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ABSTRACT 

Many people who are clients of adult mental health services are parents of dependent 

children yet little is known about what happens in clinical practice in relation to either 

them or their children. The purpose of this study is to develop an understanding of 

clinical practice in an outpatient/community based mental health service in relation to 

clients who are parents. Four focus groups with clinicians from a Community Mental 

Health Service in Christchurch, Aotearoa New Zealand were utilised as the principal 

method of data generation. A fifth focus group was unde1iaken with clients of the 

CMHS who were parents, the purpose of which was to establish a client context and 

reference point for the clinician focus groups. A thematic analysis was used to 

interrogate the qualitative data generated. 

Firstly, the findings reveal that whereas clinicians have a good understanding of the 

issues faced by parents who have a severe mental illness they are much less 

knowledgeable about the risks faced by children in these families and about how to 

decrease the likelihood that negative outcomes will occur. Secondly, the groups 

provide a description of the practice of clinicians with clients who are parents and 

their children. Thirdly, they illuminate a wide range of factors that affect and impact 

on practice including: the organisational context, a range of constraints, multi

disciplinary roles, variation and inconsistency in practice and team process and 

function. Finally, the professional focus groups reveal three issues that arise from 

clinical practice which clinicians must grapple with: care and protection issues 

whether to be 'adult' or 'parent' focused in their practice, and the complexity of the 

clinical situations encountered. The discussion also focuses on implications for the 

mental health service system, training and workforce development and further 

research is discussed. 
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INTRODUCTION 

Many people who have a serious mental illness are parents of dependant children. 

Although it is not known how many clients of adult mental health services in 

Aotearoa New Zealand are parents, data from international studies suggest "that 

pregnancy, childbirth and child rearing is only slightly less frequent in a psychiatric 

population than in the population at large" (Oates, 1997:22). 

It is likely, given the growing body of literature on this subject that mental health 

workers in Aotearoa New Zealand are becoming more aware of the issues faced by 

families where a parent has a psychiatric disability. However, several studies have 

shown that knowledge and awareness of these issues does not necessarily translate 

into everyday clinical practice. For example, DeChillo, Matorin and Hallahan (1987) 

in a study conducted in an in-patient psychiatric service among social work staff 

found that 44% of the clinical files examined did not contain information about the 

presence or absence of children. This finding was in marked contrast to the 

impression gained in interviews with the social workers responsible for these clinical 

records. When interviewed the workers consistently reported that the incorporation of 

the patients' children into their practice was important. (See also Nicholson, Geller, 

Fisher and Dion, 1993; Zemencuk, Rogosch and tvfowbray, 1995). 

Such findings suggest that parents who have a psychiatric illness and their children 

constitute groups that may be neglected by mental health care providers in terms of 

the amount of clinical attention and support they receive (Garley, Gallop, Johnston 

and Pipitone, 1997; Judge, 1994; Mowbray, Macfarlane et al., 1998; Wang and 

Goldschmidt, 1996). 

With the exception of the studies noted above, clinical practice .in relation to these 

client groups has been discussed or studied little. Little is known about how mental 
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health workers understand or respond to the issues and needs of clients who are 

parents and their children (Wang and Goldschmidt, 1996). 

Only limited attention has been paid in the literature to two other important aspects 

of this topic: the subjective experience of parenting while living with a severe mental 

illness; and the viewpoint of parents with a severe mental illness about what they 

need and want from mental health services. 

A great deal more information is available with respect to the issues and needs of 

children who have a parent or parents with a severe mental illness and to a limited 

extent the research literature provides guidance about how to respond to the needs of 

these children. A review of this child-orientated literature however, quickly reveals 

at least one major shortcoming: the practice approach discussed generally focuses on 

the child's needs in isolation from their parents. Missing from most of the literature 

on this subject is an integrated parent-and-child, or family-centred approach, to either 

understanding the issues facing children in families where a parent has a severe 

mental illness, or intervening in response to these issues. 

This thesis and the study upon which it is based responds to some of the gaps evident 

in the literature. It is centrally concerned with developing an understanding of 

clinical practice in a Community Mental Health Service (CMHS) in relation to 

clients who are parents, and their children. It does this by threading together 

understandings gleaned primarily from three sources: A review of the literature, an 

exploration of the subject with clinicians working in a CMHS, and clients of the 

same service who are parents affected by psychiatric disability. 

Aim and method 

This study aims: 

• Firstly, to explore how clinicians in a CMHS understand and respond in their 

practice to the issues facing parents and their children 

• Secondly, to explore the practice issues encountered by clinicians within this 

service delivery context in relation to clients who are parents 
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• Thirdly, to provide a perspective from parents who are in receipt of services from 

theCMHS 

• And finally, to explore what the findings from the research, and from the 

literature, reveal about clinical practice with parents and children in this 

community mental health setting. 

The general approach chosen to achieve these aims sits unambiguously within a 

qualitative research paradigm. This will be discussed in greater depth in Chapter 

Three, however, a brief outline of the method and methodology utilised is presented 

below. 

The study utilises focus groups as the principal method for generating and gathering 

data. Focus groups have been chosen because they offer a unique opportunity for the 

generation of rich qualitative data through interactive process (Morgan, 1997). 

Group processes have been identified as a valuable method for researching with 

professional groups. They provide a forum in which participants can explore their 

attitudes, feelings, responses and ideas on aspects of the study's topic through a 

lively interactive medium (Gibbs, 1997). 

In this study five focus groups in total are held. Four of the groups compnse 

participants who are mental health clinicians working within a Community Mental 

Health Service1 in Christchurch, New Zealand. These groups provide the main focus 

of the study. Here the workers describe their practice in relation to clients who are 

parents, and through a process of discussion with colleagues, develop and expand on 

this. In these groups participants explore together their understandings of, and 

responses to, the issues and needs of clients who are parents. They also explore, both 

as individuals, and as a group, the issues or factors that impact on or influence their 

practice with these clients. 

1 The CMHS on which this study is based is one part of the mental health service provided by 
Healthlink South Limited, a large provider of hospital and health services lpcated in Christchurch, 
New Zealand. 



5 

The fifth group has been undertaken with parents who are clients of the CMHS. The 

client focus group provides an additional and in many respects, a very different 

perspective on clinical practice to that provided by mental health professionals. The 

participants of the client focus group are all current clients of one of the four 

Community Mental Health Teams (CMHT) in Christchurch in which the participants 

of the other focus groups work. Participants in this focus group discuss their 

experience of parenting with a severe mental illness and of being a client of the 

CMHS. They offer a number of clear insights into the issues that are of concern to 

them as well as what they need and want from the clinicians with whom they work. 

The purpose of this group is to establish a client context and reference point for the 

data gathered from staff. 

A thematic analysis has been used to interrogate the large quantity of qualitative data 

generated from the focus groups. These processes are wholly inductive with their 

findings stemming directly from, and grounded soundly in, the data. They are also 

multi-levelled with the analysis at each level taking the analysis from very specific 

micro codes for small parts of the data through to broader and increasingly more 

abstract categories. 

Organisation of the thesis 

The thesis has been generally ordered into four parts. Part One contains this 

introductory chapter. The introduction provides a overview of the purpose, rationale, 

and aims of the study, and a brief summary of the methods employed. 

Part Two of the thesis provides the literature review. Chapters One and Two review 

two key streams within the literature: firstly, research into the effects of parental 

mental illness on children and secondly, research into the perspective of parents and 

children in these families. In particular, the literature review highlights issues of 

relevance to clinical practice with clients of mental health services who are parents, 

and their children. Chapter One focuses on an extensive body of literature that 

focuses on the effects of parental mental illness on children. The issues and needs of 

children in this situation, as these are outlined in this literature, are also presented. 
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Chapter Two looks at a relatively new and less extensive body of research and 

literature on the experience of parenting with a psychiatric illness, and the meaning 

this experience may have for children in these families. Significantly, these stories 

present the views of parents and children who have first hand experience of this 

situation. 

Part Three of the thesis focuses on the research undertaken within this study. The 

chapters discuss the design of the study, and the study's descriptive findings. 

Chapter Three contains a thorough account of the general methodological approach 

taken, specific design details, and related issues. The thematic analysis of the 

clinician focus groups is then discussed in Chapters Four, Five and Six. Chapter 

Four examines the understandings that clinicians have of the issues facing clients 

who are parents and their children and then Chapter Five examines the clinical 

practice of participants in relation to this client group. 

Chapter Six contains the remainder of the findings from the thematic analysis of the 

data from the four professional focus groups and reveals more about the clinical 

practice of participants. In particular it sheds light on factors which appear to impact 

on, or shape, practice and on issues that arise from practice that are of concern to 

them. 

Chapter Seven completes the presentation of the study's descriptive findings. It 

presents the findings from the client focus group thus providing a reference point for 

the professional focus group data. 

Part Four of the thesis provides a synthesis of the findings to document and establish 

understandings about clinical practice in relation to parents and children in an adult 

mental health service setting. Where appropriate these findings are examined in the 

context of the research explored in the literature review and additional literature that 

has significance to the findings of the study. 
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PART TWO: THE LITERATURE REVIEW 



CHAPTER ONE 

THE EFFECTS OF PARENTAL PSYCHIATRIC DISORDER ON 

CHILDREN 

Introduction 

8 

As noted earlier, this thesis is centrally concerned with understanding the ways in 

which mental health workers work with clients who are also parents, and how this 

work may include the children within the family. This area of clinical practice is no 

different from any other in that it has an underpinning knowledge base, which 

emerges not only from research initiatives and clinical practice, but also directly from 

clients themselves. A degree of understanding of this knowledge base and of the 

issues faced by these families and their individual members is an essential ingredient 

for effective practice. 

There exists more than four decades of concentrated research activity on wide 

ranging aspects of this topic and a great deal of published literature. The scope of the 

literature and research, therefore, is very broad. 

The primary focus of the literature review presented in this chapter is on core aspects 

of the knowledge base related to children whose parents are mentally ill. The 

emphasis is on research findings fundamental for informing clinical practice with 

children and their families where a parent has a severe mental illness. 

This will be achieved firstly through a brief historical overview of research on 

children where a parent has a severe mental illness. Major findings will be described 

and themes and directions that have enduring relevance for clinical practice will be 

identified. The chapter then continues with a description of risk factors, which 

increase the likelihood of disorder or disturbance in children, and protective factors, 

which serve to ameliorate such risk. 
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CHILD OUTCOME LITERATURE 

Historical overview 

The early studies in this field focus primarily on determining if an association 

between parental mental illness and psychological disturbances in offspring exists. 

Such an association is first noted in the literature as early as 1923 (Canavan and 

Clark, 1923, as cited in Rutter, 1966), however, it is not until the late 1950's that 

more systematic research into the relationship between parental mental illness and 

disorder in children begins to occur. 

Despite the methodological shortcomings of some studies, research efforts since the 

1950's conclude consistently that the children of parents with a severe mental illness 

have a much greater risk of developing a mental disorder during childhood and 

adolescence than children of well parents (Beardslee, 1998; Hammen, Burge, Burney 

and Adrian, 1990; Rutter and Quinton, 1984; Zahn-Waxler, Mayfield, Radke

Yarrow, McK.new, Cytryn and Davenport, 1988). In addition to a higher likelihood 

of a formal mental disorder, these studies have also found that children of parents 

with a severe mental illness are more likely to show significantly increased rates of 

emotional, behavioural and mental disturbance than the offspring of non-ill parents 

during childhood and adolescence (Rutter, 1966; Rutter, Quinton and Yule, 1977). 

As Waters (1986:1) states the children of parents with a severe mental illness face "a 

spectrum of risks". 

There are a number of significant historical studies, each of which contributes 

considerably to the knowledge base of their day and have enduring relevance. 

The first study to provide important data on the prevalence and incidence of 

disturbance in children of parents with a mental illness is that of Buck and Laughton 

(1959) in Canada (as cited in Rutter, 1966). This study is important as it is seen as 

demonstrating for the first time in a reasonably reliable way, that there is "an excess 

of psychiatric disorder in the children of neurotic parents ... " (Rutter, 1966:13). 
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Another landmark study was undertaken by Rutter (1966) in the late 1950's. In 

addition to its comparatively sound methodology, this study is significant in several 

ways. Firstly, it confirmed an association between mental illness (and chronic 

physical illness) in parents, and disorder in children. Secondly, it looks at several 

key variables such as the temperamental characteristics of the child and the degree to 

which the child featured in the illness symptoms the parent experienced. This 

represented a successful attempt to examine the association between parental and 

child disorder in more depth than had previously occurred. 

Based on the findings of this study Rutter (1966) was one of the first researchers to 

conclude that in general there does not appear to be a strong relationship between the 

specific psychiatric diagnosis of the parent and the diagnosis of his or her child. 

Only a minority of high-risk children are likely to have the same type of mental 

illness experienced by their parent (Feldman, Stiffman and Jung, 1987). These 

findings have generally been confirmed by subsequent investigators, except in the 

case of major depressive disorder, where there is some evidence to suggest that there 

may be an association between this disorder in parents and depression in children. 

Depression is the only mental disorder for which children of parents with major 

depression show a significantly increased risk (Rutter and Quinton, 1984; Downey 

and Coyne, 1990). 

Rutter's 1966 study also has a particular relevance to this thesis in that the author, in 

his write up of the research, makes one of the first direct references to the need to 

connect emerging knowledge in this area with clinical practice. He advises 

psychiatrists who work with adult patients who are also parents to "inquire not only 

about the symptoms but also about the impact of the symptoms on other people" 

(Rutter, 1966: 166). He also offers a number of concrete suggestions in relation to 

questions the doctor could ask to achieve this. 

In the 1970's Rutter and Associates (Rutter, 1974) undertook a further significant 

study. This was with a population of 10-year-old children in two separate locations-
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an inner London Borough and on the Isle of Wight. Not only does this study confirm 

that a higher proportion of children experiencing mental health difficulties have 

parents with a mental disorder, it also adds significantly in other ways to the field's 

emerging knowledge base. It does this by identifying a number of family, social and 

individual variables associated with mental disorder and behavioural disturbance in 

childhood where a parent has a severe mental illness. These variables are now widely 

known as risk factors and are discussed in some depth later in this chapter. 

What is the risk? 

The literature reveals no one answer to the question 'what is the risk that a child with 

one or both parents with a mental illness will develop a mental disorder themselves?' 

However, what the literature does provide, through its overwhelming confirmation 

that children in this situation are at greater risk than children of well parents, is a 

clear rationale for why clinicians working in adult mental health services need to be 

alert to the needs of the children of their clients. 

Much of the information available on the prevalence and incidence of mental 

disorder and disturbance among children whose parents have a mental illness is 

specific to a particular parental diagnosis or grouping of diagnoses. 

A great deal of research focuses on children considered at risk for schizophrenia 

through having one or both parents with the illness. Much of this research on high

risk2 subjects has been conducted prospectively commencing in the 1960s and 1970s 

(Olin and Mednick, 1996). 

The lifetime prevalence of schizophrenia is estimated to be between 0.5% and 1.0%. 

This increases to 12 to 16% for individuals with one first-degree biological relative 

with schizophrenia (American Psychiatric Association, 1994; Pamas, Cannon, 

Jacobsen, Schulsinger, Schulsinger and Mednick, 1993). The Copenhagen 1962 

2 In the 1960's Mednick and Schulsinger (1968) introduced the 'high risk' method for the study of 
psychopathology. This method was developed primarily to study the aetiology of psychiatric illness 
and to identify variables for the early identification and primary prevention of it (Olin and Mednick, 
1996). 
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High Risk Project found that where both parents had a schizophrenia-spectrum 

disorder, 25% of the study's subjects had developed schizophrenia at last follow up, 

when the subjects averaged 42 years of age. Separation, either by adoption or 

fostering, from biological parent(s) with the illness has not been found to 

significantly decrease the risk {Tienari, Sorri, Lahti, Naarala, Wahlberg, Moring, 

Pohjola, and Wynne, 1987). 

Psychotic disorders and schizophrenia are rare in childhood and early adolescence 

usually manifesting in young adulthood, specifically during the twenties (American 

Psychiatric Association, 1994). However during the childhood years, a significant 

proportion of the children of parents with schizophrenia will have persistent social, 

emotional, academic and behavioural difficulties and some of these difficulties will 

meet the diagnostic criteria for mental disorder (Hans, Marcus, Henson, Auerbach 

and Mirsky, 1992; Janes, Weeks, and Worland, 1983). 

Affective disorders are even more common in the general population than psychotic 

illnesses and reported rates of psychiatric diagnoses in children of parents with an 

affective or mood disorder, range from 40% to 45% (Beardslee, Bemporad, Keller 

and Klerman, 1983) and 8% to 92% (Beardslee, Versage and Gladstone, 1998). 

Lavoie and Hodgins, ( as cited in Beardslee et al., 1998: 113 5), following an analysis 

of findings from a number of significant studies concluded that: 

Approximately 61 % of the offspring of parents with a major depressive 
disorder will develop a psychiatric disorder during childhood and adolescence 
and are four times more likely to develop an affective disorder than children 
with non-ill parents. 

Like the children of parents with a psychotic illness, the children of parents with an 

affective disorder, are more likely than children in the general population to 

experience various symptoms of psychiatric and psychological disturbance (Rubin, 

Both, Zahn-Waxler, Cummings and Wilkinson, 1991 ), poor physical health, and 

problems in social and academic functioning (Orvaschel, Weissman, Padian and 

Lowe, 1981). 
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Downey and Coyne (1990:59) summarise the problems experienced by children of 

depressed parents as thus: 

Children of depressed parents show heightened rates of general problems in 
adjustment; putative markers at risk for depression and clinical depression. 
Difficulties are found even in infancy. They emerge in peer, teacher, and 
observer reports as well as in self and parent reports. The general adjustment 
problems shown by children of depressed parents include social and academic 
difficulties at school and internalising and externalising behaviour problems. 
In showing these problems, they resemble other children who experience the 
stress and disruption that accompany serious parental psychiatric or medical 
illness. 

The Diagnostic and Statistical Manual of Mental Disorders Fourth Edition (DSMIV) 

puts the prevalence of Bipolar I Disorder at between 0.4% to 1.6%. However, the 

lifetime prevalence of children and other first-degree biological relatives of 

individuals with Bipolar I Disorder developing the disorder have been estimated at 

between 4% and 24% (American Psychiatric Association, 1994). 

Rutter and Quinton (1984), in a four year prospective study, conclude that important 

implications exist for children where parents have a diagnosis of personality 

disorder3 regardless of the presence of co-morbid serious mental disorder such as 

major depression or schizophrenia. Where a parent-patient has a personality disorder 

they found that: 

• For the majority, this disorder and its associated symptoms persists throughout the 

period of the study 

• Their spouses frequently suffer from an affective disorder; 

• Marital discord and/or breakdown is twice as frequent than in relationships where 

either parent has a personality disorder 

3 The DSM IV describes personality disorder as: 
An enduring pattern of inner experience and behaviour that deviates markedly from the 
expectations of the individual's culture, is pervasive and inflexible, has an onset in 
adolescence or early adulthood, is stable over time, and leads to distress or impairment 
(American Psychiatric Association, 1994:629). 

The most common personality disorders found in clinical settings are Dependent, Antisocial and 
Borderline types. 
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• The incidence of psychiatric disorder and disturbance in their children and the 

persistence of these difficulties is significantly higher than where neither parent 

had a personality disorder 

• The increase in rate of persistent disturbance is not found in the absence of hostile 

and aggressive parental behaviour. 

This study is significant in two ways. Firstly, it highlights the relative frequency of 

personality disorders in clinical populations and the impact of this on family life. 

Secondly, it further confirms the central role of two factors that are associated with 

poor outcomes for children: marital conflict and hostile/aggressive parental 

behaviour (ibid.). 

The focus of researchers has gradually shifted from determining the degree of risk 

towards uncovering the mechanisms through which severe mental illness and other 

disturbances are transmitted from ill parents to their children (Devlin and O'Brien, 

1999). 

However, despite extensive and increasingly sophisticated research over several 

decades, the literature remains inconclusive, and at times contradictory, about the 

specific mechanisms which lead to the increased risk status of children of parents 

who have a mental illness (ibid.). The pathways for transmission of parental illness 

to children are not yet known and questions about the specific role of genetic 

vulnerability's compared with various contextual factors remain unanswered 

(Downey and Coyne, 1990). 

The primary response of researchers to this puzzle has been to focus on identifying 

the variables or risk factors, which appear to be most strongly associated with the 

increased risk status of children of parents with a severe mental illness. What has 

emerged from the shifting emphasis in the research is a wealth of information which 

can be used by clinicians working with children who have a mentally ill parent to 

maximise the possibility of good outcomes for children and parents where a parent 
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has a psychiatric disability. In particular, this is the information on risk, resiliency 

and protective factors. 

Risk factors 

Norman Garmezy describes risk factors as those circumstances that increase the 

likelihood that a child will develop an emotional or behavioural disorder compared 

with children from the general population (as cited in Smith and Carlson, 1997). 

There is considerable agreement in the literature on which groupings of risk factors 

are more likely to be associated with negative outcomes in children of parents with a 

severe mental illness. These include: 

• Genetic influences 

• Factors related specifically to the illness of the parent 

• Family factors such as marital discord and parenting difficulties 

• Certain social or environmental conditions such as poverty 

• The individual characteristics of the child. 

(Beardslee, 1998; Devlin and O'Brien, 1999; Rutter, 1985; and Waters, 1986). 

Genetic factors. There is compelling evidence to support the assertion that there is a 

genetic link in the increased risk faced by children with a mentally ill parent. The 

incidence of mental disorder and other disturbance is significantly higher in children 

with two ill parents than in children with one or no ill parents (Silverman, 1989). 

Several adoption studies also demonstrate the importance of genetic factors 

independent of the environment (Olin and Mednick, 1996). A greater prevalence of 

schizophrenia has been found among adoptees, and children fostered from the care, 

of biological parents with schizophrenia than among adopted children of control 

parents (Heston, 1966; Rosenthal, Wender, Kety, Weiner and Schulsinger, 1971; 

Tienari et al., 1987). 

Features of the parental illness. The nature and duration of the illness experienced 

by the parent appears to be a more important risk factor than their specific diagnosis 

(Sameroff, Seifer, Zax, and Barocas, 1987). In particular, severe and chronic mental 
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illness in parent(s) is repeatedly found to be associated with poor child outcome and 

is considered to be an important risk factor (Keller, Beardslee, Dorer, Lavori, 

Samuelson and Klerman, 1986; Rutter and Quinton, 1984). 

Family factors. There is considerable evidence that certain family factors, 

particularly marital discord and parent-child conflict, play a significant role in the 

occurrence of mental disorder and disturbance in children whose parents have a 

mental illness (Emery, Weintraub and Neale, 1982; Fendrich, Warner and Weissman, 

1990; Rutter and Quinton, 1984). A particularly strong association between a child's 

exposure to hostile behaviour, a typical feature of marital discord and parent-child 

conflict, and the occurrence of childhood disorder and difficulties has also been 

established (Feldman, Stiffman and Jung, 1987; Goodman and Brumley, 1990; 

Rutter and Quinton, 1984). 

It is not uncommon for both parents in a family to have a mental illness and not 

surprisingly, a link between this and an increased risk of child maladjustment has 

been confirmed (Rutter and Quinton, 1984; Weissman, Leckman, Merikangas, 

Gammon, and Prusoff, 1984). To a large extent this increased risk appears to stem 

from the child's greater exposure to parental discord although the child's greater 

genetic vulnerability is also a factor (ibid.). 

Rutter asserts that it is hostility and conflict which directly involves the child in some 

way that will have the greatest negative impact (Rutter, 1985). The findings of 

Fendrich and Associates' study lend weight to Rutter's statement. They find that a 

child's risk for mental disorder (particularly conduct disorder and major depression) 

mcreases: 

• Eighteen fold when exposed to marital conflict 

• Six fold when exposed to parent-child discord 

• Six fold when exposed to parental divorce 

• Eight fold when exposed to affectionless control. 

(Fendrich, Warner and Weissman, 1990). 
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Social factors. In addition to the role that family factors play, there is considerable 

evidence to suggest that adult mental illness is commonly associated with social 

disadvantage such as poverty, job insecurity or unemployment, and reliance on 

welfare benefits (Hammen, Gordon, Burge, Adrian, Jaenicke and Hiroto, 1987; 

Weissman, Gammon, John, Merikangas, Warner, Prusoff and Sholomskas, 1987). 

Factors such as these lead to low socio-economic status and contribute to the level of 

adversity and stress a family faces (Garmezy and Masten, 1988). They represent 

significant psychosocial stressors and have been found to be compelling indicators of 

likely disturbance and difficulty in children whose parent( s) has a severe mental 

illness (Feldman et al., 1987; Hammen et al., 1987). 

Characteristics of the child. The sex and temperamental characteristics of the child 

appears to play a part in outcome. Boys are shown to be slightly more at risk for 

difficulties than girls although findings vary as to the age at which this is more likely 

to be so (Rutter, 1970; Rutter and Quinton, 1984). 

A more significant risk factor in this category however, is the presence of adverse 

temperamental characteristics in the child. Such children are twice as likely as other 

children in the same family to be the recipient of parental criticism and hostility 

(Rutter, 1979; Rutter and Quinton, 1984). 

Parental criticism and hostility is most likely to focus on a temperamentally 
'difficult child' which in turn leads to maladaptive patterns of parent-child 
interaction further increasing the vulnerability of that child (\.Vilson, 1995:8). 

All of the above risk factors have the potential to compromise the well being of 

children in families where a parent has severe mental illness. In recent years, as 

researchers have focused on uncovering the mechanisms which lead to poor 

outcomes for some children, more has become known about the relative value of 

these risk factors. 

Important information for clinicians working with these children to have is that the 

number and cumulative effect of risk factors is a more important determinant of risk 

than the kind or type of risk factor (Downey and Coyne, 1990; Rutter, 1979; Rutter, 
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1987; Zigler as cited in Smith and Carlson, 1997). In a study of several risk factors 

including severe marital discord, maternal mental disorder, low social status and 

paternal criminality Rutter (1979) found that children with one risk factor are no 

more likely to experience psychiatric difficulties than children with no risk factors. 

However, when children are faced with two or more factors the risk increased 

fourfold. Research by Hammen and Associates (1990) also confirms a direct positive 

relationship between the number of risk or adversity factors faced by children and 

increased rates of emotional, behavioural and psychiatric difficulties. According to 

Silverman (1989: 1258): 

Genetic predisposition is not synonymous with expression of disease, and 
environmental stresses do not affect all people similarly ... The combination of 
genetic predisposition and chronic stressful environment ('double loading') 
now identifies a person as being at high risk rather than at risk .... 

This is also illustrated in Figure 1.1 
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Figure 1.1: Possible risk states for children of mentally ill parents 
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However, as Silverman and others point out, the presence of risk factors of any sort 

does not guarantee dysfunction. Many children in families faced with severe 

adversity do not develop a mental disorder or other persistent difficulties (Rutter, 

1987; Silverman, 1989; Werner and Smith, 1982). 

In addition to the identification of so named resilient children the literature also 

contains reference to the phenomenon that for some children, severe adversity can in 

fact be health-enhancing (Bleuler as cited in Rutter, 1985). The assertion is that 

some children master such stressful situations by developing and successfully 

practising problem-solving skills, and also from a sense of achievement and 

fulfilment gained through required helpfulness (Rachman as cited in Rutter, 1985; 

Werner and Smith; 1982). 

It is important therefore, for anyone working with families where a parent has a 

severe mental illness to move beyond simple cause and effect models with regard to 

negative child outcome. A range of factors must be looked at including but not 

limited to risk factors. Also impo1iant is the concept of resiliency and the 

identification of those factors, which serve to protect children and enhance the 

likelihood of positive outcomes. 

Resiliency 

The research suggests that a consistent relationship exists between risks and 

adversities (such as parental mental illness) and child and adolescent well being. 

However, although the concept of risk suggests the potential for adverse outcomes, it 

also suggests that these can be avoided: an important understanding for anyone 

working with children considered at risk (Rak and Patterson, 1996). 

It has been shown that although some children in families where a parent has a severe 

mental illness experience a host of difficulties, many, if not the majority of children 

in these families, actually do well (Anthony and Cohler, 1987; Rutter, 1979; Rutter, 

1987; Feldman et al., 1987). As Beardslee and Associates put it "these individuals, 
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identified as resilient, exhibit the ability to adapt successfully despite the presence of 

significant adversity" (1998: 1139). 

Whereas risk factors are "any influences that increase the probability of onset, 

digression to a more serious state, or maintenance of a problem condition" (Kirby 

and Fraser, 1997:11), resiliency, on the other hand, "denotes positive adaptation and 

competence despite the presence of substantial risk" (Smokowski, 1998:338). 

There has been considerable research on resiliency since it was first identified as a 

concept over 20 years ago much of it in the mental health field and focusing on 

families where a parent has a mental illness (Beardslee, 1998). The contributions of 

three researchers, Werner (with Smith), Rutter, and Garmezy stand out as pivotal to 

the development of knowledge in this field (Rak and Patterson, 1996). 

Arguably the most significant longitudinal study in this field of research is that 

undertaken by Werner and Smith on the island of Kauai in Hawaii, the findings of 

which have been published widely (see Werner, 1992, 1994; and Werner and Smith, 

1977, 1982). 

In this study all 698 children born on Kauai in 1955 are followed from the perinatal 

period to ages 1, 2, 10, 18 and 32 years. Fifty four percent of these children lived in 

poverty and approximately a third were considered at high risk through the presence 

of a number of biological and psychosocial risk factors, including the occurrence of 

stressful life events (Werner, 1995; Werner and Smith, 1977). The variables studied 

change as appropriate for the developmental stage of the cohort at each follow up 

point. The overall goal of the research however, was to differentiate those high-risk 

children who go on to lead successful lives from those who develop a range of 

emotional, behavioural, or social problems (Werner, 1992; Werner and Smith, 1982). 

The researchers were also interested in the duration of those problems and whether, 

when and in what circumstances they abate as the child grew up. 
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Another researcher Garmezy has been involved, over many years, in a number of 

significant studies, which have looked at the concept of resiliency and risk, as it 

relates to a wide range of childhood environmental stressors. These include parental 

psychopathology (Garmezy, 1974), wars and floods (Garmezy and Rutter, 1985), and 

poverty and related factors such as race and family structure (Garmezy, 1991). 

Rutter, a third significant researcher and author in this field has been involved, either 

as the primary researcher or with others, in a large number of studies which have 

focused on issues relating to risk and resiliency and has made significant 

contributions to the development of knowledge in this field. Much of Rutter's work 

focuses on resiliency as it relates to parental and child mental illness, and how these 

are related. He has extensively examined the relative importance of various risk 

factors and how these affect outcomes in children (Rutter, 1966, 1979, 1985; Rutter 

and Quinton, 1984). 

These and many other studies of at-risk children have identified a number of 

protective factors. These factors have been present in the lives of those children and 

youth who display competence and psychological adjustment ( and therefore 

resiliency) in the face of adversity (e.g. Anthony, 1987; Beardslee and Podorefsky, 

1988; Rutter, 1987). 

Protective factors 

Rutter (1985:600) defines protective factors as" .. .influences that modify, ameliorate, 

or alter a person's response to some environmental hazard that predisposes to a 

maladaptive outcome". Feldman and Associates (1987) found that the absolute 

number of stressful life events is less important than the relative balance between 

those stressors and protective factors within the child's environment. 
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Rak and Patterson (1996) have classified the protective factors that have been 

identified into the following aspects: 

• Personal characteristics and abilities of resilient temperament 

• Family conditions that promote resiliency 

• Supports in the environment 

• Self-concept factors. 

Each of these factors are discussed in more depth below: 

Personal characteristics and abilities of resilient children. Protective factors in this 

category include personality factors such as a sense of humour (Garmezy, Masten 

and Tellegen, 1984), and an easy temperament. For example, a temperament that 

elicits positive responses from others and aids the child to view their environment 

and all that is going on around them in a positive way (Rutter, 1979, Werner, 1995). 

Others include: 

• Intelligence good communication, problem solving and coping skills 

• Participation in school and extra curricular activities 

o An involvement and interest in interpersonal relationships 

• Successful social coping. 

(Beardslee and Podorefsky, 1988; Garmezy, Masten and Tellegen, 1984; Tiet, Bird, 

Davies, Hoven, Cohen, Jenson and Goodman, 1998; Werner, 1995) 

Family conditions that promote resiliency. Factors such as a stable, cohesive family 

(Garmezy, 1987); favourable home environments; an absence of marital discord; 

strict parental supervision and strong familial bonds (Garmezy, et al., 1984; Rutter, 

1979; Tiet et al., 1998) have all been found to promote resiliency in the presence of 

risk. Of value also is a good relationship with one or more parent (Rutter, 1989 as 

cited in Rutter, 1990), and positive parental role models (Rutter, 1984). 

