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DISCLAIMER NOTES:  

 

Utilization of all of the Best Practice Guideôs Assessment Tools, Service Plans and Resource 

Materials will not be appropriate or possible given the uniqueness of each child and familyôs 

needs as well as each Clinicians own therapeutic practice, resource and time constraints.   

 

Some Clinicians may find they are already providing COPMI the level of services and many 

best practices detailed in the Guide. (If itôs true, good for you!) This Guide is intended as a 

baseline for standardizing services to COPMI. It is hoped that COPMI service provision will 

expand if funding for programming becomes available in the future. 

 

Throughout the Guide a heavy emphasis has been placed on actual impact of parental mental 

illness on the child and Parent/Family Service Provision.  It was assumed that CYMH 

Clinicians are already very knowledgeable about engaging children and youth in therapeutic 

practice, and would want more tools focussed on engaging family members. Best Practice 

research on COPMI indicates strength-based, family-focused services significantly improve 

COPMI outcomes. 
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A. BACKGROUND: Service Provider Education 

1. Developing Best Practices: A Model for Child & Youth Mental Health Services  

History and Purpose of Guidelines:  

 

A 2008 survey of Vancouver Community Child & Youth Mental Health Services determined 30% 

of children utilizing CYMH Services have a parent with an Axis 1 mental illness.  Gaps in service 

delivery for these children and their families were identified and include a lack of early 

identification and early intervention as well as a lack of effective interagency collaboration. The 

need for CYMH Clinical COPMI-Awareness training and easily accessible resources were 

determined as the first steps in developing comprehensive services. While presently there is no new 

funding available for specific COPMI programming, a Best Practice Guide was developed in order 

that all CYMH Clinicians could incorporate/expand Best Practices for serving COPMI within their 

present practice (acknowledging the uniqueness of each Clinicianôs therapeutic practice, time and 

resource constraints). 

Child and Youth Mental Health Services determined the need for CYMH Best Practice Guidelines 

for Children of Parents with Mental Illness and their families in order to: 

¶ improve quality of service and long term outcomes for COPMI and their family members 

¶ standardize intervention and reduce variations in assessment and intervention with COPMI 

¶ establish a method for evaluating quality of service 

 

Description of Best Practice Guide and Intended Usage:  

 

 COPMI Best Practice Research is incorporated into the Guide and used to inform the Assessment, 

Service/Intervention Plan and Resource Materials. The Guide attempts to cohesively link all four of 

these components: 

¶ the leading Research on COPMI Best Practices and Risk & Resiliency Factors (provided as 

summary information to Service Providers in first section of guide);  

¶ Assessment Tools to identify potential COPMI child risks, family strengths, resilience, 

supports and level of need;  

¶ Comprehensive Service Plans to mitigate identified risks & build on strengths; and 

¶ Practical Resource Materials and Handouts to assist with implementing effective 

interventions (and list of Additional Resource Materials available)  
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The Guide is divided into four main sections: 

1. Service Provider Educational Materials 

2. Client Needs Assessment Tools 

3. Service Plan (including Relapse Support: Quick Response and Follow Up) 

4. Psycho Educational Materials* (Client Resource Handouts & List of Additional Materials) 

    * Psycho Educational Web links can be found in APPENDIX 1. 

Description of Each Section:  

 

1. Service Provider Educational Materials 

Background educational material is provided to inform Service Providers on COPMI Risk & 

Resiliency Factors, Parent & Family Support Needs and Best Practices. This information is 

summarized as briefly as possible in the Guide, providing links to additional materials.  

CYMH Service Providers can also avail themselves of additional training materials in each CYMH 

office, specifically: The Toolkit for Children of Parents with Mental Illness compiled by The Justice 

Institute of British Columbia for Vancouver Child & Youth Mental Health Services.  The 

Supporting Families with Parental Mental Illness Training Toolkit is also available online at these 

websites: 

http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf 

http://www.bcss.org/a_documents/pdf/supporting_families.pdf  

 

2. Client Needs Assessment Tools  

 

The Guideôs Assessment Tools are intended to supplement standard CYMH assessments 

focusing on specific risk and resiliency factors related to Children of Parents with Mental 

Illness They are not typical clinical assessment tools or resources CYMH Clinicians would use with 

all families in their regular practice (such as BCFPI).  While there is bound to be some overlap in 

assessment items, Clinicians are encouraged to use these materials to better inform their practice 

with COPMI families. 

This section includes Service Provider Assessment Tools and Checklists: 

¶ Assessment of actual symptoms and impact of parental mental illness on the child and their 

parentôs mental health status;  

 

 

http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf
http://www.bcss.org/a_documents/pdf/supporting_families.pdf


7 

 

¶ Needs Assessment for Child, including Strengths/Resiliency Factors, Supports and Level of 

Need and additional Teen/Young Carer items; 

¶ Needs Assessment for Parent including Strengths/Resiliency Factors, Supports and Level of 

Need (including some items specific to their childrenôs developmental stage); and  

¶ Needs Assessment for General Family/Natural Supports including Strengths/Resiliency 

Factors, Supports and Level of Need.   

 

The Assessment Section also provides a Model of Referral/Initial Response for Children & 

Families Affected by Mental Illness that categorizes the risk level and level of response needed 

along a continuum (four levels).  The four levels will inform the level of need for initial response 

and service planning for each child and their family 

 

3. Service/Intervention Plan:  

This section of the Guide includes Service Provider Service Plan Checklists to assist Clinicians with 

planning, sequencing and timing of interventions. The ñLevel of Need/Urgency of Response 

Requiredò assessed will largely inform the Service Plan, though Best Practices recognize that the 

unique needs of children and families as well as each Clinicianôs own therapeutic practice and 

resources should ultimately direct the intervention provided to the child and family.  

 

Best Practices suggest CYMH Clinicians can frequently help COPMI by:  

 

¶ providing needed Psycho Education 

¶ helping children develop Emotional Regulation and Problem-Solving skills 

¶ providing Strength-based, Family-focused Service: such as providing parenting support and 

assisting with the development of Ulysses Agreements;  

¶ facilitating Referrals for COPMI and their parents to other Community Resources for parenting 

skill development, respite care, homemaker services, social and recreational opportunities. 

¶ assisting with Relapse Planning 

¶ providing Relapse Support: Quick Response and Follow Up. 

 

The Relapse Planning information in this section includes Ulysses Agreement information and links, 

while the Relapse Support provides a Checklist of Best Practices to ensure the needs of the Child are 

met/responded to promptly E.g.: Counselling/Debriefing and Referral for Child Respite Care. Items such 

as reviewing and updating the Ulysses Agreement as family needs change over the familyôs life span are 

also included.  

 
Note: Service/Intervention Plan Checklists are intended as an overview of a topic and not for documenting care. 

They are in a checklist format only for Cliniciansô convenience. 
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4. Psycho Educational Materials (Client Resource Handouts and Additional Materials) 

 

Links to specific COPMI Psycho Educational Handouts and Worksheets for COPMI and 

Parents/General Family are included in this separate section of the Guide for Cliniciansô ease in 

quickly accessing quality materials.  Clinicians may supplement the materials provided here with 

other more comprehensive COPMI specific workbooks and/or booklets available. A list of 

additional materials is provided including a few resources that are available in many Child & Youth 

Mental Health offices.  

 

It must be noted that while psycho education is a very important activity to mitigating risk is 

not a ñremedyò for COPMI.  CYMH Clinicians can often make a significant difference in helping 

these children build resilience by providing needed psycho education and helping children develop 

emotional regulation and problem-solving skills as they are therapeutic services that fit well within 

the CYMH mandate.  However, it must also be acknowledged that COPMI and their families often 

require a great deal more support than CYMH Services mandate and funding constraints can 

presently accommodate.   

 

Clinicians will likely utilize additional psycho educational materials/resources with COPMI to 

assist with development of needed skill-building areas that are not specific to COPMI- such as 

Cognitive Behavioural Therapy, Emotions/Stress Management, Problem-Solving and Positive 

Parenting Handouts.  These general resources have not been included here as it is expected each 

Clinician already have access to preferred material.  All resources in this Guide are specific to 

COPMI though Clinicians are urged to also utilize general resources as needed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Utilization of all of the Best Practice Guideôs Assessment Tools, Service 

Plans and Resource Materials will not be appropriate or possible given the 

uniqueness of each child and familyôs needs as well as each Clinicians own 

therapeutic practice, resource and time constraints.   
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2. Overview: Children of Parent with Mental Illness  

 

 The attention being paid to children of parents with mental illness (COPMI) by Child & Youth 

Mental Health Services arises out of the recognition of their particular vulnerability to a range of 

social, emotional, and behavioural disorders throughout developmental stages, as well as the quality 

of life issues for these children and their families right now.  

 The vulnerabilities arise in part from the impact of parental mental illness on parenting capacity, 

particularly if symptoms of the illness interfere with quality of relationships and the parentôs ability 

to recognise and respond to childrenôs developmental and emotional needs. They also arise from the 

psychosocial consequences of mental illness. This includes the impact of stigma, poverty, social 

isolation, reduced opportunities to participate in meaningful activities: education, employment or 

the local playgroup.  

Children who have a parent with a major mental illness are at risk for:
12

 

¶ emotional and behavioural difficulties 

¶ developmental delays, school achievement problems 

¶ deficits in social functioning 

¶ drug and alcohol abuse.  

 

 Children and youth of parents with mental illness are also at high risk for the development of 

mental health problems themselves (particularly anxiety, depression and serious behavioural 

problems), as well as recurrent child protection involvement.  This group is also at high risk of 

developing a psychotic illness.  However, the risks are reduced when these children have stable 

support within their family and community, including the understanding of a mental health 

professional who can provide facts about mental illness and additional emotional support. 

 While the mental health professional is often the key to helping the child or youth understand 

his/her parentôs mental illness, including their parent(s) and other caregivers in the process is also 

important.  Like all parents, those with mental illness want the best for their children.  Often these 

families require the support of other service providers (e.g. MCFD, Adult Mental Health, MPA).  It 

has also been well-documented
34

 that parents want family-focused services to assist their children in 

coping with parental mental illness.  Parents are often motivated to adhere to treatment when 

supported in their parenting and suggest their ongoing recovery is strongly linked to their 

relationship with their child. It is essential to work collaboratively with the family, their natural 

supports and other service providers to improve outcomes for COPMI.   

 

                                                           
1 "Children of Depressed Parents: Mechanisms of Risk and Implications of Treatment, edited by Sherryl H. Goodman and Ian H Gotlib 2002 

American Psychological Association" 
2  A Therapist Resource Guide by Lisa A. Clarke & Jane Annunziata 2006, Magination Press, Childrenôs Books Division of the American 

Psychological Association 
3 Ross V, and Lim O. Vancouver Community Parents with Experience of Mental Illness Survey Report Summary 2007 
4 Nicholson  J, et al  Parents with Mental Illness 2007 



10 

 

 

Facts about Parents with Mental Illness and their Families 

-Parents with mental illness parent at the same rate as the general population.  

-Their children are at greater risk for developing mental health problems.  

-Parentôs illness may cloud their ability to see that it can affect their parenting. 

-Their parenting capacity may be diminished which impacts their child's mental health and emotional 

 development (in severe or mild disorders alike). 

-These parents want to be good parents but stigma and fear of losing their children may prevent many 

 from seeking help they need. 

-Parentôs illness may affect their ability to provide basic care and can result in repeated parent/child 

 separations (e.g., hospitalization) and family instability. 

-Effective early intervention improves outcomes for children and parents. 

Source: Supporting Families with Parental Mental Illness Provincial Working Group  

http://www.parentalmentalillness.org 

 

In summary the vulnerabilities of children of parents with a mental illness include: 

 

Ἑ Poverty. 

Ἑ Isolation. 

Ἑ Fear of support services. 

Ἑ Separation anxiety. 

Ἑ Family disruption. 

Ἑ Marital conflict. 

Ἑ Disruption to education and school difficulties. 

Ἑ Lack of structure in the home. 

Ἑ General developmental delay. 

Ἑ Negative unresolved emotions. 

Ἑ Complex PTSD. 

Ἑ Increased child protection issues. 

Ἑ Illness related issues ï stigma, lack of information about the mental illness, involvement in the 

parentôs delusional system, physical safety, assuming a caregiver role, being placed in alternative care  
 

(Pietsch and Cuff, 1995). 

 

 

 

http://www.parentalmentalillness.org/
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3. Understanding the Risk Factors  
 

 It is extremely important that CYMH Clinicians working with COPMI have a 

comprehensive understanding of the complex and often serious risk factors, as well as typical 

experiences of Children of Parents with Mental Illness.  In-depth knowledge of the issues helps the 

clinician to assess the childôs treatment needs, direction & goals, and ensure support and psycho 

educational needs are not overlooked for the primary child client, their entire family & support 

system. A thorough understanding of the child and familyôs strengths, historical (e.g. social history 

of familial & natural support system) and current struggles informs best practice interventions.  

 While it is not the parent with mental illness intention to cause harm to or neglect the needs 

of their child, their illness can have a potentially dire impact on the child.  Understanding this 

allows the clinician to help mitigate these deleterious effects. The stress of mental illness on the 

entire family is often significant, particularly to vulnerable children given their developmentally-

limited understanding and coping abilities. The child is likely to experience a myriad of difficulties, 

which are often magnified when both parents have mental health or other life challenges. 

Understanding the actual home/family life experiences of each COPMI client is essential to 

providing comprehensive service. 

Factors Affecting the Childôs Ability to Adapt: 

Factors Related to the Parent: Diagnosis, Comorbidity with personality disorder or substance 

abuse; Chronicity; Age of child at the onset of parentôs illness and Parental Insight. 

Parentôs Symptoms, Behaviors and the Effect on the Child: 

 

Å Chronicity, degree, frequency of acute mental illness impact child's needs being met  

Å The particular symptoms and behaviours the ill parent manifests will have an impact on 

 the childôs symptoms, emotional adjustment, and ultimate ability to cope.   

 ̄ Anxious parents, for example, may find it difficult to detach, be overprotective (donôt let 

child interact/explore) and thus be overly focused on their children or even enmeshed with 

them.  This makes it harder for their children to psychologically separate & individuate; 

make age appropriate choices, pursue interests and connections to others; and thus achieve 

age-appropriate independence.  This is, of course, critical for the development of self-esteem 

and feelings of competence in the child. 

 ̄ Depressed parent may have difficulty staying engaged/connected- become withdrawn or 

unresponsive to childôs needs as depression may cloud ability to see and respond to childôs 

emotional & developmental needs.   

 ̄ Their parent may role model inappropriate behaviour- such as extreme reactivity that child 

mimics to get needs met/feel close to parent- results in loss of individuation & self esteem. 

Children have limited range of options to get needs met (e.g.: young carers role) so may 

alternately ñact outò or internalize their distress. 
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High Risk Factors for kids: 

 Children are more at risk when their parentôs illness: 

¶ Chronic in nature- including severe depression 

¶ Frequently relapses into psychosis causing disruption(e.g.: home routine) 

¶ Began when child was younger/more vulnerable 

¶ Involves paranoid delusions, mistrust of others, world (including OCD) 

¶ Involves lack of insight 

¶ Grandiosity creates lack of attention to child needs/greater financial struggle 

¶ Severe hallucinations, bizarre thinking 

 

Risks for children also increase when parentôs illness results in: 

 

¶ Deteriorization of parent role functioning leads to (>) neglect 

¶ Incapacitating depression > lack of avolition & apathy 

¶ Child isolation with ill parent > little socialization 

¶ Difficulties with focus and attention > neglect of child safety & emotional needs 

¶ Severely compromised/decreased tolerance for stress > discipline challenges 

¶ Anxiety > Restriction in childôs healthy exploration & experimentation 

¶ Decreased ideational richness > comprehension & abstraction challenges 

¶ Lack of mood regulation > irritable, critical, hostile, negative parent behaviour 

¶ UNPREDICTABILITY > scaring, traumatizing child  

¶ Intrusiveness and/or Violence > child abuse or witness to violence 

 

Particularly challenges for teens: 

¶ Unclear, inconsistent boundaries 

¶ Feeling isolated, socially inept 

¶ Role reversal- Teen care-giving while feeling neglected emotionally 

¶ Pseudo maturity- exaggerated mastery & need for ñcontrolò 

¶ Fear of taking risks, relaxing 

¶ Fear of becoming ill 

¶ Teen desire to ñlook normalò or conform with peers is impacted by: 

 ̄ Parentôs appearance- poor hygiene, odd behaviour or motor disturbances are 

noticeable 

 ̄ Parent is ñacting outò e.g. verbally abusive/socially inappropriate in community 

 

 

Parents with mental illness may expect child to fulfill a helper role in managing 
ǘƘŜƛǊ ƛƭƭƴŜǎǎ ƻǊ Ƴŀȅ ƴƻǘ ŜǾŜƴ ōŜ ŀǿŀǊŜ ƻŦ ŎƘƛƭŘΩǎ ōǳǊŘŜƴ ŀƴŘ ŎƘƛƭŘΩǎ ƴŜŜŘǎ ǘƘŀǘ 
are compromised in this regard, including subtle ways parent may encourage 
ŎƘƛƭŘ ǘƻ Ƴŀƛƴǘŀƛƴ ǘƘŜ ǎǘŀǘǳǎ ǉǳƻ ǘƻ ǘƘŜ ŘŜǘǊƛƳŜƴǘ ƻŦ ǘƘŜ ŎƘƛƭŘΩǎ well-being.  
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Factors Related to the Child: Biological (i.e.: intelligence); genetic; temperament; general health; 

self concept/competence; interpersonal relationships; relationship with siblings/well parent.

 

 

Common Issues for Children: 

 

¶ Overwhelming Anxiety is predominant 

¶ Separation anxiety 

¶ Guilt 

¶ Fear of future- parent will never get well, something will happen to well parent 

¶ Ambivalence towards ill parent 

¶ Embarrassment about ill parent behaviour 

¶ Concerns for own mental health 

¶ Over-responsible: role reversal 

 

MH Risks for Children : 

 

¶ Dysthymia 

¶ Anxiety 

¶ Major Depression- (one study suggested  20%-50% by 18) 

¶ Conduct Disorder 

¶ Substance Abuse 

¶ Serious Mental Illness

 

Factors Related to Family Functioning: marital discord; communication style; expression of 

affect; expressed anger and hostility; availability of social support; socioeconomic status; secure, 

adequate housing. 

 

 

Serious Problems in Parenting: 

 

¶ Not emotionally available 

¶ Not responsive, especially to distress of 

child 

¶ Intrusive 

¶ Hostile, negative and critical 

¶ Scares the child 

¶ Lack of insight 

 

 

 

¶ Inappropriate laughing 

¶ Emotional lability in the presence of the 

child 

¶ Unpredictable 

¶ Poor judgment leading to safety concerns  

(i.e.: bringing outsiders into home) 
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Emotional & Behavioural Characteristics of Effected Children: 

 

¶ variable-
 
child's age, strengths, supports, parent's pathology can influence  

¶ severe- withdrawn, hard to reach, uptight, vigilant, rigid, difficulty with relaxing 

& playing, fear loss of control & trusting others  

¶ may present as "flat"- expressionless/unaffected to hide anxiety  

¶ may present as hyperactive- defense against anger at needs not met,  

¶ have difficulty relating to others, may expect rejection from others  

¶ may not value belonging  

¶ may present as oppositional 

¶ may demonstrate limited problem-solving abilities (children of depressed children 

may not view problems as challenges to overcome) 

 

 The Childôs Typical Experience: 

Å likely experienced inconsistency & unpredictability  

Å parent less available & able to parent       

Å child likely to self-blame, think they are to blame/responsible, can control, cure or fix it 

Å stigma has big impact- others avoid family so coping journey lonely (donôt go to Jôs 

home) 

Å may have difficulty getting needs met (lack significant adults/social supports) 

Å parent may lack consistent relationships with school and other adults in childôs life, 

financial resources, etc.  

Å when parents do well with treatment, childôs may be very well cared for, nurtured and 

secure 

 

How Children Cope: 

 

Å with support, use more adaptive ways to get needs met   

Å without support may internalize- hide distress/hold inside/passive/detached,  independent, 

low maintenance (straight ñAò students- pseudo maturity)  

Å may become caretakers, people pleasers, super responsible, vigilant to social cues   

Å may "act out", discipline/social problems, impulsive, aggressive, oppositional,  

fear/expect rejection & criticism from others then provoke feared response (ñdisò-ease in 

conversation)  

Å (we tend to intervene with externalizers and ignore internalizers who often experience 

long term depression)  
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Risk of Care-taking role: 

 

Å  often called ñthe invisible childrenò because their needs are rarely noticed.   

