to thrive. 
 
 

17. Isobel, S., 
Foster, K. and 
Edwards, C. 
(2015) 

Australia 20 nurses Adult 
mental 
health 
services - 
Family 
Rooms in 
four 
mental 
health 
inpatient 
units in a 
local 
health 
district in 
NSW 
Australia 

An exploratory 
descriptive 
design using 
multiple data 
sources was 
employed. 
Methods 
included Family 
Room usage 
and parental 
status data over 
a 12 week 
period, an open-
ended 
questionnaire, 
and semi-
structured 
interviews with 
20 nurses. 

Family Rooms in 
four mental health 
inpatient units in a 
local health district 
in NSW Australia 

Mixed – 
some 
descriptive 
stats on 
use and 
thematic of 
qualitative 

Available parental status data indicated that between 8–
14 % of inpatients were parents of dependent children 
under 18. Family Room usage was multipurpose and 
used specifically for children & families 29 % of the 
time. As spaces in the units, Family Rooms were 
perceived as acknowledging of the importance of 
family, and providing comfortable, secure spaces for 
parent-consumers and their children and family to 
maintain connections. 
 
Units did not have local policies or guidelines on the 
development, maintenance, and/or use of the rooms. 

18. Isobel, S., 
Meehan, F. 
and Pretty, D. 
(2016) 

Australia 8 
participants 
started the 
programme 
and 5 
completed 
it. 

Adult 
mental 
health 
services 

Mixed Methods 
Feasibility Study 
of Community 
Mental Health 
Nurse 
Facilitation. 
 
A tri-phase pre, 
post and follow 
up questionnaire 
pack was 

An Emotional 
Awareness Based 
Parenting Group for 
Parents with Mental 
Illness  
 

Pre, post 
and follow-
up  
Wilcoxon 
signed 
ranks; 
qualitiative 
evaluation 
form; and 
field notes. 

Intervention was a six session parenting group 
program. Tuning in to Kids™ is a parenting program 
developed in Australia that focuses on the emotional 
connection between parents and children (see: 
Havighurst &Harley, 2007); teaching parent's skills in 
recognizing, understanding and responding to children's 
emotions, and helping their child identify, communicate 
and regulate their emotions (Havighurst, Wilson, Harley, 
Prior, & Kehoe, 2010). The program is based upon the 
understanding that parents own beliefs and family 
responses to emotions determine how they will respond 
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devised 
using measures 
to explore 
potential 
benefits for 
parents' 
distress, 
management 
of children's 
behaviour and 
own emotional 
awareness from 
group. 
Evaluation form 
for qualitative 
and also field 
notes. 

to their children's emotions 
(Gottman, Katz, & Hooven, 1996). 
 
Of the 5 who completed the program, 2 completed the 
tri-phase measures, 
2 completed the pre and post measures and 1 partially 
completed the pre and post measures. 
 
Overall, parents displayed promising improvement 
across a number of domains of distress, emotional self-
awareness and parenting interactions. 
Parents self-reported benefits and were observed by 
facilitators to alter some of their parenting perceptions 
and behaviours. The lack of follow up data impedes 
discussion of sustained change or benefit and highlights 
some additional challenges in running and evaluating 
groups for parents with mental illness. Without ongoing 
support, any improvements may be short term and 
limited to the group setting and its immediate aftermath. 

19. Kern et al. 
2004 

USA 120 
mothers 

Substanc
e misuse 
mothers 
and 
infants 

Longitudinal 
cohort design  
Measures = 
Beck 
Depression 
Inventory–
Second Edition 
(BDI-II) and 
Parenting Stress 
Index (PSI) (39). 
Both of these 
measures were 
administered at 
baseline and 
after the 
intervention 
(Week 12). 

NEWCONNECTION
S psychosocial 
intervention 
targeting the 
parent–child 
relationship, 2 days/ 
12 weeks 

MANOVA  
Pearson’s 
Correlation  
T-Test’s 

The aim of the NEW CONNECTIONS center is to 
provide a comprehensive program of therapeutic day 
care for substance-exposed infants and children, parent 
education, and recovery support services for 
substance-involved families. key component 
areas of intervention include: Recovery Sensitive 
Parent Education, Parent–Child Interactive Labs, Health 
Education, Recovery Support Groups, Therapeutic 
Child Care, Parent–Child Playgroup.  
 
The first hypothesis suggested that the intervention 
would reduce parenting stress and depressive 
symptomatology. 
The second hypothesis postulated that post-intervention 
changes in depressive symptomatology and parenting 
stress would be significantly associated. 
 
Overall, findings suggest that mothers who completed 
the NEW CONNECTIONS program showed a 
substantial reduction in four parenting stress domains 
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(Demandingness, Competence, Isolation, and Role 
Restriction). These changes indicate that mothers who 
completed the program felt less parental stress in these 
domains that are targeted by the NEW CONNECTIONS 
program. There were also decreases in depressive 
symptoms for the mothers who completed the program. 
In addition, changes in Competence, Isolation, 
Attachment, and Role Restriction correlated with 
changes in depressive symptoms in that as these 
stressors decreased, depressive symptoms also 
decreased.   

20. Khalifeh et 
al. 2009 

UK 18 Mothers, 
5 Children 
(From two 
family’s)   

Mothers 
with 
mental 
health 
diagnose
s & their 
children   

Qualitative 
Interviews 

Crisis resolution 
home treatment  
 

Content 
Analysis 

This study explored the experiences, treatment 
preferences, and needs of mothers of dependent 
children who were treated at home as an alternative to 
hospital admission for an acute severe mental health 
crisis. 
 
Themes:  
Mothers’ experiences of home treatment:  
The two most commonly described advantages of home 
treatment were receiving good-quality care from the 
CRT and avoiding unwanted hospital admission. They 
[the CRT] were really good, you know, and they sort of 
understood as well. They didn’t look at you like you 
were from cuckoo land . . . they’re always polite, always 
there for you.” Another mother described how she 
preferred home treatment over hospitalization when she 
said, “[The] hospital is like a German concentration 
camp, you know.” 
 
Disadvantages of home treatment include difficulties 
with parenting while in crisis, i.e. difficulty in meeting the 
children’s physical needs and maintaining normal 
boundaries, Lack of emotional connectedness with the 
children, exposing the children to distressing symptoms 
or behaviours, directly incorporating the children in their 
symptoms, burdening the child with caregiving 
responsibilities. 
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Children’s experience of home treatment:  
Overall, the children’s accounts of parental home 
treatment were negative.  Children gave detailed and 
rich examples of the general worries highlighted by 
parents, such as the parent’s inability to provide care 
and the role reversal where the child tried to protect the 
parent. Some children described stresses that were not 
mentioned by any of the mothers. These included 
feeling that their mother was aggressive toward them 
and feeling frightened of her. 
 
Treatment preferences:  
Most participants who had been treated in a hospital 
preferred home treatment to admission (12 of 14 
participants, 86%), because they felt safer and better 
looked after at home. Conversely, all six participants 
admitted to a crisis house preferred this to being treated 
at home, mainly because of parenting issues: they were 
overwhelmed by parenting responsibilities at home and 
felt the children would benefit from their admission. 
Unlike the parents, most of the children we interviewed 
(four children, 80%) said that they preferred it when 
their mother was admitted rather than treated at home. 
When their mother was admitted, the children worried 
less and felt she was better looked after. 
 
The role of the extended family: 
Those who reported support during a crisis from friends, 
partner, family or siblings found this helpful.  Children 
also reported that fathers or siblings had a key 
protective role for them during a crisis. Some mothers 
did report fear or criticism from family with regards to 
parenting ability  making them reluctant to seek help.   
This was particularly true in relation to seeking 
professional support for fear children would be taken 
away.   
 
