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Abstract
Parental Mental Health Concerns (MHCs), including affective disorders, impact each family
member, making this "... a family experience - shared together but suffered separately"
(Marshall, Bell, &Moules, 2010, p.197). When a parent has a MHC, their partner and
children may be impacted in terms of their adjustment, mental health, social, emotional and
academic development and life satisfaction. Parental MHCs hold further implications for the
ways in which family members may interact and relate to each other. Alongside concerns
regarding deleterious long term outcomes for families there is however, also the potential for
resilience, bravery and possibilities that allow families to grow together and thrive.
Accordingly, a family focussed approach is important in understanding the perspective of
different members, without overlaying deficit laden expectations, frameworks or language.
The required supports of each family member should also be determined, along with the
subsequent interventions that might assist families to manage potential difficulties. To this
end, this thesis poses the following three research questions:
1. What is the experience of families where a parent has an affective disorder?
2. What intervention components help families with parental MHCs?
3. How do families respond to the design and development of a new parent-initiated and
family-focussed resource?
Four studies have been conducted to seek answers to these research questions. The first study
explored the experience of parental affective disorders using a family functioning model to
guide interviews with parents who have depression and / or anxiety. Parents in study one
described how their parenting and their way of interacting with family members changed
from times when they were ill, compared to times when they were not experiencing mental
health symptoms. These changes were most pertinent when performing their parenting role
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and remaining involved with their family. Parents perceived that changes to functioning
influenced the subsequent behaviours of other family members, e.g., increased uncertainty
and neediness in children. In addition, when ill, parents noted that communication within the
family was less frequent, more negative and more hostile and that other family members
might avoid talking altogether or use communication more cautiously. Finally, parents
indicated that their partner assumed extra family tasks and duties when they were ill.
Collectively, the results highlight possible intervention targets including family interactions,
communication and functioning, alongside various family roles.
Studies two and three employed a content analysis approach and the interviewing of experts
to identify the core components of family-focussed interventions targeting families where a
parent has a MHC. In study two, the focus was on identifying core components incorporated
in available interventions. In study three the focus was on considering what ideally might be
included in formal intervention supports, and who should deliver these. The importance of
psycho-education was emphasized with a particular focus on knowledge provision to each
family member about the impact of parental mental health on child development and
wellbeing. Other intervention elements included improving family communication, and
teaching skills such as positive parenting behaviours. Interestingly, results also indicated that
parents who receive interventions are supported to actively change the ways their family
interact and understand parental MHCs while children often receive coping strategies such as
cognitive restructuring, to help them manage or adapt, but not influence the family milieu.
Additionally, experts from study three did not rate skills training (such as coping skills) for
children to be as essential or important as other core components such as changes to the
environment including their role in the family. In terms of interventions, these results
highlight a missed opportunity for family focussed interventions that might service the needs
of children in an inclusive and empowering fashion. Moreover, study three found that,
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according to experts, clinicians’ supportive stance was essential for family engagement and
outcomes.
Study four extended the results of the previous studies by evaluating a particular resource, a
DVD, designed by consumers, and delivered to families in a matter congruent with their
needs and wishes. Consumers were able to assist in each step of the production of this
resource, which meant that parents contributed to the knowledge on the DVD and ensured it
was authentic and accurate. The DVD was evaluated using a mixed methods approach.
Quantitative data indicated the DVD significantly changed parents’ understanding of how
depression and / or anxiety can affect family members. Qualitative data from parent
interviews provided an in-depth account of the experience of watching this resource, and of
family outcomes which included holding discussions about parental MHCs with children.
Most parents were overwhelmingly positive about the resource, and emphasized the
importance of having support to talk about their MHCs with their family.
The thesis provides important information about the family experience of parental mental
health, and how functioning may fluctuate alongside mental health symptoms. Information
about how parents perceive these changes to affect each family member can be used to
identify specific areas for inclusion in psycho education, and for intervention. Ultimately,
results collected across the four studies convey hope by finding that family functioning is
dynamic rather than rigid, which indicates that positive family adaption to parental MHCs is
feasible. These results highlight the value of delivering support for family knowledge,
communication, skills training for parents in particular, as well as illuminating possible areas
of opportunity for intervention with children, and of service development and provision that
is consumer driven. A key message emanating from all studies includes the necessity of
ensuring that support is strengths-based and enables families to manage their family's
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parental MHCs while feeling valued, validated and hopeful. In this way, parental MHCs may
be regarded as a family experience - shared together and from which members can grow.
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Chapter One: General Introduction and Overview

Thesis Overview
Families are the most common and fundamental social unit that make up communities across
the globe. Additionally, families are a diverse organisational system, each uniquely shaped by
individual, societal and cultural factors. Almost every person can relate in some way to the
concept of family, whether it is having come from a family, living within a family and / or
starting a family of their own. There is a dynamic interplay in the way families influence and
meld family members, and the way family members meld and influence the family. In the
same way, mental health concerns (MHCs), which affect approximately one in five people
(Australian Bureau of Statistics, 2007), vary widely in their influence and presentation, and
can both impact and be impacted by families. Given the significance of families and mental
health in the functioning and quality of life of any given individual, it is essential that the
relationship between family and mental health is well understood and conditions for
adaptation and success provided.
Families affected by a parental MHC, including parents with an affective disorder, have been,
and remain a continued focus amongst researchers, workers, families and key stakeholders, as
evidenced by the many review papers and special journal editions dedicated to this topic (for
example, see Cowling &McGorry, 2012; Reupert &Maybery, 2009; Rutter, 1990; ZahnWaxler, 1995). Throughout this thesis, the acronym MHC is used to refer to mental health
conditions and mental illnesses, which can include diagnoses such as depression, anxiety and
psychoses. The term is used following guidelines indicating that "mental health concern" is
the preferred language of consumers (e.g., Hogg Foundation for Mental Health, 2013).
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Understanding the family experience of parental MHCs is a complex and dynamic task, given
the cyclic nature of many mental health conditions, the potentially iterative effects of parental
MHCs and family functioning (Hammen, Burge, & Adrian, 1991) and the potentially
varyingperspectives of individuals within families (Marshall, Bell, &Moules, 2010). An
exploration of family functioning in times of "wellness" and times of parental MHCsis
important, however, for identifying what a family requires, and their strengths and resources
they may utilise in managing parental MHCs.
Similarly, theoretical frameworks about parental MHCs have sought to identify the possible
risks as well as the potential strengths and resiliencies that may account for child and family
outcomes(e.g., Beardslee, Gladstone, Wright, & Cooper, 2003; Beardslee et al., 1997;
Compas et al., 2011; Nicholson, Albert, Gershenson, Williams,&Biebel, 2009; Solantaus,
Toikka, Alasuutari, Beardslee, &Paavonen, 2009). Attention has also turned to determining
what constitute core intervention components necessary to effect change in ameliorating risks
to children and improving the parenting experience (Nicholson, 2009). Furthermore, better
understanding of the ways in which families may contribute to, respond to and implement
interventions is a valuable next step to streamline a best practice evidence based approach.
The title of this thesis is “Refocussing the lens on families who experience parental MHCs,
including affective disorders: Understanding the family experience, core components of
supports, and exploring a parent-initiated and family-focussed resource.” The phrase
“refocussing the lens” comes from an interview with a parent about a new DVD resource
available to support families with parents who experience an affective disorder (this study is
described in further detail in articles four and five). The parent was referring to her new
understanding of the value of a family perspective of parental MHCs, and her thinking about
how her depression was experienced by her children and partner as well as herself. She
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consideredit was important for parents, workers and researchers to “refocus the lens” on
families, rather than to consider individual members in isolation. Her viewpoint is also shared
by this thesis, which aims to take a family perspective when considering parental MHCs.
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Research Questions.
The overarching goal of the thesis is to further develop an understanding of families with
parental MHCs and how best to support them, by seeking to answer three key research
questions, listed in the textbox below.

1. What is the experience of families where a parent has an affective disorder?
o How might family experiences change between times when parents have mental
health symptoms and times when parents have mental health wellness?
2. What intervention components help families with parental MHCs?
o What are the core components of effective interventions for families living with
parental MHCs
o To whom are these interventions directed?
o What is the intensity (frequency and duration) of these interventions?
o What do "experts" regard as core components to be delivered to parents,
partners, children and families who experience parental MHCs?
o Who should deliver the various intervention components to parents, partners,
children and families who experience parental MHCs?
3. What is the experience like for families who are involved in the design, development
and evaluation of a new parent-initiated and family-focussed resource?
o How might consumer parents be supported to construct a brief, parent-initiated
and family-focussed intervention?
o Would such an intervention facilitate or promote change in families who have a
parent with an affective disorder?
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Thesis Structure.
This is a thesis by publication. The thesis is divided into three sections, and comprises
comprise four
studies, from which five articles (all
( peer reviewed; four accepted publications and one
manuscript still in review) are derived. The studies and articles are displayed symbolically in
Figure 1.. Rather than a sequential story, it is hoped that the outcomes of each study offer
unique, complimentary and cumulative
cumul
information regarding how to best understand and
support families with parental MHCs.

Study One: Family
experiences of parental
MHCs
Article One: Parent
perceptions comparing
times of parental mental
health wellness and mental
illness using a family
functioning model

Study Two: Formal
supports available to
families with parental
MHCs
Article Two: A content
analysis of Intervention
Key Elements and
Assessments (IKEA)

Study Three: Support for
families with parental
MHCs

Family
functioning

Key
solutions for
the family

Expert views
about best
supports

Intervention
usage

Understanding and supporting families
who experience parental MHCs

Figure 1.A
A conceptual model of the “Refocussing the lens” PhD.

Article Three: How can we
help? Expert views on core
components of
interventions, delivery and
outcomes for families who
experience parental
affective disorders
Study Four: Interventions
that are parent-initiated
parent
and family focussed.
Article Four: Working
collect
collectively
to build a
family focus DVD resource
for parental affective
disorder
Article Five: Empowering
families where a parent
has a mental illness
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Thesis synopsis. In Section One, study one aims to understand the practises, knowledge and
feelings of families who have a parent with an affective disorder. The study does this by
asking parents how they feel their family operates when the parent is experiencing symptoms
of their MHC, and how parents feel their family functions when these symptoms are not
experienced. In Section Two, study two aims to identify the core components included in
formal supports for families with parental MHCs while study three invited workers and
researchers, considered "experts" in the field of parental MHCs, to identify what they
consider to be the important components of support to be provided to families where a parent
has an affective disorder. In Section Three, the fourth study describes in detail the design of a
parent-initiated intervention for families where a parent has an affective disorder (article
four), as well as an evaluation of how parents experienced and used this intervention within
their own family context (article five). The final study provides a particular example of the
sort of intervention that may be useful for families adjusting to parental MHCs.
The dual aims of the thesis, to develop an understanding of how families experience parental
MHCs and to explore what might help families to manage their experiences of parental
MHCs, necessitates a discussion of previous findings to offer background and context. The
framing chapter offers an in-depth review of literature to position the research questions of
the thesis into a context, and demonstrate the worthiness of pursuing these answers. Firstly,
the framing chapterreviews literature demonstrating that families with parents who have
MHCs constitute a significant population. Indeed, becoming a parent is as likely an outcome
for a person with a MHC as it is for persons without one (Nicholson et al., 2001). Research
has investigated what the experience of parental MHCs might be like from the perspective of
the parent affected, of their partner and extended family, of their children, and of the wider
community including the ways in which cultural context can influence and be influenced by
MHC experience. This has confirmed the importance of taking a strengths-based and family
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empowerment focus, and is reviewed in the framing chapter so as to provide background to
the arguments presented throughout the thesis about having a family focus, and in the final
study in particular, that evaluates a parent-initiatedand family-focussed intervention.
Secondly, there has been a plethora of studies conducted to establish the significant risk to
children, both in the immediate and the longer term when living with parents who have a
MHC. These risks include the increased likelihood of children developing their own MHC or
mental health symptoms, compared to other children (e.g., Rutter, 1990; Weissman, et al.,
1987; Weissman, Warner, Wickramaratne, Moreau, &Olfson, 1997; Weissman,
Wickramaratne, et al., 2006). Reviewing both the strengths that individual family members
utilise to cope with the parental MHC, as well as common challenges and difficulties that
parental MHCs may bring for each member allows the thesis to emphasise the significance of
research with this community. Furthermore, the review facilitates identification of possible
support needs that services might target to become family focussed. Offering a broad
perspective yields additional reason for investigation, due to the economic as well as the
psychosocial costs associated with parental MHCs. Reflecting on this provides an important
platform with which to ask what it is that current interventions deliver for use in these
families, to aid future refinement or development.
Thirdly, it is also essential to critically examine literature that has sought to explain why
adverse effects may occur for children and families who are managing parental MHCs. In the
past, researchers have sought to understand what variables associated with the parental MHC
might offer explanatory power for outcomes (e.g., Beardslee, Versage,& Gladstone, 1998;
Beardslee, Gladstone,& O'Connor, 2011; Goodman &Gotlib, 1999). Their endeavours have
produced seminal findingson the role of parenting, attachment and parenting style in helping
predict child outcomes of parental MHCs, and provide context to the question in this thesis
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about how parental affective disorder might affect a family's functioning. Likewise, in
seeking to understand how parental affective disorders can influence and shape a family, it is
important to consider how factors such as parent and child gender might interact to explain
the effects of parental MHCs. Similarly, research investigating how parental MHCs may
impact on theparent-child relationship and family functioning more generally, and how this
relates to children's pooroutcomes, is especially relevant. It is from this research that the
current question regarding how families function with and without symptoms of parental
MHCs has arisen. Moreover, the aim of this thesis to determine core components of supports
for families cannot be undertaken without first understanding what their needs might be.
Before offering this literature review in chapter two, two important topics of framing material
need to be presented. First,an overview of the target population, and some of the common
terms, and key definitions that appear throughout the thesis will be provided. Following
these, a brief discussion of the philosophical approaches that have guided the construction,
interpretation and output of the thesis will also be supplied, before key definitions and
abbreviations shall be provided.

Target population of the thesis
This thesis is concerned with families who have one or more parents experiencing a MHC,
with a specific focus on those who experience anxiety and / or depression. At times, the thesis
operates with the broader definition of MHCs, whilst at other times it focuses exclusively on
families with parental depression and / or anxiety (affective disorders).
The rationale for this comes from research indicating that MHCs, including depression,
bipolar affective disorder, anxiety disorders, eating disorders, substance abuse and
schizophrenia and other psychoses, have a shared variance in terms of their impact on
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families and the ways they might operate (Friedmann, et al., 1997), including the impact on
children (Downey & Coyne, 1990). This is further discussed in the framing chapter, which
outlines theories and research regarding why parental mental health can impact families and
children (please see the section titled "Factors offered to explain outcomes of parental
MHCs"). In understanding the needs of families with MHCs including how interventions
might support them, it is important to consider research across parental diagnoses.
At the same time, there areimportant issuesparticular to certain diagnoses.For example,
families who have a parent with an affective disorder have been found to have certain family
interactionstyle and experiences, different from other parental diagnoses (Gordon, Burge,
Hammen, & Adrian, 1989; Van Santvoort, van Doesum, & Reupert, 2015). Notwithstanding
these variances, depression and anxiety are two of the most common MHCs (Slade et al.,
2009), and understanding how these conditions might be experienced by families, as well as
how to address their needs, is also an important focus and topic for discussion.

Language and Terms of the Thesis
The thesis is governed by a strengths-based, empowerment focused approach to working with
families who experience parental MHCs. Thus, it follows that the language used to describe
their conditions and experiences is respectful, hopeful and considerate of the preferred terms
and language of people with lived experience. Selection of terms used to portray people can
influence the perceptions others hold for the person being described, and may be internalised
by the person themselves (Hogg Foundation for Mental Health, 2013). As such, the choice of
language and terminology used in research is critical. By means of example, there are many
different terms available to describe MHCs, which include “mental illness”, “mental
disorder”, “mental disease”, and “mental disability”. These have come under criticism by
stakeholders, as they "... reinforce the 'illness state' rather than the 'person' and do not at times
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reflect the life the person is able to maintain while living with mental health issues" (Illawarra
Shoalhaven Local Health Network, 2011, p. 3).
Guidelines available for the selection of mental health terms stress the underlying principle of
putting the person before the disability, emphasizing individuality over disability and
avoidingemotive or stereotypic descriptors (Department of Communities, Child Safety and
Disability Services, 2005). The Illawarra Shoalhaven Local Health Network, as part of the
New South Wales Government Health department developed a vocabulary list that contrasts a
strengths-based, recovery-focussed approach to mental health care (amongst them mental
illness/disorder/disease/disability), with a subsequent list of words or phrases that may be
used instead. They stipulate that the preferred list "... provides the opportunity to rearticulate
language in a way that is respectful" and that it comprises "... recovery-oriented language that
places people first, is strength based, non judgemental and concisely communicates the issue
at hand" (Illawarra Shoalhaven Local Health Network, 2011, p. 1). Whilst these comprise the
terms of choice for this thesis, it is important to recognise that other terms, such as mental
illness are commonly used in the literature. Furthermore, some journals stipulate their
preference for manuscripts to use particular terms when referring to MHCs. Therefore, while
non preferred terms appear in the list of definitions and abbreviations and have been used in
some of the articles, where possible, the consumer preferred term of ‘Mental Health
Concerns’ (MHCs) shall be employed instead.

Definitions and key terms.
Unless otherwise referenced, the following list of definitions and key terms have been
developed from information available from public mental health websites including the
Australian Government Department of Health, SANE, Mind Matters, Mindframe,
beyondblue, COPMI and the Mental Illness Fellowship.
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Affective Disorder. An affective disorder is a psychiatric diagnosis that involves a major
disturbance or change to mood. This can include diagnoses such as depression and associated
conditions such as bipolar mood disorder. It can also include anxiety and associated
diagnoses such as panic disorder (see anxiety disorders, below).
Anxiety. Anxiety is characterised by intense worry, nervousness and apprehension about
future events, and can be accompanied by physical symptoms, such as sweaty hands, dry
mouth, racing heart, shakiness, and shortness of breath. Psychological symptoms, such as
excessive fear, worry, obsessive thinking or catatrophizing, and behavioural symptoms such
as avoidance of places or situations are symptomatic of anxiety.
Anxiety disorders.A category of mental disorders characterised by persistent or frequent
feelings of anxiety and fear, not always connected to an obvious challenge and which impacts
upon daily functioning and quality of life. Anxiety refers to worry about possible future
events (see "anxiety" above), whilst fear refers to a reaction to current events. Different types
of anxiety conditions include generalised anxiety disorder, panic disorder, social phobia and
other specific phobias, and post traumatic stress disorder.
Carer. This is a term that can be used to refer to a person who holds a caring role with a
mental health consumer, often by virtue of being part of their family or sharing a close
relationship with them.
COPMI. Abbreviation forChildren of Parents with Mental Illness, whereby a young person
has at least one parent who experiences a MHC, and which might include depression,
anxiety, schizophrenia and bipolar disorder.
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Consumer. A term used to refer to a person who is obtaining or has previously obtained
treatment or support for a mental health concern, or who is receiving care for another person's
mental health concern.
Depression (Major depressive disorder / clinical depression). Depression is a common but
serious disorder that affects a person's mood, and creates feelings of sadness, hopelessness,
misery and little interest or pleasure from usual activities. Depression can affect a person's
behaviour, such as withdrawal, difficulty concentrating, disinterest in usual activities and
psychological feelings such as being unhappy, guilty, overwhelmed, irritable, disappointed,
frustrated or indecisive, thoughts such as those of being a failure, worthlessness, hopelessness
and pessimism, and physical symptoms such as tiredness or exhaustion, appetite changes,
difficulty sleeping, restlessness or limited physical activity. Types of depression can include
major depression, antenatal and postnatal depression, melancholia, psychotic depression and
bipolar affective disorder.
Externalising symptoms. Externalising symptoms refer to maladaptive behaviours that are
externalised or expressed outwardly, such as impulsivity, verbal or physical aggression,
destruction of property, and excessive physical activity such as restlessness and hyperactivity.
Family. The term "family" has a number of definitions, which can include concepts of
biologically related people, such as groups of persons of common ancestry or parent(s) and
their children, and / or socially related persons, which can include groups of people who live
together with or without children (Dickstein et al., 1998). For the purpose of this thesis, and
because the focus is on understanding how parental mental health concerns may affect family
members, family is defined as a basic social group comprising of one or more parent(s),
partners and their children, who identify themselves as a family unit.
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Family Functioning. Family functioning refers to the process by which families operate as a
whole, and the patterns of transactions between family members, such as communication,
that occur for the purpose of problem solving and of meeting the needs of members and the
family (Skinner, Steinhauer&Sitarenios, 2000). Family functioning can be understood as
occurring within a variety of domains, such as communication, the capacity of a person to
perform their family role, and the capacity of the family to meet the needs of its members.
Internalising symptoms. Internalising symptoms refer to behaviours whereby a person
internalises their problems, or keeps them hidden or to themselves. They can include such
signs and symptoms as withdrawal, anxiety, loneliness and depression.
Mental Health. Mental health refers to a sense of wellbeing, contentment and self esteem
which enables a person to appreciate day-to-day living, form positive relationships, manage
life's difficulties and use their ability to achieve goals and reach their potential.
Mental Health Concern (MHC). A MHC is a condition that affects a person's thoughts,
feelings and behaviour. There has been a distinction made in the literature between a MHC
and mental illness, where mental illness is view as more serious and meeting symptom
thresholds for diagnosis. For the purpose of this thesis, as MHC is the preferred term of
choice for many consumers (e.g., Hogg Foundation for Mental Health, 2013), MHC means
having a diagnosable mental illness, and the terms have been used interchangeably.
Mental Illness (MI). Mental illness is a health problem that significantly affects the way a
person thinks, feels and behaves, and impacts on the quality of their lives including sense of
satisfaction and happiness, relationships with others, capacity to achieve their goals and
potential including work and leisure activities. It is accompanied by symptoms that meet
criteria for a diagnosis, and which could include anxiety, depression, schizophrenia, bipolar
mood disorder, personality disorders and eating disorders. Mental illnesses vary from person
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to person in terms of the degree of severity, and of the frequency in which they might occur
or reoccur. Other terms for mental illness can include mental disorder, mental impairment or
psychiatric illness or psychiatric disability.
Psycho-education. This term refers to the provision of information and knowledge that is
offered to individuals with a MHC and their families to help enable them to understand their
condition, and to manage their MHC in an optimal fashion.
(Mental Health) Researcher. A mental health researcher is a person who conducts research
and investigation into aspects of mental health.
Stigma. A sense of shame, guilt and inferiority associated with a particular circumstance or
quality, such as a MHC. This might include self-stigma where an individual internalises
feelings of shame associated with their MHC or public stigma, where members of the general
public endorse stereotypes that lead to a stigmatizing attitude and on this basis discriminate or
generally devalue these individuals.
Wellness. See Mental Health.
(Mental Health) Worker. A mental health worker is a person who works with individuals
who have a MHC to offer support, therapy, and / or treatment. Mental health workers have a
variety of different qualifications, including nursing, psychology, psychiatry, social work,
occupational therapy, counselling and specialised therapist (e.g., family therapist).
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An Outline of the Philosophy Guiding the Thesis.
Three central philosophical foundations guide the thesis. The first is the position that
parenting is a core activity that many individuals decide to undertake, and is a choice that
ought to be available and supported, regardless of mental health status. Secondly, approaches
to understand and support families with parental MHCs, need to balance the importance of
acknowledging areas of need or concern with ensuring that investigation and intervention are
conducted in a manner that enhances the strengths of families and empowers their sense of
confidence, expertise and hope. Lastly, research should aim to improve learning and
contribute knowledge back to the community; taking a field-building approach helps to guide
the translation of knowledge into meaningful contribution, with the aim of dissemination and
utilisation.

Parenting as a key normative experience, and basic human right.
The family is the natural and fundamental group unit of society and is
entitled to protection by society and the State.

(Section Three, Article 16, Universal Declaration of Human Rights)
Parents with serious mental illness represent a unique subset of mental
health clients who, as a result of their illness and the demands of
parenthood, need providers to give special attention to social support and
treatment issues.

(Ackerson, 2003a, p.189)
The decision to become a parent and begin a family is a basic right, and may bring joy,
meaning and fulfilment to many who embark upon it. It is also a choice that conveys
responsibilities, for the parent(s) and their family in terms of meeting the needs of each of its
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members, and also for the wider community to support these processes and the family unit as
a whole. Parental MHCs, including affective disorders, can increase a family’s vulnerability
and confer risk for all family members (Rutter, 1990; Weissman, et al., 1987; Weissman,
Warner, Wickramaratne, Moreau, &Olfson, 1997; Weissman, Wickramarante, et al., 2006).
To this end, professionals who work with adults experiencing MHCs are beholden to identify,
understand and work with potentially vulnerable family units.

Taking a strengths-based, empowerment focussed approach to working with families
who experience parental mental health concerns
If we ask people to look for deficits, they will usually find them, and
their view of the situation will be colored by this. If we ask people to
look for successes, they will usually find them, and their view of the
situation will be colored by this.

(Kral, 1989, p.32)

[Strengths based practice is] … a philosophy of practice that builds on
family members' competencies, supports families to make decisions for
themselves, and focuses on enhancing the strengths of families, including
cultural strengths, rather than fixing deficits.

(Green, McAllister &Tarte, 2004, p.326)

Parenting is a highly valued role for parents, including those who have MHCs (Mowbray,
Oyserman, & Ross, 1995). Oyserman and colleagues (2000) argued that parenting is a major
social role that is both developmentally significant as well as a widely regarded status of
reaching adulthood. Despite this, past research has predominately focused on the adverse
aspects of parental MHCs, which has stigmatized parents and families (Bassett, Lampe, &
Lloyd, 1999). Ackerson (2003a)contends that policies have also impacted on the capacity for
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parents with MHCs to raise their children, and provides evidence that the process of
removing children from parents with MHCs has been made quicker by legislation targeting
this group. He (2003a)proposed that "parents who have a serious and persistent mental illness
are victimized twice" (p.188) through the diagnosis and effects of the MHC itself and then
the view that they are "permanently flawed and incapable of fulfilling one of society's most
cherished roles" (p.188). Boursnell(2007) similarly explainedthat "a lack of generosity from
public mental health services" (p.258) means either mental health consumers are not
identified as parents, or that when they are, their mental health status diminishes the
perceived quality of their parenting capacity. Furthermore, parents have traditionally received
support for their MHC from a system that views their mental health as an individual issue,
rather than a condition embedded within a family milieu (Ackerson, 2003a).
An alternative approach that does not discriminate against families with parental MHCs is
needed, and adopting a strengths-based model could provide this. Rapp, Saleebey and
Sullivan (2008) highlighted six standards of strengths-based practiceincluding:

•

Practice is goal oriented;

•

Focussing assessment on identifying and utilising resources people have available to
them intrinsically and from within the wider environment, such as other individuals,
groups, associations, and institutions. This stance is in contrast to a deficit or problem
focussed approach. Once identified, it is the duty of a worker to help link people into
these resources;

•

Ensuring that the methods used to identify the resources and strengths are made
explicit and are clearly linked to goal attainment;
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•

Ensuring that the relationship between worker and consumer provides a sense of hope
and optimism, which can be further supported by building strong connections with
other people and the community;

•

Ensuring that workers and researchers work collaboratively, to help increase choices
available to consumers, and to provide information and discussion about these so that
consumers may make an informed and meaningful decision of what is best for them.
The consumer holds the position of “expert”, while the worker offers explanation and
education about potential options.

There is emerging evidence that taking a strengths based approach to working with families,
especially those who could be considered vulnerable, is critical to intervention uptake and
outcomes (Abela et al., 2005; Milan, Snow,& Belay, 2009). Walsh (2002) has argued that
taking a family and strengths based approach allows families to identify "new possibilities in
a problem saturated situation, and overcome impasses to change and growth" (p. 130).
Family and strengths based approaches has increased service engagement, parenting
competency and interaction amongst family members (Green, McAllister, & Tarte, 2004). A
service delivery model that focuses on family resilience and which supports their strengths
has the added advantage of ensuring support is culturally appropriate, as it is "translated" by
families for their own unique family context (Beardslee & Knitzer, 2004; Fisher & Somerton,
2000). Similarly, involving consumers in the design and development of research may mean
that key research questions and outcomes are more likely to resonate with their needs and
wishes.
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Field building in the area of families affected by parental MHCs
...

Bold

aspirations

cannot

be

realized

without

a

critical

mass

of

organizations and individuals aligned and working effectively as a field

(The Bridgespan Group, 2009, p.2)

Whilst there has been considerable development in terms of awareness, understanding and
intervention in the area of parental MHCs, new and different questions are currently being
asked by many researchers and workers. For instance, workers have reported a need for
training and professional development that would support them to guide parents with MHCs
to appropriate services and provide the worker with further knowledge about these families
(Ackerson, 2003a; Maybery& Reupert, 2006). Similarly, there is a well-recognised gap
between research findings that guide intervention development and the subsequent
implementation into clinical practice (Contopoulos-Ioannidis, Alexiou, Gouvias, & Ioannidis,
2008). Those that develop programs for parents and families with parental MHCs do not
always utilise research evidence in their development, nor evaluate their effects using
methodologically sound processes (Reupert et al., 2009).
A paradigm shift, which encompasses questions of intervention components, implementation,
refinement and knowledge transfer may be conceptualised as second-generation research.
This research moves the fundamental question from whether or not a program is working, to
understanding why services are or are not effective (Guralnick, 1997). Such a research
agenda sits within the notion of field building. A field has been defined as "a community of
organizations and individuals working together towards a common goal, and using a set of
common approaches to achieving that goal" (The Bridgespan Group, 2009, p.2). Field
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building involves coordinating the collective work of those stakeholders working on a
particular problem or area in a way that enables them to collaborate efficiently, and is aligned
with the community in which it is positioned (The Bridgespan Group, 2009). Petrovich
(2013) describedelements of a strong field, which include research evidence, proven
programs, structures of collaboration, knowledge exchange, and assessment of progress.
Similarly, the Strong Field framework, written for the James Irvine foundation, recommended
that five elements be used to evaluate the strength of a field: shared identity, standards of
practice, knowledge base, leadership and grassroots support, and funding and supporting
policy (The Bridgespan Group, 2009).The aim of this thesis is to understand how to best
support families with parental MHCs; accordingly itpartly meets definitions for secondgeneration research, along with field building. This is because the thesis hopes to offer a
useful and alternative lens with which to conceptualise and guide future research goals and
desired outcomes, namely evidence-based practise and knowledge exchange.
Having provided an overview of the thesis structure, including how the target population and
key terms have been defined, as well as a discussion of the philosophical tenets important to
understanding how and why the research has been undertaken, the following chapter is now
presented. This chapter offers a review and discussion of the framing material with which to
make sense of the research questions and goals.
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Chapter Two: A Literature Review Of Families Affected ByMental Health
Concerns, includingParental Affective Disorder

Mental illness is a family experience - shared together, but
suffered separately
(Marshall, Bell, &Moules, 2010, p. 197)
In seeking to learn how families find living with MHCs, it is important to recognise that
individual members may have differing and equally important viewpoints. Similarly, there is
a dynamic interplay between family membersthatcannot be understood in total from a
unilateral vantage point. Appreciating the rates of parental MHCs, and then how this
experience may bring both sadness and worries as well as joys and meaning to each family
member lays important groundwork to exploring the evolving relationshipsbetween parent
MHCs and family and child outcomes. This framing chapter will review the epidemiological
research about MHCs as they affect parents, before turning attention to findings that
illuminate how parents, partners and children describe living with parental MHCs. This
creates the basis from which to ask how families function with parental MHCs, at times when
symptoms are present, as well as for times when MHCs are well managed and not
problematic. A brief review of how parental MHC might impact upon the wider community,
and of how culture may influence MHCs is also offered to provide an added context to both
the significance of parental MHCs, as well as the reasons why further investigation is
necessary. Finally, possible explanations for why parental MHCs may lead to adverse effects
for children will be presented to a rationale of the intervention components that may need to
be delivered.
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Epidemiology of Mental Health Concerns among Adults
MHCs are a common experience that can affect people of different ages, incomes, cultures,
beliefs and experiences. Worldwide, studies have indicated 25% of adults will experience
some form of MHC during their lifetime (The World Health Organization, 2011). In
Australia, where the studies of the thesis have taken place, approximately 9,000 people were
surveyed as part of the National Survey of Mental Health and Well-Being by the Australian
Bureau of Statistics (2007). Results showed that close to one in five adults had experienced
symptoms of a MHC inthe 12 months prior to the survey, with the most common experiences
being anxiety disorders (14.4%) and affective disorders (6.2%). Approximately 4% of
Australians will experience depression and 14% will experience anxiety in any given year.
Women are more likely than men to experience anxiety (18% compared with 11%) and
affective disorders (7.1% compared with 5.3%), and are more likely to have both depression
and anxiety co-occurring.
Many of the adults affected by MHCs will be parents, with research indicating that rates of
marriage and of having children are comparable between adults with and without
MHCs(Nicholson, Nason, Calabresi, &Yando, 1999). Nicholson, Biebel, Hinden, Henry and
Stier (2001) estimated that between two and three million US children at least have a parent
with a MHC. Prevalence data from Australia indicated that up to 23.3% ofchildren live with
parental MHCs in their family (Maybery et al., 2009). Nicholson and colleagues (2001)
determined that adults with MHCs were at least as likely, if not more likely, to be parents in
comparison to those without MHCs, and that amongst mothers and fathers, two of the most
common diagnoses were affective disorders and anxiety. Rates of depression amongst parents
can vary from 10-42% (Horwitz, Briggs-Gowan, Storfer-Isser, & Carter, 2007), with mothers
outnumbering fathers approximately two to one (Roy, et al., 2005). In a large, longitudinal
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survey of a representative community sample, Schreier and colleagues (2008) found that the
prevalence of any anxiety disorder amongst mothers was 27%.
The very act of becoming a parent can precipitate the onset of a MHC for both expectant
mothers and fathers. For example, rates of postnatal depression range from 10-20% amongst
new mothers (O'Hara & Swain, 1996). Another study, which asked a representative sample of
mothers to complete self-ratingsof MHC symptoms post delivery, found that 23.3% were
depressed and 8.7% had anxiety (Stuart, et al., 1998). Matthey, Barnett, Howies and
Kavanagh (2003) interviewed 408 women and 356 men six weeks following the birth of their
first child, using the Diagnostic Interview Schedule. They found that including measures of
anxiety intheir postpartum screen resulted in an increase in cases of mothers affected by
MHCs between 57 and 100% and 31-130% for fathers, above the rates of depression. The
authors argued that having children can be a worrisome time, and it is essential to look for
both depression and anxiety in all expectant parents.
Raising children may also contribute to the possibility of having MHCs. In particular, being a
mother of children aged five years old or younger can increase the risk for women to
experience MHC symptoms (Romans-Clarkson, Walton, Herbison, and Mullen, 1988).
Raising multiple, young children, particularly if a mother is under stress, makes it more likely
a mother will develop a MHC (Puckering, 1989). There can also occur a concordance for
MHCs between couples once they have children, especially when it is the father who first
experienced the MHC (Matthey et al., 2000; Raskin, Richman, & Gaines, 1990).
Collectively, epidemiological data and other research indicates that MHCs are common for
adults, and that parenting status may be a contributory factor in the likelihood that an
individual could develop a MHC or that it will be exacerbated.
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Experiences and long-term outcomes of parental mental health concerns,
including affective disorder.
Previous research concerned with exploring the immediate, short term and long term impact
of parental affective disorder will now be considered for parents, partners and extended
family and children, before examining the experience of parental MHCs for the wider
community.

Parents who have a mental health concern, including affective disorder.
Parents with MHCs share in the same joys, delights and challenges of parenting as people
without MHCs. At the same time however, parents with a MHC need to manage or otherwise
address the impact of their MHC on parenting and family life. Mental health, family
relationships and raising children are factors regarded by parents as "inextricably interwoven"
(Ackerson, 2003b, p. 111).
Parents with MHCs may worry about how the MHC impacts on their child raising
capabilities, and in turn, how their status as a parent with a MHC might be judged or
evaluated by other people, including those from educational, mental health and community
services. A number of studies have found that loss of custody, social isolation, stigma,
concerns about parentingtasks such as discipline and affection, child outcomes and issues
with service accessibility and delivery were common worries held by parents with affective
disorder (Ackerson, 2003b; Bassett, Lampe,& Lloyd, 1999; Bournsnell, 2007, 2014). The
reciprocity of experiences and interactions between family members means that an
individual’s MHC impacts other family members’ wellbeing and adjustment, and in turn,
family functioning may impact the individual with the illness.

25
Parenting with a MHC.Having an affective disorder can impact the parenting experience,
and the stresses associated with the MHC can exceed the adaptive resources available to the
parent and family (Friedmann, et al., 1997; Keitner& Miller, 1990). In one seminal paper,
Keitner and Miller (1990) found that mothers with depression were found to be more
submissive and reliant on others, less likely to communicate, less affectionate and less able to
discuss their feelings (than mothers without depression); this in turn was thought to
contribute to parents feeling uncertain about how to appropriately discipline children. Indeed,
mothers with MHCs identified that "having problems figuring out how to discipline" was
associated with times when they had felt bad about themselves as parents, and that
"regulating discipline" was one of the hardest aspects of parenting (Mowbray, Oyserman,&
Ross, 1995, p. 195). Similarly, another sample of parents felt they were inconsistent in their
parenting approaches, and at the same time, felt very protective of, and concerned for, their
family (Susman, Trickett, &Jannotti, 1985). In a consumer-initiated investigation, parents
indicated that MHCs meant that they interacted less frequently with their children and found
it difficult at times to share time together (Thomas &Kalucy, 2003). The authors sought to
explain that a lack of motivation, which could include difficulties with parenting tasks, can be
a symptom associated with MHCs such as depression and/or may result from anti-depressant
medication.
Parenting related cognitions and self-concept.The thoughts and cognitions of parents about
their parenting can be affected by MHCs. Mothers with depression made significantly more
negative attributions about their children and family interactions than did parents without
depression (Radke-Yarrow, Belmont, Nottelmann, & Young, 1990; cited in Zahl-Waxler,
Kochanska, Krupnick,&McKnew, 1990). They were more likely, than other parents, to view
themselves negatively, as inferior in terms of their own parenting practices, and had higher
rates of negative information processing (Goodman &Gotlib, 1999). Parents may worry about
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whether their challenges relate to the usual pressures and strains of everyday parenting, or
whether they are due to symptoms of their MHC; accordingly, they may risk 'overpathologizing' the normal problems that children face and their own reactions to parenting
stress (Nicholson, Sweeney, & Geller, 1998a). Furthermore, parents may experience a sense
of disconnect between their ideals for raising their children, and the reality of how they are
able to manage their role and performance (Boursnell, 2014).Over time, parents may
internalise experiences and possible perceptions of less than ideal parenting. For instance, a
bidirectional relationship can exist between symptoms of affective disorders and aspects of
parenting, such as thoughts, feelings and beliefs about raising children (Rogosch,
Mowbray,&Bogat, 1992).These experiences and beliefs detrimentally affect a parent’s sense
of competence and self-efficacy with regard to bringing up their children (Teti &Gelfand,
1991). In the later section concerned with explaining possible mechanisms of long term
outcomes associated with parental MHCs, the confidences and self-belief of parents will be
examined in terms of their predictive effects on child outcomes.
Parent experience of stigma.It is not simply parents’ doubts that can undermine their selfbelief and sense of capability: the attitudes, values and thoughts of wider society may make
parenting with a MHC challenging and disempowering. In a study by Nicholson, Sweeney
and Geller (1998a), 42 mothers were interviewed about their role and their MHC. They found
that the stigma of having a MHC and being a parent was felt by many of their participants
even before they conceived their children. One mother described this as like being
"sterilized" (p.638) by child protection services, because she believed that any baby she had
would immediately be removed from her care. In the same study, workers involved with
providing support to people and parents with MHCs concurred with this view, arguing that
other professionals automatically judged women with MHCsas incapable of caring for their
children. Furthermore, children's normative behaviours were viewed through the lens of

27
parental MHCs, providing additional worry for parents. Not only can stigma affect the way
parents feel about their role, it can also create a barrier for parents and their willingness to
discuss their MHC, or to seek treatment for them. Nicholson and colleagues (2001) noted,
"the single most pervasive factor affecting parents' access and participation in services is the
stigma accompanying mental illness" (p.15).
The significance of children and parenting.Alongside the challenges discussed above,
parents with MHCs also describe the positives of having children and the profound
significance parenting has on their sense of being. Ackerson (2003b) interviewed parents
whodescribed their closeness with their children asdeveloped through the hardships of mental
health, and an important factor to help the parent through future difficulties. "All the parents
who spent any period of time raising their children described the self-esteem they derived
from the parent role" (Ackerson, 2003b, p.116). Similarly, another study found that parents
expressthat bringing up their children is central to their existence, and a role that brought
meaning, joy and fulfilment (Sands, 1995). In a qualitative study by Mowbray, Oyserman and
Ross (1995), 24 mothers were interviewed about the meaning of parenting and children. They
explained that having children meant they could share love, take satisfaction from having
children and gain pleasure from watching children develop and achieve. For this sample,
children were central to their motivation for personal growth and wellness, and provided a
sense of purpose and self worth from the parenting role (Mowbray, Oyserman, & Ross, 1995)
The relationship between being a parent and the motivation to seek support for MHCs has
been an interest for a number of researchers. Previous findings have indicated that being a
parent can provide incentive for treatment, and a motivation to achieve recovery and wellness
for the sake of parenting and children (Nicholson, Sweeney, & Geller, 1998a). Conversely,
when workers fail to acknowledge or incorporateclient goals or hopes about
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parenting,consumers’ engagement and acceptance of treatment may be reduced (Oyserman,
Mowbray, &Zemencuk, 1994). At the same time, it can be very challenging for parents who
have MHCs to seek help, to become informed about possible treatment options, and find the
time and opportunity to take part in therapies.
In Nicholson, Sweeney and Geller’s interview study (1998a), mothers discussed the
difficulties in balancing their parenting and family role with their own personal needs,
without feeling stress, shame or guilt. As a consequence, they would often put the needs of
children before their own. For example, mothers described being unwilling to take
medication for their MHC because of the side effects on interactions with their children. They
also reported feeling unable to access an inpatient service because no one was available to
look after their children while they were in hospital. More recently, it was found that parents
were less likely than non parents to be active in their MHC treatment, a finding that Bonfils
and colleagues (2014) speculated might be because parents focused their energies on their
parenting role instead of making therapy decisions.Other research has indicated that a fear of
how they might be judged as parents, and in particular the fear regarding a loss of custody,
may create a barrier for parents to ask for help with MHCs(Bassett, Lampe, & Lloyd, 1999).
Socio-economic disadvantage.Despite opportunities for growth and the joy associated with
having a family, parents with MHCs may also face considerable long-term disadvantage
across a variety of socio-economic factors. Early research found that compared to mothers
without MHCs, mothers with depression rated their housing as more problematic, less safe,
lacking in adequate play space and in environments with difficult neighbours and more
physical danger such as increased rates of muggings or risk of assault (Cox, Puckering,
Pound & Mills, 1987). Parents from a US sample reported that amongst their greatest
concerns alongside having a MHC were factors including high unemployment which partly
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contributed to needing to live in areas that they felt were unsafe (Mowbray et al., 2002). They
also reported poor physical health and high levels of stress including financial worries
(Mowbray et al., 2002). In a large, nationally representative sample of working age people in
the United States, rates of employment among parents with MHCs was lower than for parents
without MHCs, and they were highly likely to be living below the US Census poverty
threshold. (Luciano, Nicholson, & Meara, 2014). Reupert and Maybery (2007) suggestedthat
when parents have MHCs, this can lead to "a snowball effect" (p.367) of other challenges,
including being financially strained, isolated and unable to work. Theorists such as Hammen
(2002; 2004) have further examined the cumulative effects of stressors such as these, which
shall be reviewed in the later section concerned with mechanisms that account for the effects
of parental MHCs.
Custody issues.Perhaps one of the greatest stressorsfor parents with MHCs is the potential
custody loss of their children. Sands (1995) found that mothers with MHCs were reticent to
discuss with their worker the challenges they faced when parenting their children and the
stresses associated with their role, partly due to their fears about losing their children. This
led the parents to minimise their own needs and the needs of children in their discussions,
which the author suggested could create missed opportunities for the provision of
interventions and supports (Sands, 1995). In regard to the Sands (1995) study, Nicholson,
Sweeney and Geller (1998a) argue these findings may be contextual and found as a result of
the interviews being held in child care centres.Instead, they found that when they interviewed
mothers in neutral locations such as a psychosocial rehabilitation "clubhouse" (p.637),
mothers were open and able to explore these parenting and child rearing issues freely and
spontaneously.
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Nonetheless, past evidence suggests that concerns about retaining care of children has
previously had some basis; rates of custody loss amongst parents with MHCs has been
estimated to be as high as 70% to 80% (Joseph et al., 1999; Mowbray et al., 1995; cited in
Nicholson et al., 2001). When parents lose care of their children, they may find it more
challenging to engage with MHC treatment, such as for a mother in the study of Nicholson,
Sweeney and Geller (1998a) who noted that her focus during therapy was feeling worried for
her children rather than being able to concentrate on recovery. Custody lossmay also have
lasting effects on the trust parents feel towards mental health workers (Diaz-Caneja&
Johnson, 2004). Most importantly, when parents lose custody of children, the grief and pain
of this experience has profound and lifelong effects (Nicholson, Sweeney and Geller, 1998a).
Summary of the experience of parents who have MHCs.
In summary, research suggests that having a MHC may affect the ways in which parents are
able to interact and share time with their children, including making it hard to offer consistent
discipline or feel confident aboutparenting decisions. Parental beliefs about raising their
children can become negative, which in turn may contribute to a sense of being inadequate or
less capable in their parenting role. This is perhaps confirmed or heightened if parents come
up against the judgement of others who believe and/or show that those with MHCs are not
able to raise children. These parents face other challenges, including being at a disadvantage
in terms of housing, employment and of the fear that they may not retain custody of their
children during times of being unwell. Despite this, parents with MHCs have been found to
experience deep love, pride, pleasure and delight from their children, which can act as
impetus to manage their MHC symptoms. It would seem key messages includes the need for
empowering and enabling assistance, practical considerations of social mobility and accesses,
as well as offering treatments that recognise the importance and value of a parenting role.
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Before pursuing this further, it is necessary to seek information and understanding about how
others in the family might find the reality of living with parental MHCs.

Partners and extended family.
Family members mayalso experience their own concerns and emotional distress when
another person in the family has symptoms of a MHC (Jacob, Frank, Kupfer, & Carpenter,
1987). Specific burdens, including reductions or limitations to social and leisure activities,
increased caring responsibilities and practical implications such as decreased family income
contribute to the emotional responses felt by spouses (Benazon& Coyne, 2000; Kahn, Coyne,
&Margolin, 1985) and of grandparents (Ochiltree, 2006).
Additional caring roles and duties for partners and extended family.Reupert and
Maybery (2007) found that possible issues for family members includes the additional
responsibilities and caring roles they may need to assume when the other parent is unwell,
particularly when this person is hospitalized. Family members often provide much of the
emotional and practical care of individuals with a MHC (Lefley, 1996), and they may need to
provide caring duties to children. Kornhaber (1996, cited in Ochiltree, 2006) suggested that
when grandparents take on too much responsibility for their grandchildren the pleasure of
spending time with grandchildren may lose its 'magical elements'. Ochiltree (2006) outlines
many of the issues facing grandparents who care for grandchildren whenadult children were
unable to parent due to MHCsand/or substance abuse problems. This included legal, financial
and health related consequences (Ochiltree, 2006). Grandparents may feel isolated from
friends and from social opportunities, have fewer chances to indulge their grandchildren as
they are responsible for parenting duties andreport feeling tired and overworked(Ochiltree,
2006). Long term implications includes the impact of this caring role on the relationship
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grandparents have with their adult children. Caring for one set of grandchildren may also
impact their capacity to act as grandparents to their other grandchildren (Ochiltree, 2006).
The parent with the MHC may also be impacted when other family members care for
children. Nicholson, Sweeney and Geller (1998b) found that while extended family often
provided important support to mothers with MHCs, at times, some overstepped this role,
leaving mothers feeling inadequate, and insufficiently consulted about family decisions.
Similarly, Ochiltree (2006) found that parents with MHCs and grandparents most frequently
disagreed about child behaviour and discipline. In their review of concerns for parents with
MHCs, Nicholson and colleagues (2001) noted that family members, including partners, can
be the primary source of support for a mother with a MHC and help buffer them against
stress, but they can also become a source of additional pressure and undermine their
parenting and recovery.
Impact on romantic partnerships.Spousal relationships are also affected by parental
MHCs. An early review by Beach, Whisman and O'Leary (1994) explored the difficulties
associated with having a partner who experienced depression and found that negativity and
conflict were commonly experienced by such couples. Other research has found that marital
problems are higher for couples where one person has a MHC (Rounsaville, Prusoff,
&Weissman, 1980), which may explain the greater rates of separation and divorce for parents
with MHCs reported in early studies (Briscoe, Smith, Robins, Marten, & Gaskin, 1973;
Downey & Coyne, 1990; Woodruff, Guze, & Clayton, 1972). Indeed, one publication
reported that the risk of experiencing a relationship breakdown within the upcoming year was
as high as 70% for people with depression and 50% for those with anxiety (Bruce, 1998).
This may mean that parents with MHCs are at risk of experiencing less spousal support for
their parenting role and for the management of their MHCs.
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Others have investigated whether the effects of MHCs on partnerships might differ according
to diagnosis. Whilst marital dissatisfaction was found to be associated with the presence of
MHCs including depression, anxiety and substance misuse, covariance analyses indicated
that it was uniquely associated with depression and posttraumatic stress disorder for women,
and dysthymia for men (Whisman, 1999). Hickey and colleagues (2005) compared couples
with either depression, anxiety or no MHC on their ratings across a variety of measures
including marital and family functioning, quality of life and stress. They found that where
one person had depression both members of the couple faced significant difficulties including
lower quality of life, increased stress, less social support, poorer family functioning and
marital satisfaction and poorer relationship attributions. There was slightly less agreement
between couples where one person was affected by anxiety on the same set of ratings, with
the person who had anxiety tending to report lower quality of life, higher marital distress and
more difficulties with problem solving communication. Overall, however, couples where a
person had anxiety were more similar to the control group, and shared many of their strengths
such as low life stress, good family communication, better marital functioning and
satisfaction, and neutral relationship attributions.
In relation to depression, Jacob and colleagues (1987) noted that the disinterest and
withdrawal that can accompany depression were factors that evoked emotional distress in
family members. In other research examining the effects of depression for men and women
and their relationships, wives of men with depression were found to be more distressed than
husbands of women with depression (Benazon& Coyne, 2000). This was hypothesized to
relate either to women reporting more distress, or having a greater orientation to the needs,
feelings and distress of their partners.
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Much of the previous research about living with a partner with a MCH has focussed on
understanding the psychological strain this can bring about. Spouses may experience distress
in the form of anxiety, frustration, shame or guilt, worry and grief (Kahn et al., 1985). Factors
such as the ways in which couples work together may influence relationship outcomes such
levels of distress and chance of separation (Bruce, 1998). Partners reported that decreased
social interaction and leisure as well as financial strain can contribute to marital pressures,
and that the diminished interest and depressive helplessness expressed by their spouses can
cause considerable despair (Fadden et al., 1987, cited in Benazon& Coyne, 2000). Similarly,
Benazon and Coyne (2000) found that partners of people with depression describeda sense of
burden when their partners experienced symptoms such as worthlessness, lost energy and
worrying. They were also worriedtheir spouse would become depressed again (Benazon&
Coyne, 2000). The authors argued that this places partners of those with a MHC at risk of
ongoing emotional strain; in the longer term, they note partners can develop negative
attitudes towards a spouse with a MHC and risk becoming "intolerant of the burden and
disruption in their lives posed by living with a depressed spouse." (p.76).
Not all studies of people and partners with MHCs report wholly adverse findings: in
Ackerson's (2003b) study, one parent described how her relationship with her husband who
had a MHC provided her with incentive to manage her own mental health. For others in the
same study, however, MHCs were seen to cause relational strain and / or could be
exacerbated by relational strain, suggesting a possible bidirectional interaction between
having a MHC and the impact on relationships and their functioning. To add further
complexity to this interplay, others have noted that mothers with depression are more likely
to have a partner who also has a MHC and/or substance misuse (Brennan, Hammen, Katz,
&LeBrocque, 2002). Longitudinal findings show the importance of relationship factors when
considering therapeutic intervention for MHCs, in as much as relationship difficulties can
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adversely impact upon the treatment a parent might receive for their MHC, and that couple
based interventions offer hope for supporting both MHCs and relationship problems
concomitantly (Whisman&Baucom, 2012).
Summary of the experience of thepartners and extended family of parents who have
MHCs.
Altogether, prior research indicates that for families, having a parent with a MHC can
contribute to worries and strains for partners and other adult family members. People describe
having less opportunities for the enjoyable aspects of family life, such as spending time
together, pursuing social activities, or enjoying special times with grandchildren.
Furthermore, partners and adult family members spend time worrying about the parent, and /
or providing care of their children, and also offering support to the unwell parent, which may
be emotionally taxing. This appears to be the case for many families where a parents has a
MHC, and especially when the MHC in question involves depression. The risksrelated to the
sustainability of partnerships under the pressures of MHCs holds implications for the family
life of children and underscore the need to offer further support for other adult family
members.

Children of parents with a MHC.
Perhaps the greatest focus of attention for research about parental MHCs has revolved around
children’s experience of living in these families and their subsequent outcomes. Living with a
parent with a MHC can present a number of significant challenges, although there is
acknowledgement in the literature that there are also positives. Indeed, children who have
parents with MHCs have differentiated between these times with terms such as "good days
and bad days" (Riebschleger, 2004, p. 25). Gladstone, Boydell, Seeman and McKeever
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(2011) also affirmed young people’s experiences of good and bad days in a thematic analysis
of 20 qualitative studies about the experiences of these children. Good days were those when
parents were engaged and involved with their children and participated in household chores
or activities. Bad times were described by children as the withdrawal of parents, although
some children alternatively experienced this as a deliberate parent choice in order to
shieldchildren from negative interactions or difficulties (Gladstone et al., 2011). Bad days
also included the sense of fear or upset from their parents’ behaviours, as related to the MHC
(Gladstone, et al., 2011).
Knowledge about parental MHCs.As argued by Foster (2010), children are often unaware
or are not informed that their parent has a MHC. For some children, not understanding the
symptoms associated with parental depression means that parental MHCs are a frightening
experience (Garley, Gallop, Johnston &Pipitone, 1997); at the same time, children "often feel
the vulnerabilities in their parent" (Van Parys &Rober, 2013, p.330) and can be aware that
something is wrong for the parent without knowing what it is (Van Parys &Rober, 2013).
Hence, children may misinterpret the symptoms of parental MHCs and/or believe that their
parent’s behaviour is a result of their own misbehaviour (Riebschleger, 2004). Not knowing
about the parent's MHC may also mean that some children find it hard to distinguish between
the MHC and the parent, who become one and the same (Foster, 2010). This may lead to
circumstances where children view the behaviours of the parent as reflective of the parent as
a person, rather than as the symptoms of the MHC.
When children do know about their parent’s MHCs, they may hold erroneous beliefs about
the condition (such as the MHC being contagious), or may worry about also developing the
MHC themselves (Garley, et al., 1997; Riebschleger, 2004). In an interview based study,
Riebschleger (2004) found that most children were not told about their parent’s MHCs. The
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children instead used behavioural descriptors to explain their parent’s behaviours and did not
disclose to others their concerns. Similarly, amongst a small sample of six children whose
parents had a MHC, there were "numerous and varied responses" (p.100) to questions about
what might trigger or cause a mood disorder (Garley, et al., 1997). In this study, the young
people described a strong desire for information, and were frustrated when their questions
were not addressed. They struggled to make sense of their parents’ MHCs, and sought
information from a variety of sources (Garley, et al., 1997). Other studies have found that
children worry about their parent having repeated episodes of MHCs and hospitalizations
(Gladstone et al., 2011), and some were concerned about possible parent suicide
(Riebschleger, 2004).
Stigma and social isolation. For some children, parental MHCs may be viewed as shameful
and hence not to be discussed with other children or adults both within and external to the
family (Aldridge, 2006; Dunn, 1993). Subsequently, inviting friends home might not be
feasible, for concerns that the parent's MHCs or associated behaviours might be apparent
(Dunn, 1993). The interviewed adult children in Dunn’s study (1993) recalled that when their
parent had been identified as having a MHC, their family was ostracized and their parent
made fun of. Participants discussed how painful this was for them to observe, and
subsequently acquired a sense of isolation and of being "different" or "wrong".
Similarly, another sample of adult children of parents with MHCs described feeling
dissimilar to other children, and whilst some were teased or excluded because of their parents'
MHCs, others felt that their own self perceptions made it hard to fit into, and navigate their
social world (Foster, 2010). Furthermore, the same adults reported a sense of disconnect
within their relationship with their parent. Such a finding implies that some children may
have a sense of isolation, both within their peer group as well as within their family. That
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said, however, participants also described their sense of closeness to the other parent,
extended family and siblings, and of the significant value adult friends, teachers and
neighbours played in their lives (Foster, 2010), a finding also affirmed by participants in the
study by Dunn (1993).
Family separation and out of home care.Parental MHCs may mean that at times family
interactions can be unpredictable and chaotic (Foster, 2010; Reupert &Maybery, 2007). In
some cases, parental MHCs might also mean that children are unable to be cared for by their
parents (Mowbray, Oyserman, Bybee, & MacFarlane, 2002). The adult children of parents
with a MHC interviewed by Dunn (1993) and Foster (2010) recalled their parent's frequent
hospitalizations and noted that their parent’s treatments were not discussed with them,
leaving them confused and uncertain, making it hard for some to remain emotionally
connected to their parent. One participant stated, "my mother would go off and be
hospitalized and nobody would tell us when she'd be back" (Dunn, 1993, p.180). Likewise, in
another study seeking the views of children of parents with MHCs, times of separation due to
hospitalisation were difficult to comprehend, although there was also a sense of relief that
their parent was being cared for (Garley, Gallop, Johnston &Pipitone, 1997). Parents’
hospitalization also allowed the young person to be looked after by another family member,
an opportunity that some young people enjoyed (Garley, et al., 1997).
Children's coping strategies.In the face of their parent’s MHCs children may adapt various
coping strategies. In one interview based study with young people, participants described
distracting themselves from their parent’s MHC, by reading, watching television or playing
sport (Garley, Gallop, Johnston, &Pipitone, 1997). For some children, coping can include
active strategies such as attending support groups or engaging in counselling; maladaptive
coping strategies might also be employed such as using substances (Polkki et al., 2004).
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Children have also sought ways to gain mastery over their lives and to care for themselves
(Foster, 2010). Indeed, as adults, the sense of predictability and control was important,
because the adults recognised that as children, they had felt unsafe and that their home
situation was out of control (Foster, 2010). Riebschleger (2004) made the interesting
observation that many children spontaneously described the behaviours they used to cope
with symptoms of parental MHCs as "... ignoring, avoiding, and / or attempting to reduce the
family stress by increasing care-giving behaviours" (p.27).
For some children, observing the symptoms experienced by their parent could also lead to
their feeling sad. Gladstone and colleagues (2011) similarly point out that some children were
not able to share their sadness or concerns with a parent, because the parent was experiencing
their MHC symptoms. This suggests that part of the experience for some children of parents
with MHCs is a sense of sorrow that their parent is going through an episode of being unwell,
and at the same time, they are unable to seek support or relief of these feelings by sharing it
with their care giver.
Additional caring roles.Many children provide care and support to parents, siblings and
other relatives when a parent has a MHC. One study estimates that 175,000 children in the
UK identify as 'young carers' (Aldridge, 2006) and some but not all of these carers will be
looking after parent with a MHC. Caring may be physical in nature, such as completing
house work, cooking, or shopping, as well as emotional, such as listening to the problems of
the parent, or offering emotional support to siblings.
The research investigating children’s experiences of caring for a parent who has a MHC is
somewhat mixed. Some studies emphasize the "burden" that children might feel about "role
reversals" (Garley, Gallop, Johnston, &Pipitone, 1997, p.101), or obligation some children
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have that there is no one else available to perform this care (Foster, 2010). Aldridge (2006)
explains in the context of children's caring that
To date, research that has looked at the impacts of parental mental ill health on
children has usually centred on child protection or health and medical factors and
has emphasized, in the main, detrimental outcomes for children and families
(Aldridge, 2006, p.81).
Van Parys and Rober (2013) argued that roles and responsibilities of the parent subsystem
and the child subsystem can become rearranged to meet the needs of the family, and that
parent MHCs, and depression in particular, is a context in which this "parentification" (p.331)
may occur. They make it clear that they conceptualise this process as operating along a
continuum, from adaptive, normative and reciprocal caring amongst family members through
to times where caring may be excessive and burdensome. This is an important assertion to
make, as, typically, caring by children of their parents has been found to have both positive
and negative consequences for the child (Aldridge, 2006).
From the negative viewpoint, children can miss key normative activities, such as
opportunities for social interaction, and may fall behind in academic pursuits, because of the
additional tasks of caring for their parent (Abraham & Stein, 2012; Foster, 2010). Some
children may find caring burdensome (Marsh et al., 1993) or feel compelled to perform it out
of guilt (Dunn, 1993). Some children describe “growing up in a hurry" (Foster, 2010,
p.3146), and that when caring continues into their adulthood, caring may place further
demands on their time and emotional resources that competes with their own family of
procreation, children or career (Foster, 2010). In another study involving adolescents with a
mother who had depression, emotional care but not physical care was associated with
children’s higher levels of anxious or depressed symptoms (Champion et al., 2009).
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Aldridge (2006) suggested that caring needs to be considered in the context of children’s
capacity for offering support, with concerns raised when the care requirements exceed what
could be reasonable to expect given the child's age, emotional maturity and sense of
understanding. Van Loon and colleagues (2015) explained that when parentification is
deleterious, it may be because the stress felt by children in offering care mediates the
experience of giving help and adverse outcomes such as problem behaviours. In other words,
the probability of a child's caring leading to problematic outcomes depends on the child's
perceptions of whether or not this caring is burdensome and stressful.
Conversely, Aldridge (2006) asserted that caring for parents may be comforting for some
children, and serve as a means to reduce their worrying about their parent. Findings from an
earlier study attest to this argument; the authors found that children of parents with MHCs
may offer increased levels of care giving to their parents because of the exposure to their
parents' negative emotions and conflict (Davies & Cummings, 1994). This prompted a desire
in the children to regulate or decrease the emotions of the parent in order to maintain the
child's own emotional security (Davies & Cummings, 1994). Hence, caring may be framed as
a form of control that children may employ to feel secure and to cope with parent symptoms,
by helping reduce them. Aldridge (2006) presented caring as interdependence between
parents and children, which can strengthen the bonds and attachment between them. Longer
term gains of caring were also identified by participants in Foster's (2010) study, who felt
they had developed independence and problem solving abilities because of the caring role
and supports they provided to their parents as children.
There have been several arguments made regarding the importance of recognising the role
that children may play in the MHC treatment of their parents, and of the barriers that can
prevent them from fulfilling a caring role when children want to assume this role. Parents
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themselves may try to shield children from their MHC, and conceal the name of their illness,
and information about their difficulties (Focht&Beardslee, 1996). Such actions make it hard
for children to offer help. In such instances, children face a conflict between wanting to offer
care and support to their parent, and being prevented from doing so, because parents do not
wish for them to be burdened (Van Parys &Rober, 2013).
Other studies have referred to the sense of invisibility some children may feel, when they are
not consulted or included in MHC treatment discussions held with health care workers, and
that their own questions regarding their parents' condition and treatment are not answered
(Garley, Gallop, Johnston, &Pipitone, 1997). Another qualitative study found children
developed their own understanding of medications and of parent hospitalizations, and that
visits to mental health services, and especially inpatient units could be uncomfortable or
strange (Riebschleger, 2004).
Developmental outcomes.For young children, exposure to parental MHCs can lead to
difficulties with emotional and cognitive development, behaviour, attachment, and physical
health (Radke-Yarrow, 1998; Radke-Yarrow &Klimes-Dougan, 2002). As children age and
become adolescents, having experience with parental MHCscan place them at risk regarding
functioning in school or work and for early pregnancy and substance misuse(Lewinsohn,
Olino, & Klein, 2005). In a seminal and extensive review of children with parents with
depression, differences in the psychological functioning of these children was found, which
included greater levels, compared to other children, of internalising and externalising
symptoms as self-reported and identified by teachers (Downey & Coyne,
1990).Subsequently, children with parents who experience depression received more
treatment for mental health, and scored higher on symptom checklists (Downey & Coyne,
1990). In one longitudinal study, adult children of parents with depression reported

43
significantly more emotional problems, than those growing up with parents who did not have
depression, and to have received comparatively more treatment from both inpatient and
outpatient services (Weissman, et al., 1987). Indeed, the same authors found that of those
children who went on to develop their own depression, 35% attempted suicide (Weissman et
al., 1992), which illustrates the potential severity and significance of this experience.
Emotional Development.Young people’s emotional development may be shaped by their
parent’s emotional expression, through modelling and social learning experiences. For
example, some earlier observational studiesnoted that when children showed anger, mothers
with depression typically responded with sadness, which had the effect of restraining the
children's frustration (Biglan et al., 1985; Hops et al., 1987, cited in Downey & Coyne,
1990).
Further information about children's emotional developmental trajectories comes from the
work of Zahn-Waxler and colleagues (1990), who studied patterns of guilt in children with
and without parents who have MHCs. The authors outlined the normative development of
feelings of guilt, and the opportunity for children to develop adaptive responses such as
making reparations or helping others, or maladaptive patterns, such as excessive self-blame.
In their study, children with parents who had depression describeddifferent guilt responses in
their narratives as elicited by target stories, including distortions or extreme positions in
relation to guilt feelings, such as hypersensitivity, tension or hostility (Zahn-Waxler,
Kochanska, Krupnick&McKnew 1990).
The emotional and psychosocial development of older children and adolescents, and the task
of identity formation, may be difficult to navigate without emotional support from parents
(Roustit, Campoy, Chaix, & Chauvin, 2010). From a long term perspective, Zahn-Waxler,
Kochanska, Krupnick andMcKnew (1990, p. 57) suggested that:
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Children who become over-involved in their parents' problems early in development,
in addition to experiencing guilt, may also develop tendencies to protect or distance
themselves from the distress of others, least they become overburdened or distressed
themselves.
As the authors continued, this positioning has implications for their future relationships with
others, and places them at risk of distress and the development of their own MHC if their
sense of responsibility remains unresolved and chaotic. For participants in Foster's (2010)
research, parents could be confusing or changeable in their behaviours and conversations, and
adult children described finding it difficult to remain consistently close and attached to their
parent. These issues with relationships continued into their adult connections, and adults
described their trouble with trust, intimation emotional connection and commitment. In a
longitudinal study by Lewinsohn, Olino and Klein (2005), a representative community
sample of adolescents was surveyed across a six to ten year period. Their findings indicated
that the sons and daughters of parents with depression experienced difficulties with their
psychosocial functioning, including less peer support, and that they reported more minor
stressors, less life satisfaction and more mental health service utilisation, than children of
parents without MHCs. These effects persisted into young adulthood, and were not mitigated
after controlling for offspring psychopathology.
Socialdevelopment. Given the above-mentioned difficulties children of parents with MHCs
may experience regardingtheir emotional development, along withstigma and isolation, it
seems logical that the social development in children is also impacted by parental MHCs.
Some researchers have sought to observe and explain the challenges children may have with
interacting and relating to peers as stemming in part from a home environment that does not
provide modelling and opportunities to learn a range of social skills. For example, Downey
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and Coyne (1990) argued that depression could reduce the frequency and rate of conversation
between parents and children, and alter the parents' use of tone and affective cues that help
children learn to modulate their own emotional expression in their interactions with others.
Furthermore, they found that parents with depression select strategies to manage exchanges
and negotiations with their children that are lower in cognitive demand, such as the use of
withdrawal, whilst parents without depression are more likely to use compromise or
explanation, which supports children to develop social strategies for managing conflict. This
rationale may account for findings that children from families where a parent has a MHC
may exhibit lower levels of social competence, and lower self-esteem than other children,
(Goodman &Gotlib, 1999), given the potentially fewer opportunities to learn and practice
skills and interactions that would facilitate these factors.
Adolescent social development may also be impacted by parental MHCs. In preliminary
research, Beardslee, Hickey-Schultz and Selman (1987) divided 172 adolescents into a high
risk (parental MHCs present) and comparison group (no parental MHC). They found that the
ability to interact collaboratively with others was negatively associated with the length of
time a parent had experienced a MHC, which predicted the young person's adaptive social
functioning. Parental MHC may adversely affect the development of a relational factor,
namely sharing mutual understanding, in adolescents, which in turn leads to poorer outcomes
for their social development. To extrapolate further, results imply that effects of parental
MHCs may have both short and long term consequences for social development, which may
operate on both proximal and distal factors. Indirect support for this can be found from
longitudinal research that indicated increased child-ratings of parental rejection was
associated with greater insecurity in adult close relationships (Shelton & Harold,
2008).Beardslee, Hickey-Schultz and Selman (1987) argued that there is significant value in
taking a developmental perspective alongside a diagnostic one, to help facilitate
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understanding of the challenges for children and youth with parents who have MHCs as they
segue and progress through key developmental milestones related to social interaction and
relationships.
Cognitive development and educational achievement.Having a parent with a MHC may also
hold implications for the academic and cognitive development of children. Whilst children of
parents with depression did not differ to children of parents without MHCs in terms of
cognitive ability and intellectual functioning, they have been found to receive significantly
more intervention in school for learning difficulties, including those that may stem from
challenges with sustaining attention for learning (Weissman et al., 1987). Expressive
language development was found to be lower in children with behavioural disturbances who
had mothers who had depression compared to children whose mothers did not have a MHC
(Cox, Puckering, Pound & Mills, 1987). Similar to social skill development, it may be that
learning opportunities from parents modelling expressive language could be fewer in the
families where a parent has a MHC that makes them more likely to be disengaged or
withdrawn.
Other factors have also been found to contribute to differences in cognitive ability; in their
review of studies examining the cognitive development in children with and without parents
who have depression, Sohr-Preston and Scaramella (2006, p. 77-78) concluded that:
… Children of depressed mothers are at risk for cognitive and language delays due to
a wide variety of mechanisms ... Potential mechanisms for adverse effects on
cognitive and language development include genetic risk, the intrauterine
environmental influences, reduced overall warmth and sensitivity, and qualitative and
quantitative differences in a variety of specific maternal behaviours that shape early
cognitive and language development.
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Trans-generational MHC.Perhaps one of the most frequently mentioned concerns regarding
children whose parents have a MHC is the intergenerational transmission of MHCs from
parents to children.There is considerable evidence that children face the risk that they will
developMHCs of their own, both during childhood, as well as later in adulthood (Beardslee,
et al., 1998; Goodman &Gotlib, 1999; Weissman, et al., 1987; Weissman, et al., 1997;
Weissman, Wickramarante, et al., 2006). Mowbray, Oyseman, Bybee and MacFarlane (2002)
suggested that between one third to one half of children whose mother has a serious MHC
will have a MHC diagnosable by the DSM at some point in their lifetime. In one longitudinal
study, more than 50% of people born to and brought up by a parent who had depression
experienced their own major depressive episode by the time they were 20 years of age
(Weissman, et al., 1992). Others have found that children of parents with depression are 4-6
times more likely to develop a mood disorder than children whose parents do not have
depression (Beardslee, Keller et al., 1993; Hammen, Burge, & Stansbury, 1990; Weissman, et
al., 1997). The risk of developing a mood disorder is especially heightened during early
adolescence (Focht-Birkerts&Beardslee, 2000) and for girls more so than boys (Sarigiani,
Heath, &Camarena, 2003). Similarly, children of parents who have an anxiety disorder are
four times more likely to develop anxiety themselves and two times more likely to have
another MHC diagnosis than children whose parents do not have anxiety (Micco et al., 2009).
Summary of the experience of children with parents who have MHCs.
The experience of parental MHCs for children is variable, complex, and can transcend many
aspects of their development. The knowledge children have about what their parent has or
experiences may influence their attributions and explanations for their parents’ behaviours;
misunderstanding can lead to mistruths about MHCs, including a sense of self blame or
responsibility for the MHC itself. Children may gain a sense from others that MHCs are a
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shameful or secretive topic that is taboo, which may prevent their holdingopen family
discussions or seeking knowledge, advice or support. This might be further reinforced by the
secondary or associative stigma children experience on account of having a parent with a
MHC (Dunn, 1993). Stigma and shame could also contribute to exacerbating children's sense
of isolation, whether because of exclusion by others, or as self-imposed because of the desire
to keep their parents' MHC a secret and the perception that others would not welcome them.
Social isolation takes on a greater meaning, too, when consideration is given to the
experiences of children who are further alienated through family separation or out of home
care. Accordingly, children may develop a variety of coping mechanisms, some healthy and
some maladaptive.
Caring for their parent is one method children may employ to reduce their worry, which
maystrengthen the parent-child bond. Conversely, when caring is disproportionate, it may
limit children’s social and educational opportunities, and become burdensome. Children's
development may be under threat from parental MHCs, and their chances to experience and
practice social competencies, regulation of emotional development, and achievement of
academic potential may be limited. That said children might become mature in other ways,
such as developing problem solving abilities and acquiring a real world, adult understanding
of life's challenges.
Lastly, trans-generational implications of parental MHCs may mean that children develop a
MHC themselves, at greater rates than do children whose parents do not have MHCs. Risk is
not the same as destiny, however, and knowing the risk and resilience factors that may
contribute to adverse outcomes in young people can play a crucial role in understanding
where, when and how to offer support. Looking at the mechanisms that help explain the
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effects of parental MHCs for children shall be the focus of a following section of this chapter,
once the wider, societal experiences associated with parental MHC has been considered.

