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Introduction: Children of parents with a mental illness (COPMI) are at risk of behavioral,
emotional, and cognitive difficulties and diagnoses. Support and information about
parents’ mental illness may contribute to improve their lives, which is the purpose of
the intervention Child Talks (CT). This study aimed to investigate the participation rate of
CT, characteristics of participating patients and children, and themes in sessions with
children.

Materials and Methods: Data were collected from 424 electronic patient journals
written by healthcare professionals (H) for patients admitted to a clinic for mental
health and substance use disorders in the years 2010–2015. Both quantitative statistical
analysis and qualitative thematic analysis were carried out.

Results: Eighteen percent of assessed parents with minor children received the CT
intervention and children participated in half of them. Participating children more often
knew about their parent’s treatment and condition when initially assessed, and more
often lived with the hospitalized parent. Three main themes were identified in sessions
with children; communication about parental mental illness within the family, childrens’
struggles, and healthcare professionals’ (HCPs) evaluation of the child’s situation and
need for further support.

Discussion: Sessions with patients’ children appeared to be relatively rare, and
participating children did not necessarily receive appropriate information, support, or
follow-up. To ensure that HCPs provide quality support and follow-up to COPMI, the
routines and the training of HCPs need to be improved.

Keywords: children of parents with mental illness, parental mental illness, mental healthcare services for adults,
healthcare professionals, preventive intervention, support of patients’ children

Abbreviations: CAMHS, The Child and Adolescent Mental Health Services; COPMI, Children of parents with a mental
illness; CT, Child Talks; CWPS, The Child Welfare and Protection Services; DMHSD, The Division for Mental Health and
Substance Use Disorders; HCPs, healthcare professionals; PMI, Parental mental illness.
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INTRODUCTION

In Norway, 12.2% of children have parents who are receiving
treatment for mental illness and/or alcohol use disorder each
year (1). According to Norwegian (2), and international estimates
(3) approximately one third of patients in adult psychiatric
services are parents of minor children. Children of parents with
a mental illness (COPMI) have an elevated risk of developing
emotional, behavioral, and cognitive difficulties that can result
in poorer life outcomes regarding educational level, ability to
work, socioeconomic status, and ability to establish meaningful
relationships with others (4–8). COPMI are at risk of developing
the same illness as their parents, as well as other mental illnesses
(9). Half of the children of parents with a severe mental illness
(SMI) are at risk of developing a mental illness themselves
by the age of 20, and one third are at risk of developing
a SMI (10).

The transmission of mental illness from one generation to
the next is a complex process. Such transmission is influenced
by the interaction of factors related to the mentally ill
parent, the child, the family, and the social environment (11).
Protective factors can reduce the prevalence and/or severity
of problems for COPMI (12). Supportive relationships, coping
skills, positive relationships between parents, well-functioning
communication within the family, and high socio-economic
status are examples of such protective factors (13, 14). Several
studies and meta-analysis have found significant effects of
preventive interventions for COPMI (15–18). The results imply
that preventive interventions with a psychoeducational focus
reduce the risk for psychopathology and psychiatric symptoms
and increase prosocial behavior for COPMI (15–18).

Knowledge about mental health provides resilience against
mental illness (14, 19). Children who receive accurate, non-
stigmatizing information about parental mental illness (PMI),
treatment, and recovery may be able to understand their parent’s
behavior, talk to others about their situation, and feel less alone
(20). Knowledge and openness about PMI may reduce the stigma
and burden of worrying for their parent and make it easier for
children to seek professional help (14, 21). A lack of information
about PMI can cause misunderstandings and misattributions of
the causes of parent’s behaviors and treatment, and may increase
feelings of concern, confusion, and stress for these children
(14). In studies of which information COPMI value, children
reported that they preferred to learn about PMI from healthcare
professionals (HCPs) and regarded support and information as
helpful (22, 23). They valued opportunities to ask questions
and wanted to learn about the organization of health services.
Several children wanted to be assured that it was not their
fault that their parent was ill (22). Children expressed that they
needed information about what a mental illness is, different
types of illnesses, etiology and prognosis, how to cope with
parents’ symptoms, where to seek help and support, and how to
communicate with others about PMI (14).