Unmet needs and the role of professionals. 
Overall, participants were satisfied that their needs as 
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patients were well met by CRT staff. Only a few children 
had more than passing contact with professionals from 
the CRT or social services during the crisis (N=5, 28%). 
However, in families where there was significant 
professional contact with the children, participants 
found this helpful rather than threatening, both for the 
parent and the child.  That said, children did report a 
reluctance to seek future professional help rather they 
would prefer help from family. 

21. Killeen & 
Brady 1999 

USA 35 women 
and 23 
children 

Substanc
e abuse 
treatment 
program 
for 
women 
and 
young 
children 

Longitudinal 
cohort design 
Baseline 
assessments 
included: 
Addiction 
Severity Index 
Parenting Stress 
Index  
Brigance Screen 
and Child 
Behavior 
Checklist 
(CBCL). 
Assessments on 
both the women 
and children 
were conducted 
every 6 months 
during program 
participation and 
at 6 and 12 
months 
following 
discharge from 
the program 

Residential 
treatment facility for 
drug-dependent 
women and their 
children 

T-Tests 
Pearson’s 
Correlation 
Spearman’
s 
correlation   

This article assessed the impact of the therapeutic 
environment in a residential facility for women addicted 
to substances and children exposed to their mother’s 
addiction. Parental 
stress and child behavioural and emotional health 
outcomes at 6- and 12-month post-discharge were 
evaluated 
 
Substance abuse treatment programming was eclectic 
but included relapse prevention, 12-step participation, 
substance abuse education, parenting classes, as well 
as involvement in a number of community programs. 
Special programming for the children included 
therapeutic child care, counselling for psychological 
problems, drug/alcohol abuse education, structured 
Mother - child interaction groups, medical services, and 
appropriate referrals to other services in the community. 
 
Results showed that women who completed treatment 
had better scores on addiction severity and parental 
stress, and their children had improved behavioural and 
emotional functioning at 6 and 12 months after 
discharge from the program. Women who left treatment 
prematurely had progressively worse scores at 6- and 
12-month follow-up. 

22. Knutsson-
Medin, Edlund 
&Ramklint, 
2007 

Sweden 36 Grown-
up children 
of parents 
with mental 

Children 
of 
parents 
who had 

Qualitative 
survey design 

Psychiatric 
inpatients 

Manifest 
content 
analysis 

The aim of this study was to follow up children of 
psychiatric inpatients and examine their experiences of 
growing up with a mentally ill parent and their opinions 
concerning their previous contact with psychiatric 
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disorders been 
psychiatri
c 
inpatients 

services, the extent of this contact, and their opinions 
about the deficiencies and merits of the services. 
 
Psychiatric disorders and psychiatric care utilization:  
Nine (25.0%) participants reported previous contact 
with the child and adolescent psychiatry clinic and 
seven (19.4%) had been in contact with adult 
psychiatric services. 
 
Experiences of contact with psychiatric services:  
Manifest content analysis revealed three categories 
with regard to experiences of contact with psychiatric 
care and these were labelled ‘positive experiences’, 
‘negative experiences’ and ‘wished-for experiences’. 
 
Positive experiences 
The children reported feelings of relief when someone 
else was responsible for their parent during his or her 
hospitalization. 
When treatment was effective, this was experienced as 
positive. 
 
Negative experiences 
The children reported experiences of lack of support 
from, and almost no contact with the staff. They 
generally did not receive any information or explanation 
from the psychiatric staff. Some children claimed that 
they were not given any information even after their 
parent attempted suicide. 
 
Some pointed out that the amount of time the parent 
stayed in hospital was too short, resulting in the child 
assuming great responsibility “When my parent was 
sent home from the hospital no one ever contacted us 
or showed any interest or concern about how we 
managed. (Woman, 31 years old)” 
 
Some children felt that the surroundings and 
environment of the hospital were frightening and 
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unpleasant. 
 
Wished-for experiences 
Children wished for more contact with the professionals 
at the psychiatric clinic, more information and more 
explanations concerning their parent’s illness. They had 
wanted professional support for themselves and called 
for more initiative on the part of psychiatric services 
both during the hospitalization and afterwards 
 
Experiences related to having a mentally ill parent 
Four categories concerning problems related to having 
a mentally ill parent were revealed and labelled ‘worry’, 
‘increased responsibility’, ‘negative emotions’ and 
‘changed parent/child relation’.  Among the 36 
participants, five made comments labelled as ‘worry’, 
seven made comments interpreted as ‘increased 
responsibility’, 15 expressed ‘negative emotions’, and 
14 described a ‘changed parent– child relation’. 

23. Maybery,  
Reupert & 
Goodyear 
2015 

Australia MI Families  
=18 parents 
and 24 
children 
and in the 
10  
DD 
Families: 15 
parents and 
26 children. 
 
Total 33 
parents 
50 Children 

20 
families, 
10 with a 
parent 
with a MI; 
10 with a 
parent 
with a 
DD, who 
complete
d three 
reviews 
of goals 
over a 
12–18-
month 
period of 
recovery 

Cohort Study Northern Kids Care 
– On Track 
Community 
Program.  This is a 
home visiting 
programme 
using a recovery 
framework for 
families 

Retrospecti
ve review 
of 
records of 
families 
completing 
care plans 
including 
goal 
setting. 
At each 
review, 
established 
goals were 
rated 
according 
to achieved 
(3), good 
progress 
(2), some 

This research examines the goals set by families with 
parents with Mental Illness (MI) and those families 
where a parent has a DD (a diagnosis of mental health 
and substance abuse disorder).   
NKC-OTCP provides a home visiting programme using 
a recovery framework for families. Goals for each willing 
family member were collaboratively negotiated in a 
variety of areas and these goals were recorded in a 
family care plan. (Note the general model employed 
was also individually recovery oriented for the parent 
with the health concern)  
 
While children and parents were asked generally what 
they wanted to work towards, specific questions were 
framed around 11 domains consisting of family 
connectedness, mental health knowledge, child 
development, education, interpersonal skills, substance 
abuse, lifestyle, diet and exercise, community and 
social connectedness, finances, family health and well-
being, and accommodation.   
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progress 
(1) or goal 
not 
achieved 
(0). Scores 
at baseline 
and 
completion 
were  
compared 

 
Parents set on average 2.48 (approximately 30%) more 
goals than children and the DD parents set more goals 
than their MI counterparts. The MI children set slightly 
more goals compared to the DD children. The most 
notable difference was that DD parents set almost 50% 
(3.83) more goals than their children. However, those 
same children scored greater goal achievement than 
their parents and the MI children. 
 
All children reported being more likely to achieve their 
goals than their parents. The notable difference was 
that the children with DD parents scored higher on goal 
achievement, than children with MI parents (0.26 
higher). There was minimal difference in achievement 
scores for the different groups of parents. 

24. Maybery, 
Goodyear, 
Reupert,Harkn
ess, 2012 

Australia 44 parents 
and 41 
children 

Thirty-
seven 
families 
complete
d the 
goal-
setting 
family 
care 
planning 
approach
(at least 
one 
parent 
had a 
dual 
diagnosis 
or mental 
illness) 

Cohort Study Northern Kids 
Care On Track 
Community 
Program: Family 
Care planning.  This 
is a home visiting 
programme 
using a recovery 
framework for 
families. 

Retrospecti
ve review 
of records 
of families 
completing 
care plans 
including 
goal 
setting.  