Å ñyoung carers" are children who take on an inappropriate responsibility for caring for 

their ill parent and younger siblings.  

Å òParent-ified childrenò often suffer greatly from significant depression and anxiety that is 

internalized.  

Å Untreated, depressed children become depressed adults and their treatment needs are 

amplified.   

 

Common Thoughts, Feelings and Behaviours of COPMI 

 

¶ feel anxious and scared- think their parent will never get well/ they are destined to get ill 

like their parent  

¶ hide all feelings and are afraid to talk about what is ñreally going onò- donôt have a right 

to their feelings  

¶ continually cycle through feeling disappointed/hopeful/disappointed in parent  

¶ think their parents behavior is normal- ñthatôs just the way my mom is and has always 

beenò and then treat others the same way as their mom treats them (demonstrate limited 

social skills/respect)  

¶ be angry at not having needs met- be aggressive and bully parent  

¶ believe their parents delusions/buy into a delusional or paranoid world view 

¶ blame medication and treatment team as cause of parentôs illness  

¶ constantly avoid and never hang at home and also not be safe on street  

¶ feel too ashamed to tell friends, have friends home or get teased by peers about parentôs 

mental illness  

¶ feel embarrassed when parents behavior draws unwanted attention from others and then 

feel guilty if they know their parent canôt control it  

¶ feel embarrassed to be seen in public with their parent who ñacts unwellòé  

 éyells, talks loudly, continuously, to self, is unfriendly, threatening or too friendly i.e.: 

 boundary-less with strangers, or dresses unusually: several layers and bejeweled with 

many trinkets and hats or dirty, smelly, torn clothing 

  

 Some of these kids may feel responsible because: 

¶ have been told by others that they caused their parents to have relapse/be hospitalizedé 

¶ have been told that if they tell anyone about their familiesô difficulties they will get sent 

to a foster home that will treat them poorly/never see family again  

¶ have been praised for inappropriate caregiver role they have taken on and think they are 

solely responsible for keeping family together at any cost (to their own well being)  

¶ think they need to be vigilant and stay close to home to monitor parentôs wellness or save 

them from suicide  
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 Young Carers may: 

¶ unwittingly sacrifice their own happiness, independence and well-being 

¶ never feel free to live their own life, pursue own interests (sometimes kids take on 

caretaker for everyone in the family to have a sense of control, allay own anxiety) 

¶ feel responsible for ñcheeringò up mom and help her to ñsnap out ofò her depression then 

feel guilty and inadequate when unsuccessful 

¶ have difficulty making healthy choices in adult relationships (continue to give care 

without expectations for reciprocity and mutuality) 

 

Child Needs Summary 

 
In summary, COPMI have similar needs to other children but may need specific supports and 

strategies to ensure these needs are met. These needs include: 

Ἑ Nurturing. 

Ἑ Consistency. 

Ἑ Trust*. 

(*Of parents: in programs for their children, so the child can participate; in a supportive person.) 

Ἑ Age appropriate responsibilities. 

Ἑ Social contact. 

Including meeting children with similar experiences; Recreation opportunities. 

Ἑ Support 

-Information about their parentôs mental illness given in a supportive environment and in an age-

appropriate way.  

-To prevent and treat developmental delays. 

-Longer-term support. 

-Practical support for the family such as home help, respite, accommodation and child-care and 

financial support. 

Ἑ Coping skills, including problem solving and regulation of emotion  
(Cuff and Pietsch, 1997; Devlin, 1996). 

 

 

Needs and vulnerabilities at each developmental stage 

 
0-5 YEARS 
This age group is particularly vulnerable whatever the nature of the parentôs mental illness. Infant 

mental health experts have written extensively on the effects of attachment difficulties and 

inadequate parenting that may accompany a parentôs mental illness. These include: 

Ἑ Decreased sensory and motor stimulation. 

Ἑ Less stable environment and nurturing. 

Ἑ Depression. 

Ἑ Neglect and abuse  
(Lancaster, 1999; Pietsch and Cuff, 1995). 
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Therefore these infants require: 

Ἑ Improved continuity of care and input from other caring adults and the availability of a 

healthy alternative caregiver. 

Ἑ Enhanced parenting skills to enable the parent to meet the needs of their children. 

Ἑ Early identification and intervention for developmental delays. 

Ἑ Home help and child care available to the family. 

 
 
5-12 YEARS 
Issues particular to this age group include: 

Ἑ Educational difficulties due to delayed normative development. 

Ἑ Lack of perspective taking skills. 

Ἑ Greater emotional lability and attentional difficulties. 

Ἑ Behavioural difficulties. 

Ἑ Struggle with the self/other distinction. 

 

 

Therefore, their additional needs involve: 

Ἑ Social support networks. 

Ἑ Information regarding their parentôs illness and continuity of relationship with a supportive 

person to talk about their concerns. 

Ἑ Continuity of schooling. 

Ἑ Early intervention for learning and behavioural difficulties. 

Ἑ Schools that understand and respond to the childôs learning, emotional and social needs. 

Ἑ Recreational programs where they can meet with other children. 

Ἑ Continuity of child-care, foster-care or respite. 

Ἑ Practical home support available to minimise the extent of age inappropriate responsibilities. 

Ἑ Resiliency training to ensure the child has effective coping strategies and skills  
(Mildred, 1998; Cuff and Pietsch, 1997; Pietsch and Cuff, 1995; Devlin,1996; WA Association for Mental 
Health, 2001). 

 
 
ADOLESCENCE 
Adolescents need to be able to proceed with the developmental tasks of separation from parents, 

to conform to peers, to take risks and to experiment to develop a sense of identity and belonging. 

 

The needs of adolescents with a parent who has a mental illness include: 

Ἑ Positive relationships outside the family. 

Ἑ Recreational programs where they can be with peers. 

Ἑ Practical home support to minimise the extent of age inappropriate responsibilities. 

Ἑ Having a supportive person who can assist the adolescent to work through further issues 

stemming from their parentôs mental illness. E.g. clear and accurate information about the mental 

illness and treatment. 

Ἑ Coping skills and strategies to assist the adolescent in coping with the symptoms and effects 

of the parentôs mental illness. 



18 

 

 

 

 

Ἑ Open communication within the family. 

Ἑ Validation of the adolescentôs personal plans and needs for their life (including vocational 

support) 
(Adapted from Ross, 1996). 
 
ADULTHOOD 
A study of adult children who grew up with a parent who had a mental illness describe their 

issues as: 

Ἑ Resentment at loss of childhood. 

Ἑ Intimacy and trust difficulties (including choosing healthy adult partner). 

Ἑ Fear of mental illness and vulnerability to mental illness. 

Ἑ Alcohol and drug problems in some cases. 

Ἑ Sense of being a survivor and increased sensitivity to people with a mental illness. 

Ἑ Ongoing caregiver role with their own parent. 
(Miller,1993). 

 

 

The needs in adulthood include: 

Ἑ Personal, emotional and practical support for the parent with the mental illness. 

Ἑ Access to counselling to resolve issues from their childhood and other ongoing issues, 

including parenting their own children. 

Ἑ Satisfactory and visible services for the parent with a mental illness  
(Ross, 1996). 

  

 

Further Resource Links for Comprehensive Understanding of the Developmental Impact of 

 Parental Mental Illness on children: 

 

  

 

  

  

 

 

 

 

 
 
 
 
 
 
 

 

 

For comprehensive understanding of the Impact of Parental Mental Illness on each Child 

Developmental Stage, read Experiences of Children pages 90- 143 in Supporting Families 

with Parental Mental Illness, A Community Education and Development Workshop Training 

Tool November 2002. This Training Tool is available in most CYMH offices or can be 

downloaded: 
      http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf 

     OR:  

     http://www.bcss.org/a_documents/pdf/supporting_families.pdf 
 

 

http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf
http://www.bcss.org/a_documents/pdf/supporting_families.pdf
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Understanding Parenting Capacity  

 

It is not the responsibility of Child & Youth or Adult Mental Health Services to provide Parental 

Capacity Assessments for Ministry of Children and Family Development Child Protection 

Services. However, Mental Health Clinicians do need to thoroughly understand the actual nature 

and impact of the parentôs illness in order to assist in mitigating the risk parental mental illness 

may have on the child.   

In order to provide effective, comprehensive intervention all Service Providers must collaborate 

in serving these children and families. Since MH Clinicians generally have far greater Mental 

Health literacy than their MCFD Social Worker counterparts, MH Clinicians may use their 

expertise to advocate and consult on development of effective comprehensive system-wide 

responses to COPMI (e.g.: Homemakers Services and Respite Care).    

The following areas should be explored to best understand the mentally ill individualôs parenting 

capacity to best understand the range of factors (historical and current) that may be affecting the 

childôs functioning:  

 
Focus on parenting: 

¶ Capacity to attend to child's physical, intellectual, social and emotional needs 

¶ Capacity to provide a stable and nurturing environment 

¶ Age-appropriate understanding and expectations of child 

¶ Capacity to initiate or follow and enjoy child-centered activity 

¶ No evidence of physical or sexual abuse, neglect or emotional abuse 

 

Focus on mentally ill parent: 

¶ Insight and knowledge of mental illness 

¶ Level of disturbance, instability, difficulties with impulse control 

¶ Severity of symptoms 

¶ History of violence 

¶ Behaviour and psychiatric symptoms directly affecting parenting capacity and ability, 

   including concurrent disorders 

¶ Awareness of symptoms and potential impact on child & family functioning 

¶ Sense of responsibility for self, child and family 

¶ Capacity to acknowledge any risk to child 

¶ Level of paranoia 

¶ Capacity to form trusting relationships 

¶ Access to professional support 

¶ Use of help/clinical interventions 

¶ Relapse Plan 
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Focus on other parent/caregiver, if relevant: (including separated/divorced parents) 

¶ Attitude toward partnerôs illness 

¶ Awareness of symptoms and potential impact on child & family functioning 

¶ Relationship with child and family history 

¶ Commitment to maintaining the family/shared responsibility 

¶ Capacity to intervene on child's behalf if and when necessary 

¶ Social support network 

¶ Advance plans for care of child in the event of parent incapacity (Ulysses Agreement) 

 

Focus on the marriage/partnership if relevant: 

¶ Quality of marital relationship including conflict management 

¶ Style and intensity of marital conflict 

¶ Communicate style 

¶ Problem-solving ability 

¶ Ability to put childôs needs first 

¶ History of domestic/family violence 

 

Focus on the child: 

¶ Developmental progress at age and stage including social and emotional development 

¶ Child's special needs- e.g.: physical, medical, etc. 

¶ Child's attachment style with each parent or primary caregiver 

¶ Communication competence (ability to reach out for help) 

¶ Temperament 

¶ Relationships outside nuclear family 

¶ Genetic/Biological factors 

¶ Quality of social relationships 

¶ Achievement at school or other 

¶ Access to nurturing care-givers and positive role models 

¶ Has predictable and consistent care-giving 

¶ Childôs visibility in community (not isolated) 

 

Focus on context: 

¶ Financial/housing status 

¶ Environmental stress 

¶ Family support 

¶ Existence and quality of natural/social support network 

¶ Quality of home environment  

¶ Acceleration issues 

¶ Languages 

 

(adapted from Gopfert, Webster, Pollard and Nelki 1996) 
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The following symptoms should be noted particularly when Urgent and Significant Level of Need/ 

Urgency of Response Required:  

 

PARENTAL  Symptoms 
 
 
Appearance 
Ã Poor hygiene    
Ã Odd appearance 
 

Behaviour 
Ã Psychomotor agitation 
Ã Psychomotor retardation 
Ã Disorganization 
Ã Increase in goal-directed behaviour 
 
Speech and Thought Processes 
Ã Increased production or pressured speech 
Ã Decreased production of speech 
Ã Disorganization 
Ã Loose associations  
Ã Racing thoughts or flight of ideas 
 
Thought Content 
Ã Delusions (provide details on content,          
systematization and bizarreness) 
Ã Ideas of reference 
Ã Obsessive or intrusive thoughts 
Ã Hopelessness 
Ã Worthlessness 
Ã Guilt 
Ã Grandiosity 
Ã Sense of persecution 
 

Perception  
Ã Auditory hallucinations (indicate if running 
commentary or two voices conversing) 
Ã Visual hallucinations 
Ã Other hallucinations (e.g., olfactory, tactile) 
Ã Dissociative experiences 
 
 

Affect and Mood  
Ã Depressed 
Ã Anhedonia (loss of interest or pleasure) 
Ã Euphoric 
Ã Angry or irritable 
Ã Anxious 
Ã Suspicious 
Ã Blunted or flat affect 
Ã Labile affect 
Ã Panic attacks 
 

Risk 
Ã Self-harm or suicide  
Ã Violence to others 
Ã Activities with high potential for painful 
consequences (physical & emotional harm) 
Ã Impulse control 
 

Cognition 
Ã Disorientation 
Ã Concentration problems 
Ã Memory problems 
Ã Distractibility 
Ã Indecisiveness 
 

Somatic problems 
ÃSleep disturbance (insomnia, hypersomnia, 
etc.) 
Ã Fatigue or loss of energy 
Ã Appetite or weight disturbance (increase or 
decrease) 
Ã Sexual problems 
 

Insight and reliability 
Ã Uncooperative 
Ã Poor insight    
Ã Unreliable self-report   
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4. Appreciating the Resiliency Factors  
 Resilience research suggests protective factors can be taught or influenced by 

counselors/significant adults. With support children cope and use more adaptive ways to 

get needs met. 

 

Protective Factors for Children:  

Å positive support network outside of the nuclear family, including:  

Å extended family, social and community supports  

Å a strong and functional relationship with an adult  

Å supportive peer/sibling relationships  

Å When children are able to reach out to others and receive appropriate responses that meet 

their needs for support and stability, they show better coping and adjustment.   

Å interest in school success/academics  

Å healthy interests outside home  

Å extracurricular involvements  

Å placid temp./happy personality  

Å hopeful outlook on life 

Å seeing problems as challenges to overcome  

Å the ability to self-organize play and maintain healthy interests outside the home also 

figure largely in the development of the childôs resiliency  

Å understanding of mental illness. The more the child is able to understand about the 

parentôs illness the more likely he or she will be able to develop strategies to deal with the 

feelings and crisis created by it (but info must be matched to their developmental stage 

and needs and not to meet need of parent for ñconfidanteò).  

Å inner strength 

Å positive self-esteem 

Å good coping skills 

Å a sense of being loved by the ill parent 

Å knowing the child is not to blame for the parentôs illness also contributes to decreasing 

the risks 

Å help/tutorial support with homework 

 

Educational/Intervention Considerations:  

Å difficult to talk about experiences- children & adults  

Å need simplified concepts/language matched to developmental level & child's individual 

experience     

Å need to learn about parental mental illness   

Å need opportunity to process feelings & experiences (off task time to integrate)  

Å need validation & relief to cope- play, relaxation, stress mgt., self-nurturing skills   

Å ask older kids consult on resources use with younger in order to engage/get them to read 

info  

 

 For more comprehensive Resiliency Factors and Resources for Kids Please See: 

 http://www.embracethefuture.org.au/  όŎƭƛŎƪ ƻƴ ƪƛŘΩǎ ǎƛǘŜ ǘŀō ƻǊ ȅƻǳǘƘ ǎƛǘŜ ǘŀōύ 

http://www.embracethefuture.org.au/
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ADDITIONAL RESEARCHED RESILIENCY FACTORS 
 

A significant number of COPMI show resilience and, in fact, may show improved coping skills 

and higher sensitivity to others. Studies have identified resiliency factors for these children and 

they include: 

 

Ἑ Having higher academic ability and creativity. 

Ἑ Having a close friend (peer). 

Ἑ Positive contact with an adult external to the family. 

Ἑ Warm relationship with their mother. 

Ἑ Parental diagnosis of schizophrenia rather than depression. 

Ἑ Higher maternal level of functioning. 

Ἑ Predominantly positive interaction with the primary caregiver in the first year of life. 

Ἑ Even temperament and social responsiveness in infancy. 

Ἑ Independence and autonomy in early childhood years. 

Ἑ Self-help and problem-solving skills in later childhood years. 

Ἑ Sense of being in control of oneôs life in late adolescence. 

Ἑ A capacity to distance themselves from the parents illness, yet still maintain an interest in the 

parents illness, symptoms and treatment. 

Ἑ Personality traits of confidence, sociability, non-submissiveness, persistence, flexibility and a 

healthy scepticism  

 
(Werner and Smith, 1982; Kauffman, Grunebaum, Cohler and Gamer, 1979; Luntz, 1995). 

 

 

Programs that build personal competency for these children include: 

 

Ἑ Peer support groups. 

Ἑ Mentor or special friend programs. 

Ἑ Opportunities to learn about and understand mental illness. 

Ἑ Collaborative family and extended family planning for decisions regarding care of the 

children. 

Ἑ Parenting support programs especially for 0-5 year olds. 

Ἑ Comprehensive approaches for individuals within the context of their family 

Ἑ Social/recreational and leisure programs that build childôs sense of belonging in community 

Ἑ General Parenting-skill building 

Ἑ Programs that build skills in unique/special areas of child interest 
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5. Applying Best Practices  
 

Child & Youth Mental Health Cliniciansô Mental health literacy and Child Development 

expertise often make them the most suitable and powerful COPMI Best Practice advocates.  The 

role of CYMH Clinicians often includes awareness-building, education of and consultation with 

other Service Providers including Foster Parents on COPMI Best Practices.   

CYMH Clinicians often help others better appreciate the complex long term needs of these 

children and their families throughout the Child/Youthôs Developmental Stages and Familyôs 

Lifespan and Best Practices such as:  

¶ Early identification by all Service Providers 

¶ Early intervention including Parent-Infant Attachment/Bonding Support and Coaching 

¶ Positive Parenting Skill Development and Parenting Support 

¶ Comprehensive Wrap Around Type Services 

¶ Varying needs for Psycho Education  matching childôs interest & development 

¶ Opportunities for Socialization, Recreation and Peer Support 

¶ Stress Management, Mood Regulation and Problem-solving Skill Development 

¶ Mitigating Post Traumatic Stress Disorder symptoms and unresolved emotions 

¶ Addressing General Developmental Delays and Educational Difficulties 

¶ School, Academic and Liaison Support 

¶ Encouraging Development of Natural Supports/Social Network 

¶ Psycho Education of Extended Family and Natural Supports 

¶ Ever-evolving Ulysses Agreements (Advance Planning for Children When Parent 

Unable) and General Relapse Planning for Parent 

¶ Quick Response: Debriefing/Counselling/Therapy for Children & Family and Flexible, 

Long Term Follow Up by Clinician (known to family) When Parent Experiences a 

Relapse 

¶ Regular Communication/Consultation with Care Team (Integrated Case Mgt.) 

¶ Minimizing inappropriate Caregiver responsibilities  

¶ Referral to and Assistance Navigating Other Systems/Needed Resources 

¶ Assistance with Accessing/Securing Respite Care and Homemaker Services over time as 

needed to address Child Protection concerns 

(Adapted from Vancouver Community Service Providers, Advance Training on Supporting 

Families with Parental Mental Illness)   
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6. Appreciating Parent Support Needs  
 

All individualôs health functioning is along a continuum over their life span. Succeeding at 

parenting is as important to parents with mental health issues as it is to anyone else. A basic 

principle of parenting is that people will often do for their kids what they might not for 

themselves. If their parental concerns for their children are sensitively discussed, typically 

parents will have greater motivation for treatment adherence because of the positive effects for 

their children. Like most parents they are anxious to do and be seen to be doing a competent job 

as parents.  Some parents with mental illness are able to function with very limited support as 

their symptoms do not interfere with parenting much of the time. Other parents with mental 

illness need a great deal of support to parent well. 

 

    

 

Best practices for supporting parents include services that: 

V honour the parent as a good parent at times when they are unable to parent well 

V address the needs of children for ongoing care, consistency and predictability  

V help children have a voice about their parentôs mental illness and provide a mechanism 
that maintains connection and support  

V help parent understand the impact his or her mental illness may have on their child 

V empower parent and enable them to have their wishes, concerns and intentions be clearly 

known before they may be feeling out of control with their illness 

V allow parent to minimize disruption for the child by communicating about their childôs 
particular needs 
 
 

Support Needs for Parents with Mental Health Issues 

¶ Demonstrated interest about their family life, social network, recovery motivators, 

strengths and possible stressors. Expressed interest in the ñwhole personò fosters the 

ability to manage illness. 

