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ABSTRACT 

Family experience of parental mental illness in Northern Ireland: A social 

phenomenological study by Emma L. Loudon 

Parental Mental Illness (PMI) is a global public health issue. While research to 

date has provided much insight into the needs and experiences of parents with 

mental illness there continues to be less experiential evidence gathered from 

other family members, internationally and locally in Northern Ireland (NI). 

Further to this there has been a gap in the research including whole families, 

using a relational based theoretical framework. Partly this gap reflects the 

complexity of investigating multiple perspectives and the lack of a clear guiding 

theoretical framework for this area. This was addressed with the development 

of an integrated conceptual framework - ‘The Family Knot’ incorporating 

epistemological, methodological, and analytical theories guiding the design, 

development and data analysis. The framework drew strongly on social 

phenomenology and family systems theory while also being informed by 

feminist and attachment theory. Twenty-eight semi structured interviews were 

carried out with members of families affected by PMI, including interviews with 

ten children and six partners. A thematic analysis of the data resulted in four 

overarching themes; Transgenerational Impact of Adversity; Living with 

Instability; Impact of PMI on Parenting Capacity and Support seeking and 

service use. Significant insights were gained including the impact of ‘the 

Troubles’ on the parents and their mental health as well as the transgenerational 

impact on children in the sample. The analysis revealed that families lived with 

and attempted to manage the instability caused by PMI and that sometimes the 

strategies used maintained dysfunction. The Family Knot also revealed that 

reduced parenting capacity resulted in the unmet needs of children, leading to 

behavioural problems which in turn impacted the wellbeing of the parent. 

Finally, there was highly valuable insight gained from this sample regarding 

support seeking and service use, revealing a great deal of ambivalence where 

families wished for effective and timely support but were deeply distrustful of 

existing services. This thesis culminated in a discussion about how these 

findings could be applied to improve services for families including the 

importance of recognizing the parenting role, not only as a matter of fact but as 

a source of recovery and increased wellbeing for all family members.  
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CHAPTER 1 

INTRODUCTION 

This research study sought to explore the whole family experience of Parental 

Mental Illness (PMI) using an integrated theoretical framework which utilised 

elements from social phenomenology, family systems theory and feminist 

theory. Previous research in this area has frequently taken an individual 

approach focused on the unwell parent, and less often children, and with few 

exceptions, neglecting the experience of other family members (Ahlstrom et al., 

2010; Ballal et al., 2018; Price-Robertson, et al., 2015; SCIE, 2011).  There has 

been even less research that has taken an integrative approach and sought the 

experience of the whole family affected by mental illness (MI) (Afzelius et al., 

2017; Ahlstrom et al., 2009; Maybery et al., 2005) and yet families are crucial 

to understanding the experience of PMI, and for outcomes and recovery (Bland 

and Foster, 2012). Given the drive towards whole family ways of working 

(Donaghy, 2015; SCIE, 2011) it is of particular importance to explore the 

experiences of all family members and especially those whose voices have 

received less attention. Therefore, the aim of this research was to contribute to 

the current knowledge base regarding the experiences of living with PMI by 

exploring the views, needs and experiences of all family members and with 

considering the family systemically and in relation to the wider societal context. 

This research gathered this experiential data in the context of Northern Ireland 

(NI) providing much needed insight into the needs of families affected by PMI. 

Northern Ireland, while part of the United Kingdom (UK) has a wholly devolved 

Health and Social Care Service, and how life is experienced by its citizens needs 

to be understood in relation to the social and political context presently and in 

the past. Factors that will be addressed in this and subsequent chapters. 
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Research into PMI is a growing and developing field. It is an area which has 

received increased attention over the past number of decades as there is 

mounting evidence that statutory services (e.g. mental health clinicians such as 

psychiatrists, Community Psychiatric Nurses and psychologists, social workers 

and medical professionals such as GPs) are not sufficiently engaging with and 

meeting the needs of all family members (Donaghy, 2015; Falkov, 2012; Grant 

et al., 2018 and 2021; Reupert and Maybery, 2007 and 2015; SCIE, 2011). This 

chapter will further address this background to the current study. Firstly, though 

a definition of parenting and family. Then a discussion of what is known 

regarding the prevalence of MI and then specifically PMI. Following this, the 

potential risks of PMI for children’s wellbeing and family life are outlined.  The 

background surrounding practice recommendations globally, nationally, and 

locally will be addressed along with the specifics of the NI context. The chapter 

concludes with an overview of the thesis.  

 

Defining parenting and family 

The parenting role is commonly understood as one whose function is the 

caretaking of children (Jones, 2010). While in the past this might have been 

most commonly thought to have been undertaken by only the biological parents, 

families have changed over time and increasingly non-biological parents, for 

example adoptive and step-parents, care for children. The changing shape of 

family includes an increase in single parent families, female headed households, 

and smaller sized families (Waldfogel et al., 2010). Parenting has also changed 

over time and grown in sophistication as the attitude towards children and 

childhood has shifted and children’s rights have been increasingly recognised 

(Cunningham, 2014). This has meant developing a greater understanding of the 

act of parenting, the processes involved, and the importance of the role to 

society. Hoghughi (1998, p.1545) for example emphasized the significance of 
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parenting to public health and described it as the single largest variable 

associated with ‘childhood illness, and accidents; teenage pregnancy and 

substance misuse; truancy, school disruption, and underachievement; child 

abuse; unemployability; juvenile crime; and mental illness.’  

Jones (2010) presents the core components of parenting as: (a) basic care, (b) 

safety and protection, (c) emotional care and stimulation and (d) providing 

behavioural boundaries and stability. Parenting must of course be understood 

with reference to attachment which if developed securely lays the foundation 

for the child’s emotional wellbeing and future relationships, conversely insecure 

attachment effects emotional regulation that can lead to for example anxiety 

(Bowlby, 1958). Furthermore, the parent child relationship is the foundation on 

which boundaries can be set and maintained. One way to understand this 

dynamic is with reference to parenting styles, which are divided into four types, 

authoritarian, authoritative, permissive and neglectful (Baumrind, 1991). Each 

parenting style is understood as being either high or low in demandingness and 

responsiveness with authoritarian being high in demandingness and low in 

responsiveness and permissive being the opposite. Optimum parenting is high 

in both demandingness and responsiveness and is characterised by the 

authoritative parenting style. PMI can disrupt both responsiveness and 

demandingness due to the focus of the individual being taken over by the 

psychological distress they are experiencing.  

Families and indeed parenting are social constructs which serve a function for 

society, e.g. the socialization of children. However, they are not homogenous 

across time, place and culture and increasingly traditional western definitions of 

the family have been rejected as no longer representative. The understanding of 

this thesis in general terms is that a family is defined by those who are in it, and 

this would include nuclear families, single parent, blended and stepfamilies, 

adoptive families, kinship families, extended families and childless households.  
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However, for the purposes of our research focus regarding parental mental 

illness we were interested in families with children. Again, with regard to our 

understanding of parenting for recruitment; anyone acting in a parenting role 

including biological, adoptive, stepparents or kinship guardians would have 

been accepted as participants. 

Families, as small social groups, provide for their members, belonging, 

resources, sharing of responsibilities and maintenance of the members 

wellbeing through love. However, families don’t always function well, and 

functional relationships can easily turn into damaged relationships, as Cheal 

(2002 p.8) noted in dramatic terms, ‘we have to face the paradox that families 

are contexts of love and nurturance, but they are also contexts of violence and 

murder.’ We can further critically evaluate the family with the aid of feminist 

thinkers who have argued that the family does not function equally for all its 

members and indeed that it has been used as a mechanism to disempower 

women (Fox, 2015). Historically, the nuclear family (usually thought of as a 

heterosexual, two parent, child producing unit) has been promoted by 

conservative and right-wing positions and this has held back the progress of 

women’s equality and the rights and freedoms of the LGBTQ+ community. 

This thesis explores situations when families become dysfunctional as a result 

of an illness in one member impacting on the rest of the family unit. Thinking 

systematically is central to this research and the view of the family as 

comprising interconnected and interactive relationships that are continually 

negotiating for position and attention and are subject to internal and external 

stressors (Brofenbrenner, 2005). Family systems theory emphasizes that 

individuals cannot be understood in isolation from each other and therefore the 

PMI must be understood with reference to the family context and relationships 

(Broderick, 1993). Families also must be understood within the larger social 

system and how these two systems interact including the impact of social norms 



 

5 
 

and expectations of age, gender and role allocation that have often perpetuated 

inequalities (James and Robert, 2017). This interaction between the micro 

system of the family and the macro system of society is also noted by the family 

model discussed later in this chapter (Falkov, 2012). 

Therefore, we acknowledge that parenting and family are complex issues that 

when disrupted can impact on the wellbeing of individuals, outcomes for 

children and the functioning of society. PMI is one of the most significant 

mechanisms by with these functions can be disrupted. This next section 

examines the prevalence of Mental Illness (MI) in the general population before 

specifically looking at prevalence among parents. 

 

Prevalence of Mental Illness  

Mental illnesses are health disorders characterised by a disruption to thinking, 

mood or behaviour (or a combination of these) such that an individual 

experiences distress or impaired functioning (Goldman and Grob, 2006). For 

the purposes of this study MI refers to common mental health problems such as 

depression, anxiety, bipolar and schizoaffective disorders. This is discussed 

with regard to recruitment in Chapter 4, which outlines the methodological 

process. Decisions regarding safety and ethics prompted the use of the NICE 

guidelines on mild, moderate, and severe mental health diagnoses. For this 

research we were limited to recruitment of those with mild and moderate 

diagnoses of common mental health problems. 

Mental health problems are an ongoing public health concern internationally, 

nationally, and locally. Figures relating to prevalence of mental ill health can be 

inexact due to factors such as underreporting and differences in recording 

methods. However, some estimates suggest that over two thirds of people will 

experience a mental health problem at some point in their lives (Mental Health 

Foundation, 2017). According to data collected within the last decade, 
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worldwide, the rate of mental illness is thought to be around 10% of the 

population; this varies widely between countries with, for example, the UK at 

14.5%, Ireland at 15.6% and the United States at 17.3% of the adult population 

(Mental Health Foundation, 2017). The most recent Adult Psychiatric 

Morbidity Survey carried out in England revealed that 1 in 6 people reported 

having a common mental health disorder in the last week (i.e. depression or 

anxiety), and almost 50% of those surveyed reported symptoms of a mental 

health disorder at some point in their lifetime (McManus et al., 2016).  

Northern Ireland is known to have a 25% higher overall prevalence of mental 

health problems than England (Department of Health, Social Services and 

Public Safety, 2014). A 2013 study into prevalence in NI estimated a rate of 

23.1% of the population and also provided figures per disorder, with estimates 

of anxiety at 14.6%, mood at 9.6%, impulse control 3.4%, and substance misuse 

3.5% in the last 12-month period (Bunting et al., 2013). Other studies have 

examined prescribing trends in NI which indicate a significantly higher level of 

depression than the rest of the UK, with spending on antidepressants at a rate of 

£1.71 per head compared with £0.41 in Scotland and £0.26 in Wales (Donnelly, 

2014). This prescribing rate was twice as high in the most deprived areas than 

the least (Information analysis directorate, 2015). However, the Department of 

Health and the NI Executive have made continuous efforts to address the 

continuing high rates of MI with a range of policy and practice guidelines 

including the recent appointment of a mental health champion and renewed 

commitments to strategic planning (Betts and Thompson, 2017). This 

information should be understood with respect to the political and social context 

of Northern Ireland, and this will be discussed in a later section. 

 

about:blankMental%20Health%20Foundation,%202017
about:blankMcManus%20et%20al,%202016
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Prevalence of Parental Mental illness  

Mental health problems can occur at any time over the life course, including 

while parenting, a stage that can span several decades. Parenting can be a time 

of increased stress, and pregnancy and birth can be a trigger for mental health 

problems such as perinatal depression, anxiety, and Post Traumatic Stress 

Disorder (PTSD) (Howard et al., 2014). While the figures specifically relating 

to parenting with MI suffer from the same difficulties as the more general 

figures, an added problem has been that historically mental health patients were 

not routinely asked about their parenting status (Falcov, 2012; Goodyear et al., 

2017; SCIE, 2011; Thompson and Fudge, 2005). However, as the significance 

of PMI has been recognised there have been increasing attempts to estimate 

prevalence. For example, some international figures suggest that up to 20% of 

children live with a parent experiencing MI (Reupert et al., 2013). The Royal 

College of Psychiatrists states that 68% of women and 57% of men with mental 

health problems are parents (2016). Recently published research in the form of 

a national retrospective cohort study of UK children born between 1991 and 

2015 provides some of the best estimates of children exposed to maternal mental 

illness (MMI) and indicates that overall in the UK, the prevalence of MMI 

among these children was 23.2% and that rates differed between the four nations 

of the UK, with NI having the highest rate at 29.8% (Able et al., 2019).  

Rates of mental ill health are consistently reported to be higher among women 

e.g., 20% of women and 16% of men in NI figures (Bell and Scarlett, 2015) 

though discrepancies in reporting are likely. Global figures reflect that there are 

differences which are often specific to particular diagnoses, with some 

suggestions that women are for example twice as likely to suffer from unipolar 

depression than men, though other disorders such as substance misuse and 

antisocial personality disorder are more prevalent in men (WHO, 2020). 

about:blankHoward,%20Piot%20and%20Stein,%202014
about:blankAble%20et%20al%202019
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Therefore, as a reflection of gender discrepancies in the general population, PMI 

might be expected to be reported to be more common in mothers than fathers. 

However, there are factors related to motherhood such as perinatal mental health 

triggers that likely impact the prevalence (Howard et al., 2014; Russell et al., 

2017). Added to this are factors related to father’s willingness to come forward 

with MI difficulties due to the stigma attached (Price-Robertson et al., 2015).  

Recently in NI the Youth Wellbeing and Prevalence survey was conducted and 

results published in 2020 (Bunting et al., 2020). This was the largest scale 

survey of children, young people and family’s wellbeing to be carried out in NI 

and provided data from over 3000 young people and 2800 parents and carers on 

a wide range of issues related to wellbeing and mental health. Their findings 

included the fact that 22% of parents reported a previous diagnosis of any 

mental health disorder, and that in the most deprived areas parents reported 

mental health disorders at a rate of 31.9% of the population, versus only 17.2% 

in the least deprived areas. This research indicated that children whose parents 

were currently experiencing a mental health problem were twice as likely to 

have anxiety or depression themselves (Bunting et al., 2020). This study 

provided comprehensive and up to date information not only on prevalence in 

NI but also on the impact of PMI on outcomes for children and young people. 

 

Northern Ireland and the transgenerational impact of ‘The Troubles’ 

Northern Ireland is a province of the United Kingdom, consisting of six counties 

with a population of approximately 1.9 million. Northern Ireland was 

partitioned, from the rest of the island of Ireland, due to the conflict between 

Irish Nationalists, who were mostly catholic and wanted a united independent 

Ireland and Unionists who were mostly Protestant and wanted Ireland to remain 

part of the United Kingdom. A border was drawn creating a six-county state 

with a two thirds majority Protestant population in 1921. Tensions continued 
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throughout the island of Ireland regarding partition and in NI itself the ongoing 

discrimination against Catholic people by the Unionist government eventually 

erupted in civil rights protests in the 1960s. 

‘The Troubles’ in NI was a period of conflict and violence lasting 30 years, 

beginning in the 1960ss and commonly referred to as ending with the Good 

Friday Agreement in 1997. During this time there was ongoing significant 

violence, and 3254 people were killed. The police forces were highly militarized 

and the British army were deployed into the country. Therefore, heavily armed 

police and army patrols were a fixture on the streets of the cities and towns in 

NI as were checkpoints at the border between NI and the Republic of Ireland. 

Violence and the threat of violence came from the security forces and from 

various paramilitary groups on both sides of the political divide. People existed 

in a climate of experiencing and fearing violence and it is known that this 

impacted on the mental wellbeing of the population (Bell and Scarlett, 2015; 

Cairns and Wilson, 1984; Muldoon and Downes, 2007). Furthermore, this 

exposure to stressful life circumstances created a widespread community trauma 

that caused transgenerational effects (Fitzgerald et al., 2017). This will be 

discussed in further detail in Chapter 5 which discusses the transgenerational 

impact of adversity. 

Impact of PMI on children and families 

It is well established in the literature that there are links between parental mental 

illness and poor outcomes in children (Bee et al, 2014; Gladstone et al., 2011; 

Henshaw et al., 2011; Reupert et al., 2012). The effects of PMI on children may 

be direct, such as the increased risk of developing mental illness in adolescence 

and adulthood (Beardslee et al., 1996; Manning and Gregoire, 2006). Indirect 

effects may include exposure to factors such as socioeconomic deprivation, 

relationship difficulties, domestic abuse and of co-morbidities such as substance 
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abuse. Indeed, mental illness, domestic abuse and substance misuse is referred 

to as a ‘toxic trio’ which increases the risk of significant harm or death of 

children (Brandon, 2009). Children who grow up in more economically 

deprived households and with mothers experiencing mental illness have been 

shown to have poorer educational attainment and participation in education than 

their peers (Hansson et al., 2013). Children living in families experiencing PMI 

are also at greater risk of developing emotional or psychological problems in 

childhood or adolescence and between 10 and 15% of these children will be 

diagnosed with a psychotic condition at some point in their lives (Beardslee et 

al., 2011) 

In cases where children have died or been seriously injured, including in the 

UK, the investigations have found that significant factors in the outcome were 

PMI and poor interagency communication (Duffy et al., 2016). While incidence 

of serious harm or death may be infrequent, children living with PMI may 

experience a range of adversities, which can lead to poorer educational 

attainment than their peers, behavioural and social difficulties, the strain of 

additional caring responsibilities and an increased risk of developing a mental 

illness themselves (Davidson et al., 2012). 

However, the evidence suggests that there is not a linear causal relationship in 

the intergenerational transmission of mental illness (Landstedt and Almquist, 

2019). There is evidence that around a third of children who grow up with a 

parent experiencing mental health difficulties do not experience negative 

outcomes in adulthood (Darlington et al., 2005). Not all families experiencing 

PMI will require intervention from services, and those that do are unlikely to 

universally conform to a particular set of needs or level of risk or respond to a 

single type of intervention. 

PMI can also affect other adult family members. Existing research has shown 

that the caring responsibilities often fall to the partner or spouse of the unwell 

about:blankDuffy,%20Davidson%20and%20Kavanagh,%202016
about:blankDavidson%20et%20al.,%202012
about:blankDarlington,%20Feeney,%20and%20Rixon,%202005
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parent and that two parent families experienced fewer negative effects from the 

PMI than single parent families illustrating the importance of this supportive 

role to the wellbeing of the family (Thomas and Kalucy, 2002). However, some 

research has shown that partners caring for an unwell parent are at significant 

risk of MI themselves due to the stress, both physical and psychological of the 

caregiving role (Leonard et al., 2018). Therefore, it should be recognised that 

partners are a valuable national health resource, performing a task that improves 

outcomes and yet they themselves are at risk of MI as a result of this role. 

Partners of parents with MI are often neglected not only in the research literature 

(Leonard et al., 2018) but also in interventions (Falkov, 2012).  

It should be noted at this point that while we have been using the gender-neutral 

term ‘parents’ often parenting is conflated with motherhood in general societal 

understanding and when thinking about family pathology. As has been noted 

there is a slightly higher prevalence of MI in women and mothers and in addition 

men are more reluctant to engage in research. Therefore, fathers have been 

historically neglected in the research literature despite their increasing role in 

children’s lives and the evidence of detrimental effects resulting from paternal 

MI, though this is beginning to change (Finzi-Dottan et al., 2017; Fisher, 2016; 

Leonard, 2020; Price-Robertson et al., 2015). There is increasing recognition of 

the impact of PMI on partners and research into the experience of partners 

shows that they can suffer physical and psychological strain as a result of their 

caring role (Hastrup et al., 2011), social isolation (Iseselo et al., 2016) and can 

feel left out of support services (Afzelius et al., 2018). 

Therefore, PMI in both mothers and fathers has a negative effect on children 

and impacts on the wellbeing of the well parent/carer. PMI in families causes 

dysfunction and disrupts effective parenting practices. In some situations, the 

problems in functioning can be severe enough to require the intervention of 

external services. While statutory services are ostensibly there to support 
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families, their intervention, coming as it does often at a time of crisis and due to 

the stigma attached, can increase stress and disruption. In addition to this the 

ultimate worry of families and an existing possibility is the loss of parental 

responsibility and the breakdown of the family unit. This infrequent reality is 

not so much of a solution for social services as the stigmatised view might 

suggest and is a complex and highly regulated process only resulting when there 

exists a risk significant to children (Children’s Act, 2004). 

 

The evaluation of risk in relation to PMI 

PMI is a known factor contributing to children entering care (SCIE, 2011). A 

number of recent investigations have suggested that there has been a 

considerable increase in the number of families referred to social services for 

suspected abuse in the last several decades (Bilson and Martin, 2017; Melton, 

2016; Trocme et al., 2014). Bilson and Martin (2015) found that 13% of all 

children in Western Australia were reported to social services although 71% of 

them were not found to have been maltreated. Similarly, Trocme et al. (2014) 

also argued that the vast majority of investigations of families referred for 

suspected abuse do not result in abuse being uncovered or in help or support 

being offered to families. Melton (2016) states that only 1 in 6 referrals for child 

abuse investigations in the United States resulted in a finding that abuse had 

occurred. 

The increase in referrals of families to social services for investigation of risk 

and the increase in a risk averse approach across services may be due in part to 

incidences when children have been harmed or died. High profile cases such as 

that of Victoria Climbie and Baby Peter informed the child protection training 

of those working with families in order to guard against the type of failings 

which led to the abuse of those children being missed by numerous professionals 

(Marinetto, 2011). Philosophies such as ‘child protection is everyone’s 



 

13 
 

business’ led to people reporting concerns in situations where they previously 

might not have. It is certainly important that no professionals or people in 

contact with families and children ‘turn a blind eye’ to concerns about risks to 

children. This change in approach may well have led to some abuse being 

uncovered, Pritchard and Williams (2010) argue that the rate of child deaths due 

to abuse are in decline and attribute this to the activities of the child protection 

system, however there are also other consequences of this way of working. 

There was certainly an increase in professionals approaching families with a 

risk averse approach which can increase defensiveness and reduce engagement 

with services. There is, for example worrying evidence that suggests that 

mothers with mental ill health difficulties are reluctant to share with social 

workers the severity of their symptoms because of fears of losing parental 

responsibility (Duffy et al., 2016).  

Featherstone et al., (2016) provide agreement that the current child protection 

system views need primarily through a risk lens. They argue that social 

determinates are often ignored meaning that those who are affected by economic 

deprivation are shamed into feeling they are at fault for their children’s living 

circumstances. They also argue that the system is punitive, citing the example 

of a law in New York which mandated the immediate removal of children if 

police were called to an incident of domestic abuse where children were present 

(Featherstone et al., 2016). Overly punitive practices reduce the trust people 

have in services to approach their families fairly and with a proportionate 

response. Indeed other professionals services involved with families also (for 

example Adult Mental Health services, Psychiatry and Nursing) have been 

reported to feel unease about referring families to child and family social work 

fearing losing the trust of the individual they are working with and concerns that 

social services will over react to risk and use too much social work authority, 

removing or restricting parental responsibility (Luckock et al.,2017).  
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Services for Parental Mental Illness 

Northern Ireland has a devolved government which includes the management 

of the Department of Health. In England Scotland and Wales, the NHS provides 

health care while local councils provide social care, but in NI these services are 

combined in what is known as Health and Social Care. The Health and Social 

Care Board (HSCB) has responsibility for managing mental health services and 

social services. However mental health services and children’s services are 

organisationally parallel rather than fully integrated and within these wider 

organisational categories there are further divisions into different teams with 

several remits. For example, figure 1.1 provides an overview of the structure of 

provision from children and families in Northern Ireland. 

 

Figure 1.1 Structure of Provision in NI 

Adult Mental Health services are similarly complex with multiple inpatient and 

outpatient teams, therapeutic and social services. These two services then 
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interact at the interface between adult mental health services and children and 

family social services when parents experience MI. 

As previously noted, poor interagency communication has been shown to have 

been a factor when reviewing cases where children have been seriously injured 

or died (Donaghy 2015; Falkov 1998). Interagency communication in this area 

is particularly significant due to the way in which services are organised, so that 

for example child welfare services may be involved because of primary 

concerns about risk to the child/children, and or adult mental health services 

may be primarily or additionally involved with the parent experiencing mental 

ill health. This has come to be known as the ‘interface’ of working with parental 

mental health and child welfare agencies. For parents experiencing MI they may 

also engage with Adult Mental Health or Addiction services. The Health and 

Social Care Board in NI have endeavored in part through the promotion of 

Family Focused Practice to ensure that collaborative interagency working 

occurs at this interface for the benefit of families and communities (McCartan 

et al., 2020). 

The challenges of working at this interface have previously been discussed by 

Darlington et al. (2005) and involve issues related to collaboration, 

communication, and role clarity. There are specific challenges regarding 

working with parenting and mental health involving balancing the different 

needs of parents and children and managing potential risk to children. Lucock 

et al’s (2015 p.1) scoping review defined it as ‘that point of the National Health 

Service (NHS) and “children’s social care” interface where the need for a 

statutory risk assessment might be indicated and an authorized social worker 

required to take on the lead professional role’. The authors argued that research 

in this area has raised concerns about the ability of workers at the interface to 

use proportionate response to concerns about risk to child welfare. This research 

discussed a range of problems identified in this area including professional 
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unease with referring families to social care and damaging working 

relationships with the family, concerns about social services approach once 

referrals are made and pointed out that these concerns are shared by parents and 

children when considering whether to seek help or not. ‘The intrinsic tendency 

of “child protection” responses to under or over identify risk, to deploy too much 

or too little statutory social work authority, too soon or too late, and to fail 

thereby to secure child and parent rights appropriately leads still to contention 

about the nature of the primary task in child safeguarding and family support.’ 

(Lukock et al., 2015, p. 2). 

Duffy et al, (2015, p.1) proposed a theoretical approach to dealing with the 

‘complex and problematic’ issue of the interface of working with PMI. The 

authors suggest that a ‘recovery’ based approach, used in mental health services 

may be able to inform the processes of ‘engagement, assessment, and 

intervention at the mental health and child protection interface’ (Duffy et al., 

2015, p.1). The recovery approach emphasizes strengths, aims for collaborative 

working with individuals and is solution rather than problem focused. This is a 

well-established theoretical approach in a range of services, however the 

possibility of it being applied to PMI is underexamined. If child and family 

social services were able to make the shift to working ‘with’ families rather than 

doing things ‘for’ or ‘to’ families it may address the concerns that other 

professionals have regarding social services overusing their statutory 

responsibility. 

Improving interagency communication and collaboration at the interface of 

child protection and mental health is a key aim of the Think Family NI initiative. 

It has been pointed out that some of the difficulties with successful interagency 

communication at the interface are structural and organisational (Grant et al., 

2018). In 2003 the Department of Health, Social Services and Public Safety 

published policy guidelines on interagency working – Co-operating to 
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Safeguard Children among the aims of which was to ‘Ensure effective and 

coordinated multiagency responses are provided to the threat and/or occurrence 

of harm from abuse exploitation or neglect of children and young people’ 

(DHSSPS, 2016). In Northern Ireland, in contrast to the separate services in the 

rest of the UK, there is an integrated Health and Social Care Service, which in 

principle it could be argued should improve interagency communication and 

indeed a recent case file audit indicated that physical proximity of teams was an 

enabler to FFP (McCartan et al., 2020). However, while mental health services 

and child protection services exist within the same organization and often work 

in the same building there are nevertheless barriers to collaborative working that 

have proven challenging to address (Davidson et al., 2012). 

 

Policy and service developments to address PMI 

Recommendations for improved practice in this area must consider managing 

the welfare of children as paramount while recognising the strengths and 

resilience of many families experiencing PMI. Internationally there has been a 

drive towards recommendations which support a whole family approach. In the 

UK, the Social Care Institute for Excellence (SCIE) published the ‘Think Child, 

Think Parent, Think Family’ guide (initially in 2009 and updated in 2011) to 

help improve the response of services to parents with mental illness and their 

families in the UK (Diggins, 2011).  

The SCIE assert that parents with mental illness and their families are a complex 

group and stated that ‘Not all parents and children will need the support of health 

and social care services but those that do can find it difficult to get support that 

is acceptable, accessible and effective for the whole family’ (SCIE, 2011). The 

guide detailed recommendations for changes to policy and practice in order to 

improve the services available to those families in need.  
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From 2009 to 2011 SCIE worked with five sites in England and five H&SC 

Trusts in Northern Ireland to put the recommendations of the guide into practice. 

Several key recommendations for practice were developed including improving 

signposting, screening and assessment for those indicating a need for services 

or support. They also recommended improved care planning and highlighted 

that professionals should aim to improve resilience and reduce stressors (SCIE, 

2011). The Think Family recommendations placed emphasis on a ‘whole 

family’ approach modelled on The Family Model (FM) proposed by Dr Adrian 

Falkov (2012). The recommendations for a whole family approach constitute a 

seismic shift from the individualised approach which previously characterised 

services. Adult Mental Health services who engaged with a parent often only 

engaged with that parent and not with other family members or children. 

Children were talked about but not talked to and it was found that found that the 

clinical workforce lacked the confidence and knowledge to engage effectively 

with children (Donaghy, 2015). 

In response to mounting evidence on the impact on families, internationally and 

nationally there has been an increasing drive in the last number of decades 

towards Family Focused Practice (FFP) with families experiencing mental 

illness in a parent (Nicholson et al., 2015). In brief, FFP involves professionals 

attempting to address the needs of both parents and children, in relation to child 

welfare and PMI. Service involvement is not always required when there is PMI 

and there are a range of professionals who may be called on to support. Some 

parents may be referred via their GP to a psychiatrist or Community Mental 

Health Team and Community Psychiatric Nurses, and Adult Mental Health 

(MH) Social Workers may be involved. Services such as these have a specific 

role; to support and treat an adult with mental ill health. When the adult with 

mental illness lives with children, Family and Child Care (F&CC) Social Work 

services can become involved, this can happen either with or without the 
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involvement of other services. How services are organised into either Adult or 

Children’s naturally creates role descriptions and parameters which have been 

found to hinder whole family or Family Focused approaches (Grant et al, 2018), 

so that the role of Adult MH Services was not to support children and the role 

of Children’s Services was not to support the mentally ill adult. This has 

naturally led to gaps and unsatisfactory service provision and improved 

collaborative working and awareness of all professionals are among the aims of 

the Think Family NI Initiative (SCIE, 2011).  

The Family Model (Falcov, 2012) considers the needs of parents, children and 

other adult family members and emphasizes the reciprocal relationships 

between family members, for example, acknowledging the impact of children’s 

mental health and the strain of parenting itself on the wellbeing of parents. 

Family focused practice then is based around six interconnected domains that 

cover the needs and experiences of the parent, and their relationships, the 

children, the influence of the external community and services and evaluates not 

only risk from stressors but illuminates strengths and resources (Falkov, 2012). 

FFP has also been conceptualisation operationally, for example Foster et al. 

(2016) identified six core and interrelated practices that were indicative of FFP. 

These practices include: assessment; psychoeducation; instrumental, emotional, 

and social support; family care planning and goal-setting; liaison between 

families and services; and a coordinated system of care between families and 

services. Further to this many of these practices overlapped and were provided 

to multiple family members. These findings informed the development of the 

EASE framework (Engage, Assess, Support, Educate), a theory and evidence 

informed approach to working with PMI that emphasizes strength and recovery 

and has been shown to be favourable to parents and professionals (Foster et al., 

2019). 
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This research project is contextualised within the developments that have taken 

place in the last number of years locally and nationally including the drive 

towards FFP. This current research study was prompted by the direction, 

particularly locally, of the research into PMI. Primarily, a large-scale survey of 

professional practice in NI and in-depth interviews with professionals and 

service users carried out by Grant et al., (2018). This study discovered that 

despite the HSCB drive and commitment to FFP the delivery of these principles 

in the community was inconsistent. This research benefited from the insight 

from 21 parents who shared that their experience of accessing services 

highlighted the need for better recognition of parenting status and the 

importance of addressing parenting issues in conjunction with MI. Parents 

interviewed also highlighted the lack of support for other family members 

despite the significant stress caused by PMI (Grant et al., 2018). One of the aims 

of this study is to gather participants views and experiences of engaging with 

services and this would include practice that reflected these principles and 

conversely did not.  

 

Gaps in the literature 

The main aim of this research study is to address current gaps in the research 

literature both globally and locally. Globally there seems to be little research 

that takes a whole family approach (Afzelius et al., 2017; Ahlstrom et al., 2009; 

Maybery et al., 2005) and this study would aim to provide some qualitative data 

from multiple family members. Locally there have been some attempts to 

address the missing viewpoints; for example Grant et al. (2018) provided 

important multiple perspectives in NI including parents and professionals but 

did not gather the experience of children or other adult family members. 

Another example is the work of Leonard (2020) who interviewed parents and 

partners with experience of perinatal MI but naturally this study did not include 
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children. It was also specifically focused on perinatal MI, not including a variety 

of mental health diagnoses or ages and stages of family life. There is also a 

known gap in the literature regarding well parents or partners viewpoints and a 

lack of fathers’ perspectives (Fisher, 2017; Price-Robertson et al., 2015). 

Therefore, this research seeks to gather as far as possible multiple perspectives 

from families to include parents with a variety of diagnoses, partners, and 

children at a variety of ages. It also attempts to address some suggestions that 

research in this area requires more of a relationally based theoretical framework 

(Reupert and Maybery, 2016). However, in order to establish and verify any 

potential gap in the literature a thorough and systematic review is required and 

this is presented in Chapter 2. 

 

Plan of chapters 

Chapter 2 consists of a systematic review of the literature on parental mental 

illness and experiences of services. This qualitative meta-synthesis was carried 

out in collaboration with Campbell UK and Ireland and includes a thematic 

evidence synthesis of the literature.  

Chapter 3 details the theoretical framework used to conduct the research and 

thematic analysis. This includes the development of a new integrated theory 

which draws on primarily social phenomenology, family systems and feminist 

theory in order to support the investigation of families experiencing PMI and 

support the analysis and presentation of the data. This new integrated theory is 

named the Family Knot (FK) framework after the imagery of a Celtic knot that 

inspired it and this metaphor is pursued in the analysis. 

Chapter 4 is the methodological process chapter and provides a detailed account 

of the process of conducting the research, the ethical considerations, 

recruitment, and handling of the data. 
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Chapter 5 is the introduction to the findings chapters which presents descriptive 

and demographic details of the sample in order to give an overview of the 

participants.  

Chapter 6 is the first findings chapter and has the overarching theme of 

transgenerational impact of adversity and discusses the societal context of 

Northern Ireland as well as the results of the thematic analysis with regard to 

transgenerational transmission of MI, trauma, and trauma related to the history 

of armed conflict in NI. 

Chapter 7 is a further findings chapter detailing the overarching theme of living 

with instability. This chapter utilises the FK Framework in the analysis of the 

family system and how it seeks to maintain balance and resist interference 

especially from external systems such as statutory services.  

Chapter 8 presents the third results chapter which details the overarching theme 

of parenting capacity and the subthemes related to this which include 

discussions of awareness of risk and coping with hospitalisation. There is also a 

discussion of strengths and resilience emergent from the analysis of families 

experiencing MI. 

Chapter 9 details the overarching theme of support seeking and service use and 

the inherent paradox that exists within this system given that it aims both to 

foster independence and also to exert control over people and the ambivalence 

people feel as they wish to receive better support and also resist interference.  

Chapter 10 is the discussion chapter of this thesis and aims to expand on and 

draw together many of the conclusions made in the findings chapters. This 

chapter also aims to explain and evaluate the findings and contextualise them 

with the original research aims.  

Chapter 11 is the conclusion chapter which summarises and reflects upon the 

research and how this study answered the research question. This chapter also 
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makes recommendations for future research and for practice based on the 

evidence from the study. 

 

Conclusion 

The purpose of this study is to explore the experiences of families where there 

is a parent with mental illness by gathering data from multiple members of the 

same family. This chapter detailed the background with regard to policy and 

practice approach to PMI including ways in which services have been less 

effective and how this is being addressed. A secondary aim is to investigate 

participants experience of accessing services in order to gain insight into areas 

for improvement. This chapter also suggested that there are gaps in the literature 

pertaining to the experience of families and that most research to date has taken 

an individualistic approach. This will be further explored in the next chapter 

which details a systematic review of the literature.  
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CHAPTER 2  

SYSTEMATIC REVIEW OF THE LITERATURE  

A meta-synthesis of qualitative research on the family experience of PMI 

 

This chapter provides a systematic review and synthesis of existing qualitative 

research on Parental Mental Illness (PMI), which as noted in the introductory 

chapter is more frequently conducted with individual parents or children and 

rarely partners, rather than with family groups (Ahlstrom et al., 2009; Ballal et 

al., 2018; Price-Robertson et al., 2015; SCIE, 2011). Qualitative approaches 

offer excellent ways to investigate families, allow a depth of understanding from 

an insider viewpoint and can give voice to marginalised family members. It is 

nevertheless difficult to generalise from these studies due to the low levels of 

diversity in the sample and lack of representation of difficult to reach parents or 

those who have not accessed treatment. Consequently, public and social health 

organisations are making increasing use of qualitative systematic reviews to 

inform policy and practice, where data from multiple small-scale studies can be 

synthesized increasing the strength of the evidence (Gopalakrishnan and 

Ganeshkumar, 2013; Mills et al., 2005). 

This systematic review was carried out with the support of Campbell UK and 

Ireland which required initial submission of a detailed protocol prior to 

conducting any search or analysis. The review is presented in line with the 

requirements of Campbell although this introductory section has been modified 

for this thesis chapter. This review was concerned specifically with reviewing 

qualitative research of family experience; parents, children and partners living 

with PMI. In framing and positioning the current research though it is important 

about:blank
about:blank
about:blank
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to touch on what we already know from the wider literature; literature that 

investigated professional practice for example as well as other reviews of the 

literature already conducted.  

 

Exploring the scope of existing research 

Research into PMI covers several interrelated areas including experiential 

accounts such as those assessed by this review, quantitative research including 

randomised control trials and questionnaires, and evaluation of practice. The 

wide scope of the research field has been addressed in recent years by an 

international group of researchers who sought to comprehensively evaluate 

what was already known regarding PMI and identify research gaps (Charles et 

al., 2016). One multiple-perspective review of the literature to emerge from this 

research collective by Reupert and Maybery (2016) sought to review the 

literature on the prevalence of mental illness in parents, the risk to children, the 

needs of children and parents and on the experience of interventions. This 

review provided a comprehensive overview of the literature regarding families 

where a parent has a mental illness, from a range of viewpoints and in so doing 

uncovered a significant need for a ‘paradigm shift’ in the mental health services 

in order to meet families’ needs. Reupert and Maybery (2016) point out that 

their review was purposefully selective in that it sought to present a broad view 

of the research base, illustrating the type and quality of research in this area. It 

provided not only an insight into the field but also uncovered the ways in which 

the problem is conceptualised, experienced and in some cases treated and at a 

level of complexity that a single perspective review would not have achieved.  

Taking a multi-perspective account of an issue by necessity increases the 

complexity of the data uncovered. In terms of the specific issue of PMI an 

approach that is able to consider the whole family is one that finds agreement 

within some of the relevant theoretical perspectives such as family systems 

about:blank
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theory. Based on the findings from research in this area, it is clear that multiple 

members of families where there is PMI experience adversity, including 

socioeconomic difficulties and decreased wellbeing with implications for 

children’s welfare and family relationships and unity (Gladstone et al., 2006). 

Family systems theory (Broderick, 1993) understands the family as an 

emotionally connected unit, likely to be disrupted by the mental health 

difficulties of an individual within the unit. In family systems theory it is 

emphasized that each part of the unit affects the functioning of the whole and 

that problems and issues exist within the context of the relationships (Becvar 

and Becvar, 2002). Family dynamics can have a significant impact on 

functioning and coping. Given the interconnectedness of the experiences within 

families it is significant to policy and practice that we gather as full a picture as 

possible which takes account of the nature, complexity and impact of these 

systems. 

 

Research on professional practice 

The previous chapter introduced Family Focused practice (FFP) (Falkov, 1998, 

2012) as a recommended way of working with PMI. Much of the recent research 

into practice development has explored professional attitudes towards and 

engagement with FFP when working with PMI. A large scale comparative study 

of Australian and Irish psychiatric nurses practice with parents with mental 

illness provided valuable evidence of the enablers and barriers to FFP in these 

areas and is particularly important given the role of community psychiatric 

nurses as a frequent first point of contact for parents who are referred to adult 

mental health services (Grant et al., 2016). The findings showed that both 

samples were not particularly family focused in their practice and that Irish 

psychiatric nurses generally scored less than Australian nurses. The results also 

showed that both samples scored lowest on the subscale ‘assessing the impact 
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of PMI on the child’ and that the Irish nurses scored considerably lower on this 

subscale than the Australian sample. The recommendations from this study 

centred around the need for training in FFP for psychiatric nurses at 

undergraduate and post-registration stages and urged that further attention be 

paid to developing family focused guidelines, resources, and policies within 

organisations (Grant et al., 2016). 

Further research conducted by Grant et al. (2018) and discussed in the 

previous chapter, explored practice across a range of professionals in Northern 

Ireland and found that while there is a growing understanding of FFP 

principles from professionals working with families with PMI, this varies both 

in terms of the extent of understanding and its translation into service delivery. 

Social workers both in adult and children’s services had some of the highest 

scores in FFP. Previous research by Maybery et al. (2014) also found social 

workers to be among the most family focused professions. Further studies 

have added support for the need for training for professionals in FFP 

(Maybery et al., 2015; Reupert and Maybery, 2007; Tchernegovski et al., 

2018) highlighting that the confidence and knowledge of professionals is a 

major barrier. 

 

The importance of experiential accounts 

There have been consistent calls for research that gathers the perspective of 

parents with MI (Boursnell, 2007; Reupert and Maybery, 2016) and of children 

affected by parental mental ill health (Cooklin, 2009; Gladstone et al., 2005). 

Gladstone and colleagues (2006) argued that the view of children as ‘at risk’ 

and vulnerable due to their psychological and physical developmental 

immaturity is in part what has kept their viewpoints out of much of the existing 

research and that reformulating a view of children as competent young persons 
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who are capable of expressing their viewpoints may lead to better care 

provision.  

A meta-synthesis by Dam and Hall (2016), reviewed qualitative research that 

sought the views of children of parents with mental illness. This review 

provided useful insight into the experience of children, gathered from 22 

primary research studies with children of mentally ill parents. It suggested that 

children experience a lot of shame and stigma as a result of their parent's illness 

and proposed helpful interventions such as the provision of useful information 

and support from healthcare services (Dam and Hall, 2016). These are important 

issues for policymakers and service providers to consider when assessing the 

needs and developing services for children.  

Other systematic reviews have provided valuable information regarding 

outcomes for children, for example Goodman and colleagues (2011) conducted 

a meta-analytic review of 193 papers that established a significant association 

between maternal depressive symptoms and affective, behavioural and 

psychopathological presentations in children. Similarly, a systematic review of 

paternal depression was able to show negative impacts on offspring 

development when the depression was measurable at prenatal, postnatal and 

during adolescence (Sweeny and Macbeth, 2016). Reviews of the literature such 

as these provide strong evidence of association and are useful for guiding policy 

and designing interventions. As previously noted, and demonstrated by these 

examples, studies such as these are also often limited to a single perspective. 

There have not been any literature reviews conducted that have sought to 

integrate and systematically review research regarding the experiences of all 

family members affected by parental mental illness. The additional insight 

gained from this research, as can be seen from the primary studies carried out 

with whole families which provide a more complete picture of the potential 

impact on a family and the potential risks. That same insight cannot be gained 

about:blank
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from gathering the experience of the individual within the family – although, 

importantly, it could be extrapolated using the individual perspectives of 

multiple family members. Therefore, by employing a thematic meta-synthesis 

of research in the current review, which gathered the experience of parents, 

children, partners or whole families, the aim was to generate new insights and 

understandings of the needs of families.  

 

Objectives of this review 

The objectives of the review were: 

To review existing qualitative research on the experiences of families living 

with parental mental illness from the perspective of (i) children, (ii) parents who 

have a mental illness and (iii) the well parent. 

To synthesize qualitative evidence on the experience of living with parental 

mental illness and the experience of and attitude towards services from the 

perspective of (i) children, (ii) parents who have a mental illness, and (iii) the 

well parent in order to develop the understand of the needs of families and the 

implications for service provision. 

Types of studies   

It was established that SPIDER (Sample, Phenomenon of Interest, Design, 

Evaluation, Research type) was a more appropriate tool than PICO for 

developing the research question, search strategy and inclusion criteria. 

Therefore, for this evidence synthesis we included qualitative studies that 

examined the experience of parents, partners and/or children (sample) living 

with parental mental illness (phenomenon of interest). The following sections 

will discuss in more detail the design (primarily interview and focus group) and 

the reframing of ‘outcome data’ as the evaluation of experience and perception. 

In addition to purely qualitative research studies, we also allowed inclusion of 
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qualitative results within mixed methods studies (research design) although 

none were included in the final sample. We accepted for inclusion studies from 

the last twenty years published in English.  

 

Types of participants   

The sample (population of interest) in this review was parents both male and 

female who had experienced mental illness, their partners and children under 

the age of 18. Parents are defined as those who have parental responsibility for 

children through birth, marriage or adoption. It was expected that studies with 

child participants would include children who lived at least part time with the 

unwell parent. Partners are defined as those who have lived with or supported a 

parent through close personal relationship while they experienced mental 

illness. For the purposes of this review those reviews which gathered the 

experience of children while they were in childhood (up to the age of 18) were 

considered so that retrospective studies with adult children of mental ill parents 

were not included. Other familial relationships were not included, such as 

grandparents or sibling who might support due to PMI. There is little research 

in this area and the research that exists describes relationships that function in 

dynamically different ways to the parental family unit that is of interest here. 

The aim of this review was to discover the experience and needs of parents and 

children and comparison with the experience of extended family members 

would have removed us from the specific field of enquiry. 
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Phenomenon of interest   

The phenomenon of interest was the experience of families/family members 

living with parental mental illness. Including but not necessarily limited to 

depression, anxiety, psychosis, schizophrenia, bipolar, personality disorder. 

