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ABSTRACT 

 Parental mental illness is a multifaceted problem for many families, often 

resulting in unique difficulties for the parents, children and the entire family. The 

complex needs and experiences of children of parents with a mental illness (COPMI), the 

parents and the family, often requires a collaborative approach to service provision. One 

specific collaborative initiative is called the Ulysses Agreement program. This study is a 

qualitative evaluation, using the Critical Incident Technique, of the Ulysses Agreement 

program as it has been implemented within the Fraser region of British Columbia, 

Canada. The purpose of this study was to explore what has helped or hindered the 

development of the Ulysses Agreement program in supporting families where a parent 

has a mental illness. Helping and hindering themes were explored from the perspectives 

of five parents with a mental illness, five professionals and one family member, a total of 

11 participants. Interviews were transcribed and then analyzed for critical incidents. A 

total of 452 critical incidents emerged from the interviews, which were then categorized 

into a total of 12 helping and 13 hindering themes. These categories are discussed in 

relation to the literature on parental mental illness and collaborative practice. Specific 

themes of this study include the importance of increased communication and information 

sharing between professionals, the positive effects of establishing strong non-professional 

supports with parents who struggle with a mental illness, the complex challenges 

associated with social stigma towards mental illness, and the importance that mental 

health diagnoses play in the overall success of the Ulysses Agreement program. From this 

research, specific recommendations for professionals are discussed, including 

implications for counselling psychology.      
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CHAPTER 1: INTRODUCTION 

Parental mental illness is a complex and multifaceted issue for many who are 

involved, including the families, mental health practitioners and other professionals. A 

broad definition of mental disorder, according to the Diagnostic and Statistical Manual of 

Mental Disorders is, “a clinically significant behavioural or psychological syndrome or 

pattern that occurs in an individual and that is associated with present distress (e.g., a 

painful symptom) or disability (i.e., impairment in one or more areas of functioning) or 

with a significantly increased risk of suffering death, pain, disability, or an important loss 

of freedom” (American Psychological Association, 2000, p. xxxi). Mental illness as it 

applies to parents has been referred to as, “a wide range of psychiatric symptoms that 

persist over time and are functionally disabling in living skills, social interactions, family 

relationships, jobs, and/or education encompasses conditions such as schizophrenia, 

major depression and anxiety, and bipolar disorder” (Reupert & Maybery, 2007b, p. 362). 

Parents who have serious mental illness (SMI) and their families face unique challenges, 

both within their immediate family system and within society as a whole. Research has 

shown that between 21-23% of children live in homes where at least one parent has a 

mental illness (Maybery, Reupert, Patrick, Goodyear & Crase, 2005). According to 

Beardslee, Wright, Gladstone and Forbes (2007), children who have an affectively ill 

parent have a 40% chance of experiencing an episode of depression by the age of 20, 

which increases to 60% by the age of 25. This is greater than the depression rates within 

the general population, which is between 20-25% (Focht-Birkerts & Beardslee, 2000). 

Mental illness is a rapidly growing area of concern in Canadian health care. According to 

Bassani, Padoin, Philipp and Veldhuizen (2009), approximately 12.1% of children under 
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the age of 12 have a parent with a mental illness. A recent Canadian report states that 

mental illness costs the economy approximately 14.4 billion dollars a year (Mood 

Disorders of Canada, 2006).   

 Due to the complex nature of parental mental illness, including the psychosocial 

affects on children and the family system, various collaborative practices have been used 

to support these families. Collaboratively involving professional and non-professional 

supports around a family where a parent has a mental illness has many benefits, such as 

better holistic services and increased cost-effectiveness (Darlington, Feeney & Rixon, 

2005b). Collaborative practices seek to empower the parent and family members, while 

also emphasizing the importance of prevention and advanced planning. Researchers have 

explored challenges and barriers to collaborative practice in supporting these families; 

some barriers including a lack of resources, a lack of trust and rapport and challenges to 

do with the nature of mental illness (e.g. Darlington, Feeney & Rixon 2005a; Maybery & 

Reupert, 2006).  

 The Ulysses Agreement program is a unique form of collaborative practice that is 

used in British Columbia to support families where a parent has a mental illness. 

Originating from Greek mythology and drawing upon the strengths of collaborative 

practice in general, the Ulysses Agreement program seeks to empower the parent to make 

decisions about them and their children. Its philosophy is that parents are the expert in 

matters pertaining to their family and their own well-being (McKenna, Simpson & 

Coverdale, 2000). Ulysses Agreements seek to form an advanced plan with multiple 

support networks in the event that the parent becomes unwell. By putting a plan into 

written format, which includes the signs and symptoms of their mental illness, the unique 
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needs of their children and a detailed plan of action, the risks and negative outcomes both 

to the parent, and their children, are reduced.  

Although Ulysses Agreements are being used within the Fraser Region of British 

Columbia, there is a lack of empirical research supporting its effectiveness. Therefore the 

purpose of this study was to explore the Ulysses Agreement program from the unique 

perspectives of parents with mental illness, professionals, and family members. This 

study used the Critical Incident Technique (Flanagan, 1954) to ask participants what has 

helped and hindered their agreement. These helping and hindering incidents were 

analyzed and categorized into common themes, and are discussed in relation to the 

relevant literature on parental mental illness and collaborative practice. Based on this 

research, specific recommendations for future practitioners involved in implementing the 

Ulysses Agreement program are also discussed.  
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CHAPTER 2: LITERATURE REVIEW 

Parental Mental Illness 

Maintaining a family focus. Families dealing with parental mental illness have the 

same basic needs as other families. However, they often experience unique challenges. 

Reupert and Maybery (2007b) report that families with parental mental illness report 

lower levels of cohesion and communication. The family unit often experiences 

incredible stress as its members attempt to balance care-giving roles. These authors claim 

that families with maternal mental illness show greater problems in areas such as task 

accomplishment, clarity of roles, affect management, interpersonal involvement and 

behaviour control. Maybery, Ling, Szakacs and Reupert (2005) identified some 

additional challenges that these families face, such as social isolation, financial hardship 

and marital discord. Reupert and Maybery suggest that interventions should take the 

needs of the family unit into consideration. By maintaining a systemic perspective on 

supporting families, where no individual parent or child is targeted as the pathological 

client.   

 The barrier of stigmatization is paramount in the lives of families with parental 

mental illness. Hinshaw (2005) identifies stigma against parents with mental illness as 

operating on multiple levels, in individuals, families, schools, communities, public media, 

and social policy. As a result of the prevailing prejudice against mental illness in 

Canadian society, parents and families are silenced out of shame. Concerning the 

potential effects on children, Hinshaw states, “stigma related to parental mental disorders 

limits help-seeking on the part of the parents and prevents open family discussion and 

provision of support to the offspring, further exacerbating the child‟s risk” (p. 715). This 
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stigma has many implications for collaborative practice. First is countering the stigma 

within the family by encouraging communication between family members, especially 

between parent and child regarding the mental illness. By equipping family members to 

overcome their own preconceived notions of mental illness, they will feel more prepared 

to deal with stigma in the rest of society. At a community level, Hinshaw suggests that 

regular contact between society and those who have mental illness is the most effective 

means of overcoming social stigma. 

The needs and experiences of children. A study by Bassani, Padoin, Philipp and 

Veldhuizen (2009) used a national survey to estimate the total number of Canadian 

children who are exposed to parental mental illness. These researchers used the World 

Psychiatric Health Composite International Diagnostic Interview (WMH-CIDI) to 

determine the existence of a psychiatric illness, with a minimum prevalence of 12 

months. The diagnosis of a mental illness for this study did not include diagnoses of 

substance abuse, psychosis or personality disorders, as they are described in the DSM-IV 

TR (APA, 2000). Estimates were determined on the total amount of children under the 

age of 12 who had a parent with a mental illness. These researches used a two-stage 

stratified cluster design, with a total sample of N = 36,984 non-institutionalized 

individuals who were at least over the age of 15. The mean age of the same was 43.7 

years, and 50.7% of participants were women. It was revealed that out of the 4.5 million 

children under the age of 12 in Canada, one in every ten live with a parent who has a 

psychiatric illness, and one in six lives in the same house with at least one individual who 

has a psychiatric illness (not necessarily the parent). According to these researchers, this 

means that almost 570,000 Canadian children under 12 experience having a parent who 
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has a mental illness (12.1% of all children under 12). Furthermore, these researchers state 

that over 75% of these children have parents who have received no mental health services 

in the previous 12 months leading up to the survey. This study clearly demonstrates the 

severity and prevalence of parental mental illness in Canada, including the very low rate 

of parents who seek mental health services.  

According to Reupert and Maybery (2007b) the family environment for children 

of parents with mental illness (COPMI) can often be chaotic and threatening, especially if 

the child is included in the parent‟s delusional behaviour. In summarizing the literature, 

these researchers state that children show long-term social and occupational problems, as 

well as increased prevalence of psychiatric symptoms. Another important issue is the 

attachment relationship between child and parent during infancy and early childhood, 

which shapes the child‟s subsequent cognitive and emotional development. Due to 

parental mental illness and the possibility of other factors, such as substance abuse, 

children do not receive the consistent nurture that is needed to form secure attachments. 

Reupert and Maybery state that when this is the case, children can still develop healthy 

attachments if they are able to form secure attachments with another individual in their 

lives. This suggests that it is important to strengthen existing social supports in a child‟s 

life, whether through school, community supports or extended family.  

 Beardslee, Versage and Gladstone (1998) identify four specific risk factors for 

children of affectively ill parents as they mature into adulthood: (a) genetic influences 

clearly show a higher hereditability of mental illness, (b) marital difficulties between 

spouses is a serious risk factor for children as they mature, (c) parenting problems such as 

the failure to provide adequate support, nurture and guidance to the children, and (d) 
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chronicity and severity of the parental mental illness, which also includes the age of onset 

of the illness for the parent (the earlier, the greater severity and potential risk for the 

children). Minimizing these possible challenges for children is the primary focus of 

collaborative practice.  

 Maybery, Ling, Szakacs and Reupert (2005) conducted a study on the unique 

needs of COPMI, in an Australian sample, using focus groups and questionnaires. Of the 

12 parents in this study, 10 had a diagnosable mental illness, and the other two were 

spouses of a parent with mental illness. Six of the parents were single parents, and their 

ages ranged from 29 to 46 years old. There were 12 children included in this study, ages 

ranging from 6 to 16.  Major themes that parents identified during the focus groups 

included: (a) issues around major mental health episodes or hospitalizations, (b) 

importance of siblings, (c) coping strategies as utilized by children, (d) external supports 

including education for children, (e) community education, and (f) respite for parents and 

children. Major themes identified by the children included (a) major episodes (parental 

hospitalizations), (b) importance of siblings, (c) coping strategies, (d) importance of 

friendships outside the family, and (e) extra roles assumed when the parent becomes 

unwell. Extra supports for children especially support from siblings and friends, were 

identified as being important for children. Furthermore it was clear that both parents and 

children perceived incidences of hospitalization for the parent to be a major issue, as well 

as the importance of developing coping mechanisms for the child when this occurs. Thus, 

interventions for both children and the entire family should endeavour towards building 

stronger, already existing support networks (relationships with siblings and friends, for 

example) as well as building children‟s coping mechanisms and resiliency. 



  13 

 Focht-Birkerts and Beardslee (2000) conducted a case study analysis of three 

families with the purpose of exploring emotional resilience in children. These authors 

state that parents and therapeutic interventions can help children to build resiliency by 

promoting the expression of their full range of affect. The basis for this suggestion is that 

“children of depressed and manic parents have had no framework for interpreting their 

parents‟ extraordinary behavior, and few channels through which to convey their own 

distress” (p. 418). Thus by enhancing the capacity for emotional communication in 

children, the psychological effects of having a parent with an affective illness can 

potentially be minimized. Creating a safe and receptive atmosphere for this to occur is 

vital, both in the context of treatment and within the family system. One of the major 

strengths of this article is focus on active prevention in children by encouraging the 

development of resiliency and maturity through the expression of a full range of affect.  

 A study by VanDeMark, Russell, O‟Keefe, Finkelstein, Noether and Gampel 

(2005) uniquely explored characteristics of children of mothers (N = 253) entering 

treatment who had a history of substance abuse, mental illness and trauma. Mothers were 

required to have at least one child between the ages of 5 and 10 and had weekly contact 

with the child, and have English or Spanish as their primary language. The mean age of 

the children in the intervention group was 7.24, and the mean age for the comparison 

group was 7.32. In regards to gender, the intervention group consisted of 52.2% males 

and 47.8% females; the comparison group consisted of 52.9% males and 47.1% females. 

Furthermore, 20% of the intervention group and 18.2% of the comparison group was 

African American; 36.5% of the intervention group and 45.5% of the comparison group 

was Caucasian; 19% of both groups belonged to another race; and 24.3% of the 
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intervention group and 16.7% of the comparison group were multiracial.  Using logistical 

regression to examine factors related to resiliency, the authors found that children 

exposed to co-occurring disorders experience increased risks in the areas of emotional 

and behavioural problems, developmental delays, delinquency, abuse of substances and 

physical, sexual and emotional abuse. Children of these mothers were three times more 

likely to score in the clinical range on emotional and behavioural problems compared to 

community samples. Furthermore, children with more psychosocial problems, including 

living in unstable and inconsistent environments (for example foster homes), consistently 

had mothers with more severe mental health symptoms. The researchers hypothesized 

that possibly one of the reasons why these children showed such high resiliency was 

because their mothers were actively involved in treatment and were receiving support for 

their mental illness. This study highlights the increased challenges that children face 

when exposed to multiple family and parental barriers, as well as the potential benefits to 

children, the family and parents if the parents are actively involved in treatment and 

support.  