 

¶ Positive attitudes from all supports. Mental health is a health problem like any other. 

Service providers can help to de- stigmatize the parentôs and their familiesô perspectives. 

The analogy to diabetes is often helpful. 

 

¶ Openness to discussing positive parenting and strategies. Parents with mental illness are 

prone to interpret their difficulties in managing the stresses of everyday life as illness-

related personal deficits.  

 

 

 

    

   With support, parents with mental illness can parent effectively. 
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¶ Help assessing their parenting strengths, needs and goals, including clarifying their 

parental role and setting realistic expectations for their children; distinguishing the normal 

stress of parenting role from symptoms of their illness; differentiating normal 

development in  

children from early signs of a mental health problem; improving parent-child 

communication/bond; and building their set of child management skills.    

 

¶ Resources that give parents the knowledge and tools to build their capacity as parents 

help them feel greater control over their lives. Such empowerment is paramount to the 

recovery process. 

 

¶ Effective early intervention that improves outcomes for children and parents by 

increasing family stability, strengthening parenting ability, reducing parent-child 

stressors, mitigating risks & future child exposure to negative manifestations of parentôs 

illness and enhancing healthy relationships/resiliency.  

 

¶ Encouragement to use informal supports and build their support network. Ask parent to 

invite others such as their partner, spouse, or close friend to appointments. A support 

team that includes partners, other family members, close friends and professionals is 

helpful.   

 

¶ Help with meeting practical needs.  Services providers can often assist parents to access 

other community resources that provide income support (education/employment), 

subsidized housing, transportation/recreational expenses, advocacy and childcare. 

 

¶ Assistance with psycho-education for the entire family. Sensitive and thorough psycho-

education often fosters dialogue in the whole family unit about how to preventively deal 

with relapse and increase the familyôs capacity to cope. All family members usually 

benefit from the development of stress management techniques. 

 

¶ Encouragement to prevent or address social isolation. Referrals to parenting resources 

such as play groups and peer support/mentoring can also help build parenting capacity. 
 
 

 

 

 
 
Attitudes that Work include: 
 

¶ Honouring tƘŜ tŀǊŜƴǘΩǎ {ǘǊǳƎƎƭŜ ǘƘǊƻǳƎƘ aŜƴǘŀƭ LƭƭƴŜǎǎ 

¶ Cultural Sensitivity 

¶ Sensitivity to poverty and disability issues 

¶ Recovery Model focusing on strength, empowerment and wellness 

¶ Blurring of boundaries to build a fusion of support for families with mental illness 

 

Services that are family-centered and strength-based have 

proven to be the most effective  

in providing needed support to these families. 
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7. Engaging Parents, Families & Natural Supports: Inclusive Practices  
 

hŦǘŜƴ ǘƘŜ Ƴƻǎǘ ŎƘŀƭƭŜƴƎƛƴƎ ŦŀŎǘƻǊǎ ǘƻ ǇŀǊŜƴǘǎ ǎŜŜƪƛƴƎ ƘŜƭǇ ŀƴŘ ǎǳǇǇƻǊǘƛƴƎ ǘƘŜ /ƘƛƭŘΩǎ aŜƴǘŀƭ 

Health service plan is: 

 ̄ their level of present functioning; 

 ̄  fear of facing more stigma from judgmental service providers (who they fear may blame 

ǘƘŜƳ ŦƻǊ ǘƘŜƛǊ ŎƘƛƭŘΩǎ ŎƘŀƭƭŜƴƎŜǎύΤ ŀƴŘ  

 ̄ fear of child removal/loss of custody.   

Parents usually perceive the power differential between service providers and 

themselves as substantial. 

Having a child also in need of mental health services can be extremely stressful. Stress alone can 

make focusing on and remembering crucial information during meetings with their childôs 

Clinician difficult.  When the parentôs illness also disrupts attention span and memory this is a 

significant barrier to optimally utilizing the services offered. Parents may also self blame and feel 

powerless to better meet their childôs needs.  One of the easiest and simplest solutions can 

frequently make a valuable difference: 

¶ Whenever possible, invite the parent to bring their own support person to 

appointments/sessions.   

This support person may be a relative or friend who can help the parent and child in a myriad of 

ways.  Often, the only reason natural supports have not done more is because they have never 

been asked or understood how they might be of greater assistance to all family members. With 

better understanding of the childôs needs, even estranged partners or extended family may 

resume or be more responsive and flexible in assisting with care-giving when parents are unable.  

Parents can almost always identify a neighbour or friend who is usually honoured to be asked 

and included in service provision.  

Providing psycho education to extended family and other natural supports can provide the 

impetus for developing Ulysses Agreements and increasing general support to the child and 

parent.  These natural supports need encouragement and recognition by Service Providers for the 

vital role they play: having additional adult support is one of the most important resiliency 

factors for improving COPMI outcomes.  If the parent is not able to identify any natural supports, 

Clinicians may be able to encourage/assist them to access Peer Support Programs or other 

community resources to reduce social isolation and build their social support network.  Inviting 

parents to bring their own support person to meetings often helps to immediately equalize or 

neutralize the perceived power imbalance between Service Providers and the family. 

¶ Whenever posǎƛōƭŜ ƘƻƭŘ ƳŜŜǘƛƴƎǎ ƛƴ ǇŀǊŜƴǘΩǎ ǇǊŜŦŜǊǊŜŘ-setting. 
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8. Collaborating with Other Service Providers  
 

The Focus on COPMI would not be required if all current health and human services understood 

that their óclientô is likely to be a parent and they were able to provide support services to address 

parenting concerns.  

Whatever the ócategoryô of difficulty that people may be facing, in this instance mental illness, 

these difficulties will be having effects within their intimate relationships, with partners, family 

and friends and in particular their children. Proactive enquiry and support to óclientsô as parents 

and assisting them to explore the impact on their children is perhaps the first step in óearly 

identificationô and enables óearly interventionô when warranted.  

This is the desired cultural shift, or realignment of services, that COPMI initiatives have sought 

to support. It relies on improved understanding and responsiveness to the needs of children, 

increased mental health literacy, and the recognition that all services and the wider 

community have a need and a responsibility to work together (develop integrated best 

practices) to support families and children. 

Collaboration becomes increasingly important when familiesô circumstances are more complex, 

involving a number of concerns, such as mental illness, drug and alcohol dependency, domestic 

violence, and compounded by poverty. We have created a service industry involving large 

bureaucracies, government and non-government agencies who maintain specific service 

mandates and strong boundaries often referred to as óservice silosô. However, we need policy 

directives, leadership and management, and service delivery that encourage óboundary ridingô 

and a widening of the vision for service responsibility; otherwise we will not fully embrace 

children as our responsibility.  

It is important to have respect for the challenges that each service sector faces and a willingness 

to openly discuss these challenges and support each other towards practice changes and 

knowledge building. Opportunities to focus on COPMI raise issues of significance to everyoneôs 

practice. It helps people to notice what they do and donôt pay attention to in the normal course of 

their work and to reflect on the challenges this presents for services and for their own 

professional development, such as:  

Å Early childhood development  

Å Paying attention to children  

Å Paying attention to parenting  

Å Paying attention to mental health  

Å Paying attention to the ówellô parent, particularly fathers  

Å Building collaborative relationships beyond their ónormalô networks.  
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It is often helpful for CYMH Clinicians to provide information to: 

-Assist people to understand the implications of parental mental illness on early bonding and 

attachment and achievement of key developmental milestones;  

-Explore service system constraints on the delivery of proactive (strength-based) family focused 

child centred parenting support to COPMI families;  

-Explore opportunities for collaboration and partnerships;  

-Appreciate the issues faced by all adult health & childrenôs services in responding to parents 

with a mental illness and the needs and vulnerabilities of their children;  

-Actively support relationship building between primary and secondary services;  

-Pay particular attention to reducing the stigma associated with mental illness in the community 

whilst at the same time exploring with people their understanding of mental health and what 

supports and maintains it.  
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9. COPMI Psycho Educational Needs: Explaining Mental Illness to Children  

 

  Mental illness is a difficult concept for children (especially younger ones) to understand, 

as their idea of illness is generally limited to their own experience of ear infections, sore throats, and so 

forth.  However, children have a strong need for knowledge about their parentôs mental illness.  While too 

much information can overwhelm children, too little can be a source of considerable anxiety.  When 

children arenôt given the information they need, they often fill in the blanks themselves, sometimes in 

ways that are inaccurate and more distressing than the real facts.  Thus, providing knowledge helps to 

reduce their anxiety, increase their understanding of their parentôs symptoms, and facilitate the 

development of age-appropriate coping skills. 

 The facts about a parentôs mental illness should always be presented supportively, 

because this is difficult information to absorb about a mother or father.  The information must also be 

presented clearly and directly, and in a way that is appropriate for the childôs age and maturity level.  

When presenting information about mental illness to children, it is important to remember the issues and 

concerns that they have at different developmental stages. 

 Preschoolers need very basic information.  Their cognitive capacities are limited due to 

their young age.  They are most concerned about what they see and hear their parents doing (yelling, 

crying, talking in a way that does not make sense, etc.)  They need a simple explanation that reflects the 

reality of the situation, such as, ñYour mom is having a very serious problem with her feelings.  You 

didnôt do anything to make this happen.  The doctors are giving her medicine and special talking time to 

help her get better.  You grandparents are coming to stay with your family to help, and your dad is there 

too.  They will all help and keep you comfortable.  We all hope that your mom will be feeling better 

soon.ò 

 School age children need more detailed information, and also need to be encouraged to 

ask any questions they might have.  They are particularly curious about why their parent is acting in 

unusual and concerning ways.  It helps them to know, for example, that dad has an illness that is called 

mental illness.  Explain that it is termed mental illness because it involves the mind, and the mind controls 

how we think, feel, and behave.  It helps children to know that right now dadôs mind is not working 

normally, and that is why he is acting in such unusual ways. 

 Children this age are helped with a simple statement about the role of medication and 

therapy in treating mental illness.  For example, you might say, ñWe have many medicines that can help 

the brain work normally, and the doctors think this will help your dad behave and feel much better.  Your 

dad will also go to therapy, where he can talk about any of the grown-up problems that contributed to his 

illness.  The medicines and the therapy will work together to help your dad slowly recover and feel 

better.ò  Children at this age, just like their younger counterparts, need to be assured that they did not 

contribute in any way to their parentôs mental illness and that they cannot fix it.   

Explaining mental illness to teenagers presents a different set of concerns for mental health professionals. 

On the one hand, they have an advanced cognitive capacity, and a greater need and ability to process 

information about their parentôs diagnosis and prognosis. On the other hand, they are in a difficult 

developmental period that involves their bodies and minds being in a state of flux. This can make the 

instability of their parent and the uncertainty of their parentôs behaviour particularly stressful. 

 

The importance and influence of the peer group at this age further complicates the picture. All adolescents 

are concerned about what other teens think of them, and it is almost universal to hear teens talk about their 

parents as ñembarrassing.ò The concern about parents saying or doing something embarrassing is 

certainly exacerbated when the parent is mentally ill and thus more prone to act in unusual or 

inappropriate ways. Their peers may also have misinformation about mental illness that can influence the 

teen in unhelpful ways. 
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We can help teenagers by giving them the opportunity to vocalize these concerns and by supplying them 

with accurate information about their parentôs mental illness. Mental health professionals can further help 

adolescents by clearly articulating the differences between developmentally typical mood swings and the 

instability of their mentally ill parent. 

 

Children of all ages who are living in a home with a mentally ill parent or who have experienced parental 

mental illness at some point in their childhoods are helped immensely by therapeutic intervention. This 

can be individual, group, or family therapy; support groups; or bibliotherapy. It is also therapeutic for 

children to express the thoughts and feelings they have about parental mental illness through words and 

artwork, and to realize that they are not alone in their experience. 

 

Most children find it very hard to talk about their experience of living in a family with mental illness.  

Unfortunately, few adults feel readily equipped to talk about it either.  Even many professionals are at a 

loss as to where and how to begin navigating this sensitive terrain with children. 

 

Educating significant others in the childôs life is another important role for the therapist.  Fear for the 

childôs safety and well-being can make it difficult for people such as extended family, close family 

friends, and even the healthy parent (especially in divorced families) to understand the benefits of ongoing 

connection for the child.  Sharing your clinical perspective with parents, step, foster, and extended family, 

as well as other significant figures in the childôs life, may allow them to gain greater insight and 

compassion for the struggles these children and their ill parents face.  Therapists are encouraged to work 

as inclusively and collaboratively as possible with the people involved in the care of these special 

children. 

 

Ideally, Clinicians will share their expertise to many of the people involved in supporting these children, 

including day care workers, teachers, school counsellors, and other health care professionals, as well as 

parents and extended families.  Groups for children who have a parent with a mental illness can also do 

much to reduce their sense of isolation. 

 

Working with children presents many challenges for professionals.  One of the most common pitfalls 

involves feeling so concerned about the child that we are unduly critical of their parents.  This is more 

likely to occur when working with a child who is clearly suffering.  Then we feel angry at the parents who 

seem to be to blame for the childôs problems.  This is more likely to occur in families where there is 

significant mental illness, as the child has been exposed to more disturbed parental behaviour than in a 

highly functional family environment. 

 

It becomes easy then to blame the mentally ill parent for the childôs psychological problems.  For child 

therapists, it is important to remember that it is not the conscious intent of parents with mental illness to 

neglect, harm, or put their children at risk.  They should not be blamed, even when they are unable to 

parent effectively due, for example, to severe depression.  Children are better served when they are 

protected from attitudes that victimize their ill parent. 

 

Symptoms of mental illness rarely interfere with a parentôs functioning all the time, and it is 

usually helpful for children to maintain their relationship with a parent in a safe and appropriate way.  The 

benefits of maintaining this bond often outweigh any detriments, as it helps children know that the parent 

is not abandoning them despite the mental illness, and it provides the opportunity to benefit from what is 

good in the relationship. 

 
Clarke, Lisa A., and Annunziata, Jane, (2006) Excerpted from A Therapists Resource Guide forward to Wishing Wellness: A Workbook for Children 

of Parents with Mental Illness, Magination Press, American Psychological Association 
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10. COPMI Golden Rules for Professionals :  

 
LISTEN; LET children know you HEAR them 

 
Be honest. Donôt say you understand if you donôt really. 

Donôt underestimate the childôs / young personôs knowledge. 

Donôt tell the child the parent can be cured. 

Kids know whatôs happening to them, a child is more familiar with their parentôs symptoms than 

you are. 

Be NON JUDGMENTAL always. 

Donôt pathologize the childôs feelings or prescribe psycho-education as a remedy. 

Remember if you are responsible for the parent YOU MAY HAVE A CONFLICT OF INTEREST 

in advocating for the child.  Find someone to support the child if it cannot be you. 

Explain what you can and can't do. 

Assist the young person to access support and resources that are available (e.g.: Super 

Saturday Club) 

If the child is worried about safety around the parent take these concerns seriously. 

Provide at least basic information re: parentôs condition or discharge / treatment plan. 

Donôt involve young people in case conferences against their wishes. Try to provide an alternate 

meeting for a young person to discuss their concerns, without parents attending, and offer for 

them to be accompanied by an advocate or friend or trusted family member. 

Donôt try to problem solve. Many of the issues children face daily are beyond the remedy of 

a strategy or a simple solution. For some there are no immediate remedies. 

Never suggest to the child that they are responsible for the problem.  Frequently reassure child 

that they are not responsible. 

Listen and accept the childôs feelings even if they are negative towards their parent. 

Young people sometimes need to be able to say they hate their parents. Donôt qualify their 

statements for them. Let them do this in their own time! Coping with a parentôs illness is a 

lifelong experience.  

 

(Adapted from Supporting Our Family Toolkit, Australian Mental Health Consumer Network: list 

generated by Children of Parents with Mental Illness) 
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B. ASSESSMENT of Client Needs and Impact: 

 

Assessment Tools: 

The Guideôs Assessment Tools are intended to supplement standard CYMH assessments 

focusing on specific risk and resiliency factors related to Children of Parents with Mental 

Illness.  While there is bound to be some overlap in assessment items, Clinicians are encouraged 

to use this as a supplementary guide, not as a replacement to standard clinical assessments. 

Best practice involves focussing interventions on building resilience based on child, parent and 

family strengths. However, CYMH Clinicians must also thoroughly understand child risk 

factors, particularly around the parenting capacity of parents with mental illness, since their 

illness can interfere with insight and put the child at significantly high risk.   

 

Healthy parents want the best for their children and want to meet their needs.  When ill, parents 

with mental illness may not acknowledge their illness nor be aware of the potentially damaging 

impact of their mental illness on their children, and therefore not be able to adequately meet the 

childôs needs or support the Child & Youth Mental Health Services Intervention Plan.   

 

An essential component of child and youth assessment is an understanding of the parentôs mental 

illness and associated symptoms, and its apparent impact on the child and familyôs functioning.  

This level of inquiry is vital towards recommending a Service Plan.  Clinicians may use the 

suggested Checklist to help gain a better understanding of the effect the parentôs mental illness 

has on the child. This may also help to gauge the level of need/urgency of response required to 

determine the Service Plan particulars e.g.: sequencing and timing of interventions needed.   

 

The Assessment Section is divided into four parts:  

 

1. Child with Additional  Teen/Young Carer Assessment Tools & Checklists;  

2. Parent Assessment Tools & Checklists (including items specific to their childôs   

               developmental stage);   

3. General Family/Natural Supports Assessment Tools & Checklists; 

4. Assessment Summary Forms: Child/Youth, Parent & General Family/Natural 

Supports 

 

Note: Assessment Checklists are intended as an overview of topics and not for 

documenting service.  They are in a checklist format only for Cliniciansô convenience. 

 

The Assessmentôs Exploratory Questions includes Assessment of Risks based on Impact of 

Parental Mental Illness; Strengths/Resiliency factors; and Supports.  Some included items may 

be age specific E.g.: Parents of 0-6; Parents of 6-12; or Parents of Teens.   
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The Assessmentôs Exploratory Questions are intended as a guide/overview of assessment 

topics that may be covered over an extended period of time (e.g.: several sessions). They 

are also in a question format only for Cliniciansô convenience and not for documenting 

care. 

1. Child Assessment Tools: 

¶ Checklist of actual symptoms of parentôs mental illness, mental health status and impact 

on Child 

¶ Exploratory Questions for Child*  (with Additional Exploratory Questions for 

 Teen/Young Carer considerations); OR ALTERNATELY : 

¶ Exploratory Questions for Parent/Other Caregiver on Impact of PMI on 

Child/Teen 

¶ Child Service & Support Needs Assessment Checklist,  

 including Strengths/Resiliency Factors, Supports and Level of Need; 

 

  *Asking young children questions to help assess family functioning and parenting 

capacity is not recommended since children at this developmental stage do not have 

intellectual capacity e.g.: a strong sense of time. Many questions would need to be 

directed at parents/other caregivers while some of the more serious risk factors 

would need to be observed or reported from collateral sources. 

 

2. Parent Assessment Tools: 

 

¶ A Parent Self Assessment Questionnaire 

¶ Multiple Exploratory Questions for Parent including Strengths/Resiliency Factors, 

Supports (Empowering Practices) and Level of Need;  
¶ Parent Support Needs Assessment Checklist 

 

 

оΦ DŜƴŜǊŀƭ CŀƳƛƭȅ ϧ bŀǘǳǊŀƭ {ǳǇǇƻǊǘǎΩ !ǎǎŜǎǎƳŜƴǘ ¢ƻƻƭǎΥ 

¶ General Family/Natural Supports Needs Assessment Checklist  

including Strengths/Resiliency Factors, Supports and Level of Need.   