The main aim of this study was to identify key goals that 
are established by children and parents from families in 
which parents have substance use and/or mental health 
problems, and the level of progress achieved towards 
goals over 1 year of case management. 
 
Family care plans were analysed to identify the 
frequency and progress of child and parent goals 
across 11 domains. 
Children most frequently set goals to enhance their 
knowledge of mental illness, schooling, family 
connectedness and interpersonal skills. Parents most 
frequently set goals to improve their knowledge of 
mental health. Children recorded greatest goal 
achievement: in enhancing their mental health 
knowledge, community/social connectedness and 
accommodation needs. Parents recorded most goal 
progress in understanding developmental milestones of 
their children. 

25. McComish 
et al. 2003 

USA 39 Mothers, 
50 Children   

Substanc
e abusing 
mothers 
and their 

Longitudinal 
Cohort study  
Measures =  
Center for 

Flint Odyssey 
House Family-
focused residential 
treatment program 

ANOVA/ 
MANOVA 
T-Test 

This article presents findings from a three-year 
evaluation of a family-focused residential treatment 
program for women and their children.   
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children 
who 
participat
ed in a  
Family-
focused 
residentia
l 
treatment 
program 

Epidemiological 
Studies 
Depression 
Scale,  Hudson 
Index of Self 
Esteem Scale,  
Profile of Moods 
States,  Adult 
Adolescent 
Parenting Index 
Mental 
Development 
Index,  Bayley 
Scales of Infant 
Development,  
Receptive-
Expressive 
Emergent 
Language 
Scale, 2nd 
edition,  
Psychomotor 
Development 
Index 

The Flint Odyssey residential programme involves both 
the mother and child.  Family-focused assessment and 
follow-up meetings are scheduled weekly. The mother 
is viewed as an equal member of the team. If the 
mother desired, other members of her family, most 
often her husband or partner would attend the meeting. 
During the early phases of treatment most women 
opted to meet with the family-focused treatment team 
without other family members present. 
 
At the weekly family-focused meetings, the mother 
would be asked to describe the treatment goals she had 
for herself and her child(ren). The team would discuss 
the goals and suggest modifications or additional goals 
based on the assessments they had conducted with the 
mother and the child(ren). Together, the mother and the 
other team members would develop and agree upon a 
treatment plan for the upcoming 90-day period. Two 
counsellors and/or therapists would be designated as 
the team members responsible for monitoring the 
family's progress during the 90-day period. One team 
member would be focused on the mother and the other 
on the child(ren). 
 
The program provided didactic sessions, and individual 
and group therapy focused on specific issues of 
concern to women, such as parenting and resolution of 
sexual abuse and other forms of violence. It also was 
unique in that it had two infant mental health specialists 
whose work was specifically targeted to helping the 
women resolve issues concerning their relationships 
with their children 
 
During the induction process, which lasted 
approximately two weeks, standardized instruments 
designed to assess overall mood, depression, self-
esteem, and parenting attitudes were administered to 
mothers.   Children's intellectual, language, and motor 
development were assessed using standardized 
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instruments.   
 
Overall Longitudinal assessment of the mothers 
indicated that their psychosocial status and parenting 
attitudes improved over time. 
 
Women improved over time on measures of self-
esteem, depression and overall mood, which are 
indicated by a lower score at the second data collection 
time.  
 
The mothers' scores on parenting attitude and beliefs 
improved significantly in two of the four areas assessed: 
corporal punishment and role reversal. There was no 
significant improvement on inappropriate expectations 
and empathy. 
 
Since child development was assessed annually and 
only 17 (34%) of the children remained in treatment for 
more than one year, the sample size was too small to 
permit repeated measures analysis. 

26. Nielsen 
2009 

Denmark 
/ 
Copenha
gen 

31 families 
(31 
Females, 
20 males) 

Parents 
admitted 
to 
psychoth
erapeutic 
psychiatri
c ward for 
nonpsych
otic 
Patients 
– Family 
therapy 

Cohort study 
Family 
Environment 
Scale 

Family Therapy T-test The aim of the study was to measure changes in the 
family climate during the period of therapy.  In this 
study, all the children who were living at home 
participated in the treatment, which has been offered as 
part of an initiative in the ward aimed at families with 
children and youngsters. The aim of the study was to 
measure the kind of changes occurring in parents’ 
experience of the family climate during the period of 
therapy. These changes were then related to 
knowledge of family climate and its influence on the 
well-being and development of children. The study 
compared findings with that off an American sample of 
‘normal’ families.  
 
The duration of the treatment and number of sessions 
were adjusted according to the needs of the families 
and the guidelines of the ward, which are normally 
limited to a maximum of 10 sessions.  The average 
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number of sessions undertaken was seven for 
participants and three for drop-outs. 
 
On the Relationship Dimensions, the increase in 
Cohesion and Expressiveness and the decline 
concerning Conflict, compared to the normal American 
sample, express an improvement of the way the 
parents experience the interpersonal relationships 
within the family.  
 
The authors suggest that other studies have shown that 
Cohesion and Expressiveness are positively associated 
with children’s cognitive development, temperament, 
self-confidence and social competence. Thus the 
improvement of family relations has a potential 
promoting effect on the psychological development of 
the children as well. 

27. Nilsson,  
Gustafsson &  
Jenholt 
Nolbris 2015 

Sweden  7 women 
whose 
parents 
have a 
mental 
illness 

Young 
adults 
were 
asked in 
individual 
interview
s to talk 
about 
their 
experienc
es of 
participati
ng in 
support 
groups 

Qualitative 
descriptive 
method/ 
Interviews 

Support Groups Manifest 
content 
analysis 

The aim of this study was to investigate young adults’ 
childhood experiences of support groups when living 
with a mentally ill parent. 
 
The main category ‘the influence of life outside the 
home because of a parent’s mental illness’ emerged 
from the generic categories ‘a different world’ and ‘the 
emotion-filled life’.  
Participants report on the influence of living with parent 
with a mental illness.  This included feeling different, 
understanding it was not their fault and the fact that 
friends at school did not know about their home life. 
  
The emotion-filled life: Participants generally report 
positive feelings about the support group and activities   
 
Retrospective reflections after a time lapse: Some 
participants reported that the support group might not 
have been at the right time for them in their lives. That 
said participants perceived that each meeting was a 
form of community and felt it was a safe place where 
they could talk.  The effects of the support groups, as 
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the participants described them, were that they could 
‘manage their situation better, move on in life and 
become more independent’, ‘accepted the situation, 
took responsibility for the future, turned negative to 
positive and grew up earlier than others’. The meetings 
also paved the way for those young individuals who 
wanted to receive support. They helped facilitate the 
continued liaison with professionals.   
 
The importance of the leaders & Emotions after 
participation in the support group. Participants reported 
on the importance of the support group facilitators and 
the benefit of having an adult to talk to.  Participants 
also felt a bit lost/ empty after the support group had 
ended as there was nothing more for them.  Several 
participants needed support later in their life.   

28. Noether et 
al. 2007 

USA 253 
Children 

Children 
whose 
mother 
have a 
mental 
health/ 
substanc
e abuse 

Quasi-
experimental 
design 
Behavioral and 
Emotional 
Rating Scale 

Psychoeducational 
Group Intervention 

Regression This study examined the effectiveness of a 
standardized intervention model designed to build 
resiliency in children of women with co-occurring mental 
health and substance use disorders and histories of 
interpersonal abuse. 
 
The children’s intervention model consisted of three 
components: clinical assessment, service coordination 
and advocacy, and a psychoeducational skills-building 
group. Children in the comparison group received 
individual, group, and family services. Six-month and 
12-month outcomes were examined.  
 