 

Types of outcome measures   

There is no need for an outcome statement in qualitative synthesis. The 

experiential data on the phenomena of interest becomes the outcome, in the 

absence of an intervention or experiment. The phenomena of interest in this 

study are the attitudes, beliefs, and experiences of parents who have suffered 

from mental ill health and their family members. 

 

Types of settings 

For the purposes of this review the context of the qualitative research included 

community, inpatient and outpatient settings. 

 

Search methods for identification of studies   

The strategy used was developed in consultation with a librarian and resulted 

in the search string; Mental illness OR Mental health OR Depression OR 

Anxiety OR Bipolar OR Schizophrenia AND Parental OR Parent OR 

Maternal OR Paternal OR Family OR COPMI AND Qualitative OR 

Experience* 

 

Electronic searches   

Searches were carried out on the following databases. 
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1. Ovid MEDLINE 

2. PsycINFO 2002- present 

3. PubMed (MEDLINE) 

4. CINAHL Complete 

5. Cochrane Library 

6. Social Sciences Citation Index (Web of Science) 

7. Child Development & Adolescent Studies 

Searching other resources   

Complementary searches were used to address any deficits in the strategy 

including searching the reference list of included studies, google scholar, and 

research project websites. 

Description of methods used in primary research 

This review considered studies from both the interpretative and critical 

paradigms that focus on the collection and analysis of primary qualitative data. 

Methodologies including but not limited to, designs such as phenomenology, 

grounded theory, ethnography, and action research. Descriptive qualitative 

studies were also considered. The data collection methods included individual, 

family or joint interviews, focus groups and case studies.  

Selection of studies   

Firstly, the titles and abstracts of the search results were screened to exclude 

studies that were clearly not relevant. Studies considered eligible or studies 

http://www.mclibrary.duke.edu/pubmed
http://proxy.lib.duke.edu/login?url=http://search.ebscohost.com/login.aspx?authtype=ip,uid&profile=cinahlmed
http://proxy.lib.duke.edu/login?url=http://www.thecochranelibrary.com/view/0/index.html
http://queens.ezp1.qub.ac.uk/login?url=http://search.ebscohost.com/login.aspx?authtype=ip,shib&profile=ehost&defaultdb=fgh
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where there was insufficient information in the title and abstract to decide 

regarding inclusion were retrieved in full text. Following this the full texts of 

studies were read and assessed for inclusion. As this systematic review was 

prepared for Campbell UK and Ireland, this process was supported by second 

and third authors.  

 

Figure 2.1 Identification of studies 
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Data extraction and CASP   

Two review authors extracted data using a data extraction table results and 

findings from the included studies were entered into NVivo. The CASP tool 

was used to assess the risk of bias and the quality of the studies. This resulted 

in the exclusion of several studies that did not detail their ethical approval or 

where results were poorly reported. 

Data synthesis   

The data that is extracted from the primary studies was then analysed using a 

thematic synthesis (Thomas and Harden, 2008). This process was chosen as it 

best fit the aims of the review to produce an interpretative synthesis through 

the development of analytic themes while descriptive themes maintain the link 

with the original research. This process begins with findings in the form of 

quotes and themes from the primary studies are entered into the database and 

coded. The line-by-line coding leads to the development of firstly descriptive, 

then analytical themes. The development of descriptive themes requires the 

translation of concepts from one study to another, comparing and finding 

similarities and differences. The descriptive themes developed will then be 

used to develop analytical themes. The generation of analytical themes allows 

this method of synthesis to go beyond the primary studies interpretation of the 

data and occurs when the descriptive themes are used to uncover meanings 

and key messages from the data. The development of descriptive and then 

analytical themes will involve discussion between the review authors. Nvivo 

software will be used to support the thematic synthesis.
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Table 2.1: Data extraction table  

Number Citation Country Participants Method Key Findings  
1 Afzelius, M., et al. (2018). "Families living with parental 

mental illness and their experiences of family 
interventions." Journal of psychiatric and mental 
health nursing 25(2): 69-77. 

Sweden Five families:- 9 
adults (33 -44 yrs), 6 
children (10-12 yrs) 

Inspired by the naturalistic 
approach of Lincoln and Guba 
(1985), guided by the content 
analysis developed by Elo and 
Kyngäs (2008). 
Family and individual 
interviews for each family in a 
Family therapy centre. 
Recorded and transcribed. 

A superordinate theme of Trying to lead an ordinary life, with five 
subcategories: (1) using strategies to maintain an ordinary life, - 
wanting to live a life like other families needing to use strategies to 
maintain normality(2) adjusting to the needs of the ill parent- partners 
and children were always aware of the daily mood of the PMI and were 
cautious of it, avoided arguments etc (3) concerns for the child’s needs 
and seeking support, - Parents felt guilt about their parenting deficit but 
this motivated them to seek family support. (4) balancing one’s own life 
and the demands of the PMI-Increased knowledge about PMI 
strengthened the children in the families. For adults having more family 
time and being validated as a parent helped them cope with family life 
and (5) the partner in the shadow of the PMI – importantly given the 
lack of this viewpoint in the research this study capture the partner 
feeling unsupported and that they are carrying the weight of 
responsibility. 
 

2 Ahlstrom, B. H., et al. (2009). "Living with 
major depression: experiences from 
families' perspectives." Scandinavian 
Journal of Caring Sciences 23(2): 309-316. 

Sweden Seven Families:- 9 
adults, 7 female, 2 
male (35 to 52 yrs) 
and 9 children, five 
female, four male ( 5 
to 26yrs) 
 

Qualitative thematic content 
analysis 
Narrative family interviews 
were caried out both at home 
and in an outpatient psychiatric 
setting. 

The results consist of five themes: Being forced to relinquish control of 
everyday life - in part a failure in making necessary decisions or 
carrying out urgent duties including involving oneself in childcare and 
school. Children also reported feeling dejected and worried when 
thinking about their parents illness. 
Uncertainty and instability are affecting life – everyday life was unstable 
and emotional. The varying of symptoms resulted in uncertainty. This 
was also reported as being an issue for children.  
Living on the edge of the community – The families were sometimes 
isolated. Also, the depressed parent would withdraw from the family 
and was aware of the effects of this. 
Everyday life becomes hard – everyday life was difficult and trying for 
each family member, with the burden shifting between family members 
at times. Planning activities was difficult and a mark of success if It was 
achieved. 
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Despite everything a way out can be found – The families and their 
individual members were coping and were also able to find some 
happiness within the difficult circumstances. 

3 Ahlström, B. H., et al. (2010). "The meaning 
of major depression in family life: the 
viewpoint of the ill parent." Journal of Clinical 
Nursing (John Wiley & Sons, Inc.) 19(1-2): 
284-293. 

Sweden 8 Parents, 1 male, 7 
females (38-50yrs) 

Based on the philosophy of 
Ricoeur (1976) 
Narrative interviews were 
carried out at home and in an 
outpatient psychiatric setting. 

Naıve understanding 
The meaning of MD in family life for the ill parent with depression is 
being in an exhaustive struggle, partly with inner reluctance and partly 
against material things as well as the world. It is being on bad terms 
with the body and psyche,and being out of step with time as well as 
with the family. Depression in family life means having secrets, being 
unsatisfied, feeling insecure and being the one who lets other people 
down and having feelings of not being needed. 
Structural Analysis - ‘to be afflicted in 
an almost unmanageable situation’ (feeling hopelessly bad, being 
worthless, being unsatisfied); and ‘to be able to reconcile oneself to the 
situation’ (being active, being satisfied and maintaining parenthood). 
Comprehensive understanding 
This study elucidated the meaning of MD in family life from the view of 
the ill parents as a suffering a lack of well-being and health, destroyed 
self-confidence and unhappiness, and as dignity with strength, 
confidence and joy in children. Suffering and dignity are simultaneously 
present in family life. 
This situation arose through no fault of their own, and set 
an imprint on the family’s life which was undeserved and unfair. 

4 Awram, R., Hancock, N. and Honey, A., 2017. 
Balancing mothering and mental health 
recovery: the voices of mothers living with mental 
illness. Advances in Mental Health, 15(2), 
pp.147-160. 

Australia 10 Parents Constant comparative 
analysis. 
Semi structured interview. 
Community mental health 
services, library, telephone 

Overview 
Mothers in this study described balancing the demands of mothering 
and recovery as a complex process. They described using four 
interconnecting strategies to achieve balance: prioritising in the 
present; looking after myself; buffering children; and using supports. 
While the demands of mothering and recovery sometimes competed 
with each other, participants also saw mothering and recovery as 
interconnected. Developing this understanding enabled participants to 
value, develop, and implement the strategies needed to balance 
mothering and recovery. The supports and resources available to 
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participants, were critical to both their understanding of the bigger 
picture and their ability to implement balancing strategies. 
 

5 Backer, C., Murphy, R., Fox, J.R., Ulph, F. and 
Calam, R., 2017. Young children's experiences 
of living with a parent with bipolar disorder: 
Understanding the child's 
perspective. Psychology and Psychotherapy: 
Theory, Research and Practice, 90(2), pp.212-
228. 

UK 10 children (4 – 10 
yrs) 

Qualitative exploratory. 
Thematic analysis 
Computer assisted semi 
structured interviews. Recruited 

through Bipolar organization 
(parents recruited and asked to 
consent to children being 
interviewed). 

Four main themes emerged from the child interviews: perception of 
parents; knowledge and awareness of BD, managing family life with a 
‘bipolar’ parent; and living in a family with BD. 
Perception of parents Parent with ‘bipolar’ All children were able to 
describe their parent and the symptoms of BD, whether they knew 
about the illness or not. Children of all ages used a variety of terms to 
describe their parent: depressed, sad, happy, giddy, irritable, angry, 
worried, stressed, ‘funny face’, and ‘naughty’, 
Although the interview prompted children of all ages to reflect on 
emotions and parent’s moods, younger children gave clearer 
descriptions of their parent’s behaviour, for example angry parents 
shouting, over-reacting, and telling their children off. One child referred 
to her mother being irritable and not liking people to go near her. Sad 
parents were described as tired, sleeping lots during the day, resting, 
and generally not doing very much. 
Having a supportive ‘well’ parent appeared to have a ‘buffering’ effect, 
enabling children to cope with the ‘bipolar’ parent’s symptoms in more 
manageable ways. Often, the ‘well’ parent was more prominent in the 
child’s life, looking after them, playing, and disciplining them in the 
absence of their partner. 
All of the children above 7 years discussed hearing about their parent’s 
bipolar from their parent. Some children stated they could not 
remember. 
Children described a variety of emotions experienced in family life; 
many were in direct response to their symptomatic parent. The two 
prominent emotions were ‘sad’ and ‘anger’. Over half of the children 
expressed sadness that their parent was ‘ill’ or ‘unwell’ and described 
feeling upset. 
Older children (aged 7–10) displayed a mature attitude when adjusting 
to family life. They discussed doing tasks independently in the absence 
of their parent when they were either in bed or not feeling well. 
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6 Ballal, D. and J. Navaneetham (2018). 

"Talking to children about parental mental 
illness: The experiences of well parents." 
International Journal of Social Psychiatry 
64(4): 367. 

India 10 Well parents, 5 
male, 5 female (20-
57 yrs) 

IPA 
Semi structured interviews 
Mental health care and training 
institute 

Distancing children from the illness; For some well parents, one way to 
control their children’s knowledge of the parental mental illness was by 
limiting their exposure to it. Some achieved this by separating the child 
from the ill parent during a symptomatic phase.  
Avoiding conversations about the illness 
All the well parents in the study discussed the need to keep some 
aspects of the parental mental illness hidden from their children.  
Giving and receiving emotional support 
Most well parents agreed that it is important to provide children 
reassurance, so as to reduce their worry about the ill parent  
Providing explanations of the illness A few of the well parents described 
providing information and explanations to children about the parental 
mental illness.  
Regulating other sources of information 
Many well parents in the study were aware that their children could 
receive information about parental mental illness from various other 
sources. While they recognised some sources as helpful, there were 
also apprehensions about inaccurate or inappropriate information  

7 Bee, P., et al. (2013). "Defining Quality of 
Life in the Children of Parents with Severe 
Mental Illness: A Preliminary Stakeholder-
Led Model." PLoS ONE 8(9): 1. 

UK 6 Children and 5 
parents (also 
professional group 
not included in this 
review) 

Inductive thematic analysis for 
the purposes of informing a 
population specific QoL model. 
Group interviews- groups of 
professionals, groups of 
parents and groups of children. 
Recruited by advertisement 
from the general public 

Substantial overlap in quality of life concepts were observed 
across the three participant groups. Fifty-nine individual themes 
emerged from the data, grouped into 11 key meta-themes (Table 2). 
Quality of life in the children of parents with severe mental illness was 
judged to encompass and be underpinned by five key quality of life 
domains: 
* Children’s emotional wellbeing * Children’s social wellbeing * 
Children’s economic wellbeing * Children’s family contexts and 
experiences * Children’s self-esteem and self-actualisation 
Three priorities specific to this vulnerable group of children 
were observed: alleviation of parental mental health symptoms, 
improved problem-based coping skills and increased mental health 
literacy. These elements appear central to children’s psychological 
resilience, either enhancing their wellbeing or protecting them from the 
influence of risk factors 
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8 Bosch, A., Riebschleger, J. and van Loon, L., 
2017. Dutch youth of parents with a mental 
illness reflect upon their feelings of guilt and 
shame. International Journal of Mental Health 
Promotion, 19(3), pp.159-172. 

The 
Netherlands 

18 children, 7 boys, 
11 girls (12-21yrs) 

Thematic analysis Data were categorized in four main themes: (1) feeling guilty; (2) not 
feeling ashamed; (3) making behavioral adjustments, and (4) 
articulating that guilt and shame do not usually impair the parent-child 
relationship. 
Feeling guilty: most COPMI youth report often feeling guilty in their 
interactions with their parent 
Twelve of 18 youth reported feeling guilty about doing or saying 
something wrong within their interactions with the parent with a mental 
illness or after they behaved or communicated in a negative way to, or 
about, their parent with a mental illness. 
Not feeling ashamed: most COPMI youth report not feeling ashamed 
of their parent Twelve of 18 youth mentioned that they did not feel 
ashamed of their parent.  
Making behavioral adjustments: most COPMI youth report adjusting 
communicating and caregiving behaviors to soothe their parent.  
Articulating guilt and shame do not usually impair the parent-child 
relationship: most COPMI report that guilt and shame don’t negatively 
affect the overall parent-child relationship 
 

9 Carpenter-Song, E.A., Holcombe, B.D., Torrey, 
J., Hipolito, M.M.S. and Peterson, L.D., 2014. 
Recovery in a family context: Experiences of 
mothers with serious mental 
illnesses. Psychiatric Rehabilitation 
Journal, 37(3), p.162. 

USA 3 mothers Ethnographic study Mental Illness and Mental Health Services Are Not a Prominent Focus 
in Daily Life Despite being profoundly impacted and, at times, disabled 
by mental illness, the women in the study voiced mixed views on illness 
and treatment.  
Participants shared belief that most African Americans are aware that 
mental health services exist, but do not use them because “they don’t 
want to seem like they’re crazy.” 
Families Live in a Context of Ubiquitous Violence, Loss, and Everyday 
Stress Experiences of violence, concerns about safety, and the 
stresses of living in poverty inform how the women in the study 
understand and experience mental health problems. 
Family Life Is the Main Focus for Mothers as They Strive for a Better 
Life Being a mother and the everyday work, worry, and joys of raising 
children are what bring meaning to their lives.  
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Mothers Have Limited Social Support The women play a pivotal role in 
supporting their children and those around them. Indeed, it appears 
that, in general, the women give more than they receive and do not 
expect much support from others. 
Discussion Mental illness is not a prominent focus in mothers’ lives; it 
exists alongside numerous other demands and challenges. Over the 
course of the study, the women did not put forth elaborate illness 
narratives. We heard very little about “depression,” “bipolar disorder,” 
“anxiety,” and the range of mental illnesses with which the women had 
been diagnosed. 

10 Diaz-Caneja, A. and S. Johnson (2004). 
"The views and experiences of severely 
mentally ill mothers--a qualitative study." 
Soc Psychiatry Psychiatr Epidemiol 39(6): 
472-482. 

UK 22 mothers (ages 
range 20 -over 40) 

Semi-structured interviews and 
thematic analysis 

Positive aspects of motherhood; Strong positive views were very often 
expressed about motherhood. Twenty of the 22 said that having 
children had given them a purpose in life, made them feel fulfilled as 
women and/or increased their self-esteem. Six women described 
having children as a central incentive to try to recover and remain well.  
Difficulties associated with motherhood; Almost all also commented on 
the difficulties as well as the positive aspects of motherhood, and most 
described ways in which some of these difficulties were exacerbated 
by having a mental illness.  
Effect of mental illness on children; Thirteen women expressed 
anxieties about the effect of their mental health problems on their 
children. One fear was that the children might themselves become ill, 
whether for genetic or environmental reasons: 
Stigma; Fourteen women felt that the stigma associated with mental 
illness created or exacerbated problems. One difficulty was that this 
stigma prevented them from talking openly about the problems they 
experienced. 
Custody loss; 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. 
Adult mental health services; Most participants were in general 
satisfied with the mental health care they received. However, there was 
negative comments on mental health professionals’ performance in 
assessing and meeting their needs as mothers. 
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Other agencies; All but two participants had had some contact with a 
local authority child and family social services team. All criticized 
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. 

11 Ahlström, B., et al. (2011). "Children's View 
of a Major Depression Affecting a Parent 
in the Family." Issues in Mental Health 
Nursing 32(9): 560-567. 

Sweden 8 Children and 
young adults 

Qual design based on Riceour 
(1976). Individual interviews 
with children. 
Phenomenological 
hermeneutic method of 
analysis employed. 

Naıve Understanding; The children had tender and loving feelings for 
their family and the parent with MDD and suffered when they saw that 
their parent felt so bad. 
Structural Analysis; Two themes emerged from the text, each including 
two subthemes, explaining the meaning of the parent’s MDD in family 
life: “Being a rescuing observer” (subthemes: “being attentive,” “being 
considerate”) and “Being a frustrated observer” (subthemes: “feeling 
discomfort,” “being out of it”).  
Being a Rescuing Observer; The text showed that children looked for 
signs to identify and predict how the affected parent felt in order to 
make family life less unpredictable. The warning signals they detected 
were a parent who did not manage the family’s normal everyday tasks 
without stress or visible tiredness, or a parent who became silent and 
did not participate in family life.  
Being a Frustrated Observer; The subtheme, feeling discomfort, 
revealed that the children were sensitive to the affected parent’s mood 
and the changed atmosphere at home; they tried to understand and 
manage feelings of discomfort in family life. The text showed that 
children felt miserable at home when they noticed that something was 
wrong and family life changed. There was visible irritation when 
children took the behaviour of the parent personally, and the text 
revealed that children felt violated in their own family. Children felt a 
heavy responsibility to ensure that the parent with MDD stayed alive 
and felt powerlessness when they thought about what depression 
could do to their family. 
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12 Haug Fjone, H., Ytterhus, B. and Almvik, A., 
2009. How children with parents suffering from 
mental health distress search for ‘normality’and 
avoid stigma: to be or not to be... is not the 
question. Childhood, 16(4), pp.461-477. 

Norway 20 children (aged 8-
22) 

In depth interviews carried out 
in participants homes or at a 
conference centre depending 
on participant preference. 
Meaning condensation and 
categorization analysis was 
carried out. 

Feelings of being left out or ashamed; Feelings of embarrassment, 
shame, guilt, stigma or fear were common. The feelings occurred in 
situations where, in particular, the mother acted differently from other 
mothers in public situations. Even when not comparing their mother to 
other mothers, children could have a feeling of being different  
Realization of having a parent different from other parents; The time 
when someone begins to discover their parents’ ‘difference’ from 
parents in general varies a lot, from the age of 6 to 18. It differs 
according to the parents’ strange or unpredictable behaviour, their lack 
of participation in activities outside the home or too much involvement 
Process of realization; Some of the children described a sort of 
awakening process. They realized that there was something different 
in their lives compared to others. This awakening can be understood 
as a process with stages, ending when they were finally able to name 
their experiences verbally. 
Impression management and the eagerness to be like others and feel 
‘normal’;Children use different actions to cope with their situations. 
Four different forms of action were identified: seeking equality, avoiding 
exposure, seeking solitude and developing artistic expressions. 

13 Hine, R., et al. (2018). "Resourcefulness 
and Resilience: The Experience of Personal 
Recovery for Mothers with a Mental Illness." 
The British Journal of Social Work 48(5): 
1257-1276. 

Australia 17 Mothers (23-53 
yrs) 

Three telephone and 
seventeen face-to-face 
interviews were carried out. 
Data were analyzed using a 
constructive grounded theory 
approach. 

Recognising recovery; Of the seventeen women interviewed, seven 
were familiar with the term ‘personal recovery’ at the outset of the 
interview. Those who were familiar had all had a long-term 
relationship with a psychiatric rehabilitation service. Concepts 
associated with recovery included acceptance, normalcy, validation, 
emotion regulation, personal insight, gaining understanding, seeking 
support and making conscious changes. 
Mothering; The mothering role was dominant in women’s lives, and 
they spoke of their love and devotion to their children. However, for 
women with limited social and financial resources, the relentless 
labour of parenting was also apparent. 
Experiencing oppression;The social context of participants’ lives was 
found to be highly influential for promoting or hindering access to the 
resources required to promote recovery from the MI and its effects. 
Oppression took many forms. The most profound was gender-based 
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and manifested as family violence, inequality in intimate relationships, 
a lack of financial resources and disempowering interactions with 
service providers. 
Recovering from trauma, not mental illness; Women most commonly 
spoke about recovering not from the symptoms or impact of their 
illness, but from the events or cumulative traumas that had 
precipitated the illness diagnosis.  
Making a change; Participants identified turning points where an 
event or an insight led to them making deliberate choices around their 
behaviour that would lead to improved mental and physical well-being 
in the longer term. 
Feeling better;In this healing phase, women gained strength and a 
belief in themselves that enabled them to reflect on their experiences, 
develop personal meaning regarding the mental illness, and identify 
and access resources to address their needs. 

14 Jones, M., et al. (2016). "Parents with 
mental illness - a qualitative study of 
identities and experiences with support 
services." J Psychiatr Ment Health Nurs 
23(8): 471-478. 

Pan European 
study These 
focus groups 
carried out in 
Scotland and 
Finland 

19 Parents (5 men 
and 14 women) 

Focus Group interviews. 
Critical Discourse Analysis. 

Being responsible and ‘good’; In all the group discussions, parents 
presented themselves as responsible in managing their illness and 
parenting tasks. The participants wished to distance themselves from 
this negative imagery associated with mental illness and wanted to 
construct an image of a responsible parent. For many of the men, 
being a ‘good’ and responsible father involved taking responsibility, 
acknowledging their illness and actively seeking treatment. In the 
discussions, the ‘good’ parent was constructed as a sensible, 
protective and rational person who puts their children first and aims to 
shelter them from ‘risks’. The parents discussed about mental illness 
‘running in the family’ and raised worries about their child developing 
an illness. 
Service user expertise; Many service users made reference to a form 
of knowledge and expertise based on their personal experience. 
Several participants in this study had internalized the idea that they 
could be viewed as experts due to the illness experience. Adopting 
this identity also enables them to position themselves differently in 
relation to health and social care professionals, as an expert can be 
an educator and work jointly with them.  
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Dealing with the health and social care ‘system’; All participants had 
accessed primary care, many of them specialist adult mental health 
services and some also received support from social services. The 
relationship with social services appeared contested. It was generally 
recognized that social workers could provide support for the whole 
family, but the overhanging fear of the institutional powers social 
services possess acted as a barrier. These anxieties could at times 
be based on hearsay or personal experiences, but nevertheless they 
appeared deeply rooted and connected with the fear that parenting 
skills would be judged and custody would be lost. 

15 Marston, N. et al., (2016). "Parent 
perceptions comparing times of parental 
mental wellness and illness using a family 
functioning model." Journal of Family 
Studies 24(3): 235-256. 

Australia 14 parents (2 male, 
12 female 

Interview of parents using 
theoretically derived questions. 
Thematic analysis and coding 
using seven a priori codes. 

The thematic content analysis yielded four themes, and various 
subthemes, as outlined below: 

(1) The enjoyment, pride and satisfaction with having a family 
and being a parent; (2) Mental health concerns as a barrier 
coming between parents and family members: (a) 
Withdrawing from family interaction 

(2) (b) Perceived impact on other family members 
(3) (3) The impact of having depression and/or anxiety upon 

parenting, family membership and sense of self for the 
parent with the mental health concern. (a) Associated 
feelings of guilt, sadness and inferiority (b) The impact of 
mental health concerns on parenting confidence and self-
efficacy 

(4) (4) An incentive to focus on parenting and family 
functioning. 

The enjoyment, pride and satisfaction with having a family and being a 
parent; All parents described the happiness they derived from having 
children, and many spoke about their joy when spending family time 
together, particularly when mentally well. 
Mental health concerns as a barrier coming between parents and 
family members; Parents described how their mental health concerns 
changed their family’s interactions.  
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Withdrawing from family interaction; Parents discussed how their 
mental health concerns could interfere with their capacity to engage in 
family interactions. 
Perceived impact on other family members; Parents indicated that not 
only did their mental health impact on their parenting but that it also 
interrupted the functioning of other family members, who changed their 
behaviour due to the illness. 
The impact of having depression and/or anxiety upon parenting, family 
membership and sense of self for the parent with the mental health 
concern; Many parents spoke about how the effects of having a mental 
health concern had transcended their experience of parenting to also 
impact their sense of belonging and of their sense of self within the 
family milieu. 
Associated feelings of guilt, sadness and inferiority; Most parents 
described themselves when they were mentally unwell in a negative or 
judgmental manner, such as feeling guilt, irritability or detachment. 
Many parents identified that symptoms such as fatigue made it difficult 
to remain involved with children. 
The impact of mental health concerns on parenting confidence and 
self-efficacy; Many parents described how having a mental health 
concern had changed their views of themselves as parents.  
An incentive to focus on parenting and family functioning; Some 
parents described possible benefits of parenting and having a mental 
health concern and one mother indicated that because of her parenting 
role she was especially focused on recovery. 

16 Nolte, L. and B. Wren (2016). Talking or 
Keeping Silent About Parental Mental 
Health Problems—A Grounded Theory of 
Parents' Decision Making and Experiences 
with Their Children. 42. 

UK 15 Parents (13 
mothers and 2 
fathers) 

Interviews transcribed and 
analysed using interpretive 
grounded theory. Recruited 
from health trust 

Protecting innocence; All parents of young children in the study 
wished for their children to have a ‘normal’ childhood. For these 
parents this meant that their children should not be aware of or 
affected by PMI. They saw their children as innocent, unaware and 
unable to understand a MI.  
Acknowledging awareness; As children became older there came a 
time described by most of the parents (two exceptions) when parents 
had to acknowledge that their children were aware of the MI. For 
many parents this was because their children witnessed difficult and 
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at times bizarre situations or heard potentially disturbing or unusual 
information. 
Casting children as mature and knowing; Almost half of participants 
described their children as particularly mature, independent of the 
child’s age. Seeing the children as mature appeared to allow these 
parents to feel more comfortable with the knowledge that their 
children knew about their MI.  
Negotiating mutuality; With acknowledgement of awareness came a 
relational shift towards mutuality and reciprocity for all the parents. 
Whereas with younger children parents were attempting to hide, 
protect and maintain innocence, there was now a shift towards seeing 
the children as more active in shaping a shared understanding of the 
parent’s MI 
Maintaining their lives together; In most of the parents’ view, both 
parents and children worked hard to maintain their lives together. 
Parents often deeply valued their relationships with their children and 
it frequently provided them with hope and happiness within 
challenging times.  
Protecting their children; Most parents expressed a strong wish or 
intention to protect their children and ameliorate the influence of MI on 
them.  
 

17 Östman, M. (2008). "interviews with children 
of persons with a severe mental illness 
investigating their everyday situation." 
Nordic Journal of Psychiatry. 

 

Sweden 8 children, 5 girls and 
3 boys (age 10-18) 

Children of psychiatric 
inpatients. Interviews carried 
out in office in psychiatric unit. 
Thematic analysis of interview 
data. 

Conversation; All children irrespective of age and gender focused on 
one theme that emerges early in the narratives and that was in the way 
communication with others helped to relieve the pressure of the 
situation. Some children had had possibilities to communicate about 
their experienced situation. For others there had not been these 
possibilities and those children appreciated the interview situation in 
itself. They stressed the need to communicate with people you trust, 
for instance friends and relatives, and several of the children pointed 
out the importance of the other healthy parent. 
Love; The children expressed, independently of the parent’s illness, an 
affectionate love for the parent with the illness. 
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Maturity; Especially teenagers commented that the difficulties in their 
family caused them to mature faster than their peers. Furthermore, 
they also expressed that this maturity has added something more 
important in life, namely a confirmed self-esteem. 
Fear; The children express a feeling of fear and act with a self-evident 
avoidance of ‘‘Getting involved in my sick parent’s world’’. As one girl, 
aged 15, expresses herself: ‘‘I am trying to avoid thinking of how scared 
I am’’. 
Blame; The narratives express that the child is blaming him/ herself for 
the parent’s mental illness. Furthermore, some children have had 
earlier experiences of parents or other adults claiming that the parent 
became ill at the time when the child was born, and the child interprets 
this as themselves being the cause of the parent’s illness. 
Loneliness; In situations when no one in the proximity of the child 
communicates with the child, they express a feeling of being 
completely lonely. This feeling can arise from at least two different 
sources. One reason, confirmed by the children in the interviews as 
mentioned earlier, is that no-one actually communicates with the child 
and leaves it with their own thoughts. Another reason is, as the children 
expressed it, when the sick parent gets all of the attention, no time for 
activities is left for the child. 
Responsibility; In contrast to the children’s experiences of affectionate 
love towards the ill parent the children experience great suffering in 
taking responsibility when no one else does. The children, especially 
the teenagers, in the study are fully aware of the ways in which the ill 
parent lacks capacity in the rearing activity. 
Associated stigma; One further theme, which is evident in the 
narratives, is a theme connected to the way in which the children 
experience how people outside the family look upon the family. The 
children recognize that people outside the family, neighbours or even 
distant relatives, view their family in a different way from ‘‘normal’’ 
families. 
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18 Stallard, P., Norman, P., Huline-
Dickens, S., Salter, E. and Cribb, J., 
2004. The effects of parental mental 
illness upon children: A descriptive 
study of the views of parents and 
children. Clinical Child Psychology and 
Psychiatry, 9(1), pp.39-52. 

UK 24 adults and 26 
dependent children 

Semi structured interviews and 
additional psychometric 
testing. Thematic analysis of 
interview data 

Effects of the parents’ illness upon children; The majority of parents 
felt that their children had been affected by their illness, with half 
reporting that their child worried ‘a lot’ about them becoming ill.  
Understanding of the parent’s illness;The majority of parents did not 
feel that their child understood what was wrong with them, with 11 of 
26 children reporting that no one had talked to them about what had 
happened to their mother/father. 
Children’s wishes and worries; Concerns about parental illness were 
reflected in the children’s comments about the changes they would 
like to make to their family. The children identified a total of 30 
changes, 10 of which were a desire for their mentally ill parent to 
become better. The next largest group was about improving family 
relationships followed by changes to practical circumstances. 
Emotional and behavioural problems; Over half the parents had 
concerns about their child’s behaviour. Parents reported a wide range 
of concerns including inappropriate sexual behaviour, obsessive–
compulsive rituals, aggressive outbursts, peer problems and 
delinquent behaviour. Most felt that their child’s behavioural problems 
had started or become worse since they became ill. 
Effect upon parent–child relationship; Fourteen of 23 parents reported 
that their illness had affected their relationship with their child. The 
changes were, however, seldom identified as negative with a number 
of parents reporting strengthened and closer relationships.  
Analytical themes; 
Adult needs dominate; In some cases, the parent’s needs 
overwhelmed and obscured the needs of their children. Some 
admitted to being preoccupied with their own needs, whereas others 
found it difficult to prioritize their children. At other times, it emerged 
that children had become caught in, and effected by their parent’s 
own psychopathology. 
Parental denial; A number of parents made comments which 
suggested that they were not recognizing or acknowledging the 
possible adverse effects of their illness upon their children. Whether 
children would endorse comments from their parents that they do not 
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know about their parent’s illness or had not been affected by it is not 
known. Feedback during interviews indicated that children and 
parents might not always share the same perception 
 

19 Perera, D. N., et al. (2014). "It's not that 
straightforward": When family support is 
challenging for mothers living with mental 
illness. 37. 

Australia  8 mothers Semi structured interviews and 
Grounded theory analysis. 

Challenges in Relationships; Participants spoke about various strained 
or broken relationships with partners, ex-partners, or family members. 
Examples of relationship difficulties include ex-partners who were 
abusive, or who were continuously in trouble with the law, with some 
having been in jail. Several family members, including parents and 
siblings of mothers, were described as “unreliable,” “inconsistent,” or 
“unstable.” 
Unhelpful or Negative Attitudes and Beliefs or a Lack of Understanding 
About Mental Illness;Several participants reported that some partners 
or family members appear to hold unhelpful or negative attitudes and 
beliefs about mental illness. Beliefs discussed as unhelpful include that 
“anyone with schizophrenia shouldn’t have kids” and that mothers with 
mental illness are “bad mothers.” 
“Too Much Support”: Families Who Are Experienced as Undermining 
the Parenting Role of Mothers. A number of participants discussed the 
provision of too much support by family members. Several suggested 
that family members are often the main support in the lives of people 
with mental illness, including those who are mothers, but that some 
family members may “take control” or “take over” at times. 
Partners and Family Members Who Have Mental Health Difficulties or 
Problematic Substance Use; The majority of mothers reported having 
at least one present or past partner or family member with a mental 
health or substance use problem. Mothers discussed this as being 
problematic and challenging. These issues may be further complicated 
by the fact that some mothers themselves may have past or current 
substance use problems. 
Abuse and Trauma in Childhood and Adulthood; Despite the fact that 
direct questions about abuse were not part of the interview schedule, 
seven of the eight mothers disclosed having experienced violence from 
one or more family member or partner. 
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20 Strand, J., Boström, P. and Grip, K., 
2020. Parents’ descriptions of how their 
psychosis affects parenting. Journal of 
child and family studies, 29(3), pp.620-
631. 

Sweden 15 Parents, 10 
mothers 5 fathers 
(36-56 yrs) 

In depth semi structured 
interviews. Conducted in out-
patient psychiatric units. 
Thematic analysis to develop 
both inductive and deductive 
codes based on 5 theoretical 
domains – protection, 
reciprocity, control, guided 
learning and group 
participation. 

Protection;The domain of protection includes the parent’s ability to 
provide security, reduce or alleviate child distress, and protect the 
child against harm.  
In need of vicarious protectors; The parents expressed that their will 
to protect and comfort the child was hindered by their illness of 
psychosis. Hindrances could be practical (e.g., hospitalisations) or 
emotional (fatigue, depression, or hearing voices). The parents 
emphasized the importance of professionals, friends, or relatives 
standing in as vicarious protectors for the child during such phases.  
Protecting children from oneself; Another recurring theme in the 
protection domain was avoidance and withdrawal as strategies to 
protect the child from becoming distressed or worried by their parent’s 
illness. Avoidant strategies were used primarily with illness related 
topics when parents tried not to talk about or name their illness. 
Withdrawal was used during psychotic episodes, for example, by 
retiring to another room or by staying away from home. 
The child’s needs for comfort causes distress; Parents described 
times when the child’s need for comfort caused them anxiety and 
distress. Even minor things like the child catching a cold or grazing a 
knee could cause parental anxiety.  
The child as protector; In general, the parents described their children 
as considerate, caring, and emotionally supportive. There were also 
descriptions of children who took responsibility for reminding the 
parent about medications, mainly in an effort to prevent the parent’s 
hospitalisation or increased anxiety. 
Reciprocity;The domain of reciprocity refers to parent–child 
exchanges in which the parent has to reciprocate or comply to a 
reasonable extent with the child’s demands for attention and 
cooperation as in shared play 
In a world of my own; The parents’ major difficulties in interactions 
with their children were staying focused and taking part in mutual 
activities such as communication and play. These difficulties arose 
partly from depression and tiredness, partly from delusions and 
hallucinations. 
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Lack of energy; Fatigue and lack of energy were common hindrances 
to reciprocity and mutual interaction. For some parents, the tiredness 
followed a psychotic episode; for others it was related to depression 
and anxiety. 

21 Van der Ende 
, P.C., Van Busschbach, J.T., 
Nicholson, J., Korevaar, E.L. and Van 
Weeghel, J., 2016. Strategies for 
parenting by mothers and fathers with a 
mental illness. Journal of Psychiatric 
and Mental Health Nursing, 23(2), 
pp.86-97. 

The 
Netherlands 

19 mothers and 8 
fathers 

Exploratory qualitative study 
using an iterative circular 
design where data collection 
informed the methods 
throughout the process. 
Thematic analysis of the data. 

Effects of mental illness on parenting - mothers; All the mothers said 
that their mental illness caused parenting problems. Lack of structure 
and fewer social contacts, and limited energy negatively influenced 
their resources and time for sharing leisure activities with children and 
setting limits or boundaries. Having children puts pressure on the 
parents, while on the other hand, the children contribute to a sense of 
regular life. 
Negative effects of mental illness; Mothers expressed feelings of 
inadequacy regarding their ability to demonstrate empathy, set limits 
and keep boundaries. 
Experience of transference of problems to their children; Several 
others expressed that they were afraid that their children would inherit 
their problems. 
Experience of positive aspects of having children; Positive stimulus to 
parents’ life. The birth of a child gave a positive stimulus to these 
mothers’ lives, providing new substance to their life and a source of 
joy. 
Effects of mental illness on parenting – fathers; The amount of time 
they spend with their children varied from living with them full-time to 
visiting on weekends and holidays. 
Fathers at a distance; Three fathers had limited contact with their 
children and fulfilled their fathering role albeit only for short periods. 
Four of the interviewed fathers were in the role of being ‘the second 
parent’, with the mother occupying ‘first place’. The mothers, or in one 
case the foster family, did most of the childrearing. 
‘Role’ change with the mother; In our sample there was one father (of 
two children of 3 and 6 years) who had full child care responsibility, 
staying at home while his wife had a full-time job. 
Strategies for successful parenting; The mothers and fathers we 
interviewed developed specific strategies for parenting. Full 
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dedication to the parental role. One of the effective strategies 
mentioned by participants was making a plan for doing parenting 
activities during a week, coached by a nurse. Being together as a 
family and being a good role model are seen as important goals of 
the parental role. 
Balancing raising children and time for oneself; For several 
participants it was difficult to stay balanced in their lives.  
Using the parental role as a road to recovery; The recovery of valued 
roles is an important theme.  
Requesting support; Requesting support was another strategy the 
participants mentioned during the interviews.  
 

22 Maybery, D., Ling, L., Szakacs, E. and 
Reupert, A., 2005. Children of a parent 
with a mental illness: perspectives on 
need. Australian e-Journal for the 
Advancement of Mental Health, 4(2), 
pp.78-88. 

Australia 12 parents, 12 
children 

Mixed methods study with 
survey and a focus group 
components. Focus group with 
parents who have experienced 
mental illness, children and 
professionals.  

Issues around major mental health episodes or hospitalisation. 
Participants spoke of the difficulties associated with hospitalisation and 
major episodes. One parent suggested that a strategic plan be 
developed for each family for when a parent is hospitalised as this 
would help alleviate some of the difficulties associated with this 
process. A number of parents felt that children need to be debriefed 
following hospital admission of their parent by a mental health 
professional. 
Importance of siblings. The majority of parents saw siblings as being a 
great support to one another and particularly as someone to rely on 
when the parent is unwell. 
Children’s coping mechanisms. In terms of coping strategies that 
children employ when the family is experiencing difficult times, some 
parents spoke of how their children would withdraw or not leave the 
house. There was talk of children taking extra roles, for example one 
parent stated that her child took on the mother role 
External support for children with a parent that has a mental illness. 
When asked what would improve things for their children the majority 
of parent participants commented on the need for more support for the 
children, particularly from professionals 
Education for children who have a parent with a mental illness. When 
asked how much their children know about their illness most parents 
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commented that while their children knew something about mental 
illness, they could benefit from more education.  
Community education. Parents thought that the community in general 
required more education around mental illness and issues involved for 
children who have a parent with a mental illness.  
Importance of friendships. Friendships were of great importance to the 
child participants. Most of the children said that their relationships with 
friends were positive and supportive. 
Taking on extra roles when the parent is unwell. Some of the children 
identified taking on extra roles or jobs to help out when the parent is 
unwell. 
Children reported that the worst time for them was when their parent 
was hospitalised. They discussed having to take more responsibility 
when their parent was unwell. They also discussed withdrawing from 
others when their parent was unwell. 
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Results 

This process yielded twenty-two unduplicated papers - which are presented in Table 1 and 

numbered 1-22 for ease of referencing (see Table 1 for study details including main 

findings). Five gathered the experience of multiple family members (1,2,7,18, and 22), five 

gathered the experience of children only (5,8,11,12, and 17) and twelve gathered the 

experience of parents (3,4,6,9,10,13,14,15,16,19,20, and 21). There was variation in 

methodological design across these papers. Most employed interview and thematic analysis, 

some of the studies specifically used IPA or grounded theory and there was one 

ethnographic study. Three of the studies also included the perspective of healthcare 

professionals but these results were excluded from the analysis. The included studies 

originated in different countries across the globe though concentrated in Scandinavian 

countries (7 studies), the UK (5 studies), and Australia (5 studies), the remaining studies 

came from the Netherlands, the USA and India. 

 

Thematic Analysis 

The thematic analysis examined and grouped together ideas across the twenty-one papers 

and developed first descriptive and then analytical themes. This followed a thematic 

synthesis process (Thomas and Harden, 2008) using NVivo, and beginning with reading 

and familiarization with the text. Descriptive codes were applied to the results sections of 

the papers, which included both participant quotations and author description and 

interpretation. Once all papers had been coded the (nodes) themes were reduced by 

removing clear duplicates and merging those thematically similar. Following this the 

remaining themes were reviewed and grouped according to the similarity of experience. For 

example, those experiences that related to a traumatic past or those that related to stigma 

and shame were grouped together and interpreted with regard to those concepts that were 

highly evocative of the experience and had good explanatory value. The results of the 

thematic analysis are presented here within three overarching themes, all with a temporal 

connection (1) recovery from a traumatic past, (2) dealing with a challenging present, and 

(3) hoping for a better future. These are intersected by the centrality of relationships across 

the lifespan; negative experience in past relationships, striving to maintain relationships, the 
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importance of family members to recovery, and a relational approach to interventions.  

Including these linked relationship-based themes a total of nine interpretative subthemes 

that further elucidate these overarching themes are also presented below. 

 

Recovery from a traumatic past; Negative experiences in past relationships 

Parents with mental health problems across the studies described a traumatic life history, a 

factor known to contribute to depression and other mental health problems (Negele et al., 

2015). Many of the parents had experienced abuse in childhood or had grown up with one 

or more parent with a mental illness or substance misuse (9,13,19,20). These parents also 

frequently reported a history of relationship breakdown, including due to abusive 

relationships and were parenting alone, continuing to manage conflict or simply continuing 

to heal from abusive situations (2,4,7,9,10,13,15,19,21). This factor alone is isolating and 

removes the benefits of having a supportive partner, someone who can take the strain when 

a parent is experiencing an exacerbation of their condition. In single parent families there is 

even more risk that the strain of parenting impacts on the parents MI and leads to a 

deteriorating situation. These factors all impact both the potential and ongoing recovery and 

the ability to parent effectively. 

 

Alienation in the present as a result of the past 

Negative experiences in past relationships led to parents feeling alienated and less likely to 

have effective social support, which is an important mediating factor in the development of 

mental ill health (Razurel et al, 2013). Parents reported a lack of social support, a lack of 

community support, and feelings of isolation (2,3,7,9,13,15,19). The relationship with a 

family of origin confers a range of benefits, such as practical support, a financial safety net, 

emotional support, and opportunities for social outlet, factors that positively effect 

wellbeing (Thomas et al., 2017). The community in which a family lives can also provide 

sources of support, for example from schools, neighbours, and local organisations, however 

it can also be less available to parents with MI due to perceived stigma (Hosman et al., 
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2009). Therefore, the parents that might be most in need of social support are often least 

likely to access it or have it available.  

 

Dealing with a challenging present 

Much of the described experience dealt with the strain and difficulty of day to day living 

within a family with PMI. Parents described dealing with symptoms of fatigue, low mood, 

irritability, and anxiety which led them to withdraw from family life and be unable to fully 

participate in daily tasks (1,2,3,4,5,6,9,10,15,18,20 and 21). Sometimes parents were unable 

to take children places, participate in family life or even get out of bed on some occasions. 

Children tended to be given additional responsibilities, which in some cases qualified as 

parentification (6,11,17). Parentification is a role reversal of the parent-child dynamic which 

can have negative impacts on a child’s development, attachments, future relationships and 

current wellbeing (Earley and Cushway, 2002). 

While younger children tended mostly to express love for their parents and describe their 

behaviours without judgement teenagers were less tolerant of any perceived parenting 

deficit (8, 11, 12, 17).  Parents described feeling guilt and shame (1,3,12,14,15,18) about 

their MI, and children and young people reported experiencing varying levels of shame and 

stigma about their parents’ MI (8, 12,17). Throughout these challenges and difficulties 

family units were striving to maintain the internal relationships and continue to serve the 

function of caring for their children. 

 

Maintaining relationships despite adversity 

Multiple family members including children described how the unwell parent would 

withdraw from family life, either emotionally or physically by going to bed (2,3,5,6,10,15). 

There was a deep sense of sadness expressed from parents who described how they 

withdrew and from children who noted their parents’ absence and their sense of being 

invisible. In addition to the withdrawal of the unwell parent, children described withdrawing 

from the family at times of acute stress or symptoms and seeking solitude and avoiding the 

distress or aggression in their family home (12 and 22).  
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However, despite the difficulties described, parents also valued their role very highly and 

expressed love and the need for connection with their children (1,2,3,9,10,13,15,16). 