¶   An Extended Family & Natural Supportsô Perceptions of PMI Impact on Child 

Questionnaire 

¶ Exploratory Questions for Extended Family & Natural Supports:  

-Impact of Parental Psychosis on Family;  

-Knowledge of Psychosis   

 
4. Assessment Summary Forms: 

¶ A Child  Service & Support Needs Assessment Summary Form  

¶ A Parent Service & Support Needs Assessment Summary Form 

¶ An Extended Family & Natural Supports Needs Assessment Summary Form  
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Initial Response for Children & Families Affected by Mental Illness 5 

 

 

The Assessment Section also provides a Model of Referral/Initial Response for 

Children & Families Affected by Mental Illness that categorizes the risk level and level 

of response needed along a continuum.  The following four levels will inform the level of 

need for initial response and service planning for each child and their family: 

 
 
CYMH Clinicians may use the following guidelines to determine the level of need for initial 
response by each child and family.  The following levels of need will inform the level of initial 
response. 

 
 

Continuum of Need = Urgency of Response 
 

Urgent 

Urgent/Acute Concerns 

Å Explicit child protection concerns and/or 

Å a mental health emergency 

 

Significant 

Significant Parenting/Mental Health Concerns 

Å Care of children causes concern but does not require urgent child protection response. 

Å Parental mental health is cause for concern but does not require urgent assessment. 

 

Concerning 

Parenting/Mental Health Concerns 

Å Family Support needs and/or 

Å Mental health service support needs for the parent. 

 

Coping 

Self-Supported Families 

Å No concern about welfare of children and parent 

Å Parent managing own mental health with family support and primary care support. 

 
 
 
 
 
 

                                                           
5 Adapted from Camden Joint Service Protocol for Children & Families Affected by Mental Illness 
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Initial Response/Assessment and Care Planning 

 
Urgent Needs: At the most urgent or severe level of need*, there should be referral and 

assessments by CYMH and Adult Mental Health workers and MCFD Child Protection working 

together closely and collaboratively to ensure parent can access needed medical care and child 

has stable respite care (if the parent and family are unable to provide adequate care). Other 

Service Providers working with the family should also be consulted, support roles clarified and 

plans should be developed together and reviewed jointly (E.g.: Integrated Case Management 

Conferences).  

 
 

Significant Needs: CYMH and Adult Mental Health workers should make separate assessments 

of need but work together to formulate comprehensive service/care plans with the family for 

counselling, psycho education and coping skill development. (E.g.: Integrated Case 

Management). Referral to Adult MH & Rehabilitation Services, MCFD and other Community 

Resources should be made as needed to provide either family support services (such as day care, 

respite care, family preservation work, parenting skill development) or recreational programming 

for the child (E.g.: Super Saturday Club). 

 

Concerning: CYMH or Adult Mental Health services should assess needs and provide 

supportive mental health services (such as counselling and psycho education). Referral to 

Community Resources may be made if desired by the family. CYMH Service may focus Service 

Plan mostly on child mental health concerns unrelated to parental mental illness. 

 

Coping: These are parents with mental health problems who are able to function adequately and 

to care appropriately supported by universal and primary care services as well as family. 

 
 
*Please refer to MCFD Child Protection Handbook for ñchild at riskò clarity if required. 
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Suggestions for Engagement & Initial Assessment   
 
 

 initial contact/first session offered in clientôs (parent & child) preferred setting 

 parent/family agree to attend first session 

 parent encouraged to invite own support person (family member or natural 

support) 

 assess potential barriers to service provision such as language (parent & child); 

respect for cultural values; special needs of parent and child; need for child care 

of other children during session time; and transportation challenges. 

 discussion with child/parent/family of services and who will be involved in 

providing service 

 discussion of the importance of family involvement to child outcomes/resilience 

 assess safety and housing to ensure basic child/family needs met 

 assess to ensure low risk to self and others (parent and child) 

 document level of risk/need and initial response required 

(urgent/significant/concerning/coping) 

 provide list of local emergency contact numbers  

 identify natural supports of/available to family (parent and child) 

 identify professional supports/services involved with family 

 discussion of confidentiality rights/issues  

 discuss need for consents to provide best collaborative level of service 

 obtain collateral information as required/permitted 

 contact/engage other Service Providers as required/permitted 

 provide orientation to services 

 provide referrals to other services as desired by family 

 provide parent written material (handouts/summary notes & appt. reminders) 
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Clinical Considerations for Understanding Parenting Capacity  
The(se) parenting domains should be explored to understand the mentally ill individualôs 

parenting capacity: (repeated from page 19-20) 

The following areas should be explored to best understand the mentally ill individualôs parenting 

capacity to best understand the range of factors (historical and current) that may be affecting the 

childôs functioning:  

 
Focus on parenting: 

 

¶ Capacity to attend to child's physical, intellectual, social and emotional needs 

¶ Capacity to provide a stable and nurturing environment 

¶ Age-appropriate understanding and expectations of child 

¶ Capacity to initiate or follow and enjoy child-centered activity 

¶ No evidence of physical or sexual abuse, neglect or emotional abuse 

 

Focus on mentally ill parent: 

 

¶ Insight and knowledge of mental illness 

¶ Level of disturbance, instability, difficulties with impulse control 

¶ Severity of symptoms 

¶ History of violence 

¶ Behaviour and psychiatric symptoms directly affecting parenting capacity and ability, 

   including concurrent disorders 

¶ Awareness of symptoms and potential impact on child & family functioning 

¶ Sense of responsibility for self, child and family 

¶ Capacity to acknowledge any risk to child 

¶ Level of paranoia 

¶ Capacity to form trusting relationships 

¶ Access to professional support 

¶ Use of help/clinical interventions 

¶ Relapse Plan 

 

Focus on other parent/caregiver, if relevant: (including separated/divorced parents) 

 

¶ Attitude toward partnerôs illness 

¶ Awareness of symptoms and potential impact on child & family functioning 

¶ Relationship with child and family history 

¶ Commitment to maintaining the family/shared responsibility 

¶ Capacity to intervene on child's behalf if and when necessary 

¶ Social support network 

¶ Advance plans for care of child in the event of parent incapacity (Ulysses Agreement) 
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Focus on the marriage/partnership if relevant: 

 

¶ Quality of marital relationship including conflict management 

¶ Style and intensity of marital conflict 

¶ Communicate style 

¶ Problem-solving ability 

¶ Ability to put childôs needs first 

¶ History of domestic/family violence 

 

Focus on the child: 

 

¶ Developmental progress at age and stage including social and emotional development 

¶ Child's special needs- e.g.: physical, medical, etc. 

¶ Child's attachment style with each parent or primary caregiver 

¶ Communication competence (ability to reach out for help) 

¶ Temperament 

¶ Relationships outside nuclear family 

¶ Genetic/Biological factors 

¶ Quality of social relationships 

¶ Achievement at school or other 

¶ Access to nurturing care-givers and positive role models 

¶ Has predictable and consistent care-giving 

¶ Childôs visibility in community (not isolated) 

 

Focus on context: 

 

¶ Financial/housing status 

¶ Environmental stress 

¶ Family support 

¶ Existence and quality of natural/social support network 

¶ Quality of home environment  

¶ Acceleration issues 

¶ Languages 

 

(adapted from Gopfert, Webster, Pollard and Nelki 1996) 
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The following symptoms should be noted particularly when Urgent and Significant Level of Need/ 

Urgency of Response Required: (repeated from page 21) 

 

PARENTAL  Symptoms 
 
 
Appearance 
Ã Poor hygiene    
Ã Odd appearance 
 

Behaviour 
Ã Psychomotor agitation 
Ã Psychomotor retardation 
Ã Disorganization 
Ã Increase in goal-directed behaviour 
 
Speech and Thought Processes 
Ã Increased production or pressured speech 
Ã Decreased production of speech 
Ã Disorganization 
Ã Loose associations  
Ã Racing thoughts or flight of ideas 
 
Thought Content 
Ã Delusions (provide details on content,          
systematization and bizarreness) 
Ã Ideas of reference 
Ã Obsessive or intrusive thoughts 
Ã Hopelessness 
Ã Worthlessness 
Ã Guilt 
Ã Grandiosity 
Ã Sense of persecution 
 

Perception  
Ã Auditory hallucinations (indicate if running 
commentary or two voices conversing) 
Ã Visual hallucinations 
Ã Other hallucinations (e.g., olfactory, tactile) 
Ã Dissociative experiences 
 
 
Affect and Mood  
Ã Depressed 
Ã Anhedonia (loss of interest or pleasure) 
Ã Euphoric 
Ã Angry or irritable 
Ã Anxious 
Ã Suspicious 
Ã Blunted or flat affect 
Ã Labile affect 
Ã Panic attacks 

 

Risk 
Ã Self-harm or suicide  
Ã Violence to others 
Ã Activities with high potential for painful 
consequences (physical & emotional harm) 
Ã Impulse control 
 
Cognition 
Ã Disorientation 
Ã Concentration problems 
Ã Memory problems 
Ã Distractibility 
Ã Indecisiveness 
 
Somatic problems 
ÃSleep disturbance (insomnia, hypersomnia, 
etc.) 
Ã Fatigue or loss of energy 
Ã Appetite or weight disturbance (increase or 
decrease) 
Ã Sexual problems 
 

Insight and reliability 
Ã Uncooperative 
Ã Poor insight    
Ã Unreliable self-report  
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 Child Assessment: Questionnaire for Clinician  

 
Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

Assessment 

Of Impact of Parental Mental Illness(PMI) 

Questionnaire for Clinicians 

Page 1 of 3 

 

PMI SPECIFICITY:SEVERITY/CHRONICITY/FREQUENCY/TREATMENT: 
 

1.   Is the parent (s) mental illness severe (involve serious level of 
disturbance)? 

 

2. Is the mental illness of the parent(s) chronic/long term? (include 
depression, anxiety disorders) 

 

3.   Does it include frequent relapses causing disruption (e.g.: home routine, 

child needing alternate care)? 

 

4. Childôs age at onset of parental mental illness?  
5.   Childôs age(s) at time of relapse(s)  

6. Are psychotic symptoms present?  

7. Is parent receiving treatment and adhering to medication therapy?  

SYMPTOMS: Does parentôs mental illness involve:  Note whether each is past or current. 
8. Paranoid, intrusive or obsessive delusions 

 
If yes, is the child involved in the parentôs delusions? 

 

 

9. Hallucinations, bizarre thinking?  
 
If yes, do these confuse, scare or traumatize the child? 

 

 

10. Grandiosity/euphoria?  

11. Deteriorization of parent role functioning resulting in neglect?  

12. Incapacitating depression resulting in lack of avolition & apathy?  

13. Difficulties with focus and attention resulting in neglect of child safety & 
emotional needs?  

 

14. Severely compromised tolerance for stress?  

15. Severe anxiety resulting in restriction in childôs healthy exploration & 
experimentation? 

 

16. Child isolation with ill parent resulting in little socialization?  

17. Impaired cognitive function resulting in low comprehension & abstraction 
abilities? 

 

 

18. Poor judgment/insight especially potential safety concerns (i.e.: bringing 
outsiders into home)? 
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Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

Assessment 

From Impact of Parental Mental Illness 

Questionnaire for Clinicians 

Page 2 of 3 

 

19.   Problems with mood regulation/emotional lability in front of child?  

20. Hopelessness, worthlessness or guilt?  

21. Unpredictability- child cannot anticipate consistent reaction?   

22. Irritable, critical, hostile, verbally abusive, negative behaviour?   

23. Intrusiveness?   

24. Violent behaviour?   

25. Is abusive behaviour directed towards child?   

26. Inappropriate laughing?  

27. Panic attacks?  

28. Impaired thought processes: Loose associations, racing thoughts or flight of 
ideas? 

 

29. Pressured speech or increased production?  

30. Poor hygiene/odd appearance?  

31. Psychomotor impairment (agitation, retardation or disorganization)  

32.  Concurrent disorder of parent?  

 OTHER FAMILY FUNCTIONING CONCERNS: 

33. Likelihood of parental relapse?  

34. Is parent responsive, especially to distress of child?  

35.  Parent learning challenges?  

36.  Parent somatic problems? (e.g.: sleep disturbance, fatigue)  
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Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practi ce Guide  

Assessment 

From Impact of Parental Mental Illness 

Questionnaire for Clinicians 

Page 3 of 3 

 

37.  Severe ongoing family conflict?  

38. Does parent provide clear, consistent boundaries?  

39. Is there evidence of significant role reversal- child/teen care-giving while 
feeling emotionally neglected? 

 

40. Is there imminent safety risk for the child? (parent presently 
psychotic/suicidal/self-harming, misusing substances) 

 

41. Is there or has there been previous abuse/neglect/contact with MCFD Child 
Protection? 

 

42.  Child behavioural, emotional, or learning problems?  

43.  Is there a reliable caregiver during periods of acute parental mental illness? 

Name/relationship to child: 

 

44. Is the child receiving help from other sources? If yes, where?  

45. Other: (please indicate)  

ASSESSED LEVEL OF NEED/INITIAL RESPONSE REQUIRED 

Urgent Urgent/Acute Concerns 

Å Explicit child protection concerns and/or 

Å a mental health emergency 

 

Significant Significant Parenting/Mental Health Concerns 

Å Care of children causes concern but does not require urgent 

child protection response. 

Å Parental mental health is cause for concern but does not 

require urgent assessment. 

 

Concerning Parenting/Mental Health Concerns 

Å Family Support needs and/or 

Å Mental health service support needs for the parent. 

 

Coping Self-Supported Families 

Å No concern about welfare of children and parent 

Å Parent managing own mental health with family support and   

primary care support. 
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Exploratory Questions to Assess Child Service & Support Needs:  

 

Notes: ¢ƘŜ !ǎǎŜǎǎƳŜƴǘΩǎ 9ȄǇƭƻǊŀǘƻǊȅ vǳŜǎǘƛƻƴǎ ŀǊŜ ƛƴǘŜƴŘŜŘ ŀǎ ŀ ƎǳƛŘŜκƻǾŜǊǾƛŜǿ ƻŦ ŀǎǎŜǎǎƳŜƴǘ 

topics that may be covered over an extended period of time (e.g.: several sessions). Also see 

Alternate Exploratory Questions To Ask Parents/Other Caregivers to Assess Child Service & 

Support Needs when children are developmentally unable to answer assessment questions 

(PAGES 44-46). 

Questions Clinicians may ask young children (5-12) to assess impact of parental 

mental illness  on home life, child safety, well-being, and adequate care are: 

 

 Daily activities/routines: 

 

Who gets you (child) up in the morning, makes meals (breakfast/lunch/dinner- 
(ask oldest child about using electrical appliances), helps you get 
dressed/wash/bathe?  (if unsupervised, for how long?) 
What do you do after breakfast/next), do you go to preschool/school (check 
attendance), watch television- what shows/how much?  
Who in family takes naps- how often/when? (query sleep patterns of parent & 
child)  
What are favourite things you do with your parent(s)? (e.g.: games/playtime to 
assess interaction) 
What are you allowed/not allowed to do on your own? (assess limits/safety/ 
healthy exploration)  
What chores do you do? (assess child responsibility) 
 

Strengths/Supports/Emotional well-being: 

 

What do you really do well on your own? (assess strengths)  

What things do you still need help to do and who helps you with these? (assess 

support) 

If parent is sick, who looks after you? (identify support people for each child in 

family) How often is parent ill? Who takes care of parent? 

Who would you talk to about it if you thought their parent was getting sick again?   

When would they tell them? 

What scares you most? (is this fear shared by parent, too: is it 

delusional/irrational or normal for children at this developmental stage?) What 

worries you the most? 

What do you and your parent do when mad/scared/sad? (assess healthy coping 

skills) 
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Who/what other people do you often play with and where? (assess family 

supports/isolation, appropriate environments/opportunities for play, learning & 

stimulation) 

What makes you happy/hopeful/what do you enjoy doing most? (assess well-

being) 

If you could have one wish for yourself come true, what would it be? 

If you could make a wish come true for your parent, what would it be? 

 

 

 

Knowledge of parental mental illness:  

 

NOTE: It is important before asking child about parent illness for Clinician 

to check with parent and family first.  Clinicians must ensure child has 

been told about parental mental illness. Clinicians should use the same 

language as the family to describe and discuss the illness (e.g.: anxiety, 

depression). Parental permission and consultation is needed and helpful. 

 

Do you know of your parentôs struggles with depression/anxiety/mental illness? 

When did you find out your parent had a mental illness? 

Who told you about it? 

What do you know about mental illness? (in general and their parentôs specific 

illness) 

Have you ever read any books about parental mental illness? 

If you had more questions about mental illness who would you ask? 

Do you know if your parent has ever been hospitalized? If yes, for what? 

Did you visit them in hospital? If yes, what was it like? 

Did anyone talk to you about their parentôs hospitalization and well-being while 

you were there? 

 

 

 Additional Questions to Assess Teen/Young Carers Support Needs  

  
  In addition to the above questions, the following questions should also to be 
asked of any child/ teen of parents with mental illness who often take on caring tasks 
that would this normally be expected of an adult.  These can involve physical or 
emotional care, or taking responsibility for someoneôs safety or well being (E.g.: caring 
for younger siblings in the home, performing adult housekeeping tasks, feeling 
responsible for symptom or medication monitoring, as well as ñsuicide watchò of their 
parents when they are ill.) Caring responsibilities can significantly impact upon a childôs 
health and development (including underachievement or absenteeism at school, or 
mental or physical ill health). 



46 

 

  

Exploratory Questions To Assess Young Carer Support  

 

Level of responsibility and impact of caring: 

What caring tasks are you responsible for providing in the family? How 

often? 

Are you recognized, praised and respected for your "responsible" 

behaviour/contribution to the family? By who? How often? 

  Do you feel you have gained any strength from your experience of caring?  

Do you think youôve become more sensitive to the difficulties other people 

go through because of your experience of caring?  

Are you generally very ñin tuneò with what others feel? 

  Do you feel you have gained or lost any self-esteem from your experience of 

caring? 

Do you ever miss school because of caring duties? 

Do you ever feel like you are missing out on normal fun stuff (play, sport, 

hobbies, interests or leisure activities) that your peers enjoy because of your 

home responsibilities? 

  Do you sometimes feel like your needs come last in the family or is there 

balanced give and take?  

 

Emotional Well-being and Support: 

Do you ever struggle with knowing how you are feeling? 

Do you have anyone in your life who you know really understands you and 

your experience? 

Who is your biggest emotional support? 

Who cares for you when you are ñspentò? 

 How has your experience affected your family bonds?  

How would you describe your relationship with your parent(s)? 

How would you describe your relationship with siblings? 

Do you feel close to other members of your family? Who especially? 

Do you feel close to your peers? 

Are you able to make friends easily and maintain your friendships? 

Do you ever feel socially isolated or have a difficult time being part of a 

group because you feel ñdifferentò? 

Do you ever bring friends home to play, hang out, or share a meal? 

 

Stress Management and Resilience: 

Do you ever feel stressed?  What happens? 

Does anything cause you stress often? (assess chronic & acute stressors) 
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What do you worry about? 

Who do you tell your worries to and go to for comfort? 

What do you talk to your parents about? 

What do your parents talk to you about? 

If there was a crisis in your family such as your parent experiencing a 

relapse, what people/supports would you call on for help? 

What else would you do to manage such a crisis? 

What support do you might benefit you most? 

What would most ease the challenges you presently face? 

What are your hopes for yourself in the future? 

What could help you get there? 

What is the biggest challenge about having a parent with mental illness?  

Can you think of any way this illness has been good for you or your family? 

What is your greatest strength? 

Whatôs the best thing you do to cope? 

What is your familyôs greatest strength? 

_________________________________ 

 
 
 
 
 

When children are developmentally unable to answer assessment questions, parents and 
other caregivers can be asked these same questions: 

Alternate Exploratory Questions To Ask Parents/Other Caregivers to Assess Child Service & 

Support Needs: 

 

Questions to ask parent(s) to assess impact of parental mental illness  on home 

life, child safety, well-being, and adequate care are::  

  

 Daily activities/routines: 

 

Who gets child up in the morning, makes meals (breakfast/lunch/dinner- (ask 
about using electrical appliances), helps child get dressed/wash/bathe?  (are 
they often unsupervised, for how long?) Is child able to get to school on time? 
What does child do after breakfast/next), do they go to preschool/school (check 
attendance), watch television- what shows/how much?  
Who in family takes naps- how often/when? (query sleep patterns of parent & 
child)  
What are favourite things child does with you/other parent? What is your 
favourite thing to do with your child? (e.g.: games/playtime to assess interaction)  
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What is child allowed/not allowed to do on their own? (assess limits/safety/ 
healthy exploration) 
What chores does child do? (assess child responsibility) 
 

Strengths/Self-Care/Supports/Emotional well-being: 

 

What does child do really well on their own? (assess strengths)  

What things does child still need help with and who helps them with these? 