The primary goal in this study was to assess the 
effectiveness of this intervention program for promoting 
emotional and behavioral strengths in children who had 
been exposed to interpersonal violence and whose 
mothers had histories of co-occurring disorders and 
trauma. Secondary goal was to test the hypothesis that 
participation in a trauma-informed, age-specific 
intervention that included concurrent services for 
mothers and children, as compared to services as 
usual, would lead specifically to increases in children’s 
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safety knowledge, self-awareness, and self-worth, and 
improve their ability to practice self-care and engage in 
healthy interpersonal relationships. 
 
The sample consisted of a subset (N = 253) of mothers 
who participated in a nationwide, longitudinal study of 
women who had histories of violence and co-occurring 
substance use and mental health disorders. This larger 
study  was designed to assess the effectiveness of 
integrated, trauma-informed services in improving 
outcomes for women with histories of violence and co-
occurring disorders 
 
At baseline, a comparison of child participant profiles 
revealed that the intervention and comparison groups 
were generally equivalent to one another with respect to 
both static characteristics and dynamic characteristics.   
 
At 6 months, mothers’ outcomes significantly predicted 
children’s overall positive outcomes.  Children whose 
mothers had positive outcomes did well regardless of 
treatment assignment while children in the intervention 
group although not significant, showed general 
improvement regardless of mother’s 6-month outcomes. 
Children in the comparison condition whose mothers 
had negative outcomes fared significantly worse than all 
others, with a negative mean change score from 
baseline to 6 months. 
 
At 12 months, mothers’ outcomes no longer appeared 
to play a significant role in predicting children’s positive 
outcomes. Treatment condition, however, did play a 
strong and significant role, with the intervention group 
showing more positive outcomes. Age was also a 
significant predictor of children’s outcomes, with 
younger children showing better improvements than 
older children.   
 
At 12 months, there were several aspects that 
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contributed to sustaining improvements in the specific 
domains of positive self-identity and positive 
interpersonal relationships, as well as improvements in 
safety knowledge. Involvement in the intervention led to 
significant improvement in positive self-identity, safety 
knowledge, and in the three aspects of the positive 
interpersonal relationships domain: relationship tools, 
family involvement and capacity for closeness 

29. O’Brien, 
Anand, Brady 
&Gillies, 2011 

Australia 13 
participants  
(5 parents, 
3 carers of 
children & 5 
children) 

Inpatient 
Acute 
Mental 
Health  
(Parents)  

Qualitative 
Interviews 

Inpatient Acute 
Mental Health 
 

Qualitative, 
interpretive 
framework 

The aim of this exploratory study was to identify the 
perspectives and experiences of children visiting 
parents in inpatient psychiatric facilities from the 
viewpoint of children, parents who had been 
hospitalized and other parents and carers of the 
children.  
 
The themes arising from the data were: (i) making the 
decision about children visiting; (ii) being responsible for 
the children while on the unit; (iii) being a child visiting; 
(iv) looking for help; and (v) being family friendly. 
 
Making the decision about children visiting 
This theme reflected the need to balance issues of 
safety and stigma against the benefits to children and 
parents.  
 
The carers felt that they did not have anyone to turn to 
for advice and that there was no support when they did 
visit in terms of the best time, a place for the visit, 
support in the initial visit, and support when the child 
was leaving. However carers did feel that the children 
were relieved when they had seen their parent in 
hospital.  
Carers were concerned that there was a lack of 
designated child-friendly spaces, and thus, children 
could be exposed to an environment that was noisy, 
with a risk of aggression and a risk of seeing bizarre 
behaviour. However, carers also pointed out that 
parents might ‘not have seen their kids for many weeks 
. . . and it’s quite distressing for them to be separated 
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and not to be able to reassure their kids that they are 
okay’. 
 
The children thought it important to visit ‘because 
seeing us would make him want to get better faster’. 
 
Adult participants’ comments reflected a dilemma. They 
felt that psychiatric facilities were not a good place to 
bring children, but if children did not visit then they 
might not see the parent for weeks. In addition, 
identifying the difficulties the family could be facing is 
not assisted if the family is invisible. 
 
Being responsible for the children while on the unit: 
The issue of responsibility for children on the unit was 
raised by most participants. Mostly carers of the 
children were seen to be responsible for children on the 
unit. However, at times this could be difficult. If carers 
visited with children and there was an interview with the 
clinical staff, there was no consensus about how the 
child should be cared for while this was happening. 
 
Appointments were also made at times that were not 
family friendly, for instance, when a parent/carer and 
children had to disrupt work and school. There did not 
seem To be a great deal of understanding about the 
challenges of caring for the children, working, and 
getting to the hospital during the day for appointments. 
Preparation of the children for a visit also appeared to 
be also left to the carer of the children. There was no 
available advice about what to tell the children, and 
indeed for some parents/carers, this was their first time 
visiting a psychiatric facility and they did not know what 
to expect themselves. 
 
Being a child visiting: 
Children found mental health inpatient units ‘daunting’.  
They were worried about other people in there ‘doing 
odd things’ and not sure if they would be safe; however, 
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they commented that they trusted the adults.  They did 
not like being confined, ‘stuck in a room with nothing to 
do’. They liked space and being able to move around. 
Children noted that no staff talked to them.  
 
Looking for help:  
Overwhelmingly, there was little assistance available 
when children visited or when the decision about 
visiting needed to be made.  Children (particularly older 
children), who had been part of family interviews, 
appreciated being included and gaining some 
understanding of their parent’s illness, but also wanted 
staff to acknowledge them and approach them in a 
more informal way. 
 
Being family friendly:  
Participants provided many suggestions of what would 
help to create a family-friendly environment, while at the 
same time, acknowledging the acuity of the unit. Carers 
of children who had a parent on the unit wanted advice 
about the child visiting and assistance in dealing with 
the shock of the first visit 
Children wanted to be involved.   Children identified that 
someone ‘should be there to explain what is happening 
and why (parent) is in there.  Children suggested that 
‘someone should see that the child is okay before they 
leave.  Children clearly expected that someone should 
pay attention to their mental health.  
Children wanted the place to be a ‘happy place to visit 
with bright colours’ and ‘things to do’, and ‘maybe some 
arts and crafts’, a ‘place to talk’, and more ‘space’; the 
adult participants echoed these sentiments. 

30. Pihkala,  
Cederström &  
Sandlund 
2010 

Sweden 103 families 
(Questionna
ire 
completed 
by parents 
and 
children) 

Parents 
with a 
mental 
health 
diagnose
s  using 
adult 

Cohort study – 
Questionnaire 
design  

Beardslee's 
Preventive Family 
Intervention 

Descriptive 
statistics; 
Chi-square 
and 
Kendal’s 
tau-c 

The main purposes of FI are to prevent occurrence of 
mental health problems in children of mentally ill 
parents, to promote mental health and resilience by 
strengthening parenting and supporting parents to open 
up communication about the illness, and to enhance 
other well-known protective factors for their children. 
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psychiatr
y 
services 
and their 
children 
who had 
complete
d the 
Family 
Interventi
on during 
2007 

FI consists of six or seven sessions with the family, 
beginning with two sessions with the parents or a single 
parent. The parents are given the opportunity to talk 
about their experiences of the illness and their view of 
each child, including the child’s experience of the 
illness. In the next stage each child is interviewed 
individually. This is followed by a further session with 
the parents, including feedback from the interviews with 
the child/ren and planning for the family session. During 
the family session the parents themselves talk about 
the illness with their children and answer the children’s 
questions.   
 
Results:  
A majority of the parents perceived the FI as positive 
when asked about its impact on their understanding of 
their children, their feelings of shame and guilt towards 
their children, their concerns about their children and 
their own well-being. 
 