Parents were able to describe taking responsibility, wishing to maintain standards of 

behaviour and wanting to be seen as a good parent. Linked to this was the pervasive fear of 

the loss of the parental role (4,9,10,14,21 and 22). Also featured strongly was resistance by 

parents to the loss of custody through statutory services intervention or of allocation of 

responsibility to another family member (3,7,9,14,16). In situations where parents did lose 

custody it was a bitter pill to swallow that children might be cared for more effectively by 

another adult other than themselves.  

Fathers involved in these studies were also concerned with fulfilling their parenting role 

despite the difficulties associated with MI, separation, or due to the additional caring 

responsibilities for their unwell partner (14, 21). Fathers have often been neglected within 

this research as have well parents of both genders so capturing these perspectives is 

important (Reupert and Maybery, 2018). This review found evidence that children 

experienced the fathering role as providing security and relief from stress. One included 

study focused on the well parents’ perspective; their role included taking over household 

and childcare tasks and providing reassurance and information to children (6).  

Parents and children throughout the studies described how parenting abilities were impacted 

by experiencing MI (1-22). Parents described how they had more difficulty maintaining 

boundaries, offering warmth and affection and engaging in play and activities with their 

children when they were experiencing symptoms of MI. Parents also admitted that the 

parenting role could be a strain that at times exacerbated their symptoms. Other studies have 

confirmed that the severity of the illness or symptoms is known to impact parenting capacity 

(Reupert et al., 2012). 

 

Stigma shame and the culture of secrecy 

Stigma surrounding PMI is felt very keenly by parents (4,6,9,10,13,14,15,21) including 

from other parents in the community. This led to them controlling and limiting 

communication including preventing children from speaking about the illness outside the 
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home (4,6,9,10). Stigma is also reported by adolescents who described being embarrassed 

of their unwell parent and their behaviour (8,12,17).  

As well as controlling information going out of the family, parents were concerned about 

their children misunderstanding or being burdened by information and so resisted 

communicating to them about MI (2,4,6,10,15,16,18,20). Studies that included children’s 

perspective showed evidence that knowledge about their parents’ illness provided 

reassurance and increased confidence. However, there was also suggestions that knowing 

about a parents MI could cause anxiety (1,6,18) although this seemed to be because of a 

lack of knowledge that might demystify the illness and reassure children. Knowing that 

something is wrong is not enough; children need to know what is wrong and what that 

means for them and their family. This is supported by evidence from the literature that 

psychoeducation for children improves outcomes (Maybery and Reupert, 2009).  

 

Seeking stability 

Children in particular described living with uncertainty about what was happening with the 

unwell parent. Parents and children described an uncertain, changeable, and unstable 

environment (2,7,9,16,20). They described unpredictable moods or conditions and ‘walking 

on eggshells’ when they sensed that their parent may be experiencing symptoms of MI 

(1,2,5,8,11,15). Children and partners developed a heightened ability to detect deterioration, 

low moods or irritability. Falkov and Cowling (2004) recognised this and described that 

children who live with mentally ill parents, ‘live with the symptoms, behaviours and 

expressions of mental illness. They see it and they feel it’ (p. 55).  

Maintaining stability in the family is often the responsibility of the partner/spouse who takes 

on a caring role for the unwell parent as well as childcare (5). Partners aimed to pre-empt 

MI related behaviours and redirect them away from children in order to protect them (1). In 

addition to this the well parent contributed to the family seeking stability by providing a 

reassuring presence and information for children. Partners described telling children that 

their unwell parent would be ok and not to worry (6). 

Children and parents across the studies expressed a wish that their family could be like other 



 

59 
 

families (1,7,12,16). Adolescents in particular shared that they wanted to be considered 

‘normal’ and that their friendships and spending time outside of the family home afforded 

them this sense of normality (8,12,17 and 22). 

Day to day challenges that are faced by these families also include adversities such as 

poverty (2,7,9,10,13,20), parents with mental illness are more likely to be unemployed or 

economically inactive (McManus et al., 2016). Poverty is a contributary causal and an 

exacerbating factor for MI as financial pressures contribute to stress and reduced wellbeing 

(Compton and Shim, 2015). 

 

Hoping for a better future 

Despite the challenges these families faced, participants across the studies expressed a sense 

that they could and would recover from their mental ill health, and the role of the other 

family members including children were important in this process (2, 4, 10, 13, 15).  

Connected to this theme of recovery were the needs and recommendations made for services 

including a desire for family inclusive and relationally based interventions 

(1,7,10,13,20,22). 

 

Recovery 

There was reference to recovery including how parents defined this concept in several 

studies (2,4,10,13,15). Often participants were sharing their experiences from a relatively 

stable point in their lives and while still experiencing symptoms they were often looking 

back at periods of more acute illness and hospitalisation. Parents described a reduction in 

unpleasant symptoms, a calmer and less frantic existence. They also described 

rediscovering or reclaiming their identity, both as an individual separate from their illness 

and as a parent. Two of the studies focused more specifically on recovery (4 and 13) and 

parents in both of these studies described a turning point when an event or insight led to 

them making changes they later recognised a crucial in the improvement of their MI. 
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The role of children in recovery 

Children’s role in recovery is often discounted but these studies showed that children 

often wanted to help, were requesting additional information, and were prepared to 

educate themselves (1,6,11,17 and 20). Although there was evidence of this becoming 

parentified behaviour at times (6,11,17) not including children in the recovery process 

runs the risk of them feeling unimportant in their own family. In addition to this there was 

an emphasis across many of the studies on how parents valued their role and their 

relationships with children and considered this their primary motivation to recover or 

remain well (1,4,9,10,13,14,15,16 and 21). 

 

Concerns about intergenerational transmission 

A common concern expressed throughout the studies was that children would themselves 

grow up to experience mental ill health (7,10,14,16,21). Parents expressed concerns that 

either genetic or environmental factors could lead to this outcome. It seemed that at times 

children had picked up on this as in several studies children themselves mentioned worries 

they too would become ill. As well as the genuine concern this reflects a very real burden 

on children of mentally ill parents. While there is known to be an increased risk to 

children of developing a mental illness themselves (Havinga et al., 2017) this is not 

inevitable, especially if good support is available and as previously noted if the children 

receive psychoeducation regarding PMI. Children, in particular adolescents, throughout 

the reviewed studies expressed that they had gained maturity and strength as a result of 

their parent’s illness, this is supported by previous reviews into childrens’ experience 

(Drost et al., 2016). 

 

A relational focus for intervention services 

The views of participants regarding service provision were often complex. On the one hand 

parents and children expressed that they wanted to know where to find help and that support 

should be easier to access (7 and 14) while on the other there were significant concerns 

about additional services being mostly an interference in family life (4, 10, and 14). Across 
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the studies there was a variation in the descriptions of services, which may reflect the 

variability of services across different countries in the world. However, it is also important 

to listen to the specifics of the dissatisfaction that some participants expressed. Participants 

described services they had accessed and expressed disappointment or distrust, including 

that services were not effective, did not acknowledge their parenting role and in the worst 

examples stripped them of their dignity (13). 

However, there were some positive reports of healthcare services with many participants 

being reasonably satisfied (1,10), particularly of those services that included multiple family 

members (1). Children who had accessed services described how this had helped them 

manage difficult emotions (5). Many participants expressed that service providers did not 

ask them about their parenting role and that they wished for services that had a more family 

inclusive approach (1,7,10,13,20,22). Several of the studies were carried out with families 

in therapy and from these studies we learned that when they trust the service parents were 

willing to include their families in therapy and that this conferred a number of benefits 

include reduced carer stress and improved relationships (1).  

 

Discussion 

Insight can still be gained from this evidence despite some gaps in the literature; for 

example, few studies that gathered the partners or the whole family experience (Ahlstrom 

et al., 2009) and a lack of relational approaches utilised by research to date. The accounts 

of parents and children detailed in the included studies nevertheless support our 

understanding of how mental illness impacts everyday life and hopes for the future in 

families experiencing PMI. The included studies illustrate that parents with mental illness 

value their parenting role highly and wish to feel like ‘good parents’. They highlighted 

parents sense of guilt or responsibility regarding times when they were unwell, and they felt 

their parenting role suffered, on occasions when children were removed and with regard to 

the potential of children suffering from mental illness themselves (Hine et al., 2017; Jones 

et al., 2016; Marston et al., 2016; Van Der Ende et al., 2016).  
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Some of this research attempted to address the underrepresentation of fathers in the 

literature and reflected that fathers’ experiences are comparative to mothers’, and yet 

present specific challenges; for example, not feeling they were automatically considered as 

carers by professionals (Jones et al., 2016) and that issues of fatherhood were often 

considered secondary to motherhood in most discussions about families where mental 

illness is a factor (Van Der Ende et al., 2016).  

  

The results of the analysis uncovered the significance of relationships to this area of 

research. Negative experience in past relationships were potential causal factors for PMI. 

The family unit and the relationships within it were critical to managing daily life, 

mitigating the symptoms of MI and protecting children. Parents and children emphasized 

the importance of improved relationships and protecting the family for their future 

wellbeing and potential recovery. However, few of the studies employed a relationally 

based theoretical or analytical framework. The study by Marston, Maybery and Reupert 

(2016) was one of the few that used a family functioning model to develop theoretically 

devised questions comparing functionality when mentally well and ill. This allowed the 

authors to analysis the data using a priori codes, to focus much more specifically on the 

phenomenon of interest and as a result produce in depth findings that they were also able to 

compare and contrast between children and parents.  

Throughout the studies, families described their experiences with reference to past 

experiences, present struggles and future hopes. Within these narratives participants shared 

deep trauma and tragedy, abuse and struggles in their past and painted a picture of multiple 

adversities in the present. It is known that Adverse Childhood Experiences (ACEs) can 

result in mental ill health in adulthood (Kalmakis and Chandler, 2015; Zarse et al., 2019) 

and that those who have received poorer parenting themselves may struggle with aspects of 

their own parenting relationships. Attachment theory points to the fact that the early 

relationship with the mother is not only of critical immediate importance to the child but 

also to the future development of the individual (Cassidy, 2008). While this is not new 

information, it is useful to keep this factor in mind when considering the experience of so 
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many parents with mental ill health, particularly if we wish to intervene in this often cyclical 

scenario. Fundamentally children need to feel safe and valued, and the dysregulation of 

affect caused by mental illness can interfere with this and result in damage to the attachment 

bond (Manning and Gregoire, 2006). Many of the parents involved in this study described 

feeling unsafe or undervalued in their early life or foundational relationships. 

Despite the significance of these experiences which should be acknowledged and not 

minimised, families expressed hope for the future including for recovery from their MI. 

Families with and without PMI, experience a linear understanding of where their family has 

been and where it is going (Lerner, 2013). However, when family life is experienced from 

within the adversity of MI it is much more difficult to maintain a sense of a bright future 

for the whole family and for children. All families hope that the children will grow up 

healthy and happy and achieve their full potential in life. Of primary concern to families is 

the risk of intergenerational transmission of MI to children. This is not without foundation 

as we know that a percentage of children of mentally ill parents will experience MI 

themselves in adolescence or adulthood e.g. a child with a parent with MI has a 40% chance 

of developing an affective illness by age 20 compared to 20-25% in the general population 

(Royal College of Psychiatrists, 2011). Recent evidence suggests that while genes are 

certainly a factor, intergenerational transmission of MI is predominantly environmental, 

related to impaired parenting due to MI and the range of socioeconomic stressors that often 

accompany PMI (Bunting et al., 2020) There is also evidence that not all children are at risk 

and that certain interventions improve outcomes such as psychoeducation and the presence 

of another supportive and trusted adult (Cooklin, 2013; Grove et al., 2015). This analysis 

revealed that children wanted more information on PMI but that parents’ inclination was to 

restrict information and that they wanted to have more guidance and support in talking to 

their children. 

Further insight into the childrens’ experience from this analysis uncovered that they wanted 

to help, wanted their parents to be better, and felt responsible. While younger children rarely 

criticized their parents, adolescents described noticing a deficit in their parents’ abilities 

compared to other parents they knew and were not always sympathetic towards the reasons 
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for the perceived failings. Children and partners became highly sensitive mood detectors 

and walked on eggshells around the unwell parent, avoiding them if they sensed that all was 

not well. Children felt isolated, sometimes invisible, and parents felt guilt and regret at not 

being more involved. Children described retreating into their room and when older spending 

a lot of time away from the house with friends. Therefore, the withdrawal from family life 

described affected multiple family members and may be an area that could be addressed 

through intervention. For example, to help improve relationships and provide a relational 

based coping mechanism or tool for families that reduced withdrawal and promoted 

togetherness.  

The social context is shown to be extremely important in the lives of these families, though 

it was not discussed in all included studies. Several studies discussed the socioeconomic 

strain that families experienced and pointed out that while this is not exclusively caused by 

MI it is exacerbated by it due to unemployment and underemployment (McManus et al., 

2014). Many of the families involved lived in deprived areas, though due to the studies 

coming from different countries the circumstances vary significantly. For example, 

Carpenter-song et al’s (2014) ethnographic study detailed the experience of three African 

American mothers from Washington D.C who were single parents, with little to no 

involvement from the children’s’ fathers, and from a low-income bracket. These mothers 

had also experienced a great deal of violence, including gun violence, and one of the 

mothers had herself suffered a gunshot wound in the past and her own mother had been 

murdered. The impact of this hyper-violent environment was ongoing in these women’s 

lives and likely made concerns for children even greater. It is easy to see why this study 

reported that mental illness was ‘not a prominent focus’ (p.4) in these mothers’ lives as 

survival was ultimately primary in such an environment. Contrasting this study is for 

example the Afzelius et al. (2017) study from Sweden, where the demographics of the 

sample show that all but two of the adult participants were in paid employment, the others 

were on sickness benefits of some kind and the occupations included economist, truck 

driver, entrepreneur and teacher. Of the five families only one was a single parent family. 

These details suggest a higher level of welfare, better living conditions, fewer financial 
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pressures than in the Carpenter-Song et al. (2014) sample, not to mention less extreme 

violence in their community. The study by Hine, Maybery, and Goodyear (2017) which 

focused on mothers and recovery, again described women experiencing trauma and 

relationship problems and went further to highlight the gender disparity in the experience 

of abusive relationships. Many of the women in this study, who were recruited from rural 

communities in Australia had experienced intergenerational poverty and hardship leading 

the authors to highlight the oppression faced by lower income women, in particular women 

of colour (Hine et al., 2017).  

Experience of services was reflected in a number of the included studies and as was pointed 

out there were contradictory viewpoints. Many parents viewed child and family social 

services with suspicion due to the fear of loss of parenting responsibility. Participants 

related some positive views of services in general but also expressed at times feeling judged, 

dehumanized, and destabilised by the involvement of services. There were calls for better 

access to services that would prioritise a relational and non-judgemental approach. 

 

Conclusion 

Multiple family members are impacted when a parent has a MI and their support needs 

should not be overlooked. The findings of this systematic review suggest that children are 

active, involved members of the family who also can be at greater risk due to their emotional 

immaturity. These risks can be mitigated through appropriate interventions that include 

psychoeducation and also the support or facilitation of a relationship with another caring 

well adult in their lives (Afzelius et al., 2018; Backer et al., 2017; Maybery et al., 2005). 

The findings also suggest that partners continue to be overlooked by most research and 

services and yet their role often manages PMI, avoiding deteriorations, and mitigating risk 

for children. 

There is less research that examines the combined experience of families which would also 

address the need for the first-hand perspective of partners and children while also providing 

an indication of how families operate as a unit. In Afzelius and colleagues (2017) study 

(included in this review) family members were interviewed together and individually 
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offering the opportunity for a shared narrative to be presented. Individual perspectives 

including those less often captured were therefore heard in context. 

Overall, this review points to the need for not only research involving the whole family, but 

investigations informed by relational, or family based theoretical models, such as the family 

model (Falkov, 1998) or family systems theory (Bowen, 1978). This research was informed 

by these results and present in the following methodology chapters the aims, design and 

theoretical basis for the study. 
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CHAPTER 3 

 

THEORETICAL FRAMEWORK 

While the experience of parental mental illness has clear effects on all family members 

(Afzelius et al., 2017; Dam and Hall 2016; Reupert and Maybery 2007) it can be seen from 

the systematic review of the literature in the previous chapter that relatively little research 

has taken a whole family approach. The evidence synthesis presented offers a useful picture 

of the whole family experience from the available research. As was suggested, the need for 

original research with whole families and/or multiple family members is significant. In 

addition, the systematic review uncovered a lack of research into PMI that made use of 

relational theories. The findings of the review suggested a gap in the literature for whole 

family research conducted using a relational theoretical framework.  

This first methodology chapter presents a discussion of the theoretical underpinnings that 

guided this research. This is primarily a social phenomenological study of families 

experiencing PMI. The ontological and epistemological underpinnings of subtle realism and 

social constructionism will be described in the first section of this chapter. Secondly social 

phenomenology is discussed as our grand theory guiding the overall design of the research 

and informing the methodology. Following this the chapter moves on to discuss the other 

theories used in this research and these include; feminist theory, attachment theory, and 

family systems theory (FST). As previously noted, the systematic review of the literature 

(chapter 2) indicated a lack of research that took a theoretically informed relational approach 

to qualitative research with families. Therefore, FST was selected as the main analytical 

theory to assist with the interpretation of the data. FST also links to the recommended 

practice theory for PMI, the family model (Falkov, 2012) and both of these theories and 

their use in this research will be outlined. In addition, this chapter will outline how feminist 
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theory and attachment theory were used as complementary theories throughout the research 

process. This chapter will illustrate the logical consistency of the theories, and their 

contribution to the design, delivery and analysis of the research. Further to this is the 

integration of the theories used into a new conceptual framework which has been named 

the Family Knot (FK) framework. First, we briefly discuss the commitment to multiple 

perspectives as this was instrumental in the development of the design. 

 

Multiple perspectives  

This research explored a multiple perspective account of the experience of family members 

living with PMI. Multiple perspectives create complexity at all stages of the research 

process from recruitment to description to analysis. McCarthy et al. (2003) discuss the 

issues related to the analysis of multi-perspective accounts in families in detail and describe 

multiple perspectives in terms of ‘Between and within individuals: between standpoints of 

gender and generation; between individuals in families; between families may be 

characterised by standpoints of class and ethnicity; between us as researchers and between 

us and our interviewees; and between different epistemologies.’ (McCarthy et al., 2003, 

p.6). 

The benefits in seeking the perspectives of multiple family members, include giving voice 

to those whose views are not often heard and potentially uncovering important insights into 

the subject of research with the use of a unique approach. In addition, with a drive towards 

a whole family approach to practice and service intervention, a research approach with the 

same principles is arguably essential. However, there are also difficulties to attend to such 

as how to make sense of potentially diverse opinions, how to handle the data and how to 

contextualise these within and between families.  

It is accepted that the lived experience of individuals within families and between families 

may confirm or contradict one another. As Jessop (1981 p.102) suggests ‘there may well be 

as many valid realities as there are interacting individuals with….. no reasons to consider 

one version more authoritative than the other’. Indeed, it is arguable that there is no 

possibility of an objective reality to be discovered or confirmed for families, nor would this 
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be consistent with either the social constructionist epistemology or the theories used for 

analysis of the data. McCarthy et al. (2003) made use of an interpretive position in their 

comparative analysis of family case studies and found that the existence of both similar and 

different themes and concepts uncovered between individuals illuminated both the 

individual experience and the functioning of the relationships within the unit. 

The approach of this research was to both integrate the themes so that they included the 

experience or phenomenon relevant to both parents and children and to present themes that 

were illustrative of an experience particular to children, or parents. Additionally, it was 

attempted to link those themes that emerged relating to an individual experience back to the 

family context in order to maintain a whole family approach to the analysis and presentation 

of findings. Each individual transcript was given a pseudonym and then labelled as either 

child, parent or partner and also identified as either individual, couple or family (Table 3.1). 

As will be discussed in the following sections the theoretical framework needed to facilitate 

this multi perspective account by providing a socially informed and relationally based 

insight into the experiences shared by participants. The development of this framework is 

discussed in the following sections. 

 

The construction of the theoretical framework 

As Maxwell (2012) states the conceptual framework of a research project is ‘constructed 

not found’. The construction for this framework followed a logical progression of 

development based on the understanding of the research problem. This section attempts to 

present in graphic form how each of the aspects of the theories drawn upon for this research 

were operationalised. Aside from the two grand theories of social phenomenology for 

design, construction and data interpretation and FST for analysis of the data, this research 

also drew on feminist theory and attachment theories. Therefore creating a social 

phenomenological feminist attachment informed family systems research project. Each of 

these theories and their contribution to the research is detailed in the following sections. 

Below (Figure 3.1) is a graphic representation of these theories and their contribution. 
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Figure3.1: Theoretical Framework

 

 

In the process of developing the conceptual framework and the visual representation of the 

Venn diagram above it was observed that this was reminiscent visually of a trinity knot also 

known as a Family Knot in Celtic imagery. The trinity knot is the most common of Celtic 

knots. It is one continuous line interweaving around itself and is often used to symbolise 

family unity and endless family love. The symbolism aligned well with the view of the 

interconnected family unit with the continuous line emphasising the inseparable nature of 

these connections. This idea was pursued with the aim of generating a new integrated theory 
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for use in this research. This theory linked the social constructionist viewpoint with the 

feminist phenomenology and family systems theory to create a social phenomenological 

feminist family systems theory which emphasized connections and interactions between 

individuals, and within and between systems. Families consist of individuals that influence 

each other, and this can be understood from a family systems perspective, however they do 

not exist in isolation. They are constructed in relation to the external system of society, 

including patterns of inequality and this is a two-way relationship feeding information and 

influence back and forth. Over this framework one can apply the aspects of the research 

problem under investigation as in figure 2 and it can be used to support the analysis of the 

data as will be seen in the findings chapters and the discussion. The important elements of 

the framework that carry through these applications are the interrelation of the elements and 

how they operate systemically, and the containment of these elements within the social and 

cultural context.  
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Figure 3.2 The Family Knot Framework 1 

The social reality is represented by the circular shape weaving through the other lines and 

theoretically this represents the social constructionist phenomenology and feminist aspects 

of our understanding. The family systems and attachment theory are represented by the 

continuous interweaving line that forms the trinity knot at the centre of the image. These 

aspects represent the different actors within the system and the triangle like extensions 

beyond the circle line represent the external systems wishing to intervene. 
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Ontology and epistemology 

The research design evolved and was constructed following a logical progression. Firstly, 

given the aims to gather the lived experience of families, a qualitative methodology using 

interviews was proposed. This was approached from a broadly social constructionist 

perspective. Schwandt (2001) emphasized that social constructionism holds that meaning 

is created through the ‘interplay between humans engaging with their human world’ (p. 45) 

and is shaped by the culture and social contexts within which it is created. It was presumed 

that a methodological framework that supported the understanding of the interplay of 

multiple perspectives and the creation of meaning through interaction would be vital. Social 

constructionism is a philosophical position that rejects the positivist view that individuals 

have objective measurable realities and instead argues that realities are created based on 

context and interaction and in relation. In its early days this included an interpretation of 

this epistemology as indicating a radical anti-essentialism that promised a liberating level 

of possible interpretations of reality (Burr, 2015). While the use of this epistemological 

framework in this research project might suggest a relativist ontology, it is possible to accept 

that reality is socially constructed and therefore our enquiry into it is socially constructed 

while also acknowledging that phenomena exist independently of research into them. This 

position is often referred to as subtle realism. Subtle realism was originated by Martyn 

Hammersley (1990) and stands opposed to various kinds of relativism and skepticism. It 

opposes the extreme relativist position by arguing that there is a single reality (not multiple 

realities depending on the observer) and that it is possible to gain information about the 

phenomenon that make up this reality (Mays and Pope, 2000). While social constructionism 

and subtle realism both acknowledge the subjective nature of knowledge creation and 

investigation, they differ in that social constructionist viewpoints often argue that all 

knowledge is socially created (Taylor, 2018). These positions previously thought to be 

incompatible have been shown by theorists to be logically consistent, in that weak social 

constructionism acknowledges that some things are not socially constructed (Elder-Vass, 

2018) and subtle realism acknowledges the subjective nature of reality. For this research 
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question in which we wished to discover the lived experience of families the ontological 

position of subtle realism with a social constructionist epistemology is logical and 

sufficient. The interaction of these two positions was the first stage of constructing the 

overall theoretical framework. The next stage was to develop the specific methodology that 

would best address the research problem. 

Social constructionism supports a number of qualitative methodologies and given that the 

research questions seek to explore the lived experiences of families living with PMI, a 

phenomenological approach was used. In the early stages of the research design, interpretive 

phenomenological analysis (IPA) was rejected due to it being purely inductive in its 

generation of codes, and at that stage of the process the use of deductive codes was 

proposed. Grounded theory was rejected as it did not fit with the epistemological 

underpinnings of the research and the case study approach was rejected because it mostly 

asks ‘how’ and ‘why’ questions and is therefore less useful for an exploratory study (Yin, 

2009).  

Despite the lack of fit with IPA specifically during the design phase, it was noted that 

phenomenological approaches in general are ideal for gaining a rich understanding of a 

phenomenon from an individual’s subjective experience. Phenomenology is useful for 

research questions which aim to understand what a given experience was like for an 

individual, how they made sense of it and anchors any interpretation in the participants 

account (Smith 2011). Though this makes it more difficult to generalise from findings, 

phenomenologists would argue that an emphasis on generalising means that critical 

individual differences are missed (Dahl and Boss, 2005). This research was interested in the 

lived experience related to PMI, and this focus to retain the subjectivity of the participants 

perspectives strongly suggested phenomenology as a good fit. However, as a primary aim 

of this research was to explore the multiple perspective of a whole family it was proposed 

that social phenomenology would be particularly appropriate given the understanding of 

families as small social units within the larger societal context (James and Robert, 2017). 
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Social Phenomenology 

Social phenomenology originated with the work of Alfred Schutz (Schutz, 1967) who 

sought to bring the philosophical position of phenomenology and the sociological enquiry 

together. Social phenomenology emphasizes the importance of the ‘social reality’ as well 

as the subjectivity of individual participants realities (Zahavi and Overgaard 2008). This 

conceptual framework has provided insight when used to examine a social unit such as the 

family. For example, Berger and Kellner’s (1964) Marriage and the Construction of Reality 

was a seminal work that while certainly dated now in its lack of recognition of gender roles 

and the negative impact of marriage on women, was pioneering in its analysis of the 

construction of reality through family relationships. Later in the 1990s, phenomenology 

enjoyed something of a renaissance and family researchers, becoming interested in how 

family members experience their everyday worlds, began increasingly to go into families’ 

homes to conduct research in context (Dahl and Boss, 2005). 

Social phenomenology is a descriptive and interpretive theory that emphasizes the 

importance of the subjective experience of social actors within the daily lives of individuals. 

The design of this research, being that interviews were conducted in participants own homes 

(where possible) assisted in the interview data remaining closely aligned with experience. 

With regards to the analysis of the data social phenomenology provided a macro lens with 

which to consider the meaning within the lived accounts of participants and an additional 

consideration on their subjective experience. ‘Schutz viewed safeguarding the subjective 

point of view as of paramount importance if the world of social reality was not to be replaced 

by a fictional, non-existent world constructed by the researcher.’ (Fereday and Muir-

Cochrane, 2006, pg. 81). This consideration was heeded through use of a stage based 

thematic analysis requiring two stages of data driven analysis before the interpretive theory 

driven analysis took place. This was in order to ensure that the participants subjective 

experience was not overlooked or over-interpreted, psychologised or rationalised and this 

process is presented in Chapter 4 which details the methodological process. 

Therefore, social phenomenology was integral to the research design and in analysis of the 

data. However, the literature review suggested a relative lack of relational theories used in 
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PMI research to date. This research sought to address this with use of a FST which is most 

appropriate for the interpretive analysis of family interaction. 

 

Use of theory for analysis 

This research made use of FST to complement the analysis and discussion of the data. The 

social phenomenological perspective, discussed above, as well as informing the overall 

design of the research largely contributed to an understanding of the macro issues with the 

affected families. Therefore, it was necessary to utilise a theory that could enhance 

understanding of the interpersonal issues within family, of which family systems theory was 

a logical fit. Further to this the Family Model, the recommended model of practice for PMI 

has its theoretical basis in family systems. Other complementary theories were referenced 

throughout the research including attachment theory and feminist theory and these are 

discussed below. The following sections will firstly briefly discuss how feminist theory and 

attachment theory informed aspects of this research before moving on to family systems 

theory and how it was used as the main interpretative theory in the thematic analysis.  

 

Feminist theory 

Feminist and phenomenological viewpoints have long been conceptually linked and utilised 

in research (Alcoff, 2000). Feminist viewpoints have often criticized the assumption that 

the meaning of women’s existence can be extrapolated from some feature of their 

physiology, and this is echoed by phenomenologists understanding of human embodiment 

(Butler, 1988). Though not the primary theory used within this research, feminist theory 

nevertheless was referred to throughout the process. Feminist approaches have in many 

areas reshaped the approach to theory and research with families (Fox and Murry, 2000). 

Still there appears to be a reluctance to include feminist viewpoints consistently in research, 

which may be related to the wider cultural backlash towards feminism influencing attitudes 

within the academic world (Cuptec and Ebeturk, 2020). Whatever the cause it seems that 

research with families, so often laden with gender norms, stereotypes and the impact of 

societal attitudes must at the very least show some consideration to these theories. There 
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are varieties of feminist traditions but for our purposes the common characteristics that are 

important are; reflexivity, the centrality of practice, a focus on social processes, and a 

critical stance towards traditional paradigms and theories (Fox and Murry, 2000). 

With regards to the research design and ethics, feminist theory was used reflexively to 

consider in particular the power differential between researcher and participant. This was 

actively addressed by establishing a rapport with participants from the initial contact and 

placing emphasis on the importance of their role, voice and shared experience without 

which the research could not proceed. Their position as parents and their parental consent 

was carefully respected. This researcher’s previous role as a person-centred counsellor and 

of working specifically with parents provided experience of how to communicate with 

families in a non-judgemental, congruent, and empathetic way. In addition, principles of 

feminist interviewing were followed with regards to reducing hierarchy between the 

interviewer and interviewee, striving to create an emotionally compassionate setting and 

providing information of sources of support that could be accessed following interview 

(Campbell et al, 2010). 

In addition to informing the design and delivery of the research, feminist theory is important 

to consider with regards to family dynamics and persistent gender norms in society. Parents 

experiencing mental ill health are disproportionately mothers and this was reflected in our 

research sample. Although there are also factors regarding men being generally more 

difficult to recruit for research (Ryan et al., 2019) and of psychosocial gender-related 

barriers for men regarding mental health stigma, meaning that they are also less likely to 

acknowledge problems and seek help (Yousaf et al., 2015). There are still significant 

imbalances in the domestic division of labour in 2021 though slow steady progress has been 

made over the past century. Ann Oakley has provided a useful commentary on the unequal 

division of labour with regards to the household and parenting of children, arguing that 

while progress has been made women continue to be disproportionately responsible for 

housework and childcare (2005). This was reflected in the experience within our sample 

though this subject was not focused on directly in our interview schedule. In our sample the 
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few men that took the greater share of the domestic labour were notable by their exception 

and an acknowledged deviation from the norm.  

As noted in previous chapters gender imbalances also exist with regard to the conflation of 

parenting with mothering. This stereotype not only places the burden of care mostly with 

mothers but also leads to the neglect of fathers’ experiences, views and needs. This research 

aimed to investigate the impact of mental illness in either parent on the outcomes for 

children however there exists a connected but distinct area of research into maternal mental 

illness and perinatal mental illness. In a recent prevalence study, it was shown that 1 in 4 

children was exposed to maternal mental illness and that the highest prevalence in the UK 

was in Northern Ireland at 29.8% (Able et al., 2019). Figures show that women are more 

likely to have been treated for symptoms of mental illness such as depression and anxiety 

at a higher rate than men (29% compared to 17%) though it must be noted that men are less 

likely to seek treatment (Singleton and Lewis, 2003). Separate figures assessing prevalence 

in the general population in England for example provides some confirmatory evidence as 

around 1 in 5 women experienced a common mental health disorder compared to 1 in 8 men 

(McManus et al., 2016). Our sample consisted of more mothers than fathers though what 

exactly this reflects is debatable, the reluctance of men to participate in research of this kind, 

the implicit assumption that a call for parents means mothers or the lower rate of mental 

health among fathers and possibly a combination. Regardless, the importance of taking a 

feminist viewpoint was to be aware of these underlying attitudes and biases and how they 

may have impacted the research.    

A feminist viewpoint was also important with regard to the many experiences of domestic 

and sexual abuse shared by the participants in this study which while deeply personal and 

traumatic events to those who experience them can also be viewed as representative of a 

wider structure of gender inequality (Baker, 2001). This understanding of the personal as 

political must not be allowed however to overshadow the voices of the women and the 

uniqueness of their individual stories. 
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Attachment and adverse childhood experiences 

It is important to reference attachment theory in research that involves parent child 

relationships. Attachment theory was originated by John Bowlby (1958) and deals with the 

early mother/infant bond, how it can be disrupted by separation and loss, and the influence 

those interactions have on the developing sense of security and identity. This reflected a 

move away from drive and dependency theory, and towards a theory of instinctual 

responses designed to promote social interaction (Bowlby, 1958). Research shows that 

mothers affected by MI show less ability to respond to their infants’ needs for bodily contact 

and loving care and it is argued this has an adverse effect on the attachment process (Svedin 

et al., 1996). Maternal depression in infancy has been shown to contribute to insecure 

attachment formation and this is likely to lead to difficulties in future relationships 

(Manning and Gregoire, 2008).  

Adverse childhood experiences (ACEs) as described by Fellitti et al. (1998) refer to 

exposure to emotional, physical or sexual abuse, and household dysfunction and like 

attachment there are lifetime consequences. There are seven categories of ACE defined 

either as abuse or household dysfunction. Abuse, either psychological, physical or sexual, 

and household dysfunction, either substance abuse, mental illness, domestic violence or 

criminal behaviour. Fellitti and colleagues (1998) found that people who had experienced 

four or more ACEs were at much higher risk for negative health consequences such as 

alcoholism, drug abuse, depression and suicide attempts than people who had experienced 

none. The Social Care Institute for Excellence (SCIE) (2011) in a series of policy documents 

identified that children living with PMI are more likely to experience adversities, including 

ACEs, than their peers. 

In this research there is discussion of ACEs in the first findings chapter on the 

transgenerational impact of PMI. Attachment is referenced, in particular, in the final 

findings chapter when discussing the effects of separation on outcomes for children. These 

two concepts are further linked in that attachment disorders may result from exposure to 

ACEs (Choi et al, 2020). 
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Family systems theory 

Family systems theory (FST) asserts that ‘family members are part of an interactive 

interdependent network in which behaviour in one individual or subsystem affects the 

others’ (Brody, 1998). The theory emerged from the structural functional paradigms of 

social anthropology and sociology in the 1950’s and 60’s and was developed by Dr Murray 

Bowen, a psychiatrist, and his research into families with a schizophrenic member. Bowen, 

like other radical psychiatrists and psychologists of the time rejected the dominant 

psychoanalytical perspective of solely individual explanations and proposed that the key to 

treating pathology lay in understanding the influence on the individual of the family or the 

‘system’ within which they existed (Broderick, 1993).  

In addition, the family is a system within the larger supersystem of society and attempts to 

maintain equilibrium by adapting to demands and changes in the larger system. In this way 

of thinking about the family we can begin to see how forces both internal and external to 

the unit can exert pressure and influence on the individuals and the whole. A prime and 

timely example is the global pandemic of Covid-19 which has created huge pressure on 

families due to problems entirely external to the family, while also leading to or 

exacerbating difficulties within the family.  

Bowen argued that the family is an emotionally interconnected unit and that the complex 

interactions of individuals within the unit could be understood using his family systems 

theory (Kerr, 2000). From a common-sense perspective we understand that for example if 

a parent is unwell it has an impact on the child. FST provides a way of understanding how 

this impact occurs. Bowen’s FST is still the most prevalent model in use today and provides 

a framework for our theory driven analysis of the interpersonal aspects of the data collected 

from families. Bowen’s theory includes eight interlocking theoretical constructs which are 

differentiation, emotional system, multigenerational transmission, emotional triangle, 

nuclear family, family projection process, sibling position, and societal regression. These 

concepts are interrelated and cannot be fully understood in isolation (Bowen, 1978). Some 

of these eight principles were referenced directly with regard to the analysis of the data. 
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FST was chosen for this research due to its position as a grand theory of family pathology, 

and its common use in systemic family therapy and social work practice, although in the 

later case, not exclusively. It is argued that social work with families should more 

consistently adopt the family systems approach as a unifying theory of practice (Coulter, 

2019). When FST is applied to contemporary social work practice the problems and 

potential solutions, rather than being the responsibility of the external professional 

relationship between family and social worker, are to be found within the existing family 

relationships and through the encouragement towards shifts in certain maladaptive patterns 

of interaction many of the difficulties experienced can be reduced. As Dr Bowen himself 

wrote, ‘that which is created in relationship can be fixed in relationship.’ (1978). 

 

Central concepts of FST 

FST is consistent with the social constructionist methodology as the theory views family 

members as social ‘artifacts’ engaging in the co-construction of various roles and acts and 

that individuals, each with their own subjective interpretation of reality contribute to the 

existing family dynamics in a recursive fashion (Hoffman, 1985). This viewpoint was 

assumed as the analytical standpoint when examining the data. Thematic analysis is a 

recursive process and this was indeed the case with regard to the application of FST to the 

data. As themes emerged it was observed that they reflected specific concepts from the 

theory. This also worked in the opposite direction with theoretical constructs being applied 

to the data in order to shape the themes. Therefore, a process of testing concepts and 

exploring meaning with reference to the theory but also not wholly constrained by it. This 

research was not bound to FST but was informed by it. As a result of this process analytical 

codes emerged that reflected specific concepts from the theory, and these concepts are 

introduced and briefly outlined below. 

An illustration of the process comes from a particular stage of the thematic analysis when 

it was observed that family worked hard to maintain equilibrium (Broderick, 1993). This 

concept was borrowed from general systems theory and recognised the similarity of this to 

the physiological process of homeostasis, and this became the more commonly used term 
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in FST. Despite this observation in our data, homeostasis as a concept within FST is known 

to be epistemologically flawed in that it is too often co-opted as a causal mechanism when 

it is better understood as a structural feature (Dell, 1982). The confusion has stemmed from 

two competing conceptions of homeostasis, that of it being an end in itself (the system 

maintaining constancy) and a means to an end (the homeostatic mechanism) (Dell, 1982). 

In the analysis of the data this concept was explored as an explanation for certain 

phenomenon observed in the families interviewed. However, observing that families resist 

change is uninformative and insufficient. Families often resist change of certain types at 

certain times, but change is inevitable and does occur. Nevertheless, families engaged in 

behaviours the purpose of which was to avoid the interference of external systems such as 

statutory services. These dysfunctional behaviours could also be discussed with reference 

to the FST concept of enmeshment and therefore the analysis progressed to consider this 

theoretically framing. 

Enmeshment is a concept originated by Salvador Minuchin (1974) regarding the over-

concern for a member of the family, or over-reliance of an unwell member for example 

leading to diffuse boundaries and lack of differentiation among the subsystems. In addition 

it describes how emotional attention of the family can be directed toward the unwell parent, 

both by well parents and children often at the expense of the optimal functioning of the 

other family members including a loss of autonomous development (Minuchin et al., 1976). 

The authors stated that families often try to solve problems with first order changes, a 

change in a single behaviour when what is required is second order changes, alterations in 

family rules (Minuchin et al., 1976). Enmeshment is relevant to parentification, a 

phenomenon uncovered in this research and discussed in Chapter 7. In a family where roles 

are poorly differentiated or overlap this can lead to parent like behaviour in a child or indeed 

to childlike behaviour in a parent (Hooper, 2007). Differentiation is also important in the 

included families in that it reflects the ability to maintain cognitive functioning despite 

emotional processes and to sustain a separate sense of self (Bowen 1978). For example, 

from the perspective of Bowen, health is experienced by the family to the extent that each 

of its members is differentiated from the other members, is able to take an “I position,” and 
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is able to adapt to life changes using intellectual functioning rather than emotional reactivity 

(McFarlane, 1988). When a parent is experiencing mental ill health, they are likely to be 

more emotionally reactive. Also, if the contribution to the family and the fulfilment of their 

role is reduced, the well parent will try to compensate and their focus on the unwell 

individuals’ needs, and the additional caring responsibilities can impact on their 

differentiation and therefore increases emotional reactivity.  

FST is helpful for understanding the relationships in a family, particularly how anxiety 

transmits between members. One of the most important concepts for understanding this is 

Triangulation. Bowen (1978) believed the triangle was the smallest stable unit, a dyad could 

be stable only until anxiety entered at which point a third person would be required. The 

clearest example of triagulation in action in the emotional system is the ‘child focus’. In this 

example a parent is upset, the second parent ‘takes on’ the anxiety and then the child being 

near that parent takes on the anxiety. It may happen several times a day in any family but if 

it becomes a pattern, or the emotional intensity is high, the family ends up with an anxious 

child, if that lasts then the child will develop a symptom (Bowen, 1978). The interviews we 

conducted in our research and the resultant data presented a few possible incidents that 

might have included aspects of triangulation. It is a useful concept to consider when 

thinking about family interaction and for the purposes of this research is referenced on 

occasions when it may have been playing a part in the family interaction. 

Other concepts from FST such as automatic patterns of conflict and distance were useful 

when thinking about co-parents or partner relationships. A particularly useful concept when 

thinking about the couple relationship in families with PMI was the over/under functioning 

in reciprocity (Broderick, 1993). In Chapter 7, this is discussed in relation to the tendency 

of well parents to over-function in order to compensate for any deficit caused by MI. Over 

or under-functioning was described by Bowen as ‘trying to make one self out of the two’ 

and is characterised by one partner taking on the dominant decision making role and the 

other partner adapting and taking on a submissive role (Bowen, 1978). If the over 

functioning partner continues to make all the decisions and solve all the problems one 
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consequence is that the under-functioning partner loses the ability to make decisions for 

themselves.  

In Bowen’s FST (1978) the eight interlocking principles include the multigenerational 

transmission process. Other authors have applied FST to transgenerational trauma caused 

by war or conflict (Harkness, 1993). In Chapter 6, we discuss the transgenerational impact 

and transmission of MI and trauma and also trauma specifically related to the NI context. 

In FST the multigenerational transmission process refers to the way in which patterns of 

behaviour are transmitted and hypothesises that a (nuclear) family’s level of functioning is 

influenced by the stability of previous generations (Klever, 2007). In Bowen’s view (1978) 

levels of differentiation in a parent are matched by the children and in turn those children 

enter their own families as parents with a particular level of differentiation. Lack of 

differentiation or anxiety in a parent may result in a variety of effects in terms of anxiety in 

a child, or tension in the marital relationship, therefore two families with the same diagnosis 

will often have different levels of functioning or symptomology (Klever, 2007).  

In this research, conducted in NI it was also important to consider the intergenerational 

trauma resultant from the 30 year long conflict commonly known as ‘The Troubles’ and 

this was given attention in Chapter 6. Milroy (2005) in a preface to a study on the trauma 

suffered by aboriginal people in Australia concisely explained how trauma can be 

transmitted across generations and the contribution of the community to this. 

‘The trans-generational effects of trauma occur via a variety of mechanisms including the 

impact on the attachment relationship with caregivers; the impact on parenting and family 

functioning; the association with parental physical and mental illness; disconnection and 

alienation from extended family, culture and society. These effects are exacerbated by 

exposure to continuing high levels of stress and trauma including multiple bereavements 

and other losses, the process of vicarious traumatisation where children witness the on-

going effect of the original trauma which a parent or other family member has experienced. 

Even where children are protected from the traumatic stories of their ancestors, the effects 

of past traumas still impact on children in the form of ill health, family dysfunction, 

community violence, psychological morbidity and early mortality.’ (p. xxi) 
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It is of course necessary to recognise the families in relation to their environments. 

Broderick (1993) described the ‘open, ongoing system’ (p. 37) referring to the fact that the 

system is open to inputs from the environment and in turn gives back into the environment 

and so is changed by and enacts change upon the external system.  

This section has given a brief overview of some of the main concepts of Bowen’s FST and 

how they were used in the analysis of this research. FST was used along with other theories 

to complement the understanding of the data. Fundamentally the understanding of family 

members as social artifacts engaging in interaction, roles and behaviours that are co-

constructed is the conceptual framework utilised for analysis. Linked to the social 

constructionist underpinnings is this understanding of individual family members with their 

own subjective realities contributing to the family dynamics and being informed by the 

social context in which the family lives (von Foerster, 1974). Ultimately FST was integrated 

into the FK framework in order to inform the analysis of the data. 

 

The Family Model 

The family model (Falkov, 1998,2012) discussed in previous chapters of this thesis is a 

conceptual framework that has been applied to professional practice working with families 

with PMI. Theoretically it is based on family systems theory (Bowen, 1978) and so broadly 

reflects many of the same principles e.g. that PMI can affect multiple family members and 

adversely affect the development and sometimes safety of children. The family model also 

identifies that there are 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. 

In this research the family model was relevant throughout the design and fieldwork however 

it was also important to revisit the model during the thematic analysis process. It is 

particularly relevant and was referenced in the findings chapters with regard to the multiple 

adversities faced by families involved. The model predicts that families affected by PMI 

might face multiple adversities and also states that these multiple adversities have a 

cumulative affect with regards to risk. So that more than three or more environmental or 
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personal factors occurring in combination create a greater risk of a negative impact on a 

child or deteriorating mental health. For example, in a family with PMI a comorbidity of 

drug or alcohol misuse the additional presence of domestic violence and a lack of family or 

community support increase the likelihood of harm to a child/children and to parental 

wellbeing (Falkov, 2012). 

In this way it is a very practical framework that described observable behaviours and their 

consequences and is complementary to FST. In this research FST is then used for deeper 

analysis of the mechanisms behind the behaviours and the interactional consequences 

(Broderick, 1993). 