(assess support) 

If you (parent with mental illness) is sick, who looks after child? (identify support 

people for each child in family)  How often are you ill? Who takes care of you? 

Who would your child talk to about it if they thought you (parent with mental 

illness) was getting sick again?  Who would you talk to? When would you tell 

them? 

When would they tell them? 

What scares child most? (is this fear shared by parent, too: is it 

delusional/irrational or normal for children at this developmental stage?) What 

worries child most? 

Does child have any fears?  What are they?  Are you afraid of this, too? 

How do you reassure your child around their fear?  What do you tell them? 

What does your child do when mad/scared/sad? (assess healthy coping skills) 

What do you do when mad/scared/sad? (assess healthy coping skills) 

Who/what other people does child often play with and where? (assess family 

supports/isolation, appropriate environments/opportunities for play, learning & 

stimulation) 

What makes child happy/hopeful/what do they enjoy doing most? (assess well-

being) 

If you could have one wish for your child come true, what would it be? 

If you could make a wish come true for yourself, what would it be? 

 

 

Childôs knowledge of parental mental illness: 

 

Does your child know of your struggles with depression/anxiety/mental illness? 

When did child find out you (parent) had a mental illness? 

Who told them about it? 

What does child know about mental illness? (in general and their parentôs 

specific illness) 

Has child ever read any books about parental mental illness? 

If child had more questions about mental illness who would they ask? 

Does child know if you (parent) has ever been hospitalized? If so, for what? 
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Did child visit you (parent) in hospital? If yes, what was it like for them? 

Did anyone talk to child about your (parentôs) hospitalization and well-being while 

you (parent) were there? 

 

 

Exploratory Questions To Ask Parent to Assess Young Carer Support  

 

Level of responsibility and impact of caring: 

What caring tasks is your child responsible for providing in the family? How 

often? 

Is your child recognized, praised and respected for their "responsible" 

behaviour/contribution to the family? By who? How often? 

Does your child feel they have gained any strength from their experience of 

caring?  

Do you think your child has become more sensitive to the difficulties other 

people go through because of their experience of caring?  

Is your child generally very ñin tuneò with what others feel? 

Do you think your child has gained or lost any self-esteem from their 

experience of caring? 

Does your child ever miss school because of caring duties? 

Does your child ever feel like they are missing out on normal fun stuff (play, 

sport, hobbies, interests or leisure activities) that their peers enjoy because 

of their home responsibilities? 

Does your child feel like their needs often come last in the family or do they 

think there balanced give and take?  

Does your child ever suggest they or your family often neglect their 

emotional or physical needs because everyone else seems to need more or 

have more crises? 

 

 

 

 

 

 

Emotional Well-being and Support: 

Does your child ever struggle with knowing how they are feeling? 

Does your child have anyone in their life who they know really understands 

them and their experience? 

Who would they say is their biggest emotional support? 

Who does your child most identify with? 
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Who cares for your child when they are ñspentò? 

Do you think your child and family have developed strong family bonds 

because of your mental illness/their experience of caring?  

How would you describe your childôs relationship with siblings? 

Does your child feel close to other members of your family? 

Does your child feel close to other children of the same age as them? 

Are you able to make friends easily and maintain their friendships? 

Does child ever feel socially isolated or have a difficult time being part of a 

group because they feel ñdifferentò? 

Does child ever bring friends home to play, hang out, or share a meal? 

 

Stress Management and Resilience: 

What does child do to manage stress? Other family members? 

Does anything cause child stress often? (assess chronic & acute stressors) 

What does your child worry about? 

Who does your child tell their worries to and go to for comfort? 

What does your child talk to you about? 

What do you talk to your child about? 

If there was a crisis in your family such as you (parent) experiencing a 

relapse, what supports would you/your child call on for help? 

What else would you and your family/child do to manage such a crisis? 

What support do you think you (parent), your child and family as a whole 

might benefit most from? 

What would most ease the challenges you and your child presently face? 

What are your hopes for you and your child in the future? 

How would you describe your childôs potential? 

What is the biggest challenge about having a mental illness?  
Can you think of any way this illness has been good for you or your family? 

What is your greatest strength? 

What is your childôs greatest strength? 

What is your familyôs greatest strength? 

_______________________________ 
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Child Service & Support Needs Assessment Summary Form  

 
Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

Child Service & Support Needs 
Assessment 

 

From Impact of Parental Mental Illness 
Summary Form for Clinicians 

Page 1 of 1 

WHAT IS THE IMPACT OF PARENTôS MENTAL ILLNESS ON CHILDôS NEEDS FOR: 

Physical health and safety? 
 

Responsive emotional care, self-esteem and well-being? 
 

 

Coping ability development- stress/feelings management? 
 

 

Stable, secure home life/base? 
 

 

Socialization, guidance and support? 
 

 

Education, development and stimulating learning environments? 
 

 

Healthy exploration & experimentation? 
 

 

Behavioural limits, boundaries, structure, routine and consistency? 

 

Daily ñleisure/playfulò activities and healthy levels of responsibility? 
 

 

Other: (E.g.: childôs special needs) 
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Assessment of Parent Service & Support Needs: Parent Self Assessment Tool: 

PARENTS' STRENGTHS & GOALS 

Here is a list of things you may need to do as a parent. 
For each one that applies to you, circle the answer that 
describes you best. 

This is a 
strength of 
mine. 

I do this 
okay. 

I'd like to do 
this better. 

Does not 
apply. 

Check 
items to 
work 
on. 

1.    Manage everyday household tasks Strength Okay Better DNA  

2.    Plan and make healthy meals Strength Okay Better DNA  

3.   Understand the relationship between my feelings 
and my actions 

Strength Okay Better DNA  

4.    Manage my family's money Strength Okay Better DNA  

5.    Set limits with my child Strength Okay Better DNA  

6.    Have positive interactions/visits with my child Strength Okay Better DNA  

7.    Have a pleasant routine with my child Strength Okay Better DNA  

8.    Find fun things to do with my child Strength Okay Better DNA  

9.    Get adequate child care for my child Strength Okay Better DNA  

10. Balance work or school, and parenting Strength Okay Better DNA  

1 1. Know what to do when my child has problems Strength Okay Better DNA  

12. Identify my child's strengths Strength Okay Better DNA  

13. Have positive "family time" Strength Okay Better DNA  

14. Know my legal options as a parent Strength Okay Better DNA  

15. Get help for myself, if I need it Strength Okay Better DNA  

16. Talk with my child about my situation or worries Strength Okay Better DNA  

17. Keep in touch with my child who is not living with 

me 
Strength Okay Better DNA  

18. Live a substance free lifestyle Strength Okay Better DNA  

1 9. Communicate well with my child Strength Okay Better DNA  

20. Have good relationships with my child's 

caregivers/helpers 
Strength Okay Better DNA  

2 1. Express anger without hurting anyone Strength Okay Better DNA  

22. Keep my child and myself safe Strength Okay Better DNA  

23. Make time to take care of myself Strength Okay Better DNA  

24. Manage stress and worries in healthy ways Strength Okay Better DNA  

25. Cope with bad things that have happened to me 

in my life 
Strength Okay Better DNA  

26. Get special services and supports for my child Strength Okay Better DNA  

27. Other: Strength Okay Better DNA  

©2003 J. Nicholson, Ph.D. & A. D. Henry, Sc.D. 
CMHSR, UMMS, 55 Lake Avenue R, Worcester, MA 01655 041403 



53 

 

 
Exploratory Questions for Parents : Empowering Practices  
 

¶ How did you manage to care and keep your family together so far in the face of mental illness?  
(be curious) 

¶ Why does your family need intervention now- what has changed?  
(go on a fact-finding mission and take note of their strengths and signs of safety in the family)  

¶ 'balance the equation (risk assessment focus) ' by eliciting the family's perspective on 
competencies, existing safety and goals.  

¶ focusing on reframing the problem, identifying exceptions to the problem, and 
duplicating these conditions to facilitate the client to set achievable goals  

¶ Ask questions that invite reflections and self assessment of strengths and needs.   

¶ Offer your observations respectfully and gently educate parents about the impact of their 
mental illness on their children.   

¶ wŜƳƛƴŘ ǘƘŜƳ ƛǘΩǎ ƴƻǘ ǘƘŜƛǊ Ŧŀǳƭǘ ǘƘŜȅ ƘŀǾŜ ŀ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŀƴŘ ǎƻƳŜǘƛƳŜǎ ǎǘǊǳƎƎƭŜ ǿƛǘƘ 
parenting. Parenting is hard for everyone at times. 
 

Clinicians may find value in reviewing British Columbiaôs Family Development Response 

(May 2004) as it is a differential approach that includes:  

¶ assessing family strengths along with its risks;  

¶ offering the option of strength-based and more collaborative intervention in situations 
where children are assessed at lower risk and whose families are willing to work at 
addressing identified concerns;  

¶ developing an intervention plan that will engage the family and result in the family 
making changes that will keep the child safe; and,  

¶ providing available community based support services on the basis of an assessment of 
strengths, risks and needs within the family, extended family and community.  

 

British Columbiaôs Family Development Response (May 2004) reference guide which gives an 

overview of Family Development Response (FDR) is available at: 

http://www.mcf.gov.bc.ca/child_protection/pdf/fdr_overview.pdf  

 

The Minnesota Department of Human Services, in describing their Differential Response Model, 

states ñStrength-based interventions seek to discover periods of successful family functioning, 

understand the factors that made those periods possible, and work to recreate those factorsò. 

Research indicates that the probability of affecting change with a family increases when 

strength-based or solution-focussed interventions are utilized.  
 

The task of the worker is ñéraising (familiesô) awareness of the constructive solutions already 

in their lives and to help them find ways to (utilize) theméò (OôConnell & Palmer, 2003) and 

ñensuring the plans associated with those solutions provide an adequate level of safety for the 

childò (Turnell & Edwards, 1999).  
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Strength -based questions (for children, youth and parents/caregivers)  

 

Survival Questions:  
 

How have you managed to survive and /or thrive thus far given all the challenges you 

have had to contend with?  

 

How have you been able to rise to the challenges put before you?  

 

What was your mind-set as you faced these difficulties?  

 

What have you learned about yourself and your world during your struggles?  

 

Which of these difficulties have given you special strength, insight or skill?  

 

What are the special qualities on which you can rely?  

 

Support Questions:  
 

What people have given you special understanding, support and guidance?  

 

Who are the special people on whom you can depend?  

 

What is it that these people give you that is exceptional?  

 

How did you find them or how did they come to you?  

 

What did they respond to in you?  

 

What associations, organizations or groups have been helpful to you in the past?  

 

Exception Questions:  
 

When things were going well in life, what was different?  

 

In the past, when you felt that your life was better, more interesting, or more stable, what 

about your world, your relationships, your thinking was special or different?  

 

What parts of your world and your being would you like to recapture, reinvent, or relive?  

 

What moments or incidents in your life have given you special understanding, resilience, 

and guidance?  

 

Possibility Questions:  
 

What now do you want out of life? What are your hopes, visions, and aspirations?  
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How far along are you toward achieving these?  

 

What people or personal qualities are helping you move in these directions?  

 

What do you like to do? What are your special talents and abilities?  

 

What fantasies and dreams have given you special hope and guidance?  

 

How can I help you achieve your goals or recover those special abilities and times that 

you have had in the past?  

 

Esteem Questions:  
 

When people say good things about you, what are they likely to say?  

 

What is it about your life, yourself, and your accomplishments that give you real pride?  

 

How will you know when things are going well in your life and what will you be doing, 

who will you be with, how will you be feeling, thinking and acting?  

 

What gives you genuine pleasure in life?  

 

When was it that you began to believe that you might achieve some of the things you 

wanted in life? What people, events, and ideas were involved?  

 

(Saleeby, D. Strengths Perspective in Social Work Practice, 3
rd 

edition, 2001. P. 89. Contributed 

by Vancouver Coastal Region).  

 
 
Exploratory Questions for Assessing Possible Parental Mental Health Issues:  

 
Asking parents if they have mental illness without insulting/damaging relationship can be 

a very delicate subject due to the stigma of mental illness and fear of losing custody. You 

can reduce stigma by asking whether they have discussed any symptoms they bring up 

with their doctor (or encourage them to do so); and discussing with parent:  

 

¶ that 1 in 5 people will struggle with a mental illness in their lifespan (more common than 

most physical illness); 

¶ talk about parenting being hard for everyone (normalize their struggles);  

¶ then ask parent about specifically about depression/anxiety and provide handout on 

parenting with mental illness and ask if anything stands out, need for psycho education of 

family 

¶ ask about/focus on parent self care and offer referral/support for parent if available  

¶ remember that we are each a "person first"- think about how we are all connected to 

someone with mental illness & how we would want our family member/friend who is 
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struggling with this to be "treated" by professionals & others, then treat parent with same 

dignity/respect. (E.g.: If parent had cancer what supports would we put in place?) 
 

Exploratory Questions for Assessing Parental Insight:  

 

For those parents that seem hesitant to acknowledge they have a disability or acknowledge that 

it is impacting their school aged kids, we can invite dialogue with our observations and 

reflections. Start by being curious about their greatest concerns in the moment and then explore 

these with a series of questions. 

 

¶ Does Johnny get up for school every day on his own? Is he able to make himself nutritious, 

balanced meals so that he has the energy to focus at school? Does he wear clean clothes 

regularly or wear the same ones day after day to school? Does he bathe often?  Does he 

consider how he smells, and how body odor impacts his fellow students?  Does this have an 

effect on him developing friendships with his peers? How can we help him to get off to a good 

start every day? 

¶ How did Johnny come to understand that itôs not his fault that you are depressed (change to 

appropriate word) and sometimes unable to get out of bed? How do you remind him that he 

isnôt responsible for you?  What do you do when he wants to stay home with you when you are 

not well?  Does he ever worry that he could come home one day and find you not there?   

¶ How do you make sure that he doesnôt miss attending school or events that would be good for 
his growth and happiness in order to look after you or younger siblings? How do you think this 

worry impacts him? What do you think Johnny should know about your illness that he doesnôt 

already? 

   

Note: These are just a few curious questions can be gently posed to parents to stimulate insight. 

We wonôt always be successful. When parents are ill, they may have great difficulty staying 

focused on any topic of conversation.  It takes a lot to engage many of these parents so we have 

to pick our times and be patient.  We canôt always help them gain insight but we can try.   
 

Further Clinical Considerations:  Available Resources for the parent (from parentalmentalillness.org)  

1.   Is there a range of services available: crisis intervention (quick response), 

longer-term treatment and rehabilitation as needed, and flexible and continuous family supports? 

2.   Are there adequate resources for psychiatric treatment for the parent?  

3.   Are there community programs which provide advocacy services? (In areas such as disability income, 

housing, child custody issues, employment, etc. especially when a relapse has threatened stability of family 

i.e. problems maintaining housing during temporary loss of custody.) 

4.   Is there adequate affordable housing?  

5.   Is flexible, affordable childcare available? 

6.   Are there opportunities for planned respite care?  

7.   Do schools make an effort to help parents support their children in school? (I.e.: notification to parents of 

school absences.) Is there an identified person at the child's school who can actively maintain a positive 

relationship with the parent? 
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 8.   Are parent education and support programs available? Are specific areas of parent training addressed 

which relate to the parent's illness (i.e. advance planning, effect of parental mental illness on children, etc.) 

 9.   Are family planning information and resources readily available? 

10. Is counselling around custody and relinquishment of custody available? 

11. Is couple and relationship counselling available if needed? U     

 12. Are family violence resources available if needed? 

13. Is parenting capacity assessment readily available in the community from professionals who have training 

and experience working with people who suffer from mental illness? 

 

14. Is there expertise in the Community for assessing and treating dual diagnosis (i.e. parents with mental 

illness who also have a substance abuse problem)? 

 

15. Are community agencies (community centres, neighbourhood houses, family place, parent-child drop-

ins, etc.) knowledgeable about mental illness, and able to reach out to and welcome these families? 
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 Parent Service & Support Needs Assessment Summary Form  

 
Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

 

Parent Service & Support 

Needs Assessment 
 

From Impact of Parental Mental Illness 

Summary Form for Clinicians 
Page 1 of 1 

 

WHAT ARE THE PARENTôS NEEDS FOR: 

Treatment/ medication/ professional support 

 

Psycho Education 

 

Parenting Knowledge & Skill Development E.g.: Child Development 

 

Practical Needs: 

 

Extended Family/Natural/Peer Support 

 

Other: 
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!ÓÓÅÓÓÍÅÎÔ ÏÆ 'ÅÎÅÒÁÌȾ%ØÔÅÎÄÅÄ &ÁÍÉÌÙ Ǫ .ÁÔÕÒÁÌ 3ÕÐÐÏÒÔÓȭ .ÅÅÄÓ 
 

 While the childôs coping is the primary focus of concern for CYMH Clinicians, getting to 

know the familyôs natural and extended family support system is often very helpful.  These 

family members and close friends can be involved in developing Ulysses Agreements and are 

generally the most responsive support people for the children, particularly in times when the 

parent with mental illness is struggling. Extended family and natural supports often must first 

have their own needs for psycho education and support addressed to enhance the resilience of the 

children in the family.  

 

Whenever possible, best practice encourages CYMH Clinicians to engage and provide support to 

general/extended family and natural supports to assist in strengthening the childôs support 

network. This may include providing psycho educational resource materials and referral to other 

resources such as support groups or helpful websites (When children are in alternated care, 

Foster Parents are often in need of psycho educational resources as well.) The following are 

some questions that can help assess the needs of the child, parent, extended family and natural 

supports. 
 

'ÅÎÅÒÁÌȾ%ØÔÅÎÄÅÄ &ÁÍÉÌÙ Ǫ .ÁÔÕÒÁÌ 3ÕÐÐÏÒÔÓȭ 0ÅÒÃÅÐÔÉÏÎÓ: 

WHAT DO FAMILY MEMBERS/NATURAL SUPPORTS THINK IS THE IMPACT 

OF THE PARENTôS MENTAL ILLNESS ON CHILDôS NEEDS FOR: 

Physical health and safety? 
 

Responsive emotional care, self-esteem and well-being? 
 

Coping ability development- stress/feelings management? 
 

Stable, secure home life/base? 
 

Socialization, guidance and support? 
 

Education, development and stimulating learning environments? 
 

Healthy exploration & experimentation? 
 

Behavioural limits, boundaries, structure, routine and consistency? 

Daily ñleisure/playfulò activities and healthy levels of responsibility? 
 

Other: (E.g.: childôs special needs) 
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Assessing the Impact of Psychosis upon the Family: Exploratory  Questions  

Practical impact 

Á What changes to the family routine have occurred? 
Á Has anyone had to stay home from work recently? 
Á Is it more difficult to do essential daily tasks such as cooking, cleaning? 
Á Has anyone considered moving out when things have become difficult? 
Á Has it been difficult to get to sleep because of his or her behaviour? 
Á When was the last time you had some time to relax and enjoy yourselves? 
Á  

General health 

Á Has anyone been getting sick since the psychosis developed? 
Á Are there any physical health problems in the family? 
Á Has anyone been tempted to use alcohol or drugs to cope?  

 

Cognitive impact 

Á Has anyone been preoccupied with particular concerns about the psychosis? 
Á Are there any bad memories of recent events that stand out? 
Á Does the future ever look hopeless to anybody because of what is happening? 

 

Emotional impact 

Á Does anyone have any regrets about anything that has happened? 
Á Is anyone bothered by feeling scared recently (or edgy, angry, upset, etc.)? 
Á Does anyone have nightmares because of what has been happening? 
Á Has anyone been feeling down or depressed after what has happened? 
Á How much energy does everyone have for doing the everyday things? 

 

Impact on family system 

Á How do you think the family as a whole is coping? 
Á What is the family doing to support each other? 
Á Who would you say is shouldering most of the burden at the moment? 
Á Who would you say is taking the most responsibility for making decisions? 
Á Do you have the chance to discuss together the best way to deal with things? 
Á Does anyone find that it is preferable to stay away from the house these days? 

 
(From J. Addington & P. Burnett, Working with Families in the Early Stages of Psychosis, in J.F.M. 

Gleeson and P.D. McGorry, Psychological Interventions in Early Psychosis, 2004.) 

 
Impact on child(ren) 

¶ How do you think the child(ren) is coping? 