The sense of being a ‘good enough’ parent increased 
for 71% of the parents.  The FI was perceived as 
providing new tools for parenting for 92% of the 
parents, and confidence in the children’s future was 
experienced as improving for 78% of the parents 
(negative change for one per cent (N = 1)). The parent’s 
acceptance of him/her self-increased for 56% of the 
parents. The relationship with the partner was 
experienced to have improved for 66% and with the 
children for 76% of the parents. 
 
69% of the responses to questions on the impact of the 
FI – the child’s own well-being, knowledge about 
parent’s illness, feelings of guilt towards the parent and 
concerns about the parent – were positive, while 3% (N 
= 8) were negative.  To be able to ask about parent’s 
illness was reported to have become easier for 45% 
(negative change for two per cent (N = 2) of the 
children, talking with one’s mother was experienced to 
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have become easier for 39% and with one’s father for 
53% of the children. The sense of being understood by 
the mother increased for 46% (negative change for 
three per cent (N = 3) and the sense of being 
understood by the father increased for 52% (negative 
change for one per cent (N = 1)). The understanding of 
the mother was perceived to have improved for 55% 
and of the father for 52%. 

31. Pihkala, 
Sandlund & 
Cederström 
2012 

Sweden 14 children, 
9 parents, 5 
NIP parents 

Parents 
with a 
mental 
health 
diagnose
s  using 
adult 
psychiatr
y 
services 
and their 
children 
who had 
complete
d the 
Family 
Interventi
on during 
2007 

Qualitative 
Interviews 

Beardslee's 
Preventive Family 
Intervention 

Content 
Analysis 

The main purpose of the FI is to prevent mental health 
problems for children of mentally ill parents by 
promoting resilience for children. Initiating 
communication about parental illness in the family, 
promoting other protective factors for the children and 
strengthening the parents in their role as caretaker are 
strategies used for enhancing resilience.  
Communication and openness 
about the parent’s illness within the family enhances 
children’s understanding of parental illness and their 
own situation, which, according to Beardslee and 
Podorefsky (1988), is a characteristic of resilient 
adolescents. Parents are provided with information 
about the other well-known protective factors for the 
children, such as school, friends and interests and are 
encouraged to support these. 
 
The FI is a manualized method. It begins with two 
sessions with parents. Both parents are given an 
opportunity to talk about their experiences and the 
impact of the illness for themselves and for the children. 
Parents’ concerns about their children are paid attention 
to, as well as their questions to the children. Each child 
is then interviewed individually, with the focus on the 
child’s experiences of the parent’s illness. Protective 
risk factors for the child are assessed. After that parents 
are given feedback from the child interviews and a 
family session is planned with the children’s questions 
and experiences as a basis. In the family session 
parents are encouraged to talk about their illness with 
the children by themselves, in order to start a process 
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towards mutual understanding within the family. Follow-
ups after one and six months are recommended, aiming 
at checking up on how the family is doing, possible 
concerns for the children and reminding about 
protective factors for the children. 
 
The aim of the present study was to explore children’s 
experiences of the FI and what it meant for them to 
participate, and also to explore parents’ perspective on 
how the FI was for their children.  
 
Three categories were identified: ‘Increased knowledge 
and more open communication about parental illness’, 
‘Children’s sense of relief’ and ‘Stronger as parent. 
 
Increased knowledge and more open communication 
about parental illness:  
Children spoke of having gained more knowledge about 
their parent’s illness, its symptoms and treatment and 
how the parent felt for the moment. For some children it 
was important to get to know that it is an illness and that 
there are many others with the same illness. They 
received the explanations from the parent and also from 
the professionals in the family session, which meant 
that they were able to better understand the parent and 
the whole situation. 
 
Family members had started to talk more and in a 
different way with each other and it became easier to 
talk about several things, not only about the illness.  
 
The children perceived more openness in the family. 
Because of more knowledge, understanding and talking 
within the families, sense of closeness to each other 
increased.  
Some parents stated that it was a great relief that the 
children now knew about their therapy or medication. 
 
Children asked more questions and parents perceived it 
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as being easier to ask their children about different 
things. Both parents of two children said that they had 
been able to talk about things that were more intimate, 
which had brought them closer to each other in the 
family. According to parents, some children had started 
to talk about the illness to a person outside the family 
(more openness), for example to a teacher or a 
grandmother. 
 
Children’s sense of relief:  
Children described a sense of relief and release from 
worry for the parents’ illness.  Some children perceived 
a major change quite quickly after the FI. One child 
even described it to happen directly after the family 
session. Because of better understanding the children 
experienced fewer worries about the parent, they were 
less scared that something would happen to the parent 
which made them able to think more about other things 
 
Some children said that they could stop to watch the 
parent because of better understanding, for example 
knowledge that the symptoms were not life threatening. 
It made it possible for them to spend more time together 
with their friends. Practical arrangements could also 
contribute to more freedom for the children. For 
example, the professionals arranged help at home for 
the family, which released the children from excessive 
responsibility for cleaning and washing. One 16-year-
old boy did not experience any change for his own well-
being but he thought that his younger siblings (who 
were not interviewed) had benefitted from the FI. 
 
Stronger as parent:  
This category comprises the parents’ statements about 
how they experienced themselves as parents after the 
FI. Parents spoke of being released from a bad 
conscience and feelings of guilt and shame were 
reduced, which also resulted in more openness about 
the illness outside the family. The parents also stated 
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that they had been strengthened, and had matured and 
grown as parents, being able to enjoy and relax more in 
relation to their children. They had gained more self-
confidence.  

32. Punamaki, 
Paavonen, 
Toikka & 
Solantaus 
2013 

Finland 109 families 
(including 
145 
children) 

Adult 
mental 
health 

Randomised 
controlled trial 

Comparison of the 
‘family talk 
intervention’ (FTI, a 
whole family 
approach enhancing 
communication and 
child resilience, 
Beardslee et al., 
1997) and the ‘let’s 
talk about the 
children’ (LTC, a 
parent-only psycho-
educational 
approach 
(Solantaus et al., 
2010) 

Chi-square 
and 
independen
t t-tests for 
the 
background 
and 
diagnostic 
variables 
and path 
analyses 
(structural 
equation 
modelling) 
to test the 
hypotnesis  

This was an RCT comparing FTI and LTC. FTI was 
carried out in six sessions and the LTC in one or two 
sessions. The aim was to examine the relative 
effectiveness of preventive interventions in increasing 
positive cognitive attributions and reducing negative 
cognitive attributions in children of depressed parents. 
 
The outcome measures were children’s reported 
cognitive attributions (CASQ-R Children’s Attributional 
Style Questionnaire-Revised), depression (Child 
Depression Inventory/Beck Depression Inventory) and 
emotional symptoms (Strengths and Difficulties 
Questionnaire). Mothers were asked to report their 
children’s emotional symptoms (also using the SDQ) at 
baseline and 10 and 18 month follow-up. 
 
They found no beneficial attribution changes in the FTI 
group across the follow-up. They did however find that 
positive cognitive appraisals increased in the LTC 
group. Especially from the 10 to 18 month follow-up. 
They concluded that their findings suggest a short 
preventive intervention can enhance beneficial cognitive 
processes in high-risk families in routine adult 
psychiatric care.   