Experience of Parental MHC for the Community.
As demonstrated in the previous sections, parental MHCs can affect the parents, partners,
children and families of those with these conditions; they can also impact on the wider
community. Results from the National Survey of Mental Health and Well-being (Sawyer et
al., 2007) examined data concerned with employment, including information about lost years
to disability, and demonstrates that MHCs are the third leading cause of disability burden in
Australia. This implies that a significant percentage of adults within the community are
unable to work on account of having a MHC. Qualitative research with parents who have
MHCs report that financial hardship, and difficulty providing for their children are factors
that cause substantial concern, sadness and regret (Mowbray, Oyserman& Ross, 1995).
Furthermore, some parents have indicated that while they would prefer to have employment,
they worry that their MHC shall render them unable to perform their job and would result in
their dismissal (MotlalepulaRampou, Havenga, &Madumo, 2015).
Mental health service use cost can be substantial and indicates the need for consideration
about how to ensure practices are cost effective and deliver optimal outcomes for clients. In
Australia, the Mental Health service usage data indicates that 35% of adults with MHCs had
accessed health services, and 29% had attended their GP within the 12 month period before
the surveywas undertaken (Sawyer et al., 2007). The same survey results indicated that
women were more likely than men to access health services for MHCs including anxiety
disorders (18% of women compared with 11% of men) and depression (7.1% of women
compared with 5.3% of men). Cost of treatment is also an issue for families, and the financial
difficulties that can stem from being unemployed has been found to preclude some parents
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with MHCs from accessing health services (Diaz-Caneja& Johnson, 2004). Furthermore,
survey results indicated that service usage was less amongst young people with MHCs, with
approximately one in four having received professional health care for mental health
treatment. Fifty percent of those young people who reported having the most serious and
acute MHC were not receiving support from a mental health service(Sawyer et al., 2007).
According to parents, reasons for not using professional services to help support children
were that services cost too much and they were not sure where and how to access
services(Sawyer et al., 2007).
This final point made by parents in the preceding paragraph highlights that alongside cost of
treatment, other additional questions for the wider community relate to treatment access, the
type and the quality of care that is provided, and developing the necessary resources to
develop worker competencies. In a comparison of programs and policies for parent clients
investigated at the beginning and the end of the 1990s decade, Biebel, Nicholson, Geller and
Fisher (2006) found that state mental health authorities "... continue to overlook adult clients
in their parenting role" (p.120), which was not accounted for by factors such as budgetary
constraints on service delivery. Maybery and Reupert (2006) explored the capacity of adult
mental health workers to meet the needs of parent clients. They reported that the workers
identified gaps to their knowledge and skills regarding parenting and child related concerns,
as well as time and resource limitations as barriers to the quality of their service delivery to
parents and children. Reupert and colleagues (2009) further advocated that available
programs for families with parental MHCs needs to be driven by the unique needs of families
at different times. For example, care for children during times of hospitalisation is a
commonly cited concern for parents who have MHCs that require in-patient treatment, with
parents expressing a wish that hospital psychiatric services become family friendly and offer
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alternative treatment delivery models that include children (MotlalepulaRampou, Havenga,
&Madumo, 2015).
Interventions also need to be family-run and family-focussed (Beardslee&Knitzer, 2004).
Having a family focus might improve the uptake of supports and reach a widepopulation
(MacFarlane, 2011). Survey data found that younger children were more likely to have seen a
paediatrician or family doctor, whilst older children tended to use school based counselling
services(Sawyer et al., 2007). This result indicates firstly the importance of wide ranging
services available across different sectors, and secondly the importance of training and
resources of workers regarding the particular needs of children and families with parental
MHCs. Furthermore, ways to lessen or remove barriers to accessing professional care for
families might include addressing availability and convenience of mental health care,
including better mental health promotion and addressing the affordability of services. To this
end, developing mental health models for nursing (Devlin & O'Brien, 1998) and other
disciplines, and ensuring transfer of family focussed resources (Reupert, et al., 2009) and
promoting theknowledge for workers about how best they might support families where a
parent has a MHC are important areas being investigated (Maybery& Reupert, 2006).
Cultural context.Taking a family-focussed approach to understanding and intervening in
instances where a family has a parent with a MHC necessitates an appreciation and curiosity
for the family’s cultural context. Firstly, a family’s cultural background and beliefs can
contribute variations in the way in which people parent, and the perceptions they might have
about parenting and families. In a large study of cultural variation between four primary
American ethnic groups, Julian, McKenry and McKelvey (1994) found that Caucasian
middle class families were typified by an authoritative style, whereby children learn to love
and respect each other, and to regard themselves as individuals who are free to be open and
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honest. The authors go on to suggest African American families place a greater emphasis on
respect for authority, a strong work ethic focussed on achievement and a greater movement to
balancing the rights of individuals with the needs of the family (and wider community)
group. These families were also typified by higher levels of Expressed Emotion (EE) for both
males and females, and greater likelihood of holding strong religious beliefs. Julian,
McKenry and McKelvey (1994) suggest that there is less consensus about the parenting
styles and family interactions amongst Mexican American families, with some descriptions
implying they tend towards permissive styles, others indicating an authoritarian styles, and
still others suggestive of nurturant and affectionate parenting within a patriarchal family
structure. The exploration of American Asian families would suggest patriarchal structures,
with filial piety, and a strong sense of the importance of family over individual freedoms, a
higher degree of emotional control and strong appreciation for the cultural history and
context of the family.
Julian, McKenrry and McKelvey (1994) make the point that there have been varying extents
of assimilation into Western culture.When they compared each of the four family groups on
an assortment of parenting measures (parenting attitude, behaviour and involvement), “…
there were far more cultural similarities than differences when socioeconomic status was
controlled … these data suggest that although there are some cultural differences in
parenting, these differences are not as extensive as would be predicted by cultural variant
models and related literature.” (p.35). As such, cultural and ethnic context upon family life is
dynamically interacting with a wider, multicultural community. It is also important to
consider how cultural context could influence not only parenting and family life, but also the
understanding of and response to a family member with a MHC. Lefley (1998) argues that it
is essential that a person with a MHC is not regarded in isolation of their family and cultural
identity, but that adequate attention is directed to their support systems, family roles and
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relationships. Nicholson and colleagues (2001) highlight that much of what is understood
about family life with parental MHCs has been born of studies with Caucasian, middle class
families, and suggest further research is needed to broaden our understandings.
Cross-cultural studies suggest that some aspects of the family environment can pose a risk to
the development, maintenance and the trans-generational heritability of MHCs. For example,
research has acknowledged that the ways and extent in which care-giving and social
support is expected and offered to those with MHCs can be supportive or stressful for
families of different cultural or ethnic background (Nicholson, et al., 2001).Lefley (1998)
argues the importance of how family roles are shaped by culture, which affect how
family members respond to having a MHC or for how their offer care to a person with
MHCs. For instance, modern, industrialist valuing of individualistic culture changes the
way people view the caring of a family member with a MHC, compared to collectivist
culture, where family members feel a sensor of compulsory care for others (Lefley,
1998). Furthermore, in the individualistic cultures, it is perhaps more difficult for an
individual to accept help, and may regard it as a sign of weakness or as threatening to
their autonomy. In contrast, sociocentric families expect that all members of a family
shall be involved in the care, treatment and recovery of a member with a MHC. Cultural
difference might also change the availability of care; in one study by White and
colleagues (1995; cited in Nicholson et al., 2001), Hispanic, Asian and African American
mothers with MHCs were more likely to be primary caregivers than Caucasian mothers
with MHCs. In another study, American and Hungarian families who had a mother with
depression were found to have poorer family functioning, as measured by the Family
Assessment Device (FAD), than families without maternal MHCs (Keitner, et al., 1990).
Further research by this group (Keitner et al., 1991) revealed that in the American
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families, members reported finding it hard to solve problems in the family, to
communicate and to remain involved with each other. For Hungarian families, different
aspects of family functioning were poorer than in the control group, and families
reported that issues included being able to set rules and boundaries. The authors
suggest that interplay exists between culture, MHCs and family functioning, and which
is important to consider for intervention and support.
Another research focus has been to explore the extent of EE between cultural groups, and
link this to findings indicating that high rates of EE are associated with higher rates of
psychiatric relapse (Vaughn & Leff, 1976; cited in Stanhope, 2002). Cultural context can also
influence the experience of the symptoms of MHCs and associated understanding and
acceptance of these. For instance, individualistic families have been found to have a higher
number of high EE relatives (Lefley, 1992; cited in Lefley, 1998), and which some
researchers have linked to a greater level of criticism of people with MHCs, and in viewing
the MHC as the fault and as controllable by the person (Barrowclough, Johnston, & Tarrier,
1994; cited in Lefley, 1998). Lefley (1998) theorises that this occurs within a cultural context
of valuing internal locus of control and personal responsibility. She contrasts this by
explaining that a study by Midlarsky (1995) found that Hispanic groups were more likely to
construe the MHC of relatives as being emotional in origin whilst European American groups
viewed them as medical. This second group were less likely to believe that a cure was
possible, and had the lowest rate of people with MHCs living with their relatives compared to
African Americans and to Hispanic family groups. Furthermore, Lefley (1998) declares
“almost all cross-ethnic comparisons have found lower perceived burden among African
American families of persons with psychiatric disabilities than among white American
families “ (p.101).
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In a similar study, Stanhope (2002) offers a comparison between Indian and American
families, with regards to culture, control and family involvement in the case of psychiatric
rehabilitation. He reports previous findings that Indian families have low EE (Hashemi &
Cochrane, 1999), whilst American families had greater rates of EE (Karno, et al., 1987).
Stanhope suggests that the beliefs Indian families hold in pre-destiny mean that they are more
likely and able to view any MHC as being beyond their control and responsibility. In
contrast, “Western notions of identify are very much based on the ability to be
independent, to pursue individual goals, and to have a sense of control over one’s
environment. The transition from this to a more paternal form of care is extremely
stressful for those seeking services in the West, as it indicates to the person a significant
decrease in status.” (p.277-278). The author further concludes (with regard to
psychosocial rehabilitation), that “the presence of extended families, the primacy of
family supports in Indian culture, and local of alternative community mental health
services, results in the majority of people with psychiatric disabilities being cared for by
their families. This level of care, together with family involvement in any services
received, is a considerable protective factors for those with psychiatric disorders”
(p.279).
Summary of the experience of parental MHC for the wider community.
National health data such as the survey results highlighted at the beginning of the preceding
sectionframes the bigger picture context of parental MHCs, which sits alongside the previous
discussion of the experience of parental MHCs for each of the family members. Synthesizing
this information may illustrate the strengths and the challenges that face this group of people,
and perhaps most importantly, the collective information about their experiences and how
best to intervene. Targeted support for families with MHCs, and especially family members
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who are unable to access helpis clearly much needed. Furthermore, stakeholders must
recognise the need to understand the unique experiences of a family, whilst appreciating how
their wider cultural context might interact with attitudes, family functioning, and beliefs
about MHCs including origin, responsibility, treatability, stigma and recovery. Before a
further exploration of how intervention can be undertaken, it is important to turn to research
findings that suggest why it is that parental MHCs may have adverse or deleterious effects for
family members and especially children.

Factors offered to explain outcomes of parental MHCs
Much of the research to date has turned to elucidating the causative pathways between
parental MHCs and child and family outcomes. As illustrated in the previous section, the
effects of parental MHCs for children are complex and may vary according to parent mental
health characteristics (e.g., number of episodes, severity, and symptoms), parenting
competency variables, external and available supports, financial and other demographic
factors, as well as child characteristics such as psychological stress or behaviours that foster
resilience (Goodman &Gotlib, 1999; 2002). Other family level factors that explain both the
positive and the adverse outcomes of parental MHCs, include family composition, family
roles, cultural context and parent-child relationships. In their review of the transmission and
the prevention of depression in children of parents who have an affective disorder, Beardslee,
Gladstone and O'Connor (2011, p. 1098)argued:
... there are many children who grow up in homes with depression who do not develop
impairments. In fact, it is the balance of risk factors and protective resources that
determines outcome.
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As such, having some understanding of what each of these factors might be, and how they
could contribute to outcomes may lead to the manipulation of circumstances to increase
resilience within children, parents and families. A brief examination of some of the core
factors suggested from research shall follow.

Factors related to the parental MHC.
Differences of outcomes according to diagnosis.As briefly outlined at the beginning of the
thesis, research within and across family populations of different parent diagnoses including
depression, bipolar disorder, anxiety, eating disorders, substance misuse and schizophrenia,
have suggested there is a generic and shared effect of having a parent with a MHC for
families (Friedmann, et al., 1997) and for children (Downey & Coyne, 1990). In a small study
comparing mothers with schizophrenia versus mothers with affective disorders, no significant
differences were found in maternal sensitivity according to diagnosis (Rogosch, Mowbray,
&Bogat, 1992), although the authors acknowledged that the sample size included was small,
which made providing firm conclusions difficult.
Methodological difficulties in answering the question regarding effect of diagnosis on the
outcomes of parental MHCs are not limited to small sample sizes. For instance, depression
often co-occurs with other disorders, and most commonly, anxiety (Downey & Coyne, 1990),
making it challenging to isolate the effects of differential MHCs. In another study,Oyserman,
Mowbray, Meares and Firminger (2000) found that maternal responses by women with
serious MHCs to their children was not affected by what sort of diagnosis they had; rather,
their symptom severity as well as community involvement was found to predict maternal
identity, which in turn shared a positive relationship with children. The authors also found
that diagnosis was not significantly related to parenting problems, and that current symptoms
and community functioning were more useful predictors of parenting capacity and strength.
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Symptom Presence and Severity.Downey and Coyne (1990) argued that it is essential to
understand the heterogeneous and recurrent nature of depression when considering how it
may impact upon children and family. For example, they stated that people with depression
experience an average of 5-6 episodes, of which most resolve within 6-9 months, although
some can last for more than two years. Moreover, the authors point out that between episodes
of depression, parents may suffer from dysthymia, which implies that home life might
continue to be affected by subclinical symptoms of MHCs, even after they have abated. This
hypothesis receives some support from findings that the severity of MHC symptoms has been
linked to worsening effects for children (Radke-Yarrow&Klime-Dougan, 2002).
Furthermore, child problems such as externalising behaviours and poor parent-child
interaction appear to continue, even after a depressive episode has subsided (Keitner& Miller,
1990; Stein et al., 1991). Other research, however presents evidence that child
psychopathology improves in a delayed fashion after depression has ceased (Garbor, Ciesla,
McCauley, Diamond, &Schloredt, 2011). It is increasingly recognised that treatment of
parent depression may help lower the risk for children (Weissman, Pilowsky et al., 2006).
Genetic risk and heritability. Attention has been given to the possible genetic heritability of
MHCs for children. In a large, multigenerational study, Weissman, et al., (2005) followed
three generations of families affected by depression. Results indicated that the children of
parents with depression had three times the chance of having a disorder, including but not
limited to depression (Weissman, Wickramaratne, et al., 2006). Indeed, the estimated portion
of variance of MHCs attributable to genetic risk is between 34 to 48 % for depression (Rutter,
Silberg, O'Connor, &Simonoff, 1999). In the longitudinal study by Weissman,
Wickramaratne and colleagues (2006), the third generation of children had elevated risk of
anxiety where the grandparent had depression as compared to children whose grandparents
did not have depression, suggesting that risk is not limited to one generation. In the case of

59
anxiety, there appears some amount of specificity in the subtype of anxiety that is passed
within families (Merikangas, Avenevoli, Dierker&Grillon, 1999).
However, it is not genetics alone that determines risk. Studies into the heritability of anxiety
provide signs that other factors are important in considering the trans-generational
transmission of MHCs. Berg Nielsen and colleagues (2002) reviewed a number of studies
concerned with parental MHCs and subsequent child MHC development, and concluded that
"individual-specific environmental factors seemed to account for approximately twice as
much variance in liability to phobias as do genetic factors" (Berg-Nielsen, Vikan& Dahl,
2002, p.537). In two studies by Murray and colleagues (2007; 2008), no differences were
found on behavioural measures associated with anxiety in infants with anxious mothers
verses those with non-anxious mothers, although there were later effects. The authors
suggested that these findings indicate the influence of environmental processes as well as a
possible anxious predisposition. Indeed, in their review of the experiences and outcomes for
children who have a parent with depression, Downey and Coyne (1990,p. 50) argued that
whilst heritability alone accounts for some of the variance in risk of MHC in children, "the
more appropriate question is how do genetic and other biological vulnerabilities combine
with contextual factors to influence child adjustment?"Hence it is important to pursue the
environmental factors that are potentially managed, adjusted or altered.

Factors related to the gender of parents and / or children.
Some researchers have strived to identify where there is risk associated with either mothers or
fathers, or to boys or girls that might explain why some children are at greater risk from
parental MHCs than others. This has led to investigations into whether outcomes of parental
MHCs are associated with the gender of either the parent who has the MHC (i.e., comparing
mothers and fathers) or of the child (i.e., comparing sons and daughters).
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Firstly, researchers have attempted to unravel the question of whether mothers and fathers
with MHCs might behave or be affected by their MHC in gender-specific ways, and which
may lead to differential outcomes for children. For example, in one research study comparing
parents, mothers with symptoms of depression were found to have more negative affect,
whilst fathers with symptoms of depression were found to interact less with their children
(Jacob & Johnson, 2001). Brennan and colleagues (2002) found significant correlations
between mother’s depression and internalizing and externalizing symptoms in children,
whilst for fathers with depression, this correlation was found for externalizing symptoms
only. That said, many researchers acknowledged that the larger proportion of studies into the
effects of parental MHCs and children have focussed on the role of mothers (Lewinsohn,
Olino& Klein, 2006; Sarigiani et al., 2003). The review conducted by Brennan, Hammen,
Katz and Le Brocque (2002, p. 1075) found that "only 26% of 577 empirical studies on
psychopathology in parents and the effects on their children examined both maternal and
paternal influences on psychopathology”. This focus on mothers might be due to the greater
number of women experiencing a disorder such as anxiety, compared with men, as well as
the likelihood that women are the primary care giver (Cresswell, Cooper, & Murray, 2015).
Studies that have explored the effects of paternal and maternal MHCs have largely found that
both can contribute to adverse child outcomes, in both the short and the longer term. For
example, the amount of emotional and behavioural difficulties in children was not different
between children of mothers or of fathers who had a MHC (Phares, Duhig, & Watkins,
2002). In another study, while having a mother with depression rather than a father with
depression could lead to higher numbers of adverse psychosocial outcomes for adolescents,
by early adulthood, either maternal or paternal depression was implicated in lower
educational attainment and quality of life as well as increased numbers of reported stressors
and more usage of mental health services (Lewinshon, Olino& Klein, 2006).Similarly,
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parenting styles and behaviours, and outcome measures of child adjustment were found to be
similar for fathers with anxiety as with mothers with anxiety (Aktar et al., 2013; 2014).
Other studies have considered the role of child gender in the effects and outcomes of parental
MHCs. Interestingly, one research study examined the effects of child gender and maternal
MHC symptoms, and reported that those mothers who had depression and had daughters
were found to have more negative affect, which was sustained for longer periods of time,
while mothers who had depression and who had sons did not differ in affect from the control
group (Radke-Yarrow, et al., 1993). Some investigators has suggested a bi-directionality
might exist, which can interact with parent gender, citing findings that children of mothers
with depression may behave with less compliance than children of fathers with depression,
and which can lead to increased conflict with their fathers (Dumas & Gibson, 1990).
In a related fashion, other research has found that being a girl can increase the risks
associated with parental MHCs. For instance, in one study, the level or threshold of
depression in mothers that was required to evoke caring behaviours from children was found
to be lower in girls rather than in boys, prompting the authors to suggest that daughters may
be more sensitive to the behaviours of their mothers (Radke-Yarrow, et al., 1994). Others
have similarly suggested that daughters may have a greater sensitivity to difficulties in their
relationship with their parent (Goodman &Gotlib, 1999), which might also elicit caretaking
responses. Such information about possible effects of gender seems particularly relevant
when families and professionals are assessing the effects of the MHC upon the family, and on
the roles, interactions and responsibilities family members might take.
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Factors related to the parenting, relationships and the family environment.
So far, a variety of individually based factors associated with the parent or the child have
been presented to explain the effects of parental MHCs on child outcomes. While each has
accompanying evidence that they may contribute risk, none offer consistently substantive
proof that they are sufficient in and of themselves to explicate the trans-generational
transmission of MHCs between parents and children. The relationships between these various
factors and the potentially cumulative effects may be better understood at a systems level
approach. Accordingly, several researchers have noted that explanatory factors such as parent
illness or genetic or biological mechanisms are insufficient to account for the wide range of
outcomes for children, and that relational factors, interactions, family and environmental
elements may mediate the relations between parental MHC and child adjustment (Davies
&Windle, 1997).
Parent-child interactions.As outlined in the experience and outcomes of parental MHCs, a
parent’s ability to enjoy and maintain close, personal relationships with their children can be
compromised by their symptoms of anxiety and/or depression (Billings, Conkite, & Moos,
1983; Compas et al., 2010; Lovejoy, Graczyk, O'Hare, &Neuman, 2000). Symptoms of
affective disorders can adversely impact on the interactions of the parent with other family
members, including children (Leadbeater, Bishop, & Raver, 1996). For example, amongst
697 fathers and 1320 mothers from a community sample, parents with MHCs were less likely
to play with, read to, hug or cuddle their children and were more likely to report frustration
with the parenting process as compared to those without affective disorder (Lyons-Ruth,
Wolfe, &Lyubchik, 2000).Mothers with severe depression have been found to interact less
with their children and to be less attentive to their needs than mothers without depression
(Jacobsen & Miller, 1999; Lee &Gotlib, 1989). Parental depression mightalso lead to
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disruptions in the ways parents interact to provide their childwith the stimulation that is
needed in the development of emotional expression and regulation (Ashman & Dawson,
2002, cited in Goodman &Gotlib, 2002). Compared to mothers without anxiety, mothers with
anxiety have been found to have higher scores of negative criticism of their children, which
in turn correlated with a higher number of child MHCs (Hirshfeld, Biederman, Brody,
Faraone, & Rosenbaum, 1997).
It may be that for some parents, their cognitions and beliefs about their ability as parents
contributes to difficulties with interacting with children. Following earlier qualitative
research indicating that mothers with MHCs viewed themselves less positively in their
parenting role (Mowbray, Oyserman, & Ross, 1995), Oyserman, Bybee, Mowbray and HartJohnson (2005) explored the effects that a lack of confidence in parenting practices might
have for women with MHCs. They found that there was a significant association between
having a MHC and exhibiting a parenting style that lacked self-assurance and follow through,
as well as with worse academic outcomes for children, such as lower grades and poorer
teacher reports for school behaviour. Furthermore, their measure of parenting style, and low
self-belief in particular, was found to completely mediate the direct relationship between
MHC status and the academic outcomes for children. Confidence for how to parent and to use
appropriate disciplinary practices to support children's development is important, and of
concern for families who experience parental MHCs; in the Berg Nielsen and colleagues
(2002) review, ineffective disciplinary practices was found to occur more frequently in
families with parental MHCs, which were related to internalising and externalising symptoms
in children.
It is interesting to note that parent perceptions of child mental health may be different to child
reports. For instance, maternal estimations of levels of depression in their adolescent children
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were higher than the depression levels directly reported by the adolescent (Fergusson,
Horwood, &Lynskey, 1995). Furthermore, although mothers with depression reported more
negative self-reports about the adequacy of their parenting, they did not differ from mothers
without depression in the way they were observed to interact with their children (Frankel &
Harmon, 1996). This could indicate that MHCs may make it hard for parents to raise their
children confidently, which could be further compounded by a sense that their parenting is
less skilled than others, and that their children are worse off than the children might report
themselves. It further demonstrates the potential 'power' for MHCs to negatively influence
and undermine beliefs about parenting and children, and suggests that any intervention or
support needs to ensure it is empowering and restorative of the premise that parents are
capable of caring for and managing their family, regardless of MHC status.
This saidthere is also sufficient evidence that the parent-child interactions and behaviours of
parents experiencing MHCs are associated with maladaptive coping responses in children.
For instance, higher levels of depressive symptoms in parents was found to be associated
with greater levels of internalising symptoms in children, whose use of secondary control
coping responses, such as acceptance, distraction and perceptions of self blame was also
significantly higher and which were independent predictors of their own internalising and
externalising symptoms (Fear et al., 2009). Children who experience anxiety have been found
to have parents more likely to use negative control, rejection and inconsistent parenting
responses (Rapee, 1997), and parents with anxiety are more likely to support children's
avoidant behaviours, which can contribute to increased anxiousness in children (Barrett,
Rapee, Dadds, & Ryan, 1996).
Using data gathered from the Canadian National Longitudinal Survey of Children and Youth,
child reports of the amounts of parental nurturance, rejection and monitoring mediated the
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relation between parental depression and child adjustment, including internalising and
externalising behaviours and pro-social behaviour (Elgar, Mills, McGraths, Waschbusch,
&Brownridge, 2007). From the opposite perspective, parenting warmth and involvement
were negatively related to rates of externalising behaviours in children of parents with
depression (McKee, et al., 2008). Other studies have reported that depressed parents risk the
other extreme of becoming overly involved (Cox, Puckering, Pound & Mills, 1987). RadkeYarrow (1998) discussed the propensity for some depressed mothers to view their children as
a source of comfort, forming excessively close and emotionally enmeshed relationships with
their children.Similarly in another study, children of parents with anxiety were granted less
autonomy from their parents (Siqueland, Kendall, & Steinberg, 1996).
Hostile, angry parenting styles have also received attention in the research. Some studies
reported that children of depressed parents are more likely to be exposed to higher levels of
irritability and anger than those with non-depressed parents (Rutter, 1990), and moreover,
parental irritability and criticism has been linked to externalising and internalizing behaviours
in children (Frye &Garbor, 2005). Radow and colleagues (2009) investigated parenting styles
associated with having a MHC that may communicate a sense of guilt or responsibility in
children. They cited findings from previous research indicating that parents with depression
deploy two types of guilt induction towards children, namely exaggeration of factors
foregone by parents for the child's benefit and making disparaging statements when the child
was not a fault, which let the child know they have been burdensome (Donatelli et al., 2007,
cited in Radow et al., 2009). Results from their subsequent investigation indicated that higher
levels of parental guilt induction were related to higher levels of child internalising
behaviours, which could lead to children experiencing difficulties such as accepting the
blame for parental distress, learned helplessness, and their own later MHC (Radow et al.,
2009; 2011). To this end, stakeholders involved in supporting families of parents with MHCs
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face a delicate balance of exploring and helping parents to alter interactional styles that could
be harmful for children, with ensuring that parenting confidence and self-belief is not eroded
in the process.
Attachment.Other researchers have investigated whether attachment between parents who
have MHCs and their child has been disrupted or adversely impacted, which could help
account for negative outcomes in children. One hypothesis predicts that depressive symptoms
that lead to parenting behaviours such as withdrawal and negativity, which in turn fosters an
anxious, disorganised attachment style with children, as well as reducing a parent's capacity
to offer nurturing behaviours or otherwise increasing the likelihood of withdrawal or neglect
(Mowbray &Oyserman, 2002). Abraham and Stein (2012) found that adults who had mothers
with an affective disorder recalled receiving less affection, and felt that their relationships
involved a high degree of obligation and role reversal. Children of parents with affective
disorders have been shown to demonstrate more negative and insecure attachment styles than
other children (Lyons-Ruth, et al., 2000), with accompanying behavioural difficulties
(Cicchetti, Rogosch&Toth, 1998), which subsequently relate to adverse child outcomes. For
example, in a longitudinal study by Milan, Snow and Belay (2009), the attachment quality
(secure or insecure) of young children at three years of age was found to moderate the
relationship between a depressive MHC in mothers and the depression symptoms in their
children at age 11.Attachment quality was a significant predictor of outcomes for children
whose parents had a history of depression (Abela, et al., 2005), as well as significantly
predicting depressive symptoms in children during a one year follow up (2009). Similarly, a
meta-analysis found that interpersonal impairment was more pronounced in families with a
currently depressed parent, although this lessened for families where a parent had recovered
from their MHC (Lovejoy, et al., 2000). It may be that improving factors such as parent-child
interaction, could have a flow on effect for parent-child attachment, and provide an additive
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benefit in terms of lowering the risk for children of poorer outcomes and increasing
protective resources to help them and their family to cope with parental MHCs.
Family level factors. McKinsey Crittenden, Landini and Kozlowska (2015, p. 32) argued:
Knowing a parents' psychiatric diagnosis is not enough for understanding how
parental psychopathology affects children's development. A "family functional
formulation" is needed; that is, an integrative explanation of how family members'
protective attachment strategies function for both each person and other family
members.
Evidence from longitudinal studies has linked parental MHCs with family impact. Depression
in parents has been associated with family discord, which was identified as a significant risk
factor for major depression and / or substance use in adult children at a 20 year follow up
(Pilowsky, Wickramaratne, Nomura, &Weissman, 2006). Earlier studies suggested that
depression especially seemed to impact at a family level.Families who had a mother with
depression were found by Keitner and colleagues (1986) and Miller and colleagues (1986) to
have more impaired family functioning when compared to families without maternal
depression, as well as compared to families with other parental MHCs including
schizophrenia, bipolar disorder and substance use.
In another large scale study, however, the nonspecific indicators of MHCs were better
predictors of family functioning than was diagnosis, including depression, anxiety, bipolar
disorder, miscellaneous category, as also compared to families without parental MHCs
(Dickstein et al., 1998). The authors further found that maternal MHCs and multiple
contextual risk were the best predictors of whole family functioning, as well as quality of
dyadic relationships such as between partners and parent-child connection. Others, too, have
found that low family cohesion, low family expressiveness and higher levels of family
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conflict were associated with having parent MHCs and poorer child outcomes, compared to
families where the parent did not have a MHC (Fendrich, Warner &Weissman, 1990).
Gender has already been identified as a factor that can shape the experience of parental
MHCs, and so too, has it been explored as a possible explanatory factor, in relation to family
level functioning and child outcomes. In a longitudinal study, four aspects of family discord,
namely stressful life events, parenting impairments, marital discord and low family intimacy
were consistent predictors of negative outcomes for adolescent girls of mothers with
depression, but not for boys (Davies &Windle, 1997). Once these factors were entered into
regression analysis, the relationship between parent MHCs and outcome for their daughters
was significantly reduced (Davies &Windle, 1997). The authors suggested that the
application of a gender intensification hypothesis to the interpretation of their findings leads
to further support that girls are socialised to value interpersonal relationships within the
family, and that their levels of concern and caring might render them vulnerable to finding it
difficult to stop thinking about and become overly involved in family problems, leading to
maladaptive coping, including conduct difficulties and alcohol misuse.
In another study of gender effects, Brennan, Hammen, Katz and Le Brocque (2002) found
that once youth reports about their relations with family members were entered into
regression analyses, maternal depression and paternal substance misuse no longer
significantly interacted to predict youth depression. When father's expressed emotions and
chronic family stress variables were entered into another regression analysis to see if they
would mediate the effect of maternal and paternal depression on youth externalising
disorders, there was no effect. The authors summarized, "the addition of these family
functioning variables as statistical controls did not eliminate the significant additive effects of
maternal and paternal depression on youth externalizing diagnostic outcomes" (Brennan,
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Hammen, Katz & Le Brocque, 2002, p.187). It may be that having two parents who have a
MHC means that the potential for family functioning to buffer the effects of MHCs for
children becomes neutralized in the face of higher-level stressors.
Family stress and socio-economic factors.Not only can chronic family stress play an
important role in the relationship between parental MHCs and child outcomes, but, as already
outlined, families who experience parental MHCsmay experience more stressors than
families without these concerns. Furthermore, exposure to stressful life events has been found
to contribute to the development of MHCs such as an anxiety diagnosis (Goodyer et al.,
1988). The causality between parental MHCs, life events and anxiety in children is
conceptualised by Murray and colleagues (2008) who suggested thatparental anxiety may
lead to more negative life experiences for children, which increases their risk of developing
anxiety directly and reducestheir sense of control. Another study recruited a large sample of
children(n=816) who had a parent with depression, and examined the effect of mild stress on
child signs of their ownMHCs(Espejo., et al., 2006). Findings indicated that adverse life
events and / or an anxiety disorder were associated with the children of depressed parents
showing significantly higher signs of depression after a mild stressor than children living
without these conditions(Espejo., et al., 2006). The authors argued that this may demonstrate
the interaction of having challenging life circumstances and anxiety may produce a stress
response to future stress, and which may link early anxiety with developing depression later
on.
Hammen (2002) argued that families with parental MHCs may experiencemultiple risk
factors, more so than other families, including poverty, poor housing and chronic health
problems. Socioeconomic factors accounted for approximately 8% of the variance in family
functioning between families with or without MHCs whilst the MHC contributed 9 to 23% of
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the variation (Friedmann, et al., 1997). Children report that they find the behaviour of the
parent with MHCs stressful, including their parent’s difficulties in being able to facilitate
social relationships, employment difficulties and the ensuing financial pressures (Hammen,
2002). The experiences of these stressors may trigger children'suse of maladaptive coping
strategies and subsequently the development of internalising and externalising behaviours
(Hammen 2002; 2004). Collectively, findings appear to imply that traumatic family stressors,
more common for families with parental MHCs can impact on family functioning, which can
leadto adverse outcomes in children, meaning that interventions for this group might also
consider stress in the wider environment.
Socialization experiences, learning through modelling and skill development.In the
earlier section concerned with describing emotional and social development outcomes for
children of parents with MHC, a number of studies were reviewed that indicted that
behaviours associated with parental MHCs might lead to adverse child outcomes, due to the
reduced opportunities for children to interact socially and learn important social competency
skills. As well, parents with affective disorders were found to be less able to facilitate or
sustain social interactions with their children, compared to families without these concerns
(Cox, et al., 1987; Stein, et al., 1991). Findings such as this has contributed to an argument
that exposure to parental affective disorders and deficiencies in both the parent-child
relationship and the social environment of the family, may render children less able to form
solid future relationships in adulthood (Beardslee, Schultz, & Selman, 1987), and contributes
risk to their mental health more broadly. Cresswell, Cooper and Murray (2015, p. 129)
suggested that "anxious parents may, as a function of their own disorder, place limits on their
children's wide experiences, a limitation that could inflate apprehension, reduce opportunities
to learn skills and develop independence, and create an overreliance on a limited number of
adults". They cited findings that children of parents with anxiety were less likely to be cared
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for by other people, and suggest that "the socialization practices of parents with anxiety
disorders may present a risk to child adjustment" (Cresswell, Cooper & Murray, 2015, p.
129).
Parents who are experiencing symptoms of their MHC may find it challenging to model
healthy coping behaviours in response to difficulties. One longitudinal study found that
mothers who had social anxiety displayed significantly more anxiety, interacted and engaged
less with a stranger, and were discouraging of their child's interactions with the stranger, than
mothers without anxiety (Murray et al., 2007). In a later follow up of the same study, mothers
with social anxiety were observed to make significantly more negative statements about
beginning school to their children, including attributions of threat and discouragement of
interactions, than mothers without anxiety (Murray et al., 2014). The authors argued that
children who observed their parents in this way are at greater risk of social adjustment, as
indicated by their higher propensity to meet criteria for social anxiety themselves.
Children exposed to ineffective, deficient or detrimental behaviours emulating from their
parent may be ill equipped to manage their own difficulties, and have poorer problem solving
skills, social competencies or self-care strategies. Parents with depression have children who
can exhibit challenging behaviours; this may be partly because the children have not received
the necessary modelling and social learning opportunities due to their parent’s mental health
status (Hammen, et al., 1990). Hence children may find it difficult to manage their own
reactions and adjustments to their parent’s MHCs. Indeed, Compas and colleagues (2002)
described findings from the Vermont Raising Healthy Children project which found that as
stress levels in families increased, children and adolescents with parents who have depression
were less able to engage in coping processes and self-regulation that might have helped them
adjust. They later found that teaching adolescents coping strategies, alongside providing
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parents with skills training, could help reduce their risk of depressive, internalising and
externalising symptoms (Compas et al., 2009; 2010).
There is a reciprocity that exists between parental MHCs and family experience.Put another
way, parental MHCs affect family functioning and the family environment, and at the same
time, family operations may influence the parent’s MHCs. For example, people with
depression and whose families were found to have worse measures of family functioning also
had more MHC symptoms and lower rates of recovery than individuals with depression
coming from families with healthier family functioning measures (Miller et al., 1992).
To this end, Lyons-Ruth (2000; 2002) suggests that just as parental depression posits risk for
children, so does rearing young children pose a risk for the onset of adult depression. As
previously outlined in the section concerned with parent experience of MHC, romantic
relationship difficulties and parental MHCs are interrelated.The cumulative effect of marital
conflict and parental depression on child development and adjustment is "substantial"
(Cummings et al., 2001, p.90), and may lead to adverse outcomes for children (Fendrich,
Warner, &Weissman, 1990). Accordingly, family functioning has been identified as a
possible changeable factor implicated for support and intervention for families with parental
MHCs. Family functioning has been found to predict the rates of recovery from depressive
episodes in parents, whereby poorer family interactions and operations is associated with
slower improvements in depression (Keitner et al., 1995). Providing family therapy to
families who experience parental bipolar disorder helped those parents who were most unwell
to enjoy a longer remission and less frequent depressive periods than families whose parents
received pharmacotherapy alone (Miller et al., 2008).
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Summary of the factors identified as contributing to child and family outcomes associated
with parental MHCs.
In summary, a variety of factors may contribute to the risk for children in developing their
own MHC symptoms and diagnoses when they have a parent with a MHC. Factors associated
with the MHC itself, including the presence and the intensity of symptoms and associated
behaviours (Friedmann, et al., 1997), heritability of MHCs, and the gender of parents and of
children (Jacob & Johnson, 2001) have all been found to be associated with children’s
outcomes. Other research has explored the effects that parental MHCs may have on the
relationships between parents and children, and for the family more generally (e.g., Dickstein
et al., 1998). Attachment between the child and parent may be disrupted (Abraham & Stein,
2012; Lyons-Ruth et al., 2001). Furthermore, parenting behaviours influenced by MHCs, as
well as beliefs about parenting can contribute stress or worry for children, who in turn are
impeded in learning skills to navigate and operate across their family and social worlds. Poor
family functioning, plus the strains of living with a parent with MHCs may lead to the
development of poor coping strategies and ultimately to the development of MHCs for
children (Hammon, 2002; Hammon, Brennan, & Shih, 2004). It is within the explorations of
family relationships that the interactive effects of the MHC, parent and child factors, and the
family environment are perhaps most apparent, and highlight the way forward for identifying
targets and malleable factors for interventions.

Explanatory models for outcomes of parental MHC
The complexity of mechanisms such as parent and child factors, relationships between family
members, the effects of the wider environment and their possible contributions to the
intergenerational transmission of MHCs has been outlined in earlier sections of this thesis. As
attested by various researchers (e.g., Compas et al., 2010; Goodman &Gotlib, 1999; Reupert,
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Maybery, & Nicholson, 2015), it is important to note that singular factors are unlikely to
cause outcomes for children and family alone. Rather, it is a combination of risk and
resiliency factors, as well as the interconnectedness amongst them, that help explain how
MHCs might be passed on from parent to children, and also how other children and families
have success in resisting adverse outcomes and thrive despite the parent’s MHCs.
Hence, key researchers have developedvarious theoretical and clinical means to construct
predictive and explanatory models of children’s outcomes. The models vary, from those that
focus specifically on one parent or MHC type (e.g., parent depression; Goodman &Gotlib,
1999), to those that place child outcomes in the wider context of families with parental
MHCs, their community and society more generally (e.g., Falkov, 2012; Hosman, Van
Doesum, & Van Sandvort, 2009) or finally to those who focus their descriptors on potentially
changeable factors that aim to inform service delivery and supports (Nicholson & Henry,
2003). The following final section of the framing chapter offers a brief overview of four
prominent models, who have selected factors implicated in the transmission of MHCs from
parents to children, and theorised about how they might relate and interact to explain
outcomes. A summary of the models also appears in Table 1.

Integrative Model of Transmission of Risk from Depressed Mother to Offspring
The goal of Goodman and Gotlib’s (1999) model is to identify the exacerbating and the
protective factors that may explain outcomes for children who live with a mother with
depression. Three guiding principles were followed in developing their model, including (1)
the purpose of a model and it's statistical nature, such as mediating and moderating variables,
(2) acknowledgement of the reciprocal and transactional relationships amongst the people
and the mechanisms they have identified, including an integration of biological and
environmental considerations, and (3) the importance and value in adopting a developmental
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approach, especially given the reoccurring and potentially cyclic nature of depression. As
indicated in Figure 2, Goodman and Gotlib (1999) theorised that there are four mechanisms
that mediate the effects of the depression experienced by a mother on children and their
adjustment. These include (1) the heritability of depression, (2) possible dysfunctional neuroregulatory mechanisms, (3) exposure to the behaviours, cognitive and affect of the mothers,
and (4) exposure to a stressful environment, and they may also interact with one another to
create differential risks and effects. In addition, they suggested that factors associated with
the father, including his availability and his own MHC status, the timing and course of the
mother's depression, and characteristics of the child, such as temperament, gender, cognitive
and social skills, will moderate the relationship between a mother's depression and child
functioning. Once again, interactions may occur amongst these factors. Lastly, the occurrence
of one or more mechanism also leads to the emergence of vulnerabilities, including psychophysiological dysfunctions, maladaptive behaviours or reduced skills for coping across
cognitive, affective, behavioural or interpersonal domains, which may also lead to dynamic
interplays to explain effects.
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Figure 2. Goodman &Gotlib's (1999) integrative model for the transmission of risk to
children of depressed mothers.
Source: Goodman, S, &Gotlib, I. (1999) Risk for psychopathology in the children of
depressed mothers: a developmental model for understanding mechanisms of transmission.
Psychological Review, 106(3), 458-490
Goodman and Gotlib (1999) offered a considerable review of literature concerned with the
"mini theories" (p.478) of the relationships between factors identified in the model, and
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acknowledged that evidence in support of the mediating and moderating variables is stronger
for some factors rather than others. The complexity of the arguments made from the literature
attest to the complicated nature of relationships between variables. In addition, the authors
discussed the specificity of the model to depression and to mothersas opposed to parental
MHCs more generally, and which limits the application of explanatory process to a subpopulation of families who experience maternal depression. The absence of resiliency factors,
and of the wider social context and role of family may also limit the model's applicability,
and mean it might miss important opportunities to build strengths and capacities as well as
acknowledge challenges and deficits.

A Developmental Model of Trans-generational Transmission of Psychopathology
Building on Goodman and Gotlib’s model (1999), Hosman and colleagues (2009) offered an
extensive developmental model based on epidemiological and clinical research, preventive
studies and clinical experience, with the aim of guiding the development of preventive
interventions for children of parents with MHCs. In contrast to Goodman and Gotlib (1999),
their model extends the target group to any parent with MHCs more generally, although an
acknowledgement of the diagnosis-specific risks (such as heritability and specific parenting
behaviours) is included alongside awareness of the broad spectrum effects of MHCs.
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Figure 3. Hosman, van Doesum, & van Santvoort's (2009) Developmental Model of
Transgenerational Transmissions of Psychopathology.
Source: Hosman, C.M.H., van Doesum, K.T.M., & van Sandvoort, F. (2009). Prevention of
emotional problems and psychiatric risks in children of parents with a mental illness in the
Netherlands: I. The scientific basis to a comprehensive approach. Australian e-Journal for the
Advancement of Mental Health (AeJAMH), 8(3), 250-263.
As illustrated in Figure 3, the authors theorised that there exist six main interacting domains
and systems of influence, namely children, parents, families, social networks, mental health
workers and the community at large. Next, specific risk and protective factors are linked to
the domains, which help identify intervention targets at the system level. Aligned with
Goodman and Gotlib (1999), Hosman, van Doesum and van Sandvoort (2009) suggested that
five mechanisms also transmit risk, including genetics, prenatal influences, parent-child
interactions, family environment and processes, and social influences that are external to the
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family. They further included a developmental perspective which considers age and growth
related factors of children, and key developmental tasks and milestones, as well as an
acknowledgement that disorders may result from multiple causes or trajectories (equifinality)
and that specific risks might lead to a variety of MHCs (multifinality). The model deviates
further from Goodman and Gotlib’s model (1999) by incorporating awareness for resiliency
factors, and the conditions under which children may experience successful development
despite having a parent with a MHC.

The Family Recovery Model
Nicholson and Henry (2003) employed a conceptually distinct method to create a model that
describes the relationship between parent and child characteristics, family and the
environment, as well as the transactions between them. Where the model differs from others
is in the focus on targets for support and intervention rather than on the risk and resilience
factors that might explain child, parent and family experience. The model was based on
multiple focus groups with mothers who identified as having various MHCs including
affective disorders, psychotic disorders, anxiety disorders and other diagnoses. The authors
also critically examined various parent training and support models, as well as "exemplary"
programs for mothers with MHC and evidence based practices for adults with MHCs more
generally. From this, Nicholson and Henry employed a psychiatric rehabilitation approach to
identify worker skills and enhance environmental supports that would meet the needs of
mothers, within the context of family, community and culture, as illustrated in Figure 4. They
suggest that consideration is needed regarding children’s past experiences and history and
their special needs alongside the background and illness-related factors of parents, which
interact with five possible interrelated targets for intervention, including child's current
functioning and well being, the parent-child relationship, parent's current functioning and
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well-being, and resources and supports within the environment of the child, the parent and
both. They continued by arguing that
… the most effective and useful foci of intervention from a rehabilitation perspective
have been highlighted: the mother and child as individuals, the mother-child
relationship, and the availability of and access to a network of resources and
supports, both formal services and programs and informal relationships with family,
friends, and other community members(Nicholson & Henry, 2003, p.127).
This model further deviates from the previous two in its aim to "... promote exploration and
evaluation rather than explanation, to facilitate contributions to the evidence base of
interventions for parents living with mental illness and their families" (Reupert, Maybery&
Nicholson, 2015. p. 6).

Figure 4. The Family Recovery Model of Nicholson & Henry (2003).
Source: Nicholson, J., & Henry, A.D. (2003). Achieving the goal of evidence-based
psychiatric rehabilitation practices for mothers with mental illnesses. Psychiatric
Rehabilitation Journal, 27(2), 122-130.
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The Family Model
Falkov (2012) created a foundation for a training package to support mental health services
by developing The Family Model (TFM).

Figure 5. The Family Model of Falkov (2012).
Source:Falkov, A. (2012). The Family Model Handbook: An Integrated Approach to
Supporting Mentally Ill Parents and Their Children. Pavilion Professional, Hove, England.
As can be seen in Figure 5, the model is based on the principles of understanding and meeting
the needs of parents with MHCs as well as their children, along with an understanding that
the wellbeing of parents and children are inextricably linked in at least six ways, including (1)
parental MHC and child outcomes, (2) child factors and development of parental MHCs, (3)
parental mental health and childhood-to adulthood transitions, (4) environmental stressors
and parent / child / family MHCs, (5) service quality and engagement and parent / child /
family outcomes, and finally, (6) that these factors and relationships occur within a broader
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social context. In doing so, Falkov (2015) argued that the model recognises the
developmental context in which parental MHCs may affect children as they transition from
childhood to adulthood, as well as offering explanations for the major implications that
parental MHCs may pose for the family’s broader social networks.
The aim of the model is to elucidate the processes by which parental MHCs can influence and
be influenced by six domains, including adult/parental mental health, child mental health and
development, parenting and family relationships, risk factors and stressors, children's and
adult's services and culture and community. Overall, the model displays the reciprocity,
interactions and interdependencies between domains, and incorporates both successful and
poor outcomes for all family members, across time. It is designed for use as a clinical tool
with which to guide both retrospective and prospective understanding of parental mental
health within the wider family and societal context, as well as facilitate conversations with
families about their experience and intervention strategies and targets for clinicians
.
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Table 1. Summary of four models concerned with the relationship and outcomes of parental mental health concerns for children, parents and
families.
Model

Summary

Integrative model
for the
transmission of
risk to children of
depressed
mothers
(Goodman
&Gotlib, 1999)

A developmental
model that
explains how 4
risk factors & 3
moderating
factors may
interrelate to
impact child
outcomes from
maternal
depression

Developmental
model of transgenerational
transmission of
psychopathology
(Hosman, van
Doesum& van
Santvoort, 2009)

A model
developed from
epidemiological
& clinical studies,
intervention &
prevention work,
& from the model
of Goodman
&Gotlib.
Concerned with
risk & protective
factors.

Target
group
described

Family
factors

Child factors

Parent factors

Relationship

Wider context

Mothers
with
depression
& their
family

Dysfunctional
neuro-regulatory
mechanisms;
characteristics of
the child
(temperament,
gender,
intellectual &
social-cognitive
skills,
behavioural
tendencies)

Course & timing
of maternal
depression.The
father is included
(MHC status,
involvement with
the child)

Exposure to
negative maternal
cognitions
&behaviours

Stressful context of child's life.

Heritability of
depression;

Parents
with
MHCs&
their
children

Developmental
tasks & other
age-related
factors
(temperament,
stress reactivity,
age, gender,
attachment,
cognitive &
social skills,
knowledge about
MHC, self
blame, self
esteem,
parentification)

Parental MHCs
(impairment,
chronicity, comorbid
disorders),
coping skills,
self-esteem,
parenting
competence.
Other parent
(absent / present,
positive care,
competence,
knowledge about
MHCs)

Parent-child
interactions,
insensitivity,
responsiveness,
hostility &
rejection, low
involvement,
inadequate
parenting, model
behaviour, abuse
& neglect,
response
&imitation,
problem
behaviour

Family
environment,
including
marital
discord,
divorce,
violence, life
events, low
income,
poverty

Genetics, prenatal
influences; stress,
coping & support,
& child outcomes
including health
development,
problem behaviour,
psychopathology,
social outcomes

Social network,
professionals,
wider
community social support,
social isolation,
stigmatization,
availability &
quality of
professional
care

Other factors
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Model

Summary

The Family
Recovery
Model
(Nicholson &
Henry, 2003)

Provides a "translational
bridge" of evidence for
intervention targets &
service provision.

Target
group
described
Parents
(mothers)
with MHC&
their
children

Concerned with
explaining what can be
done to support children
& parents, & what is
changeable.

The Family
Model
(Falkov, 2012)

A cross sectional &
longitudinal model which
explains how 6 domains
are multiply connected &
which represent a family's
circumstances at a given
point in time.

Child factors

Parent factors

Relationship

Background

Background

Parent-child

Special needs

Illness related
factors

Parenting

Current
functioning /
well being
Environmental
resources /
supports

Parents with
MHC &
their
families

Child mental
health &
development

Family
factors

Wider context

Other factors

None
mentioned

Environmental
resources &
supports

Functioning,
resources &
relationship
grouped within
"intervention
targets"

Family
relationships

Services for
children & adults;
culture &
community
networks

Risk & stressors,
as well as
protective factors,
resilience &
resources.

Current
functioning /
well being
Environmental
resources /
supports
Adult/parental
mental illness
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Chapter Summary
The evidence from available research clearly indicates that parental MHCs may have far
reaching effects, not only in terms of influencing each of the family members, but also in
terms of influencing a variety of domains for each family member across various emotional,
social, vocational and cognitive realms. It seems that there are broad effects of a parent
having a MHC more generally, which include, for example, disruptions to parenting
behaviours, family functioning and relationship difficulties. In turn, such effects increase
likelihood of various contextual risks such as financial strain, employment and isolation. In
addition, there may be some specifics associated with some MHCs, in terms of the types of
symptoms a parent might experience and to which the family are exposed, such as the
withdrawal and / or irritability that can accompany depression, or the over controlling and
intrusiveness of anxiety. It is interesting to note that in the same way that there are broad
factors that transcend diagnoses, some effects for family members appear to be shared
between them: parents, partners and children have all been reported to feel a sense of shame
and discrimination about the parent MHC, and worry about what this might mean for the
security and unity of their family. All members state that the parent MHC may create worries
for partners and children, and this may relate to the symptoms and behaviours of the parent
with the MHC, and the potential burden of their additional caring duties. For the parent,
worries may involve whether the children are being affected by the MHC, and whether their
parenting is adequate.
The emotional, social and academic development of children may be impeded by parental
MHCs, and children are at risk of experiencing challenges with their own mental health, both
in the present, as well as in the future. For this reason perhaps, research has primarily
investigated those factors that might explain potential deleterious effects of parental MHCs,
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which has yielded evidence regarding gender associations between parental and child mental
health, including heritability, parent and child gender. Other studies have examined dynamic
factors, including the relationship between parents and children, and the family context and
functioning.
Some researchers have drawn on their clinical experience and findings from epidemiological
and clinical studies, as well as from focus groups and rehabilitation research to produce
models that explain the pathways between these factors and outcome for children, or which
identify factors that are impacted by parental MHCs and would be prudent to target through
interventions and supports (Falkov, 2012; Goodman &Gotlib, 1999; Hosman, van Doesum&
van Santvoort, 2009; Nicholson & Henry, 2003). Across models there is an
acknowledgement that parents and children each bring factors to the experience of parental
MHCs. They further acknowledge that the relationships amongst family members and with
their environmental context is deserving of attention, as a means of understanding child and
family outcomes as well as for offering guidance for intervention. It is within this family
context that additional information may be drawn about how each family member may
experience parental MHCs, especially in the ebb and flow of episodes. In turn, this
information may assist in ensuring that intervention targets are focussed and refined to meet
identified need.
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Chapter Three: The Family Experience of Parental Mental Health
Concerns.

A Linking Chapter for Study One, Article One

Study One: Family
experience of mental
health concerns.
Article One: Parent
perceptions comparing
times of parental mental
health wellness and mental
illness using a family
functioning model

Family
functioning

Key
solutions for
the family

Expert views
about best
supports

Intervention
usage

Understanding and supporting families
who experience parental MHCs

Figure 6. The model of the thesis, with the study one and article one highlighted.
highlighted

88

Introduction
Interviewer: what's it like for you being a parent and having a mental health concern?

I’m just so thankful that I had

It, essentially

if I’m having a really bad day and I

it just means

struggle to get out of bed, you can

her because I’m a better person

that, the, some

see the concern inthe 6 year old, you

all round now.

of the ordinary

can see the concern and it’s

parenting
Rina.
Well it's not good for your selfesteem, it's not good for your

wow. what an
amazing
question and
thank you for

personal values … if I can't do

asking me.

things with them I feel a bit
Katie

guilty that I've let them down,
that’s the worst thing of it.
Shane

heartbreaking.

things become
harder.

Charlie

Mary
I struggle withconsistency - it's probably my
biggest problem and it's something the kids
take advantage of ... my boys do anyway.
***
Amanda

it’s hard to know what’s normal, parenting frustrations and what sort of things are
enhanced by the fact that I’ve got a mental illness
Eleanor

As illustrated by these quotations, being a parent and having a MHC can be associated with a
wide variety of experiences, which can traverse a parent's functioning across many domains.
The quotations come from interviews conducted as part of study one, when parents were
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asked about perceptions of family functioning during times of wellness and times when
experiencing symptoms of a MHC. While responses to the question about how it is like
parenting with a MHC described parenting as a hardship, other replies expressed a sense of
gratitude and fortune to have children. Indeed, as outlined in the framing chapter, research
findings suggest that challenges for parents with MHCs include feeling less than adequate as
a parent (Boursnell, 2007; Mowbray, Oyserman, & Ross, 1995), and unconfident in their
capacity to manage parenting tasks (Teti &Gelfand, 1991). Notwithstanding these results,
parenting is experienced as highly desired and meaningful (Ackerson, 2003b).
The framing chapter went on to review other findings that suggest when a parent has a MHC
such as depression they have exhibit an interactive style that is irritable or hostile, and / or
withdrawn and unavailable (Frye & Gabor, 2005; Lyons-Ruth, Wolfe, &Lyubchik, 2000;
Rutter, 1990). Understanding the experiences of parenting with MHCs may help to appreciate
the types of concerns or difficulties that each family member might face, which in turn
identifies targets to act on,that might identify important support and promote change.
Ultimately, the indirect and long-term goal of seeking this understanding is to help protect
children and prevent thedevelopment of MHCs of their own.
Boursnell(2007)argued that there is a paucity of research into the lived experience of
parenting and mental illness. Furthermore, although research has described the experience of
parental MHCs from the perspective of the parent (e.g., Ackerson, 2003a, b), spouses (e.g.,
Kahn, Coyne &Margolin, 1985), extended family (e.g., Ochiltree, 2006) and children (e.g.,
Riebschleger, 2004), further investigation using a unifying model with which to make sense
of the potentially different perspectives of family members is needed to provide a complete
and integrated picture of family life. For example, researchers suggest that with regards to the
long term effects for children who live with parents with MHCs, "the role of families
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[emphasis added] in this intergenerational process is poorly understood, in part because of the
absence of well articulated theoretical models" (Dickstein et al., 1998, p.24). While there are
now a variety of models available, as outlined in the framing chapter, these offer broadly
named factors, and it is difficult to understand the specifics of what might be meant by terms
they use, such as "stressful environment" (Goodman &Gotlib, 1999) or "parenting and family
relationships" (Falkov, 2012).
One possibility for understanding what is happening in families is toclosely examine family
interactions using theories of family functioning. The capacity of family functioning to shape
the behaviours, beliefs and ultimately the emotional health of family members has been
previouslyestablished (Skinner, Steinhauer, & Sitarenios, 2000).Family functioning models
may offer a useful framework and common language that can capture alternate viewpoints
and help navigate the experiences for families when living with parental MHCs. In this way,
rather than general terms such as 'stress' or 'discord' that could imply a variety of experiences,
specifically defined domains of interaction, such as communication or role performance may
ensure research findings are unambiguous.
Developing a deep appreciation of the experience of families with parental MHCs, and an
affective disorder in particular, is important. Depression and anxiety remain two of the most
prevalent mental health conditions(Slade et al., 2009). Some evidence suggests that the
family experience of parental depression may have differential effects on family functioning
as compared with other parental MHCs (e.g., Gordon, Burge, Hammen& Adrian, 1989), and
that both universal as well as specific factors are responsible in part for determining degree of
child risk and intergenerational transmission of affective disorders (van Santvoort, van
Doesum& Reupert, 2015; van Santvoort, Hosman, et al., 2015).For this reason, much of the
subsequentdiscussionis focussed on families where a parent has either depression or anxiety.
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Before reviewing the evidence that family functioning is impacted by parental MHCs, as well
as some advantages in using a family functioning approach to understanding these
challenges, a discussion of seminal family functioning frameworks shall be presented. The
chapter will also introduce the research question arising from this review, and the
methodology selected in the attempts to answer this, before the following chapter, comprising
the first article of the thesis.