 Finkeltstein, Rechberger, Russell, VanDeMark, Noether et al. (2005) also 

examined the development of a unique intervention model for children of mothers with 

co-occurring disorders and histories of violence. The intervention included (a) treating 

the family as a system of interdependent people, (b) creating a safe, nurturing and 

consistent environment, (c) modeling appropriate interpersonal interactions, and (d) 

developing skills in self-care, coping, safety and interpersonal communication. In 

addition to developing a family-based intervention for children of parents with mental 

illness, this study also identified significant barriers that children and their family‟s 
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experience, such as issues of transportation, trust between members and professionals, 

outside influence of other family members, and having to contend with changes in 

locations.  

 A study done in the United Kingdom by Stallard, Norman, Huline-Dickens, Salter 

and Cribb (2004) explored the experiences of children and parents with a mental illness, 

including emotional and behavioural disturbances and their particular views on how the 

illness has affected them. The sample consisted of 24 adult parents and 26 dependent 

children. No additional demographic information for the participants was included in the 

article. The researchers used semi-structured interviews to gather information on the 

parent‟s mental illness, their children‟s understanding of the illness, and how it has 

affected the children‟s education and parent-child relationship. The results of the 

interviews revealed that most parents (21 of 24) felt that their children had been affected 

by their illness and often felt responsible for it. Eleven of the 26 children stated that 

nobody had talked to them regarding what was wrong with their parent, and fourteen of 

them expressed that they would like to know more about their parent‟s illness. There was 

a concern among parents that providing additional information to children would produce 

adverse affects (9 of 24). When asked about their worries, children identified two major 

concerns, school and their parent‟s health. Thirteen of the parents reported having 

concerns about their children‟s behaviour, specifically issues such as sexual and 

delinquent behaviour, obsessive compulsiveness, aggression and problems with peers. 

The vast majority of parents reported that the child-parent relationship was very good or 

good (20 of 23). This study provides valuable information on the perceptions of both 

parents and children in regards to mental illness. The lack of communication between 
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parents and children is clearly evident, which often causes the child to feel confused and 

responsible for their parent‟s illness. Providing necessary information to children, without 

overburdening and parentifying them, is an ongoing challenge both for parents and 

professionals.  

Adult children of parents who had a serious mental illness also face multiple 

challenges. For example, Mowbray and Mowbray (2006) in a study of adult children of 

mothers with depression found that these individuals had high incarceration and mental 

health services utilization rates. These researchers found that the most serious risk factors 

for these adult children were serious injury to parents or other family members, and 

having trouble with the law. Buffers to these risk factors included having strong social 

supports and positive family experiences while growing up. Furthermore, Mowbray, 

Bybee, Oyserman, MacFarlane and Bowersox (2006) examined the psychosocial effects 

on adult children of parental mental illness, and found that one third of the adult children 

in this study had failed to complete high school, and 54% of the children were perceived 

by their mothers as having major problems in psychological (the most common), 

substance abuse and legal domains. About 20% of the adult children were reported as 

having attention deficit hyperactivity disorder (ADHD) or other learning problems. 

Interestingly, 40% of these adult children had children of their own, while only 12% were 

in a committed relationship. These studies provide helpful long-term information 

regarding potential difficulties and problems that adult children may experience later on 

in life. Although these psychosocial outcomes are not necessarily caused by parental 

mental illness, and many other contextual factors should be considered, this study 
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identifies various psychological and behavioural problems children may experience if 

preventive measures are not taken early on. 

 A case study by Hindle (1998) examined the lived experience of one 15 year old 

young man growing up with his mother who suffered from chronic psychotic depression. 

Symptoms of the mother‟s mental illness began after the birth of the adolescent‟s 

younger sister, 10 years earlier. The adolescent‟s experience was one of confusion, 

uncertainty, chaos and overwhelming fear, both at the unpredictable nature of his 

mother‟s illness and of wondering whether he was going to have the same experience as 

her. He had grown up in continual confusion and uncertainty of his own feelings and 

thoughts, specifically because he was unable to express them. This participant‟s sense of 

enmeshment to his mother contributed to a very distorted and insecure sense of self. This 

case study presents a deeply personal description of multiple internal struggles, both 

psychologically and emotionally, that children potentially experience as a result of 

growing up with a parent who has a mental illness. 

 As is clearly evident from much of the literature, the needs and experiences of 

children are often pathologized and negatively perceived. Newman (2002) counters the 

predominant ethos around „young carers‟ as being parentified, suggesting that much of 

the behaviour and emotion problems experienced by children has more to do with 

contextual factors such as social isolation, poverty and a lack of social supports, than 

necessarily the parent‟s mental illness. Newman states that there are numerous positive 

effects for children, specifically increased maturity and the development of important 

skills and competencies leading into adulthood. Newman challenges us as professionals 

in how we view children of parents with mental illness, specifically our underlying 
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assumptions around pathology. The implications of this for collaborative practice, 

specifically Ulysses Agreements, is that professionals need to be aware of other 

contextual factors contributing to difficulties that COPMI may face, and to avoid blaming 

parents for their mental illness as the sole contributing factor. Professionals should also 

maintain a strength-based perception of COPMI.  

The needs and experiences of parents. Concerning the needs of parents, Reupert 

and Maybery (2007b) highlight two major themes from existing literatures, parent‟s 

capacity and motivation for managing their mental illness, and their ability to 

successfully meet their parenting responsibilities. Research has shown that parenting 

itself often provides strong motivation in parents to remain in treatment and manage their 

symptoms (Mowbray, Oyserman, Zemencuk & Ross, 1995; Reupert & Maybery, 2007b; 

White, Nicholson, Fisher & Geller, 1995).  

 A study by Kahng, Oyserman, Bybee and Mowbray (2008) examined whether 

parenting improved as symptoms of serious mental illness decreased in a sample of 294 

mothers aged 18 to 55. All participants had been diagnosed with a SMI for at least a year 

and had primary care responsibilities for at least one dependent child between the ages of 

4 and 16. Participants were recruited from 12 community mental health agencies and 

three inpatient units in southeast Michigan. Effective parenting is clearly limited and 

affected by mental illness; parental stress can be increased and affected by multiple risk 

factors, including lower socio-economic status, ethnic minority, substance abuse and 

overall life stress. These authors found that (a) changes in psychiatric symptoms were 

positively associated with changes in parenting stress, and negatively associated with 

parenting nurturance; (b) initial level of symptoms did not affect the trajectory of change 
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in either parenting stress or nurturance; and (c) contextual factors significantly related to 

parenting stress and nurturance were more education and the existence of social supports. 

Furthermore, daily hassles, financial stress, diagnosis of bipolar disorder with psychotic 

features and a history of substance abuse were all associated with higher initial 

psychiatric symptoms. This study strongly demonstrates the importance of treating 

psychiatric symptoms in order to have a positive effect on parenting effectiveness. 

Furthermore this study supports the notion that parenting stress and psychiatric symptoms 

can both be partially addressed and diminished by addressing other important contextual 

factors such as economic status, substance abuse and overall life stress. 

 A study by Mowbray, Oyserman, Bybee and MacFarlane (2002) examined the 

effects of mental illness on parenting in mothers (N = 379). All participants had been 

diagnosed with a SMI and had primary care responsibilities for at least one dependent 

child between the ages of four and 16. In this study, 60% of the participants were African 

American, 29% were Caucasian, 8% were Hispanic, and 3% were from another ethnicity. 

The median age of all participants was 36.2 years old. In regards to education, 40% of the 

participants had some college education, 25% had a high school diploma or GED, and 

35% had less than a high school education. 68% of the participants‟ incomes were below 

the federal poverty level. The participants were interviewed for information about 

parenting, clinical history, and current functioning. Using multivariate analysis of 

variance, the effect of diagnosis on parenting measures was significantly different for 

African American mothers compared to the rest of the sample. Non African-American 

participants were more affected by the type of diagnosis, specifically depression, and 

negative effects on parenting attitudes and behaviours (parenting stress, nurturance, 
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satisfaction with relationship with child). Mothers with schizophrenia were significantly 

less nurturing to their children than mothers with depression or bipolar disorder. 

Furthermore, mothers with major depression with psychotic features were significantly 

more satisfied in their relationship with their child than mothers with only major 

depression or schizoaffective disorder. The severity of symptoms and chronicity were 

also found to have significant affects on parenting outcomes. This study demonstrates 

potential differences in parenting outcomes depending on parental diagnosis and severity 

of symptoms. It also suggests that interventions for these parents and their families need 

to take ethnicity and cultural factors into consideration.    

 A study by Nicholson, Nason, Calabresi and Yando (1999) examined the needs 

and characteristics of fathers with serious mental illness by comparing fathers (n = 81) 

with SMI to non-fathers with SMI (n = 308) and with mothers who had a SMI (n = 194). 

Men in this study ranged in ages from 19 to 74 years old (M = 42.1), and women ranged 

from 20 to 80 years old (M = 47.8). The average period of illness was 13 years for men 

and 14 for women. Furthermore, 58% of both men and women were Caucasian, 19% of 

women and 16% of men were African American, and 17% of women and 18% of men 

were Hispanic/Latino. Approximately 50% of the women were never married, 10% were 

currently married and 39% were previously married at some time. 76% of the men had 

never married, 8% were currently married, and 16% had previously been married. The 

mental health diagnoses were distributed as follows; psychotic disorders including 

schizophrenia, schizophreniform disorder and schizoaffective disorder (45% of women, 

61% of men), major affective disorders (41% of women, 28% of men), and other 

diagnoses including posttraumatic stress disorder and personality disorders (15% of 
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women and 11% of men). Variables such as the number of children, their age, gender, 

and place of residence, as well as the frequency of contact the parent had with the 

children, the importance of the relationship, and the parent‟s service needs, were 

considered in this study. Fathers were found to be less likely than non-fathers to have 

been diagnosed with a psychotic disorder, but more likely to have been substance 

abusers. The strength of this study is the open discussion of parenting from the unique 

perspectives of fathers with SMI. Supporting fathers with mental illness is often 

overlooked; however Nicholson et al. suggest that fathers need the same clinical care and 

collaborative support that mothers receive.  

In discussing some common barriers that all parents with mental illness 

experience, Stallard et al. (2004) identifies: (a) the adult needs dominate and overwhelm 

the needs of their children, (b) parental denial of the true impact their mental illness was 

having on their children, (c) parental fears about participating in treatment and support, 

perhaps around the stigmatization of mental illness, and (d) parents attempting to protect 

their child from becoming involved.  

The gender of the child may produce different reactions in mothers with a SMI. 

Oyserman, Mowbray, Meares and Firminger (2000) found that unipolar depressed 

mothers of daughters showed more negative affect, were more anxious, sad and downcast 

than mothers with depression who had sons. This suggests that girls may be more 

receptive and sensitive to maternal depression. The authors conclude that mothers with a 

diagnosis of unipolar depression are more likely to exhibit problematic parenting than 

mothers with bipolar disorder. However, the diagnosis of a mental illness is only part of 
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the problem for children; other vital factors include family disruptions and discord, 

single-parent households, social isolation and financial struggles.  

 In regards to parental mental illness, Ackerson (2003) suggests that much of 

existing literature is pathology focused, specifically on the identified parent. Ackerson 

points to a lack of research on parental competencies in relation to mental illness. He 

suggests that researchers and practitioners desire to ensure the welfare of children has 

resulted in the view of, “the parent‟s mental disorder as an immutable problem that 

inevitably undermines the ability to be an effective parent” (p. 188). Supporting this 

movement towards recognizing parental competency, a study by Mowbray, Oyserman 

and Ross (1995) of 24 adult mothers found that three themes immerged from self-reports: 

the joys and delights of parenthood, parenthood as promoting growth and development, 

and the stresses of parenthood. Professionals, according to Reupert and Maybery (2007b) 

need to maintain an attitude and philosophy that good parenting is possible for these 

parents with mental illness, given the appropriate skills and treatment. Thus, Ulysses 

agreements seek to identify and build on the unique strengths and competencies of 

parents who are struggling with mental illness.  

Collaborative Practice 

Collaborative practice involves the active participation of multiple social supports 

and professional services in meeting the unique needs of families where a parent has a 

mental illness. According to Darlington, Feeney and Rixon (2005b), the positive 

outcomes of collaborative practice include, “Faster and more proactive responses, 

reduced anxiety for workers, reduced family separations, greater continuity of care, more 

holistic services, faster access to services, and improved cost-effectiveness” (p. 1086). 
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Collaborative practice, according to Reupert and Maybery (2007b), should be the primary 

purpose of interventions and treatment of families with parental mental illness. Since the 

predominant ethos in society is one of negative stigmatization towards mental illness, 

collaborative practice helps to shift the focus away from pathologizing parents, while 

encouraging the recognition and utilization of parental competencies. Due to the complex 

needs of the children, parents and the family system, as well as the multiple barriers that 

these families face, providing multiple social supports is vital in order to provide 

preventive interventions. 

The need for prevention. A study by Beardslee et al. (2007) examined the long-

term effects of two standardized manual-based prevention interventions for families with 

a parental mood disorder (N = 105). 21 of the families were recruited from the pilot 

sample and 84 families enrolled after the pilot period. The mean age of parents in this 

study was 43 years, and the mean age for children was 12 years. The first intervention 

consisted of informational lectures (two meetings delivered in group format, without 

children), and the second intervention was a brief, clinician-based approach, which 

included child assessment as well as a family meeting (an average of seven sessions). The 

parents and children were assessed by blind researchers at baseline and every 9 to 12 

months afterwards in areas of behavioural functioning, psychopathology, and responses 

to treatment. They found that both interventions produced lasting positive effects up to 

the sixth assessment point (4.5 years after treatment). To measure outcomes at baseline 

and at later assessment periods, the researchers used two linear regression models. First, 

they tested for post-intervention differences in outcomes between treatment groups. 

Secondly, they tested for sustained change from baseline outcomes, by comparing the 
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average baseline levels to the average post-intervention levels. They also compared mean 

outcome levels within the post-intervention assessments in order to examine the effects of 

time. Overall, these authors found that family functioning improved over time as a result 

of treatment, which contributed to less internalizing symptoms in the children and 

parents. Specific components of these two interventions, which are clearly relevant to 

collaborative practice, are the focus on strengths in the family, remaining flexible 

according to the family‟s particular needs, as well as helping the family develop effective 

problem-solving strategies in dealing with the parental mental illness.  