33. Schaeffer,  
Cupit 
Swenson,  
Hontoria 
Tuerk &  
Henggeler 
2013 

USA  43 (25 
MST-BSF 
and 18 
comparison
) mother-
youth 
dyads) 

Family’s 
where a 
Parents 
has a 
substanc
e abuse 
issue  
and a 
record of 
childhood 
maltreat

Quasi-
experimental 
designs 

MST-Building 
Stronger Families 
program 

Correlation  
Regression 

This is a review of the pilot study Multi-systemic 
Therapy-Building Stronger Families (MST-BSF), an 
integrated treatment model designed to 
comprehensively address co-occurring parental 
substance abuse and child maltreatment among 
families involved in the child welfare system and to 
overcome barriers to service access and treatment 
coordination for this population.  
 
MST–BSF model represents an integration of MST-
CAN and RBT whereby a homebased model of service 
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ment 
involving 
the child 
in past 
180 days   

delivery is used to overcome barriers to service access 
and promote generalization of treatment gains.  MST-
BSF is designed to eliminate parental substance 
misuse, prevent child abuse and neglect, improve child 
and parent mental health and increase natural social 
supports. It offers intensive home-based clinical 
services that include substance abuse treatment, 
trauma treatments, education about parent 
management practices, family communication and 
problem-solving skills and case management.  
 
25 families family undertaking MST –BSF where 
comparted to 18 families undergoing Comprehensive 
Community Treatment.  
 
Paired-samples t tests examine change over the course 
of treatment for parents and youth receiving MST-BSF.  
Mothers showed significant reductions in alcohol use, 
drug use, and depressive symptoms, with effect sizes in 
the medium to large range. Youth participants showed a 
significant decrease in anxiety symptoms with a 
medium effect size. Mothers reported significant 
reductions in their use of nonviolent discipline and 
psychological aggression, with medium and large sizes, 
respectively. 
 
Regarding substantiated re-abuse by the mother of any 
child and controlling for covariates, mothers who 
received CCT were 3.10 times more likely to have 
another substantiated report within 24 months than 
were MST-BSF mothers, OR = 5.01. Mothers who 
received CCT also had significantly more substantiated 
and unsubstantiated (alleged) maltreatment reports in 
this period than did MST-BSF parents, with large and 
medium (i.e., d > .80 and d > .50) effect sizes, 
respectively.  
 
Although the difference between CCT and MST-BSF 
youth on the likelihood of an incident of reabuse (by any 
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caregiver) occurring to them was not significant, CCT 
youth experienced significantly more reabuse incidents 
over 24 months, with a large effect size. Similarly, 
although approximately twice as many youth who 
received CCT were placed out of their homes than 
MST-BSF youth, this difference was not statistically 
significant.  The difference between CCT and MST-BSF 
youth on number of out-of-home placements also was 
not significant. However, youth who received CCT 
spent significantly more days out of their homes than 
did their MST-BSF counterparts, with a small effect 
size. 

34. Suchman, 
Decoste, 
McMahon, 
Rounsaville & 
Mayes 2011 

USA  47 Mothers  47 
mothers 
who were 
enrolled 
in 
outpatient 
substanc
e-abuse 
treatment 
and 
caring for 
Children 
between 
birth and 
3 years of 
age.  47 
complete
d 
baseline 
measures 
and were 
randomiz
ed to 12 
individual 
sessions 
(23 MTP, 
24 PE). 

Randomised 
Controlled Trial  

The Mothers and 
Toddlers Program 
(MTP) 

Mean 
comparison
s 

The Mothers and Toddlers Program (MTP) is a 12-
session, weekly individual parenting therapy that aims 
to enhance maternal capacity for reflective functioning 
and soften harsh and distorted mental representations 
of parenting 
 
47 mothers who were enrolled in outpatient substance-
abuse treatment and caring for children between birth 
and 3 years of age were randomized to the MTP versus 
the Parent Education Program (PE), a comparison 
intervention that provided individual case management 
and developmental guidance. At the end of treatment, 
mothers in the MTP condition demonstrated better 
reflective functioning, representation quality and 
caregiving behaviour than did mothers in the PE 
condition. 
 
Based on the MTP intervention model, child behavior 
was considered a tertiary outcome that was expected to 
change in conjunction with improvements in maternal 
caregiving behavior. At the end of 12 sessions, children 
of MTP mothers were communicating more frequently 
with their mothers (e.g., expressing cues more clearly 
and making bids to engage their mothers) than were 
children of PE mothers, and this trend was continuing at 
the 6- week follow up. 
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35. Templeton 
2012 

Northern 
Ireland 

13 
practitioners 
and 23 
young 
people 

Professio
nals 
working 
with 
young 
people 
whose 
parents 
have a 
mental 
health / 
substanc
e abuse 
issue 

Qualitative 
interviews 

Steps to Cope Thematic 
analysis 

The aim of the project was to assess the potential of the 
5-Step Method for use with young people, aged 14-18 
years old, living with parental substance misuse and/or 
parental mental health problems. This method follows a 
stress and coping approach and is a guide for 
professionals in working with young people who parents 
have a mental health or substance misuse problem.  
 
At the heart of Steps to Cope is the workbook to guide 
professionals’ work with young people, and which 
young people can themselves complete and refer to if 
they wish. 
The steps include:  
Step 1: What is living with this like for me? 
Step 2: Information about addiction and mental health 
problems. It helps to know what you’re up against 
Step 3: Coping with addiction or mental health problems 
in your family 
Step 4: Using support 
Step 5: Further help 
Despite the core structure to the intervention, there is 
flexibility in its delivery to account for things such as 
individual need, and the number, length and frequency 
of intervention sessions needed. 
 
Overall, the feedback on the workbook was very 
positive. In summary, both practitioners and young 
people thought that the workbook was relevant, well laid 
out, and that the workbook and the steps were easy to 
follow. There were a small number of comments from 
some young people that they valued the opportunity to 
think about issues and write things down in the 
workbook; for some this seemed easier than having to 
talk about things. The information contained within the 
workbook was relevant and useful, with some 
comments highlighting that young people valued 
reading about the experiences of other young people. 
 
Step 1:  
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Step 1 seemed to give young people the opportunity to 
talk about the problems they were living with and how 
this affected them and their family. The practitioners 
pointed out that, for many of the young people they 
worked with, this was the first time they had been asked 
about the parental substance misuse and/or parental 
mental health problems that they lived with, and the first 
time they had been given the opportunity to talk about it 
in this way. The workbook gave young people the 
chance to think about what it was like to live with these 
problems, what they found stressful and how things 
affected different parts of their lives. Some of the main 
issues affecting the young people were loneliness, 
worry, caring for siblings, impact on sleep, impact 
through negative parenting, impact on school 
attendance and work, living with grandparents and 
contact issues with parent(s).  
 
How Step 1 helped 

Some young people had not had the opportunity before 
to talk about the problems and it seemed to bring relief 
and an opportunity to recognise that what they were 
living with was something very tangible and could have 
a name attached to it. Beyond this, Step 1 seemed to 
help the young people make connections between their 
feelings and their experiences.  
 
Step 2: 
Step 2 gave the young people the opportunity to learn 
more about drug and alcohol or mental health 
problems. Many of the young people seemed to gain a 
lot from this part of the work, with the learning 
facilitating an increased understanding of their 
parent(s).One practitioner described how this step 
helped the young person understand more about her 
mother’s alcohol treatment. The young person thought 
that because her mum was getting treatment that she 
would stop drinking; she didn’t understand why this was 
not the so it was helpful to understand why her mum 
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was on a reduction regime and why this was more 
appropriate for her. The practitioners added that this 
answered a lot of questions for her, answers that she 
had not got from other people.  
 