Child Talks (CT) is a brief preventive intervention, developed
in the Netherlands for COPMI aged 0–25 (24, 25). To this date
there are no effect studies of the CT intervention. However,
the CT has a clear and well-described theoretical foundation,

focusing on psychoeducation. The intervention is delivered to
patients with a mental illness and their children through three
sessions. The patient’s child should be included in at least one
session, to get information, ask questions and share any concerns.
The intervention aims to strengthen parents’ knowledge of
possible consequences for COPMI and increase parents’ focus
on the child’s situation. By providing children with emotional
and social support, and information about their parent’s disorder,
treatment, and recovery, the intervention aims to reinforce
children’s ability to cope with their situation. Another objective
is to detect early signs of psychopathology and/or problem
behaviors in children and initiate further support and referrals
if needed. The intervention is manual-based and the sessions are
described in detail in the CT manual (24). There is also a Logbook
associated with the manual that HCPs should complete during
or after CT sessions. The Logbook is described further in section
“Child Talks Logbooks.”

The content of the CT intervention accords to §10 a)
of the Health Personnel Act (26). The CT intervention was
implemented in the participating clinic at the University Hospital
of Northern Norway (UNN) when the amendments to the Health
Personnel Act were made in 2010. The law states that HCPs are
obligated to contribute to meet COPMIs need for information
and support regarding their parents’ diagnoses and treatment.
If necessary, HCPs should invite children to participate in a
conversation to offer information and support. Despite the legal
obligations, studies show that COPMI are not provided with the
information they are entitled to (27, 28). Fewer than one third
of HCPs had conversations with COPMI (28). Moreover, about
40% of parents in treatment reported that their children were
unaware they were receiving treatment or being hospitalized, and
over 40% reported that their children were not informed about
their condition (27).

Most HCPs have positive attitudes toward a family-focused
practice in adult mental health services (29). Still, studies have
found numerous barriers for a family-focused practice (28–31).
Important predictors for a family-focused practice are worker
skills, knowledge, resources, and confidence, whereas families’
lack of time and fear of involving children are hindering factors
(28, 29, 31, 32). Insecurities among HCPs about their role when
meeting patients’ children and the lack of knowledge of how
to have age-appropriate conversations about PMI with COPMI
affected HCPs’ tendency to invite children negatively (33).

There is a lack of knowledge about how factors related
to the parent and the child influence whether children are
given information and support by the parent’s HCPs. Little
is known about the extent to which COPMI participate in
psychoeducational interventions and whether the children who
do participate are provided with support, information, and
follow-up actions. In this study we aimed to address this
knowledge gap by analyzing patients’ health records.

The main aim of the present study was to evaluate the
performance of CT sessions, with a particular focus on sessions
with participating children. More specifically, we aimed to
investigate:

(1) parents’ participation rate in CT,
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(2) children’s participation rate in CT, and reasons for their
exclusion,

(3) age, gender, and psychosocial differences between
participating and non-participating children, and

(4) HCPs’ support and information to children.

MATERIALS AND METHODS

Design
This is a retrospective study based on electronic patient journal
data for the period 2010–2015. The approval from the data
protection officer at UNN allowed us to extract the data from
the electronic patient journals in 2015. The study has a mixed-
methods approach since both quantitative data from electronic
patient journal entries and written reports entered by HCPs to
analyses qualitatively were used.

Participants
The total HCPs workforce at the Division for Mental Health and
Substance Use Disorders (DMHSD) at UNN was 436 in 2010 (29),
whereas 35 HCPs held CT sessions with participating children.
Family Assessment Forms were filled out for 424 patients.

Data Material
The data material in this study is information extracted from
the Family Assessment Forms and Logbooks from CT sessions,
as recorded by HCPs in electronic patient journals. Over the
course of the project, two different forms were implemented in
the electronic patient journals at the DMHSD at UNN. These
two forms were a Family Assessment Form and a Logbook
from CT sessions. HCPs were instructed to fill out the Family
Assessment Form for patients admitted to the DMHSD who
had minor children. Secondly, the patients were to be invited
to participate in CT, and HCPs were instructed to write a short
report of the sessions in the electronic patient journal, labeled CT
Logbooks. Information from these two forms was extracted from
the electronic patient journals in 2015.

Family Assessment Forms
The Family Assessment Form consists of five categories of
questions: (1) general information about the child, (2) the child’s
network, (3) concerns for the child, and how the child is coping,
(4) the child’s knowledge and information about PMI, and (5) the
family’s need for support and follow-up.