Supports in the environment. Many studies on resiliency identify role models and 

supports outside of the immediate family as positive and protective for children at 
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risk. For example, those members of the extended family, teachers, school 

counsellors, cultural and religious elders, friends and neighbours of the family who 

were able to provide emotional support in times of need (Beardslee and Poderefsky, 

1988; Garmezy et al., 1984; Gilligan, 1997; Werner, 1995). Silverman (1989) found 

that supports such as these are significant because they provide an independent 

source of positive feedback for the child. 

Rutter (1984) has also identified positive experiences provided by schools: success in 

sports, achievement in a particular area such as music, and social success ( anything 

the child succeeds in or gets pleasure from) as being of importance for buffering or 

protecting the child from adversities and promoting resiliency. 

Self-concept factors. This final category contains what has been determined to be 

one of the most important protective factors. This is the presence of self

understanding (Anthony, 1987; Rutter, 1987). Beardslee and Podorefsky (1988) 

found in their study of youths with a parent with an affective disorder, that self

understanding includes a high level of awareness of their parent's illness. This 

awareness went hand in hand with the adolescent's ability to see themselves as 

separate from their parents. It was also associated with an absence of self-blame and 

feelings of guilt related to their parent's illness. 

A positive self-concept, or sense of self-worth, and a belief in their own 

effectiveness, in other words good self-esteem, have also been found to be positively 

associated with resiliency and competence in children at-risk (Werner, 1995). 

As knowledge in this field has developed and factors have been identified which 

serve to buffer or protect children who are faced with adversity, there has been a 

parallel growth of interest in prevention and early intervention with families where a 

parent has a severe mental illness. 
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Prevention and early intervention: Implications for clinical practice 

Waters ( 1986) asserts that much of the child disorder and other difficulties that occur 

for children of parents with a serious mental illness is preventable and challenges 

mental health professionals to act proactively in this regard. Beardslee (1998:526) 

develops this theme further in a recent paper titled 'Prevention and the Clinical 

Encounter' and reminds those who work with families that: 

Promoting resilience [has] proved far more effective than . . . targeting 
negative outcomes, for purposes of both alliance-forming and assisting 
change. [A] focus on health promotion and resilience should be considered 
an essential component [ of clinical practice]. 

The effects/outcomes and resiliency literature has the potential to be a rich resource 

for mental health service providers and clinicians who work with parents with a 

mental illness, and their children. A large amount of empirically sound information 

exists on which programs to prevent psychiatric and other problems for children in 

these families could be based. Much is now known about the sorts of interventions 

that might be helpful. 

Although the literature on promoting psychosocial resilience and risk modification 

contains a number of key messages for practice, these can usefully be subsumed 

under two major clinical strategies. Firstly the reduction of risk impact and secondly 

the promotion of protective mechanisms (Rutter, 1987). 

Reduction of risk impact. This involves: 

• Reduction of stressors, and especially a pile-up of stressors (Masten, 1994). This 

may involve for example, providing support and intervention to the parent(s) 

around any major psychosocial stressors such as employment, financial or marital 

difficulties 

• Altering the meaning or danger of the risk variable for the child (Rutter, 1987). 

For example, ensuring the child has information about the parent's mental illness 

that is appropriate for their developmental level and that will improve their 

understanding of the situation 
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• Altering the child's exposure to, or intimate involvement with, the risk situation 

(Rutter, 1987). For example, ensuring the parent receives effective treatment for 

their illness and to prevent relapse, and providing opportunities for the child to get 

involved in activities that takes them out of the risk situation at times 

• Increasing available resources. For example, access to health resources and 

educational resources (Smokowski, 1998). 

Promotion of protective mechanisms. This may involve interventions which: 

• Promote self-esteem, a belief in self-efficacy and good coping skills in the child 

(Rutter, 1985) as well as interventions which assist parents to learn how to 

promote competencies such as these in their children (Beardslee, Wright, Salt, 

Drezner, Gladstone, Versage and Rothberg, 1997) 

• Support parents to parent effectively and positively (Masten, 1994) 

• Facilitate good communication between parents, and between parents and their 

children (Beardslee, Salt, Porterfield, Rothberg, Van De Velde, Swatling, Hoke, 

Moilanen and Wheelock, 1993) 

• Enhance emotional closeness, supportiveness and stability in family (ibid.) 

• Actively foster the interests, involvement and talents of the child in cultural, 

leisure and school activities (Gilligan, 1997) 

• Provide opportunities for the child to develop relationships with supportive adults 

other than their parents. For example, teachers, extended family members, 

cultural, church and youth leaders and sports coaches (Smith and Carlson, 1997). 

Conclusion 

The extensive body of literature on the effects of parental mental illness on children 

contains a wealth of essential information for clinicians who wish to work effectively 

with adult clients and their children. Not only does it confirm the increased risks 

these children face, it also offers specific information on the factors which increase 

these risks, as well as those which serve to protect children and promote resiliency 

despite them. 
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To intervene effectively and within a preventative paradigm it is essential that 

clinicians have a good knowledge of what constitutes risk factors and also of the 

protective processes or mechanisms that work to ameliorate these. This is of 

particular importance because the overall pattern of findings indicates that 

psychosocial or environmental risk factors, many of which are potentially modifiable 

by appropriately targeted interventions, play a far more significant and central role 

than non-modifiable factors such as genetic vulnerability's (Feldman et al., 1987). 

As Rutter suggests "the risk to this group of children lies not in the genes or the 

direct effect of the parental illness, but in the social and other adversity that results 

from having a parent with a mental illness" (as cited in Devlin and O'Brien, 

1999:20). In addition to targeting risk factors, clinical practice needs to be focused 

on interventions which promote and strengthen resiliency in the child and enhance 

individual and familial protective factors. 

Children however, do not exist in isolation from their parents or caregivers. To work 

preventively and usefully with these families it is important that clinicians integrate 

their knowledge of the issues that face children in this situation with knowledge 

about the issues from a parent's perspective. This may include how the parent views 

the parenting role, the impact of the illness on the fulfilment of this role, the parent's 

needs in relation to this and the resources/supports they have to call on. Information 

about the context within which the parenting occurs is also important, for example, 

the family's socio-economic circumstance. 

Although research into the effects of parental mental illness on children has been 

under way for decades it is only over the last five or so years that research that 

provides insights into the parenting experiences of people with serious mental 

illness, or the experience of having an ill parent, has been occurring. In the following 

chapter the findings from some of these groundbreaking studies will be examined in 

relation to both their findings and their relevance for informing good clinical practice 

with clients who are parents, and their children. 
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CHAPTER TWO 

THE PERSPECTIVE OF PARENTS AND CHILDREN 

Introduction 

There is no doubt that the traditional emphasis in the literature on the effects of 

parental mental illness on children and on risk, resilience and protective factors has 

produced a body of accessible and useful information for clinicians working with 

families where a parent has a severe mental illness. However, a significant limitation 

of this literature is that it offers clinicians little insight into the subjective experience 

of parenting with a mental illness or the meaning of this experience for children. Of 

concern also is the strongly negative flavour of the literature regarding the parenting 

adequacy of people with a mental illness and the predominant focus on documenting 

parenting deficits to the exclusion of strengths and competencies. Mental health 

clinicians wishing to increase their knowledge about how to assist clients to parent 

effectively as well as manage their illness, and how to intervene to meet the needs of 

this client group would be hard pressed to locate the information they sought. 

Fortunately such shortcomings have recently been recognised and a number of 

researchers have responded by focusing their studies on parents in this situation (see 

for example Blanch, Nicholson and Purcell, 1994; Mowbray, Schwartz, Bybee, 

Spang, Rueda-Riedle, and Oyserman, 1998; Nicholson, Geller and Fisher, 1996). 

The primary aim of this chapter is to present information drawn from the literature, 

which can inform and guide clinical processes involving clients of adult mental 

health services who are parents and their children. It will achieve this aim by firstly 

providing a brief review of an emerging body of literature that is beginning to 

illuminate the perspective of parents with a severe mental illness. The chapter will 

then explore the issues from the perspective of children who have a mentally ill 

parent. 
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SEVERE MENTAL ILLNESS AND PARENTING 

Given the relatively recent nature of the parent-focused literature and the fact that it 

represents a significant new emphasis for researchers, it is helpful to begin with a 

discussion about the changing societal and service delivery context from which it has 

emerged. The meaning of parenthood to adults with severe mental illness will be 

explored and the assertion that parenthood can have a significant rehabilitative 

function examined. An overview of the issues of most concern to parents in this 

situation will then be presented. 

Context: then and now 

In part the gaps previously evident in the literature can be understood in the context 

of a society, and its mental health services, which until relatively recently did not 
) ) 

recognise that people with serious mental illness had sexual and reproductive lives or 

rights (Test and Berlin, 1981 ). For many years it was common for parents who were 

diagnosed with a severe mental illness to lose custody of dependent children 

permanently or for very long periods. For many women this occurred immediately 

after the birth of their child (Apfel and Handel, 1993). 

However, over recent decades more parents with a mental illness have been retaining 

custody of their children. In part this is a result of an increased emphasis 

internationally on the fundamental importance of an ongoing relationship between 

children and their parents (Connolly, 1999). In Aotearoa New Zealand this has been 

reinforced strongly with the introduction of the Children, Young Persons and their 

Families Act (1989) which formalises family involvement in care and protection 

decision-making processes. 

Of probable greater influence however, has been the shift away from institutional to 

community based mental health services, and significant advances in the treatment of 

mental illness (Miller and Finnerty, 1996). These advances include shorter periods 

of hospitalisation, increased options in terms of recovery and rehabilitation focused 

mental heath programs, widely available and effective psychotropic medications with 



30 

fewer negative side effects, and the availability of a range of other effective treatment 

strategies (Philips, 1983 ). 

These developments have had many positive spin-offs for people living with severe 

mental illness. Nowadays it is more likely that they will confront and achieve many 

of the same developmental life tasks and normative social roles as other members of 

society. For example, severe psychiatric disability no longer automatically precludes 

people from being involved in sexual relationships, getting married or becoming a 

parent (Nicholson, Sweeney and Geller, 1998a:635). 

These changes appear to be most significant for women. In a study of gender 

differences in young adults with schizophrenia, women are more likely to be sexually 

active, living with a partner and involved in parenting children than men (Test, Burke 

and Wallisch, 1990; see also Goldstein, 1988; Seeman, 1982). 

Some insights into the sexual, reproductive and parenting lives of women with long 

term and severe mental illness living in the community are provided by an early 

study on family planning issues in this population. Out of 80 women aged between 

18 and 40 years of age: 

• 73% had been pregnant at least once 

• 23 % had had one or more miscarriage 

• 31 % had had one or more abortion 

• 45% or 36 women had had live births (Coverdale and Aruffo, 1989:1490). 

Although these findings indicate that pregnancy, childbirth and parenting are not 

uncommon among women in this situation, little statistically reliable data about the 

prevalence of parenting among people with a severe mental illness is available 

(Cowling, 1996). In Aotearoa New Zealand for example, the number of clients 

utilising mental health services who are parents is not known. Published data in this 

country about the use of mental health services is limited, at the time of writing, to 

1993 statistics about admissions 
) 
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to psychiatric in-patient services and does not include information on parenting 

status4. This lack of systematically collected data is not peculiar to New Zealand and 

where estimates of the prevalence of parenting in this population have been 

published, they vary considerably (ibid.). 

An Australian estimate suggests that "approximately 22% of women using public 

mental health services [in the State of Victoria] in 1994-1995 resided with their 

dependant children" (Aged, Community and Mental Health Division, 1997:5). The 

comparable figure for men was approximately 8%. However, as this report 

highlights, much of the information necessary to form a more accurate estimate of 

the size of this group is simply not collected. It is not known, for example, how 

many parents with severe mental illness using the State's mental health services have 

young children but do not have them living with them (ibid.). 

A survey of state-wide, publicly funded mental health services for people with 

serious and persistent mental illness in the State of New York in the United States 

found that 45% of female clients under the age of 35 were mothers of dependant 

children (Blanch, Nicholson and Purcell 1994). 

Findings from an English study published in 1993 suggest than an even higher 

proportion (60%) of the women surveyed, all with a serious and chronic mental 

illness, have children under the age of 16 (Iddamalagoda and Naish, 1993 as cited in 

Oates, 1997). Other data from the United Kingdom however suggests a figure of 

around 25% (Oates, 1997). 

Whatever the prevalence of parenthood among this population there is no doubt that 

many people who have severe mental ill health are having children and fulfilling 

parenting roles. It is undoubtedly positive that research is now occurring that gives 

voice to people in this situation. Not only does this provide an opportunity for 

4 In late 1999 the New Zealand Health Information Service was due to begin collecting more 
comprehensive data on mental health service use (both Hospital and Health Services, and non
government organisations). This is not going to Include data on the number of parents or 
dependent children among service users (New Zealand Health Information Service, 1999). 
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parents themselves to articulate their experiences and needs, it further enriches the 

knowledge base that will be drawn on by clinicians that work with this client group. 

The significance of the parenting 

It is clear from recent parent focused studies that the role of parent has great 

significance to many people who have a severe mental illness and to their recovery 

(Miller and Finnerty, 1996; Mowbray, MacFarlane, Oyserman and Bybee, 1998; 

Nicholson, Sweeney and Geller, 1998a; Schwab, Clark and Drake, 1991). There 

appear to be three key factors that make this the case: 

• The normative nature of parenthood 

• Parenthood as a source of satisfaction and achievement 

• The rehabilitative and therapeutic aspects of parenthood for people with a severe 

mental illness. 

The normative nature of parenthood. Not only is parenthood considered from a 

developmental perspective to be one of "the central tasks of adulthood" (Mowbray, 

Oyserman and Ross, 1995:189), it is a social role which is usually enduring and 

central to identity (Gopfert, Webster and Seeman, 1996). This has been found to be 

no less true for parents with a mental illness, whether custodial parents or not, than it 

is for parents without a mental illness (Sands, 1995; Schwab, Clark and Drake, 

1991). 

For people with a severe mental illness the parenting role can represent a tangible 

outward sign of normalcy and a sense of belonging or connection to the rest of 

society (Sands, 1995). Having the identity of parent, a role which is largely viewed, 

positively in society, may also be important for its value in counterbalancing the 

powerful and predominantly negative images commonly associated with mental 

illness (White, Nicholson, Fisher and Geller, 1995). 

Parenthood as a source of satisfaction and achievement. In a large longitudinal 

study involving women with long-term and persistent mental illness, Mowbray and 

Associates found that "most reported high levels of parenting satisfaction and 
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importance and most included a focus on the mothering role as a central part of who 

they were" (Mowbray, Schwartz et al., 1998:11). These findings confirmed the 

results of an earlier study which identified "the joys and delights associated with 

parenthood" as one of three significant themes to emerge from in-depth interviews 

with women with a serious mental illness (Mowbray, Oysennan and Ross, 

1995:196). 

The rehabilitative and therapeutic aspects of parenthood for people with severe 

mental illness. Successes in the realm of parenting can contribute to a positive sense 

of self among people with a mental illness (Zemencuk et al., 1995). A sense of self 

is important because it is considered to be one of the essential ingredients of 

rehabilitation and recovery when faced with severe mental illness (Davidson and 

Strauss, 1992). 

Not only can caring for children contribute to a sense of self-worth it can also be a 

strong motivator for parents to manage H1eir illness positively (Mowbray, Schwartz 

et al., 1998; Zemencuk et al., 1995). For some women being a parent also helps 

them to avoid drugs, alcohol and other behaviour or activities that could impact 

negatively on them, their functioning as a parent and oil their children (Mowbray, 

Oysennan, Zemencuk and Ross, 1995; Schwab et al., 1991). A desire to bring 

greater stability to their own and their children's lives and fulfil greater parental 

responsibilities have also been identified by these women as a motivating reason to 

remain involved in treatment (Sands, 1995). 

These findings and others emerging from studies aimed at understanding the 

experience of parenting for people who have a mental illness do more than represent 

new and interesting knowledge. They also have obvious relevance to clinical 

processes and to program development within adult mental health services. 

The literature suggests however, that the rehabilitative and therapeutic potential of 

the parenting role is largely unrecognised or ignored by clinicians and service 

providers (Nicholson and Blanch, 1994). As Zemencuk and Associates, point out 



34 

this represents a lost clinical opportunity to "increase women's self-esteem, feelings 

of competence and usefulness to others (Zemencuk et al., 1995:89). 

As well as providing important insights into some of the positive aspects of 

parenthood the parent focused studies have also uncovered much valuable yet 

concerning information about the stressful context in which people with a severe 

mental illness are parenting. 

Stressors 

For all, parenting is at times a challenging and stressful role involving a multitude of 

tasks, great responsibilities and erratic rewards. Parents with a psychiatric disability 

face additional challenges and stressors to those faced by parents not in this situation. 

One of the greatest of these is the need to provide for the well-being, care and 

development of their children at the same time as experiencing and dealing with 

psychiatric symptoms which are often distressing and disabling. The side effects of 

many of the medications commonly taken to treat the symptoms of mental illness 

may also impact negatively on the functioning of a parent who is mentally unwell. 

The symptoms of the illness, as well as the medication used to treat these, may 

impact on the parent in multiple ways. The parent's emotional responses, thought 

and communication processes, and even the ability to stay awake during the day may 

be affected. As one mother said: 

Do you know what it is like to be half there? ... At one moment you hear the 
giggles and see smiles and the next the clouds envelop so that you can do 
nothing at all; the muscles don't move - you want to do more and nothing 
happens - you weep inside and the baby cries outside. You want to stifle the 
tears-you want to love, but all that comes out is frozen - you reach over and 
never hit the mark (from Weissman, Paykel and Klerman, 1972 as cited in 
Philips, 1983:392). 

However, it is not only the dual challenge of parenthood and mental disorder that 

these parents have to manage. Findings from recent studies have confirmed that 

people with severe mental illness are often parenting in a very difficult 

environmental context (see Hammen et al., 1987; Mowbray, Schwartz et al., 1998). 
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One of the largest studies into the life situations of mothers with a severe mental 

illness has recently been undertaken in the United States (Mowbray, Macfarlane et 

al., 1998, Mowbray, Schwartz et al, 1998). This study has produced comprehensive 

data on the parenting circumstances of 379 mothers who have a psychiatric disorder 

of more than one year's duration. The parenting circumstances of the women in the 

study stand out because of the number and degree of stressors that they, and by 

default, their children5 experience on an everyday basis. These include difficulties 

that relate to unemployment, poverty, making ends meet, physical ill health and 

disability, and life events. 

Unemployment. Seventy eight percent of women participating in the study were 

unemployed. This is a particularly significant figure because it is over four times 

higher than the rate of unemployment for other women living in the same census area 

at the same time. 

Poverty. Not surprisingly more than two-thirds of the families of women in the study 

had an income which was below the poverty line. The comparable figure for other 

families from the same area is less than one third. 

Making ends meet. Only fourteen percent of respondents reported having had no 

difficulties paying for necessities such as transportation, clothing, food, rent and 

utilities, social activities and medical needs, over the three months prior to being 

interviewed. On the other hand almost sixty percent reported that they had not had 

enough money to pay for four or more of these items over the same period. 

Physical ill health and disability. Health problems and poverty often go hand-in

hand (National Health Committee, 1998) and for many of the women in this study, 

difficulties associated with physical health were a significant concern. Respondents 

on average rated physical health as having a hassle rate of three on the four-point 

scale used in the study. They also reported that their health status frequently limited 

their everyday activity. 

5 These women had 849 children among them who were between the ages of 4 and 16 years. 
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Life events. On an 'Acute Life Events' measure6 over half of respondents had 

experienced a psychiatric crisis, major money crisis or death of a close friend/relative 

in the previous year. Over one third had experienced other stressful life events over 

the same period including: caring for a sick loved one; reduced welfare benefits; 

separation from children; separation from partner; serious illness or injury; serious 

problems with a friend, neighbour or relative; or changes in psychiatric medications 

(Mowbray, Schwartz et al., 1998). 

Overall these findings suggest that women with a severe mental illness are often 

parenting and managing their illness in the face of severe social and economic 

adversity. Not only are adversities such as those outlined above implicated as factors 

which may contrib~te to mental ill-health in adults (see for example Brown and 

Harris, 1978), they have been identified as risk factors for the development of 

disorder and disturbance among children in these families (Feldman et al., 1987). 

Resources 

Although the lives of the women in this study were undeniably stressful the study 

also gathers valuable inf01mation on the resources available to them which as the 

authors point out "have often been overlooked" in previous research efforts 

(Mowbray et al., 1998:16). These include their level of education, available supports 

and service utilisation. 

Education. Although unemployment is extremely high among the respondents their 

educational level is not markedly different from other women from the same area. 

As Mowbray and her colleagues (ibid.) point out from both a treatment and parenting 

perspective, this is positive as it suggests the women may be more likely to benefit 

from programs offered. 

6 This was designed for the study and based on Brugha and Cragg's (1990) Brief Life Events 
Questionnaire with ten items added to address the life circumstances of mentally ill mothers. 



37 

Supports. Most women in the study had access to an average of seven positive 

sources of support with which they report being reasonably satisfied. Although this 

figure is slightly lower than for women in similar socio-economic circumstances 

without a mental illness, this was still considered by the authors as a significant 

resource. When women who are parenting and who have a mental illness are 

compared with mentally ill women without dependant children it is the former group 

that have the stronger social support networks (Nicholson, Sweeney and Geller, 

1998b; White et al., 1995). 

Religion or God is named by a significant majority of respondents as a further 

important source of support and comfort. 

On average, the women in Mowbray and Associates' study had one person in their 

life who was likely to anger or upset them and for sixty percent of these women this 

person was the father of their children. When this was the case, the women attributed 

this person an average hassle rating of 3.24 on a scale from one to four, with four 

being the highest value on the scale (Mowbray, Schwartz et al., 1998) 

Service use and service satisfaction. Almost every woman interviewed was linked in 

with a mental health service provider and satisfaction with the overall service 

provided was fairly high. In particular, women expressed satisfaction that firstly 

there was a service available to them, and secondly that it was helpful with regard to 

many of the problems they experienced. However, the majority of the women in the 

study report that they had at least one need that was not being met by the services 

offered and only one fifth of respondents listed their mental health service provider 

as offering parenting support and advice (ibid.). 

This finding is particularly concerning as mental health services and clinicians who 

neglect the parenting needs of clients may be missing a significant opportunity to 

prevent and minimise some of the risks faced by the people they work with and their 

children. With regard to clients who are parents this may mean missed opportunities 
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to enhance parenting ability, prevent ill-health and strengthen support systems 

(Nicholson and Blanch, 1994; Zemencuk et al., 1995). 

The literature suggests that clinicians need to recognise the existence and impact of 

contextual factors on both parenting and mental health in their clinical processes and 

also that parenting and mental health are interdependent (Mowbray, Schwartz et al., 

1998). For example, interventions need to take into account the fact that social and 

economic disadvantage may impact directly on the clients ability to utilise the mental 

health service. Expecting a mother to attend an appointment at a community mental 

health clinic when she has no transport of her own, no money for public transport, 

two pre-schoolers and no child-care is not only unrealistic, it is likely to induce 

stress. Worse still non-attendance may reflect negatively and without justification on 

the parent and be viewed by the clinician as non-compliant or avoidant behaviour. 

Custody loss/ separation from children 

Social and economic difficulties are not the only important and stress producing 

issues facing parents with a psychiatric illness. Many parents, particularly women, 

report major concerns and fears related to being separated from their children. In 

particular, women with a psychiatric illness report being acutely aware of the 

alterable nature of their parental rights and of feeling under constant threat that they 

will loss custody of and contact with their children (Nicholson et al., 1996; 

Nicholson et al., 1998a; Trysnicky, date unknown). 

The literature suggests that the concerns of parents with a psychiatric illness about 

loss of custody and contact with children have their basis in lived experience 

(Nicholson et al., 1996). Periods of separation from children due to hospitalisation or 

an acute episode of illness is an everyday reality for ill parents. Separation may also 

occur in circumstances of suspected or known abuse and neglect, or as a consequence 

of a break-up in the parental relationship. 

Mothers who are single and enter a psychiatric hospital are faced with the 
possibility that their children will be placed in foster care. Once removed, 
even when the woman has recovered post-discharge, regaining custody may 
be a difficult if not impossible proposition. Some States [in the United 
States] have laws that allow a child to be removed from a parent for no reason 
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other than that the parent has a mental illness (Mental and Physical Law 
Reports, 1985, 1986a and 1986b, as cited in Zemencuk et al., 1995:88). 

Being in the position of having to relinquish the care of one's child to another 

caretaker, even when this has been initiated by the mother herself, has a major 

emotional impact (Nicholson et al., 1998a). In these circumstances women 

commonly experience strong feelings of failure and loss, concerns for the well-being 

of their children, and fears that they will lose contact with them (ibid.). 

Keeping in contact and maintaining a relationship with children living elsewhere is 

often an ongoing struggle for non-custodial parents: "when you're not with [your 

children] a lot, they don't see you on a regular basis, and you can't show them your 

love in the normal ways that mothers show their love" (Nicholson et al., 1998a:639). 

This point is further illustrated in this statement by one of the clinicians participating 

in the same study: 

I have two mothers who have younger children who are very clear that they 
can't be the day-to-day custodian, but they really, you know, continually fight 
around maintaining some involvement and some decision making and some 
say in the child's life (ibid.). 

The desire to retain or obtain custody of, and contact with, children emerges as a 

consistent theme within recent studies which have sought to understand the 

perspectives of parents with a serious mental illness (Mowbray, Macfarlane et al., 

1998; Nicholson et al., 1996; Nicholson et al., 1998a; Sands, 1995). Sands (1995:94) 

concludes that "past experiences with loss and the fear that they will lose their other 

children" may lead to mothers being less open about their parenting needs, less able 

to accept or acknowledge their illness, and may affect their service utilisation. 

As previously discussed parenthood can be a powerful motivator for women with a 

serious psychiatric illness to maintain regular contact with a mental health service 

provider and to participate in treatment. However, women also report that they must 

balance how open they can be with the mental health provider against a need not to 

cause concern about their ability to care for their children (Mowbray, Macfarlane et 

al., 1998; Nicholson et al., 1996; Nicholson et al., 1998a; Sands, 1995). 
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In a recent study initiated by the Early Psychosis Research Centre, University of 

Melbourne, findings from a parent survey confirmed that Australian women who 

have a serious psychiatric illness share similar concerns. The researcher states: 

Their greatest fear is that by asking for help they will be seen as not coping 
and their children will be removed by child protection authorities. There is 
also the prevailing view that asking for help seems like failure, when it is 
important to feel independent and in control (Cowling, 1996:23). 

Not only do such issues impact on how parents utilise mental health services they 

also represent mental health issues in themselves. Nicholson and Associates noted 

that the worry created by potential loss of custody and contact with children could 

precipitate an episode of acute ill health and could make recovery more difficult. As 

one mother stated "my attention was diverted. I could not put my whole heart into 

my therapy and doing all the things that I had to do because I was so worried about 

my kids" (Nicholson et al. 1998a:639). 
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amongst women who have lost children to foster care or adoption, and the need for 

recognition by mental health clinicians of this as an important clinical issue (see 

Nicholson et al., 1996; Test et al., 1990). The literature suggests that the grief 

associated with permanent custody loss particularly when umesolved has an enduring 

painful impact on mothers and life-long ramifications for mental well-being and 

quality of life (Apfel and Handel, 1993; Nicholson et al., 1998a). 

Nicholson and Associates (1996) suggest in a case study presentation that some 

women become pregnant to replace children they no longer have the care of. A link 

is suggested between such pregnancies and a lack of resolution of historical loss 

issues. Common sense would suggest that becoming a parent again in these 

circumstances does little to resolve underlying grief and may in fact create new 

problems for both the mother and the child. 
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Stigma 

Closely related to the issue of feared or actual custody loss is the stigma that is 

associated with psychiatric illness. 

Perhaps the most compelling struggle of people who use mental health 
services is linked to their social identity of being "mentally ill" which society 
views largely negatively. Much that is hurtful and degrading comes with 
being socially devalued (Kendrick, 1996: 17). 

Stigmatisation and the discrimination which is often associated with it has been 

found to be a major issue for parents with a mental illness, and for their children 

(Lefley, 1989; Cowling, McGorry and Hay, 1995). 

In order to feel positive about becoming pregnant and being a parent, women with a 

mental illness say they must resist negative societal attitudes suggesting that people 

like themselves are not fit parents (Nicholson et al., 1998a). As one mother said "I 

feel like I'm sterilised by the Department of Social Services and have no rights" 

(ibid.:638). 

Mothers with a mental illness also report feeling under pressure to do an extra good 

job in order to convince others that they are competent. A case manager illustrated 

this in the statement "from the outset our clients have to prove they're able to parent, 

unlike everybody else who is able to assume they can parent until they prove 

otherwise" (ibid.). 

Stigma can also act as a barrier to the supports, resources and interventions necessary 

for effective treatment and prevention of illness and to assist with parenting. Not 

only are many parents reluctant to seek help for themselves they may also hold back 

from discussing concerns about their children for fear of being blamed and held 

responsible for these difficulties (Fleeger, 1996). 

People in the client's support network are also not immune from the powerful 

negative stereotypes and myths surrounding mental illness. As a mother in a recent 

study stated: "The family talks, and a lot of the family members are ignorant about 
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mental illness. Their ignorance speaks a lot of malicious stuff, and my children have 

to listen to that about their mother (Nicholson et al., 1998b:646). 

The literature suggests that the immediate and extended family 1s an important 

variable or contextual factor for parents with a mental illness. 

Family support 

It is generally accepted that having a social support network that can be relied upon 

when one is a parent is both desirable and helpful. Given the countless everyday 

challenges and stressors confronting parents with a mental illness ,and their children, 

this may be even more important. 

Recent studies suggest that it is family members who often play key roles in the 

support networks of parents with a severe mental illness. Family members often 

provide both practical and emotional support and also act as a buffer in the face of 

stressful circumstances (Zemencuk et al., 1995; Mowbray, Oyserman and Ross, 

1995). A common way that family members help is through the provision of 

childcare when the parent is unable to do so. This can meet a need for alternative 

care, which in many circumstances is supportive and relatively non-threatening to the 

parent (Zemencuk et al., 1995). 

From the child's perspective being cared for within the close family network may be 

positive particularly when there is an established positive relationship with the 

caregiver (Garley, Gallop, Johnston and Pipitone, 1997). 

Further positive aspects of child-care being provided by family members are 

suggested by the literature regarding the effects of parental mental illness on 

children. This asserts that the involvement of well adults, such as other family 

members, helps protect children from some of the risks associated with having a 

parent who is mentally unwell (Beardslee and Poderefsky, 1988; Smith and Carlson, 

1997). 



43 

However, the literature warns against assumptions that family members in the 

support network, and the use of family members as alternative caregivers, is always a 

positive option (Nicholson et al., 1998b ). Mothers parenting with a mental illness 

report that sometimes they experience family involvement as undermining and a 

source of considerable conflict, tension and stress. For example, family members 

may have been responsible for trauma experienced by the parent during childhood 

and therefore may be inappropriate caregivers for young children. Not only may this 

be so in a safety and well-being sense but also because the stress and worry this may 

cause the parent and ongoing conflict within these relationships may have a negative 

effect on the parents mental state, and his or her ability to parent (ibid.). Family 

conflict has also been identified as a key risk factor for children in these families 

(Rutter and Quinton, 1984). 

Parents who have a severe mental illness also report that family members can 

sometimes prove more of a hindrance to their parenting than a help, although they 

acknowledge that sometimes this is unintentional (Nicholson et al., 1998b). As one 

mother stated "My mom feels that I should do everything that my children want me 

to do. I tried lying down the other day in the afternoon, and my mother insisted that I 

get up and take my kids swimming because they wanted to go (ibid:647). 

The potential of extended family members to play key roles in the support networks 

of parents with a mental illness should not be underestimated. Clinicians need 

however, to assist their clients to assess the positive and negative implications of this 

both for themselves and for their children, and thereby be in a position to make more 

informed decisions. Clinicians may also need to be alert to any resultant difficulties 

in these family relationships and facilitate resolution of these. 

As a result of recent research focusing on parents who have a serious mental illness 

much more is now on record about the subjective experience of people in this 

situation than was available even five years ago. The situation is considerably 

different however, with regard to the voices and views of children in these families. 
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SEVERE MENTAL ILLNESS AND CHILDHOOD 

The child's perspective 

Despite the preponderance of studies on the effects of parental mental illness on 

children, a search found reference to only two published studies7 which offered 

insights into the perspective of children themselves. 