 

Conclusion 

The purpose of this chapter was to justify the use of multiple theories in the design, 

conducting and analysis of this research. The research problem necessitated the use of 

several theories in the conceptualization, design and analysis of this research, as given the 

complexity of the multiple perspectives no single theory was sufficient. The integration of 

these theories resulted in the new conceptual framework of the Family Knot, which 

facilitated the design and will be presented as an explanatory framework throughout the 

findings chapters. The following chapter details the methodological process and research 

design. 
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CHAPTER 4 

METHODOLOGY 

The following chapter details the methodological approach used to investigate the 

experience of families when living with a parent with mental ill health. After stating the 

research question and aims the chapter moves on to discuss the research procedure and 

details how this was carried out from recruitment through interview and finishing with data 

analysis and presentation.  

 

Research Question and Aims 

What are the experiences of families living with Parental Mental Illness (PMI) and their 

perception of support services? 

The aim of the study was to: 

1. Explore the experiences of parents who suffer from mental illness and their family 

members in relation to family relationships, parenting and engagement with 

services. 

2. Determine the different needs and experiences of individual family members and 

the needs and experiences of families as a systemic whole. 

3. Identify the interventions and support systems that parents, family members and 

children deemed important to improve coping levels and support recovery. 

4. Investigate the extent to which Family Focused Practice is being received by 

families where there is PMI when accessing support services. 
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STUDY DESIGN 

Ethics 

Ethical approval was sought and granted by the Queen’s University Belfast’s School of 

Social Sciences, Education and Social Work’s School Research Ethics Committee on the 

5th November 2018. As recruitment was not going to take place directly from Health and 

Social Care Trust sources the additional approval of the regional Office of Research Ethics 

Committees NI or the individual Trusts’ Research Governance Departments was not 

required which meant the process was relatively swift and straightforward. This was despite 

the significant ethical considerations for this research given the sensitive nature of the 

subject matter and the involvement of children. However, it was a priority of this research 

to ensure the design provided sufficient protection to allow the data to be collected safely 

and ethically. 

 

Researching sensitive topics 

All research with human participants must aim to increase knowledge and benefit society 

and to avoid harm to the participants in the pursuit of those benefits. Consideration must be 

given to the potential vulnerabilities of participants and the potential distress that 

participating in the research could introduce. It is widely acknowledged that research into 

sensitive topics should be given careful ethical consideration (Dickson-Swift et al., 2007). 

This research aimed to reduce the risk of distress by:  

 

● Having recruitment criteria that excluded those who were suffering from severe or 

unstable mental illness or had recent inpatient or current significant outpatient 

treatment ongoing. 

● Ensuring during recruitment that participants were thoroughly briefed on the 

purpose, process and procedure of the research and informed that they were free to 

withdraw at any time in the process.  
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● Requiring fully informed consent from the participants, or in the case of children 

from the parent or guardian and the child.  

● Taking consideration of potential distress arising during the interview and had a 

distress protocol in place to address this.  

● Paying attention to the potential consequences of the interview and providing 

resources or support for participants in accessing help if required.  

● Ensuring compliance with the Code of Conduct and Integrity in Research related 

to researcher safety. 

 

Ethical recruitment 

Firstly, as stated above the exclusion criteria for participant recruitment were designed to 

exclude the most vulnerable participants. The criteria for participant eligibility for this 

research required that participants have experienced a mental health problem while 

parenting and that those who had in the past or were currently experiencing mild to 

moderate mental health symptoms would be suitable for recruitment. The National Institute 

for Health and Care Excellence (NICE) details of the characteristics of mild, moderate, and 

severe mental health symptoms and these were used as guidelines for recruitment (NICE, 

2011). 

On the mild end of the selection criteria, it was hoped that the request for those who have 

experienced mental illness while parenting or lived with a partner experiencing mental 

illness would self-select those who had a realisation that their mental illness has affected 

their family life and parenting. During recruitment this was easy to establish with some 

short questions, and this information was often offered by participants at the point of 

responding to the call for recruitment.  

With regard to excluding those with ‘severe’ mental health conditions it was thought that it 

would be established during initial contact if participants were in ongoing treatment, what 

their diagnosis was, how they felt treatment was going and if they had been hospitalised for 

example. In fact, it was not required that anyone be excluded due to severity of mental 
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health symptoms though several of the participants had experienced significant mental ill 

health and hospitalisation in the past which was resolved at the time of interview.  

Identification of potential participants was carried out in several ways. This included the 

use of gateway organisations and by direct contact from participants to either the call for 

participants webpage or the research Facebook page. Once contact had been made 

participants were given full details of the nature of the study and the procedure. Often 

contacts did not continue past this point once the full requirements on their time were 

reiterated through the initial participant contact information (Appendix 3 and 4). 

 

Informed consent 

The initial participant information allowed participants the opportunity in advance to 

consider if they wished to proceed with the process and in arranging interview there was a 

further cooling off period built in during which participants could contact to withdraw if 

they wished. There was further information and consent sought at the point of interview and 

as part of this contract participants were allowed two weeks following the interview to 

withdraw. This time frame was simply to allow transcription to begin after any cooling off 

period. This was generally verbally read over by the interviewer and then participants were 

asked to complete the consent form (see Appendix 5 and 6) There were separate consent 

forms for adults and children’s consent required both a parental consent form and a form 

for children themselves to consent – both forms were completed regardless of the age of the 

children as it was important that children felt autonomous and respected throughout the 

process. Honest and open conversation with the participants was used to ensure that consent 

was thoroughly informed.  

 

Potential participant distress 

Research shows that participants in interviews about sensitive topics may experience 

distress in relating their lived experience but ultimately find participation a worthwhile and 

for some an insightful experience (Campbell et al., 2010). This was raised in advance with 
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participants in a section on the information sheet which specified the potential for upset and 

distress that might come from sharing their stories.  

“It is important to be aware that talking about mental health difficulties you have 

experienced and the impacts on your family could be distressing but that every effort would 

be made to keep the impact to a minimum. If you were to become distressed, have an 

exacerbation of your mental health symptoms or be affected by things you talk about in 

interview there are sources of support you could access, and some resources will be 

provided at the end of the interview. You should also know that agreeing to participate or 

deciding not to participate will not in any way impact your treatment or services either now 

or in the future.  

It is hoped that sharing your experience will be a positive experience for you and will help 

inform future services and therefore help others with similar experiences to yours.”  

(Taken from Appendix 5) 

 

The sensitivity of the interviewer was considered extremely important and in order to 

support safe practice a distress protocol was prepared which included actions such as 

offering to stop the interview, using empathy, offering sources of support and ensuring 

participants safety prior to leaving (Dempsey et al., 2016). The distress protocol (Appendix 

9) was not required as no participant became unduly upset because of the interview. 

However, it is accepted that revisiting difficulties of the past was not wholly without 

consequences for participants and that this could only be mitigated by proceeding with 

respect and care and directing participants towards support if needed. In all cases 

participants were offered information on sources of support, often specifically targeted to 

particular needs that had been expressed and based on the researchers experience in the 

field. Participants were also encouraged to make use of their existing support systems or 

services. This offering of support and encouragement to seek support was part of the safe 

practice in conducting this research 
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Confidentiality 

Issues of confidentiality were addressed in the consent forms and information sheets for 

participants (Appendix 5 and 6). Part of the confidentiality procedure for sensitive research 

such as this must ensure that participants details are kept anonymously and that their data is 

protected while it is audio recorded and transcribed formats. The university protocol for the 

management of sensitive participant data was adhered to and all data was be kept in a locked 

filing cabinet until completion. Participants were reassured regarding this procedure and 

also that no one except the interviewer would listen to the recorded interviews in order to 

transcribe them at which point they would be anonymised and a pseudonym used. 

Participants were offered the opportunity to choose their pseudonym though only a few did, 

otherwise a name was chosen for them. When transcribing interviews details of street names 

or specific areas were not transcribed; instead a sentence such as ‘participant named a street 

address’ was added. 

In addition, the confidentiality agreement took account of limits to confidentiality if issues 

regarding child safeguarding, harm to self or others or serious crime were to be disclosed. 

As a researcher there was no statutory requirement to report safeguarding issues, there was 

a moral obligation felt by the researcher and an ongoing adherence to the British 

Psychological Society code of ethics as well as the University’s code of conduct. This 

included that, if there were sufficient, current concerns about safeguarding, that the 

researcher would pass these on to the relevant service, even if the participant did not agree. 

Although safeguarding concerns were discussed in the data collection process these were 

not sufficient or current enough to require this information to be passed on. Full and 

informed consent, confidentiality and limits to confidentiality were fully explained to 

participants prior to participation and revisited as necessary.  
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RESEARCH PROCESS  

Sample and Recruitment 

Sample size was an important consideration in the methodological planning of this research 

taking into consideration rigour and how transferable the study data would be, the feasibility 

of access to participants, management of the volume of data as well as the time frame 

involved (Fugard and Potts, 2015). While consideration must be given to the volume of data 

with an in-depth qualitative analysis it is also important to consider the range of variation 

of gender, age of children and mental health diagnosis. 

For the purposes of this research, given that we are examining parental mental illness we 

are interested in families with children. Beyond that requirement this research accepted for 

recruitment single parent families, unmarried cohabiting couples, blended families, 

heterosexual and homosexual parents and biological and adoptive families. While some of 

these circumstances, particularly in the case of adoptive parenting might present additional 

factors influencing overall family wellbeing, the nature of the parents’ mental illness and 

its impact on the family remains of interest. 

The choice to design a study that gathered the experience of multiple family members rather 

than just parents or just children created some difficulties with recruitment, particularly with 

regards to recruiting children to participate. The recruitment of children was more difficult, 

for a number of reasons including an individual parent, or couple willing to participate may 

not necessarily have children who met the age criteria, or if children were old enough to 

participate there may be parental concern or children’s own unwillingness to participate as 

a barrier.  

It was determined that between 12 and 20 families would be an appropriate sample for the 

study.  The rationale was partly pragmatic in terms of the time frame available for 

conducting interviews and transcribing the recordings. Further to this there were 

considerations related to saturation and diversity. An aim was to provide a reasonably 

diverse sample in terms of family size, ages of children, mental health diagnosis, 

socioeconomic status and area of Northern Ireland in which they lived. It was also 
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recognised that there may be a point where saturation was reached and interviews were not 

providing much new information. The selection of a social phenomenological methodology 

and in-depth interviews would ensure highly detailed and depth information indicating a 

smaller sample size would be sufficient. 

The final number of total interviews was 28 and this included individuals, couples and 

families. The decision to include individual parents or partners arose because in the process 

of recruitment individuals or couples with very young children responded and it was not 

justified to reject those individuals as participants. Later this led to a lack of whole families 

having been interviewed and the refocusing of recruitment to those who had multiple family 

members available and willing to be interviewed. 

As the research aimed to explore the experience of families where there is PMI a purposive 

sampling process was most appropriate. Initially recruitment was attempted by seeking out 

those individuals who met the criteria of ‘parent with a mental health issue’. In recruiting 

these participants, it was hoped that a partner and/or a child would also be willing to 

participate in the research. As the systematic review has shown the views of children are 

underrepresented and this applies even more so to the views of partners. Therefore, the aims 

for recruitment were to ensure that partners and children were represented as far as possible 

in equal numbers to parents with MI.  

 

The criteria for recruitment were as follows: 

Inclusion criteria 

● A parent who has experienced mental ill health (depression, anxiety, bipolar, 

schizophrenia, etc) while parenting. Female and male participants will be 

recruited. 

● The partner of a parent who has experienced mental ill health (as above) while 

parenting 

● A child between the ages of 8 and 18 who has lived with or is currently living with 

a parent experiencing mental ill health. 

Exclusion criteria 
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● That the nature of the mental illness experienced is not severe (based on NICE 

criteria), unstable or currently undergoing intensive treatment (as those 

experiencing these symptoms may be too vulnerable to avoid risking further harm 

as a result of participation). 

The recruitment process was conducted using organisations in the community sector as 

‘gatekeepers’. This included sharing the research opportunity directly with their clients, the 

researcher attending a preexisting group, and by the poster and website being shared on 

social media and email lists. Recruitment was also publicised via a ‘call for participants’ 

website, widely on social media including groups for parents and those specifically aimed 

at parents experiencing mental ill health and through a dedicated twitter page. A digital 

poster was distributed both on social media and through direct email to organisations who 

occasionally forwarded the recruitment email internally to all staff. 

Initial contact with participants 

Contact was made with potential participants by phone to confirm interest and arrange 

interview. For those individuals who contacted via the call for participants website or 

directly via email (as many gatekeeping organisations directed individuals to the website or 

poster which requested email contact) the process was to respond with a standard email 

restating the requirements of the research, confidentiality and anonymity and confirming 

the thank you voucher available for participants. Most of these emails were not responded 

to by those initial contacts and often this seemed to be because people had not fully 

recognised that the research involved an individual interview rather than a survey. The 

emails received, responses sent and received were logged on a table. If participants 

responded with a telephone number then attempts at contact were also logged onto this 

table. 

 

Final sample 

The sample size ultimately was 6 families comprising adults and children, 5 individual 

parents, two of whom were partners and 3 couples which totalled 28 individual interviews. 

The aim of the research to gather the perspective of other family members in addition to the 
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unwell parent was met as 10 of the final 28 interviews were with children and 6 were with 

partners. 

 

Table 4.2 – Record of Participant type and group (continued overleaf) 

Pseudonym  Type Individual Couple Whole 

Family 

Identifier 

Phoebe Parent ✔    Individual 

Lauraine Parent ✔    Individual 

Sarah Parent ✔    Individual 

Marie Parent  ✔   Couple 1 

Chris Partner  ✔   Couple 1 

Steve Partner  ✔   Couple 2 

Susan Parent  ✔   Couple 2 

Marta Partner ✔    Individual 

Ross Child   ✔  Family 1 

John Child   ✔  Family 1 

Patricia Parent   ✔  Family 1 

Kate Parent  ✔   Couple 3 

Dan Partner  ✔   Couple 3 

Brian Partner   ✔  Family 2 

Cara Parent   ✔  Family 2 

Mark Child   ✔  Family 2 

Brittney Parent ✔    Individual 

Amy Child   ✔  Family 3 

Pam Parent   ✔  Family 3 

Debbie Parent   ✔  Family 4 

Millie Child   ✔  Family 4 

Ciara Child   ✔  Family 4 
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Jill  Partner   ✔  Family 5 

Ru Child   ✔  Family 5 

Phillis Child   ✔  Family 5 

Neha Parent   ✔  Family 6 

Kai Child   ✔  Family 6 

Kazi Child   ✔  Family 6 

 

Interview process 

The interview was designed as a semi structured interview, with a short list of open-ended 

question that were not designed to be followed prescriptively rather to guide the 

conversation towards experiences of parenting with mental illness, being the partner of a 

parent with mental ill health or their experiences of having a parent with mental ill health. 

(Appendix 7) The interview schedule was informed by interview techniques used in the 

family model (FM) (Falkov, 2012).  

The FM and Family Focused Practice (FFP) (Falkov, 1998, 2012) were discussed in the 

introductory chapter (Chapter 1) and the theoretical framework chapter (Chapter 3). The 

FM uses an A5 card with a diagram on one side (see figure 4.1) representing six domains 

related to PMI and on the other side are suggested questions regarding aspects of these 

domains.  
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Figure 4.1 The Family Model 

 

 

The FM when used to have a structured conversation with a parent leads a professional 

worker or support worker through areas of enquiry in order to support FFP with a parent 

experiencing mental ill health or substance misuse. The domains require that questions be 

asked about the wellbeing of children and young people, about the parenting and family 

relationships, about protective and risk factors and about external influences such as culture 

and community and service involvement. Given that a secondary but significant aim of the 

research is to explore the extent to which participants experienced FFP in their engagement 

with services it seemed logical that the FM be used to guide the gathering of data from 

participants.  

In terms of existing research methods there is a Family Focused questionnaire (Maybery et 

al., 2012) but no specific qualitative research method or interview schedule designed based 

on the FM. This may be in part due to the fact that the structured conversation needs only 

minor modification to be used as a research tool. The focus of the research interview 

conversation may be slightly changed to gather past experience and historic data but can be 
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designed to flow along the same lines of enquiry and follow the FM domains. Therefore, 

the interview schedule was checked to ensure that each of the domains of the family model 

was covered in the open-ended questions. 

 

Thematic Analysis 

The thematic analysis used was broadly informed by Braun and Clarke’s (2006) six phase 

process: (1) Become familiar with the data, (2) Generate initial codes, (3) Search for themes, 

(4) Review themes, (5) Define themes, (6) Write- up. The first stage of analysis involved 

emersion in the data and transcribing the interviews verbatim assisted greatly with the 

familiarization process as this required repeated listening and rereading of the data. 

Following this the transcriptions were uploaded to Nivo. In keeping with the social 

phenomenological methodology, during the generation of initial codes prior theory and 

understanding was put to one side, similar to the process of ‘bracketing’ in Grounded theory 

(Tufford and Newman, 2012). This involved a commitment to being led by the data and 

employing a data driven coding for both level 1 and level 2 coding procedures. This is an 

addition to the Braun and Clarke (2006) model and required setting aside the theoretical and 

methodological commitments of the study in order to consider the participants voice in its 

own right and avoid over interpreting, psychologising or rationalising their perspective. 

However, it is important to acknowledge that this was not a value free, neutral perspective 

as such a thing is impossible. Rather it is a best attempt at allowing the data first to speak 

for itself before receiving a theory driven treatment by bracketing out the perspective of the 

analyst and replacing it with that of the participant (Watts, 2014). 

The step-by-step process was as follows. The transcribed interviews were uploaded to 

NVivo, each transcript was read and reread while noting down initial assumptions and 

thoughts. Following this step the initial codes were generated with the focus on ‘what’ the 

participant was communicating, such as if they discussed children’s understanding of 

mental illness or related their own symptoms. 
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● Level 1 coding – what is the participant communicating? What is important to the 

participant here? What does this mean for them and their frame of reference? 

Creating basic level codes 

The second level of coding remained data driven and shifted towards more complex codes 

by considering ‘how’ the participant was relating a particular experience, for example 

‘mental illness as a battle’. This stage also required existing codes to be refined, duplicates 

merged together and unnecessary codes removed. This stage also began the process of 

selecting extracts from the transcripts that were particularly illustrative of certain codes. 

This second stage of coding also involved a process of searching for emergent themes as 

described by Braun and Clarke (2006) in stage 3 of the thematic analysis process. 

● Level 2 coding – remaining at the perspective of the participant but focusing on 

‘how’ they are talking about the subject. Selecting purposive samples 

representative of certain codes. 

Finally, the data was approached from the theoretical perspective that had been integrated 

in the FK framework, including social phenomenology and family systems theory, to a 

lesser degree feminist theory, attachment theory and ACEs were relevant. The integration 

of these theories for this research and the application of specific concepts from FST to the 

analysis is discussed in Chapter 3 on the theoretical framework. Social phenomenology 

contributed to an understanding of the macro issues, for example, facing stigma in the 

community, fearing statutory authorities, or ideas around the understanding of being a ‘good 

parent’. FST was helpful in understanding relationships, roles, interactions and conflict 

within the family and the impact of PMI on individual and systemic functioning. 

● Level 3 coding –The data was read with a theoretical lens. This involved a 

recursive process of examining the emergent themes from primarily a family 

systems perspective. Assessing if phenomenon shared by participants was already 

explicated by any of the theoretical perspectives. This process also corresponded 

with stage 4 and 5 of Braun and Clarke’s (2006) model where the themes were 

reviewed and defined with reference to their relevance to theoretical constructs. 
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This process is further explicated here with direct reference to some examples of coding 

and outputs from NVivo. 

 

Coding in NVivo 

Once the transcripts were uploaded to NVivo they were read and reread before the initial 

level one or open coding began. This resulted in a large number of codes (approximately 

90) once all transcripts had been coded. However, when these codes were reviewed there 

were numerous codes that were direct duplicates or conceptually similar and so these codes 

were able to be merged. In NVivo there are two ways to merge, either merging the two 

completely or retaining a code as a ‘child’ of a new ‘parent’ node. Both of these techniques 

were employed meaning that codes were also being grouped together. Techniques such as 

mind maps were also used in order to visualise the themes. The example overleaf (figure 

4.2) provides an example from quite an early stage. At this point in the analysis there was a 

tendency to group the mainly descriptive themes based on the participant type, so there are 

themes relating to children, partner and parents. There are also some floating themes that 

were emerging from the codes but were not yet groups in relation to other codes.  

Transcripts were reread with the created set of codes in mind, this meant that instances 

where a phenomenon had not been coded could be picked up. New codes were still being 

generated at this stage however the level two stage of coding was focused on transforming 

the purely descriptive codes that already existed. This involved consideration of coded 

phenomenon with the question of how it was being described and also with some 

consideration towards the theory if a particular phenomenon was very indicative. On some 

occasions the emergent themes reflected phenomenon previously thoroughly discussed in 

the literature; for example, stigma. This research aimed to progress the understanding of the 

experiences of families by reinterpreting these previously known phenomena within our 

new theoretical framework. 
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Once the level one and level two coding was complete the aim was to continue to 

consolidate themes into fewer themes with increased complexity and this was assisted with 

the application of theory. This is illustrated in the following table showing some level one 

codes being subsumed into new themes with increased complexity. 

 

Table 4.2. Example coding by level of complexity 

Level one codes 

Mostly open coding though 

some consolidation occurs. 

Codes remain descriptive. 

Level two  

Consolidation of themes. 

Moving from descriptive 

towards some interpretation 

Level three 

Developed into more 

analytical themes using 

theory. 

Children want to help 

Increased maturity 

Impact on children 

 

Partners as carers 

Maintaining stability  

Protecting children 

Recognising symptoms 

Increased burden 

Overfunctioning  

 

Mask to hide true feelings 

Keeping things from 

children 

Significant emotional 

distress 

 

 

Children as sophisticated 

actors 

 

 

 

Partners as undervalued 

carers 

 

 

 

 

 

Parenting while 

experiencing MI 

Parentification 

 

 

 

 

Burden of care 

 

 

 

 

 

 

Normalisation of distress 
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The resultant three analytical themes were further explicated by their position as sub themes 

in the overarching theme of living with instability. This overarching theme sought to 

describe how members of the family engaged in behaviours designed to maintain stability 

and made use of the FK framework in this analysis.  

In the later stages of coding, consideration was given to what theory could offer to the 

interpretation of these themes. Some themes evoked a particular part of a theory, and some 

required more investigation. The process was to evaluate the themes that had emerged with 

regard to the FK and the theories that informed it. Part of this process was facilitated with 

an active process of using a white board in order to visualise the themes and how they might 

be connected and interrelated. These physical notes were written up digitally and some early 

spider diagrams were produced (eg figure 4.2). As analytical themes emerged it was 

important to pause at times to ensure that the increasingly abstracted themes continued to 

reflect the overall experience that was communicated by the participants. 

The final process of refining involved organising themes into overarching and subthemes 

that were presented as chapters within the thesis. At this stage there was further modification 

of themes through the continued application of the FK and visualising the themes and their 

connections. Part of this process involved deeply considering the themes, thinking about 

their relation to theory, reading articles books and other materials on the theory and 

reflecting on the literature review. This resulted in four overarching themes with three or 

four subthemes each, organised into chapters for presentation.  

 

Presentation of findings 

The results of this research are presented across four findings chapters each detailing a 

superordinate theme and the related subthemes. The presentation is consistent with existing 

guidelines regarding phenomenological data. For example, with regard to Interpretative 

Phenomenological Analysis (IPA), Smith (2011) recommends presenting quotations in 

support of each theme in order to both demonstrate transparency and the density of the 

supporting evidence (depending on the sample size this would be either from every 

participant per theme, or from three participants per theme). Others emphasize that the 
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power of the quotations from participants goes beyond evidentiary weight to bring to life 

the existential reality of individuals, bringing readers closer to the phenomenon of interest 

(Halling, 2002). It is also important to ensure that the representation of the data remains true 

to the lived experience and captures something of the ‘is-ness’ (Giorgi, 2009). 

This research project had a reasonably large sample size compared to some 

phenomenological studies. The approach taken then was to firstly provide at least three 

participant views per theme. Then it had to be considered if different family members, or 

perspectives had been properly accounted for. This research had the benefit and complexity 

of multiple perspectives and this affective some presentational choices in the findings 

chapters. For example, in Chapters 7 and 8 particularly, the themes are explicated with 

quotations from multiple family members from the same family unit. Therefore, the 

presentation of the results followed the general principles of presentation of 

phenomenological findings with some modifications due to the multiple perspectives within 

the research. 

 

Rigour 

The attention to rigour in qualitative research is as important as in quantitative research 

though the approach is necessarily different. Within this study and the design planning the 

first point was with regard to positionality or the ontological and epistemological 

underpinnings and developing a research method with an internal logical consistency. The 

theories influencing design and analysis were detailed in Chapter 3 including the reconciling 

of a subtle realist ontology with the social constructionist epistemology and therefore 

engaged in a systematic process guided by theory throughout. 

Fisher and Savin-Baden (2001) proposed triangulation as a means of establishing the 

trustworthiness of their data, meaning that multiple sources, in this case 28 individual 

interviews, are systematically analysed in order to highlight the common themes and issues. 

Sample size was concerned with diversity relative to this reasonably small group coupled 

with the recommendations based on the methodology. Management of the resultant data in 

the time frame was also considered. Given the qualitative methodology and small sample 
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size for such a study transferability was addressed with careful attention to recording and 

representing the assumptions of the research study as represented by the conceptual 

framework and description of the research context. 

Another aspect of rigour in qualitative research is the transparency required of a qualitative 

researcher. The methodological process presented here is the basic level of transparency 

required. Further to this the reflexive section that follows further addresses the issues of 

integrity, credibility, trustworthiness and transparency. Finally, an important valuation of 

qualitative research is its utility which will be evaluated in the discussion chapter (Chapter 

10).  

 

Limitations of the methodology 

This methodology aimed to and achieved a level of depth of analysis of these families’ 

experience and consequently the sample size was relatively small. This is partly an 

unavoidable limitation of the research design, and true generalization from qualitative 

studies is likely to be only achieved from population level studies. A representative 

population survey would increase confidence in the representativeness of some these 

assertions and this is something that could be considered, using the data from this study as 

a guide. This would avoid the lack of depth inherent in a larger scale study conducted in 

isolation. 

Another consideration for this study was to provide some triangulation with other 

experiences namely professionals who were working with families experiencing PMI. 

However, given the similarity with the (ongoing at the time of the planning for this study) 

Grant et al. (2018) report which conducted interviews with parents with MI and 

professionals regarding their FFP, this idea was rejected. In addition, there were significant 

feasibility issues with a project of this kind, especially for an early career independent 

researcher. Large scale funded projects and those funded by the Health and Social Care 

Board (HSCB) are likely to find it difficult to gain consistent access to professionals and 

their clients and for an early career researcher this might have proven obstructive to 

progress. There is also an additional complication with regard to ethical approval when 
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recruiting participants through Health and Social Care which must not only pass through 

the University’s Ethics Board, but also achieve OREC NI (Office for Research Ethics 

Committees Northern Ireland) approval. 

Some of these possibilities then were dismissed during the planning of this research and 

reviewing the limitations now can be useful in determining future research directions. For 

example, as mentioned a large-scale survey of a targeted population could be devised based 

on this research study. Conversely, it may be beneficial to gather even deeper and more 

detailed information on families experience to conduct an ethnographic study of just a small 

number of family groups. All approaches have their limitations and benefits, and each 

method provides further insight into the experience of families. 

 

Reflexivity  

“Reflexivity urges us … to explore the ways in which a researchers’ involvement with a 

particular study influences, acts upon, and informs such research” (Nightingale and 

Cromby, 1999, p.228). 

The two methodology chapters provide an account of how the research was conceptualised 

and subsequently designed. In this reflexive section I will show how this presentation 

echoes my experience on this research journey. This section discusses my personal and 

professional philosophical orientation and how this shaped the research. I will also discuss 

the researcher/research relationship with reference to my previous role as a counsellor of 

parents and my own parenting and how I managed this throughout the interview process. I 

will discuss how the design of the research changed over time in response to gaining more 

knowledge and therefore clarity about the phenomenon of interest and due to the practical 

requirements of the research. This section also discusses the Covid-19 pandemic, its 

unwanted arrival, and interruption of the research process. 

 

Epistemological underpinnings 

My undergraduate and master’s degree are both in psychology. When I was studying 

psychology, I was drawn towards social psychology and qualitative methods as opposed to 
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experimental or cognitive psychology and quantitative methods. My understanding of 

knowledge discovery and production at this time was only that I cared about the context 

and the detail. During my master’s degree, which was in health psychology, I began to 

become more aware that I favoured interpretivist methods over positivist ones and that this 

indicated something about my understanding of reality and the investigation of that reality. 

In the first year of my PhD I spent much time reading and discovering how I would go about 

investigating my research problem. This time developed my understanding of my beliefs 

about knowledge production and the socially constructed nature of reality. We are social 

beings with beliefs and views and biases, and our understanding of the world is jointly 

constructed (Berger and Luckman, 1966). However, I also discovered that further to this 

one did not have to abandon completely the idea of an objective reality i.e., society might 

be social constructed, but it also does exist. This was the discovery of the branches of 

realism, (critical, subtle, pragmatic) and I began to feel that this was the appropriate starting 

point from which to approach the research question. 

Mays and Pope (2000) stated regarding subtle realism that ‘all research involved subjective 

perception and that different methods produce different perspectives… At the same time 

there is an underlying reality which can be studied’ (p3). This is discussed in greater detail 

in Chapter 2 on the theoretical framework and included here only as an illustration of my 

intention to maintain the integrity of my ontological and epistemological beliefs.  

 

Researcher/research relationship 

This section discusses my considerations of my position as a researcher, on many levels. As 

a person with a history and experiences; a range of characteristics; living in a specific time 

and place; and also, as a mother. Aside from this was my professional experience and my 

strong desire to conduct research that might provoke change. Wilson (1997) emphasizes the 

need to contextualise research ‘within the layers of past experience both personal and 

professional, which clearly affect the way researchers hear and interpret what respondents 

say’ (p.221). 
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When I commenced this PhD project I was working as a counsellor of parents in one of the 

leading parenting support charities in Northern Ireland, Parenting NI. I had been working 

there for nearly four years at that point and the approach of the service was brief solution 

focused counselling for anyone who was in a parenting role. In my original proposal I 

detailed how I had been influenced by this work and was left with many questions about 

how to better help parents experiencing MI. The work we did there was both complex and, 

in my view, extremely simple. We supported parents to improve the relationships in 

families, reduce conflict and better manage their children’s behaviour. If parents attended 

because of their MI we supported them with counselling that focused on reducing 

hopelessness, providing tools and techniques to improve symptoms and worked towards 

goals and solutions to exacerbating or causal issues. If parents attended because of 

difficulties with their parenting or due to separation we supported those relationships and 

helped to reduce conflict. The range of presenting problems was varied and there was a lot 

of commonality, difficulties with behaviour, teenage development, parents trying to cope 

with separation and co-parenting. 

We saw parents who had been involved with many other services. Often parents came to 

this organization on direction of social services or if not at the explicit direction they were 

seeking, through attendance at the service, a way out of the statutory observation that had 

arrived in their family life. Sometimes my job involved helping them to see why social 

services had concerns in the first place, breaking down defensiveness and trying to foster 

cooperation. What I wondered was why some of this was not happening with the social 

workers. Parents reported to me that they felt ambushed, attacked and undermined, they felt 

that social services misjudged them, did not listen and often made the situation worse. In 

many situations these parents reported when social services became involved problems 

escalated and their mental health worsened because of the strain. Families who were 

unwillingly separated, either temporarily or not, suffered great distress. I recognise that I 

was getting one side of the story and, in many of the cases, the reasons for the loss of custody 

were clear but the importance of the distress involved sometimes did not appear to be fully 

acknowledged or addressed by other professionals involved. My work as a counsellor of 
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parents was a useful experience that led me to this research and gave me a great deal of 

empathy for parents experiencing MI. However, the understanding I brought to this research 

was also a potential source of bias and something I needed to remain conscious of 

throughout the process.  

 

Conducting interviews 

One of the main ways I practiced reflexivity was during field work. As discussed above I 

had previously been working with parents in a supportive and therapeutic role. The role of 

a researcher is obviously different, it would be both unethical and contaminate the research 

for the relationship to go beyond an interested observer who wishes to gather the 

participants’ experience. The exception to this is signposting and I did offer all participants 

at the end of interview the telephone numbers and websites of services that could be 

supportive to them and their family. I took field notes throughout this process though these 

field notes did not feed into the final analysis to the extent that qualitative field notes 

sometimes do. This was because phenomenon observed in the field notes were mostly 

reflected in the transcripts themselves. They were used to inform the methodology, for 

example to make modifications to recruitment. However, they were mostly a reflexive 

exercise. For example, after conducting interviews with one family I was concerned about 

the lack of support and the potential for family breakdown which the mother herself had 

expressed was likely and imminent. I had signposted to support organisations though this 

felt insufficient, and this was the main occasion when I wished I was working with these 

families and not simply gathering their experience. I managed this by recording it in field 

notes and addressing it in supervision. I knew ultimately it was a matter of fact that I could 

not work with this family in a therapeutic way. The field notes regarding family 

characteristics, history, background, and the impressions of the researcher were also used 

to inform a more complete picture to include in the multiple perspectives presented in the 

findings’ chapters.  

Reflexivity in data gathering and analysis 

Throughout the research process I was striving towards reflexivity and incidents such as 
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those recorded in my field notes led me to question my objectivity. I wondered how 

objective could I be given my professional background? I asked myself about my biases 

and my empathy for these families. I wondered about my own motherhood and how that 

experience influenced how I perceived the parents either positively or negatively. While 

these issues might seem intractable the asking of the questions was important in itself so 

that I could challenge myself on any bias and be cautious of drawing conclusions that I was 

not able to support with data or theory. In addition, it should be noted that my counselling 

background did not only confer problems with regard to objectivity but in fact the non-

judgmental nature of my practice allowed me to approach participants with an open mind. 

I was also acutely aware of my responsibility to the participants and to presenting their 

experience in a way that remained true to what they intended to communicate.  

In the methodological processes detailed above there is an explanation regarding the 

thematic analysis and my aim to bracket out my own viewpoint and any theoretical lens for 

the initial coding. This process was easier than I anticipated. It was in a way freeing to set 

aside preconceived notions and allow the data to speak for itself. However, I am aware that 

this process was not infallible and even if it was those same biases can creep back in once 

the bracketing ends and the data is examined with a theoretical lens.  

Further to this in qualitative data the subjectivity of the researcher is accepted as a value and 

understood as part of the greater epistemological understanding of knowledge as inherently 

subjective. I do not wish to apologise for the qualitative methodology and show it as 

somehow lesser, there are biases involved in all approaches to research and a crucial part of 

the research process is identifying and acknowledging them. My reflexivity was important 

to challenge my position and avoid slipping into an entirely one-sided set of beliefs or 

ignoring my own impact on the research. Despite these aims I am ultimately aware that it 

is impossible to remove subjectivity from qualitative research, indeed subtle realism argues 

that the researcher affects the observed by the act of observing and constructs meaning from 

it (Mays and Pope, 2000). 
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One example I considered when thinking about my impact as a researcher on the data that 

I collected was the participant information sheet and my questions within the interview 

regarding service experience. In the information sheet there is a section which states,  

“I am carrying out this research in order to raise awareness of the needs and experiences of 

families when there is parental mental illness and to inform services about better ways of 

working.” A further line states “It is hoped that the information from this research would 

help improve services in the future for other parents experiencing mental illness and their 

families.” 

These two lines have an implication that services need to be improved and this allowed 

people or perhaps prompted people to talk about their negative experiences with services. 

It is possible this wording skewed recruitment and those who wished to air their grievances 

were more likely to come forward and it is possible it changed what experiences were shared 

in interview. This was a balancing act because a central aim of this research was to find out 

about experiences of service engagement, and I did not want participants to hold back on 

those experiences that were negative. Equally I did not want to focus only on negative 

experiences.  

 

Conducting research during a pandemic 

The global Covid-19 pandemic arrived in Northern Ireland in March 2020 just as I was 

finishing off my field work. My final interview was conducted after news had broken but 

before any actual restrictions had come in. In this way I was lucky compared to some of my 

colleagues who had not yet completed their field work before lockdown. As lockdown 

began my priority was protecting my family, surviving, and getting supplies as well as how 

we might productively occupy ourselves. I remember very clearly thinking about the 

families I had so recently interviewed who had the additional strain of PMI to deal with 

while managing a global pandemic, lockdown and closed schools. Many of the families 

lived with anxiety, strained relationships and low mood and I could not help wondering how 

they would cope with the additional pressure, the increased anxiety and the enforced 

captivity. In writing up this work I continued to think of them as the pandemic went on long 



 

113 
 

past the time frame we initially thought. Parenting during a pandemic is challenging and 

home schooling is something I hope not to have to repeat again. I was again lucky due to 

the support the university offered to students which allowed me extra time in order to 

complete the analysis and writing up of the PhD without incurring extra fees.  

 

Conclusion 

This research followed a relatively straightforward qualitative methodology. Difficulties 

were found with recruitment mainly due to the primary aim for gathering multiple 

perspectives on family life with PMI. In future research an aim to partner with an agency 

with an existing client base would assist in this difficulty, although this may also result in a 

homogenous sample. In addition, the need for multiple interviews and the time frame 

involved meant that interviews were not as in depth as they might have been. An opportunity 

for joint or family interviews could also have added further in-depth data from different 

perspectives including from the family together which may have been different from the 

individual interviews. However, despite these limitations the methodology employed was 

robust, especially considering the comprehensive underlying conceptual framework. The 

following chapter is an introduction to the findings including an overview of the sample. 
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CHAPTER 5 

INTRODUCTION TO THE FINDINGS CHAPTERS 

This section presents a brief introduction to the four findings chapters and an introduction 

to the sample with the presentation of demographic characteristics. Firstly, an outline of 

how the findings will be presented in the following chapters. 

The presentation of findings, consistent with the integrative relational and feminist 

approach, continued to not only be situated in the participants’ accounts but the interrelation 

of the perspectives was highlighted. Using excerpts of the participants own words 

interspersed with interpretation allowed the connection with the original accounts to be 

maintained. The commitment towards integration throughout the findings chapters is 

reflected with the use of the integrated framework where appropriate. This framework 

allows the themes and their relation to each other, the family system and the wider society 

to be expressed in brief and visual terms. This is further highlighted with use of multiple 

perspectives from different family members to illustrate a particular theme whenever 

possible. 

The findings are divided into four chapters, each presenting an overarching theme and the 

associated subthemes. These are; Transgenerational impact of adversity; Parenting 

Capacity; Living with instability and Support seeking and Service use. These 

overarching themes can be further described as representing contrasting aspects of the 

problem under investigation such as mechanisms by which the internal family system 

manages difficulties and how external systems influence and interfere in the family unit.  

Chapter 6 focuses on the overarching theme of transgenerational impact of adversity of 

which the subthemes are; experiencing paramilitary violence, family history of MI and 

alcoholism/substance use and impact on children. This chapter deals with the societal 

context of Northern Ireland and how adversity can lead to mental illness and can transmit 

over multiple generations.  
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Chapter 7 focuses on living with instability and how this leads family members to engage 

in particular behaviours in order to cope with, minimize or avoid the instability caused by 

PMI leading to the subthemes; parentification, burden of care and normalisation of 

distress. 

Chapter 8 presents the overarching theme Parenting Capacity with its subthemes; unmet 

needs, awareness of risk, maintaining family relationships while hospitalised and 

adaptation, strength and resilience. This chapter aims to explore the themes related to the 

parenting role and how it is affected by PMI again from the perspective of multiple family 

members.  

Chapter 9 is the final findings chapter and returns to the issue of how the family system 

interacts with external systems with a chapter looking at the experience of support seeking 

and service use with the overarching theme of Self-disclosure – Risk vs benefit and the 

subthemes; Risk of engagement, Beneficial interactions with services and finishing with 

recommendations  

The final overarching themes and sub themes were the result of several stages of thematic 

analysis including using the Family Knot (FK) framework in order to provide understanding 

of how the themes related to each other and to answer the research question. Throughout 

the findings chapters there will be examples of this application of the theory. The 

engagement with the data was immersive and this resulted in a depth of analysis but also a 

risk of losing sight of the big picture and the FK framework was ideal for regaining that 

wider viewpoint. 

This chapter seeks to provide an overview of the sample for a similar reason, by presenting 

participants demographic information such as details of gender, age and family type it is 

hoped that a broad view of this participant group can be presented before focusing in on 

families and individuals. The experiences shared by this group indicated a great deal of 

suffering due to PMI but also reflected strong connection within families, strength and 

resilience and the ability to seek out solutions to problems sometimes in the absence of 

optimum support. 
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Demographic of the sample  

As discussed in the methodology chapter our sample consisted of 28 participants, 18 adults 

and 10 children, both male and female who had lived in a family where a parent experienced 

mental ill health. Parents were aged between 27 years and 45 years and children were aged 

between 8 years and 18 years. While one aim was to recruit as many whole families as 

possible it was recognised that this could not be at the expense of excluding, for example, 

single parents or couples with young children. Therefore, the sample is further devisable 

into individuals, couples and families and could also be divided into parents, partners and 

children.  

 

Figure 5.1 – Gender and Participant type 

 
 

As can be seen from figure 5.1, the majority of participants were female, including four of 

the children. Twelve of the adult participants were mothers who had experienced MI. This 

research aimed to recruit parents of both genders and also aimed to recruit as many partners 

as possible. Six partners participated, four men and two women. One father who 

participated had also experienced MI himself. Other fathers with MI were represented in 
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this research by their partners who shared their experiences. To some extent the lower 

number of men recruited reflects prevalence rates (Nixon, 2012). It also reflects the fact that 

men are known to be more difficult to recruit for research particularly of a health-related 

nature (Ryan et al., 2019). The over representation of mothers in this research on parental 

mental illness could also be said to reflect the confluence of the term ‘parenting’ with 

‘mothering’. Many more responses to the recruitment of this research were received than 

resulted in an interview and they were almost exclusively from mothers. In fact, as a 

response to the recruitment resulting in mostly single mothers of young children or mothers 

whose partners did not want to participate, the wording of the information was changed to 

request responses from ‘families’ rather than ‘parents’. As can be seen in the following chart 

the families recruited included a range of household compositions, single parent, blended 

families and two parent families. Individuals who participated without other family 

members were most often single parents with young children or children who did not wish 

to participate. Two of the whole families and one of the couples who participated were 

blended or stepfamilies.   

 

Figure 5.2 Parental/household composition 
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In this sample there were more single parent households represented, followed by two 

parent households and then blended families. This indicates that there was past history of 

the breakdown of the co-parenting relationship for the majority of participants. For both the 

single parents and the blended families this meant the negotiation of contact between 

children and their non-resident parent. For many of the children (both those included in the 

sample and those who did not participate) there was little or no contact with their non-

resident parent. 

As noted above, parents reported a range of past traumas, including growing up with an 

alcoholic parent, a parent with a mental health problem and/or past history of other trauma 

including threat or actual paramilitary violence which we are referring to as adverse 

experiences, though the ACEs Questionnaire was not formally completed (Murphy et al., 

2014). Figure 5.3 below provides some representation of the adverse experiences of parents 

in the sample. 

 

 

Figure 5.3: Adult participants’ adverse experiences. 
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This chart represents a tally count of adverse experiences as we have defined them e.g. 

having an alcoholic of mentally ill parent, abusive relationships, threat or actual violence, 

across parents and partners who participated. Some participants had more than one adverse 

experience such as an alcoholic parent and a bereavement, some participants had 

experienced multiple adversities a factor known to increase risks of negative health 

consequences for parents and their children (Felitti et al., 1998; Haynes et al., 2020).  

All of the parents with MI had at least one adverse experience, three of the well 

parents/partners had no recorded adverse experiences. Adult participants were asked 

directly about history of mental illness or substance misuse in their families. The ‘Other 

Trauma’ includes abusive relationships and history of sexual assault. As can be seen from 

Figure 5.3, five adults out of the twenty interviewed reported personal experience of threat 

or violence from paramilitaries. However, the impact of the armed conflict experienced in 

NI is likely to be more widespread than just these five participants and this will be discussed 

in greater detail in the following sections. 

Parents recruited for this research reported a range of common mental health diagnoses. 

Twelve parents with MI were recruited and one partner who also had a diagnosed MI, 

though he was recruited and interviewed primarily as a partner. Of these adults three 

reported a diagnosis of bipolar disorder, ten described their diagnosis as primarily 

depression usually accompanied with anxiety. Some described their depression as ‘chronic’ 

or ‘chronic treatment resistant’, some described having postnatal depression, one parent also 

had a history of alcohol dependency and one parent had history of an eating disorder. Many 

of the parents shared a long duration of symptoms often beginning in adolescence or 

childhood. Of the 12 parents and one partner who reported a diagnosis of a MI six reported 

past suicidal ideation and two reported having made suicide attempts. Three of the parents 

interviewed had experience of being hospitalised in in-patient psychiatric units for their MI. 

 

Socioeconomic and political factors 

In the introductory chapter the Northern Irish context was discussed, including the 

background of The Troubles, the noted socioeconomic deprivation and the particular 
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structure of the health service. One of the aims for recruitment in the study was to attempt 

to gather a reasonably diverse slice of Northern Irish families. Our sample were recruited 

from all over Northern Ireland and each of the 5 Health and Social Care Trusts was 

represented by at least one participant. The participants also were reasonably diverse in 

terms of their socioeconomic background though there was a tendency towards the lower 

end of the socioeconomic scale.  

Of eight out of the eighteen adult participants were unemployed, all but one of those were 

unwell parents. However, many of those same participants had young children, four were 

single mothers. Therefore, to represent them simply as ‘unemployed’ ignores the fact that 

they have young children at or below school age who require childcare. At the beginning of 

the data gathering several interviews were carried out with mothers involved with a 

women’s centre. Most of these women were single mothers, in receipt of benefits and living 

locally in housing executive accommodation (council housing). They had been introduced 

to the women’s centre firstly as a place for free childcare and then found it also to be a 

source of support, education and friendship and many went on to volunteer at the centre. 