Significantly, an important outcome from this aspect of 
the work was that several of the young people reached 
a greater understanding that their parent’s problems 
were not their fault. Another area where the young 
people gained more understanding was in terms of 
making connections between the problems and the 
impact on their own health. Two practitioners indicated 
that the young people appeared to be more able to link 
their sleeping problems to what was going on at home. 
A practitioner said that something like Steps to Cope 
can be helpful for young people to help them think 
about how their own drinking might impact upon other 
people 
 
For one young person the Steps to Cope work was 
followed by an additional piece of work which 
concentrated on their own mental health issues and led 
to engagement with a community mental health team. 
As previously indicated some of the practitioners 
indicated that they would find it helpful to have a bit 
more information about mental health problems in the 
workbook, even if this was to signpost to other 
resources which could be used to supplement this 
aspect of the work. 
 
Step 3:  
Step 3: Coping with addiction or mental health problems 
Young people used a range of strategies. Avoiding the 
situation, switching off, being unemotional and 
indifferent, or being too afraid to do anything were 
common. Four young people said that they were fearful 
of the future while three said that they sometimes 
blamed themselves for what had happened. The data 
suggest that the young people found it helpful to 
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consider the various ways in which they coped, and 
then to consider what worked or did not work for them 
and what they might want to do differently.  
 
One young person thought that all the work should 
focus on coping with parental substance misuse as this 
was the only area where she experienced problems. A 
practitioner explained the importance of supporting 
young people to understand what they are living with 
and how to cope, as opposed to considering how they 
might tackle the problem itself. Thinking about coping 
appeared to lead to several young people making 
changes to the coping strategies that they used A small 
number of professionals suggested that supporting a 
young person to consider their safety, for example while 
at home or in the context of contact with their parent(s) 
or in caring roles which they may adopt in the family, is 
an important component of this part of the work. 
 
Step 4: Using support 
Step 4 helped young people to think about support and 
who is there that the young person can turn to for help.   
One of the exercises in the workbook guided young 
people to draw a support network to help them think 
about who is in their lives to support them and how they 
could improve the support available to them. Many of 
the young people indicated that they found this aspect 
of the intervention very helpful. Some appeared to find it 
helpful to realise, more than they had before, that there 
were people out there who they could turn to. This 
seemed to facilitate some of the young people feeling 
less alone with their problems. 
 
Step 5: Further help and achieving goals 
The final step of the intervention provided an 
opportunity for the practitioners and young people to 
review the work which had been done, to consider 
whether there were any additional needs and what 
further support might be helpful. Some practitioners and 
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young people did not feel that they needed any further 
help, but the door was left open for the young person to 
come back to them if they needed to.  
 
Other benefits from the work 
For three young people the work which was completed 
facilitated changes in the wider family, in particular with 
regard to the relationship between parent and young 
person and the problematic alcohol use of the parent. 
One practitioner, who was also working with the parent, 
facilitated a family session to support the young person 
talk to the parent about the Steps to Cope work. 

36. van 
Doesum, 
K.T.M., 
Riksen-
Walraven, 
J.M., Hosman. 
C.M.H and 
Hoefnagels, 
C. (2008) 

Netherlan
ds 

Experiment
al group (n 
= 35) and 
control 
group (n = 
36) 

Parent-
focused. 
Participa
nts were 
mother 
with 
depressio
n and a 
baby of 
up to 12 
months. 
They 
were 
referred 
by their 
local 
therapists 
or 
responde
d to 
appeals 
in media 

RCT -  
assessments 
pre, post, and 
follow-up after 6 
months 
 
Video and 
scales – Quality 
of mother-infant 
interaction, child 
attachment 
security, infant 
socioemotional 
functioning, 
depression and 
co-morbidity, 
stressful life 
events and long-
term difficulties 

8-10 home visits to 
provide a mother-
baby interaction 
intervention. 
 
 

General 
linear 
model 
(GLM) with 
repeated 
measures 
(significanc
e level p < 
.05). 
Independen
t-samples t 
tests were 
used to 
compare 
the average 
infant 
attachment 
security 
and 
socioemo 
tional 
functioning 
in the 
experiment
al and 
control 
groups 

The Mother-baby intervention involved one of 14 home 
visitors (qualified prevention specialists) affiliated with 
one of the regional Community Mental Health Centers 
visiting the depressed mothers and their infants at 
home, where they recorded mother-child interaction on 
videotape, usually involving the mother bathing her 
baby. 
 
A multidisciplinary team consisting of specialists in 
infant mental health care and adult psychopathology 
associated with the home visitor's treatment center 
subsequently analyzed the videotape, focusing on the 
mother's sensitivity to her infant's signals and needs. 
 
Video-feedback and modelling, cognitive restructuring, 
practical pedagogical support and/or baby massage. 
 
Those in the control group received three telephone 
calls, each lasting a maximum of 15 min, by one of the 
eight child therapists, which focused on general 
information about parenting. 
 
The intervention had positive effects on the quality of 
mother - infant interaction. Infants in the experimental 
group had higher scores for attachment security and for 
one aspect of socioemotional functioning, namely, 
competence. The intervention proved successful in 
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(significanc
e level p < 
.05). 

preventing deterioration of the quality of mother - child 
interaction. 

37. Van der 
Ham, Berry, 
Hoehn & 
Fraser, 2013 

Australia 21 women Twenty-
one 
women 
receiving 
treatment 
for 
perinatal 
mental 
illness 
Mothers 
and their 
babies 
were 
recruited 
through 
existing 
referral 
pathways 
to adult 
mental 
health, 
infant 
mental 
health 
and 
communit
y child 
health 
services 

Cohort Design  
pre-post survey 

Psycho-education 
and therapeutic 
interventions 

T-tests The aim of the program was to provide treatment and 
early intervention to improve maternal mental health 
and emotional well-being, and optimise parent-infant 
relationships. Clinicians from adult mental health, infant 
mental health and community child health services 
delivered the interventions one day a week for six 
weeks.  
 
Taken together, the interventions contributed to positive 
outcomes for participating mothers and their families 
through significant improvement in mental health and 
emotional well-being, enabling mothers to respond 
appropriately to infant cues for love and attention 
 
Clinicians and referring agencies were interviewed at 
the conclusion of the program to evaluate the program 
more thoroughly. Twelve clinicians provided feedback. 
Professional networks appeared to be strengthened. In 
particular, clinicians indicated that they developed a 
deeper appreciation of each other’s roles working with 
mothers and infants. 

38. Van der 
Zanden, 
Speetjens,   
Arntz &  
Onrust 2010 

Netherlan
ds 

48 parents 
with mental 
illness 

48 
parents 
with 
mental 
illness 
who 
enrolled 

Cohort Design  
pre-post survey 

KopOpOuders (Chin 
Up, Parents) 
delivered via the 
Internet 

T-tests Children of parents with mental illness (COPMI) are at 
greater risk of developing mental disorders themselves. 
Since impaired parenting skills appear to be a crucial 
factor, we developed a facilitated 8-session 
preventative group course called KopOpOuders (Chin 
Up, Parents) delivered via the Internet to Dutch parents 
with psychiatric problems. The goal was to promote 
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on the 
KopOpO
uders 
program
me 

children’s well-being by strengthening children’s 
protective factors via their parents. To reach parents at 
an early stage of their parenting difficulties, the course 
is easily accessible online. The course is delivered in a 
secure chat room, and participation is anonymous. 
 