Models of Family Functioning.
Family functioning models generally perceive families as an organisation comprising many
subsystems (e.g., marital, dyadic) and their transactions. Mostmodels acknowledge that the
family’s purpose is to meet basic requirements, children’s developmental goals and overcome
challenges facing the family via domains of functioning. These domainsfrequently include
communication, family roles, behavioural control, affective responses and involvement,
problems solving, task accomplishment and family values and norms. The model of choice
for the current study is the Process Model of Family Functioning (Skinner, Steinhauer,
&Sitarenios, 2000). The authors of the Process Model of Family functioning recognize that it
was based on the same theory as was the McMaster model of Family Functioning, namely
that of Epstein’s (1968) family categories schema (Skinner, Steinhauer and Sitarenios, 2000).
This has driven a focus on the aspects of family functioning that are regarded as essential to
emotional and physical health, as well as integrating information from family-systems,
psychoanalytic, attachment, social learning and crisis theories as they relate to family
(Steinhauer, 1987). Steinhauer (1987) goes on to argue that the Process Model extends from
family categories schema because “… it describes not just family structure by ongoing family
process... the process model systematically attempts to integrate family systems theory with
major theories of individual psychopathology… [and] the model builds in ways to include the
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influence of the greater social system of which the family is a part” (p.86-87). In this it is
possible to see the influence of family systems theory, and as influenced by small-group
theory. Indeed, in connecting the contributions of small group theory, Steinhauer (1987)
argues, “if the modifying influence of the above factors within a particular family are taken
into account, one can then apply the same theories that govern problem solving in ad hoc
groups to families” (p.80).
As illustrated in Table 3, which offers a comparison of various family functioning models,
the Process Model is conceptually similar to the more widely recognised McMaster Model of
Family functioning, and includes the additional domain of Values and Norms. Table 2 offers
a brief definition of the domains found in the Process Model of Family Functioning. These
domains are integral to understanding the way a family operates and ultimately their success
in goal attainment (Skinner, Steinhauer, & Sitarenios, 2000).
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Table 2Family functioning domains, as defined by the Process Model of Family Functioning
Family
Functioning
Domains

Definition1

Role Performance

The allocation, agreement & enactment of particular activities, tasks,
expectations & duties to each family member. Behaviours might
include carrying out jobs that a person associates with their
membership (e.g., as a parent, being the person to provide food)

Affective
Involvement

The "degree & quality of family members' interest in one another"
(p.193). Families need to be able to balance meeting the emotional &
security needs of individual members, with their needs for autonomy.
Behaviours might involve demonstrating interest, care or concern for
other family members by spending time together.

Communication

The act of sending & receiving messages in order to achieve a mutual
understanding. Essential aspects of this include the development &
sending of clear & sufficient messages, & the availability & openness
of the recipient to detect & understand the communication. Behaviours
might include talking together, & listening to what each other say.

Affective
Expression

An element of communication that involves content about feelings,
including intensity & timing. Behaviours might include feeling able to
talk with other family members about how they are feeling.

Control

The "process by which family members influence each other" (p.193).
This might include behaviours to have others in the family do what they
want, or the extent to which someone might take charge.

Values & Norms

The context in which the family operates, including family rules,
attitudes & behaviours. Behaviours might include working together to
decide what is right & wrong, or sharing views about what being
successful looks like for the family.

Task
Accomplishment

The identification of goals or problems & application of behaviours
&actions to achieve their solution. This functions to allow for the
personal development of individual family members, to provide
members with a sense of security, to allow members to work
collectively & cohesively, & to function as part of their wider
community. Behaviours might include continuing to solve a problem
within the family, or being able to be depended upon in times of crisis

1

Definitions of domains of family functioning from Skinner, Steinhauer, and Sitarenious, 2000.
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Popular models of family functioning include the Beavers System Model (Beavers &
Hampson, 2000), the Olson Circumplex Model of Family Functioning (Olson, 1991, 2000,
2011), the McMaster Model of Family Functioning (Epstein, Baldwin, & Bishop, 1983;
Epstein, Bishop, & Levin, 1978; Miller et al., 1994; Miller, Ryan, Keitner, Bishop, &
Epstein, 2000) and the Process Model of Family Functioning (Skinner, et al., 2000;
Steinhauer, Santa-Barbara, & Skinner, 1984). Table 3 offers a brief overview of the
theoretical constructs of models of family functioning, their associated means of assessment,
and their respective strengths and weaknesses.
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Table 3A brief summary of popular models of family functioning.
Model of
Family
Functioning2

Theory

Beavers
Systems Model
of Family
Functioning

Families can be classified
according to their
competence (rated in terms
of their structure &
flexibility) & style (quality
of family interactions,
including issues of power,
parental coalitions,
behaviour, autonomy &
affect).

For use in clinical
setting where an
understanding of a
family’s current
functioning is
required.

Beavers Self Report Inventory:
using 5-point likert scales,
rates families across 5 domains
(health/competence, conflict,
cohesion, leadership &
emotional expressiveness).

The authors report high
internal consistency
reliabilities, test-retest
reliabilities & validity,
although it has been
suggested that many of
these have been reported
in non-peer reviewed
publications.

Classifies families into 9 subtypes,
called “optimal”, “adequate”,
“midrange”, “borderline” & “severely
dysfunctional”; such terms could be
experienced as pejorative.

Views families as
understood along a
continuum of flexibility &
cohesion, which allows
families to be classified
within a circumplex.

Designed for
diagnosis of
relationships, in the
context of marital &
family therapy.

Family Adaptability &
Cohesion Scales (FACES IV):
uses a 5-point likert scale to
seek responses within 6
subscales that measure high &
low cohesion & flexibility.

Scale reliabilities were
reported as adequate; testretest reliabilities were
high & validity measures
adequate to good.

Six family types are rated from most
functional to most problematic; this
classification could be pejorative. In
addition, the curvilinear relationship
proposed to exist between extremes
of flexibility & cohesion has not
always been supported in the
literature, which has demonstrated
linear relationships with family
functioning.

Olsen
Circumplex
Model of
Family
Functioning

2

Recommended
application

Associated Measure

Psychometric properties

Strengths / Weaknesses

The Beavers System Model (Beavers & Hampson, 2000), the Olson Circumplex Model of Family Functioning (Olson, 1991, 2000, 2011) , the McMaster Model of Family
Functioning (Epstein, et al., 1983; Epstein, et al., 1978; Miller, et al., 1994; Miller, et al., 2000) and the Process Model of Family Functioning (Skinner, et al., 2000;
Steinhauer, et al., 1984)
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Model of
Family
Functioning

Theory

Recommended
application

Associated Measure

Psychometric
properties

Strengths / Weaknesses

McMaster
Model of
Family
Functioning

Perceives families to be an open system
comprising many subsystems (e.g.,
marital, dyadic) & their transactions
The family’s goals are to achieve
essential tasks, including basic
requirements, developmental goals &
hazardous tasks. Families navigate
these tasks via including problem
solving, communication, roles,
affective responses, affective
involvement & behavioural control.

Designed for research
& clinical use,
especially in
conjunction with the
family treatment
model, Problem
Centred Systems
Therapy of the Family.

The Family
Assessment Device:
uses 4-point likert
scales to measure the
6 dimensions of the
McMaster Model of
Family functioning,
plus a general family
functioning subscale.

Internal consistencies
reported are good to
high, test-retest
reliabilities are
between .66 & .76, &
construct validity
with the FAM is
reported as good.

Capacity to accommodate external
systems, such as school, extended
family, community, in its
understanding. Does not label the
family as problematic, but looks
instead to what is happening within
the system to create problem.

Posits that the role of the family is to
achieve basic, developmental & crisis
tasks, & evaluates these in the context
of a family’s performance across seven
domains: task accomplishment,
communication, affective expression,
role performance, control, involvement,
control & values & norms.

A model designed for
research & clinical
use, which emphasizes
its application as
understanding
families, & not as a
model for family
therapy.

Uses a 4 point likert
scale to measure
functioning within
each of the seven
domains of the
Process Model of
Family Functioning

Internal consistencies
were excellent, testretest reliabilities
range from .55 to .66,
& it has demonstrated
both good construct
& discriminant
validity.

Like the McMaster Model, this does
not assess a family’s functioning as
successful or problematic per se, but
allows exploration of difficulties in the
context of functioning in different
domains. Although highly similar to
the McMaster Model above, this
differs in its ability to view the family
simultaneously from the perspective
of multiple members, in context of the
larger community (e.g., values &
norms), & across multiple domains
(e.g., intra-individual, dyadic &
general family functioning).

Process
Model of
Family
Functioning
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Family functioning and parental MHCs
Family functioning, across a number of domains (affective expression, affective involvement,
control, communication, role performance) can be impacted by a parental MHC. Firstly, parents
with depression have been found to become frustrated (Lyons-Ruth, et al., 2000) or
irritable(Rutter, 1990) more so than parents without a MHC.Furthermore, regression models
have indicated that low family expressiveness is correlated with symptoms of depression in
parents (Horwitz, Briggs-Gowan, Storfer-Isser& Carter, 2007).Cummings and Davies
(1992)stressedthe importance of involvement and the domain of control when supporting
children to develop emotional security, and a freedom to express their emotional needs.
Communication, such as the frequency or the content of discussions between family members
can be different when a parent is experiencing depression symptoms (Warner, Mufson, &
Weissman, 1995). Furthermore, parent’s affective involvement with children might lessen when
they are feeling mentally unwell, leading to them appearing detached and disengaged(Burge &
Hammen, 1991).
Radke-Yarrow and Klimes-Dougan (2002) commented that "... most, if not all depression-related
behavior is relevant to specific parenting roles and responsibilities" (p.170). As outlined
previously, family members may be required to take on practical and emotional assistance to
support a person who is experiencing their MHC symptoms (Lefley, 1996, cited in Abraham &
Stein, 2012), and parenting duties in particular may need to be performed solely by the other
partner, or by extended family members or older children (Aldridge & Becker, 2003; Nicholson,
et al., 1998b). Abraham and Stein (2012)examined adult children's perceptions of role
performance and including whatthey termed “felt obligation”, defined as "a set of concrete,
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'negotiated commitments' adult children feel compelled to apply in their relationship with their
parents" (p.543). They also examined adult child perceptions of parent-child role reversal,
perceptions of affection and relationship reciprocity. Analysis of the findings indicated that those
adults brought up by mothers with an affective disorder described receiving less affection, more
felt obligation, and greater amounts of role reversals with their parent than did same aged adult
children of mothers without a MHC.
Research has also explored family behaviours and interactions across the domains of functioning
more generally. Some findings have suggested that parental depression may adversely affect
family unity and accord (Pilowsky, et al., 2006). Radke-Yarrow and Klimes-Dougan (2002)
stated “many of the depressed parent’s and the child’s problematic behaviours are embedded in
turbulent family relationships” (p.170). In one study, the Family Dynamics Measure 11, based on
Barnhill’s Healthy Family Cycle, was given to families before and after the birth of their first
child where it was found that and associations between these family dynamics measurements and
the mothers’ postnatal depression scores were correlated(Tammentie, Tarkka, ÅStedt-Kurki,
Paavilainen, & Laippala, 2004). Family dynamics was significantly and negatively correlated
with postnatal depression in terms of stability, mutuality, communication role reciprocity and
flexibility (Tammentie, Tarkka, ÅStedt-Kurki, Paavilainen, & Laippala, 2004). Dickstein and
colleagues (1998) used the McMaster Model of family functioning and found that for families
where a mother had an affective disorder, overall family functioning scores fell within the
unhealthy range and were strongly associated with parents' MHC status. Others have found that
family communication, conflict and intimacy were the domains of functioning parents and their
partners felt were most impacted by having depression (DiBenedetti et al., 2012).
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Advantages of using a family functioning framework to understand the experience of
parental MHCs.
Boursnell (2007) argued that manyparents with MHCs are "silent" (p.257) because public mental
health services fail to understand their needs as parents. She further explained
thatmisunderstandings occur firstly "through a lack of acknowledgement of their role as a parent,
and secondly through misconstruction about their quality of parenthood" (Boursnell, 2007,
p.258). Moreover, as the author pointed out, "... most of the research in this area currently
focuses on psychopathology or attachment" (Boursnell, 2007, p. 252). In comparison, taking a
family functioning perspective allows for a rich understanding of the possible strengths a family
might bring to their circumstances, as well as indicating areas that could require support or
attention. This approach thereby moves from a psychopathological, problem saturated stance to
one that acknowledges the complexities, the 'good' and the 'bad' that might exist within a family.
Indeed, Cummings and colleagues (2001) argued the benefit of determining how family
functioning is impacted by affective disorders as it provides a clear target for intervention.
Furthermore, this approach repositions the "problem" of MHCs within a wider family context,
and recognises the active role that family members might take in their interactions with issues
that could arise from it. BeardsleeandKnitzer(2004) argued that in order to counter the
potentially deleterious effects of parental depression, families need family-centred approaches
that strengthens parenting roles. This suggestion appears well aligned with the philosophy of the
thesis to adapt a strengths-based, empowerment-focussed approach to understanding and
supporting families with parental MHCs.
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The limitations to knowledge regarding family functioning and parental MHCs.
There are however limitations to our understandings about family functioning and parental
MHCs. For example, some of the research to date has measured one aspect of family
functioning, such as attachment (Boursnell, 2007), or has focussed on a subsystem within the
family, such as the parent-child dyad (Cummings, DeArth-Pendley, Du RocherSchudlich, &
Smith, 2001). Other studies of parental depression and family functioning have conceptualised
the family dynamic with static and generalized variables such as marital discord or financial
strain, which fall within the notion of stress (Radke-Yarrow & Klimes-Dougan, 2002). As
Radke-Yarrow and Klimes-Dougan (2002) discussed, this approach does not tease out the
various positions of different family members, in terms of how they experience MHC, what they
contribute, and how different family member experiencesmight vary between and within
families.Overall, research into the experiences of families with parental MHCs has often
focussed on one aspect of their lives (e.g., parent irritability), without consideration of the
transactions between family members. In comparison, family functioning models incorporatethe
notion of reciprocity, multiply determined effects and factors between each member of the
family.
Another unansweredand related question concerns whether and how family functioning might
oscillate across the course of the MHC. Herr, Hammen and Brennan (2007) compared a large
cohort of families on measures of family functioning, including satisfaction with relationships,
amount of parental criticism and other behaviours such as involvement or control, as well as
conflict resolution. They found that family functioning was rated more poorly by mothers or
fathers with depression and their adolescent children, compared to families without parental
depression. The same study also compared families where a parent was not depressed but had
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been previously, to families with no history of parent depression (Herr, Hammen, & Brennan,
2007). Results for families with a history of parent depression were the same as for families with
parents who were currently depressed, and indicated worse ratings on the family functioning
measures to families without depression. There are a number of possible reasons why this might
be the case. For instance, the work of Dickstein et al., (1998) suggested that patterns of
behaviour and coping amongst families with parental depression might become rigid and fixed
over time. It is not clear, however, whether Dickstein and colleagues' (1998) findings would be
true for all domains of functioning, and nor what meanings parents ascribe to their family
functioning experience. Future studies would ideally include information about times when
MHCs are experienced and highly present and as well for times when parents feel they are
successfully managing their MHCs. Again, family functioning models offer the advantage of
capturingtemporal fluctuation as well as functioning that might remain stable across changes to
the status (active/remitted) of the MHC.Incorporating the variability of MHCs might be
particularly important when designing and delivering interventions to the family.
Accordingly,study one of this thesis poses the following research question, and sub-question:

1. What is the experience of families where a parent has an affective disorder?
o How might family experiences change between times when parents have
mental health symptoms and times when parents have mental health
wellness?
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Study Design, Methodology and Data Analysis
The approach undertaken to respond to the first research question was to interview parents about
their experiences of family functioning during 'good' times and 'bad'. Semi-structured interviews
were undertaken including open-ended questions and structured probes. The following section
will explain the methodology used to design and collect information from parents, and the data
analysis approach employed. The section will conclude with a brief overview of findings, a
discussion of the limitations of the study and some final, concluding remarks.

A qualitative approach.
As explained, family functioning models, and the Process Model in particular was selected to
help guide the collection of information about family experience, and to offer a framework with
which to navigate changes to family interactions and dynamics according to MHC
presence/absence. Whilst family functioning models may offer a structureon which to understand
the experiences of families with parental mental illness, it is necessary to do so without
overlaying interpretations with labels of healthy versus unhealthy, worse versus better (Walsh,
2003). Walsh (2003) argued that accurately measuring healthy family functioning is a
challenging process, made all the more difficult by the intrusion of a clinician’s “own assumptive
maps” (p.5). One possible approach that may allow researchers to preserve the voice of family
members and the meaning they ascribe to their functioning involveseliciting narrative
information about family functioning and experience, using a qualitative approach to gather data.
Rich, qualitative detail permit others outside of the family to understand the meaning,
implications, tacit and explicit rules and agreements of the family and the unique way it operates
(Fiese& Sameroff, 1999). Fiese and Sameroff (1999) suggested"... this is not necessarily a
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factual accounting of person, place and time. Rather, it is a constructive process in which past
events are viewed in light of current context" (p.2). Thus, the first study sought to understand the
experiences of families, and how their functioning may be influenced by parental MHCs by
sourcing first person information from interview, rather than from using questionnaire or other
means to quantify family functioning per se.

Methodology
A qualitative research design was employed to meet the two aims of this study. Aims were (1) to
determine how parents perceive their family to function during times when the parent isand is
not experiencing symptoms of their MHC, and (2) to explore the perceptions of parents
regarding family functioning change between times of MHC symptoms or absence of these, and
if so, how (using the seven domains of the Process Model of Family Functioning, as per Skinner,
Steinhauer, & Sitarenios, 2000; Steinhauer, Santa-Barbara, & Skinner, 1984). Marshall (1996)
argued that "qualitative studies aim to provide illumination and understanding of complex
psychosocial issues and are most useful for answering humanistic 'why?' and 'how?' questions"
(p.522) and accordingly were considered the most appropriate here.

Sampling.
Parents of children aged 8-12, with a diagnosis of depression or anxiety or both, were sought for
the study. The rationale for selecting families with these aged children came from Beardslee and
colleagues (2003) who found that it is from this age range that children are most vulnerable for
developing a MHC of their own. Parents were recruited using two strategies. Firstly, parents selfreferred to the study after responding to advertisements placed on a public website for families
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who had parental MHCs (http://www.copmi.net.au/). Secondly, health care workers who were on
mailing contact list for the Australian COPMI (Children of Parents with a Mental Illness)
initiative were emailed details about the study, and asked to forward the study information to
parents they felt would be interested to take part and would meet inclusion criteria. It must be
acknowledged that this type of sampling brings the risk of selection bias with only those
participants motivated to discuss the topic self-selecting into the study. However, attempts were
made to select participants from a variety of economic backgrounds, localities across Australia,
and with varied MHC diagnoses. Inclusion criteria were parents with a self-reported diagnosis of
depression and / or anxiety andat least one child aged between 8-12. For ethical reasons, parents
had to be either receiving treatment or had recently completed treatment for their MHC. A
decision about the sufficiency of sample size was made in consultation with research supervisors,
and as interview themes were beginning to be repeated (saturation), and recruitment procedures
terminated.
Participant demographics appear in Chapter Three, Study One. To summarise, 14 parents (12
mothers and 2 fathers) met inclusion criteria and participated in the study. 2 parents had never
been married, 9 identified as currently married or living in a de facto relationship, and 3 were
divorced. One family identified as being blended, and one family had same sex parents. 11
parents were born in Australia, and there was one parent each from England, South Africa and
from Jordan.

Materials.
An interview schedule was developed, and piloted with a parent without a MHC, and then with
two parents who had diagnoses of an affective disorder. Feedback from this process was
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incorporated into the interview schedule, before the final version was completed. The final
interview schedule consisted of two stages. In the first, parents were asked what it was like for
them to be a parent and experience a MHC. The second stage of the interview consisted of
questions that probed for change within each of the seven domains of family functioning outlined
in the Process Model(Skinner, Steinhauer, & Sitarenios, 2000; Steinhauer, Santa-Barbara, &
Skinner, 1984). Main interview questions appear in the text box, below.

What is it like for you being a parent and having depression and / or anxiety?
What are some good things about you having depression and / or anxiety for your family and
children, if any?
Can I get you to think to a time when things are going well.
• What’s happening for your family?
• What are you doing?
• What’s happening for the kids?
Can I get you to think to a time when things are going bad.
• What’s happening for your family?
• What are you doing?
• What’s happening for the kids?
What is different, between the good and the bad?
Does your family operate differently when you are not depressed and / or anxious?
What about when you are depressed and / or anxious?
• Do you communicate differently?
• Does it change who does some of the daily tasks?
• Does it change who makes the decisions in your family?
• How does you family talk about emotions? Does that change, if at all?
• How much do you live in each other’s pockets, and how much do you give each other
space? Does this change, if at all?
• What’s really important for your family? Does everyone agree? Has the illness had an
impact on this, if at all?
• How does your family work together? Does your illness impact on this, if at all?
What sort of things have helped your family in the past?
What sort of things would help a family like yours?
What message would you like to give to workers? Other families?
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Using the descriptions of each domain provided in the technical manual of the Family
Assessment MeasureIII (Skinner, Steinhauer& Santa-Barbara., 2000), specific probes were used
that targeted one or more central aspect of each domain of functioning. Parents were invited to
respond to each question in terms of how they felt their family functionedwhen they are
depressed and / or anxious, how their family functioned when they are well, and whether there
was difference between the two times, if at all. The interviews were conducted over the
telephone, and allowed for further discussion and embellishment of information beyond the
anchoring questions. Parents were also invited to add any further information that theyconsidered
had not been covered by the interview but were important to their experiences of family life.
Interviews were recorded, transcribed, and subsequently sent back to participants with an
invitation to alter, expand or delete comments they felt were inaccurate or might breach their
privacy.

Data Analysis.
This study sought to use family functioning as a theoretical construct to understand family
experiences. Using a structured theory to explore qualitative data is unusual, and raises questions
about contaminating or misinterpreting information. Accordingly, a hybrid model developed
byFereday and Muir-Cochrane (2006), which uses well-established qualitative analysis
techniques and matches these to preconceived theory, informed the analytical approach. The
hybrid model incorporates thematic content analysis with an a priori code template. The first
step required the development of a code manual, which for this study comprised the seven
domains of family functioning of the Process Model (Skinner, Steinhauer, & Sitarenios, 2000;
Steinhauer, Santa-Barbara, & Skinner, 1984). Next, thematic content analysiswas used to

107
systematically and objectively interpret the interview data, attaching labels to lines of interview
transcript before summarising and describing the data at a more conceptual level (Anfara,
Brown, &Mangione, 2002).Thematic analysis of the data was guided by discussion of such
qualitative approaches within social science literature. Thematic content analysis “… have their
roots in literary theory, the social sciences (symbolic interactionism, ethnomethodology), and
critical scholarship (Marxist approaches, British cultural studies, feminist theory)”
(Krippendorff, 2004, p.17). As pointed out by Krippendorff (2004), such approaches could be
viewed as “interpretive” (p.17), and therefore an acknowledgement is needed as to the
researchers own social or cultural understandings and as they may relate to the collective
understanding from the data. For this reason, personal background is provided in the later section
titled “trustworthiness”. Thematic analysis within the thesis was guided by the methods used by
Fereday and Muir Cochrane (2006), and supported by further detail of qualitative method from
Burnard (1991). Burnard (1991) in particular outlines 11 discrete stages, which were followed
for data analysis. All data was hand coded, without use of qualitative software; specifically
methods undertaken were:
One: notes were made after each interview to summarise the topics of the conversation during
the interview (please see Appendix A).
Two: each transcript was read, and notes made about the general themes.
Three: Open coding procedures were used, whereby transcripts were reread, and headings used
to describe the content, with the exclusion of issues that were unrelated to the overall research
topic.
Four: headings were read and reviewed, and grouped together with higher order headings.
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Five: headings were reviewed and revised, and similar or repetitious headings combined or
removed.
Six: Research supervisors were invited to review the heading categories. Research supervisors
were two research experts (Associate Professor and Professor) who have been researching in the
field of families with parental MHCs, and using qualitative methodologies, for 15-25 years.
Seven: Interview transcripts were reread alongside the heading categories to ensure that these
adequately and sufficiently covered all aspects of the interviews.
Eight: interview transcripts were coded according to the category headings.
Nine and Ten: coded sections from each interview were copied and pasted together.
Eleven: Respondents were invited to check the category system and their transcripts in order to
change, add or remove information.
Concurrently and alongside the thematic analysis undertaken, the a priori domains from the
family process model were matched to the themes within the data.Fereday and Muir-Cochrane
(2006) offer detailed description of the methods they have developed to complete this, and which
was followed in this study of the thesis. Specifically, the matching of a priori codes to themes
occurred when participants were specifically probed about a domain of functioning (e.g., coding
a response "communication" when the parent was asked about changes to communication). It
also occurred when a parent made specific reference to a domain of functioning (e.g., coding a
response "communication" when a parent uses the word "communication" in an unprompted
comment). For further information, a copy of one of the coded transcripts (Appendix A) appears
in the appendix section.
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Trustworthiness.
It is important to include detailed information about how the study sought to ensure the
trustworthiness of the data. Firstly, the use of member checks (Anfara, Brown, & Mangione,
2002) was implemented to ensure that participants had opportunity to review and revise the
information they provided for clarity and comfort in disclosing potentially confidential or
identifying information. It must be acknowledged that these occurred via electronic exchanges,
limiting the extent to which conversations were able to take place about the data. Secondly, the
researcher recognizes her own background of growing up in a family with an emotionally
intelligent, intuitive and responsive parent, and of raising her own family with the support of a
partner who shares much of her parenting values and beliefs. These include the prioritization of
our children’s emotional, physical, social and scholastic needs, and of the importance of being
genuine, positive, transparent and responsive to them. This reflexivity (Mauthner & Doucet,
2003) helps to create awareness of potential bias in understanding the data of participants,
through a lens whereby families work together in an open, engaged and valuing fashion. Further
attempts to manage the risk of bias have been to conduct memos (Appendix B) that offer
reflection and consideration for how preconceived notions of family background and values
could influence the interviews. As outlined in the previous section concerned with data analysis,
iterative reviews (Srivastava & Hopwood, 2009) were used to ensure data was considered and
analysis revised over a number of occasions and as informed by previous readings and reviews.
An analysis of negative case finding was also undertaken, whereby contrasting data that did not
fit within the family functioning model was sought from interview transcripts, and described in
the text. Lastly, peer review and debriefing was undertaken on regular occasions, during
supervision sessions with two researchers who have spent 15 and 20 years researching families
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where a parent has a MHC. There was also opportunity to present findings and discuss data
analysis at 3 closed conferences, attended by senior research staff and other doctoral students.

Summary of Results and Limitations

Summary of results.
The thematic content analysis of the parent narratives of their family’s experiences yielded four
themes:
(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
(b) Perceived impact on other family members
(3) The impact of having depression and / or anxiety on 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) An incentive to focus on parenting and family functioning.
At least 12 parents indicated thatthree domains of family functioning (communication, role
performance, affective involvement) changed between times of mental illness and wellness. All
but three parents perceived changes to family values and norms, and overall task achievement
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and approximately half reported that the affective expression and control of family members was
affected when unwell. Parents were able to provide rich detail about how they felt their family
interacted with the presence or absence of MHC symptoms, which revealed complexity,
strengths and challenges.

Study Limitations.
This study sought to explore how families may function in times of parents experiencing their
MHC and in times when they feel mentally well. As previously discussed, the recruitment
strategy for the sample contains a risk of selection bias, and in particular parents who were
interested or in agreement that family functioning is important to understanding their experience.
It may be that another sampling methodology would produce a study population who offer
different reflections about their family experience.
The study did not employ standardized means to determine the severity of the parental MHC.
Parents were also asked to reflect on the two different times (having symptoms of the MHC
versus feeling mentally well), and bias in their recall could have affected the data and recounting
of these experiences. Only parents were included in this study, and it cannot be determined that
other family members would perceive these changes in the same way, if at all. Relatedly, the
study did not include children’s outcome measure.
The use of a family functioning model to guide interview questions and data analysis risks
limiting the discussions to factors concerned with the family environment as it fits with this
theory. As such, data about other aspects experienced by a family, such as influence of stigma or
family environment considerations such as poverty, unemployment or housing needs could have
been missed. Furthermore, assuming a family functioning approach to understanding the
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experience of parental MHCs on families is not to be misinterpreted as establishing causative
pathways between MHCs and child outcomes. It is tempting to extend findings from study one to
offer explanatory proof of why it is that children of parents with MHCs might have greater levels
of internalizing and externalizing symptoms, or greater rates of MHCs themselves, but the
methodology would not support such extrapolations. The focus of the study is instead concerned
with providing a deeper understanding of what it is that happens with family functioning with
and without parent symptoms of MHCs. Whilst it is feasible that this could hypothetically be
related to why children may find family life stressful at times, placing them at risk of using
adverse coping mechanisms to manage and thus developing difficulties with their own mental
health, it is not possible to draw such conclusions from the results at this point. Indeed, it is here
that the findings from study one are perhaps best placed to be returned to be understood in the
context of models that offer explanation of child outcomes, as illustrated in the framing chapter.
As per the benefits of narrative approaches described by Fiese and Sameroff (1999), the aim of
this approach was to provide rich exploration of previous experiences as framed within current
circumstances.
The data analysis technique, modelled on the hybrid approach of Fereday and Muir-Cochrane
(2006) meant that information was coded using a systemic, bottom up approach. This approach
recognised that the participants were asked potentially leading questions, and that traditional
content analysis alone may fail to reflect the structure of the questioning and its influence of
emerging themes. On the other hand, the hybrid system is complex, and the process of coding
using a priori codes alongside thematic content analysis made it difficult to describe to an
audience. This in turn carries questions regarding the transferability, the dependability and the
confirmability of the data (Anfara, Brown &Mangione, 2002).
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On balance, the benefits to using this analytic technique, in terms of providing the structure and
process for systematically interrogating parent data whilst acknowledging the application of the
family functioning model in driving the content, were viewed to outweigh the risk. Careful and
thorough discussion of the process undertaken was provided within the publication, and parent
quotations were used frequently to illustrate the points being made. In this way, it was hoped that
readers could access data in its raw form, to help their understanding of the analysis and
evaluations made, and to offer reassurance as to the methodological rigor and analytical
defensibility of this research. Inter-rater reliability for data analysis weas not calculated, and
which would have been an important step to perform in future research. Lastly, to aid with the
objectivity of this data collection technique, Memos containing the impressions of what it was
that each parent was describing, and reflections about how the interviewing process was seemed
to be experienced by them was completed at the end of each interview, and is attached as an
appendix (Appendix B) at the end of the thesis. The Memos provided a check of sorts that the
coding of interviews was congruent with the impressions of parent data, and allowed an
opportunity for the researcher to reflect and critically assess how each interview might remain
transparent and neutral.

Concluding Remarks.
Notwithstanding these limitations, study one extended the knowledge about how it is that
families might interact and functioning in different ways, depending on whether or not a parent is
experiencing their MHC symptoms. Importantly, some domains of family functioning appeared
to be more susceptible to the effects of parental affective disorders, including communication,
affective involvement and role performance. This implies that interventions to help support
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families who experience parental affective disorders mightaddress changes to family
conversations, encourage parents to remain involved with their family and support the parent in
completing parenting tasks and duties. Less equivocal are findings regarding fluctuations in the
ways families express their emotions, attempt to manage or control members, their values and
norms and overall task accomplishment. Future research might include the views of partners and
children, alongside continued development and evaluation of supports and interventions that aim
to promote changes to family functioning.
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Abstract
This qualitative study ascertained how parents with an affective disorder perceived their family
to function during times with and without symptoms of their mental health concern. Fourteen
parents with depression and / or anxiety responded to theoretically derived questions about
family functioning when mentally well and ill. The data were subject to thematic content
analysis, in conjunction with being coded using seven a priori codes originating from the
domains within a family functioning model. Four identified themes pertained to enjoyment of
parenting, mental health concerns as a barrier to parenting and family interaction, psychological
outcomes of parenting with mental health concerns and incentives to focus on parenting and
family functioning. At least 12 parents reported three domains of family functioning
(communication, role performance, affective involvement) changed between times of mental
illness and wellness. Some parents perceived changes to family values and norms, and
approximately half reported that affective expression, control of family members and overall task
achievement was affected. This study may deepen understanding of family experiences and
parent interpretations of their experience, and inform the design of interventions.

Keywords: family processes, mental illness, parent-child relations, qualitative
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Just as families are responsible for the experiences that shape individual growth and
development, so too will an individual's characteristics, which could include having a mental
health concern, shape the way a family operates. Family functioning models offer a useful
theoretical framework with which to understand the interactive effects of individual and family
experience, and how they might change over time. One such model, the Process Model of Family
Functioning (Skinner, Steinhauer, & Sitarenios, 2000; Steinhauer, Santa-Barbara, & Skinner,
1984) explores a family's performance across seven domains: task accomplishment,
communication, affective expression, role performance, affective involvement, control and
values and norms. The model posits that the role of the family is to achieve basic, developmental
and crisis tasks.
Given estimates that 23% of children live with a parent with a mental illness (Maybery, et al.,
2009), many families will face the task of adjusting to, and living with parental mental health
concerns. Anxiety and depression are two of the most common mental health difficulties
experienced by adults (Slade et al., 2009), and are a leading cause of disability (World Health
Organisation, 2011). Understanding how parental affective disorders might impact individuals
and families is important, because of the association between parent depression and / or anxiety
and adverse child outcomes in the short and long term (e.g., Beardslee, et al., 1998; Beidel&
Turner, 1997; Hammen, Burge, & Stansbury, 1990; Lewinsohn, Olino, & Klein, 2005; RadkeYarrow &Klimes-Dougan, 2002; Schreier, Wittchen, Hofler, &Lieb, 2008; Weissman, et al.,
2006).
Family functioning, across a number of domains, can be adversely affected when parents are
experiencing symptoms of mental health concerns. For instance, when parents are depressed or
mentally unwell affective expression such as frustration (Lyons-Ruth, Wolfe, &Lyubchik, 2000)

118
or irritation (Rutter, 1990) can increase, communication between family members can be
disrupted (Warner, Mufson, &Weissman, 1995), parental affective involvement with children
might lessen (Burge &Hammen, 1991), and the role of parenting may pass from the unwell
parent to their partner, extended family and/or children (Aldridge & Becker, 2003; Nicholson,
Sweeney, & Geller, 1998). Dickstein and colleagues (1998) used the McMaster Model of family
functioning (Epstein, Bishop, & Levin, 1978) and associated measurement tool, the Family
Assessment Device (Epstein, Baldwin, & Bishop, 1983) to investigate interactions amongst
families with mothers experiencing affective disorders. They found that total family functioning
was “unhealthy” and strongly associated with mental illness. Adults with depression and their
partners reported that communication, and interaction including conflict and intimacy were the
domains of functioning most impacted by adult mental health (DiBenedetti et al., 2012).
Research has not only focussed on measuring changes to family functioning when a parent has a
mental health concern, but also on evaluating the significance of this change for the families. For
example, Boyle and Pickles (1997) found the magnitude of the relationship between maternal
depression and emotional problems in children aged 8-10 years was systematically reduced once
contextual factors of family dysfunction and economic disadvantage were included within the
analysis. Cummings, DeArth-Pendley, Du RocherSchudlich, and Smith (2001) argue that "a
positive side" to the significance of family functioning for child outcomes in families with
parental mental health concerns "... is that they are, at least potentially, changeable, so that
understanding their effects, especially the key processes by which such influences occur, offers
real hope for more effective prevention and treatment for these children" (p.89).
Further investigation is required to better understand how family functioning is impacted by
parental mental health concerns for two reasons. Firstly, there is some variance around family
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functioning definition and measurement across previous studies. Much of the research to datehas
beenconfined to a singular domain of functioning, such as attachment (Boursnell, 2007), or
singular subsystem, such as the parent-child dyad (Cummings, DeArth-Pendley, Du Rocher
Schudlich, & Smith, 2001) or singular area of challenge such as marital conflict. From their
investigation of parental depression and disorders in children, Radke Yarrow and KlimesDougan
(2002) suggest that "family environment often enters research in terms of broad descriptors...
[which] reduces the environment to broad dimensions, obscures major differences within the
categories, and ignores the specific involvements of the individual child" (p.164). Using a family
functioning model allows for a rich understanding of strengths and of challenges across multiple
domains, and facilitates both the notion of reciprocity and of multiple determined effects
between family members. A second limitation of the current research base is that studies largely
compare family functioning between families with parental mental health concerns and families
without parental mental health concerns (Dickstein et al., 1998), rather than explorehow
functioning might change within families when parents are well and when they are mentally
unwell. Understanding whether and how different domains of functioning alter across time may
provide an insight into possible consequences of parental mental health concerns in both the
short and the longer term.
As well as managing their mental health concern, families with parental mental health concerns
may worry about whether and how workers and key stakeholders understand how best to meet
their needs. There is an increased number of interventions available to support families, however
there is little discussion concerning the theory that drives these practises (Fraser, James,
Anderson, Lloyd, & Judd, 2006) and a dearth of theoretical frameworks, amongst other factors,
makes it difficult to be conclusive about recommendations (Bee et al., 2014). At the same time,

120
interventions are most efficacious when a theoretical model has been employed (Reupert et al.,
2009). Fisher and Somerton (2000) assert that practice is always driven by theory, even when
implemented without conscious consideration. Making theory explicit in any given intervention
may unify intervention aims and objectives, provide a shared focus and language with which to
navigate the experience of consumers, delineate outcome measurements and facilitate the
necessary metrics upon which to evaluate programs and ensure interventions are in line with best
evidence practice.Family functioning models, which have the capacity to capture changes to
functioning over time, potentially offer a means of linking theory to practice, in terms of helping
key stakeholders understand what might be changing for families when parental mental health
fluctuates between wellness and illness, and what a successful intervention for families might be
working on at a family level (e.g., communication, role performance) as opposed to individual
level (e.g., number of symptoms in children) to bring about positive effect.
The objective of this qualitative study was to explore parent reflections about their family
functioning, where family is defined as a basic social group comprising of one or more parent,
partners and their children, who identify themselves as a family unit. The study has two research
aims. Firstly, we sought to determine how parents with an affective disorder perceive their
family to function during times with and without symptoms of their mental health concern.
Secondly, we sought to explore the perceptions of these parents regarding whether the seven
domains of the Process Model of Family Functioning (Skinner, Steinhauer, & Sitarenios, 2000;
Steinhauer, Santa-Barbara, & Skinner, 1984) changed between times of mental health symptoms
or absence of these, and if so, how.
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Method

Procedure
Following ethics approval for the study (Monash University Human Research Ethics
Committee), parents were recruited from two sources. Firstly, parents self-referred to the study in
response to electronic advertisements placed on a public website for families with a mental
health concern (http://www.copmi.net.au/). Secondly, health care workers who were on a mailing
list for the Australian COPMI (Children of Parents with a Mental Illness) initiative were emailed
about the study, and invited to pass information onto clients they felt would meet inclusion
criteria and be interested in the study. Whilst this sampling method brings the potential for
selection bias, the personal nature of the interview questions made it important that parents were
interested and motivated to participate of their own volition and choosing. As argued by
Marshall (1996), "qualitative researchers recognize that some informants are 'richer' than others,
and that these people are more likely to provide insight and understanding" (p.523).
Inclusion criteria required that one or more parents had a diagnosis (self-reported)ofdepression
and/or anxiety. These diagnoses were selected because they comprise two of the most common
adult mental health concerns (Slade et al., 2009), and are a leading cause of disability
internationally (World Health Organization, 2011). Parents needed to be currently receiving or
have recently completed mental health treatment and to have at least one child (related by birth,
partnership/marriage, fostering or adoption) aged 8-12 years. This age range for children was
selected as it is between these ages that children are at greatest risk of developing depression
themselves (Beardslee, Gladstone, Wright, & Cooper, 2003). Following a discussion about the
study and the requirements of participation with the first author, and provision of written
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informed consent, parents were mailed out and returned a brief pen-and-paper questionnaire that
sought demographic information including their age, gender, locality, country of birth, marital
status, family structure (relationship status , number and ages of children, amount of time living
together), parent diagnosis (type, diagnostician, severity and treatment), and asked parents to
outline their biggest concerns about the impact of the parent(s) mental health concern. Next,
parents took part in telephone interviews and received financial reimbursement for their time.

Participants
Fourteen parents took part in the study (Table 4). In all instances the parent with a mental health
concern was interviewed. For two families, both parents had a mental health concern, and the
couple decided which parent took part. The average number of children per household was two,
and all parents had at least one child aged between 8 and 12 years. In addition, one parent had a
baby, fiveparents had one to two children aged 4 to 7 years, and fourparents had one to two
children aged 13 to 19 years. Eleven of the 14 parents lived with their children full time, and the
remaining three parents lived with their children between 12 to 15 days per month. Most parents
had a partner, with one parent being in a same sex partnership. Details about diagnosis, including
type, diagnostician, treatment and perceived severity, and a summary of the concerns raised by
parents appear for interviewed mothers and fathers in Table Five. Please note that for five
participants, more than one practitioner provided them with their diagnosis. All parents were
receiving regular treatment for their mental health concern from a mental health professional,
and eight participants received treatment from more than one source.
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Table 4. Demographic information about interviewed parent gender, country of birth,
relationship status and children.
Category

Parent and family demographic

Parent gender

12 female; 2 male

Country of birth

11 parents born in Australia
1 parent each born in England, South African, Jordan

Relationship status

2 never married; 9 married or de facto ; 3 divorced.

Number of children in each family Mean = 2.2, SD = 1.1 (range: 1-4 children)
Ages of children

Mean = 9.4 years, SD 3.8 (range: 10 months to 19 years)
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Table 5. Parent diagnosis, treatment and perceived severity of mental health concerns for
interviewed parents.
Interviewed

Interviewed

mothers

fathers

Depression/ Bipolar Affective Disorder

3 cases

1 case

Depression/ Bipolar Affective Disorder&Anxiety

7 cases

Diagnosis:

Depression / Anxiety
Anxietydisorder

1 case
2 cases

Diagnosis made by:
General Practitioner

6 cases

2 cases

Psychiatrist

7 cases

1 case

Psychologist

3 cases

1 case

Current treatment:
Psychologist / Counsellor

7 cases

GP for mental health medication

6 cases

1 case

GP for mental health medication and counselling

1 case

1 case

Psychiatrist

4 cases

Counselling from a mental health organisation

2 cases

1 case

Self rating of the extent to which their mental health concern is a
problem:
Minor

3 cases

Moderate

8 cases

Severe

1 case

2 cases

Self rating of the extent to which their mental health impacts upon
their children
No impact

1 case

A little

3 cases

Some

4 cases

A lot

4 cases

Self rating of the extent to which their mental health concern
impacts upon their parenting

2 cases
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A little

4 cases

Some

3 cases

1 case

A lot

4 cases

1 case

Severely

1 case

Self rating of the extent to which their mental health concern
impacts on family functioning overall
A little

2 cases

Some

4 cases

1 case

A lot

4 cases

1 case

Severely

2 cases

Self reported biggest concern about the impact of parental mental
health concern:
Coping with family needs (including emotional needs, 3 cases
household tasks):
Exposure of children to symptoms (including anger, 4 cases

1 case

withdrawal, low tolerance, less communication)
Hospitalisation and care of children

4 cases

Longer term concerns for possibility that children might

1 case

develop mental health concerns
Missing data

1 case

Materials
An interviewschedule was developed by the research team, and piloted initially with a parent
without a mental health concern, and then with two parents who had an affective disorder. Their
feedback was incorporated, before the final version of the questionnaire, comprising of two
stages, was completed. In the first stage, participants were asked what it was like for them to be a
parent and experience a mental health concern. They were invited to discuss their observation
ofbehaviors, feelings and experience for their family and for their children during times that are
"going well", when times are "going badly" and to identify differences between the two times or
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to advise that their experiences did not change. Parents were also asked whether they felt their
family operated differently when they were depressed or anxious, compared to when they did not
experience symptoms of their mental health concern.
The second stage of the interview was comprised of questions that probed for change within each
of the seven domains of family functioning outlined in the Process Model(Skinner, Steinhauer, &
Sitarenios, 2000; Steinhauer, Santa-Barbara, & Skinner, 1984). This model of family functioning
has been found to demonstrate robust psychometric properties (Skinner, Steinhauer, &Sitarenios,
2000), and was selected ahead of other models because (to the best of our knowledge) it has not
yet been utilized in a study exploring functioning in families with parental affective disorders. It
was hoped that using another family functioning model might deepen and / or extend the
understanding of family experience with parental mental illness, and contribute to the existing
research base. Using the descriptions of each domain provided in the technical manual of the
Family Assessment MeasureIII (Skinner et al., 2000), specific probes that targeted one or more
central aspect of each domain of functioning were developed (Table Six). Parents were askedto
respond to each question in terms of how they felt their family functionedwhen they were
depressed and/or anxious, how their family functioned when they were well, and whether there
was difference or no difference between the two times. Before commencing this section, parents
were informed that questions pertained to the different ways families might operate, and were
clearly provided with permission to let the interviewer know if any functioning domain remained
unchanged, or did not apply to their family.
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Table 6. The seven domains of the Process Model of Family Functioning and example interview
questions.
Example questions
Process Model of Family Functioning domainsi

Times when parents
are well

Times when
parents have
symptoms of a
mental health
concern

Who normally does all
the daily, routine tasks?

Does this change
when you are
depressed and / or
anxious?

How much do you live
in each other's pockets,
or spend time together?
How much do you give
each other space?

Does this change, if
at all when you are
not well?

Can you describe how
your family
communicates to each
other?

When you are
depressed and / or
anxious, do you
communicate
differently?

How does your family

Does that change, if
at all when you are

Role Performance
The allocation, agreement and enactment of particular
activities, tasks, expectations and duties to each family
member. Behaviours might include carrying out jobs
that a person associates with their membership (e.g., as
a parent, being the person to cook and provide food to
others)
Affective Involvement
The "degree and quality of family members' interest in
one another" (p.193). Families need to be able to
balance meeting the emotional and security needs of
individual members, with meeting their needs for
autonomy. Behaviours might involve demonstrating
interest, care or concern for other family members by
spending time together.
Communication
The act of sending and receiving messages in order to
achieve a mutual understanding. Essential aspects of
this include the development and sending of clear,
direct and sufficient messages, and the availability and
openness of the recipient to detect and understand the
communication. Behaviours might include talking
together and listening to what each other say.
Affective Expression
An element of communication which involves content
about feelings, including intensity and timing.
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Behaviours might include feeling able to talk with
other family members about how they are feeling or
when they are upset by something

talk about emotions?

not well?

How are decisions
normally make in your
family? Does someone
normally take charge?

When you are
depressed and / or
anxious, does this
change?

What's really important
for your family? Does
everyone agree?

Has the illness had
an impact on this, if
at all?

How does your family
work together, to get
things done?

Does your illness
impact on this, if at
all?

Control
The "process by which family members influence each
other" (p.193). This might include behaviours to have
others in the family do what they want, or being
responsible without reminders, or the extent to which
someone might take charge.
Values and Norms
The context in which the family operates, including
family rules, attitudes and behaviours. Behaviours
might include working together to decide and agree
with what is right and wrong, or sharing views about
what being successful looks like for the family.
Task Accomplishment
The identification of goals or problems and application
of behaviours and solutions to achieve their solution.
This functions to allow for the personal development
of individual family members, to provide members
with a sense of security, to allow members to work
collectively and cohesively, and to function as part of
their wider community. Behaviours might include
continuing to solve a problem within the family, or
being able to be depended upon in times of crisis

Interviews were semi structured, facilitating the exploration of experience beyond anchoring
questions. Parents were also asked at the end of each interview whether there was anything they
would like to add or whether the interview had not covered other topics they felt important to
discuss. On average, interviews took 45 minutes to complete (range: 30-90 minutes), and were
recorded and transcribed with participant permission. Participants were given a copy of their
transcripts and invited to amend their responses by deleting, altering or adding to the material for
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reasons of confidentiality and accuracy (member checks; Anfara, Brown, &Mangione, 2002).
One participant took this opportunity to clarify some of the statements made during the interview
in instances where meaning might have been ambiguous, and to extend some of the answers
provided.

Data Analysis
This study sought to use family functioning as a theoretical construct with which to understand
family experiences. A hybrid model developed byFereday and Muir-Cochrane (2006), which
uses well established qualitative analysis techniques and matches these to preconceived theory,
helped to inform the analytical approach. The hybrid model essentially incorporates thematic
content analysis with an a priori code template. The first step required the development of a code
manual, which for this study comprised the seven domains of family functioning defined by the
Process Model (Skinner, Steinhauer, & Sitarenios, 2000; Steinhauer, Santa-Barbara, & Skinner,
1984), namely task accomplishment, communication, affective expression, role performance,
affective involvement, control and values and norms.
Following this,thematic content analysis allowed for systematic interrogation of the interview
data using a bottom up approach, and which involved attaching labels to lines of interview
transcript before summarising and describing the data at a more conceptual level (Anfara,
Brown, &Mangione, 2002). Transcripts were carefully read and then reread before the
preliminary labels were joined to the text. The next stage saw data being considered across labels
and transcripts by the first author to create the inductive coding and themes. Concurrently, the a
priori domains from the family process model were matched to the themes within the data. This
occurred in two ways, firstly as directed by the probes delivered, and secondly from the content
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of the discussion from participants. For the first half of the interview schedule, where parents
were asked about family functioning in general terms, a priori codes were attached to this data
when a parent made an explicit reference to the domain of functioning (e.g., referring to changes
to communication) or to behavior associated with the domain (e.g., listening and paying attention
as related to affective involvement). Data coding, and the ensuing themes, was presented at a
series of research meetings, attended by the study authors, along with researchers and PhD
students from Monash University, who are working in this area and are familiar with qualitative
research methodology. Round table discussion helped to evaluate the interpretation and themes,
and inform iterative data analysis and presentation of findings.

Results
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
(b) Perceived impact on other family members
(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
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(4) An incentive to focus on parenting and family functioning.
Thematic analysis of the interview data will be presented, with the a priori codes in capitals.
Comments labeled as un-prompted were those made by parents during the first half of the
interview where they were asked about functioning in general; prompted comments were those
received in response to questions about the specific domain of functioning (as appear in Table
Three). Non-identifying codes are also provided at the end of each quotation, which label
mothers (M) and fathers (F) in numerical order, and provide diagnostic information. Following
the presentation of the coded data shall be a final section (5), which comprises data that either
fell outside the family functioning model, or indicated times when functioning did not change
between periods of wellness and of being unwell.

(1) The enjoyment, pride and satisfaction with having a family and being a parent.
All parentsdescribed the happiness they derived from having children, and many spoke about
their joy when spending family time together, particularly when mentally well. Parents took a
delight in the simplicities of being companionable, and able to remain in the moment and present
with each other. The comment below is an example of how a parent described their enjoyment of
being INVOLVED and COMMUNICATING with her child.
I love just to be happy with him and laughing with him... I like when I have that ability to
actually fully listen and really absorb what he's saying.
(M1, Depression, un-prompted)

132
Many parents discussed their sense of pride and satisfaction with their ROLE PERFORMANCE
when they were unburdened by mental health issues, and able to play and interact with family
members.
I enjoy playing with the kids... For me, it's such a great feeling, I feel like I'm doing my
role as a mother and I'm doing it in such a wonderful way.
(M2, Depression, un-prompted)
In turn, the family could be productive, energetic and ACCOMPLISHdifferent TASKS.
Everyone’s having fun, going that bit extra of taking the kids to the playground after
school, and things like that, just capable of doing a lot more than just surviving minute to
minute.
(M3, Depression and Anxiety, un-prompted)

(2) Mental health concerns as a barrier coming between parents and family members
Parents described how their mental health concerns changed their family's interactions. When
asked, parents reported that ROLE PERFORMANCE (12 parents), AFFECTIVE
INVOLVEMENT (13 parents), COMMUNICATION (13 parents), AFFECTIVE EXPRESSION
(7 parents), CONTROL (8 parents), VALUES AND NORMS (10 parents) and TASK
ACCOMPLISHMENT (8 parents) were different between times of wellness and times of being
unwell.
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(a) Withdrawing from family interaction.
Parents discussed how their mental health concerns could interfere with their capacity to engage
in family interactions, and change the attention they might otherwise direct to the well being of
family members including themselves. One mother thought that when she was unwell, this also
impeded her to moderate her children's behaviours and that her changed focus on her illness
made her a more permissive parent .
When I'm good... I'm looking after myself and I'm looking after my children and I'm being
present…[When I’m unwell] I'm kind of losing myself to the illness, I'm kind of tolerating
behaviour [from the children] that I shouldn’t be.
(M4, Anxiety, un-prompted)
Almost every parent spontaneously described the effort required to PERFORM their parenting
ROLE when unwell. Some described feeling overburdened, and struggling to meet “basic”
parenting tasks, or completing duties impatiently, and others shared that they needed to take a
break from their ROLE in order to manage their mental health concern.
If I’m depressed I don’t feel at all like I want to be – not be a parent that’s the wrong
thing, but do the parenting stuff.
(M1, Depression, un-prompted)
Many parentsdescribed having less COMMUNICATION with other family members. For some
parents this was because mental health symptoms made it difficult to carry on a conversation.
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For others, communication became negative or hostile when they were unwell, and therefore
they avoided speaking with other family members.
I become very short, very irate – if I have to repeat myself even to my husband I get very
like sort of aggressive I guess because they’re not listening to me. So definitely
communication is changed.
(M5, Depression and Anxiety, prompted)
This mother continued by reflecting how she reduced her AFFECTIVE EXPRESSION to protect
her children.
We don’t sort of talk about [emotions] when I’m unwell because the more I’m with
people and I’m unwell the more damage you can do. But when I’m well I always
encourage my kids to talk about emotions with me.
(M5, Depression and Anxiety, prompted)
Alternatively, another parent observed that COMMUNICATION could be a useful strategy to
help manage mental health concerns.
I think the communication’s the big thing. Like I’m sure if I stay out there and tried to
communicate when I wasn’t so happy, then the kids would help make me realise that
those things that I’m stressing about or the things that I’m down about, they aren’t really
that big an issue.
(F1, Bipolar Affective Disorder with Depression, prompted)
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(b) 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 to "fit in"
(M5) with the illness. Many described fluctuations around PERFORMING the parenting ROLE,
when well and when unwell, which had ramifications for their partners.
My husband, he carries a lot of the household chores. I mean, he's just fallen into a role
where he covers for me. When I'm well, I try and take them back.
(M6, Depression, prompted)
One mother continued by noting how changes in ROLE PERFORMANCE impacted on her
children as well.
My husband’s stressed because he’s having to pick up the slack, and the kids don’t know
what’s going on and so they feel insecure and they get very, very clingy.
(M7, Depression, prompted)
Another mother described the long term changes regarding ROLE PERFORMANCE, and the
resulting confusion about the assignment of family ROLES.
We have a few issues with him [her son] because he’s cared so much for me when I'm not
well; sometimes he thinks he runs the house. And he gets this little attitude like he’s the
parent and I'm the child and we do struggle with that a bit.
(M8, Bipolar Affective Disorder with Depression, Anxiety, prompted)
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One parent observed that the COMMUNICATION of her family also lessened when she was
experiencing mental health symptoms.
Everybody seems to shut down when I’m depressed, whereas when I’m not,
communication channels are all open.
(M1, Depression, prompted)
Another mother described how her children needed to adjust to limited EXPRESSION of
AFFECTION, and which she found difficult to explain to them.
My daughter, she loves to be hugged and kissed all the time so sometimes it's a bit hard
to explain to her that I can't do it right now I'm just not feeling that way.
(M2, Depression, prompted)
In times of being mentally well, some parents perceived that their family environment felt
relaxed, and that during such times family members did not attempt to manage or otherwise
CONTROL parent reactions.
Everyone’s just relaxed and enjoying themselves– no one’s walking on eggshells or
concerned about what they do or what they say.
(F1, Bipolar Affective Disorder with Depression, un-prompted)
In contrast to descriptions of relaxed times, one parent spoke about her child's attempts to
CONTROL the family situations for his siblings when she was unwell. She perceived that her
son would assume a parent ROLE to his younger siblings and protect them from the experience
of her mental health concerns, which she found both inappropriate and distressing.
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It’s [the older child] that sort of negotiates the little ones and buffers the experience for
them. That’s what’s upsetting for me because then he takes responsibility for a parent.
(M5, Depression and Anxiety, un-prompted)
More generally, some parents noted that when they were unwell, this could affect the extent to
which they were able to help the family to act according to their VALUES. For the mother
below, her enthusiasm or incentive for carrying out family values was more challenging to find
when she was mentally unwell.
I don't know if the values still stay there, but my motivations and ability to participate in
those values is a lot harder
(M3, Depression and Anxiety, prompted)
This mother further explained that mental health symptoms meant that she may give the priority
for ACCOMPLISHING particular TASKS such as cleaning greater or lesser emphasis, and could
change from wanting everyone to help complete a task to not being interested in doing it at all.
She perceived this could be confusing for other family members.
I guess with my moods fluctuating and stuff, like sometimes, I don't know, I might go into
cleaning mode and expect everyone else to be on the same page as me. And then
sometimes, I don't even want to get out of bed, let alone think about the house work.
(M3, Depression and Anxiety, prompted)
For others, some TASKS such as preparing meals or getting children to school could be difficult
to ACHIEVE when they were unwell.
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I can't get out of bed so my son has to organise breakfast, which I feel terrible about. The
poor little thing, just hanging around, “Mum can you get up”, and I'll say, “Just give me
10 more minutes”. You know, we miss school on days when I can't get out of bed, which
is a bit of a worry.
(M9, Depression and Anxiety, un-prompted)
The example provided by this mother demonstrates a conundrum of sorts, in which parents feel
unable to complete a part of family life, and at the same time feel worry or sadness for other
family members for the consequence of their difficulty.

(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.
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.
(a) Associated feelings of guilt, sadness and inferiority.
Most parents described themselves when they were mentally unwell in a negative or judgemental
manner, such as feeling guilt, irritability, detachment or being "not right" (M5) or "not good
enough" (M6). Many parents identified that when symptoms (such as fatigue) made it difficult to
remain INVOLVED with their children, they then felt remorseful about being withdrawn.
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Sometimes I feel a bit guilty because I think instead of them watching TV I can sit with
them, I can read a story, I can maybe do something, but instead I'm there, I'm in my
room, they are in front of the TV doing nothing just sitting there.
(M2, Depression, un-prompted)
Some parents' reflections about times of being mentally unwell seemed to focus on a shift in
their feelings of connectedness and attachment with their family, which were replaced with a
sense of isolation and emptiness, further compounding sadness and depression. The following
parent described that not only does she find it difficult at times to take part in her family life, but
that her experience with mental health can fundamentally impact upon her sense of family role
and belonging.
When we're good, we work well together. When I'm not feeling up to it, I don't feel like
I'm a part of any family, let alone my family, so I don't really want to participate in the
usual family things.
(M1, Depression, prompted)
Another parent offered an alternative observation about her capacity for emotional attachment
when she felt devoid of emotion and feeling. For this mother, mental health concerns mean that
the emotional aspects of parenting, such as providing love and nurturance, are highly distressing
to offer.
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This sounds really wrong but it’s painful to almost have to give love to somebody or care
for somebody when you just feel really empty. It’s painful; it’s a task – does that make
sense?
(M5, Depression and Anxiety, prompted)
Another parent explained this differently, and discussed that her emotional experience was out of
kilter with what she might otherwise enjoy.
I’m irritable and short fused and not available, detached, can't find any happiness even if
you know we attempt to spend family time together. Not having, I don't know, the right
emotions at the right time.
(M3, Depression and Anxiety, un-prompted)
(b) The impact of mental health concerns on parenting confidence and self-efficacy.
Many parents described how having a mental health concern had changed their longer term
views of themselves as parents. For some, the gap between parenting expectation and the reality
of what they were able to achieve was distressing.
It’s difficult because your mind has got this idea of what sort of parent you could be but
you just can’t be that parent– for me that’s heartbreaking
(M5, Depression and Anxiety,un-prompted)
One mother reflected that a sense of inadequacy about having a mental health concern has led to
her feeling as though she has needed to compensate for this in her parenting. She described how
she tries to CONTROL how her children experience general aspects of their lives, by striving to
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foresee possible difficulties and managing them before they affect her children. She also
recognises that letting some of these natural consequences happen rather than trying to protect
her children from them might be another way of parenting that could be more adaptive.
People that suffer from depression and anxiety always think they're never good enough,
so I'm quite busy trying to cover up for them and make things right for them. And
sometime I just feel well maybe I should just let them go more, that’s the smart state of
mind you know.
(M6, Depression, un-prompted)
Parenting confidence and decision making were described by this mother as being adversely
impacted by her mental health concerns, such that she felt less able to trust her choices without
external validation or reassurance.
If I'm anxious I will most probably get on the phone to my husband and maybe run it past
him and see what he thinks but if I'm not anxious then I'm more likely to take the issue,
run with it and tell my husband later.
(M4, Anxiety, prompted)
Similarly, one mother indicated that when she was unwell, she was less certain and/or negative
about how she interpreted her children’s AFFECTIVE EXPRESSION.
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If my youngest starts to cry I feel upset and I don’t know what to do to handle it, I don’t
know what's wrong with her. Even if there's nothing wrong I would assume there is
something wrong with her.
(M2, Depression, un-prompted)
For another mother, experiencing her mental health concern impacted on family
COMMUNICATION, which in turn reinforced her sense of inadequacy.
I think probably when I'm not well then there's probably a bit more talk about feeling
pretty stressful, sad. Our method of communication isn’t [helpful], making me feel even
harder on myself. Or like more responsible or guilty or not a good enough parent.
(M3, Depression and Anxiety, prompted)

(4) An incentive to focus on parenting and family functioning
Some parents described possible benefits of parenting and having a mental health concern, and a
reciprocity between family functioning and mental health concerns. For instance, one mother
indicated that because of her parenting ROLE she was especially focused on recovery.
I had depression and anxiety before I became a parent... I would say that it was actually
almost easier having the responsibility of a child because I have to be better, I have to
cope.
(M10, Bipolar Affective Disorder with Depression, Anxiety, prompted)
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Many parents feltthat because they had a mental illness, their family ties were stronger.
VALUES and NORMS were clarified and confirmed as family members responded to problems
associated with mental health concerns.
What's really important for my family – really that we all try and get along because for a
long time it's just been us. I think we’re more about understanding how other people are
feeling.
(M8, Bipolar Affective Disorder with Depression, Anxiety, prompted)

(5) Interview data that fell outside of the family functioning model or indicated that
functioning was not changed between times of wellness and illness
Almost all of the perceptions shared by parents fitted into the coding and analysis, although some
parents indicated that not all domains of functioning changed for all of them between times of
wellness and times of experiencing mental health concerns. For some of those parents who felt
that their AFFECTIVE EXPRESSION did not change between times of wellness and illness,
their ongoing conversations about feelings helped children identify and understand when parents
were unwell.
I’ve always sort of said to him [her son], “tell me how you’re feeling” you know. He
usually knows when I’m feeling down – I don’t even have to say it.
(M1, Depression, prompted)
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For parents who noted that CONTROL and TASK ACCOMPLISHMENT did not change, this
was often because they were a single parent or without others to call upon to make parenting
decisions, and to achieve the family’s tasks.
No [change to CONTROL] because I’m the only one to make the decisions.
(M10, Bipolar Affective Disorder with Depression, Anxiety, prompted)

Because we don’t really have any extended family around us we try to do everything
together, we try to always support each other.
(M2, Depression, prompted)

The other topic touched upon by some parents and not coded within the family functioning
model was stigma, misunderstanding and intolerance associated with having a mental health
concern. Parents discussed how this could impact on the care and support they were offered,
could join in with or could ask for.
It’s such a difficult disease and there’s so much intolerance and taboo and all that kind of
stuff surrounding it, that it is very important for family to be aware. And understand that,
I’m not doing it on purpose, I’m not lazy or anything like that – it’s the disease.
(M7, Depression, prompted)
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My partner doesn’t acknowledge it – they think that it’s a weakness and that receiving
counselling is a weakness, rather than something that should be used and recognised as a
strength. I see it as a strength that you can recognise your problems and you’re prepared
to do something about them.
(M1, Depression, prompted)
Could you imagine going to a mother’s group or somewhere like that and people are
talking about their experiences of parenting and of children they love and you find your
kids like a task and demanding and like endurance? ... It’s not that you don’t love your
children any more or less than somebody else.
(M5, Depression and Anxiety, un-prompted)

Discussion
This study sought to explore whether and how family functioning in general and functioning
within each of seven domains might change between times of parental mental illness and
wellness for a sample of parents with affective disorders. Results have yielded two main areas of
learning. Firstly, the parents in this study perceive that the way in which their family functions is
affected by their mental health and the domains of family functioning in general helped provide a
framework with which to solicit and navigate their narratives. Secondly, results provided insight
into how parents feel about their family's functioning; they outlined their emotional response to
parenting with a mental health concern, and the longer term implications for their parental
confidence, self-efficacy and family growth and resilience.
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Changes to functioning.
Parents noticed a change in functioning between ‘good’ times and ‘bad’ that impacted on the
domains of affective expression, control and task accomplishment (some families), values and
norms (many families), and role performance, affective involvement and communication (most
families). In general, functioning was perceived by parents to be successful in times of wellness,
with efficiency of role performance, greater levels of involvement and communication, and
increased capacity for decision making and task accomplishment. In contrast, mental health
concerns could prevent parents from meeting the physical and emotional demands of being
engaged or performing their role, or that they might withdraw to avoid exposing their family to
symptoms such as irritability.
The findings of the present study concur with previous results, which found that increased
frustration and less family cohesiveness or interaction may accompany parental mental health
concerns (DiBenedetti et al., 2012; Lyons-Ruth, Wolfe, &Lyubchik, 2000). Such changes might
contribute to the higher rates of adverse outcomes in children affected by parental mental health
concerns, especially in the context of risk associated with insecure attachment and difficulties
that arise when the parent-child relationship is disrupted (Abela et al., 2005; Milan, Snow, &
Belay, 2009). The earlier quoted comment from Cummings, DeArth-Pendley, Du Rocher
Schudlich, and Smith, (2001) regarding the possibilities of being able to change such risk factors
is apposite here. Intervention that teaches family members coping strategies, and ensuring that
other people within or external to the family are available to offer support in times of parental
unwellness might help family members manage the changes to family functioning that come
when a parent has affective disorder symptoms.
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Adjusting to fluctuations in family functioning, and role allocation
Results illustrated parent perceptions of the experience of other people in their family when
mental health concerns meant the parent was not able to take part in usual activities, roles,
involvement and functioning. For those parents in a relationship, their parenting roles, tasks and
duties might pass to the spouses, which parents felt was stressful and burdensome. This not only
created a sense of sadness, regret and failure for the parent, but might have a longer term
implication for their parenting self concept. Nicholson, Biebel, Hinden, Henry, and Stier (2001)
have discussed that mothers with mental health concerns frequently view themselves negatively,
and experience a need to prove themselves as capable in the parenting role more than parents
without these conditions. Findings from the present study might be better understood in the
context of this work, such as the sense of guilt felt by some parents from taking time out, the
concerns about controlling children's lives to compensate them for the parental mental health
concern, and the gap between parenting expectations and reality. It also suggests that
intervention could be needed to counsel parents affected by mental health concerns about their
views of themselves, and in helping them explore how to make and allow necessary changes to
the way their family might operate between times of wellness and illness whilst also accepting
their strengths and their challenges as parents with mental health conditions.
It is important to recognise that parents in this study were also concerned about their children
having to perform some of the parenting tasks, or of supporting or protecting other family
members during times when they were unwell. Previous research has indicated that
"parentification" of children in families affected by parental mental health concerns can have
adverse consequences for child development (Devlin & O’Brien, 1999; Garley, Gallop,
Johnston, & Pipitone, 1997). Interestingly, though, other studies have found that, for children,
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having the opportunity to care for a parent with a mental health concern can strengthen
attachment and alleviate concerns about the mental illness (Aldridge & Becker, 2003), and may
contribute to their coping with parental mental health concerns (Van Parys &Rober, 2013). Van
Parys and Rober (2013) argue that a "moral dilemma" (p.337) can exist between the child's
longing for recognition and permission for their attempts to help manage the experience of their
parent, and the parent's uncertainty of their capacity to manage alone, their desire to avoid
burdening their children and their subsequent judgement of themselves as bad or inferior parents.
Questions remain concerning how families might be able to balance the caring needs, capacity
and responsibilities of each of its members and whether there is an optimal amount or type of
responsibility that other family members can perform, beyond which the costs of providing care
begins to outweigh the potential benefits.