For these women they were not able to afford to work and pay for childcare. Free childcare 

afforded them some time to themselves but not enough to hold down a job worth losing 

benefits over, as most jobs they were able to get would be low paid and would mean 

sacrificing some of their tax credits, housing benefit or more. Most of the participants in our 

sample who were in employment (mostly partners) had a job with a low wage or part time 

hours. A small number of the participants had moderately well-paid employment and owned 

their own home, but these were the exceptions. No participants were in a high-income 

bracket.  

It is known that poverty can be both a causal factor and consequence of mental ill health 

(Elliot, 2016). It is also often one factor in a pattern of multiple adversities include increased 

risk of crime, relationship problems, domestic abuse, poor physical health and substance 

misuse for example (Fong, 2017). This was demonstrated within our sample as the 

participants in this study who were from a lower income background shared a range of other 

challenges to their wellbeing including abusive relationships, adverse childhood 
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experiences, poor parenting role models, lack of opportunities and education and the threat 

or experience of paramilitary violence.  

 

Impact of the conflict in NI 

It is also known that the impact of The Troubles is more acutely felt in economically 

deprived areas (Gallagher et al., 2012). Areas with higher deprivation are also often 

interface areas, where the segregated nationalist and unionist areas meet and violence can 

erupt frequently and suddenly (Jarman and O’Halloran, 2008). In addition, due to poverty 

and the political conflict in NI affecting people simultaneously it can be difficult to interpret 

the causal factor (Shirlow and Murtagh, 2006). 

In writing about The Troubles there is a tendency to speak in the past tense however 

sectarian violence has not been completely eradicated, and there is therefore likely to 

continue to affect citizens of NI, in addition to past trauma as a result of living through the 

height of The Troubles. Bunting et al. (2020) found that 43.6% of parents surveyed agreed 

or strongly agreed that paramilitary groups created fear and intimidation in their area, and 

more than half agreed or strongly agreed that paramilitary groups contributed to crime, drug 

dealing and antisocial behaviour in their area. Some evidence of impact from paramilitary 

activity emerged in our sample and this will be reported in the next chapter. 

 

Conclusion 

The aim of this chapter has been to paint a general picture of the sample, some demographic 

characteristics and some of the difficulties shared with the hope that this helps to set the 

scene for the thematic analysis in the coming chapters. Already it may be evident that 

participants in this study had experienced much trauma and distress and that this occurred 

in a less than ideal social context of the ongoing sectarianism in NI. It is with this social 

context that we begin our exploration of the thematic analysis with the next chapter. 
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CHAPTER 6 

TRANSGENERATIONAL IMPACT OF ADVERSITY 

 

During data collection it was noted that many participants reported having experienced 

trauma in their past and during analysis this pattern was examined further. As noted, in the 

previous chapter introducing the sample many of the participating unwell parents reported 

having grown up with a parent with MI or a substance misuse problem. Further to this, 

parents reported experiencing other adverse experiences in adult life such as poverty, 

abusive relationships, and paramilitary threat or violence. Perhaps most importantly this 

study was interested in evidence of impact on children who participated. Therefore, this 

chapter is concerned with the exploration of the overarching analytical theme which 

operated to explain this from the data, the transgenerational impact of adversity. 

Dominant within this were the roles played by the subthemes, experiencing paramilitary 

violence, family history of MI and alcoholism/substance use and impact on children. 

The highly inter-related nature of participants experiences was clear from accounts and the 

presentation of findings attempts to capture that complexity. This is assisted by the Family 

Knot (FK) framework, which facilitates the understanding of the transgenerational impact 

of adversity as a consequence of MI in the parent, and the inter-relations between family 

members either facilitating or mitigating the transmission of MI or trauma between 

generations. In addition, it highlights the significance of the social context in understanding 

the central problem of transgenerational transmission, due to the negative impact of living 

with deprivation and paramilitary violence, as shown in figure 6.1 overleaf. 
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Figure 6.1 Transgenerational Impact 1 

As discussed in the previous chapter the impact of the armed conflict in Northern Ireland 

(NI) commonly referred to as ‘The Troubles’ has impacted the mental wellbeing of the 

population. The transmission of conflict related trauma between generations has 

increasingly been recognised in the literature and has been described as ‘[t]he poor 

psychological functioning of children that seems to partially emanate from the 

consequences of the trauma experienced by parents, resulting in detrimental effects on the 
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interaction of parents and children’ (Hanna et al., 2012, pg. 20).  Further details of this 

phenomenon as it emerged in our sample are presented in the following section on the 

theme, experiencing paramilitary violence. 

The participants in this research who shared that they had grown up with a family history 

of MI and alcoholism, often presented this history of their childhoods as part of their 

explanation for their current MI. Family Systems research supports the idea that 

transgenerational transmission of mental illness, is both genetically and relationally 

transmitted from parent to child (Broderick, 1993). Previous research in the area has 

estimated that 30-50% of children who have grown up with a PMI will go on to experience 

their own mental health difficulties (Nicholson et al., 2001). These figures are relevant also 

to the section on children experiencing MI. A benefit of the whole family approach to this 

research means that we can present direct evidence of transgenerational impacts through 

the unwell parents account of their family of origin and the children in the sample who had 

experienced some MI symptoms themselves.  

FST explains transgenerational impacts of PMI through the multigeneration transmission 

process, which proposes that levels of differentiation are learned and carried by children 

into their future families. Differentiation is the extent to which individuals within a family 

are able to differentiate themselves as individuals, autonomous but connected. Anxiety and 

depression disrupt this leading to enmeshment (Broderick, 1993). There is also evidence 

that has shown parents attachment histories were useful predictors of their children’s 

externalising and internalising behaviours (Cowen et al., 1996). Mental illness and alcohol 

abuse would both likely impact on the parents’ availability to form secure attachments with 

their children if they occurred in the early years, or to maintain them if they occurred at 

other times.  

Mental illness, alcohol misuse and other family dysfunctions impacting children are also 

referred to as adverse childhood experiences (ACEs) and there is known to be a graded 

relationship between the number of ACEs someone is exposed to and the health-related 

outcomes they will experience (Feletti et al., 1998). In the field of PMI, the family model 

similarly observes that there is an association between the number of risk factors 
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experienced and poor outcomes, suggesting that three or more risk factors increases the 

likelihood of a negative outcome for children (Falkov, 2012). There is evidence to suggest 

that children of parents whose own parents experienced depression or anxiety were twice 

as likely to develop those disorders themselves when compared to peers whose parents had 

no ACEs (Haynes et al., 2020). 

Interviews were also carried out with the children of parents in our sample providing some 

current qualitative data from this group who are often neglected in the research.  Some of 

the children interviewed were already experiencing symptoms of MI. Some parents did not 

wish their children to be involved or they were too young at the time of interview, however 

participants discussed these absent children, their mental wellbeing, and difficulties 

experienced. There was some evidence that the children of the families involved were 

disadvantaged with regard to opportunities for play and recreation and support of their 

education. This data provides additional evidence of the impacts and transgenerational 

transmission of PMI and resulted in our final theme Impact on children. 

 

Experiencing paramilitary violence 

The existence of paramilitaries in post-Ceasefire Northern Ireland has the potential to be 

misunderstood by those not familiar with the workings of the country. The sectarian conflict 

since the 1998 Good Friday Agreement may be less deadly but there is still segregation, 

antisocial behaviour, violence, and intimidation. There was an increase in rioting and unrest 

between community groups following the cease fires due to disputes over, for example, 

Loyalist parade routes going through Nationalist areas, interface disputes and attacks on 

symbolic sites such as churches, Orange Halls and Gaelic Athletic Association premises 

increased (Shirlow and Murtagh 2006). People face intimidation, threats, or actual violence 

from paramilitaries within their own communities rather than from the ‘other’ community 

and report that these groups are responsible for crime and drug dealing in their area (Bunting 

et al., 2020).  Paramilitary punishment attacks (PPA) continue to be used as a way of 

‘policing’ the community and any criminal activity that they have not expressly authorised. 

These attacks are mostly in the form of ‘beatings’ and less often now the ubiquitous ‘knee-
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cappings’, the frequency of this kind of activity is difficult to estimate given the reluctance 

to report (Mallon, 2017). Perhaps easier to quantify are the brutal shootings and killings that 

still occur, for example in the year 2017/18 there were 2 security related deaths, 50 shooting 

incidents and 18 bombing incidents (PSNI, 2018). The experience of PPA’s and community 

violence form part of the past trauma experienced by the participants in our sample but also 

to a certain extent their ongoing reality, to paraphrase the famous line ‘they haven’t gone 

away you know’. While several participants had direct experience of paramilitary violence 

this theme encompasses the knowledge that the indirect impact of living with the threat of 

violence in also significant. In addition, some participants may not have felt comfortable to 

share experiences that they did have. Paramilitary groups are by their nature intimidating, 

and often act within communities as an informal police force, for example; 

 

So, because I didn't know at the time, he was involved with paramilitaries I had to 

go down to a bar and be interviewed and questioned and very intimidating very 

scary to be honest. I .. literally they were gonna put me out and shoot me and I was 

like, 'Look, I didn't do nothing.' And he was like, well, 'He's blaming you.' And I 

was like, 'Well, what happens here?' And he was like, well, 'One of you is getting a 

punishment beating', and I was like 'I'm not getting no punishment beating. Im 

telling you now, I'm not'. So my family had to get involved and pay the money to 

stop that happening. 

Sara-Ann, Parent (Individual) 

 

This participant recounted a background of difficult family circumstances and abusive 

relationships in her early twenties. In this scenario she was being accused of involvement 

with drug supply by her then-boyfriend. This experience was not her only encounter with 

paramilitaries; she also could have recounted the experience of others, as this was a reality 

of the community in which she lived. The ongoing traumas and adversities that occur daily 

are known to be as important to acknowledge when thinking about the negative impact on 

wellbeing in a post conflict society (Gough, 2017). 
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Another participant shared that she had a family member who was shot and killed during a 

feud between rival paramilitary groups. She recalled that men in balaclavas came into the 

bar and assaulted her husband and on another occasion men in balaclavas entered her home 

to intimidate her into telling them where another family member was. Eventually the couple 

had to move out of the area, which is a common solution with paramilitary intimidation 

because they are completely territorial, and even a relatively small distance can solve the 

problem and stop the threat. There were concerns about how identifiable extracts from this 

participant could be, even anonymised, and therefore only a small non-specific extract is 

shared below without an identifying pseudonym. Here the participant described her view of 

the area of Belfast she was forced to leave; 

 

I would never bring a child up there. There’s children running around with guns 

saying ‘you don’t know who my Daddy is.’ 

 

Several other participants made passing mention of the threat of paramilitary violence as 

having impacted them in some way. Still others mentioned the presence of sectarianism, in 

reference to which community they belonged to and how this impacted what they could do 

or where they could go. When relating their experiences, it was clear that participants 

experienced these events as traumatic violent encounters that had lasting effects. They 

conceptualised them as coming about because of being in problematic relationships or being 

in the wrong place (living in the wrong area) they also had a pragmatic attitude to this kind 

of violence existing in their community. The participants with these experiences were from 

different areas although all were from Belfast. Research would suggest that there is a greater 

risk of paramilitary threat or intimidation in the more deprived areas of NI (Gallagher et al., 

2012). In addition, violence and discrimination extends beyond the sectarian conflict. Our 

sample contained only one family from an ethic minority background and they shared an 

experience of feeling culturally different while also showing knowledge of how that 

experience intersected with an existing divide in the community. Northern Ireland is slowly 

becoming more diverse although unfortunately the bigotry that has driven The Troubles has 
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been shown to extend beyond the Catholic/Protestant delineations into other minority 

groups resulting in overall ‘hate motivated’ crime statistics rising in the year 20/21 (PSNI, 

2021).   

The examples of experiencing paramilitary threat took place in post-Ceasefire Northern 

Ireland, to these participants, mostly, in their young adulthood. However, our current 

generation of parents are themselves the children of people who grew up during the height 

of The Troubles. The experience of The Troubles in Northern Ireland is known to have 

impacted the prevalence of mental health problems in the population, including today’s 

children through transgenerational effects (Gough, 2017). In addition, some theorists argue 

that aggressive parenting styles are a result of trauma and living under high stress conditions 

(Saile et al., 2014). As can be seen in figure 3 our participant group had experienced some 

poor parenting and this next section discusses this theme. 

 

Family history of mental illness and alcoholism 

Throughout the interviews, participants discussed a range of traumas that impacted them in 

their childhood, adolescence or early adulthood. They introduced these experiences as 

explanations for, at least in part, their subsequent mental health difficulties.  Many 

participants grew up with a parent with an alcohol problem or a mental health problem, or 

experienced adverse childhood experiences or trauma in their formative years. As can be 

seen in Figure 5.3 in the previous chapter six of 18 adults reported having grown up with a 

parent with an alcohol abuse problem. Northern Ireland has a high rate of alcohol use, 

hospitalisations and crime related to alcohol and the third highest rate of alcohol related 

deaths in the UK after Scotland (Russell, 2020). In the recent Youth Prevalence study in NI, 

it was found that one fifth of parents were classed as problem drinkers (Bunting et al., 2020). 

According to the National Association of Children of Alcoholics approximately 2.5 million 

children in the UK are living with a hazardous drinker (2018). Research has shown that 

outcomes for children of problem drinkers include increased risk of anxiety, depression, 

behavioural problems, and conduct disorders although many will mature into resilient adults 

avoiding these kinds of difficulties (Balsa et al., 2009). There is also evidence to suggest 
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that children of problem drinkers are twice as likely to go on to become problem drinkers 

themselves in adolescence or adulthood (Lieberman, 2000; Thompson et al., 2008). An 

example from our sample is presented below in which this participant described comparing 

her own problematic drinking with her experience growing up with an alcoholic father; 

 

I was a child of an alcoholic too you know, and the things that I seen I suppose I 

always thought, I'm not that bad, I'm not as bad as that. I kind of justified it because 

with my daddy I would’ve seen him having the DTs and all that in ambulances. He 

was hospitalised 45 times you know… police, and it was all drama and then we 

would have been taken from our home, so daddy was on a bender, so we were taken 

out of the way up to the countryside to stay with my Granny. 

Marie, Parent, Couple 1 

 

This participant’s description of growing up in a household with an alcohol dependent 

parent paints a picture of chaos and distress and of children being allowed to witness 

incidents on some occasions while on other occasions being sent away, ostensibly to protect 

them but potentially traumatising them in a different way. This participant went on to 

experience an alcohol abuse problem herself for which she was admitted to an inpatient 

rehabilitation unit. She states here that she compared her alcohol problem with that of her 

father in order to reassure herself. However, her shared experience illustrated the 

importance of getting help early and fully engaging in the support available. She was in a 

residential unit for 6 weeks followed by weekly support meetings that she continues to 

attend. She also sought help prior to becoming alcohol dependent and described herself as 

trying to manage a mental health problem with alcohol. This participant and her partner 

who was also interviewed did not report any specific notable impact on the children who 

seemed happy and managing at home and at school. It is not possible of course to confirm 

this but it could be indicated given that this participant sought help, completed treatment 

and continues to remain well. Although it should be noted this participant discussed her 

guilt around the impact her drinking would have had on her children describing herself as 
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‘physically but not mentally present’ and shared that, had she sought help for her mental ill 

health earlier she would have been unlikely to have misused alcohol to that extent. The 

participants in this study who reported having at least one alcoholic parent did not all report 

misusing substances in their adulthood, though they did attribute their subsequent mental ill 

health at least in part to their upbringing. Other participants shared adverse childhood 

experiences such as having a parent with a mental illness or experiencing a bereavement, 

such as the following participant who experienced both of these issues in childhood; 

 

My daddy committed suicide when I was 12. My mummy took me to the doctors 

and all, I wrote suicide notes I wanted to join him, Mummy took me to the doctors, 

doctor turns round and says you're too young to be depressed go and live your life... 

I wasn't medicated until I was 18 and I lost my best friend, she had a heart condition 

she's the one that helped me whenever I was 12 and then I lost her when I was 18 

and it brought it all back I started drinking then and tried to take an overdose of my 

fluoxetine. 

Phoebe, Parent, (Individual) 

 

The loss of a parent in childhood is always traumatic (Auman, 2007) but to lose a parent to 

suicide carries with it additional psychological complications. Bereavement in children has 

been shown to have numerous negative effects including, major depression, substance or 

alcohol misuse and with comparative study it has been shown that those bereaved by suicide 

are at increased risk particularly of substance or alcohol misuse (Brent et al., 2009). 

Research has also shown that children whose parents died by suicide were at greater risk of 

attempted suicide themselves and of other mental health symptoms (Wilcox et al., 2010).  

The above quoted participant, Phoebe, described both the onset of depression, substance 

misuse and a suicide attempt as a result of bereavements suffered. This account of multiple 

traumas and adversities was not unusual within our participant sample. Unfortunately, 

Phoebe also recounts being dismissed by professionals who potentially could have 

intervened and prevented or reduced further distress. 
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In addition to parental mental illness, substance misuse and bereavement in childhood, 

participants also reported other adversities including pregnancy loss, abusive relationships 

and sexual assault. For example, this participant who grew up with an alcoholic parent and 

was removed from the family home into the care system as a teenager; 

 

The reason I actually had my son was because I was sexually assaulted while I was 

living in care. And his father is actually in jail for that at the moment. 

Pam, Parent, (Family 1) 

 

This is an example, and one of many among this participant group of experiencing multiple 

adversities. Growing up with an alcoholic parent or a parent with MI was experienced by 

the majority of the unwell parents (six parents reported growing up with a parent with 

alcohol problem, and five reported a history of MI in their families, one parent had 

experienced both and one parent reported neither). Given the significant history of our 

participants it is reasonable that we give strong consideration to transgenerational factors. 

 

Impact on children 

Of the ten children who participated around half of them, all teenagers, shared that they had 

experienced anxiety and/or low mood and been involved with counselling, the Children and 

Adolescent Mental Health Service (CAMHS) or social services. As has been detailed in this 

chapter the intergenerational effects of PMI are in evidence in our participants accounts. 

Discussed earlier in this chapter were some theoretical insights regarding how MI transmits 

between generations, mainly from FST and Attachment Theory. Previous research with 

children has been concerned about the impact of PMI on education, and opportunities for 

play and recreation. This research provided some evidence of the impact that children might 

experience in this area when their parents are not as able to facilitate their play and 

recreation needs. In addition, this research provides some examples of children 

experiencing difficulties in school. As well as providing some much-needed first-hand 

accounts of the children of parents with a mental illness this provided a unique opportunity 
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to show two different family members sharing their differing perspectives of the same 

situations. One participant who we have named Amy, was sixteen at the time of interview 

and had been involved with CAMHS for around 4 or 5 years. The following extracts present 

Amy and her mum Pam’s discussion of the impact of Pam’s mental illness and her 

hospitalisation when Amy was younger. This parent child dyad will be revisited in a later 

chapter discussing the impact of hospitalisation specifically. In the following extracts we 

are concerned with how Amy and her mum characterise her difficulties with MI. For 

example, in the following extract Amy provided her description of her difficulties with MI; 

 

Well, it started off as anxiety. And like obviously now like I'm older and I've got 

more problems with depression and stuff now. So that is what I’m in CAMHS for 

now.  

Amy age 16, (Family 3) 

 

Due to our multi perspective approach in this research it was possible to explore Amy’s 

Mum’s view on her daughter’s difficulties, for example; 

 

She is still involved with CAMHS this is her 4th time, she doesn’t sleep well and 

would be anxious. Like she's worrying about things, not wanting to do things 

because she was worrying about stuff that was totally nonsensical - that people are 

looking at her. She doesn’t like crowds and it has just really sort of continued on. I 

definitely think it affected them especially the older kids, Amy really, I think and 

like she does remember like a lot. And obviously she can remember me not being 

well and being in hospital and leaving her. 

Pam, Parent (Family 3) 

 

Pam described Amy’s difficulties as being mostly to do with anxiety and while not meaning 

to be she is a little dismissive as she states that Amy was worrying about ‘stuff that was 

totally nonsensical’. This is a common cultural attitude to mental illness, that it is ‘silly’ and 
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that anxiety is worrying about the wrong things. While this parent might be more informed 

than most having suffered herself from MI she is still susceptible to these cultural 

stereotypes about mental illness. In the extract she does continue on to discuss her feeling 

of responsibility regarding how her own MI affected her children, showing care and 

concern. 

Another young person’s experience shared in this research was eighteen-year-old John, who 

participated along with his 16-year-old brother and his mum, Patricia. Patricia suffered from 

Post Natal Depression (PND) after his birth. She described this time as very difficult and 

shared that she was quite unwell for the first year of his life and continued to experience 

some symptoms on an ongoing basis. John himself expressed that he believed that this must 

have had an effect on his development and his later mental health symptoms, which began 

in school as he describes here; 

 

I kept thinking I had something wrong with me. Every week I would think there 

was something wrong with me, say cancer. For a while I thought I had bowel 

cancer and I would get a cold and think I had like blood cancer and then, I just was 

like, Oh No! I need to get this sorted out. This is too much anxiety. I went to my 

mum and my mum said ‘who do you want to go to?’ and I said ‘It doesn’t matter 

like.’ But I went to the doctors first to make sure I didn’t have anything.  

John, age 18 (Family 1) 

 

John and his Mum both felt that her experience of PND in his early life impacted on his 

wellbeing; 

I just know that she had post-natal depression, severe post-natal depression. I dont 

really know much else…I definitely think it still affects the way your brain forms in 

the early years. I think you still register things.  

John, age 18 (Family 1) 
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John had experienced several episodes of anxiety between the ages of 12 and 16 and had 

attended a number of counsellors. Patricia felt a great deal of guilt as she felt directly 

responsible for John’s mental health problems in his adolescence, as evidenced in the 

following example; 

 

So I truly believe I actually believe that John's issues are my fault. I think that a lot 

of it… even in utero… I think how I was when I was pregnant, how I was when he 

was born, has molded him to be much more highly strung. 

Patricia, Parent (Family 1) 

 

However, they also both expressed a confidence and clear understanding of how and when 

to seek help for their mental health symptoms. Patricia shared that in her family of origin 

mental health was not discussed, despite her own mother having an alcohol misuse problem. 

Her MI had afforded her the experience and insight to be able to support her children around 

sharing their feelings when needed and that one should and could seek and access help. For 

example; 

 

I wanted his experience to be different I wanted him to go and see somebody and 

see that if there was something bothering you, you talked it out. You could find a 

way through it and move on. I dont know if he's got that yet but I’ve tried.  

Patricia, Parent (Family 1) 

 John stated that he would speak to his Mum and seek out counselling again in the future 

if he needed to. Parents who have suffered from mental illness seem to be at an advantage 

with regards to recognising and understanding their children’s psychological struggles. 

They may also be more vigilant for potential symptoms and have experience with seeking 

help. This may be considered a positive aspect of the experience and will be discussed 

further in Chapter 8 in a section on strength resilience and adaptation.  

This research found that parents were commonly concerned about their children 
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experiencing MI with several parents mentioning their understanding of the hereditary 

nature of mental illness. For example, this mother discussed her fear of her daughter 

inheriting her mental illness and her approach to supporting her child’s mental and physical 

health; 

 

So a lot of my point was because it says my mental health is hereditary so, I don't 

want **** to have any traits. And so she was in preschool from six weeks old and 

she did gymnastics from 18 months old. You know, because I need to keep her mind 

and her body as healthy as possible. Because I don't want her to end up like me. And 

at my house. We are open and talk about it you know, I have one of those. It's okay 

to talk hands. I bought it and explained it to her, you know, it's okay to talk about 

your feelings. 

Susan, Parent (Couple 1) 

 

This parent’s fear of her daughter experiencing mental illness lay partly in the fact that her 

mother, grandmother and at least one of her siblings suffered from mental illness of a similar 

kind. However, this participant had also discussed her families experience of paramilitary 

violence. This intergenerational experience of mental ill health coupled with the trauma of 

suffering this level of conflict and violence can be viewed as an ideal environment for 

mental illness to develop.  

Even without direct evidence of MI or behaviour difficulties in a child there was much 

evidence of the impact that parental difficulties had on their wellbeing. For example, in 

Chapter 7 regarding living with instability the parentification of children is discussed and 

in Chapter 8 we discuss reduced parenting capacity, likely to have a significant impact on 

children including in their exposure to risk. While we may not always be able to report 

symptoms in all children involved in a study that does not mean that there is an absence of 

impact. In addition to this, there was evidence that children of this sample had reduced 

opportunity for play and recreation as a result of their parents’ illness; 
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I don't want to go out of the house. I dont want to go to the shopping centre. They 

want to go and spend their Christmas money. I dont want to, I literally just want to 

go straight in straight out. Dont want to socialise. Last year I wasnt out. I've got 

worse over the last six months with the social anxiety. Like I could see it far enough 

like taking them anywhere for like a treat. you know, because … Im overthinking it 

but like we took them to the cinema, he fell, smashed his head and literally and egg 

came up straight away so im always thinking something is gonna happen. 

Debbie, Parent, (Family 4) 

 

This extract comprehensively relates the type of ways in which parents with MI might be 

restricted in terms of facilitating recreational activities due to their social anxiety regarding 

going on outings. Further to this given the extreme effort required to plan and attend an 

outing when you are experiencing MI the potential for that activity to go wrong or for some 

problem to occur makes the endeavor seem pointless. The following extract provides 

confirmatory agreement from another parents, again illustrating not just the impact on play 

and recreation but on education as well; 

 

Well, I can’t do as much as they want me to do like I mean. There's days if my 

depression is that bad and they want to go somewhere. I don't want to leave the 

house. You know what I mean? So I can't take them. They want to join clubs. But 

it’s me has to walk them there. So it impacts their life that way because I mean, 

there's times whenever I've slept in for school, and I don't even want to take them 

in.  

Phoebe, Parent (Individual) 

 

This section has illustrated that the impact on children has been evidenced in our 

participants accounts not only in terms of those young people who had experienced their 

own MI but also how children might be missing out when their parents are unwell. There 

were several examples of children having difficulties in school but also some indication that 



 

137 
 

parents with MI found it more difficult to engage with their children’s school, and on 

occasion missed meetings or events. In addition, participants reported that parents could not 

always facilitate their children’s need for play or recreational activities due to their MI. It is 

known that play is essential to children’s development and to healthy parent child bonds 

(Ginsburg, 2007), illustrating the potential significant impact of this aspect of living with 

PMI. 

 

Conclusion 

This chapter on the findings has illustrated that the experience of PMI for multiple family 

members in NI is framed by past trauma stemming from ACEs experienced by parents in 

their family of origin, transgenerational trauma from the conflict in NI and a range of other 

traumas. The accounts particularly of traumatic incidences of paramilitary threat were 

highly significant and yet had not factored into the original aims of the research. 

Transgenerational transmission is a significant issue for research into PMI and to improve 

outcomes for children and this chapter has detailed one of the specific factors for NI that 

must be factored into studies. The research aimed to gather a multi perspective account both 

of causal factors and current lived experience and in this findings chapter it can be seen that 

there is additional insight gained from engaging multiple family members in a single 

research study. Specifically, the insight gained involves the ability to follow the thread of 

transgenerational transmission through the parents past experiences, cultural context and 

into the current generation of children with their own account of the impact on their 

wellbeing.  
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CHAPTER 7 

LIVING WITH INSTABILITY 

 

This research benefitted from the participation of ten children and six partners as well as 

twelve parents who experienced mental illness. This allowed us to examine the effects of 

PMI from multiple perspectives. In order to do this the theoretical FK framework was used 

to bring understanding to the pattern of behaviours that emerged from the thematic analysis. 

This analysis understood the systemic nature of the family system in relation to the external 

societal or community system a conceptualisation which the FK framework not only allows 

but encourages. Elements from Family Systems Theory (FST) (Bowden 1978; Broderick, 

1993; Kerr, 1981) were particularly influential here given the emergent themes that pointed 

to families attempts to manage and resist the instability created by PMI. 

The thematic analysis revealed a tendency for families to be avoidant of change or 

interference even if that resulted in maintaining unhealthy patterns. This observation evoked 

the concept of homeostasis; a concept borrowed from general systems theory and discussed 

in Chapter 3 within the theoretical framework. This characteristic of the system itself rather 

than a mechanism, proposes that systems tend towards stability by maintaining the status 

quo though it has been argued this concept is insufficient in its inability to account for 

change (Dell, 1982). Family stability it could be argued is rooted in change, or more 

accurately, growth (Goldenburg and Goldenburg, 2012). Achieving balance in families 

means maintaining stability and regularity while allowing for growth promotion and being 

resilient enough to assimilate changes. Sometimes balance is achieved with stillness while 

sometimes one must rock the boat to stop it from tipping over.  

Families involved in this research were particularly intolerant of any rocking of the boat; 

Experiences with the instability of PMI meant they were extremely cautious of change, 

emotional dysregulation, or conflict and therefore avoidance of this directed many of their 

actions. The unwell parent and their family members enacted behaviours that served to 
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minimise problems, sometimes by ignoring, hiding, or lying about symptoms and 

sometimes by another family member taking on additional tasks to avoid a deficit becoming 

obvious and leading to interference. Families in this research showed preference to remain 

in a scenario that was less than satisfactory rather than risk the instability and the uncertainty 

involved in enacting changes that might allow for a better scenario. These phenomena might 

best be explained in FST using the concept of enmeshment. Enmeshment (also defined in 

Chapter 3) reflects a lack of clear role differentiation and diffuse boundaries as a result of 

the stress experienced due to PMI (Minuchin et al, 1976). This concept was presented as 

one way of understanding the behaviour of families experiencing PMI. The actions of 

parents, partners and children were shown to be ultimately designed to minimise anxiety, 

protect one another and protect the family unit.  

Using these mechanisms as a strategy to tolerate Living with instability became the norm 

across families, and this therefore provided an overarching theme. The sub themes then 

reflected the ways in which the family systems in this sample sought to regulate themselves; 

Parentification of the children in the sample, the over functioning of partners was evidence 

of the Burden of care and unwell parents sought to maintain the equilibrium in the family, 

avoiding intervention or attention to their difficulties through the Normalisation of 

distress. These thematic findings are presented in the conceptual framework of the Family 

Knot in figure 7.1 below and further analysis of these themes is presented in the following 

sections. 
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Figure 7.1 Living with Instability 1 

 

Parentification 

This research study included interviews with ten children aged between eight and eighteen. 

In addition, many children who did not participate were discussed. Some children were too 

young to participate or already over eighteen, some were unwilling and some of the parents 

did not wish their children to be involved in the study. The findings in the present study 

were consistent with the existing evidence, especially with regard to young carers (Aldridge, 

2006). For example, parentification is most thoroughly addressed in the literature pertaining 

to young carers and while children may care for their parents due to a range of disability 



 

141 
 

there has been increasing attention paid to those caring for a parent with mental illness 

(Aldridge 2006; Aldridge and Becker 2003; Cooklin 2009). Aldridge (2006) discussed the 

needs and experiences of children caring for a mentally ill parent and stated that while 

‘children’s development and childhood experiences can be adversely affected when caring 

becomes long term and disproportionate’ that young carers are not at inevitable risk of harm 

and that recognition of their role and contribution is highly valued. While none of our 

children were technically young carers, they did display tendencies towards taking on adult 

responsibilities and reported their feeling that this was important in order to help the parent 

experiencing symptoms.  

Boszormenyi-Nagy and Spark (1973) are widely agreed to be originators of the term 

Parentification and used it to describe what happens when the roles of parent and child are 

reversed. Similarly, Minuchin (1974) proposed the term ‘Parental Child’. In such 

circumstances, parents look to their children for emotional and/or practical support, rather 

than providing it. Hence, the child becomes the caregiver. As a result, parentified children 

are forced to assume adult responsibilities and behaviours before they are ready to do so. In 

addition, they may not receive acknowledgment or support for taking on these 

responsibilities. Chase (1999) defines the process of parentification as ‘a functional and/or 

emotional role reversal in which the child sacrifices his or her own needs for attention 

comfort and guidance in order to accommodate and care for logistical or emotional need of 

the parent.’ (p.5) Consequently, this role reversal can disrupt the natural process of maturing 

and can adversely affect a child’s mental and physical health outcomes (Hooper et al., 

2008). 

However, parentification should not be wholly condemned as relationally dysfunctional. 

More recently research has shifted from the investigation of negative consequences to 

potential strengths and benefits for parentified children. For example, some studies have 

shown that children taking on appropriate tasks that are properly validated while 

maintaining their child role within the family system can lead to increased self-esteem 

(Byng-Hall, 2008; Hooper et al., 2008).  The findings of this study provide some agreement 

for this with some children suggesting increased maturity and expressing a sense of pride 
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regarding ‘helping out’. It is also important to consider that children in this study expressed 

concern over a need to help out as a consequence of worry about their parents’ wellbeing. 

Therefore, while these children were not in a highly involved or burdened caring role they 

were nevertheless signalling the impact of their parents reduced functioning. 

Children who participated in this study demonstrated that they were attuned to their parents 

needs and saw themselves as important and capable actors within the family system. Even 

the youngest children interviewed expressed a desire to help their parents, this often coming 

from worries about the parent being under too much pressure strain, for example; 

Sometimes she like gets a sore head from it and makes her a bit unwell from working 

too much and doing so many things but sometimes I do the washing but she does it 

mostly, like the tumble dryer and sometimes I do the washing as well. 

Mark, 8, (Family 2) 

 

Mark (8 years old), perhaps due to his age, lacked understanding that his mother had a 

mental illness despite her having been hospitalised twice for acute episodes. However, he 

expressed that he knew something was wrong, which he understood as to do with 

‘headaches’ and that he felt this was partly as a result of working too hard and looking after 

himself and his brothers. It is easy to see how this may be an impression that children get, 

when an unwell parent is fatigued, stressed or otherwise expressing that they are coping 

poorly the immediate cause that children may observe is the work of parenting that they are 

doing. This is undoubtedly an unwanted impression to potentially give to children as it 

paints them as the cause. Children in this research expressed that they felt strongly that 

helping out was the right thing to do however it is also likely an attempt to remedy the 

situation. While this attempt by children to ‘fix’ a parent’s mental health problem will 

obviously not have the desired effect it nevertheless confers some benefits, for example 

feelings of bondedness and support and, as in this example, increased maturity levels; 

 

Well, me and my brother didnt really like to see my mom like that. So we'd like help 

around the house sometimes, but she was like, quite good, with it all. She didn't let 
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it affect us too much. When it first happened she was a bit upset and I already like 

understood why and stuff, so I would try and help her. It's like I grew up a bit more 

so that was sort of good. 

Kazi, 14 yrs (Family 6) 

 

Kazi was interviewed as part of a family group which included his mother and his younger 

brother. Both boys (interviewed separately) shared strong family centred values and both 

expressed that they needed to help out more ‘because it’s the best thing to do’ (Kaj, 12). 

The expressions by children regarding the need to help out is an indication of an impact of 

the symptoms of PMI experienced by their parents. While it is possible that these impacts 

lead to negative outcomes this depends on severity and duration. Children may confer more 

benefits than negatives if the dysfunction can be kept to a minimum, the relationship is not 

disrupted, and the child is not overly burdened or made anxious. For example, if a mother 

with a broken leg is assisted for a short time by her child, the child is praised, and the 

dynamic of the relationship is maintained with the mother retaining the parental 

responsibility then this is unlikely to result in difficulties for the child. However, the concern 

remains that children who experience parentification of these kinds will have negative 

outcomes with regard to future attachment patterns or their own mental health if the impact 

on them is not mitigated (Hooper et al., 2008). Parents involved in this study consistently 

expressed that they did not want their children to be burdened by their mental ill health. 

Some expressed that it was healthy for children to want to take on some caring or practical 

helping steps but that there should be a line drawn. For example; 

 

She'll help you get up and stuff you know she's great it that way. But I don't want 

her to be a carer. You know, kids are growing up to be carers. She would never lift 

my medicine box because she knows that's mine and she’s not to touch it. 

Susan, Parent (Couple 1) 
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Previous examples given here suggest that children feel that the day-to-day tasks of the 

household or work outside the home are creating strain that perhaps could be alleviated with 

some practical help. When children take on practical tasks it is referred to as instrumental 

parentification and is considered less potentially detrimental than emotional parentification 

(Hooper et al., 2008). However, some children and parents referred to times where children 

were directly engaged in attempting to manage or mitigate mental health symptoms or 

became involved in conflict resolution. For example; 

 

It's just like, there have been times where we've been upstairs and Mum and **** 

have been in the kitchen like shouting or something and I mean, just like, we'll go 

down the stairs and try to get them calmed down and stuff. Sometimes it does work, 

but not all the time. 

Phillis, Age 9 (Family 5) 

 

Hooper and colleagues (2008) suggest that this type of involvement by children in adult 

conflict, relationship difficulties, or other high level emotional tasks can result in negative 

lifelong attachment-based difficulties however this effect is likely to be seen only when 

emotional parentification is over a prolonged period. The examples given by this family are 

more like isolated crises or incidents and there were attempts to mitigate any negative 

effects by open communication and reassurance from Mum. These children, a brother and 

sister interviewed together, revealed that sometimes their stepfather’s behaviour had been 

difficult to cope with as in the following example; 

 

Phillis 

Sometimes it can get like really bad. Will we tell about that one time? 

 

Ru  

Well there was a few like breakdowns so there was.  

 

Phillis  

Really bad times 
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Ru  

but we know how to cope with them now 

 

Phillis  

Yes we know, because we know that he doesnt actually mean 

 

Ru  

... anything he would say sometimes he would  

 

Phillis  

he would not mean even when the mental illness has like just wore down he always 

like says sorry and stuff. 

 

They described that at times there were stressful situations in the house, arguments which 

they attributed to their stepfather’s mental ill health, and that they felt some sense of 

responsibility to help or get involved in these situations. However, as mentioned they did 

not express as much anxiety or distress about these situations as one might expect. Some 

explanations for this might be that their mother was very open and reassuring with them, 

and the lack of anxiety they expressed in general might reflect the clear explanation they 

had been given about mental ill health. However, it is of course possible that any negative 

feelings were not expressed in this interview. The fact that they felt the need to get involved 

when there were arguments going on downstairs shows that they were aware of or exposed 

to difficult situations and it also indicates they felt a sense of responsibility suggesting some 

level of emotional parentification.  

 

The burden of care on the well parent 

As noted in the systematic review chapter, partners have historically been underrepresented 

in the literature. Six partners were interviewed for this research, consisting of four men and 

two women as part of family groups, couples, and on one occasion as an individual. This 

was an extremely important viewpoint to collect and one of the aims of this study was to 

gather where possible the experience of the well parent. Circumstances of family makeup, 

availability and willingness meant fewer partners than parents participated. The overall 

gender disparity in this research persisted in the sample of well parents or partners. The 
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parents willing to share their experience of mental ill health were overwhelmingly women, 

reflecting both an increased willingness to participate in research in women compared to 

men (Ryan et al., 2019) and to a certain extent the higher rate of MI in mothers (Mental 

Health Foundation, 2016). These factors likely affected recruitment of male participants.  

The partners that did take part in this research provided an important viewpoint. They 

described a difficult reality of watchful monitoring, experiencing the pain of another they 

care for, shouldering additional burden in terms of childcare and household responsibilities, 

and struggling to find help for themselves or their unwell partner. The literature pertaining 

to the burden of care has shown that carers for those with mental and physical illness 

experienced reduced wellbeing (Van Campen et al., 2012). However, the potential impact 

on the carer is influenced by multiple processes including the carers background, 

personality and coping resources and the quality of the carer-care recipient relationship 

(Mackay and Packenham, 2010). The nature of the disability being cared for also affects 

the impact for carers, with some evidence suggesting that the nature of caring for someone 

with mental ill health increases the subjective burden of care (Hastrup et al., 2011; Vella 

and Pai, 2013). 

This research revealed a pattern of over-functioning in the partners interviewed, in particular 

the female partners whereby they overcompensated with increased functionality in terms of 

family roles such as breadwinner, caregiver and house manager. This aspect of caring is 

referred to as the objective burden of care, such as time and finances devoted to care and 

the subjective, which corresponds to how the carer perceives this to be impacting them. 

There are also positive aspects to caregiving including a sense of purpose, personal reward 

and increased bondedness (Fekete et al., 2017) 

All of the well parents who participated were able to describe the objective burden of care, 

for example Jill who had taken on two jobs in order that her husband could stop work and 

focus on recovery. Jill described that her husband had been coping poorly with work due to 

his mental ill health and was often unable to attend leading to stress, uncertainty, and 

conflict with his employers. Ultimately this led him to stop working which resulted in Jill 

shouldering a great deal of the financial responsibilities as she describes here; 
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So we actually have come to a point now. I work two jobs. And Bob doesn't work 

at the moment. But for four years I have literally done everything I have, you know, 

I've had to work two jobs I work night classes as well. And just you know, during 

term time, just whatever hours I can do, and I'm working flat out to do it and that's 

just to keep us afloat. 

Jill, Partner (Family 5) 

 

In this situation Jill seeks to maintain balance or homeostasis by taking on the greater share 

of the family and household tasks. This represents the objective burden of care and while 

Jill describes having been able to sustain this overcompensation for an extended period of 

time it is also clear she understands the strain it causes, for example; 

 

You kind of have to be all things to everybody and while keeping, you know, you 

have to support… I've had to support my husband on his worst days, even when 

those worst days means that it's coming at me, you know, because I'm his closest 

I'm the person he's comfortable with saying what he needs to say. 

Jill, partner (family 5) 

 

Jill described herself as a strong person, and implied that she believed herself to be able to 

cope with considerable strain. However, she admitted that the work of emotional support, 

the subjective burden of care, was affecting her own wellbeing, for example; 

 

You know, I've been very aware that my own mental health probably has dipped I 

am quite strong person anyway, but it takes a lot out of you it takes a lot of energy. 

Jill, Partner (family 5) 

 

Another well parent who shouldered the majority of the family responsibility was Steve 

who participated as part of a couple with his wife Susan, they shared a daughter who was 
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around 7 years old. Steve took almost complete responsibility for the day-to-day childcare 

and household tasks. Here he describes how he has always taken on this role since their 

daughter was born and that at the start this was because of Susan’s lack of bonding with the 

baby; 

 

Aye well I've always been the one that gets up in the mornings does the breakfast, 

does everything just sort of gets it done but at the start she didn't really I don’t think 

she really took to Lola at the start I think it took about a year or so really. 

Steve, Partner (couple 1) 

 

Steve accepted his role of primary carer as matter of fact and while he recognised that there 

were some who might view this as fulfilling an unconventional gender role, he laughed 

most of this off with comments such as ‘you haven’t tasted Susan’s cooking’ as to why this 

situation was not simply forced upon him but rather the best and most obvious option. 

However, this couple did reflect on the early years of Susan’s illness as a time of strain and 

it is likely that this role in which Steve was now so comfortable might have presented a 

burden at first. This research featured a number of single parents, and their experience 

clearly illustrates the difficulties when there is no partner or well parent to support and 

shoulder additional responsibilities in order to reduce the strain on the unwell parent. Some 

partners however may feel that they are solo parenting because of the illness having 

removed the unwell parent’s ability to fulfil their role. The following extract illustrates how 

the well parents have to prioritise their partners by minimising their own needs even if they 

are feeling the strain of the situation they have to continue to ‘stay strong’; 

 

You try not to see how difficult it is for yourself because you're staying strong for 

the person you're with. You're trying to hold it together. But it was so draining but 

it was her time. It was her time to get herself well again. And I'm trying not to be 

selfish.  

Chris, Partner (couple 2)  
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As can be seen from these extracts the well parent is impacted greatly by PMI. Carers for 

adults with MI have often been neglected both in practice and in the literature yet when this 

role is examined it is found to be highly valuable, complex and nuanced. It is argued that 

carers are undervalued by mental health professionals, and carers report being frustrated 

with the difficulty of getting information and updates on their loved one due to 

confidentiality (Rapaport et al., 2006). The needs of carers require consideration given the 

important role and burden they carry that would otherwise have to be performed by Health 

and Social Care, and because without protection the mental health of the carer is at risk. 

This psychological impact of the emotional work of caring, referred to as the subjective 

burden of care includes the potential that a carer’s mental health would suffer to the extent 

of them becoming unwell themselves (Baronet, 1999). This unwanted consequence for 

families and individuals has wider societal implications with regard to the contribution of 

the overall disease burden of mental health. This provides evidence for the argument for 

increased and appropriate support for carers. 

  

Normalisation of distress 

In addition to carers who might ignore or minimise their own needs this research uncovered 

a pattern of unwell parents also acting to hide their often considerable distress. The 

motivations for this are complex and related to both the internal family system and the 

interaction with external systems such as medical or social care. Therefore, this section 

examines the experience of parenting as a person with mental ill health, 

phenomenologically, systemically, and with regard to wider systems in society. In so doing 

it is difficult to ignore some issues of gender stratification with regard to family life, 

parenting, and mental illness. 

While polarisation of gender roles has reduced in society today there is still a significant 

imbalance in the division of childcare and household responsibilities. This was evident in 

the families involved in this research. Feminist theorists depending on their orientation 

might argue that the nuclear family is the very vehicle allowing gender inequality to persist 
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(Fox and Murry, 2000). Many argue that more employment opportunities for women simply 

doubled or tripled their workload as they continued to take on the majority of childcare and 

household tasks (Gerstel, 2000). Motherhood and feminism are not always easy bedfellows; 

however the nature of many women’s existence includes motherhood and in recent years 

feminist theory has had to shift to encompass a matricentric view (O’Reilly, 2016). In 

addition to this complex picture there is the issue that women’s experiences have 

historically been pathologised, as in the example of ‘hysteria’ being used to describe any 

behaviour that deviated from expected gender roles (Tasca et al., 2012).  

The thematic analysis of the data from interviews with parents revealed issues with regard 

to the strain of maintaining a parenting role while experiencing mental health symptoms. 

Parents involved in this research employed a great deal of energy minimising their distress, 

as a way to avoid interference in their lives should it be discovered that they were mentally 

unwell. They also hid their symptoms to protect children and other family members and due 

to the sense of shame and stigma surrounding PMI. Therefore, the emergent theme from 

this part of the data became Normalisation of distress.  