A study by Garley and Associates (1997) involved four focus group sessions with six 

children aged between 11 and 15 years whose parents had a major mood disorder. 

Much valuable information on how these young people viewed their lives and their 

parent's illness was collected. Analysis of this data identifies four main themes: 

'Understanding the illness', 'recognising the signs', 'impact of hospitalisation', and 

'managing the illness' (Garley et al.,1997). These are briefly discussed below: 

Understanding the illness. The first sub-category in this theme relates to personal 

concerns expressed by the participants. These include: the break-up of their parent's 

relationship or fear that their parents would break up, the negative effect of their 

parent's illness on their school performance and behaviour, and a concern that they 

might develop a psychiatric illness themselves. 

Secondly, participants demonstrated a mixed set of understandings about the causes 

of mood disorders suggesting a need for education and information. 

The third sub-category under this theme is classified by the authors as a "hunger for 

information about their parents illness" (Garley et al., 1997:100). Not only do the 

group members express a need to know about their parents' illness they also talk 

about ways they have actively pursued this information. For example, one 

participant found answers to her questions in the school library: "I looked up on 

depression. And from what I know from the encyclopaedia and from my father 

7 One of these studies was in a Journal that was not available within New Zealand. 
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there's no cure for now. But there is medication you can take to control your 

emotions" (Garley et al., 1997:100). 

Recognising the signs. Being able to tell when their parent appeared to be getting 

unwell was a skill or attribute both common and important to group participants. For 

some this ability appears to help them understand that the illness is a real thing 

outside of their parent, but which affects his or her behaviour in a number of specific 

and known ways. 

Impact of hospitalisation. Interestingly, given the perspectives of parents on 

separation from their children, group members generally viewed their parent's 

hospitalisation positively. Two of the group members who are brothers talked about 

going to stay with their grandmother when their mother spent time in hospital. They 

talked about how much more time and energy their grandmother has for them when 

compared with their mother. Others reported a feeling of relief: "You know he might 

not hurt himself or something ... you know he's like under care" (ibid.:101). 

Managing the illness. There are several sub-categories under this heading. Firstly, 

group participants talk of things that help them to cope when their parent is ill. For 

example, friends are reported as being a very important source of support. Group 

members also said that they found it good to get involved in various activities as a 

distraction or diversion from other areas of their lives. 

Secondly, participants talk at length about feeling a sense of responsibility for their 

parents, which involves supporting, listening, watching out for and generally caring 

for them. As one girl said: 

He likes me to call him every day, and sometimes I don't have time to talk to 
him ... he doesn't have very many people to talk to, so I kind of feel bad about 
that. .. he's a lot more important to me than my friends, or something I have to 
do. So I just listen to him and do my things later (Garley et al.,1997:102). 

A further sub-category in this section relates to the perception of what may help the 

ill parent. Most of the children see their parent's illness as treatable but not curable, 
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and put emphasis on the importance of medication to manage it. Their parent's 

involvement with a mental health clinician is also seen as important. 

The 'adult' child's perspective 

Until further research is undertaken with children in this situation and more 

information is available from the child's perspective, one must look almost 

exclusively to retrospective accounts of childhood given by adults raised by a 

mentally ill parent to gain further insights. Not only do such accounts shed light on 

the experience of childhood with a parent who has a mental illness they also 

contribute an understanding of how this experience has impacted on the informants 

as adults. 

One woman who grew up with a parent with a serious psychiatric illness had the 

following to say: 

My earliest memory is that of my mother sitting in the car being taken to 
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talking to herself. She had changed, almost overnight. .. .I never liked going 
to the hospital - 'the mental hospital', 'the loony bin' - that's what the kids at 
school called it. Thoughts raced through my head: 'Why my mother? What 
have I done to deserve this?' ... She was always so suspicious, frightened and 
so changeable that I never knew how she would be from one day to the next. 
I became confused about what was real and frequently went to school with a 
'sore head' and puffy eyes from crying myself to sleep the night before ... .I 
never brought school friends home to play. I became very isolated and 
lonely. 

The impact of having a mother with schizophrenia had a major effect on my 
life. I experienced a tremendous loss of my mother as a role model, as a 
parent, as someone to confide in and as my support. There was a loss of 
stability, safety, comfort and predictability through my formative years. But I 
never lost hope or the love for my mother. I was clear it was the illness that I 
did not like, and its impact on my mother - her hopes, dreams, future and our 
relationship (Anonymous, 1995). 

It is clear from just this one account that the onset of serious psychiatric illness of a 

parent, and the ongoing experience of this, represents a significant event in any 

child's life. 
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A study by Marsh and Associates that that surveyed a large number of adults who 

had been raised by an mentally ill parent, identifies some common threads among 

these experiences (Marsh, Appleby, Dickens, Owens and Young, 1993; Marsh and 

Dickens, 1997; Marsh, Dickens, Koeske, Yackovich, Wilson, Leichliter and 

McQuillis, 1993). Several of these are reported below: 

Social isolation of the child and their family. "My mother had pretty much isolated 

us from the neighbours - she would go into rages and yell and scream" (Marsh, 

Appleby et al., 1993:33). Although this quote is an example of isolation as a 

consequence of the illness itself, adult children in the study also reported isolation as, 

a result of the stigma and shame associated with psychiatric illness. 

Care-giving responsibilities incongruent with the child's developmental age and 

stage. "I felt like I was doing it all. I was the caretaker in my family. I didn't want 

that role, but everyone said, oh, you're the one who can handle it. No one asked me" 

(ibid.:32). 

Family disintegration, disruption, loss and stress. "My life was completely altered. 

Losing my father to a living death. Losing the family that I was born into and loved. 

Due to his illness, I was raised in a home by a single parent" (ibid:27). 

Impact on day-to-day well being and development. "I had trouble concentrating in 

school. I was afraid my dad would appear at the school grounds when he was sick 

... Mom was too busy working full-time to make ends meet, so that not much time 

was spent explaining things to me or helping me get prepared for school" (Marsh, 

Appleby et al., 1993:28). 

The respondents also reveal that their adult lives have been greatly affected by their 

childhood experiences. Some of the main themes include: 

Significant and problematic personal issues. "I grew up believing that I somehow 

caused my mother to be sick, so I developed a lot of self-depreciation and shame" 

(ibid). 
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Difficulties with relationships. "I avoid intimacy but crave it desperately. I want 

more friends but fear to trust" (Marsh, Dickens et al., 1993: 16). 

Personal mental health problems. "I've been in counselling for four years now. I've 

realised how her illness has hurt me - low self-esteem, relationship problems, etc" 

(ibid: 18). 

In addition to problems such as these, many survey respondents identify ways in 

which they and their family have flourished despite the difficulties that were faced. 

They identify various strengths and competencies that they believe they have 

developed in response to the challenge created by their parent's illness. These 

include: 

The development of strong family bonds. "We had a strong feeling of family 

closeness. We never stopped trying and never stopped caring" (Marsh and Dickens, 

1997:35). 

Personal growth and development. "It helped us to realise our abilities and talents, 

how precious life is" (Marsh, Dickens et. al., 1993: 17). 

A healthier perspective and priorities. "It helped us to get our priorities straight - no 

phoniness or concern for status" (ibid.). 

Enhanced skills. "Like the old aluminium foil ad, I am 'oven tempered for flexible 

strength'" (Marsh, Dickens, 1993:17). 

But as the authors point out " ... these positive consequences never occurred in 

isolation; virtually all surveys attested to negative consequences" (ibid: 17). 

For children then, the experience of having a parent who has a severe mental illness 

is a complex one. For parents however, these matters are made more complex 

because of a need to bring together their own needs and those of their children. 
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This is a similar challenge to that which faces clinicians. Clinicians not only need an 

awareness of the issues facing clients who are parents and their children, they must 

also address, in their practice, the reality that sometimes the needs of these two 

groups may diverge and conflict. 

Conclusion 

It is clear that people with serious mental illness are likely to be parents and to value 

parenthood highly. The literature suggests that there is much that mental health 

clinicians need to know and understand about the experience of parenting while also 

having a serious psychiatric illness, and about the experience of.growing up with an 

ill parent. 

It is important that clinicians working in adult mental health services understand the 

very real difficulties and multiple sources of stress which impact on families were a 

parent has a severe mental illness. They need to know about the issues that are of 

most importance to their clients and to their clients' children. They also need to 

know about the stressors that have the greatest impact and the factors that may 

modify the effects of these. Such knowledge will assist clinicians to recognise and 

address the parenting and related mental health needs of their clients and also to 

remain alert for any related difficulties being experienced by children in these 

families. 

Not only does all of this information add important contextual richness to the service 

provided by a clinician, it may be utilised to inform the planning of treatment and 

other clinical processes which are effective, and which target actual rather than 

assumed needs. 

Although undoubtedly stressful at times, the research confirms that the experience of 

parenting, and of growing up in a family where a parent has a severe mental illness, 

has some positive aspects. The point is made, however, that these are generally not 

recognised or are overlooked by service providers resulting in missed opportunities 

to strengthen families where a parent has a psychiatric disability. 
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The literature suggests the value of an approach to clinical practice which recognises 

the importance of the parenting role to those people who are parenting with a severe 

mental illness, and builds on the rehabilitative potential of this role. It argues that 

clinical processes need to take into account the strengths and resources both children 

and parents have to draw on, and that practice should focus on ways of working that 

sustain and augment these resources and enhance personal and familial strengths. 

It is positive that clinicians can access information on these matters via the small but 
I 

growing body of literature referred to above. Unfortunately the literature on the 

perspectives of children and parents in this situation is still relatively sparse and may 

be difficult to locate8• 

Luckily, clinicians have direct access to the real experts on these matters: their clients 

and their client's children. Much can be learned about the experience of parenting 

with a psychiatric illness or of having an ill-parent, directly from clients themselves. 

In Part Three of this thesis the focus moves on to the research unde1iaken in the 

current study. Over the next four chapters the research approach will be described 

and the findings presented. 

8 The author of this thesis accessed some of the articles referred to in this chapter (both published and 
unpublished) directly from the authors. 
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PART THREE: THE RESEARCH 
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CHAPTER THREE 

METHOD 

Introduction 

It is clear from previous chapters that people parenting while also living with a 

psychiatric illness are confronted on a daily basis by a plethora of issues and 

challenges - as are their children. Many of these people are linked into mental health 

services (Mowbray, Schwartz et al., 1998) especially community based mental health 

services which usually offer their service on an outpatient basis. 

The matter of how clinicians respond to the needs of parents with a psychiatric 

illness and what issues they confront in relation to this has been little examined in the 

literature. The current study responds to this gap in the literature by examining these 

issues and this chapter provides a description of how this is achieved. 

In the first part of this chapter the study's purpose and the general approach taken: 

qualitative research utilising focus groups for data generation and qualitative analytic 

techniques for data analysis, will be discussed. 

In the chapters second section the design and process of the study is discussed. The 

sections of this part of the chapter are: setting; focus group composition; 

establishment and set up; recruitment of participants; sample bias, participants; focus 

group procedures and data analysis. 
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RESEARCH APPROACH 

Purpose 

The overall purpose of this study is to develop an understanding of clinical practice 

in a community mental health service in relation to clients who are parents. In order 

to achieve this goal the study focuses its investigation four ways. Firstly, it explores 

the understandings that community mental health clinicians' hold of the issues faced 

by clients of the service who are parents (and their children), and in particular their 

practice in relation to these issues. Secondly, it inquires into the issues encountered 

by the clinicians themselves that prevail over or affect their everyday clinical practice 

in relation to clients who are parents. Thirdly, it will inquire into the perspective of 

parents who are clients of the community mental health service in which the clinician 

participants work. 

Finaliy, it wiil utiiise the findings from the research, and from the literature to 

develop an understanding of clinical practice in this setting. 

Theory 

The general approach, and the methods of data collection and analysis utilised in this 

study, falls squarely within the qualitative tradition of research. A qualitative 

approach has been adopted within the study. Qualitative research offers a 

methodology that is well suited to the open-ended and exploratory nature of this 

study. This is especially so given the relative lack of knowledge about what happens 

in clinical practice in a community mental health setting in relation to clients who are 

parents. 

Qualitative research is described and defined in several ways and with vanous 

emphases within the multitude of texts devoted to it. Sometimes it is described, in 

part at least, with reference to what it is not. For example, research is deemed 

qualitative if it "produces findings not arrived at by means of statistical procedures or 

other means of quantification" (Strauss and Corbin, 1998: 17). 
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Other writers explain it through a process of comparison and contrast with 

quantitative research: 

Instead of beginning with theories of patterns or relationships and testing 
them in the 'real world', qualitative researchers prefer to start the other way 
around, and begin with their experiences or observations. They begin their 
research with no pre-conceived ideas, and allow the patterns or themes to 
emerge from their experiences (Alston and Bowles, 1998:9) 

Yet other writers choose to emphasise and identify the characteristics or features that 

make a piece of research qualitative. For example Bogdan and Biklen (1992) have 

identified a set of five defining characteristics of qualitative research. These are: 

1. Qualitative research has the natural setting, as the direct source of data and the 

researcher is the key instrument 

2. Qualitative research is descriptive 

3. Qualitative researchers are concerned with process rather than simply with 

outcomes or products 

4. Qualitative researchers tend to analyse their data inductively 

5. Meaning is of essential concern to the qualitative approach. 

Many people who write about qualitative research put emphasis on its 

epistemological and theoretical roots and in particular its links with constructionist 

and interpretivist paradigms. Crotty (1998) defines constructionism as: 

The view that all knowledge, and therefore all meaningful reality as such, is 
contingent upon human practices, being constructed in and out of interaction 
between human beings and their world, and developed and transmitted within 
an essentially social context, 1998 :42). 

His defines an interpretivist approach as being interested in the discovery of 

"culturally derived and historically situated interpretations of the social life-world" 

(ibid.:67). 

Two specific theoretical streams within interpretivism, inform the methodology of 

the current study. The first of these streams is symbolic interactionism. Symbolic 

interactionism is based on the core belief that in order to make sense out of the social 

world or social phenomena it is essential that the researcher looks at what is being 
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studied from the point of view of the people in that world. The central concepts of 

symbolic interactionism are: 

• Human beings act towards things on the basis of the meanings that these 
things have for them 

• The meaning of such things is derived from, and arises out of the social 
interaction that one has with one's fellows 

• These meanings are handled in, and modified through, an interpretive 
process used by the person in dealing with the things he encounters 
(Blumer, 1969:2). 

Phenomenology, the other theoretical stream within an interpretivist paradigm, also 

has relevance to the current study. In particular the researcher has been influenced by 

two key ideas within phenomenological thought. The first of these is the belief that 

the world or in this situation the data, needs to be looked at with as open a mind as 

possible, and with a conscious awareness of one's own culture and meanings and 

how these might be affecting this view. The second introduces an element of critique 

or reflexivity to the research process. Crotty (1998:82) puts this idea in the following 

way: "Phenomenology ... calls into question what is taken for granted. It is critique 

and grounds a critical methodology". 

So not only does the current study seek to discover the meanings and perspective of 

the research participants, there is also a commitment on the part of the researcher to 

approach the data critically and with a high level of awareness of self. 

The choice of methodology m the current study (focus groups and qualitative 

analysis), has been shaped by epistemological, and theoretical concepts and 

understandings such as those outlined above. 

Focus groups 

The focus group method constitutes the primary means of data-collection for the 

current study and has been chosen above other qualitative methods such as 

participant observation and individual interviews. However, focus groups are not 

inherently qualitative. For example, they are commonly used in the field of market 

research within a positivist paradigm (Morgan, 1997). 
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In the current study however, this method is used to generate qualitative data with the 

aim of providing insights into the attitudes, views, actions and experiences of 

participants through a focused group discussion (Krueger, 1994 ). 

The researcher views this method as most suited to gathering data about clinical 

practice within a publicly funded community mental health service (CMHS) in 

Christchurch, New Zealand, in relation to those clients who are parents. 

It is most suitable for a number of reasons. Firstly, focus groups are a socially 

orientated method (Krueger, 1994, Morgan, 1988). They generate data through an 

interactive process and as such represent an appropriate method for exploring clinical 

practice which is also very much an interactive process. Clinical practice in a 

community mental health team (CMHT) is not something that individual mental 

health professionals do in isolation, or without reference to colleagues or obviously 

to their clients. It occurs within a team and specifically a multi-disciplinary team 

context and therefore a social context. 

Secondly, a useful aspect of the interactive process within focus groups is that it 

promotes a dynamic and developmental process of data generation (Wilkinson, 

1999). Participants who wish to respond to the questions posed by the researcher 

obviously do so from their own perspective but they also tend to respond to the 

comments and ideas of other group members. This leads to the further development 

and expression of their ideas as they hear what other people in the group have to say 

(Morgan and Krueger, 1993). 

Thirdly, it is a method that many proponents suggest may be more likely to assist 

rather than restrain openness among group members and as such is seen as 

potentially suitable for the discussion of sensitive topics (Farquhar, 1999). Although 

the researcher did not anticipate reticence on the part of clinician-participants in 

talking about their practice, it was considered possible that clients might be more 

cautious about sharing their personal experiences of parenting with a severe mental 
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illness. Farquhar (1999:47) points out that people "may also be more likely to share 

experiences and feelings in the presence of people whom they perceive to be like 

themselves in some way. 

Fourthly, in addition to focus groups being a logical choice given the topic under 

study, the exploratory nature of the current research and the particular setting in 

which it is being conducted, it is also a method entirely consistent with a symbolic 

interactionist view of social reality (Crotty, 1998). Individual interviews, although a 

valid qualitative method do not have the advantage of generating data that reflects, in 

quite the same way as focus groups do, the social nature and context of the 

phenomenon under study. 

Finally, focus groups provide an excellent method for the generation of qualitative 

data on a specific focus (Morgan, 1997). In this study this means that not only is the 

data collected within the parameters of the study's stated focus it can also be 

achieved within a iimited timeframe and with finite resources. In this regard focus 

groups provided a method superior, for example, to participant observation, another 

common means of gathering qualitative data. In addition to the many positive 

aspects of the focus group method the researcher was also aware of several potential 

shortcomings. 

One possible weakness of this method is that the number of questions it is possible to 

ask in a focus group is not as many as can be asked in an individual interview 

(Morgan, 1997). Focus groups usually run for one to two hours and each member of 

the group needs to have enough time to respond fully to the questions asked and the 

ensuing discussion. 

Although focus groups are not difficult to run they do require a facilitator who is 

skilled and experienced in group work (Krueger, 1994). Even with a suitably skilled 

facilitator who is able to keep participants focused on the topic at hand it is still 

possible, and perhaps likely, that the group discussion will move in all directions as 

"participants talk to each other, ask questions, express doubts and opinions " (Gibbs, 
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1997:5). It is possible in this circumstance that the data produced may be broader 

and less focused than if individual interviews, which are more highly controlled by 

the interviewer, are the source (Krueger, 1988). 

A further potential limitation of the focus group method stems from one of its 

strengths - comments are made by participants in the context of a group process or 

dynamic. For this reason care needs to be taken when the data is analysed to prevent 

erroneous conclusions. The comments of individuals may not necessarily represent 

that individuals ultimate position on the topic being discussed (Gibbs, 1997; Krueger, 

1988). 

Gibbs (1997) points out a further shortcoming of focus groups in relation to the issue 

of confidentiality. She notes that focus groups provide participants with less 

confidentiality than do one-to-one interviews. This is because information 

participants disclose is shared with other group members as well as the researcher(s). 

This issue can be addressed at least to some extent by the negotiation of an 

agreement between participants that the information shared in the group will not be 

discussed outside of it. 

Data analysis 

As previously discussed focus groups create a large amount of qualitative data which 

the researcher must analyse in order to bring the study closer to its conclusion. 

Although various approaches to the analysis of qualitative data are described in the 

literature, one approach in particular grounded theory, is repeatedly referred to in 

texts on qualitative research and is itself the subject of whole texts. (See Alston and 

Bowles, 1998; Chenitz and Swanson, 1986; Glaser, 1992; Punch, 1998; Strauss, 

1987; Strauss and Corbin, 1998). 

Grounded theory analysis is a method of developing theory from data. The method 

was first developed in the 1960s by Glaser and Strauss (Strauss, 1987). Importantly, 

in grounded theory analysis, the researcher does not start with a hypothesis or a 

theory · and seek to prove or disprove it. Instead the goal is to build theory 
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inductively from the data (Strauss and Corbin, 1998). In explaining grounded theory 

Punch (1998:210) states: 

The essential idea in discovering a grounded theory is to find a core category, 
at a high level of abstraction but grounded in the data, which accounts for 
what is central in the data. Grounded theory analysis does this in three steps. 
The first is to find conceptual categories in the data, at a first level of 
abstraction. The second is to find relationships between these categories. 
The third is to conceptualise and account for these relationships at a higher 
level of abstraction. 

The theory that is revealed through this process is necessarily abstract yet it is also 

firmly anchored in the data. It comes into view as a result of a systematic, multi

dimensional process of data analysis. This involves processes such as coding; 

identifying concepts and categories in the data; making comparisons between 

categories; drawing tentative explanations for what has been uncovered through the 

medium of memo writing; and testing and verifying all findings (Strauss and Corbin, 

1998). 

Put simplistically, grounded theory analysis involves examining and re-examining 

the data to posit, test, and refine concepts that appear to explain what is happening in 

the setting in which the data is gathered. Over time, the researcher moves on from 

concrete accounts of what is going on in the data to discover core theoretical ideas 

that represent a comprehensive explanation of the phenomenon under examination 

(Chenitz and Swanson, 1986). 

The broad ideas of grounded theory analysis, as they are presented above, inform the 

overall approach to the process of data analysis taken in this study. In particular the 

researcher seeks to build over time, a multi-layered understanding of what the data 

reveals about clinical practice in this community mental health setting which moves 

from the concrete and descriptive through to the beginnings of conceptual 

understandings. The techniques of qualitative analysis used in this study are: 

Coding. This involves a process of ascribing descriptive codes or labels to small 

parts of the data: word-by-word, sentence-by-sentence and paragraph-by-paragraph. 
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Identiflng themes. Themes, some of which umbrella a number of related yet separate 

sub-themes, are discovered through the process of repeated examination of the codes 

for evidence of patterns and relationships. These thematic categories represent a more 

abstract level of analysis than the initial coding or labelling allowed. The the effect 

of their identification is the further organisation and reduction of the data. 

Writing memos. Another key technique in qualitative analysis is the writing of 

analytic memos about each theme and all of the sub-themes. In this way the 

researcher begins to think more deeply about the data and what the data analysis 

process is beginning to reveal. It is this process that assists the analysis to move 

from the concrete to a more interpretive level. 

Looking for the story. The researcher, throughout this process is involved in looking 

for what the data is saying about the setting in which the study was conducted. This 

involves looking for commonality in the themes and strands emerging from the 

analysis process as weil for differences or unique ideas. In this study, as previously 

stated the focus of the study's findings is primarily at the thematic level of analysis. 

Later in this chapter the application of these analysis techniques to the data created in 

this study is described. 

RESEARCH DESIGN 

The discussion of the specific design of this study is presented under the following 

headings: 

• The setting in which the research took place 

• The composition of the focus groups 

• The establishment and the set up of the study 

• The recruitment of staff and client participants 

• Sample bias 

• Focus group participation 

• Focus group procedures 

• The data analysis process. 
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Setting 

As has been previously stated the current study focuses on clinical practice in a 

CMHS in relation to clients of the service who are parents. The CMHS in which the 

study is based is one of several specialist mental health services provided by 

Healthlink South Limited, a large government provider of hospital and health 

services serving the Canterbury region of Aotearoa New Zealand. Healthlink 

South's CMHS comprises six CMHTs, the Psychiatric Emergency Service and a 

Community Intensive Care Team. 

For practical reasons, and in particular because the study was being conducted in the 

context of an academic process, the setting for conducting the focus groups and 

therefore the data collection, was limited to four of the six CMHTs. 

These teams provide specialist mental health service on an outpatient ( community) 

basis to the adult population of the city and its environs. These include: 

• Psychiatric assessment, treatment and intervention planning 

• Consultation and liaison with other health providers: for example, General 

Practitioners 

• Treatment, therapies and interventions: for example medication, cognitive 

behavioural therapy, psycho-education, group work, support, counselling and 

psychotherapy 

• Case management. 

(Healthlink South Limited:2000) 

Healthlink South Limited's four urban CMHTs are comprised of between 16 and 20 

clinicians from a range of professional disciplines as well as support staff. Each 

serves a distinct geographical area with the name of each team reflecting this: East, 

West, South and North Sector. 

Focus groups: composition 

Target group. For practical reasons it was necessary to establish priorities about the 

target group from which the sample would be drawn. Given the study's focus on 
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clinical practice in a CMHS, logic dictated a primary focus on clinicians, including 

Maori Health Workers working in the four CMHTs. However, it was also considered 

important to establish a point of reference for the findings from the professional 

focus groups and therefore client focus groups were also planned with this purpose in 

mind. The clients targeted for these groups were people using the service who were 

parents or caregivers (including step-parents) of dependant children 12 years of age 

and under. 

Sample. A purposive sampling method was seen as most appropriate for the focus 

groups in this study. It was considered that recruiting participants from a limited 

number of specified sources would increase the likelihood that the resultant data 

would be informed by knowledge and experience of the topic, and the stu_dy's topic 

would be of direct relevance and interest to participants. In effect this represented a 

choice on the part of the researcher to, as Morgan (1997:35) puts it, "shift away from 

random sampling toward theoretically motivated sampling". 

The professional focus groups were run with participants from the same CMHT to 

achieve greater participant homogeneity. The rationale for this was firstly historical 

and structural issues within the CMHS which were raised informally with the 

researcher by one of the Team Leaders and noted in the fieldwork notes. It was 

generally understood that each team, although ostensively a part of the same service 

and therefore, at least ideally, providing a comparable service, had developed its own 

culture and way of operating in the six or seven year period of its operation. As a 

consequence there was a perception among many people connected with the CMHS 

that there were differences in the services provided to clients between each of the 

teams. The researcher made a decision to try and factor out this issue by fmming the 

groups from staff within each team. The possibility that this decision might further 

enrich the study's findings by revealing information about similarities and/or 

differences between the practice of the teams in relation to this client group was also 

part of this decision. 
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Secondly, a team based configuration would create an opportunity for team members 

to step back from the demands of service provision and give concentrated attention to 

an aspect of clinical practice that they may not have previously discussed, as a group 

of colleagues. 

It was also hoped that the research process in itself would serve to stimulate people to 

reflect on this subject, both during and after the focus groups. It was thought 

possible that after the focus group discussion participants might choose to have 

ongoing discussions with each other or with colleagues and seek further information 

about the topic. 

The client focus group was undertaken to provide a client perspective and reference 

point for the analysis of the professional groups. 

Size. Morgan (1997:43) recommends "the rule of thumb" for the size of focus groups 

to be six to ten, but goes on to note that: 

One should not feel imprisoned by either this lower or upper boundary. I 
have conducted groups of 3 highly involved participants that would have 
been unmanageable at size 6, and I have led discussions in naturally occurring 
groups of 15 to 20 in which the process was quite orderly. 

It was hoped that about half the clinicians in each CMHT would show an interest in 

participating in a focus group. If more than 10 or so people wanted to participate 

from any one team the plan was to split them and run two groups. The researcher 

worked from the premise that smaller rather than larger groups would be preferable. 

As each group held was to be a one-off group it was important that sufficient time 

was available for each group member to participate fully. 

Establishment and set up of the study 

Once decisions around the groups' composition had been taken the next step 

involved ensuring the project actually got off the drawing board. In this section four 

important preliminary issues required attention. These were: 
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• Negotiating access 

• Accessing the necessary resources 

• Obtaining approval from the appropriate Human Ethics Committee 

• Giving consideration to cultural matters. 

Access. Access to the setting was achieved with relative ease by way of a meeting 

with the Service Manager of the CMHS. At this meeting the researcher submitted a 

brief written summary of the project and an assurance that Human Ethics Committee 

approval would be sought prior to commencement. The Service Manager offered his 

full support for the study. He then briefed the four Team Leaders of the urban 

CMHTs thus paving the way for the researcher to approach them directly. This 

approach was made initially by letter with a face-to-face briefing to follow. 

Resources. The researcher successfully negotiated the resources needed to establish 

the project from Healthlink South Limited9• These included: 

• Premises for running the groups 

• Refreshments for participants 

• Photocopying facilities 

• Recording equipment 

• Taxi vouchers to enable client participants to attend without transport costs 

• Time for the professional participants to attend the focus groups and related 

meetings. 

Ethics Approval. An application was submitted to two Human Ethics Committees: 

the Southern Regional Health Ethics Committee (SRHEC) and University of 

Canterbury's Human Ethics Committee (UCHEC). The former submission was 

made because the study was to be undertaken within a health setting that was funded 

by Southern Regional Health. Approval to proceed with the study was granted by 

both Ethics Committees with UCHEC concurring and endorsing the approval of the 

SRHEC. 

9 Via the Managers of the CMHS and the Child, Adolescent and Family Mental Health Service 
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Cultural considerations. Although the ethnic/cultural identities of participants could 

not be anticipated in advance, cultural issues were given consideration throughout the 

life of the project. This was particularly important as the researcher was Pakeha 

(non-Maori) and thus brought to the study her experience of the dominant culture in 

New Zealand society. 

Out of respect for Maori as Tangata Whenuai0 the researcher, early in the study's 

planning, established a consultative relationship with a colleague with a Maori 

Health Worker colieague in the Child and Family Specialist Service. 11 In the 

planning and setting up phase of the project this involved meeting several times to 

discuss the project proposal including its methodology. This was a positive process -

it not only ensured the methodology was scrutinised from this worker's professional 

and cultural perspective, it also laid groundwork for ongoing cultural input as 

required. Ongoing consultation in the situation of any participants who were Maori 

was considered essential, although turned out to be unnecessary as all participants 

were non-Maori. 

The researcher also did some initial thinking and planning in terms of the possibility 

of participants being from other minority cultural and ethnic groups. Tentative 

arrangements were made to utilise existing cultural advisers and interpretation 

services should the need arise. These were not required. 

Recruitment of participants 

Staff. The researcher, through the relevant Team Leader, arranged to speak about the 

project to staff from each of the four targeted CMHTs. The purpose of these 

meetings was threefold. Firstly, for the project to be successful it was essential to 

secure the team's broad co-operation with the study. Secondly, to interest individual 

clinicians in participating in the focus groups and thirdly to discuss necessary to 

10 People of the land or region; 'hosts'; the indigenous people of New Zealand (Maori) (Mental Health 
Commission, 1998:113). 
11 CAFSS is a specialist child and family mental health service within the Mental Health Service of 
Healthlink South Limited. They see children, aged 12 and under who have or may have moderate to 
severe emotional, behavioural and psychiatric difficulties. 
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discuss with team members their role in informing clients about the client focus 

group(s). 

It was originally envisaged that at these meetings the researcher would offer a brief 

presentation, distribute the Information Sheet (Appendix One) about the study, and 

then leave to allow the team to deliberate independently on their involvement. 

However, each team agreed at the time of this presentation that they wished to be 

involved. In each team a staff member was given the task of collecting the names of 

individual team members who wished to participate in the focus group and 

forwarding these on to the researcher. This person also took on a general liaison role 

between the researcher and the team. 

The researcher was able to make phone contact with the majority of the staff 

members who volunteered for a focus group. It was hoped that contact in this way 

would help to minimise the dropout that was anticipated between those who said that 

they would participate in a focus group and those who actually attended a group. 

Participants were also asked during this phone call if they required any further 

information. Where their ethnicity was not known the researcher also asked for this 

information. This was for the purpose of identifying any participants that were 

Maori or from other minority ethnic groups. A letter confirming details of the focus 

group meeting was sent to them along with a copy of the study's Consent Form for 

their information. 

Clients. Whereas staff found it relatively easy to commit themselves to participation, 

or at least to considering this, understandably much greater discussion was required 

prior to securing their agreement to give clients information about the study. 

An area that required further clarification for staff was the eligibility criteria for 

clients. Staff members asked questions such as: 'Did clients have to be current 

caregivers?' 'Must they be the clients of staff who participated in the focus group?' 

and 'How is the term 'dependant children' defined for the purpose of this study?' 
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The answers to these and other questions were provided. This prompted a review of 

the study's information sheet to ensure it was clear on these matters. 

A letter introducing the researcher and the study was given to staff to pass on to 

potential client paricipants (Appendix Two). This letter also invited people who were 

interested in finding out more to either discuss this with their clinician, or contact the 

researcher directly. Among staff there were different views about how the researcher 

and clients who were interested would get in contact with each other. Some 

clinicians wanted to leave it up to the client to initiate the contact, whereas others 

sought the clients written permission to provide the researcher with their name and 

contact details, thus putting the onus on the researcher to do the contacting. CMHT's 

were also asked to make this information letter available in their team's waiting room 

and staff offices for clients. 