 Another study by Beardslee, Salt, Versage, Gladstone, Wright, Rothberg (1997) 

examined the sustained effects of two cognitive, psycho-educational preventive 

interventions for parents with an affective disorder. The sample consisted of 37 families 

where at least one parent had an affective diagnosis, and where there was at least one 

child between the ages of 8 and 15. The participants were primarily Caucasian and 

middle class. The mean number of children per family was 2.1, and the mean age of 

fathers was 44.3 years old, for mothers the mean age was 41.1. There were no differences 

in regards to age, gender or social class between participants in either the clinician-

facilitated intervention or the lecture intervention. The researchers used block 

randomization procedures to make sure that an equal number of families participated in 

each intervention. The researchers used t-tests and chi-squares to compare baseline 

diagnostic variables between the two groups. They then used multiple three-factor 

repeated measures analysis of variance to test the main effects and interactions of the 

independent variables (parental psychopathology, symptoms of depression, demographic 

information) on the primary outcome measures (effects of the intervention). Although all 
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families reported sustained benefits for both interventions, the results showed that 

participants in the clinician-facilitated intervention experienced greater improvement in 

the follow-up assessments compared to participants in the lecture group intervention. 

Thus, this study provides valuable evidence about cognitive-behavioural, psycho-

educational family-based interventions or preventing significant ramifications of mental 

illness on children. Providing educational supports for the family, especially in regards to 

the signs and symptoms of the parent‟s illness, is important. Early prevention 

interventions such as Ulysses agreements have the potential to produce sustained positive 

effects on both children and family members.  

Benefits and challenges to collaborative practice. Challenges in providing 

collaborative practice to families with parental mental illness were explored by 

Darlington et al. (2005a), who conducted focused in-depth interviews with 36 child-

protection (n = 17), adult mental health (n = 15) and child and youth mental health 

workers (n = 4) in Australia. Forty-four percent of the participants came from rural and 

remote settings. The age range of participants was between 25 and 56 years old. Nineteen 

participants had social work degrees, seven with graduate degrees in psychology, six 

were nurses, three were occupational therapists, and one was a social sciences graduate. 

Participants were interviewed with the purpose of getting a detailed description of one 

case where both mental health and child protection was involved. The interviews were 

audio-recorded and transcribed for the purpose of conducting thematic analysis, which 

focused on the professional‟s perceptions of what was helpful and not helpful in the 

provision of services to a particular case. Issues of complexity in providing collaborative 

practice were identified in two dimensions: (a) the process of collaboration, such as 
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issues of communication, knowledge, role clarity and resources; and (b) inherent 

challenges in providing collaborative support for families with parental mental illness. 

There were two inherent challenges identified, specifically the characteristics of the 

mental illness, which includes the unpredictable and episodic nature of mental illness 

thus making providing support, and providing psychiatric assessments difficult 

(especially assessing parenting capacity). Secondly, the challenge of conflicting needs 

between parents and children and how this was handled and perceived by professionals. 

This was especially evident in cases where decisions were made to remove the child from 

the home, which often contributed to the increase of psychiatric symptoms in the 

mentally ill parent. In addressing these challenges, one of the primary issues in providing 

collaborative practice is clear communication between professions with the sole purpose 

of providing holistic care for the family.  

 In providing holistic and systemic support for families with parental mental 

illness, interagency collaboration is important. A study by Darlington et al. (2005b) 

examined factors that either helped or hindered in interagency collaboration between 

child protection services and mental health professionals (a total of 232 surveys were 

completed). Of the 232 respondents, 87 were social workers, 60 were in the profession of 

psychology/counselling, 42 were nurses, 24 were in the medical profession, and 19 were 

involved in various other services. Of the participants 73% were female. The participants 

ranged in their ages from 21 to 65 years old. The researchers used descriptive analysis on 

items regarding the interagency practices of agencies and workers. They then used 

principal component analysis and multivariate analysis of variance on items that were 

related to participants‟ attitudes towards services provided, as well as potential barriers to 
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collaboration. Results showed that 61% of participants felt that information provided 

regarding collaborative practices by their agencies was inadequate. Factors contributing 

to inadequate collaboration between professionals included a sense of mistrust and 

having inadequate training. Other barriers to collaboration included (a) the existence of 

gaps in interagency processes (lack of information on relevant services), (b) inadequate 

resources, (c) professional knowledge domains and boundaries (e.g. conflicting aims and 

expectations amongst professionals), (d) unrealistic expectations and (e) issues of 

confidentiality. This study provides valuable information on major themes helping and 

hindering collaborative practice between professionals in supporting families with 

parental mental illness.  

Maybery and Reupert (2006) further examined barriers that mental health and 

welfare workers (N = 60) experience in working with families with parental mental 

illness.  Of the participants 42 were women, 11 were men, and seven did not indicate 

their gender. The study consisted of two phases, the first being qualitative where they 

gathered verbatim responses from professionals (n = 60) regarding their perceived 

barriers in working with children of parents with mental illness. The second stage 

involved a quantitative, scaled questionnaire based on the already identified barriers (n = 

32; 27 women and 5 men). For the second phase, 20 participants were adult mental health 

workers (e.g. adult inpatient psychiatric services) and 12 were other mental health 

professionals who provided general psychological services to adults, children and 

families. The researchers used opportunistic sampling to recruit participants. Themes 

were independently identified from the initial phase of research by the two principal 

investigators, and were then validated by a third researcher independent from the study. 



  28 

Categories as identified by professionals during the first phase of the study included; (a) 

parent-related issues, symptoms around the parent‟s mental illness and the parent‟s lack 

of insight into their condition, (b) child-related issues, which included the availability of 

being able to work with the child, (c) worker-related issues, which included limitations to 

professional roles, time restrictions and resources and a lack of knowledge in providing 

support for COPMI, and (d) patient-worker relationships, where the professional 

perceived that the trust and rapport between themselves and the parent was not sufficient 

enough to gain access to the child. This study highlights additional barriers that 

professionals experience in working with COPMI. The most significant barrier, as 

reported by the most participants, was the perception that the parent did not believe that 

their mental illness had any adverse affects on their children. Thus, parental reluctance to 

admit that their illness is affecting their children often prevented professionals from 

gaining access to the child. Consequently, Maybery and Reupert suggest that sensitivity 

towards the parent is crucial in order to work with the entire family system, as well as the 

importance of incorporating the patient‟s parenting responsibilities into treatment. This 

study provides an excellent description of some of the barriers and challenges 

professionals experience in supporting families with parental mental illness.  

A study by Darlington and Feeney (2008) examined perceptions of best practice 

strategies amongst mental health and child protection professionals (N = 232) in 

supporting families with mental illness, through a survey questionnaire. Of the 

professionals, 42% were involved in statutory child protection roles and 55% were in 

mental health roles. The participants ranged from 21 to 65 years old (mean age was 37.7). 

43% of the participants came from rural or remote areas of the state of Queensland, 
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Australia. 73% of the sample was female. From the responses to the open-ended 

questions, the researchers used thematic analysis to identify three main areas: the role of 

communication strategies, the importance of having a strong knowledge and skills base 

for professionals, and the importance of adequate and appropriate resources. For 

enhancing communication, three sets of themes emerged. Firstly were strategies 

developed at the organizational level, which included formal practice guidelines and 

protocols for interagency involvement, clarity of roles, clarity of confidentiality 

expectations, joint-agency meetings and having a specific liaison person to contact. The 

second level of support was case-level strategies, which included joint case planning and 

management, joint-case conferences and the sharing of valuable information. Thirdly is 

the fostering of an attitude of respect between professionals in different agencies, which 

would include staff training and supervision as well as developing a broader 

understanding of the interdependent needs of parents and children. Respondents stated 

that they were more likely to disclose information to other professionals that they liked 

and with whom they had a trusting relationship. This study provided valuable information 

of specific strategies that help the process of collaborative practice amongst 

professionals.  

 In providing collaborative support for families with parental mental illness, 

Alakus, Conwell, Gilbert, Buist and Castle (2007) identified five main categories that 

professionals should consider. These themes included (a) interagency collaboration where 

clinicians emphasized the need for improved communication between agencies, and that 

the “hierarchy” of professional services impeded collaborative support, (b) the need for 

accessible support groups for the parents, family and children, (c) information about 
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mental illness and resources need to be made available to parents and families, (d) 

parenting issues in connection with mental illness, which include child protection and 

child welfare concerns that parents have, and (e) fostering a sense of independence in 

parents and families perhaps through offering home care and mentoring. These themes 

are clearly important and valuable in providing support to these families.  

 A survey of existing programs and interventions for supporting families with 

parental mental illness was conducted by Hinden, Biebel, Nicholson, Henry and Katz-

Leavy (2006). The researchers used snowball, convenience sampling to identify 

intervention programs (N = 20) specifically designed to support families where one 

parent has a mental illness, in the United States. Although 53 programs were initially 

identified, only 20 were included in the present study because of their specific focus on 

supporting families where one parent has a mental illness. The researchers used a semi-

structured telephone interview with program directors with the purpose of describing 

these programs in the following dimensions; target population, funding, community 

context, agency context, mission, theoretical orientation and assumptions, locus of care, 

essential services, desired outcomes, and moderators. The interview data was coded for 

concepts and themes by the primary researchers. Results of survey suggest that 

interventions should include two essential components for successful outcomes, parent 

education and support, and case management with the purpose of coordinating support 

access by multiple agencies. Also typical of effective interventions for supporting 

families with mental illness is the application of family-centred and strength-based 

approaches. Additional moderating factors that contributed to successful outcomes for 

parents and their families included the availability of additional supports (family, friends, 
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etc) and the severity and chronicity of the parent‟s mental illness. This study provides a 

useful overview of specific interventions and programs in the United States dealing 

specifically with families with parental mental illness, highlighting some of the common 

factors that program directors felt contributed to successful treatment.  

 A study by Miller and Darlington (2002) of dual-parent families demonstrates the 

importance of involving family members, friends as well as professional supports in 

caring for parents with young children. There were four categories of support: (a) 

material support (finances, gifts), (b) practical support (childcare, transportation, 

housekeeping, caring for sick/disabled family member), (c) informational support, and 

(d) emotional support (companionship, etc). Participants reported that parents were most 

likely to provide material and practical support. In the domain of information support, 

friends were more likely to provide assistance. In general emotional support, parents and 

friends were tied in their provision of support, whereas in providing actual 

companionship, friends scored much higher than parents. Siblings and other family 

members were also quite significant in providing emotional support to these families. 

This study provides valuable evidence for involving systemic support systems in families, 

especially in strengthening existing relationships with family and friends.  

 Another important area of collaborative support, especially for children, is in 

school settings. Reupert and Maybery (2007a) explored effective strategies that school 

staff (N = 9) can utilize in supporting children of parents with mental illness. Six themes 

were identified: (a) how participants became aware that the child had a parent with a 

mental illness, (b) how participants received training in supporting COPMI, which was 

most commonly acquired through personal experiences with mental health issues, (c) 
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specific educational strategies such as recognizing more immediate emotional and 

physical concerns for the child rather than forcing the child to do schoolwork, (d) 

developing genuine and supportive relationships with the child, (e) home-school 

communication between the teacher/counsellor/principle and the parent or caregivers, and 

(f) whole school community strategies such as “MindMatters” an internet resource that 

deals specifically with mental health issues in schools, as well as less formal community 

supports for COPMI. This article clearly provides valuable suggestions and strategies for 

teachers and school counsellors in working with COPMI. It also demonstrates the need 

for including school supports in collaborative practice with these families.   

 The importance of including teachers in facilitating COPMI is further 

corroborated in a Greek study by Bibou-Nakou (2004). The sample consisted of 120 

teachers, and numerous important themes emerged from the focus groups. In discussing 

how many families in the school are in need of service due to parental mental illness, it 

was surprisingly revealed that most teachers were often unaware of children having 

service needs and when they did become aware it was through informal encounters with 

the child. Discussion of how the information is collected revealed that most schools 

lacked protocol or structure in place to identify the needs of COPMI with most teachers 

reported that they received information through gossip from other teachers. The majority 

of teachers said there was no structure supporting intra or inter agency planning, and 26% 

said that they could only speak to the school principal. The focus groups also revealed 

that very few teachers were aware of policies, practice and priorities of other specialists 

in the field. Discussion of how the teachers provide services to these children and their 

families revealed that most of them felt inadequately trained to meet the needs of these 
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children, or to deal with the parents. There was also discussion of how teachers evaluate 

the outcomes of working with these families, which they identified as being evident when 

behavioural improvements were observable and when relationships improved in the 

child‟s school life. This study demonstrates the need for additional resources, training and 

increased communication between teachers and other professionals in the provision of 

holistic support or families with parental mental illness.   

Collaborative Practice Initiatives in British Columbia  

Wraparound. A popular method of collaborative practice that is being used in a 

variety of settings is the wraparound program. Although wraparound is not specifically 

germane to supporting families with parental mental illness, it is an effective strength-

based program for supporting families and individuals with complex needs (Cailleaux & 

Dechief, 2006). According to these authors, the wraparound process capitalizes on the 

existing strengths of each individual within the family, including available community 

supports, with the purpose of constructing a comprehensive plan that addresses the 

varying needs of the family. The basic assumption of this approach to service provision is 

that communities are able to take care of their own families. According to Cailleaux and 

Dechief, essential components to the wraparound process include: (a) individualized 

support/voice, access and ownership of their specific needs, (b) cultural competency and 

sensitivity to each family, (c) strength-based, (d) safety of family and all individuals, (e) 

comprehensive and holistic in providing support, (f) community based, (g) persistent 

commitment to the family, (h) collaboration between service providers, (i) community 

ownership, (j) outcomes based on evidence of being supportive, and (k) access to flexible 

funding in the community. Stambaugh et al. (2007) further describe the strengths of the 
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wraparound process as, “a system-level intervention that quite literally aims to „wrap‟ 

existing services around youth and their families to address their problems in an 

ecologically comprehensive way” (p. 144).  