Worries, uncertainty and confusion
Consistent with previous research (Ackerson, 2003; Boursnell, 2007), participants in this study
reiterated that parenting is highly valued and provides great joy, pride and satisfaction; the
presence of mental health concerns, however, could make parenting challenging. Parent
perceptions of the impact of mental health for other family members reflected a sense of concern,
and interpretation of possible harm or burden. This may have been compounded in part by a
sense of parental uncertainty in terms of being able to understand their child’s behaviour, and
judge whether it is normal or problematic. As discussed by Nicholson, Biebel, Hinden, Henry,
and Stier (2001), studies have indicated that parents with mental health concerns worry about
their children, and can view usual child behaviour through the "lens" of mental health concerns
(Nicholson., et al, 1998a). Some parents felt concerned that talking about emotions is difficult
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when they have symptoms of mental health concerns, and that it could burden their children, and
further compound their feelings of sadness and guilt. This desire to protect children also
extended to wanting to control aspects of children's lives to compensate for parental mental
health concerns. Many of the interventions for families with parental mental health concerns
include a component of psycho education for parents, and which at times entails the provision of
information about normative child development (Marston., et al, 2015). Results from this study
would indicate that helping to address parent worries may offer valuable reassurance for parents
and increase their sense of certainty and confidence in their parenting role.
Changes within other domains of functioning, too, could be understood in the context of parental
uncertainty. Mental health symptoms made it more difficult for some parents to feel confident in
their ability to make decisions, and resulted in them handing these to another family member.
The experience of relinquishing control and of passing on tasks and duties adds another
perspective to the work of Nicholson, Sweeney, and Geller (1998b) who found that in some
cases, family members can intrude on the decision making of mothers who are unwell. Some
parents noted that children attempted to control the illness and its effects through exemplary
behaviour or by shielding their younger siblings from symptoms. As explained by a parent in the
current study, this coming in and out of roles can make it challenging to take back tasks, duties
and family position back again when parents have recovered. Similarly, some parents also
recognised that when others stood in for them, confusion may result for family members in terms
of role allocation. Changes to other domains of functioning, such as the level of parental
involvement with family members, the participation in family values and norms, and changes to
affective expression were perceived by some parents to be confusing for children to understand
and for parents to explain.
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Part of the confusion around what is happening when a parent or parents are unwell could stem
from challenges in communicating about parental mental health concerns. Others have indicated
that discussion of parent depression can be missing from family conversations (Stallard, Norman,
Huline-Dickens, Salter, & Cribb, 2004), although children may pick up on signs and behaviours
from parents that reflect their underlying mental health status (Pölkki, Ervast, &Huupponen,
2005). In the present study, all parents but one agreed that communication in general changes
between times that they are well and unwell, either reducing in frequency and/or becoming more
hostile. There was less accord for an agreement that affective expression changed between times
of illness and wellness. Half of the sample reported that they regularly communicated their
feelings to their children, irrespective of their mental health status. Talking in general was seen
by some families to help circumvent some of the ill effects of parental mental illness. Research
to date supports this view; communication about parental mental health concerns can help
children make sense of their parents' condition, alleviate feelings of guilt or responsibility, and
may in itself provide a mechanism to cope with negative experience (Reupert &Maybery, 2007).
To this end, many interventions for parental mental health concerns promote family
communication in order to develop a shared family understanding of the mental illness (e.g.,
Beardslee, Wright, Gladstone, & Forbes, 2007). For parents in this study, there were also times
they actively avoided talking with family members to protect them from hostility or irritability. It
could be, then, that the timing of conversations is important, along with establishing an
understanding that conversation might fluctuate as a result of mental health symptoms such as
irritability. Family functioning models potentially offer a useful metric with which to measure
changes to communication, including change that might result from targeted intervention for
families with parental mental health concerns.
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Opportunities and positive experiences of parenting with a mental health concern.
At the same time, results from the present study suggest there may be positive psychological
experiences or opportunities that accompany mental health concerns for some parents and
families. For some participants, being a parent was a motivator to achieve and maintain good
health, which supports previous research indicating that parenting status may assist with
rehabilitation (Reupert &Maybery, 2007). Results indicate that mental health interventions need
to acknowledge the meaning of parenting role for those presenting for mental health treatment,
particularly, too, in light of comments regarding the social stigma parents might perceive about
having a mental health concern. Parents further described how having a mental health concern
led to fundamental changes to their family. Deciding how to cope with parental mental illness
can offer an opportunity for a family to reflect about how they operate, to work together to
support its members, prioritise values, and critically evaluate how to best function in the face of
evolving needs, strengths and challenges. Indeed, parents described their family's deep empathy
for others and their closeness resulting from coping together with times of mental health
concerns. These strengths that have come from parental mental health marries well with the
discussion of family resilience by Walsh (2003), who asserts that “what matters most in dealing
with adversity are effective family processes, involving the quality of caring, committed
relationships” (p.5). Whilst further investigation is warranted before firm conclusions may be
drawn, delivering this message about resilience and growth to parents who already highly value
their family relationships would seem a powerful way to reframe family experience, especially
for those struggling with a sense of guilt or shame.
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Limitations
Possible limitations to this study need to be acknowledged. Firstly, this study sought the
perspectives of the parent with the mental health concern, and did not include reflections from
children or from partners and other adults in the extended family. Previous studies would suggest
that children may have different interpretations of their family’s functioning, such as their role in
caring for the parent being highly valued and under recognised. Understanding the experiences
of all family members and especially in terms of whether or not they align with the views of the
parent is an important question for further research. The probed questions pertaining to each
domain asked about functioning in comparatively general terms, rather than breaking these down
into specific detail or elements (e.g., asking about communication in general, rather than asking
questions about talking, type, length, content, tone, etc). This was because the research team
sought to ensure questions were easy to understand within a limited amount of time to avoid
overburdening participants. The team tried to minimise this limitation by using semi structured
interview schedules to allow for specific exploration of each domain beyond the probe provided,
and whilst most of the data fitted within the family functioning model, it did not capture the
wider social context such as stigma that could affect parents and families. The data gathered
came from parent perceptions, raising the possibility that parent recall of times with mental
health concerns might have been biased or imprecise. A longitudinal study measuring
perceptions of family functioning across time could be a useful next step to take in researching
and better understanding these experiences. In addition, other factors, such as cultural
background or parent gender might moderate the effects of mental health upon family
functioning. In this study, participants were mostly born within Australia, most were mothers,
and the sample size was small, so an exploration of how culture and gender might impact family
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functioning and experience was not possible. Furthermore, the sampling technique could have
led to a selection bias, and makes generalisation of findings difficult. Further research that allows
exploration of culture, gender and from a wider sample would add valuable findings to those of
the present study.

Conclusions
Parents in this study shared their perceptions of their family’s experience of parental affective
disorder, including the way it might change between episodes of being well and unwell, and the
meaning they attached to this. The hybrid qualitative model facilitated the collection of data, that
although was unique to each family was able to be coded and collapsed into themes. These
included the experiences of parenting, mental health as contributing to family functioning and
experience, and to psychological outcomes such as confidence and sense of efficacy.
Furthermore, the application of a family functioning model to code data helped frame an
understanding of the domains which fluctuate between episodes of depression and anxiety and
times without mental health concerns. Significantly, parents discussed “good” times and the
positive aspects of parental mental illness, such as the connectedness and empathy that develops
within families when facing adversity. Findings add to previous research, and together contribute
important recommendations for interventions, such as supporting parent confidence and
providing psycho education, developing a shared understanding of parental mental health
concerns, and drawing upon parenting as motivation for good mental health. Such strategies in
turn may help strengthen families with parental mental health concerns and support them to
overcome their vulnerabilities.
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Clinical practice can be enhanced through the identification of
the active ingredients in interventions to focus future training
and implementation efforts on those components that are most
responsible for beneficial outcomes

Compas et al., 2010, p. 625

Introduction.
Advances in knowledge about how parental MHCsmay impact the experiences and the outcomes
of family members, and children in particular, have highlighted the support needs of this group.
A confluence of three factors, namely that (1) parents with MHCs comprise an epidemiologically
significant population with their own unique service needs, (2) parenting, regardless of mental
health status, is valued and important, and (3) there can be potential risk to children who have
parents with MHCs, justifies the development of evidence-based practices to assist families
(Nicholson & Henry, 2003). Accordingly, an eclectic array of interventions has been developed
to service parents with MHCs in general as well as interventions designed for families who have
specific parental diagnoses, including depression, anxiety, and substance misuse disorders. A
brief overview of some of the well-known family focussed interventions will follow, before a
discussion of findings from meta analyses and narrative reviews regarding the efficacy of these
supports. This chapter will finish with a presentation of methodological approaches for
identifying the core components of interventions for families with MHCs, which leads to article
two.
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Interventions for families who experience a parental MHC
Family Talk: for families where a parent has depression.

Arguably one of the most well recognised family focussed interventions for families who
experience parental depression comes from Professor William Beardslee and colleagues (1993;
1997; 2003; 2007). Family Talk was developed in the early 1990s, and is based on the premise
that in order to support families to reduce the risk of parent depression for children, it is
advantageous to identify and decrease or remove risk factors, whilst at the same time enhancing
protective strategies in the family. The intervention targets the communication deficits
experienced by families with parental depression, and associated misunderstandings about the
experience of this MHC for each family member, including the parent and child.The intervention
addressescognitive distortions, and self-understanding, as well as changing parenting behaviours
with their children (Beardslee et al., 2003). As such, there is a strong psycho-educational
component for parents and for children, which seeks to improve communication, help seeking
behaviour and parenting skills and confidence.
The intervention comprises 6-10 sessions led by a clinician, who come from a variety of
professional backgrounds (e.g., doctors, psychologists, social workers). The authors have argued
that interventions for families with parental MHCs need to be compatible with a range of
treatment services, as individuals with depression will seek treatment and support from one
service(Beardslee et al., 1993). Sessions are held with parents, with individual children and with
the family as a whole, and incorporate the establishment of a therapeutic alliance, construction of
a family history from the perspective of each family member about the parent’s depression, in
order to promote an increased understanding for each family member about their experience of
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parental depression. Couple sessions support parents and their partners to create a shared
understanding of depression, which is subsequently presented to children at a family meeting
supported by the clinician. Child sessions include assessing the child's functioning and helping
them to identify and raise questions about their parent’sdepression that could be brought up at
the family meeting.
The outcomes of the Family Talk intervention has been repeatedly evaluated longitudinally as
well as in comparison to a group of families who received the same information, but in lecture
format rather than clinician-led (Beardslee, et al., 2003; 2007). The clinician-led intervention
resulted in significant changes in parent attitude and child understanding when compared to
families provided with the intervention delivered in the lecture format. All groups showed
significant changes in parents’ child-related behaviours, family relations and children’s level of
internalizing symptoms up to 4.5 years following the intervention (Beardslee et al., 2007).
Let's Talk about Children.

Following the success of the Family Talk intervention to promote change, Solantaus and
colleagues (2010) developed a brief, child focussed discussion held with parents who have a
mood disorder. The discussion focuses on the potential for the parental MHC to impact on their
children, and aims to provide information about the ways in which parents may support their
children. This psycho-education intervention also seeks to increase the use of protective and prosocial behaviours and attitudes in childrento increase their resilience, via the parent who is
supported to be the catalyst of change back within his or her family. Ultimately "the main focus
of our preventive intervention is to help family members to come together to master the family
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situation and to find strategies to deal with problems in a constructive way" (Solantaus,
Paavonen, Toikka, &Punamӓld, 2010, p. 889).
Following Let’s Talk About Children, the authors reportedreductions in children’s emotional
symptoms, level of anxiety and hyperactivity, and increases in their pro-social behaviours
(Solantaus, Paavonen, Toikka, &Punamӓld, 2010). A comparison ofLet's Talk about Children
and Beardslee’sFamily Talk indicated that while children whose families received Family
Talkdemonstrated effects earlier, the same, significant changes also were found for children
whose parents received Let's Talk about Children, although these emerged later(Solantaus,
Paavonen, Toikka, &Punamӓld, 2010).Solantaus and colleagues (2010) suggested that as their
intervention is delivered from clinician to parent, and then implemented by the parent within
their own family, effects take longer to occur than when children directly receive the
interventionthemselves.
Family Cognitive-Behavioral Preventive Intervention.
Another formal support program developed for families where one or more parent has depression
comes from Compas and colleagues (2009; 2010), who based their intervention on descriptions
and findings from the Family Talk intervention, as well as from a Coping With Stress
intervention developed by Clarke and colleagues (2001) (next section). The authors rationalised
that combining the family psycho-educational components from Family Talk, along with the
skills training and cognitive strategies of Clarke et al., (2001) was a logical progression that may
create potent means to prevent adverse effects of parental mood disorders. Their intervention is
underpinned by findings which the authors argued have highlighted sources of risk for children,
namely "... stressful parent-child interactions that are the result of the symptoms of parents'
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depression, and the ways that children respond to and cope with these stressful interactions"
(Compas, et al., 2009, p. 1008).
The focus of this intervention on parent-child interactions and dynamics is different to that of
Family Talk and of Let's Talk about Children, which consider the provision of information and
the creation of a shared understanding about depression to be a lynchpin in prevention of adverse
child outcomes. Instead, Compas and colleagues (2009) developed a cognitive behavioral
preventive intervention for delivery to small groups of families where a parent currently has, or
recently had depression.The intervention includes training for parents in how to interact with
warmth and structure to their children, as well as teaching children how to employ secondary
coping strategies such as cognitive restructuring, acceptance, distraction and positive thinking to
reduce their worries and stress associated with the parental depression.
Post intervention evaluation, as well as follow up at 12 months, found thatboth parent and child
symptoms of depression decreased from baselinefollowing changes to adolescent coping and to
parenting behaviours, which also statistically mediated the reductions of depression, internalising
and externalising symptoms (Compas et al., 2010). Furthermore, these effects were maintained,
compared to families whose members received written information about parental depression
alone (Compas et al., 2010).
Coping with Stress.
The intervention of Clarke and his team (2001) differ from the previous three in that it is for
direct delivery to adolescents who are at risk of developing their own mood disorder, rather than
for parents to use within their family context. The interventionborrows heavily from the
cognitive behavioral approach to intervening with depression, and focuses on cognitive
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restructuring, interpersonal problem solving skills, and improving communication (Clarke et al.,
2001). In this way, the intervention teaches adolescents various strategies they might use to cope
with, and manage the experiences of living with a parent who has depression, as well as the skills
youth might use to create and sustain their own wellbeing.
The manual for the intervention is available, which takes place over 16 sessions in a group
delivery format (https://research.kpchr.org/Research/Research-Areas/Mental-Health/YouthDepression-Programs#Downloads). Outcome data from both the post-intervention evaluation
and at a 12 month follow up indicates that adolescents who took part had significantly fewer
symptoms of depression, and significantly lower rates of depression overall, compared with
adolescents in a usual-care control group (Clarke et al., 2001). The intervention was further
refined and evaluated using a multicentre randomized controlled trial across four US cities.
Results demonstrate that the intervention significantly improved self reported symptoms of
depression in adolescents, but only among those whose parents were not depressed at baseline
measures (Garbor et al., 2009).
The Child Anxiety Prevention Study (CAPS).
The CAPS intervention was developed by Ginsburg (2009) for use with families who experience
parental anxiety. The interventioncomprises six to eight sessions delivered initially to parents
alone, and then to all family members. The intervention adheres to the tenets of the Transfer of
Control model (Ginsburg, Silverman &Kurtines, 1995), which suggests that psycho-education
and skills training can be passed from a clinician to parent, who in turn, may pass these onto
children and other family members. This reasoning resonates with the premise of the Let's Talk
about Children intervention, which similarly provides information and support to parents, for
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implementation back within their family. CAPS includes the identification of child and parent
risk factors, from which intervention strategies have been developed, with both proximal and
distal outcomes hypothesized (Ginsberg, 2009). For children, anxiety symptoms are addressed
with Cognitive Behavioural Therapy(CBT) and social engagement, maladaptive cognitions with
cognitive restructuring, and poor coping with problem solving skills training (Ginsberg, 2009).
For the parents, CBT anxiety management is also used to reduce modelling of anxious
behaviours. In addition, contingency management is implemented to help decrease parenting
behaviours that enhance anxiety, and training in communication and problem solving skills is
provided to reduce criticism and conflict (Ginsberg, 2009). Outcome data post-intervention and
at a 12 month follow up suggest that, compared to a waitlist control group, children whose
families receive CAPS have significant reductions in their anxiety, and significantly fewer
anxiety disorder diagnoses (Ginsberg, 2009).
Family Options.
Lastly, and following from the Family Recovery Model presented in the framing chapter
(Nicholson & Henry, 2003), an intervention was developed for mothers with various MHCs and
their children (Nicholson, Albert, Gershenson, Williams, &Biebel, 2009). This intervention
differs to others in its expansion of target families to include parents with serious mental
illnesses, rather than for families whose parent has a specified diagnosis, and also in its focus on
recovery principles from psychiatric rehabilitation research (Nicholson, et al., 2009). The goal of
Family Options is "... to partner with parents and children to build essential skills and promote
access to natural and professional supports and services" where "the ultimate goals are to
maintain the family's desired level of well-being and functioning in the community and build
their networks of supports and resources" (Nicholson, et al., 2009, p. 107). The notion of parent
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control in implementing intervention strategies seen in the CAPS study and in Let's Talk about
Children is further developed here, where family empowerment in a wider social context is
heavily valued.
The intervention involves meetings with a Family Coach, who helps create a family care plan
that encompasses the goals of the family across their relationships, work, school, housing,
transport and child raising (Nicholson, et al., 2009). The intervention relies on the development
of a therapeutic relationship between the coach and family members that allows the provision of
support, psycho-education, modelling and feedback (Nicholson, et al., 2009). Families are
involved in this program for 12 to 18 months, and receive support via telephone contact and
face-to-face meetings (Nicholson, et al., 2009). Significant improvements following enrolment in
this program have been reported by mothers, as demonstrated bywellbeing, functioning levels
and the amount of family supports and resources available(Nicholson, et al., 2009).

Review Studies and Meta Analyses of Interventions for Families with Parental Mental
Health Concerns.
Perhaps unsurprisingly, research attention has been directed at determining whether these
programs and others are effective in decreasing risk to children and improvingpositive outcomes
for children and parents who live with parental MHCs. An early narrative review by Fraser,
James, Anderson, Lloyd and Judd (2006) evaluated the quality of studies that evaluated
interventionoutcomes. Included studies evaluated interventions that target children in families
who have a parent with a MHC. Of the 26 studies they identified, seven evaluations were rated
by the authors as methodologically strong in their methodology, four as moderately strong, and
15 as weak in design. On this basis, Fraser and colleagues (2006) argued that "data shows very
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limited evidence of program effectiveness when assessing well-being or illness outcomes for the
child" (p.14-16). In another narrative review, Boyd and Gillham (2009) focussed on
interventions for children whose parent(s) have depression. Across interventions, the authors
found that strategies included (1) psycho-education about parent depression, (2) parenting skill
training in conjunction with mental health treatment, (3) encouragement of positive parent-child
interactions and (4) helping children to learn effective coping skills. They concluded that such
interventions showed promise in supporting the functioning and well being of children.
More recently, Bee and colleagues (2014) sought to examine the clinical efficacy (amongst other
factors) of interventions that aimed to improve quality of life in children of parents with serious
MHCs, including schizophrenia, psychoses, borderline personality disorder, and severe unipolar
depression, and which could also include substance misuse. Most (82%) of the intervention
included in the study weredeliveredto parents only, and the majority (62%) were for parents who
had infants and toddlers. The authors reported difficulties in offering conclusive findings, due to
variabilityacross trials in terms of intervention content and outcome measures and a lack of
theoretical frameworks. Available evidence suggested moderate to large effects of intervention
for parent measures, while small trial sizes meant their investigation of effect sizes for children
measures were to be interpreted with caution.
Siegenthaler, Munder and Egger (2012) employed a meta-analytic approach to consider the
efficacy of available interventions for families. The authors focused on interventions designed
for families with parental MHCs which had been evaluated using a Randomised Controlled Trial
(RCT). This yielded 13 interventions, of which six aimed to reduce the rates of onset of MHCs in
children, and seven aimed to decrease levels of children's internalizing and externalizing
symptoms. As with the evidence synthesis of Bee et al (2014), Siegenthaler and colleagues
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(2012) note the heterogeneity of interventions in terms of delivery (individual, group and family
based), philosophical stance and approach (cognitive, behavioural, psycho-educational and
interpersonal), target diagnosis (depression, anxiety, substance abuse), and recipient (parent,
child, family). Meta- analysis of the data from trials found that interventions decreased the risk
of children developing a MHC by 40%, and that internalizing symptoms were statistically
reduced after intervention. Results for externalizing symptoms were similarly reduced, although
this failed to reach statistical significance. Given that many of the trials included in the metaanalysis were targeting children of parents who had depression, it could be that the greater and
statistically significant reduction in internalizing symptoms, which are possibly precursors to
lowered mood disturbances, was resultant of the specificities of interventions for a group at risk
of depression.

Intervention core components.
Siegenthaler, Munder and Egger (2012) concluded their findings by suggesting that although
interventions were widely variable in terms of the factors named in the previous section, they
were able to effect relatively homogenous changes. One possibility that could explain this result
is that the interventions have common components that are responsible for successful child
outcomes. Previous investigations of programs for parents with MHCs have found commonly
included strategies are case management to support parents, psycho-education and skills training
(Nicholson et al., 2007), while interventions for childrencommonly feature some form of psychoeducation (Reupert et al., 2012). From their review of programs for parents with mental health
concerns, Hinden and colleagues (2006) concluded that “... research is needed to better define
and test key ingredients and theoretical models” (p. 36). Identification of the mechanisms by
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which an intervention operates on its targets may allow clinicians to better understand why they
might utilise particular strategies and techniques with consumers and their families (Levac,
Rivard, &Missiuna, 2012). Such information is important, as research has indicated that
clinicians may find it difficult to select appropriate treatments, even when there is a variety of
evidence-based, and manualized programs available (Chorpita et al., 2005; 2007).
Despite these findings, and the acknowledgement of the importance of understanding what it is
about interventions that might explain their success, much of the previous work has focussed on
the provision of broad program descriptions, and the moderators and outcomes of interventions,
rather than drilling down to the specific intervention components. Furthermore, challenges
relating to the rigorousness of intervention implementation (Hinden, Biebel, Nicholson, Henry,
& Katz-Leavy, 2006) and their evaluations (Reupert et al., 2009), plus the absence in some cases
of a well articulated theoretical framework (Fraser, James, Anderson, Lloyd, & Judd, 2006) have
presented methodological barriers for determining intervention components, targets and the
required level of intensity. Petrovich (2013) suggested an important question to ask is "do
programs seek improvements based on assessment data on what works?" (p.8). As well as
developing effective programs, data about components need to be used to "effectively inform
policy, practice and communications" (Petrovich, 2013, p. 8).Nicholson and her team (2009)
rationalised that another important question to ask at this point is “...how best to attain desired
outcomes, rather than simply whether the desired outcomes are attained" (p.108).
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Accordingly, the second research question of this thesis, and subsequent sub-questions,is as
follows.

2. What intervention components help families with parental MHCs?
o What are the therapeutic components of effective interventions for families
living with parental MHCs?
o For whom are the interventions directed?
o What is the required intensity (frequency and duration) of interventions?
o What do "experts" regard as core components to be delivered to parents,
partners, children and families who experience parental MHCs?
o Who should deliver these components to parents, partners, children and
families who experience parental MHC?

In seeking to answer this research question and sub-questions, two different and complementary
studies were designed. Studytwo, and its accompanying article, sought to identify the core
components within effective interventions for families who experience parental MHCs. This
study aimed to extend the findings of previous narrative reviews and the meta-analyses by
closely scrutinising the specific content of interventions provided to families and exploring
whether there are similarities or shared components across interventions for parents and children.
The study also aimed to provide information about intervention issues, intervention targets and
intensity. Study three extended that study and aimed to interview experts in the field to identify
what they considered to be core components needed to support families who have parental
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MHCs. This study, and the associated articleshall be discussed in further detail in chapters seven
and eight of the thesis. Preceding this, a brief overview of the methodology and limitations of
study two and article two will be presented.

Methodology
The study design selected for the second study of the thesis is a content analysis of previously
identified effectiveinterventions for families with parental MHCs; it was named the Intervention
Key Elements and Assessment (IKEA) project. An international research group, comprising
researchers and clinicians from six different countries, came together as part of an interested
subgroup of attendees at the 2013 Prato Round Table Conference. The group held discussions
concerning the knowledge gap in the area of identification of core components within
interventions for families with parental MHCs, and together brainstormed the study design used
to respond to this question. I was very privileged to have been nominated as the Team Leader on
this project.The study methodology was guided in part by Khan, Kunz, Kleijnen and Antes
(2003), who recommendedfive stages to take when conducting a systematic review. A brief
discussion of each of these steps and how they were undertaken for this particular study will
follow.

Step One: Framing the Research Question
The research question was determined through round table discussion by the working group,
which followed the first three sub-questions of the research question provided previously,
namely:
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o What are the therapeutic components of effective interventions for families living
with parental MHCs?
o For whom are the interventions directed?
o What is the intensity (frequency and duration) of interventions?

Step Two: Identifying Relevant Data Sources
The selection of included interventions for the content analysis was based on those evaluated
with randomized controlled trials already identified by Siegenthaler, Munder and Egger (2012).
These authors used thorough search methodologies, including sourcing trials from the Cochrane
Central Register of Controlled Trials, searching three additional electronic databases, and hand
searching two journals, using ancestral searches to examine reference lists of relevant articles,
and contacting experts within the field. From this, Siegenthaler and colleagues (2012) identified
13 interventions for parents and / or for children living with parental MHCs. The project team for
the IKEA study used the same interventions and associated articles provided by Siegenthaler,
Munder and Egger (2012) and extended this by searching for further information about the
included interventions online, from sources such as university and organisational websites, and
any intervention manuals available online.

Step Three: Assessing the Included Studies for Quality
The rationale for using those interventions identified by Siegenthaler and colleagues (2012) was
that the interventions had already been selected because of their methodological rigor and the
quality of their evaluations as indicated by the tenets of randomization and of inclusion of a
control group.
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Step Four: Summarising the Evidence
The development of a content analysis as a method for identifying components of interventions
has some precedence in the literature. For example, Levac, Rivard and Missuuna (2012)
constructed a charting framework to record potential active ingredients associated with
rehabilitation in children using interactive computer play. The researchers argued the value of
using a structured recording system, with careful definitions of what is to be viewed as a core
component, and the use of independent completion of the recordings by two researchers before
applying thematic analysis to the data. Similarly, Chorpita and colleagues (2011) applied a
manualized, independent coding system in their scrutiny of evidence based treatments and
indicators of efficacy for children and adolescents with MHCs. Accordingly, the need to use
clearly defined, systematic tool to identify and extract data was considered to be important, as is
the role of independent researchers to cross checkthe data extraction form for each intervention.
In the IKEA study, core components were defined as the actual content of the intervention,
expressly described in the intervention publications and documentations, which depicted in detail
what it was that was given or acted upon the target person. In other words, this included what
actually occurred when a person took part in the intervention and what was provided to them.
Who the intervention targeted was also identified. To collect these data, a data extraction matrix
was developed, and shared with the team. The matrix sought to document the various elements
of each intervention, including (1) goals and target variables for change, (2) information about
the target recipients, (3), intervention components, and lastly (4) intervention delivery
information about number and frequency of sessions. Publications and other data concerned with
each intervention was reviewed by two independent researchers and the data extraction matrix
completed by each, before being compared for consistency. Disagreements were resolved by
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discussion between the two researchers. A sample of a completed data extraction matrix appears
in Appendix C of the thesis.

Step Five: Data Interpretation
Data from each matrix for each intervention were collapsed into one, before a qualitative
approach to interpreting the data occurred. As outlined in article two, the data analysis technique
for this study was a thematic analytic process involving guided content analysis (Braun &
Clarke, 2006). In other words, the text from each combined matrix was coded by attaching labels
to text, firstly at a basic, concrete level (e.g., information to the child about MHCs), before
revising these labels and summarising them across matrices at a higher, conceptual level (e.g.,
psycho-education). At the same time, datawere worked through with the support of the category
system (i.e., the matrix) and topic of interest (e.g., intervention content) to record the occurrence
of categories (e.g., psycho-education). Preliminary findings were presented to the research group
before the final analysis and review of the data were undertaken.

Summary of Results and Limitations

A summary of results
This study found that there were similaritiesin the interventions provided to parents and children.
For instance, in a number of interventions,parents and children each received psycho-education,
which focussed on understanding a parent’s MHC. Parents also received information from some
interventions about how their MHC might impact children, and child development, while
children received information about what to look out for in terms of signs that their own mental
health might be compromised. Interventions commonly addressed risk and resilience for both
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parents and children, especially for supporting children to develop interests and activities outside
of the home and relationships with other significant adults. Childrenwere provided with
strategies to alter potentially distressing cognitions, as well as developing adaptive coping skills
and problem solving techniques. Parents received information on mental health treatment and
support, and skill building in relation to positiveparenting behaviour, family communication and
family functioning. There was variability in terms of intervention intensity, ranging from one
session to 33 sessions, requiring between 15 minutes and two hours each meeting.
Perhaps one of the more important findings of the study regards the differences in the
components given to parents and those provided to children. Whilst both groups received
psycho-education, the intervention components given to parents included those that taught them
how to use new skills, knowledge and behaviour to make changes to the way in which they
family operated. On the other hand, children were encouraged by intervention components to
detect when they were at risk of feeling worried or sad, and to use coping strategies, such as
cognitive restructuring, to help manage their feelings. In this way, parents were understood to be
empowered by interventions to act as agents of change within their families, whilst children's
components recommended they change their individual thoughts and behaviours. This indicates
that, potentially, children are being targeted to manage their response to a problem, rather than
targeting the source of the problem itself. In doing so, the question remains about whether
interventions might be missing an important opportunity and target for support provision.

Study Limitations.
There are three main limitations to the data and to the methodology that require acknowledging.
Firstly, the selection of those interventions identified by Siegenthaler, Munder and Egger (2012)
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was implemented due to the robust nature of the trials included in their meta-analysis. Other
interventions, however that did not meet the stringent selection criteria of Siegenthaler and
colleagues (2012) may offer further information about other components available to families
with parental MHCs that promote meaningful change. Furthermore, the comparison of the
components for children and for parents, and the results of the shared and different inclusions,
may also have been different if wider inclusion criteria for interventions was used. This makes
the generalization of the findings difficult. Though from another perspective, findings can be
thought to reflect interventions understood to have used rigorousprocesses for implementation
and evaluation.
The second limitation of the study is that while the publications and other data about
interventions allowed two independent researchers to complete the matrices with sufficient
detail, other components not referred to in the data sources may have been delivered within
theseinterventions. It is possible that components that were not identified by the current study are
important elements of interventions, and which may have been missed. Generic components,
such as therapeutic interest or empathy, that may have been offered to families receiving the
active component of the interventions may be a significant factor in their success and which was
otherwise unidentified by manuals or available publications. On the other hand, there is some
evidence that therapeutic interest or attention has not been integral in determining outcome for
every intervention. For example, some trials offered an information-provision control, which
resulted in similar, albeit later, effects for each group (e.g., Beardslee et al., 2003, 2007).
Thirdly, identifying the core components provided to participants cannot be equated with
conclusions about efficacy or effectiveness. In other words, whilst the IKEA project helped
determine similarities and other information about what parents and children receive from
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available interventions, there is no way of knowing from this analysis whether and which (if any)
components are directly responsible for creating change. Finally, having helped to highlight
intervention components, it is imperative that future research determines the cost-benefit analysis
of these inclusions, in order to ensure formalised support programs provide quality, best practice
and evidence based care.

Concluding Remarks.
The second study of the thesis, the IKEA study, contributed important knowledge about the
components of successful interventions provided to parents and children. Family interventions
may include psycho-education to all members, encouragement for family discussions about
parental MHCs, and skills training in fostering positive family interactions, problem solving and
coping strategies. In offering this new information, it is hoped that better understanding of what
is being given, and to whom, might assist cliniciansto consider what techniques they use,
whether there are gaps in the delivery of interventions, as well as providing the impetus for
further investigation into what is effective and may promote meaningful changes to families.

174

Chapter Six: A content analysis of Intervention Key Elements and
Assessments (IKEA): What’s in the black box in the interventions directed to
families where a parent has a mental illness?
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175

Abstract
There are currently several interventions that promote positive outcomes in families where a
parent has a mental illness. Such achievementshave led to an interest in ‘the black box’ of
interventions or in other words, understanding more about how these interventions work. The
purpose of this study was to identify the various components of effective interventions for
parents and/or children designed for families where a parent has a mental health concern.
Thirteeninterventions previously evaluated using an RCT design and included in a recent metaanalysis (Siegenthaler,Munder, & Egger, 2012) were targeted. Two to three independent
researchers completed a data extraction matrix for each intervention according to intervention
components, intensity and target recipients; results were compared for consistency before data
wereanalysed using guided content analysis, and then collapsed into categories. Identified
components included the provision of psycho-education for parents and children, encouraging
family communication generally but especially communication about the experience of parental
mental illness from the perspective of each family member and skills training in parenting
behaviorsand strategies. There were 11 interventions delivered components to parents, five
delivered components to children; most targeted families with parental depression, and most
originated in the USA. Interventions varied widely in the number of sessions they offered, from
1 to 33, with most sessions across interventions running for 1-2 hours each. Findings may be
used to inform the development, refinement and evaluation of future interventions for this target
group.
Highlights:
•

13 interventions were examined for components, intensity and target recipient/s
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•

For parents, most interventions provided psycho-education and parenting behavior skills,
while interventions for children focused on promoting coping and problem solving

•

11 interventions targeted parents and five interventions targeted children; most (n=9)
were for parental depression and affective disorders and located in the USA

•

Interventions ranged from 1 to 33 sessions, and were between15 minutes and 2 hours per
session.

Key words:
Parental mental illness, intervention, core component, prevention, child outcome
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Introduction
After three decades of research (e.g., Beardslee et al., 1997, 2003, 2007; Solantaus et al., 2010),
the field of parental mental health has more recently begun to examine the nuances of
interventions for parents and children living with parental mental illness (Bee et al., 2014). This
study takes the research field further by examining those interventions known to be effective and
providing a description of the various components employed by these interventions, along with
intervention intensity (duration and frequency) and those recipients for whom the intervention is
directed. This information may be used to inform the future development, refinement and
evaluation of interventions.

Effective Interventions Identified in Previous Studies
Several studies have investigated the effectiveness of available interventions for families living
with parental mental illness. For example, Bee and colleagues (2014) examined interventions
aimed at improving the quality of life in children of parents with a serious mental health concern,
and found that variability across trials, including diverse theoretical frameworks or lack thereof,
intervention content and outcome measures, made it difficult to be conclusive about overall
efficacy. In a narrative review of interventions, Fraser et al., (2006) reported little to no evidence
of effectiveness:15 of the 26 trials were methodologically weakand many of the 11 studies rated
as having moderate to strong methodologies did not include outcome data for children.
Siegenthaler, Munder and Egger (2012)note in their meta-analysis that many previous reviews
utilized a narrative approach, and that recent publication of several randomized trials highlights
"... a need to reassess the evidence" (p.9). They selected those interventions designed for families

178
with parental mental health concerns and used stringent criteria for methodological quality and
strategies to avoid publication bias. The 13selected trials comprised six studies in which
investigators measured the incidence of mental illness onset in children, and seven that
investigated any reduction in level of children’s internalizing and or externalizing symptoms.
There was variability in the intervention strategies studied, with different delivery modes
(individual, group and family-based) and approaches (cognitive, behavioral, psycho-educational
and interpersonal). Results indicated that intervention participation significantly decreased the
risk of children developing the same mental health conditions as their parents by 40%, and that
symptom scores were lower for children in the intervention groups. The authors conclude by
saying "interventions to prevent mental disorders in the offspring of parents with mental
disorders appear to be effective." (p.8, Siegenthaler et al., 2012).
Three important questions follow from previous researchin this field.First, what are the elements
or componentsamong these effective interventions? An understanding of these components
mayinform replication, adaptation and testing of interventions in diverse geographic and cultural
contexts. Second, for who are these interventions efficacious? By looking at participant inclusion
and exclusioncriteria across studies, and the cultural groups previous interventions have targeted,
one may consider whether particular subgroups of families, parents or children appear to be
missing, along with identifying thefamily members for whom particular interventions have been
targeted. The third and final research question framing this study is identifying the level of
intensity (duration and frequency) of effective interventions.
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How interventions work: “the black box” of interventions
Levac, Rivard and Missiuna (2012) suggest that detailing "theoretical mechanisms by which the
intervention may cause change" (p.214) is beneficial to clinical practice, and supports workers in
understanding the "how" and the "why" of what they do. Accordingly, a number of researchers
have examined the components of interventions for families with parental mental health
concerns. Nicholson and colleagues (2007) found that strategies common for these interventions
included case management, and parent support, education, and skills training. Additional reviews
have highlighted the importance of parent education and support (Hinden et al., 2006; Reupert
&Maybery, 2011), while Reupert, Cuff, Drost, Foster, van Doesum, and van Santvoort (2012)
found psycho-education was the common component for child directed interventions. Beardslee
and Knitzer (2004) suggest best practices are strengths-based, parent empowered, and focus on
helping parents to understand their needs and their children's needs. Underlying the notion of
identifying intervention core components is the theoretical question regarding the mechanisms of
change.
The task of understanding change across different interventions is conceptually challenging,
especially given the complexity of interventions and their implementation (Craig et al., 2008).
Additionally, there is increasing recognition nationally (in the US) of a 15 to 20 year lag between
intervention development and subsequent implementation in usual care within the community
(Contopoulos-Ioannidis, Alexiou, Gouvias, & Ioannidis, 2008; Contopoulos-Ioannidis, Ntzani, &
Ioannidis, 2003). Chorpitaand colleagues(2005; 2007) highlight the challenges for clinicians
inchoosing between different treatments in child and adolescent psychiatry, even when there is a
range of evidence based treatments available, with well-specified manuals. Nevertheless,
identifying components that may relate to change is an important step to take, and encompasses
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the philosophies of field building, and the Strong Field Framework (The Bridgespan Group,
2009). Uncertainty about the strengths and weaknesses of the field, including standards of
practice, means "agents of social change often struggle to understand how to focus their field
building investments and activities" (p.2, The Bridgespan Group, 2009). Thus, expanding the
knowledge base of programs with key research findings helps to support policy, practice and
communications (Petrovich, 2013).

Contributing to the Development of the Evidence Base
While recent reviews have provided valuable insight about the therapeutic components of
interventions for families where a parent has a mental illness, most discuss the ‘bigger picture’
utility of interventions, often focusing on broad program descriptions, conditions necessary for
implementation, and intervention moderators and outcomes, rather than the nuances and
specifics of each intervention. In addition, variation in implementation procedures (Hinden,
Biebel, Nicholson, Henry, & Katz-Leavy, 2006), the lack of rigorous evaluative processes
(Reupert et al., 2009), and the dearth of well-articulated theoretical frameworks (Fraser, James,
Anderson, Lloyd, & Judd, 2006; Reupert&Maybery, 2011) raise challenges in providing a full
description of the components, target recipients and intensity levels across interventions.
To overcome the challenge of identifying these descriptors without the added complexity of
addressing inconsistent or weaker methodologies potentially effecting findings,we focus on
interventions that have been designed and evaluated with scientific rigor, namely those already
identified by Siegenthaler, Munder and Egger (2012). This research team employed a systematic
and rigorous strategyto identify methodologically sound trials of interventions for families where
a parent has a mental illness.
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The Research Questions
By building on a rigorous, though relatively small,evidence base of available RCT studies, we
can begin to lay the groundwork for the careful description of effective interventions. Our
specific goal is to address the following research questions;

•

What are the therapeutic components of effective interventions for families living with
parental mental illness?

•

To whom are the interventions directed?

•

What is the intensity (frequency and duration) of interventions?

Providing a comprehensive description of the what is in the ‘black box’ of effective interventions
allows us to consider carefully therapeutic elements that are associated with such interventions
and potentially link these back to theoretical frameworks. Such information may also allow us to
build thesecomponents into future intervention replication, adaptation and testing in order to
build the evidence base of interventions and make effective intervention choices for all family
members (Chorpita et al, 2005, 2007). At the same time, we acknowledge that intervention
descriptors presented here do not necessarily have to be present in order for an intervention to be
effective. This means that in the current study all components are identified, even if used in only
one intervention. Similarly, it needs to be clear that the various descriptors we present here are
not necessarily linked to outcomes (effective or not) for families.
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Method

The Intervention Key Elements and Assessments (IKEA) Project Group
At the end of 2013, an international working group of eight researchers from six countries (the
IKEA group) was established. Of the eight, four were PhD students researching in this area,
while the remaining included researchers with doctoral qualifications with over ten years of
experience of working in this area. Group members were attendees at the 2013Prato round table
conference, who collaboratively developed the methodology employed, in response to what they
saw as a significant research gap and an important intervention design issue.

Materials and Procedure
This study was informed by Khan, Kunz, Kleijnen and Antes (2003) who provided a means to
guide the project. This entailed five stages, namely (1) framing the research question, (2)
identifying relevant data sources, (3) assessing the included studies for quality, (4) summarising
the evidence, and (5) data interpretation (Khan, Kunz, Kleijnen, & Antes, 2003), although steps
two and three were partially completed by Siegenthaler, Munder and Egger (2012), as discussed
further below.
The framing questions for the review were determined by the working group and encompassed
the following areas of investigation:
1. What are the various components included in interventions for parents and / or children
who live with parental mental health concerns?
2. Who are the participants who have received the interventions?
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3. What is the intensity of these interventions (frequency and duration)?
The identification of interventions for inclusion, and assessment of quality, follows Siegenthaler,
Munder and Egger (2012). These researchers conducted a methodical search for interventions,
searching the Cochrane Central Register of Controlled Trials and a further three electronic
databases (MEDLINE, EMBASE, PsychINFO) for randomised clinical trials using combination
of search terms covering the concepts of "parents with mental disorders", "offspring" and
"psychological interventions" (p.9). Additionally, the authors performed ancestral searches,
examining the reference lists of relevant articles, hand searched two journals, and contacted
experts in the field. On this basis, they identified 13 interventions for parents and / or children
living with parental mental health concerns. For the present study, the working group used the
cited studies from Siegenthaler, Munder and Egger(2012). The research team sought further
information on the same interventions, using electronic databases MEDLINE, PsychINFO and
PubMed, by using the name of the intervention and the authors as keywords and search terms.
Additionally, researchers searched for information about the interventions online for example,
university and organisational websites.
In order to collate and summarise data, a data extraction matrix was designed and reviewed by
the group. This matrix included sections to document(1) the intervention goals and target
variables for change; (2) participant details, including target person(s) for inclusion in the
intervention and selection criteria; (3) intervention components and (4) intervention intensity
including duration (how long individual sessions were) and frequency (how many sessions were
provided overall). Researchers searched the paper(s) and any available online information for
explicit statements regarding components that the original study linked to participant outcome/s.
The matrix was piloted on three studies by two researchers from the IKEA group, whose
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feedback was implemented to finalise the matrix. Each intervention was then independently
reviewed by two to three members of the research team. Responses were returned to the first
author, who compared matrices of the same intervention for consistency and sought clarification
from reviewers if conflicting information was detected.
Data were collated firstly within the matrices for each intervention, and then acrossinterventions.
A preliminary presentation of the summary data and findings were presented to the research
group for discussion before a final analysis of data was undertaken. Intervention descriptors
according to the three research questions were listed for each study, and compared for
similarities and differences, before being collapsed into categories. Data relating to the
descriptions of intervention methodologies were qualitatively analysed using a thematic analytic
process involving guided content analysis (Anfara, Brown, &Mangione, 2002). This required an
open coding system, attaching labels to lines or to paragraphs of data, describing this at a
concrete and then conceptual level, within each of the topics of interest (intervention content,
participants).

Results

Interventions in the study
The 13 interventions included in the meta analysis of Siegenthaler and colleagues(2012)and in
this study are outlined in Table Seven.

185
Table 7. Intervention title, abbreviation, authorship and intervention recipient
Title

Abbreviation

Author

Recipient

Interventions for parental depression and affective disorder
Family Talk

FT

Beardslee et al., 1997, 2003, 2007

Parents and children

Adolescent Coping with Stress course

CWS

Clarke et al., 2001

Adolescents

Compas et al., 2009, 2010

Parents and children

Family

group

Cognitive

Behavioral

Preventive Family CB PI

Intervention
Interpersonal therapy

IT

Forman et al., 2007

Parents (mothers)

Cognitive Behavioral Prevention Program

CBPP

Garber et al., 2009

Adolescents

Mothers Assessment of the Behavior of her Infant

MABI

Hart et al., 1998

Parents (mothers)

Parent Education Group

PEG

Sanford et al., 2003

Parents

Let's Talk about the Children

LT

Solantaus et al., 2010

Parents

Cognitive Behavioral Group Intervention

CB GI

Verduyn et al., 2003

Parents (mothers) and children

CAPS

Ginsberg et al., 2004, 2009

Parents and children

Behavior Couples Therapy

BCT

Kelley &Fals-Stewart 2002

Parents

Parent Skills Training with Behavior Couples Therapy

PSTwBCT

Lam et al., 2008

Parents

Focus on Families (now Families Facing the Future)

FoF

Catalano et al., 1999; Haggerty et Parents*

Interventions for parental anxiety only
Coping and Promoting Strength Program
Interventions for parental substance abuse

al., 2008

* NB Children were included in 12 FoF intervention sessions to provide parents with opportunity to practise the skills they were
taught.
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Intervention Components
Table Eightpresents findings regarding intervention components. Each intervention is named in
the left column with the recipient of the intervention appearing next (parent and/or children).
Intervention components are indicated by an "X" within the appropriate column of each table.
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Table 8. Intervention Components Delivered to Parents and Children.

Psycho-education

Intervention
FT
CWS
Family CB PI
IT
CB PP
MABI
PEG
LT
CB GI
CAPS
BCT
PSTwBCT
FOF

Recipient
Parent
Child
Child
Parent
Child
Parent
Child
Parent
Parent
Parent
Parent
Parent
Child
Parent
Parent
Parent

X
X
X
X
X

Mental health
treatment and
support

Interventions components
Parenting behavior Child risk and
resilience

X

X
X
X

Family
communication

Family support
and functioning

X

X

X
X

X
X

X
X
X
X
X

X
X
X
X
X

X
X
X
X

X

X

X

X

X
X
X

X
X

X

X

X

X

X

Note. FT = Family Talk; Family CB PI = Family group Cognitive Behavioral Preventive Intervention; IT = Interpersonal Therapy;
MABI = Mothers Assessment of the Behavior of her Infant; PEG = Parent Education Group; LT = Let’s Talk about Children; CBGI =
Cognitive Behavioral Group Intervention; CWS = Adolescent Coping with Stress Course; CB PP = Cognitive Behavioral Prevention
Program; CAPS = Coping and Promoting Strength Program; BCT = Behavior Couples Therapy; PSTwBCT = Parent Skills Training
with Behavior Couples Therapy; FOF = Focus on Families (now Families Facing the Future).
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Intervention components directed to parents .
Eleven interventions delivered one or more components to parents. Table Nine provides further
and more specific detail of the six components identified in Table Eight, in terms of what was
offered by each intervention.
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Table 9A breakdown of components delivered to parents.
Component
Psycho-education
(7 interventions)

Mental Health
treatment and support
(4 interventions)

Parenting Behavior
(7 interventions)

Child risk and
resilience
(3 interventions)

Family communication
(6 interventions)

Family functioning and

What was delivered
(i) information about mental health (LT, PEG, CAPS, FT, Family CB PI)
(ii) information about the developmental needs of children (FoF, LT, CB GI, FT, Family CB PI)
(iii) information about how parental mental health concerns might impact family members, and potentially pose a risk to
children (LT, PEG, CAPS, FT, Family CB PI).
(i) a cognitive behavioral approach (CBT) to treat the mental illness of the parent, asking parents to identify their
therapy goals, and complete 'homework' tasks(FoF, CB GI).
(ii) a discussion that encouraged parents to obtain treatment for their depression (FT)
(iii) providing parents with information about general services and supports that they might choose to access to support
their child's development (LT).
(i) promoting positive parenting strategies, such as family management skills, communal problem solving techniques,
modelling coping behaviors, the use of praise and positive consequence, and enjoying positive time together(PEG, CB
GI, FoF, Family CB PI)
(ii) efforts to change parents’ observation and awareness of infant behavior (MABI)
(iii) encouragement for parents to decrease particular parenting behavior associated with anxiety, such as modelling
anxiety to children and over protection (CAPS).
(i) teaching parents to assist their children to refuse illicit substances, as well as establishing and maintaining a routine
at home (FoF)
(ii) providing parents with skills to support their children to seek activities outside of the home, and develop and
maintain relationships with other significant adults (LT, FT).
(i) Encouraging parents to increase positive and open family conversation (LT, FT, FoF)
(ii) a strong emphasis on using communication to develop a shared understanding of parental mental illness amongst
family members (LT, FT, PEG;
(iii)instructing parents to reduce parent criticism directed to children and become more proficient at communicating to
their children (CAPS)
(iv) seeking to reduce parents’ verbal aggression (BCT).
(i) seeking to increase spousal support including additional help to strengthen the parent-child relationship (PEG), or to
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support
(6 interventions)

help fathers abstain from substance use, and increase positive behavioral interactions between the couple (BCT).
(ii) focussing on positive family interaction, such as how to run family meetings, positive family involvement, routine,
and collaborative family problem solving (FoF, FT, CB PI, PEG).
(iii)providing interpersonal therapy, to help parents focus on four areas of interpersonal concern within their
relationships, and support parents to either modify the relationship or alter their expectations about it (IT). This did not
result in significant change for child outcomes.
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Intervention components directed to children
Five interventions delivered components to children and / or adolescents; three interventions
(FT, Family CB PI, CAPS) delivered components to parents and children together; the remaining
two programs (CWS, CB PP) held information sessions to tell parents about the intervention
their adolescent would receive. Table Ten provides further detail about the two components
delivered to children in terms of what was offered by each intervention.
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Table 10A breakdown of components delivered to children.
Component

What was delivered

Psycho-education

(i) informing participants about parental mental health concerns (FT, Family CB PI)

(4 interventions)

(ii) providing information about mental health symptoms and concerns that may affect children (CWS, CB PP)
(i) strengthen children’s resiliency (FT, CWS, Family CB PI, CB PP, CAPS)
(ii) increase understanding of parental mental health concerns (FT)
(iii) encourage activities outside of the home (FT, CB PP, Family CB PI)
(iv) reduce social avoidance (CAPS)

Child risk and
resilience
(5 interventions)

(v) teach adaptive coping skills and problem solving, including:
• promoting help seeking (FT)
• relaxation and assertiveness (CB PP)
• encouraging children to use "distraction" (Family CB PI).
(vi) alteration of child and youth cognitions using:
•
•
•

cognitive restructuring (CWS, CB PP),
acceptance and reappraisal of interactions with parents who are depressed, coupled with positive thinking
(Family CB PI)
attempts to reduce of guilt or self-blame (FT) and other maladaptive cognitions (CAPS).
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Intervention recipients
Eight interventions were for parents only, two interventions were for children only and three
interventions targeted both parents and children. Most (9) interventions originated from the USA.
Otherswere developed in Finland (LT), Canada (PEG) and the United Kingdom (CB GI). Eight
targeted parental depression, with four of these excluding participants if symptoms or criteria for
diagnoses other than affective disorder were present in parents (FT, CB PP, PEG, LT), or
children (FT, CWS, CB PP).The interventionfor families experiencing parental anxiety
(CAPS)specified that parents could not have PTSD, acute stress disorder or other psychiatric
diagnoses. Children were ineligible if they had anxiety or other psychiatric disorders. Of the
interventions forparents and partners where a parent has a substance use disorder, fathers had
toagree to abstain from substance use (BCT),while others specified that parent were to be
married or living with a partner (BCT, PSTwBCT) andto have been in methadone treatment for
at least 90 days (FoF). In two studies, participants were excluded if females had a substance use
disorder (BCT, PSTwBCT) and for BCT, neither parent could have a psychiatric diagnosis.
Attrition rates ranges from 2% in the CWS course to 61% in the CB GI intervention; for PEG,
one third of the sample did not take part in more than 25% of sessions. Retention data indicated
that those participants who withdrew had higher levels of depression (PEG, LT). Approximately
20% (BCT), 47% (IT) and 55% (LT) of people approached for each study refused to take part.

Intervention intensity
As indicated in Table Eleven, interventions varied widely in terms of the number of sessions
offered to participants (range: 1 session to 33 sessions), and the amount of time required to
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deliver them (one appointment to enrolment across nine months). Most (10) interventions
appeared to offer sessions once or twice a week. The overall amount of time provided to
participants ranged from 15 minutes to approximately 120 hours.
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Table 11Intervention intensity and duration data, and child mental health outcomes.
Intervention

Number
sessions

FT

6-11
7)

CWS

15

Family
PI

of Frequency of sessions

(average: Unclear

CB 12

2-4 sessions per week

8 weekly sessions and then 4
monthly sessions

Total
session
time Provision
of
provided to participants
follow
up
/
booster sessions
7-10 hours of clinician time Telephone contact
per family
or
refresher
meetings at 6-9
months
15 hours
None stated

Child
mental
health outcomes
S: YSR

S: CES-D, HAMD,
K-SADS-E
suicide symptom
total, GAF
Unclear
The
final
4 S: CES-D, CBCL,
sessions
are YSR, K-SADS-E,
denoted as booster RSQ
sessions
Unclear
None stated
NS:IBQ,
CBQ,
AQS, CBCL
12 hours plus 6 monthly Final 6 sessions S / NS: CDRS-R
sessions
are
booster
sessions
Unclear
None stated
S: NBAS
NS: MABI

IT

12

One per week

CB PP

14

Once a week for 8 weeks, then 6
monthly sessions

MABI

PEG

1 with examiner;
4 with mother
and infant
8

Once with examiner, and 4 weekly
sessions with mother and infant
alone
One per week
16 hours

LT
CB GI

2
16

Unclear
One per week

15 minutes to 1.5 hours
24 hours

CAPS

6-8

Weekly for 6-8 weeks

6 to 8 hours

None stated

NS: CDI, HBQAS,
PRSPS
None stated
S: SDQ, SCARED
None stated
CBCL - findings
mixed
3 monthly booster S:
ADIS-C/P,
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BCT
PSTwBCT

FOF

32
1-2 sessions per week, for 24 weeks
12, plus 12 1 per week for 24 weeks
standard CBT
for
substance
abuse
33 sessions
5 hour retreat, and then 90 minute
sessions twice weekly for 16 weeks;
90 minute weekly sessions and 2
telephone calls per week for 9
months

session
None state
None stated

SCARED
S: PSC
S: CBCL,
RCMAS

80 hours, plus an additional None stated
2 hours of home based case
management for a further 5
months

S / NS: CIDI

Unclear
24 hours

CDI

Please note:
S: original study reported a significant finding
N: original study reported a non significant finding
ADIS–C/P - Anxiety Disorders Interview Schedule for DSM–IV - Child Version; AQS - Attachment Q set; CBCL - Child Behavior
Checklist; CBQ - Child Behavior Questionnaire; CDI - Children's Depression Inventory; CDRS-R - Children's Depression Rating
Scale - Revised; CES-D - Centre for Epidemiologic Studies - Depression Scale; CIDI - Composite International Diagnostic Interview;
GAF - Global Assessment of Functioning; HAM-D - Hamilton Depression Rating Scale; HBQAS- Health Behaviors Questionnaire
and Activities Scale; IBQ- Infant Behavior Questionnaire; K-SADS-E - The Schedule for Affective Disorder and Schizophrenia for
School Aged Children, Epidemiologic Version; MABI - Mother Assessment of the Behavior of her Infant; NBAS - Neonatal
Behavioral Assessment Scale;PRSPS - Peer-Relationships and School-Problems Scale; PSC - Pediatric Symptom Checklist; RCMAS
- Revised Children's Manifest Anxiety Scale; RSQ - Responses to Stress Questionnaire; SCARED - Screen for Child Anxiety Related
Emotional Disorders—Parent and Child Versions; SDQ - Strength and Difficulties Questionnaire; YSR - Youth Self Report.
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Discussion
Results from this study provide information about the various components of interventions
delivered to families with parental mental health concerns, intervention intensity and intervention
recipients. Components directed to parents included psycho-education, mental health
intervention, parent skills training and support, while components directed to children included
psycho-education and cognitive behavioral techniques.
One of the most common components directed to both parents and children was psychoeducation. Information given to parents provided an explanation of how and why mental health
concerns may adversely affect children, which was additionally supported in some interventions
by elucidating normative developmental needs of children. For children, the psycho-education
served to discuss parental mental health or the child's own psychological well-being. The
widespread inclusion of psycho-education confirms the findings of Reupert et al., (2012) in
regards to child-focussed programs, and of Hinden,Biebel, Nicholson, Henry and Katz-Leavy
(2006) for those received by parents. Lucksted and colleagues (2012) reviewed family psychoeducation programs, and although the focus of programs was mostly on supporting the
individual with the mental health concern, rather than the child per se, they conduced that "
family psycho-education has been deemed an evidence-based practice and has been included in
various treatment guidelines" (p.102).
A related question is whether psycho-education is sufficient to bring about change without other
components. In Family CB PI, the control group received written information; results
indicated,"the odds of a diagnosis for children in the written information condition were more
than twice the odds for those in the intervention."(p. 1016, Compas et al, 2009).Conversely, for
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the FT intervention, control group families who received the same information as those in the
active treatment demonstrated similar gains, albeit at a later point during follow up. It is not clear
from these studies whether the timing of psycho-education is important, and if so, when it might
be delivered for optimal results. Furthermore, others have noted that psycho-education requires
continued follow up with parents and children to make significant change (Mosek, 2014).
Therefore, while psycho-education is included in many interventions , further research is
required to determine how much, content type, and how often it may be required. The results
presented here regarding the intensity of interventions offer some insight into the potential
variability of component delivery more generally and indicates there is scope for future studies to
investigate how specific components might be best delivered.
Strategies that aimed to change parenting behavior werethe next most frequently identified
intervention component. These positive parenting skills included using praise, spending time
together, helping family management and essentially adding "warmth and structure" (p.1009,
Compas et al., 2009). For the CAPS study, the focus was on eliminating parenting anxiety and
behaviorssuch as overprotection and control. Parenting behavior was the only component
included in MABI, and although child outcomes showed significant benefits, mothers did not
change in terms of their perceptions of their child's social interaction and development. Hart,
Field and Nearing (1998) suggest more support might be needed, to target a change in parents’
attitudes,for interventions to impact parenting outcomes. Other interventions, including FT, LT
and CAPS that achieved significant changes in child mental health sought to alter parenting
beliefs in addition to teaching them new skills, hoping to empower parents and provide a sense
of hope that changes they make can affect child outcomes for the better. Thus one component of
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such programs is to focus on the parent, with the mental health concern, and encourage them to
act as an agent of change back into their families.
Interventions also appeared to target family communication depending on the parental mental
health problem of families and intervention recipients. Interventions for parents and families
where a parent had depression aimed to increase family conversations, and directed members to
talk openly about how parental depression was understood and experienced by each person (LT,
FT). Similarly, CAPS (parental anxiety) aimed to encourage honest family conversation, and
sought to reduce the amount of criticism parents communicated to their children.
Communication to encourage substance abstinence was the focus for the therapies directed to
couples (BCT, FoF). Perhaps the subtle differences in the way theseinterventions target change
to communicationreflect an attempt to address some of the common symptoms of each mental
health concern, and the manner in which they impact parenting, namely withdrawal in
depression, over-anxiousness in anxiety and drug affected behaviors. Interestingly, changing
familycommunication or family functioning was not targeted by the interventions received by
children. There was a notable difference in the ways parents were directed to reduce risk and
increase resilience in children compared to the risk and resilience components delivered to
children. Parents were encouraged to facilitate children’s activities and relationships outside the
family to access support, while childrenwere encouraged to learn coping and problem solving
skills.One reading of this is that in child-received interventions, children are encouraged to cope
with their parent’s illness by using cognitive techniques to alter their thinking. However, we
would argue that focusing on how children manage and react to family circumstances does not
necessarily address the original source of the child’s problems or why they might need to learn
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coping or problem solving skills and accordingly, may miss an opportunity to work with the
family as a whole.
Attrition and refusal rates to the magnitude of 25-50% could indicate that participants who
agreed to take part and remain in the evaluation trialswere motivated to do so. As pointed out by
Solantaus and colleagues(2010),participants who withdrew may have been experiencing higher
levels of parental mental health concerns, potentially decreasing their energy and resources
necessary for intervention engagement. This raises the question about whether participants need
to be ‘well’ or not too mentally ill to engage in and benefit from the intervention. Indeed, the
authors of the PEG intervention note that their participants were severely depressed and
subsequently suggest that adjustments and further evaluation might be necessary in order to
improve participation and outcomes in real-world settings.
In considering the issue of transferability, it is useful to examine the variability in inclusion
criteria for participants and whether the intervention aimed to treat the parent’smental health
concern. Substance use programs focussed on abstaining from substance use: as Catalano et
al.,(1999) state “… the program constantly reinforced reducing drug use as the most important
change parents could make to improve family life” (p.250-251). In contrast, the IT intervention
found that even when mothers recovered from their depression, their responsiveness to their
child remained unchanged. Lastly, most of the studiesexcluded participants with multiple
diagnoses, and/or children with mental health issues. Again, there appears scope for research to
probe whether those parents who are very ill are able to receive interventions, whether parents
need to be treated first, or whether parenting and mental health treatment be provided in concert,
and for which parental diagnoses. Furthermore, interventions presented here provided a range of
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intensity levels; it is not clear whether intensity equates to effectiveness nor what the minimal
level of support might be in order to promote change.

Limitations
There are some limitations to our study that need to be acknowledged. While our study identified
various components within interventions, our results are unable to link these components to the
outcomes achieved by each study. In addition, we did not seek the manuals for all interventions.
Although the interventions were described in sufficient detail for two to three independent
researchers to complete the matrix, other components could have been included within the
intervention but not published. The interventions included in the study were largely developed
for parents with affective disorders, and developed in western countries, and mostly the USA,
making generalizations challenging. Lastly, interventions not included within the meta analysis
of Siegenthaler,Munder, and Egger (2012) were not included here. The decision to select the
studies determined by the meta-analysis to be methodologically robust drove the necessary
exclusion of other programs; however, future research extending these findings by examining
other interventions may yield further information to benefit this knowledge base.