Child Talks Logbooks
Logbooks from cases with participating children were used in
the thematic analysis (n = 39). In the CT Logbooks, background
information such as date, duration of session, place, participants,
and parents’ diagnoses are requested. HCPs are also asked
whether they have any concerns or issues regarding the family.
In the following sections, HCPs are asked to respond to openly
formulated questions about each session. Five sections are to
be filled out for session one, two, and three about which topics
and concerns were discussed, support options for the children
and families, any questions regarding the child posed by the

parents, any additional details, and agreements for the next
session. For session three, there are additional sections for
follow-up agreements and advice given to the child and parents,
as well as for referrals and necessary follow-up actions that
HCPs are to take. In our analyses, we used all the sections
from sessions in which children participated. The amount of
information and degree of details in the CT logbooks varied. In
most logbooks HCPs had written a response in all sections. Some
logbooks were several pages long, while others only contained
a few paragraphs.

Data Analyses
In the Family Assessment Forms each patient stated how many
minor children they had. This information enabled us to calculate
the total number of children for the assessed patients, and
the number of children for the patients participating in CT.
We detected how many children participated in CT from the
Logbooks. Based on this information we calculated (1) children’s
participation rate and (2) number of non-participating children
whose parent participated. For non-participating children, we
used information from the Logbooks to detect and quantify
reasons for their absence.

Descriptive information of participating and non-
participating children and parents was compared by analyzing
information reported from CT sessions and Family Assessment
Forms. For our analyses, we used information from the
Family Assessment Form on parent gender, parent diagnosis,
child age and gender, and where the children lived. We also
used two questions about whether the children had received
information about the parent’s treatment/hospitalization
and condition: “Does your child know that you receive
treatment/are hospitalized?” and “Has your child received
information about your condition?” The response categories
for these two items are “no”, “partially,” and “yes.” Descriptive
statistics, t-tests, and chi-square testing were computed in IBM
SPSS Statistics 25.

Statistical Analysis
We were not able to test differences between participating
and non-participating children regarding parents’ diagnoses
in reliable ways because of the small sample size, resulting
in few parents in each diagnosis category. Partial receival of
information was treated as having received information in the
analysis. Chi-square tests was conducted to analyze differences
between participating and non-participating children in terms
of parent gender, child gender, information received and where
the children normally lived. For all chi-square tests, we reported
phi (ϕ) for effect size measurement. To test for differences in
the mean age for participating and non-participating children,
we initially performed a Levene’s test to determine if the
variance of the groups was unequal or equal. The results
from the Levene’s test showed that the variance of the groups
was unequal. Therefore, we performed a two-tailed t-test with
unequal variance for the groups to test for age differences. We
calculated the effect size of the mean differences using Cohen’s d.
The magnitude for all effect sizes was interpreted in accordance
with Cohen (34).
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Thematic Analysis
Child Talks Logbooks were analyzed to identify the thematic
content of the sessions in which children participated, and all
CT sessions with participating children were imported into the
qualitative analysis program NVivo 12 Pro. The logbooks are a
secondary source of information of the CT sessions, written and
processed by HCPs.

For the thematic analysis of the CT sessions with participating
children, the authors and researchers of the present study used
the six-step phase guide by Braun and Clarke (35). This is
a flexible approach in which the aim is to identify, analyze,
and report the patterns found in the material (35). Our aim
was to explore characteristics and patterns in the sessions with
participating children; therefore, an inductive approach to the
material was chosen.

The first step in the guide by Braun and Clarke (35) is getting
to know the dataset by reading it multiple times. We transcribed
the forms from paper to electronic format in order to familiarize
ourselves with the material. Secondly, we started the initial coding
of the material by identifying aspects of the data that reoccurred
and which were an important focus in the sessions. The principle
of data saturation was used, and hence we ended the initial
coding when further coding no longer added new information.
In the third step, we formed themes and sub-themes from the
codes. In the fourth step, we reviewed all the themes and adjusted

them as necessary so that the themes were more meaningful and
comprehensive in respect of the codes included. In the fifth step,
we defined the themes by writing a few sentences on their content
that were suitable for all the codes included. The final, sixth step
consisted of describing the themes in the present paper.

RESULTS

Parents’ Participation Rate in Child Talks
Around 5,500 patients were receiving treatment at the DMHSD
each year during the project period (2). A total of 424 patients
were assessed as having minor children by using the Family
Assessment Form, and 78 of these patients (18%) received the
CT intervention.

Children’s Participation Rate and
Reasons for Exclusion
In 39 (50%) of the performed CT interventions all or some of
patients’ children participated. The 78 patients who received the
CT intervention had 157 children in total. Of these children, 62
(39%) took part in the intervention, leaving 95 children (61%) not
participating despite their parent receiving the intervention.