 An example of a wraparound would be a family who is having difficulties with 

their teenage son who is having problems at school, home and with the law. The goals of 

the family were for their son to remain out of trouble with the law and criminal activity, 

to attend and focus on school, and to attend some local community activities that are 

appealing to youth. The “wraparound” team would consist of the teenager, the parents, 

two uncles, an aunt, a therapist, a probation officer, a close family friend and a teacher 

from the teen‟s school. The team would discuss and highlight the teen and his family‟s 

unique strengths and resources, which would be built upon to reconnect the youth with 

the multiple settings that his parents are wishing to promote. The team would work 

collaboratively with each other, and with the teenager to capitalize on the teen‟s strengths 

(i.e. his love of sports and playing computer games). For each of the needs and areas of 

desired growth, individuals from the teenager‟s team would commit to partnering with 

the teen in meeting those needs. For example, the teen‟s parents committed to reading a 

book with him several times a week to enhance his reading abilities. Also, the teen‟s 

uncle committed to taking him to a local floor hockey drop-in game every week. The 

team meets together periodically to review how the teenager is doing in the different 

areas of his life (Walker & Bruns, 2003).  

Integrated case management. Supplementary to the wraparound concept is the 

practice of integrated case management (ICM), which is currently being used by the 

Ministry of Children and Family Development (MCFD) in British Columbia. According 
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to Hubberstey (2001) ICM is used to, “Promote the integration of services relating to 

children and to maximize the participation of clients in order to create better outcomes for 

children, youth, and families” (p. 83). ICM seeks to put the client at the centre of the plan 

for care, giving them an active voice in how services will be provided to them. This 

philosophy behind integrated case management is largely in response to the historical 

lack of involvement by family members (the clients) in service provision. This is further 

illustrated by Darlington et al. (2005b), “Mental health services have also been found 

wanting in terms of their capacity to incorporate clients‟ families into their perspective, 

with both inpatient and outpatient facilities having little awareness of patients‟ parental 

roles and responsibilities” (p. 1086). Essential components of ICM include: (a) client-

centred services, (b) building on the strengths of the clients, (c) advocacy by and for the 

clients, (d) recognizing diversity within every client, (e) collaboration between multiple 

services, (f) mutual respect, (g) participation by all members of the team, (h) 

accountability, (i) holistic approach, (j) continuity between services, (k) planning for 

transitions in the lives of clients, and (l) least intrusive and intensive intervention 

focusing on prevention (Woods, 1999).  

Family Group Conferencing. Initially developed in New Zealand (Bazemore, 

Griffiths, & Taylor, 1997), family group conferencing is another collaborative practice 

program being used in British Columbia by the MCFD. Used by social workers, who do 

not directly carry the child protection case, to address child protection concerns, this 

method of practice invites the family to join in open dialogue about their needs and the 

specific protection concerns that are occurring (Ministry of Children and Family 

Development [MCFD], 2005). Similar to other forms of collaborative practice, family 
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group conferencing is specifically about empowering the family and providing 

opportunity for members to have a voice in the decisions that are made, specifically 

concerning the well-being of children. The social worker meets with each member of the 

family, exploring the child protection concerns and providing helpful information and 

education (Pennel, 2004). Throughout the family meeting, the social worker plays an 

active role in facilitating the discussion of the primary protection concerns, including the 

specific needs of the children in the family and encouraging members to be actively 

involved in the decision making process (MCFD). In discussing the specific needs of 

children, the following themes are covered; the placement of the child, health concerns, 

identity, family and social relationships, social presentation, emotional and behavioural 

development, and self care skills. A descriptive plan is then agreed upon, through 

mediation, about how to deal with the children protection concerns.  

Ulysses Agreements. Drawing upon the many benefits and strengths of 

collaborative practices already mentioned, Ulysses Agreements are a unique initiative in 

supporting clients. They seek to empower the parent and immediate family members, 

along with the support and guidance of professionals, to establish an advanced plan. 

Ulysses Agreements can be used to empower children and family members in addition to 

parents. In the case of COPMI, the plan goes into effect if the parent should experience 

symptoms of their mental illness. During a period of psychological and emotional 

wellness, the parent is able to express their wishes for the best possible care for their 

children and for themselves. Concerning the implementation of Ulysses Agreements 

when the parent is unwell, “At the point of impaired decision-making, the contract serves 

the purpose of assisting patient decision-making by respectfully reminding the patient of 
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the earlier explicit preference which was declared when less impaired by psychiatric 

illness” (McKenna, Simpson & Coverdale, 2000). Thus, the specific needs of the family, 

child and parents are explicitly discussed and arrangements are made prior to relapse.  

 According to his program manual by Littlefield (n.d), identifies ten specific 

components of Ulysses Agreements as applied to parents with mental illness: (a) the date 

and names of all people on the support team, (b) the specific purpose of the agreement, 

(c) the specific symptoms of the mental illness as relevant to the parent, (d) the unique 

strengths of the parent and family unit, (e) issues of communication between 

professionals (i.e. confidentiality), (f) a detailed plan of action (including support, 

intervention and respite actions), (g) information on the specific needs of children, (h) 

conditions for cancellation of the Ulysses Agreement, (i) a specific date for periodic 

review of the agreement. This description of Ulysses Agreements is currently being used 

by the Fraser Region of the Ministry of Children and Family Development in B.C. in 

supporting families where a parent has a mental illness.  

There is increased interest within MCFD towards training mental health 

clinicians, social workers, and other service providers to independently develop Ulysses 

Agreements with families when appropriate. Training other mental health workers to 

incorporate the principles of Ulysses Agreements, integrated case management and 

wraparound, into their service provision of families where a parent has a mental illness is 

likely to be a worthwhile endeavour. However, a potential problem with its more 

widespread use is that to date there is no existing literature on the use of Ulysses 

Agreements in supporting families with parental mental illness. Ulysses Agreements 

have, however, been used in other areas such as supporting clients with anorexia nervosa 
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(Davidson & Birmingham, 2003), and have been proposed as a useful and appropriate 

method for dealing with self-destructive addictive behaviour (Andreou, 2008).  

It is evident from the literature that families struggling with parental mental 

illness face multiple challenges and barriers such as the increased stress for children who 

are trying to balance care-giving roles (Reupert & Maybery, 2007b), and the increased 

social stigmatization towards mental illness (Hinshaw, 2005). Children face additional 

barriers such as attachment difficulties, social and occupational problems (Reupert & 

Maybery).  Additional challenges for children include the heritable nature of mental 

illness, marital and relational problems later on in adulthood and struggles in parenting 

their own children (Beardslee et al. 1998). In addition to the stress placed upon children, 

parents face unique barriers and challenges that are often associated with having a mental 

illness, including financial difficulties, substance abuse and overall stress (Kahng et al., 

2008). Prevention and early intervention is crucial in supporting these families (Beardslee 

et al., 2007), and collaboration between multiple professionals involved, as well as family 

members and informal supports, is essential.  

Ulysses contracts endeavour to meet these needs of the family, children and 

parents within the context of their ecological supports. Ulysses Agreements utilize not 

only the expertise and knowledge of professionals, but also family members, schools and 

other informal community supports. Most importantly, Ulysses Agreements place the 

family, specifically the parent with mental illness, at the centre of collaborative practice. 

The Ulysses Agreement is essential given the high prevalence of parents struggling with 

mental health issues and the associated risks to children and previous explorative research 

on improving best practice. However, although Ulysses Agreements have been examined 
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as a mechanism to assist people struggling with anorexia nervosa (Davidson & 

Birmingham, 2003), no research has been conducted on the process of implementing 

these agreements in the context of families where a parent has a mental illness. Without 

empirical data to support the plethora of reasons why Ulysses Agreements should be used 

with families where a parent has a mental illness, the benefits of these agreements are 

entirely theoretical.  

 To begin to address this gap in the literature, this thesis provides empirical 

evidence that supports the beneficial use of the Ulysses Agreements program in 

supporting families where a parent has a mental illness. The purposes behind developing 

a research base for Ulysses Agreements include the provision of empirically derived 

information to mental health service providers around specific factors that are helpful in 

the overall process of developing these contracts. As mentioned previously, MCFD has 

also begun an initiative towards training more mental health professionals in developing 

Ulysses Agreements with families, which will be directly aided by a research study.  

Consequently this specific research question addressed in this thesis is, “What 

helps and hinders in the development of the Ulysses Agreement program with families 

where a parent has a mental illness, “from the unique perspectives of both the parents 

who are actively involved in the process of developing the agreement, as well as the 

professionals involved in providing various services to the family (particularly social 

workers, child protection workers, and mental health clinicians). To address this question, 

this study involved a variety of stakeholders who all have important perspectives on what 

has helped and hindered the development of Ulysses Agreements and utilized a 
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qualitative methodology that is described in greater detail in the next chapter of this 

thesis.  
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CHAPTER 3: METHOD 

Design  

 The Critical Incident Technique (CIT) was used to answer the research question, 

“What helps and hinders in the development of Ulysses Agreements program with 

parents who have a mental illness.” This qualitative research design was originally 

developed by Flanagan, and can be described as, “Collecting direct observations of 

human behaviour in such a way as to facilitate their potential usefulness in solving 

psychological principles” (Flanagan, 1954, p. 327). The CIT method collects incidents 

from participants, about what has helped or hindered a specific process or activity. 

According to Schluter, Seaton and Chaboyer (2007), “These incidents may be events, 

activities or role behaviours, which affect the outcomes of the system or process and are 

memorable to those involved in the system. This predictive focus of the technique is 

useful in addressing practical problems and has been noted in nursing studies that utilized 

the CIT” (p. 108). 

According to Butterfield, Borgen, Amundson and Maglio (2004), the CIT method 

can be used from either a positivist or constructivist paradigm. For the purposes of this 

research design, which is explorative in nature, the constructivist paradigm has been 

chosen because it addresses the unique, subjective experiences of every participant, 

emphasizing the importance of subjective truth as apposed to the positivist emphasis of 

absolute truth. This constructivist approach to CIT allows for the explorative evaluation 

of the Ulysses Agreement program in regards to its effectiveness in supporting families 

where a parent has a mental illness. It is appropriate for program evaluation because the 
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method takes into account the unique and subjective experiences and perspectives of the 

parents and professionals. 

 The ontological assumptions of the constructivist paradigm that underlie the 

chosen research method are that reality is socially constructed, and that there are as many 

realities as there are participants (Morrow, 2007). Constructions of reality may change 

throughout a study (Mertens, 2005). Thus, constructivism emphasizes a relativistic nature 

of reality, rejecting the notion of an objective truth (Guba & Lincoln, 2005). The 

epistemological assumptions of constructivism are that both the participants and the 

researcher construct reality and meaning throughout the study. In order to understand the 

complex nature of the phenomenon, the researcher must attempt to understand the lived 

experiences of those involved in the activity (Mertens). Thus the goal of constructivist 

research is to understand the various social constructions of meaning and reality from the 

unique perspectives of each person in the study. The researcher is personally and actively 

involved in the process of data collection and analysis. The constructivist paradigm 

assumes that researcher values and beliefs do exist and that they should be acknowledged 

as integral to the research process. Therefore the assumption of objectivity of the 

researcher is replaced by confirmability, which states that the “data, interpretations, and 

outcomes are rooted in contexts and persons apart from the researcher and are not 

figments of the imagination” (p. 15).  

These assumptions fit well with the purpose of this study, which was to explore 

each individual‟s experiences and meaning around what helps and hinders in the 

development of Ulysses Agreements. Each participant‟s experience and construction of 

what helps and hinders is equally important and valid, as there is no ultimate “truth” 
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regarding what helps and hinders. Furthermore, in keeping with the ontological 

assumption of socially co-constructed realities, the critical incidents and resulting 

categories emerged from each participant‟s data, thus being constructed by the 

participants and the researcher. Consistent with constructivist epistemology, the 

researcher had a personal involvement in the data; interviewing participants of Ulysses 

Agreements, personally transcribing the interviews, and constructing categories or themes 

from the data. Rather than claiming objectivity of the researcher, data and the 

interpretations was rooted in the context of each participant, thus emphasizing 

confirmability (Mertens, 2005). The implications of these paradigm assumptions are that 

knowledge of the phenomenon being studied cannot be fully determined or reported. The 

researcher cannot exclusively state that the findings of this study fully describe the 

phenomenon, but rather that the findings partly and incompletely describe the subjective 

experiences of the small number of participants who took part in the study.  

Participants  

Eleven adults participated in this study; five professionals, five parents and one 

family member (see Table 1). All parents were involved in the development of Ulysses 

Agreements. The parents in the sample had been diagnosed with a serious mental illness 

(which was confirmed through the B.C. Schizophrenia Society), and had at least one 

dependent aged child during the time they developed their Ulysses Agreement. 

Participating parents were sufficiently symptom-free to not require hospitalization. In 

other words, they were as healthy as would be required to initially develop their Ulysses 

Agreement. The one non-parent family member included in this study was directly 
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involved in a Ulysses Agreement and was the guardian for the child of the parent who 

had a mental illness.  

All participants were female. The participating professionals ranged in ages from 

36 to 66 (mean age of 48). Professionals served a variety of different roles; one program 

manager, one youth and family counsellor, one family social worker, one child protection 

worker and one intake child protection social worker. Professional experience ranged 

from 9 to 30 years of experience. Their involvement in the Ulysses Agreement program 

ranged from one to three years. 

Parents‟ ages ranged from 25 to 48, with a mean age of 36. In regards to level of 

education, three parents completed high school and some college education, one parent 

completed undergraduate college education, and one parent had not completed high 

school. Parents‟ involvement in the development of their Ulysses Agreements ranged 

from 10 months to four years. Two parents had only one child, one parent had two 

children, one parent had three children and the last parent had four children. The ages of 

the children during the time of the development of the Ulysses Agreement ranged from 

aged three to 18. All parents lived independently on their own. Four of the parents had 

been diagnosed with bipolar with one of them also being diagnosed with obsessive 

compulsive disorder, and the remaining parent was diagnosed with major depressive 

disorder.  