¶ Who is the childôs greatest support person? 
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Assessing Knowledge about Psychosis: Exploratory Questions for Family Members  

Previous experience 

Á Have you had any previous experience with other people with psychosis? If so, how did 
that compare with the current situation? 

Á What did you know about psychosis before your relative became unwell? 
 

Previous information provided 

Á What opportunities have you had to find out about psychosis? 
Á Have you been given any written information? 
Á Do you have any questions about any of it? 

 

Symptom/behaviour knowledge 

Á What do you think are the major symptoms of psychosis that your relative is 
experiencing? 

Á Is there anything about your relativeôs behaviour that doesnôt make sense? 
 

Explanatory model 

Á What do each of you think caused the psychosis?  Youôve been given the doctorôs view; 
do you have a different idea about where the psychosis came from? 

 

Prognosis 

Á How does the future for your relative look (over the short and the long term)? 
Á What medication is your relative taking? 
Á What have you been told about how these medicines work? 
Á What do you know about the additional treatments your relative has been receiving? 
Á Are there any other forms of treatment that you wish your relative was receiving? 

 

Perception of risk 

Á Do you have any concerns that your relative could be in any danger of self-injury? 
Á Do you ever worry that your relative could be a threat to anyone? 

 

Other 

Á Families sometimes have their own opinions even after talking to the doctors.  Is there 
anything you disagree with ï for example, the diagnosis or the treatments selected?  

 

(From J. Addington & P. Burnett, Working with Families in the Early Stages of Psychosis, in J.F.M. 

Gleeson and P.D. McGorry, Psychological Interventions in Early Psychosis, 2004.) 

¶ What do you think is the child understands about their parentôs mental illness? 
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 General/Extended Family & Natural Supports Needs Assessment Summary 

Form  

 
Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

 

General/Extended Family & 

Natural Supports Needs 

Assessment 
From Impact of Parental Mental Illness 

Summary Form for Clinicians 
Page 1 of 1 

 

WHAT ARE MEMBERS OF FAMILY/NATURAL SUPPORTS NEEDS FOR: 

Psycho Education (specify types- mental illness symptoms, impact on child, advance 

planning, etc) 

 

 

Parenting Knowledge & Skill Development E.g.: Child Development 

 

 

Support E.g.: Community Resource Info/Referral 

 

 

Practical Needs: 

 

 

Other: 
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C. SERVICE INTERV ENTION PLAN  

 

This section of the Guide includes Service Provider Service Plan Checklists (for Child/Youth, 

Parent and Extended Family/Natural Supports) to assist Clinicians with planning, sequencing 

and timing of interventions.  The assessed ñLevel of Need/Urgency of Response Requiredò will 

largely inform the Service Plan, though Best Practices recognize that the unique needs of 

children and families and each Clinicianôs own therapeutic practice and resources should 

ultimately direct the intervention provided to the child and family. COPMI often require a great 

deal more support than CYMH Services mandate and funding constraints allows, especially 

Comprehensive ñWrap Aroundò Type Services.  

Best Practice Service Planning  
 

Ideally, Service Plans should consider the complex long term needs of these children and their 

families throughout the Child/Youthôs Developmental Stages and Familyôs Lifespan such as:  

¶ Early identification by all Service Providers 

¶ Early intervention including Parent-Infant Attachment/Bonding Support and Coaching 

¶ Positive Parenting Skill Development and Parenting Support 

¶ Comprehensive Wrap Around Type Services 

¶ Varying needs for Psycho Education  matching childôs interest & development 

¶ Opportunities for Socialization, Recreation and Peer Support 

¶ Stress Management, Mood Regulation and Problem-solving Skill Development 

¶ Addressing General Developmental Delays and Educational Difficulties 

¶ Mitigating Post Traumatic Stress Disorder symptoms and unresolved emotions 

¶ School, Academic and Liaison Support 

¶ Encouraging Development of Natural Supports/Social Network 

¶ Psycho Education of Extended Family and Natural Supports 

¶ Ever-evolving Ulysses Agreements (Advance Planning for Children When Parent Unable) 

¶ Quick Response: Debriefing/Counselling/Therapy for Children & Family and Flexible, Long 

Term Follow Up by Clinician (known to family) When Parent Experiences a Relapse 

¶ Regular Communication/Consultation with Care Team (Integrated Case Mgt.) 

¶ Minimizing inappropriate Caregiver responsibilities  

¶ Referral to and Assistance Navigating Other Systems/Needed Resources 

¶ Assistance with Accessing/Securing Respite Care and Homemaker Services over time as needed 

to address Child Protection concerns 
 

 

(Adapted from Vancouver Community Service Providers, Advance Training on Supporting 

Families with Parental Mental Illness)   
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While it is not the responsibility of CYMH Clinicians to provide all of these services, their 

advocacy with other systems and Service Providers can often activate a more comprehensive 

approach for COPMI.  

 

CYMH Clinicians can often greatly assist COPMI by: 

 

¶ providing strength-based, family-focused service: such as assisting with the development 

of Ulysses Agreements;  

¶ providing needed Psycho Education for the whole family* 

¶ helping children develop emotional regulation and problem-solving skills**; and  

¶ facilitating referrals to other Community Resources for social and recreational 

opportunities. 

 

 

*It must be noted that psycho education though important is not a remedy for COPMI.  
CYMH Clinicians can do a great deal to help these children build resilience by providing psycho 

education as it is one of the tasks that fits the CYMH mandate. 

 

** Note: As these skill-building intervention tools are among those frequently provided by 

CYMH Clinicians, additional resources have not been included in this guide. All resources in 

this Guide are specific to COPMI though Clinicians are encouraged to utilize general resources. 

 

The Service Plan includes Relapse Planning information and Relapse Support: Quick Response 

and Follow Up though all tools in this section may not necessarily be utilized. The Relapse 

Planning includes Ulysses Agreement information and links, while the Relapse Support provides 

a Checklist of Best Practices to ensure the needs of the Child are met/responded to promptly 

E.g.: Counselling/Debriefing and Referral for Child Respite Care. Items such as reviewing and 

updating the Ulysses Agreement as family needs change over the familyôs life span are also 

included. 
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Child/Youth Service Plan Checklist  

 Develop Individualized 
Child Support and 
Education Plan  

Based on Child Needs Assessment Checklist address prioritized 
areas of need, goals and desire for help. When possible, refer to 
community resources addressing areas of support Clinician not able 
to provide.  

 Review supports through 
School, Community and 
other Services  

If child meets mandate of other programming (E.g.: Super Saturday 

Club or Child Psycho Educational Group) ask parent to fill out referral 

to help child access this; and facilitate other appropriate 

service/program referrals. 

 Develop Lists of Self Care 

Strategies & Strengths 

Develop/document list of child/youthôs Self Care Strategies and 

Strengths and provide copy to child. 

 Develop list of Supports Identify support people in childôs life they can rely on and who they can 
talk to, particularly in times of stress. Provide child copy. 

  Assist with Emotions 
Management Skill 
Development 

 Provide education, coaching and resource handouts on each area of 
need including stress, anxiety, depression, anger management and 
problem-solving. 

 Cover Essential Psycho 

Educational Elements  

 

 

 

 

-Not only child of parent with mental illness 
-not to blame for parentôs illness 
-canôt control or fix it  
-illness is not contagious  
-all feelings about it are okay,  
-right to feeling safe/get help  
-feelings mgt. skill development- goal: ñI can copeò  
-provide education on signs, symptoms & treatment of mental illness (if 
appropriate developmentally) 
-provide strategies for dealing with stigma  
-discuss home life- family belonging, roles/contribution to family 
-help child focus on own needs, interests and learning 

 Provide Comprehensive 

Psycho Education on 

Parental Mental Illness 

(PMI)  

Provide Psycho Education on Parental Mental Illness matching Child 
Developmental level using tools found in Resource section of this 
Guide. Also provide parent/caregiver with copies of handouts Clinician 
may use with children.  

 Develop list of childôs 

interests 

Explore areas of strength as well as interests and identify available 
leisure, recreational, art/craft programs and activities matching 
interests. Provide referral/access support if needed. 

 Social skill development Provide education & coaching to child on social skills-building to 
expand circle of support (with peers & adults) 
 

 Vancouver Community  

Child & Youth Mental Healt h 

Servicesô 

Children of Parents with Mental 

Illness  

Best Practice Guide  

Page 1 of 1  

Child/Youth Service 

Plan Checklist  
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Parent Service Plan Checklist  

 
  

 Provide Inclusive Practice Whenever possible, invite the parent to bring their own support person 
(family member or natural support) to meetings.  Explain the value of 
inclusive practice and provide psycho education about needs of COPMI 
families to improve outcomes.  If possible, hold meetings in client-
preferred setting. (E.g.: family home) 

 Develop Individualized 

Parent Support and 

Education Plan 

Based on Parent Self-Assessment Checklist (page 51 of this Guide) 
address prioritized areas of need, goals and desire for help. When 
possible, refer parent to other resources addressing areas of support 
Clinician not able to provide.  

 Review support through 
Adult MH and Rehabilitation 
Services  

If parent uses Adult MH Services, request release of information to 

clarify MH Worker Roles and support Recovery-Relapse Prevention 

Plans E.g.: identifying early warning signs of relapse and advance 

planning.  

 Lists of Parent Self Care 

Strategies, Strengths & 

Supports 

Develop/document lists of Parent Self Care Strategies, Strengths & 

Supports (professional & natural/extended family) and provide parent 

copies. 

 Parent Emotions 

Management Skill 

Development 

 If desired, provide parent educational resource handouts on each area 
of need including stress, anxiety, depression, anger management and 
problem-solving. Also provide feelings management handouts for 
children if desired by parent. 

 Parent Education on Impact 

of Parental Mental Illness 

(PMI) on Children and How 

to Talk to Children about 

PMI 

Provide Parent Education on (potential) Impact of Parental Mental 
Illness (Depression/Anxiety) on Children including help distinguishing 
the normal stress of parenting role from symptoms of their illness. Give 
parent resource handouts: e.g.:  
-Helping Children Understand Mental Illness: A Resource For Parents 
And Guardians 
-Parenting with a Mental Illness: Positive Parenting & Child Resilience 
Also provide copies of handouts Clinician may use with children. 

 Positive Parenting 

Strategies Education and 

Coaching 

Provide Positive Parenting Strategies Education, including clarifying 
their parental role and setting realistic expectations for their children; 
differentiating normal development in children from early signs of a 
mental health problem; improving parent-child communication/bond; and 
building their set of child management skills.   

 
Vancouver Community  

Child & Youth Mental Health 

Servicesô 

Children of Parents with Mental 

Illness  

Best Practice Guide  

Page 1 of 2  

Parent Service Plan 

Checklist  
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Vancouver Community  

Child & Youth Mental Health Servicesô 
Children of Parents with Mental Illness  

Best Practice Guide  

Page 2 of 2  

Parent Service Pl an 
Checklist  

 Attachment-based 

Interventions/Sensitivity & 

Atunement Educational 

Training & Coaching (Parent 

of 0-3) 

To reinforce competent, empathic, contingent parent behavioural 

responses creating safe, secure, regulating base for child. E.g.:        

¶ Speak for the Baby (coaching technique) 

¶ Feeding Your Baby with Love (educational video) 

¶ Watch, Wait & Wonder (Attachment Psychotherapy) 

¶ The Seattle Approach (Attachment & CBT) 

 Child Developmental Stage 

Education and Coaching 

(Parent of 6 mos.-18 yrs.) 

 Provide parent Education on Developmental Stage tasks for age of their 

children and supply parent coaching as needed. (e.g.: Toddler needs: to 

increase sense of control & autonomy; lead and direct play; have least 

restraint principle limit-setting; structuring of negotiation process and 

good quality communication- recognizing, verbalizing/labelling feelings 

and wants of child) Give parent handouts/resources on their childôs 

developmental stage. 

 Provide Resources for 

and/or Help Developing 

Ulysses Agreement Plan  

If relapse is likely to require alternate care of child: 
Discuss the concept of the ñUlysses Agreementò ï that planning for the 
care of children in the event of relapse allows the parent and child to 
have a voice in what they want to happen before relapse occurs and are 
more likely to have their plan followed. Also discuss how giving their 
support network permission to intervene early helps the parent and 
child. By actively planning for care less disruption for the child and better 
long-term outcomes can be achieved. 

 Referral to Other MH 

Resources & Support 

Programs 

Adult MH & Rehabilitation Services, Canadian Mental Health 

Association, Mood Disorder Association, BC Schizophrenia Society, 

other: 

 Referral to MH Web 

Resources 

www.heretohelp.bc.ca ; www.upennrrtc.org ; 

www.parentalmentalillness.org  

other:_______________________________ 

 Referral to other Community 

Resources and Programs 

Practical help such as food banks, income support, 
(education/employment), subsidized housing, subsidized 
transportation/recreational expenses, advocacy, play groups, Super 
Saturday Club for child and childcare resources. List referrals provided: 

 Referral to Parent or Peer 

Support Group/ Program 

(if desired and accessible)Name of group/program: 

 Other Interventions: 

__________________ 

Describe: 

_______________________________________________________ 

http://www.heretohelp.bc.ca/
http://www.upennrrtc.org/
http://www.parentalmentalillness.org/
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Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental 

Illness  

Best Practice Guide  

Page 1 of 1  

General Family &  
Natural Supports  

Service Plan Checklist  
 Psycho education on 

role importance 
 

Discuss with adult family member/natural support the 
importance of support to childôs resilience.  
 

 Psycho education on 

mental illness and its impact 

on parenting/child 

Assess adult family members/natural supports own psycho 

educational needs and refer to resources for same.  E.g.:  

BCSS Family to Family program;  

Grandparents Re-parenting program; 

Handouts in this Guide- How to Talk to Kids about PMI,  

web links- www.heretohelp.bc.ca Family Toolkit,  

Supporting Families with Parental Mental Illness- Impact on  

Child www.parentalmentalillness.org  

 Advance Planning 

Resource Handouts 

Provide Ulysses Agreements handouts and web links. 

www.parentalmentalillness.org 

 Parenting Knowledge 
& Skill Development  

Provide information and handouts on positive parenting  
Strategies, child development and list of available community 
support and educational groups, programs and resources.  

 

 Community 
Resources Information and 
Referral 

 

If family has practical needs, provide access information and 
referrals as desired. E.g.: food banks, income support, 
(education/employment), subsidized housing, subsidized 
transportation/recreational expenses, advocacy, play groups, 
Super Saturday Club for child and childcare resources. List 
referrals provided:  

 

 Review areas of 

potential need for child and 

the parent/family/supportôs 

plans to help meet these 

needs 

Physical health and safety;  
Responsive emotional care, self-esteem and well-being; 
Coping ability development- stress/feelings management; 
Stable, secure home life/base;  
Socialization, guidance and support;  
Education, development and stimulating learning 
environments; Healthy exploration & experimentation;  
Behavioural limits, boundaries, structure, routine and 
consistency;  
Daily ñleisure/playfulò activities and healthy levels of 
responsibility; Other: (E.g.: childôs special needs) 
 

http://www.heretohelp.bc.ca/
http://www.parentalmentalillness.org/
http://www.parentalmentalillness.org/
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Early Intervention & Relapse Planning Checklist  

 
Vancouver Community  

Child & Youth Mental Health Servicesô 

Children of Parents with Mental 

Illness  Best Practice Guide  

Page 1 of 1  

Family Support:  
Early Intervention & Relapse 

Planning  Checklist  
 Child/family experience Discuss with the family how the parent first got help for child and 

parent (e.g.: MH treatment) and how long it took. Ask the family 
about the factors that were helpful (and those that werenôt helpful) 
in getting help/ treatment. 
Provide an overview of Supporting Families with Parental Mental 
Illness: Appreciating Parent Support Needs (Page 25 & 26 of this 
Best Practice Guide). 

 Early intervention Describe how Early Intervention is not just about getting seen 
sooner ï but developing service plans that encompass a strength-
based, family-focused emphasis on recovery and the well-being of 
the entire family.  

 Duration of parentôs 

untreated psychosis 

Discuss that one of the goals of Early Intervention is to reduce the 
impact of Parental Mental Illness on children and help parent get 
into treatment sooner. Discuss the concept of ñduration of 
untreated psychosisò and how shorter DUP is associated with 
better outcomes for parents and children. 

 Psycho Education Emphasize that children learning about parental mental illness and 
early intervention is associated with better outcomes and improved 
quality of life for the whole family. 

 Ulysses Agreements Discuss the concept of the ñUlysses Agreementò ï that planning for 
the care of children in the event of relapse allows the parent and 
child to have a voice in what they want to happen before relapse 
occurs and are more likely to have their plan followed.  
Also discuss how giving their support network permission to 
intervene early helps the parent and child. By actively planning for 
care better long-term outcomes can be achieved. Give the parent 
and family the handout ñUlysses Agreements ò. 
www.parentalmentalillness.org 

 Relapse prevention Explain that through sustained treatment during the critical period, 
the risk of relapse will be reduced but not eliminated. By reducing 
the duration of untreated psychosis/relapse, the likelihood of good 
prognosis is increased and results in the least disruption for the 
child and family life. 

 Family Toolkit Handout or 

Web Link 

Give the parent and family the Family Toolkit handouts:  Early 
Warning Signs, Relapse Prevention Plan Form and Planning 
information, or provide link to www.heretohelp.bc.ca website for 
Family Toolkit. 

 Stress Management Provide training and handouts (those preferred by individual 
Clinician) for entire family if desired or refer to appropriate 
Community Resource for same. 

 

http://www.parentalmentalillness.org/
http://www.heretohelp.bc.ca/
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Relapse Support: Quick Response and Follow Up Checklist  

 
Vancouver Community  

Child & Yo uth Mental Health Servicesô 

Children of Parents with Mental Illness  

Best Practice Guide  

Page 1 of 2  

Relapse Support:  

Quick Response and 

Follow Up Checklist  

 Assess practical needs of 
children 
 

 Provide Debriefing-
counselling 
 

 Referral for Respite Care if 
needed 

Ask if an immediate response was made to the children when 
parent suffered a relapse of symptoms.   
Find out if a Ulysses Agreement has been established and if steps 
are being followed. 
Ask who/where child is staying while parent is experiencing 
disabling symptoms/in hospital. (Provide referral for Respite if 
family is unable.) 
Discuss what a relapse is with children and ask for their 
questions/concerns.  
Provide information to children and alternate caregivers.  
Explain that early intervention, medication review and psychosocial 
treatments all help reduce the length of relapse. Also, involving 
families in education and the treatment process can help prevent or 
reduce stress of future relapse. 

 Assess for any PTSD 
symptoms in child 

Assess for any Post Traumatic Stress symptoms in child and 
provide treatment as needed. 

 Parental Absence Ensure the child is kept informed of parentôs well being during 
hospitalization or absence.  Ask about visitation arrangements and 
advocate for this if desired by child and parent.  
Inquire if Family Doctor is willing to talk to child about issues 
relating to parent hospitalization and treatment. 

 Psycho Educational 

Review 

Ask child and family if there are more psycho educational needs at 
this time e.g.: is child interested in more in-depth info appropriate to 
growing developmental level. Provide additional psycho education 
as desired by child and family. 
 

 Stress Management Discuss importance of stress management for the entire family. 
Review what was covered in any prior stress management sessions 
with family or provide resources as needed. 
 

 Foster Parent Linkage If applicable (child in care) inquire about support and psycho 
educational needs of foster parents to better support child. Provide 
handouts to assist caregivers with supportively talking to children 
about parental mental illness. 
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Children of Parents with Mental Illness  

Best Practice Guide  

Page 2 of 2  

Relapse: Quick 

Response and Follow Up 

Support Checkl ist  

 Assess duration of 

parentôs untreated 

psychosis  

Ask family to reflect back on the development of the parentôs first 
signs of relapse. Ask about changes in behaviour, thoughts, and 
feelings before the psychosis developed. What did they notice was 
different? What did the family notice was different?  