Based on the Family Assessment Forms, a total of 864 children
were identified. Of these children, 62 participated in CT, resulting

FIGURE 1 | Childrens’ participation in Child Talks.
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in a total participation rate of 7% for the identified children. See
Figure 1 for a flowchart of childrens’ participation in CT.

Healthcare professionals provided information about the
reasons for children’s absence in some of the records (n = 23).
The reasons stated in records were: (1) the patient was soon to
be discharged from hospital and therefore the task of talking to
the children was postponed to a later occasion or transferred
to personnel in other services(n = 7); (2) the patient had little
contact with the child/children (n = 7); (3) the patient rejected the
offer of CT with participating children (n = 5); and (4) the other
parent of the child did not consent to the child participating, or
personnel had not been given a response from the family (n = 4).

Comparison of Participating and
Non-participating Children
Diagnosis and Gender of Children’s Parents
The diagnosis and gender of participating and non-participating
children’s parents are given in Table 1. Twelve parents had
multiple diagnoses.

The difference between participating and non-participating
children in terms of parent’s gender was not significant at
p < 0.05. The result from the chi-square test was X2 (1,
N = 113) = 3.805, p = 0.051 and had a small to medium effect
size (ϕ = 0.18). Information about parents’ gender was missing
for 44 of parents’ children.

Childrens’ Age and Gender
Children participating in the intervention were between 3 and
22 years of age. We observed that the proportion of participating
children increased with age (see Figure 2). Two children of

TABLE 1 | Characteristics of parents with participating and
non-participating children.

Characteristics of parents With
participating

children (n = 39)

Without
participating

children (n = 39)

Diagnosis

Alcohol and substance dependence 2 8

Paranoid schizophrenia and psychosis 7 1

Manic episodes 0 1

Bipolar disorder 5 4

Major depression disorder 15 17

Anxiety disorder 7 6

Post-Traumatic Stress Disorder 11 5

Eating disorder 1 1

Personality disorder 1 6

49 49

Patient’s kinship to children

Mother 33 26

Father 6 12

Sibling 1

39 39

Information missing on diagnoses of two parents with participating children. Since
some parents had several diagnoses, the sum of diagnoses exceeds the number
of patients participating in CT.

preschool age (<6 years) participated (see Table 2). Of the
participating children, 80% were more than nine years old.
Figure 2 illustrates children’s age distribution for participating
and non-participating children.

To test for difference in the mean of age of participating
children [M (51) = 11.69, SD = 3.78] and non-participating
children [M (62) = 10.13, SD = 5.27], we performed a t-test. The
results from Levene’s test for difference of variance between the
groups were significant at p < 0.05: F (1,111) = 5.764, p = 0.018.
We therefore preformed a two-tailed t-test for which unequal
variance for the groups was assumed. Cohen’s effect size value
(d = 0.34) implied a small to medium magnitude of difference
between the two groups, but the difference was not statistically
significant at p < 0.05: t (111) = 1.83, p = 0.07.

Of the participating children, 33 were girls and 23 were
boys. Of the non-participating children, 36 were girls and
31 were boys (see Table 2). Information about gender was
missing for 6 participating and 28 non-participating children.
A higher proportion of girls than boys participated. However,
this difference was not statistically significant at p < 0.05, X2

(1, N = 123) = 0.335, p = 0.563 and had a very small effect size
(ϕ = 0.05).

Information Provided to Children
Participating children knew that their parent was receiving
treatment or was being hospitalized more often than children
who did not participate in the sessions, measured at assessment
point. Of the participating children, 97.7% (42 out of 43) were
aware of their parent’s treatment or hospitalization, whereas
72.5% (29 out of 40) of the non-participating children were
aware of this. However, answers to this question were missing
for 19 participating children and 55 non-participating children.
We compared participating and non-participating children by
performing a chi-square test and found a significant difference
of p < 0.05 between the groups, X2 (1, N = 83) = 10.62, p = 0.001,
with a medium magnitude of difference (ϕ = 0.36).

Participating children had also received information about
their parent’s condition more often than non-participating
children, at assessment point. Of the participating children, 85.7%
(36 out of 42) were aware of their parent’s condition, compared
to 60.5% (23 out of 38) of the non-participating children.
Answers to this question were missing for 20 participating and
57 non-participating children. The results from the chi-square
test comparing the two groups showed a significant difference
at p < 0.05 level, X2 (1, 80) = 6.54, p = 0.011, with a small-to-
medium effect size (ϕ = 0.28).