The family member in this study was the primary support for a child of a family 

member who was diagnosed with paranoid schizophrenia. This participant had been 

involved in her Ulysses Agreement from its inception.  
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Table 1 

Participant Demographics 

Demographics  Parents/Family Member  Professionals 

Gender   Female = 6    Female = 5 

Age   Range = 25-48 (M = 36)  Range = 36-66 (M = 48) 

Education/Roles Some college = 4   Program manager = 1 

   College completed = 1  Family counsellor = 1 

   No high school = 1   Family social worker = 1 

        Child protection = 2 

Time in Agreement Range = 10 months – 4 years  Range = 1 – 3 years 

Number of Children 1 = 3 participants   N/A 

   2 = 1 participant 

   3 = 1 participant 

   4 = 1 participant 

Age of Children Range = 3-18    N/A 

Diagnoses  Bipolar = 4    N/A 

   Major Depression = 1  

 

Recruitment  

Participants were recruited through B.C. Schizophrenia Society and the Ministry 

of Children and Family Development (MCFD). The parents who have a mental illness 

were recruited from B.C. Schizophrenia Society. Professionals were recruited from these 

agencies as well. Participants were recruited through a B.C. Schizophrenia registry of all 
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individuals who have developed a Ulysses Agreement within the Fraser Region, which 

included parents and professionals. These participants were initially contacted by Dr. Rob 

Lees, by letter inviting them to participate in the study (see Appendix A for recruitment 

letter by Dr. Rob Lees). Following this initial recruitment letter, parents were contacted 

by Dr. Rob Lees by phone to follow up on the recruitment letter and to extend the 

invitation to participate in the study. Once parents agreed to participate, Dr. Lees passed 

on their contact information to the primary researcher. Professionals were asked in the 

recruitment letter to contact the primary researcher directly, as to avoid potential coercion 

from Dr. Rob Lees. Once the primary researcher initially made contact with the 

participants, a phone script was used to orient participants to the study and to what would 

be asked of them if they chose to participate (see Appendix B for phone scripts for Dr. 

Rob Lees and for the primary researcher). During this initial phone contact, the primary 

researcher also gathered demographic information for each of the participants (see 

Appendix C).  

 Once participants agreed to be a part in the study, over the phone, a face-to-face 

meeting was arranged according to their convenience. At the outset of the meeting, the 

primary researcher had each participant read and sign the informed consent document, 

separate documents for professionals and for parents/family members (see Appendix D 

and E respectively). For voluntary participation in this study, all participants were offered 

a $15 gift certificate to a local restaurant as an incentive, at the beginning of the 

interview.  
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Data Collection  

Researcherôs self-description. The primary researcher is Neil Mercer, a 25-year-

old Caucasian male student at Trinity Western University, currently enrolled in the 

Master‟s program in Counselling Psychology. Neil has a bachelor‟s degree in religion 

and counselling. Neil has been married for three years and has no children. He is a 

Christian, and maintains a Christian worldview concerning research and clinical practice. 

His Christian worldview informs his current research in that he holds a strong belief in 

the importance and intrinsic value of families, including the role of parents, in society. It 

is his belief that many families struggle with the prevailing social stigma of mental 

illness, which often impedes their receiving of professional mental health services. Neil 

expects his research to make a valuable impact on mental health services, specifically 

collaborative practices in supporting families with parental mental illness. Neil is 

currently working for Child and Youth Mental Health in Abbotsford B.C., where he is 

gaining experience working both with children who suffer from mental illness, as well as 

the broader family system. Neil has not, at this point, been involved in the development 

of Ulysses Agreements with families.  

 The principle investigator was under the supervision of Dr. Rob Lees, a registered 

psychologist with the Ministry of Children and Family Development in British Columbia. 

In addition to being a community psychologist, Dr. Lees teaches at Trinity Western 

University in the Master‟s program in Counselling Psychology. Dr. Lees has extensive 

research and clinical experience in working with families who struggle with parental 

mental illness. In addition to Dr. Lees as thesis supervisor, this research study was co-

supervised by Dr. José Domene who is an associate professor, focusing primarily on 
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research methodology and supervising students‟ theses, in the Master‟s program in 

Counselling Psychology at Trinity Western University. Neil Mercer was the only 

principal investigator for this study, and was actively involved in the collection and 

analysis of data. This included participating in the interviewing process, transcribing the 

interviews and analyzing the data into categories and themes.  

Interview protocol and guiding questions. The CIT method utilizes a semi-

structured interview process, where specific open-ended questions are used to facilitate 

the exploration of critical incidences, while still maintaining flexibility for the participant 

to describe their personal experiences, including what the incident means to them 

personally and how it affected them. The primary researcher used a semi-structured 

interview process for each of the participants, which included an initial orientation to the 

study, as well as a debriefing script following the study (see Appendix F). According to 

Schluter, Seaton and Chaboyer (2008), "The interviewer's role is to assist participants to 

be as specific as possible in their description of particular incidents" (p. 109). 

Furthermore, Flanagan (1954) states that several important steps should be taken prior to 

interviewing participants, which the researcher used at the beginning of each interview. 

Firstly, explaining to participants the purpose and general aim of the study, “We would 

like to find out specific and practical ways to collaboratively support families with 

parental mental illness; specifically how to better develop Ulysses Agreements.” A 

further statement about benefits and the overall value to the study was also used, “The 

incidences that come out of our interview, as well as incidences reported by other 

participants, will directly inform and shape the provision of services by professionals in 

supporting families with parental mental illness.” During the initial phase of data 
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collection, the researcher also reminded participants about the anonymity of the data, 

confidentiality as well as the potential limits to confidentiality. Explanation and 

clarification of what actually constitutes a critical incident was also done by stating that 

an incident is considered to be critical if it makes a significant contribution, either 

positively or negatively, to the general aim of the Ulysses Agreement.  

 As suggested by Flanagan (1954) interviews began with an opening question 

concerning critical incidents related to the Ulysses Agreement in general. See Appendix F 

for the specific opening and follow-up questions used in this study. The interviews 

proceeded with asking the participant to identify and describe additional significant 

incidences that helped or hindered the development of Ulysses Agreements and continued 

until the participant could no longer recollect additional incidents. In closing and 

wrapping up the interview, participants were asked to provide recommendations for 

future parents and professionals involved in the development of Ulysses Agreements. 

This closing question allows for the subjective opinions and recommendations of all 

participants, thus empowering them to make an influence on the provision of services.  

Recording and storing information. Interviews were audio-recorded using a 

digital recorder and stored securely on the principal researcher‟s password protected lap-

top computer until after they had been transcribed and analyzed. Audio recordings were 

stored separately from any identifying information of participants, thus preserving 

anonymity and confidentiality. The transcriptions were handed into the Counselling 

Psychology department at Trinity Western University, while the audio recordings were 

destroyed.  
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Data Analysis 

 The principle investigator, Neil Mercer, using verbatim transcription, transcribed 

the audio-recorded interviews into written form on a computer. The limitations of 

transcription must be acknowledged, which include that the nature of transcription means 

that this is an interpretive process and the data no longer remains “raw” (Marshall & 

Rossman, 2006). Even in transcribing by verbatim the responses of participants, personal 

subjectivity takes place, for example in choosing when and where to include commas and 

periods. This was especially challenging for the researcher with some participants who 

didn‟t complete their sentences or trains of thought, and where there is no clear flow of 

ideas throughout the interview. However, the researcher attempted to still transcribe the 

audio-recordings as accurately as possible.  

 According to Woolsey (1986), the CIT method has three phases in the analysis of 

data; selecting a frame of reference, forming categories, and establishing the level of 

specificity-generality that is to be used in reporting the results. The frame of reference is 

determined by the intended use of the results. In this case, the overall purpose of the 

study was to discover helping and hindering factors in the development of Ulysses 

Agreements, thus improving collaborative practice in supporting families with parental 

mental illness. The overall intention was that the themes that immerge from this study 

will better help direct and inform professionals involving in servicing these families. 

Flanagan (1954) states that the preferred categories during the analysis stage are those 

that are most valuable to the overall purpose of the activity being studied. In this study, 

the categories that were formulated specifically address the relevant field of parental 
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mental illness and collaborative practice within the context of what was helpful and not-

helpful in developing Ulysses Agreements.  

 The researcher sorted incidents into categories, or themes that were related to each 

other, as in accordance with the second stage of the CIT method of analysis (Woolsey, 

1986). Flanagan (1954) states that this stage of analysis requires insight, experience and 

judgment. In this CIT study the incidences were recorded onto index cards, which made 

the classification and sorting easier. This process of sorting the incidents into common 

themes and then generating names for the themes was very time consuming.  

 The third phase in analysis is determining the level of specificity and generality 

that is to be used in reporting the data. Flanagan (1954) states, “This is the problem of 

weighing the advantages of the specificity achieved in specific incidents against the 

simplicity of a relatively small number of headings” (p. 345). Butterfield et al. (2005) 

state that an example of specificity vs. generality is either having a few general 

behaviours or having many specific behaviours. Flanagan gives six specific suggestions 

for selecting the level of generality: (a) the headings should indicate a clear-cut and 

logical organization, (b) the titles should provide meaning in and of themselves without 

the need for additional explanation, (c) the list of statements should be homogenous 

(parallel in content and structure), (d) the headings should all be of the same general 

magnitude or level of importance, (e) the headings are to be easily applied and useful, (f) 

the list of headings should be comprehensive, covering all significant incidences. In using 

this method of analysis, the researcher attempted to maintain as much specificity as 

possible in the categories, while also emphasizing the general themes that were emerging. 

These categories continued to change and be modified throughout the analysis stage, and 
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throughout continued interaction with colleagues, supervisors and participants. 

Furthermore these categories were formulated to represent the complex nature of parental 

mental illness and Ulysses Agreements, from the perspectives of parents, professionals 

and families. 

Credibility and Trustworthiness 

 Numerous credibility and trustworthy checks were implemented to improve the 

quality of the data analysis, based on Butterfield et al. (2005). The first trustworthy 

check, independent extraction of incidents to determine agreeability with the primary 

researcher (Butterfield et al.) was conducted with two researchers who were experts in 

the critical incident technique. The first judge was Alanaise Goodwill, who completed a 

master‟s thesis and then a doctoral dissertation using the CIT method. The primary 

researcher gave Alanaise 25% of the incidents, 110 in total (55 helping and 55 hindering) 

and asked her to sort these randomly selected incidents into the already tentatively 

formed categories. The judge was given the incidents on index cards, and a copy of the 

categories. The percentage of agreement was 94%, as there were five incidents that the 

judge placed in a different category from the researcher, and one incident was separated 

into two. With these first five incidents, following the trustworthy check, the primary 

researcher and the independent judge mutually concluded and agreed upon where these 

incidents were newly placed. Furthermore, on further discussion mutual agreement was 

achieved in the separation of the third incident into two, which were then placed in the 

appropriate categories. According to Andersson and Nilsson (1964) a minimum of 75% 

agreeability should be reached. Therefore, based on this trustworthy check with a 
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professional researcher who was familiar with the CIT method, the formation of these 

categories can be concluded to be reliable.  

 A second independent reliability check was completed with another expert in the 

CIT method, Vic Gladish who completed his master‟s thesis about the collaborative 

practice, Integrated Case Management from parents‟ perspectives. Following the same 

steps as with the first independent judge, 90% agreement was achieved with 25% of the 

incidents. Of the 55 helping incidents, there was disagreement about five, two of which 

were mutually moved to a different category. For the 55 hindering incidents, there was 

also disagreement about five, three which were mutually moved to a different category.   

The second reliability check used in this study was member cross checking, which 

is the process of conducting a second interview with several participants after data 

analysis, with the purpose of confirming whether the researcher‟s categorization of 

incidences makes sense based on their subjective experience (Butterfield et al., 2005). 

The researcher conducted second interviews (face-to-face and via telephone) with two 

parents of the study. In addition, the researcher conducted member checking with two 

professionals via email, checking transcripts, incidents and categories. In all cases, there 

was total 100% agreement by these four participants in regards to the incidents that were 

selected by the researcher, and the categories that were formed to represent these 

incidents.  

The third reliability check of exhaustiveness and redundancy was achieved, which 

is where no new categories immerge from the data, and saturation of incidents is achieved 

(Butterfield et al., 2005). According to these authors, saturation is determined not by the 

number of participants but rather by the number of incidents, which in this case was 452. 
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To ensure exhaustiveness, the researcher withheld the last interview until after the 

categories were tentatively formed based on the first ten interviews. Then the researcher 

sorted the incidents from the last interview, and they all fit in the categories tentatively 

formed, without any new categories or themes emerging. Thus, it can reasonably be 

concluded that redundancy and exhaustiveness was achieved in the formation of 

categories.  

The fourth reliability check is expert agreeability with the categories that were 

formed, based on two experts in the field of parental mental illness. This was achieved by 

the researcher in having two professionals examine the categories and provide feedback. 

First, the researcher used Dr. Rob Lees as an expert in parental mental illness. Dr. Lees 

made some small revisions to the tentative categories (for example separating the themes 

of parental mental illness and financial factors as hindering categories), then concluded 

that they accurately and sufficiently covered the domain of parental mental illness. 

Secondly the researcher used Dr. Nicole Chovil, an expert on parental mental illness and 

member of the Provincial Working Group on Supporting Families with Parental Mental 

Illness. Dr. Chovil also provided feedback and suggestions for small modifications in the 

categories (for example making the categories more brief and concise), however also 

concluded that they accurately and sufficiently represented the field of parental mental 

illness and Ulysses Agreements.  

The fifth reliability, which is theoretical validity check (Butterfield et al., 2005) of 

the categories and themes in light of existing literature in the field of collaborative 

practice in supporting families with parental mental illness (i.e. do the categories make 

sense in light of the existing literature) was also achieved by the above professionals, and 
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by the primary researcher. These categories and themes in this study do make theoretical 

sense compared to the relevant literature on parental mental illness and collaborative 

practice.  