In all, the researcher talked to six potential client participants, two of whom were 

ineligible because they were not caregivers of children 12 years or under. Originally 

it had been hoped to run more than one client focus group, however, despite a 

number of follow up contacts with CMHT staff, the designated liaison person and the 

Team Leader no more client interest was received. The reason for this remains 

unclear, although on reflection perhaps the fact that staff had the most questions to 

ask about client participation may have been an indicator that many were not 

comfortable with giving clients information about the study. There are a range of 

other possible explanations, however no firm basis on which to propose them. 

Sample bias 

The method of recruitment utilised in the study - self-selection for the clinician 

participants and what was effectively a clinician-screened selection process for client 

participants, raises issues of sample bias including the issue of generalisability. 

However, as this study is quite explicitly exploratory and aims to gain insight and 

understanding into a specific area of clinical practice in a mental health service 

setting, its findings were never intended to be generalised. Indeed the client focus 
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group was used only as a reference point for the analysis of the data from the 

professional focus groups. 

Participants 

Twenty-eight clinicians in total indicated they wished to participate in a focus group, 

however, only 18 actually participated on the day. See Table 3.1. Groups One to 

Four on Table 3.1 represent the four professional focus groups. Group Five is the 

client focus group. Follow-up with the CMHT liaison person revealed that the main 

factor for this high proportion of non-attendance among staff participants appeared to 

be time constraints brought about by heavy workloads. Additionally, it is understood 

that some staff were sick on the day of the professional focus group. 

Four parents eligible for the study by virtue of being clients of one of the four 

CMHTs and the parent or care-giver of at least one child 12 years of age or under, 

indicated they wished to participate. All of these people attended the client focus 

group when it was held (see Table 3.1). 

Due to the lower than anticipated number of client volunteers the researcher decided 

to run one group mixing clients from across the CMHTs. 
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Table 3.1: Participant Data 

Focus Groups Number of Total Number of Total 
participants who participants at 
indicated their beginning of focus 

intention to group session 
(n=5) participate (n=32) (n=22) 

Group One 4 3 

Group Two 8 4 

Group Three 9 28 9 - 18 

Group Four 7 2 
~ 

Group Five 4 4 4 4 
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All of the client participants were female, whereas 14 of the· staff who attended focus 

groups were female and four were male. For all participants English was their first 

language and therefore interpretation services were not required. All participants 

identified as Pakeha (non-Maori). 

Client participants were not asked by the researcher to describe their experience of 

mental illness or the diagnosis that had been attributed to their illness. However, 

information that was volunteered by clients in the course of the group suggests that 

their experience of mental illness falls within the range of affective and anxiety 

disorders. 

Table 3.2: Participant Characteristics: Client Focus Group 

Client Number of Ages of Relationship Care Arrangements 
Children Children Status 

Client One 1 <12 months In relationship Full custody 

Client Two 3 13 years Single Full custody 
10 years 
4 years 

Client Three 2 10 years Single Has access on 
(plus 1 7 years weekends 

deceased) 

Client Four 1 5 years Single Recently regained 
custody. Regular 
alternative care 

As Table 3 .2 shows at the time of the focus group client participants had seven 

children between them whose ages ranged from less than 12 months up to 13 years. 

One of the clients was in a relationship and three were single. Three of the parents 

had full custody of their children and the one who did not had regular access on the 

weekends. Client Four had only recently regained full custody of her five-year-old 

child and also had regularly scheduled alternative care. 



71 

The size of each focus group was smaller than Morgan's (1997:43) suggested size of 

six to ten group members and the size that was planned by the researcher. Table 3.1 

shows that group size ranged between two and nine participants at the start of each 

focus group session. 

Table 3 .3 shows the breakdown of professional disciplines among participants. This 

shows that Groups Two and Four had the best spread of professional disciplines: ie 

four; in contrast to Groups One and Four in which participants of only two 

disciplines were present. 

Table 3.3: Participant Characteristics: Professional Focus Groups 

Professional Discipline of Group Group Group Group Total 
Focus Group Participants One Two Three Four 

(n=l8) 

Social Worker 1 1 3 5 

Registered Nurse 2 1 2 1 6 

Consultant Psychiatrist 1 1 2 

Psychiatric Registrar 1 1 

Psychologist 1 2 1 4 

Focus group procedures 

Duration. The five focus groups, each between one and a half and two hours long, 

were conducted within a seven-week period. 

Venue. The focus groups were held in meeting rooms at one of the facilities of the 

urban CMHTs. The decision to hold the professional groups at the usual work-site of 



72 

participants was taken to help max1m1se the possibility that people who had 

volunteered for the group would attend. 

A CMHT venue was also chosen for the client group rather than a neutral site. It was 

felt that this would afford an element of familiarity to clients and perhaps aid the 

process of putting them at ease. This decision was also taken in recognition of the 

possibility that participation in the group may precipitate distress for the client. This 

was considered possible because of the personal and potentially sensitive nature of 

the topic of discussion. An arrangement was made with the rostered duty worker12 of 

the CMHT where the meeting was held, to be available to meet with any member of 

the client focus group if was required. These arrangements were discussed with 

participants at the start of the client focus group. 

Transport. Whereas transport to the group was not an issue for staff, it was for 

clients who were coming to the venue from different parts of the city. An offer of a 

taxi to and from the venue was made verbally to participants, three of whom 

accepted. An offer to meet the expenses incurred by the fourth participant who used 

her own vehicle to get to the venue was not taken up. 

Focus group roles. The researcher, a senior social worker with extensive group-work 

experience facilitated and led each session. Her responsibilities included: 

• Welcoming participants and putting them at ease 

• Ensuring that participants were fully informed about the project and processes and 

that informed consent was gained prior to the start of each group 

• Opening and closing the group 

• Focusing participants' discussion on the topic and offering prompts to elicit more 

information 

• Managing the dynamics of the group in a positive way 

• Watching out for general welfare of participants. 

12 A duty worker is rostered to be available on each week day to respond to both enquires of a general 
nature and to crises where a client's normal case manager is not available. 



73 

A mature, post-graduate social work student was employed by the researcher to assist 

with the groups. This role included: 

• Greeting participants and ensuring they had refreshments 

• Being available to read and answer questions about the consent forms should this 

be necessary 

• Taking verbatim hand-written notes of the focus group discussion and overseeing 

the tapeing of the group; 

• Dealing with any interruptions to the group, such as late-comers or people coming 

into the group venue in error 

• Following up on anyone who left the group distressed and linking them with their 

case manager or the duty worker if this was required. 

Data collection. Each focus group was tape-recorded for later transcription. The 

notes taken by the research assistant were for the purpose of back-up data in the case 

of failure of the recording equipment or unclear passages of tape. This manual 

system of data collection ended up being crucial as the tape recorder failed in the 

client focus group resulting in no recording of the group's discussion. The transcript 

for this focus group was typed up from the verbatim notes taken during the group. 

Consent procedures. All participants had information about the focus groups and the 

larger research project of which these groups were one part, for at least two weeks 

prior to the focus group that they attended. This information was given in writing 

and offered verbally. The client participants were also sent a copy of the consent 

form (Appendix Three) prior to the focus group. This afforded them plenty of time 

to consider their position on it prior to the focus group. 

The consent form covered a number of important issues. By signing it participants 

confirmed that they: 

• Understood the purpose of the focus group and the study 

• Had been given opportunities to discuss and ask questions about it and that the 

answers that had been given were satisfactory 

• Had had sufficient time to consider their participation 
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• Knew who to contact with any questions 

• Were choosing to take part and knew they could withdraw at any time or decline 

to answer a question for any reason without incurring any negative consequence 

• Would have their identity protected at all times and their participation would be 

kept strictly confidential 

• Would be given a copy of the consent form. 

On the second page of the consent form participants were asked to make: 

• A statement consenting to participation in the study 

• Note whether or not they consented to the focus group being audio taped 

• Note whether or not they wished to receive a summary of the study when it was 

available. 

The participant and researcher then signed and dated the form with the assistant 

researcher acting as a formal witness to this. The consent process occurred at the 

beginning of each focus group session. Copies of the signed consent form were 

posted to participants immediately after the group. 

Scene setting and house keeping. The first five minutes or so of each session was a 

time for the facilitator to set the scene for what would follow and ensure that 

everyone was comfortable and fully informed. The aim of the focus group was 

reiterated and reminders given that people should try and avoid talking over each 

other. Participants were also reminded that they could pass on any of the questions 

and leave the session if they wished. 

The researcher also discussed with group particpants whether they wished to review 

the transcript of the group once it was prepared with a view to editing their individual 

comments. None of the participants choose to do so. 

The researcher prepared guidance notes to ensure these introductory comments were 

consistent in both their content and their application. Care was taken to ensure the 
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language used for the focus groups was neutral, positive and understandable and 

without jargon. 

Confidentiality. During the introductory phase of each focus group the issue of 

confidentiality was discussed. An agreement was reached within each group that the 

discussion of the group would remain confidential to it. 

The researcher has taken care at all times to protect the confidentiality of participants. 

The tapes, transcripts, fieldwork notes and all associated material, which could 

potentially identify participants was kept in a locked file drawer when not in use by 

the researcher. The research assistant also made a commitment to confidentiality and 

did not take any notes or other raw data away from the focus groups. 

Process. A semi-structured approach to the focus groups was taken both in terms of 

the facilitator's role in the group and the process of questioning adopted. 

Participants of the focus groups were asked by the facilitator to consider and respond 

over the duration of the group, to three broad questions. Although the wording of 

these questions differed between the client and the clinician groups their broad intent 

was to gather data on the same general topic: ie clinical practice in the CMHS in 

relation to clients who are parents. 

Each group was opened with a general introductory comment and question designed 

to orientate participants to the topic of the group and to each other. For the clients 

who didn't know each other this was: 

Today I'd like you to think about your experience of being a client of a 
mental health service while also being a parent. Perhaps a place to start 
would be for each of you to briefly introduce yourself and say a little about 
your family - just whatever you feel comfortable saying. 

Professional participants, who knew the other members of the focus group well, were 

told: 
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As a starting point, I'd like you to think back to clients you have had contact 
with who are parents, or caregivers of children. Please say one or two things 
about what you have observed about their experience of parenting, while 
having a mental illness. 

Following this introductory discussion in the group, the researcher introduced the 

first of the three main questions that would be covered over the duration of the group. 

The main questions posed to staff participants were: 

1. In what ways are parenting issues and issues regarding the children of clients 

addressed in assessment, intervention and discharge processes? 

2. What things impact on, or affect your work with clients who are parents, and their 

children? 

3. What things do you think need to happen to best assist clients who are parents and 

their children? 

The main questions posed to client participants were: 

1. What sorts of things to do with parenting, or to do with your children, have come 

up in your discussions with mental health staff? What has happened about these? 

2. What things affect you getting help with parenting things or with your children? 

What makes it easier? What makes it harder? 

3. What advice would you give mental health staff working with clients who are 

parents? 

Where appropriate these questions were broken up by the group facilitator into more 

manageable parts and asked when participants appeared to have exhausted their 

discussion of the previous part of the question. AB each question was posed the 

assistant researcher put a large sheet of newsprint up on the wall in front of the group 

with the question written out on it. The purpose of this was to help keep the focus 

group discussion on track. The group facilitator offered prompts in the form of open

ended sub-questions to encourage participants to elaborate on points they had 
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previously made or to encourage comments by as many members of the group as 

possible. 

Wherever possible during the focus group discussion the facilitator tried to encourage 

interaction between group members rather than a question-answer process between 

individuals in the group and her. This occurred more easily with the larger groups 

than with the smaller ones. 

It was obvious early in the first focus group a plan that the facilitator would write the 

main points of the discussion on large sheets of newsprint for the group to see, 

actually interfered with a free flowing and interactive group process. The following 

excerpt from the researcher's fieldwork notes13 illustrates what happened: 

Had newsprint on the board to write on and started putting up some points 
during the first main question but soon stopped. Noticed that people would 
pause mid-sentence and wait for me to stop writing. It also took me away 
from the group and made it impossible to give eye contact and non-verbal 

At the end of the session participants were thanked and reminded to make contact if 

any concerns or questions came to mind at a later point. The researcher and the 

research assistant then met briefly to review the session, provide each other with 

feedback and consider adjustments that would need to be made for the next focus 

group. For example, after the first session the researcher, in consultation with her 

assistant, and through the reflective process of writing up fieldwork notes, decided to 

be less hasty in filling up silences in the group discussion. Again, an excerpt from 

the fieldwork notes: 

Need to leave more time (try five seconds) before coming in with a reflective 
comment or prompt etc. I jumped in a few times too soon and although I 
didn't actually cut anyone off I may have stemmed further comments. 

Issues. A number of other issues to do with the focus groups require discussion at 

this point. Firstly, there is the issue of the small numbers of participants in two of the 

professional focus groups: Two participants in one of these groups and three in the 

13 Fieldwork notes were made shortly after each staff focus group and at other key times in the 
establishment or implementation of the study. Unfortunately a fieldwork note was not completed 
after the client focus group. 
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other. Although a larger group would have provided the advantage of having more 

clinicians and therefore a wider perspective of the topic, no obvious disadvantages 

were noted due to the smaller group size. All of the participants clearly had an 

interest and involvement in the topic and therefore plenty to say. 

In the group of three participants some of the most in-depth and interactive 

discussion of any group occurred. Additionally, it was in the smallest focus group 

that a participant disclosed that one of her parents had a severe mental illness during 

her childhood. It is possible that she may not have talked about this in a larger group 

of her peers. It was this participant, who as it will be seen in the next chapter, talked 

about the needs and perspective of children in families where a parent has a severe 

mental illness. 

The second issue relates to the coming and going that occurred in the two larger 

professional groups that did not occur in the client group or the smaller of the 

professional focus groups. Although all participants were present at the start of the 

session and therefore for the consent procedures and the introductory comments of 

the facilitator, several excused themselves either temporarily or permanently over the 

time of the group. The following excerpt from the :fieldwork notes of the focus group 

in which this happened the most illustrates this phenomenon. 

Fifteen minutes in and on person got called away to a duty work call and I 
had to make a snap judgement that she could rejoin us at any time. Decided 
that people need to be there for the consent and orientating comments etc. If 
they miss these it is too late to join. If they have been there for them it is 
okay for them to leave and come back if necessary. [The research assistant] 
took a note of the comings and goings; I ignored them and tried to keep 
continuity going. This seemed to work. Think it was the right thing to do. 
Five people left the group with three of them rejoining it again. (The Team 
Leader) was very apologetic afterwards and said that the first interruption was 
an overdose, the second a patient arriving after being beaten 'black and blue' 
and the third another suicide attempt. 

A positive spin-off of these interruptions was that it prompted a discussion in this 

session about the amount of crisis work that is done by clinicians and how this 

interferes with planned or proactive clinical work. 
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The participants who came and went from the session probably found it easier to do 

so by virtue of the sessions being held at the CMHT premises. As has been 

previously discussed this decision was taken to make it easier for staff to attend a 

group as these were held during their normal working day. 

The final issue that requires acknowledgment stems from an adjustment that was 

made early on in the process to aspects of the study's overall design and the 

relationship between this and the information that was given to participants. Initially 

the researcher planned the study with an academic purpose in mind, as well as an 

applied one. Not only was the aim of the study in its original incarnation to develop 

clinical practice guidelines, introduce them into practice, and subject them to review 

following staff and client feedback; it was to do this within the same timetable as the 

academic process. Apart from the impracticality of this, further examination of the 

literature revealed that there was very little known about what happens in clinical 

practice in adult community mental health services in relation to clients who are 

parents. The study's purpose and methodoiogy as it is outiined in this thesis 

represents the outcome of this developmental process. 

An important consequence of this revision was that the project's information sheet 

contained a small section of incorrect information about the process that was 

planned to occur after the data from the focus groups had been analysed. This 

incorrect information was contained in the information sheet's introductory 

statement, which read as follows: 

The goal of the overall research project, of which the focus groups are one 
part, is the development of ways of working ( clinical practice guidelines) 
with families where a parent has a psychiatric disability. 

After the focus groups have been completed you will be invited to attend a 
meeting with the researcher to discuss the guidelines that have been drafted. 
The researcher will be interested to hear what you think of them and what, if 
any, changes need to be made to them. 

Because the aim of the study had moved from developing clinical practice guidelines 

to examining clinical practice in the CMHS of Healthlink South with a view to 

understanding it, follow up meetings as described were no longer required. 
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However, it remains the researcher's intention to revisit the issue of how to provide 

meaningful feedback to participants about the study' s outcome and seek their 

comment on this. 

Data analysis 

Data preparation and familiarisation. The recordings of the focus groups were 

generally of a good quality with the only problem being that occasionally it was 

difficult to distinguish which participant to ascribe a particular comment to. No tape 

was made of the client focus group, as the recording equipment did not work. The 

transcript of this group was prepared from the verbatim notes taken by the research 

assistant. Before the analysis of the data could start the tapes of the focus groups 

were transcribed and the researcher familiarised herself fully with the resultant 

transcripts. This was achieved by the researcher herself doing the transcribing. In 

addition the researcher also did three readings of the full transcripts. 

Coding. Considerable varn w;u, takc;u tu c;111:;u1c; the; vudiu~ µ1uvv1S1S ctvvurntdy 

reflected the data, as it progressed through each of its stages. Each code was 

developed inductively from the raw data. The data was revisited constantly as the 

codes were further refined and as themes were discovered. 

The initial coding process involved a sentence-by-sentence examination of each of 

. the transcripts to identify labels that could be attached to the data. These codes were 

written onto the transcript next to the relevant piece of data. Once the coding of the 

first transcript was completed the researcher collated all of the codes that had been 

identified. This set of codes was then applied to the other transcripts and further 

expanded as new codes were discovered in the data. At the conclusion of this 

process a set of 114 first-level codes had been identified. 

In the next step of the analysis process, the initial codes along with the data they 

related to, were again closely examined to look for summary codes or themes, under 

which some of the first-level codes could be grouped. This involved an intensive 

process of noting for where the initial codes overlapped and/or represented the same 
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phenomenon - albeit a slightly different aspect of it. It also involved much checking 

and revising of the considerably smaller set of themes created through this process. 

In many instances a set of sub-themes associated with the central themes were 

identified. 

At the point at which the themes that had been identified seemed to have been 

established the data that related to that theme, along with information that identified 

its source, was shifted and placed together. The data under each theme was further 

examined for how it related to the various sub-themes that had been identified and it 

was further sorted to reflect these. 

The next step was to write analytic memos. This involved in-depth reflection on the 

data related to each of the themes, and the associated sub-themes. This process was 

invaluable in terms of extending the researchers understanding of what the data was 

revealing about clinical practice in the CMHT, from the clinician's and from the 

client's perspective. 

This process also highlighted common (and uncommon) themes or sub-themes 

within the responses of individual participants and between groups. At first, the 

process of comparative analysis was concentrated on themes that emerged within the 

professional focus groups. However, this lead to comparison between the issues and 

themes that emerged from these groups and the client group. 

For the purposes of this study the analysis process is focused in the most part on the 

discovery of themes within the data. 

Conclusion 

This chapter provides a detailed account of the systematic and structured approach 

that has been applied to the study at all times. The study's purpose, the overall 

approach taken and the details of the collection and analysis of the study' s data, and 

all aspects of the study's implementation have all been explicitly recounted for the 

reader. 
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The account given in this chapter is both descriptive and reflective. Through this 

process the assumptions held and decisions made by the researcher in her planning 

and execution of this study have been unpacked (Crotty: 1998) and made transparent. 

This chapter sets the context for the discussion of the study's findings that begins in 

Chapter Four and continues through to Chapter Seven. 



CHAPTER FOUR 

THE ISSUES FACED BY CLIENTS WHO ARE PARENTS, AND THEIR 

CHILDREN 

Introduction 
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This chapter is the first of four that present the findings of the current study. It 

contains the first part of analysis of the data gathered during the four professional 

focus groups: a set of themes that represent the understandings staff participants hold 

about the issues confronting people who are parents affected by severe mental illness. 

Three clear groupings are apparent within this aspect of the thematic analysis and 

these are presented in separate sections of this chapter. Presented first, are the 

understandings about the issues facing clients who are parents that are shared across 

all four professional focus groups which have been categorised 'common 

understandings'. Presented next are those understandings that are not unanimously 

shared, although they do appear as themes within two or three of the focus groups. 

The final section focuses on themes that are unique to only one of the focus groups. 

These have been described as 'uncommon understandings'. 

The chapter's conclusion will briefly highlight some of the implications and 

significance of these findings. However, these findings along with all of those from 

this study will be discussed fully in the thesis's Discussion/Conclusion Chapter. 

COMMON UNDERSTANDINGS 

Participants across all four professional focus groups appear to share a number of 

understandings about the sorts of issues that clients who are parents face. As 

illustrated in Table 4.1 five themes were found in the data of each of the professional 

focus groups. 
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Table 4.1: Thematic Matrix: The Issues Faced by Clients who are Parents and their 
Children 
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Feelings of guilt, failure and self-blame 

Each group recognised that people parenting with a psychiatric illness may 

experience a sense of guilt, failure and self-blame in relation to difficulties they, or 

their children face. A range of views are expressed about the origin of such feelings 

however it is the impact of these on the person's sense of themselves, their 

confidence as a parent and their openness in their interactions with health and welfare 

professionals that receive the most attention in group discussion. 

Impact on self-concept. Although participants observe that the parenting role appears 

to be of central importance to clients, they also express the view that feelings of 

inadequacy or guilt often undermine the parent's ability in this important part of their 

life. For example, "They might find it hard to be clear with their children, you know, 

find it hard with the discipline, the boundaries and things like that because of feelings 

of guilt having been unwell a few times ... ". Participants also agreed that usually the 

clients' feelings of inadequacy were not at all reflective of their actual parenting 

skills. 

A tendency for clients to blame themselves for any difficulties they may be 

experiencing as parents, was also noted by participants. It was suggested that clients 

need to be encouraged to "give themselves a break" and reassured that parenting is 

often hard work, even without a mental illness. When parents are very self-conscious 

and think that they are doing things wrong, that they have failed, that others are 

judging them and "waiting for them to slip up" it is very difficult for them to step 

outside of this insecurity and find the internal resources to cope with the everyday 

demands of parenting. 

Impact on self-confidence. Not surprisingly participants observe that one of the 

consequences of a parent carrying feelings of guilt related to, for example, getting 

unwell, and the associated feelings of having failed or being inadequate, is that their 

confidence to parent is effectively undermined and perhaps lost completely. It was 

noted in the groups that when this occurs it can take a very long time for the person's 

confidence to return: "Yeah afterwards, when the person is becoming well again they 
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still have a lack of confidence. Their confidence as a parent has gone very quickly 

and it takes - one, two, three, more years to get back." The implications of a lack of 

self-confidence are also discussed in the focus groups in terms of how hard it can be 

to parent with assurance and consistency in the face of serious self-doubt about one's 

ability. 

Impact on client openness. Discussion also occurred about how such feelings might 

encourage, or more usually, impede the parent's openness with mental health 

workers. On the one hand it was suggested that strong feelings of guilt or worry, (for 

example, that they might have harmed their child in some way) may provide an 

imperative to parents to talk to their mental health worker about their concerns. 

However, it was thought more likely that feelings of being a 'bad' or inadequate 

parent would act as a barrier to openness: "The guilt might stop them saying 

anything - even if they were worried - who was it that mentioned the fear that they 

might lose their children?" 

Fearfulness 

Another common understanding across the focus groups is that many clients who are 

parents are fearful that they may lose custody of their children. Sometimes this 

fearfulness is expressed in terms of a feeling of vulnerability that their parenting role 

is less than secure. The data suggests that this effectively creates wariness among 

clients who are parents and that this can impact on their engagement with the mental 

health service and its staff. Furthermore fearfulness can also serve as a barrier to 

other community supports that may be able to assist them with some of the 

difficulties they may be experiencing. Therefore even if the client begins to feel 

comfortable with their involvement with the CMHS they may not be willing to take, 

what they perceive to be, a risk all over again, and accept a referral to another health 

or welfare service. This dynamic is summed up well in the following quote: 

I'd probably say that a lot of my clients are quite kind of defensive - almost a 
little bit superstitious of intervention. They are kind of scared that their 
parenting skills are going to be analysed and maybe something bad is going 
to come of it - like the potential loss of their child. I've got a few people that 
have had children in their early years that basically they didn't parent and 
now they've got a child that's younger so they are actually very very 
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protective and not open to other services and other resources being put in. 
They are worried about the potential of what might happen. Sometimes it's 
not reality based really but it seems to be that quite often I have people that 
there would be other community resources that could assist them, but they are 
really reluctant to pick up on those. 

For some people then, their cautiousness in relation to this issue could be seen as a 

form of defensiveness or as a strategy that in their view is necessary to protect their 

family from the possibility of losing a child. As pointed out above, there is a down

side to this strategy for the client and their children: the family's needs may not be 

met. 

It is also noted that some clients express fear and a concern that they will "repeat for 

their own children the bad experiences they had themselves as children" It appears 

that fear about this may serve to motivate parents to have positive relationships with 

their children, to recognise their needs in relation to this and to fully utilise the 

supports that may be able to assist them in this goal. 

Stress and stressors 

The existence of significant stressors, and as a consequence considerable stress in the 

lives of people parenting with a severe mental illness was recognised by participants 

right across the focus groups. Participants acknowledged a wide range of stressors in 

their discussions including: financial problems, a lack of practical resources, 

relationship difficulties, parenting, custody loss and difficulties the client might 

experience if they were involved with multiple service providers. The comments 

made by participants demonstrate they are aware of the difficulties created for clients 

by such stressors. For example, a lack of transport, or supports to provide childcare, 

might increase the likelihood that the client would not be able to attend appointment 

at the CMHS. It becomes much more difficult if they have to go to a range of 

appointments at different service providers: 

It gets to be quite stressful too because they end up going to early intervention 
at Burwood [Hospital], they end up going to the Methodists over there, and 
they come here for themselves ... 

They end up going to their private counsellor as well ... 
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And then they have a physical problem as well and go to the Diabetes Centre. 
Their week is taken up with going round to all these places. 

The data suggests that participants may approach their work with clients who are 

parents with a certain degree of realism and sensitivity to some of the demands and 

pressures of their everyday life. 

There is also a clear link made in the data between the presence of stressors and the 

burden of stress these may create for the client and the client's mental health. Too 

much stress, particularly when it is experienced for an extended period is recognised 

as a common trigger for an acute period of ill-health. In addition to stress being seen 

as a one of the causes of relapse, an episode of illness can be perpetuated by there 

being no relief from the stressful situation. In the following quote from one of the 

groups a link is made between stress, parenting, childcare and illness: 

If they've become unwell because of an accumulation of stress well then 
being in a situation where they have to continue looking after their children 
continues the stress and the period of illness ... continuing with the children 
perpetuates it. 

However, as previously discussed many parents have a fear that they will lose 

custody of their children - something that is clearly a worry and a stress for them. 

Sometimes because of the seriousness of the illness or perhaps because there is a 

safety issue for the parent there is a need for the them to be admitted to hospital. Not 

surprisingly, this can be a period of some considerable stress for the parent. The 

stress stakes are raised considerably higher if the client's need to go into hospital or 

have a break from care giving comes at the same time as other family difficulties: 

There is another thing that parents in hospital talk about a lot and that is the 
issue of custody. Because whenever there's a relationship crisis with partner 
or family for the parent, frequently other parties use the children as levers and 
say things often baldly like: 'we will now apply for custody and take this 
child off you because you are in hospital'. Or 'if you go to hospital we will 
do such and such and get your child off you'. 

So, on top of the cumulative stress created by being acutely unwell, having to go into 

hospital for treatment, and having to arrange an alternative care-giver for their child, 
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a threat is experienced which increases the stress exponentially. Participants note the 

more stress there is when a person is unwell the harder it becomes for the person to 

get on the road to recovery. 

The impact of parental illness on children 

Most mental illnesses, by their nature, are episodic and fluctuating and given the 

nature of the service in which participants work it is not surprising that their 

awareness of this, and in particular its impact on parents and children, emerges as a 

consistent theme. They note that periods of intense and disabling psychiatric 

symptoms may be interspersed with weeks, months and even years of relative 

stability or milder symptoms which intrude less into the everyday functioning of the 

person concerned. 

The links made in the data between the ebb and flow of mental illness and parenting 

suggest an inconsistency in the interaction or relationship between the parent and 

their chiid/ren. For exampie: 

... I've got some really good parents but they fluctuate with their mood 
disorder and stuff so it is very much their emotional alignment to their 
children that fluctuates. They may be there in a very total way but when they 
suddenly go manic they get irritable and slightly kind of inappropriate ... 

It was noted that the effect of such fluctuations in the parents mood or affect can 

cause some children to hold back in their interactions with the parent when he or she 

is unwell, and perhaps even for some time afterward. The data suggests that 

participants view this as self-protective behaviour on the part of the child. As the 

following quote illustrates this can be hard for the parent if they are ready to 

reconnect with their child, (perhaps for example after a period in hospital): 

... When they are unwell of course they are not there for the children and that 
is a bit of a loss. When they are well they" try and build the relationship again. 
But the kids, I suppose, are almost scared to do it because they think 'well, 
she is going to go off and leave us again'. 

Sometimes, participants offer specific examples about how the symptoms of a 

particular illness may affect the client and impact on their parenting. And suggest 

how this may translate into thoughts or actions on the part of the parent. For 
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example, psychotic symptoms affect the parents cognitive functioning and in the case 

of delusions this may result in the parent having distressing thoughts which may 

involve the child in some way. At times, as illustrated by the following example 

from practice, this has the potential to be an unsafe situation for the child: 

... You see the parent blaming the child. I guess you see it more in crisis and 
more in severe illness but it can approach psychotic intensity. I saw a woman 
this morning who knows it's not a true thought but never the less strongly 
believes that her child is like a devil in the house [ and] is ruining her life. 
That is dangerous because violent thoughts directed towards the child have 
come up ... 

Sometimes the impact of the parent's illness may be less direct although still of 

concern. For example, it is noted that some parents when they are depressed or 

highly anxious might withdraw from the family and perhaps stay in their bedrooms 

or even in bed. Others might avoid going out of the house or having people, such as 

their children's friends and friends or family members to visit. Participants comment 

that where this occurs over an extended period of time, children are effectively left to 

look after themselves, and perhaps even younger siblings. This may also mean that 

children will have fewer opportunities to achieve some of the normal developmental 

tasks of childhood such as playing with friends, joining social groups and so on. 

With some people the issue is less one of neglect and more one of being over 

protective. One example given was of a parent who suffers from an anxiety disorder 

who may have a tendency towards "over accentuating on things ... overly fussing, 

overly cleaning. Overly concerned about. .. sexual orientation, very avoidant of the 

child going out in the streets in case a man approaches .... " It seems that the way the 

parent approaches their role may be affected by the symptoms of their illness. 

Although the illness experienced by the parent can impact on the child~ participants 

saw the presence or absence of insight on the part of the parent as being a crucial 

factor in determini~g how concerned they were about this issue. It was noted that 

some parents were able to recognise how the illness was affecting them and 

consciously kept the child's best interests in the forefront of their minds. These 

people were also able to make a connection between how they were feeling and how 
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this might impact on their children. Clinicians clearly felt more confident in the 

parenting capacity of parents with greater insight. 

However, sometimes the judgement of clients was seen as being severely impaired 

and this represented a major concern for participants. One participant gave the 

following example: [There were] huge problems at the school with both 

parents ... They were doing a lot of projecting their own issues on to their children. 

[The parents] were going around harassing other children for bullying their 

children ... and not including them in their games." Where this was the case some 

participants expressed confusion about how to help. 

Comment is also made about how a lack of insight on the part of a parent who has a 

severe illness may lead to inappropriate boundaries with the child: 

One thing I have observed is that clients with mental illnesses, when going 
through a psychotic exacerbation have brought their children into the [office] 
and sort of discussed suicidal feelings or feelings of quite disturbing types of 
experiences in their children's earshot... This was more likely with parents 
who have struck me as quite unaware of the impact of their mental illness on 
the children. 

(Int.) If they weren't psychotic do you think they would have different 
boundaries with their kids? 

I've got one person in mind and I suspect it is general, poor boundaries as 
well as lack of insight. ... Um, but I can also think of examples where it is 
probably restricted to episodes of illness and they are probably reasonably 
well functioning bi-polar parents who ... loose their boundaries when they are 
manic, with their kids ... 

As previously noted participants also demonstrate an understanding that at times all 

parents, whether they have a mental illness or not, will find parenting hard work. 