Conclusion
All families, including those where a parent experiences a mental health concern are complex,
dynamic and unique, and as such, developing effective and efficient mechanisms to help support
them is challenging and demands consideration ofa variety of factors. Providing families with
psycho education, encouraging them to talk with one another about their mental health,
equipping parents with skills to positivelyinteractwith their family and children with training in
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problem solving and coping are some of the therapeutic components in effective interventions
for families. It behoves us all to ensure we understand the interventionswe offer and to have
them ready.
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Chapter Seven: Perspectives on how to support families with a parental
mental health concern

A Linking Chapter for Study Three and Article Three

Study Three: Support for
families with parental
MHCs

Family
functioning

Key
solutions for
the family

Expert views
about best
supports

Article Three: How can we
help? Expert views on core
components of
interventions, delivery and
outcomes for families who
experience parental
affective disorders

Intervention
usage

Understanding and supporting families
who experience parental MHCs

Figure 8. The model of the thesis, with study three, and article three highligh
highlighted.
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Introduction
Interviewer: what sorts of things would help a family like yours?

A good psychologist, that's

Probably family counselling, like to come into a

Outside support, and that's quite

really for me.

comfortable environment like out house. And it's

often friends.

Antonia

about really dedicating a time to be able to speak

Renee.

with us as a whole and then us as individuals.
Just getting out, just
down on the beach to

Charles

just have the sound of
the water and the sun.

My

Karlie

psychiatrist -

You need support ... I think

bits! And

that there are times when

then

them.
Deborah.

Michelle

love him to

your family need to know

you are going to need

I've got this crazy saying - "it'll all be alright in the end,
because if it's not alright, it's not the end." When things are
bad, we work on the principle that it will be alright in the end.

beyondblue's
been a great
wealth of
information.
Polly.

More time would be good! Just to oh, I don't know, like time on our
own, time with family on our own.
Stephanie
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It is important to understand the experience of families who live with parental MHCs, in part
because this information can help identify the support needs they have. The quotations displayed
on the previous page are taken from the first study of this thesis, and illustrate the different
supports that parents with depression and / or anxiety consider to be important. Evaluations of
formal interventions currently available have contributed knowledge about whether interventions
might meet these needs. Extending the focus to understand what specific components of these
interventions are necessary will offer an adjunct to understanding how to intervene and what to
offer.
Most recently, the IKEA study, presented in the previous chapter, found that various elements
are incorporated into interventions to families, parents and children. Intervention components
include psycho-education, promoting family communication (with a particular focus on
exploring the family’s experience of parental MHC), and skills training for parents and children.
Some variability was found in the specific nature of the components provided to parents and
those provided to children; interventions for children did not deliver the same breadth and range
of components as those that were provided to parents. For example, strategies around treatment
and improvement for MHCs were given to parents, but not to children. Excluding children from
the treatment plans of their parentsmay beproblematicin some families becausesome studies have
found that youth want to be involved and asked for their advice and feedbackabout how their
parent is treated (Fudge & Mason, 2004; Garley, Gallop, Johnston, &Pipitone, 1997). Moreover,
with few exceptions (e.g., Kelley &Fals-Stewart, 2002; Lam et al., 2008), there is a paucity of
information in the literature about the possible roles, needs and desires of partners from the
perspective of interventions, including the ways that they might like to support the parent with
the MHC.

206
Another finding of the IKEA study indicated that components available to children focused on
increasing their understanding of parental MHC and providedstrategies to help them cope with
the stress associated with their parent’s illness. At the same time, the IKEA study found that
children’s interventions did not specifically promote the development of their skills or
behaviours they might use to make changes within their family environment or alternatively,
offer other methods (to children or to parents) that might create changes to the family system.The
IKEA study prompts the question of whether children and parents require different components
to one another (e.g., support to help change the family environment to parents, and help seeking
strategies to children), and / or whether they require the same components, albeit with slightly
different focuses that tailor to their role and developmental stage (e.g., help for parents to change
parenting behaviour; help for children to seek support and advocacy from another adult within
the family to bring about change to the family environment).
Another related question is whether the specific components identified in the IKEA study are
'ideal' for the families targeted. For example, parenting skills training was delivered to parents in
seven interventions; this focussed on improving a range of parenting behaviours such as family
management and problem solving, using praise, increasing parent observations, as well as
reducing problematic behaviours such as modelling anxiousness. While enhancing parenting
skills may be helpful, Beardslee and Knitzer (2004) caution that this needs to be strength based
and underscored by the premise that despite MHCs, people can be good parents: “the key,
however, is to distinguish between having a mental illness and being a parent and to emphasize
supporting the parents' actions as parents” (p.162).
On the whole, formal, family focussed interventions have been found to be efficacious. However
it is evident there remain broad questions about what supports more generally are desired by
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families and are useful for them.One of the limitations acknowledged in the IKEA study was that
other interventions for families with parental mental health concerns were not included in the
study (because of the inclusion/exclusion criteria). In the Netherlands, Hosman, van Doesum and
van Santvoort (2009) describedan all-inclusiveapproach to support children who have parents
with MHCs, which offers a "wide range of preventive services, mostly[emphasis added] from
community mental health centres"(p.250). The Netherlands approach, which varied across the
country, was developed by practitioners and researchers on the basis of intergenerational risk
factors; it employed a combination of top-down systemic and bottom-up clinical
approaches(Hosman, van Doesum& van Santvoort, 2009). While not evaluated using
randomised controlled trials, intervention components within programs and servicessuch as the
Netherlands approachmight also be identified and found to be efficacious in helping parents,
children and families thrive.
For vulnerable families generally, families need information and education about mental health,
and training in skills such as communication and support (MacFarlane, 2011). Extending these
points somewhat, Hinden and colleagues (2006) found that program directors of services for
parents with MHCs and their families spontaneously identified moderators that affected program
outcomes. These included factors at a family level, such as support and symptom management,
community resources such as availability of social services and transportation, and agency
factors such as innovation in mental health care and supportive leaders. The approach of
Hinden's team (2006) to interview program directors about factors related to family outcomes
also illustrates that other key stakeholders may offer additional insights into the questions
regarding family support and intervention efficacy. Inviting people experienced in the creation,
evaluation and delivery of programs, and therapies for these familiesprovides further assistance
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in designed effective interventions. For instance, experienced workers might reflect on families
who are doing well in spite of parental MHCs, and who appear to have resisted or otherwise
managed the potentially ill effects of parental MHCs.
Seminal research has long recognised that not all children with a parent who has an affective
disorder will experience psychopathology themselves (Beardslee& Podorefsky, 1988). Indeed,
there is evidence that resilience factors are at play, and could act to protect families at risk
(Beardslee, Solantaus, Morgan, Gladstone, & Kowalenko, 2012). Learning from the 'success
stories' about families who cope with MHCsmight prove to be a valuable step in understanding
what supports, formal and otherwise, are helpful. Nicholson and Henry (2003) asked mothers
with MHCs what they considered to be the solution to their family’sdifficulties. Solutions
included access to resources such as housing, transportation and family and mental health
support services. Mothers in that study also reported that specific and targeted skills training
might help them gain employment, manage households and finances, manage their children's
challenging behaviours, adopt better self-care, support them to speak with their children about
MHCs and reduce the worry they had about their children’s future.
Some families find it difficult to access formal interventions (Diaz-Caneja& Johnson, 2004;
Sawyer et al., 2007). Intervention recruitment and engagement of parents might
challengingbecause of difficulties with the paperwork and the administrative procedures of
getting involved (Nicholson & Henry, 2003), and also because of the dissuasive effects of stigma
on help seeking (Kelly &Jorm, 2007). As such, an understanding of the supports that are helpful
for families, and not limited to those within formal interventions alone, might increase a 'real
world' utility of the findings generated in this thesis and identify further strategies to ensure that
supports are available to a wider audience.
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The second part to the research question posed in chapter four wasaround identifying the core
components of support that might need to be delivered to families and their members when a
parent has a MHC, and an affective disorder in particular. The guiding question, and subquestion of study three are repeated again as follows (those sub-questions in grey were addressed
in study two, article two, as previously presented).

2. What types of intervention components help families with parental MHC?
o What are the therapeutic components of effective interventions for families
living with parental MHCs
o For whom are the interventions directed?
o What is the intensity (frequency and duration) of interventions?
o What do "experts" regard as core components that are essential to be
delivered to parents, partners, children and families who experience
parental MHCs?
o Who should deliver these components to parents, partners, children and
families who experience parental MHC?
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Methodology

Study Design
The methodology used in this study was the Delphi technique. The rationale for this shall be
discussed, and the methodological processes followed summarised, before offering a synopsis of
the findings, the study limitations and some concluding remarks.
An online interview study, based on Delphi Technique.
There is precedence in the literature to using experienced clinicians when recommending or
highlighting successful elements of support for families where a parent has a MHC. Hinden and
colleagues (2006) considered program directors to be experts in identifying key components in
their programs that were associated with successful outcomes, along with those that were less
effective and/or superfluous. The Hinden et al., (2006) study underscores the effectivenessof
using people, who share a common knowledge and experience, as informed participants. It
would be useful to extend this approach by including two sorts of 'experts', namely people who
research in the field of parental mental health, and those who work as clinicians with these
families.
Study three extends the work of Hinden et al., (2006), and is based on the Delphi
methodology.This methodology entails conducting group communication processes with the aim
of achieving a convergence of opinion from chosen experts within an area of interest or
uncertainty (Okoli&Pawlowski, 2004). In the first instance, the Delphi techniqueinvolves the
creation of a series of questionnaires to collect data from experts. The data from this is then read
and summarised by the research team, on an individual level and collated with other responses.

211
Summaries are returned to panel members. Each expert is then able to change, extend or modify
their position while moving toward convergence of opinion.Experts are also able to provide an
accuracy check of the data summarised from the previous round and meaningfully reflect on the
opinions of the panel.
There were a number of reasons why the Delphi technique was employed, which were
essentially driven by benefits for recruitment, participation and rigorous technique. Jenkins and
Smith (1994) suggested that one advantage of the Delphi is that respondents are able to remain
anonymous, which can prevent effects of coercion or response biases such as social desirability.
The same authors suggested that another advantage is that a Delphistudy can include experts
from diverse geographical locations. Furthermore, time is built into the methodology to allow for
thought, reflection and consideration by participants before they respond to the questions. The
Delphi technique has been used to help 'rank' relative importance of issues, and hence may be
considered more rigorous in determining relative importance than a traditional survey or
questionnaire(Okoli&Pawlowski, 2004). As mentioned previously, in the Delphi, experts are
able to receive feedback and reconsider their position in light of other opinion or information,
and can provide construct validity of the researcher's coding and classification of the variables
(Okoli&Pawlowski, 2004). Overall, the flexibility of question construction between rounds
allows for a richness and fluidity of data collection, which is ultimately suited to questions
concerning practice in health care and allied fields (de Meyrick, 2003).
The choice to ask specifically about those core components for families who experience parental
affective disorders (depression and / or anxiety) was made because of previous research
indicating that families with these parental diagnoses may have particular interactive styles
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(Gordon, Burge, Hammen, & Adrian, 1989) and support needs. For instance, although Dickstein
et al., (1998) found that family functioning was predicted by non specific illness factors, such as
illness severity and number of episodes, they also found two significant results in relation to
depression and anxiety when these were analysed separately to other MHC categories. First, both
depression and anxiety diagnoses in mothers were predictive of less healthy family functioning
than were other diagnoses or the absence of a parental MHC. The authors also reported that in
most cases, depression and anxiety co-occurred in the same parent, and that a diagnosis of
depression was significantly negatively related to the parent-child interaction measures, while all
other diagnoses showed no significant relationship with this.

Sampling.
Careful definition of who constitutes an 'expert' for anygiven topic is essential to consider,
especially for Delphi methodology. Baker, Lovell and Harris (2006) suggested key
characteristics of experts include knowledge (through qualification or registration), the
production of recognised 'expert' material, recognition from others that they are knowledgeable
within the area, experience working within the target area for a specified length of time and the
opportunity to influence policy associated with the topic. Hsu and Sandford (2007) argued for
less strenuous selection criteria and asserted that "individuals are considered eligible to be
invited to participate in a Delphi study if they have somewhat related backgrounds and
experiences concerning the target issue, [and] are capable of contributing helpful inputs" (p.3).
Okoli and Pawlowski (2004) suggested between ten and 18 members are sufficient numbers for a
Delphi panel, as it is the dynamics of the group in coming to achieve consensus, and not the
statistical power of observed phenomena that is the objective for findings.
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In terms of the current study, selection of between ten and 18 expert participants was sought with
a definition of expert including those who had worked or researched in the area of parental
mental health for at least five years. This minimal time frame of workplace experience was set
following discussion with the second and third authors of this study, who in their extensive
research and clinical experience, determined this was sufficient for the development of in-depth
and well informed understanding of families who face parental MHCs. Additionally, participants
were required to have a minimal high level tertiary qualification (Master degree or higher) in a
related field including psychology, psychiatry, mental health nursing, social work or family
therapy and hold a position which would allow them some influence over their organisations
practices and service delivery. For researchers, this might include collaboration with research
team members, determining the focus for research projects, and sourcing funding. Experts were
those across multiple fields including mental health nursing, social work, psychology or
psychiatric practice, family therapy or support worker positions, as well as working as a
researcher in the field of parental mental health.
A list of potential participants was generated from two sources. First, researchers and clinicians
were identified from the professional networks of thethree authors, who were likely to meet
selection criteria, and were subsequently sent an invitation to participate. Second, members of
the 2013 Prato Round Table Discussion and Conference about children and families with
parental mental health concerns were emailed an invitation informing them about the study and
seeking their participation. Additionally, in a process known as snowballing (Marshall, 1996)all
participants were asked to reflect on whether they might know other experts who would meet the
inclusion criteria, and might be interested in the project. In total, 25 participants were recruited
for the study. All met the minimal requirements of the overall amount of time researching and/or
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working with families who have parental MHCs, all had at least a Master’s Degree (or
equivalent) and all held positions of influence on their organisation's service deliveries, projects
and practices.
The three planned rounds of the study intended to (1) identify core intervention componentsand
who the intervention facilitator should be, (2) seek consensus sand construct validity of the data,
and (3) rank the importance of intervention components and intervention facilitators.
Inclusion in the rounds and sampling.The research team decided that participants would be
eligible to take part in one, two or all three rounds of the study. This meant that missing one or
more round did not preclude experts from later participation or that data from participants who
had finished one or two rounds was considered incomplete. Hence, the same recruitment strategy
of emailing invitations to experts and using snowballing techniques was applied in each of the
three rounds of the study. The risk inherent in this strategy was that participants might self-select
for rounds, and that group differences might emerge and impact findings. For this reason, the
inclusion criteria of overall working experience and highest level of qualification held were
averaged for the three groups and the participant group overall, and visually compared. One Way
Analysis of Variance and Pearson Chi-Square analyses indicated no significant differences
between the group means of these variables. (Overall number of years researching and / or
working with families affected by parental MHC: f(2)=0.51,p=0.6; Level of Qualification:
Pearson Chi-Square=3.75, df=4,p=0.44).
Another possible sampling bias could have affected findings from this study. de Meyrick (2003)
warns that experts may find it challenging to think and see beyond their area of expertise and
knowledge, leading to an "illusionary" bias" (p.13) that frames their views and perspectives. Put
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into the context of the present study, workers and researchers might subconsciously overvalue
the roles they hold in the delivery of supports and interventions to families, on account of their
own experience and their education within their field. For this reason, future research that seeks
opinion from other experts, and especially family members themselves might be collected and
used to triangulate findings. Indeed, results from this study need to be understood in the context
of a narrow sampling of researchers and workers, which did not incorporate the views of family
members or other key players.

Questionnaires for the Delphi Rounds, and Data Analysis
The questionnaire for this study was constructedbased on the literature and research questions
and then inserted in the online program, Qualtrics. In Round One, demographic information was
collected with detailed focus on work experience and qualification in order to ascertain expert
status. Following this, participants were asked about four stakeholders groups in turn, (1)
parents, (2) partners, (3) children, and (4) the family as a whole. For each stakeholder group,
participants answered the same two main interview questions including (a) what they identified
as the core components for support for this particular target group and (b) who should deliver the
interventions to each particular group. Participants were provided with an open-ended text box
for each question, which was unlimited in the amount of information they might provide.
Questionnaires from the first round were analysed using a guided content analysis, and applying
thematic analytic process (Braun & Clarke, 2006) to understand the specific inclusions of the
components identified by the experts, as well as a means of meaningfully categorising and
summarising the data. This meant that responses were coded by summarising the components /
delivery person in turn, before collapsing them across responses using labels, and then
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summarising them again and iteratively at a higher, conceptual level. The coding sheet for initial
analysis, which retained the question order, is presented in Appendix Din the thesis.
In Round Two, the resulting in-depth list that summarised and defined the core components
identified in the first round, was returned to participants. They were asked to carefully read the
accompanying description, and to note whether they generally agreed with the component
inclusion overall and the accompanying description, or whether they disagreed and sought to
make changes. Round Two questionnaire responses were again summarised, with the percentage
of agreement calculated for each category and component, within and across the four stakeholder
groups (parents, partners, children, and the family as a whole). All levels of agreement were
greater than 80%; hence it was determined that consensus of the components, and their
descriptors, had been reached (as per de Meyrick, 2003).
The final round sought to determine the extent to which experts considered it essential to provide
each intervention component to each stakeholder. Participants were provided with the list of
components for each stakeholder group. Next to each group an online slider was provided, that
allowed participants to nominate how important they viewed the component to be, from 0("not
important at all") to 100("essential to be delivered"). Data analysis used average scores for each
component, and for each stakeholder group, to explore what experts regarded as vital, and what
they perceived to be less important.

Summary of Results and Limitations
In this subsequent section, a summary of the key findings will be provided, including the
identified components of support with their rankings of importance as well as the identified
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delivery person, before presenting an acknowledgement of the study limitations and finishing
with some concluding comments.

A summary of results.
Identified components.
Across each stakeholder group (parents, partners, children, family), experts identified six broad
intervention domains. These included (1) the clinician’s stance and approach, (2) assessment, (3)
psycho-education, (4) mental health treatment and wellness, (5) skills training, and (6) changes
to the environment. The content of each domain shared commonalities across stakeholder groups
(e.g., communication skills were recommended for parents, partners, children and the family as a
whole). There were also slight different intervention components for example, developing
individual treatment for parents for their MHC, and including the child(ren) in mental health care
planning (under the domain mental health treatment and wellness). Participants rated the extent
to which they felt domains of support were essential for each of the family groups, with results
featured in Figure Nine.
As can be seen, clinician stance and approach was considered to be consistently important for all
four stakeholder groups, and was the component rated most highly for parents and for families.
Similarly, psycho-education was also considered consistently important across the four groups,
although not as important as some of the other components, except in the case of partners, where
it was the most highly rated factor to be delivered by interventions. Assessment was viewed as
most important for parents. Changes to the environment was the component seen as most
essential to be delivered to children, and was also regarded as important for families. The final
two components, skills training and mental health treatment were viewed as important for
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parents, and somewhat for families, although neither were seen as highly important for partners,
and skills training was the least important component to be given to children, according to the
expert panel assembled here

100

Mean rating of importance (0-100)

95
Stance and Approach
90
Assessment
85
Psycho-education
80
Mental Health treatment
and wellness

75

Skills training

70

Changes to the environment

65
60
Parents

Partners

Children

Families

Figure 9. Rankings of importance ofintervention componentsfor parents, partners, children and
families.
Identified persons to deliver the interventions.
There was considerable homogeneity in expert responses concerning the person they considered
to be best placed to deliver these components across the various stakeholder groups. Experts
most highly rated mental health clinicians as the person to provide the first five components
(stance and approach, assessment, psycho-education, mental health treatment and skills training).
Experts also considered that all groups of people, including parents, family members, peers with
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lived experience, mental health clinicians, family support workers andpsychologistsshould be
responsible for promotingchanges to the environment.

Limitations.
There are several limitations to this study including the sampling technique already mentioned.
Other limitations include the small sample size of experts, particularly for the final round. While
ten to 18 participants is considered sufficient for a Delphi, the final round involved only 11
experts, and did not follow strict Delphi procedure of seeking consensus. The standard deviations
for some of the average ratings were also high, which suggest that there was variation in the
ratings and opinions of experts regarding the importance for some of the components. This in
itself, however, offers useful information about where experts agree with what ought to be given,
and other components that may be regarded as more contentious.
Additionally, identifying the essential or core components to be delivered to families does not
necessarily translate into feasible or pragmatic practices that can be provided. For example,
although experts rated changes to the environment as highly important, implementing policies,
practices and approaches to meet this need may present some challenges. It is beholden to
managers, policy makers, workers, researchers and otherstofacilitate and promote ways to enable
this to happen.

Concluding Remarks
Notwithstanding some methodological limitations, this study explored in detail what experts
regarded as core components for families affected by parental affective disorders. The strengths
of this study was to delineate the four key stakeholder groups, and the opportunity for experts to
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consider each of these groups, in terms of their respective needs. Experts ranked highly the
importance of a respectful and strengths based philosophy and approach, sound and informed
family assessment, targeted psycho-education, and the need to change stigma, worker attitudes
and other social factors. Implications for the specialised training of workers is highlighted by the
panel's suggestion that mental health clinicians are best placed to offer these services.
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Abstract
The long term effects of parental affective disorders on families is now well known, particularly
for their impact upon the development of children. Recently, interventions for such families have
been developed and implemented however, there is no consensus as to the core components of
these interventions, who they should target and how they should be delivered. This study
employed a Delphi methodology, to elicit the views of expert researchers and workers in the
field of parental mental illness. Experts completed three rounds of the Delphi to reach consensus
across different issues. Thematic analysis indicated six component domains, of which four
(stance and approach to working with families, family assessment, psycho-education and
changes to the wider social environment) were regarded as highly important. Less equivocal
were rankings in reference to skills training and mental health treatment for different family
members. Mental health workers were considered the most appropriate persons to deliver
interventions. Implications for refining interventions and for training workers are discussed.
Keywords: parental mental illness, interventions, affective disorders, family focussed, delphi
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The long term consequences of parental affective disorders are especially serious and well
documented for children. In their case, parental mental health concerns can result in poor
developmental outcomes (Lewinsohn, Olino, & Klein, 2005), internalizing and externalizing
symptoms (Downey & Coyne, 1990) and the subsequent onset of their own mental health
concerns (Radke-Yarrow, 1998; Radke-Yarrow &Klimes-Dougan, 2002). Such families are in
need of intervention as formal support can help mitigate the potential adverse effects for families
and children of the parental anxiety or depression (Micco et al., 2009; Weissman,
Wickramaratne, Nomura, Warner, Pilowskiy, & Verdeli, 2006).
It is important to take a family focussed approach to understanding the support needs and
outcomes associated with parental affective disorders. This is because all family members,
including parents, partners and children have their own experiences of the parental mental health
concern, and which may result in a specific need or target for change (Marshall, Bell &Moules,
2010). For instance, parents with an affective disorder may worry about the impact of their
mental health concern on their children and subsequently feel guilty and more depressed
(Ackerson, 2003b); they also have been found to have low parenting confidence (e.g., Boursnell,
2007), and to hold fears about custody and mental health outcomes (Ackerson, 2003b). Their
partner may experience stress and a sense of isolation (e.g., Hickey et al., 2005). Children in
these families report poor coping strategies, anxiousness and 'parentification' (e.g., Gladstone et
al., 2011). Finally, as a whole, the family may report low levels of cohesion, communication and
functioning (e.g., Dickstein et al., 1998; DiBenedetti et al., 2012), and the potential fracturing of
the family unit through separation and divorce (Bruce, 1998).
On the other hand, formal support is one avenue that can enable families to adjust to parental
affective disorders, and to develop important strategies for their resilience and well being. Many
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research studies have focussed on the development and subsequent evaluation of interventions
for families with parental affective disorders (e.g., Beardslee et al., 2003, 2007; Clarke et al.,
2001; Compas et al., 2009, 2010; Ginsburg, 2009;Solantaus, Paavonen, Toikka, &Punamӓld,
2010). Although these interventions have largely been found to be efficacious (Siegenthaler et
al., 2012), there remain questions about what aspects of supports are desired by families and are
useful for them. According to the Family Mental Health Alliance (2006), areas of need for
families include information and education about mental health and training in skills such as
communication (MacFarlane, 2011). A recent study of the components delivered to parents and
children by interventions for families who experience parental mental health concerns found that
across interventions, the common 'ingredients' included provision of psycho-education,
facilitation of family meetings to improve family communication, cognitive restructuring for
children to help them cope, parenting skills training and mental health treatment and information
about available support (Marston et al., 2016a). Whilst these findings are useful to understand
what families receive, it is important to look beyond what is currently included in interventions
and programs, to what, in an ideal scenario, may be considered necessary and best practice.
A related question is how these supports might be conceptualised so as to be helpful for each
family member, without undermining family confidence and capabilities. For example, although
enhancing parenting skills may be helpful, Beardslee and Knitzer (2004) caution that this needs
to be strength based and underscored by the premise that regardless of depression, people can be
good parents; “the key…is to distinguish between having a mental illness and being a parent and
to emphasize supporting the parents' actions as parents” (p.162). Moreover, not all children with
a parent who has affective disorder will experience psychopathology, highlighting the
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importance of resilience factors such as interpersonal skills and intelligencethat could protect
families at risk (Beardslee, Solantaus, Morgan, Gladstone, & Kowalenko, 2012).
This study employed a Delphi methodology to explore what experts consider to be the core
components of family focussed interventions for parents, partners, children and the family as a
whole, where a parent experiences an affective disorder. The Delphi technique entails conducting
group communication processes with the aim of achieving a convergence of opinion from chosen
experts within a topic area (Okoli&Pawlowski, 2004). It utilises a series of questionnaires to help
collect data from experts, by asking each to respond to a given set of questions, which is then
read, summarised and collated alongside other responses, and returned to panel members. In
providing this feedback, each expert has an opportunity to change, extend or modify their
positionwhilst moving toward convergence of opinion. Interviewing experts is a commonly
employed study design and has been used in the parental mental illness area on several
occasions, with expertsdistinguishing the successful and extraneous components of programs for
parents with mental health concerns (Hinden, et al., 2006) and in the development of training
resources for workers supporting families where parents experience mental illness (Whitman,
Eddy, Maybery, Reupert& Fudge, 2009).
The study sought to answer the following research questions:

•

what do experts identify as the core components that will support parents, partners,
children and the family as a whole, who experience havinga parent with an affective
disorder?

•

what do these core components comprise, and is this different for each stakeholder
(parent, partner, children, family as a whole)?
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•

who should be responsible for delivering the components to parents, partners, children or
to families where a parent has an affective disorder?

Methodology

Participants
Ethical approval was granted for this study from the Monash University Human Research Ethics
Committee. As guided by Baker-Lovell and Harris (2006), 'expert' researchers and 'expert'
workers were defined by factors including their knowledge, experience and capacity to influence
policy and change. For the purposes of this study, the following minimal standards of expertise
were set:
1. Five years of experience researching and / or working with families with parental mental
health concerns;
2. Higher level tertiary qualification (Master Degree or equivalent) in a field related to
supporting and understanding families where a parent has a mental health concern. These
could include medical fields (mental health nursing, psychiatry), mental health
(psychology, counselling), social work, family health (family therapists, family support
workers) and other allied health care professionals (e.g., family occupational therapists).
3. Currently or previously holding a position of influence on an organisation's practices and
service delivery to families where a parent has a mental health concern. This could
include being a researcher inthe area of parental mental health concerns and families
and/or working as a clinician in delivering supports to families, and other jobs of
influence.
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The standards of expertise were developed following consultation with the second and third
author of the study, who have a combined 27 years research experience and 13 years clinical
experience working with families affected by parental mental health concerns.
Recruitment of expert participants began with a process of personalised invitations to take part in
the study. These were delivered to delegates of an international working party (a group now
known as Parental and Family Mental Health Worldwide. Recruitment also utilised a
snowballing recruitment strategy (Marshall, 1996), whereby the initial sample nominated other
researchers or workers who would meet the definition of expert, who would be interested to
participate and to whom they could forward information about the study and how to contribute.
The three rounds of the study focussed on (1) identifying intervention components, (2) refining
intervention components and checking their accuracy, and then (3) ranking the importance of
intervention components. All participants were not required to complete all rounds of the study.
The total 25 participants met the minimal requirements that defined them as experts with their
years experience ranging between five and 45 years (Mean=16.44; SD=9.98). 76% had 10 or
more years experience working and / or researching with families affected by parental mental
health concerns.
Eight participants took part in all three rounds, five in two rounds and eight completed one
round. Four responses were incomplete and were excluded from analysis. There were 16
participants in round one; 17 round two and 11 in the final round. Okoli and Pawlowski, (2004)
suggest that a panel of 10 and 18 participants is sufficient.
Participant demographics, including the criteria for expertise, appears for each of the samples in
Table 12. A one way analysis of variance indicated that the overall number of years
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experienceresearching or working with families affected by parental mental health concerns did
not differ between the three groups (f(2)=0.51,p=0.6). There was also no significant difference in
the level of qualification held by any of the groups (Pearson Chi-Square=3.75, df=4,p=0.44).
Table 12Demographic information about participants, including subsamples of participants for
rounds one, two and three.
Demographics

Age

Overall Sample
(N = 25)
M: 51.17
SD: 11.00
Range: 29-68

Participants
Round One
Round Two
(N = 16)
(N = 17)
M: 52.25
M: 50.35
SD: 11.87
SD: 9.94 Range:
Range: 29-68
29-66

Round Three
(N = 11)
M: 50.57
SD: 9.31 Range:
35-63

20 (80%)
5 (20%)

12 (75%)
4 (25%)

14 (82.4%)
3 (17.6%)

8 (72.7%)
3 (27.3%)

8
1
4
1
4
4
1
1
1
M: 16.44
SD: 9.98
Range: 5-45
M: 11.04
SD: 6.36
Range: 2-24
M: 9.88
SD: 10.42
Range: 0-32

5
1
3
0
4
1
1
0
1
M: 16.5
SD: 8.24
Range: 5-30
M: 11.81
SD: 6.89
Range: 2-24
M: 9.13
SD: 9.92
Range: 0-30

4
0
4
0
4
4
0
1
0
M: 17.23
SD: 8.05
Range: 5-30
M: 11.59
SD: 6.34
Range: 2-24
M: 11.59
SD: 11.07
Range: 0-32

5
0
3
1
1
1
0
0
0
M: 17.80
SD: 10.94
Range: 6-45
M: 12.67
SD: 6.09
Range: 2-24
M: 9.33
SD: 11.49
Range: 0-32

6 (37.5%)
9 (56.3%)
1 (6.3%)

5 (29.4%)
11 (64.7%)
1 (5.9%)

1 (9.1%)
8 (72.7%)
2 (18.2%)

Gender
Female
Male
Country of residence
Australia
New Zealand
USA
Canada
The Netherlands
Norway
Sweden
Ireland
Israel
Overall
years
of
experience
Average years research
experience
Average years clinical
experience

Qualification
Masters Degree 7 (28%)
Doctorate/PhD 16 (64%)
Postdoctoral 2 (8%)
Position
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Social Worker
Psychologist
Psychotherapist
Psychiatric Nurse
Psychiatrist
Academic

5 (20%)
10 (40%)
1 (4%)
1 (4%)
2 (8%)
6 (24%)

4 (25%)
6 (37.5%)
1 (6.3%)
0
2 (12.5%)
3 (18.8%)

2 (11.8%)
8 (47.1%)
0
0
2 (11.8%)
5 (29.4%)

3 (27.3%)
5 (45.5%)
0
1 (9.1%)
2 (18.2%)
0

Please note: M=mean, SD=standard deviation.

Materials
The questionnaires for each of the three rounds were developed by the authors for this study.
In Round One participants were given eight questions concerned with demographic information,
such as age, gender and country of residence, and screening for expert status. These sought to
gather information about overall research and / or clinical experience with families who
experience parental mental health concerns, and a breakdown of how much of this has been
research based and clinician based, as well as details of qualification, and work positions held.
Next, participants were asked about four stakeholders groups, (1) parents, (2) partners, (3)
children, and (4) the family as a whole. For each stakeholder group, participants answered the
same two question including(a) what they identified as the core components for support, and (b)
who should deliver them.
In Round Two, a detailed list and descriptions of the core components for each family member
that were identified from the first round and were assembled and returned to the recruitment
group as a whole. Round 2 participants were asked to carefully review the lists and descriptions,
and to note whether they generally agreed with the components and their descriptions, or
whether they disagreed and would like to make changes.
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In Round Three, the revised list of core components and their descriptions for each family
member were returned to the recruitment group, along with sliders and moveable markers
showing a sliding scale ranging from 0 ("not important at all") to 100 ("essential to be
delivered"). Participants indicated on the sliding scale how important it was that the component
was delivered to the stakeholder and on a later scale by whom.

Data Analysis.
Themes were generated from the responses of rounds one and two using a thematic analytic
process (see Hinden, et al., 2006; Reupert, Foster, Maybery, Eddy, & Fudge, 2011 for details).
First, the verbatim responses from each participant in regards to (a) identified core components,
and (b) person or persons required to deliver the supports were copied into tables for each of the
stakeholder groups (parents, partners, children, the family as a whole). Responses were coded by
summarising the components / delivery person in turn, before collapsing each of these across
responses using labels, and then summarising them at a higher, conceptual level. Simultaneously,
the category system (e.g., the stakeholder groups) helped to record the topic of interest (e.g., core
components) and the occurrence of categories (e.g., delivery person).
To determine consensus for the round two accuracy check, agreement for the description of
domains of support was set at greater than or equal to 80% (Putman et al., 1995; cited in de
Meyrick, 2003). Analysis of round three rankings was completed by calculating the mean
ranking for the perceived importance of each domain of support, for each stakeholder group, to
indicate the group's final opinion of essential and less essential components of support. Finally,
frequency counts of the number of times participants selected each delivery person per domain

231
and per stakeholder group were used to determine the delivery person who was most endorsed by
the participants as needing to deliver the domain component to the stakeholders.

Results.
The results of the study are presented according to core components, expert rankings and finally
the target person who should deliver intervention/s.
(1) Identified components
Initially participants identified six intervention domainsthat should be directed to parents with an
affective disorder, their partner, children and the family as a whole. These include (1) the
necessary stance and approach to take when working with families who have parental affective
disorder, (2) assessment of family strengths and need, (3) provision of psycho-education, (4)
provision of support for mental health wellness and treatment, (5) provision of skills training,
and (6) consideration of ways to change the wider context and environment that can be
problematic for families. Further specifics within these six domains were provided in round two,
which were agreed by greater than 80% of the participant group. Tables 13 to 18 provides the
descriptors of core components within each domain for parents, partners, children and families.
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Table 13Description of Stance and Approach for each Stakeholder Group.
Group

Stance and approach

Parents

Acknowledgement and support for the parenting role; highlight the need to empower the
parent and increase their confidence, self esteem, self concept, capability for parenting and
hope. Support needs to be positioned with a positive/trusting therapist: parent relationship.

Partners

Acknowledgement that parents are experts and helping to empower families, whilst
conveying values of hope and recovery.

Children

Acknowledgement of the importance for family empowerment, and providing worker
position of active, and non judgemental listening when delivering trusted adult support.

Families

Acknowledgement that parental mental health concernsare a family affair, that there isthe
need to engage the whole family, and to strengthen family connections and opportunities
for them to support each other.

Table 14Description of Assessment for each Stakeholder Group.
Group

Assessment

Parents

Identification of parenting status and parent goals for recovery, family and parenting.
Support the parent to identify the experience of their mental health concern, including
strengths, resources, care need and vulnerabilities. Identification of those people including
other family members who require to be included in any intervention

Partners

Provision of a strengths based assessment of the family and identification of their goals

Children

Liaison with the parents about child welfare and needs, and completion of a holistic
assessment of child's strengths and vulnerabilities across multiple domains (e.g., school,
home, social life, caring roles, extracurricular activities).

Families

Provision of a strengths based assessment of the family, including natural supports, family
dynamics, resilience and needed resources (practical, social, emotional) and identification
of their goals.
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Table 15Description of Psycho-Education for each Stakeholder Group.
Group

Psycho-education

Parents

Provision of information about mental health concernsincluding dynamics, course,
prognosis, impact on feelings, thoughts and behaviours, recovery, treatability and hope.
Provision of information about child and other family member outcomes of parental mental
health concerns (e.g., misconceptions, parentification, needs & resiliency behaviours)

Partners

Provision of information about mental health concerns including cause and effects, impact
for family members, heritability, co-occurring disorders, treatability, hope and recovery

Children

Provision of developmentally appropriate information to children about how parental
mental health concerns can influence thoughts, feelings, behaviour and parent functioning,
correction of any misconceptions or concerns whilst ensuring that information is hopeful,
positive and includes recovery.

Families

Facilitation of discussion with the whole family to explain parental mental health concerns
including dynamics, course, prognosis and impact,.

Table 16Description of Mental Health Treatment and Wellness for each Stakeholder Group.
Group

Mental Health Treatment and Wellness

Parents

Individual & family therapy for support with mental health concerns; development of a
family care plan (family planning for times of mental health crisis)

Partners

Individual support with own mental health concerns and coping (e.g., safety, acceptance,
self blame, self acceptance, self esteem, hobbies), family therapy and development of a
family care plan (family planning for times of mental health crisis)

Children

Inclusion of children in parental mental health care planning, encouragement of good
parental mental health, provision of family friendly mental health facilities, opportunity for
children to access individual therapy (including emotional support & validation), peer
group therapy and family group therapy, and establishment of a family care plan with child
input

Families

Provision of family group therapy or intervention, family case management (with the goal
for the family to become self sustaining), family care plans involving all family members,
linkage for the family to necessary services and provision of follow up care.
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Table 17Description of Skills Training required for each Stakeholder Group.
Group

Skills training

Parents

Provision of parenting skills (e.g., positive parent-child relations, engagement, child needs,
coach parents in how to support children), communication skills (e.g., coach parents to talk
about mental health concerns with children,), communication skills (e.g., support to talk
about parental mental health concerns & their meaning for each member) &help seeking
skills (e.g., identifying & enabling supports for mental health concerns)

Partners

Provision of parenting skills (e.g., positive parent-child relations, information about child
needs and welfare), relationship skills (e.g., strategies for how to support a partner with a
mental health concerns, and maintain a positive relationship) communication skills (e.g.,
facilitate conversation about the experience of parental mental health concerns) and help
seeking skills.

Children

Facilitation of a shared understanding of parental mental health concerns, encouragement
of children to speak openly and regularly to a parent or another adult, provision of coping
skills(e.g., extracurricular activities) and help seeking skills(e.g., provide contact details of a
professional to call if help is needed).

Families

Provision of parenting skills, family problem solving skills, communication skills (e.g.,
positive times, open dialogue about parental mental health concerns, family functioning
and relationships)
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Table 18Description of Changes to the Environment for each Stakeholder Group.
Group

Changes to the Environment

Parents

Adjustments for home life (e.g., family member role definitions & maintenance, respite,
resources for positive family time), social support and integration, economic and legal
support, & the wider community (e.g., advocacy for parents and reduction of stigma).

Partners

Seeking to change home life (e.g., family member role acknowledgement and support,
respite, resources for parenting and for positive family time), increasing social support and
integration, help to normalise experience of having a partner with a mental health concern.

Children

Seek to support role definition and maintenance so the child can remain a child and home is
predictable.

Families

Seeking to change home life (e.g., family member role definition and maintenance, respite,
time for each family member, resources for positive family time, ensure family life is
manageable, safe and predictable), increasing social support (e.g., peer families with lived
experience) and integration, support with housing, employment, education for workers and
for educators, advocacy for mental health care to identify parents and become family
friendly and support the family to overcome stigma.

(2) Ranking of component importance.
Table 19 provides the average rankings for each core component domains, for each stakeholder
group.
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Table 19Mean rankings for the importance of each domain of core components to be delivered to
parents, partners, children and families who experience parental affective disorder.
Domains of Core

Parents

Partners

Children

Families

M: 96.82

M: 87.73

M: 90.55

M: 94.09

SD: 3.69

SD: 14.69

SD: 15.05

SD: 8.78

M: 94.55

M: 87.82

M: 89.18

M: 86.00

SD: 7.32

SD: 13.42

SD: 16.45

SD: 18.57

M: 89.45

M: 89.73

M: 87.18

M: 86.00

SD: 14.72

SD: 15.62

SD: 20.97

SD: 21.23

Mental Health treatment

M: 88.64

M: 71.27

M: 81.73

M: 81.27

and wellness

SD: 17.03

SD: 24.05

SD: 21.11

SD: 20.28

Skills training

M: 86.09

M: 75.82

M: 72.55

M: 83.27

SD: 17.28

SD: 22.26

SD: 31.48

SD: 20.93

Changes to the

M: 84.45

M: 84.80

M: 91.09

M: 92.36

environment

SD: 15.80

SD: 18.47

SD: 14.43

SD: 12.61

Components
Stance and approach

Assessment

Psycho-education

Please note. M = mean, SD = standard deviation. Figures in bold indicate the domain with the
highest importance rating for each stakeholder group.

(3) Person or persons to deliver the core components to each stakeholder group.
In round one, the experts identified who they thought should deliver the intervention components
to the parent, the partner, the children and to the family as a whole unit. The resulting list of
suggested intervention delivery people included (a) parents, (b) other family members, (c) the
whole family including children, (d) peers specialists with lived experience, (e) family support
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workers, (f) educators, and (g) mental health clinicians. In round three, experts were asked to
indicate which of these delivery persons should provide the intervention components to parents,
partners, children and the family as a whole. Experts could choose one or more delivery person
for each component and to each stakeholder group; they were also given the option that none of
the identified delivery persons should provide intervention components, that any of the delivery
persons should provide intervention components, or that all of them should.
As seen in Table 20, for all stakeholder groups (e.g., parents, partners, children, the whole
family) the mental health clinicians were the delivery person most frequently selected by experts
as the person to deliver five out of six of the intervention components, including (1) stance and
approach, (2) assessment, (3) psycho education, (4) mental health treatment and wellness, and
(5) skills training. The exception to this was skills training for parents, where mental health
clinicians and family support workers received equally high numbers of ratings. For the final
domain, (6) changes to the environment, experts indicated that all the groups of delivery persons
were responsible for the delivery of this component across the four stakeholder groups.
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Table 20Frequency that each delivery person was selected by experts to provide each intervention component to parents, partners,
children and the family.
Intervention
component

Parents

Other
family
members
Intervention components to PARENTS
(1) Stance/approach
2
0
(2) Assessment
0
0
(3)Psycho-education
2
1
(4) MH Treatment
1
1
(5) Skills training
1
0
(6) Environment
0
1
Intervention components to PARTNERS
(1) Stance/approach
1
0
(2) Assessment
1
0
(3)Psycho-education
3
1
(4) MH Treatment
0
0
(5) Skills training
1
0
(6) Environment
1
1
Intervention components to CHILDREN
(1) Stance/approach
3
2
(2) Assessment
3
2
(3)Psycho-education
5
4
(4) MH Treatment
2
2
(5) Skills training
3
2
(6) Environment
1
1
Intervention components to THE FAMILY
(1) Stance/approach
0
0
(2) Assessment
2
2
(3)Psycho-education
1
1
(4) MH Treatment
1
1
(5) Skills training
2
1
(6) Environment
2
2

Whole
family

Delivery person
Peers
with Family
Educators
lived
support
experience
workers

Mental
Health
workers

Any of All of None
these
these
of
these

1
2
1
1
0
1

3
3
6
4
5
4

5
7
6
6
7
4

4
1
2
1
1
2

8
11
9
9
7
4

1
0
1
0
0
1

2
0
2
2
3
5

1
0
0
0
0
0

0
2
3
0
0
0

4
3
5
3
5
3

7
6
6
7
3
3

4
1
2
2
1
0

8
11
9
10
8
3

0
0
0
0
0
1

2
0
1
1
3
5

1
0
0
0
0
0

2
2
4
1
3
2

4
2
4
2
5
4

5
5
5
3
6
4

4
1
3
1
4
2

6
10
7
9
7
4

0
0
0
0
0
0

2
0
1
3
3
6

1
0
0
0
0
0

3
4
3
1
1
2

3
3
3
3
4
3

5
6
4
5
6
3

2
0
1
0
2
1

7
9
7
8
7
4

0
0
0
0
0
1

2
1
3
3
3
5

1
0
0
0
0
0

Please note. The delivery person most frequently identified by experts for each component and for each stakeholder group appears in bold.
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Discussion
This study sought to determine what experts regarded as core components of family focussed
interventions for parents, partners, children and the family as a whole, and who should deliver
them. The expert opinion offers three important findings. First, experts identified six key
intervention areas including: worker stance and approach, family assessment, psycho-education,
mental health treatment and wellness, skills training and changes to the wider environment. Their
subsequent ratings of importance of these for each of four stakeholder groups provides valuable
guidance about what specific family members might need most, and what factors could be less
essential for them. Finally, the experts suggested that mental health workers are the best
equipped to deliver the core components in many of the domains of support, and that the
responsibility of delivering changes to the wider environment befalls all persons who work with
or are connected to families where a parent has an affective disorder.
The identification of stance and approach to working with families who have parental affective
disorder emphasises the importance of acknowledging the meaning and significances for parents
to care for and look after their family. Experts indicated that seeking knowledge about the
parenting status of someone with an affective disorder, as well as gathering information from
families about their goals and support needs is another important component for inclusion when
offering support. Furthermore, itwas ranked as the most important component to be delivered to
parents and to the family as a whole. Indeed, Marshall, Bell and Moules (2010) suggest that
mental health concerns not only isolate the family from their community, but isolation within the
family unit occurs simultaneously. They argue that because " perceptions regarding shame and
blame related to mental illness endure within society and perpetuate the unspeakable nature of

240
mental illness" (p.203), holding conversations with families about their experience demonstrates
a genuine interest and valuing, and helps the family build hope for their future.As such, current
findings also hold implications for the training of workers and researchers who are involved with
families who had parental mental health concerns. Knowledge and resources that ensure key
stakeholders are family-focussed and strengths-focussed is essential for inclusive practice.
Psycho-education was suggested by the panel as a necessary component to provide to children,
parents and families in order to develop a shared understanding about the parental mental health
concern. Previous use of psycho-education in interventions has helped to alleviate guilt, worry,
misperceptions and misattributions (e.g., Beardslee et al., 2003, 2007). Furthermore, expert
endorsement of the value of psycho-education is consistent with the recommendations of the
Family Mental Health alliance (MacFarlane, 2011), and with findings that psycho-education was
identified as a well-used component across many of the successful interventions provided to
parents and children (Marston et al., 2016a).Although not rated as highly as some of the other
components, experts ranked psycho-education as between 86 to 90 out of a possible 100 across
groups, suggesting they viewed it as equally important for each stakeholder to receive. Research
indicates that improving understanding about parental mental health concerns in parents (e.g.,
Beardslee et al., 2003, 2007; Solantaus,Paavonen, Toikka, &Punamӓld, 2010) and as well as in
children (e.g., Grove, Reupert&Maybery, 2013) can lead to positive gains. There appears a lag,
however, in the value seen in psycho-education by researchers and intervention developers and
the amount of information families receive (Nicholson, Biebel, Kinden, Henry &Stier, 2001;
Krupnik, Pilling, Killaspy, & Dalton, 2005; Rummel-Kluge, Pitschel-Walz, Brauml, &Kissling,
2006). Findings from this and other studies encourages workers to alter their practices and ensure
families are well informed about parental mental health.
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Another component identified by experts, and rated highly in terms of importance for delivery
was to bring about changes to the environment. Seeking to change the environment included
making changes to levels of social and practical supports, as well as advocacy for families to
help increase acceptance and lower stigma. This sits well with previous research indicating that
stigma is experienced by parents, partners and children (Ackerson, 2003; Aldridge, 2006), and
can be a barrier to seeking support for parental mental health concerns (Kelly &Jorm, 2007).
Furthermore, some of the specific inclusions for interventions for parents, partners and families
were to increase social inclusion and access to additional supports such as financial and legal
services. In this way, experts imply that 'ideal' interventions not only focus upon the mental
health concern, but offer holistic approaches to family advocacy and network facilitation.
Already, conceptual models and interventions such as the Family Recovery Model (Nicholson &
Henry, 2003) and Hosman, van Doesum and van Santvoort's (2009) Developmental Model of
Transgenerational Transmission of Psychopathology acknowledge the influential role of wider
social context. Reupert, Maybery and Nicholson (2015) argue that this approach means moving
away from "traditional randomized controlled trials" (p.12) and strengthening "researchercommunity relationships" (p.12), and that more knowledge about cultural influence, especially
beyond Western context, is needed.
Experts considered that changes to the environment was especially important for children, and
that changes for them included ensuring that their home life supports them to adopt and maintain
a child appropriate role, and is experienced as predictable and stable. Helping the family as a
whole to consider the roles members take on, providing members with respite, resources for
positive family times and interactions, and helping times be remain safe and predictable received
high ratings for this as an essential inclusion of support. The significance of understanding
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family functioning alongside parental mental health concerns is also evidenced in the literature
(e.g., Dickstein et al., 1998; DiBenedetti et al., 2012; Marston et al., 2016b). Interestingly, many
of the more well known interventions available to families include mechanisms to address some
aspects of family function such as communication (e.g., Beardslee et al., 2003, 2007) although
mechanisms to change other aspects of functioning, such as role performance or control amongst
family members, are less apparent, and a potential area worthy of further investigation and
development.
Two components suggested by experts as important to provide to families with affective
disorders were not rated as highly as others. The first of these was mental health treatment and
support, which experts conceptualised to mean providing individual and family based therapy to
family members, and including children in parental mental health care and planning. Experts
viewed it as very important for the parents with the affective disorder, but ratings about its utility
for the remainder of the family group were lower, and especially for partners. This perhaps
reflects a desire to avoid "pathologizing" family members, and especially children, when the
mental health issue is held by the parent. From another context, the risk for the development of
mental health problems in children that is associated with having a parent with an affective
disorder is well established (Beardslee et al., 1998; Goodman &Gotlib, 1999; Weissman et al.,
2006). It could be that experts felt that improved management of the parental mental health
concern alone would bring about the needed changes to help ameliorate this risk. In this, there is
mixed support found in previous research, and findings from Garbor, Ciesla, McCauley,
Diamond and Schloredt (2011) suggest risk decreases in a delayed fashion once parents recover
from depression.
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The second component that was not rated as important for delivery as others was skills training,
which experts reported would include improving parenting, family communication, as well as
increasing coping in children, help seeking in parents, relationship skills in partners and problem
solving for the family overall. It could be that experts feel parents, partners and children learn
such skills indirectly through the delivery of another component, such as psycho-education.
Alternatively, experts may view skills training as non essential in contrast to other, more valued
intervention components. It is interesting to note that findings from the content analysis of
Marston et al (2016a) indicated that interventions for children largely comprised skills training in
cognitive restructuring and in coping, and without offering the other components suggested by
experts in the present study. Further investigation of the particular support needs of children, and
the specific components of interventions that might address them, and especially in the context
of child-only and family-inclusive interventions may help illuminate some of these apparent
discrepancies.

Limitations.
There are some limitations to the present study that are important to recognise. The sampling of
experts resulted in a small sample for each of the study rounds, particularly Round Three. This
was considered adequate in the context of recommendations that Delphi panels of between 10
and 18 participants is sufficient (Okoli&Pawlowski, 2004), although the question remains about
whether additional panel members would have yielded a different ranking of the importance of
domains of components. It is possible that "illusory expertise" (p.13, de Meyrick, 2003), or bias
towards responding in a way that is consistent with a person's expertise and knowledge could
have occurred. For instance, the inclusion of many participants who identify as mental health
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workers (e.g., psychologists, psychiatrists, psychiatric nurses) could explain the finding that
experts felt mental health clinicians ought to deliver many of the components to stakeholders. It
is nonetheless important, however, to acknowledge the position held by study experts, which
remains a valid representation of their collective opinion, and rather to allow the possibility that
other stakeholder groups, such as families, might view this differently. Additionally, it is unclear
from the study whether other groups of experts, and family members in particular, might offer
the same or alternative perspectives on the core components to be included, the targets for
change, and the person to deliver them. It is also important to note that some of the mean
rankings demonstrated wide variance, as seen in the large standard deviations. Whilst consensus
about the descriptions of components was achieved by the panel, the third round seeking a
ranking of importance did not adhere to this aspect of Delphi technique. This round was instead
interested to determine what components were seen as important and what were seen as less
essential for delivery. Future investigations that tease out not only what to deliver, but when to
deliver it might contribute further understanding about the range of views regarding component
significance. Lastly, and as one expert commented, the core components identified reflect their
views about what would be ideal, however, the feasibility of developing mechanisms that can
deliver components was not addressed in this study. Findings instead offer something of a
challenge to researchers and service providers to consider how they might offer these to families.

Conclusion
Limitations notwithstanding, valuable information has been provided by a panel of expert
workers and researchers. Families with a parent who has an affective disorder could be offered
components of support that may work in complimentary fashion to develop holistic
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understanding of the family, and in turn enable them to develop their own knowledge and
strategies to cope and to improve mental health. Taking a strengths-based approach to empower
families and increase confidence offers the hope that interventions shall improve each person's
experience of home life and sense of acceptance and support. Not only do the findings of the
study strongly endorse this ultimate goal, and provide clear definitions of components to support
this, the intuitive sense of bettering quality of life and emotional experiences further recommends
such practice for the benefit of worthy families.
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Chapter Nine: Designing and Implementing Interventions that are FamilyFamily
Focussed and Parent-initiated

A Linking Chapter for Study Four and Articles Four and Five

Family
functioning

Key
solutions for
the family

Expert views
about best
supports

Intervention
usage

Understanding and supporting families
who experience parental MHCs

Study Four: Interventions
that are parent-initiated
parent
and family focussed.
Article Four: Working
collectively to build a
family focus DVD
resource for parental
affective disorder
Article Five: Empowering
families where a parent
has a mental illness

Figure 10The
The model of the thesis, with study four and articles four and five highlighted
highlighted.
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Introduction
A family-focused approach enables early identification and intervention to prevent mental illness
in children and their families.
Cowling and McGorry (2012, p.5)

To date, this thesis has explored the experiences of families with MHCs including parental
affective disorders, and identified the possible components that may help families manage the
challenges associated with these concerns. Formal interventions have been reviewed, and core
intervention 'ingredients' identified in the content analysis of article two, chapter six. As already
emphasized, interventions have been found to be effective (Siegenthaler et al., 2012), and
accordingly may be used to promote changes in family knowledge, skills and behaviours.
The task of designing and implementing interventions for families does not stop there, however.
There may be ways to streamline and improve resources to ensure they are effective and
efficient, and contain important face validity as judged by the families for whom they are
intended. New interventions designed for families offer advantages over interventions designed
for parents or children alone, including their capacity (1) to target more people at once, (2) to
access the strengths and resources that each member brings to the family, (3) to reduce the
likelihood of 'problemisation' of children or parents and (4) to reposition the MHC within a
family context. This family orientation is consistent with outcome data suggesting families prefer
family-level support (Fudge & Mason, 2004; Wang & Goldschmit, 1996). In addition, barriers to
accessing formal supports, such as cost, geographic distance and stigma (Glynn, Cohen, Dixon,
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& Niv, 2006) may mean that some families are unable or unwilling to engage with an
intervention. This chapter offers a brief discussion about the benefits of involving consumer
parents in the development and the delivery of family focussed interventions, before reviewing
the effectiveness, and parent experience of this resource.

Taking a family-focussed and parent-initiated approach to developing interventions
There are many ways consumers can be involved in the development of resources including
interventions. Bogenschneider et al., (2012) outlinedfive core principles when exploring policy
and practice with families. These included the (1) enabling family empowerment, (2) fostering
family stability through early prevention programs, (3) providing acknowledgement of family
relationships as powerful and persistent, (4) recognizing the diversity and contextual factors that
contribute to family functioning, and finally, (5) ensuring families are engaged and able to be
active members of those organisational systems and practices designed to support them. The
authors suggested that family empowermentcan be built through "relational practices"(p.521),
along with the positive attitudes of workers about family strengths and capacities. These
participatory practices included "individualized, flexible responses to family needs that allow
choices and involvement in decision making about family goals" (p.521). The concept of
empowerment is especially important in light of past service deliveries and effects. In his book
about consumer run mental health organisations, Brown (2012)describedthe ways in which
traditional mental health care delivery fosters learned dependency in clients, who "earn" (p.1) the
right to treatment by remaining unable to support and look after themselves.
Glynn, Cohen, Dixon and Niv (2006) suggested that as a practice standard, family interventions
need to adopt recovery principles, and include all family members. They continued by arguing
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that interventions need to appreciate family circumstances so that interventions can be matched
to family goals and needs. Individualisinginterventionsimplies that clinicians need to actively
and authentically listen to and work with (not “on”) families. A desire for active involvement in
family interventions is shared by consumers and other family members including children
(Fudge & Mason, 2004), and has been shown to auger benefits for intervention uptake and
success. For example, consumers saw that being responsible for monitoring their symptoms was
anintegraland highly valued componentoftheir recovery (Champ, 1998, cited in Ellis & King,
2003).Corrigan and colleagues (1999) argued, "clients and families are more likely to carry out
treatment plans and be satisfied with services when they are partners in treatment planning and
implementation" (p.62).
When consumers feel unheard, and their opinions are discounted or questioned, they are less able
and less likely to comply or engage with their treatment interventions (Roth & Crane-Ross,
2002). Roth and Crane-Ross (2002) conducted a longitudinal study of adult mental health
consumers and their case managers and found that when the needs identified by consumers were
met, lower levels of mental health symptoms and better quality of life were reported. The authors
further noted that consumer satisfaction was statistically related to family functioning. Moreover,
the extent to which consumers felt their needs were being met also predicted their perceptions of
being involved and included in their service involvement and decisions being made. Steer,
Reupert and Maybery(2011)argued that given the heterogeneity of children's and family's
experiences of living with parental MHCs, it is important that interventions seek information
from intended recipients about the goals and needs, because "one size does not fit all" (p.512).

250
Glynn, Cohen, Dixon and Niv (2006) highlighted a need to remove barriers that can make
interventions inaccessible to some families.One possible means to promote accessibility is to
provideinterventions that are family focused. As assertedby Beardslee and colleagues (2011):

... because the family is clearly a dynamic system, it follows that the marital and family
subsystems in the face of parental depression will have far-reaching consequences, as
mediated by factors such as parental and marital conflict, divorce, family structure, and
history of depression and other psychopathology. (Beardslee, Gladstone & O'Connor,
2011, p. 1103).
Therefore, family inclusive practise is important when addressing the needs not only of the
person who is experiencing a MHC, but all other family members. Deciding how to cope with
parental MHCsmay offer an opportunity for a family to reflect and rethink their functioning
including tasks accomplishments, to work together to support their members, prioritise values,
and critically evaluate how to best operate in the face of evolving needs, strengths and
challenges.
The delivery of interventions for parental affective disorders to families, rather than to
individuals allows the needs and experiences of each family member regarding the parent’s
MHC to be understood and addressed. This is especially important in the context of reports that
mental health care reaches few to none of the family members, and that depression itself can act
as a barrier for help seeking (Beardslee & Knitzer, 2004). Families offer differing strengths and
knowledge about their experiences and parental MHCs(Foster, O'Brien, & Korhonen, 2012), and
soopportunities exist to enable families to determine how they might address the problem of
parental depression collectively, and competently. The process of involving the family may in
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turn sustain a positive relationships between family members, and help reduce the adverse effects
of affective disorder, such as the need for temporary care for children away from the home
(Beardslee & Knitzer, 2004).
Hinden et al., (2006) have noted that the gap between the need for services and their availability
means that family members often act as “informal case managers” (p.58) in helping parents with
mental health concerns. Supporting parentsto manage their own MHCs not only makes fiscal
sense, but assists with outcomes such as treatment compliance, improved family relations, and
reduced burden to both the family and to the wider health care system (MacFarlane, 2011). In
terms of service delivery, including all family members in interventions helps avoid stigmatizing
children as different or problematic (Bramesfeld, Platt, & Schwartz, 2006), and is aligned with
the wishes of parents who indicate they prefer family member involvement rather than individual
treatment (Wang & Goldschmidt, 1996).

Current intervention use and opportunities for further development.
Key knowledge can be drawn from reports regarding past intervention usage and success. Firstly,
it appears possible to effect family change by delivering interventions to parents, who take the
information and learning back to their family and implement new behaviours, attitudes and skills
to improve child and other family member outcomes. In this model, interventions begin as being
parent-initiated, and then segue to becoming family-led, following discussions of how the family
might choose to utilise the new information and strategies. For example, the Let's Talk About
Childrenintervention of Solantaus and colleagues (2010) was developed to provide information
to parents about how they might help meet the needs of children in the context of possible risk
from parental MHCs.It was compared to Beardslee’sFamily Talk which was delivered toboth
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parents and children (Solantaus et al., 2010). Results indicated that both interventions delivered
similar and significant effects in behaviour and attitude change, and in children’s symptoms after
intervention and at a follow up (Solantaus et al., 2010). These effects, that teaching parents how
to lead family intervention for parental MHCs, can be explained by the “Transfer of Control”
(p.38) model, whereby knowledge, skills and methods that can bring about positive change in
coping is passed from a therapist to parent, and then parent to child (Ginsburg, Siqueland, MasiaWarner, & Hedtke, 2004 ).
Secondly, families appear to respond favourably to self-administered interventions where
constructive change can be promoted. For example, parents of children with disruptive
behaviours undertook a self-administered version of the Triple P Parenting program and reported
positive adjustments in parenting style, confidence, personal and marital functioning, which was
maintained at a three month follow up (Morawska & Sanders, 2006). These changes then
resulted in positive changes in children’s behaviour (Morawska& Sanders, 2006). Similar
findings were attained with a sample of parents who had children with ADHD, and who learnt
adaptive skills from videos (Ogg & Carlson, 2009). Others have examined the efficacy of a selfadministratedintervention for parents whose children had a conduct disorder or behaviour
problems, and again results suggested that giving a parent skills training was effective in
promoting change(Webster-Stratton, 1992, 1994;Webster-Stratton, Kolpacoff, & Hollinsworth,
1988).
From the success of the lecture-only intervention of Family Talk (Beardslee et al., 2003; 2007), a
Family Depression Program (FDP) was developed including the same information but via video
format (Budman & Butler, 1997; Butler, Budman, & Beardslee, 2000). All ofthe 74 parents with
depression who took part in the trial had spoken with their children about their mental health by
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week 12. Moreover, parent reports indicated the FDP had a significant impact on the functioning
of children both at school and at home. The authors further described the advantages of using a
video format, including wide spread dissemination and overcoming parental barriers to accessing
lecture-led conditions such as motivation and confidentiality.
There remains demand for interventions that can be used in a family setting, at a time that is
convenient for recipients. For example, focus groups heldwith nursing staff, counsellors, mental
health workers, consumers and parents at the Ross Memorial Hospital, Canada, called for “…
access to written and video resources and, information about a variety of mental illnesses that
may affect their loved one”( MacFarlane, 2011, p. 65 ). Similarly, Lucksted and colleagues
(2012) identified the benefits of using phone, internet and video technology to increase the reach
of interventions as an important focus for future research and development. Drost, Cuijpers,
andSchippers (2011) suggested electronic resources could overcomeaccess barriers by making
them available at a time that suited participants, and without needing family members to identify
themselves. Hence, there appears interest and demandfor digital technologies to be developed
and available for families. Extending the focus of resources to include parents with depression
and / or anxiety would further increase the potential target audience who might benefit from such
a resource.
The fourth study of this thesis comprises two aims and subsequently two articles. The first aim
was to explore how a group of consumers were involved in designing a parent-initiatedand
family-focussed intervention to help families with parental affective disorder. Theintervention
called the "Family Focus DVD" is the product of a process whereby parents and youth were
recruited into a project facilitated by the Australian CoPMI (Children of Parents with Mental
Illness) initiative. The purpose of the project was to have parent consumers inform the
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intervention philosophy, messages, inclusions and delivery mode. A second and subsequent aim
of the fourth study was to evaluate theefficacy and utility of the DVD in a sample of parents who
had an affective disorder. Thesestudies used to address each aim shall be presented, and the two
resulting publications.

The research questions for the fourth study are as follows:
3. What is the experience like for families who are involved in the design, development and
evaluation of a new family-led and family-focussed resource?
o How might consumer parents be supported to construct a brief, parent-initiated and

family-focussed intervention?
o Would such an intervention facilitate or promote change in families who have a

parent with an affective disorder?

Methodology
The fourth study utilised qualitative interview data from parents, as well as quantitative survey
data completed by parents before and after watching the DVD. The methodology used to
describe parents’ experience of being involved in the design of the DVD, as well as their
reflections about the authenticity of this intervention will be presented in further detail in Part A
below. Following this and in Part B, detail about sampling, data collection and analysis and key
findings from the evaluation of the DVD will be presented, before outlining study limitations and
concluding remarks.
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Part A: describing consumer involvement in the DVD construction, and outcome data
regarding the resource.
The first part of this studyexplored how consumer parents designed and developed the Family
Focus DVD3. A qualitative, narrative approach was employed to gather information about the
processes followed, and the way in which consumers remained active participants at each stage
of resource development. Consumer participants were involved in each stage of DVD
production, including:

•

determining what messages the DVD would portray and how this would be achieved;

•

meeting with scriptwriters to support appropriate language and content, and reviewing
script drafts,

•

helping to audition and interview actors who would portray family members with
affective disorders;

•

providing information and guidance to the actors to support their understanding and
characterisation of parental depression and parental anxiety.

Data were obtained by interviewing the national COPMI director and fromparent interviews.
Interviews were held with 15 parents after they had received and watched the Family Focus
DVD. (The same parent sample also took part in Part B, and more information about sampling
and participants will be provided in the following section.) The parents interviewed were not
involved in the design and development of the DVD, and their impressions about the resource
were sought to determine (1) whether the DVD accurately and authentically represented

3

please note, the resource is described in greater detail in the following section
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experiences of having a MHC and being a parent, (2) how identifiable the key messages of the
DVD were, and (3) how useful they found the resource.
Interview data with parentswere analysed using thematic content analysis which is a process of
attaching key words or labels to lines of text, before collapsing and summarising these at a more
conceptual level (Anfara, Brown&Mangione, 2002). Data were presented in conjunction with the
narrative description of consumer involvement to offer an exploration of how consumers were
involved in the resource, and the ways in which parents not involved in the development of the
DVD reported their experiences of watching it for the first time.
The article accompanying this first part of Study Four, Working with and For Parents to Build
the Family Focus DVD, was written for the Education and Training section of the Psychiatric
Rehabilitation Journal. The journal section focuses on providing shorter, peer reviewed articles
that provide information to researchers, workers and to consumers about partnerships and
collaborations that 'tie' research outcomes to educational and training resources newly developed.
The article is presented in Chapter Ten.