The sixth and final reliability check in this study has to do with descriptive 

validity, which refers to the checking of the accuracy of the recording and transcription 

process by an independent researcher who is familiar with the CIT method (Butterfield et 

al., 2005). This was achieved and assured by Dr. Rob Lees and Alanaise Goodwill, who 

reviewed the transcriptions to assure accuracy. 
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CHAPTER 4: RESULTS 

 Analysis of the interviews from the 11 participants that were recruited for this 

study produced a total of 452 incidents. Five professionals, five parents, and one family 

member were recruited. Of these incidents, 215 are helping, and 237 are hindering. These 

incidents were organized into a total of 25 categories; 12 helping and 13 hindering. Both 

helping and hindering categories were sub-divided into three main overarching 

categories: (a) professional factors: actions and attitudes of professionals that were either 

helping or hindering, (b) parent factors: actions or attitudes of parents that were either 

helping or hindering, and (c) other factors: other factors that either helped or hindered the 

process of developing Ulysses Agreements. Each category was given a name, or theme, 

and will be discussed further in this chapter starting with helping categories then 

hindering. Examples of incidences will be included for each of the categories. This 

chapter will also include recommendations or suggestions for future Ulysses Agreements 

that were shared by participants.  

Categories that Describe what Helps the Process of Developing Ulysses Agreements with 

Families where a Parent has a Mental Illness.   

 The 12 categories in Table 2 were constructed as being helping for professionals, 

parents and family members in the process of developing a Ulysses Agreement. These 12 

categories are sub-divided into the three main categories, starting with actions and 

attitudes of professionals, parents and other factors. Within these main categories, the 12 

categories are discussed according to frequency of incidences, starting from categories 

with the most incidences to the least. This order of presentation of the categories is for 
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organizational and practical reasons, and does not represent importance or value of the 

actual categories.  

Table 2  

Table of Helping Incidents and Participant Frequencies and Rates 

Incidents that Helped the Process of    Incident   Participant 

Developing a Ulysses Agreement   Frequency,  Frequency,  

       Incident Rate  Participant  

          Rate 

1. Professionals who provided information &  30, 14%  8, 73% 

moral support  

2. Professionals who were personally invested & 19, 9%   8, 73% 

motivated 

3. Professionals who were accessible for contact &  17, 8%   6, 55% 

clear about roles 

4. Professionals who built and established rapport,  13, 6%   7, 64% 

trust & safety 

5. Parent and/or family members was empowered 31, 14%  10, 91% 

6. Parents increased self-awareness of mental  13, 6%   8, 73% 

illness 

7. Parents increased sense of security   10, 5%   6, 55% 

8. Parents who are  motivated to care for   9, 4%   5, 45% 

their children 

9. Parents who have a general motivation  5, 2%   4, 36% 

10. Strong support of non-professionals   28, 13%  7, 64% 
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Table 2 (continued) 

Incidents that Helped the Process of    Incident   Participant 

Developing a Ulysses Agreement   Frequency,  Frequency,  

       Incident Rate  Participant  

          Rate 

11. A written & electronic document   23, 11%  5, 45% 

12. Prevention & Advanced planning   19, 9%   8, 73% 

  

Professional Factors: Actions and Attitudes of Professionals that Helped the Process of 

Developing a Ulysses Agreement. 

1. Professionals who provided information and moral support.  

 This was the largest helping category, consisting of 30 incidents, from 8 

participants (four professionals, one family member and three parents). This category 

describes incidents where the process of developing the Ulysses Agreement was directly 

helped or facilitated for the parent, by a professional who directly provided helpful 

information that the parent did not already know about, moral support and 

encouragement to the parent, and any other services that the parent may have needed 

during the process of developing the agreement, that the parent did not already have. This 

category also includes incidents where a professional established rapport and trust with 

the parent, by using self-disclosure, sharing of stories, and basically putting the parent 

more at ease and more willing or able to develop the agreement.  

 Professionals provided examples of this category through actions of attitudes that 

they themselves displayed that facilitated the development of the agreement, or that they 

observed in other professionals, and the impact that it had on the parent or family 
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members. For example, one professional stated, “[one professional] did quite a bit of self-

disclosure around his own experience of mental health and in his own family, and so he 

expressed a lot of empathy and I think that the family connected on that level.” Another 

professional described what they observed in other community professionals as being 

helpful;  

the social worker at the hospital, umm, we usually create really good relationships 

with those kind of professionals, so I think that [this one professional] did a really 

good job of, you know, being welcoming and sitting in on the meeting, and 

answering questions and helping to facilitate mom‟s anxiety and kind of bringing 

it down. So she did a really good job.  

Another professional described their experience of observing this positive sharing 

of information from other professionals as: 

It‟s very helpful when community professionals get it and don‟t use us as the 

heavy that comes in. They address the concerns, and say, “o.k. I‟m not the one 

that does this role but (interviewee) will come in and work with you” as opposed 

to that I‟m going to come in and assess what risks your kids are in. Yea, 'He 

[professional] wants to come in and minimize any risks, build a plan and work on 

any strengths, and developing a plan around your needs.  

Other incidences that were shared by professionals demonstrated the importance 

of the Ulysses Agreement being a neutral document, not being a program directed and 

facilitated by the Ministry of Children and Family Development. Professionals who were 

able to communicate this valuable and important information really helped to facilitate 
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trust and rapport with parents and family members, helping the development of the 

agreement. For example, one professional participant stated,  

[This one professional] made it very clear when he met with the mom and in front 

of me that he wasn‟t associated in any way with the Ministry, he was an impartial 

party, he was there for her health, and her plan, and I really appreciated that, 

because she needed that for sure. 

Similar to this kind of disclosure of helpful information by professionals, is also 

the important of clarification of what the Ulysses Agreement actually is, and also what it 

is not. For example, one professional stated about the professional who was developing 

the agreement with a family, “And he made it clear that legally it won‟t hold up in court, 

it‟s not binding legally, and so if we go to court this isn‟t going to penalize her in any 

way.” When professionals were able to provide this helpful, important information it 

really helped to facilitate an environment of trust, rapport and increased motivation for 

the parent and family members.  

Parents described this category of incidents in similar ways as professionals; however it 

is also clear that the impact of professionals disclosing helpful information, and using 

self-disclosure had profound implications and impact on parents. One parent described 

her experience of having a professional developing the agreement with her as,  

Well, he wasn‟t threatening for one thing, he wasn‟t overpowering, because he 

had explained some things about himself, he had talked about himself a bit, and I 

can‟t remember what he said. He said about one lady, and the story about why the 

Ulysses Agreement was kind of brought upon her, basically it was because of her. 

Yea, so that was cool, that story. 
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Another parent described her experience of having a professional who provided 

helpful information and support in her Ulysses Agreement as:  

They had a positive input in it right, and they just told me it was about protecting 

me and my son, and that it was about keeping the guards out, right. So it was 

positive, it was a more relaxed way to go about things, a more modern way to go 

about things, which I‟m always up for in the mental health industry, right, you 

know for things to be a little more relaxed and stuff, and positive and modern. It‟s 

good, right.  

Another parent described her experience of having the strong support of a professional in 

her Ulysses Agreement: 

I think that it‟s really important to have somebody from mental health that you see 

regularly, because sometimes you talk to them about things that you wouldn‟t talk 

to your friends about. So if your friends are thinking that you are unwell, they 

have the ability to call the mental health [professional] and let them know what‟s 

going on, and they could even talk with them about what‟s going on in your 

situation, because of the confidentiality thing. Like umm, my therapist she 

wouldn‟t say “oh well she‟s told me this and that” but if its relevant to what 

they‟re asking, and if she feels like it‟s a safe thing to say, then umm she would 

say that like if umm, the fears of like my mental health going down or going bad 

were valid, then she would let them know that these things are going to happen, 

we‟re going to go to her place, and we‟re going talk to her. 

Another parent described her experience of having professionals who were able to 

provide helpful services to her throughout her Ulysses Agreement,  
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I had this community agency involved and my MCFD worker, when we went into 

how they could support there was a lot of things that I didn‟t know they could do 

that they could do for me. Like for instance with MCFD, if there was a time when 

I wasn‟t on any income they would pay for the cost of my medications if I needed 

it. 

For parents, having professionals in their agreement who came from a strength-

based approach, providing information and clarity around what the Ulysses Agreement is, 

and what it is not, and also providing helpful services to parents that they didn‟t already 

know about, had a strong facilitating impact on the overall development of the 

agreement.  

 The one family member in this study shared very similar experiences to the 

parents who had professionals who played a positive, helping role in their agreement. 

This family member described their experience of having a professional as, “The 

information that [this professional] could share with me and the moral support that he 

could lend me.” For this family member, who felt very alone and isolated in her the 

agreement experienced a lot of encouragement and support from a professional helped 

her. For example, this individual stated,  

He was helpful in that he was the only person in this scenario who recognized or 

validated my child protection concerns about [the child in this agreement], so he 

was the only support and the only sort of rational mind that I felt that I was 

dealing with at the time. 

 It is clear from these incidents that parents, family members and professionals 

experienced the strong support and the helpful information that professionals were able to 
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share and demonstrate throughout the Ulysses Agreement as tremendously helpful 

factors.  

2. A professional who was personally invested and motivated to participate in the Ulysses 

Agreement. 

 This category included 19 incidents in total, from 8 participants (three 

professionals, four parents, and one family member). This category describes incidents 

where the Ulysses Agreement was helped as a result of the parent or caregiver 

experiencing having a professional who was personally invested and motivated to help 

with the Ulysses Agreement. Professionals who were strength-based, and those who 

advocated for parents when parents were unable to advocate for themselves. This 

category is different from the previous category, which was more about professionals 

providing helpful information and moral support, whereas in this category professionals 

were experienced as being personally motivated, invested and supportive of the parent 

and of the agreement.  

 Professionals described incidents in this category as behaviours or attitudes that 

they observed in other professionals who were involved. For example, one professional 

stated, “She [the parent] did have a worker through MCFD who was very supportive, 

who was in complete support of this agreement, which I thought was, that was quite eye 

opening.” Another professional described their experience of working in a Ulysses 

Agreement where there were multiple professionals who were invested and motivated to 

work in the agreement. 

This category also includes incidents where the importance of professionals being 

strength-based, and working with the parent and family in the agreement from a strength-
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based approach. One professional described their experience of working with the family 

from a strength-based approach as,  

It took less time for me to work through that resistance with the client. So if 

everyone is on the same page about being strength-based, needs assessment, as 

opposed to me having to work through the client‟s perspective of what power we 

have, and work with that and get them on board with me, everyone is kind of 

reinforcing that same plan and goal that its strength-based.  

This professional also described the sense of other professionals making this 

change to being strength-based, “I think that rather than coming from, and our Ministry is 

making a switch, to being strength-based instead of being risk-based, strengthen needs 

kinds of assessments as opposed to risk assessments.”  

Parents also described incidents where professionals were personally motivated 

and invested in the process of developing their Ulysses Agreement. One parent stated, 

“My support worker, she was awesome.” Another parent described the support that 

received from a professional as,  

And my counsellor, she was the one counsellor that I saw for two years, she was 

my main support as far as a counsellor, and she always came and saw me in the 

hospital, she was the most, the person that I talked to the most about it. So she 

was very open to talk to about it and stuff. 

The parent‟s experience of a professional who was personally motivated and 

invested cannot be underestimated. Another parent stated, “it helped that my case 

manager was really gung-ho about it, right, like she was really interested, and that 

helped.” Another parent said,  
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But it was a huge struggle. And if I didn‟t have those supports, the program 

director and my therapist, like backing me up and helping me get it done, it would 

have been way too much for me to do on my own. I wouldn‟t have been able to 

do it. 

Another important component of this category is professionals who advocated for 

parents, either in the Ulysses Agreement or within the system of care itself. In other 

words, when parents were not able to get the services they needed, and otherwise would 

not have gotten, professionals were able to advocate for the parent, and have more of an 

impact on the system of care. For example one parent said, “The program director went 

in with me, right, so instead of me just being a client I had somebody else to come with 

me and explain, it was more valid that way.”  

 Another parent described the advocacy of her therapist as a major helping 

incident: 

My therapist at the time, and she totally agreed and she thought it was something 

that I really needed as well [a professional who would be with the parent long-

term], not just as with the Ulysses Agreement, but because of the way my mental 

illness is, I needed somebody who was going to be there. I needed somebody who 

was going to come back after I have been doing well after a long period of time. 

So she also acted as an advocate for me, to get a long-term case worker, and so I 

finally got one. 

This same parent went on to describe how helpful and important it was for her to have 

professional advocates: 
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Because they [her therapist and the program director] could talk to people in 

mental health to see if there is a way to make this happen, and why they thought I 

needed to have it. Because somebody like a client going into mental health and 

asking for these things, like they‟re going to be „no sorry, you don‟t qualify for 

these services and there‟s nothing I can do about it.‟…And because it‟s not just 

you going to the Ministry and telling them all these things, and they‟re supposed 

to believe you, they have validation from other people, other professionals and 

other people in your community, non-professionals, so it‟s like there‟s a stamp of 

their approval. It‟s not just me saying all this.  

 The one family member in this study also shared their experiences of having 

professionals who were personally motivated, invested and willing to advocate for them. 

This individual stated, “I was dealing with the nurses on the [psychiatric] ward and they 

were outstanding, they were so great, and they were so concerned about me.” 

Furthermore, this individual shared about her experience of another professional involved 

in the agreement, “He was just really invested in the situation and really believed strongly 

in the Ulysses Agreement and the process.”  

3. Professionals who were readily accessible for contact, and were clear about their 

boundaries and professional roles in the agreement.  

This category contains 17 incidents from six participants (two professionals, three 

parents and one family member). This category describes helpful incidents where 

professionals were easily available for contact, traveled to meet the parent and family in 

locations that were accessible to them, and professionals who were clear from the 
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beginning of developing the agreement what their professional roles and responsibilities 

could be.  