There is little doubt that effective parenting draws heavily on a person's ability to 

think things through and problem solve and it requires for example, good levels of 

energy, motivation and a degree of alertness. However, because mental illness 

effects, amongst other things cognition, affect and various bodily functions such as 

energy levels, motivation and sleep patterns, parenting when unwell can be 

particularly challenging: 
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I guess parenting in its own right is not the easiest of tasks. And I guess what 
I've seen when a parent suffers from a mental illness [is that] they find it 
more difficult than the average person... I guess another thing about 
parenting is that you can very easily get frustrated and impatient, normally -
and when you are struggling with a mental disorder you may be more 
frustrated and impatient. 

Parenting as a role and an endeavour 

Although all of the issues examined above relate to the experience of being a parent 

who also has a severe mental illness, a theme related specifically to the role and 

'activity' of parenting also emerges from the data. It is this theme that focus group 

members have the most to say about. Several sub-themes are evident in the data and 

these are examined below. 

Motivation to parent well. The first sub-theme relates to a desire that participants 

have observed among many people parenting with a severe mental illness to be "a 

good parent and do things right." This determination to parent well, even though it is 

acknowledged that this can actually be very difficult and requires a high degree of 

motivation on the part of the parent when present, appears to be valued by focus 

group members. They see it as both as an essential building block for potentially 

positive outcomes for the parent and their children and also as an indicator that the 

person is more likely to engage in treatment and be open in their interactions with the 

clinician. 

Interestingly, given the general focus on individual psychopathology and deficits that 

is characteristic of most specialist mental health services, (Rapp, 1998) the comments 

of participants indicated an appreciation of some strengths within clients who are 

parents. This usually related to the perseverance clients demonstrate "no matter how 

lousy they feel" so that everything still happens for the children. The discussion 

within the groups also contained other comments in this vein such as "even when she 

is really unwell [she] is a very good mother. She really is. She may not provide 

herself with what she needs but she certainly addresses their needs." Interestingly, 

this comment did not lead to any discussion in the focus group about the impact on 

the parent themselves when giving priority to their children's needs over their own. 
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Impact of parenting on recovery and the achievement of well being. The data 

indicates that a tension exists at times between parent's needs, (for example for their 

recovery), and the parenting role, particularly when the parent is parenting on their 

own and with minimal supports. 

Sometimes this tension is no longer manageable and the need for the parent to have a 

break from their parenting responsibilities outweighs their need and desire to 

maintain these. In such a circumstance a period of separation is needed to relieve the 

pressure and stress on the parent so they are free to focus solely on getting the most 

from the treatment or interventions offered or available. Participants suggest that 

because parenting can be very draining of energy a break can allow the parent to 

concentrate these energies on looking after him or herself. The following excerpt is 

reflective of a number of comments made by participants about this issue: 

What was the other reason, apart from her bi-polar disorder that she had to let 
go of her son? 

Yeah, well, she was trying to get into recovery and couldn't cope with doing 
a [program] 9-5 and weekends, even though that was something we went for 
to try and keep her with her child, she then thought she couldn't cope with 
recovery and parenting on her own ... 

. . . they've got work to do and how can they do their work at the same time as 
do the parenting? Some of them have difficulty marrying ... doing ... both 
things at the same time. 

In effect, what participants are saying is that a short-term break from parenting may 

be necessary if the person wants to achieve the longer-term goal of stabilising the 

illness and being in a better position to parent. 

Mum or Dad's illness: To explain or not to explain. Another dilemma faced by some 

people parenting with a mental illness, and recognised by participants, was the issue 

of whether they should tell their children about their illness or not. There appears to 

be a range of factors that impact on the ways that clients resolve this dilemma but the 

most important appears to be their own feelings about the illness. If, for example, the 

parent is distressed or confused by the diagnosis or perhaps does not accept it, then it 
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is unlikely that they will be in a position to give their children information even if 

they wanted to. Feelings of failure, self blame and perhaps beliefs based on stigma 

can also impact on whether they decide to tell their children or not. 

Unfortunately, the strongly negative perception of mental illness prevalent in the 

community does not make it easier for the parent to tell anyone about their illness 

and its effects let alone their children. Participants gave examples of where parents 

had chosen, because of the undermining effect of stigma to completely exclude their 

children from information about what was happening for them. In the following 

quote the clinician offers an example of this occuring where the father chose not to 

have contact with his children rather than risk them finding out about his illness: 

Occasionally I get people saying to me I really don't want my kids to know 
about this. There is someone coming along here ... He has cut himself off 
from his kids because he did not want them to see him as 'failed' if you like -
this suicidal, depressed mess that he was. He just did not want them to see 
that and went to great lengths to hide it. 

Having made the decision to tell their children about the illness parents then grapple 

with the issue of what information to give: how to explain it in a way that the their 

children can understand, but will not worry them: 

There are some that struggle a lot with guilt and worry about what's the 
appropriate way of informing their children ... [they] think about that in some 
depth. One I can think of talks ... about how she tries to provide some kind of 
information to her child ... she calls her illness her happy/sad illness and 
thinks that is a way that might be accessible to the children - to help them 
make some sense of it. 

Several participants commented on how some clients appear to find ways to talk 

about these issues with their children with relative ease while others have no 

confidence or idea how to proceed. 
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UNDERSTANDINGS: NEITHER COMMON NOR UNCOMMON 

The four themes presented in this section of the chapter were discovered in the data 

of either two or three of the professional focus groups. Even though they don't 

qualify as being common understandings as the five themes discussed earlier do, they 

do represent understandings that were shared across some groups. These four themes: 

stigma, supports, separation and custody loss, and child resiliency sit in the shaded 

panel midway down Table 4.1. 

Stigma 

The issue of stigma associated with mental illness was the subject of discussion in 

three of the four professional focus groups. It is somewhat surprising that the data of 

the fourth group did not contain this theme given the extent to which it permeated the 

data of the other groups. 

Parents with a mental illness are the recipients of a double-dose of stigma according 

to the participants across three of the professional focus groups. Not only do clients 

who are parents have to confront the stigma that is commonly associated with mental 

illness they also have to cope with being judged as being unfit or unsuitable to parent 

by virtue of the illness. 

Stigma is so pervasive that it may also negatively influence the belief systems of 

people close to a person who has an illness including partners of the perosn who is 

unwell as illustrated by the following quote: 

... This lady is bi polar disordered and the manic-depressive society put out 
that pamphlet 'My mother has a mood disorder'. And that was gone through 
with the kids at a level that they could understand and seemed to be quite 
helpful. But the problem is their father-it's not so much he is in denial but he 
is reluctant for his children to be tainted, if you like, by having any more 
contact with mental illness than they absolutely have to. So he is kind of 
stopping the learning process. He sees his wife as nuts. Not bi-polar 
disordered- nuts. 
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Many of the people in key support roles may, because of misguided beliefs about 

mental illness, be undermining the person's self-concept and confidence at every 

turn. 

Stigma can also be internalised by the ill parent and greatly affect the decisions they 

make about giving information to their children or about the sorts of relationships 

they are prepared to form with mental health professionals. For example: 

I know that [my colleague] has at least one person who absolutely does not 
want his children to know that he is a psychiatric patient in any shape or form 
and goes to great lengths to hide that from his kids. (He] has to park several 
blocks away ... the room is barricaded so the kids can't come in. All they 
know about is that this guy comes to see Dad once a week." 

Interestingly, it was during a group's discussion about stigma that one of the 

clinicians first talked about her personal experience of growing up with a parent who 

had a severe mental illness. As she reflected on her own upbringing and experiences, 

she expressed a belief that it would have been helpful for her to have known that 

"this kind of illness is a common thing" particularly because it would have helped 

her deal with her feelings of "shame, guilt, embarrassment [and] stigma stuff too." 

Supports 

The role of supports in the lives of clients who are parents was talked about by 

participants in terms of a mixed picture of benefits and costs. On the one hand the 

ready availability of emotional and/or practical support for the parent, was seen as 

essential if the stressors and difficulties associated with parenting while also being 

mentally ill, were to be managed. On the other hand participants also talked about 

how support, however well intended, may actually cause stress for the parent. 

Many of the examples given by participants were where the family members were 

providing care for the children during a period where the parent was unable to do . 

this. Sometimes the family member had indicated a willingness to provide care but 

because of the parent's feelings of insecurity or a lack of confidence they did not 

want this to occur. For example, one participant says, "Yeah, some clients and 

patients are incredibly sensitive to their own limitations and they don't want other 
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family members brought in on their current limitations really because their self

esteem is pretty frail anyway. This was seen as more likely to be the case when the 

parent was sensitive about their own parenting ability or perhaps carried guilt in 

relation to not being able to parent as they would like to because of the illness: 

having someone apparently competent take over from them caused additional stress 

and worry. 

Sometimes this may relate to a clash of parenting styles between the family support 

person/caregiver and the parent: 

If say the grandparents look after the children for a while sometimes there is a 
conflict of parenting style ... with them criticising the way that the parents 
look after the children ... Particularly if the person who is unwell has low self
esteem ... they are not really sure what to believe and then their confidence 
level is lowered again, yet it may be just be different parenting styles. 

On occasions, it was noted family members can put extra pressure on the parent to 

get well, particularly when they have taken over caring responsibilities for the 

children and show an insensitivity that is often based on a lack of understanding 

about the illness, how this manifests and how it is being treated or managed. 

Another somewhat negative consequence identified by participants is that on 

occasion unlimited, all encompassing support may actually be a factor which serves 

to prolong the level of disability of the person who is unwell. This is illustrated by 

the following quote: 

The one who is not unwell will maybe give up their job, look after the 
children, run the house, take them everywhere and the person who has been 
unwell, seems to stay often-it keeps the person sort of unwell for even 
longer-because they are not able to get back that role again. 

In another focus group it was suggested that one of the costs of too much support was 

that it reinforced a "sick role" for the client which impaired their quest for wellness. 

However, the availability of support such as that provided by partners, family 

members, friends and health and community workers was considered to be 
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invaluable. Without it the struggle to parent, manage the difficulties associated with 

the mental illness and to achieve well-being would much harder: 

She has a very supportive partner. He is not [her son's] Dad but he is very 
supportive so that has helped a lot. He has only come along in the last year or 
so. 

(Int.) How has that helped? 

A father figure, a support, someone who does not partake of drugs and has 
never been part of that whole subculture. . . .I guess as a positive role model 
for her, and her son. 

Several participants talked about the benefits they had observed being derived from 

the development of supportive relationships within the groups or activities offered by 

the day program of the CMHS. In particular this was seen as fostering mutual 

support between clients and therefore decreasing the isolation that occurs at times 

because of the sense of difference associated with mental illness. The children, as 

well as their parents were seen as gaining from such opportunities: 

One thing I have noticed . . . they get a lot of support from each other in the 
group. I've often been sitting in here with clients before the group has started 
[and] they are often talking about each other's children. So they actually 
seem to know about each other's children. 

I also find on the day centre outings, say we go to Orana Park or something 
and people bring their children-it's quite nice for children to see other 
children whose parent has a mental illness too - and sometimes they may go 
to the same school. So it is someone they can say 'hi' to, 

Participants also acknowledged the value of professional support and the support 

offered by the forging of a strong link to the mental health service. For example: 

There is somebody ... whose children really appreciated the [ mental health] 
social worker spending a lot of time visiting the family .... The mother says 
that the kids really appreciated the person coming out, it provided ease of 
contact with the service, so that when Mum is a little bit skew whiff they 
know who to contact who to describe the problem [to]. A relatively normal, 
sane person would come around and find a bit of balance for the kids so they 
could off load their concerns and worries .... 

This quote also suggests that this clinician is aware of a potential benefit to the 

children in this family afforded by the presence of a supportive adult other than their 

ill parent. 
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Separation issues/custody loss 

Parent-child separation issues, including custody loss, were discussed in two of the 

four professional focus groups. Participants in these groups note that for many 

families where a parent has a severe mental illness there are times where the parent 

and their children may be separated. Such separations may be temporary, short or 

long-tern1, or they may be permanent. Sometimes they are unavoidable, for example 

when a parent becomes acutely unwell and needs to be in hospital. 

Whatever the circumstance precipitating the separation, participants appear to agree 

that there are usually wide-ranging - and sometimes unintended -implications for the 

people involved. One example given was of a situation where a client's child needed 

to go into alternative care for a period of time and the best caregiver from the child's 

point of view was his father. However, the mother ended up in a "hard, long custody 

battle-a wicked custody battle" as the father refused to return the child to his 

mother's care once she regained her health. 

In another group the impact of temporary separations on parent-child attachments is 

noted: 

I guess the other thing really is attachment issues for the children - especially 
when parents have been in hospital for long stretches at a time or if they have 
just been emotionally unable to cope. And I find that even if (the parents) are 
treated and are well they find they have a lot of catching up to do in terms of 
attachment and bonding. 

Yet another aspect of this issue: the needs of the parent versus the needs of the child 

- and the impact that a separation may have on these - are highlighted by 

participants. For example: 

I can think of [my client's] son who went to attack her with a knife ... on 
Wednesday ... and that night she wanted to go in to respite care because she 
is quite depressed at the moment. But she is concerned that if she goes away 
that is more time away from him which won't help him settle.... It's a 
dilemma with [the parent] thinking she desperately needs a break however 
she has to consider whether this is going to make him worse and then make 
the whole situation worse. 
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The tenor of the comments made by participants was of appreciation of the stress, 

grief, and complexities that may be created when a parent can no longer provide care 

for their children - particularly when the separation is long term or permanent. 

The resiliency of children 

That children may be resilient, adaptive and able to cope despite difficulties 

associated with parental mental illness was only noted in two of the four professional 

focus groups. Participants offered several examples from their practice to support 

this view including the following: 

I've gone out to homes where there have been mothers who have quite a 
chronic schizophrenia from when the children have been quite young. And 
you can meet those as adult children and find that they are very well balanced 
and they absolutely love their parents. They have somehow seemed to come 
to terms with the fact that their mother had a major mental illness. 

[My client] feels the lack, when she talks about her young life-there was 
actually something missing-but she is obviously not damaged by that. She 
has a good relationship [with her mum], her two children are looked after 
beautifully and she seems to be quite intact. . . but she talks about how her 
mother has been in and out of hospital for many years ... I think her father 
was quite good. It hasn't actually damaged her. 

You can see people who say 'well this is just the way it is- Mum's sick'. 
They have obviously in some way come to terms with it. 

The comments below also suggest awareness on his part that some children are able 

to withstand and adapt to difficult family circumstances: 

These are kids who are going to grow up with very strange parenting and that 
is going to have a great impact on their development-there is no doubt about 
that. But, I also have a sense that I suppose those kids have some 
mechanisms to adapt to that [family]. 

Although childhood resiliency was recognised by participants they did not attempt to 

identify the factors or mechanisms that helped children cope in the face of the 

difficulties such as inconsistent parenting, the impact of the illness on the family and 

occasional separations. 
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UNCOMMON UNDERSTANDINGS 

The two final issues identified in the data are both child-focused: the needs of 

children and the child's perspective on having a parent who has a mental illness. 

However, these are found in the data of only one focus group and in the comments 

made by one participant of that group: the group member who as it has previously 

been noted disclosed that she grew up with a mentally ill parent. These uncommon 

understandings, as they have been classified, are presented below. 

Child need 

Although, as has already been discussed, there is a consciousness among participants 

that parental psychiatric illness may impact on children in a range of ways, this did 

not lead to any significant discussion by participants about the needs children have as 

a result of this. The one way, however, that the needs of children are commented 

upon in the data is around their information needs in relation to their parents illness 

and its treatment: 

In another family the children are actually quite thirsty for knowledge ... the 
children are saying 'I want to know about my Dad, why my Dad behaves like 
this', or 'why does my Dad need to take all this medication'. 

The participant goes on to talk about the work that organisations such as 

Schizophrenia Fellowship14 and the Mental Health Foundation15 are doing to develop 

information resources for people, including children about psychiatric illness. Her 

comments also suggest that even though these resources are clearly needed they will 

do not good at all if they are not used. She implies in her comments that the 

awareness of mental health professionals and of parents themselves need to be raised 

if children are to get access to information in any form at all: "It has started but it is 

not enough ... the people who need to know the most, families, even children, don't 

know about these things." 

14 Schizophrenia Fellowship is a community mental health organisation that provides education, 
support and advocacy to people who experience severe mental illness and their families. 
15 The Mental Health Foundation is a mental health promotion organisation in New Zealand. 
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A child's perspective 

There is very little evidence in the data to suggest that focus group members consider 

what a child's perspective of the parents illness might be, or that they believe a 

'child's view' is ofrelevance. 

The comments of one participant however stand out from the rest of the focus group 

data in the way that they are child focused and show an appreciation of the value of 

clinicians putting themselves in the child's shoes when trying to understand how they 

are dealing with their parent's illness and their needs in relation to this. For example, 

at one point she offers a child's view of the differences between the hospital that 

people go to when they are physically ill as opposed to when they are mentally ill: 

They may have awareness at 10 and 11 that Mum is not quite right. They've 
made the distinction between the two hospitals, between Sunnyside and 
Christchurch16 [Hospitals] .... They always say when Sunnyside is in the 
picture 'we don't like you coming to this hospital Mum'. 

The comments made by this participant indicate an awareness that not only are 

children aware of what is happening in their families they also have responses to 

these events which are important to consider. 

Conclusion 

The clinicians that participated in these focus groups are open to the parenting status 

of their clients. They are aware that many of the people who attend their service are 

likely to be parents and seek to clarify this at the earliest opportunity. They are 

aware too of many of the issues facing parents in this situation with the majority of 

these understandings being shared to a greater rather than a lesser degree. 

Logic and common sense dictate that these findings are significant in their own right 

even without any others. An openness towards, and insightfulness into the 

experience of parenting while living with a severe mental illness necessarily 

increases the possibility that clinical practice will reflect this knowledge. 

16 Sunnyside Hospital is where Healthlink South Limited's psychiatric inpatient wards are located. 
Christchurch hospital does not have a psychiatric unit. 
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Just as significant, yet in considerable contrast to their understandings about the 

parenting experience of clients, participants appear to understand very little about the 

risks facing children in families where a parent has a severe mental illness. Neither 

do they seem to widely understand the concept of resiliency or indeed the factors that 

serve to protect or buffer children when they are exposed to adversity. 

The apparent lack of a grasp on such basic and crucial issues indicates a major 

knowledge gap. Without these understandings it is very unlikely that clinicians 

would be able to adopt a preventative and fully integrated approach to their practice 

with clients who are parents. Clinical decision making is also likely to be only 

partially informed. 

It is interesting that more is known about the situation of the parents than that of the 

children. This reflects the opposite of the balance of knowledge in the literature. In 

the literature the emphasis has traditionally been on the effects of parental psychiatric 

illness on children, risk factors, protective factors and so on, and what has been 

missing is the perspective of parents. 

The data analysis process also reveals a lot about the clinical practice of participants 

with clients who are parents. These findings will be presented in Chapter Five. 
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CHAPTER FIVE 

CLINICAL PRACTICE WITH CLIENT WHO ARE PARENTS, AND THEIR 

CHILDREN: A DESCRIPTION 

Introduction 

This Chapter focuses on the second part of the thematic analysis. It looks at what the 

data from the professional focus groups reveals about the clinical practice of 

participants in relation to clients who are parents. This information is presented in 

three sections that are organised according to the fundamental clinical processes of 

assessment, intervention and discharge. 

Assessment 

The concept of assessment is fundamental and familiar to mental health service 

systems, their workers and usually service users. Assessment is the term that is 

commonly used to describe the initial information-giving and information-gathering 

session that generally forms the basis of clinical decision-making and occurs between 

a mental health clinician, a client and sometimes their family members/support 

people. The purpose of assessment as a clinical process in clinical mental health 

services is to gather information that is then used to inform and plan interventions 

and treatment modalities. 

Assessment is not however a process that only occurs or is completed in the first 

session. It will be ongoing throughout the client's involvement with the service. 

This point is made rather bluntly in one group when a participant says, "if you think 

you have done an assessment in the first session you are wrong." 

Two themes emerge from an examination of the data relevant to the assessment 

process. The first of these relates to the information that gets collected, or that 
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participant's view as important to collect, during an assessment process. The second 

theme relates to how they go about gathering this information. 

Assessment: what information is required. Most participants agree that finding out 

about a client's parenting status during the assessment process is important. It was 

agreed that at minimum information should be gathered about how many children a 

client has and what ages they are although as the following quote illustrates this has 

not always been standard practice: "I think we have improved a lot because when I 

first started there would be times when you would walk away from assessments that 

people had done and not know whether the person actually had children". 

There was however a range of opinions among participants about what, if any 

additional information should be gathered during the assessment process, for 

example to get a sense of whether there are any parenting difficulties or if the 

children have any specific problems. In the following quote what is essentially a 

conservative vie,x1 is presented: 

In terms of assessment [parenting issues] is not directly addressed. It is 
talked about if the patient talks about it. That's the way I operate. It may be 
different for others but I don't directly talk with the adult who comes along 
with an adult problem about how they are coping with their children. But 
quite often parents will come along and talk about one of their symptoms as 
they are not coping with their child. It may or may not come up in the initial 
interview but it sometimes comes up if you take them on for therapy. 

Other comments indicate a tendency to approach this issue in the assessment process 

in a broader way by asking directly about parenting issues, how the children might be 

doing, who else is involved in the child's life and so on. What is clearly apparent 

across the groups is that the practice of participants during the assessment process in 

relation to the information gathered about parenting and children varies considerably. 

Not surprisingly, it is apparent that participants whose comments reflect a broader 

approach to the assessment process gather information on a wide range of matters to 

do with parenting as well as the children. This includes information intended to 

highlight whether the children of their clients are having difficulties of their own, or 
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might be developing difficulties. With this in mind they might ask about the child's 

behaviour, their developmental milestones, how they are going at school, what 

supports exist and consider this information in light of the issues that are going on for 

the parent, for example, the severity and chronicity of their illness. 

It was also considered important to try and understand the nature of the parent-child 

relationship: "what kind of relationship exists and how warm and appropriate the 

parent is to [the children's] needs. Whether they are getting irritable and whether 

they have patience ... " 

In terms of the variance noted in the approaches of different team members to the 

assessment process one participant suggests that there may be a link between these 

differences and the discipline of the clinician involved: 

I'm just thinking about the assessment process - psychiatric assessments that 
come in from the GP's that we do as a team. There are a lot of people who 
come from different disciplines, different focuses. So, in terms of doing a 
'current social situation' they may not think of asking who lives in the family, 
and what the responsibilities are, and things like that. And other people 
might, depending on discipline- and depending on staff quality 

Although this participant also goes on to acknowledges that "some people are very 

good at it whatever their background is". For this clinician a person is practicing 

well in this regard if they adopt an approach to practice which is inclusive of 

parenting and children. 

In one focus group, participants talked about how staff turnover affects consistency 

in the approach taken to the assessment process. 

We had this thing didn't we a couple of years ago where we actually looked 
at [assessment] and decided to ask about the kids, how they are doing at 
school, the family circumstances, parenting ... 

Yes, but every few months new people come ... the [Psychiatric] Registrar ... 

Not just the Registrar but lots of new people in the service ... we don't know 
what is expected ... and I am a bit more fluid depending on what the person 
serves up [ when they come in]. 
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Assessment: The process. The comments of participants demonstrate a markedly 

flexible approach to assessment that incorporates a range of ways in which the 

information required is gathered. As illustrated in the quotes above this firstly 

involves the clinician asking direct questions as well as exploring further the issues 

raised by the client. However, participants also describe other information gathering 

methods such as: 

• Observing parents and children together and separately: 

I have seen her interaction with the children, and talked to them too - I saw 
them in the waiting room, the three children were playing and I was with them 
there for one period. My observation, and the doctor who worked with them 
[was] that her actual interaction with the children was very good. 

• Visiting the client and their family in their home: 

I usually do a home visit and arrange to meet the children ... Because you get a 
better holistic understanding of the patient and you can also see their 
environment they live in ... you get an idea of their financial situation, how 
they manage. I also iike to look at what supports the children have. 
find they don't belong to many organisations and are very isolated. 

V _,, ,..,..f'+.:::::1t.-tt 
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One of the advantages noted by participants of home visits is also that it 

provides an opportunity for the children become somewhat familiar with the 

clinician so that as one person put it she can "see how they relate and interact 

once they get used to me being there." 

• Gathering information from people other than the parent who has the illness: 

"The other way is maybe someone else ringing up from another agency or 

maybe me ringing another agency that I know they are linked in to. And 

saying 'how are things going?' .... Also talking with the other parent." 

During the discussion related to information gathering one participant talked, in 

a slightly embarrassed way, about an informal external source of information: 

"Confession time .. .It was really difficult because there isn't permission on 

behalf of the parents to speak to the school.. .. What information I had from the 
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school comes from a not legitimate source through one of the schoolteachers as 

a friend who worked there .... " 

Of note this clinician did not have the client's permission to contact this source 

for information although it is not clear from his statement whether or not he did 

this. It is also possible that the school teacher volunteered this information 

without being asked. 

A second impo1iant clinical process relates to the treatment strategies and/or 

interventions that are planned as a result of the outcome of the assessment process. 

Intervention and treatment 

Participants describe a number of interventions or 'ways of working' with clients 

who are parents. The data reveals participant's address parenting issues of clients 

and issues in relation to their children in six broad ways. They: 

• Utilise 'time out' for the parent andior for the child 

• Work directly with the children 

• Work with the parents 

• Involve other health and welfare services 

• Involve family members as supports 

• May adopt a family focus. 

Time out for the parent and/or for the child. The need for alternative care for the 

parent with the illness, the child or for both is recognised by participants across all 

four professional focus groups. This is considered to be a fundamental or core 

intervention in clinical practice. Participants agree that if respite care is arranged 

whenever there is a need it can relieve increasing stress, provide additional supports 

and is a much less intrusive intervention than admitting the parent to hospital or 

arranging long-term foster care for the child. 
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While confirming a .need for respite care, there was unanimous agreement among 

participants that there was a shortage of options available 17 and this was a matter of 

considerable concern: 

You often have a situation where a parent has suddenly got unwell and the 
child needs somewhere to go but there is nowhere to go. Maybe what is 
needed is for the child to have a break and the person to stay at home and 
have support put in there. It is extremely difficult to get time out for parents 
and children. 

Participants also demonstrated an awareness that this intervention might in itself 

create certain difficulties: "The need for time out is the real issue here .. .it is huge -

either for the child, or children - and/or the parents. However, if it is the parents not 

being well that is triggering the child and then you remove them it is even harder 

again to put them all back into that situation." Many participants then were sensitive 

to the complexity inherent in family situations of their clients and thought carefully 

prior to intervening in any way. 

Certainly the resources of the extended family were utilised wherever possible for the 

provision of an alternative carer for the children of clients. 

If there's a parenting problem, particularly a crisis parenting problem ... a 
bad few weeks ... my most common manoeuvre is, and I guess the one I have 
seen the most other people do, is to find a safe family member to take over 
the parenting role. To have the kids hopefully at their own home. 

Clinicians appeared to understand that the provision of alternative care options that 

are the least intrusive as possible, and that result in as many things staying the same 

as is possible are preferable. The alternative of removing the child and placing them 

in an unfamiliar setting was considered to be much less satisfactory as it would 

compound the stress already experienced by the children. 

Direct work with children. Although direct work with children was described in 

every focus group the extent and depth in which participants work directly with the 

children of their clients varies considerably between individuals. Some people 

17 The lack of availability of time out or respite options is an issue that is discussed further in Part 
Two of this Chapter under the heading 'constraints'. 
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clearly have developed comprehensive ways of working with the children of clients 

which includes giving age appropriate information on a range of matters such as a 

description of the parents illness, its symptoms and the things the child might notice 

about the way these symptoms affect the parent. For example: 

I like to tell them who I am and actually say something to the children about 
the parent, as long as the parent agrees, and no one has stopped me yet 
fortunately, to actually say something about mum or dad's illness. I give a 
quick blurb, because even though the parent might have explained or they 
might have come to a doctor's appointment, it is kind of nice to give them an 
opportunity to hear the words again. I try and keep it in ordinary words. 

(Int.): Could you give us an example of your blurb? 

Say if we are talking about schizophrenia I will actually say something like 
'do you notice that Mum has some symptoms of that illness? Do you notice 
that sometimes she can't sort of think of things to say to you and you are 
wondering why that is? It might be because of the illness and she can't think 
of what to say back to you. You ask her a question and she is very slow to 
give you an answer or she says very little back and you've been wondering 
whether she is not interested? It can actually be her illness, she is a bit slow 
to think through what the answer is and gives you just a very small answer. 
Sometimes she might not seem very enthusiastic about the things that you 
want to do - it seems like she hasn't got a lot of energy and again that will be 
about her illness.' And actually saying that the medication is trying to help 
some of these things. 

So I try to go through some of the symptoms, and how it affects them, and 
what they might have presumed it was about-not being interested and not 
caring about them, and say it is the illness that is doing these things. 

(Int.): What sort of age group would you tackle it that way? 

Quite young. I don't think I have done it as young as four, but quite young. 
It gives them the opportunity of having an explanation and I have been with 
children who have been too shy to ask the questions even though I was very 
sure they were dying to ask. 

In contrast, the next excerpt represents a more limited perspective or approach to this 

direct work with the children of clients. This clinician works with the children when 

the parent initiates it and within certain boundaries. For example, rather than 

anticipate what it is that the child may want to know and volunteer information, he 

prefers to wait and see what it is that they ask him: 
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Occasionally a parent has expressed concern about the kid and how it is 
affecting them so I'll say 'bring the child along and we'll have a natter for 
free.' ... So they will come along and have a natter about Mum or Dad. It 
doesn't happen very often. 

I tend not to ask an awful lot of questions. They tend to be pretty overawed 
about coming in anyway. So that they have one or two questions they though 
they might ask and they'll hum and hah and ask them and then go quiet. ... 

I don't feel my role is to educate the kids about whatever diagnosis the parent 
might have, all the symptoms and that sort of stuff. I guess my role I feel is 
to hear what the kids are concerned about, that Mum and Dad think that they 
want to come along and talk about. It doesn't happen much, maybe three 
situations. 

In another group when this topic was discussed one participant commented that he 

thought an approach which relies on the child to ask questions about the things they 

want to know is fundamentally flawed. His view is that with something as complex 

as mental illness some children are unlikely to understand enough to even formulate 

the 1ight question. To illustrate his concern about this he uses an example from his 

practice involving the children of a person who was in the in-patient ward: 

A father was taken out of the family and put into Sunnyside Hospital because 
he was (behaving] quite bizarre. And they set up, you know the children 
were quite freaked by this thing, they set up a social worker and other people 
dealing with the father to answer any questions. There are young children, 
desperate to know 'what is this strange thing-what has happened to my 
father?' and nobody can sit and in their language tell them this is what is 
happening. We are here to answer your questions but young kids can't 
formulate ... they don't know what the hell to ask.... They are there to 
answer the questions but how does family who is new to mental illness, how 
can they formulate the questions? 

The different perspectives of participants on the provision of information to the 

children of clients provide a further example of the contrasting approaches to 

practice among clinicians who participated in the groups. This is also apparent in the 

way participants talk about the direct work they do with parents. 

Direct work with parents. The work with parents that is described by participants 

relates mostly to addressing concerns they might have about their children's 
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behaviour, their management of this or how they might be meeting their children's 

needs in relation to their illness. 

As with the work that is done with the children of parents, some participants talk of 

initiating a discussion about such issues whereas others tend to wait until a concern is 

raised by the parent themselves: 

It tends to be, as I said earlier on-the parent coming along saying 'I think my 
child needs this but I don't know how to put it in place.' But as for directly 
identifying what they or their kids need, not we don't tend to go out of our 
way - like going out and doing a home assessment and deciding what the kids 
have or haven't got in place and how do we put that in place. 

So if the client volunteers a concern or makes a specific enquiry in relation to 

something their child needs then participants using this kind of approach will 

respond. 

A sharp contrast to this approach is provided by the discussion of another group: "we 

always ask what the person's expectation is of coming here ... Actually put it back to 

them, the parents, [we] ask 'what would you like regarding your parenting or your 

kids needs'." 

Involving other health and welfare servicesl 8. A very common theme in the data 

relating to clinical practice involves the work that clinicians do in linking clients, 

their partner and (where appropriate) children, with a wide range of other resources 

in the community. Examples from the data include linking clients with: 

• Specialist child and family mental health services such as Child and Family 

Speciality Service (Whakatata House), the Child and Family In-patient Service 

(Burwood Hospital), and Youth Speciality Services 

18 Refenals to CYFS (The Department of Child Youth and Family Services) also occuned and this 
will be discussed below in the section on care and protection issues. CYFS is the Government 
Organisation in Aotearoa New Zealand with statutory responsibility for implementing child protection 
legislation and policy. 
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• Community based child and family social services such as Barnardos Family 

Support Services, Methodist Child and Family Services, and the Open Home 

Foundation 

• Their General Practitioner 

• Parenting courses. 