 Review Parentôs Relapse 

Prevention Plan and Early 

Warning Signs 

Revisit the Parentôs Relapse Prevention Plan with the parent/family. 
Mention that this needs to be reviewed regularly (at least every 
three months) but more often if there is a change to: medication, 
stress levels, treatment team, worsening of symptoms or changes 
in support network.  
Explain that prior to relapse there are usually similar non-specific 
changes before the psychosis appears which are called ñearly 
warning signsò. Warning signs are often the result of being under 
stress. Explain that often all that is needed to reduce these warning 
signs are some strategies to help reduce stress. Inform the 
client/family that sometimes the warning signs will be the same as 
they were before the first episode; however, sometimes these 
warning signs can be completely different (or unnoticeable to the 
family). Therefore, it is important that they monitor for all types of 
warning signs (even types that they havenôt experienced).  
Provide Family Toolkit handout on Early Warning Signs and 
Relapse Prevention Plan or web link: www.heretohelp.bc.ca 

 Review and Update 

Ulysses Agreement 

Revisit the Ulysses Agreement with the client/family. Mention that 
these need to be reviewed regularly but more often if there are 
changes in support network.  
Consider modifying this agreement to improve response and reduce 
child disruption in the future. Stress the importance of open 
communication between parent, family and supports about early 
warning signs and the use of strategies to prevent relapse. Discuss 
how it is important to err on the safe side and how itôs okay to have 
false alarms. 
Fill out Updated/Revised Ulysses Agreement for parent, give them 
and all those named in the agreement a copy and keep one on 
childôs file. 

 Prevention of Future 

Occurrences of Relapse  

Discuss the possibility that relapse still might occur and how early 
intensive treatment can reduce severity of relapse. 
Explain that through sustained treatment during the critical period, 
the risk of relapse will be reduced but not eliminated. By reducing 
the duration of untreated psychosis (both the initial episode and any 
relapses), the likelihood of good prognosis is increased and results 
in the least disruption for the child and family life. If possible, assist 
parent to fill out Relapse Prevention Plan. 

 

 

http://www.heretohelp.bc.ca/
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ULYSSES AGREEMENTS: An Overview  

http://www.healthservices.gov.bc.ca/mhd/pdf/supporting_families.pdf 

Support for Advance Planning: The Ulysses Agreement 

! ¦ƭȅǎǎŜǎ !ƎǊŜŜƳŜƴǘ ƛǎ ŀƴ ŀŘǾŀƴŎŜ ǇƭŀƴƴƛƴƎ ŘƻŎǳƳŜƴǘ ǿƘƛŎƘ ǇŀǊŜƴǘǎ ŎƻƳǇƭŜǘŜ ǿƘŜƴ άǿŜƭƭέ ǿƛǘƘ ǘƘŜƛǊ 

community team (informal & formal supports) to direct care of their children, should they become ill. 

For example, it gives a parent at risk for relapse, the assurance that the support team will monitor and 

respond to early warning signs in ways s/he would approve. While it is not a legal document and 

depends on good faith, just going through the advance planning process has many benefits.  

Advantages of making a Ulysses Agreement όŀ ŎŀǊŜ Ǉƭŀƴ ŦƻǊ ŎƘƛƭŘǊŜƴ ƛƴ ŎŀǎŜ ƻŦ ŀ ǇŀǊŜƴǘΩǎ ǊŜƭŀǇǎŜύ ŀǊŜ 

that it: 

¶ honours the parent as a good parent at times when they are unable to parent  well 

¶ addresses the needs of children for ongoing care, consistency and predictability  

¶ ƘŜƭǇǎ ŎƘƛƭŘǊŜƴ ƘŀǾŜ ŀ ǾƻƛŎŜ ŀōƻǳǘ ǘƘŜƛǊ ǇŀǊŜƴǘΩǎ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŀƴŘ ǇǊƻǾƛŘŜǎ ŀ ƳŜŎƘŀƴƛǎƳ ŦƻǊ 
them to act in a way that maintains connection and support  

¶ helps parent understand the impact of his or her mental illness may have on their child 

¶ empowers parent and enables them to have their wishes, concerns and intentions be clearly 
known before they may be feeling out of control with their illness 

¶ ŀƭƭƻǿǎ ǇŀǊŜƴǘ ǘƻ ƳƛƴƛƳƛȊŜ ŘƛǎǊǳǇǘƛƻƴ ŦƻǊ ǘƘŜ ŎƘƛƭŘ ōȅ ŎƻƳƳǳƴƛŎŀǘƛƴƎ ŀōƻǳǘ ǘƘŜƛǊ ŎƘƛƭŘΩǎ 
particular needs 

¶ assists the parent to identify and build their support network by opening up therapeutic 
conversations about their illness and its impact on their family fosters increased commitment 
ŀƴŘ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ŦǊƻƳ ǘƘŜ ǇŀǊŜƴǘΩǎ ƴŜǘǿƻǊƪ ƻŦ ǎǳǇǇƻǊǘ  

¶ helps their support people to take action in the moment (support people often say they feel 
ƳƻǊŜ ŎƻƴŦƛŘŜƴǘ ǘƘŀǘ ǘƘŜȅ ŀǊŜ ŘƻƛƴƎ ǘƘŜ άǊƛƎƘǘ ǘƘƛƴƎέ ǿƘŜƴ ǘƘŜǊe is a plan in place)  

¶ allows the parent to determine amount of information to be shared with support network 
rather than leaving this to the sole discretion of mental health workers during a crisis 

¶ helps support people to understand that the illness is causing the problem (e.g.: a lack of insight 
in the moment of relapse) and allows for easier reconciliation afterwards if the parent tries to 
rescind consents or refuse intervention  

 

Components of a Ulysses Agreement include:  

¶ the nature of the mental health problem 

¶ typical symptoms noticeable in the parent  

¶ early warning signs of illness onset  

¶ what parental wellness looks like 

¶ the strengths of the patient parent 

¶ information about the children and any special needs   
 specifies plans for the children if the parent becomes ill. 

 

 

http://www.healthservices.gov.bc.ca/mhd/pdf/supporting_families.pdf
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The following is an excerpt from Lees, Robert & VanVolkingburgh, Sharon (2002) Supporting 

CŀƳƛƭƛŜǎ ǿƛǘƘ tŀǊŜƴǘŀƭ aŜƴǘŀƭ LƭƭƴŜǎǎ ά!ŘǾŀƴŎŜŘ tƭŀƴƴƛƴƎέ  

http://www.healthservices.gov.bc.ca/mhd/pdf/supporting_families.pdf 

 

Ulysses Agreements: 

Care of Children  
A basic model of an advance plan for the care of children in case of a parentôs mental illness relapse 

should include the following elements:  

 

Date and Support Team: List the date of the agreement and the people named in the agreement with 

their phone numbers. The date is important because this agreement should be frequently reviewed, as 

the information may change.  

 

Purpose: The purpose of this agreement is to provide a clear set of guidelines for actions to be taken 

by members of the support system if the person making the agreement exhibits symptoms of the 

illness, which may interfere with the ability to provide necessary care to the children.  

 

Symptoms: List the symptoms that the person making the agreement would like others to notice and 

respond to, and describe the most helpful way to respond. Often it is the children who first notice a 

worsening of symptoms in their parent, and they need to know how to get help quickly.  

 

Strengths: Take the time to listen, understand and note the usual parenting style. This is also a great 

opportunity to share the strengths of the parent and their capabilities. For others it will be important 

to have the context of the parent and what ñnormalò looks like. We all have different ways to be 

ourselves and to parent this is a place to anchor that aspect of the parent.  

 

Communication: Record how the writer would like to deal with the issue of confidentiality, and 

attach a signed consent by the writer giving permission for various people on the contact list to share 

information with others. Even with consent, no more information than is necessary for the 

implementation of the agreement should be shared. The action plan can describe whom the writer 

would like contacted, the planned order of contact and response, as well as instructions about 

treatments or medications that have been helpful in the past. 

 

Plan of Action: Record the actions the writer requests others to take, including provision of support 

services, for the implementation of this plan. It is often useful at this stage to consider three levels of 

planning:  

 Support Actions: Activities at this level are activities like taking over a casserole, helping to 

do a major clean of a home, going with someone to get groceries. It is the kind of activities that 

would happen if someone in the family had a major flu or broken arm etc.  

 Intervention Actions: Activities at this level would require a more organized and significant 

involvement. Activities could be grandparents taking the children for the weekend, supporting 

someone attending a doctorôs appointment, supporting someone develop a daily family management 

plan, etc.  

 Respite Actions: Activities at this level would require that a plan of where the children will 

stay for a week or more would need to be addressed.  

 

http://www.healthservices.gov.bc.ca/mhd/pdf/supporting_families.pdf
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Childcare Information: Record the writerôs wishes for the care of the child, including any 

information about allergies, special needs, favourite foods or toys, daily routines, etc.  

 

Involve the Children: Children can be a valuable resource to include in the agreement. They are 

often well aware of their parentôs symptoms and, depending on their age, could be the first to put the 

agreement into action when necessary. Involving children could increase their feeling of security as 

well as their compliance with the agreement.  

 

Cancellation: Describe the manner in which the agreement can be cancelled. The agreement is 

written expressly so that it cannot be easily cancelled when the writer is acutely ill. It is important 

that the process of cancellation requires a period of time and a set of steps. (Note: this may pose a 

problem for some professionals who are unable to enter an agreement that does not allow for 

cancellation within a shorter specified time. It should be noted that this is an informal rather than a 

legally binding agreement, based on good intentions, and wording to that effect should be included.)  

 

Periodic Review: Describe the manner in which the agreement will be reviewed (at least annually, as 

well as after each time the agreement is used). During the review, a copy of the agreement should be 

given to everyone named in it, and each person should be clear about his or her role. A meeting can 

be helpful in that people in the support network become familiar with each other and express their 

care, concern, and support for the family.  
This kind of plan or agreement is not legally binding, and relies on the good intentions of the people 

named in it to carry out the parentôs wishes. Note that legislation regarding child protection 

supersedes such agreements. Social Workers, in the Ministry of Children and Family Development, 

should consult with their supervisors regarding their ability to enter into advance plans. 

 

For Ulysses Agreement Documents, please go to following website links: 

Booklet with Example:  

 

http://www.parentalmentalillne ss.org/Documents/Ulysses%20Agreements%20-

%20Booklet%20of%20information.pdf  

 

Blank Form: (included on next pages of this Guide) or download from: 

http://www.parentalmentali llness.org/Documents/Agreement%20blank.pdf 
Tip Sheet:  

 

http://www.parentalmentalillness.org/child_linkss/Ulysses%20Agreement%20Tip%20Shee

t-Final.pdf 

 

 

 

 

 

 

 

http://www.parentalmentalillness.org/Documents/Ulysses%20Agreements%20-%20Booklet%20of%20information.pdf
http://www.parentalmentalillness.org/Documents/Ulysses%20Agreements%20-%20Booklet%20of%20information.pdf
http://www.parentalmentalillness.org/Documents/Agreement%20blank.pdf
http://www.parentalmentalillness.org/child_linkss/Ulysses%20Agreement%20Tip%20Sheet-Final.pdf
http://www.parentalmentalillness.org/child_linkss/Ulysses%20Agreement%20Tip%20Sheet-Final.pdf
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Ulysses Agreement Blank Form  

 

The Ulysses Agreement For:______________________________ 
A Care, Treatment and Personal Management Plan  

 

Name:   
(Plan 1) Developed, Date: ___________________________ 

 

Review date: ____________________________ 
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This is an agreement between the following people and myself, ____________________  

AND 

 

Name: Relationship: Phone: Email: 

    

    

    

    

    

    

    

    

    

    

    

 

They all have agreed to be members of my support team and to follow the guidelines set out below, to 

the best of their ability.   

Purpose: 

The purpose of this agreement is to provide a clear set of guidelines for actions to be taken by my 

support team if I exhibit any signs of my illness as outlined below.  I appoint 

________________________, as supervisor/s of this agreement to ensure that, as far as possible, it is 

completely implemented.  The primary purpose of this agreement is to ensure that 

___________________________, will be properly cared for with the least amount of interference in 

their daily routine.  My request is that support be given to my child/ren and myself so that I can 

continue to care for them at home.  However, I understand that may not be possible, and I trust that the 

people I have named to make decisions, if necessary, for the care of my children will follow the outlined 

plan.   
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My Diagnosis is: __________________________________________________ 

 

Medications I take: 

 

 

 

 

 

 

 

 

 

What my Child/ren may experience when I am not doing well: 

 

 

 

 

What my early symptoms look like: 
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Strengths: 

 

 

 

 

 

 

 

 

 

 

What I do to keep well: 

 

 

 

Plan of Action 

 

Upon the onset of some of the symptoms of my illness as detailed above, my support team should take 

the following actions: 

- There should be open communication between the members of my support team. Any 
member of my team should speak to me first about his or her concerns, and then contact 
_______________________________. 
 

- The main purpose of this advance plan is to ensure the safety and well being of  
_____________________________________.  I also wish to focus on having a plan that 
allows me to care for my Child/ren and/or pets with supports until such time that I can no 
longer meet their needs as determined by myself and my Ulysses team. 
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The following actions should then be taken: 

1. My case manager ___________________ and my psychiatrist, team doctor,  and I will 
consult for an assessment of my mental status.  Adjustments to medications and any 
adaptations to my care plan will occur. 

2. The child/ren will contact ________________or other helping professionals in their life if 
they feel that I am exhibiting early warning symptoms.  

3. The team will provide increased support through more frequent contact and advocating 
for additional needed services. 

4. If ______________notices any of my early warnings signs he/she will contact the other 
members of my team and put supports in place for the Child/ren and/or pets. 

5. Alternate plan of care for the child/ren and/or pets would be to live temporarily with 
________________________________. 

6. As part of the plan it is important that ________________ or other team member contact 
school personal/others so that they can continue to provide ongoing support. 

7. The team will also work together to advocate to connect the child/ren to familiar 
professional supports. 

 

Medication  

As long as I remain stable, medications will continue to be dispensed to me as needed. Should I exhibit 

any symptoms of illness, this agreement will be reviewed.  

 See above for the list of current Medications as of date: _____________________   

 

 

Medical Records  

I authorize my case manager _________________________  and doctor/s to discuss my mental status, 

current functioning and any other medical information required for decision making with any member of 

my support team, or with any other person responsible for my care.  

 

Cancellation  

As a result of my illness, I might attempt to cancel this agreement. I wish to cancel this agreement only 

in the following way:  

 1. I will inform my case manager or doctor that I want to revoke this agreement.  

 2. My own team psychiatrist will assess me. The purpose of this assessment is to ensure that I am 

not showing any symptoms of my illness. I would like another member of my support team to be 

present. The psychiatrist may consult with another doctor.  

 3. The case manager and I will inform members of my support team of this revocation in writing.  

I expect this cancellation to take approximately two months. Until this process is complete, I want this 

agreement to remain in place.  
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Team Consent to Exchange Confidential Information 

 

I understand the principles and codes of conduct/ethics and confidentiality guidelines surrounding the 

Ulysses process. I agree to take part in the Ulysses process, knowing that I may discontinue my 

involvement with the team at any time.  I understand that in order for the team process to work most 

effectively, it is necessary for all relevant information regarding _________ to be shared among 

members of the team. The purpose of the exchange of information is to allow the team members to 

plan services and respond to the needs of ______________.  Therefore, I hereby give my consent to be 

a part of the team process. In so doing, I recognize that my full participation and cooperation in the 

team process is valued and expected. 

 

Name: Relationship: Phone: Signature: 
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Consent is valid for a period of one year 

 
From: ____________________________ 

 

 

 

 

Addendum to the Advance Plan  

 

Information for: ______________________________________ 

 

Personal Data: 

  Born:       ________________________ 

Personal Health # (Care card):  ________________________ 

S.I.N. #     ________________________ 

Family Doctor:     ________________________ 

Friends:  

- Best friends 
- Boyfriends if appropriate 
- Friends you may have some concern about 

 

Childs Health: 

Concerns: 

 

Medications  Dose:   Times: 
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Daily routine 

Monday thru Friday 

 

 

Weekends/Holidays 

 

 

Chores/Allowance 

 

Special Events, Birthdays and occasions (culture, spiritual, family) 

 

 

School/work 

 

 

Free time hobbies 

 

Dealing with feelings (Happy, Sad, Mad, Scared etc) 

 

Relationships with siblings 

Professional  

Past  

 

Current 

 



83 

 

APPENDIX 1: PSYCHO EDUCATIONAL MATERIALS:  

Many valuable resources for Service Providers and Psycho Educational handouts 

for clients are available on the internet. In this section, web links are provided 

along with informational links to additional resources. 

 

Quick Guide to Resources List for Service Providers  
 

Supporting Families with Parental Mental Illness: A Community Education and Development 

Workshop.  A Training Tool for Communities to Organize Services to Support Families by 

Provincial Working Group November 2002 is available online. Please see their website for more 

resources:  

Tools from The Provincial Supporting Families with Parental Mental Illness Working Group include: 

 

¶ Young Carers Needs Tip Sheet  

¶ Parent Support Needs Tip Sheet  

¶ Ulysses Agreement Tip Sheet (Advance Planning Agreements for Care)  

http://www.parentalmentalillness.org 

 

Also see:  

A Toolkit for Counsellors:  Helping Children Whose Parents Have a mental Illness, Justice Institute 

of BC, June 2002  

 

Children of Parents with a Mental Illness - Children Caring for Parents with Severe and 

Enduring Mental Illness, Evidence Paper no. 5 of the Young Carers Research Group, Centre for 

Child and Family Research, Loughborough University. 
Findings of a two year study by the Young Carers Research Group (in partnership with Rethink, formerly National 

Schizophrenia Fellowship) which looks at the experiences and needs of children who care for parents with mental 

illness, their caring and filial relationships and the nature of professional interventions in these families. 

http://www.lboro.ac.uk/departments/ss/centres/YCRG/publications.html 

 

 

 

 

 

 

 

http://www.parentalmentalillness.org/
http://www.lboro.ac.uk/departments/ss/centres/YCRG/publications.html
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Child Psycho Educational Resources:  

 What Kids Want to Know Series Tip Sheets were developed by Centre for Addictions and Mental 

Health (University of Toronto). Brochures and many valuable resources for children/professionals 

can be downloaded from the CAMH website: 

When A Parent Is Depressed: 

http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_depressed.html 

When A Parent Has Psychosis: 

http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_psychosis.html 

When A Parent Has Bipolar: 

http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_bipolar.html 

 

    

   Additional Child Resources: 

A Therapist Resource Guide by Lisa A. Clarke & Jane Annunziata was published in 2006 by 

Magination Press, Childrenôs Books Division of the American Psychological Association. It is 

provided as a free download as the forward for: Wishing Wellness: A Workbook for Children of 

Parents with Mental Illness by Lisa Anne Clarke (children 6-12 years old) This workbook resource is 

available in many of Vancouver Community Child & Youth Mental Health Services offices. 

http://www.maginationpress.com/441A313.html 

 

 

Books written for Elementary School-Aged Children (available in CYMH offices) : 
 

Someone in My Family Has A Mental Illness by Lyne Brindamore (2000)  

Free download of book available at: 

http://www.parentalmentalillness.org/Documents/Mental_Illness_Workbook.pdf 

 

Wishing Wellness: A Workbook for Children of Parents with Mental Illness by Lisa Anne Clarke 

(2006) 

(for children 6-12 years old).  This workbook resource is available in many of Vancouver 

Community Child & Youth Mental Health Services Offices. The Therapist Resource Guide that 

acts as a forward for the workbook can also be downloaded for free at: 

 http://www.maginationpress.com/441A313.html 

 

Other Books for Elementary School Age Children: 

 

Andrews, B. (2002). Why are you so sad? A childôs book about parental depression. New York: 

Magination Press. 

 

Campbell, B. (2003). Sometimes my mommy gets angry. New York: Penguin Young Readers 

Group. 

 

Craft, S., & Massey, R. (2001). Puzzles, pictures and paper airplanes: What we do when our 

parents get sick. South Carolina: South Carolina Department of Mental Health. [Available 

http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_depressed.html
http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_psychosis.html
http://www.camh.net/About_Addiction_Mental_Health/Mental_Health_Information/when_parent_bipolar.html
http://www.maginationpress.com/441A313.html
http://www.parentalmentalillness.org/Documents/Mental_Illness_Workbook.pdf
http://www.maginationpress.com/441A313.html
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for free download at: http://www.state.sc.us/dmh/schoolbased/puzzles.pdf] 

 

Fensham, E. (2005). Helicopter man. Bloomsbury USA (ages 5-12) [about a dad who has 

schizophrenia] 

 

Lewandowski, L., & Trost, Shannon M.B. (2005). Darcy Daisy and the firefly festival program: 

Learning about bipolar disorder and community. Northville, MI: Ferne Press. 