Professionals shared incidents such as, “[He] was really good at traveling and 

bringing a laptop and getting information right on site.” Also, this professional stated that 

“I really appreciated having a contact person in this Ulysses Agreement, the program 

director.”  

Another professional who was involved in the development of an agreement with 

a parent stated that she was very clear right from the beginning what her agency‟s role 

and responsibilities could be: 

Definitely I was very clear, like „these are the hours that we are open, this is when 

we are here, this is our role, this is what we can provide for you, and it‟s not going 

to be taking care of your son because we can‟t do that. So you can phone us and 

we can help to support you and connect you with whatever you need to connect 

with‟, but we wanted to be clear about our role. 

Another example of the importance of role clarification was shared by a 

professional, “the program director was trying to facilitate the process and was very clear 

from the beginning that „I am facilitating this getting started and then I‟m passing it over 

to this individual‟ it was going to be hers [the parent‟s], she kind of was asked to carry 

it.” Another profession said,  

So by identifying right up front and be very clear about what each person‟s role is 

so that when and if she was in a crisis, that she knew who to call for what. So if it 

was „I need someone to take care of my son because I need to go to the hospital, 

call this person and don‟t call this person.‟ 
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This same professional went on to highlight the importance of role clarification by 

saying, 

I think just helping people identity what supports they could provide for this 

young woman, what their role would be, and be explicit about that. I think that is 

really important, like if that didn‟t happen, if that wasn‟t clear and explicit at the 

table where people say this is my role in your life and this is what I can do to 

support you, I could see where there could be some confusion, where this person 

has this list of names and numbers and then in a crisis may look to the wrong 

person.  

 Parents described incidents where professionals were available for contact, easily 

accessible and flexible with locations as very important as well. One parent stated, “The 

program director goes into your house according to your convenience.” Furthermore, the 

same participant stated,  

The most helpful one was that the program director was there at any time, you 

could call him at any time, and my support worker thought that was really cool 

because she could call on him at any time too. 

This one parent‟s experience was very positive as a result of having professionals who 

were easily accessible for her. She goes on to state. 

[The] program director was just there to call upon at any time, for like everybody, 

“what are we doing here?” he basically explained everything. He was always 

there, and he was always there to help, if people had emails or whatever, he was 

always there to help, even for different information because he said “oh yea, 

cause when you‟re pregnant that‟s when all your hormones” just different 
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information about when you‟re pregnant and stuff, and then everything changes 

when you‟re not, cause your body goes back to normal.  

Another parent described this as being helpful as, “[He] was always available for 

us, and a few times he came to my house. I remember when I was in the hospital, he 

came to the meetings, and he came to the house, yea.”  

 For parents, experiencing professionals who were clear about their roles and 

responsibilities was also important. One parent stated, 

[The] program director was just really on top of it, walking us through it, which is 

obviously his job, and then the last meeting he said, „this is your agreement, you 

don‟t need me for this anymore, you can change it and do whatever you want, but 

if you need me, call me, I will be there to facilitate for you and help you through 

this‟, so he gave us that option.  

The parent in this study also shared the same sense of importance in having a 

professional who was accessible; “I just think he was a touch-stone and he was very 

available…He was just very professional and very, umm, clear in terms of the boundaries 

in that he needed to remain as this neutral party.”  

4. Professionals who actively and purposefully built and established rapport, trust and 

safety with parents and/or family members.  

 This category consists of 13 incidents from seven participants (four professionals, 

two parents and one family member). These were incidents where professionals 

purposefully developed trust and relationships with parents and family members, and 

describe how this action was helpful in the overall development of the Ulysses 

Agreement.  
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 Professionals described these incidents as the important of developing 

relationships of trust and rapport, as being essential to the foundation of starting the 

process of a Ulysses Agreement. For example, one professional stated,  

It helped that I had a relationship with the client, she was a client of mine already, 

and I was working with her already…She trusted me, there was a level of trust 

that had been developed and she was open to being honest about her issues. 

Clearly, when professionals develop relationships with clients and a strong 

relationship exists prior to developing a Ulysses Agreement, the parent and family 

members will be far more invested and motivated in the process.  

 Another professional described a similar incident where trust and relationship was 

a helping factor: 

I know that the client felt comfortable with me, and would call afterwards just to 

ask questions and stuff, and so it changed their perspective on Ministry 

involvement. Yea, cause when I first went in to meet [the parent] and her friend at 

the hospital there was apprehensions about who the Ministry is and then when we 

built that rapport and had the opportunity to work through this with her she saw 

that we were focusing on her strengths and wanting to build a plan around her – 

so that broke down those walls and showed her that we truly just wanted to have 

her be responsible for her life and care for her kids, and that we don‟t want to be 

involved if we don‟t need to be. 

 In one case, where there was a failure of a Ulysses Agreement with one parent, 

the professional was able to intervene and arrange for the children to go to another safe 

location, and the establishment of trust and rapport played a major part in it: 
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I phoned up the grandparents and said “could you take them for a few days”, and 

they were willing, I had a relationship with the grandparents anyways, I was 

phoning regularly to check in with them, so it was actually quite a natural thing. 

They knew that if I phone them then it was serious, so yea, we basically placed, 

the safety plan was that we would place the children with the grandparents while 

we ran a few tests. 

The importance of relationship and trust as it is established by professionals was 

also reflected by a professional who observed this factor and its impact over time on a 

parent,  

With the program director involved and continuous relationship building, I didn‟t 

see it, but I read in the agreement that finally she [the parent] acknowledged that 

she does get depressed and that she could describe what the depression would 

look like, and the signs and symptoms.  

Parents also experienced the importance of having a strong relationship with 

professionals as being helping in the overall development of their agreement. One parent 

said,  

The program director brought normalcy, he wasn‟t threatening, yea. He just made 

light of it and fun, and it was never pressuring, and I was on bed-rest and he was 

like „wow, you‟re on best rest and you‟re cleaning, and stuff‟, yea. 

Another parent stated, “He just sat there was not overpowering, he was sitting 

down and was casual. He let the kids do what they wanted, and people asked him 

questions as they wanted.”  
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The family member in the study also remarked on the importance of relationship 

and trust with a professional; “He [professional] attempted to establish some rapport with 

my uncle [the parent with mental illness] and a significant element of my uncle‟s 

condition is paranoia. So that‟s a tricky piece, and [this professional] made some 

headway with that.”  

Parent Factors: Actions and Attitudes of Parents that Helped the Process of Developing 

a Ulysses Agreement. 

5. The parent and/or family members felt empowered. 

 This category is the largest category of incidents related to parent factors, and is 

the second largest helping category in total. This category has 31 incidents from ten 

participants (five professionals and five parents). This category describes incidents where 

the Ulysses Agreement process was helped as a result of the parent feeling empowered, 

feeling that they had a voice in their lives and the lives of their children or family. This 

sense of empowerment resulted in a greater feeling of “ownership” of the agreement, 

where the parent felt strongly that this was their agreement, they were in charge and in 

control and they were at the centre of everything that was going to happen either to 

themselves or their children when and if they become unwell as a result of their mental 

illness.  

Empowerment as a helping factor was described by professionals in many different ways. 

One professional stated about the parent in the Ulysses Agreement,  

They‟re the ones creating the plan, so it‟s definitely, I would think be empowering 

to mom as well, to have the capacity to make the decisions for her children…It‟s 
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not MCFD as an organization dictating what to do or taking the decisions out of 

their hands. 

Another important example of empowering the parent in the agreement is 

demonstrated by this professional‟s experience, “One of the positives was that she [the 

parent] got to choose the location. We asked him where she wanted to get together, and 

she chose her house every time.”  

 Other examples of the importance of empowering the parent to be at the centre of 

the agreement, to have the ultimate voice in what happens and in what is going on for the 

parent, were stated by this professional, 

I think that it really focuses on parents, a parent driven plan, and their educating 

us on what their well and unwell state is, and they‟re the expert on it and so if you 

take that away from them you lose so much of that information when you don‟t 

empower them to help you understand they may not be as forthcoming, and I 

know that in this situation, she took the reins and seemed to be empowered to 

create the plan and which I think is interesting and good to see. 

Another professional reflected on the importance of empowerment for the parent, 

and how sometimes professionals neglect this important factor, 

The empowering that it gives people to have control over their lives, there is so 

much value in that, and again people take responsibility for their own wellbeing 

and their lives. Because historically the system has taken that away from people, 

so people recognizing that they can take charge in their lives and that they have a 

say in how things go. That‟s huge, whether it works out or not, just the process of 

being involved in that.  
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This same professional described how this was so powerfully impactful for the parent 

that she worked with,  

This Ulysses Agreement it gave her control for her life and it gave her an 

opportunity to kind of have that control, and take responsibility. To say “I do have 

these issues, and I do struggle, and I am a single mom, but I can still be a good 

parent and a good mom, but there are going to be some times when I will need 

some help.” So I like that idea that control not being taken away from her, as I 

suspect might have been in the past. I think it just helped her to feel good about 

herself and to feel that she could still be a responsible parent in spite of having a 

mental illness, and that was still a role that she could have a be good at. And I 

think that‟s really important, when we talk about recovery, it‟s really about people 

re-establishing their roles in life. Because often you lose all that. So I think that 

having that ability to say “Yea I can be a responsible mom.” 

Another professional reflected a similar experience of empowerment for the parent in this 

Ulysses Agreement, 

Well I know that the client felt really good about being able to make those choices 

and decisions for herself, because she said so. Just giving her, her not knowing 

that all of her wishes and authority in her family will be usurped if she 

decompentates, just that she knows “I‟m well now and this is what I want to 

happen” and umm, I think it was empowering for her to be able to do that, and of 

course disempowering when it didn‟t happen. 
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 Parents also shared the importance of the Ulysses Agreement as a plan that 

empowers them, and described what aspects of the plan that facilitated this sense of 

ownership. One parent states,  

That it gives the parents power over their own little nucleus, whether you have 

five kids or one kid, or a husband, it gives you your own power over your 

household, and you also have supports wherever they may be. 

The freedom to have choices in who to include in the agreement was important, as 

this same parent reflected;  

So whoever you think is your best support, and that‟s good because if it‟s not your 

family, just friends, that‟s great, all the power to you, just as long as you get the 

choice of where your children are going to be best. 

 This parent described the impact of being empowered as, “It made me feel proud, 

I felt proud I had put a lot of it together myself, and I just didn‟t lay it to the side.” 

Furthermore, in describing the experience of her being empowered through the 

agreement, and the effect that this had on her extended family supports, this parent stated,  

I think with her in particular she (the parent‟s mom) needed to hear that no matter 

what this was a family agreement, it was my agreement; I know that the program 

director really had to kind of drill that in to her in particular, that nobody is going 

to get involved, it‟s between everyone here, it‟s not a legal document, there is no 

lawyers involved or anything. It‟s just an agreement that comes first before 

anything else, unless someone else is in danger or something like that. So that 

really put her (parent‟s mom) at ease.  
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Another parent described how the process of going through the Ulysses Agreement 

enabled her to have more of a voice in other areas of her life, particularly in her 

relationship with her therapist. This parent said,  

In the beginning I had a counsellor at mental health, it was a short term case 

worker, and when you‟re in a session with them, they like to lead it and ask you 

all these questions and talk to you about certain issues. And I found out that, as 

the client it is your right to use that time as you see fit. So I could ask her to do the 

Ulysses Agreement with me, and umm, talk about that and get her involved her in 

that way. But I didn‟t know that before, I would have just been like sitting there 

and “So I have this Ulysses Agreement thing” and it would have been brushed 

off. 

Another parent said, “Yea, it was empowering really. Just, again, you‟re developing this 

for your family and you know it‟s in the best interest of your kids.” This same parent 

described further how one of the professionals in the agreement encouraged and 

facilitated a greater sense of empowerment for her in the meeting where the agreement 

was being formed,  

Just going through the different parts, sections of the Ulysses Agreement, “o.k. 

now we need to write down your medications” and he [professional] shocked me 

with “so this is your poem, now I want you to read it”, and I was like “what?” I 

was like “this is to my kids”, and he was like “I know I want you to read it to your 

kids”, in front of all these people. I am really outgoing anyways, but I was crying 

and everything and I read it anyways. 
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 For parents and caregivers in the agreement, to feel empowered and at the centre 

of the process is a major helping factor in the successful development of the agreement. If 

the parent feels and believes that they own the agreement, that it is being done for their 

best interest, that they have the ultimate choice of what they want to happen when they 

become unwell, and of where their children will go, the agreement will be far more 

successful than if these factors are not there.  

6. Parentsô own self-awareness of their mental illness and its signs and symptoms. 

 This category consisted of 13 incidents from eight participants (three 

professionals and five parents). This category describes helpful incidents where the 

parent‟s own self-awareness of the signs and symptoms of their mental illness, and their 

willingness to be accountable to both professionals and non-professionals supports and 

how these incidences aided the process of developing the Ulysses Agreement.  

 One professional described the parent with mental illness, that she worked with in 

the Ulysses Agreement as,  

She was very insightful, she knew that she was sliding, I don‟t know whether she 

was at risk of hurting herself, she might have been. And that might have been why 

she decided, she recognized that she needed some help. She wasn‟t capable of 

being at home with her child. 

This professional continued to describe the insight that this parent had in the 

meetings with other supports, 

[It] requires a lot of insight even to be able to identify and share with other 

people, you know how are we going to know when you aren‟t doing well, and 

how are we going to step in, and how are you going to self-identify that you need 
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help. And so trying to get to that point with her, which was part of the early kind 

of discussions at the table, just her describing how she was feeling, her illness, 

and what it looked like to other people. So, but I think that really helped her to 

understand herself too. And I think helped her, and I would suggest is that that is 

why she is doing really well, and doesn‟t really need our services any more, and is 

doing very successful. The sense of control and that I can deal with this, and be a 

good mom. 