Two main explanations are given for why clinicians often link clients back to their 

General Practitioner (GP). This is firstly so that the GP can make further referrals 

and secondly because of the GP's role as the primary or generalist health care 

provider. The GP is seen as in the ideal position to co-ordinate the various services 

the family is receiving and keep the whole in view. For example: 

[As] the GP refers to us as a specialist service in a way, if I have been 
concerned about the child or whatever I let the GP know and they take it from 
there. I can think of cases where I have suggested to the GP what kind of 
referrals to specialists [to make] but I haven't actually done it myself. I've 
sent it back to the generalist in a sense to actually decide, because they are in 
a good position to co-ordinate the different things ... You know [the GP] is 
much more in the picture at what is actually going on. I'm only seeing one 
slant on it. 

Participants see the general support value of all of these services as being very high: 

being involved in them widens out the support network of the client and their family. 

However, they also provide specific value in terms of having the expertise to address 

issues relating to parenting and children in more depth than can be realistically 

achieved within the scope of the client's involvement with the CMHS. 

The involvement of family members as supports. In an earlier part of this chapter the 

role of family members in providing support to the parent and to their children was 

discussed. 

Participants in three out of the four focus groups see their role as encouraging clients 

to draw on the support of family members and facilitating this when it is the client's 

wish. As previously outlined they are also aware of the complexities of involving 

family members in terms of some of the dynamics this may create. 
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A family focus. A focus on working with the whole family or put another way 

'parents and their children', was evident in only two of the four professional focus 

groups. Work with the family as a whole was seen in these groups as working within 

a preventative paradigm and particularly useful for minimising the impact of parental 

illness on children and maximising their understandings of what was happening in 

their family: 

I am thinking about a variety of families I see and there would be certain 
children that I visit at home when maybe the partner is there so you visit the 
family together. They like it that they all participate. They children will 
come and show me things. I think that is really important that I am not a 
spooky person that will come and visit mum or dad when mum or dad is 
unwell or is a little bit weird. They have an open rapport with me.... It 
seems quite minimal.... It's not as though I particularly do anything really 
but I think it is important for them. 

This quote provides another example of a proactive approach to practice reflecting an 

appreciation of the ways in which practice can alleviate some of the worry or 

confusion that children whose parents have a mental illness may face and break down 

some of the barriers between the clinician and the children in the family. 

Discharge 

There was very little comment by participants about the processes associated with the 

discharge of clients who are parents from the service even following prompting by 

the interviewer. There was no indication made by participants in either of these 

groups that they involved children in the discharge process in any way - even where 

the group generally tended towards more parent and child focused practice. What 

comment there was in the data focused very briefly on the inconsistencies in practice 

that are apparent and acknowledged that this was an area that needed to be given a lot 

more attention by the team. 

Conclusion 

The data reveals much about the ways that focus group participants work with clients 

who are parents and their children. Although there are a number of points of 

agreement and shared practice among participants there is also considerable variance 

both in the way they think about their practice and how they go about it. The 
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findings indicate that clients who present similar issues, needs or concerns to their 

individual clinicians may be receiving a qualitatively different service. 

Because relatively little research has occurred that has explored how clinicians in 

community mental health services work with clients who are parents, few 

descriptions of clinical practice in this setting are to be found in the literature. This 

makes the description of clinical practice afforded by the current research and 

described in this chapter significant. 

The next chapter, Chapter Six, will look at this clinical practice in more depth and in 

particular it will examine factors, which affect or impact on clinical practice as well 

as several issues of significance to clinicians. 
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CHAPTER SIX 

FACTORS AND ISSUES THAT IMPACT ON CLINICAL PRACTICE 

Introduction 

This chapter focuses on the third and final part of the thematic analysis of the 

professional focus groups: themes indicative of factors which impact on practice and 

issues of concern to participants. A detailed description of each of the themes 

identified within these two categories will be presented below. The factors that 

affect or impact on practice are presented in the first part of the chapter while the 

issues that participants appear to grapple with in their everyday clinical practice are 

presented in the second. Continuing the pattern established in earlier chapters the 

significance of these findings will be discussed briefly in the chapter's conclusion 

and more fully in Chapter Eight the thesis's discussion/conclusion chapter. 

FACTORS 

In the process of describing their practice participants talk about factors which affect 

or impact on it. The thematic analysis reveals five of these factors: 

• Organisational context 

• Constraints 

• Multi-disciplinary roles 

• Variation and inconsistency in practice 

• Team process and function. 

Two of these incorporate a number of sub-themes as illustrated in Table 5.1. 



Table 6.1: Factors Affecting Practice: Themes with Sub-Themes 

Themes 

Organisational context 

Constraints 

Organisational context 

Sub-Themes 

• Complexity of service structure and 
organisation 

• The problem with interfaces 
• Organisational structure: An aid to role 

definition? 
• Working in isolation 

• Crises and heavy workloads 
• Non-'child and family' friendly 

environment 
• Client issues 
• Resource gaps 
• Knowledge of resources 
• Clinician experience and knowledge 
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Participants are clearly very conscious of the organisational context in which they 

work. This theme emerged within the data of each professional focus group with 

participants identifying various ways in which organisational factors may determine 

service parameters, and/or guide and limit them in their roles. As Table 5.1 shows 

within this overall theme, four sub-themes, are evident in the data: 

Complexity of service structure and organisation. Participants are aware that the 

CMHT for which they work is only one part of a much larger, and organisationally 

complex service system. Firstly, participants highlight two organisational levels: the 

CMHT in which they work and the larger CMHS of which the CMHTs form part. 

Outside of the CMHS other mental health services operate under Healthlink South's 

organisational umbrella, each of which interfaces at some time or other with the 

CMHTs in which participants work. Each service or team has a role that differs from 

the others and the data suggests that these service boundaries create a number of 

difficulties for both the workers and the clients. One example from the data relates to 
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the boundary between the CMHS and the in-patient mental health service, which is 

also one of the services provided by Healthlink South Limited: 

Say we might have a crisis - someone might go onto the ward and be there 
for four weeks - that's a huge issue for example [for] his son, or his daughter, 
but there is no follow up - our case management goes from here to the ward 
and that child is still left in the community and is obviously a confused wee 
boy or girl. We don't follow up because it is not then our responsibility and 
the ward doesn't because they are in a clinical setting. 

So by virtue of an exacerbation of the client's illness, and an admission to hospital 

being required, the person's care transfers from the CMHT to another clinical team: 

the· inpatient service. Participants suggest that the mandate of this team is to focus on 

the intensive treatment of this acute phase of illness while ensuring the client is in an 

environment which maximises their safety. However, the effect of this kind of acute 

focus may be a withdrawal of services to other members of the client's family. As 

participants see it, the overall service structure does not allow the client ( and their 

family) to receive services, from both teams at the same time. 

The problem with interfaces. Interface issues created by this kind of organisational 

structure also cause difficulties for some clients. Clients may need, because of the 

diverse difficulties they and their children may be experiencing, to be involved with a 

number of different mental health workers/services. The following quote captures 

one aspect of what might happen with this kind of specialisation in services: 

You know, the other day we had five [services] involved with the one person: 
they are treating the depression, they are treating the anxiety, they are treating 
the alcohol. .. somebody is going to see the children and somebody else is 
going to ... you know ... and then you get a lot of people talking but you 
wonder who is actually - nobody seems to be seeing the family or the part 
where they are all joined. 

The involvement of multiple service providers and therefore multiple interfaces 

creates a number of communication challenges for clinicians. Problems in 

communication between the inpatient unit and the CMHT is one area that received a 

lot of comment from participants: 
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Yeah, that person who was seen yesterday. The plan was made [at the 
inpatient service] and it was clearly decided that if it doesn't work then 
contact [us]. So the people get to me here but I know nothing of the plan. If 
only the ward had just phoned. Then I would know how to compliment the 
[plan] and that whatever I say or do is at least helping. But because I don't 
know I just sabotage what they are doing, they sabotage what we have done 
and the poor person is more in a mess. 

In the discussion of this scenario other group members noted that the break down in 

communication in this situation had a major impact not just on the client at the centre 

of it but on her husband, her mother and her children. 

Organisational Structure: an aid to role definition? Participants note that the overall 

mental health service system is comprised of many smaller parts of including a 

separation between adult mental health services and child mental health services. 

One participant refers to this as "compartmentalisation". For some participants the 

role of their service (the·CMHT), vis-a-vis the roles of other mental health services 

within Healthlink: South Limited, influences how they define their role and in 

particular how they define the limits of this. For example, some group members view 

the organisational separation of child and adult services within the overall structure 

of Healthlink South as a clear message that their role is to "work with adults with 

adult problems [whereas] there is a child service to focus on children and on child 

problems". 

For one participant who has a background of professional training that includes 

family therapy, the separation of services into those for children and those for adults 

appears to be wearisome: 

It is very frustrating, particularly for me - I have worked in another kind of 
system where for instance in our training we would be trained to work with 
adults and children. There is not the specialisation [there] ... so you have to 
work more holistically because you are the person doing it all .. . 

However as the following quote illustrates one participant at least considers the 

parameters of the CMHS to be unclear and in their view this creates some of the 

variance in practice that is apparent in the CMHS: 
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We're all supposed to know what we are doing - and it's all supposed to be 
different but. .. we are so generic, even that alone isn't sorted out. We don't 
ourselves have a clear policy about who we work with and what we offer. .. so 
it ends up being a more individual thing as opposed to a clinical, 
organisational [policy]. 

In regard to working with clients who are parents other participants find that it 

makes their job more manageable that services apart from the CMHS have a role to 

play in certain situations: 

It would be really hard to [ work with the all the issues] you know to have the 
resources to do that. I was thinking of a client that I have got who has been at 
the Burwood Inpatient Unit19 with her three children. . . oh, imagine dealing 
with everything all at once in the one service. Me doing all that work - I 
think - wow - I would feel quite overwhelmed ... 

Would it not be shared with a team or another one of your peers? 

If I was going to do all that parenting stuff - it gets so complicated because 
all the issues are so complex ... maybe with other families it wouldn't be ... but 
with this pariicular family it is quite good to be able to say ... I am dealing 
with this and they are dealing with that. 

Organisational structure certainly has an impact on practice. Some people experience 

this as helpful, other find it confusing, and yet others find it both limiting and 

frustrating. 

Working in isolation. During discussion of the organisation and structure of the 

overall mental health service of Healthlink South Limited, and in particular the 

compartmentalisation of its individual services, focus group members raise concerns 

about the relative isolation in which they work with clients who are parents. In 

particular they highlight a culture in which collaboration between services does not 

feature strongly among the different services working with members of the same 

family abeit on different issues. 

You know we don't talk to the Child and Family [Speciality Service] or 
Youth Specialty Services. We very rarely even talk about how our treatment 

19 Burwood Inpatient Unit is a specialist child and family service that offers inpatient assessment and 
treatment for children with moderate to severe psychiatric, behavioural or emotional difficulties. 
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plans might affect [each others]. We don't even know each other. It's like 
they work for somebody else. 

Is that government driven? 

I don't know where it comes from but to me it leads to enormous problems 
where nobody takes responsibility for the whole. We are too separate. You 
know we don't see ourselves as part of the same team. We have got these 
separate teams and little patches. 

At the moment it is like different services are passing the buck and saying 
'what a relief that's outside our [role]' 

Structural issues were just one of many constraints identified by participants during 

the focus groups. Others are presented below. 

Constraints 

Within this category there are five sub-themes each one of which represents a factor 

that constrains and impinges on how participants work with clients who are parents. 

Crises and heavy workload. Although the data indicates that crisis work appears to 

be a core clinical task for workers in the CMHS at times it also clearly gets in the 

way of planned and proactive intervention: 

And also just general overload of case numbers here... doing a lot of fire 
fighting ... crisis work. That may sound like an excuse but we are often not 
working in a planned sort of way, um, like this is our policy and this is what 
we do ... There is only one doctor and all these clients, you know, just caught 
up in that, just trying to manage your caseload, manage your day. 

The workload pressures on staff and the service were a consistent theme in the focus 

groups. It was discussed particularly in terms of how it meant the difference between 

intervening in ways that clinicians thought would aid recovery and perhaps prevent 

relapse as opposed to being constantly on the defensive (on behalf of their clients) 

and reacting to acute situations that may even have been prevented if the workload 

wasn't so high. In one group the term 'fire fighting' was used to characterise this 

constant reactive process. 
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'Non-child and parent friendly' environment. Participants consistently commented 

upon the unsuitability of the physical environment at the CMHT base for children 

and families. They noted that not only did this create difficulties for clients who 

wanted to attend the service with their children it also limited their ability to be 

welcoming to the children and families of clients 

If you look at this sector there is no sense that children are part of 
it...there is a little waiting room and a little box of Lego and things. 
But that often parents say I can't come in after three because I pick the 
kids up. But if I say 'but you can bring them ... ' there is no sense for 
them that they understood that it is what they could do, to bring the 
child .. .I don't think that there is anything that gives them the 
message, that gives them the sense that children can be part of it. 

No, it's not children :friendly ... 

There is not a lot of room though is there? 

Participants also talked about how the small size of the offices and waiting rooms 

made it particularly difficult for people with babies or toddlers. It was suggested that 

sometimes the physical environment affected whether some parents actually came to 

their appointments or not - particularly those parents with young children who were 

not old enough to sit in the waiting room and wait while their parent had his or her 

appointment. 

In several of the groups it seems that the team's support staff (receptionist and 

secretaries) often fulfilled the role of unofficial baby-sitter to children left in the 

waiting room, particularly when parents bought their children with them and 

indicated they wanted a private time to talk about certain things with the staff 

member. 

The view which emerges from the data is that participants see the environment as not 

:friendly and welcoming to children or those clients who are parents. One of the 

unfortunate consequences identified by participants of a message like this is that 

clients are less likely to consider that their children or issues to do with parenting are 



123 

legitimate topics for discussion in their sessions with staff and therefore they may not 

raise concerns if they have them. 

Client issues as a constraint. This sub-theme has a number of different aspects to it. 

Firstly, participants noted that clients may come to the mental health service 

"thinking of themselves as patients with problems coming to a medical service to talk 

about the problem, and get a treatment". Consequently they may have formed a 

narrow view about what will happen when they attend for an appointment and may 

experience questions asked about their family situation, for example, as intrusive and 

outside of the range of legitimate topics for discussion in such a forum: 

People will react with surprise when you start talking about all kinds of things 
that are important to us like alcohol and drugs, or school, their past history 
and things ... to bring up the family as well ... 

It was noted that this makes the engagement process potentially more difficult. The 

client's previous contact and experiences with specific services or individual 

clinicians may also affect how they engage with their caseworker. Experiences that 

are perceived as good will aid engagement whereas ones that are not recalled in a 

positive light may have the opposite effect: 

I guess their past experiences of mental health services or social workers or 
health services are ... pretty crucial to how they are going to allow you to work 
with them as well ... I've been out to someone before who had a previous 
worker who had tried to treat the children .. .I can't remember her word ... but 
she'd been quite false with them not played or interacted with them at all. 
[The worker] tried to keep the boundaries really strict. The mum hadn't felt 
that that person was any good to work with her or the children because of the 
way she treated the kids. That was something that was important for her. 

Participants were also aware that their personal characteristics, and in particular how 

these are perceived by clients, can also affect the engagement process as illustrated in 

the following quote: 

Young unmarried doctors might seem as having less to offer than older 
married with children social workers .. .I guess it also falls under a few other 
things as well - your style.... If you are kind of 'parently' and remind them 
of someone who is like a parent people do relax and receive advice about 
personal things to do with their own family life. If they are seeing you as a 
very clinical person or a very young person [or] maybe you remind them of a 
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younger brother or a younger sister they are less likely to receive that kind of 
advice or input or questioning from you. 

Participants also noted that this dynamic can work in reverse also: Clinicians may 

feel less comfortable and confident to provide support and information on issues they 

have no experience of. For example, one participant says; "if I am dealing with 

someone who is older with grown up children who is presenting with family 

problems I'm less likely to feel that I am in a position to make an effective 

intervention." It was noted by participants that confidence on their part in this regard 

was essential for effective practice, particularly in the area of family work. 

Resource gaps. The gap between the resources that clients need, and those available, 

is another type of constraint. Resource issues are discussed in the focus groups in 

several different ways: 

Firstly, the point is made that many of the family orientated resources available to 

clients and their children, offer intense short-term interventions. Although 

participants acknowledge that these interventions can be helpful they also note that 

their usefulness may be limited particularly for people who face the long-term 

challenge of a serious mental illness. For example: 

And I think people, when they are well, may go on a parenting course but a 
year later what they learnt when their daughter might have been two, she is 
now three and they are in a whole new ball-field, and they start getting sick 
again and feeling really overwhelmed .... 

Another aspect of the resource issue is that often the demand for resources outweighs 

the supply. For example, as previously noted the lack of availability of respite care 

for clients, and for their children, features in the data of every focus group. This is a 

experienced as a significant constraint for clinicians as it means that even when they 

have a particular intervention in mind, the reality is they may not be able to 

implement it. The lack of comprehensive long-term support services for families 

around parenting issues and respite care is identified consistently as a resource 

difficulty. The following quote illustrates this issue: 

I actually think for the really [long term] people they need to have someone 
who continually helps them with their parenting skills and the children - in 
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the long term it would be really good to put resources into them because later 
in life [the children] may develop mental illness so they will be able to cope a 
lot better with it. 

It isn't simply a lack of resources that participants feel constrains their practice. 

They also find the very limited range of options for respite, parenting and social 

support available for clients who are parents and their children very frustrating in that 

they are unable to link the client to the resources that may meet their needs. 

Knowledge of resources. Participants note that it is one thing for resources to exist 

but it is another thing for community mental health workers, clients, children and 

other family members to know that they exist. For clients, often their access to 

resources is mediated through contact with caseworkers - so it is crucial that people 

working with parents know about all relevant resources and how to access them. As 

one participant puts it: "But so many ofus don't even know about these things ... and 

the people who need to know the most have no hope of finding out - especially 

children whose access to things like this is mediated through an adult." 

Clinician knowledge and experience. Several participants also comment on areas of 

clinical practice where they are aware that their experience and knowledge is less 

than adequate given some of the clinical situations relating to clients who are parents 

that they encounter. In an example of this one participant talks about her belief that 

to work effectively with clients who are parents she and her colleagues should doing 

some sort of work with the whole family however she adds: 

... But to actually set up a formal appointment for all the family, the parents 
and the kids .. .I feel out of my depth .. .I have scraped by but I feel that 
without training that I will make some terrible kind of faux pas. So the 
reasonable· comfort I have working with individuals and less comfort when 
working with couples, I have even less comfort when it comes to doing 
family work ... 

However, this person goes on to talk about how she deals with this constraint so she 

is able to do some family work when this seems appropriate: she consults an 

experienced family therapist and integrates that person's comments into how she 

works with the family. 
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Multi-disciplinary roles within the community mental health team 

Another theme in the data is the mindfulness of participants regarding their own 

professional discipline and role, as well as the disciplines (and roles) of other team 

members. This is clear in part because of the partial descriptions of these that are 

peppered throughout the transcripts. These have been set out in Table 5.2 below. 

Table 6.2: Multi-Disciplinary Roles 

Discipline/Role in Team 

Social Worker 

Community Support Worker 

Consultant Psychiatrist 

Psychiatric District Nurse 

Day Program Staff 
(Nurse, Occupational Therapist, 
Social Worker) 

Examples of Role 
Descriptions from the Data 

"Assessment around social work issues ... parenting roles, 
how the children are going, and the organisations that are 
involved." 

" ... working to increase supports, access respite care, 
referrals to CYFS 

"Provides practical support [and a] large part of her job 
sorting out finances for families .. .liaising with Income 
Support [Service]" (D). 

" .. .It depends on how full a role I have in their [case] 
management, or am I 'just the psychiatrist who reviews the 
medication' "(A). 

"Sometimes there is more of a psychotherapeutic 
relationship than just a psychiatrist, case worker, person to 
do the medication review" (A). 

"In the district nursing field you are in and out of people's 
homes ... " 

"[to give] his weekly injection" 

"I've referred directly to CYFS and I've also asked for 
social work input to make those kinds of referrals as well
given the fact that social workers have a better 
understanding of the Children and Young Persons Act than 
I do as a district nurse ... " 

" ... Organise the day program and its activities." 

"In the day centre we focus quite a bit on education ... at 
times we run parenting groups ... and general education 
packages." 
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Although participants make no direct statements to describe the roles of Psychologist 

and Psychiatric Registrar in the team, there is still a lot of indirect material which 

indicates participants have a grasp of the role of these members of their team. 

A few participants, all from the same discipline, talk about how during their 

professional training they were taught how to work with particular client groups, or 

in particular psychological theories all of which are relevant for clinical work with 

clients who are parents. One of the participants talks about how, given his training in 

family therapy, he prefers to work with clients and their families: "You are also 

looking at the dynamics in the situation. It is not only education. It is also looking 

and working with the intra-familial dynamic ... Unless you are working with changing 

those kind of dynamics you don't get a change in the roles." Another participant also 

talks about how he has a background of training in social learning theory and 

working with children as well as adults. He notes that although this training might 

be useful for helping parents with child management issues generally this kind of 

work falls outside of his role as a clinician in an adult mental health service. 

Variation and inconsistency in practice 

The data from across the focus groups indicates that practice with clients who are 

parents, and their children, varies considerably. Several explanations for such 

variations emerge from the data. In addition to those that may relate to issues that 

have already been touched upon such as how clinicians view their role, these 

variations include the team member's level of: 

• Comfort with issues to do with children 

• Confidence to work with parents, children and family groups 

• Awareness and experience 

• Knowledge. 
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In one of the focus groups two participants cover all of these factors in the following 

short exchange: 

(Int.): How are parenting issues attended to? 

I think it is a bit hit and miss actually. This is what I would say about that. .. 

(Laughter) 

Lucky draw who your case manager is - whether they or your doctor has an 
interest in such and sees those things as a priority 

Yeah 

Or whether you are with a worker who feels a bit nervous about the whole 
area and it is outside their comfort zone and they leave it alone 

You know when we had the doctor who was a GP and was a Psychiatric 
Registrar and has a family himself. Now that was quite a different scenario I 
felt. He would often be talking a lot about issues with the patients who came 
to see him. They'd be sitting there, talking about really how it was, and isn't 
it difficult, and how are you getting on and what sort of supports have you 
got. So it is very individual, the intervention process as you say ... Some 
people just back away, right away from the area so the intervention very 
much varies. Some people are also new to the country; they don't know what 
is on over here in NZ ... 

Variance in practice between individual team members is a theme that is threaded 

throughout most the discussion on clinical practice. It is clear from the data that both 

individual and structural factors play a part in this variation. 

Team process and function 

The functioning of the team is another theme within the professional focus groups 

and the data hints at ineffective team processes in terms of the review and resolution 

of practice issues related to parents and children. A consistent theme is that clinical 

meetings in particular are experienced as unhelpful: 

We often sit in the team and hear about cases and we hear about them end on 
end and think 'something needs to be done about that'. We often talk, but 
don't get anywhere. 

Yeah ... we sit in team meetings and we debate. We say 'this is a 
concern' ... and people vary in what they believe needs to happen about it .. .it 
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is just luck of the draw how that turns out - how the individual client with 
children will be worked with. 

The data suggests that team processes are more likely to flounder when the issue 

being discussed relates to complex family situations. One participant suggests that 

the tendency "to go around in circles" in team discussions about family matters 

relates to the wide ranging perspectives on such issues among team members. Others 

put it down to a lack of formal policy and procedural guidelines in the CMHS in 

terms of family related issues. From either viewpoint it was generally experienced as 

:frustrating. 

ISSUES 

It is also evident from the data that there are at least three key issues that participants 

appear to grapple with in their everyday practice. The first of these is the care and 

protection of the children of clients. This issue has a number of sub-themes: Risk 

indicators, intervention and the personal impact on the clinician. The two other 

ISsues are: 

• An adult focus, parent focus or both? 

• The complexity of clinical situations. 

Care and protection 

An awareness that there may be protective issues in relation to the children of clients 

is also an integral part of everyday practice for participants. 

Risk indicators. Participants offer many examples of situations that they consider to 

be unsafe or potentially unsafe for the children of their clients. These range from 

situations involving neglect, through to those where the physical and/or emotional 

well being of their clients' children is at risk. They include parents: 

• Attempting suicide or self-harming while having their children in their care 
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• Not being able to attend to the needs of their children - or putting their children at 

risk because of drug or alcohol intoxication. For example: 

• I can think of three mothers ... who all have alcohol and drug issues, all of whom I 
have major concerns about the level of neglect. .. when they are drinking with 
perhaps the children in the car. Also suicide attempts-in those cases sometimes 
they have been in front of the children. They might have a car crash or the 
children [might] be on their own because the parent is out of it because they have 
taken an overdose or they have slashed their wrist or whatever. 

• Being over protective, for example, 

• What we did find was somebody who was quite emotionally and intellectually 
disabled. So her [way of] parenting .. .is that she was over reactive, over 
protective. Because she did not have her own resources to deal with issues they 
would go to the doctor, go to the doctor, and this was creating questions with the 
other people who were dealing with the family. 

• Being under protective, for example, letting a very young child walk to school 

alone 

• Being neglectful. This was mentioned several times in terms of the effect of 

severe clinical depression on a parent and their ability to attend to the needs of 

their children. It was also suggested that when some parents are unwell they "tend 

to avoid things ... one of the things they avoid doing is being a proper parent so 

kids tend to be a hassle so you avoid the hassle." 

• Being unresponsive to their children. 

In addition to being alert to actions on the part of the parents that may indicate that 

children are in, or might be put in an at-risk situation, participants are also alert to 

indicators from the children themselves about behaviours that may indicate a care 

and protection concern: 

I've had children of clients' make suicide or para-suicide attempts, which is a 
really clear indicator. And things like being in trouble at school, getting into 
behavioural difficulties at school, being violent, acting out. 

Participants also said they kept a watch indicators such as the child running away 

from home, refusing to talk to people, having no friends, being bullied, bullying their 
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mother, being violent to others and signs of inappropriate boundaries. The following 

example of the latter indicator was offered: "Like I've had a little girl I met once who 

didn't want me to leave: 'don't go, I love you?' You'd met her for half an hour and 

you have to wonder what is going on in the household for a wee girl to do that." 

Another care and protection issue apparent in the data was that children sometimes 

have carer responsibilities either for an ill parent or for a younger sibling. This was 

seen as a significant issue for children in families where a parent has a mental illness 

in that it was seen as interfering with their achievement of other developmental tasks. 

Intervention. In contrast to how much participants have to say about care and 

protection concerns they say much less about how they assess and respond to these. 

One participant reports making it a priority to ask about safety issues from a care and 

protection point of view where clients have dependent children. 

The safety issue is, I think, the main thing I'd ask during the first assessment 
if the person has a psychiatric disorder and they have young kids. If they get 
angry how does that affect the children.. . . Even asking them how they 
discipline their children can give a bit of insight into what goes on. 

Where concerns are identified, participants in all groups talk of referring, or 

considering referring, the client and their family to the Department of Child Youth 

and Family Services (CYFS) and/or the Special Child Assessment Network (SCAN 

Team)20 • Few, as the following quote illustrates do this in any detail or with much 

certainty. 

I think the SCAN team is something that people do mainly know about don't 
they? 

They know about it but amongst us all and I include myself in this, we very 
reluctantly ... if we have to we do refer ... but do you notice that amongst 
ourselves we don't readily or easily refer across to SCAN to consult? 

No and that is pretty much across the [organisation] actually ... 

20 Special Child Assessment Network. This is an inter-service/inter-disciplinary consultation team 
within Healthlink South Limited which considers cases which involve care and protection concerns. 
The SCAN team provides advice and fulfills a practice monitoring and review role. 
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No explanation for this reluctance to refer to the SCAN Team was offered however 

participants were more forthcoming about their reluctance to refer concerns to CYFS: 

We find a lot of our interactions with CYFS a bit on the negative side. They 
give us the pretty strong impression that they are pretty busy and don't bother 
me basically. I guess also ... a lot of problems have been long-standing by 
the time they get to us and so you get the impression [from CYFS] that 
'we've done our best and we are doing out best and we can't do any more'. 
So it is a bit of a waste of time expressing your concerns because they have 
heard it all before. 

This lack of confidence that a referral to CYFS will result in any positive action or 

any action at all was a consistent theme in the data. 

Personal impact. One participant talks of how personally difficult she finds it to be 

confronted with a care and protection situation and/or a child in distress: 

I think another thing that strikes me is just the emotional response. I don't 
know about other people, I find there is a huge emotional response, when you 
see children in distress or not being cared for in terms of the responsibility 
that it then gives you. The emotional response - I can feel quite 
overwhelmed by that as a clinician. Where it's less overwhelming to hear an 
adult saying my safety is in jeopardy it's a lot more overwhelming to see the 
children's safety in jeopardy. 

It is not clear from her comments how she deals with these feelings and responds in 

her practice to care and protection concerns. 

Adult focus, parent focus - or both? 

The data suggests that clinical practice may vary markedly depending on the 

understanding clinicians have of the role of the CMHS and their individual role 

within it. At one end of a continuum might be participants who make comments that 

suggest that they see their job primarily being to work with clients as adults and to 

deal with adult issues. Although they acknowledge that their clients may be 

experiencing parenting issues they will only work with these kinds of issues within 

fairly narrow parameters. Participants at this end of the continuum tend to establish 

rigid limits on any contact with their client's children: 
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I will talk to them about particular problems they might be having ... ideas, 
suggestions, occasionally a bit of reading material that I will scrape up or 
something. But it is not a major part of what I do. I'll see the major reason 
as being for what they are there for as adults and if a particular issue for the 
kids come up I will spend 5 or 10 minutes on it. 

At the other end of the same continuum are participants who understand their role 

more broadly. They see that even though they work for an adult mental health 

service they have a responsibility to pay attention to parenting issues and to the 

children of their clients, as needed: 

I guess as far as parenting issues go I suppose it is always ongoing with the 
clients I have got that have children. I am always aware of issues around the 
children and coping with the children is a good indication of how they ... what 
their mental state is as well. 

As with any continuum there are also a number of participants whose views on this 

issue would sit somewhere in between these two poles. This is yet another example 

of where the individual perspectives and understandings of participants effectively 

contribute to the variance that is apparent in clinical practice with clients who are 

parents and their families. 

Clinical complexity 

During the focus groups a number of participants acknowledge both the unique 

circumstances of their clients' lives and the multiple complex issues that they may be 

struggling with. When discussing their practice in relation to clients in this situation 

some participants talk about the challenges this presents: 

It's a fine line isn't it? There are so many different cases we are working 
with. That is why it is quite a difficult area to think about because every 
situation can be a bit different. You know, if there is a partner or what the 
extended family is like, what other supports are in place. And also the 
emotional availability of the person - their general personality and make-up. 

The comments of several participants indicate that when they are faced with very 

complex clinical situations and where these are made even more complex by family 

factors - perhaps the personalities of the parents or the needs of the children - they 

then sometimes feel at a loss to know how best to respond. For example: "[There 
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were] huge concerns about, in all sorts of areas, about their children ... She 

[experiences] all sorts of dramas all of the time ... The management plan part of it is 

the tricky part really. Yeah - what can you actually do? That's the crux. And what 

is it actually going to do?" The flavour of many of the comments that fall within this 

sub-theme indicate more than just a lack of clarity about how to intervene but also a 

slight sense of hopelessness in that anything will really help. 

Conclusion 

Clinical practice in the Community Mental Health Teams in which focus group 

participants' work is clearly an extremely complex endeavour. Its accomplishment 

involves the negotiation of numerous factors, many of which are outside of the 

clinicians (and certainly the clients) sphere of influence. Some of these factors have 

the potential to create a conflict between the practice that is possible and that which 

the clinician would perhaps ideally like to be engaging in when they work with 

clients who are parents. 

The variance in practice first mooted in Chapter Five has been further confirmed and 

indeed developed into a theme in its own right as one of the key factors affecting the 

service provided. It may be important to ask at this point if practice inconsistencies 

constitute, as the data infers, a problem or put more positively: is consistent practice 

desirable and how can it be achieved or maximised? 

One area where there appears to be inconsistent practice is in relation to care and 

protection matters. It appears that participants are more comfortable looking out for 

care and protection concerns than they are acting upon them once identified. 

Without doubt this is a worrying finding that if accurate may have serious 

implications for the safety and well being of the children of clients. 