Part B: an evaluation of the Family Focus DVD
The second, and larger component of study four utilised mixed methodologyconsisting of
qualitative and quantitative data collection and analysis. The following section shall describe the
sampling and the preparation and utilisation of study materials used to evaluate the effectiveness
of the Family Focus DVD.
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Sampling and procedure.

Two recruitment strategies were employed. This included placing advertisements about the study
on the national COPMI initiative website, as well as inviting mental health workers on the
COPMI mailing list to share the details of the study with any clients they thought might be
interested in taking part. In order to be eligible for the study, consumers needed to have a selfreported diagnosis of either depression and / or anxiety, and to be in treatment (or recently
finished) for this MHC. Consumers also needed to have at least child aged between 8 and 12.
Interested families were screened over the telephone for eligibility, and then mailed packs
containing information and consent forms for the study, the DVD resource, and pre and post
questionnaires. Participants first completed the pre-DVD questionnaires, along with
demographics, before watching the DVD. They were asked to complete the post DVD
questionnaires five to seven days later, and were contacted for interviews two to four weeks after
viewing the resource. Participation rates were 63% of all those that were sent packs. Parents
received financial reimbursement for their time.
Demographic informationindicated that participants came from around Australia, and varied
widely in terms of income, education, and composition of family households. Mothers
outnumbered fathers, and depression was more common in the sample than anxiety, although
many participants had more than one diagnosis. All participants had school aged children, and
there was also variation in the ranges of other children's ages in their families.
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Materials and data analysis.

The Family Focus DVD. The Family Focus DVD is a 60 minute DVD, comprising of two
chapters for parents and one for children. Parent chapters depict an experience of having
depression or anxiety and being a parent, and provides information to viewers about mental
health, help seeking and the possible impacts of MHCs on children. The child chapter offers
psycho-education and opportunity for children viewers to learn strategies for coping and help
seeking behaviours. The aims of the DVD were to:

•

help parents speak with their children about having a MHC;

•

provide parents with information about how parental MHCs can impact on children and
how they are able to foster resilience in children;

•

provide psycho-education to children about MHCs, including addressing possible
misconceptions such as contagiousness of MHCs;

•

normalising the experience of a parent having a MHC;

•

encouragefamilies to hold regular and ongoing conversations about their experiences and
understanding of the parental MHC;

•

teach parents and children strategies for help seeking.

The Questionnaires. Three questionnaires were constructed by the research team for the DVD
evaluation, with one being provided to parents for completion prior to watching the DVD, and
then after viewing it, and two included for completion after watching the DVD only. The first
questionnaire contained a series of statements participants rated from 1"strongly disagree" to
5"strongly agree" and asked participants for perceptions about MHC and parenting that related to
the aims of the DVD. This was completed before and after watching the DVD. The second
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questionnaire sought information from parents about what parts of the DVD they watched, and
how they decided to utilise (or not) the DVD within their families. The final questionnaire was
used post DVD only and asked for information from parents regarding whether they would
recommend this for other families using the same likert scale as the first questionnaire (one
"strongly disagree" to five "strongly agree").
Responses from the first questionnaire were analysed using paired samples t-tests to determine if
there was significant differences between parent responses before and after receiving the
intervention. The responses from the second two questionnaires was explored using an analysis
of the percentage of agreement with statements about the DVD, as well as determining the
different percentages of parents who watched all parts of the DVD and who showed the DVD to
their children.
Parent Interviews. Interviews were held with a subsample of 15 parents, who were recruited
after returning their questionnaire packs. Decision about sample size for parents to be
interviewed was made in conjunction with the research team, and as guided by data saturation, or
themes beginning to reoccur across interviews. The semi-structured interviews aimed tofurther
explore how parents used the DVD within their families. Questions were designed to seek
information about:

•

parent perception about the content, the messages and the experience of watching both
the parent and the child chapter of the DVD;

•

how parents chose to watch the DVD (e.g., on their own or as a family)

•

how parents perceived their children responded to the DVD
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•

whether parents talked with their children about their MHC before and/orafter the DVD;
and

•

whetherparents noticed changes to the way their families communicated and functioned
following the DVD.

1. Parents chapters of the DVD
What was your initial reaction to the DVD?
Do you think most parents could easily understand it?
Is the style and level of language used appropriate?
How engaging do you think the DVD is? (graphics, layout, colour, etc.)
What do you think are the main messages of the DVD?
Does the DVD provide you with the basic information you need to know about:
• Mental illness
• Parenting and mental illness
• Mental illness and children
• Seeking support in your parenting role
How useful do you think the DVD is?
• Who is it most useful for? Least useful for?
Does the DVD encourage you to make changes in terms of:
• Your parenting? (if Y - in what way ; if N – why not)
• The way you relate to your partner? (if Y - in what way ; if N – why not)
• The way you relate to your children? (if Y - in what way ; if N – why not)
2. The child’s chapter of the DVD
Did you watch the children’s section of the DVD?
• If yes, what did you think? (Prompt re ease of understanding, appropriate language, level
of engagement, main messages, usefulness as necessary / required)
Did you show the special children’s section of the DVD to your children? (why or why not?)
• If yes, how was that?
• Did you talk about it with your children after? (why or why not?)
What additional support might you need to talk about the DVD to your children?
3. Distribution
What would be the best way of promoting the DVD to families?
How would you like to hear about the DVD (e.g. from your GP? Or?)
Interview questions for this study appear in the text box, below.
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Most questions were open-ended, and sought to facilitate a discussion of the experience of
parents and their overall perceptions and experience of watching the DVD. With parent
permission, interviews were recorded and transcribed; transcripts were returned to parents so that
they could delete, alter or add to interview information for reasons of accuracy or confidentiality
(member checks, Anfara, Brown, &Mangione, 2002). Participant transcripts were analysed using
thematic content analysis, summarising the text at a concrete level using labels attached to lines,
before collapsing these across the labels at a more conceptual level (Braun & Clarke, 2006). A
sample copy of one of the coded transcripts appears in Appendix E. To strive to keep data
collection objective and analysis accurate and informed by parent responses and not subjective
expectations, interview themes, impressions and personal reflections were recorded after each
interview. These are available in Appendix F.
The article accompanying this part of the study appears in chapter eleven.

Summary of results and limitations
A brief discussion of the results from both components of the fourth study shall be presented,
before limitations are also discussed and concluding remarks made.

Results.
Consumers experienced the DVD resource as authentic, highly interesting, hopeful and
supportive of families. Quantitative data indicated that following the DVD, parents reported
significant change to attitudes, including awareness of MHCs and their impact on families, and
behaviours such as help seeking and family communication about mental health. Qualitative data
provided further information about parent experiences, and revealed that parents felt supported to
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reflect on how their MHC might have impacted on their family. Some parents used the DVD as
an opportunity to speak with other family members and children about their MHC; for three
families, this was the first time they had held a discussion about their MHC with their children.
Many noted changes to family communication,a shared family understanding of MHC and a
valuing of self care and help seeking. Almost all parents who watched the DVD would
recommend this intervention for other families experiencing parental depression and / or anxiety.

Limitations.
Limitations to the sampling and the methodology of the study and accompanying articles require
acknowledgement. Both parts of the study utilised small sample sizes for data collection. The
study only interviewed parents within the families, and it would have been interesting to
determine how other members, including children, partners and grandparents, may have viewed
the resource. This is a very important question for future research to undertake. Furthermore, it
could be argued that the self selection by parents to the study may have meant the sample
comprised parents who were more motivated and interested in aspects of their MHC than what
might be for other parents. That said, recruiting parents who have a MHC can be challenging,
and the personal and potentially distressing content of the DVD and the accompanying
questionnaires and interviews meant it was important for parents to nominate themselves. In
addition, self-constructed questionnaires donot offer robust, psychometric properties, although it
also needs to be acknowledged that the aims of the evaluation did not facilitate the use of generic
questionnaires. Longer term follow up measures would be useful to determine whether initial
changes families impact family communication, shared understanding and functioning over time,
and whether effects were sustained.
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Concluding Remarks.
The two parts of this study, and accompanying publications, underscore the capacity for
consumers to create a meaningful, and constructive resource. Parents noted the freedom of being
able to watch the DVDin the comfort and the safety of their own homes, and valued the ability to
decide how they usedthe DVD within their family context. Despite limitations about the sample
and lack of follow up data, the significance of the DVD to help three families hold their first
conversations with children about parental MHCs demonstrates the potential of the DVDto
support parents to manage a potentially difficult conversation. The relief parents described after
thiscommunication further endorses the accessibility and the value in helping families make
change. Recommendation from parents for additional conversational tools to accompany the
DVD would appear to be a sensible addition, and reflect again the advantages of having
consumer involvement in resource development.
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Chapter Ten: Working with and for parents to build the Family Focus DVD

Citation:Marston, N., Reupert, A., Maybery, D., & Morgan, B. (2014). Working with and for
parents to create a Family Focus DVD. PsychiatricRehabilitation Journal, 37(3), 263-265. doi:
http://dx.doi.org/10.1037/prj0000091
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Abstract
Topic. Consumer and carer participation can improve the quality of health care. Active
collaboration with family members is critical when developing and evaluating resources
designed to meet their needs. The Australian Children of Parents with a Mental Illness (COPMI)
national initiative developed a DVD resource, Family Focus, which aimed to promote family
communication about parental mental illness. Purpose.This paper describes how families were
involved in all stages of the DVD development and post production pilot evaluation. Sources
used. One group of parents with affective disorders and family members were involved in the
DVD development. Another group was involved in its evaluation. The DVD conveyed messages
of hope and encouraged many to hold conversations with their children about their mental
illness. Conclusions and implications for practice.The parent-led development of the DVD
meant parents can use this resource in a manner that is congruent with their family’s
circumstances. The collaborative approach yields a DVD resource that is authentic, engaging,
hopeful and helpful and one that empowers parents and strengthens families in their recovery.

Keywords:consumer involvement, family resource, parent empowerment, mental illness
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Many parents with mental health issues want information on how they might support their
families. Additionally, other family members, including children, welcome communication and
involvement in the recovery process of the parent (Fudge & Mason, 2004). Given service
provision limitations (Reupert & Maybery, 2007) and a lack of family-centered, preventionfocussed resources (Nicholson, Biebel, Kinden, Henry, & Stier, 2001) easily accessible psychoeducational resources are needed.
The Australian Children of Parents with a Mental Illness (COPMI) national initiative was
established in 2001 to improve the mental health outcomes of children of parents with a mental
illness. During 2010-2012, the COPMI initiative obtained funding to develop a psychoeducational DVD about parental depression and anxiety. The DVD, based on the Family Talk
intervention (Beardslee, Wright, Gladstone, & Forbes, 2007), was designed to be a self-directed
preventive intervention to promote family communication. As consumer and carer participation
can improve the quality and outcomes of health care, it is essential to involve families at all
stages of resource development (Trowse, Cook, & Clooney, 2012). This paper describes the
collaborative process used to develop and evaluate the DVD.

Description of the Family Focus DVD
The Family Focus DVD includes two chapters. The first is designed for parents and includes two
fictional stories highlighting the family experience of parental depression and anxiety. It also
includes interviews with parents and children about how they talked as a family and the
subsequent benefits of such communication. A second child oriented chapter includes
educational content about parental mental illness and is designed to assist parents starting
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conversations with their children about their illness (see
http://www.copmi.net.au/familyfocus/footage).

Family Focus DVD development
The Family Focus DVD was developed collaboratively with a range of professionals and
families who have parental mental illness, ensuring that the DVD was authentic and informed by
lived experience. Interviews and surveys prior to scripting indicated families desired a DVD that
portrayedthe family experience and key messages of parental depression or anxiety in video
stories. Family members indicated that any advice provided should come from people with lived
experience of a mental illness, rather than from professionals. Separate focus groups of parents
and children provided a script writer with assistance in the development of characters, storylines,
and messages. Parents and other family members were involved in script review, casting and
post-production review.

Pilot evaluation of the DVD: feedback to developers
A second group of parents and family member volunteers was recruited from public websites and
health care workers to view and give feedback on a beta version of the resource. Participants
included 13 mothers and two fathers with on average 2.3 children and at least one child aged 812 years. Seven parents had both depression and anxiety, six had depression and two had
anxiety.
Parents provided written informed consent to participate in semi structured individual interviews.
The interview schedule was developed by the research team, consumers and COPMI staff and
framed around participants’ perceptions of the DVD. Telephone interviews were held two to four
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weeks after watching the DVD, and were recorded and transcribed with participants’ permission.
Participants were provided with a copy of their interview transcripts so that they might delete or
alter any information they considered was incorrect (member checks; Barbour, 2001). The
following are some of their perceptions of the DVD, which comprise part of a larger evaluation
(Marston, Maybery, & Reupert, in press).
Perspectives about the resource. Parents were overwhelmingly positive about the development
of the “Family Focus” DVD, “what a great thing to do!”
Information Delivery. Parents responded strongly to the authenticity of the stories, stating that
the DVD was “very realistic.” The DVD normalised mental health challenges, removing the
sense of blame (“it’s nothing they’ve done wrong”) and reframing mental illness as “a disease”
that is “as real as having a broken arm.” Watching other family stories brought new perspectives
about the experience of partners, “the level of frustration he must feel is immense. And I didn’t
fully appreciate that”, and understanding about the impact of parental mental illness on children
was “a real eye opener.” There was variation in how parents chose to use the DVD resource.
Some watched all chapters of the DVD in one sitting. Other parents needed time to absorb
information from the parent chapter before sitting down with their children and watching the
remainder of the DVD. Some chose to watch the child’s chapter alone, before showing it to their
family. Parents highlighted the usefulness of having “control” over how the DVD was used.
Key MessagesConveyed.According to parents, the DVD encouraged them to recognize when
they were unwell and to seek help. The DVD reinforced that “you’re not alone,” and that people
with a mental illness were “not purposefully being silly or a pain.” Some parents valued the hope
the DVD promoted (“it shows the recovery side of it” and “you can obviously still be a parent,
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even if you have a mental illness”) and for their family (“as a child, you can get help and talk
about it”).Similarly, many reported the wider educative value of the DVD, “I think it can
actually have a lot of positive effects on community organizations that deal with this sort of
mental illness.”
Changes Perceived by Parents. After watching the DVD, many parents reported being more
aware of how their children might be experiencing their mental illness, “it did make me a little
bit more aware of how difficult the boys might be finding it.” Three parents held their first
discussion about their illness with their children after watching the child’s chapter together, “This
was a very good way to start that conversation that I’ve never really known how to start.”
Parents indicated that their child“... wasn’t freaked out at all—she was fine” and that “I felt really
good. I don’t like things being a secret—you just have to explain.” Others found the DVD
encouraged “ongoing conversations” and “provided tools to then have further conversations with
my own family.” Sharing the DVD with partners and extended family members empowered them
to explain what their mental health concerns were like. The DVD reinforced what others in the
family might be able to do to support them, “if she [my partner] knows the thoughts that I am
having or how I need to control these thoughts, she can ask me those questions and we can break
those things down together.”

Discussion
The DVD resource, developed with and for families, was well received by parents, and the
delivery of information by parent actors helped validate parent experience. The messages they
“heard” were to seek help when needed, to remember that mental health problems are treatable
and that families are resilient and can recover. For parents, it was important that they were “in
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control” of the DVD. Many parents used the DVD as a prompt to talk about their mental health
challenges with their children. The value of this is consistent with other studies that have
emphasized the benefit of parent-led discussions with children about mental health (e.g., Reupert
& Maybery, 2010).
Parents’ reflections firmly endorse the importance of including others’ lived experiences when
developing a psycho-educational resource, including identifying key messages, mode of
delivery, scripts and production. These contributions have produced a resource that was
perceived as genuine, empowering, hopeful and helpful to parents living with a mental illness.
The process of DVD development demonstrates that working collaboratively is feasible, and
results in a product that is congruent with the needs and desires of families.
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Chapter Eleven: Empowering families where a parent has a mental illness: A
preliminary evaluation of the “Family Focus” DVD

Citation: Marston, N., Maybery, D., & Reupert, A. (2014). Empowering families where a parent
has a mental illness: a preliminary evaluation of the "Family Focus" DVD. Advances in Mental
Health, 12(2), 136-146. http://dx.doi.org/10.1080/18374905.2014.11081891
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Abstract
Family focussed interventions for parental mental illness can empower families to make change
and foster resilience for all members. This study examined the utility and impact of a new
family-led resource for when one or more parent has an affective disorder. The “Family Focus”
approach, including an instructional DVD, holds potential to affect parental knowledge, beliefs
and behaviours that can moderate the risk of affective disorder for family members. Thirty one
parents from across Australia watched the “Family Focus” DVD and completed questionnaires
pre and post viewing. A subsample of 15 took part in qualitative interviews regarding their
experience. Quantitative results indicate the DVD changes attitudes such as awareness of the
impact of mental illness, and behaviours including help seeking and communication. Qualitative
findings indicate that when parents are supported to reflect on the family effects of parental
mental illness, they value the opportunity to discuss this issue with their children, and work
towards a shared understanding of what mental illness means in their family context. The
"Family Focus" DVD appears to offer promise as an additional intervention available for
vulnerable families to deliver and utilise in a manner congruent with their unique family milieu.

Keywords:affective disorder, children, evaluation, family focussed intervention, parents
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Introduction
When a parent is experiencing a mental health problem, family members may be affected in
different but equally serious ways (Marshall, Bell, & Moules, 2010). Parents report experiencing
greater stress, decreased confidence and reduced enjoyment for child rearing activities and
pleasures (Compas et al., 2010; Friedmann et al., 1997; Keitner & Miller, 1990; Lindhout et al.,
2006; Lovejoy, Graczyk, O'Hare, & Neuman, 2000; Turner, Beidel, Roberson-Nay, & Tervo,
2003), whilst spouses may feel anxiety, frustration, shame or guilt, worry and grief (Kahn,
Coyne, & Margolin, 1985). Living with a mentally unwell parent can adversely impact a child’s
emotional experience of home life (Sarigiani, Heath, & Camarena, 2003), and contribute to
behavioural and mood disturbance. Unfortunately outcomes for children can include insecure
infant attachment, functional impairment and substance abuse (Hosman, van Doesum, & van
Santvoort, 2009; Siegenthaler, Munder, & Egger, 2012). Compared to their peers, they are
approximately two and three times more likely to develop a mental health problem (Hosman, et
al., 2009; Siegenthaler, et al., 2012). More broadly, parental mental illness can hold implications
for the way the family functions as a whole, impacting upon core tasks such as communication,
involvement with members and role performance (Pilowsky, Wickramaratne, Nomura, &
Weissman, 2006; Tammentie, Tarkka, ÅStedt-Kurki, Paavilainen, & Laippala, 2004).
Approximately two thirds of people diagnosed with mental health concerns are parents (Hinden,
Biebel, Nicholson, Henry, & Katz-Leavy, 2006), and an estimated 21 to 23% of Australian
children live in a household where a parent has a mental illness (Maybery, Reupert, Patrick,
Goodyear, & Crase, 2009). Despite this, family focused interventions are rare and children are
frequently described as ‘hidden’ because adult workers are often unaware that their clients are
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parents (Fudge & Mason, 2004).A study of German, Austrian and Swiss psychiatric institutions
found that only two percent of family members received any form of psycho-education
(Rummel-Kluge, Pitschel-Walz, Bauml, & Kissling, 2006).This is also a common experience in
both the US (Nicholson, Biebel, Kinden, Henry, & Stier, 2001) and the UK (Krupnik, Pilling,
Killaspy, & Dalton, 2005).

The Value of Family Focused Interventions
It has been shown that different family members, including children, want information about
mental illness (Fudge & Mason, 2004), however the challenge for parents include when and how
to broach the topic of their mental health with their partner and children (Maybery, Ling,
Szakacs, & Reupert, 2005).Beardslee and Knitzer (2004) argue that because parental mental
health impacts on all family members, interventions need to incorporate a developmentally
congruent, integrated family systems approach. Family interventions empower members to
manage family challenges in a way that is congruent with each family’s wishes, needs and
values. Targeting families provides the added advantage of avoiding possible stigmatization of
the child (Bramesfeld, Platt, & Schwartz, 2006)and allows programs to draw upon multiple
sources of strengths to offset risk (Beardslee& Knitzer, 2004).Family interventions need not be
delivered directly to all members; parents can receive knowledge, support and strategies, and act
as facilitator by translating and implementing the recommended practices into their unique
family context (e.g., Ginsburg, Silverman, & Kurtines, 1995). Importantly, outcomes of family
interventions are encouraging; a recent meta-analysis of the impact of family interventions on
children concluded that “the risk of developing the same mental illness as the parent was
decreased by 40%...” (Siegenthaler, et al., 2012, p.14). It is essential, therefore, that knowledge is
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garnered about the needs of these families, and access to interventions that best support them is
provided.

The ‘Family Focus’ Intervention
On the basis of this research the “Family Focus” approach including an instructional DVD
wasdeveloped by the Australian Children of Parents with a Mental Illness (COPMI) national
initiative, with Australian Government funding. The DVD is primarily based on an intervention
developed by Professor William Beardslee (Children’s Hospital Boston) called "Family Talk",
which stresses family communication to foster intra- and inter- understanding of the impact of
depression on each family member (Beardslee, Gladstone, Wright, & Cooper, 2003; Beardslee,
Wright, Gladstone, & Forbes, 2007).The authors report that child internalizing symptoms are
significantly reduced, and child understanding and child-related cognitions in parents increased
following the intervention, and at follow up (Beardslee, et al., 2003; Beardslee, et al., 2007). The
"Family Focus" DVD similarly promotes communication and shared understanding, but differs
in its brevity (60 minute viewing time versus 6-8 sessions), its delivery (family-led versus
clinician-led), and its expansion to include families with parental depression and / or anxiety, as
two of the most common diagnoses of adult mental health concerns(Slade et al., 2009).
Whilst this DVD offers exciting possibilities for addressing a wider audience in a time-efficient
and family-driven fashion, the ability of “Family Focus” to achieve its goals needs to be
confirmed. Taking a developmental evaluation perspective prompts researchers to determine "...
how best to attain desired outcomes, rather than simply whether the desired outcomes are
attained" (Nicholson, Albert, Gershenson, Williams, & Biebel, 2009, p.108). Understanding the
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ways families use the DVD to meet their needs and improve outcomes may explain what works,
and what doesn't, and facilitate future intervention refinement and development.

The Present Study
The following presents an evaluation of the “Family Focus” DVD with a group of volunteer
parents. This research sought to answer the questions; how do parents use the “Family Focus”
DVD, if at all, do they include other family members in its utilization, and does this family-led
approach lead to any attitudinal and/or behavioural changes following exposure?

Method

Participants and Procedure
Families were recruited via health care workers and a website (http://www.copmi.net.au/). To be
included one or more parent must have been diagnosed with depression and/or anxiety, to have a
child 8-12 years old and to becurrently(or recently) receiving mental health treatment.
Families were sent the "Family Focus" DVD, explanatory statements, consent forms and pre and
post questionnaires. Participants completed demographics and parenting and mental illness
questionnaires before watching the DVD. They completed post questionnaires five to seven days
after. A total of 49 packs were mailed to prospective participants; 31 completed and returned pre
and post questionnaires (63% response rate). Telephone interviews were undertaken with 15
volunteers two to four weeks after exposure to DVD. Parents received financial reimbursement
for their time.
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Participants were aged between 30 to 49 years, most were female (87.1%), born in Australia
(83.9%), and had completed TAFE or University education (77.4%). Household income varied
from less than $20,000 per annum (25.8%) to over $100,000 per annum (25.8%). 19.4% of
participants had never married, 61.3% were married or in de facto relationships and a further
19.4% were separated or divorced. Participants had an average 2.4 children. All participants had
at least one child aged 8-12; in addition, nine households had a preschooler aged 4-6, ten had
adolescent children, and four had toddlers or newborns. 87.1% of parents lived with their
children full time, and the remainder (12.8%) saw their children anywhere between 0 to 20 days
per month.
67.7% of mothers were the parent with the mental health concern, 9.7% of fathers were, and both
parents had mental health concerns in 22.6% of cases. 46.2% of mothers illnesses had depressive
features, 11.5% anxious, and 42.3% featured both depression and anxiety. 62.5% of fathers had
depression or bipolar diagnoses, 25% anxiety and 12.5% experienced both. Diagnoses were selfreported, and in light of the application of the DVD for the public forum, the sourcing of this
information was considered adequate.

The intervention
The 60 minute "Family Focus" DVD was developed by the Australian COPMI initiative and
comprised two chapters for parents and a third for 8-12 year olds. Parents’ chapters provide
mental health information and help seeking suggestions, and advice regarding the impact of
mental health on family members and ways to increase their coping and resilience. The child's
chapter aims to relay psycho-education about mental illness, and strategies for coping and
seeking support from external sources.
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Measures
Self-Constructed Questionnaires.In order to satisfy the needs of this preliminary evaluation,
questionnaires were carefully developed by the research team in conjunction with project staff at
the COPMI initiative and specifically worded to answer the key research questions.
The “Parenting and Mental Illness” questionnaire was administered pre and post DVD and
comprises 21 statements about perspectives of mental illness and parenting based on the aims of
the DVD, such as “It is good to talk to your child/ren about the mental health problems of family
members”. Parents rate the extent to which they agree or disagree with each statement using a 1
(“strongly disagree”) to 5 (“strongly agree”) point likert scale.
The “Family Focus DVD audience” questionnaire was administered after parents watched the
DVD. This invites participants to respond to five questions concerned with the way in which
they utilized the DVD, including which parts of the DVD they watched, with whom they
watched it (if anyone), whether children watched the DVD on their own, and whether parents
would recommend other parents watch the DVD and / or show it to their children.
The “Family Focus DVD Evaluation” was given to parents after the DVD; it is an 11 item scale
whichinvites participants to rate the extent to which they agree with statements pertaining to the
DVD, such as “The DVD helped me understand mental illness”. Responses are given using a 1
(“strongly disagree”) to 5 (“strongly agree”) point likert scale.
Interviews.The semi structured interview questions focused on how the DVD was viewed in the
family along with its impact and outcomes. The interviews aimed to capture qualitative
information to enhance understanding of the use and impact of the DVD on families. Telephone
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interviews averaged 45 minutes and were audio-taped and transcribed. Each participant was
given the opportunity to perform member checks, whereby they were emailed a copy of their
interview transcript and invited to add to, alter or delete any material they believed to be
potentially identifiable or incorrect.

Results

Quantitative Analysis.
“Family Focus DVD Audience” questionnaire.93.5% of parents watched all parts of the DVD.
Seven (22.6%) watched it with their partner and 19 (61.3%) had at least one 7-12 year old watch
the child's chapter with them. One child aged 5 and six children aged between 7 and 12 watched
the child's chapter on their own. All parents (100%) recommended the DVD to other parents and
87.1% suggested that other parents show it to their children.
“Parenting and Mental Illness” questionnaire and “Family Focus DVD evaluation”
questionnaire. As no subscale structure was available, and for ease of reading, items from the
“Parenting and Mental Illness” questionnaire and the “Family Focus DVD evaluation” were
grouped into the six categories outlined in Tables 21 and 22 below. Table 21 shows pre and post
scores of items from the “Parenting and Mental Illness” questionnaire and paired samples tstatistics. Post DVD responses to items from the “Family Focus DVD evaluation” were explored
using frequency statistics (Table 22). In both cases, agreement for an item is indicated by scores
of 4 and above.
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Table 21Means and paired sample statistics for the "Parenting and Mental Illness" questionnaire.
Questions

Pre

Post

t

df

P value

4.71
(0.59)
3.65
(1.40)
3.58
(1.12)

4.81
(0.40)
3.23
(1.41)
3.74
(1.06)

-0.83 30

0.41

1.32

30

0.20

-0.80 30

0.43

4.28
(0.88)
4.10
(0.77)
2.21
(1.42)
3.83
(1.21)
3.97
(1.16)

4.28
(0.70)
4.07
(1.03)
1.69
(0.76)
4.27
(0.94)
4.10
(1.06)

0.00

28

1.00

0.18

28

0.86

2.14

28

0.04

-2.54 29

0.02

-0.94 29

0.35

3.48
(1.26)
4.83
(0.38)
4.37
(0.93)
3.04
(1.29)

3.84
(1.04)
4.90
(0.31)
4.60
(0.72)
3.41
(1.08)

-1.88 30

0.07

-0.70 29

0.49

-1.49 29

0.15

-1.44 26

0.16

4.06
(1.03)
4.00
(1.29)
3.52
(1.43)

4.55
(0.68)
4.29
(0.97)
4.03
(0.94)

-3.12 30

0.00

-1.07 30

0.29

-1.72 28

0.10

Category One: Experience of parenting with MH
6 Parenting when you or your partner
experiences MH issues can be challenging
19 I feel isolated as a parent when dealing with
MH issues in my family
20 When thinking about my family I feel
positive about the future
Category Two: Knowledge of the impact of MH
4 I am aware of the impact of my or my
partner’s MH issues
5 I am aware of the impact of my children on
my or my partners MH issues
9 I believe that my or my partners MH
issues are not a problem for my family
14 I know how a parent’s mental illness
impacts on my children
17 I believe I know the early signs to look for if
my child /children has MH issues
Category Three: Ability to manage MH
11 I am able to help my children cope with the
MH problems in this family.
15 I believe there is value in ‘looking after
myself’ for my children.
16 I understand what I must do to look after
myself for the sake of my children
21 I am able to help my partner overcome
parenting concerns and MH problems in my
family
Category Four: Communication
1 It is good to talk to your children about the
MH problems of family members
2 I am confident to talk to my children about
MH generally
3 I am confident to talk to my children about
my or my partners MH issues
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10 I can have open and honest discussions with
my children about MH problems in the family.
13 My children do not want to talk about MH
problems in the family

3.58
(1.31)
2.87
(1.01)

3.87
(1.20)
3.07
(1.36)

-1.18 30

0.25

-1.03 29

0.31

3.74
(1.10)
4.71
(0.53)
3.77
(1.12)

4.03
(0.91)
4.90
(0.40)
4.42
(0.85)

-1.87 30

0.07

-1.99 30

0.06

-3.15 30

0.00

4.10
(1.11)

4.16
(1.07)

-0.47 30

0.65

Category Five: Help Seeking
7 I believe, as a parent, that it is important to
seek help from other extended family members
8 I believe that it is important to seek help from
MH professionals
12 I encourage the children in my family to
seek help in coping with MH problems of
family members
18 I know where to look for supports in my
role as a parent

Note. Significantly different items shown in bold, MH = Mental Health

In general the findings can be grouped according to significant and non significant changes over
time. The three categories that were generally impacted upon with higher scores were
Knowledge of the impact of MH, Communication, and Help seeking. These were exemplified by
at least one item being scored significantly higher after having watched the DVD (2 items for
Knowledge). Alternatively none of the items inExperience of parenting with MH issues or
Ability to manage MH changed significantly – although several items moved in the desired
direction.
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Table 22Frequency Statistics for the “Family Focus” DVD evaluation data.
Disagree
(1-2)
Category One: Information of MH and parenting
1 The DVD provided information that 0
was helpful to my understanding
about the importance of being a
parent.
3 The DVD helped me understand 4 (12.9%)
mental illness
Category Two: Knowledge of the impact of MH
4 The DVD helped me understand the 1 (3.2%)
impact that a parent’s mental health
issues have on children
5 The DVD helped me understand the 1 (3.2%)
impact that a parent’s mental health
issues has on a family
Category Three: Ability to manage MH
2 The DVD provided practical and 5 (16.1%)
helpful information regarding looking
after myself
6 The DVD has encouraged me to 0
better manage the mental illness that
occurs in my family.
Category Four: Communication
8 The DVD helped me talk about 5 (18.5%)
mental illness with my partner
9 The DVD helped me talk about 3 (9.7%)
mental illness with my children
10 The DVD helped my partner talk 5 (19.2%)
to me about mental illness
11 The DVD helped my children talk 4 (13.8%)
about mental illness to me
Category Five: Help seeking
7 The DVD provided helpful 4 (12.9%)
information regarding finding support
Question

Neither
disagree/agree (3)

Agree
(4-5)

5 (16.1%)

26
(83.9%)

5 (16.1%)

22
(71.0%)

1 (3.2%)

29
(93.6%)

0

30
(96.8%)

2 (6.5%)

24
(77.4%)

13 (41.9%)

18
(58.1%)

8 (29.6%)

14
(51.9%)
25
(80.1%)
6
(23.1%)
16
(55.2%)

3 (9.7%)
15 (57.7%)
9 (31.0%)

5 (16.1%)

22
(71.0%)
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Highlights from Table 22 include that the DVD increased understanding about being a parent,
how mental health issues impact on children and family, how the DVD helped parents talk about
mental illness with children and provided encouragementto better manage mental health problem
including finding further support. Less equivocal was the help the DVD provided to partners and
children to talk to the parent with the mental health problem.

Qualitative Analysis.
Thematic content analysis, a systematic and objects means of describing and quantifying
phenomena (Braun & Clarke, 2006; Merriam, 2002), was used to explore the interview
transcripts.Data were analysed using a coding system, attaching labels to lines or paragraphs of
data and then describing the data at a concrete and more conceptual level (Anfara, Brown, &
Mangione, 2002).Three main inductive codes were identified and within these, seven key subthemes emerged (Table 23).
Table 23Inductive codes and themes from interview data.
Inductive Code

Sub themes

Reflecting on parenting with a mental health Barriers to communication
concern
Changes to knowledge, family focus and Cases of families unchanged
behaviours

Changes to knowledge and family focus
Changes to family communication
Suggestions for further resources

The outcomes of knowledge and behaviour For children
changes

For parents
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Reflecting on parenting with a mental health concern.
All parents reflected in some manner upon their approaches to managing their mental health
concern within their family and the parenting context.

Barriers to communication. Many parents discussed their family’s communication about
mental illness and acknowledged some of the barriers that had limited or prevented this.
Deterrents included shame or embarrassment.

As a parent you try to be a role model, and obviously we get so bombarded by that that we
feel a bit ashamed to say to our kids, “I’m not doing well”

Parents wanted to protect children, and many had done so by remaining silent about their mental
health, believing that speaking about it may confuse and worry the children.

I sort of, I don’t know, wrap them in cotton wool a bit, not wanting to burden them, but now I
know it’s more of a burden not knowing what’s going on.

Some parents had felt ill equipped to manage the discussions that may ensue.

I know he’s bright and I know he looks at me with those questioning eyes: “there must be
more to it, mum?” I don’t have the answers myself to offer him.
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Others were concerned about whether their children would understand the information provided.

He’d be really inquisitive and he’d ask lots of questions, but it’s whether he can process the
answers.

Changes to knowledge, family focus and behaviours
Cases of families unchanged. For two parents interviewed, the DVD did not lead to change and
both preferred not to share their diagnosis with their children, for reasons of concerns about
mislabeling their experience, stigmatization and burden.

I’ve gone sort of through a healing process, I don’t necessarily label myself as having a
mental illness, so if you let my child sit through it, well, mummy has a mental illness. I feel
like I’ve probably moved past that place of needing her to sit through that.

I think young children are going to get teased, “Your mum’s crazy. Your mum’s mental.” I’m
their mum; I don’t want to put that burden on them. It’s not their problem – it’s the adult’s
problem… I think a kid needs to be a kid.

Changes to knowledge and family focus. Some parents were unaware of the possible impact of
their mental health upon their family, and for some, this was difficult to come to terms with.
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Its eye opening… knowing that your depression is affecting the child without you even
knowing.

I guess the DVD made me more aware of how generally behaviour does effect. And
behaviour that is stemming from the mental illness does affect children. And that can be
frightening.

Most parents found that the DVD prompted or reminded them to think more broadly of their
family's experience of their mental illness.

I realized watching the DVD that I’m more focused on me and how I can get help, rather
than how the kids can.

That made me really sort of stop and think, well how do my boys get on?

For many, this new or reminded information was a motivation for behavioural change, facilitated
by the DVD’s validation and normalization of mental health concerns.

If you can see it in your kids, sometimes as a parent you’re more likely to then really
want to work on yourself as well.

287

It made me realise that it’s actually very common and that it’s not something that it
should be hidden away.

Changes to family communication.Three parents held their first mental health discussion with
their children after watching the DVD together, which was overwhelmingly positive.

This was a very good way to start that conversation that I’ve never really known how to
start. And I was so surprised how receptive the kids were and I keep underestimating
kids.

I was a bit nervous, I thought any minute now one of them are going to bolt out the room,
but no… We talked about it and we chatted briefly around the table, and, well, they know
more than I thought. For [my children] to understand that, I was just going “Yes!”

There were also communication changesfor those parents who had already spoken with their
children, including the amount and quality of discussions regarding mental illness. One parent
described the value in hearing that conversations needed to be ongoing. Others found the DVD a
useful resource to extend dialogues.
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It’s probably the first time I’ve spoken to him with some information attached to it, like
he knows when I’ve had, for want of a better phrase, a depressive episode but we’ve
never really discussed it with something to back it up.

Suggestions for further resources.Some parents suggested that in order to capitalise on the
advice provided in the DVD, additional help in the form of conversation starters, tips for hosting
family discussion and with children at different developmental stages would be a valuable
accompaniment for the DVD.

Some parents might not know how to answer the questions or might not know what to
say. So, even if it’s just suggestions you could talk to your child about - even like a little
picture book.

Maybe if they just said we’re just going to give you some example sentences. Feel free to
use them. These are targeted at the age bracket of toddler. This is age pre-teen. This is a
teen word. And these are some example things you could say to your children.

The outcomes of knowledge and behaviour changes
For children. Many parents described their children appearing content and happy to have new or
greater knowledge on their parent’s mental illness.
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I think that they feel a lot better and they know what’s going on… it’s not “are you
feeling sick? Did someone say something mean to you?” They know that mummy’s
feeling a bit sad.

And that it’s really important: be open with the kids and the kids can understand, to the
best of their age level, what’s going on because they’re so much happier knowing.

Furthermore, the DVD gave them opportunity to identify and correct misconceptions their
children held about people with mental health concerns.

For him, people like that were dangerous. You know, I was just gob-smacked, it was like,
oh my goodness, we've got to seriously talk about this.

Some reflected upon their children’s ease at having a new "voice".

She feels a lot more comfortable to share her experiences and stuff now

And parents have been able to assist their children to seek external support.

I think at first she was a bit concerned that she was giving up family secrets or
something. But just me encouraging her that yes it is okay to share with those people.
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For parents. Many parents described their relief at gaining a sense of openness with their family
in regards to their mental health concern.

Having the DVD at least let me have a good talk to him and we’ve been a lot more open
since about things. Yeah, I’ve been able to cry and sort of say to him, “it’s okay.”Which has
made me feel a little bit better, too, not trying to hide it all the time.

This has facilitated their provision of accurate explanations for behaviour and allowed them to
ask for help.

Well, before I would probably just go away and not say anything whereas now I’m like,
“Okay, I’ve just got to take a minute. Look, I’m a little bit unwell at the minute.”

Rather than the family just seeing the behaviours and not understanding where those
behaviours will be coming from... I think now I feel a bit more comfortable to say, well, I
needed that time out and not to feel guilty.

Discussion
The “Family Focus” DVD affected the way parents viewed the mental health concerns within
their family context, and their subsequent behaviours. The mixed methodology offered
something of a confluence of findings. The quantitative data highlighted significant changes in
the extent of agreement for the importance of communication, help seeking and recognition of

291
the problematic impact of mental illness for families. Qualitative data mirrored this, suggesting
that the DVD provided parents an opportunity to ‘refocus’ upon their families through its
messages of the potential impact of mental health issues for children, and hope of how to
alleviate this.
The DVD significantly increased the parents knowledge about how parental mental illness
impacts upon the family. This included over 90% reporting that the DVD had helped them
appreciate the impact of mental health on their children, and for their family. Whilst items
regarding understanding the impact of mental health issues, and children upon mental health
issues did not significantly change, agreement for these items were high both before and after
watching the DVD. Parents seemed aware in general of the consequences of mental illness, but
the DVD helped them think more specifically about how this affected their children. This was
triangulated in interviews where many parents indicated that without the impetus of the DVD
they had concealed their health problem to avoid burdening children. Given that working
towards a shared understanding of mental health concerns is the cornerstone to the successful
“Family Talk” intervention of Beardslee and colleagues (2003, 2007), the findings that DVD
increased parental appreciation of the impact of their condition upon other family members
augers well for its efficacy.
Communication, and especially in holding discussions with children about their mental illness
was arguably the most visible behavioural change reported. Extent of agreement was
significantly higher following the DVD that talking to children about a parent’s mental health
problems is important, and more than three-quarters of the sample agreed that the DVD helped
them discuss mental health with their children. Three interviewed parents initiated their first
family conversation, and most other parents reported that they talked again and with greater
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detail, about their mental illness to their children after watching the DVD. Some parents
described their relief at realising that these conversations meant children’s resilience was
bolstered not diminished. As a result of holding these conversations, parents reported feeling
unburdened and enjoying closer and more honest relations with their children, than they would
otherwise. Furthermore, they perceived positive and empowering change in their children.
The extent of agreement for the value of help seeking, and the importance of good self-care was
significantly greater after parents watched the DVD, and most of the sample indicated that the
DVD provided them with useful information about parenting and about looking after themselves.
The DVD would appear to help address the desire of families for information about mental
health, including possible avenues of support (Fudge & Mason, 2004) Furthermore, parents
suggested they would feel more comfortable asking for assistance from family members now
that they had watched the DVD, and started to foster a family understanding of the illness.
Seeking support and shared understanding is also valuable in the context of research by Kelly
and Jorm (2007),which suggests that people with depression frequently overestimate stigmatized
views held by others, and which acts as a deterrent to help seeking behaviours. By encouraging
help seeking and removing some of the potential barriers to accessing support, the DVD
potentially fosters family resilience.
From the alternate perspective it is also interesting to examine what did not change for parents as
a result of viewing the DVD. While the DVD led to a significant increase in parents recognising
that it was good for them to talk to their children about parental mental illness, parents did not
agree the DVD helped them hold open and honest discussions (see questions 1 and 10 in Table
21), and for two parents interviewed, the DVD did not affect their decision regarding discussing
their mental health condition with their children. Parents remained neutral about whether
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children wanted to talk about mental health, and watching the DVD did not increase their
agreement that they know the early warning signs of mental health issues in their children.
Furthermore, effects upon dialogue appear limited to that between parent and children; for the
61% of the sample in relationships, there was no significant change in the agreement that
partners can speak with each other about mental health after viewing the DVD, although only
19.4% of couples watched the DVD together.This suggests that families do not necessarily watch
it together as a whole, and the DVD performs some key functions as indicated above but not
others. While the aim of the DVD was not to fulfill all these objectives, the lack of change
highlights potential developments for future online or DVD material for parents (e.g. perhaps
parenting information).

Limitations
There are a number of limitations within this research. First, the sample size of this study is
small. It is commonly acknowledged however that engaging and recruiting families where a
parent has a mental illness, is difficult (Maybery& Reupert, 2009). Another possible
methodological constraint is the self-development of the questionnaires used, and their
completion by self-report, particularly considering that some families may feel uncomfortable
disclosing personal details regarding their mental illness. Nevertheless, directly accessing
participants’ self-reported experiences can provide genuine insight into the real-life experiences
of family members. It is also possible that selection bias of mental health literate participants
occurred, which could account for the high extent of agreement and possible ceiling effect for
responses to the parenting scale. In addition, future evaluation needs to identify long term
outcomes, with particular reference to sustained communication changes and the impact of these
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upon family dynamics, help seeking behaviour, parenting confidence and other basic tasks of
family functioning. Children’s outcomes in the long term also need to be measured.

Conclusion
The evaluation presented here suggests usefulness of the DVD for families where a parent has an
affective disorder. Families were able to view this resource in the privacy of their homes, and
deliver the information to members as parents saw as appropriate; most (87%) parents would
recommend other families show the DVD to their children. Furthermore, this brief, family-led
approach brought about change. Parents’ awareness of the impact of mental illness on families
and the importance of talking to children about mental illness was a significant finding, and
previous research attests to their importance in helping families to adjust and manage mental
health concerns. In light of findings regarding hesitance for managing this new communication,
assisting parents to facilitate discussion may be an important next step that practitioners and
families can take collaboratively towards making positive change, and in doing so, cultivate the
well being of all members.
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Chapter Twelve: Thesis Conclusion

Study Three: Support for
families with parental
MHCs

Study One: Family
experiences of mental
health concerns.
Main message:family
functioning changes
between times of wellness
and MHCs, especially role
performance,
communication and
affective involvement.
Study Two: formal
supports available to
families with parental
MHCs
Main message: parents
and children receive
different intervention
components, to help them
change or to cope with the
experience of parental
MHCs.

Family
functioning

Key solutions
for the
family

Expert views
about best
supports

Intervention
usage

Understanding and supporting families
who experience parental MHCs

Figure 11The
The model of the thesis, and the key messages from
fr
each study.

Main message:
me
family
members have similar but
unique support needs, and
intervention components
might need to transcend
individual, family and
community domains.
Study Four: Interventions
that are parent-initiated
parent
and family-led
family
Main message: Parents
can act as agents of
change to create and use
an intervention in their
family. New understanding
of MHCs in families may
led to family change,
especially in respect to
communication about
MHCs.
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Introduction
The fundamental aims of this thesis were to develop an understanding of the needs and the
experiences of families where a parent has a MHC, and to explore how interventions might best
meet their requirements. The thesis posed three main research questions: (1) how do parents
perceive their families to function during times with and without symptoms of the MHC, (2)
what are the components of interventions thought to be effective in reducing the risk of parental
MHCs and / or for promoting family recovery and success, and finally, (3) how might parents
help develop and help their families to use a parent-initiated and then family-led intervention to
support them in making meaningful change to the ways they manage the experiences associated
with parental MHCs. Key messages from each of the four studies that comprise this thesis are
represented in the thesis model (Figure 11).
A central goal of the thesis was to extend information about family experience and supports in a
manner that offers differing and potentially complimentary perspectives. Given the
interrelatedness of the findings from each of the studies, and the inherent complexities of the
experiences and support needs of these families, a guiding framework may once more be useful
to navigate the thesis results and subsequent implications. The summary of results and
conclusions is presented as follows, as they relate to the domains of family functioning and core
components of support. This is presented in Table 24 in summary form, and will be discussed in
further detail in the following section. In using the family functioning model, the objectives of
the thesis to remain strengths-based and goal oriented are met, and knowledge is framed in a
fashion that aspires to contribute to the overall field from a solutions oriented perspective.
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The use of the family functioning domains to guide the discussion of results is applied loosely,
and encompasses expert suggestions, DVD data and findings from the core component analysis
of the IKEA study as well as the family functioning data from first study. There are also some
key results and findings that do not fit specifically within the domains of family functioning, but
appear to relate to how family functioning might operate or change (e.g., stigma, hope).
Following this overview, the implications of the results will be presented, for families, clinicians,
resource development and system change. Lastly, the limitations of findings shall be
acknowledged, and areas for future research presented.
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Table 24A summary of findings from each of the four thesis studies, as they relate to family functioning domains.
Family
functioning
domains

Communication

Affective
Expression

Study One: Parent
perceptions of family
functioning during
'good' times and 'bad'
times.
Parents perceived that
communication became
less frequent or more
irritable in times of
parental MHCs;
communication was
seen as a useful strategy
to help families manage.

Study Two: The IKEA
study: formal supports
available to families with
parental MHCs

Some parents reported
that their family spoke
less about emotions
when they were
mentally unwell; others
reported this did not
change.

Some interventions aimed
to reduce parental criticism;
change parental modelling
of anxious behaviour;
increase parental warmth

Some interventions
facilitated changes to
communication by
increasing family talk about
parental MHCs, changing
the quality of parent talk to
be less critical and by
encouraging
communication about
maintaining good mental
health.

Study Three: The
Delphi study: expert
views about core
components for families
with parental MHCs
Experts reported that
parents, partners and
children would benefit
from the provision of
communication skills
training, with specific
prompts to talk about
the parental MHC.

Not applicable.

Study Four: The Family Focus
DVD study: Interventions that
are family focussed & family
led.
The DVD actively encouraged
parents to discuss with their
children their MHC; the child
chapter of the DVDfurther
promptedthis conversation.
Many parents who viewed the
DVD were able to talk with
their children afterwards;
parents reported that such
conversations resulted in relief
for parents and children.
Not applicable.
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Domains of
family
functioning

Study One: Parent
perceptions of family
functioning during 'good'
times and 'bad' times

Study Two: The
IKEA study: formal
supports available to
families with parental
MHCs
Some interventions
offered parent skills
training.

Role
Performance

Parents highly valued
their parenting role and
recognised that MHC
symptoms could make it
challenging to perform
parenting role.

Affective
Involvement

Parents with MHCs
reported a strong sense of
closeness with their
children, which was
difficult to sustain when
unwell.

Some interventions
encouraged parents to
spend time with
children.

Control

Some parents indicated
that their control over
family members was
reduced or performed less
confidently when unwell.
Other parents felt this did
not change.

Some interventions
encouraged parents to
provide some family
structure but not to
overprotect children.

Study Three: The Delphi study:
expert views about core
components for families with
parental MHCs

Study Four: The Family
Focus DVD study:
Interventions that are family
focussed & family led.

Experts emphasised the
importance of acknowledging the
role of parents and promoting
parenting confidence. Experts
recommended that clear role
definitions for each family
member are constructed.
Not applicable

DVD indirectly taught
parents to manage their role
when unwell, including
seeking help from others for
their children if they were
unavailable.

Experts recommended that
parents and children be taught
help seeking skills, which may
allow them to gain a sense of
mastery over what was
happening in their family.

Parents indicated that the
DVD showed the sense of
disconnection parents might
experience when unwell,
and difficulties in remaining
involved with the family.
DVD promoted help
seeking for parents;
encouraged children to seek
help outside the home.
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Domains of
family
functioning

Study One: Parent perceptions
of family functioning during
'good' times and 'bad' times

Values and
Norms

Parents with MHCs frequently
reflected that their family was
compassionate, accepting and
closer as a result of the MHC.

Task
Accomplishment

Parents discussed their sense of
pride and satisfaction in
achieving tasks; this was harder
to achieve or that their short
term goals for task
accomplishment were simplified
when unwell.

Study Two: The
IKEA study: formal
supports available to
families with
parental MHCs
Not applicable

Interventions
available to families
aim to them to
manage the family’s
experience of
MHCs.

Study Three: The Delphi
study: expert views about
core components for families
with parental MHCs
Experts strongly endorsed the
importance of empowerment
especially for parents as
experts in their family.
Experts emphasized the
importance of reducing
stigma and shame.
Experts suggested that
interventions might need to
help families meet the needs
of each of their members, and
promote ways to cope with
parental MHCs.

Study Four: The
Family Focus DVD
study: Interventions
that are family
focussed & family led.
DVD sought to
normalise the
experience of having a
MHC, and decrease
sense of shame and
stigma.

Parents reported that
the DVD promoted
positive changes to the
way their family
interacted and
understood their
illness.
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A summary of findings from each of the four thesis studies, as they relate to
family functioning domains.

Communication, Affective Expression and Knowledge

As evidenced in the first row of Table 24, one of the most common themes across the studies of
the thesis relates to the importance of communication within families. This includes a
consideration for the tone and the quality of conversations, and relates (in part) with affective
expression, as well as the content of conversation, and particularly an encouragement for
discussing parental MHCs (knowledge). Changes to communication and knowledge evidenced
by this thesis shall be discussed, followed by exploration of possible explanations for what made
this change possible. Next, attention will be paid to limitations to change, or times when families
were not able to alter the ways they communicated, before the subsequent section concerned
with role performance and affective involvement.
Changes to the communication and the knowledge of parents and families.
The following sections provides a summary and discussion about the importance of family
communication, and how family communication might change, including the quality and
affective expression of conversations and content.
Changes to the quality of communication. Not only is family communication an important

theme across the thesis, but changes to family communication has been a goal of many family
interventions, including those examined in the IKEA study as well as the Family Focus DVD.
Results from the first study of the thesis contribute to current knowledge about family
communication by providing information from parents about times when they were unburdened
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by their MHC. Their perceptions indicated a sense of enjoyment, pleasure and satisfaction for
family conversations, which were considered to be during these times, relaxed and funny.
Parents also indicated that during such times they were more able to remain attentive to family
conversations.
In the first study, every parent but one reported that their family communication changed
between times of mental wellness and times of being unwell.When ill, parents reported that
family members communicated less frequently with each other, and in a more irritable way,
compared to when the parent was well. These results are consistent with earlier research
suggesting that parents with an affective disorder may withdraw or become more hostile in their
interactions with other family members(Lyons-Ruth, Wolfe, &Lyubchik, 2000; Rutter, 1990;
Warner, Mufson, &Weissman, 1995).Similarly, much of the research about family
communication has used the term "expressed emotion" to describe this characteristic style,
typified by critical comments, hostility and over-involvement (Wuerker, 1996; Wuerker, Haas
&Bellack, 2001). Likewise, Bucci and colleagues (2016) noted that a common goal of family
interventions available to support the reductions in expressed emotion, amongst other factors, is
to create positive change to the emotional climate of the home, and the functioning of each
family member.
Findings from the thesis extends current knowledge by exploring how parents experienced the
change to family communication, which included their sense of sadness, guilt and shame. Data
further indicated that parents may reduce the amount of conversations they initiate with family
members in order to protect others from their irritability, or else to protect themselves from
conversations that might contribute to their sadness or worsen their overall mood. As such,
withdrawal from conversation was not always because parents were finding it hard to
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communicate, but may have been a strategy they employed to help their family. On the other
hand, someparents in the family functioning study perceived that communication was a potential
mechanism through which they feel better, and at times when their MHC was creating
irritability, stress or concerns. Similarly, the IKEA study indicated that some interventions aimed
to change family communication, by encouraging parents to reduce verbal aggression, criticism,
and instead instigate positive, open conversation with family members.
Changes to the content of communication.It is not only the way in which families speak with

each other, but the topics they discuss than may impact the benefits of good family
communication. Experts from the third (Delphi) study of the thesis suggested that
communication training be provided to parents, partners and children, especially for parents in
how they might talk “with” (not “to”) their children about their illness. Many interventions
already offer this: an important finding of the IKEA study was that some interventions
encouraged families to develop a shared understanding of the meaning and experience of
parental MHCs from perspective of each family member. This raises an important distinction to
make, between encouraging quality family communication in general, and encouraging family
communication about parental MHCs more specifically.
According to parents, the "Family Focus" DVD has the potential to promote communication
about parental MHC in families, increase help seeking behaviours and reduce family members’
worries or correct their misperceptions about the parent’s MHCs. Offering parents a parentinitiated and family-led intervention supported them to make changes in the way they talked with
their children and partners about mental health issues. Interview data indicated that some parents
were able to discuss their MHC for the first time with their children after viewing the "Family
Focus" resource. Holding these conversations was an overwhelmingly relieving and positive
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experience for these parents. Likewise, others have argued that conversations about parental
MHCs is a fundamental tool in preventing risk to children and helping them to manage family
experiences (e.g., Beardslee et al., 2003, 2007; Reupert &Maybery, 2010). Parents in the "Family
Focus" DVD study who had already discussed MHCs with their family also reported beneficial
changes to their conversations. The DVD reminded parents of the value of talking about MHCs
regularly, and about creating opportunities to check in with other family members about how
they were faring.
Explanations for the changes in communication.
Finding from the studies of the thesis imply that factors such as helping to reduce parental
nervousness or uncertainty about holding conversations,providing parents with new knowledge
about the benefits of conversations or about the impact of parental MHCs on family members,
and with skills to raise and conduct such conversations could provide impetus for change. These
will each be examined in turn below.
Helping to alleviate fears about communication. Some of the findings from the "Family

Focus" DVD study helped elucidate reasons why parents had not talked with children previously
about their MHC. Hesitancy for parents was typically around wanting to protect or to shield their
children from knowledge about MHCs. Some avoided discussion of their MHC because of a
sense of shame that they were not coping, while others did not want to burden their children.
Another issue raised by parents regarded their concerns about how to manage children's
questions or to provide information to them in a developmentally appropriate and
comprehensible way. Previous research has highlighted the fears some parents have about
talking about mental illness with their children (Reupert &Maybery, 2015; Stallard, Norman,
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Huline-Dickens, Salter, & Cribb, 2004). At the same time, children may pick up on signs and
behaviours from parents that reflect their underlying mental health status (Pölkki, Ervast,
&Huupponen, 2005; Reupert, Cuff &Maybery, 2015). Importantly, the DVD helped most
parents explore other ways they might consider communicating about their MHC, and the
possible advantages this could bring. The provision of the children's chapter of the DVD also
offered parents a way of introducing the topic of parental MHCs to their children, using an
informative resource to legitimise and normalise their experiences. Communication about
parental MHCs can help children make sense of their parents' condition, alleviate feelings of
guilt or responsibility, and may in itself provide a mechanism to cope with negative family
experiences (Reupert, Cuff &Maybery, 2015; Reupert &Maybery, 2007).
Knowledge about the benefits of communication. Previous research has established children's

interest in learning about their parents MHC (Fudge & Mason, 2004). The advantages for
children to receive information about MHCs was further highlighted by experts in the Delphi
study, as well as from the contents of interventions identified in the IKEA study. Findings from
both studies emphasized the importance of communication skill training to families, with a focus
on talking together about parental MHCs. Parents in the "Family Focus" DVD evaluation study
noted that when their children had knowledge about their MHC, the children were able to
understand what was happening. According to parents, this knowledge brought their children a
feeling of comfort and certainty. While children’s affective expression was not directly measured
in this study, parents described their children as happier and as more comfortable (than
previously) to share their experiences and feelings, both within the family and outside of it with
other adults such as teachers.
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One of the interventions (Compas, et al., 2009) reviewed in the IKEA study sought to encourage
changes to parental affective expression by encouraging parental warmth to children. In the DVD
study, parents described being more open about their feelings and their mental health status with
their children, after watching the DVD, as opposed to hiding or suppressing their emotions and
symptoms. For these parents, this transparency brought a sense of relief that they no longer
needed to mask their emotional state, and that they were able to ask for help or for time out now
that they could name their MHC with family members. Interestingly, in the IKEA study a goal of
one intervention (Ginsburg, 2009) was to reduce the modelling of anxious behaviours to
children. This raises another distinction between the encouragement of insightful openness of
MHC symptoms, versus displaying symptoms, such as anxiety, in a way that might teach
children maladaptive coping or behaviours. The difference between these two scenarios seems to
concern the extent to which knowledge and awareness was provided by parents to their children,
that explicitly names symptoms as resultant and as a part of a MHC, rather than as a helpful way
to respond to or view a circumstance.
Knowledge about the impact of parental MHCs.Explaining to parents what might be

happening for children may support the uptake of intervention recommendations, such as talking
with children about MHCs. Results from the thesis provide information about the content of
psycho-education given to different stakeholders, and the impact of this on parent beliefs or
opinions. For parents, the IKEA study found that psycho-education involved explaining how
MHCs might impact on children and elucidating the associated developmental needs and
trajectories of children. For children, providing psycho-education facilitated opportunities to
discuss their own and their parents’ mental health. In study four, after watching the "Family
Focus" DVD, parents reported being significantly higher in agreement that they knew how a
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parental MHC impacted on their children and disagreed more strongly with the statement that
MHCs did not impact on the family. Interview data collected in that same study illustrated that
prior to watching the DVD, parents had focused on obtaining treatment and considering what the
MHC might mean for themselves. The information from the "Family Focus" DVD promoted
many parents to think about how the MHC might be impacting on their children, and to consider
what needs and supports other family members might require. In addition, parents indicated that
their new knowledge about how MHCs can impact on children provided them with incentive to
make changes to their family's functioning, particularly, family communication, and to seek help
for themselves and their children to cope with the MHC. Rather than make them feel worse, or
guilty about their MHC and its impact on their family, which is a risk when providing this
information (Reupert, Cuff &Maybery, 2015), the strength based DVD was able to encourage
parents to talk with their children about their MHC.
Limitations and exceptions to change.
It is imperative not only to look at the successes experienced by families but also to times where
change may not have been possible. For two parents in the fourth study, the DVD did not (at the
time of interview at least) motivate them to talk with their children about their MHC. The parents
were concerned that their children might be teased and/or that their children would view them
negatively. Indeed, parents in both the family functioning interviews of the first study, and the
evaluation of the Family Focus DVD evaluation shared their sense of shame and inadequacy.
Self-stigma is an issue for many people with MHCs (Reupert &Maybery, 2015), which is evident
here. Hence, in order to facilitate open conversation about mental health in families, the shame
many parents feel about their MHC needs to be addressed. Effects of stigma, and findings
regarding the necessity of taking a holistic approach to understanding the needs of families and
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of designing supports for them shall be further discussed in the later section exploring findings of
values and norms.

Role Performance, Affective Involvement and Control.

The capacity for parents to guide and care for children and to remain involved with them were
three areas of family functioning that has received considerable attention in previous research
(e.g.,Berg-Nielsen, Vikan& Dahl, 2002; DiBenedetti et al., 2012; Thomas &Kalucy, 2003). The
studies in this thesis extend current knowledge about the ways in which parents experience their
parenting role and strive to influence and stay connected with children. This next section focuses
firstly on synthesising findings from the studies concerned with parent perception of role
performance, affective involvement and control, before examining some of the difficulties
parentsmight face in fulfilling this role. Following this, results that describe how others have
sought to help families make changes are discussed, including intervention components offered
to support this change.
Parent perceptions about family experience of roles, affective involvement and control.
The studies of the thesis contribute important information about how parents regard their role,
and their parenting performance, including efforts to influence and manage their children and
demonstrate their interest and appreciation of them. Acore theme, across parent reports, as well
as expert views concerning worker stance and approach, was to emphasize the significance of
parenting, as a source of pleasure, satisfaction and delight. Parents from the family functioning
study greatly valued their role, and shared a sense of closeness with their family and children.
Furthermore, being a parent was a motivator for many to maintain good mental health, and
access and engage with treatment, which resonates with previous research (Nicholson, Sweeney,
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& Geller, 1998a). The following three sub-sections aim to discuss results from the thesis, as they
relate to parents’ role performance, affective involvement and control, when the parents’ MHCs
are present or absent.
Changes to parenting between times of parental mental health and times when parents
have MHC symptoms.Similar tocommunication and affective expression, role performance,

affective involvement and control were domains of functioning that parents identifiedfluctuate
between mental wellness and illness. Results from study one indicated that these domains are
considerably more difficult to undertake when parents are unwell. When unwell, some parents
reported that other family members including children were more careful or cautious in their
behaviours, tried to keep the peace, and would protect younger children from possible
consequences of their illness. Similarly, during times when a parent was unable to complete
parenting tasks or show interest in their children, others in the family (including older siblings)
might take care of children, read, play and interact with them, provide food and drive them to
school and other activities. Results from this study extend previous knowledge to demonstrate
that many parents experienced these changes as distressing, because they contributed to family
pressure or were not appropriate for children’s age or developmental stage. Previous research has
identified the "parentification" of children, where children assume the parenting role, and which
may have adverse impacts on children’s emotional experiences and their overall development
(Devlin & O’Brien, 1999; Garley, Gallop, Johnston, & Pipitone, 1997). Conversely, others
argued that being able to share in the care and nurturing of an unwell parent can help children to
cope, strengthen family attachment and reduce their worries (Aldridge & Becker, 2003).
Parents described how certain MHC symptoms, such as a loss of energy, sadness, and a
reduction in their confidence could make it difficult to assume parenting duties, including
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helping to control and guide their children, and to stay interested and involved in what they were
doing. This might perhaps explain why parents responded strongly, and with some sorrow, to the
portrayal of parental MHCs in the DVD study. In this research, parents commented on the
accuracy, and realism of experiences portrayed on the DVD, and how sad and isolating MHCs
could be. That study further iterates the vulnerabilities of parents. Implications of this
vulnerability, as it relates to support and intervention requirements of sensitivity and
empowerment, will be further discussed in the later section.
The variations of parental confidence were perhaps most clearly seen in parent reports about
their capacity to make decisions, and how they managed their parenting role and family.
Nicholson, Sweeney and Geller (1998a) described how parents find it difficult to distinguish
between what might be usual, normative family experiences and those that might be caused by,
or associated with the parent’s illness. These parent hesitancies found in the first study are
associated with the findings that some interventions promote parent empowerment (study two).
IKEA study data indicated that some of the interventions directed parents to provide structure to
their family, whilst others emphasized the importance of not overprotecting and controlling
children. An important question to ask is how parents could be supported to parent in a fashion in
line with such recommendations, and especially if they are feeling uncertain, unsure, and
potentially confused about what might be related to their MHC and what might be regular
parenting hassles. Similarly, the IKEA study found that some interventions encouraged parents
to spend positive, enjoyable time with their children. Again, it is important to be clear on how
parents may be able to follow through on changing aspects of their family's functioning if they
are also feeling unsure or vulnerable due to symptoms of their MHC.
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Parenting and family skills training. Perhaps the answer to the questions posed at the end of

the previous paragraph lies in findings that relate to parenting and family skills training. If
parents receive instruction applicable to behaviours and functioning related to the symptoms of
parental MHCs, it might enable parents to respond with more confidence and automaticity, than
otherwise. Results from the IKEA study, the Delphi study and the evaluation of the Family
Focus DVD each stress the importance of skill training that focuses on the parenting role,
involvement and control.
Firstly, the IKEA study found that many interventions included some sort of parent skill training
to support them to make changes to the ways they cared for, and interacted with their children.
This included instructions for promoting positive family management strategies and parenting
skills encompassing involvement, discipline, the use of praise and facilitating positive family
interaction. This active training also encouraged parents to change family functioning in terms of
how the family might solve problems by holding family meetings and establishing a family
routine.
The second type of training indicated by both experts in the Delphi and from parents’ experience
of the Family Focus DVD study related to help seeking behaviours. In the Delphi study, experts
strongly advocatedthat parents and children were actively taught help seeking (how to ask for
help, and from where and who), in order to move towards a sense of mastery and control over
their experiences. In the DVD study, help seeking for various issues was emphasized including
treatment, support to manage the parenting role when unwell, and ways to help other family
members and especially children access external supports. Again, help seeking skills may
support these parents develop actions and behaviours that promote a sense of control over the
family's functioning and environment. For example, rather than a mental healthclinician or
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general practitioner referring a consumer’s children on to another service, parents were
encouraged to identify what was happening for each child and to seek help for what they saw as
important or worrying.
Furthermore, according to parents, the Family Focus DVD gave them permission to be
unavailable at times, and provided strategies to help the family manage the temporary absence of
parents, such as having other people step in to perform their role. As already described, findings
from the "Family Focus" DVD study indicated that being able to explain their need for time out
was the lynch pin for some parents to avoid feeling guilty about this, as their family now shared
an understanding of why they required respite.
Defining family expertise and roles.One finding from the IKEA study was that experts did not

consider skills training for children to be as important as other components; indeed there was
wide variance in rating scores for the importance of this intervention component. Instead, a
heavily endorsed component identified by experts concerned clinician attitude and stance. More
specifically, experts acknowledged the importance of the parenting role, including the message
that parents and partners were capable and expert in supporting their own families to manage and
thrive. The fourth study of this thesis found that the "Family Focus" DVD promoted parenting
competence, especially as the DVD acknowledged and normalised the dual roles they have, as
parents and as adults with a MHC. Results from both studies support the utility of the DVD to
help parents make changes to the ways their family operates.
Additionally, the experts in the IKEA study suggested that families be supported to carefully
consider and construct clear roles for each member. Hence, experts encouraged families to
delineate the responsibilities for family members as they relate to the parental MHC, particularly
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for children. In this fashion, perhaps, parents’ distress when their children assume caring or other
parenting duties (study one) might be remitted, as families negotiate what is acceptable and
beneficial caring, and at what point caring might become burdensome.