Where the Children Lived
For participating children, 94% (47 out of 50) lived with the
hospitalized parent. In the case of the non-participating children,
65.9% (29 out of 44) were registered as living with the patient.
Answers to the question of where the children lived were
missing for 12 out of 62 participating children and 51 out of
95 non-participating children. A chi-square test conducted to
assess the difference between participating and non-participating
children in terms of living with the hospitalized parent showed a
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FIGURE 2 | Age distribution for participating and non-participating children. n = 113, age missing for 11 participating children and 33 non-participating children.

TABLE 2 | Characteristics of participating and non-participating children.

Characteristics of children Participating
children (n = 62)

Non-participating
children (n = 95)

Gender

Girls 33 36

Boys 23 31

56 67

Age

0–2 0 4

3–5 2 13

6–8 8 6

9–11 14 13

12–14 13 13

16–18 13 11

18 or older 1 2

51 62

Information missing about gender for participating 6 participating and 28 non-
participating children, and information missing about age for 11 participating
children and 33 non-participating children.

significant difference at p < 0.05, X2 (1, N = 94) = 11.93, p = 0.001,
with a medium effect size (ϕ = 0.36).

Themes in Sessions With Participating
Children
The thematic analysis of the written reports from CT sessions
involving children resulted in three main themes and ten sub-
themes. The main themes were communication about PMI
within the family, children’s struggles, as well as HCPs’ evaluation

of the child’s situation and identification of further support. See
Figure 3 for an overview of main themes and sub-themes.

Informing Children About Parental Mental Illness
Healthcare professionals frequently explained to parents why
talking openly about mental health within the family is
important. Some of the parents were open about their illness,
and many said they wanted to be even more open. In many
families, however, there was little to no communication about the
parent’s illness. Hence, for some children the CT session was the
first time they received information about their parent’s illness.
The children usually expressed that they were glad to receive
information from HCPs. However, some children did not want
information and did not want to visit or have contact with the
mental health services.

In some cases, the parents were unwilling to talk about mental
illness and prevented their children from receiving information
or being given the opportunity to talk about their situation.
Reasons were that they did not want their children to be
unnecessarily worried or to focus on the negative characteristics
and psychiatric diagnosis of the sick parent. A mother who
was diagnosed with depression, anxiety, and an eating disorder
protected her 10-year-old daughter (ID 35), from words such as
“mental illness” and “psychiatric hospital.”

The information that children received was not always
correct or clarifying. Proper explanations about parents’ illness,
symptoms and behavior were often missing. Some children
knew that something was wrong or that their parents were
struggling, but not what or how. Often parents and HCPs used
word such as “exhausted” or “having headache” when explaining
parents’ mental illness.
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FIGURE 3 | Map over main themes and sub themes.

Questions from children appeared in a few records. The
questions reported concerned the care of younger siblings,
heredity, and the home situation. Children did not usually
ask directly, but rather expressed their curiosity about a
theme in the session.

Children’s Struggles and Problems
Children reported missing their hospitalized parents and being
worried about them. Two boys aged 10 and 11 years (ID 78)
missed their father while he was hospitalized and reported being
worried about him. This was also given as the reason for the
youngest boy having trouble concentrating at school. Some
children kept in contact with the hospitalized parent by using
video calls and some had also visited their hospitalized parent on
several occasions. Some children missed the way things used to
be before their parent became ill, like a 15-year-old girl (ID 17)
who said that she was missing her “healthy” mother. She missed
spending time with her mother in the evenings, lighting candles,
and watching movies. She also missed tasty and healthy meals.

Several children in the records were worried about, and had
great responsibilities for, the care of their sick parent and/or
younger siblings. A 12-year-old girl (ID 42) had to physically
stop her mother from dying by suicide. The girl was worried
about what might happen once her mother was discharged from
the hospital. HCPs emphasized the importance of making the
daughter aware that it was not her responsibility to take care
of and look after her mother, yet they advised her to contact
the police if her mother did anything like that again. The girl
also expressed her concerns for the care of her younger siblings
while her mother was hospitalized, especially the one-year-old.
She was not sure her father would be able to take care them.
She had trouble sleeping at night. The girl was advised to
contact help services if things became difficult or if she needed
someone to talk to.

Some children were overinvolved in the illness of their parent,
such as a 12-year-old boy (ID 18) whose mother had been
diagnosed with anxiety:

The boy said he was going to look after his mother until he became
an adult. He was worried about his mother when she got her anxiety
attacks. When she got the anxiety attacks, he massaged her.