Finally, it's clear from the data that working in a mental health service with clients 

who are parents and their children is hard work. In addition, the data suggests that 

some team processes, such as discussions in meetings about difficult clinical issues 

in relation to clients who are parents are not constructive or useful. 
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In this chapter, and the two that precede it, the views of clinicians in relation to the 

issues parents face when they are mentally ill, and the ways in which clinicians in the 

CMHS work with clients in this situation, are presented. This is without doubt 

interesting, and it could be said valuable information - particularly because it 

represents an attempt to document and make sense of what happens in practice in 

relation to clients who are parents. However, this material represents the viewpoint 

of only some of the parties involved in these clinical processes. What is missing, and 

is presented in Chapter Seven, is the perspective of clients of the CMHS, who are 

parents. 
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CHAPTER SEVEN 

CLINICAL PRACTICE IN A COMMUNITY MENTAL HEALTH SERVICE: 

THE CLIENTS' STORY 

Introduction 

The overall goal of this study is to develop an understanding of clinical practice in a 

CMHS with clients who are parents utilising focus groups with clinicians from four 

CMHTs. A fifth focus group with clients was held to provide this client context and 

reference point for the data gathered in the professional focus groups. 

Although there was no difficulty experienced recruiting participants for the 

professional focus group, the recruitment of clients of the CMHS, who were parents 

to focus groups was much less successful. Due to low numbers of client volunteers' 

only one client focus group was held. However, as the main focus of the resear,ch is 

the professional focus groups this did not effect the overall outcome of the research, 

and the client focus group provides a valuable client perspective from which 

implications for practice can be drawn. 

The aim of this chapter is to present the findings from the analysis of the data 

generated from this group. The chapter is organised into sections according to the 

four major areas to emerge from the analysis process. These are: 

• Treatment and intervention 

• What do clients' experience as helpful-and what is not? 

• What issues are clients concerned about? 

• What advice do clients have for CMHS clinicians and the service that is provided 

to them? 
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TREATMENT AND INTERVENTION 

At the very beginning of this focus group each participant was asked to introduce 

themselves to the other people present. The major way that they did this, apart from 

talking about their children, was to talk about the treatment and interventions they 

had received while a client of the service. The analysis reveals three themes within 

this discussion. These are: 

• The interventions and their impact 

• The prescriptive quality of some intervention 

• The responses the interventions invoked. 

Interventions and their impact 

Client participants mention three broad categories of interventions: Medication, 

admission to hospital and supports. 

Medication. All participants talk of medication being recommended, and/or 

prescribed, as a means to treat their illness, or to prevent an occurrence of an episode 

of illness. Participants acknowledge that medication has a role to play in the 

treatment of the overall illness. Medication is also seen as being helpful for treating 

some of the difficulties that may be associated with an illness. In this regard one 

participant says, "I became angry with the last two children - rage and anger. I still 

feel rage but I can pull myself up now - in a more calm way. The medication has 

helped me see things." 

However, without exception all expressed a concern about unpleasant side effects of 

psychotropic medication. One focus group member, who has a young baby, made a 

decision not to take medication, despite it being strongly recommended by the 

psychiatrist. In part this was because of a concern about side effects: "I was also 

worried about the side effects because it makes me tired and lethargic. But [the 

psychiatrist] wanted me to take it to catch anything early on." 
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For another, someone who described herself as having a bipolar mood disorder, a 

side effect she experienced from one of the more common (and usually effective) 

mood stabilising drugs, impacted on her willingness to continue with this form of 

treatment: "I was put on Lithium but it made me gain weight. I wanted to get off it." 

As these comments illustrate the main issue that focus group members appear to have 

with the prescription of medication is that the side effects can interfere with their 

functioning as a parent or cause a difficulty for ( e.g. weight gain) that they would 

rather avoid. 

Admission to hospital. The reality of severe mental illness is that sometimes, either 

because of the severity of the psychiatric symptoms experienced, or issues of safety, 

there is a need for admission to an inpatient facility: One participant says, "I was in 

the [inpatient] unit - I was suicidal-they helped me get through." 

However, throughout the focus group meeting, participants repeatedly express 

concerns about hospitalisation as an intervention. Most of these concerns centre on 

being separated from their children, the impracticality of this for them as parents and 

the worry and stress this creates. Another of the focus group members said that 

because of a need to go into hospital when she was unwell, she lost custody of her 

child for a two-year period. Participants concerns about being separated from their 

children and losing custody of them will be further expanded upon in the third 

section of this chapter. 

Participants said they experienced feelings of shock and extreme distress when they 

were told they would need to be admitted to hospital. For one participant this 

occurred at her first appointment at the mental health service and reports having the 

following reaction: 

My son was four months old. My doctor said I had severe postnatal 
depression so I went to get help. Went there - was horrified when they told 
me I needed to be admitted. I was scared. I had three kids - two others and 
the baby. I couldn't go to hospital - who would look after them? 
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Not only was hospitalisation impractical for focus group members in the face of their 

childcare responsibilities, it also created anxiety and in effect a problem that they did 

not have a solution to. 

Supports. The final category of interventions discussed by participants is those that 

relate to the provision of support. This also includes those actions of the part of the 

clinician that are experienced as supportive. One participant found it helpful and 

supportive that her case manager: "Brought up parenting issues. She is helping me 

try and deal with my anger so I don't yell at the kids. She helps me work out lots of 

practical stuff - gives me ways of dealing with the kids." Supports do not however 

need to be provided exclusively by the CMHS. Several participants talked about 

other services they were linked in to, and the resources that they had access to via 

these services. For example, one parent says: 

I've been pretty happy with the supports I have - Plunket Family Centres21 

are really helpful. They've been ringing around for me to find extra 
activities. It's good. I am hoping that as he gets older I won't need to be at 
the base any more. I've got a lot of support from my family and partner. 

This hope to move away from reliance on and involvement with the CMHS was 

expressed by two of the focus group members - although neither went on in the 

group to discuss what they thought might hasten this process. 

Prescriptive practice 

Frequently when clients talk about intervention and treatment they do so in a way 

that suggests that they feel they must go along with whatever the clinician says must 

happen - even though they may not want to or agree with it. Clients in this focus 

group make a number of statements that highlight this experience. For example: 

• "I was feeling unwell and had a psychiatrist's heavy hand - lots of pressure to go 
on medication as a preventative measure" 

• "I got put with a psychologist. She talked me into the admission and 
medication ... They suggested medication for the sake of the kids ... Then they sent 
me to a sector base." 

21 Plunket Karitane Family Centres are in some Aotearoa New Zealand cities and offer support, 
information and practical assistance to do with parenting issues. 
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The two examples given above and some of the other comments made by clients 

suggest the possibility of a sub-text which may be related to an appreciation or 

awareness, to a certain extent, of the specialist knowledge that the clinician has on 

mental illness and its treatment. However, such awareness does not detract from the 

powerlessness experienced by the client in the face of this dynamic, and the power 

that clinicians have in a specialist mental health setting. 

For one client, this theme manifested itself in another way. When talking about an 

experience where she had to go into hospital because of a manic phase of her bipolar 

illness this parent describes a situation that seems to constitute an abuse of her rights: 

i.e. the right for informed consent. She says, "I signed forms [putting my son in care] 

- I was unaware of what I was signing." So in effect in a time of acute illness that 

was characterised by cognitive impairment and acute stress this woman voluntarily 

asked CYFS to arrange alternative care for her child. Although conscious of her lack 

of choice in this matter due to the severity of her illness at the time, she still recalls 

this experience as traumatic. The initial sense of powerless she experienced extended 

over the following two years, as she struggled to regain the custody of her child. 

Client response 

In the process of describing their various experiences of treatment and intervention 

participants also express feelings about these. Although for two of the participants 

this included feelings of acceptance about the necessity of medication or admission, 

and an appreciation of supports, participants also indicated more negative responses: 

For example, "it was such a big shock -about having to go into hospital. I was really 

frightened. I ran away, ran home." Despite such reaction clients also discuss their 

experiences in ways that provide insights into what is helpful about the service 

provided to them, and what is not. 
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HELPFUL PRACTICE/UNHELPFUL PRACTICE 

When the experiences of practice recounted in the focus group are unpacked through 

the data analysis process, four emergent themes related aspects of service delivery 

are identified. These will be discussed below. Briefly stated these are: 

• Practice that is enabling 

• The characteristics of a helpful CMHS 

• Practice that is disabling 

• The importance of making a connection. 

Practice that is enabling 

There is much that participants appear to find enabling and capacity building in their 

contact with the CMHS and the clinicians that work there. These include: 

Positive action to support client/advocacy. The data suggests that even when the 

client themselves knows what they want or don't want in terms of treatment and 

intervention it helps if their case worker understands their perspective and will 

support them to follow through on their decisions. For example, one of the focus 

group members says that when her psychiatrist put pressure on her to take medication 

as a preventative measure her "social worker stepped in and advocated - she listened 

and stepped in with the psychiatrist." This intervention was experienced as 

empowering by the client. 

Freedom of expression and being listened to. Participants gave a strong message in 

the group that one of the most important things to them was for staff from the CMHS 

to encourage them to speak openly about what they felt or thought and then to listen 

to them. One participant sums up her thoughts on this when she says: "At least in the 

mental health sector base they listen. That's good. They let you express yourself. 

Feelings are included." Comments in this vein were apparent throughout the data 

Encouragement/support for parenting status. Participants are more likely to feel at 

ease in their contact with the CMHS staff if they feel the staff are interested in them 
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as parents and most importantly show that they support their right to be parents. For 

example: "I found [my case manager] to be really encouraging. A lot of people have 

negative feelings about me having a baby so it's good to have the support." Clients 

also valued it when clinicians expressed an interest in their children or how they were 

getting on with them. For example, the client whose children live with another 

family during the week but spend the weekends with her says: "[My case manager] 

always asks how my weekends with the children are going [ and] she always give 

support to me when I need it, when I ask her." The data suggests that without a clear 

indication from the clinician with which they work, that their parenting status is 

valued, a positive relationship is less likely. 

Reassurance and affirmation. In a similar vein participants found it more enabling if 

the clinician was affirming and reassuring about their parenting ability. One focus 

group member cited an experience where her case manager reassured her that she 

was "not a bad parent" and how this had helped her to be more open and trusting in 

her contact with the service. She also said the "fear" that she would lose contact with 

her children had in the past affected her asking for help in relation to her parenting, 

however, as her relationship with the clinician and the CMHT had built, this issues 

was no longer at the forefront of her mind. 

A helpful mental health service 

Also discovered within the data are a number of qualities or characteristics that seem 

to describe a helpful CMHS. These are: 

Responsiveness and practicality. All participants expressed the importance of the 

service being quick to respond to need but in tangible and practical ways, including 

help with parenting skill development. An additional important aspect of service 

responsiveness is that the availability of staff when they are needed. "They were 

there when I needed them. They put me on medication for the depression [ and] 

helped me with managing the side effects. They helped me manage all the day to day 

stuff. I've been suicidal - someone is always there." 
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Flexibility. Flexibility was also seen as an important characteristic of a helpful 

CMHS. For example, one client appreciated that her case manager was happy to 

visit her in her own home. Her understanding of why her case manager did this was 

because she had a new baby, and wanted to eventually move away from reliance on 

the CMHS for treatment and support for her illness. 

Informative. Participants also viewed CMHS, and its staff, as a useful source of 

information. Sometimes, as the following quote illustrates, this information is about 

the illness: "They helped me understand about how a lot of mental depression is 

chemically based [and] it can be inherited. I got it from my Grandfather." Examples 

of other information provided by the CMHS include resources in the community, 

how to manage side effects of medication, and child behaviour management. 

Children are welcome. Two of the participants talk in the focus group about how 

much they appreciate being able to take their children with them to their 

appointments at the CMHT office and that they and their children feel welcomed by 

the staff. For example: "I always bring [my son] - he knows the staff. [My case 

manager] always says hello [and] the other staff make him feel welcome." The 

participant who has a young baby also appreciated it that staff helped her feed her 

baby when she took him along for an appointment. This is also another example of 

participants feeling supported and affirmed as parents. 

Disabling/unhelpful service delivery 

As well as offering a clear indication of aspects of clinical practice and the service 

that participants find useful, several markers of an unhelpful and limiting service are 

also evident in the data. 

Not surprisingly, given the value client participants place on being able to freely 

express themselves, being listened to and having their needs responded to, they find 

it unhelpful and disabling if these practices do not occur. For example: "They gave 

me no time to explain myself. They didn't ask about my children. I just went there 
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because I wanted to talk to someone but they wouldn't listen. I wanted help - to talk 

to someone - not admission." 

In contrast to the two participants who talked about ways that the service was 

welcoming to their children another noted that the CMHT that she attends is not set 

up well for children and does not feel welcoming of families. For this person this 

means that sometimes it is easier not to go. She says: "I've not seen any other 

mothers there [and] they are not child friendly. [It] isn't a safe space for kids - you 

couldn't leave them in the waiting room while you saw someone. Once [my son] 

was happy watching TV at home so I thought I wouldn't go." 

Another participant also talks of her experience of having her concerns about her 

children discounted or underestimated by staff: 

One of my sons can be quite angry and my younger son is really clever. He is 
a menace at home. He unscrews doors - does a lot of dangerous things. I've 
told professionals. They minimise it. They think 'she's just a mother'. I've 
said to [my doctor], 'you don't like to have them in your office - I have to 
have him at homei' 

This participant expressed a belief that some of the staff at the CMHS are not 

interested in her family situation. She reports that in effect she feels very alone with 

these difficulties in the face of not being listened to by health professionals. 

The importance of making (and keeping) a connection 

Many of the comments made by clients that have already been presented above also 

provide evidence of another theme in the data. Permeating the data of the client 

group is a theme that relates to the connection or relationship that is formed ( or not) 

between the client and the clinician(s) with whom they must work. The implication 

being that a firm client-clinician connection increases the likelihood that the client 

will be open about their needs as a parent or about concerns for their children, and 

importantly receptive to the advice or information offered. Where such a connection 

does not exist or is tenuous in nature it acts as a barrier to effective service provision. 

Clients identified openness, friendliness and honesty on the part of the clinician as 

essential variables for a positive working relationship with that person. On the latter 
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variable one participant says: "they have to prove their honesty before I'll trust 

them", while another adds "It takes time to get to know people, I know now that they 

won't take my child, but I didn't believe it for ages." 

The following exchange highlights another aspect of this theme, that is the issue of 

staff continuity and consistency, which is valued, whereas staff change causes 

disruption and not surprisingly affects the clients experience of the service: 

I've been coming here for four years - seeing the same people. Trust has 
built up for me. 

When you go to hospital the staff change - you stop seeing the people at the 
base. You have to talk about everything with new people. 

Yeah 

[My sector team] changes a lot. 

I don't like it. I was angry for a while with them because the staff kept 
changing. It made me not want to go. 

The final way in which the comments made by clients seem to reflect this theme 

relates to the barriers that may affect the quality of the client-clinician connection and 

therefore the work that is able to be done. Firstly, several of the participants said that 

it would be unusual for them to bring up parenting issues themselves because as one 

person put it "I would have felt that they thought I was a bad parent." This concern 

of being judged as a bad parent was also expressed by two of the other three client 

participants as a factor that affected their openness with mental health clinicians. 

The following comment also reveals another potential barrier to an effective client

clinician relationship. This participant says: "Often social workers give advice when 

they don't have children. They don't really know anything about what they are 

talking about." For this person then, the issues ofrelevant experience and credibility 

are linked and appear to be part of what she thinks is important for a good working 

relationship with her clinician. 
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KEY ISSUES OF CONCERN TO CLIENTS 

Although participants were not asked directly to identify the issues that they faced as 

parents with a mental illness six issues were discovered in the data. 

• Stigma 

• Separation and custody 

• The importance of supports 

• The reality of parenting with a severe mental illness 

• Resource unavailability 

• Self-knowledge. 

Stigma. The stigma associated with mental illness is something that all participants 

have experienced in some form at some time. One of the ways this manifested itself 

was in the attitude of others to one of the participant's pregnancy and desire to 

parent: "When I was pregnant a lot of people thought I wouldn't cope. They weren't 

supportive [and] were quite negative about it all." For another, her experience 

growing up with a mentally ill grandparent and her family's attitude towards his 

illness made her adjustment, once she knew she too had a mental illness, all the more 

difficult: "We were not allowed to discuss him having it. It really wasn't easy when 

I knew I had it too. I had been brought up to think that mental illness was 'cuckoo'. 

Sunnyside [Hospital] always had bad connotations for our family. I was very scared 

of going in there." 

Drawing on this historical experience this focus group member went on to compare 

how stigma is now with how it was then: "It's different now. You can tell your 

children. Phobias for instance -people know a lot more about them now." However 

she also comments that there are "certain people ... that you wouldn't tell - they don't 

understand anything." 

Separation and custody. With the exception of one person who had not had this 

experience, all participants expressed a concern about being separated from their 

children either temporarily (because of a need to be in hospital) or longer 
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term/permanently due to losing custody of them. Although this issue has been partly 

discussed earlier this chapter, in the context of the interventions identified by clients 

and the impact of these, it will be explored further here. 

A point that becomes clear from the analysis is that each of them has first hand 

experience of being forcibly separated from their children. The concerns they have 

about this occurring again were based on lived experience. One participant tells her 

story: 

My son was taken off me by CYFS. I had to go to hospital - I was high. 
There was no one to look after [him]. He was away for two years - in 
permanent care. It took me all of that time to get him back. I went to my 
lawyer when I was well. I had to go through the courts, had to do parenting 
courses. 

Another member of the group relates an experience that happened to a friend of hers, 

but which she is aware of when she thinks about organising a break for herself: 

A girlfriend lost four children ... She worked and I think just got exhausted. 
She needed a break and voluntarily gave them to their father who took them -
she hasn't been able to get them back. That frightens me., .There is no space 
for me, no way I can have a break." 

All three of these participants expressed strong negative views about CYFS. It is 

clear that because of previous experiences they considered CYFS to pose an ongoing 

threat to the custody of their children. One of the issues underpinning their concern 

about how CYFS may react to their family situations was their view that the workers 

they had had contact with from CYFS do not themselves understand mental illness 

and because of this sometimes the assessments and decisions they make are ill

informed. 

The importance of supports. Although supports have already been discussed above 

in terms of an intervention, participants also talk about the importance of the support 

that friends and family members give them. For one group member, two of her key 

supports came from a somewhat surprising source: the foster parents who had the 

care of her son for two years while she battled the Family Court to regain custody. 
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She says: "The old foster care parents still have a relationship with [my son]. He 

goes to see them once a month too ... They are supportive - I have no family. It has 

helped. The court stuff is behind us now." 

Another participant clearly expresses a need for more personal supports as opposed 

to support which is provided by people whose job it is to do this: "I want to make 

some new friends - I have some but not people I really want to spend time with. I 

get sick of seeing professionals by the hour." The absence of a personal support 

network that can be mobilised in a crisis may have long lasting and serious 

ramifications for the parent and their children. This was certainly the case for the 

group member whose son went into care because she had no one to look after him 

when she went to hospital. 

The reality of parenting with a severe mental illness. Throughout the data there are 

indications of the inherent difficulties of parenting with a severe mental illness and 

by association difficulties that this creates for children. Many of the factors, which 

participants make comment about, are evident within the extracts of text that have 

already been presented in some other context. These include: 

• Difficulties with anger and its potential for impacting on the children 

• Low energy 

• An inability to give informed consent at a critical time for the family 

• Feelings of inadequacy, self-doubt and low self-worth. 

Two additional factors require expansion here as they have not been discussed in any 

depth previously in the chapter. The first of these is an issue that has already been 

touched albeit briefly: isolation. It appears from the comments of participants that 

feelings of isolation may be connected in some way to a feeling of difference 

associated with have a mental illness, and in part to do with single parenthood (which 

was the experience of three of the four participants). For example: "You feel like a 

freak sometimes and I reckon the kids feel different too .. .I don't have many friends. 

I would like them to organise groups for us .. .I hate being a single parent. I feel 

alienated a lot." 
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The second factor not previously highlighted in some way is to do with the impact of 

the illness on the parent's emotional state and the flow-on effect of this to their 

children. In relation to this factor one participant says, "The hardest thing is not to 

let the kids know ... If I am happy they are happy. If I am down they want to cuddle 

me. They know." Other participants also offer examples of how their children 

realise when they are upset and try and provide comfort. This was seen as a problem 

by the parents however no one talked about ways that handled this in their families. 

Resource unavailability. Participants identified two areas where resources, from 

their perspective, were inadequate. The first of these relates to a shortage of medical 

staff at the CMHS and in the following comment it is clear that this can be 

experienced as distressing: "Sector bases don't always have a psychiatrist available. 

One time there was no help, no doctor available ... I just felt despair." The other· 

resource issue focused on by participants is the lack of respite options that are 

available. They said that even when time out or a break was required for either them 

or their children it was unlikely that any suitable option for this would become 

available. This is experienced as a source of stress for participants and also as 

reinforcing a sense of powerlessness in the face of the sometimes overwhelming 

difficulties they face. 

Self-knowledge. The final theme or issue to emerge from the data relates to the 

expertise and knowledge that participants have of themselves: their illness and their 

needs in relation to this. The first indication of this theme is early in the focus group 

when a focus group member talks about being pressured by her psychiatrist to go on 

to medication "as a preventative measure." In relation to her thoughts on this she 

says: "It made me cross .. .I knew I didn't need it. I'm well. I usually give in but this 

time I decided to stand strong." The client, in this situation, used her self-knowledge 

to inform her decision about the treatment that was being strongly recommended to 

her. Given the experiences of other clients related earlier who felt compelled to 

comply with the prescribed treatment, this person was probably fortunate that her 



150 

social worker, as has already been discussed, listened to her and advocated for her 

right to make this decision. 

ADVICE FROM CLIENT TO PROFESSIONAL 

One of the main questions that participants were asked in this focus group was 'what 

things do you think need to happen to best assist clients who are parents and their 

children?' The discussion that occuned around this question corresponded in most 

respects to the various concerns that participants had raised over the time of the 

group. Participants offer the following advice and comment: 

• Consider the kids ... Get the kids and the parents together 

• Organise childcare to avoid removal of the children 

• Teach CYFS about mental illness 

• Help get kids home again 

• Keep an eye on the medication - remember that mental illness is not always long 

term. It could be temporary. Adjust medication and adjust levels 

• I like it that that [my case manager] holds [my baby] sometimes. It removes 

formality and helps me feel comfortable with her 

• Listen! 

• It'd be good to have a group of parents - basically talking like now about issues 

about our kids. It's been good today- knowing I am not alone. 

The responses that participants gave to the final question posed by the interviewer in 

the focus group are hardly surprising given the themes that have emerged from the 

data. However, they illuminate again that the parenting role is of central importance 

to the clients who participated in this group. In addition participants seem to be 

asking the CMHS to recognise this reality and work positively with them to support 

this role in their lives. 
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Conclusion 

There is no disputing the simple wisdom that has emerged from this relatively small 

focus group and its members: women parenting while also living with a severe 

mental illness and who are all clients of the CMHS. 

Much is discovered about clinical practice in the CMHS through the words of the 

participants. They are open about practice that they have experienced as positive and 

helpful while also articulating those things that have been difficult, caused stress, 

worry and pain. Their comments also reveal a lot about the experience of parenting 

with a severe mental illness. 

All of this material is significant. Not only does it shed light on the experience of 

parenting with a severe mental illness it also offers a rare insight into the experience 

of being a client/consumer of mental health services and in particular, a parent 

consumer of adult mental health services. 
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PART FOUR: DISCUSSION 
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CHAPTER EIGHT 

FAMILIES, MENTAL ILLNESS & CLINICAL PRACTICE: 

UNDERSTANDINGS AND IMPLICATIONS 

Introduction 

It is time now, in the thesis's final chapter, to reflect on what has been discovered 

through the execution of the current research. Where appropriate this is examined in 

the context of other research that has been explored in the literature review and in the 

practice literature more generally. The literature in the areas of clinical practice, 

service provision and policy implications has been incorporated to enrich the 

discussion since they have proved significant to the findings of the study. 

The findings of the current research will be discussed in terms of what it reveals 

about: 

• The nature of parenting while also having a severe mental illness 

• The issues facing children in these families 

• Clinical practice with clients who are parents and their children 

• The mental health service system 

• Interdisciplinary issues within the CMHS and professional knowledge 

• Implications for training and workforce development 

• Implications for further research. 

The professional focus groups represent the main findings within this study and are 

used most fully throughout the conclusions. As noted in earlier chapters, while the 

client focus group was not part of the comparative analysis, it was an important 

opportunity to explore the client perspective. · As such the voices of clients in this 

study, while not representative or reflecting a comprehensive client perspective, have · 

also been fully utilised in this discussion to explore aspects of the clinician data from 

this unique viewpoint. 
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The nature of parenting with a mental illness 

Clinicians understandings: In general terms, the clinicians that participated in this 

study have a good grasp of many of the issues encountered by parents who also have 

a severe mental illness. Firstly, there is recognition by clinicians of the stressful 

nature of parenting under these circumstances. Clinicians, on the whole, appear 

aware of the financial difficulties that are commonly experienced, the impact of 

stigma associated with mental illness, and of a range of practical difficulties that 

parents with a mental illness may have to contend with in their everyday lives. 

Importantly, they recognise that parents fear being judged as inadequate in their 

parenting role and also fear that they might lose custody of their children. Clinicians 

note this fear may act as a barrier between the parent and much needed supports and 

services. 

Clinicians' understandings of the stressors and issues facing parents are comparable 

with those that are reported in the parent-focused literature - as articulated by parents 

themselves. This literature identifies two additional categories of stressors 

commonly experienced by parents with a severe mental illness that receive little or 

no mention in the professional focus groups. These are firstly, problems associated 

with physical ill health and disability, and secondly, the occurrence and impact of 

various life events such as marital separation or the death of someone close. 

Clinicians' do have an appreciation however, that it is stressful for parents if they 

have to be separated from their children when they are acutely unwell and/or 

hospitalised. Clinicians recognise that on occasion a temporary separation in such 

circumstances can lead to long-term and even permanent loss of custody and that this 

is devastating for the client involved. 

There is also congruence between the literature and findings of this study in terms of 

the importance of supports in the lives of parents who have a severe mental illness. 

Supports are recognised as playing a key role in the achievement of well being as 

well as for managing the many stressors associated with parenting with a severe 

mental illness. However, participants note that at times the involvement of people in 

support roles can make life more difficult for the client in some respects. For 
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example, help provided by extended family members may undermine the confidence 

of the parent in their own abilities. The understanding clinicians have of the 

importance of supports, as well as the potentially problematic nature of these, is 

closely aligned to the literature on the topic. 

In one focus group, however, there is no evidence to suggest that group members 

understand the importance of supports to peopie parenting with a severe mental 

illness - or the problems that can be associated with these. It is unclear whether this 

omission is indicative of ignorance on their part or whether is it more a matter of this 

issue simply not occurring to people during the group. Either way it suggests that 

some clinicians in this CMHT may not follow up on what supports the client has or 

has not and what additional supports may be required. This is of concern given the 

general acceptance within the mental health field of the importance of support 

networks in the development and maintenance of mental health and the management 

of stress. 

A dominant theme within the parent-focused literature is the affirmation that the 

parenting role is greatly valued by people parenting with a severe mental illness and 

is in fact a core component of identity. This literature suggests that parenthood 

represents a sense of normalcy, is a source of satisfaction and has rehabilitative and 

therapeutic effects for people parenting with a severe mental illness. 

Although the statements of staff participants do not reflect the specific ways in which 

the literature describes parenthood as being significant, the overall impression gained 

from the data is that clinicians recognise the meaning of this role for their clients. 

This is evident in several ways. Firstly, and importantly, (since the literature 

suggests that this is not always the case), clinicians know that their clients are 

parents. Secondly, they recognise the overwhelmingly negative impact that a loss of 

custody can have on their clients. Thirdly, and finally, they notice the challenges 

parenting brings and the ways in which many clients exhibit a determination to meet 

these challenges, and parent well despite them. 
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A client perspective: The data of the client focus group offers a client perspective 

on what it is like to be a parent who has a severe mental illness, and also a client of 

the CMHS. The data reveals a number of issues that relate to this experience. All 

except one of these, are issues that the clinicians who participated in the study also 

identified - albeit from that different perspective. These are issues relating to stigma, 

separation from children, loss of custody, the importance of supports, the reality and 

impact of severe mental illness and problems caused by resources being unavailable. 

The accord between the client and the clinician perspective further supports the 

supposition made earlier that the clinicians that paiiicipated in this study have a 

reasonably good grasp of issues clients who are parents confront in their everyday 

lives. 

However, one issue emerged in the client data and not in that generated in the 

clinician focus groups. This was the theme of self-knowledge or put another way the 

expertise clients carry themselves about their illness and their needs in relation to 

this. The data from the clinician focus group does not indicate that clinicians have an 

appreciation that their client builds up a 'store' of knowledge or expertise on their 

illness through their experience of it. This finding suggests a professional 

development need among the staff of the CMHS that does not seem to be about a 

need for increased clinical knowledge and expertise. The need that is suggested by 

this finding however is for a shift in the wider philosophical approach clinicians take 

to their work. This needs to move away from an 'expert knowledge' versus 'lay 

knowledge dichotomy to one of partnership where both parties bring expertise to the 

relationship which can then be harnessed in the effort to resolve the difficulties 

facing the client (Rapp, 1998). 

The issues facing children with a parent whom is mentally ill 

Clinician understandings: In contrast to an apparently sound understanding of the 

issues encountered by parents with a severe mental illness, most clinician participants 

do not demonstrate anywhere near as much awareness or knowledge about the issues 

faced by children in these families. 
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In particular there is very little in the study's findings to suggest that participants 

understand that children who have a parent with a severe mental illness are at 

significantly greater risk for a range of emotional, behavioural and psychiatric 

difficulties than children whose parents do not have a mental illness. Nor is there 

any reference, direct or indirect, to factors that might increase the likelihood that 

children may experience such difficulties. 

Clinicians certainly note several ways that psychiatric symptoms can result in 

inconsistencies in the parent's interaction, and response to their children, and also 

unrealistic expectations and inappropriate boundaries at times. Some also recognise 

the disruption brought about by, for example, a parent's hospitalisation during an 

acute period of ill health or the flow-on effect of more chronic stressors such as 

financial difficulties on the children's lives. However, although these comments 

often include a suggestion that this will be hard for the children in some way 

participants make no explicit link between these experiences and an increased at risk 

status of these children. 

The phenomenon of resiliency in children is raised in two of the focus groups within 

which it is noted that some children appear to be able to adapt and adjust to difficult 

family circumstances. However, just as there is no evidence to suggest that 

participants understand the risk factors that confront children in these families there 

is also nothing to suggest that they understand protective factors either. 

A client perspective: Although client participants spoke fairly candidly about their 

own experience of parenting with a severe mental illness and being a client of the 

CMHS they spoke very little about how they saw their children's experience of this. 

When they did talk about their children it was to raise quite similar issues to those 

raised by clinicians. For example, when clients talked about some of the symptoms 

of the illness they sometimes made a connection between how these impacted on 

their parenting and therefore the children. In a similar vein they expressed concerns 
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about how the medication or its side effects might make it difficult for them to stay 

alert or have enough energy -both important faculties for parenting. 

This low key level of discussion about the children is completely understandable if it 

is considered in light of the feeling of vulnerability that each individual also 

expressed about being judged negatively about their parenting - and an underlying 

fear (and for some an experience) of separation from their children. This was also 

the first time these participants had met. It seems likely given the connection that 

seemed to be building among participants towards the end of the group that if they 

had meet more than once this may have resulted in greater openness about the more 

sensitive issues related to their experience of parenting with a severe mental illness. 

These findings raise a number of issues and questions. One of these is in relation to 

workforce development. Specifically a need seems to have been identified for 

training about risk and protective factors and importantly about practice strategies 

which minimise risk and maximise resiliency for children \1✓ho have a parent with a 

mental illness. 

Clinical practice with clients who are parents and their children 

The focus groups appear to provide a useful medium for clinicians to talk openly 

about their practice and to describe the various ways that they work with clients who 

are parents and their children. The outcome of this process is more than simply a list 

of the techniques or interventions applied by the clinician-although even this is 

worthwhile given the paucity of distinctive practice-focused information available in 

the literature. What also emerges is a picture of firstly great variance in clinical 

practice among participants, and secondly, a range of factors, which affect or impact 

on how they practice. 

Variance. How clinicians apply the interventions they describe varies enormously 

depending on which clinician is involved. This is particularly so in relation to the 

direct work done by clinicians with clients on parenting and related issues, and also 

with their children. 
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The variance evident in clinical practice can be looked at in terms of a continuum. 