Values and Norms.

The results from the thesis include a focus on the values and norms experienced within families
experiencing parental MHCs, and secondly, the ways in which clinicians and others might
convey values and norms in a family sensitive manner. Parents in the family functioning study
shared their perceptions of their family's values, and frequently described how having the
experience of parental MHCs helped members develop a sense of compassion, tolerance and
understanding for hardships in life. Parents implied that these core family values did not
fluctuate in the same way as other domains of functioning, between times of parental mental
wellness and illness. Furthermore, the same parent group indicated that their family had become
closer and more supportive of each other as a result of being exposed to MHCs. Due to the
isolating nature of MHCs, some parents felt they had learned to rely on each other for support.
Expert opinion elicited in the Delphi, was for clinicians to acknowledge parents as experts on
afamily's experiences, strengths, and coping strategies. Such a position stresses the family’s
unique insights and knowledge about the ways they operate,which can be utilised to help the
family manage their difficulties.
A second and related point found in the thesis are the effects of stigma, which can diminish
parent hope and feelings of acceptance. For instance, parents in the family functioning study
described their sense of guilt and shame about having a MHC, the taboo nature of MHCs for
partners and the perceived judgement from the wider community. Likewise, experts in the
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Delphi study indicated that a clinician stance needs to be empowering, in order to address selfstigma and reduce parents’ sense of inferiority, stigma and shame. Importantly, in the "Family
Focus" evaluation, parents referred to the value of the DVD in normalising parental MHCs,
which helped them feel that their illness was not an isolated condition nor one to make them feel
shameful or inadequate. Interview data from parents in the publication concerning the DVD
construction indicated that the DVD helped them recognise that they were not alone, that MHCs
were neither deliberate nor trivial, and there is hope for recovery. Furthermore, parents reported
the DVD itself may be a useful tool in helping to educate and destigmatize MHCs within a
wider, community audience.

Task Accomplishment

The ultimate goal of families, according to family functioning models, is to accomplish tasks that
respond to the basic needs of the family, support the attainment of children’s developmental
goalsand achieve the high order tasks that help define families and individuals and promote life
satisfaction and pleasure (Skinner, Steinhauer, &Sitarenios, 2000). Likewise, the ultimate goal of
the interventions evaluated by this thesis predominately aim to help members adjust to and
manage the experience of parental MHCs, and reduce the risk of deleterious outcomes in
children. The results from the first studyillustrated that parents can experience pride and
satisfaction in achieving family tasks and goals. In addition, when families experience a parental
MHC, task accomplishment is challenging, as members seek to cope with the symptoms of the
MHC alongside the completion of other, important family tasks. For some families in such times,
daily jobs might be simplified or changed to more basic, fundamental tasks (e.g., getting a meal
prepared for dinner, versus spending family time together playing a game). Parents in the family
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functioning study reported that when well, their family was able to direct more energies and
resources to enjoying times together rather than "surviving minute to minute" (Participant quote,
study one).
Not all participants, however, felt that their family's capacity to achieve their tasks was changed
by the onset of MHC symptoms. Furthermore, parents in both the family functioning study and
the DVD evaluation reflected on the importance of having some optimism about future task
accomplishments. Parents reported that the Family Focus DVDhad helped them make
meaningful changes to the ways their family operated, which they perceived had a positive
impact on their children. The same parents also indicated seeking help and obtaining a sense of
hope was more possible for them after watching the DVD. Being on a recovery journey
motivated some parents to consider the needs of their family and to plan for their children’s
development (study 4). Both the IKEA and the Delphi study found that seeking treatment for
MHCs and promoting recovery was an important intervention component in supports delivered
to families. Indeed, in some interventions identified in the IKEA study, mental health treatment
was emphasised as an important step for parents to take, in order to care for their family in the
long term.

Implications from the findings of the thesis.
As illustrated in the previous section, thesis results collectively attest to the ways in which family
life can be impacted by parental MHCs, and possible intervention components that might support
families in managing their experiences. Results from the thesis hold implications for how
families might work together to support members and meet their needs, for how clinicians and
workers might support families and the sort of training they may require, for resource and
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intervention development, and for wider systems changes. Each of these implications will be
discussed in turn.
Before commencing with a discussion of what results from this thesis imply for parents, where
families experience parental MHCs, it is necessary to make clear that the following section is
concerned with offering suggestions for how parenting skills and role might help parents support
their families. In other words, empowering parents has the potential to refocus the lens on the
family. At the same time, the following section is in no way intending to imply that it is the
responsibility of parents, and especially of parents alone, to learn about, and implement these
support strategies. The tenets of the thesis to remain family-focussed also frames implications of
the results as encompassing all stakeholder groups, even though, for ease of discussion, each are
considered separately as follows.

Implications for parents

Seeking knowledge and refocussing on family experience of parental MHCs.
Families as a unit have the capacity to offer insight into the experiences and support needs of
each member, and as a whole decide on and initiate strategies to help each other manage the
experience of parental MHCs. In order for this to occur, parents need to be knowledgeable about
how MHCs may impact on family members, as well as how to decrease the possible risks to
family functioning associated with the MHC. Many of the available interventions seek to provide
this sort of psycho-education to both parents and to children. However, one finding from the
fourth study was that many parents were unaware of the importance of talking with their children
about their MHC, and others have indicated that they have felt apprehensive about taking this
step. For someparents, holding family conversations about difficult topics is one that would
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require considerable bravery, courage and willingness to tolerate fear, discomfort and distress
(their own but possibly also their children). Importantly, holding these conversations does not
need to be undertaken alone, and in the later sections about implications for clinicians, the role of
other stakeholders includes being able to work together, at a pace set by the parent, and share the
difficulties of this process.
Initiating and facilitating ongoing communication.There is considerable evidence from this

thesis and the other research that providing information to parents about how to talk to their
children about their MHC is important. For example, in study four, parents reported that the
knowledge their children had about MHCs before family discussions came as a surprise for
some, and that they had not been aware that their children held misperceptions about MHCs.
Conversely, parents reflected how accepting their children were when they discussed these
experiences. Furthermore, parents perceived that talking about MHCs brought benefit for their
family as a whole. Such results imply that parents have a crucial role in raising the topic of
MHCs with their children, and providing them with information about MHCs that allows them to
gain knowledge and awareness. In doing so, their children gain new insights that maylead to
comfort and reassurance. Mosek (2014) argued that follow up discussions are required for
psycho-education to be effective. Accordingly, an additional component to raising conversations
with their children and families about MHCs is that parents strive to facilitate communication in
an ongoing fashion, not only once. Holding repeated conversations is also important as children
may have different experiences and questions as they develop (Reupert, Cuff &Maybery, 2015).
Changes to family functioning and help seeking. One of the key findings to come from the

IKEA study relates to the components of interventions available to children versus components
of interventions available to parents. As discussed in the associated publication (article two), the
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types of support given to parents enabled them to take information back to their families, and
create meaningful change within their family system. For example, many interventions included
parent skills training to help parents change the ways that their families operated, including
spending family time together, hosting family meetings and providing warmth and structure. In
contrast, components delivered to children tended to concentrate on strategies to distract
themselves or to cope with their emotional response to the parental MHC.
The first of the two points concerns whether interventions might be missing an important target
population. This will be raised later in the section that discusses intervention implications.
Second, if these parents receive more holistic support to promoteenvironmental
changethanchildren, it is imperative that parents are empowered to consider the needs of their
children within the family milieu, especially with regards to roles and the ways in which children
experience family functioning. Experts in the Delphi study indicated that making changes to the
family environment, including clear role definition was an important wayto support children.In
addition, the DVD study findings implied the value of empowering parents to seek other support
for their children, and to act as advocates and case managers for them in gaining access to help
and resources beyond the family.
At the same time, other findings, including the views of experts (study three) attest to the
importance of recognising the role of children in the care and treatment of parents. There is a
function for parents in facilitating this recognition of their child's role from other people such as
clinicians. If children are viewed as having a caring role, it becomes more feasible for them to
have inputinto discussionsabout family strategies (such as family care plans) for when a parent is
unable to function in their role. In this way, parents can support children to remain involved and
informed about decisions impacting the family, and at the same time, are able to help structure
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the child's position to be beneficial with clear boundaries in place. Once more, a potentially
delicate balance exists, between the provision of greater agency for the child, and ensuring the
parent remains empowered and in control of their parenting role.

Implications for clinicians
Worker stance, attitude and sensitivity of care. A key message delivered across studies of this

thesis concerns the importance of worker stance and attitudes that convey respect and hope and
one which values the parent’s expertise. Along with recommendations of experts, key findings
from the Family Focus DVD study strongly highlight the importance of clinicians who are
sensitive and attuned to consumers’ needs and their recovery. They also need to be strengthsbased, solutions-focussed and identify and promote opportunities for change.
Hence, any information or support provided to parents needs to be sensitive to the "lens" they
might be viewing it through. Indeed, parents had different responses to the DVD, with some
considering it hopeful and empowering, while some recognised the sadness of having a MHC.
Furthermore, information needs to be carefully paced, where families are in control of how much
information concerning a particular topic might be needed. In the same way, parent-initiated and
family-led resources can offer advantages, in that a parent can remain in control of when, how
and with whom they may choose to watch or consider potentially discomforting information, and
how this is paced to suit the family needs. This will be further discussed in the section about
resource development.
Secondly, and perhaps most importantly, findings from the DVD study, demonstrated how
important it is that a message of hope is offered to parents. The impact of parent vulnerability on
their confidence, especially for decision making, as well as their sense of future possibilities and
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hope is important to consider. Much of the literature about the impact of parental MHCs on
children and other family members has focussed on the way a MHC might disrupt the capability
of the parent in his or her parenting role, taking a deficit-focused view of parenting with MHCs.
For example, problems with parenting skills, including discipline (Mowbray, Oyserman, & Ross,
1995), orinconsistency between parenting with anger or intrusiveness to listless withdrawal
(Lyons-Ruth, Wolfe, &Lyubchik, 2000) have been a focus for some research. Similarly, Alloy
and colleagues (2006) reviewed 56 different studies to explore an association between parental
depression and a parenting style involving low amounts of care with high levels of restriction or
global negative feedback to children, which was termed "affectionless control" (p.27). Such
findings risk labelling parents negatively along with the implication that MHCs render a parent
defunct and as damaging to their children.
Furthermore, it is imperative that workers ensure they view the actions of parents as they relate
(or not) to the MHC, rather than ascribing values of interest or motivation to them. For instance,
reductions to the amount of parent-child interaction has been argued by some as to the result of
lessened parental motivation to assume the parenting role due to MHC symptoms and / or
because of sedating effects of medication (Thomas &Kalucy, 2003). In studies of this thesis, a
distinction was made by parents between wanting to be able to act in their roles, and finding it
difficult to do so because of their symptoms. This would seem an important distinction to make,
because symptoms are (often) treatable and therefore temporary; hence there is room to create
hope that these challenges of parenting will dissipate. Similarly, experts in the IKEA study
stressed the necessity of creating hope for transformation and recovery. Beardslee and Knitzer
(2004) argued that refocussing on what the parent can do and emphasising these actions, rather
than the MHC, can help create possibilities for change.
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Likewise, the results from the thesis espouse the benefits of adopting a family-focused and
family-empowering stance. By means of example, and as further confirmed in the DVD study,
offering psycho-education in a family-empowering format is critical. Being family focused
provides parents with space to consider information and how it might relate to their own family
circumstance. Furthermore, in this instance, being parent focused also provides an opportunity
for parents to act on this information in a way that makes them feel competent, well informed
and in charge. The clinician’s task is to offer information to parents in a way that supports them
to develop knowledge and skills for making changes that will benefit their family. It is the role of
the parents to decide when and how they might talk with their children about MHCs (Reupert
&Maybery, 2007), and whether they would like to achieve this with professional support or
without.
Professional development. The results from this thesis emphasise the important role of the

clinician in sharing information with parents, helping families hold conversations about MHCs
andproviding family focused interventions,all in a manner that conveys respect, acceptance,
secure knowledge and competence. Accordingly, clinicians requireawareness raising about the
needs and strengths of these families, and tailored training and supervision.
An important finding from the DVD study was that some parents want support from
professionals to help host conversations with their children. The IKEA study showed that mental
health clinicians are best placed to deliver this support to parents. It is vital, that cliniciansacross
all mental health and family sectors are well trained in being able to identify families where a
parent has a MHC, assess their vulnerabilities and their strengths, and offer support directly, or
instead sensitively refer families to an agency that can provide them with what they need. Past
findings indicate that medical education does not provide sufficient information about the needs
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and experiences of families who have parental MHCs (Riebschleger, Scheid, Luz, Mickus,
Liszewski, & Eaton, 2008). Perhaps unsurprisingly, then, other research has suggested that
workers do not always feel comfortable in being able to provide knowledge and service to family
members (Maybery& Reupert, 2006). Collectively this thesis reiterates consideration for the
availability and quality of worker training, which holds important implications for the success, or
otherwise, of helping empower parents and families to manage parental MHCs.
Supporting families to change. Not all parents who receive information about how to support

their families are able to implement the recommendations and make change. For example,
another important topic for further investigation was how parents who do notspeak to their
children about MHCs might be supported to reconsider their viewpoint. As illustrated by
findings from study two, a common strategy of interventions has been to provide psychoeducation to parents about the impact of MHCs of their family and how they might make
changes to improve this. For two parents who took part in the DVD evaluation, the information
in the DVD did not encourage them to make changes to conversation. Similarly, the provision of
psycho-education in the family cognitive behavioural therapy intervention of Compas and
colleagues (2009) did not lead to significant change in the attitudes and outcomes for parents and
children. It is necessary to perhaps consider how else to support parents, such as ways to provide
uncertain parents some space to reflect oninformation they have received, and with opportunity
to work through their reluctance.
Information provision to parents is nonetheless important. The thesis offers additional
endorsement of the need for clinicians to provide psycho-education to families, as well as
consideration for how this might be given. For instance, findings indicate that parents' intuition
about how to help their family is varied and can include their hiding their MHC from children
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(study 4). Some parents reported it was 'eye opening' to learn that talking with children about
MHCs is a recommended approach. Psycho-education needs to be considered carefully,
however, in light of the literature about the fragility of the confidence of parents, who have a
MHC (Nicholson et al., 1998). Parent discussions in the first study indicate that MHCs can
impact on their sense of being capable parents, and competence to make parenting choices and
decisions. In offering education about the importance for communication about MHCs, it will be
essential to provide alternative suggestions sensitively and in a way that does not diminish their
sense of efficacy.

Implications for resource development

Implications for resource development that come from the results of the thesis points to the need
to consider whether interventions could be refined or extended to for different family types (or
targets). Another implication is for resources to be family driven, with the aim to ultimately
empower families to make changes they consider important.
Extending intervention targets. As indicated in study two, there already exists a variety of

interventions available to families who experience parental MHCs. The majority of these are
designed for supporting families facing parental depression, and whilst the thesis has already
argued that depression and anxiety remain two of the most common MHCs, it is important to
ensure that families with other parental MHC diagnoses are not excluded. Furthermore results
here have shown that both parent perceptions and expert views highlight the differing experience
of family members (parent, partner, children) and the family as a whole. Results from the IKEA
study indicate most of intervention components were delivered to parents. Few were delivered to
partners, and those delivered to children focused primarily on coping with their family. This is
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despite evidence pointing to the effects of parental MHCs for the family as a whole (e.g.,
Marshall, Bell &Moules, 2010). Results raise important questions about whether current
interventions are most effectively meeting the needs of each target person within the family, or if
there might be additional ways to modify or extend interventions to ensure maximal changes for
each family member. Although not explored within this thesis, other options for support within
the wider spheres might include consideration for housing, employment, disability pension and
health care access, as well as a role for schools and other organisations involved in service
delivery to children and families.
The benefits of empowering parents is a key finding of the thesis. Creating parent-initiated and
family-led interventions are highly valued and a potentially efficient and cost effective way to
promote changes for many families. As described in the earlier chapter concerned with familyfocussed interventions, Ginsburg et al., (2004) posit a model of information exchange known as
the Transfer of Control model. According to this model, parents are provided with information
from clinicians and can then take this information back into their family and use it to implement
change. Ginsburg et al., (2004) found that an intervention based on this model was effective in
the prevention of anxiety in children whose parents had an anxiety disorder.Similarly, Let’s Talk
about Children is a manualised, 2-3 session intervention that provides parents with the skills to
discuss depression to their children and support their family within the context of the disorder
(Solantaus et al., 2009).A randomised controlled trial (RCT) found increased parent
understanding, reduced guilt, shame and prejudice and children reported significant reductions in
emotional symptoms and improved pro-social behaviour (Solantaus et al., 2009). Likewise,
Beardslee and colleagues (2003; 2007) found that providing parents with written information and
a lecture style presentation that contained the same knowledge and strategies as their "Family
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Talk" clinician-led intervention led to changes for families, albeit at a slower rate than the group
face-to-face delivery format. Each attest to the possibility of change when parents are given
information that they can take back to their family, who may then decide whether, when and how
to act on it.
The active participation of consumers in conceptualising and developing resources to meet their
needs has been found to improve the quality and the outcomes of healthcare (Trowse, Cook&
Clooney, 2012). Collaborating with parents to create interventions was explored in the fourth
publication of the thesis, whereby a co-constructed process was undertaken in the design and the
evaluation of the "Family Focus" DVD. The consumer-driven approach helped determine the
focus and content of the DVD, the specifics of the message delivery from people with lived
experience of parental MHCs, and the development of characters, scripts and key messages.
Others have found that consumer parents have helped identify the information and psychoeducation they would like to see being provided to youth of parents with MHCs (Riebschleger,
Onaga, Tableman & Bybee, 2014).
Furthermore, evaluation of this resource indicated that parents watched the DVD in different
ways, which underscores the importance of parents having control over how the DVD was
viewed and used within their family. Results pertaining to task achievement in families indicated
that interventions may need to considerthat some aspects of family functioning will be different
in times of wellness. Focusing only on times where a parent is mentally unwellwill potentially
mean that the family is "pathologized" during healthy times. Acknowledging times of wellness
means that interventions can focus on enhancing those skills a family already has to achieve their
goals. The message for families is that there are times when they might need more support,
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which compartmentalises and contextualises their difficulties and celebrates times of thriving
and success.
The potential disadvantage of a parent-initiated approach is that parents need to seek out, access
and implement the resource, which could be a difficult task if their MHC interferes with their
sense of hope and energy levels. Stigma may also make it hard for parents to ask for help.
Indeed, attrition rates for interventions examined in the IKEA study raised the question about
whether parents needed to be 'well enough' to take part in professional support programs. Parentinitiated and family-led interventions may not reach everyone, and even when they are provided
to families, some parents may require a different type of support in order to carry out the
strategies suggested in interventions. For instance, parents from the DVD study indicated that
conversation starters might be a useful addition to the resource. Furthermore, findings about
parents’reluctance to talk to their children about MHCsraises the question of how else families
might be supported to manage the experience of parental MHCs. Many intervention components,
such as psycho-education to children, are underpinned by the premise that families will be able
to share discussions and learn about parental MHCs. Developers of family interventions may
need to consider how thesesupport families when a parent is unwilling to name their MHC to
their children, and what other support might be available to children. How to ensure that children
understand what is happening in their family when the parent chooses “not to tell” is an
important consideration for future research and raises challenging philosophical questions.

Systems change

Findings from the studies of this thesis underscore the need forimportant changes within the
wider community forfamilies who live with parental MHCs. Perhaps the most fundamental of
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these relates to decreasing the stigma and shame that families continue to experience, which can
prevent them from asking for help and in disclosing their experiences and needs. Parents in the
DVD evaluation described the capacity of the DVD to normalise and validate their experiences,
and on this basis suggested that the DVD be used to educate others in the community. Reduction
in self-stigma and shame following the "Family Focus" DVD meant that parents were able to
tolerate the thought that the parental MHC might be impacting on children and family members
and arguably more importantly, motivated them to do something about this negative impact.
Moreover, addressing self-stigma provided parents with the motivation to be transparent about
their challenges to the family and to others. The importance of self-acceptance and
acknowledging the normalcy of parental MHC aligns with the findings of others (e.g., Beardslee
et al., 2003, 2007; Nicholson et al., 2009). Results from the thesis endorse the need to break
down both public and self-stigma.
As outlined in the framing paper, families who have parental MHCs need to have supports for
coping and recovery made available to them, and in ways that get around barriers of time, shame,
finances and limitations of service capacity and response. For instance, in a study by
Riebschleger (2005), community mental health workers indicated that they did not often
implement formal family focussed interventions with their clients, and that limitations to their
time especially made it difficult to meet all needs of their clients. Again, access to parentinitiated and family led resources, such as the Family Focus DVD, may be used by parents in
their home, and provides one way of facilitating support provision. It is also an example of a
resource that could be available in an ongoing capacity, to be viewed and referred back to as the
family's needs dictate. The Family Focus DVD is not a panacea, however, and other
interventions that are more or less intensive in their support and therapy, need to be made
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available in similar ways to overcome difficulties due to remote location, concerns regarding
privacyandtime constraints. Likewise, the internet and other social media could be used to
support families (for example, http://www.copmi.net.au/).
A final important finding has been that, far from the family system becoming rigid or static in
families where a parent has a MHC (e.g., Dickstein et al., 1998),for many parents, the different
domains of family functioning change between times of illness and times of wellness. Hence,
family interaction styles and behaviours are dynamic, and reversible over time and during the
course of a parent’s illness. Such a finding helps to cultivate a sense of hope that intervention and
support for MHCs can promote important changes to functioning. Most importantly, this
message of the possibilities for families to survive and to thrive within the context of having a
parental MHC needs to be communicated at an individual, family, communication and systems
level.

Limitations
A number of limitations within this thesis need to be acknowledged. Just to recap, the thesis
aimed to explore the needs and the experiences of families where a parent has a MHC, examine
the core components identified by experts for inclusion in interventions as well as identify
essential and core components in interventions currently being evaluated. The thesis further
aimed to highlight the way in which families develop, respond to and use a new parent-initiated
and family-focussed intervention designed to promote change.
Across this thesis, the voices of parents with a MHC, alongside adult researchers and workers,
are considered to be "experts" in the field of families with parental MHCs. The voices of children
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are missing. Parent perceptions are not necessarily reflective of their children's (e.g., Fergusson,
et al., 1995), and symptoms of MHCs might influence the ways in which parents view
themselves, their children and their family's interactions (e.g., Frankel & Harmon, 1996). This
said, however, the thesis aimed to utilise an empowerment focussed approach; the view that
parents are experts in the experience of their families means it is important they are recognised as
one, albeit important family stakeholder. As such, parents are the primary source of information
about how their MHC might impact upon family life, and their use of interventions for the thesis.
Furthermore, it was also considered necessary to limit the amount of data gathered within each of
the studies to adults, so as to make data analysis and the presentation of key findings focused and
feasible. While beyond the scope of the thesis, the perspectives of children remain an important
topic for further investigation, and appear in other research (e.g., Grove, Reupert &Maybery,
2016).
It also needs to be recognised that the sample sizes for some of the studies are small. Although
there were not high numbers of experts in the Delphi study, those who took part had lengthy
careers working with families with parental MHCs, all held specialised and high ranking
qualifications, and were drawn from many countries including North America, Australia and the
Scandinavian countries.At the same time, smaller sample sizes is appropriate for qualitative
studies which provides a richness of data that can be thoroughly explored. Data saturation was
evidenced in both the DVD evaluation and the family functioning study, where new themes were
not emergent in later interviews.
In studies one and four, participant groups were limited to parents who have depression and / or
anxiety and other studies involving other MHCs is needed. As previously outlined in the framing
chapter and introduction, there appears some commonality in the experiences of families who
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have parents with varying MHC diagnoses, although there is also increasing recognition that
affective disorders might impact on families in ways that other MHC diagnoses do not. The
selection of affective disorder diagnosis for parents was made because of the frequency of
affective disorder in the general population (Slade et al., 2009), and because of the need to focus
attention to a more homogenous sample, rather than complicate it with inclusions of many and
varied, MHC experiences. Similarly, another significant population worthy of attention and
resources are families with parents who have substance misuse challenges, with or without
MHCs. Whilst these families were not included in the thesis for the same rationale of
homogeneity, future research concerned with understanding and helping this group is an
important endeavour.

Concluding Remarks
Throughout the chapters of this thesis two main themes are regularly repeated. Firstly, families
where a parent has a MHC are both complex and dynamic, offering unique perspectives on
family experience, and altering their functioning and interactions in response to changes to their
circumstances. This is also evidenced from the literature that reveals perspectives of parents,
partners and children who live with parental MHCs can be variable, with emotional responses
ranging from feeling very challenged, frustrating and worried, to positive feelings such as a sense
of connection and closeness for family, empathy for others, and the development of problem
solving skills and emotional intelligence (Ackerson, 2003b; Boursnell, 2007, 2014; Nicholson,
2014). Parents, partners and children might share some of the broad emotions, such as guilt,
although the triggers, the cognitions behind these emotions, and the associated behavioural
responses and coping strategies might vary considerably between members.
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The second theme concerned the desire for different communities to work together with families
to offer support. The literature is clear that children of parents with MHCs are at risk of
maladaptive coping and of internalising and externalising symptoms, as well as developing
MHCs of their own in the present and in the future (Weissman et al., 1987; 1997). Parents who
were involved in the studies of this thesis perceived changes to the ways their children might
behave and interact in the family when the parent was unwell. Expert workers and researchers
recognised the need for intervening, and identified information about core intervention
components that may support families. Many interventions have been developed for families
where a parent has a MHC, which have the potential to promote change (e.g., Beardslee et al.,
2003; Solantaus et al., 2010). Lastly, it was found that families were enthusiastic about utilising a
parent-initiated and family-led intervention, which resulted in significant difference to parents’
(self reported) behaviours and attitudes.
The intention of conducting this thesis was to extend knowledge and answer the research
questions in a way that might help triangulate and extend different and complementary
perspectives about families with parental MHCs. Reflecting on the main messages of each of the
studies, it seems that family members have different experiences and needs relating to coping
with parental MHCs. Their experience are not rigid and family functioning can change between
times when a parent is feelingmentally unwell andfeeling mentally well. Together, these findings
indicate the need to offer support to each family member, according to their needs, as well as to
consider how help can be holistic and targetsocietal change. Furthermore, results endorsed the
capacity of parents to act as agents of change to develop and to implement family-led
interventions. Providing them with knowledge about parental MHCs and the ways these may
impact upon families is sufficient for many families to make meaningful amendments to the way
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their families operate, and especially in providing support for ongoing conversations about the
MHC. All families have a right to be able to enjoy the trials and the tribulations of parenthood
and of family life, and it is imperative that that we continue to strive to ensure parental MHCs
are not a barrier to this.
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Appendix B: Study one - Memos.

Parenting experience for mothers and fathers with an affective disorder.
Interview themes, impressions and personal reflections

Mother with depression
Interview impressions
For this mother, having depression has made parenting very difficult. She describes that in order
to manage, she has established a set and rigid routine to get them through the daily tasks, and
breaking this can make it very hard. The routine makes life work, but it in itself is depressing.
She feels the only possible benefit to her son may have been developing a strong sense of
tolerance for others. When times are going well, she and her son and enjoying each other’s
company, having fun, laughing and dancing, and getting out of the house, and she is able to
reflect “in amazement” about “how lucky I am”. In contrast, during bad times, she finds it
impossible to get out of bed, and so her son needs to organize his own breakfast (“I feel
terrible”). He has missed school on occasion, “which is a worry” as well. The difference,
between the good and the bad, is “the black feeling of hopelessness”, although she is starting to
feel, when this happens, that it will pass. She notices big differences in the way she and her son
operate when she is not depressed versus when she is. Communication greatly decreases, as she
is “zoned out, and more frustrated”. Her son does more for himself (e.g., breakfast), she puts
much less thought into the daily decisions and everything feels negative. Her family doesn’t
really talk about emotions, so this doesn’t change, but when she is down, her son makes an effort
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“to be in my face less”. She and her son value being happy and laughing together and fully
listening to each other and they work together, but when she is down, “I am not there for him – I
fob him off”. The types of things that have helped in the past have been outdoors activities, and
their animals. Communication changes and adjustments will help their family in the future, and
she suggests to others who might be in her position to seek help and to look for it – “it might
come in strange forms”.
Reflections and Assessment:
The interview process seemed to be disconcerting for this mother at times. She seemed to enjoy
her reflections on functioning without depression, and spoke of fortune and happiness, but the
contrast to times when she was depressed, and the pervasive hopelessness she described seemed
to be difficult for her to describe. I felt that the different domains of functioning and the changes
within them were perhaps less significant to this mother than her symptoms of depression, and
the extreme lowering of her mood and of her hope. That said, the domains gave her specific
probes with which she was able to offer examples of how her depression might change the way
she interacted with her child, and also the manner in which he interacted with her. As an
exploration of this reciprocity is not directly sought be interviewing questions per se, this felt a
reflection that the mother was able to respond with her own experiences and impressions, and
was not being led by the interview schedule. The other point that came from this interview is the
importance of the final three questions in the parenting section to instil some hope – the
interview was quite disheartening for the mother at first, but by the end she appeared happier and
seemed to enjoy sharing stories of her supports. Knowing this makes it easier for me to allow the
person to respond in a saddened and reflective fashion.
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Mother with depression
Interview impressions
For this mother, parenting with depression is hard work, “trying to manage and see the bigger
picture”. She feels there is always the danger of spinning out of control, and finds she needs to
take a step-by-step approach to manage this. For her, there is nothing positive for her children of
her having depression. When things are going well, her family is communicating and having fun;
she is on top of all her jobs, feels organized, taking the children out and not getting annoyed at
them. The children respond to the increase in positive attention and seem happier in the routine.
When things are bad, she feels terrible but can’t tell her family why, her husband is stressed,
picking up the slack and her children seem insecure and clingy. She and her mood are the things
that are different between good times and bad; when she is not depressed, the family is happy
and cohesive, but when she feels down, her children become clingy. For this mother, depression
affects her communication (“everyone shuts down”), she is becomes unproductive and
distractible and so her husband does more of the daily tasks, discussions of emotions change as
her daughter becomes anxious at the loss in routine, children become clingier, and the family’s
valuing of communication and honesty has been partially shaped by the illness. The types of help
that this family has received have been support from professionals and from family, as well as
information offered by beyondblue. The mother would like to share with other families the
importance of being open and telling family members how you feel – “don’t assume kids can’t
cope – they are robust!” She also recommends doing this sooner than later, as it is better (easier)
when they are at a blunt age and can ask questions.
Personal Assessment:
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The mother in this interview seemed to be engaged by the family functioning questions, and was
interested to provide detailed responses and examples to demonstrate how functioning was
different between times of wellness and times of illness. I think that this mother seemed to get a
sense of pride and pleasure from being able to share her family's functioning (and her role in
this) during 'good' times, and I also felt that this interview structure might have helped this
mother share her message that recovery is possible, and that there is hope that difficult times will
pass and the family can be robust and manage.
Mother with anxiety
Interview impressions
In terms of family functioning, the mother felt that there was an "old" (with anxiety) and a "new"
(without anxiety) version of herself, and that these had widespread effects on her husband and
children and on the way the family operates. When she has felt high levels of anxiety, she notes
that she withdraws from her family, that routines are lost, conversations do not occur, her
husband absorbs her anxiety, as do her children, and they feel abandoned. When she is anxietyfree, things are peaceful and happy, carefree and fun. She is no longer submissive and is
confident, and her children learn from that, take their cues from her and play and try new things.
The biggest helps for her are her psychologist and undertaking good family therapy, and
spirituality, and having faith that things will be manageable, although not always controllable or
predictable.
Reflections and Assessment:
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This was a successful interview, in that the mother appeared comfortable to respond to questions,
and engaged by them. She was able to let me know when aspects of functioning did not change
for her family, or when she didn't feel that a question was especially relevant to her situation. At
the end of the interview, she also discussed that asking about family functioning was an
interesting and helpful line of questions to use, and that it gave her an opportunity to reflect on
her family's interactions and involvements with each other.
father with depression and anxiety
Interview impressions
In terms of parenting, the father felt his mental illness has adversely affected his self esteem,
leading to feelings of guilt. On the positives, however, having a family has motivated him to do
something about it, and perhaps provided his children with a more realistic view of society.
When things are going well, his family is busy, outside, active and happier, whilst when things
are not going well, they are inactive and don’t care. He also notices his kids become clingier.
Communication is lessened and becomes more negative, he becomes more distant and
withdrawn. Finances, and having friends and friendly people are really important.
Reflections and Assessment:
The father in this interview was reasonably quiet and did not offer a lot of embellishment on his
responses. I made sure that when I asked him about family functioning, I gave him permission to
tell me if things did not apply to his family – which he did. I don’t like the questions about “has
the illness has an impact on this [values]”, and it felt really jarring and awful when I asked it
today, given the father’s values were to improve his basic conditions since he has been unable to
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work. I needn’t have asked if the illness impacted on it, and am mindful of not asking it if a value
is clearly centered around an illness variable. I'm not confident that these questions captured in
detail this father's experiences of his family functioning, and I think some of the bigger, practical
perspectives of living with a mental health concern was what he was wanting to share.
Fortunately, the final questions at the end of the interview provided him with opportunity to do
so.
Mother with depression.
Interview impressions
For this mother, being a parent with a mental illness is variable – at times straight forward, at
other times hard. Good times are experienced as predictable, with less tension, tasks like dinner
done, and a happy, resilient and carefree child. In contrast, when things are bad, there are more
arguments and unhappiness, more negativity, her son is less happy, more quiet and not his
vivacious self. The differences lies in the way they interact as a family, and the extent to which
her partner and son compete for her attention. The family operates differently when she is
depressed because “I don’t want to adjudicate”. When she is depressed, communication stops,
her partner does more around the home and takes over some of the decision making. She is
unsure if it affects how they discuss emotions, but feels her son knows she is flat. Her partner
becomes more clingy as she disengages. The family value honesty, loyalty and being cohesive,
but this is possibly driven by personality and not affected by illness. What helps is when her
partner sees she is not managing and offers more support, and when the family have a prolonged
amount of time alone to relax, unwind and enjoy each other.
Reflections and Assessment:
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This was a really interesting interview, and the mother spoke about similar issues to those I was
expecting, but with a very different focus. For her, it seems, being the one to tie the family
together is the factor that changes when she is depressed – it sounds like a large burden to carry,
and one she tried to meet regardless of her mental health status. It has given me pause for
thought – arguing, tension, poor communication are factors that seem likely to face many if not
most families who are under some kind of pressure. Is there a difference in these for families
where a parent has a mental illness? Or does mental health concerns mean that added pressures
are all the more difficult to cope with?
Mother with bipolar disorder
Interview impressions
Having a mental health concern and being a parent makes consistency difficult for this mother.
So, she might insist on bed times one evening, but on another, they can stay up as late as they
like. For her, her mental illness has helped her to be quite creative at times, and she has also
taught the boys that life doesn’t always work out the way you’d like it to. During good times, the
family are getting support from a youth worker along with other support, she is busy working,
volunteering and being busy, and her children are also getting help and support, playing sport
and playing at home. During times when things are going bad, there is more stress, the boys’
behavior is “more out there”. There is less observable difference between times for her older
child, but the younger becomes more clingy and upset. The difference for her between the good
and the bad is having good support, including a good psychiatrist, and good medication. When
she is down, “the older boy thinks he runs the house”. Communication is harder as she struggles
to find the words. Her older son does more of the day-to-day tasks, and might make a few more
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minor decisions. The way and amount they discuss emotions doesn’t change, and she has already
negotiated a space in her home where she may retreat to if she feels like space, and where the
children will try to leave her alone. Their family all agree that trying to get along, and
understanding feelings is very important to them, and she feels this value has been shaped by
having a mental health concern.
The mantra the family abides by is “it’ll all be all right in the end. If it’s not alright, it’s not the
end”. The mother recommends that having access to supports, including a “3am number”, being
able to take the quirky things to cheer yourself up, and being able to be with others with similar
problems are strategies that you can use to feel better and prevent yourself from feeling so
strange.
Reflections and Assessment:
This mother struck me as someone who strives to look on the positive side of life, and it was a
pleasure to listen to her perspective on being a parent and having a mental illness. She really
celebrated the good and the bad of mental illness, including embracing the quirky and creative
aspects it can bring to her life. The domains of family functioning seemed to make sense to this
mother, who was able to contrast how she and the family operate between each time - and it was
interesting to consider the additional, developmental information she provided about her younger
and older child.
Mother with anxiety
Interview impressions
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This mother reported that parenting with anxiety was very hard, and impacts on her life hugely.
Her life needs to be very structured and organized, and she and her children accept this. Her
children brighten her life. She feels that the benefit for her children of her having anxiety is that
she is more caring and sensitive to others needs and more compassionate, which makes her a
parent who is in tune with her children. During good times her family are “getting on with life”,
she is coping and taking the children to their activities, whilst during the bad times she needs to
use her supports more to ferry the children to school and activities. The mother reports her
family might have a bit more fun and feel a bit more relaxed during good times. She tends to be a
bit shorter in her communication when she is anxious, and others take children to their daily
activities, however otherwise their family functioning does not alter between times where she is
anxious and times when she is not. For her, having support from friends and family has been the
thing that has helped and will continue to do so, and she would like to say to other families, “you
are not alone”.
Reflections and Assessment:
The mother in this interview was very interested to share how debilitating she can find it to be a
parent and to experience anxiety, and which can affect the ways in which she is involved with
her children. She appeared comfortable to share her experiences of how domains of functioning
did not change between times of having anxiety and times of feeling relaxed, and she made the
distinction between how she perceived her family to function and the ways in which she felt her
children would perceive the functioning. For this mother, the impact of her mental health
concern would not necessarily lead to changes in how her family met the needs of family
members, but it might alter who it was who led the supports or roles at times. My impression of
this interview is that there were some questions about functioning that did not resonate
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meaningfully with this mother's experiences, but that she was able to reflect this in her responses,
and which will be useful in ensuring overall findings from the study demonstrate that not all
domains were viewed as changing or important for all parents in the consideration of their
mental illness and its impact.
Mother with depression and anxiety
Interview impressions
Being a parent with depression and anxiety has been “difficult” and “heart breaking” for this
mother. She manages her anxiety by being very structured and organized, and describes good
times as being predictable. When this happens, she feels productive, is able to look after herself
and her children are laughing and “carrying on”. In contrast, when things are going bad, there are
more disagreements and tension, she feels irritable and is fixated on organization. She describes
herself as a “dragon parent”, and then withdraws, leaving the children to make lunch for
themselves, with the older looking after the younger ones. For her, the weather and boredom
affect whether times are good or bad, along with daily satisfaction. When she is well, the family
are relaxed, happy, laughing and engaged, but when she is down, this affects communication (it
becomes short and irate), her older child takes over some of the daily tasks, she tries not to make
decisions (as she makes “bad” ones), and although her children would like to help her, she would
like to avoid everyone. The mother has found that being organized helps, as has counselling
offered through ‘Grief line’. She has found that looking after herself and accessing the internet
for information has also been valuable.
Reflections and Assessment:
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This mother seemed to really enjoy comparing and contrasting her family's functioning between
times of having depression and / or anxiety and times without them. She provided detailed
examples of how each of the different family functioning domains changed, which was very
helpful to me, as it showed me how she had understood them (and which was different at times
to what I had anticipated she might say or experience). She seemed, too, to engage in deeper
thinking about her family's experiences, taking a while to think about some of the questions, and
then discussing her understanding of the question and of her response aloud. I was very mindful
in this instance to be as neutral and non verbal as possible, to avoid unintentionally 'shaping' her
thoughts into her final answers. I feel this was managed well - the mother was able to say when
an aspect of functioning did not really change, and her answers often explored that further.
Mother with depression
Interview impressions
For this mother, having depression has meant that all her expectations about becoming a parent
were not met, and the opposite of what she dreamed it would be like was true. She found it hard
to have depression and children, and especially as she expected to really enjoy it, but instead was
diagnosed with post natal depression. When things are good, this family are fun, cheerful, she is
performing her role and feeling good about it. When things are going badly, she moves away
from her role, seeks to be alone, and feels guilty about this. The children don’t complain about
this, but find activities such as watching television to keep quiet. A key difference between the
good and the bad are that the children want to play with her all the time when things are well.
Aspects of family functioning can change, such as communication (which moves from being
cheerful to being short), the person who does some of the daily tasks (husband and son can take
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over), how much they give each other space (as she wishes to be left alone. Other aspects such as
decision making, talking about emotions, family values and the way in which the family work
together do not change or have not been altered by the depression. For this mother, being
together, working together and sticking together are very important and are a core aspect of what
has helped in the past.
Reflections and Assessment:
The mother in this interview was very interested to share how her mental health meant that she
was either present or absent - and that this fundamental change was reflected across all the
different family functioning domains. Furthermore, for this mother, a longitudinal perspective, of
time before mental health difficulties and time afterwards seemed to her to compound the sense
of these two distinct times. I am not sure that the mother would have sought to explain the
presence / absence she feels with the different ways of interacting with her family (e.g.,
communication, role performance, etc) - but I think that these provided her with a specific focus
or behaviour that she could use as an example to illustrate her point. I feel that in noting the way
that being present / absent transcended each of the domains has helped me remain mindful of
objectivity in looking at the data.
Mother, depression
Interview impressions
For this mother, having a mental illness has made parenting very difficult, which continues to
make her feel a lot of guilt. There is nothing positive in this experience for her children. When
times are going well, the family is spending quality time, communicating, feeling stable and
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happy. In contrast, when things are going badly, the mother feels she is unavailable, irritable and
detached. For the children, this means walking on eggshells. The difference between the two
times is the amount of peace or restlessness she feels, and whether she needs to sleep a lot.
In terms of family functioning, communication becomes more negative when she is unwell, her
husband and children need become more self sufficient, there is more talk around being stressed
and sad, which leads to feelings of guilt, their ordinary “happy balance” of closeness and space is
disrupted as she “hibernates”, and the way the family works together to achieve things changes
as her mood fluctuates. For her, the biggest help has been supports – friends, work colleagues,
school and her psychologist. She suggests others in her position acknowledge their symptoms
and do not feel shame of having a mental illness.
Reflections and Assessment:
This mother seemed to me to be wanting to provide a picture of mental health concerns as
extremely challenging and as disrupting all aspects of how she is able to be with her family. It
was difficult at times to ask some of the questions, as I did not want to further distress her by
asking how functioning might change during times when she had depression, and indeed there
were times when she appeared to find some of the questions disheartening to consider and to
respond to. I was aware of trying hard to listen with respect and regard to her responses, and I
wonder whether having some acknowledgement of the inherent difficulties of parenting and
being part of a family when depressed was an important and pleasing experience for her. I had
worried about whether this mother might have a bias to recalling the negatives of her experience
of functioning with depression, but some of her answers were less endorsing of the domains of
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functioning than others - and which I felt reflected that for some domains, this mother
experienced obvious and meaningful change, whilst others were not as clear or definitive.
Mother with depression and anxiety.
Interview impressions
Being a parent with a mental illness is ‘turbulent, and challenging – you wish you were someone
else”. Having a mental illness, however, has made this mother who she is, and she feels people
respect her more when they know of her condition. She believes the benefits for her children of
her having depression and anxiety has been that they are more tolerant and understanding, and
that mental illness is something that is part of day-to-day life for them, and not something
foreign or fearful. When her family experiences good times, they are sitting around and talking,
spending quality time together, and not “running around like a headless chook” – the children
“love it”. During the bad times, however, she feels tired, irritable and non engaging and tends to
disappear or escape. She feels very guilty about this. The children pick up on her mood and their
behavior worsens, although her son is more able to take it in his stride. The difference between
the good and the bad is seen in the children’s temperament – they are more cooperative and
respect her more when she is well. When she is depressed or anxious, her communication
becomes impatient, short and resentful, angry and explosive. Her husband does more of the
chores. It does not change who makes the decisions or how they talk about emotions, although
she feels it is “all about me” and “I try not to burden them”. It also does not change the amount
of space and closeness they experience. For this mother, their collective values that the children
are happy and can trust the family have not been changed by the illness, but rather these values
are something she takes pride in, and that at the worst times she can think “if nothing else, I hope
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that they have got that”. The family work together collectively and as equal members of a team,
but when she is feeling low, it does not work together as well. This mother feels that family,
friendships and the church community have been their major source of help, and that having
someone to check in to see how things are will be useful in the future. She suggests other
families understand that they are not alone, and to be willing to seek help in a motivated and
determined way.
Reflections and Assessment:
The mother in this interview was a very articulate and thoughtful interview participant, and she
offered detailed and generous reflections of how her family's functioning changed between times
of wellness and times of illness. The mother was clear on which domains were affected, and
which did not fluctuate or change between her episodes of depression, which made me feel more
confident that this accurately reflected her own experiences and was not manipulating her data to
fit with the interview schedule. The mother also tended to offer many examples of how her
mental health might impact upon her children, and from a developmental perspective, too, as
well as descriptions of how their behaviour might in turn impact upon her mental health. This
mother also revealed some interesting findings about the effects of stigma for her sense of
parenting confidence and which influences family functioning as well.
Father with bipolar disorder
Interview impressions
This father reports that parenting is made extremely difficult by depression. When things are
good, the family is feeling relaxed, happy and safe, there are two parents to share the workload,
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and they play together, have conversations and involve the children. When things are bad, he
either finds it challenging to stop from getting angry and arguing about things that ordinarily
don’t matter, or he locks himself in his room, and neglects the children and his wife, who picks
up the slack. He feels he is hard to work with, and the kids tread on eggshells when he is well.
The key difference is about how he feels and his communication – he feels if ongoing
communication could remain, the other flow on effects could be averted. What would help would
be having the resources and time to have family therapy with everyone and that took part in their
home. He believes this would take time and commitment from the family members.
Reflections and Assessment:
I feel this interview was not biased, and that the father was able to hear and respond the
questions in his own way, and not as I was anticipating. For this father, I wonder whether the
questions about how a family operates differently when a parent is and isn’t depressed / anxious
could perhaps be collapsed down? It is a challenge to demonstrate that I have heard the answer to
the first one (i.e., when you are not depressed) without over-prompting when asking the second
question (i.e., when you are depressed). There is a danger I am too leading here - in that I felt I
wanted to prompt for the opposite response in the second questioning. Again, however, I felt the
father corrected me or else would answer in a manner that I was not expecting, and that I was
able to listen to this and note that it was different.
Mother with bipolar disorder
Interview impressions
For this mother, having a mental illness has forced her to cope with enormous stressors, and she
feels stronger as a result. She sees herself as more compassionate and more sensitive and in tune
with emotional valance, which she can pass onto her child and is a positive outcome. For their
family, being depressed means losing energy, motivation, a sense of fun and adventure,
spontaneity. Her daughter is no longer able to join in with fun activities, and instead plays quietly
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beside the bed. For the mother, this is two extremes, in terms of happiness, energy, involvement
and sociability. Communication becomes more negative, when they discuss emotions everything
is more magnified, she wants more space from her daughter as she feels wrung out. Daily tasks
and decision making aren’t affected. She considers it very important for the family that she takes
care of herself to ensure she can care for her daughter. In terms of supports, family (and an offer
of money for therapy) and good professional help have been essential. The message for other
families is “pare back to basics” – ensure good health, and regular exercise and sleep are
maintained and perhaps supported by activities such as yoga and meditation.
Reflections and Assessment:
I felt as though the family functioning domains really appealed to this mother and thinking about
how they were impacted by mental health concerns really resonated with her. When she was
describing a time when things were going well, she mentioned a lot of the activities that others
have also said, and she offered very detailed reflections on what was happening for each family
member when functioning changed between the 'good' times and the 'bad'. This mother really
contrasted the two times, and her impressions made each time feel very different and extreme to
each other, which has been different compared to some of the other interviews in which times are
not as opposite.
Mother with bipolar disorder
Interview impressions
For this mother, having a mental illness essentially makes the usual daily hassles of parenting
more difficult, and it can be an isolating and confusing experience. Her observations about her
own family’s experience really focused upon levels of support that are available, and what it
means when they are present versus not present. Being unwell changes things like child
behaviors such as being clingier, and leads to the mother feeling overburdened and finding it
difficult to cope. Her suggestions are to bolster all supports, not to be too proud to accept them
and bring in community resources to help manage.
Reflections and Assessment:
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The mother was very generous in her descriptions of her family's life and interactions together.
One aspect that struck me about her interview was that there was discussion of stressors such as
financial pressures or less availability of her husband, and which impacted on her own stress
levels and capacity to be an available and active parent. It was difficult at times to see where her
mental health might be the primary concern for family functioning or where these other factors
were more the drivers of her experiences. This is really important to consider, and especially to
remain aware of not over 'pathologizing' families with mental health concerns who face usual
family and parenting pressures unrelated to their mental health status. That said, she was able to
state when aspects of functioning was not affected by her bipolar disorder, and also to share how
having bipolar means that at times other pressures make it extra difficult to cope with both her
mental health and with the demands of her family functioning.
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Appendix C: Study two - Sample data extraction matrix

Intervention bibliography:
Intervention name:

The Child Anxiety Prevention Study – Coping and Promoting
Strengths Program (CAPS)

Intervention authors:

Ginsburg, 2004, 2009

Papers used to complete this Ginsburg (2004, 2009); Ginsburg & Schlossberg, 2002
matrix:
Web sites used to complete this Ovid search engines from University library (PsychInfo); John
matrix:

Hopkins

Medicine

CAPS

homepage

(http://www.hopkinsmedicine.org/psychiatry/specialty_areas/child
_adolescent/research/CAPS/)
Dates (time span) in which February 21st, 2014
information was collected
Country in which intervention Maryland, USA
was developed
Countries

in

which

the USA

intervention has been delivered
Countries

in

which

the USA

intervention has been evaluated
Setting(s) in which intervention A sample recruited via advertisement was used to evaluate the
was implemented e.g. hospital, resource; CAPS has been available via an outpatient clinic at the
community

John Hopkins University School of Medicine.

Intervention matrix:
Target Population
Who does the intervention

Parents

target?
Child / Children
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Both parents and child / children
Parent sample
(NB mark category(ies) as N/A if they do not apply)
N:

This is unclear – 40 families (at least 1 parent from each family) took part

Age:

41.4 years

Diagnosis:

Current primary anxiety disorder (excluding PTSG and acute stress
disorder), as determined by DSM-IV; 73% met criteria for a co-morbid
disorder, most commonly anxiety and mood disorders

Inclusion/Exclusion

Current or lifetime diagnosis for an anxiety disorder (excluding PTSG and

criteria:

acute stress disorder); no medical of psychiatric condition contraindicating
study intervention

Other

relevant -

demographic information:
Child / children sample
(NB mark category(ies) as N/A if they do not apply)
N:

This is unclear – 40 families took part

Age:

9.2

Inclusion/Exclusion

Aged between 7-12; showed no presence of an anxiety disorder; had no

criteria:

medical or psychiatric conditions contraindicating study intervention;
were not receiving treatment for anxiety reduction.

Other

relevant -

demographic information:

Intervention Methodology
How

is

intervention
delivered?

the
Individual, face to face (therapist to family member or members– please
specify whom)
First 2 sessions held with parents alone; subsequent 4-6 session held with all
interested family members.
Parent-led (information given to parents for implementation within the family
unit)
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e-intervention
lecture format
Other (please provide details)
3 monthly booster sessions held after the intervention delivery; unclear from paper
whether these are face-to-face or another modality of delivery, as well as to
whom they are delivered.
Number of sessions
Time

required

6-8, plus 3 booster sessions

of 6-8 hours, plus 3 hours for booster sessions

participants
Overall time span of Approximately 6-8 weeks, and then 3 months of booster sessions
intervention
How

is

the Measured by comparing scores of anxiety severity in the children across time and

intervention

also with a waitlist control group.

assessed?

Key Components
Key foci/topics of the intervention:

The key foci is firstly understanding how anxiety can be

This is critical and includes the key topics passed from parent to child, and secondly, in improving
that are covered or are the focus of the parent and child knowledge and cognitions and family
intervention e.g. presumed targeted areas of relationships to help reduce the risks associated with
intervention such as relationships, mental children developing anxiety.
health knowledge, attachment. As much
detail as possible is required here.
What is the theoretical framework guiding The sequence of the intervention components are based
this intervention?

on the Transfer of Control Model (Ginsburg et al., 1995).
The intervention is “… theoretically derived and
designed to change a set of modifiable risk factors”
(p.580). It guided by the following principles:
1. Children’s strength and resilience can be increased by
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teaching them specific skills such as problem solving;
2. Known risk factors such as parental overprotection that
can con contribute to the onset and maintenance of child
anxiety can be reduced
3. Increasing knowledge about anxiety can help increase
family communication, increase a sense of hope, and help
each family member develop a shared understanding of
parent anxiety.
It is also based on CBT for anxious youth, and partly
upon Beardslee’s “Family Talk” intervention.
What is being targeted for change?

Overall, this intervention is targeting the prevention of

This will likely follow on from the theoretical child anxiety symptoms. It intends to perform this by
framework, and refers to the “bigger picture” targeting 3 modifiable child risk factors, and 3 modifiable
change (e.g., is it child resilience? Help parent risk factors. These are (for children):
seeking behaviours? Shared understanding?), 1. Elevated anxiety symptoms and social avoidance;
and it may also encompass a number of 2. maladaptive cognitions;
categories for one or more members.

3. Deficits in coping and problem solving
And for parents:
1. Modeling anxious symptoms;
2. Anxiety-enhancing parenting practices
3.

Criticism

and

family

conflict

(e.g.,

poorer

communication and problem solving skills)
What is the intervention acting upon to make

Parent and child cognitions and knowledge about how to

change?

reduce anxiety; skills and ways to improve family
functioning

How is this change happening? What The theory is that risk factors inherent in parents with
theoretical constructs are being translated anxiety and in their parenting, and in children in their
into day-to-day practice, and how?

mimicking parent behaviours, their cognitions and their
ability to cope and to problem solve make children
vulnerable to developing anxiety. By having a therapist
educate parents and children about these risk factors, and
teaching strategies to improve or overcome the deficits,
such as shared communication, it is hoped that the
development of anxiety in children can be averted.
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Intervention strategies include CBT anxiety management,
social

engagement,

cognitive

restructuring,

communication and problem solving skills, contingency
management.
What is the intervention trying to support, The author lists proximal outcomes as decreasing anxiety
alter, or improve?

symptoms

and

avoidance,

decreasing

cognitions,

What did the intervention support, alter or increasing problem solving and coping skills, decreasing
improved? Or simply what were the modeling anxiety, decreasing overprotection / control,
decreasing criticism and conflict.

outcomes of the intervention.
Are

there

key

ingredient

issues,

or -

“unanswered questions” remaining?

Intervention delivery requirements
Conditions under which the intervention Needs a therapist to be able to deliver 6-8 sessions of one
occurs (e.g budget, policy, organizational hour each to parents, and then family, across 6-8 weeks.
support

etc.,)

–

what

resources

are There is an intervention manual with detailed session

necessary?

outlines and handouts.

How are the intervention facilitators trained For the purpose of the trial, the intervention was delivered
(if at all)?

by

the

developer

(Ginsburg)

and

2

postdoctoral

psychology fellows.
How

are

the

intervention

facilitators For the purpose of the trial, they received weekly

supported and/or supervised?

supervision from the developer

Is there evidence that the intervention is Unclear
transferable to other settings? If so, please
describe.

Intended Outcome
What are the intended outcomes or To decrease anxiety disorders and associated impairment for both
intervention goals?
For whom are the outcomes or

children and for parents.
Parents

intervention goals intended?
Child / Children
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Both parents and child / children
How

are

these

outcomes/goals Outcome goals were assessed by independent examiners, who

assessed?

were trained in the use of the ADIS-C/P (Anxiety Disorders

How will we know if any change is Interview Schedule for DSM-IV, child version) and SCARED
happening at all –

(Screen for Child Anxiety Related Emotional Disorders – parent

Please provide details from the and child versions). The design was a randomized trial,
perspective of
(1) the design (e.g.,
compared with what?)

comparing the anxiety scores of children whose family was
enrolled in the CAPS program compared with anxiety scores of
children whose family were on a wait list control. ADIS-C/P was

(2) Project measures (e.g.,

administered by the IEs pre-intervention, post-intervention (9

what outcomes? How is

weeks after randomization), and again at 6 and 12 months after

this measured? Says

the post intervention assessment. Families were also called once a

who?)

month by the IEs and asked about the development of anxiety
symptoms (if any).
The study also measured the number of children who developed
an anxiety disorder at each assessment point (6 children in the
WL group, and 0 children in the CAPS group).
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Appendix D: Study three -sample coding sheet for the Delphi responses
(parent components).

Where a parent has an affective disorder what are the core family focused things (i.e core
intervention components) that should be done for the parent with the affective disorder?
Please list as many as you can think of in the space below.
Text Response
Knowledge about how kids can blame themselves
and feel responsible to fix the problem

support and encouragement - someone to talk to in a
positive way psychoeducation about the impact of
parental mental illness on children guidance on
specific parenting behaviours including how to
parent when unwell strategies for how to discuss
their illness to their children how to ask for help in
their parenting and for their illness self care

Family communication: talk with other parent, but
also talk with the children. Not only about
explaining that the parent has an affective disorder,
but also how to communicate about general things
in the family. Parental monitoring is important: how
can you try to be interested in your child (school
etc) when you are feeling down or anxious.
Parentification is important: make sure that the child
is still able to be a child > teach parents to ask for
support from others in and outside the family if they
need (nothing to be ashamed of; not the only one
with a mental illness: ask for help). Coping is
important: how can the parent with MI cope with it.
So: communication; coping, lowering stigma (from
others but also self-stigma!!), find and ask for
support. General parenting skills are of course also
important, but in my opinion, this is also mainly
about communication (support, interest, etc).
Improving parenting confidence
Normalising
parenting role with mental illness Establishing open
communication about mental illness within parentchild relationship (in developmentally appropriate
manner) Encouraging an awareness of their child's

Initial analysis / coding
Knowledge
about
child
(blame/responsibility) of PMI

outcomes

Psycho education about child outcomes (impact of
PMI)
Positive approach - encouragement, positive
conversation
Practical approach - strategies for communication
with children about PMI, specific parenting
guidance, help seeking for parenting and for
mental health care
Communication - sharing knowledge about PMI
with children, strategies for how to communicate
about general things in the family, with the family
Parental monitoring to help remaining interested
in children when experiencing PMI
Encourage awareness of parentification to make
sure child can be a child
Enable help seeking in parents by decreasing
shame and stigma
Encouraging parents to cope with PMI
General parenting skills (but lower importance
than communication)
Positive approach - improving confidence and
normalising role
Communication - between parent and child about
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strengths and vulnerability

PMI (developmentally appropriate)
Awareness
of
vulnerabilities

education support re: mental health and illness
strengths assessment of parent identification of
goals around recovery, family, and parenting
mechanisms to document/track goals over time
identification of community resources to meet
recovery, family and parenting goals identification
of natural supports strategies to promote selfadvocacy and advocacy for family members social
integration (to address issues of social isolation) (I
am assuming you're referring to custodial parents
here? That is how I'm framing the answers)

-The message that the illness may affect all family
members, so that every treatment will include
attention for family relations. -Inventarisation of the
client's situation. -Personalized plan for family
conversation -Possibilities for follow up depending
on the results of the family conversation (i.e. more
information, referral to support groups etc.).
- individual treatment for the patient
psychoeducation about how depression can affect
children and family life - talk(s) about the actual
situation for children and family, how they are
affected - talk about how the patient experiences
his/her parent function, in a nonjudging way decide whether there is a need for further work with
information, communication and practical help give advices about how children can be talked to
about illness - decide if the patient is able to stay in
the family, or need inpatient treatment, eventually
periodically - planning if and how to eventually
work with those issues, who to include in this work
- give individual treatment to the patient combined
with family focused initiatives - basic values are:
personal
relation,
nonjudgmental
attitude,
empowering the patient, showing such situations are
common among families, lowering the patients fear
of not being good enough
CBT both individual and family Person Centred
support
Family Therapy
Mindfulness and
associated exercises Homeopathic Treatments iPad

children's

strengths

and

Education - mental health/illness
Positive approach - strengths assessment, parent
goals for recovery/family/parenting
Practical approach - track change/goals over time
Identify community resources and natural supports
to meet goals
Advocacy
Social integration/decrease isolation
Knowledge about all family member inclusiveness
in treatments
Practical approach - inventory of clients situation
Communication - personalised plan for family,
and possible follow up (information/referral to
supports)
Individual treatment for parent - decide if
community or inpatient care
Family focussed initiatives - how to work with
issues, who to include in this work
Psycho-education
outcomes of PMI

about

family

and

child

Communication - personalized to family
experience, advice for how to speak with children
Positive approach - non judgemental, personal
relationships, empowering patient, normalising,
reassuring/reducing fear of not being good enough
Possible follow up (information, communication,
practical help)
Individual treatment - CBT, person centered
support, mindfulness, homeopathic treatments,
ipad/android applications, medically assisted
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/ Android Applications
Medically
treatments Respite In-Patient admission

assisted

treatments, in patient admission
Family treatment - CBT, family therapy, respite

For all - the most core intervention is positive
relationship development combined support and
information
Parent, child, other family members:
Education about affective disorders and recovery
Coping Communication Resources Encouraging
respectful, open family communication Learning
about stigma - stereotypes versus realities of mental
illness Co-occuring disorders - MI/SA Mental
illness is treatable HOPE!
Parents and other
family members: Information about how to talk to
children about the mental illness Resources for
children and families to spend time together in
community activities
Heritability information
Parents Requested information about parenting
while recovering from an affective disorder Support
for any legal issues related to parenting and custody
determination

Positive approach - positive relationship
development/support/information / hope

family assessment, particularly of goals, strengths
and resources; care management; support in
reaching goals; support for engagement in
appropriate psychiatric treatment; support for
building and engagement in natural supports (e.g.,
neighbourhood groups, spiritual groups, etc.);
support/help in meeting children's special needs
(e.g., school services, special education, etc.);
facilitated access to peer support; psychoeducation
re: children's needs and developing resilience

Family assessment - goals, strengths, resources,
care management

Education for all family members - recovery /
coping / mental health as treatable / hope /
heritability
Communication - respectful, open, how to talk to
children about PMI
Information about stigma
Practical approach - resources for children and
families to spend time together / community
activities / information (if requested) about
parenting / legal support related to parenting /
custody

Practical approach - support to meet goals and to
engage in treatment and to access natural supports
(peer, neighbourhood community), support to help
meet children's needs
Psycho education about children's needs and how
to develop resilience
Treatment

Treatment; information about the disorder and what
it means to the family, help to talk about the
disorder and what it means with all family members
- even x-husband; Practical help in the home if
needed; social and economical support if needed.
Can be done through a family intervention. Also a
linked child-parent support group activity (Finnish
Verrti-model) can be useful.

Education - psycho education, and impact for all
family members
Communication - meaning of PMI for all family
members (within/outside family)
Practical approach - in home, social, economical,
linked child-parent support group activity
? Family intervention

Listen to the parent Give acknowledgement for the
mental health problems they are experiencing
Support in parenting role To support the parent in
talking to the children

Positive
approach
active
listening,
acknowledgement for PMI, communicate support
for parenting role
Communication - support for parent to speak with

420
children

The core intervention components of family focused
intervention for a parent dealing with mental illness
are 1/ understanding the illness its dynamics and
course and prognosis 2/ Understanding the illness's
influence on one's feelings, thoughts and behaviors
3/ Adhering to professionals recommendations and
taking medication 3/ Coming to terms with what
cannot be changed, without blaming oneself 4/
Being able to share "scary feelings" with family and
friends
5/ Retaining one's self-esteem and
appreciation as a person, partner and parent 6/
Overcoming self-stigma and social stigma 7/
Retaining self respect in parenting 8/ being able to
ask for help and assistance as needed

assessment of parents' possibilities and needs
formulate a goal with them stimulate and coach
them if needed to work towards that goal organize
peers around them and also experts by experience
Ensure parent with affective disorder receiving
appropriate and effective support for affective
disorder, ie assessment, ongoing case management
(be it GP or specialist care), medication if
appropriate,
peer
support
if
appropriate,
counselling/therapy,
psychoeducation.
Ensure
parent with affective disorder receives appropriate
support with practical home based tasks. Support
parent with affective disorder to have conversations
with other family members including children about
the affective disorder, how it affects them, what it is,
how others can support them. Supports for parent
with affective disorder about their parenting role,
impact on parenting, how to maintain positive
relationships with children, how to work with other
parent, parenting skills and strategies. Advance
directives with parent with the affective disorder for
time of mental health crisis.
- Identify whether the client is a parent - Identify
what effect their illness has on their family - If they
have limited insight, then assist them to understand
how their illness may be affecting their family Identify and assist with any comorbid conditions,

Psycho education - dynamics, course, prognosis,
impact/influence
for
feelings,
thoughts,
behaviours
Individual
adherence)

treatment

(encouragement

for

Acceptance for PMI without blame
Open / honest communication with family and
friends
Positive approach - supporting self esteem and self
concept as person/parent/partner, self-stigma and
social-stigma
Support help seeking

Identify future possibilities / goals
Practical support - coaching, enlist peer support,
others with lived experience
Individual
treatment
(assessment,
case
management,
medication,
peer
support,
counselling, psycho education including impact on
parenting role)
Practical approach - support
tasks, parenting role / skills/
maintain positive relationship
work with other parent, future
of mental health crisis

with home based
strategies, how to
with children and
planning for times

Communication - support to talk with other family
members about PMI, outcomes for each family
member, how to help the parent when they are
unwell.