Included in the experiences shared were storied of parents, mostly Mothers living with high 

stress personal circumstances attempting to manage families, jobs, and mental health 

problems with little to no support or treatment. This naturally led to further breakdown in 

mental and physical health and relationships, the following example the participant is 

describing their circumstances prior to their separation from her husband; 

 

I was working in xxxx Town as well so I had a 100 mile commute every day and 

then the stress was horrendous I ended up getting optic neuritis lost the sight in my 

eye for a while. It was just terrible. Plus, Ron had been made redundant three times 

in about two and a half three years. Just, so much going on, you know. 

Patricia, Parent (Family 1) 

 

This example and others suggested that people were coping with high stress living 

environments for extended periods. The mothers interviewed seemed to put extreme 
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pressure on themselves to manage all the responsibilities or held themselves to 

unrealistically high standards. Some authors would argue that this is an example of the 

unreasonable expectations placed upon mothers and that psychological distress is a natural 

response to this (Darrah, 2011; Oakley, 2005). One reaction to the expectations placed upon 

mothers can be to aggressively try to meet them, despite this often resulting in exhausting 

and mentally draining life circumstances. In the following example this participant reflected 

that in hindsight her behaviour was unsustainable; 

 

Which slipped into a very stressful living environment. I was working 5 days a week 

two young kids. I was just busy, busy, busy, busy, busy. I was getting up on a 

Tuesday going, how am I going to get through the week. And I did that for months 

on end. Hadn't the savvy to go and take a week off. I was just needed at work. I was 

curing everybody! So I was needed there. 

Cara, Parent, Family 2 

 

Mothers who participated in this research tolerated a significant amount of distress, though 

this was often minimised or hidden in order to maintain the equilibrium of the family. When 

parents hid their true feelings this was often expressed as wearing a mask. For example. 

 

She doesn't see me cry. I cry behind closed doors, you know, so, and then as soon 

as she comes in, I take that face off and put that face on you know? 

Susan, Couple 1  

 

There were multiple motivations for this behaviour for example, the not insignificant fear 

of the involvement of external agencies upon discovery of mental ill health. This fear of the 

involvement of particularly social services will be discussed in greater detail in Chapter 9. 

It is worth noting that this fear of discovery represents an attempt to protect the internal 

family system from potentially being subsumed into larger external systems such as the 

Health and Social Care trust. The hiding or wearing a mask can also be motivated by shame. 
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The concept of shame and its impact on our psychological functioning, wellbeing, and 

behaviour has been studied extensively and is known to cause people to feel exposed, 

inferior, and degraded, and to engage in avoidance and silence (Eisenberg, 2000 pp. 667). 

With regard to PMI motivation for hiding or minimising distress is also done in order to 

protect children. The parents interviewed in this research expressed a strong sense that 

burdening children with their problems should be avoided, that they would not understand 

and that the subject of mental illness is best avoided. 

This culture of silence, of minimising distress and of hiding problems is an example of a 

morphostatic (change resisting) behaviour (Becvar and Becvar, 2017). Acknowledging 

distress always requires a shift, a change of some sort which is often destabilising. Of 

course, this also resulted in help being sought late, often only once a crisis point had been 

reached. For example, the following participant discussed minimising and ignoring 

symptoms of mania until she had to be hospitalised as she continued to exhaust herself to 

be what she thought of as a ‘good parent’; 

 

I literally thought I was dying. My body was dying my mind was dying. I hadn't 

slept in 4 or 5 days. I was up cleaning, trying to prove to myself and my mother, that 

I was a great human being and a good mother. I was such a good worker. That I was 

the best. 

Cara, Parent, Family 2 

 

An example from the literature on PMI shows that the normalisation of distress can affect 

not only prevalence rates but actual coping abilities due to the social construction of PMI. 

For example, research carried out with Black Caribbean women sought to explore the social 

factors that prevented mothers in this ethnic group from experiencing perinatal mental 

health symptoms at the same rate as White British women (Edge and Rogers, 2005). The 

authors found that there was a reluctance to acknowledge depressive symptoms that 

stemmed from Black Caribbean mothers’ rejection of the construction of depression as an 

illness and the need to maintain the image of a ‘strong black woman’ which led to the 
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normalisation of distress. This identity led to reinforced ideas of coping, resilience and 

consequently led to lower levels of pathology. 

From a social constructionist perspective, we can see how the individual internalisation of 

norms and expectations around mental illness and mothering can lead parents to minimise 

their distress, through various means including hiding symptoms, trying to maintain normal 

levels of parental activity or household tasks, often going above and beyond. Parents 

experiencing MI also experience guilt that they are not as ‘good a parent’ as someone 

without a mental illness these negative emotions can exacerbate symptoms. For example; 

 

I'm a single mum, I have two children who love me and I love them dearly, but I 

can't give them everything they want. I start thinking that they're better off without 

me. You know what I mean? Someone could probably do better for them? I don't 

even drive I can't take them anywhere on summer. There's stuff like that there and 

eats at me if I sit in the house doing nothing. 

Phoebe, Parent (Individual) 

 

Maternal guilt may be a function of the evolutionary requirement for mothers to maintain 

attention and focus on their offspring as would be argued by some psychologists (Rotkirch 

and Janhunen, 2010) or of the socially constructed ideal of motherhood (Johnston and 

Swanson, 2003). It is certain that guilt in mothers is exacerbated by mental illness, as it 

becomes both the spark that lights the fire of guilt and the fuel that sustains it. For example; 

 

I think I just have like, a permanent guilt for them that they have this like defective 

Mummy. 

Patricia 

 

 

Conclusion 

This chapter has focused on how families manage instability caused by PMI and the 

particular behaviours of individual members to protect each other and the integrity of the 
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family unit. This research uncovered that multiple family members engaged in behaviours 

designed to minimise stress, by shifting roles, changing workloads to avoid disruption and 

change. These seemingly protective actions were shown in this chapter to be part of a 

negative feedback loop which rather than protecting the system from disruption allowed it 

to stagnate. Children who participated in this research while not engaging in significant 

caring activities nonetheless did enact some parentified behaviours. Partners tried to 

overcompensate and took on objective and subjective burdens of care and the unwell parent 

attempted to hide their significant distress. All these actions are an attempt to avoid outside 

discovery which might lead to interference, judgement, and disruption. The data presented 

here extends the evidence base regarding families experience of PMI and offers an 

illustration of the FK framework in action. 
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CHAPTER 8 

IMPACT OF PARENTAL MENTAL ILLNESS ON PARENTING CAPACITY 

 

This chapter focuses on how experiencing a mental illness can impact on parenting ability 

and the parenting relationship. It also focuses on how parents adapt, survive, and thrive 

despite their mental ill health. Parenting capacity is an important domain in the assessment 

of parents experiencing MI or substance misuse (Coates, 2015; Houston et al., 2019). Social 

work practice makes use of the assessment triangle in which parenting capacity, child’s 

developmental needs, and family and environmental factors are taken into account (Hart 

and Powell, 2008). However, this area has proved highly emotive given the relevance to 

loss of child custody and social workers find themselves in an ethically challenging position 

(Houston, 2016).  Parenting capacity can be defined as ‘the ability to parent in a “good 

enough” manner long term’ (Conley, 2003 p. 16) or ‘the parents' ability to empathically 

understand and give priority to their child's needs’ (Donald and Jureidini, 2004 p. 5). In this 

research our participants provided further evidence of reduced parenting capacity especially 

at highly symptomatic times. These participants reported that reduced parenting capacity 

affected their ability to manage children’s behaviour and increased their stress and anxiety 

around parenting issues. The analysis uncovered problems with awareness of risk as parents 

shared times when their MI caused situations or led to behaviours that could be interpreted 

as presenting a risk to their children. However, this chapter also emphasizes the strength 

and resilience of parents, their coping abilities and problem solving and the lack of support 

that parents often experienced while managing problematic symptoms. 

Under an overarching theme of ‘parenting capacity’ findings concerning children’s unmet 

needs, awareness of risk, and maintaining family relationships while hospitalised are 

explored to illustrate their acute and longer-term impact on the capacity of parents. As was 

the case in the previous chapter, the multiple perspectives gathered through the whole 

family interviews allows for exploration of the experience from the different perspectives 
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of child and parent. An important corollary to those undoubted challenges to capacity, was 

the complementary theme of adaptation, strength and resilience, which draws out the 

benefits and personal growth recounted by parents as a result of MI.  

The interconnectedness of the issues raised by parents is reflected by this chapter seeking 

to reference and signpost where relevant other overarching themes and constructs presented 

in other chapters. For example, reduced parenting ability is what causes intervention from 

services and this links to the fear of loss of parenting responsibility discussed in Chapter 9. 

The deficit in parenting abilities impacts on child wellbeing and as we have discussed in 

Chapter 6 contributes to the intergenerational transmission of MI.  

In this chapter there is also a specific focus on the challenges of maintaining the parenting 

relationship while hospitalised. This was driven by the rich information provided by the 

accounts of three of the parents interviewed, who had been hospitalised, some on more than 

one occasion for treatment of their mental illness and complemented by the experience of 

their partners and children. Figure 8.1 (overleaf) represents the use of the FK conceptual 

framework in order to bring understanding to the concepts around parenting capacity and 

unmet needs. The top section of the interwoven knot that is contained within the circle is 

representative of the parents’ experience, the lower right is the child’s experience, and the 

lower left is reserved for the partner or other supportive family member. The circle that 

encloses them represents the social context and the three triangle-like protrusions on the 

outside of this circle represent external services. In the following figure the mechanism by 

which influence is exerted, a causal factor for the difficulties experienced by family 

members is unmet needs. 
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Figure 8.1 The Family Knot – Reduced Parenting Capacity 

 

This use of the FK framework assisted with the explanation of certain issues of dysfunction 

in the families. When affective symptoms in a parent result in behaviour problems in 

children, this can impact on the wellbeing of the parent, increase stress, and reduce 

fulfillment usually gained from the parenting role. Triangulation can be one way to deal 

with anxiety, especially when it enters into a dyad, by trying to pass the anxiety on to a third 

person. This becomes more difficult in situations such as single parent families, families 
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with multiple adversities and when there is a lack of family support. In that case this unmet 

need and inability to rid oneself of the tension can erupt in conflict. This is an interpretivist 

explanation and likely there are many other factors at play in the families to which this was 

relevant. However, it offers one explanation and proved helpful in understanding some of 

the mechanisms behind the conflict in families where a parent is unwell and a child has 

behaviour problems or symptoms themselves. 

 

Parenting capacity  

Parenting while experiencing mental illness was of course the main subject of this research 

and was described by all of the participants in their interviews. Both common themes and 

unique insights were shared. Broadly parents shared that parenting with mental ill health 

was as one would expect difficult, in particular they felt that the strain of parenting, which 

they recognized as a difficult job for everyone was greater for them. In the last chapter there 

was discussion related to participant’s guilt about being a good enough parent. In this way 

MI has reduced parents’ confidence in their own abilities and this leads to doubt and 

uncertainty when making decisions. For example; 

 

At home he would add to my anxiety. Then I start freaking out he's not gonna be 

able to cope. Am I doing the right thing, should I take him out of the school that he's 

in? But then if I take him out he's gonna have more anxiety in a different school 

because he has to meet new friends, you know? And it eats at me because I'm like, 

there's no manual to tell me what I'm doing right or wrong. My anxiety is more up 

as a parent so it is and my fear of failure I mean am I failing them because I can't do 

so much with them you know that way? 

Phoebe, Parent (Individual) 

 

The above quote illustrates that normal decision making can be fraught and that having to 

deal with the regular challenges of raising children can exacerbate existing anxiety or on 
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occasions trigger it. Normal everyday tasks and interactions such as those with schools and 

other professionals also can become more difficult than it would be without PMI; 

 

It's hard anyway but when you're having to deal with my own issues and I don't want 

to go out of the house. I can’t commit myself to anything in the schools or anything 

because I feel like I’m gonna let somebody down because I’m gonna panic or I can't 

go that morning I just can’t.  

Debbie, Parent (Family)  

 

In the following sections we will discuss some of the difficulties experienced when there is 

PMI, such as ongoing conflict and family breakdown, separation due to hospitalisation and 

risk due to emotional and physical neglect. However, many of the difficulties experiences 

are more mundane such as a reduction in joy and family wellbeing, increased irritability 

with children or simply less than satisfactory parenting as in the following example from a 

former partner who continues to co-parent with her children’s father; 

 

I think the main problem probably with his mental health is I wouldn't say he's a 

lazy parent, but he's too tired to maybe be a conscious parent or put in an effort and 

actually have a think about how he is parenting. So it's just kind of whatever, 

anything goes, so ****(child) will spend all day on Xbox and YouTube. 

Marta, Partner (Individual) 

 

In this example the parent is talking about some of her more minor concerns regarding her 

ex-partner’s parenting of the children due to his ongoing MI. However, there were occasions 

when this parent had some more serious worries about her children’s wellbeing when in 

their father’s care and these are related in a later section of this chapter. In the following 

sections we will discuss some aspects of reduced parenting capacity that can and do raise 

concerns for professionals. 
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Unmet needs 

The impact on children of PMI has been established in the literature and in earlier chapters 

of this thesis, for example regarding the transgenerational transmission of MI. There is 

argued to be genetic as well as environmental mechanisms to this transmission though this 

thesis has mainly examined the social and environmental factors. Further to this is the effect 

of the MI on the parenting relationship, behaviours and capacity which undoubtedly impacts 

children. As noted, when parenting capacity is reduced as in the case of PMI or substance 

misuse there are consequences for family relationships, child development and the risk of 

emotional and behaviour problems is greater (Cleaver and Unell, 2011). This is because 

reduced parenting capacity does not effectively meet the needs of the child, and this can 

result in a number of outcomes. The most likely first sign of an emotional impact on children 

will be some behaviour, which if noticed and addressed can avoid more significant 

problems. However, if this is a chronic situation then unmet needs will likely lead to more 

serious behaviour problems, mental health symptoms and even diagnosis. This is 

particularly the case when no effective intervention is provided to a family (Maybery et al., 

2005). This also evoked the FST mechanism of triangulation (Bowen, 1978) where when 

conflict exists in a dyad a third person is hooked in to relieve the anxiety and tension of that 

relationship. Often in family systems this third person is a child and when the anxiety, 

conflict, blame, or tension is repeatedly put upon them it can lead to behaviour problems or 

mental health symptoms. One family interviewed for this research provided an example of 

a situation where there was reduced parenting capacity due to MI, conflict in the relationship 

between mother and teenage daughter, and problematic behaviour and mental health 

symptoms in the daughter both in school and at home. Below is a brief explanation of the 

difficulties experienced by this family as an illustration of the theme of unmet needs. 

Debbie, the parent, was interviewed along with two of her three children. She was 33 years 

old at the time of interview and her children were aged 3, 9 and 13. The children had 

different fathers who had varying levels of involvement with their children. Debbie had a 

long history of MI starting in her teens and exacerbated by the birth of her first child. Her 

eldest daughter Millie had a history of behaviour problems since entering secondary school. 
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Social services had been involved in the past and Millie had spent some time in respite 

foster care. Debbie stated she had not received useful support and regarding Millie’s 

behaviour problems she was told, ‘it’s your parenting’ although no helpful information or 

instruction on what the specific problem was nor how to improve it was given by the worker. 

Mum described Millie’s behaviour as extremely reactive, that she would throw a tantrum 

over anything, for example a phone charger not being available and that this could start an 

outburst of several hours during which Millie would break and throw things, punch and kick 

furniture and walls, swear and be verbally abusive to Mum. Mum did not discuss her 

approach to dealing with this except to say that she had tried phoning the Gateway team 

(child protection first point of contact for new referrals) only to be told to phone the police 

who apparently did not feel it was their remit either. She then explained she would just wait 

it out but that the potential of these outbursts was an ever-present stressor. A common 

complaint of parents experiencing child to parent violence is difficulty in finding emergency 

response to the crisis in their home. It is potentially unsafe for social workers to attend to 

family disputes with the potential for violence and police services perhaps do not always 

prioritise these calls. Debbie described that she was reaching crisis point with regard to 

coping with Millie’s behaviour; 

 

Her behaviour, abusive language manner… She also makes my anxiety worse 

makes my depression a whole lot worse probably since she was about six or seven, 

and then she went into care. I just couldnt cope with her anymore, Im getting to that 

point again now. 

Debbie, Parent (Family 4) 

 

As described, this would be difficult for any parent to attempt to manage but when 

experiencing MI it makes this much harder. This parent explicitly states that her daughter’s 

behaviour makes her mental health worse. The systemic view would hold that the 

daughter’s behaviour is influenced by the mother’s mental health condition if not directly 

caused by it. The factors causing this family’s problems are obviously complex and some 
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are likely tied to the daughter’s very early life experience and perhaps her early attachment 

to the mother. The history shared with this study by Debbie suggests that her hospitalisation 

when Millie was six months old caused disruption in the mother/daughter relationship and 

triggered maternal anxiety. Debbie stated several times that she wanted her daughter to be 

assessed and diagnosed but that this has been refused as various professionals blamed her 

parenting ability. Millie was struggling to manage her behaviour in school, in particular 

angry outbursts that saw her spending more time outside the classrooms than in them. 

However, what can be seen from our observations is that the mother’s affective symptoms 

lead to unmet needs in the child which lead to behaviour problems which in turn impact 

mum’s affective symptoms. 

 

 

Figure 8.2 Cycle of behaviour problems  
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Parental-adolescent conflict is common, and some level of difficult behaviour should be 

expected (Robin and Foster, 2002). The difference with Millie’s behaviour is that it is 

adversely affecting her education and her family relationships are close to breaking point. 

By their own report it has been going on for many years and very few interventions have 

helped. Mum feels her daughter is making her mental health worse but equally her capacity 

to manage any behaviour is reduced. The daughter for her part is angry and lashing out. In 

situations where family relations have deteriorated to the point at which children have been 

looked after outside the family home in foster care or similar this can impact significantly 

on the child sense of being wanted by the family. Children need to feel safe, valued, and 

‘good’ (the basics of attachment theory), and this young girl had reasons to feel undervalued 

and was having continued feedback indicating she was ‘bad’.  

This research interview was carried out in the family home and Mum, Millie and a younger 

daughter Ciara (8) were also interviewed. Millie came across as sullen and defensive. She 

reluctantly answered questions or answered them with a ‘Don’t know’. She dismissed any 

knowledge of Mum’s mental health and claimed that she did not have a relationship with 

Mum at all and stated, ‘I don’t talk to her.’. 

Debbie was in a relationship with the father of her youngest child who seemed to be 

involved in family life. Ciara, the middle child, had some contact with her father on 

occasional weekends however Debbie was unimpressed by his caring and interest in her 

wellbeing at other times and called him a ‘weekend dad’. Millie did not have much contact 

with her father. He lived nearby, she met him occasionally and he would give her money 

but according to mum was ‘not interested’. In addition to having a father who reportedly 

showed little interest in having a relationship with his daughter Millie’s mother struggled 

to be emotionally caring towards her due to her MI. 

Debbie had mentioned that she had been told ‘it’s your parenting’ by social workers and 

while she may have been paraphrasing if this had been communicated to her without a sense 

of why her parenting was contributing to difficulties or any support around how that could 

be helped it was not only useless but also likely to have a negative effect on parenting ability 
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and mental health. Debbie described how she felt her energy for parenting was reduced due 

to her MI, for example. 

 

Im exhausted and I need to go to bed and I can’t because you’ve got two kids to put 

to bed that don't want to go to bed so you’re getting more annoyed so you’re dishing 

out the, ‘you’re not having the xbox’ and just making a rod for your own back 

Debbie, Parent (Family 4) 

 

Practitioners that work with families know that often the child behaviour problems are a 

symptom of the underlying problem rather than the problem itself. From a systemic 

perspective, family relationships can be seen as the source of continuing difficulties but also 

the potential solution (Bowen, 1978). We mentioned the possibility of triangulation and it 

may be that Mum’s sequential relationships were an attempt to triangulate another 

individual in to relieve the conflict in a dyad. Whatever the mechanism these relationships 

likely had another consequence of taking attention away from the oldest daughter, as would 

have the births of the subsequent children, potentially exacerbating an existing attachment 

problem. However, that which happens in relationship can be fixed in relationship, to 

paraphrase Bowen (1978). If Mum could be encouraged to recognise how important she is 

to her daughter and how much her daughter needs her to express love and care and provide 

safe and appropriate boundaries, then the 13yr old may be able to better regulate her 

emotional world. However, it is clear that this would take time and work and therein lies an 

explanation as to why many of these problems persist to the point of family breakdown. If 

families are lucky enough to find or be offered appropriate intervention it often comes after 

crisis point has already been reached. Once crisis point has been reached there can be a long 

road back to optimum functioning, though this is of course the only reasonable option to 

improve outcomes for all family members.  
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Awareness of risk 

There were many difficult experiences related throughout this research offered freely by the 

participants. In many ways this reflects that a non-judgmental atmosphere was achieved 

within the interview settings, and it is a strong aim that this be continued within the analysis 

and discussion. Parents experiencing mental ill health will engage in behaviours that are 

contrary to their childs’ wellbeing, potentially detrimental and at times pose a risk. 

However, in the position of researcher judgement should be avoided and it should be 

remembered that it would not have been the deliberate choice of any of these parents to 

cause harm to their child, in fact it is demonstrably the opposite. Nevertheless, situations 

arose due to their illness that could have caused harm. This emerged in the thematic analysis 

as the theme Awareness of risk due to the fact that parents often related these situations 

and explained that at the time they did not realise their behaviour posed a risk to the children. 

For example, one partner who was interviewed had separated from her children’s father in 

part due to the strain created in the relationship due to his mental ill health. The two children, 

who were aged 5 and 7 at the time of the interview would have contact with their father on 

average once a week. This had been modified several times because of the instability of 

Dad’s MI. There was also inconsistency with contact often being cancelled which Mum 

would then have to explain to the children. In the following extract the interviewee Marta 

discusses the concerns she had about her children staying overnight with their Dad; 

 

I found out he wasnt managing. I found out he was staying in bed on Saturday. And 

they were downstairs basically fending for themselves. So we have to make some 

changes. I can't take the risk that he is fast asleep upstairs in his bed like the children 

are too young.  

Marta, partner (individual) 

 

In this research there is a distinction made between behaviour that impacted on children and 

behaviour that was a risk to children. Situations related in these interviews included children 

being witness to situations such as arguments, domestic abuse, and alcohol consumption. It 
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would be difficult to unpack the level of risk associated with each of these incidents and 

therefore we can talk about them in more general terms. Leaving children unsupervised, 

domestic violence, substance misuse, and neglect all constitute risks to children described 

in these interviews. Many situations shared with this research were historic and no longer 

relevant, especially in the worst cases and including the list just mentioned, meaning that 

no additional steps had to be taken. The researcher adhered to the University Code of 

Conduct and to the confidentiality agreement which had been signed by participants. There 

were however many other behaviours that children were exposed to were also impactful 

without constituting risk. Parents’ awareness of risk varied and was informed by the 

professionals they consulted. For example, the following comment came from Steve, 

partner of Susan who had depression and a chronic physical health problem; 

 

I like the way the doctors and all say it, Lara's not used to anything different as such. 

So she's used to those sort of mood swings. 

Steve, Partner (Couple 1) 

 

This shows how parents seek reassurance and how this can lead to accepting situations that 

are less than ideal for their children. In the above example the 7-year-old daughter was 

assumed to be used to quite an unnatural situation of Mum remaining in bed most days and 

being heavily medicated with pain medication as well as antidepressants and sedatives. In 

the above example partner Steve, mentions ‘mood swings’ and therefore it seems quite a lot 

that this little girl must be used to according to the GP. 

In Chapter 6 on transgenerational impacts, in the section on the impact on children we 

discuss Patricia and her son John (family 1) who were both interviewed along with a 

younger brother Rory. Patricia experienced post-natal depression (PND) and described that 

she was unable to care properly for her son in his early days of his life. She described 

behaviours that were indicative of neglect. While John was not aware of the details of some 

things that happened in his early years he knew that his mother had suffered with PND and 
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felt that his own anxiety experienced in his teenage years related to the impact that his 

mother’s illness had on his early development. For example; 

  

I just know that she had post-natal depression, severe post-natal depression. I dont 

really know much else…I definitely think it still affects the way your brain forms in 

the early years. I think you still register things  

John, 18 years old, (family 1) 

 

We have chosen not to share the exact behaviours Patricia described because she also 

discussed that she had not shared them with John and her reasoning for this was because 

she did not feel she could make him understand and perhaps that he might be upset; 

 

And I don't want to go into all that with him because I'm afraid of what message it 

tells him. Im afraid that he would personalise it and make it about him and not about 

the situation. And that's why I've always been... he might know wee bits and bobs 

but when he went to see the lady the child psychologist, she asked me a lot of 

questions about him, in front of him that I found very hard to answer.  

Patricia, Parent (Family 1) 

 

Patricia shared her experience with an acknowledgement of the risk to her child that it 

reflected. Her journey in life has taken her through that experience and she is now in a 

professional position related to children and having had child protection training. This is to 

say that she was aware of the implications of her behaviour. From this informed position 

the question was posed regarding what she would have done if a professional of some kind 

had referred her to social services when she was unwell and her child was young; 

 

I think if they had got a social worker involved, I would have jumped off the 

bridge… there's such shame and fear around social workers that I honestly think I 
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would’ve lost the plot completely. But even at that I knew not to tell them how sick 

I was I knew. Something told me don’t tell them, don’t ever tell them. 

Patricia, Parent (Family 1) 

 

This comment speaks to a larger issue of the attitude towards the involvement of social 

services which will be discussed in more detail in Chapter 9 which focuses on experience 

with service involvement. Also, it should be noted that this family’s experience illustrates 

a number of different aspects of PMI including, reduced awareness of risk and 

intergenerational transmission. Patricia’s mother misused alcohol, Patricia suffered from 

PND and ongoing depression, and then John suffered from anxiety. This family also 

demonstrated great strength and resilience and Patricia’s example to her children regarding 

help seeking and the open attitude regarding communication was undoubtedly reparative.   

 

Maintaining family relationships while hospitalised 

Two of the families and one couple interviewed had experienced the hospitalisation of a 

parent. This study is able to present multiple perspectives within the same family of the 

experience of separation due to hospitalisation. Previous research on this phenomenon 

reported increased risk of mental illness in children of parents hospitalised for psychiatric 

treatment, evidence of generally poor outcomes and poor school readiness (Bell et al., 2019) 

and in terms of the immediate effects suggested that children experienced increased anxiety 

while their parents were in hospital and valued the ability to visit them (Sivec et al., 2008). 

There is a lack of research examining the experience of hospitalisation from the service user 

or family perspective and the research that does tends to be from an individual perspective 

(Foster et al., 2017). There are exceptions to this including the multiple perspective study 

by Maybery and colleagues (2005) which examined the experience of parents, children, and 

psychiatric nurses and was included in the systematic review in Chapter 2. This research 

found that parents wanted more support and sensitivity from professionals regarding their 

parenting role and suggested that children could be debriefed by professionals to explain 

the hospitalisation. Children in the study reported that the most difficult time for them 
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regarding having a parent with a mental illness was when they were hospitalised (Maybery 

et al., 2005). 

The above research suggests that this is a time when family members are suffering from 

increased anxiety and distress and that further opportunity for research of multiple family 

members could provide useful insight to assist with their support needs. This first set of 

extracts from family 2, Mum, Cara had been diagnosed with bipolar disorder only after a 

first admission to a psychiatric unit due to an acute exacerbation in her psychiatric 

symptoms. She since had a further in-patient admission a few years later. She lives with her 

husband and three children. At the time of the first admission only two of the children had 

been born and were very young (around 3 years and 5 years old respectively). At the time 

of the second admission the eldest son, who was interviewed and is given the pseudonym 

Mark, was around 7 years old and therefore his memories of the time are not very clear, 

though he remembers some feelings regarding his mother being in hospital. This extract 

from the transcript is a memory of Mum’s second admission to hospital; 

 

I remember that she was like…I didn't see her but there was like, seven people 

minding us at once. It was kind of silly. Dad barely even came home. He just he was 

up with Mum all the time. He even stopped work (incredulous laugh) I’m surprised 

at him because he always works non-stop.  

Mark, 8 years old, (Family 2) 

 

The extended family that arrived to look after the children were also there to support the 

partner and carer, Brian, who by his own admission ‘didn’t take it too well’ when his wife 

was admitted to hospital. Brian remained emotional about this time of crisis and separation 

and was visibly upset when relating these events. In the following extract he related how 

during the first admission he continued to work while visiting his wife multiple times a day. 

He also relates how he explained Mum’s absence to the children; 
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Well I went down, first time I went down in the mornings. First time I didn’t take 

work off. We just had the two boys at the time. Visited her 2 hours every morning 

and at night. I did a lot of travelling. The boys were asking where their mummy was. 

I said mummy's away on a wee break. Away on a nice wee break. I couldn’t tell 

them.  

Brian, Partner (Family 2) 

 

Brian discussed being overwhelmed by that first admission and all the responsibilities both 

new and existing he tried to manage. There seemed to be no professional support for Brian 

until Cara was discharged and the Home Treatment team were attending the home. If there 

had been it might have been advised that he take care not to exhaust himself with frequent 

visits and that stopping work for a short time might be more advisable. When Cara was 

hospitalised for a second time Brian did stop work and described his boss as very supportive 

and understanding. For the second admission all of the family members were more 

prepared. Here, Cara describes how she helped her children, though mainly her oldest, 

Mark, who was 7 to understand where she was staying. This is an example of how a mother 

can maintain her parenting role while hospitalised; 

 

The second time I remember I drew out a diagram… ‘Mummy is in Hospital to have 

a break because her head needs a rest’ and that was to Mark and I drew out from 

one room to the next, you know, like ‘I am going to be here for a while and you’ll 

be at home we can talk on the phone and you can come and see me’ 

Cara, Parent (Family 2) 

 

This kind of explanation allowed Cara to continue to provide guidance and reassurance to 

her children despite her hospitalisation. One of the significant aspects of hospitalisation for 

children is of course the separation from parents as we see in the literature (Maybery et al., 

2005; Royal College of Psychiatrists, 2016) and is described by the participants in this 

study. The following extracts come from Pam and Amy, mother and daughter who represent 
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Family 3. Their experience illustrated the emotional distress that can be experienced due to 

separation and how this impact can be felt many years later. Firstly, an extract from Pam 

who describes her experience of Amy coming to visit her while she was in hospital; 

 

She would have been five, six but yeah, she can remember being at the hospital and 

she remembers crying whenever she had to go, and it was awful because I was 

crying, one of the nurses was nearly crying. See, she wanted to see my bed, she 

couldn't work that out. Why was she in a room visiting Mummy? Because she kept 

saying ‘In hospital you're in bed’ but she couldn't go right into the ward obviously 

because there's some really ill people in there. And that was just confusing for her 

because she was so young. 

Pam, Parent (Family 3) 

 

Amy stated that her memory of her Mum being hospitalised was ‘very fuzzy’ as it was 

probably around ten years before the time of the interview. She does remember this 

described incident where she was upset when visiting her Mum when it came time to leave 

and described this in the following extract; 

 

But I remember staying with my stepdad before he adopted me, she was in hospital 

for a little while for mental health. And it was like, I didn't know that at the time 

what it was about. I went in to visit her once and I just remember crying because I 

didn’t understand and when you are younger you just want her to come home.  

Amy, 16 years old, Family 3 

 

It is known that a time of major risk for children is during their parents’ episodes of severe 

mental illness including hospitalisation (Maybery et al., 2005). In part due to the effect of 

separation and the disruption this causes to secure attachment development and processes 

(Bowlby, 1978). Separation due to divorce, death, or physical illness can have a detrimental 

effect on children to differing extents. MI admissions often come after a parent has been 
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experiencing symptoms for some time to a severity significant enough to warrant 

intervention and that indicates children that will have already been subject to disturbances. 

In addition, the reason for separation is not made as obvious to children as if a parent had a 

physical illness or injury and is often hidden, making the separation more confusing. 

Visiting a parent when they have a broken leg is more likely to occur and is more mundane 

when it does, while visiting a parent in a psychiatric unit happens less often and when it 

does is complicated by the nature of the illness and the setting.  

The recollection of the hospitalisation from both Mum and daughter had an overwhelming 

sense of sadness. Amy’s recollection was limited but pointed in what she did remember, 

not being able to understand and wanting her Mum to come home. Pam felt guilt and 

sadness for her daughter’s suffering due to her mental illness and the separation. Her 

recollections also reflected her strong desire to continue to enact her parenting role in 

whatever way she could while in hospital. For example; 

 

And I remember during the time I was in hospital she had to get her school photo 

taken and I wrote the teacher a letter and put a wee comb in the letter to make sure 

like and then when we got the photo her parting was to the other side. So, every time 

we look at that photo, we remember that was whenever I was in hospital but yeah, 

I felt really sorry for her. I felt more sorry for her than my son because wee girls 

need their Mum. 

Pam, Parent (Family 3) 

 

When parents are in-patients, consideration must be shown for the importance of the 

parenting role and those connected to that individual e.g. children and partners. Increasingly 

there have been moves to support family visiting through by improving or providing family 

friendly spaces within psychiatric units (Royal College of Psychiatrists, 2016). Parents in a 

study included in the systematic review chapter described the need for information 

‘debriefing’ for children regarding their parent’s admission to hospital (Maybery et al., 

2005) and other studies indicate that psychoeducation is beneficial (Maybery and Reupert., 
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2009). The two mothers we have discussed in this section related the lack of professional 

support around talking to their children about mental illness or hospitalisation. For example, 

Cara shared; 

 

I don't know how to talk to my kids about mental health and I don't think there is 

any shame in saying that because nobody has ever told me how to. Maybe in (name 

of psychiatric hospital) if somebody had said, you know here's a book or something 

but no one ever did. 

Cara, Parent, (Family 2) 

 

Another example from Pam, the parent from Family 3, quoted above; 

 

Interviewer:- So would anyone have said to you ‘Okay, so you're a parent in the 

ward at the moment here's some guidance that we have about talking to the 

children?’ 

 

Pam:- No 

 

Interviewer:- Did anybody ever mention to you about talking to the kids about 

mental illness or anything?  

 

Pam:- No, only really with Amy attending CAMHS I told them my background but 

that would be really it.  

 

 

Pam had a 11-year history of mental health problems, with at least one hospitalisation, 

multiple professionals involved and 4 children and she could not recall anyone talking to 

her about how to speak to her children about her mental health difficulties. While each of 

these accounts happened in the past, (one 10 years ago and the other as recently as 2 years 
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ago) the knowledge that children should be given information about their parents MI is not 

novel and remains significant for improving outcomes for children (Reupert et al., 2010). 

Guidance has been provided by the ‘Think Child, Think Parent, Think Family’ (SCIE, 

2011) initiative in the UK and NI to support professionals and parents in these 

conversations, though there are problems with consistency of delivery of these principles 

(Grant et al., 2018). 

 

Adaptation, strength and resilience 

The themes so far included in this chapter present some of the negative experiences of PMI 

with reference to aspects of reduced parenting capacity including risk and behavioural 

problems and the impact of separation due to hospitalisation. This is important information 

to gather especially from multiple perspectives within the family. However, even within 

these subthemes it can be seen that parents and families show strength, resilience and 

adaptability at times of difficulty. In the section on hospitalisation above there are several 

examples of parents trying to find innovative ways of maintaining their parenting role while 

separated. Often parents are adapting to these difficulties in the absence of sufficient and 

early intervention. This study has also demonstrated the strength and value of partners and 

evidence has shown that the presence of a supportive adult is important to children’s 

resilience (Gladstone et al. 

, 2006). In addition, strength and resilience was fostered through open communication 

between the parents and the children. Parents showed a commitment to be educated 

regarding how to talk to children and how best to limit the impact of PMI. In fact, often 

participants shared that they felt their experience of MI had a positive outcome in their 

increased knowledge and experience that they could use to better support their children.  

Participants in this research shared that they valued their parenting role despite the strain 

sometimes experienced. This finds agreement with previous research in the area suggesting 

that parents with MI value the parenting role and that children are a main motivation for 

recovery (Awram et al., 2017; Bonfils et al., 2014). The following participant in this study 
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shared that worries for her children’s wellbeing impacted her anxiety and yet despite this 

she found considerable joy in her parenting role; 

 

It doesn't help my anxiety but it helps my depression, having them. I adore them and 

they make me laugh sometimes as well. I need a video cameras I’m telling you see 

the way my daughter talks and my son it's so comical. I love them and it does help 

my depression because like, they can just come off with the funniest things and I'd 

be feeling down and it helps. 

Phoebe, Parent (Individual) 

 

Some of the parents interviewed had, in their journey to recovery, engaged in a great deal 

of self-improvement. This often brought with it a sense of fulfilment and achievement over 

and above any relation to mental wellbeing. Those participants who had engaged with the 

Women’s Centre had become involved in many courses including gaining qualifications. 

They participated as a group, with their friends, found them enjoyable and gained 

confidence as a result of them and all were offered for free often with childcare included if 

needed. In the following example one parent described different classes and workshops she 

has been able to engage in; 

 

Well, I've done we've actually done like a self-defense class in here. We've done 

stress management. We've done the healthy living. And we've also done dealing 

with the past. And women in politics. We're actually doing women in politics again, 

just started up there on Wednesday. 

Lauraine, Parent (Individual) 

 

There is huge value to an organisation like this to parents in general but also particularly to 

those parents who face difficulties such as single parenting, financial hardship, a history of 

trauma and problematic relationships, and parents with MI. Most of the parents who were 

interviewed who were involved in with the Women’s Centre had moved on to become 
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volunteers themselves. Many other participants mentioned their desire to carry out peer 

support or to qualify in a therapeutic role themselves so that they could help those having 

similar struggles to their own. For example; 

 

I want to do art therapy now. So from I’ve been in Bluestone those two times I’ve 

gone and done my Counselling Certificate with the Ulster University. And I’m 

doing a foundation degree in Art and Design. So hopefully I'll get into do my art 

therapy and be working with people with mental health because that wasn't there for 

me. 

Cara, Parent (Family 2)  

 

This example was not the only one of a parent wishing to use their experience to help others. 

In fact, participating in this research was expressed as being an attempt to affect some 

change in the system. Many of the participants whether or not they intended to pursue a 

helping role in mental health professionally were committed to using their experience to 

help and support their children with any potential MI they might experience in the future. 

This was discussed in the section on ‘Impact on children’ in Chapter 6 with regards to 

parents being determined to make the process of getting help easier for their children than 

it was for them. In addition to the positive of having gained knowledge and experience that 

might protect themselves and others in the future was the sense of being a stronger person 

as a result of MI. The expression of having gained strength was not just shared by unwell 

parents but by partners and children too. John, who was 18 at the time of interview shared 

this insight; 

 

John:- I think because when I was younger I was dealing with all that there so early, 

so it kind of helped me for shit like that happening to me. 

 

Interviewer:- So do you think it's actually like it gave you strength? 
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John:- I think it did give me strength aye to go through that 

John, 18 years old, (Family 1) 

 

 

Previous research into strength and resilience found that participants accounts were 

intermingled with expressions of positive and negative experiences and ways in which they 

showed strength despite difficulties (Power et al., 2016). This was echoed by this research 

in the previous example from John and the following example; 

 

You know, I've been very aware that my own mental health probably has dipped I 

am quite strong person anyway, but it takes a lot out of you it takes a lot of energy. 

Jill, Partner, (Family 5) 

 

In this example a partner shares the strain of the situation while expressing her sense of her 

own strength. In the previous example John shares his belief that his own resilience comes 

in part from having overcome painful and difficult experiences in the past. In discussing 

strength and resilience we are in danger of attempting to put too positive a spin on the 

experiences of family members when there is PMI. However, it remains true that 

participants express that they would not change having experienced MI because of 

perceived gains in their character or life situations. It can be important for coping to find 

meaning even in the most difficult of situations. 

 

Conclusion 

This research found evidence to support the existing literature that parents with mental ill 

health want to provide a normal life for their children and that they are aware of the negative 

impact of mental ill health (Stallard et al., 2004). There was also evidence that at times when 

symptoms worsened, or parents were particularly unwell children did suffer. There were 

accounts which illustrated the distressing nature of separation due to hospitalisation and due 

to our multiple perspective account these were presented from the child and parent’s 
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viewpoint. This allowed us to see that even after some years had passed children remember 

distress and confusion and that for parents this was equally upsetting.  

However, fundamentally parents with MI want to be good parents and would benefit from 

support regarding their parenting. Not only can parent-focused interventions improve 

children’s behaviour and reduced family stress but they can also alleviate guilt and build 

confidence in parents which is likely to have an effect on the PMI. This will be discussed 

in more detail in the discussion chapter as there is an argument to be made for a greater 

emphasis from services on parenting centred interventions. 
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CHAPTER 9 

SUPPORT SEEKING AND SERVICE USE 

A key aim of this research was to gather families’ experience of services they engaged with 

as a result of parental mental illness (PMI). The families who participated had made use of 

a wide range of statutory and voluntary services. Regarding PMI, as discussed in the 

introductory chapter, the approach of social services and adult mental health services has 

been subject to challenge for a lack of holistic practice, with Family Focused Practice (FFP) 

recommended as a means to ensure that services respond more effectively to the needs of 

all family members, protect children and promote recovery (SCIE, 2011). We also know 

that despite these SCIE recommendations being implemented almost a decade ago, within 

NI the family focused model is not yet universally or consistently being used in practice 

(Grant et al., 2018). 

Participants in this research shared their experiences of primary care services such as G.Ps, 

specialist mental health services such as community psychiatric nursing, counselling 

(community/charity, statutory and private) and Family and Child Care social work. Many 

of the experiences shared regarding both access and utilisation of services were negative, 

however it must be noted that the nature of an interview such as this, and the preliminary 

recruitment information, might well have primed participants to recount predominantly 

negative experiences. It is not possible within the scope of this research to assess the 

accuracy of these accounts, for example by triangulating from sources outside of our 

sample. These accounts may not be representative of all experiences of services but 

volunteer bias is inherent in open recruitment from the population. Despite this knowledge 

and while remaining cognizant of it they are still important accounts. Caution should be 

taken with highly emotive and contentious research topics to avoid presenting one side 

without acknowledging there are possibly other viewpoints as was the intention here. The 

analysis of the data sought to draw out how participants talked about services and their 

subjective experiences, including what they felt was lacking in order to illuminate how this 
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might be improved. Participants discussed experiences with a range of services both 

negatively and positively, however most of the expressions of negativity were directed 

towards social services. 

The practice of social work has been described as being a paradox in that it attempts to serve 

contradictory purposes at the same time, for example aiming to promote the welfare and 

self-actualisation of people in society while also monitoring and, in some cases, exerting 

control over the behaviour of those people (Weinberg, 2016). Many people may train to 

become a social worker wishing to provide a caring and protective role and to improve the 

lives of those most vulnerable in society. However, the reality may find them operating as 

an authoritarian figure unwelcome in the homes of those they aim to support. This is 

undoubtedly highly complex work at times which, even in the context of compulsory 

intervention, is trying to work in relationship with clients. It is the perceived and actual 

sanctions that social workers hold at their disposal that may create the most substantial 

barrier to any potential cooperative working relationship with clients.  

As the thematic analysis of this data progressed it emerged that participants’ discussion of 

engaging with services was an expression of a related paradox. Discussed by Weinberg 

(2016) in relation to social work, but in evidence here across a range of professionals, this 

is the concept of self-disclosure. Clients are encouraged to be open and honest, the reward 

being a more authentic therapeutic alliance and better potential for change in their own 

condition.  The more they share, however, the more they risk disclosing information that 

puts them at risk of sanction. This is a significant barrier for parents when seeking help as 

they experience the risk of judgement and of sanctions if they are open or disclose too much 

in a variety of settings not only with social workers. Many services, from Sure Start to 

community counselling begin any interaction with a parent with an explanation that 

information discussed is confidential with the limitation of the disclosure of risk of harm or 

significant harm, including to children, in which case that information would have to be 

passed on to the relevant services. Even parents who do not experience MI find that 

interacting with a service carries with it an uncomfortable sense of guilt and a definite 
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caution about revealing too much. Yet mental health promotion often encourages self-

disclosure as the first and one of the most important steps in accessing help.  

 

Self-disclosure :– Risk versus Benefits 

This paradox of social work emerged strongly from the data in the present study. 

Accordingly, a superordinate theme of Self Disclosure – Risk versus Benefits was created 

to organise and put shape to the number of ways this particular paradox appeared to impact 

participants help seeking, engagement and experience of engaging with services. Clear 

branches of risk and benefit as they related to self-disclosure were utilised to further 

delineate the data. The branch ‘Risk of engagement’ provides detail on the complexity of 

the high stakes judgements and decisions parents were forced to make on an ongoing basis 

and what factors drove a sense of distrust and contaminated these potentially supportive 

relationships. These included difficult and protracted pathways to often inadequate services 

and how shame surrounding mental health status and a pervasive fear of being judged as a 

bad parent affected their help seeking. This sense of shame was then perpetuated by 

negative interactions with services. This sat alongside parents weighing up the potentially 

beneficial relationships with services for them as a parent seeking help with their own 

mental illness and the overriding fear that in so doing social services could remove their 

children.   

The ‘benefit’ branch of the overarching self-disclosure theme is dominated by the data that 

emerged on how parents articulated the characteristics of Beneficial interactions with 

services and what positive benefits these experiences provided for them and their families. 

It also evidences the desire of parents for whole family support. 
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Figure 9.1 Ambivalence about service engagement 

 

In this iteration of the FK framework, we allowed limits to services and individual fears 

about engagement alongside the interactive desire for appropriate services, to inform the 

ambivalence about service engagement. Parents wanted services not only for themselves 

but for children and partners who supported them, and equally, partners wanted 

appropriate support for the unwell parent and their children. Sometimes this was not 

possible to achieve due to a lack of service provision but often the societal barriers such as 
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the stigma and stereotypes about social services were the real barrier to help seeking. In 

this version of the FK we can see the ever-present external support is blocked in its 

potential intervention with the family system by the weighing up of risk versus benefits to 

engagement. 

 

Risk of Engagement 

The risk branch of the superordinate theme of self-disclosure details the risks that 

participants perceived to be possible if they were to engage with services regarding their 

mental health. They felt they primarily risked unwanted involvement in their family life. 

However as will be seen in the following section, participants faced additional barriers to 

engagement in the form of inadequate treatment services and negative interactions with 

services. This often included a long, dissatisfying history of attempting to access appropriate 

and useful mental health support and treatment. Often participants listed multiple mental 

health professionals that they had some contact with, usually without any satisfactory 

outcome. These histories related by participants took place over years and sometimes 

decades of misdiagnosis and ineffective treatment. 