[www.dreamadifference.com] 

 

Marchetta, M. (2006). Saving Francesca. Random House Children's Books. 

 

McCord, P. (2004). Pictures in the dark. New York: Bloomsbury Publishing. [ages 10-12] 

Sessions, D. (1994). My mom is different. New York: Sidran Press. (ages 4-8; about having a 

mom with multiple personality disorder) 

 

Sobkiewicz, T (1994). Our special Mom and Our special Dad. Children of Mentally Ill Parents, 

P.O. Box 7272, Pittsburg, PA 15213 

Warner, S. (2001). How to be a real person (in just one day). Knopf Books for Young Readers 

(Ages 4-8) 

 

Wilson, J. (1999). The illustrated mum. New York: Delacorte Press. [ages 9-12] 

 

 

Elementary School-Age Books on Parental Trauma / PTSD 

 

Davis, D. (1984). Something is wrong at my house: A book about parentsô fighting. Parenting 

Press. 

 

Kagan, R. (2003). Real life heroes: A life storybook for children. Haworth Press. 

 

Mason, P. (1992). Why is Daddy like he is? A book for kids about PTSD. Patience Press. 
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Young Carers Psycho Education Resources: 

 

 Excerpted from: A Book for Teens and their Therapists written by Dr. Michelle Sherman, 

PhD is also available: 

Iôm not alone: A teenôs guide to living with a parent who has a mental illness. (2006). M. D. 

Sherman & D.M.  Sherman. Edina, MN: Beaverôs Pond Press  http://www.seedsofhopebooks.com 

 

10 concrete things that COPMI youth need: 

 

Å   мΦ wŜŀǎǎǳǊŀƴŎŜ ǘƘŀǘ ǘƘŜȅΩǊŜ ƴƻǘ ŀƭƻƴŜΦ  

Å   нΦ IƻƴŜǎǘ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ ǇŀǊŜƴǘΩǎ ŘƛŦŦƛŎǳƭǘƛŜǎΦ  

Å   3. Information about the illness. 

Å   4. To be told that they are not to blame. 

Å   5. To know that the parent loves them.  

Å   6. To be able to be kids. 

Å   7. Support in knowing how to deal with stigma and their friends.  

Å   8. Safe people to talk to. 

Å   9. Empowerment. 

Å 10. Hope.  
 

Young Carer needs: 

 

Å Recognition of their role;  

Å Support with caring tasks. This is especially important so that they can attend school, 

do their homework,  have time to be with their friends and pursue their own hobbies & 

interests; 

Å Information  about the support available to them and what to do in a crisis;  

Å Emotional support, and especially someone who they can talk to about their feelings; 

Å Education about their parentôs illness and stress management skills to help them cope. 
Å  

 

For more information on resources to support Young Carers, please visit these websites:  

http:// www.parentalmental.org   

http://www.youngcarers.ca/tor.html   

http://www.youngcarers.net   

http://www.swlstg -tr.nhs.uk/service_users/young_carers.asp 

 

BOOKS - Written for Teenagers 

http://www.seedsofhopebooks.com/
http://www.parentalmentalillness.org/
http://www.parentalmentalillness.org/
http://www.youngcarers.ca/tor.html
http://www.youngcarers.net/
http://www.swlstg-tr.nhs.uk/service_users/young_carers.asp
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Bellenir, K. (2006). Mental health information for teens: Health tips about mental health and 

mental illness, including facts about mental and emotional health, depression and other 

mood disorders, anxiety disorders, behaviour disorders, self-injury, psychosis, 

schizophrenia, and more. Omnigraphics. 

 

Caletti, D. (2006). Wild roses. Simon & Schuster. (fictional account of 17 year old girl whose 

stepdad exhibits paranoid, confusing behaviour) 

 

Fischer, J. M. (2004). An egg on three sticks. St Martinôs Press. (fictional account of a teenager 

girl whose mother who deals with psychotic depression) 

 

Sherman, M.D., & Sherman, D.M. (2006). Iôm not alone: A teenôs guide to living with a parent 

who has a mental illness. Edina, MN: Beaverôs Pond Press. www.seedsofhopebooks.com 

 

 

Teenage-books on Parental Trauma / PTSD 

 

Jensen, K. (1989). Pocket change. New York: Macmillan Publishing. (young adult novel about a 

16 year old whose dad has PTSD from Vietnam trauma) 

 

Sherman, M.D., & Sherman, D.M. (2006). Finding my way: A teenôs guide to living with a 

parent who has experienced trauma. Edina, MN: Beaverôs Pond Press 

www.seedsofhopebooks.com 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.seedsofhopebooks.com/
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Parent and General Family Psycho Education Resources:  

 

Needs Overview: 

  

COPMI Parenting Education- from risk to resilience 

¶ Child needs education but who provides and how depends on adults capacity to stay 

focused on childôs needs for info and not their own ñfeelings/angstò 

¶ How much information is dependent primarily on developmental stage. 

¶ Information must demonstrate that adults ñare handlingò whatôs going on and let child 

ñjust be a kidò so he does not feel overburdened or more afraid 

¶ Too much information increases anxiety (must let child ñleadò with questions) 

¶ Child needs ñpermissionò to talk about own feelings- what ñhurtsò not listen to adult 

problems 

¶ Child needs caregivers to have healthy boundaries and confidence in their own coping as 

well as childôs ability to overcome problems (supportive, hopeful messages) 

- Poor boundaries (disclosing adult problems) increase fears/anxiety, confusion, 

guilt, sense of responsibility (role of parent-ified young carer) and fears 

around own coping abilities/mental health 

¶ Child needs relief from family struggles- to be a kid, pursue friendships and  ñplayò 

¶ Child should not be isolated with ill parent- needs permission to ñget awayò 

¶ Child needs multiple sense of belonging to develop ñtrustò 
 
 

Parent Self Assessment Checklist by Dr. Joanne Nicholson, PhD & A.D. Henry, Sc. D was 

developed as part of their work with parents with mental illness at the University of Massachusetts 

Medical School (UMMS), Psychiatry and Family Medicine and the Center for Mental Health 

Services Research.  Joanne Nicholson, Ph.D. has been a clinical and research psychologist for over 

twenty years. Also see her book: Parenting Well. 2005 Strengths Based Solutions, LLC.   

info@parentingwell.info 

  

Parent Tip Sheet/Tool: Parenting with a Mental Illness: Positive Parenting & Child 

Resilience was developed by the University of Pennsylvaniaôs Community Integration Project.   

 (Tip sheet can be found at http://www.upennrrtc.org/resources ) 

The Rehabilitation Research & Training Center Promoting Community Integration of  

Individuals with Psychiatric Disabilities  

Please see their website for other resources: www.upennrrtc.org 
 

Parent Tip Sheet/Tool: Helping Children Understand Mental Illness: A Resource for Parents 

And Guardians 

Parent Information on How to Talk to Kids about Parental Mental Illness from:  
http://www.mhasp.org/coping/guardians.html 

 

BOOKS ï Written for Parents  

mailto:info@parentingwell.info
http://www.upennrrtc.org/resources
http://www.upennrrtc.org/
http://www.mhasp.org/coping/guardians.html
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Beardslee, W. (2003). When a parent is depressed: How to protect your children from the effects 

of depression in the family. Little, Brown & Company. 

 

Beardslee, W. R. (2005). Out of the darkened room: Protecting the children and strengthening 

the family when a parent is depressed. DIANE Publishing Company. 

 

Nicholson, J., Henry, A.D., Clayfield, J.C., & Phillips, S.M. (2001). Parenting well when you are 

depressed: A complete resource for maintaining a healthy family. New York: New 

Harbinger Publications. 

 

Other Resources: 

 

WEBSITES 

 

http://www.mhatexas.org/mhatexasMAIN/57._Talking_to_My_Kids_About_My_Mental_Health

_Concerns.pdf 

Talking to My Kids About My Mental Health Concern s ï Mental Health Association of 

Texas (in both English & Spanish) 

 

http://www.howstat.com/comic/ 

COMIC - Children of Mentally Ill Consumers 

www.copmi.net.au 

COPMI: Children of Parents with a Mental Illness 

www.nnaami.org 

National Network of Adult and Adolescent Children who have a Mentally Ill Parent/s ï 

Australia  

 

http://www.mhasp.org/coping/guardians.html 

http://www.mhasp.org/coping/ (for youth) 

Helping Children Understand Mental Illness: A Resource For Parents And Guardians (A 

project of the Mental Health Association of Southeastern Pennsylvania) 

 

http://www.bcss.org/a_documents/pdf/supporting_families.pdf 

Supporting Families with Parental Mental Illness: A Community Education and 

Development Workshop Manual (British Columbia Schizophrenia Society) 

 

http://www.nmha.org/children/invisibleinfo.cfm 

Invisible Childrenôs Project 

 

http://www.parentingwell.info/index.html 

Parenting Well Project ï Joanne Nicholson, PhD 

 

http://www.pjsforgottenchildren.org/ 

PJôs Forgotten Children 

 

http://www.mhatexas.org/mhatexasMAIN/57._Talking_to_My_Kids_About_My_Mental_Health_Concerns.pdf
http://www.mhatexas.org/mhatexasMAIN/57._Talking_to_My_Kids_About_My_Mental_Health_Concerns.pdf
http://www.howstat.com/comic/
http://www.mhasp.org/coping/guardians.html
http://www.bcss.org/a_documents/pdf/supporting_families.pdf
http://www.nmha.org/children/invisibleinfo.cfm
http://www.parentingwell.info/index.html
http://www.pjsforgottenchildren.org/
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http://www.nami.org/Template.cfm?section=Daughters_and_Sons 

NAMI - Daughters and Sons of Parents with Mental Illness 

 

http://www.schizophrenia.com/family/FAQoffspring.html 

Frequently Asked Questions by Sons & Daughters of People Living with Schizophrenia 

 

http://www.nctsn.org 

Psychological first aid (manual from the National Child Traumatic Stress Network) 

 

http://www.7-dippity.com/other/UWA_war_book.pdf 

Helping children cope with the challenges of war and terrorism [manual for kids ages 7-12] 

By Annette M. LaGreca, Ph.D. et al 

 

http://www.bcss.org/Get_Information/Resource_Materials/RecoveryCupGame.htm 

British Columbia Schizophrenia Societyôs Recovery Cup Game (am educational game 

created to help families of persons with psychosis and the person with psychosis) 
 

 

 

Other Websites and Free downloads for professional, child, youth, parent, natural 

supports:  
 

¶ http://www.parentalmentalillness.org 

¶ http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf 

¶ http://www.heretohelp.bc.ca 

¶ http://www.camh.net 

¶ http://www.upennrrtc.org 

¶ http://www.embracethefuture.org.au/  

¶ http://www.youngcarers.ca/tor.html  

¶ http://www.youngcarers.net   

¶ http://www.swlstg-tr.nhs.uk/service_users/young_carers.asp 

 

 

           

   

 

 

 

 

 

http://www.nami.org/Template.cfm?section=Daughters_and_Sons
http://www.schizophrenia.com/family/FAQoffspring.html
http://www.nctsn.org/
http://www.7-dippity.com/other/UWA_war_book.pdf
http://www.bcss.org/Get_Information/Resource_Materials/RecoveryCupGame.htm
http://www.parentalmentalillness.org/
http://www.mcf.gov.bc.ca/mental_health/mh_publications/supporting_families1.pdf
http://www.heretohelp.bc.ca/
http://www.camh.net/
http://www.upennrrtc.org/
http://www.embracethefuture.org.au/
http://www.youngcarers.ca/tor.html
http://www.youngcarers.net/
http://www.swlstg-tr.nhs.uk/service_users/young_carers.asp


91 

 

  

References/Best Practice Guide Bibliography 

Addington, J. and Burnett, P. Working with Families in the Early Stages of Psychosis, Assessing the 

Impact of Psychosis upon the Family: Exploratory Questions in J.F.M. Gleeson and P.D. McGorry, 

Psychological Interventions in Early Psychosis, 2004. 

Addington, J. and Burnett, P. Working with Families in the Early Stages of Psychosis, Assessing 

Knowledge about Psychosis: Exploratory Questions for Family Members in J.F.M. Gleeson and P.D. 

McGorry, Psychological Interventions in Early Psychosis, 2004. 

Ahern, K. (2000) Interventions for Children of Parents with a Mental Illness. Centre for Mental Health 

Services Research Inc. Perth. 

Australian Infant, Child, Adolescent and Family Mental Health Association (2001) Children of Parents 

Affected by a Mental Illness Scoping Project Report, Mental Health and Special Programs Branch, 

Department of Health and Aged Care, 2001. 

Australian Mental Health Consumer Network, Supporting Our Family Toolkit: Golden Rules for 

Professionals: list generated by Children of Parents with Mental Illness (year?) 

British Columbiaôs Family Development Response (May 2004) reference guide. Retrieved 2008-08-10 

from http://www.mcf.gov.bc.ca/child_protection/pdf/fdr_overview.pdf  

Carmody, S., Clark, C., and Lette, H. (2006) Children of Parents with Mental Illness (COPMI) Project 

Final Report, Ruah Community Services COPMI Project produced by the Health Department, WA Office 

of Mental Health, Australia. 

Clarke, L. and Annuziata, J. (2006) Therapist Resource Guide, (for Wishing Wellness: A Workbook for 

Children of Parents with Mental Illness) American Psychological Association. 

Clarke, L., Vancouver Community Service Provider Focus Group Survey Summary Report 2008 

Vancouver Coastal Health Authority. 

Cowling, V. (1999) Children of Parents with a Mental Illness. Melbourne: Australian Council for 

Educational Research. 

Cuff, R. And Mildred, H. (1998) Parents in Partnerships. Melbourne: Maroondah Hospital. 

Cuff, R. and Pietsch, J. (1997) Peer Support for Children of Parents with a Mental Illness. Melbourne: 

Mental Health Research Institute. 

Darlington, Yvonne, Darlington. Feeney, Judith A., Rixon, Kylie. Interagency collaboration between 

child protection and mental health services: practices, attitudes and barriers. University of Queensland. 

2005 Child abuse and neglect: the international journal. 29 (10) p. 1085-1098 

 

Devlin, J. (1996) Interventions to Help Mentally Ill Parents and Their Children Stay Together. NSW 

Department of Health and Family Services. 



92 

 

Falkov, A (ed) (1998) Crossing Bridges: Training resources for working with mentally ill parents and 

their children. Reader - for managers, practitioners and trainers, London: Department of Health. 

Gopfert, M., Webster, J., Pollard, J. and Nelki, J.S. (1996) The assessment and prediction of parenting 

capacity: A community-oriented approach. In Parental Psychiatric Disorder: Distressed Parents and 

Their Families. Ed M. Gopfert, J. Webster, M.V. Seeman. pp. 271-309 Cambridge: Cambridge University 

Press 

Goodman, Sherryl H. and Gotlib, Ian H (editors), "Children of Depressed Parents: Mechanisms of Risk 

and Implications of Treatment, 2002 American Psychological Association" 

 

Hendrick, V and K Daly, Parental Mental Illness, in N Halfon, E Shulman, M Hochstein and M Shannon, 

eds., Building Community Systems for Young Children, UCLA Center for Healthier Children, Families 

and Communities, 2000. 

 

Kaufman C., Grunebaum H., Cohler B. and Gamer E. (1979) Superkids: Competent children of psychotic 

mothers. American Journal of Psychiatry, 136, 1398-1402. 

Kearney, P., Levin, E., Rosen, G., and Sainsbury, M. (2003) Camden Joint Service Protocol for Children 

& Families Affected by Mental Illness. Social Care Institute for Excellence. Retrieved on August 3
rd

, 2008 

from: www.scie.org.uk/publications/resourceguides/rg01/introduction.asp 

Lancaster, S. (1999) Being there: How parental mental illness can affect children. In V. Cowling (Ed) 

Children of Parents with a Mental Illness. 

Lees, R., Blume, D., Brindamour, L., Chovil, N., Gryba, H., Macnaughton, E., Van Volkingburgh, S. 

(2002) Supporting Families with Parental Mental Illness: A Community Education and Development 

Workshop.  A Training Tool for Communities to Organize Services to Support Families by the Provincial 

Working Group. Co-published by the Ministry of Health Services and the Ministry of Children and 

Family Development, British Columbia, Canada.  

Lidster, W., Hanson, L. (2006) Early Psychosis Intervention (EPI) Provincial Training Site, Fraser South, 

British Columbia, Canada.  Mental Status Exam. (Adaptation). Retrieved on July 7
th
, 2008 from 

www.epitrainingbc.org/epicurriculum/index.cfm?action=carepath 

Lim, Otto.  Vancouver Community Adult Mental Health Service Providers Survey Summary, Vancouver 

Coastal Health 

 

Luntz, J. (1995) The invisible dimension in mental health ï children whose parents suffer from a serious 

mental illness. Australian Social Work, 48, 19-27. 

Maybery, Darryl and Reupert, Andrea, Workforce capacity to respond to children whose parents have a 

mental illness 2006 

 

Miller, J. (1993) Children of people labelled mentally ill: Project summary. Report for the Michigan State 

University College of Social Science. 

Nicholson  J,  Helping Parents with Mental Illness 2007 Behavioral Healthcare, Adult Services 

 

http://www.epitrainingbc.org/epicurriculum/index.cfm?action=carepath
http://www.entrepreneur.com/tradejournals/pub/5DBK.html


93 

 

Nicholson J, Biebel K, Katz-Leavy J, Williams, VF. The prevalence of parenthood in adults with 

mental illness: Implications for state and federal policymakers, programs, and providers. In: 

Manderscheid RW, Henderson MJ, eds. Mental Health, United States, 2002. Rockville, Md.: 

Substance Abuse and Mental Health Services Administration, Center for Mental Health Services; 

2004:120-37.  

Nicholson, J, Ph.D. and Henry, A.D. (2003) Parent Self Assessment Tool in Parenting Well When Youôre 

Depressed 55 Lake Avenue R, Worcester, MA 01655 04140 

Nicholson, J, Sweeny, E, and Geller, J. Mothers With Mental Illness: I. The Competing Demands 

of Parenting and Living With Mental Illness. Psychiatric Services. May 1998. Vol. 49. No. 5.  

Nicholson, J, Sweeny, E, and Geller, J. Mothers With Mental Illness: II. Family Relationships 

and the Context of Parenting. May 1998. Vol.49. No. 5. 

O'Connell, B., Palmer, S. (2003) Handbook of Solution-Focused Therapy (Brief Therapies Series) Sage 

Publications. 

Oyserman D, Mowbray CT,  Allen-Meares P,  Firminger K. Parenting among mothers with a serious 

mental illness.American Journal of Orthopsychiatry 2000; 70:296ï315. 

 

Pietsch, J. and Cuff, R. (1995) Hidden Children ï Families Caught Between Two Systems. Mental Health 

Research Institute. 

Ross, R. (1996) Parental Mental Illness: Policy Advice and Practice. Guidelines for Protective Workers. 

Melbourne: Victorian Government of Human Services. 

Ross V, and Lim O. Vancouver Community Parents with Experience of Mental Illness Survey Report 

Summary 2007 Vancouver Coastal Health 

Saleeby, D. (2001) Strengths Perspective in Social Work Practice, 3
rd 

edition, 2001. P. 89.   

Smith, W. and Nicholls, D.S. (2002) Pathways To Resilience. Children Of Parents With A Mental Illness 

Project Report 

Turnell, A., and Edwards, S. (1999) Signs of Safety: A Solution and Safety Oriented Approach to Child 

Protection. W. W. Norton & Company 

Vancouver Community Service Providers, (2008) Advance Training on Supporting Families with 

Parental Mental Illness, Summary of Best Practices (brainstorm activity) 

Van Volkingburgh, S (2008) Supporting Families With Parental Mental Illness, Workshop Notes, 

Vancouver, British Columbia. 

WA Association for Mental Health, (2000) Families and Children Affected by Mental Illness in the New 

Millennium. Focus Group Findings. 

Werner, E. and Smith, R. (1982) Vulnerable but invincible: a longitudinal study of resilient children and 

youth. Sydney: McGraw-Hill Book Co. 

http://www.alibris.com/booksearch.detail?invid=9709052131&browse=1&qwork=7698377&qsort=&page=1
http://www.alibris.com/booksearch.detail?invid=9692344791&browse=1&qwork=6082283&qsort=&page=1
http://www.alibris.com/booksearch.detail?invid=9692344791&browse=1&qwork=6082283&qsort=&page=1