Another child, a 16-year-old boy (ID 60), frequently had to
participate in his mother’s doctor appointments and translate
letters from the Ministry of Foreign Affairs. He was also involved
in the conflict between his parents and described how he had to
stop his father from being violent with his mother:

In the beginning, after they came to Norway, his father was
physically violent toward his mother. One night he got up and told
his father that if he ever beat her again, he would call the police.
The father went out and did not return until much later. Since the
incident the father has never beaten her. The boy cried while telling
this. He said this was the very first time he had cried in front of his
sister.

Many children had a difficult home situation, living in
families with severe, long-lasting problems. Many of the children
had experienced frightening episodes at home. The children’s
situations at home were often described as unpredictable,
stressful, and characterized by high conflicts levels and violence
between family members. In one case a 16-year-old girl (ID 39)
who was living with her mother, who had been diagnosed with a
psychotic illness, was physically abused:

There was general concern for the family because of the mother’s
mental state. There was also concern for the daughter’s situation
and whether she was given help for her own mental health problems,
which she had had for several years. Her mother was unstable
and had on several occasions pushed and thrown things after the
girl. The mother had also called her names. It was difficult for the
daughter because her mother was suspicious and seemed to be in a
paranoid state of mind.

The patient in the example above was discharged from the
hospital and sent home to her daughter. A report of concern
was sent to The Child Welfare and Protection Services (CWPS).
The daughter was advised to contact the school nurse when she
returned to school at the end of the summer.

Several children had more or less concrete thoughts about
dying by suicide. For one of these children, HCPs stated that the
child’s mental health problem was taken care of by their general
practitioner. In another case a 16-year-old boy (ID 60) was invited
to call HCPs if he wanted to talk, after he had told them that he
had thought about cutting his main artery if he was sent back
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to Afghanistan. He had even looked in the kitchen drawer for
a knife. For a child who had attempted to die by suicide earlier,
HCPs were concerned for the child’s mental health problems and
whether appropriate help was provided.

Evaluating and Supporting the Children
In many of the records, HCPs observed and evaluated the
situation of the children and the parent’s caring abilities. In some
cases, HCPs explicitly wrote down the agenda for evaluating the
children, for example to “look at the interaction between the
mother and the daughter” or to “observe the relation and the
interaction between the children and parents.” In one case (ID
26), the HCPs evaluated the attachment and how the child acted
around his parents. HCPs even talked with the four-year-old boy
while his parents were waiting outside.

Healthcare professionals explored the children’s network and
support options as part of the intervention. Many sessions
led to referrals to CWPS and The Child and Adolescent
Mental Health Services (CAMHS), but in some cases where
children described severe problems, no referrals were made.
HCPs frequently encouraged parents and children to contact
their general practitioner, their teacher, or the school nurse.
Responsibility for establishing contact with help services or
professionals was often left with the child. Some families were
already in contact with CWPS and/or CAMHS. School nurses
were frequently recommended as a support option. In the case of
the 10-year-old girl (ID 35) who was being shielded from words
such as “mental illness” and “psychiatric hospital,” the school
nurse was recommended as a support option because the parent
and the child knew of her. Likewise, in a case with a 17-year-
old boy (ID 09), the school nurse was emphasized as a support
option as a neutral person the boy could talk to about everyday
life and other relevant topics of conversation for adolescents. In
addition, HCPs often gave children and parents the opportunity
to have several sessions and to get in touch with them outside of
the sessions if they needed to talk. The HCPs also gave children
the opportunity to call them if they had any questions. In some
cases, there was a mutual agreement that the family would benefit
from staying in touch with the ward.

DISCUSSION

Is the Participation Rate of Patients at an
Acceptable Level?
Of the thousands of patients at the DMHSD at UNN during the
period 2010–2015 (2), only 424 were assessed with the Family
Assessment Form. This means that for most of the patients, there
were no records of minor children they might be parenting.
Furthermore, only 78 patients received the CT intervention,
meaning that only a small fraction of COPMI were attended to
in the manner mandated by legislation in Norway. These results
are in line with previous research, suggesting that it is challenging
to implement new routines related to COPMI in Norway (36, 37)
and illustrating the need for a better implementation strategy.