 

I was literally a guinea pig for them because I was such a young age and had all 

these problems. I was like there's something, like an alien in my brain telling me to 

do things and they were like, ‘Oh, we'll try this, try that.’ Had me on lithium, tried 

me on sertraline, had me on citalopram, had me on…. Like it gets…. kept 

diagnosing me with things. First of all, it was split personality disorder, then it was 

bipolar, then it was depression, then it was manic depression. And I was like, ‘Look, 

I just want to know what the hell is going on with me. I don't want labels. I just want 

to know, can you do something or help me or tell me how to fix it?’ 

Sara-Ann, Parent, (individual) 

 

Many participants related being prescribed a series of different medications with unpleasant 

side effects again sometimes over many years. Some people ultimately found medications 
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that helped alleviate their symptoms and with tolerable side effects. Some others abandoned 

medication entirely.  

 

Then I was on diazepam, sleepers, beta blockers and fluoxetine. And I was on that 

for 2/3 years and then eventually weaned myself off them. But it was like I couldn’t 

go out of the house, like concentration, all that.  

Debbie, Parent (family 4) 

 

Seeking out and accessing mental health treatment or social interventions can be an 

emotionally fraught and difficult process. This is not helped when the response received is 

less than satisfactory. Participants often related a sense of situations being made worse by 

both pharmaceutical treatment and other attempts at therapeutic interactions. This naturally 

reduced their faith in the ability of support services to meet their needs and reduced the 

likelihood of future openness with services. In particular, engagement with social services 

was viewed with distrust, and a fear that self-disclosure and involvement would risk 

negative outcomes.  

 

But there's such shame and fear around social workers that I honestly think I 

would’ve lost the plot completely but even at that I knew not to tell them how sick 

I was I knew. Something told me don’t tell them, don’t ever tell them. 

  Patricia, Parent (family 1) 

 

The above example illustrates that the fear associated with social services’ involvement 

suggests that parents who need help may refuse to ask for it or accept it and this could 

potentially put children at risk and prolong the problems of those experiencing mental ill 

health. In the above example this mother was experiencing post-natal depression, that due 

to her significant fear of the repercussions of self-disclosure remained untreated for longer 

than was necessary. It is clear the potential risk this creates. In the above example the 

participant expresses a sense of shame around social services involvement. The relation 
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between stigma and help seeking has previously been documented in the mental health 

literature. In a recent systematic meta-synthesis it was found that stigma had a small to 

moderate negative effect on the help seeking of individuals experiencing mental ill health 

(Clements et al., 2015). Many factors influence help seeking such as wanting to solve 

problems independently, lack of perceived need which was discussed by some of our 

participants as the feeling of being ‘able to cope’ and that others needs are greater. Other 

studies have shown that stigma is an important predictor of help seeking behaviour, with 

the strength of the association being related to personal associations regarding people with 

mental illness and views on seeking help for mental ill health (Schnyder et al., 2017).  The 

participants in this research did talk about stigma and doubtless experienced these barriers, 

depending on their internalised views of help seeking. However other psychological barriers 

were certainly more prominently discussed, such as distrust of services and the fear of loss 

of parental responsibility. This may suggest that for parents concerns about their parenting 

role supersede issues related to stigma.  

As an example, here are the views of a couple who had shared concerns about social services 

involvement being a potentially risky situation. Susan the unwell parent when asked where 

she would go for support around her mental health said; 

 

I would go to the doctor, but you don't want to open up too much with the doctor 

because you are scared of social workers being involved.  

Susan, Parent (couple 1) 

 

And her partners reaction to being asked how he would feel if social services were to 

become involved; 

 

I would record them from the very first moment they walked in my door. Just sort 

of, I don't trust them. our friend went through sort of bad things like that.  I would 

always cover my back if there ever was a situation on them because I don't trust 

them and I would even let them know they're being recorded. Her mates have had a 
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couple issues with them I know a lot of other ones that … things sort of get twisted 

by them. 

Steve, Partner (couple 1) 

 

Further to this pervasive negative attitude towards social services involvement participants 

shared examples of experiencing judgement in the course of help seeking with a range of 

other services. One participant, ‘Phoebe’ talked about her experience attempting to access 

support through the GP and how she felt that a judgemental and disproportionate reaction 

signalled to her that this was not a route to access support. 

 

So I went to the doctors and the doctors words were to me, 'You can't cope with 

your children' and I was just like, ‘I can cope with my children? I love my children.’ 

Here I go. ‘I cannot cope with my son's behaviour.’ But the way she said that, you 

know what I mean? Like what is she on about? Why does she think I can't cope with 

my kids? The way she put it though, you know, like is she gonna take my kids off 

me because she thinks I can't cope with **** kicking me? I go ‘That’s alright. I'll 

let him kick me then. I'm fine.’ You know what I mean, if that’s what it comes to? 

That's great. You know what I mean, I don't mind a couple of bruises on my shins. 

Phoebe, Parent (individual) 

 

This parent felt that her appeal for help had been misunderstood, she had been judged as a 

‘bad mother’, as not able to manage her child’s behaviour and this made her disengage and 

stop seeking help. This is an unfortunate experience to have with a GP whose role is partly 

as gatekeeper for many other services as well as an important source of support, monitoring 

and safety in themselves. This participant stated that ‘People are scared to say anything to 

their GP because they are scared of social services taking their kids’. She explained that 

‘around here’ meaning in the estate in which she lived, people did not want to be open with 

GPs about struggles with children or their mental health or anything that might suggest 

impaired parenting ability due to a fear that GPs would refer them to social services. Parents 
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not disclosing difficulties or their mental health problems to their GPs for fear of reprisal is 

an issue that has been previously reported in the literature as being a risk factor (Duffy et 

al., 2016).  

There is undoubtedly a class based discriminatory element to this. Phoebe lived in a council 

estate in council housing and was an unemployed single parent. Evidence suggests that 

children living in deprived areas are ten times more likely to be placed into care than those 

in the least deprived and some of this must be understood to be driven by economic 

conditions related to falling incomes, reductions to benefits and cuts to early intervention 

services (Hood et al., 2021). Parents from deprived areas feel that they are judged as ‘bad 

parents’ due to their economic situation, and experience stress and stigma as a result of 

poverty that is not approached with understanding by professionals. Middle class parents 

may be much less concerned about facing judgement when raising behaviour concerns 

about their children or their own mental health with their GPs. This experience of a 

potentially class-based discrimination extended beyond GPs to therapeutic relationships. 

Here are two examples of parents who felt judged by the counsellor they were seeing; 

 

I went to counselling and she was a cheeky bitch, she said to me - do you plan to 

stay with this one? ‘cause my kids have all different dads. I thought – ‘I had a 

relationship with them all but anyway.’ So I didn’t go back to her. 

Debbie, parent (family 4) 

 

In this example again there is a missed opportunity to engage due to a feeling of being 

judged by the professional. This participant did not find the help she was looking for from 

this counsellor and an experience like this is likely to have made it more difficult to seek 

help in future. Another example below shows that this is not an isolated experience; 

 

I went to see a counsellor. She was a nightmare. She didn't like me it just felt she 

was judging me. But I was scared to phone her manager and stuff. That girl just 

judged me from the moment I walked in. 
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Sarah, parent (couple 1) 

 

Therapeutic relationships are subject to a power imbalance as with all professional/client 

relationships. However, most counselling theory aims to minimise this power imbalance in 

order to establish a more equal relationship, one in which the client is the expert and is 

empowered to make changes in their own lives (Bedi and Duff, 2014). In social work 

practice too, there are many theories intended to address the power imbalance between 

service users and professionals (Coady and Lehmann, 2008). In social work, more so than 

a therapeutic counselling role, power and authority is inherent to the relationship, however 

how the worker chooses to use that power is critical to whether or not service users become 

engaged in cooperative interaction (Gladstone et al., 2014). 

While some participants related their sense of distrust of social services and professionals 

in general due to cultural myths and secondhand experience many also had firsthand 

experience with social services. Some of the participants involved in the research had direct 

experience of losing custody of their children either temporarily or longer term.  

One participant, Phoebe, had to voluntarily relinquish her child custody of her two young 

children, for one year into the care of her family members where she was allowed to see 

them for supervised visits. This came about as a result of an unexplained injury to her one-

year-old daughter. The participant maintained that the injury must have occurred due to an 

accident that she did not witness; 

 

Police were involved social services got involved. And a doctor came and seen my 

daughter, one time seeing my daughter and me, one time and then she went into a 

room and told them ‘oh I think she's grabbed her by the ear and punched her in the 

head.’ One time you've seen me and you think I done that. So, social services went 

with her, believed her so I had to voluntarily let my daughter go live with my sister, 

my son, I had to voluntary let him go live with his Nanny. 

Phoebe, parent (individual) 
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The participant recalled that her entire focus became getting her children back into her care 

but social services role was not to support her with this so she completed parenting courses, 

which she organised herself, that she felt would improve her standing with the judge and 

returned repeatedly to the family court system. She felt that social services were 

uninterested in the children returning to her care. She felt she had been too swiftly and 

harshly judged; 

 

And they were all going on the fact that this doctor who had seen me once, made 

this opinion. They were asked their opinion whether they thought this was accidental 

or non-accidental, which the High Court judge was raging about, so he was, he says 

no doctor should be asked whether accidental or non-accidental. The only thing a 

doctor should be asked is the medical. End of. I mean, I won after a year, I did win. 

The High Court judge says that nothing was taken into consideration except for their 

doctor in the first court, they only listened to the doctor. They didn't look at the 

evidence to the fact that my kids, my GP said my kids are well looked after, 

vaccinated, never any problems know what I mean, there was no bad reports about 

me. 

Phoebe, parent (individual) 

 

It is not the job of this research to assess if people are relating absolute truth or who was 

right or wrong in a given situation. This study is interested in how people experienced 

services, and to a certain extent if there are obvious areas for improvement. In this case 

social services were concerned enough about a single incident to ask the parent to 

voluntarily give up the children. Unfortunately, once children are out of a parents care it is 

a slow and sometimes difficult process for them to return home. This parents view is that 

social services ‘got it wrong’ and if not wrong then they overreacted and ultimately she 

recounts feeling vindicated by the ruling of the high court judge. Certainly, children are 

usually only removed from parents care if a court can be convinced that the threshold criteria 

is met and this includes; the child is suffering or is likely to suffer significant harm, harm is 
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due to either the care the child is receiving, or likely to receive if the care order isn’t made, 

or the child is beyond parental control (Safeguarding Board, 2017). However, Featherstone 

et al. (2016) argue that the current child protection system is ‘shaming and punitive’ and 

‘views needs primarily through a risk lens’. They argue that the social determinates of 

neglect are often ignored meaning that those who are affected by economic deprivation are 

shamed into feeling they are at fault for their children’s living circumstances. They also 

argue that the system is punitive, citing the example of a law in New York which mandated 

the immediate removal of children if police were called to an incident of domestic abuse 

where children were present (Featherstone et al., 2016).  

While we cannot take any one account or even draw too many definitive conclusions from 

the reports of individual social workers behaving in a judgmental, overly aggressive way 

and causing initially or permanently more harm than good we do have to consider that too 

often social workers acted in a way which correlates with the negative image already held 

about them. The following section which is admittedly long is important because it was 

taken from an interview with a participant who also had trained as and is currently employed 

as a social worker; 

 

Having gone through the training myself, I feel that the social workers I was 

involved with failed me. Absolutely failed me. This is not how I was trained.  I 

remember, this one social worker came in and she made me sign this agreement. 

She was like 'you need to sign this agreement otherwise we're going to be taking the 

kids' and that happened before I did that particular module, and as I did that module 

I was like, ‘that utter balloon told me that she was going to take my kids she can't 

do that this has to go to court it has to go through that.’ But still, she made me feel 

that fear then. And the other thing that I will absolutely never forget. I remember 

going in the first case conference meeting. And I remember sitting there, there was 

like 20 people, people who I don't know, all they had was a report in front of them 

and I was like, these are the people that are going to make a decision about whether 

or not my kids go on the register. They don't know me. They haven't lived my life. 
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Yes, they are professional, but they're putting me in the same box as everyone else. 

I'm not. Another meeting I sat through, the senior social worker sat next to me and 

one of the protective factors that they had on was the fact that I was an educated 

woman, by that point, I had a Master's when I was sitting with him. And he actually 

scored that out, as in that meant nothing that was not a protective factor for him. 

And I was like, Oh my God. I went through a year at Tech, three years in my first 

degree, two years, part time in my master's, and I was in my first year of social work, 

and he scored that out. I felt like a huge part of my life was scored out that my 

education, me educating myself to be better to be a full member of society meant 

nothing.  

Neha, parent (family 6) 

 

In this scenario the social workers were following the child protection guidelines in 

considering the children to be at continued risk while living in a known domestically violent 

situation. There is no doubt that their encouragement of Mum to leave this situation was 

correct and that their frustration with her lack of compliance is understandable. However, it 

is possible that the participant would have responded differently if there had have been a 

shift in attitude which moved away from the type of action described in her related 

experience e.g. instilling fear by threatening removal of the children, creating a judgemental 

atmosphere and the intimidation of the case conference, the dismissive dehumanising 

actions of scoring out details of someone’s life or achievements in a paper report. If these 

actions did indeed happen then it is understandable why the participant or any client would 

have become defensive or resisted advice. 

Overly punitive practices reduce the trust people have in services to approach their families 

fairly and with a proportionate response. It has been noted that professionals (for example 

Adult Mental Health services, Psychiatry and Nursing) share the unease about referring 

families to child and family social work, fearing losing the trust of the individual they are 

working with and concerns that social services will overreact to risk and use too much social 

work authority, removing or restricting parental responsibility (Luckock et al., 2017).   
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Beneficial interactions with services 

Participants in this research related positive experiences within all the service groups for 

which negative experiences were related. Participants related positive experiences either 

when social services carried out a short assessment before withdrawing involvement or 

when they remained involved participants reacted positively when they felt the social 

worker was ‘on their side’ and especially if they were able to provide them with access to 

practical support or useful services. Previous research has shown that having a good quality 

therapeutic relationship with a professional is seen as significant for how well the services 

is received, allowing the service user to be honest and ask for help when needed (Grant et 

al., 2018). 

When parents talked positively about a service it was often one which was relevant to their 

parenting role. This evidences not only that their parenting role was valued highly by these 

participants but also points to the strain caused when parenting was not going well. Many 

participants spoke positively about the opportunities provided, particularly social support 

and groups, and parenting courses provided by Sure Start and Home Start. Several 

participants were recruited through a women’s centre and they spoke of all they had gained 

from being involved with the centre including friendships, personal development, 

therapeutic support, and qualifications. Many of those women had gone on to volunteer at 

the centre and gain a sense of achievement and empowerment. They felt safe within that 

setting, were given access to resources, they did not feel subject to judgement, they felt 

respected and supported. Participants also shared experiences of psychological therapeutic 

support. Parents spoke positively about services when the professionals were 

understanding, encouraging and honest; 

 

The man I spoke to, the psychologist, was very good. And he actually spoke to me 

at a human level and he spoke to me just like, ‘You have this. This is the reality. 

This is what we can do.’ It wasn't in any way…. he didn't talk down to me. He talked 
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to me not at me and I haven't had very many experiences of that when it comes to 

mental health. 

Patricia, parent (family 1) 

 

In this example Patricia shares how much she appreciated being approached as an equal by 

a mental health professional. This interaction communicated a sense of respect between the 

professional and the client. It is unfortunate that Patricia related this to have been quite a 

unique experience for her. Another example; 

 

It's more that he was honest with me. A lot of people can listen. Listening might not 

be what you need. You might need somebody to tell you directly, in a nice way and 

to me that takes skill and people that are able to do that and worked in those mental 

health teams, inside and outside hospital were able to reach me when I was in that 

place. 

Cara, parent (family 2) 

 

In this example experiencing honesty from the professional and a direct approach is valued 

by the participant. This participant felt that in order to begin her recovery she needed a 

professional to go beyond ‘listening’ and to tell her directly what was wrong so that she 

could begin to tackle it. Other participants discussed valuing any communication that they 

could ‘use’ in order to make positive progress. This parent also valued the family focused 

practice that they encountered when workers visited the home and were able to arrange or 

offer support for multiple family members. 

 

Very holistic, right. Whole approach was bang on, you know, anything we needed 

help with. He would find a way or a means round it. He would’ve spoke to Brian 

‘This is what you say to your boss then and maybe they'll be more accommodating’ 

Very helpful. 

Cara, parent (family 2) 
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This was also discussed by other participants who positively noted times that a professional 

was able to arrange a service for another family member or even expressed concern for 

multiple family members. The following example illustrates how the support offered to this 

father supported him in dealing with residual trauma that was contributing to his poor 

mental health following the birth of his daughter.   

 

She seen a counsellor, in ***** who was a midwife training to be a counsellor who 

helped to deal with the traumatic birth. She seen that lady. Because then she agreed 

to actually see me and she'd never seen father before she helped me realize a lot of 

the traumatic stuff as well as just get over it I suppose. 

Dan, partner (couple 2) 

 

Often it seems that treatment is not offered, perhaps because of arbitrary criteria that prevent 

for example a father attending, but also because of a sense that often problems will resolve 

themselves. This is of course sometimes true and when resources are short they do need to 

be allocated carefully. However, without early intervention it can also be the case that 

problems are buried rather than resolved and will resurface over time. This arguably 

contributes to the disease burden of mental illness and is why early intervention is 

recommended. It is also worth noting that this father was able to access this service partly 

because of his own ability to accept help, his own willingness to appear vulnerable and to 

acknowledge a weakness which can often be difficult for men due to entrenched gender 

norms. 

Therapeutic support was valued when it had a demonstrable affect, such as recovery from 

trauma, developing coping skills, or gaining more confidence. The example below 

illustrates a mother who made use of a mindfulness course to ease her anxiety about going 

to the shopping centre following an incident where she collapsed in a shop. 
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The hospital I did mindfulness, two courses back to back I did that just before K** 

was born and I just after K** was born. I think that’s what got me going back to the 

shopping centre and stuff going and talking through and doing the sessions every 

week. 

Debbie, parent (Family 4) 

 

The positive accounts of services accessed by parents are important for the future design of 

services. Parents as a group (perhaps in particular) appreciate support that not only 

acknowledges but seeks to enhance their parenting role. Often when experiencing mental 

health symptoms, relationships with children are affected and a parent’s ability to manage 

behaviour and meet a child’s needs is reduced. Interventions that address the parenting role 

directly not only benefit the family unit and outcomes for children but are likely to have an 

effect on the parent’s wellbeing and therefore their mental ill health and recovery. 

 

Children and young peoples’ service experience 

Of the ten children who took part in this research around half of them had experienced 

mental health symptoms and made use of some kind of counselling or support service. All 

the children who reported symptoms of MI were teenagers and this may reflect that 

developmentally this is when symptoms are likely to present (Collishaw et al., 2016). These 

young people shared their experience with services and had both positive and negative 

things to say. For example, one young person had availed of the school counselling service 

in year 8 (11-12 years old) but said that he wouldn’t return as everyone knew you were 

leaving class to see the counsellor. This was mentioned by several other young people as 

being a problem with accessing school counselling. Young people find it more difficult than 

adults to speak to a stranger about their problems and barriers to accessing this help should 

be reduced as much as possible. Also, everyone feels entitled to anonymity regarding 

accessing therapeutic services and young people should also be afforded this right. In terms 

of statutory services, one of the participants, 16-year-old Amy, had used the Children and 
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Adolescents Mental Health Service (CAMHS) in Northern Ireland. She had this to say when 

she was asked for her view on the service. 

 

Interviewer:- And so did you find that was helpful? The services that you accessed? 

 

Amy:- It is and it isn't. I feel like half the time it's like, it really just depends who 

you're talking to sometimes which is annoying. And when you’re younger you don't 

realise how much is going to impact you, when you’re older like I don't know. It is 

helpful. Yeah, definitely. You know, it's not great and no one likes going. 

 

Interviewer:- Yeah. Would you recommend it to your younger siblings like if they 

started having problems would you say this is what they have to do? 

 

Amy:- Definitely, yeah. Here we only really have the one service, you know, and 

like, there's only so much you can help someone. It is what it is. 

 

Interviewer:- What do you think would improve the services we have? What would 

be helpful? 

 

Amy:- It sounds really stupid but when you go and you start talking about 

something, they just take one point and they nail it to the ground. When, it's not 

originally what you wanted to talk about. So I feel like, you know, being more open 

to like other things, and not just nailing everything down to like, self-esteem, and 

that kind of stuff. And I know for like some of my friends like they've been told, 

like, you’re just growing up, it's like your hormones and stuff as well, but it's not 

sometimes. 

Amy, 16 years old (family 3) 

 



 

197 
 

It is clear that this participant had mixed feelings about her experience with CAMHS. She 

accessed the service on four different occasions between the ages of 8 years and 16 years. 

She was currently involved with the service. She expressed feeling sometimes 

misunderstood by CAMHS and felt that they made assumptions about the cause of her 

problems which created a barrier rather than a facilitator to her therapeutic progress. 

However, Amy was lucky to have accessed this service, the waiting list for CAMHS is very 

long and they have to prioritise the most at-risk, meaning many children cannot be seen and 

have to look elsewhere for support for their mental health difficulties. 

 

Recommendations 

Each participant in this research was asked in interview what they felt was needed in terms 

of service provision for parents, families and children when living with PMI. The following 

extracts have been taken from each of these groups in their responses. It is important to 

listen to those who need the services about what their needs are. In particular the 

underrepresented viewpoints of partners and children such as this example from a partner; 

 

I don't know, I don't mean a support group, but like a peer support. So for example, 

if somebody said, ‘Right, well, look, I have no idea what you're going through, as a 

wife of somebody who's dealing with something like this. But here's a woman that 

has been through it, have a chat with her.’ 

Jill, partner (family 5) 

 

This partner described peer support which is becoming increasingly common and can be 

organised on a grassroots level. It may be that this is indicative of the lack of statutory 

services or even funded charity sector services but some of the most active organisations 

attempting to address maternal mental illness in Northern Ireland currently are run by 

mothers who have experienced PND or PMI and wish to provide support and campaign for 

better services.  
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Other people felt that there were multiple services that could be accessed and that people 

needed more information about how to find and use them. While participants were 

commonly saying that there was a lack of services; when examined it seemed that services 

do exist but that knowledge of them, eligibility, accessibility and availability are all 

significant problems. 

 

But I think the thing missing is education and educating people that are going 

through a difficult time that the help is out there they have to go and look for it and 

they have to want to do something about it. 

Chris, partner (couple 2) 

 

This client felt that people had to want help enough to go looking for it. However, policy 

makers may want to consider that services should be made accessible so that people who 

are in distress, are anxious or are experiencing other barriers as a result of their mental ill 

health do not have to work too hard to access support.  

As detailed earlier in the chapter there is a lack of services available that are specifically 

designed for fathers. The below extract from a mother who had experienced PND felt very 

keenly the effect that her illness had on her husband; 

 

I think there needs to be more support groups for specific for parents, not just… 

well, it's good to have women only ones but I do think there needs to be just general 

parents support groups and I think they need to be more advertised or more known 

about. 

Kate, parent (couple 2)  

 

The following parent shared how she felt PMI impacted the whole family and that therefore 

services should be designed accordingly; 
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I dont think you can just treat the Mummy in isolation, I think it affects the whole 

house there may not be very much you can do for wee babies but maybe more 

support to manage children depending on their age but no more than you would do 

if somebody had an addiction. It doesn't just affect a person it affects a whole lot. 

So there should be something around. If they're open to it engaging the family in 

some kind of help, you know, as appropriate. 

Pam, parent (family 1) 

 

The children who participated in this research were insightful and provided a valuable 

viewpoint. The following extract is from a 9-year-old girl who gave this response when 

asked what children need when living in a family with PMI. 

 

Children really, really need, like, support, not so much support, but like, they need 

to understand what mental illness actually is, and how it can affect like different 

people because if they don't like understand then it can cause the issue of like them 

thinking that this is the person is bad. 

Phillis, 9 years old, (family 5) 

 

Research has shown that children benefit from honest and age-appropriate information 

about their parent’s mental illness and that this helps reduce anxiety (Grove et al., 2015). 

The Think Family recommendations in Northern Ireland included recommendations 

regarding information or children, and subsequently leaflets were developed in conjunction 

with young people to provide information to children and adolescents when their parent had 

a MI. When asked what should be designed to help children like him the following 

participant offered this technological solution; 

 

An app, which would help other children understand parents with a… understand 

people with mental illnesses and how to cope with it. And obviously, because 

technology is basically taking over, it'd be amazing if you could get that advertised. 
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And since there's so many people with mental illnesses, it would help billions of 

people. Also I think there should be a feature in the app for if you're feeling bad 

about it and it's getting worse and your mental health is getting worse due to other 

people in your family having mental health there should be they should ask you 

maybe daily questions like how you're feeling, and from the feedback there it should 

give you like, it should ask you about like, would you like to phone Samaritans? 

Would you like to talk to someone about this? I think that should be a feature on it 

if that was ever a thing. 

Ru, 11 years old (family 5) 

 

Apart from the initial development costs, a mobile app has advantages over paper leaflets. 

More information can be given, it can be more interactive, it can be duplicated easily, it can 

have a greater reach, it appeals to children and it could more easily link users to support. 

There has already been success with the development of other mental health apps, some of 

which have been recommended by the NHS. Electronic resources have also been found to 

be useful tools for working with children given that adolescents get most of their health 

information and do most of their communicating digitally (Drost and Schippers, 2015; 

Grove and Reupert, 2017). 

 

Conclusion 

Parents and families affected by PMI want to be able to access appropriate support and very 

much want to recover from MI. However, they often feel that service engagement comes 

with a risk of bringing their family life under scrutiny and that often this perceived risk 

outweighs the potential benefit. Regarding the wider availability of support in NI, there 

exists another apparent paradox. Seemingly there is a lot of support that exists. One recent 

development of the HSCB has been to introduce support hubs that are a single point of 

contact that can direct people to appropriate services. 

Considering potential recommendations based on this research must draw on evidence from 

the analysis that there is significant fear of self-disclosure which is creating a barrier to help 
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seeking and to engagement. Parents and partners advocating peer support saw this as 

beneficial because of the lived experience and a sense that they would face less judgement 

from this kind of arrangement. Participants also reflected that they would like to feel safer 

when disclosing information to their GP for example, and that they wanted timely treatment 

without fear of repercussions. The implications of these findings will be discussion in more 

detail in the following discussion chapter. 
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CHAPTER 10 

DISCUSSION 

The purpose of this discussion chapter is to draw together the findings from this study and 

present them in order to illustrate the contribution made. A great deal of insight was gained 

into the experience of families living with PMI, and their views and experiences of service 

engagement. As might be expected families faced a lot of difficulties and distress related to 

PMI. While each family has their own unique ways of functioning there are commonalities 

of experience. For example, all families living with PMI experienced worry, individual 

members worried about each other and about the future. Families also all experienced hope, 

that times would get better, that problems would have solutions and that there was potential 

for satisfactory outcomes. Families showed resilience and strength in the face of often very 

difficult times. However, there was also vulnerability, to relapse or worsening of symptoms, 

to children being put at risk, or to a collapse of any precarious balance due to undue strain 

on a partner. In some of the families involved there was current risk of family breakdown, 

but most families were coping, maintaining relationships and working towards recovery. 

The thematic analysis presented in the finding’s chapters provided details of how PMI 

impacted on individual family members and affected parenting relationships and family 

functioning. Each of the chapters addressed a different aspect of the experience of families. 

This chapter begins with a summary of findings which highlights certain themes that will 

be further interrogated later in the discussion. Following this the methodological 

contribution of the study will be explored with regard to the development of a new 

integrated theory, the Family Knot (FK) framework and then particular phenomenological 

contributions will be evaluated.  

The original research question and aims were: 

 

What are the experiences of families living with Parental Mental Illness (PMI) and their 

perception of support services? 
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The aim of the study was to: 

1. Explore the experiences of parents who suffer from mental illness and their family 

members in relation to family relationships, parenting and engagement with 

services. 

2. Determine the different needs and experiences of individual family members and 

the needs and experiences of families as a systemic whole. 

3. Identify the interventions and support systems that parents, family members and 

children deemed important to improve coping levels and support recovery. 

4. Investigate the extent to which Family Focused Practice is being received by 

families where there is PMI when accessing support services. 

 

Summary of findings 

The findings chapters presented the results of the thematic analysis according to four 

overarching themes with their associated subthemes. In this summary of findings these 

overarching themes, their subthemes and their relation to the larger picture will be 

discussed. The main body of the discussion chapter seeks to reframe the phenomenological 

data by focusing on how these contribute to knowledge from previous research, address the 

research question and aims and how they suggest recommendations. This research 

contributed to the field by providing much needed experiential data from parents, partners 

and children affected by PMI in NI. In addition to those aspects that might affect parents in 

other countries were certain specific impacts resultant from the political context of NI. 

The first findings chapter addressed the NI context by presenting the overarching theme of 

Transgenerational impact of adversity, and the subthemes; Experiencing paramilitary 

violence, Family history of MI or substance misuse and Children experiencing MI. The 

contribution of these findings will be discussed later in this chapter, highlighting the 

importance of considering transgenerational factors with regard to prevention especially in 

NI. 

The second findings chapter with the overarching theme of Living with instability is where 

the exploration of the experience of the family unit began to solidify. The subthemes of 
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parentification, burden of care, and normalisation of distress explored the behaviours and 

mechanisms by which family members approached the instability created by the PMI. This 

chapter deepened the analytical examination of the emergent themes using Family Systems 

Theory (FST) and the FK framework in order to conceptualise the problem and organise 

the presentation. One of the subthemes highlighted later in this discussion chapter is the 

burden of care as the contribution of the experience of partners to the data is explored. 

Partners often took on multiple jobs, sole responsibility for childcare, combined visiting 

unwell parents in hospital with shouldering the household responsibilities and all without 

any targeted support designed to meet their needs.  

The third findings chapter had the overarching theme of parenting capacity which took a 

closer look at the difficulties that arise with regard to parenting and relationships when there 

is PMI. This included subthemes of, unmet needs, awareness of risk, and managing 

relationships while hospitalised as well as a brief focus on the theme of adaptation, strength 

and resilience. In this discussion chapter we focus on the experience of hospitalisation as 

this study has provided an in-depth and multiple-perspective account of families’ 

experiences regarding in-patient care for MI. Very few qualitative studies or multiple 

perspective studies exist on families experienced of hospitalisation as a result of MI (Foster 

et al., 2017). 

Finally, the fourth findings chapter focused on participants experience of service use with 

the overarching theme of self-disclosure – risk versus benefits and the sub themes that 

covered the two poles of, risk of engagement and beneficial interactions with services. In 

this discussion chapter we focus in more detail on the negative views and stigma 

surrounding social services involvement and to a lesser extent other statutory services such 

as Adult Mental Health. While stigma regarding service use is previously documented in 

the literature, including recent studies in Northern Ireland (Grant et al., 2021), this study 

provides further supporting evidence of the impact of this negative attitude on the 

effectiveness of services. This discussion chapter argues that this is a more significant 

problem than has been previously observed that is by itself impacting the wellbeing of 

families in the community and the ability of services to do their jobs effectively.  
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Methodological contributions 

This research study had to overcome an initial methodological difficulty due to the central 

commitment to gathering multiple perspectives from families with an experience of PMI. 

As we have shown throughout this thesis the individual approach to researching PMI is still 

primary though some whole family research has been carried out (Afzelius et al., 2018; 

Ahlstrom et al., 2009; Bee et al., 2013; Marston et al., 2018). This, it is argued is often a 

practical consideration but equally it can be a methodological choice in that researchers are 

interested specifically in maternal, paternal or child experiences. Increasingly we have 

begun to approach practice and policy from a whole family perspective and this thesis 

argues that this should be reflected in the research approach. From a practical standpoint 

however it does introduce complexity into every step of the research process. Recruitment 

in this study was more difficult due to the aim to recruit where possible whole families and 

further to that try to maintain a reasonably balanced number of partners, children and 

parents in the sample. Once the recruitment was conducted and interviews completed the 

data management and analysis was arguably the more problematic task. As detailed in the 

theoretical framework and methodological process chapters the research design was a 

challenging process. It was also extremely rewarding as ultimately this research has 

contributed a multiple perspective account of PMI in NI which was previously missing and 

it is hoped can support future research to consider a similar direction. The benefits of 

carrying out research with whole families include, giving voice to otherwise marginalised 

family members, gathering evidence in context and with reference to others experience and 

improved whole family or family focused practice approaches leading on from any evidence 

gathered. In addition to the general contribution of providing an example of the benefits to 

carrying out research with whole families was the development of a new integrated 

conceptual framework; the Family Knot framework (FK). 

The Family Knot framework was developed to overcome the methodological problems 

encountered in the whole family approach to investigating PMI. The research needed an 

integrative approach that could acknowledge the influence and impact of external and 

societal factors, the systemic interactive nature of the family unit and the individual and 



 

206 
 

collective impact of PMI. As noted in the theoretical framework chapter this involved 

consideration of a range of theoretical positions which were interrogated to establish their 

compatibility before being integrated with the aid of the visual metaphor of the FK (see 

figure 3.2).  

The Family Knot framework would benefit from further refinement and exploration of the 

extent to which it can be applied to family dysfunction especially considering that it was 

developed for use with this research study and has not otherwise been tested. This 

framework is designed to represent multiple members of the family, and the relation 

between them, visually with the intersecting central section of the diagram and this is 

informed by family systems theory and attachment theory. The circle enclosing this 

represents societal and cultural norms, pressures and influences and is informed by social 

phenomenology and feminist theory, finally the triangular protrusions represent support 

services and this section is understood with reference to all of the above theories, given that 

support services aim to interject into the family system and this needs to be understood with 

reference to FST and cultural and societal norms.  

Several conceptual frameworks have been developed over the years with regard to the 

understanding of PMI. These conceptual frameworks incorporate different theories and 

practitioner knowledge and each approach the problem from a different perspective often 

relevant to a particular area of research. For example, the previously discussed family model 

(FM) (Falcov, 2012) describes the interaction of six domains comprising; 1. Adult/Parental 

MI  2. Child Mental Health/Development. 3. Parenting and family relationships 4. 

Protective vs risk factors 5. Children’s/adult services and 6. Culture and community, and it 

emphasizes the multi-directional influence of these factors. There are similarities between 

FM and the FK, as can be seen, they cover similar domains and both are intended to operate 

systemically. The Family Knot perhaps more explicitly incorporates theory, being strongly 

systemically focused and also sociologically informed. The main difference is the purpose 

and utility of the models; the FM is primarily a practice model whereas the FK is a 

framework for research and analysis and is designed to support the understanding of a 

research problem. It is also intended to be dynamic in that it can be populated with factors 
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related to aspects of the family problem or functioning. This has been demonstrated 

throughout the findings chapters (figures 6.1, 7.1, 8.1, and 9.1). 

While the FK is not purely sociological there is an emphasis on environmental stressors 

including those of class, race, poverty and gender. This element is also designed to 

recognise factors such as crime, violence, and in the case of NI, sectarian conflict. 

Sociological models of PMI as for example proposed by Tanner (2000) argue that the source 

of MI is the environmental stressors, including the unrealistic expectations placed on 

women and mothers and the societal construction of MI. This research recognises the 

importance of these arguments but also prompts the discussion to be more systemic, 

focusing on interweaving dynamics and relationships. The social context is seen as 

inescapable in the FK, constantly encircling the family and the individuals within it. 

External systems in this model are viewed as intersecting at a point where they can be denied 

or allowed access so that family or community support, therapeutic services or statutory 

services can be closed out or welcomed in depending on the openness of the family system. 

Other conceptual frameworks were reviewed by Reupert, Maybery and Nicolson (2015) for 

example, Goodman and Gottlieb’s (1999) integrative model of transmission and Hosman, 

van Doesam and van Santvort (2009) model of transgenerational transmission, both as may 

be seen were concerned with the mechanisms by which children were impacted by their 

parents MI. These models provided complex explanatory frameworks that detailed multiple 

risk and protective factors (Reupert et al., 2015). Another example is the work of Nicolson 

and Henry (2003) with a recovery focused model showing more similarities with  the FK in 

its strong ecological focus. Some of the above models are highly complex, which is 

understandable given the complexity of families and MI. The Family Knot perhaps by 

comparison might be argued to be reductionist in its simplicity or that it has sacrificed 

complexity for the sake of elegance. However, the fundamental limitation of the FK 

framework at present is the lack of testing and development that it has undergone and this 

is a future aim. 
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Insights from the findings 

This section is divided into five sections representing the main findings of the research. 

These were arrived upon through a further thematic analysis of the findings. Many of the 

phenomenon demonstrated through the analysis of this data were in agreement with 

previous research in the area and while this confirmation was not without value this 

discussion section concentrates on the most novel insights. Therefore, six areas will be 

explored in more depth in order to demonstrate potential solutions to the central research 

problem or opportunities for further investigation. These include; Transgenerational and 

current impact of crime, violence and socioeconomic factors; Children as sophisticated 

actors in families; Stigma regarding service involvement; Partners perspectives; The 

multiple-perspective experience of hospitalisation. 

 
Transgenerational and current impact of crime, violence and socioeconomic factors 

Northern Irish parents are uniquely traumatized by the transgenerational effects of The 

Troubles, not only this but the ongoing criminality and violence from paramilitary gangs in 

some communities working as self-authorized police forces and social services. One thing 

to emerge from the data that was not reflected in the research aims or questions was the 

level of impact of paramilitary violence on parents in post-ceasefire Northern Ireland (NI). 

While this may of course seem very specific to NI and not very generalizable there are 

similarities to be drawn with in life stressors experienced by parents from other countries 

that have experienced armed conflict and with those from other highly violent environments 

such cities with high crime rates. For example, certain cities in America and in particular 

areas of deprivation, often with a majority African American population have been ravaged 

by drugs, gangs and gun violence, all of which are related to an historic systemic and 

significant discrimination against black people that meant they were more likely to live in 

poverty and have few enough opportunities to need to turn to crime as a way to gain status 

and wealth (Dunlap et al.,2006). While Northern Ireland’s political problems are different 

there are common themes of persistent violence, poverty, inequality and discrimination. 

Northern Ireland has a higher rate of deprivation than the rest of the UK with over a third 

of the population living on or below the bread line (Tomlinson et al., 2014). In addition, 
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those areas with the highest rates of deprivation are also some of the most segregated and 

suffer from consequent issues regarding paramilitary involvement in crime (Tomlinson, 

2016). Deprivation has worsened in Northern Ireland since the recession in 2008 and there 

is evidence to suggest that poverty, stress about changes to benefits and debt have negatively 

impacted the mental health of the population (Tomlinson et al., 2014). 

The social constructionist underpinnings of this research facilitated the uncovering of 

experiences that are often hidden namely the experience of past trauma and in particular 

with regard to trauma related to The Troubles. Charmaz asserts (2006), ‘The logical 

extension of the constructivist approach means learning how, when, and to what extent the 

studied experience is embedded in larger and, often, hidden positions, networks, and 

relationships’ (p. 130).  A narrow focus on the PMI might have neglected to capture or draw 

out these experiences and the influences that the wider societal context had on the 

participants.  

Participants in this research shared experiences of threat to their lives or the lives of their 

loved ones. They were cornered by anonymous or powerful figures and told they would be 

harmed if they did not give up some information or admit to a perceived fault. In our case 

these victims were women, but more commonly victims of paramilitary punishment attacks 

(PPA) or threats are men (Napier et al., 2017). These are the type of life events we often 

associate with a diagnosis of post-traumatic stress disorder (PTSD). Evidence from our 

sample suggests that people either associated the onset of their MI with the PPA or reported 

that their symptoms were exacerbated. 

The mental health impact of PPA has been somewhat neglected in the literature up until 

relatively recently, with a study into the increased risk of suicide among those who suffered 

a PPA (Mallon, 2017). Given the high rate of suicide in Northern Ireland (Manders and 

Kaur, 2018) the examination of a potential link is important. Mallon’s research found that 

there was evidence of PPA being a contributing factor in 5.5% of male completed suicides 

over a two-year span, of these cases the reported threat or attack took place between 9 

months and a matter of hours before the subject took their own life (2017). Confirmatory 

evidence of the impact of PPA on the mental health of young men in particular can be found 
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in Hamill’s study of young ‘hoods’ in which the participants shared experiencing depression 

and suicidal thoughts in response to being threatened, while 22% admitted attempting 

suicide (Hamill, 2011). Recent research from Bunting et al. (2020) provides confirmation 

that paramilitary threat is still affecting a large proportion of the population with over 40% 

agreeing that these groups were responsible for fear and intimidation in their communities. 

Community violence and safety are factors previously examined not only in the NI context 

in terms of their impact on families and young people. A large-scale study of American 

youth showed that youth exposed to community or family violence are at increased risk of 

PTSD and a Major Depressive Episode (Zinzow et al., 2009). Similarly, the combination of 

multiple childhood adversities and the experience of community violence are known to have 

played a major role in the development of adult psychopathology in NI (Ferry et al., 2014).  

This research, having provided accounts of young females’ (and one male participant) 

interactions with PPA or threat contributes further insight into the impact of these kind of 

incidents. Two participants with the most significant incidents of threat, intimidation and 

bereavement at the hands of paramilitary groups had an equally significant mental health 

history. It was not coincidental that these participants shared these stories; they themselves 

understood them to be part of the explanation for their past history of and ongoing MI. 

Unfortunately, however, these were not the only adverse incidents in their lives and like 

many of the participants they had a history of multiple adversities. Previous and recent 

research has confirmed that having 3 or more ACEs increases one’s risk of psychopathology 

by a factor of 8 (Bunting et al., 2020) and that the experience of ACEs in a parent increases 

the likelihood of children developing a MI (Haynes et al., 2020). This research and the 

multiple perspectives it captured offered the opportunity to explore the transgenerational 

transmission of trauma and MI within the accounts of parents and children. 

Several theories exist that attempt to explain the transgenerational transmission of trauma, 

including the Stress Vulnerability Model (Zubin and Spring, 1977), psychodynamic models 

(e.g., DeGraff, 1998), social psychological models (Hosman, et al., 2009), and Family 

Systems Theory (FST) (Bowen, 1978). In this analysis we made use of the insights provided 

by the FST although attention was also paid to the impact on attachment and parenting 
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styles and some insights from the literature from a range of perspectives. The FST proposes 

that patterns of behaviour and communication in families are responsible for trauma 

transmission (McNally, 2014). McNally (2014) when studying families in NI discovered 

that both a culture of silence, where traumas were not discussed and the opposite, where 

details of traumas were imposed on children, had a detrimental effect. There is evidence 

that families exposed to trauma experience it together and form a unit that shares the burden 

of these experiences taking on an ‘emotional share of work’ showing resilience, manifesting 

symptoms and caring for one another (Punamäki et al., 2017). 

Participants involved in this research had directly experienced traumatic and threatening 

incidences related to the conflict in NI. Despite the relative peace since the Good Friday 

Agreement there is ongoing violence and threat particularly in more economically deprived 

areas of the country. The impacts described here are multidirectional. Our adult participants 

were (on average) children during the late 70s and early 80s at the height of The Troubles. 

There were ongoing bombs, bomb scares, police and army patrols, outbreaks of violence in 

the streets, and people lost their lives or were maimed in shootings and bombings. This 

violence affected people and communities directly and indirectly through ongoing reports 

on the news and the constant police and army presence on the street. Research in this area 

indicates that children exposed to armed conflict are at greater risk of post-traumatic stress 

disorder, depression, generalised anxiety disorder, and adjustment problems (Attanayake et 

al., 2009). In addition, Miller and Rasmussen (2010) suggest that while there are 

undoubtedly impacts from direct exposure the daily stressors that reflect stressful societal 

conditions are equally important from a psychosocial perspective. Not only did the exposure 

to the violence in the country impact individuals growing up at this time but the parenting 

that they received as a result of the societal context also had an effect. 

‘The fundamental premise supporting current research on transgenerational trauma in 

Northern Ireland is that the armed conflict impacted negatively on the parenting practices 

and family functioning of victims, and that these problems continue in the post-conflict 

setting. It has been suggested that 40% of children in Northern Ireland live with parents 

whose exposure rating to the conflict is considered moderate or high.’  (Gough, 2017, p.7) 



 

212 
 

This emphasizes that the transgenerational impact of The Troubles is not only confined to 

those with direct violent or threatening experiences but rather is likely to have had a wider 

influence on parenting and family relationships in NI. For example, trauma and the resulting 

psychological distress can negatively impact attachment (Bacon and Richardson, 2001) and 

influence parenting styles and practices. Authoritarian parenting styles are a common result 

of trauma exposure because of the desire to exert control after an experience of lack of 

control. Unfortunately, this style of parenting is associated with regular verbal hostility, 

which has been shown to be the most harmful type of power assertion to children (Baumrind 

et al., 2010). 

Many participants in this study shared a history of MI, alcohol abuse in their family of 

origin, or other trauma in their past. This insight formed part of the overarching theme of 

Transgenerational impact of adversity. It should be noted that this research did not seek to 

collect these specific details in a structured way, rather they were freely shared by the 

participants usually in response to enquiries about history, or specifically family history. 

Therefore, participants may have experienced other adversities that they did not share. 

However, this is nevertheless a useful insight regarding the transgenerational impact of MI 

and alcohol abuse on our sample of parents. The following table (10.1) represents the past 

adverse experiences by participant. Participants have been given numbers unrelated to their 

original pseudonym in order to fully preserve anonymity. 