The KopOpOuders course is based on three mutually 
supportive principles. First, it facilitates the parents’ 
learning potential by highlighting and addressing their 
shame and guilt about their illness. Second, it teaches 
some general principles of parenting as well as more 
specific skills needed in the unique situation in which 
the parents and children find themselves. Third, the 
participants practice and consolidate this knowledge. 
Chat sessions, videos, and home exercises are 
provided to support participants as they put into practice 
parenting skills such as talking to children about 
psychological or addiction problems, listening to 
children, and setting limits. Consolidating the 
knowledge is facilitated by having participants record 
what they learn in a “plan of action” and fill in a 
“parenting atmosphere meter” every day. The online 
course consisted of eight 90-minute weekly sessions in 
a secured chat room facilitated by one or two trained 
health promotion workers four Dutch mental health 
organizations.  
 
Significant improvements were found on Parenting skills 
and over reactivity subscales and on the Feelings of 
Incompetence and Competence subscales.  
Parental reports indicated some trends in effects on 
their children’s behavior. Hyperactivity and total 
problems declined but not significantly.  No significant 
effects were found for emotional problems. 
 
Most parents indicated that the intervention had met 
their expectations well. The best-met expectation was 
“learning to deal better with feelings of shame, guilt, and 
incompetence, followed by “finding sympathy and 
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recognition by sharing experiences. Satisfaction with 
the course facilitators was high of parents found 
facilitators involved and supportive. A large majority of 
parents, considered the online intervention a better way 
to receive professional help than a face-to-face 
intervention. 

39. Wansink, 
Janssens, 
Hoencamp, 
Middelkoop & 
Hosman 2015 

Netherlan
ds 

99 parents 
with mental 
health 
problems 
(49 PBCM, 
50 Control 
Group) 

Outpatien
ts of a 
communit
y mental 
health 
center 

Randomised 
Controlled Trial 

Preventive Basic 
Care Management 
(PBCM) program, 

Repeated 
Measures 
Analysis of 
Variance 

The aim of this study was to assess if coordination 
between services, as developed in the Preventive Basic 
Care Management 
(PBCM) program, improve parenting and prevent child 
behavioural problems. 
 
The PBCM program aims to improve parenting by 
organizing and coordinating psychiatric and preventive 
services for families, tailored to their assessed needs. 
Using a family-focused strength-oriented rehabilitation 
model, its focus is on strengthening positive parenting 
and providing community and network support.  
The study was a randomized controlled clinical trial 
comparing parenting and child behavioural problems of 
participants of PBCM and a control group at baseline 
and at 9 and 18 months of follow-up. 
 
Intervention = Using a family-focused strength-oriented 
rehabilitation model, its focus is on strengthening 
positive parenting and providing community and 
network support. PBCM is based on the broker model 
of case management, with five core elements: 
enrolment, assessment, designing an integrated 
preventive plan for tailored care, linking families to 
services/coordinating services, and evaluation. Each 
family has a personal PBCM coordinator. PBCM 
coordinates and evaluates goals and arrangements in 
regular meetings with parents and services. In between, 
they contact the family and services by telephone and 
mail to monitor the process. The mean duration of a 
PBCM intervention is 18 months. 
 
In the total group of 99 families, the primary patient was 
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the mother in 87 families and the father in four families, 
while in eight families both father and mother were 
patients (see Table 
1). Most of the families (46%) were single parent 
families. The most common diagnoses were depression 
(39%), PTSD (15%), and an anxiety disorder (13%; 
data not shown). 
 
Using an intention-to-treat procedure, we found 
evidence that PBCM has a statistically significant 
positive effect on parenting skills. We did not find 
significant effects on improving the quality of parenting, 
or the frequency and intensity of parenting stress, 
though findings suggest trends toward improved 
parenting quality and reduced frequency of parenting 
stress.  No effects in primary-school aged undiagnosed 
children regarding the prevention of child behavioural 
problems were noted. 

40. Wolpert, 
Hoffman, 
Martin, Fagin 
& Cooklin 
2015 

UK 5 Parents, 6 
young 
people, 9 
previous 
service 
users 

5 
Parents, 
6 young 
people 
currently 
participati
ng in the 
program
me and 9 
previous 
program
me  users 
Parents 
had a 
mental 
health 
diagnose
s 

Qualitative 
Interviews 

Kidstime 
programme 
(psychoeducational 
programme)   

Thematic 
Analysis 

The overall purpose of Kidstime is to reduce the 
likelihood of children of parents with mental illnesses 
developing emotional difficulties later on in life.   
 
The programme is an interactive programme of monthly 
‘Kidstime workshops’ which consists of a series of 
innovative psycho-educational workshops which involve 
dramatizations of stories constructed by the children, 
which are often filmed, and parents’ groups, as well as 
joint seminars and review sessions. Kidstime attempts 
to address the particular needs of children and young 
people who have parents with mental illnesses, by 
bringing them together, along with their parents, around 
the issue of mental health.   
 
Five themes emerged from the qualitative analysis: 
 
1. Initial engagement 
For all parents interviewed (both past and current 
attendees) the decision to attend Kidstime for the first 
time was an anxious experience.  Several of the 
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parents talked of having a sense of guilt over the 
burden their illness can place on their children in terms 
of them having to worry about their parent, the stigma 
and the bullying they may have to endure. A few also 
reported the distressing concern that because of having 
a mental illness their children may be at increased risk 
of developing a mental illness themselves. In addition to 
managing parental responsibilities with their mental 
illness, several parents also reported going through 
additional stressful life experiences such as divorce, 
separation, loss of job, or loss of economic stability as a 
consequence of their illness, which may also adversely 
impact on the children. It was this guilt and this concern 
that seemed to be a key decision behind a family taking 
the first step and accepting a referral offer to join 
Kidstime. 
 
Children did not report being the main decision maker 
about attending Kidstime.  Generally they came after 
parental decision, and were more likely than parents to 
report general shyness and worry related to fear of the 
unknown and not knowing what to expect. 
 
2. Sharing experience 
Parents (both current and past attendees) commonly 
reported trying not to discuss their illness with their 
children at home for fear of overwhelming them, or 
through fear of eliciting responses or questions they 
may feel unable to manage or answer. For most, one of 
the most useful aspects of the workshops was that they 
provided a safe environment for parents and children to 
discuss issues and problems in non-threatening, non-
judgmental surroundings allowing both parents and 
their children to share experiences and feelings with 
each other that may be too uncomfortable to discuss 
one to one in the home. Parents reported that the 
workshops helped them to put their experiences and 
feelings into context by enabling the families to share in 
and listen to the experiences of other families in a 
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similar situation. 
 
Child experience. Sharing and meeting with other 
families was reported to help reduce the sense of 
isolation the children otherwise reported feeling. Current 
attendees focused in particular on being able to share 
problems 
 
3. Learning about mental health 

Parents currently attending highlighted the psycho-
education aspects as combining with the sharing of 
experience to reduce anxiety. Past parent attendees 
commented on the way the learning had stayed with 
them and helped them manage subsequent episodes 
and discuss issues with their children. 
Child experience. Young people currently attending 
reported valuing the opportunity to learn about mental 
illness in an accessible way and better understand their 
parent’s mental illness.  
 
4. Opportunity to have fun 
Whilst past and current parents stressed the learning 
and opportunity to share discussed above, current 
attendees also commented on the importance for their 
children to have fun at the workshops. 
 
5. Impact on family relationships 
Parents current and past commented on the way 
attendance led to more open conversations, although 
these were still acknowledged to be difficult and 
infrequent. 
 
Child experience. Children current and past commented 
on the impact of the workshops on facilitating 
discussion of topics that were not openly discussed 
elsewhere and reducing some of the strain and tension 
borne out of misunderstanding or misinterpretation that 
may negatively impact on the parent–child relationship. 
This seems to be particularly effective in helping 
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children and young people to understand their parents’ 
behaviour, though it was noted by a number of children 
that actual discussion at home was no greater after the 
workshops. 
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