Is the Participation Rate of Children at an
Acceptable Level?
Seven percent of children identified in the Family Assessment
Forms participated in CT. However, the number of children
identified in the Family Assessment Form does not represent
all minor children of patients at the DMHSD. In fact, around
5,500 patients were receiving treatment at the DMHSD each
year during the project period (2), and likely one third
of them had a mean of 1.75 minor children each (3, 27,
38), which equals more than three thousand minor children
of patients each year. The participation rate based on the
actual number of minor children of patients will therefore be
considerably lower than 7%.

According to the CT manual, children should participate
in the second session and optionally in the third session (24).
However, children were only present in half of the cases in
which the CT intervention was utilized, and since not all siblings
participated in cases including children, children’s participation
rate in received CT was only 39%. Children’s participation rate
reveals that the intervention manual is not being adhered to,
and consequently, the obligation of HCPs to provide COPMI
necessary information about PMI, support and follow up does
not seem fulfilled. It is especially important that HCPs provide
information to COPMI since previous research has shown that
parents themselves often did not inform their child about their
treatment/hospitalization or condition (27).

The main reasons for children not participating reported in
this study were reluctance of one or both parents, little contact
with the children or ending of the parent’s treatment. In cases
where the parent does not have custody or contact with the
children, inviting the children to participate in a session is not
appropriate, thus these patients would not have been invited
to participate in the CT intervention. Large demographical
distances between the clinic and the childrens home might have
made childrens participation difficult in some cases, especially for
the youngest children. In cases in which parents were reluctant to
bring their children to a CT session, HCPs are in a good position
to argue in favor of child participation. The reasoning behind
including children is available in the CT manual and motivating
parents and planning how to inform the children is the core
activity in session one (24). Aligned with previous research,
HCPs seem to need better awareness of the importance of giving
children information and support, greater skill at motivating
parents to invite their children, and greater skill, or perhaps
greater confidence, in performing conversations with children
present (28, 31).

Which Factors Influence Child
Participation?
In terms of factors relating to the parent, differences between
participating and non-participating children regarding parents’
diagnoses could not be tested in reliable ways because of
the sample size. However, the parent’s gender might be a
factor influencing child participation, with a difference between
participating and non-participating children close to our chosen
significant level, with a small to medium effect size. COPMI
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more often lived with their mothers as a sole caregiver and
therefore were in the care of relatives while their mother was
hospitalized (27). A more dramatic change in these children’s
life situations calls for more information and support, which
might explain why children of mothers participated more
often. This is also in correspondence with our results showing
that participating children more often lived with the parent
in treatment. Furthermore, deciding and planning for child
participation is easier when the child is fully under the
custody of the patient.

Mostly older children participated in CT. Child participation
increased with child age, and the difference between participating
and non-participating children in mean age was close to our
chosen significance level, with a small to medium effect size.
In earlier studies HCPs have reported feeling insecure about
who has the responsibility of children visiting patients and how
to have age-appropriate conversations (33). Furthermore, the
study found that HCPs’ confidence level influenced their initiative
to motivate patients to invite their children. For the youngest
children, it is possible that HCPs’ insecurities were amplified,
since younger children are less independent and require more
adjustments by HCP. HCPs might need more knowledge and
training in child development and age-appropriate conversations
about PMI. Interventions for COPMI can also be more adaptable
and user-friendly for HCPs, by making recommendations for
different age groups. For example, for children under two years
a visit to the hospital to assure them their parent is safe can
be recommended. For children from three years and up, in
addition to recommending a visit, guidelines for age-appropriate
information and communication principles can be provided
in the intervention manual. Increasing HCPs’ information and
support to the youngest children is of great importance since
younger children are the most dependent on their parents,
and not mature and autonomous to seek information and
support elsewhere. We found no differences in child gender
for participation.

In terms of knowledge about PMI, there was a
significant difference, of a small to medium magnitude,
between participating and non-participating children.
Participating children more often already knew about
parents’ treatment/hospitalization and condition. Families
that are more open about PMI might be more willing to have
children participating in a conversation with HCPs. This is in
coherence with earlier studies in which families’ fear of involving
children was perceived as an important hindering factor for a
family-focused practice by HCPs (32).

Are Children Supported and Informed?
The main themes in the CT sessions with children reflected
the objectives of the CT intervention (24): communication
about PMI within the family, children’s struggles and HCPs’
evaluation of the child’s situation and identification of further
support. However, the content of the CT sessions uncovered a
large variation in the quality of the support and information
children were provided.