 

 
Participant 

Diagnosis H/O 
PMI 

H/O 
Alcoholism 
in parent 

H/O 
PPA 

Bereavement Abusive 
relationship 

Sexual 
assault 

1 Depression and 
anxiety 

 Yes Yes Yes   

2 Bipolar Yes      

3 Bipolar Yes Yes   Yes  Yes 

4 Depression and 
anxiety 

Yes    Yes  

5 Depression     Yes  

6 Anxiety Yes  Yes Yes yes  

7 PND/Chronic 
Depression 

 Yes     
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8 Depression  Yes     

9 Depression    Yes   

10 Depression and 
Anxiety 

 yes Yes  Yes  

11 Depression and 
Anxiety 

Yes   Yes   

12 Depression Yes      

13 Bipolar  Yes      

Table 10.1 Adverse experiences by participant  

 

As can be seen from the above table all of the unwell parents interviewed and one of the 

partners had adverse past experiences. Seven of the participants had one experience, the 

other six participants had multiple adversities based on these categorisations. It should be 

noted that this table does not reflect the whole picture as some parents faced for example 

poverty or high stress work or caring roles. When talking about adversities and their impact 

on the development of MI it is relevant to refer to the body of work regarding adverse 

childhood experiences (ACEs) (Felitti et al., 1998). ACEs can be described as stressful 

events that occur in childhood. Not all of the reported incidences in our sample occurred in 

childhood. Those that related to having a parent with a MI or substance abuse issue did 

affect them as children. Some of the other experiences such as PPA and abusive 

relationships occurred in young adulthood. 

There is known to be a graded relationship between the number of ACEs experienced and 

the risk of poor health outcomes – the more stresses endured in children the greater the risk 

of respiratory and heart disease, depression, alcohol and substance misuse, and 

incarceration, among other negative outcomes (Ellis and Deitz, 2017; Pretty et al., 2013). 

The Family Model, also argues that risk factors such as poverty and lack of family support 

can accumulate to increase the risk of harm to children (Falkov, 2012). As mentioned, these 

participants who experienced adversity in their past were in some cases currently living with 

adverse personal circumstances. This could often be characterised as risk factors which it 

could be argued are complicated by historical adversity.  

Ellis and Deitz (2017) developed a model which highlighted the importance of community 

factors with the aim of promoting collaboration between child health, public health and 
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other agencies to address the root cases of adversity. This resulted in the Building 

Community Resilience model which argued that toxic childhood stress and ACEs occur in 

the context of social determinants of health (Ellis and Deitz, 2017). Adverse community 

environments are those that make life circumstances more difficult for families or 

individuals experiencing ACEs and can be characterised by issues such as poverty, 

discrimination, community disruption, lack of opportunity, violence, or poor housing 

quality and affordability. It can be seen how this model applies to the Northern Irish context 

both in the past, where adverse community environments likely exacerbated ACEs and, in 

the present, given the ongoing socioeconomic deprivation in many areas of the country. 

This section demonstrates how data from our sample and the analysis provides evidence of 

transgenerational transmission of trauma and MI. It also provides evidence of the impact of 

direct threat and violence from paramilitaries on PMI. Trauma informed practice has been 

recommended by the safeguarding board in NI since 2014 (Bunting et al., 2018). This 

research provides more evidence that past trauma of parents should be acknowledged in any 

treatment or intervention plan and particularly in NI.  

 

Children as sophisticated members of families 

This research uncovered that those children who are well-informed and empowered present 

as sophisticated members of their family. That is, they present as having a great deal of 

worldly experience and knowledge of MI, the specific ways it can present and affect people 

and ways in which to address any connected problems. Those children who were 

interviewed who were given age-appropriate information and supported to understand the 

reality of their family presented as happier and more well-adjusted. These children might 

not always have had a full understanding of mental illness but the information they had been 

given was sufficient to reduce confusion that can arise due to misinformation, avoidance or 

lack of true explanations. Further to this though was an observation of the difference that 

could be made by not only being informed but well-informed, creating a sense for the 

children that they were armed with information.  
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However, while this evidence is important to support the case for including children in care 

planning and consulting them about needs and wishes caution should be taken with regard 

to putting too much stock in their confidence and apparent lack of anxiety. There could be 

unseen effects, or they could be modelling a presentation of strength shown by an associated 

adult and out of a belief that this is how they should behave while in reality they are feeling 

anxious, vulnerable or scared at times. Conversely, it should be considered that children we 

might describe as presenting as confident are likely to be functioning well and think good 

things about themselves and their families. Gladstone and colleagues (2006) presented the 

argument that the image of children as at risk should be recast to conceptualise children as 

competent young people with strengths as well as vulnerabilities. Previous research has 

shown that children being informed about their parents MI reduces anxiety, and children 

blaming themselves (Beardslee, 2000; Ostman, 2008) and children were relieved to get 

information about their parent’s illness (Pihkala et al., 2012). The children in our sample 

had been given various levels of information on their parents’ illness from almost none to 

being fully informed. Presented below are two extracts that illustrate the difference. 

 

Children really, really need, like, support, not so much support, but like, they need 

to understand what mental illness actually is, and how it can affect like different 

people because if they don't like understand then it can cause the issue of like them 

thinking that the person is bad. 

Phillis, 9 years old, (family 5) 

 

Interviewer:- What's your understanding of your mum's mental health? 

 

Millie:-  Nothing. I don’t know. I don’t talk to her. 

Millie, 13 years old (family 4) 

 

In the first example, a reasonably young child has been educated and informed on the 

subject of MI to the extent that she feels confident in offering advice regarding what would 

help others. This participant and her 11-year-old brother presented as happy and well-
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adjusted and in interviewing their mother (who is the well partner) it became clear that she 

had gone to great lengths to be open and honest and give them age appropriate information 

on MI. In the second example a slightly older child who herself was having behavioural and 

emotional difficulties in school and at home was unable to articulate knowing anything 

about her mother’s MI. It should be noted that the interview was conducted after the mother 

and the interviewer had asked for Millie’s consent and informed her of the purpose of the 

research. While these examples are the two ends of the spectrum in our sample there is an 

argument to be made that in giving a full explanation of the MI one important aspect of the 

potential for the child to blame themselves is removed and that this is likely to alleviate 

some distress. 

The evidence from this sample might also provide some evidence that information leads to 

confidence and the more fully informed children are the more psychological armour they 

seem to possess. This is consistent with previous research findings and hopefully extends 

this evidence base with an account of several children with sophisticated knowledge who 

present as confident and capable family members. Care should be taken though, especially 

with confident children that they do not take on a parentified role. One subtheme in our 

analysis discussed parentified behaviour in children, something to have received previous 

attention especially in the literature pertaining to young carers (Earley and Cushway, 2002). 

The instances in our data were not parentification so much as evidence of some parentified 

behaviours and more illustrative of a sense of concern and responsibility from children, 

which is nevertheless of interest. 

Experts in the field have argued that outcomes for children are not dependant on the parent’s 

diagnosis but are related to that parent’s behaviour, the presence of other supportive adults 

and the extent to which children’s resilience has been encouraged (Cooklin, 2013). It is the 

express aim of this research not to stigmatise parents for their diagnoses, indeed the opposite 

is our intention, as mental ill health is impossible to entirely prevent, rather our response 

must improve in order to reduce suffering of parents and families, and improve outcomes 

for children. Therefore, the argument of this thesis based on the evidence produced is that 

children’s resilience can be encouraged with access to more knowledge than might have 
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previously been realised and that providing comprehensive age-appropriate information can 

be empowering for children, provided there is still a cautious consideration of the need for 

their protection. 

Ultimately regardless of the presence of MI in a family or not, children need to feel safe, 

valued, and good about themselves in order to form healthy attachments with their 

caregivers and support their development. Information about PMI supports a sense of safety 

because an explanation provides reassurance and reduces confusion and anxiety and 

including them in family discussions allows them to feel valued and capable and builds 

confidence. 

 

A multiple perspective account of hospitalisation 

Surprisingly, little research has explored the experience of the hospitalisation of a parent for 

MI. One study featured in the systematic review by Maybery et al. (2005) did provide a 

perspective on hospitalisation and from this it was gathered that this was a high stress time 

for families. Parents wished for children to be better supported regarding hospital 

admissions and suggested that children be debriefed. Children in this research shared that 

they did not know or understand much about their parents’ hospitalisation and this caused 

confusion and exacerbated distress. 

In a comprehensive review of the literature on the family experience when a parent is 

hospitalised for MI it was noted that there were relatively few studies that reported the 

experience of parents and all but one related to mothers’ experiences (Foster et al., 2017). 

In total there were eight papers that reported on parents or family members and on occasions 

studies presented multiple perspectives on the experience of hospitalisation. The most 

recent of these studies was conducted in 2015 and the earliest in 2003. This suggests that 

this present study’s multiple perspective accounts of hospitalisation with PMI are a useful 

and up to date contribution. 

This study gathered the experience of two families and one couple who had experienced 

hospitalisation which included the experience of 3 parents, 2 partners and 2 children. In 

each of these family groups multiple perspectives on the same events were shared. It was 
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clear that being admitted to an inpatient unit was a significant occurrence, coming at the 

end of an acute episode of MI and the effects of which were still being felt. The purpose of 

this study was not to explore the effects of hospitalisation but rather PMI more generally 

however the specifics of this aspect of families’ experience were significant.  

One of the significant aspects of course was the separation itself. In the literature review by 

Foster and colleagues (2017) it was noted that in one study mothers recognized the 

separation from their children as a respite and at the same time found that this separation 

increased their fears about loss of contact with their children. This was exacerbated because 

children’s visiting was either infrequent or absent. Our participants shared that during the 

period of hospitalisation they would have liked more visitation from children, and children 

reported missing their parents. One distressing experience that was shared and still recalled 

by parent and child years later illustrated why visits provided both beneficial contact and a 

source of potential stress. This was supported by previous research that confirmed that 

children found leaving their parents after visiting was particularly difficult (O’Brien et al., 

2011). While it was recognized that hospitalisation was necessary, it was never welcomed.  

Both partners represented in our study shared that they were under additional strain as a 

result of the hospitalisation. Partners had to balance supporting the unwell parent through 

visitation, supporting children including dealing with their need for information about their 

parent and managing their own emotions regarding the situation. Often partners had to make 

difficult decisions about what to tell children and how much children should or could visit. 

There did not seem to be a supportive provision for partners in these shared accounts which 

as we will see in the next section is a problem that extends beyond this context. 

 

The important role of the partner 

As we have seen throughout the thesis, in the systematic review and in previous literature 

partners or well parents have received significantly less attention in the literature (Reupert 

and Maybery, 2018). This research benefitted from the involvement of six partners, two 

mothers and four fathers whose partner or former partner had experienced MI. This 

contributed to the current knowledge base which is lacking in experiential accounts from 
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partners and extended it by providing this missing viewpoint in Northern Ireland. 

This research provided the first in-depth picture of partners of parents with MI in NI. This 

study was able to show that partners provided a supportive role that monitored mental health 

symptoms, sought out and scaffolded help seeking, protected children and also experienced 

the objective and subjective burden of care. While the number of partners was small the 

depth of experience gathered and analysis using the FK framework and FST uncovered the 

over-functioning of partners in this sample.  

The role of partners involved taking on additional responsibilities due to the unwell parent 

being unable to complete their normal role, including on some occasions more than one job. 

This is known as the objective burden of care and was discussed in Chapter 7 which 

discussed how families managed instability. The partners role was to compensate for the 

lack in the other parent by over functioning. This is a dangerously unsustainable position 

and given the additional strain of caring, partners would benefit from targeted support. 

Partners themselves were more likely to discuss the difficulty in finding support for the 

unwell parent or children than for themselves. However, unwell parents mentioned this 

frequently, acknowledging that the caring role was difficult and yet carers seemed to be 

forgotten with regard to provision of support.  

The question then becomes what would support look like if it existed. The role of carer has 

been examined in literature with regard to those who care for a relative with a physical 

illness or disability and there has been an acknowledgement of the need to avoid carer 

breakdown (Carretero et al., 2009; Knussen et al., 2005; Papastavrou et al., 2012). In 

Northern Ireland there are both statutory carers support services and at least one charity 

organisation providing access to a range of resources. There is nothing in these 

organisations that excludes those caring for their spouse or partner with a mental illness 

however, there does still seem to exist a barrier where well parents feel these services are 

not for them. There also exists the ever-present reluctance of families to engage with 

services which will be discussed further in the next section. This suggests that within these 

existing carer supports some specific areas for parents or regarding one’s partner having a 

MI would improve access by addressing the issue of suitability and provide targeted 
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support. One example of targeted support exists in an NHS leaflet created specifically for 

partners/carers of those with depression that covered interpreting symptoms, when to seek 

help and tips on coping (NHS, 2017).  

As discussed in the previous section the partners role is important for improving outcomes 

for children who benefit from a supportive well adult in their lives (Cooklin, 2013). Often 

the role of the well parent is to inform, educate and reassure children about their other 

parents MI (Ballal and Navaneetham, 2018) and this can contribute a great deal to children’s 

wellbeing and to family functioning. As shown through analysis with the FK framework, 

the wellbeing of each member of the family contributes to the family function or 

dysfunction. The influence of a well-informed, confident and caring non-professional 

(partner, parent or sibling) reduces family dysfunction and improves outcomes for children 

and is exemplified by some of the partners who participated in the research. This 

emphasizes the importance of the role though as we have argued this is not without potential 

cost to carers wellbeing and the need for appropriate accessible support is clear. 

 

The stigma of social service involvement  

When recommending improvements to services it must be addressed that a major barrier to 

engagement is stigma. Stigma is an issue for all of those who experience MI due to the 

social and culture norms that have perpetuated the message that having a MI means you are 

different, other, broken or even dangerous and to be avoided. For parents the additional 

stigma comes from the perception of wanting to be perceived as a good parent and fearing 

that PMI and being a good parent cannot coexist. The involvement of services adds another 

layer of stigma given the view that ‘good parents’ do not need statutory services to become 

involved in their families. 

The ultimate fear of parents referred to child protection social work is that their children 

will be removed from their care. This threat of losing parental responsibility has been shown 

to affect how parents and other family members interact with social workers (Duffy et al., 

2016). In general, public confidence in social work practices have shown a steady decline 

in recent years, due in part to high profile cases in the media which detailed failure of 
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practice (Laville, 2015). It has been argued that public mistrust and the ‘climate of fear and 

blame endemic for the social work profession’ (Legood et al., 2016) is in part due to 

negative media coverage, including the portrayal of social workers in TV and radio dramas, 

such as one recent example where a social worker arrived unannounced at a house and 

removed a baby without assessment. 

While public perception may be affected by a sometimes unbalanced and certainly 

unhelpful media portrayal, the research carried out with parents and families involved with 

social services suggests that actual experience may indeed contain many negative aspects. 

One study conducted in the Republic of Ireland with 67 service users including 13 children 

and young people, reported that services users experienced social service involvement as 

intimidating and stressful (Buckley et al., 2011). Particularly colourful quotes from this 

research study illustrate the emotional burden of child protection investigations as 

participants described ‘walking on eggshells’ and it being like ‘waking up in a Franz Kafka 

novel’ (Buckley et al., 2011). The authors also argued that the factor most likely to improve 

service user negativity was a good quality relationship being developed between themselves 

and the workers. Other research carried out in the English child protection system in 2013 

showed that while there were some positive aspects to the experience there was a strong 

sense of system being, uncaring, inflexible and in some cases harmful to them and their 

children (Smithson and Gibson, 2016). Even more recently and conducted locally research 

by Grant et al. (2021) specifically examined the factors that contributed to a constructive 

professional working relationship. This qualitative study is unique in this focus and 

suggested that service users felt professionals were underinformed about PMI and 

approached parents with too much judgement and not enough empathy (Grant et al., 2021). 

Findings in this study provides agreement with this previous research with our participants 

relating a sense of having been misunderstood and persecuted by social services. However, 

it should be understood given the discussion in this section that some service users can be 

defensive and that this is likely to make them critical of professionals practice, some of this 

may be justified but some of it may be a natural reaction to a heightened sense of threat to 

their family and parenting status. 
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A 2004 report into a survey of the public’s perception of social work suggested that there 

was a broad understanding and respect for the difficult role of child protection services and 

pointed out that ‘If the general public is confused, uninformed or even hostile towards social 

work the profession is less able to fulfil its mission of helping those in need.’ (Lecroy and 

Stinson, 2004, p.164). The data gathered in this research included accounts from individuals 

about their own and the wider community feeling about social services involvement which 

was that it should be avoided or if necessary, certainly should not be trusted. Therefore, 

public perception and a negative media portrayal is unhelpful to truly collaborative working 

between social services and families. However, as our research and the study from Grant et 

al. (2021) show, a negative public image is not without cause, as those parents and families 

involved in research have suggested that power imbalances, feelings of judgement, coercive 

intervention and a lack of understanding and empathy are all negatively impacting on 

engagement. 

Therefore, more than just a ‘rebrand’ or an image overhaul, child protective services need 

to ‘walk the walk’ of engaging fairly and respectfully with those most vulnerable of families 

who have warranted a referral to their services. All indications suggest that moving towards 

more relational, strength-based practice is the route to improved practice, and improved 

outcomes which can only help public opinion. This is also not to say that this has not already 

been proposed, and that many assessment and intervention models within social services 

promote this kind of practice. For example, the Family Model emphasizes a non-judgmental 

empathetic conversation (Falkov, 2012), Signs of Safety is a strengths-based approach 

(Turnell and Edwards, 1999), Building Better Futures is another and recently developed 

approach to assessing and enhancing parenting capacity (Houston et al., 2019). However, 

despite the clear direction of practice development and of the core tenets of social work a 

proportion of families still report receiving a less that satisfactory service. 

 

Conclusion 

This chapter has expanded the discussion of the findings of this study. Focusing on some 

results that contributed new, up-to-date or previously under-reported phenomenon. This 
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study has provided the first whole family qualitative research into PMI in NI and paves the 

way for similar and larger scale studies in the future. The following chapter concludes the 

thesis by continuing the discussion started in this chapter regarding the recommendations 

to be made from this research study. 
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CHAPTER 11 

CONCLUSION AND RECOMMENDATIONS 

This research set out to explore the experience of PMI from the perspective of multiple 

family members. Successfully gathering and analysing this data fulfilled a central aim of 

contributing experiential data from whole families to address a known gap in the existing 

literature. Rising to the challenge in how best to approach the multiple perspectives 

culminated in the development of a new conceptual framework - The Family Knot (FK) 

framework. This sought to integrate epistemological, methodological and analytical 

theories and allowed exploration of the lived experience of families living with PMI.  

As illustrated throughout the chapters in this thesis each family has their own unique ways 

of functioning, though this study clearly demonstrated many common features and 

concerns. Parents, both well and unwell, worry about the wellbeing of children and each 

other, and children worry about parents. Families want to improve their situation and the 

wellbeing of its members and often spend many years taking proactive steps to find 

solutions and support. However, the study also clearly evidenced the tensions faced by 

parents that sharing too much about their illness with the wrong professional will do more 

harm than good for their family. Children too can pick up on or be explicitly encouraged 

into this culture of secrecy. This is one of the ways families with PMI can become isolated, 

as when the family system becomes closed it resists social or community contacts. Shame 

and stigma help perpetuate this lack of openness and also encourage feelings of otherness 

and parental guilt. Mothers are not only more likely to experience MI but also are subject 

to unreasonable expectations perpetuated by societal norms that perpetuate feelings of 

shame around not being a ‘good enough’ mother (Doane and Hodges, 1992). Many of the 

women in our sample had experienced intimate partner violence, leaving them traumatised 

and in some cases parenting alone. Historic and current power differentials impacted on the 

women in our sample, in terms of their experience of violence, being controlled financially 

by partners, having custody of their children used against them, having reduced 
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employment opportunities and this is known to be true in the wider society (Bennett 2006; 

Walby, 1989). Most evident though was the strength, resilience and agency of women who 

participated in this research which should be highlighted.  

As the findings illustrated, the experience of families is also one of interrelation, of 

connected wellbeing and of roles and responsibilities that can shift to allow for the reduced 

capacity of one of the members. Partners were shown to be functioning as highly efficient 

carers, shouldering additional responsibility, monitoring symptoms, sourcing help and 

protecting children. Most of the partners interviewed in this research were men and 

gathering this viewpoint was important due to the gaps in the literature. However, there 

were fewer men than women who agreed to participate and while there is known to be a 

higher rate of MI in mothers than fathers this sample was still less representative than would 

be ideal. This is in part due to how men perceived MI due to socialisation about strength 

and weakness in relation to male identity, an issue which is not supportive of improving 

men’s mental wellbeing (Bilsker, 2018). 

This study highlighted too that, families with PMI find it difficult to access help. Barriers 

are not just the internal ones designed to protect the family system; they also exist in how 

support services are delivered. Families feel like there are services for some members but 

not all members and often not the service they are looking for. Parents want support 

specifically with their parenting as often issues they are having with children are a 

significant stressor, but this is not frequently available. Partners also find it difficult to find 

any services specifically for them or relevant to their issues. Children find it hard to engage 

in the formality of some therapeutic services though they can benefit if they do. Family 

therapy is rarely offered by statutory services and is expensive privately. A look into 

available services reveals that NI has a large number of voluntary agencies offering support 

to families. However, in order to access these services families often must meet specific 

criteria and the support can be narrowly focused. No organisations have a completely open-

door policy to parents or families. One solution from the HSCB is the Family Support Hubs, 

which handle calls from members of the public and direct them or refer them to relevant 

services. However, these hubs can only refer to services that exist and some feedback from 
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participants in this research was that there were no suitable services for their particular need. 

Once parents are involved with social services there are a range of different supports that 

can be offered that are not necessarily available as early interventions or without social work 

referral. This presents a problem in that families are required to be at a particular level of 

need before help is available. Additionally, even these services that provided parenting 

focused, family focused support or family therapy have had their services cut or have not 

been given the required funding to meet increasing demand.  

It has been widely commented upon in recent years that NI has a mental health crisis and 

strategic planning has begun to seek multiple approaches to attempt to tackle this (Betts and 

Thompson, 2017; O’Neill et al., 2015). There are also known to be specific crises and 

problematic trends with regard to young people’s mental health, self-harm, and suicide 

rates, particularly among young men (Bunting et al., 2020; O’Neill et al., 2015). As we have 

seen throughout this research young people are made significantly more vulnerable to a 

range of mental ill health problems as a result of PMI, ACEs experienced by parents and 

other transgenerational trauma. Yet there are positive indications that intervention with PMI 

can improve outcomes for children and therefore this thesis would argue that strategic plans 

need to include the support of parents and families as a high priority in order to address MI 

in today’s young people and the future adults of our society.  

 

Recommendations for transforming practice 

The evidence gathered in this research coupled with evidence from previous literature 

including the systematic review presented in Chapter 2 strongly support a shift in the 

prioritising of parenting focused interventions from services involved in families 

experiencing PMI. Parenting focused interventions should not simply acknowledge 

parenting or relieve strain through interventions for children, they should directly address 

the difficulties in the relationship, provide strategies for managing children’s behaviour and 

address issues of safety, which are often the focus. Looking at the whole family is already 

part of the role of social services and in particular practice models such as Signs of Safety 

and Building Better Futures, discussed later in this text (Houston et al., 2019; Turnell and 
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Edwards, 1999). However, these programmes are mainly used in scenarios where there is 

confirmed risk or there is ongoing intervention from social services. It also may not be 

feasible to expect professionals other than social services to carry out parenting focused 

interventions themselves. Mental health practitioners have increased their engagement with 

other family members but there is little evidence that this includes parenting focused 

approaches (Foster et al., 2015).  The introduction of Family Focused Practice (FFP) has 

led the change towards all professionals involved with PMI showing consideration of 

multiple factors such as the impact of PMI on children, the significance of the couple 

relationship, the impact of children on the parental wellbeing and other external factors 

(Falkov, 2012). Viewed through the lens of the FK framework, this research is proposing 

that there be a greater focus on parenting support including promoting the parent child 

relationship, facilitating positive parenting practices and behaviours and that this be support 

by evidenced based interventions. Practically this would mean that parenting focused 

interventions be available to all families experiencing PMI as an early intervention or as 

part of a parenting assessment due to statutory involvement. In addition, this research, based 

on insights gained from the FK framework, would suggest that attention must be paid to 

how the wider social, cultural, and political context impacts on the prevalence of MI and 

creates barriers to help seeking.  

The data from this study supports this as participants emphasized that the parenting role is 

highly valued by parents with MI. They also suggested that their primary concern with 

regards to the impact of their MI was what effect it would have on their child/children. The 

literature review supported this with multiple studies reflecting that the parenting role and 

wellbeing of children was primary (eg Afzelius et al., 2018; Backer et al., 2017; Maybery 

et al., 2005). Participants in this study shared concern about their childrens’ coping, 

understanding, wellbeing and future health, just as one would expect from any parent. 

However, the evidence from this study also showed that parenting support was difficult to 

find or access and that requests to professionals regarding parenting needs were 

misunderstood or referrals misdirected. There was evidence that when problems arose with 

children in families that professionals could be judgmental or apportion blame towards the 
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parent without offering constructive solutions. Grant et al. (2021) reported similarly that 

parents wanted to feel understood, in other words to be shown empathy and in addition that 

parents felt that professionals limited knowledge of mental illness was a significant barrier. 

Professionals also shared that their own personal experience as a parent was a useful tool in 

working with parents and helped develop relationships. While personal direct experience of 

parenting is not a requirement, particularly given the comprehensive training that 

professionals undergo it should be noted that parents in this study felt that it made a 

difference and that it likely reduced defensiveness by showing understanding through 

limited self-disclosure (Grant et al., 2021). 

The point of parenting support and education is to allow parents to examine their parenting 

for suboptimal behaviours they are engaging in that may be perpetuating problems. When 

a parent has a MI not only are these suboptimal behaviours more likely, but the nature of 

their MI might make it more difficult to be aware of. It can be difficult to be fully aware of 

dysfunctional thinking and behaviour especially within an interrelated system such as a 

family and so an outside perspective firstly can help recognise problems but secondly and 

most importantly needs to support the search for solutions. Within statutory services, mainly 

social work, various approaches have been introduced to improve the practice of 

professionals working with PMI. Family focused practice is included in this as the Signs of 

Safety (SoS) model (Turnell and Edwards, 1999), introduced into widespread use in 2018 

in NI. SoS is a strengths-based approach, and it aims to be transparent, with regards to the 

process of child protection involvement, non-judgemental, and puts in place safety plans 

and highlights risks as well as strengths. Another difference in this approach is its emphasis 

on talking to children to discover their worries and their hopes for the future. SoS is a 

safeguarding tool and when it is used fully it can change practice significantly (Stanley and 

Mills, 2014). Difficulties that this study and the Grant et al. (2021) study have uncovered 

regard parents feeling that professionals are too controlling and do not respect their position. 

This has been factored into social work knowledge for decades and ‘rights versus risk’ and 

‘care versus control’ are known challenges in social work practice of which the best social 

worker is cognisant. A recently developed addition to practice recommendations is the 
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Building Better Futures framework which is again strengths based and focused on 

enhancing parenting capacity as part of the assessment process, it is often used as an initial 

assessment for families new to social services (Houston, Montgomery and MacDonald, 

2019). Furthermore, this framework builds on relationship focused practice while 

acknowledging the central protective purpose of social work and adds a comprehensive 

framework that social workers can uniformly apply in this challenging area. 

All of this is to say that social work practice is well informed with many evidence based 

relational practice frameworks, and while some of these have been quite recently introduced 

there are indications that they are changing practice for the betterment of families. This is 

obviously not necessarily the case for adult mental health professionals though their practice 

is by its nature relational it is known that their remit has not traditionally included parenting 

or family work though this is attempted to be addressed with the FFM. However social work 

and adult mental health services are extremely under resourced, there are too few social 

workers and mental health services and furthermore community addiction services have 

been under resourced in NI for years. The logical solution in addition to practice models 

that acknowledge parenting, promote cooperative relational working and resist judgement 

while still protection children is to have external services that specifically support parents 

and parenting. 

If one evaluates parenting focused services in Northern Ireland a very short list will be 

found. These services provide helpful support, but they are underutilised and therefore 

underfunded perhaps due to the lack of understanding of their importance. Specialist charity 

and community organisations do exist that specifically work with parenting both practically 

and therapeutically, but they have in recent years had their funding cut or services have been 

reorganised, reallocated or reduced (NICVA, 2017). In addition, statutory services have 

rarely made sufficient use of these services, mainly signposting rather than referring parents. 

Services that would have been utlised by social services for family and parenting focused 

protective work and therapy for the most vulnerable families have also had their capacity 

reduced as the funding is inadequate to meet the need that exists. Given the ongoing need, 

the known mental health problems in children and young people and in the general 
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population, this seems short sighted at best. In recent publications from the Department of 

Health (2020, 2021) detailing the actions needed to be taken towards improving mental 

health in the population there is almost no emphasis on the needs of parents. Several points 

in the consultation document do reference the importance of children’s early development 

and the relevant figures shown in the Bunting et al. (2020) Youth Prevalence Survey. 

However, a detailed look at the Bunting et al. (2020) study will show that for example in 

some areas of deprivation nearly 40% of parents are reporting a MI and their children are 

twice as likely to report symptoms of MI. Yet there has not been a translation of this 

evidence into the specific need for parenting support, and the prevention and treatment of 

PMI. This research study has pointed to this necessity. The mental health crisis in NI 

population wide and perhaps most worryingly in our young people cannot be solved without 

addressing causes associated with the family and upbringing. All of the evidence presented 

in this thesis suggests that PMI and transgenerational factors will impact on outcomes for 

children without appropriate and timely intervention. 

 

Recommendations from participants 

Each participant involved in the research, parents and children were asked about what they 

would recommend as a service for families. Their responses were detailed in the final 

findings chapter on support services (Chapter 9) and fall into broadly three categories: 

family inclusive services including specifically for partners and children; support led by 

those with lived experience, and information for children.  

Several participants in this research shared their view that treating one member of the family 

in isolation was insufficient when it came to PMI. They also pointed out that there were few 

if any services for the well parent or partner in families experiencing PMI. Families 

involved in this research pointed to a general lack of services, for children and parents both 

well and unwell. As noted above there are limits to the service provision in NI, in addition 

to the reduction of funding leading to cuts, agencies often have a specific remit. Apart from 

professionals who will include partners in the care planning and check in with them about 

their wellbeing there is no service specifically designed for the partners of parents 
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experiencing MI. Previously it was noted an information leaflet produced by the NHS Tyne 

and Wear Trust (NHS, 2017) which was specifically designed for this group was one 

example that could be found, it may not be the only example, however there is a clear 

scarcity.  

For families not involved with social services it is also difficult to access help and support 

for children. With or without involvement of MH professionals parents feel in the dark 

about how to talk to children about their MI. Part of the Think Family project (Diggins, 

2011) included developing information leaflets for children although it is unclear how 

comprehensively they have been distributed or if they are still available. 

Some participants made suggestions that peer support would be helpful to them. A partner 

who participated pointed out that being able to engage with someone who had been through 

the same situation before could help reduce feelings of isolation, provide reassurance and 

deliver useful information. Peer support has been growing in popularity in NI and there is 

now an active organisation specialising in perinatal mental health which provides both peer 

support and professional counselling through partnership with other organisations. One 

benefit of peer led support is the low cost and this could be explored as a complementary 

approach particularly for partners whose role may be most neglected.  

The suggestions made by children in this research were characterised by a modern approach 

to delivery. An 11-year-old participant suggested that a useful thing for children living with 

PMI would be an app (application) which would likely be available on phones or tablets 

and would be focused on delivering information and access to support if needed. This 

suggestion was interesting for a number of reasons 1) for the current generation of children 

paper is outdated and an app would be more accessible for them 2) an app allows for 

adaptability and updating of information, resources and contacts 3) concerns about 

children’s access to information is mitigated by reading age, age-appropriate content and 

by parental monitoring 4) there may be opportunities to collect data in a limited and 

transparent way from such an application. 

This is an idea with potential to be developed through future research. There is a clear need 

for parents to be supported around how and what to tell their children about MI. Both adult 
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and child participants in this study shared that information and education was important and 

there is agreement with previous research (Grove et al., 2015). Previous research with adult 

children who grew up with PMI has recommended targeted age-appropriate support 

throughout the life course and this again is something that could be factored in to developing 

services (Blake-Holmes, 2018). 

 

Future research 

This research project demonstrated the level of need, past trauma and strain experienced by 

parents with MI in NI. However recent consultations on the MI strategy have made very 

little mention of the importance of addressing PMI or of parenting focused interventions. 

Given the focus of this study and the area of enquiry this is a disappointing reality to be 

confronted with. Future research in this area might particularly highlight the contribution to 

the overall disease burden that PMI represents and the poor outcomes for children that could 

be mitigated or avoided if this issue was properly addressed. There is a global research 

community examining PMI and providing evidence that can be fed into policy and practice 

(for example Foster et al., 2018; Grant et al., 2018; Lauritzen et al., 2015; Reupert and 

Maybery 2016; Siegenthaler et al., 2012). It is important that this evidence base is not 

neglected by government bodies. 

In terms of future research, it seems that a large-scale survey of a targeted population, 

namely parents with MI and/or their children could be devised based on this research study. 

The recent research by Bunting et al. (2020) in NI indicates not only that it is possible to 

conduct such large-scale studies with this population but also shows the depth and breadth 

of insight that can be achieved.  

This research study has indicated that parents and children living with PMI are seeking 

better, earlier, more appropriate services and support and therefore research that developed 

and tested interventions would be indicated. In particular the feasibility of an app for 

children should be explored as this could, if deemed possible improve the wellbeing of a 

large number of children affected by PMI. 
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Final word 

This research began with the aim of giving voice to the families directly affected by PMI 

and to those members of families who are less frequently asked about their experience. It 

seems most appropriate that this thesis which aimed to never stray too far from the central 

message of these accounts finish by referencing them. I am so grateful that these participants 

chose to take the time to share their often painful and difficult experiences for the purposes 

of this study. Participants expressed that they were doing this and wished to contribute their 

voice in order that it would help others who might experience PMI. This was a responsibility 

that was not forgotten, and it is hoped that this research will highlight these issues and their 

importance and contribute to improved policy and practice.  Parents who took part in this 

research wanted it to be known that theirs was a difficult road to travel, they had struggled 

to get to where they now were but in so doing had shown incredible strength and resilience 

driven by hope and enduring love for their children. 
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Appendix 3 

Participant Information 

Project Title: The Needs and Experiences of Families living 

with Parental Mental Illness: An Evaluation of Family Focused 

Practice 
My name is Emma Loudon and I am a PhD student with Queen’s University 

Belfast. 

I am carrying out research into family’s experiences of living with a parent with 

a mental illness. This could mean Depression or Anxiety, Bipolar Disorder or 

Personality Disorder for example. It could be a present or past difficulty with a 

mental health problem. I am also interested in people who have had involvement 

from Health and Social Care Services, such as Social Work, CPN, Psychiatry 

etc. 

I am carrying out this research in order to raise awareness of the needs and 

experiences of families when there is parental mental illness and to inform 

services about better ways of working.  

I am looking for people who are parents and have experienced mental illness in 

themselves or their partners to participate in an individual interview. This would 

take about an hour and could be carried out in a location in which you felt 

comfortable.  

It is hoped that the information from this research would help improve services 

in the future for other parents experiencing mental illness and their families. 

If you would be willing to participate you can put your name and contact number 

in the box below and detail the best time to reach you (Morning, Afternoon, 

Evening) and if it would be ok to leave a message if you did not pick up.  

This research is entirely voluntary, confidential and anonymous and you will 

never be identified to anyone at any time. Individuals will receive a £10 love to 

shop voucher and whole families will receive a £40 love to shop voucher as a 

thank you for participating. 

My full contact details and the details of my supervisor can be found on the 

reverse of this sheet. 
Name Telephone No. Best time to phone Can I leave a 

message? (circle) 

   Y/N 

   Y/N 

   Y/N 

   Y/N 

   Y/N 

   Y/N 

   Y/N 

   Y/N 
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Emma Loudon PhD Student at the Centre for Evidence and Social Innovation  

Telephone Number 07919103149 

Email address edonnan01@qub.ac.uk 

Queen’s University Belfast 

School of Social Sciences, Education and Social Work  

Supervisors:- Kathy Higgins and Gavin Davidson 028 9097 5117 
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Appendix 5 

 

Research Information for adult participants 

The Needs and Experiences of Families Living with Parental Mental 

Illness: An Evaluation of Family Focused Practice 

 

My name is Emma Loudon and I am a PhD student with Queen’s University 

Belfast. 

I am carrying out research as part of a PhD qualification into family’s 

experiences of living with a parent with a mental illness. This could mean 

Depression or Anxiety, Bipolar Disorder or Personality Disorder for example. 

It could be a present or past difficulty with a mental health problem. I am also 

interested in people who have had involvement from Health and Social Care 

Services, such as Social Work, CPN, Psychiatry etc. 

I am carrying out this research in order to raise awareness of the needs and 

experiences of families when there is parental mental illness and to inform 

services about better ways of working. I feel it is important to gather the views 

of all family members and their individual needs and experiences. 

You have been asked to participate in an individual interview because you are a 

parent who has experienced mental illness or the partner of a parent who has 

experienced mental illness. The interview will take around an hour.  

Participating in the interview is entirely voluntary and you are free to withdraw 

(up until a week after the interview has taken place). It is important to be aware 

that talking about mental health difficulties you have experienced and the 

impacts on your family could be distressing but that every effort would be made 

to keep the impact to a minimum. If you were to become distressed, have an 

exacerbation of your mental health symptoms or be affected by things you talk 

about in interview there are sources of support you could access, and some 

resources will be provided at the end of the interview. You should also know 

that agreeing to participate or deciding not to participate will not in any way 

impact your treatment or services either now or in the future.  

It is hoped that sharing your experience will be a positive experience for you 

and will help inform future services and therefore help others with similar 

experiences to yours. 

The information shared in the interview will be kept confidential and you will 

remain anonymous and will never be identified to anyone at any time. It is 

important however to state that if you were to share details which suggested 

concerning issues such as child abuse, risk of harm or serious crime it may be 

necessary to pass details on - no information would be shared without this being 

discussed with you (see consent form). 
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The interview data will be kept securely and stored for at least 5 years in line 

with QUB data handling policy.  

This research study has been ethically approved by the School of Social 

Sciences, Education and Social Work Research Ethics Committee. 

This research aims to conduct a number of interviews with parents, partners and 

children in order to get a picture of the needs of whole families when living with 

parental mental illness. It is important when conducting research to get as wide 

and diverse a set of opinions as possible. It is hoped that the information from 

this research would help improve services in the future for other parents 

experiencing mental illness and their families. 

Contact details of research and supervisors at Queen’s University Belfast are on 

the next page if further information is required. 

 

Contact details of researcher and school in Queen’s University Belfast. 

 

Emma Loudon PhD Student at the School of Social Sciences, Education and 

Social Work 

Telephone Number 07919103149 

Email address edonnan01@qub.ac.uk 

Queen’s University Belfast 

School of Social Sciences, Education and Social Work  

Supervisors 

Kathyrn Higgins and Gavin Davidson (can be contacted through the school) 
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Consent Form 

 

I have read the information sheet which explains the research about 

living in a family experiencing parental mental illness. 

I understand I am being asked to participate in an interview. 
I understand that all the information gathered will be kept strictly 

confidential and that my name will not be included in any reports. 

I understand that it may not be possible to maintain confidentiality if 

serious risk of harm was disclosed and that that if this was the case it 

would be fully discussed with me. 

I understand that participation is voluntary and that I am free to 

withdraw my consent (up until a week after the interview). 

I understand that this research will be published in form of a Doctoral 

Dissertation for a PhD qualification. 

(Please tick one of the following boxes to indicate whether or not you 

agree to taking part): 

□ I 

AGREE to taking part in the above research 

□ I 

do NOT AGREE to take part in the above research 

 

Signature: _______________________ 

Date:_____________________ 
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Appendix 6 

 

Research Information for parents/guardians of child participants 

The Needs and Experiences of Families Living with Parental Mental 

Illness: An Evaluation of Family Focused Practice 

 

My name is Emma Loudon and I am a PhD student with Queen’s University 

Belfast. 

I am carrying out research as part of a PhD qualification into family’s 

experiences of living with a parent with a mental illness. This could mean 

Depression or Anxiety, Bipolar Disorder or Personality Disorder for example. 

It could be a present or past difficulty with a mental health problem. I am also 

interested in people who have had involvement from Health and Social Care 

Services, such as Social Work, CPN, Psychiatry etc. 

I am carrying out this research in order to raise awareness of the needs and 

experiences of families when there is parental mental illness and to inform 

services about better ways of working. I feel it is important to gather the views 

of children as valuable family members with their own needs and experiences. 

Your child has been asked to participate in an individual interview because they 

have lived with a parent who has experienced mental illness. The interview will 

take less than an hour. Your child will be asked to talk about their family 

experience and only expected to talk about what they are comfortable with. 

During the interview your child will take part in a computer based activity about 

families which is designed to aid conversation on the topic.  

It can be hard for children to talk about personal issues particularly if distress 

has been experienced and therefore caution and sensitivity will be employed by 

the interviewer and the interview would be stopped if any sign of distress were 

to be shown by your child. It should be noted however that it is possible that 

children could become distressed or worried as a result of the interview. Every 

effort will be made to minimise the impact on children and it is hoped that they 

may benefit from being able to share their experience and help other children in 

the future in similar positions. 

Participating in the interview is entirely voluntary and you (as their parent) and 

they are free to withdraw (up until a week following the interview). The 

information shared in the interview will be kept confidential and they will 

remain anonymous and will never be identified to anyone at any time. It is 

important however to state that if they were to share concerning information 

such as suggestions of abuse or risk of harm it may not be possible to maintain 

confidentiality– no information would be shared without discussion with you 

and only in cases of risk (see consent form). 
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The interview data will be kept securely and stored for at least 5 years in line 

with QUB data handling policy.  

It is part of the ethical practice of research involving children to seek informed 

consent from parents or guardians and children themselves. Therefore, once you 

have consented to your child participating consent will also be sought from your 

child and only if you were both to agree would the interview proceed. If your 

child is 13 years old or over, the law in the UK states they can provide their own 

consent, however we would still seek the parents agreement for the interview to 

take place. 

This research study has been ethically approved by the School of Social 

Sciences, Education and Social Work Research Ethics Committee. 

This research aims to conduct a number of interviews with parents, partners and 

children in order to get a picture of the needs of whole families when living with 

parental mental illness. It is important when conducting research to get as wide 

and diverse a set of opinions as possible. It is hoped that the information from 

this research would help improve services in the future for other parents 

experiencing mental illness and their families. 

Contact details of the researcher and the senior academics who are supervising 

the research at Queen’s University Belfast are below if further information is 

required. 

 

Contact details of researcher  

Emma Loudon PhD Student at the School of Social Sciences, Education and 

Social Work 

Telephone Number 07919103149 

Email address edonnan01@qub.ac.uk 

Queen’s University Belfast 

School of Social Sciences, Education and Social Work  

Supervisors 

Dr Kathryn Higgins 

Reader 

Director of Graduate Studies 

School of Social Sciences, Education & Social Work 

Queen’s University Belfast 

Phone 02890 975286 

 
Dr Gavin Davidson  

Professor of Social Care 

Praxis Chair of Social Care  

School of Social Sciences, Education and Social Work 

Phone 028 9097 3151 
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Consent Form 

 

I have read the information sheet which explains the research about 

living in a family experiencing parental mental illness. 

I understand that my child is being asked to participate in an 

interview. 
I understand that all the information gathered will be kept strictly 

confidential and that my child’s name will not be included in any 

reports. 

I understand that if disclosures indicating serious risk were made that 

confidentiality may not be able to be maintained and that I would be 

fully informed if this was the case. 

I understand that participation is voluntary and that my child is free to 

withdraw (up until a week after the interview). 

I understand that this research will be published in form of a Doctoral 

Dissertation for a PhD qualification. 

(Please tick one of the following boxes to indicate whether or not you 

agree to taking part): 

 

▪ I AGREE to my child taking part in the above research 

▪ I do NOT AGREE to my child taking part in the above 

research 

 

Signature: _______________________ 

Date:_____________________ 
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Information for Child Participants 

My name is Emma and I am student from Queen’s University. I am 

doing a study about families. Your parent or guardian has agreed that 

you can take part in this by having a talk with me today and 

completing a computer drawing of your family home. I will explain 

all of this to you. It is not a test, there are no right or wrong answers. 

You don’t have to take part if you don’t want to and can stop any 

time if you don’t want to keep going. 

 

 

Consent form for Child Participants 

 

I have read or been told the reason I am being asked to take part in 

this study. 

I have been told what the study is about. 

I understand I am being asked to talk about my family. 

I understand that what I talk about is kept private except if I was to 

talk about me or someone else being at risk of harm. 

I understand I can stop taking part at any time. 

Signed: _________________________  

Date:__________________________ 
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Appendix 7 

 

Semi Structured Interview Schedule:-  Questions and Prompts. 

It is likely the first question will be asked in order to begin the discussion 

however all other questions/prompts may or may not be required if participants 

are freely talking about the topic. 

Questions: 

Can you tell me about your experience of being a parent/partner of a parent with 

mental illness? 

What were some of the difficulties? 

A lot of families experience challenges and difficulties, what helped your family 

when times were tough? 

What services supported you? 

Did you have family support? 

Did any community organisations or groups support you? 

Did you find x service supportive? In what way? 

Did you partner find things difficult? 

Did the children find things difficult? 

What do you think is needed for families where a parent has PMI? 

Examples of Prompts: 

Can you tell me anymore about that? 

Could you talk a little bit more about that? 

You mentioned X is there anything else you can say about that? 
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Appendix 8 

Guidelines for interviews with child participants 

The specific approach of each individual interview with a child will be 

determined by the child’s age and information gleaned from the parent 

regarding the child’s level of knowledge of the parent’s mental illness.  

Younger children may not be aware of parent’s mental illness but may still be 

able to relate their experience of family life. Some children may be aware that 

Mum or Dad is sometimes ‘feeling unwell’. 

Older children may be aware that Mum or Dad has ‘depression’ for example or 

may even have been given information on mental illness to assist in their 

understanding. 

Therefore, with younger children, and to respect the boundaries of the parent’s, 

children will be encouraged to talk about their experience of family life without 

the interviewer directing children with regard to mental illness. For older 

children the interviewer will gently and sensitively enquire with regard to how 

the child understands the reason for the interview and their parent’s illness as 

well as being encouraged to talk about family life. 

For children of all ages the interview will be assisted by a shared task of creating 

an image their family home – the house, the members of the family and some 

of their characteristics via a tablet or paper and coloured pens and pencils. It is 

hoped that this task will encourage discussion and minimise the formality of the 

interview. 
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Appendix 9 
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Appendix 10

 

 

 

  