At one extreme is the clinician that sees his or her role as primarily about working 

with adult clients on adult mental health problems/issues - of which parenting is not 

seen as one. The person who approaches their work with this kind of framework still 

demonstrates an awareness that some of their clients are parents, and also that 

parenting issues can at times result in stress and require professional input. They will 

also, when they become aware of a child having a particular difficulty, bring this to 

the attention of an appropriate health provider, for example, the General Practitioner. 

However, apart from offering occasional and carefully measured direct responses to 

these difficulties they tend to see their role as primarily involving referring their 

client to appropriate child or parent focused services or programs. 

The clinician whose perspective on practice sits at this end of the continuum may 

also be unlikely to initiate an inquiry with clients about parenting issues or about 

how the children in the family may be faring. They take the view that if their client 

or their client's chiidren want to know something they will ask, and they do not 

believe in providing unsolicited information. This is effectively a low-key and 

minimalist approach to direct work with clients who are parents and their children on 

issues other than those strictly to do with the parent's illness. 

At the other end of the continuum are the clinicians that adopt a holistic approach to 

their practice with clients who are parents. They see parenting as a mental health 

issue and therefore falling within their field of responsibility. They also actively 

follow up on and respond to parenting concerns raised by their client and are on the 

alert for issues to do with the children of clients. If they identify a concern in this 

regard they will investigate this and respond directly, which may include referring 

the client, and/or their family, to other service providers who may be able to assist. 

Clinicians whose practice sits at this end of the continuum describe in depth 

interventions with parents and with children and are more likely to adopt a family 

focus in their practice. It does not appear however that this is at the expense of a 

commitment to providing the service that the CMHT is supposed to provide: a 
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specialist adult mental health service. However, how they interpret their role is 

qualitatively different from how clinicians at the other end of the continuum do so. 

It is almost as though these clinicians recognise that they are an a prime position to 

act preventively both in terms of the parents mental health and in terms of the 

children's health and well-being. With this kind of framework they will initiate 

information giving to parents and their children rather than leave it up to the client to 

ask. Generally their approach could be described as more hands on and active in 

regard to their practice with clients who are parents around parenting and child 

related issues. 

Factors which affect or impact clinical practice. Another major outcome of the 

research is the identification of a whole range of factors that appear to impact on and 

shape clinical practice with clients who are parents and their children. Some of these 

factors are external to the clinician and are factors which clinicians have ( or perceive 

they have) little or no control over. For example, the CMHS in which the 

participants in this study are employed is a tertiary sector (specialist) mental health 

provider, which operates within a formal legislative, contractual and · organisational 

framework. There are, therefore, fairly firm external parameters around the service, 

which clinicians appear to experience as constraints on their practice. 

The availability of resources is another external factor that impacts on the service 

offered by clinicians. One example of this is a clinician being unable to visit a client 

and their family at home because of the additional time involved in this when 

compared with an appointment at the clinician's office. The scarcity of respite 

resources, which would enable the parent or the child to have a break from the 

stresses of their situation, also mean that even if a clinician sees a need for this 

nothing suitable may be available. 

The planned and proactive practice that some clinicians clearly aspire to is also 

constrained by workload pressures and the need to give priority to crisis situations as 

soon as these arise, effectively delaying or putting off other work. 
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It is not just factors external to the people working in this setting that impact on 

practice: a number of internal factors are also important. The earlier discussion on 

variance in practice provides a good illustration of this: How the clinician views their 

role and puts this into practice varies from individual to individual. What the 

research also does is isolates a number of possible explanations for these variations in 

practice, which are additional to factors such as the individual's interpretation of their 

role or the proscribed role of the service. These can be described as human factors 

such as the comfort level, confidence, experience, awareness and knowledge of 

clinicians about working with parents, children and family groups which influence 

the way they practice. 

Two of these factors: the level of awareness and also knowledge among clinicians 

working in a CMHS, require further elaboration in light of the findings of this and 

previous research. As previously noted the findings of this study suggest that there 

may be knowledge gaps among participants in regard to the issues facing children in 

famiiies where a parent has a severe mental illness particularly around concepts of 

risk and resiliency. 

It is an awareness of these issues and areas of knowledge associated with them - an 

understanding of risk factors and protective factors - that the literature sees as 

fundamental to a preventative approach to clinical practice. This literature also 

strongly advocates such an approach. (See Curtis and Fromhold, 1997; Phillips, 

1983; Silverman, 1989; Waters, 1986). 

Waters (1986) argues for example that because many of the risk factors implicated in 

the development of child disorder and disturbance are modifiable, policy makers, 

mental health services and clinicians have a responsibility to directly address these 

risk factors in their work. Likewise, protective mechanisms can be promoted and 

enhanced through a wide range of relatively simple actions or interventions on the 

part of the clinician (Beardslee, et al.,1997); Smith and Carlson, 1997). The research 

indicates that the practice of some of the participants in this study is compatible with 

a preventative approach and addresses (although perhaps not intentionally) some of 
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the risk factors and protective factors identified in the literature. However, it 

certainly seems as though there is a capacity for this to be in a more informed, 

comprehensive and direct way than is currently occurring. 

Culture. What is conspicuously absent in the findings of the clinician focus groups is 

any demonstrated practice that relates to clients from diverse cultures. It is possible 

that this is somehow related to the clinician participants all being Pakeha. However, 

because they all work within a mental health service that has an obligation under the 

Treaty of Waitangi22 to incorporate the principles of the Treaty into all aspects of its 

service provision this is a puzzling finding which would merit further exploration in 

future research. 

A client perspective: The insights into clinical practice gained from the discussion 

that occurred within the client focus group do more than just provide a useful point 

of reference for the clinician data - although this is of course invaluable. The client 

data in this study also makes a small but significant contribution to the literature, 

which contains very little information on practice from this perspective. 

Two matters in particular emerge as being central to the perspective held by clients 

on clinical practice in the CMHS: The impact or effect of clinical practice and the 

processes of practice including the relationship between the client and the clinician. 

These are discussed individually below: 

The impact or effect of clinical practice. One of the strongest themes within the 

client data is the issue of how treatment strategies put in place by clinicians involve 

decisions that affect not only the client but also their children. These might be 

decisions to: 

• Admit a parent to hospital 

• Arrange respite care for the parent or alternative care for the child 

• Prescribe medication that may be sedating and affect a person's ability to make 

decisions or have unpleasant and intrusive side effects. 

22 The Treaty of Waitangi or Te Tiriti o Waitangi is the founding document of Aotearoa New Zealand. 
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When the client and clinician data is looked at together there is little evidence that 

clinicians in this study have much awareness of the impact of the decisi?ns they 

make on parents and their children. 

There is no doubting that the clinicians that participated in this study practice in a 

way that, in their view, is clinically most appropriate and based on their 

understanding of what is required. However, the findings of the client focus group 

suggest that clinicians need to also take the time to reflect on what the impact of their 

clinical decisions might be. For example, could there be any unintended or negative 

ramifications for the person on the receiving end of these? - And if so then how 

could the impact of these be minimised? 

The processes of clinical practice in the Community Mental Health Service. One of 

the more significant outcomes of the client focus group is the clear message given by 

participants about processes in clinical practice in a CMHS. Clients clearly articulate 

which clinical processes and aspects of practice or service deliver/ they find helpfol 

as well as those that are not. These have already been clearly stated in Chapter Seven 

however in brief they involve clinicians asking, listening and responding to clients; 

as well as being encouraging, supportive, reassuring and affirming. Likewise, the 

client data suggests that helpful mental health services are flexible, informative and 

responsive. Helpful services, from a client perspective, also provide practical help 

and demonstrate a welcoming attitude to children, parents and families. 

The way clinicians act, or how they intervene, is at least as important as what 

strategies they put in place to treat the illness and its related difficulties. This 

suggests that the relationship between the client and the clinician may well constitute 

the core component of helpful and enabling clinical practice. It seems that where a 

positive connection exists between the client and their worker the clinical processes 

are likely to be experienced as effective. The data also suggests that from a client 

perspective, a connection has been made if the clinician practices in the ways 

described above, but also, when there is demonstrated trust, openness, honesty and 

mutual respect and understanding. 
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Interdisciplinary issues and professional knowledge 

Interdisciplinary issues. The research did not reveal any major issues or 

complications in the CMHS relating to interdisciplinary issues. This is a somewhat 

surprising finding in the light of traditional understandings of issues associated with 

multi-disciplinary team functioning, particularly in relation to the perceived greater 

status of some professions over others. 

Clinicians who participated in this study appeared to be aware of their own and their 

colleagues roles and the data suggests a solid base of mutual respect among clinicians 

within the same team, but of different disciplines. 

In two of the focus groups there were hints made by clinicians that in their view 

practice ~ay vary depending on the discipline of the person involved, however these 

participants also acknowledged that this was a very individual thing and might be 

completely unrelated to matters of professional discipline. 

Professional knowledge. It appears from the findings of this study that professional 

training and in depth experience of working in the mental health field does not equal 

expertise in regard to work with people who have a severe mental illness and who are 

parenting - or their children. One of the most senior clinicians who participated in 

the study acknowledged he was "at a loss about how to help" when he spoke about a 

particularly complex clinical situation involving various parenting and family issues 

as well as several mental health ones. 

Another slightly surprising finding was that neither of the two participants who 

reported having a background of training and experience in child and family work 

actually seemed to apply this knowledge directly in their practice when working with 

clients who were parents. Again both of these clinicians are senior practitioners 

within their discipline, and within the teams in which they work. The data suggests 

that these two clinicians feel constrained by organisational issues and their perception 

of what their role is, and isn't, and therefore don't feel able to use their experience 

and knowledge to its fullest extent. 
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It appears, then that specialist knowledge is not enough to guarantee client needs will 

be addressed in practice. In fact, the data suggests that the attitude of the clinician 

may be more important as the clinician needs to be open to working preventively and 

holistically with clients who are parents. This is aptly demonstrated by the actions of 

the clinician who despite an acknowledged lack of training in family work went 

ahead with a family session but set up a consultative relationship with an experienced 

family therapist to support her in this work. 

A client perspective: One of the themes within the client data is that clients' 

sometimes experience treatment and intervention as something that is prescriptive 

(done to rather than with them). However, threaded through the data that reflects this 

theme, there appears to be an appreciation on the part of clients, of the knowledge 

and expertise that clinicians in the CMHS have about mental illness and its treatment. 

This sub-text of acceptance of the expertise of the clinician must be considered 

alongside a strong message from clients relating to their own expertise. The data 

suggests that clients want clinicians to listen to and give consideration to the lay 

knowledge they have, and, incorporate this into their formulation of what is going on 

for the client who is a parent and what is required in order to meet their needs. 

Clients seemed aware of the various disciplines of the clinicians with which they 

worked without having any particular issues relating to this. 

The mental health service system 

Clinician's understandings: The service context in which staff participants in this 

study work is organised into mental health services for adults and mental health 

services for children, youth and families. 

As the data illustrates this structural separation between adult, and child and family 

services, is further complicated because within each of these major service streams 

are several specialist teams/services each providing something different to a 

particular client population. 
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When one looks outside of the government mental health service system there is also 

a large non-government mental health sector. Outside of this there is a yet wider 

system of health and social service providers. Each sector or service system 

comprises dozens of specific agencies or specialist programs. 

In Canterbury, Aotearoa New Zealand, none of these services (at the time of the 

study) offered programmes or interventions aimed at meeting the specific needs of 

families where a parent has a severe mental illness. And although each may have 

been specialist in their field it seems unlikely that any would have had much 

specialist knowledge of the needs of or issues facing families where a parent has a 

severe mental illness. 

Because the complex nature of the needs and issues facing many families where a 

parent has a psychiatric illness they often require the involvement and co-operation 

of multiple service providers, this presents clinicians with substantial challenges for 

planning and providing effective, integrated services to meet these needs (Blanch et 

al, 1994 ). This appears to be the experience of the clinicians that participated in this 

study also. For example, they talk about the need to negotiate multiple interfaces and 

the challenges this creates for effective communication and positive collaboration. 

Another challenge identified by participants in this study, and confirmed in the 

literature, relates to the different mandates and roles of the various services or teams 

that might be involved, and the possible fragmentation of the overall service 

provided to clients and their families. 

This phenomenon was confirmed by testimony from consumers (parents with a 

mental illness), providers, and advocates to an interagency taskforce in New York 

State which noted that: 

Services are found in different locations, accessed through different 
mechanisms, and funded by different agencies ... programmatic approaches 
are rarely combined in comprehensive or flexible ways (Blanch et al, 
1994:389). 
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Although not identified directly in the findings of the current study another problem 

identified by this taskforce was confusion between agencies and workers about each 

other's role and responsibilities. This was further complicated at times by distrust 

between these groups and individuals (ibid.). 

An Australian project, which looked in part at multi-agency involvement with 

families where a parent has a psychiatric illness, summarised the difficulties 

encountered at the inter-agency level as follows: 

• Insufficient knowledge about other services and workers' mandates can 
lead to conflicting aims and expectations. 

• Because of the limited outreach services available to parents and children, 
the provision of service often depends on the parent's motivation, interest 
and wellness. 

• Health and welfare organisations do not share common aims and 
language ... (Pietsch and Short, 1996:5). 

Both the findings of the current research and those presented in the literature suggest 

strongly that the current service system, as it is structured and organised, creates 

major difficulties for clinicians. 

A client perspective: While the service system creates certain constraints and 

challenges for the clinician the client data also suggests a host of implications for 

clients. These include the need to: 

• Confront their fear that involvement with a particular agency or service will lead 

to the removal of their child/ren 

• Successfully engage with each person who has a helping role 

• Get clear about the differences or areas of overlap between the agencies involved 

in terms of each of their roles and responsibilities 

• Give priority to attending appointments or being home to meet with various 

workers over other commitments or activities 

• Remember a lot of advice, plans, tasks or expectations - some of which may 

conflict 

• Cope with workers and agencies that vary considerably in their understanding and 

knowledge about psychiatric illness, its management and implications for 
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parenting, and life in general. This will also involve dealing with workers who 

may carry inaccurate stereotypes about people and parents with a psychiatric 

illness: For example, CYFS. 

The reality of an extremely complex service system is not simple whether viewed 

from the perspective of the client or the clinician. However, common sense suggests 

that the onus must be on clinicians and workers from the services involved, to do 

everything possible, to assist clients to negotiate and get the most from the service 

system. Clients are clear about their needs: they need and want an enabling, 

responsive, supportive and helpful service. Clinicians have both the responsibility 

and ability to practice in ways that clients are more likely to find enabling and will 

support them to negotiate this complex system. 

Policy issues and implications 

At the local/organisational level the findings of this study suggest a need for the 

development of policy in a number of areas. These are briefly outlined and discussed 

below. 

Clarification of CMHS responsibility. There is a need for the parameters of CMHS 

responsibility in relation to clients who are parents and their children to be clarified 

from an organisational policy point of view. The research indicates that clinicians 

are not sure of what the official line is in this regard and within this lack of direction 

clinicians draw their own conclusions about this and act accordingly. 

In terms of its content this policy needs to be congruent with emergent Government 

policy in relation to mental health services. For example, in 1997 a set of twenty 

National Mental Health Standards were published with which all mental health 

service providers are expected to be compliant by July 2001 (National Mental Health 

Standards, 1997). Standard Four of this establishes the standard for provision of 

services to children and young people. Part of its criteria relates specifically to the 

service provided by adult mental health services to the children of adult clients: 



169 

All mental health services working with adults with mental illnesses or 
mental health problems should ensure that the needs of the dependent 
children of these consumers are identified and addressed by the appropriate 
person or service (1997:9). 

This demonstrates a clear mandate for the organisation to also be child-focused in its 

work with parents who have a mental illness. In the development of a policy on its 

responsibilities, in terms of clients who are parents and their children, the CMHS ( or 

rather the larger organisation of which it is a part) also needs to consider other 

aspects of Government mental health policy, for example, the 'Blueprint for Mental 

Health Services in New Zealand', which was released in 1998 by the Mental Health 

Commission. Although this document does not make specific reference to the 

dependent children of adults with severe mental illness it certainly contains 

expectations, as does the National Mental Health Standards, that mental health 

services will be inclusive and responsive to families of people who have severe 

mental illness. It says: 

People with serious mental illness are not ill in isolation. Their families, 
extended whanau, and significant others ... cannot escape being affected by 
it ... Fully effective interventions acknowledge and assess the needs of 
everyone affected by the illness (Mental Health Commission, 1998a:9). 

Both of these documents illustrate the consolidation of an important shift within an 

aspect of mental health policy in Aotearoa New Zealand that has became increasingly 

evident in the 1990's: an emphasis on mental health services that are inclusive of 

families. 

Administrative and organisational policies. Once the overall policy direction has 

been established logic dictates that a range of more practice orientated policies and 

procedures need to be developed through which this policy will be implemented. 

The findings of the current research suggest that this would need to include specific 

practice and organisational guidelines about: 

• Intake and assessment procedures - so that information collected is more 

relevant, consistent and comprehensive 
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• Clinical records - so they reflect information about the children such as their 

ages, caregivers, schools and specific health or disability issues and about 

parenting issues 

• Treatment and intervention planning - to ensure the impact of these strategies are 

considered and addressed, and goals relating to parenting or the children's needs 

are included 

• Discharge planning - that involves children and considers their needs so that, 

especially where the parent has a chronic mental illness the needs of the children 

can be addressed in the longer term 

• Information provision - to ensure parents have the information they require to 

parent effectively and for example to talk to their children about the illness and its 

treatment. 

• The involvement of multiple service providers - to ensure effective 

communication, and role clarification 

• Providing culturally sensitive services - to ensure services are responsive to the 

needs of families in ways that wili effect positive change in a respectful and 

empowenng way 

• Supporting the parent-child relationship 

• Forward planning for when the parent may be unwell 

• Recognising and addressing care and protection concerns. 

However, before such practice guidelines can be developed they must be fully 

researched to ensure they reflect best practice. Even with such policies and practice 

guidelines in place, a major challenge still exists in terms of how clinicians can be 

assisted to fully integrate these into their everyday practice. 

Implications for training and workforce development 

The findings of the current study clearly point, towards several areas where 

clinicians need to increase their knowledge and understanding of the issues facing 

families where a parent has a severe mental illness. In particular this is in relation to 

the issues that arise for children in these families, their needs as a consequence of 
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these and of course how clinicians in the CMHS can address these needs. This will 

necessarily involve areas of skill development for some clinicians. 

As previously noted there is a significant lack of comment by clinicians involved in 

this study about cultural issues related to practice with clients who are parents. 

Although no information was gathered on the numbers of parents of dependent 

children, or the ethnic backgrounds of people, on the clinician caseloads it seems 

likely, given basic demographics, that a proportion of clients were from a non

Pakeha background. 

This outcome is suggestive of needs within this workforce for training and education 

around cultural issues. This is particularly important because mental ill health is a 

major health problem for Maori in Aotearoa New Zealand and to a lesser, although 

still significant degree for Pacific people and people from other minority ethnic 

groups (Mental Health Commission, 1998a). In addition, children and young people 

from Maori and Pacific cultures have recently been confirmed as priority groups for 

the development of a range of mental health services and related health initiatives 

(Health Funding Authority, 2000). It is therefore important that clinicians working in 

the CMHS have an awareness of a Maori perspective on health and healing, are 

aware of the cultural values that they bring to their practice and have a sensitivity to 

cultures other than their own. 

Implications for future research 

The information generated by this study about clinical practice in a CMHS in relation 

to clients who are parents and their children is considerable despite it being a 

relatively small, and time limited, research project. As an initial exploration of the 

field its findings provide a basis for more in depth research within this important area 

of practice. This could include use ofrepeat focus groups rather than one off groups. 

This would allow a research design involving a repeating cycle of data generation, 

data analysis, concept identification, and more data generation to check the findings 

and so on. This would facilitate a gradual deepening level of interpretive analysis 

and the ability to check emerging theoretical understandings of clinical practice with 
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clients who are parents against new data from the same or perhaps even from a 

different setting. 

The findings from the client focus group suggest that it would be important in the 

future to at least run repeat focus groups with client participants and to ideally have 

many more clients involved. Not only would this add considerable richness to the 

data generated from the groups but it might also lead to participants feeling more 

comfortable and safe in the focus group and therefore a potentially more open and in 

depth discussion of issues. It is also clear from this study that some of the client 

participants valued the opportunity this one off focus group afforded them to meet 

other people who were also parents and had a severe mental illness. Developing the 

client focus groups could also strengthen the voice of the client perspective within an 

area that is of central concern to them. 

As signaled in previous comments about organisational policy and practice 

guidelines, there is also a need for more research into what constitutes best practice 

with parents and children where a parent has a severe mental illness. Research could 

be directed towards developing and evaluating general principles or guidelines for 

clinical practice and specific interventions and areas of clinical focus. 

Another option for future research would be to utilise action-research methods to 

explore ways to address macro or system level issues or perhaps evaluate the 

effectiveness of practice approaches such family-centred, ecological and strengths 

frameworks (Saleeby, 1997; Munford and Sanders, 1999) for working with clients 

who are parents and their children. 

Conclusion 

Unfortunately severe mental illness is very common in the adult population in 

Aotearoa New Zealand. Government figures suggest that at any one time "3% of 

[adults] have serious, ongoing and disabling mental illness requiring treatment from 

specialist mental health and alcohol and drug services" (Mental Health Commission, 

1996:7). Many of these people will be parents of dependent children. 



173 

In the past individuals diagnosed with a severe mental illness were understood 

primarily in terms of their illness: A diagnosis of schizophrenia or a bipolar affective 

disorder effectively subsumed all other aspects of their life and their identity. Due to 

a whole range of factors including treatment advances, the development of 

community psychiatry, the closure of old style psychiatric institutions, and the 

development of mental health consumer, disability and psychosocial rehabilitation 

movements, this is no longer the case. 

People diagnosed with a severe mental illness in the 1990s are considered to be 

people first, with the illness, whatever it may be, being only one part of their overall 

identity. For most people the formal barriers that used to exclude their participation 

in all aspects of adult life are no longer in place. This is not to say that informal 

barriers such as those created by stigma and discrimination are not still experienced 

by people with severe mental illness: the voices of mental health consumers make it 

very clear that this is still the case, for example in the areas of employment and 

housing (Mental Health Commission, 1999a, 1999b). However, the rights of people 

with a severe mental illness are now protected in law and policy to a significantly 

greater degree than they were even ten years ago. Reproductive and parenting rights 

are one of the areas where significant change has occurred. Many people in the 

community who choose to have children may also have a severe mental illness. 

However, the literature suggests that the adult mental health services are not always 

responsive to the needs of clients who are parents or the needs of their children. 

Furthermore, there is an extensive body of research that has confirmed that children 

with a parent who has a severe mental illness are more at risk for emotional, 

behavioural and psychiatric difficulties than many other children. Much of this risk 

is related to a culmination of stressors or factors, which are commonly associated 

with mental illness (for example, marital discord, financial stressors) rather than to 

the illness itself. Many of these risk factors are modifiable. 
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Despite the likelihood that many people parenting with a severe mental illness are 

clients of specialist mental health services very little research has occurred which 

documents clinical practice in relation to this client group. This study, with its 

overall goal of developing an understanding of clinical practice in a CMHS in 

relation to clients who are parents and their children, directly responds to that gap in 

the literature in several ways: 

Firstly, it offers insights into how clinicians in a CMHS understand and respond in 

their practice to the issues facing parents and their children. Secondly, it explores the 

issues that prevail over or affect everyday clinical practice. Thirdly, it provides a 

client perspective on having a mental illness, being a parent and also being a client of 

the CMHS. And finally, it uses its findings to document and try to make sense of 

clinical practice in relation to parents and children in this adult mental health service 

setting. 
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APPENDIX ONE 
Date ----

PROJECT TITLE 
Families where a Parent has a Psychiatric Disability: Ways of Working 

INFORMATION SHEET 

Researcher 
Larkin Nightingale (B.S.W.), Senior Social Worker, Mental Health Division, 
Healthlink South. Phone 364-0050 or 338-5059 

I am undertaking this research as part of an M.A. (Social Work), University of 
Canterbury. (Supervisor - Marie Connolly, Senior Lecturer, Department of Social 
Work, University of Canterbury, Phone 3642-094. 

Introduction 
You are invited to take part in a group to discuss issues related to the services 
provided to families where a parent has a psychiatric disability. 

Focus groups will be held with clients of the Community Mental Health Service who 
are parents (including stepparents, and care givers) who have dependent children 12 
years of age or younger. Focus groups will also be heid with staff. 

The focus group will take place in September 1997 and after receiving this 
information you will have up to two weeks to decide whether you wish to take part. 
Transport will be provided to the group if required. 

Your participation is entirely voluntary (your choice). You do not have to take part in 
this study, and if you choose not to, this will not affect any future care or treatment, or 
employment opportunities. 

ABOUT THE STUDY 
The goal of the overall research project, of which the focus groups are one part, is the 
development of ways of working with families where a parent has a psychiatric 
disability. 

What are the aims of the Focus Groups? 
· The aim of the group is to generate information and ideas, from a staff and client 
perspective, about working with families where a parent has a psychiatric disability. 
The group members will be asked about: 
• What happens now? 
• What do staff and clients see as the key aspects of 'ideal' practice? (The best 

possible ways of working). 

• What are the things that affect the way the service is either provided or received? 
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How were group members selected? 
Firstly you will have indicated that you were interested in taking part in this group and 
secondly you were selected either because you work in the Community Mental Health 
Service, or you are a client (who is also a parent) of the Service. 

How many group members will there be? 
Each focus group will have 5-10 members. There will be 4 groups for staff and 2 for 
clients. 

Where will the focus group and any meetings be held? 
The groups and meetings will be held at the Community Mental Health Service Sector 
base, which you usually work at or attend. 

How much time will be involved? 
The focus groups will last no more than 2 hours and you will attend one group. 

What is the time span for the study? 
The focus groups will take placei-over a period of a month. 

What will happen to me during the focus group? 
When you come to the group you will meet the researcher, her assistant, and other 
group members, and be offered refreshments. Further information will be given about 
the group and your questions will be answered. If you have not already done so you 
will be asked to agree in writing ("give written consent"), that you wish to participate. 
in the group. If you decide not to take part, transport will be provided, if required, for 
you to return home. 

During the group, the researcher will ask the group members to discuss some 
questions. These questions will be about the service provided for families where a 
parent has a psychiatric disability. 

How will my ideas and views be recorded? 
The researcher will write the main ideas on a large piece of paper that can be easily 
seen by all. You will be able to add to, or change what is written down so it best 
describes what you and others in the group think about the topic being discussed. 
Once the group is happy that all ideas have been stated the group will be over. 

At the same time the focus group will be audio taped. These tapes will be transcribed 
(listened to and the content written down). From the records of the group a summary 
of the main themes/ideas will be made and this will be posted to you. You will be 
invited to make comments on the correctness of this summary. 

(In case the tape recorder breaks down the researcher's assistant will also be taking 
detailed notes of what is said during the group.) 

Can I change the record of what I said in the group? 



You will be able to look through, comment on, or make changes to, ( edit) your 
contributions to the transcript of the group if you wish. 

What will happen to the records and the tape? 
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The records and tapes of the group will be kept safe in a locked filing cabinet by the 
researcher. Tapes and any other material, which could identify individuals, will be 
destroyed at the end of the research. Information from the research will not be used 
for any other reason than for the purpose of the study described in this information 
sheet. 

What are the risks or inconveniences of the focus groups? 
·The inconvenience may be the time and effort used to talce part in the group. Privacy 
will be explained carefully and the consent form which each person signs, will state 
that it is expected that what is said within the group is private to the group. The 
researcher promises that information will be safely stored and disposed of. 

Your participation 
Your participation is entirely voluntary (your choice). You do not have to talce part in 
this study, and if you choose not Jo take part this will into affect any future care or 
treatment, or employment opportunities. 

If you do agree to take part you are free to withdraw from the group at any time, 
without having to give a reason. This wiii in no way affect your future health care or 
employment. 

Your taldng part in the study will ·be stopped should any harmful effects appear ( e.g. · 
you find the group too stressful). 

Confidentiality 
Group members will agree not to talk about the detail of what is discussed in the 
group outside of the group. The discussions of the group will remain confidential. 

No material, which could personally identify you, will be used in any reports on this 
study. Direct quotes from the focus group may be used in the study's final report 
although these quotes will not contain any identifying information. 

Will my GP know I am in the study? (This applies to clients only) 
Your GP will not be told automatically, however if you wish you GP to have any 
information, the researcher will be pleased to provide it. 

Where can I get more information about the study? 
The researcher can be contacted at 364-0050 up until the 12th of September and at 
338 5059 from Monday September 15th. Please ring between 8.00am and 5.00pm 
Monday to Friday. If she is not available please leave a message and your call will be 
returned as soon as possible. 

Ifl need an interpreter, can one be provided? 
Interpreters will be arranged as required. 



How can participants get the results of this research, and where will they be 
published? 
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A summary report will be available to participants who request a copy on the consent 
form. 

Where else will the outcomes of this study be made available? 
It is expected that the study will be presented verbally and/or in written form at 
conferences or at other professional meetings, and in professional journals. 

If you have any queries or concerns about your rights as a participant in this 
study you may wish to contact a Health and Disability Services Consumer 
Advocate, telephone (03) 377 7501. 

This study has received ethical approval from the Southern Regional Health 
Authority Ethics Committee (Canterbury) and the University of Canterbury 
Human Ethics Committee. 

Please feel free to contact the researcher if you have any questions about this 
study 

Larkin Nightingale 
Phone 364-0050 or 338-5059 
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APPENDIX TWO 

7 September, 1997 

Invitation to participate in a Research Project 
September-November 1997 

Researcher: Larkin Nightingale, Senior Social Worker 
Mental Health Division, Phone 364-0050 or 3385059 

Dear Parent or Caregiver 

You are invited to take part in a group interview ( a focus group), lasting no more than 
two hours, to discuss the services provided to families where a parent has a psychiatric 
disability. Several weeks after the group you will be invited to attend another meeting 
with the researcher to discuss the results. Both the meeting and the group will be held 
at the Southern Community Mental Health Service. 

It is your choice whether you take part in the study or not. 

The aim of the group is to generate information and ideas from a client perspective, 
about ways of working with families where a parent has a psychiatric disability. 

No information, which could personally identify you will be used in any reports on 
the study. The details of what is discussed will remain confidential. 

The project has received ethical approval from the University of Canterbury and 
Southern Regional Health Authority Ethics Committees. 

If you are interested in participating in the focus group, or in finding out more about 
it, please contact me at the phone numbers above. If you prefer me to contact you then 
please tell a staff member and with your permission he or she will give me your name 
and contact details. I will then arrange to meet you to give you further information and 
answer your questions. If you agree to meet with me it does not mean you have to 
participate in the group. This will always be up to you. 

Thank you for taking the time to consider this request. 

Yours sincerely 

Larkin Nightingale 



189 

Consent Form: Focus Groups 

Title: Families where a Parenr has·a Psy_chiatric Disability: Towards 
Clinical Practice Guidelines ·('Ways of Working') 

Researcher: Larkin Nightingale, Senior Social Worker 
Mental Health Division, Phone 3640-050 or 338-5059 

I have been invited to take part in a focus group, lasting about 2 hours. The 

purpose of the group is to talk about issues related to the provision of services 

to families where a parent has a psychiatric disability. 

I have read and understand the information sheet dated ------
about this study. I have 'heard and understood an explanation of the study, 

and have been given a chance to talk about, and ask questions about it. I am 

satisfied with the answers I have been aiven. 

I have had enough time to think about whether to take part and to discuss it 

with a person of my choice, and the researcher. 

I know whom I can contact if I have any questions about the study. 

I understand that: 

• my taking part in the study is voluntary (my choice) 

• I can withdraw from the study. at any time and for any reason, without 

negatively affecting my present or future treatment/employment 

• I am free to leave the focus group at any time and to decline to answer any 

question I do not want to answer 

• my taking part in the study is confidential, and no information.that could 

identify me will be used in any reports on this study 

• I will be given a copy of this consent form 

I agree that any personal issues talked about in the focus group by other 

participants are confidential to the group. 
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Consent Form: Focus Groups 

Families where a Parent has a Psychiatric Disability: Towards Clinical 

Practice Guidelines ('Ways of Working>) 

_____________ (full name) consent to take part in this 

study. 

I understand and consent to being audiotaped in the focus group. YES/NO 

I wish to receive a summary of the results of the study when it is available in 

mid 1998. YES/NO 

Participant's Signature: ____________ ·oate ____ _ 

In my opinion, consent was freely given and the participant understands what 

is involved in this study. 

Witness 

Signature: __________________ Date: ___ _ 

Consent was taken by ____________ (Researcher) 

Signature: ___ __,. ______________ Date: ___ _ 

Contact Phone Number of Researcher -----'-----
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