Children were glad to receive information, which is in line
with earlier studies which show that children appreciate support

and information from HCPs (22, 23). Parents, however, were
sometimes reluctant and unsure about informing their children
because they did not want to make their child additionally
worried, a barrier for family-focused practice found in another
study (32). Our result confirmed, what is described by other
researchers (14), that children often know that something was
wrong and that not having information could lead to frustration.
It was also found that the children were missing their parent and
were worried about them. These results underpin the importance
of information and contact with the parent in treatment for
COPMI (14, 19–22).

Healthcare professionals evaluated and explored children’s
situations but were reluctant to refer to other services or
provide further support. High conflict levels within the
family, domestic violence, physical and mental abuse, mental
health problems and suicide thoughts among children were
described. However, few appropriate actions were taken by
HCPs. Despite HCPs’ obligation by law to refer children to
the CWPS when concerned with their living situation, HCPs
did not take appropriate actions in all cases. In previous
studies HCPs have reported hesitation against referrals because
of insecurities of whether there were grounds for referral,
whether a referral would benefit the child and whether a
referral would harm the family and their relationship with the
patient (39). The lack of action by HCPs does not only take
away children’s chance for help but does also trivialize the
problems and struggles the children are experiencing. HCPs
need to know which support they can offer, and which actions
to take. Educating HCPs about follow-up options and help
services for children might contribute to providing COPMI
better support.

Strengths and Limitations
One limitation of this study is missing data for several variables,
particularly for the non-participating group of children. The
results must therefore be interpreted carefully. The small sample
size may be a factor contributing to the lower sensitivity of the
t-test, resulting in less reliable results.

The journal data were a secondary source of information
of the CT sessions, written and processed by HCPs, based
on their perception of what is important and of interest.
What was written in the logbooks was partially decided and
influenced by the CT logbook and the questions HCPs were
to answer. However, the questions were openly formulated
and did invite HCPs to give detailed descriptions of the
conversations and share a range of information. Despite this,
it varied how much and how specific the written information
about the conversations were. By focusing on the themes that
were discussed in sessions, rather than looking for meanings
behind the text, the data material was suitable to answer
the associated research aim in the present study. The benefit
of the research design is that it enabled a reduction of
the disturbance and influence of an observing researcher.
A researcher present in sessions might have made participants
more hesitant to speak openly about sensitive and personal
subjects. In addition, HCPs should be able to perform the
sessions at a time they found appropriate in respect of the
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patient’s course of treatment and time management. Having to
plan for a third person’s participation would have made the
feasibility of the project weaker.

Only CT Logbooks in the electronic patient journal were
assessed; hence information written elsewhere was not available
and not included in the analysis. What is logged from the
sessions is partially prearranged from the Logbook forms. Since
the Logbook forms are directly based on the manual’s description
of the intervention, the data may incorrectly confirm the HCPs’
adherence to the manual. The HCPs were aware that the reports
were going to be used in a quality-assurance project and they
might therefore have reported the session more in line with the
guidelines of the manual. There was, however, sections in the
Logbook form with open formulated questions, which gave HCPs
the opportunity to share a wide range of information.

Future Research
To facilitate and strengthen the degree to which children are
given information and support they are entitled, more research
is needed to gain detailed knowledge about factors influencing
children’s participation. Future research should identify reasons
why HCPs are not including children and investigate whether it
is due to lack of consent from parents, institutional constraints, or
unfulfilled professional needs. It would be useful to know whether
certain characteristics of the parent’s illness, such as a sudden
onset or a significant change in the parent’s functional level and
behavior, influence the need to give and receive information
among HCPs, parents, and children. Whether child participation
is influenced by parent gender also needs to be explored in
future studies after adjusting for where the child usually lives.
In addition, the difference between participating and non-
participating children in terms of received information about
PMI should be investigated when adjusting for confounding
factors, such as the child age.

CONCLUSION

Child Talks is an intervention that seeks to reinforce COPMI’s
ability to cope with their family situation by the provision
of age-appropriate information about their parent’s illness and
treatment. The intervention also aims to provide additional
support and follow-up for the children who require it. Of patients
who were registered as having minor children, less than one
fifth received the intervention, and only half of the patients
who participated also had their children participating. Of the
registered minor children, less than one in ten received CT.
Ideally, children who participate in the intervention emerge
better informed, supported and are, when necessary, provided
with follow-up. However, this study shows that even participating

children were not always followed-up or judged to have been
adequately informed. Routines and training of HCPs to support
parents with mental illness and their children need improvement.
Initial identification of children of patients is important, and
subsequent support and provision of adequate services to the
identified children always needs to follow.
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