Identify if client is parent
Assessment - impact of PMI on the family
Psycho education if needed about outcomes for
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e.g., drug and alcohol use. - Provide a safe space in
which they can voice any concerns they have about
the safety of their family members - Identify their
current supports - Identify and provide any supports
that they still need - Help them to incorporate
parenting and family life into their treatment plan
and into their conception of recovery

family members
Individual treatment / assessment (co morbid
conditions)
Positive approach - allow expression of concerns,
recovery
Practical approach - identify and provide supports
Treatment plan - incorporate parenting and family
life
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Appendix E: Study four - sample family focus interview transcript.

Interview:
AR_NM_FamilyDVD_parents_130305

Participants:
Q: Interviewer
A: Participant

Q: So XXX, you’re happy for the interview
to be audio taped?
A: Yeah, absolutely that’s great.
mind.

I don’t

Introduction
Q: Fantastic.
Thank you very
that. I really appreciate it.

much

for

A: No worries.
Q: Now do you have any questions or issues
about the study before I begin?
A: No not at all – my understanding of it
was that you – this is a preliminary DVD
for families to watch to see how they
gauged
the
understanding
of
mental
illness.
Q: Yep exactly. Now, what I’ll do if it’s
okay, is tell you a bit about what the
interview contains?
A: Yep.
Q: But what I’d really like to emphasise
is all of the questions in the interview
are completely voluntary, and so if there
is anything that you would prefer not to
answer for any reason at all then please
just let me know and we will move onto the
next one.
A: Okay.
Q: So there’s nothing you need to answer
and you’re completely in charge as to what
you’d like to reveal or not reveal on a
question by question basis.
A: Okay no worries.
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Q: I would like to ask you about your
experience of the DVD – what you thought
of it and whether you would have any
feedback to give us on that.
A: Yes.
Q: Beautiful, well just keep my posted if
any of it is hitting or nerve or anything
like that?
A: Right okay.
Q: Beautiful, okay so I will get you think
about the parents chapters of the DVD
first.
A: Sorry?
Q: The parent’s chapters?
A: The parents right?
Q: They were the Karl and Christina
stories on anxiety and depression.
A: Yep.
Q: And the first question is what was your
initial reaction to the DVD?
A: Ah, I thought it was really good.
I
thought it was really well put together.
I probably identified a little bit more
with
the
female
but
I
thought
the
gentleman was very good – just really
highlighting the issues of isolation,
particularly the one where he is on the
road and he’s just pulled over on the side
of the road.
Q: Yeah.
A: I thought that was really well done.
Q: Great, excellent.
Do you think most
parents could easily understand it?
A: Yeah certainly.
Q: And was the style and level of language
used appropriately?
A: Yeah it was.
Yeah I thought it was
fine.
There was nothing I would have –
well I didn’t have an issue with my
children watching any of it no.

Identifies with

highlights isolation
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Q: Great, and were there any terms or
expressions or anything like that that
sort of jarred a bit with you or you
thought were a bit funny or was it all
sort of okay as far as you remember?
A: No, I think it was all fine – in fact I
think most things were pretty – just
basically explained particularly the ones
with the female with the anxiety issue
because
there
that
section
with
her
therapist. I thought that was very quite
good.
Q: Fantastic okay,
think the DVD is?

how

engaging

do

Easy to understand

you

A: Well as I said I thought it was very
good. I have not seen any other things on
mental health like that so I thought it
was
very
good
for
the
parents,
particularly the partners to understand –
maybe get a little bit of a head knowledge
of what happens to the other person.

Psycho-education: for parents and
for partners

Q: Yeah.
A: And then hear from people who have
actually – you know that those skits are
based around or had similar experiences.
I thought that was very good.

Authenticity

Q: Okay, fantastic. What do you think are
the main messages of the DVD?
A: Uh, well the main message that I sort
of perceived from it was how important it
was to also discuss with our families what
it is to be diagnosed with anxiety,
depression or a mental illness like that,
and I thought that was very important
because in hindsight that’s something that
I had not done very well.

Main
Message:
importance
of
communicating about MHC with families

Reflect on parenting

Q: Okay, does the DVD provide you with the
basic information you need to know about
mental illness?
A: I think it provided the basic insight
into anxiety and depression and that was
the
target
isn’t
it
–
anxiety
and
depression?
Q: That’s right.

Basic, prelim info
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A: Because it doesn’t go into any of the
further illnesses though

Devel resources for other MHC

Q: Yes.
A: Because you can have one thing and then
have something else as well, so I thought
it was very good.
Q: Yeah, would you want other illnesses
included or-?
A: Um, I would probably think like for a
next step tool – I don’t know whether or
not you have for the schizo effective
disorders – that sort of thing because
that’s really hard to gauge, especially
for the suffer as well.
Sometimes they
have no insight obviously into how unwell
that they actually are – that it’s
interesting with the example of the man
for example, he didn’t realise how his
behaviour
affected
his
family
on
an
outward level, and I thought that was
really
interesting
as
somebody
–
a
consumer to watch that and then it made me
think about things that I do so I found it
was brilliant in fact.

Support to develop good self
awareness

Reflection on own parenting

Q: Great, okay – does the DVD provide you
with the basic information you need to
know about parenting and mental illness?
A: Um, there are resource bits available
as well on the DVD.
Q: Yep.
A: I don’t know whether it went into so
much how to like parent or the coping
things of how to parent.

Gaps: parenting techniques and
coping strategies

Q: Yeah.
A: But I certainly think it highlights the
need for parents with mental illness to
discuss
their
unwellness
with
the
children, or have some third person that
can come in and provide assistance during
those times.

Importance of communication;
access to other supports

Q: Yeah, would you want more information
on parenting and mental illness in there?
A: Well um me personally I don’t know
because everybody parents differently and
every family dynamic is different.

Uniqueness of families
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Q: Yeah, good point.
A: So I don’t know but you have provided I
think – you have provided some initial
places to contact haven’t you?
Q: Yeah that’s exactly right – there was a
resource bit.
A: But it might be also too because as a
parent you trying to be a role model and
obviously we get so bombarded by that that
we feel a bit ashamed to say to our kids
“I’m not doing well.”

Barrier to communication:
shame, self stigma

Q: OkayA: I was just thinking I don’t think I
answered your question.
Q: Oh no I think you did.
I was just
asking whether you had thought parenting
and mental illness – you know whether more
information would be appropriate and I
think you very wisely said you know it
would be very difficult because everyone
parents so differently. Maybe there maybe
some barriers I guess toA: So that thing is very important I think
of having somebody else who can assist in
those times.

Access to other support

Q: Yes.
A: So you’re safe and the family are safe.

Safety, well being, protection

Q: So sort of by getting good supports.
A: Yeah.
Q: And knowing when to call in for help?
A: And often as a consumer you don’t
actually know where you’re up to in your
unwellness level if you don’t have that
insight.
You just might be thinking
you’re having a bad day but everyone else
is really – or you could be having a bad
day and everyone else just thinks you’re
mentally unwell.
Q: Yeah.
Okay, does the DVD provide you
with the basic information you need to
know about mental illness and children?

Barrier to help seeking: insight

Uncertainty about MHC or "bed
day"
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A: Um, I didn’t – I think that was one of
the things too – I think it was very good
to reiterate that if you don’t – just
because
you
have
it,
it
doesn’t
necessarily mean that your kids are going
to
have
it,
although
maybe
learn
behaviours is a good thing, but I didn’t
see whether or not – I don’t think there
were any examples on there were there of
kids that were actually – except that
little boy in the hall way.

Increase knowledge about transgenerational effects ... HOPE

Q: I guessA:
So
maybe
it
would
have
been
advantageous if you could of – but it’s
terribly difficult to have – especially in
that teenage time when your kids are
teenagers – how do you know what’s
unwellness andQ: So what is unwellness?
A: Yeah and I guess what is traditional
for want of a better word, normal teenage
angst but then what is unwellness – the
behaviours, so I don’t know if you’re
going to do another one?

Clarify difference between illness
and usual teenage "angst"...
- future suggestion: teenage series

Q: Excellent, thank you.
A: A teenage series?
Q: A teenage
recommend?

series

is

A: I think
difficult?

teenagers

what

are

you

would

just

like

Q: How old are your kids?
A: Ah I’ve got a 12 year old but he’s very
good.
Q: Ah, on the brink then?
A: But that’s not to say that when he’s a
little bit older that – because mine are
all boys and boys are notoriously – they
start to not communicate again, so I mean
that’s difficult to gauge where your kids
are at and they’re so bombarded by stuff
in society so how do you – with Facebook
and things like that – like how do you do
that cyber bullying where something goes
from there into there and they internalise

Change to knowledge
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that and then you don’t know where your
kids are up to.
Q: Yes, so those sort of early warning
signs and differentiating what’s normal
angst and what’s unwellness would be
useful?
A: Yeah, like what’s just somebody – I
think teenagers are such an interesting
study.
Q: Yeah, does the DVD provide you with the
basic information you need to know about
seeking support in your parenting role?
A: Um, well I think they had had those
additional support section on there.
Q: Yep.
A: But like for me what I took out of it
was that for the girl particularly – the
lady that had the anxiety issueQ: Yep.
A: You know she
daughter home.

had

a

friend

drop

the

Q: Yes.

Support seeking:

A: One day and there was – she went to her
counsellor so that’s sort of what I took
away from it, and obviously that her
husband he needed to be a little bit more
educated, so it was like that family
education thing but there wasn’t much else
in the way of external supports provided
Q: Okay. How useful do you think the DVD
is?
A: How useful?
Q: HmmA: I thought it was very useful. I think
it’s quite sad actually that they’ve not
produced anything like that since now.
Q: Yeah.
A:
Particularly
as
the
particularly as we go through
the cost of living these days
sorts of issues, but separate

world
–
issues in
and those
and aside

- family focussed
- need for psycho-education
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from that – you know that depression is so
difficult to live through sometimes, and I
think the key that you are telling the
kids it’s invaluable – it’s not them.
That’s invaluable.
I think that probably
could have saved a lot of families.
It
probably could have saved some lives.
Q: Yeah.
A: Yeah, I think that sort of resource is
invaluable and in fact whenever a GP gives
somebody a prescription of medication they
should be giving resource.
Q:
Yeah,
okay,
that’s
not
suggestion.
How do you think
would be the least useful for?

a
the

Reflect on parenting and having a
MHC
Message to children: not to blame.
Correcting misconceptions.
Outcomes for children and families
"save lives"
Distribution suggestion

bad
DVD

A: Little kids, like really little.
Q: Yep.
A: Yeah really little – my boys um – I
don’t know if we are up to this section or
if you’re going to ask more about that but
my boys because I had a 12 year old watch
it and an almost 10 year old watch it and
they were getting a little bit bored up
until the hip hop song sort of thing.
Q: Okay.

Increase tempo / pace for older

A: They really enjoyed thatQ: Really enjoyed the song – great.

children

A: Yeah, so there’s some temponess – I
guess maybe that could be picked up a
little bit because kids like engaging
stuff.
Q: So it was less engaging for your kids
it sounds than for you?
A: But then mine are boys so boys don’t
pay – I don’t know they like the visual
stuff.
Q: So did it need to be more visual?
A: No I don’t think so.
I think it was
good but just for boys, like for my
teenager he could cope – XXX who is 12 he
could cope with a lot more information
than XXX who is 10, so maybe by 12 they’re
going into that different sort of zone

Change to knowledge: effect of age
on this
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because at school they learn about sex and
all that sort of stuff in detail and then
they’re not really getting that.
Q: And I guess that
sort of suggestion of
the DVD that might
different information

harks back to that
a teenage version of
be able to contain
I guess?

A: Yeah, well I don’t know how much money
you’ve got but in an ideal world that
would be really good.
Q: Yeah.
Okay, now I wanted to ask does
the DVD encourage you to make changes in
terms of your parenting?
A: Yeah, it did.
When I looked at the
little boy particularly when he had his
book, I thought that was so sweet and they
were saying it’s not a play book – it’s
for your Dad like to get better.
That
made me really sort of stop and think well
how do my boys get on?
Because it’s
really to be honest it’s not something
that we – I’ve never sat down with them
and said “Oh guess? - what I’ve got a
mental illness”.
I didn’t actually sit
with them because at the beginning I
didn’t actually know.

Reflect on own family - change to
FAMILY FOCUS

Change to knowledge about how to
help children

Q: Yeah that makes sense to me.
So has
the DVD encouraged you to make changes in
terms of the way you relate to your
partner?
A: Um, relate to him – I think the DVD
helped my husband possibly understand like
a little bit more about me sometimes in
unwellness but because the DVD is not the
full spectrum of unwellness, you know like
who wants to see DVD of people lying in
bed – but it was helpful to understand how
there’s a differentiation between the sad
and then the lack of interest in stuff –
the just going and doing and then the
anger that comes from that because you’re
not able to participate properly in a way
that you know that – that was really good.
I thought that was really good because
quite often in our family – we’re a
defence family as well, so move in and out
of support.

CHANGES

Q: Oh yeah
tricky.

limits to support

that

must

make

it

really

TO

UNDERSTANDING: how family
members understand the MHC and
can relate to each other

Importance

of

DVD

to

help

families who might have less /
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A: And for us we’re quite intensively
isolated in our own family sometimes, so
if you think about that group they’re a
little farm – like a little community
where everybody knows what you’re doing.
There’s sort of no privacy in that either.
Q: Yep.
A: Which when you’re in it can just drive
you nuts, but the beauty of it is that
someone is always like looking out for you
or in and around you, so I thought that
was really good.

Changes to family communication

Q: Oh good.
A:
I
think
it
provided
conversation for us.

a

lot

of

Q: Yeah, I’m going to ask about that in a
minute actually.
A: Oh great.
Q: Just before I do, did the DVD encourage
you to make changes in terms of the way
you relate to your children?
A: Yep, um it made me sort of make some
changes in the way I relate to my boys in
that for me the way I experience mental
illness is a little bit different to the
woman who experiences her anxiety.
Like
there is a scene where the girl – the
brother knocks over the drink-

Changes to parenting behaviour

Q: HmmA: See that for me – like I was lost my
mind on stuff like that – not all the time
but if I was unwell I would have – I would
have got really agitated … - and so with
my kids it’s something that I’ve started
to sort of say to them “Hey” – and my son
said “Oh you do that mum”.

Help children to see
behaviour

associated

with MHC in parents

Q: Yeah.
A: And I’m like “Oh okay”.
go away a lot he says.

So I tend to

Q: Okay. So has that changed at all or do
you – are you sort of more aware of it?
A: Well before I would probably just go
away and not say anything whereas now I’m

Changes
to
parenting
behaviour
more
communication,
bidirectional "education" of
what a parent does, and why
- made aware by children,
and now able to explain
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like “Okay, I’ve just got to take a
minute” – like now I’m sort of saying
“Hmm, well that’s ticked me off a bit” or
give more reason for stuff instead of
saying “Look that’s just annoyed me” –
just because it’s annoying not because I’m
unwell but to say to him “Look I’m a
little bit unwell at the moment” and I
think they have educated me a lot so I do
think …Q: No that’s great and I think just
providing that example has been really
helpful to sort of cement it in my mind as
to the changes that have happened. So how
was it when you talked to the kids about
the children’s section of the DVD?
A: Well it’s confronting because as I said
I don’t recall actually sitting down ever
with my boys and saying “Oh guess what –
I’ve got a-“ – I just don’t recall ever
doing that.

Barrier

to

communication

confronting, hard to do

Q: So this was the first time you used
like
terms
like
mental
illness
when
describing-?
A: No not the first time with them but
it’s sort of more that we sat down and
made a reason to – like actually made an
agenda to talk to them about it.

DVD gave reason for changes to
communication - agenda

Q: Yep.
A: You know you throw stuff around at them
Q: Yep.
react?

How

did

it

go?

How

did

they

A: Well as I said we just had a really
open conversation and they boys were –
particularly the bigger boy because as I
say XXX is the sort of kid where he’s
quite – he’s well entertained just doing
his Lego and doing his own thing whereas
XXX my elder boy, he actually wants a lot
of companionship stuff, so when I’m unwell
I don’t want companionship.

Changes
communication

to
-

increased openness

Q: Yeah.
A: So he really notices when I leave and
just would go into my room and just spend
time on my own.
He really notices that
whereas XXX that doesn’t sort of bother
him because they’re different kids.

Reflect on family impact of MHC different responses of different
children

-
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Q: Yep.
A: And my other two boys, they’re twins so
they’re just got each other – they really
couldn’t care about anybody else – you
know in a good way but they’re not aware
of those sort of higher order thinking
things.
They don’t – they’re just very
happy with each other.
Q: Did you have a conversation with the
older boy straight after watching the DVD
or did you leave it a little while?
A: Ah I think we talked about it sort of
straight after, particularly with XXX.
XXX sort of was like “Yep, no, okay that’s
it” – he asked a couple of questions and
then sort of wondered off. He was pretty
happy about it.
He’s a different boy
because he asked some stuff a couple of
days after.
Q: Okay.
A: So more as he’s had time to sort of
process it I guess.

Changes

to

knowledge

/

communication - well accepted by
children - interested

Needed time to think about it ongoing conversations, family
paced

Q: That’s fantastic.
A: He wanted to know some more things. As
I said XXX indicated to me some of my
behaviours that I’m not aware that I’m
doing.

Increased awareness of children,
and new knowledge about what
they observe

Q: Yep, sort of pointed out some of the
similarities.
A: Yeah, like when I’m getting unwell I
end up swearing more – little things like
and I get very quicker – like shorter fuse
with things – just anything – if something
is out of place – like that would irritate
me but see if I’m well that doesn’t bother
me.
Q: You’re okay.
A: And what I had found was that XXX had
changed his behaviour as being the eldest
to sort of fit in with the unwellness –
does that make sense?
Q: Yeah it does.

Reflect on parenting with MHC

Changes to knowledge - increased
family focus, understanding of
impact
members

of

MHC

for

family
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A: So if I’m unwell the boys were like “Oh
let’s just watch a video or something?”.
Q: Sort of adapt accordingly?
A: Yeah, but that actually upset me.
I
thought that was really lovely but then I
got upset as a parent that they have to
change sort of who they are and the fun –
oh
not
the
fun
but
you
know
the
experiences that kids have to fit in with
their mum.

Distress about changes to family
from MHC

Q: Yeah, I can see how that would be a
real mixed – you know I think I would have
very mixed feelings around that.
A: Yeah.
Q: How has it been having questions a few
days later and that sort of thing?
A: Yeah, I mean the questions were good
because we’ve sort of tried to bring our
kids into – into talking because we moved
– we’ve experienced death in our families
– we have to talk about stuff so that was
good but my middle boy XXX, see a year and
a half ago my Dad got cancer and my
husband was in Afghanistan and my kids and
I moved to Brisbane and lived with my –
not moved but we just went and lived with
my Dad and looked after him and there was
an event there that happened with XXX and
one of my other boys – one of the twins
and I was very very angry at XXX.
I was
very cranky with him and so I said
something to him then that he still has
now because I was so mentally unwell
myself then thinking that my dad was just
going to die immediately, and that like I
had to do all this stuff on my own.
Q: Yeah it must have been such a stressful
time?
A: So it really was and unfortunately when
it’s like that you’re just not cognitively
aware of what you’re saying to people.

Reflect on how it can be with a

Q: Yeah.

MHC, and impact for others in the

A: And the impact that that has on
theperson that you love.
I really hope
that my son doesn’t carry that around for
the rest of his life because I did not-

family
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(Interruption – son walks into the room)
A: Yeah does that make sense?
Q: Yeah it does and I guess having opened
up that door to conversation and also
having the information about what it’s
like to have a mental illness is lots and
lots of steps towards ensuring that that
isn’t carried for forever and a day soA: One of the things that I actually try
and do with my kids is my parents were
actually older parents when I was born, so
they had come through a Depression – you
they were born through WWII so they were
little kids through that.
They have a
different way of thinking and doing stuff.
They don’t communicate with you as a child
about things.
They just say this is how
it is and that’s why.
There’s no – but
what about lah, lah, lah?

Generational changes - previous
generation - no communication
about hardships

Q: Yes.
A: So with my kids I’ve sort of tried to
explain some things to them and if I’m
wrong I actually – I do ask them to
forgive me and I apologise to them and so
I will often say to the boys “Well really
I don’t mean that”-

Motivated to do things differently support for changes with parenting

Q: Yeah, what a great role model.
A: And I
the DVD
person –
You just
of it.

think just those little bits in
helped them understand that the
you don’t mean to be like that.
have no – you just can’t get out

Q: Yep.
A: So what was very good I felt.

Outcome - greater understanding
for children. Decreased sense of
responsibility.

Reassurance

not

their fault

Q: Fantastic.
What additional support
might you need to talk about the DVD to
your kids, if at all?
A: UmQ: If any at all I should say?
A: I don’t know what other people sort of
do but there might be like conversations
starters or something that you could sort
of do-

Suggestions for further resources
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Q: Oh greatA: You know you could put in you know the
cover of the DVD – you could print on the
other side.
Like after watching the DVD
some conversation startersQ: That’s great.
Yep,
definitely pass that on.

perfect

I’ll

A: But I don’t necessarily know that you
would have to have those things.
Q: Yep, what would be the best
promoting the DVD to families?

Suggestions for further resources

way

DVD may also be sufficient to
stand alone

of

A:
You
know
I
think
it’s
really
unfortunate that our resourcing through
health doesn’t allow us to run more group
therapy things or seminars or something
like if your kid has got cancer you can go
to Camp Quality and all that sort of
stuff.
Q: Yeah.
A: What do you do for families that
everyday are dealing with mental health
issues or making their own lunch because
their parents are not on board.
Q: Yeah.
A:
Or
have
got
to
have
the
responsibilities.
That’s the bit that
upsets that sometimes my boys have to take
responsibilities that are not theirs.
Q: Okay.
A: It would be great if there were some
things like that. I think when you go for
– I think the general practitioners have
responsibilities to families – to provide
resources and to follow resourcing.
Q: Yeah, fantastic, thank you. Now that’s
all the questions about the DVD. Is there
anything else you would like to add, or
that I have missed?
A: No, I think you've covered it.
Q: Thank you so much for your time, XXX, I
can't tell you how helpful it has been (recording stopped)

Upsetting: reflecting on family
experience of MHC
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Appendix F: Study four -Memos

Family Focus DVD Evaluation

Interview One
Interviewee:

Mother

Diagnosis:

Anxiety

Location:

Victoria

DVD feedback and experience
The mother thought the DVD was very positive. She felt, however, that it was pitched to an
audience that differed to herself, who has been diagnosed for a while. She has anxiety, and did
not relate to the first section (Carl), and also enjoyed the second section, but felt it could have
included more information (and visually represented in character) of other "expressions" of
anxiety. The mother felt that the messages of the DVD were very positive and important; for her,
personally, she already performs a lot of the suggestions (e.g., talking to children) and so it was
endorsing, but not overly useful for her. She would definitely recommend it, however, and
suggests that two DVDs are created - one for people early in diagnosis, and one for those who
have come to terms with that and would like deeper information.
Personal Assessment:
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The interview went well, and the interviewee was a confident and thoughtful speaker. As it was
the first run-through, I stuck quite closely to the interview script, and I worry that some of the
questions are suggestive - although the starters are very open ended, and this interviewee
responded well to these. She also corrected me when I got things wrong, and stated when they
did not apply to her, so I feel confident that her responses are true for her. I thought I was too
directive and asked some leading questions, but in most instances I feel this was in response to
an answer provided by the interviewee and was aimed to clarify details of her reply. I wanted to
ask her whether she thought two DVDs should be made (in response to her discussion on
differing audience needs), but instead I asked about how she would manage that… and she
suggested the two DVDs anyway.
Interview Two
Interviewee:

Father

Diagnosis:

BPAD

Location:

Victoria

DVD feedback and experience
The father was highly endorsing of the DVD’s utility and production. He felt that it contained
basic but clear messages about the importance of communication and help seeking, that were
well balanced with “real life” demonstrations (such as family arguments, not getting help
immediately), and that these messages grew throughout each chapter. The DVD was personally
useful, in that it reminded him of the personal effects of his own mental health concerns, and also
helped to show this to his partner, although some of the information comprised aspects of mental
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health he is already in tune with. He would also like further help from a counsellor to aid him
talking with his children, to help explain the issues to him and his wife and to his children.
As an educator working in the field of mental health, he feel this is a resource that would be
hugely beneficial to some of the local community organizations, such as Uniting Care, who offer
support to parents. His view is that if someone is seeking assistance, this is the type of resource
that would be invaluable to hand out. He felt that the child’s chapter was equally relevant for
both parents and children to watch, to help each see how things might be from another
perspective. The father elected not to show the DVD to his children, as there are other more
pressing family issues at present, and he did not wish to overburden them with another. He and
his wife intend to show the children the DVD when the time is right. He felt that the DVD could
also include a follow up section about what to do once you have decided to seek help, to
encompass aspects such as finding the right GP, what to expect from them, how to manage lack
of resources (especially in rural regions).
Personal Assessment:
I think this was a reasonably unbiased interview. The father answered questions in a different
fashion to the way I expected him to respond, and I felt that these answers were explored and
listened to (within the confines of limited time). I wonder about having a rating scale for the
usefulness of the DVD question in section one, before asking who it is most and least useful for.
Interview Three
Interviewee:

Mother

Diagnosis:

BPAD
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Location:

Urban Victoria

DVD feedback and experience
The mother found the DVD personally a little disappointing, as it failed to offer her additional
help, suggestions and information. She felt, however, that it would be a very useful resource for
anyone newly diagnosed with a mental health concern. She liked the main messages of it being
okay to talk to children, and that not speaking could increase a child’s fear or wariness, and for
her, she took away two words from the DVD, which was “ongoing conversation”. The mother
found the DVD was pitched for a child with comprehension skills that were more mature than
her daughters, and suggested that another DVD be developed for children aged 5-9.
Personal Assessment:
This was a great interview, in that the interviewee had a lot to say in response to the questions. I
was aware of not cutting her short, which was challenging given the length of time we were on
the telephone, and my desire to avoid over burdening her. In addition to this, the mother readily
identified as having borderline personality disorder, and I am wondering whether this added to
my cautiousness when asking her some of the more challenging questions. At the conclusion of
the interview, she thanked me for a very sensitive approach to asking these questions, and I was
pleased that she seemed to enjoy the process and was not overly upset by it.
Interview Four
Interviewee:

Father

Diagnosis:

Anxiety and depression
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Location:

Rural Victoria

DVD feedback and experience
The father in this interview readily identified with the parents chapters of the DVD, and was
concerned that for those people in an acute stage of being unwell, some of this might “mirror”
too closely what they were feeling. He felt that the notion of hope is critical for recovery, and
that this was present in the DVD. For him, this was reflected in the messages that help is always
available, mental illness is treatable and it can happen to anyone. The DVD also assisted him
more generally with communicating with his children. He felt the DVD was great for children
and suggested that the message about mental illness being treatable could be linked to another
physical health condition that children experience, such as a cold.
Personal Assessment:
This was a more challenging interview, and especially in terms of not asking leading questions,
as the father was less forthcoming with a lot of the information. Seeking clarification was
necessary on many of the questions, and I felt it was important for me to try to open up the
conversation without leading him on his responses. This father seemed most comfortable when
he was able to reply "yes" or "no" to questions, and I needed to ask for further details with
requests such as "can you tell me a bit more about that?" or "that sounds interesting - can you
give any further detail?". This often led to his making a somewhat longer statement, and here
another difficulty arose when I found I needed to ensure I had understood his response correctly:
and as the tactic I use to check this most frequently is paraphrasing, the same concerns came
back to me that I wasn't inadvertently putting words into his mouth. That said, I do feel that
many of his responses, when he was able to elaborate on them, were not wholly expected by me,

442
and I was very mindful of listening to the meaning in them and the experiences he described,
rather than trying to fit them to my preconceived ideas of what he may otherwise have said.
Interview Five
Interviewee:

Mother

Diagnosis:

BPAD

Location:

U QLD

DVD feedback and experience
The mother was very endorsing of the DVD, and felt a very strong personal connection to it, and
to both chapters. She felt that because she is currently well, she could really recognize herself in
it, but that this might not be possible for people who were suffering from an acute stage of an
illness. For her, this is a powerful element of the DVD in showing people how they really may be
when they are unwell, although it is frightening, and that they need help and support. To the
mother, the DVD was very engaging and appropriate, and that as a pilot or draft copy, it doesn’t
need further embellishment. The children’s chapter was well received, although she felt it might
better suit an older (12 years and over) age group. Watching the DVD together allowed her to
first discuss having a mental health concern with her daughter – it “gave me the courage to do it”
– and has also helped her to be mindful of how things might impact upon her daughter and
especially if they are not talked about. Having good professional supports has also been
invaluable for this mother, and she is considering taking her daughter along for some family
therapy sessions. She suggests that the DVD is distributed through GP surgeries, who might also
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consider hosting some family seminars, and via libraries, so that those parents who wish to
remain unidentified as experiencing mental illness can do so.
Personal Assessment:
The mother in this interview was very generous with her information, and came across to me as
wanting to share the context of her story. This made some of the interview tricky, in as much as
it felt at times as though she had not quite answered the question, but with the longer we spent
talking, I felt more reluctant to rephrase items and take longer to move through the questions. I
would like to have asked her more about what it was like to be able to speak to her daughter
about mental illness. Also, I wonder whether when I read through the transcript I might find that
she has answered the questions - albeit in a way that I wasn't anticipating. This is exciting to me,
as I hope it will reflect her "voice" and her interpretation of what it was I was asking, and what I
(and the wider audience) needs to know from her about the DVD and supports.
Interview Six
Interviewee:

Mother

Diagnosis:

Depression

Location:

Urban Victoria

DVD feedback and experience
The mother found the DVD to be really clear, understandable and also confronting. She highly
endorsed the inclusion of a warning at the start, especially for instances where parents feel a
strong personal connection to either or both stories. She reports the main messages to be that
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mental illness can happen to anyone, it takes lots of different forms, and that it is important to
continue to decrease myths and stigma associated with it. In terms of information provision, the
DVD only gave her new information in the context of mental illness and children, and she felt
that the topic of seeking support in a parenting role could be highlighted further. This said, she
believes it to be a highly valuable and unique resource, especially for children. To give it greater
impact for partners, she suggests showing more of their feelings and their facial expressions, and
including same sex as well as heterosexual couples.
The DVD has encouraged change to the way this mother parents, in terms of being more open
about what is going on. For children, she feels it’s utility lies in connecting information to the
personal stories of mental illness, which allows children to relate to it, and by watching it
together, there is now the option of referring back to it at a later stage if her son has other
questions. For him, he watched the children’s section, they had a positive and open discussion,
and afterwards he “went back to normal”. The DVD was not too confrontational, and tells
children that mental illness affects a lot of people, there are different levels of it, and that help is
available. The mother suggests that an additional resource, including suggestions about how to
follow on the conversations, and which could take the form of a picture book would be useful.
She felt primary and secondary schools would be ideal means for the DVD promotion, as well as
via GPs (and their resource libraries). However, people must be able to make their own choice
about whether and when to access it, and perhaps need some follow up once they have seen it.
Personal Assessment:
This was a really interesting interview, and the mother spoke about similar issues to those I was
expecting, but with a very different focus. She seemed to really place the utility and the value of
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this resource in a wider context, and was hoping to use personal stories to connect the meanings
of these experiences to parents, partners and children who were wanting to view it. I felt as
though this interview really reflected the information she wanted to deliver: she was a very
articulate woman, and I felt I understood what she was saying without needing to seek
clarification. As such, I felt as though my communication during the interview was minimal, and
which gave her opportunity to reply and talk in a self-directed fashion.
Interview Seven
Interviewee:

Mother

Diagnosis:

BPAD

Location:

Rural SA

DVD feedback and experience
This mother quite liked the DVD, and appreciated the country scene which she felt would be
relevant for rural people. She felt the DVD needed to provide more information about the types
of help you can access, and especially for people who live in more isolated regions that have
limited services. She would also like to see some suggestions for how people who are house
bound (e.g., through panic) and other barriers might access services. Although she felt everyone
could get something out of the DVD, she felt the DVD would be most useful for people who are
newly diagnosed. It is also valuable and reassuring in terms of normalizing mental health
concerns. Watching the DVD has given her cause to consider how the boys might be finding her
having a mental illness, and encouraged her to “go easier” at times. It hasn’t changed the way
she relates to her children, as she feels this is already very open, strong and established. She was
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very supportive of the message in the children’s section that it is not their fault, and she felt this
was very clear and well emphasized. Her children loved the song, and although one felt a bit
apprehensive about watching the DVD, was happy to do so, and brushed off the conversation
they had afterwards with expressions like “whatever”. To this mother, the best way to promote
the DVD would be through services, and she would discourage distribution through libraries as
she feels some information in these is “a bit weird” and the DVD might be overlooked
accordingly.
Personal Assessment:
This mother was also very generous with her personal account of watching the DVD and
explaining how she and her family had experienced it. The difficulty with this interview is that
whilst I was very captured by the details of her life, I am not confident I probed enough for
specifics to really understand what she might mean by, for example, “we’re more about
understanding feelings”. Whilst I am pleased that she didn't appear to need to correct me, I also
need to ensure that I am mindful of when I might need to clarify meaning, to ensure that I have it
objectively captured, and to avoid possible misunderstanding and bias in the analysis.
Interview Eight
Interviewee:

Mother

Diagnosis:

Anxiety and depression

Location:

Urban ACT

DVD feedback and experience
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The mother found the DVD to be very well put together, and highlighting the difficulties of
isolation. She really enjoyed the inclusion of partners in the stories, and felt that they could
benefit from watching this, and feeling better able to understand their spouses mental health
concerns. To her, the main message of the DVD was concerned with the importance of
discussing a diagnosis within families. She felt that whilst the information was clearly presented,
and engaging, it was adequately basis, and the next step would be to include illnesses such as
schizoaffective disorder. Another area she wanted to see included would be information about
mental illness in children – what is “unwellness and what is ‘normal’ angst”. She suggested a
possible separate adolescent series could cover this. In addition, she would like the DVD to
reiterate the importance of parenting, that it is not abusive and that it is made safe through
supports. She took away the value of family education and of seeking support from friends from
the DVD for herself as a parent. The DVD has also helped her to think about how her own
children are doing, and to be mindful of not retreating from them when she is feeling low. She
and her children watched the DVD together, and had an open conversation afterwards that was
“confronting”, but “made a reason or agenda to talk about it”. The children were happy to
discuss it, asked a few questions of her, and periodically have mentioned it in passing since. She
suggests parents would find it useful to have conversation starters included with the DVD. To
her, the DVD could be distributed through GPs and through group therapies.
Personal Assessment:
I felt quite comfortable that this was a reasonably objective interview, and I tried hard to record
the mother’s long responses in her own words only in the notes I have taken. In reading back
through them, they sound a little disordered and slightly contradictory at times, which is also the
way I experienced the interview. I was not quick enough within the interview to notice the few
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minor inconsistencies in her responses, and now, reflecting back, I am weighing up how I could
have dealt with these in the moment. I wouldn’t want to appear impatient or condescending by
implying that answers were confusing, but it would be useful to clarify exactly what a participant
meant. I have tried to note down the phrases a participant uses when they speak in relation to a
topic, and I wonder whether reflecting back to them what has been said, and using their
language, with a preceding sentence about making sure I have understood things correctly is the
way forward. The importance with this, though, is that those reflections do not become part of
the analysis, but rather are a check of accuracy performed in the moment. In regards to this
interview, too, the mother has made a number of interesting and insightful observations as well,
and so it is comforting to see that although it felt a bit tangential at times, the interview has also
given rise to some valuable information as well.
Interview Nine
Interviewee:

Mother

Diagnosis:

Depression

Location:

South Australia

DVD feedback and experience
The mother felt that the DVD was good in general and she would rate it a 7/10 for engagement
and 6/10 for usefulness. She recalls finding it “eye opening” – in terms of realizing for the first
time that her approach of keeping her depression secret and trying to hide it from her son was
actually harmful for him and not the advocated approach to take. She took away information
from the DVD about mental illness, but thought it could broaden the discussion to include other
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types of mental illnesses as well. She also suggested that whilst the DVD provided the basic
information she needed about parenting and mental illness, it did not offer suggestions for
families without large support networks. In her case, her husband and son and self immigrated
here, and they do not have other family around to call upon for help. She felt there was not
adequate information provided about mental illness and children or for seeking support in a
parenting role. In keeping with the central message she identified in the DVD that it is important
to talk to your children about mental illness, she watched the children’s chapter with her son. She
thought this was really good; she and her son loved the song, she found the language to be
simple and the main message to be that a parent’s mental illness is not the child’s fault and that
they can’t change it. She was relieved to speak with her son about her depression, and is pleased
not to have to hide it any more – disguising it as feeling tired or sick has been a burden, and she
feels able to be more open now. She believes the DVD could be distributed through hospitals
(especially maternity) and via GPs.
Personal Assessment:
I think this interview was reasonably objective – the mother told me information that I was not
expecting to hear, and she did not endorse every question I asked of her, and which felt as though
she was comfortable and willing to say when something I was asking did not apply. I have
noticed that it can be difficult to transition from the first question about a parent’s impression of
the DVD into how easily parents understand it. Often it seems as though parents make a more indepth or profound comment about their initial reactions, and by following that up with “do you
think most parents could understand it”, it almost dismisses what they previously have described.
Perhaps a better follow on question would be the one about key messages, and then how the
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DVD has been used by the parents, before moving into some of the “practical” areas for
feedback?
Interview Ten
Interviewee:

Mother

Diagnosis:

Depression, PTSD

Location:

South Australia

DVD feedback and experience
This mother was very struck by the realism of the DVD and the stories, and reported
experiencing “goose bumps and tears” as she watched. It was “very real” for her, and the
messages she heard were strongly related to the family – how important it is to recognize mental
health concerns and to seek help so as to lessen any negative impact on the family. For her it was
very clear and easy to understand, and she found it very engaging. She felt the DVD could
provide more information about services available to people with a mental illness, especially for
rural families, and information for utilizing more specific parenting services. Whilst she was
highly endorsing of the utility of the DVD, for people experiencing mental illness and as an
educational tool for those without this experience, she suggested that there could be some risk to
people watching it if they were not well, and could find it quite confronting.
The DVD has prompted some changes in her parenting, including being more honest about the
“what’s” and “why’s” of her condition, which has rendered her initially feeling “quite
vulnerable”. Communication has increased, however, and she feels more at ease asking for time
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out from her parenting role. The children’s chapter was age appropriate, and interesting, and
encourages children to seek people to support them and to know that there is no shame. She
advised that a wallet-sized card with specific services available for parents might offer additional
support in discussing the DVD. The DVD could be promoted and distributed through schools,
doctors and mental health service providers.
Personal Assessment:
I found this quite a challenging interview to conduct, because the mother had alerted me to her
research and mental health experience in a professional capacity, but more than that, because she
seemed to find the interview confronting at times. I feel that this affected the way I asked some
of the questions, and made me perhaps more hesitant and cautious at times. It is interesting, too,
that my feeling of the interview was that she was saddened during her participation in the study,
and I felt that the messages she reported – about how important it is for families to seek help,
plus the importance in preventing the shame of mental illness – were quite personally related.
Looking over my notes, however, a lot of the messages she was giving were positive and
hopeful, and she thought the DVD was fantastic and very useful. This was a bit of a reminder for
me about expecting certain responses from participants (i.e., that if it was helpful for people that
they would appear upbeat about it) and allowing them to educate me about how things really are
for them.
Interview Eleven
Interviewee:

Mother

Diagnosis:

Depression
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Location:

Urban Victoria

DVD feedback and experience
This mother has found the DVD to be invaluable – she had wanted to start a conversation about
mental illness with her children, but had been unsure of where to start. Her initial reaction to it
was that it was very well done and she could really relate to the stories, and found the father’s
frustration to really ring true. For her the messages were that you are not alone, that it is
important to ask someone if they are alright as “…appearances aren’t necessarily what’s going
on”. The basic information provided in the DVD about mental illness, parenting, children and
seeking support was all a good starting point, although she did add that her own knowledge prior
to watching this had also informed her around this. She suggested the DVD could also include
information about how and where to go about seeking supports for children as well.
The mother showed the DVD to her 6 and 8 year old children, and she knew they had understood
it and enjoyed it from the questions they asked. “So much came out” of it, so the main messages
are hard to summarize, but include understanding that mental illness is a disease and that they are
allowed to talk about it. The children appeared quite content, and the DVD has also allowed the
mother to have her first conversation with her children about her mental illness. She realized that
she had been “wrapping them up in cotton wool”, and that it was more of a burden for them not
knowing. The DVD gave her the ideal starting point, and although she felt apprehensive, she
began and experienced a “huge relief” as she had wanted to broach the topic for a while but
didn’t know how. She is much more open and honest now, and also appreciated that she needed
to communicate more with her partner. She feels “far happier” with the way that she now relates
to her children and her anxiety has now greatly reduced. She didn’t need additional support to
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speak with the children about the DVD, and does not feel more is needed now. She’d like to see
the DVD distributed through schools, and coming home with students to be watched by the
family.
Personal Assessment:
This was the interview that I was expecting to do – the mother responded to the questions in the
way I imagined someone who had depression and who found the DVD useful would have done.
That said, I was conscious as I was moving through the interview schedule to confirm meaning,
and to repeat back responses in her words to check that I had it right. This interview also showed
me a gap in the schedule around asking how parents and children felt about their discussion after
watching the children’s section – during any conversation, and afterwards whether this has made
any longer time difference, and if this in turn has had meaning for parents and children.
Interview Twelve
Interviewee:

Mother

Diagnosis:

Depression and anxiety

Location:

Western Australia

DVD feedback and experience
This mother felt the DVD was “awesome”; she thought it was very true, and “more realistic than
a movie, as it was home – based”. She saw the main messages to be that you can get help, and
this is always available, that you are not alone, even though lots of people might cover it up.
Information on the DVD about mental illness was basic, and more that people should understand
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it. She suggested that having a general number to call for support is valuable. She also struggles
to differentiate between what difficulties are due to parenting and what are due to mental illness,
and felt this could be explored in the DVD. She also suggested that educating parents to
parenting support for people who have a mental illness would be of use. Overall she felt the
DVD would be highly useful, and especially if there was a way of including a pamphlet with it
that detailed GPs who were trained in mental health issues. Although she was hesitant to show
her children the DVD, she did, and has found that not only have they “reacted well to it”, but that
they understand more about her illness, she is able to listen to them more, and they can talk as a
family together. She also decided to show her mother, and reports that it has been positive for her
mother to understand more what she goes through.
Personal Assessment:
The mother was able to provide thoughtful and considered responses to the interview, and
although I found her style of communication difficult to follow along with and understand at
times, looking back over her information helped me to appreciate what it was that she was
conveying. I noticed in the interview that this mother did most of the talking, which helps me to
feel as though she had space and freedom to respond to the questions as she saw fit, and to
provide the information that was meaningful and pertinent to her experience. It felt as though this
mother raised many of the same points as other participants have, and she extended this by
suggesting that extended family might also watch the DVD. I feel this might indicate we are
approaching a point of data saturation.
Interview Thirteen
Interviewee:

Mother
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Diagnosis:

Depression

Location:

Rural New South Wales

DVD feedback and experience
This mother felt the DVD was quite good; everything contained within it was understandable,
adequate and engaging, but she had hoped for more from the DVD, and also felt that one of the
messages might leave some viewers feeling more vulnerable and at a loss as to what to do. The
DVD was reinforcing for her, and she could relate to the stories. She felt the main messages of
the DVD were about seeking help, but she wished to make the point that not everyone has family
support – in her case, she experiences her family as very unsupportive and dismissive of her
difficulties. She would have preferred the DVD to have advocated seeking help from family OR
from someone else – friends, etc – and for it to acknowledge the barriers that might exist to
finding those supports. In addition, although she felt the information provided in the DVD was
basic, she was really seeking more in-depth information about resources for her child – it could
include more information about anxiety for children, where to go and what to look for, and more
information for parents in helping their mental health and in parenting practices and skills. She
wanted more information for her child so that he could be “fully aware” of what mental illness
can mean, and she is unsure herself in how to offer this to him. She also cautioned that whilst
supportive families might find the DVD most useful, those who are low and without supports
could be left feeling worse. She felt she hadn’t made changes to her parenting after watching the
DVD, but “was looking for that”, but it has changed the way she relates to her son. They have
had discussions about mental illness, and she has used friends who also have mental health
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concerns as further illustration of what it is and what it can mean, but that there is “no need to be
afraid”.
The mother has found her son taking part in the study to be an unexpected and useful source of
communication about his understanding of mental illness. In doing the pre- and postquestionnaires, she was able to learn that her son had thought people with a mental illness could
be dangerous and it could be contagious. She also learned that he felt angry when she was
depressed, which she had been unaware of. For her, having something like the DVD, but with
more information that included some of the questions in the study, such as asking a child what
they know about mental illness, what are their concerns about mental illness, what are their
perceptions (or misperceptions) about it, etc would have been useful for knowing what a child
might be thinking and experiencing. The mother suggests the DVD could be promoted a bit like
the other health information advertisements, such as “quit smoking”, via television programs. In
addition, it could be promoted through organizations such as BeyondBlue and Blackdog. She
would like to hear about it from a psychiatrist, a mental health nurse, a psychologist or GP – this
“needs to be a medical professional because people are ashamed to have it”. She was hopeful
that such professionals could have the DVD within a resource library to hand out to clients as
needed.
Personal Assessment:
I found this interview unsettling at times; the mother had some needs that had not been met by
the DVD, and it took a while for me to understand exactly what she meant when she stated she
wanted “more information”, especially as she was unable to make give more specific detail
initially. I was pleased that I had remembered this feedback, as later in the interview, when she
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discussed what she had learned from her son’s response, it began to dawn on me that she was
wanting to know what might be the problems and worries and misinformation her son had about
depression and mental illness, but she didn’t feel well enough equipped to begin a conversation
with him to find this out until she saw his responses to the questionnaire. That gave her some
signposts about what to ask, and she thought of a way to prepare some answers so that he could
understand them. I needed to watch that I empathized with her when she discussed her lack of
support, but that I didn’t take this too far – I think I walked this line appropriately, and
consciously allowed time and space between each section of questions.
Interview Fourteen
Interviewee:

Mother

Diagnosis:

Depression and Anxiety

Location:

Urban ACT

DVD feedback and experience
For this mother, watching the DVD was hard, but she thought it was very good, and it has
brought positive change for her. Her initial response was that it was sad, “because that is what
happens”, and she noted the isolation felt by Karl and that no one understood or was aware of
what was happening. The main messages to her were that you should seek help, that any of us
can suffer from this, you are not a looser, don’t expect too much from others in terms of their
understanding you, and family members are there for family. The information contained in the
DVD was easy to understand, engaging and honest, and reinforced some of her current behaviors
(such as her help seeking) by making her aware that they are the “most important thing for a
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child”. She felt the DVD would be very useful – firstly as a learning tool, as it contains
information about mental illness prevalence and the number of children living in homes where a
parent has a mental illness, and to “bring it out there in the world”. Secondly, it would be most
useful for youth at any age – to her, children are insightful, and can take responsibility for some
of their own choices, and might watch the DVD and think, “Gee, I’m NOT strange” when they
see others who are experiencing the same sort of issues.
For this mother, the DVD encouraged her to make changes in terms of parenting in the form of
making time and looking after herself, and “keeping it realistic” by not over-committing herself.
She would like her husband to understand more, but she does not expect that, and would like to
show the DVD to him at the right time. The DVD has also encouraged her to relate to her
children more as resilient beings, and being aware that they are strong and can cope. Indeed,
when she watched the DVD with them, the children enjoyed it, and in their conversation
afterwards, she realized they knew more than she had thought. She would like some additional
support from her husband in discussing mental illness with her children.
The mother suggests that the DVD could be promoted through community services, schools
(including school counsellors and pastoral care), via the medical arena and through social
workers. She also felt this could be the starting point for help for children (i.e., they see the DVD
as part of pastoral care, and then seek further support).
Personal Assessment:
This was the longest interview to date, and it was difficult to walk the line of keeping it on track
and not asking too much of this participant, but also allowing her to share what she saw as
important and not cutting her off. I found it tricky not to ask leading questions with this mother,
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as she often spoke in a very clinical fashion, and of the third person rather than of her own
experiences. I suspect this might relate to her also working in mental health and with other
people in similar scenarios to hers. I tried to use questions such as “so, what does that mean for
you?”, “how do you think your children experience that”, etc to get to this, which worked at
times. At other times, my strategy was just to let her answer the question in full, and to wait to
see whether she would bring the conversation back to a personal perspective, which also worked
at times, although less frequently. Overall, however, I found this a very useful interview, and I
felt that the messages she was seeking to deliver were heard and accurately recorded.
Interview Fifteen
Interviewee:

Mother

Diagnosis:

Panic Attacks

Location:

Urban South Australia

DVD feedback and experience
The mother in this interview had initially thought “great!” when she heard about the DVD, but
she was disappointed when she saw it. She also chose to divide her feedback into that which
addressed the depression story and information on the DVD and that which was concerned with
anxiety. Her first impression, and one of the major points of criticism for her was that it was
lacking information in terms of parenting with anxiety. For her, Christina’s story did not offer
any suggestions for treatment, and nor did it discuss panic attacks. She also believes that anxiety
is a “totally different kettle of fish” to depression, which has big implications for whether and
how you can discuss it with children. She feels there is a different stigma attached to anxiety,
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such that people think you are “crazy”, and that discussing it with children will leave them
feeling overburdened and confused, which means they may talk to friends at school about it, and
then be teased. This mother was worried that the DVD did not warn of this possible
consequence, nor provide strategies for how to manage this. Furthermore, she felt that with
anxiety, it is much harder to recover from than depression, and so discussing this with her
children may overburden them at a time when she feels “they should be allowed to be kids, and
not know about adult problems”.
From a practical perspective, she found it easy to understand, although she did not follow the
anxiety story as well, and found the message to be unclear. The DVD has not encouraged
changes in terms of parenting – “not enough I resonated with – nothing I wanted to use” – or the
way in which she relates to her partner and children. She also elected not to show the children’s
chapter to her children, as she was not convinced that discussing her panic attacks with them
would be beneficial or helpful for them, rather harmful and worrying. For her, her children’s
happiness and that they are safe and protected is the most important thing to her, and the DVD
did not offer her a way to talk to them without risking this. She thought that to improve it, the
children’s chapter ought to include a male and female, and better yet, had child-friendly adults
such as playschool presenters, rather than teenagers. The DVD would need to talk about mental
illness in age-appropriate terms, such as “sad” for a 5 year old, versus “frustrated” for a teen. She
wanted more instruction for parents, too, with a list of descriptive words provided to discuss
mental illness and example sentences to use. Another more specific recommendation she made
was to be given 10 things to say after having a panic attack to her children. More generally, she
hopes that society’s attitudes and general awareness for mental health concerns improves, and for
this reason, the DVD is a good resource, and could be promoted through GPs.
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Personal Assessment:
This was another challenging interview. The mother really wanted to share her criticism of the
DVD, and spoke at length at the start of the interview about this. I felt uncomfortable then
following with the questions as she had already described her views on the DVD, and I didn’t
want for her to feel as though I had not “heard” her, but equally I did not want to misinterpret
what she had said. I explained to her that although she had already possibly answered a lot of the
questions, I would none-the-less ask them anyways just to make sure I had her answers down
correctly. She seemed content with this, and did not show outward frustration when she did
repeat some of her previously discussed opinions. This was an important interview to listen to
carefully and reflect upon, because it was the most different to the others I have completed, and
gave me information about an opposite viewpoint.
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Appendix G: Informed consent documentation

Explanatory Statement for parents
“Family Talk”: a DVD evaluation

This information sheet is for you to keep.
My name is Natasha Marston and I am conducting a research project with Dr Andrea Reupert
(senior lecturer in the Faculty of Education) towards a Master of Psychology at Monash
University. This means that I will be writing a thesis which is the equivalent of a short book.
You are invited to take part in this study. Please read this Explanatory Statement in full before
making a decision.
The aim of this study is to evaluate a DVD called ”Family Talk” which has been developed by
the national Children Of Parents with a Mental Illness (COPMI) Initiative for families where a
parent has depression and/or anxiety and who has children aged between 8 and 12. We
believe that the DVD will help with providing practical assistance for families experiencing
mental illness in their day to day lives. We have funding from the national COPMI initiative to
complete this evaluation study.
To be involved in this study you must:
•
•
•
•

Be either a mother or a father
Have children aged 8-12
Have anxiety or depression or both
Be receiving treatment for your anxiety or depression (for example, from your GP, or a
psychologist)

The DVD has information about mental illness, how mental illness impacts on families, how to
discuss mental illness in families and where to access support if required. There are sections
for parents and a section for children. The section for children relates to explaining what mental
illness is, and how to seek appropriate help.
As the parent it is up to you whether you involve your children or not. You might want to look at
the children’s sections first before you show it to them. We would also encourage you to watch
the children’s sections along with your children.
Please note that the DVD is still being developed. It will ONLY be available to parents who are
also prepared to provide us with feedback about it. If you are prepared to be involved in this
project, complete the consent form and email/send to us. We will then send you the DVD plus
the various evaluation questionnaires.
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Please note that the DVD will be made available to everyone mid-2012.
Being in this project involves the following steps:
•
•
•

First you would need to complete some questionnaires, relating to parenting confidence
and family dynamics;
Second you would need to watch the DVD (which ever aspects you find most relevant to
you)
Third, you will be asked to complete the same questionnaires again, with some
additional questions specifically related to the DVD

You will be able to do this at a time and place of your convenience. Altogether, completing the
questionnaires and watching the DVD will take approximately 90 minutes.

If you want, you can be provided with the individual results of your questionnaire.
If you are interested in hearing this, you need to let us know and provide us with
your personalised code, so we can locate your specific questionnaires.
Once you have completed the questionnaires, you will be given the opportunity to be involved in
an interview. The interviews will be focused on your impressions of the DVD and with your
permission will be audiotaped. These interviews will take approximately 30 minutes to one hour
and will be conducted either face to face in a public place such as Monash University, or over
the phone. Once the interview has been completed you will be provided with a copy of the
interview and given the opportunity to add, delete and/or change any information you believe is
potentially identifiable or incorrect. There will be a cut-off date for this to occur.
It is up to you whether you participate in the follow up interview. You can watch the DVD and do
the questionnaires without doing an interview.
As well we are asking for feedback from your children. If you provide consent, we would then
talk to your child about the study and invite him or her to participate. They would be invited to
complete a series of questionnaires relating to mental health knowledge and help seeking
behaviour, watch the children’s section of the DVD and the complete the questionnaires again.
At this point we will be asking for their permission to be interviewed to obtain further feedback
on the study.
You will be paid $100for completion of the questionnaires and watching the DVD. Please note
that you are eligible for the $100 regardless of whether your children are involved or not, and
regardless of whether you are involved in the interviews. To be eligible for the $100 the
minimum is for the parent to complete the questionnaires and watch the DVD.
Your involvement, and the involvement of your children, in this study is voluntary and you are
under no obligation to participate. Your involvement or non-involvement will not impact on any
clinical services received.
If you no longer wish to participate, you (and/or your child) may withdraw from the questionnaire
aspect of the study only prior to the anonymous questionnaire being submitted. You (or your
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child) can withdraw from the interview part of the study only prior to your approval of the
interview transcript.
All information reported will be de-identified and at no times will names or identifying information
will be reported. You will be asked to provide a code for the questionnaire but this is so we can
match your questionnaires before and after watching the DVD. If you do engage in the
interviews we will not report your name at any time. You will also have the opportunity to view a
copy of the interview and invited to change/delete any information you believe is incorrect
and/or potentially identifiable.
If you find the DVD distressing there is a list of organisations and helplines that you can access.
If you find being involved in the evaluation distressing, that is, the surveys and/or the interviews,
the organisations listed here might help you. We would also encourage you to talk to your usual
health care provider. However, we believe that there is minimal risk in being involved in this
study.
Organisations that might support you if you do experience distress are:
Relationships Australia

1300 364 277
http://www.relationships.org.au/

Lifeline

13 11 14

Beyond Blue Info line

1300 22 4636

Your participation will aid in the development of mental health resources for families, and you
may find the information and resources in the DVD helpful to you.
Storage of the data collected will adhere to university regulations and be kept for five years.
Only the researchers will have access to the data.
You will not be named or identified in any reports or publications arising from this research. If
you would like to be informed of the results of the study, please contact Andrea Reupert by
sending an email to andrea.reupert@monash.edu
If you would like to contact the
researchersabout any aspect of this study,
please contact the Chief Investigator:

If you have acomplaintconcerning the manner
in which this research is being conducted,
please contact:

Dr. Andrea Reupert,

Executive Officer, Human Research Ethics

Senior lecturer and psychologist

Standing Committee on Ethics in Research
Involving Humans (SCERH)

Institute of Human Development & Counselling
Building 3e Room 111
Krongold Centre
Faculty of Education
Clayton Campus

Research Office
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Monash University, Vic 3800
Telephone: 03 9902 4587

Monash University VIC 3800

Fax:
03 9905 5127
andrea.reupert@monash.edu

Tel: +61 3 9905 2052 Fax: +61 3 9905 1420
Email: scerh@adm.monash.edu.au

Thank you.

Natasha Marston

Andrea Reupert

Parent’s consent forms
“Family Talk”: A DVD evaluation

NOTE: This consent form will remain with the Monash University researcher for
their records

I agree to take part in the Monash University research project specified above. I have had the
project explained to me, and I have read the Explanatory Statement, which I keep for my
records. I understand that agreeing to take part means that:
I agree to be interviewed by the researcher

Yes

No

I agree to allow the interview to be audio-taped
audio

Yes

No

I understand that my participation is voluntary, that I can choose not to participate in part or all
of the project, and that I can withdraw at any stage of the project without being penalised or
disadvantaged in any way.
I understand that any data that the researcher extracts from the interview for use in reports or
published findings will not, under any circumstances, contain names or identifying
characteristics.
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I understand that I will be given a transcript of data concerning me for my approval before it is
included in the write up of the research.
I understand that any information I provide is confidential, and that no information that could
lead to the identification of any individual will be disclosed in any reports on the project, or to
any other party.
I understand that data from the interview will be kept in a secure storage and accessible to the
research team. I also understand that the data will be destroyed after a 5 year period unless I
consent to it being used in future research.
Participant’s name
Signature
Date

Preferred contact details:
Phone:
Email:
Please email this to andrea.reupert@monash.edu or send to in the enclosed reply paid envelope
to:

Dr. Andrea Reupert,
Faculty of Education
Clayton Campus
Monash University, Vic 3800

467

EXPLANATORY STATEMENT
Researchers and clinicians who focus on families affected by parental mental illness
(FaPMI)
Project: Clinician and Researcher perspectives about best support for families where a
parent is experiencing an affective disorder
Associate Professor Andrea Reupert

Natasha Marston, Student

Department of Education

Researcher Department of Education

Phone: +61 4 3 9902 4587

Phone : +61 4 3 9902 4587

email: andrea.reupert@monash.edu

email: natasha.marston@monash.edu

You are invited to take part in this study. Please read this Explanatory Statement in full before
deciding whether or not to participate in this research. If you would like further information
regarding any aspect of this project, you are encouraged to contact the researchers via the phone
numbers or email addresses listed above.

What does the research involve?

This study is for the purposes of research, and will contribute to the PhD (Educational and
Developmental Psychology) of Natasha Marston. It aims to establish what clinicians and
researchers regard as the most useful and practical ways to support families who have one or
more parents with an affective disorder. This study is following a Delphi methodology, which is
a way of surveying opinions and helping a group reach a consensus on a topic. Participants
initially provide their responses to a series of questions about how to support families with
parental affective disorder. This is anticipated to take approximately 45 minutes. Next a list of
items generated from this first round will be collated by the investigators and returned to
participants. Participants will be asked to rank these items in terms of usefulness for supporting
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families, along with comments that explain their response. This is anticipated to take
approximately 20 minutes. Individual responses will be pooled and analysed to create a group
summary; feedback will also be sought from participants when their views differ from this
majority opinion. This process of responding to item rankings and explaining or modifying views
that differ from the majority can continue for 3-5 rounds in total, and require approximately
between 85 and 125 minutes in total. All responses will be completed online, and participant
responses will be de-identified so that participants remain anonymous to others who take part.
Why were you chosen for this research?

You have been invited to take part either because:
•

you have attended or were invited to attend the FaPMI/COPMI Prato Conference and
Workshop, 16-20 December, 2013, as a researcher who has worked in the area of
parental mental illness, or

•

you were nominated by an attendee of the conference for your extensive researcher
experience in focussing on families affected by parental depression, and your
professional contact details appear within the public domain.

Consenting to participate in the project and withdrawing from the research

Read this form carefully, and if you are interested in participating, please sign the consent form
and return it, either via mail, or by scanning it or inserting an electronic signature and emailing it.
You have the right to withdraw from further participation at any stage, and ask for your
individual responses to be retracted. Once items suggested by you have been ranked and
discussed by the group, however, they will not be able to be withdrawn. Ethics approval has been
provided by Monash University. Please ensure that your involvement is aligned to the ethics
approval process within our own organisation. If you are unsure, please seek further clarification
of any ethical obligations by discussing your potential participation with your organisation's
ethics committee (if available) or your senior.
Possible benefits and risks to participants

Developing a shared understanding of the best ways to support families with parental affective
disorder offers enormous advantage in terms of improving the care that is offered, through the
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dissemination of ideas and techniques, the discussion of what might work and under which
conditions, and the clarification of the most effective ways to intervene to help vulnerable
families. In addition, taking part in this study might contribute to your own professional
development and the development of your colleagues, via knowledge and resource sharing, and
collegial discussions of best practice.
Any risk associated with participating in this study is that of inconvenience, as you are required
to respond to 3-5 rounds of questioning. We try to minimise this by having rounds of questioning
delivered online, so that each person may complete it at a time suitable to them. You may
experience possible discomfort if your view differs from that held by the group as a whole, and
you are asked to either modify or explain the difference. All participants are instructed that this
study is seeking informed opinions, and as such, they are not viewed as "right" or "wrong".
Differences in opinion are expected, and could reflect a variety of factors, including type of
training, variation in workplace context and client groups, unique experiences in supporting
families with parental mental illness. Furthermore, care shall be taken that any responses shared
with the group are de-identified, and all participants are to remain anonymous amongst each
other. In this way, each person may feel free to change their opinion or to modify it without a
sense of embarrassment, or alternatively, to argue their case for why their opinion remains
unchanged. This anonymity also assists to ensure that participants who perceive others as more
senior or experienced do not feel obligated or pressured to conform to the opinions of others.

Confidentiality

Data will be collected online and reviewed so that any identifying information is removed before
it is collated with data from other participants. Responses from each participant will be
assimilated into a group statement regarding the best ways to support families with parental
affective disorder, and this will be shared with the group. In addition, a frequency count for the
rankings of the importance of each type of support, as completed by each participant, will also be
collated and shared with the group. For the purposes of publication, the group statement may be
provided and brief, illustrative quotations may be used to demonstrate the views of the group in
terms of a support's utility; these quotations will be described as from "a participant", and
participants’ names or other identifying information shall not be included.
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Storage of data

Data will be stored electronically, with password protection, with only the Chief Investigator,
student researcher and the co-investigator having access to this. You may access your own
responses at any time by contacting the student researcher. Data shall be destroyed five years
after publication of a manuscript.
Results

Results will be used to create a manuscript for publication within a year of the study, which shall
contribute to the PhD thesis of Natasha Marston. At no stage will the identity of participants be
shared within any of the publications or communications. Interested participants may request a
copy of the published paper from the student researcher.
Complaints

Should you have any concerns or complaints about the conduct of the project, you are welcome
to contact the Executive Officer, Monash University Human Research Ethics (MUHREC):
Executive Officer
Monash University Human Research Ethics Committee (MUHREC)
Room 111, Building 3e
Research Office
Monash University VIC 3800

Tel: +61 3 9905 2052

Email: muhrec@monash.eduFax: +61 3 9905

3831
The project number for this study isCF14/1159 - 2014000508

Thank you,
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Associate Professor Andrea Reupert
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CONSENT FORM

Clinicians and Researchers who work with families affected by parental mental illness
(FaPMI)
Project:Clinician and Researcher perspectives about best support for families where a parent is
experiencing an affective disorder.
Chief Investigator: Associate Professor Andrea Reupert
I have been asked to take part in the Monash University research project specified above. I have read
and understood the Explanatory Statement and I hereby consent to participate in this project.

I consent to the following:

Yes

Completing the 3-5 rounds of the Delphi question, which will include:
•

an initial series of questions requiring written responses

•

2-4 rounds with a list of items to be ranked in order of importance and
with prompts to justify the ranking

The data I provide will be used to contribute to the PhD of the student researcher,
Natasha Marston, and will be published in her thesis, and as a journal article.

Name of Participant

Participant Signature

Date

No
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