 Another professional commented on the process of identifying signs and 

symptoms in the Ulysses Agreement, and how they saw this as being a helping factor for 

the parent the agreement was developed around. This professional said,  

Mom [the parent] was to describe when she got really depressed, the warning 

signs, what happens prior to and what happens when she is, what friends and 

support systems could do, to engage early on so they avoid a big crisis. It was 

really a tool that you could implement. I appreciated when she described the 

routine of her child in case she gets sick, her family and friends need to maintain 

the routine of the child. 

This same professional described her own experience, in her professional role, of 

how important it was to observe this parent be aware of their illness; “From a child 

protection place, that‟s my angle, it was really helpful to see from a parent‟s point of 

view, that they acknowledge their diagnosis and that was a list of medications.”  

 Parents had similar experiences of writing down and becoming aware of their 

mental illness and its signs and symptoms. One parent said,  



  79 

There were warning signs that they put down in the Ulysses Agreement, so that 

everybody‟s aware of it, so that I could get help sooner. That was a good thing, 

because it helped me to realize what things look like before they got too bad. So I 

was able to take control of it before it started to get like that…I had to be 

accountable for my behaviour. And yea, it was sort of I knew that once this 

agreement was done, people would be watching, and I had to be honest about how 

I was instead of just floating it off, and isolating myself and pushing people away. 

So it was like „I see something going on, so what are you going to do about it‟, 

yea that helped.  

Another parent described their experience of recognizing and being accountable for the 

signs and symptoms of their mental illness as, 

In the long-term it was helpful by me feeling comfortable with sharing my 

triggers and my, umm, you know, experiences when I relapse, because I wrote 

them all out myself. I could really get into detail about them, because I had time 

on my own to really put them down and umm, it made me more comfortable with 

sharing them, “this is coming right from me, this is exactly what I go through”, 

this is the triggers and this is how hard it is to ask people for help. At least I had 

something there that you know, “maybe she needs a little help right now”, and 

maybe we should call each other, and get the team together and intervene if they 

have to. 

Another parent also described her experience of becoming aware of her mental illness, its 

signs and symptoms, and of the impact of her illness on her family, particularly her 

children. She experienced this sense of awareness and recognition of her illness as 
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overwhelming at first, but also overall as very helpful in the development of her 

agreement. This parent said,  

And the kids were huge in that, and I had to sit in my own stuff and listen to my 

kids say “when mom is sick, she goes to sleep, she doesn‟t cook for us, she‟s not 

there for us, she doesn‟t do laundry, she doesn‟t clean, she doesn‟t do anything.” 

And I had to sit there and listen to my kids tell me that I didn‟t do any of that 

stuff. And I was like, “wow, ahhh”, and I had to try to keep it together, and I had 

to walk away and (sighing). And then there was the point where “when mom‟s 

well, she is put together, she always has a clean house, this and this”, and that is 

what they see, and that is what they want to always see. So, there was that piece 

of it…. It was difficult to hear, because yes I did hear it from my counsellors, etc, 

everybody got to put their piece of what it looked like when I was ill because for 

everyone it looked different. It wasn‟t hindering, because it is what it is. 

 This same parent experienced this awareness and more open communication 

about her illness as helping throughout the Ulysses Agreement process. For example, 

“And the kids speak it to me now, „mom what‟s going on, you‟re starting to nap, let‟s 

go‟, right, so it‟s helpful that we have that communication now, it opened up a 

communication that we didn‟t have before.” This parent said that as a result of this open 

communication and discussion in her Ulysses Agreement that she became more aware of 

it; “It is what it is, because when I am sick I am sick, and I know it, now I might not pick 

up on it right away, but I know when I am going downhill.”  

7. Parent who had a greater sense of emotional security. 
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 This category contains ten incidents from six participants (two professionals and 

four parents). This category includes incidents where the parent felt more at ease, more 

secure and more empowered as a result of having an advanced plan in process, in the case 

where they decompensate due to their mental illness, they knew and felt that they were 

okay to do whatever they needed to do to take care of themselves, while knowing that 

their family and children are safe, taken care of and somewhere predetermined. This 

category also includes incidents where the Ulysses Agreement challenged social stigma 

towards mental illness, causing others in the community, including professionals and 

non-professionals, to begin to view mental illness in a different way.  

 One professional described their observation of the parent as, “then her being 

okay being unwell, she felt that support and there wasn‟t judgment about it.”  

 Another professional described the process of de-stigmatization important and of 

how the Ulysses Agreement can be a tool that facilitates this process for parents, 

One of the strengths is starting to look at the whole area of mental illness in a new 

way, and distinct from, you know how typical people are over here, mentally ill 

people are over here, and other people are here. So instead of making all these 

divisions, you know mentally ill people have periods of health and when they‟re 

in that period they‟re able to make rational and responsible decisions about their 

own lives, and so not compartmentalizing them. I think it‟s a strength of Ulysses 

Agreements, because I think it can help society and help people see things 

differently around the area of mental illness.  

 One parent describes her experience of being okay with having to go to the 

hospital when she was unwell, and how the Ulysses Agreement facilitated that for her, 
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It helped me to do that by me knowing that he [her son] was safe, knowing that he 

wasn‟t going to get taken away from me. Mainly knowing those two things were 

just knowing that he was safe, with family, right, who I trusted and knowing that 

there was no strangers involved. Who knows what strangers are going to say or 

do, like who knows, nobody knows, So, that made a huge difference in me getting 

well, like if that wasn‟t there I would have been just so urgent to get out of the 

hospital.  

This same parent went on to say,  

It really made me trust that if I did have a relapse or something, and I‟m telling 

you that when I went into the hospital, I felt comfortable that he was at their [her 

family‟s] house, and I felt safe with him there.  

She went on to say,  

It really enabled me to concentrate on myself, whereas before I wasn‟t able to 

concentrate on myself, I was concentrating on him [her son]. Like I was saying “I 

got to get out of here, get on these meds, get better and then I can get out of here”, 

right, this time we really took the time to get the right meds, hopefully and umm, 

just take our time to just not take the wrong meds anyways and get some follow 

up and stuff. And just take care of myself, which was a hard one to do, right, it‟s 

very hard to just look at you and say “O.k., I just need to take care of me”, it‟s 

really hard to do that. 

 Another parent described her experience of having this sense of security and trust 

with being able to know where her children were going to be when she was unwell. She 

said, “I think the biggest thing is having the security for the person that‟s mentally ill, of 
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knowing what their kids are going to be taken care of and safe, and that they have this 

agreement.” When describing what this was like for her, and the meaning of having this 

security, this parent emotionally said,  

I can‟t even describe what that meant to me, my kids are my world, right, and to 

have that kind of security, it was amazing, I didn‟t have to worry, I knew that my 

best friend was going to take care of them, it wasn‟t me, but she was going to take 

care of them without question and do whatever she needed to do for them, and 

umm, I didn‟t have to worry. She always told me, “take your time”, and I was like 

“well I need to get back to the kids”, and she was like “well, no you don‟t”. She 

would say “take your time, you need to get better, I don‟t care how long you are 

gone, you need to get better”.  

Another parent had a very similar experience, stating that the Ulysses Agreement, 

Puts my mind at ease, so that if I ever do have to go into some kind of treatment 

or whatever, it was a relief and it allowed me to go, rather than me stressing out 

and not wanting to go in because I am worried about this and that and what‟s 

going to happen. So that was good. 

8. The parent or family member who had personal motivation of wanting to help and care 

for their children.  

 This category consisted of nine incidents from five participants (one professional 

and four parents). This category includes incidents where the parent as internally 

motivated out of love, commitment and a desire to care for their children and to do what 

needed to be done to care for their children.  

 The one incident that was shared by a professional in the sample was,  
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She [parent] was consistently saying, „I‟m doing everything for my son, I love 

him so much, it‟s all about him‟, and I believe that, I do…You know, that she was 

saying that she needs him in her life, and she wants to be a mom to him. 

 One of the parents reported that her son was the primary motivating factor for her. 

She said, “My son was the motivating factor, obviously my son was my motivating 

factor, even though I went through a bit of a depression, I pulled myself out of that, and 

really wanted to get it [Ulysses Agreement] done for him.” She went on to say, “The 

main thing is just to protect him [son], right, as far as I‟m concerned.” The importance of 

her child and the strength of him as a motivating factor are further described in this 

incident, 

And I just want to be as strong as I can and have as many, like, tools under my 

belt to help him [son] out, and to show him, and just to prove to him that I tried 

really hard to keep it together and learn as much as I could for his sake. For his 

future, right, really for his future. I just want it to be as stable as possible. So 

having the agreement is part of that, it really is, because if he got whipped away 

and went into foster care, I mean, even just for a couple of weeks, or whatever, 

that‟s really disruptive. So I don‟t want that to happen. So yea, it‟s good, yea. I‟m 

glad its there, right.  

 Another parent described a similar experience in wanting to complete the Ulysses 

Agreement out of a motivation for her child,  

Yea, it was my son, I wanted to make sure that everything was going to be in 

place, I wanted to have like, if he needed to go somewhere I would know where 

he was going, and I would have like a plan of how I want him to be taken care of. 
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Another parent stated that her motivation for developing her Ulysses Agreement 

was “because I couldn‟t let that [her child going into foster care] happen again with my 

son.” Another parent said,  

That‟s just who I am, when I‟m well, I‟m a very strong person and my kids 

always come first, they always have in my life, what they need, I get. It‟s pretty 

simple for me, that is what I am, I‟m a mother first and foremost in my life. 

9. Parents who had a general internal motivation to complete the Ulysses Agreement. 

 This final helping category in the parent factors section contains five incidents 

from four participants (one professional and three parents). This category describes 

incidents where the parent had a general sense and motivation of wanting to complete the 

Ulysses Agreement document, and includes incidences where the parent had internal 

resources that enabled them to complete the agreement, such as a connection with God 

and spiritual faith.  

 For example the one professional incident that was included in this category was 

simply, “she [the parent] was a confident woman.” This sense of self-confidence was a 

helping factor in this parent developing the agreement and acquiring the additional 

resources that were needed for herself and her family.  

 A parent shared their personal sense of motivation and identity in developing the 

agreement as,  

It‟s huge because I can say I have my Ulysses Agreement, but I can also say I 

have my spiritual side, I‟m Christian right, so that was big, basically I could say 

that God put that together or whatever you want to call it, through [professionals] 

or whatever, and because of that, with my faith it was huge.  
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Another parent shared, “Personally I think that if I didn‟t want to take care of 

things before they got too bad, like a lot of people just let things go, I wouldn‟t have been 

able to do that, it wouldn‟t have worked.” Another parent remarked,  

I know that in order for the Ulysses Agreement to work, the person who it‟s for, 

has to be the one who wants it to work, otherwise it won‟t. Because in order to get 

certain people to be a part of it, I was the one who really had to push to get it 

done. 

Other Factors: Other factors that helped the process of developing the Ulysses 

Agreement, including non-professional supports and the logistics of the document itself. 

10. Strong support towards the parent or caregiver from non-professionals. 

 This category contains 28 incidents from seven participants (two professionals 

and five parents). This category describes helpful incidents where the process of 

developing the Ulysses Agreement was directly helped as a result of the parent 

experiencing strong supports from either friends or family members, and where they 

responded to this support with trust and a willingness to be accountable in their 

agreement. These incidents also describe what it meant to participants to have these 

strong non-professional supports, and how instrumental they were in the overall success 

of the Ulysses Agreement.  

 Professionals shared incidents such as, “she [the parent] had a good friend who 

was supportive of her.” This same professional recalled the importance of having the 

children involved in the agreement, and how their support was helpful in overall 

development of the Ulysses Agreement;  
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I think that it was helpful to the client to hear how her kids perceived her unwell 

state and she was surprised to hear about how much they were picking up on 

when she was becoming unwell, and then empowering the kids to take steps and 

then they would feel more a part of the plan. 

Another professional recalled the parent that they worked with who initially had 

few non-professional supports, and then over time she was able to bring a friend into the 

agreement,  

She did identify a friend who eventually came to the table, who she had met who 

lived as a neighbour and who had a young child and they had gotten to know each 

other, spent time together. And that seemed like a really good alternative, that she 

had this friend who was willing to take her son. So that was good. And she did 

actually end up bringing this person to the table. 

 One of the parents also recalled the importance of having close friends in her 

Ulysses Agreement, and the security that this provided for her. She said,  

So then my other friend got everything together, she was organizing it all, like 

how was I doing, she was really good at getting things in order like “oh we have 

to get her house in order” and stuff, she would do that. Then another friend came 

on who also just watched and everything, so everything just came together really 

well. So it was really cool. It was, yea, and then basically we had the plan, it just 

all worked out. 

This same parent also recalled how important it was for her to trust her friends, and to 

have people who were going to take her children who were trustworthy, 



  88 

So trust is a huge thing, because people are going to watch your kids. And that‟s 

why when I saw the plan it was so cool, seeing that they break it down so well, 

even to the point to what my kids like, and what he would want for a birthday 

party, like, how do you want to work it. So trust was huge, and like I said. 

When it came to the Ulysses Agreement actually having to be implemented in this 

parent‟s situation, having that strong non-professional support network was a major 

factor,  

It was huge, because I didn‟t have to panic because all of a sudden, what was I 

going to do, and basically my friends called everyone together and they were able 

to watch my kids. It was just huge because I had talked to them all about the 

Ulysses Agreement. 

Another parent described how important it was for her to have the strong supports 

of a close friend,  

My best friend was huge in that, making phone calls, “we‟re developing this 

Ulysses Agreement, we need everyone who is support for her and her kids, and 

we need everyone on this agreement.” Yea, she went over and above what she 

needed to do. 

 This same parent described further what it meant to her personally to have a close 

friend watching her kids when she became unwell, 

That was huge, it was a huge burden lifted off of me, because when you‟re sick 

like that you already have guilt. You go through tremendous guilt that you‟re sick, 

because you need to be in the hospital to get better for your kids so that you can 

take care of your kids, but you still have tremendous guilt because you‟re not 
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there and you can‟t be the mother, and you‟re the strong wonderful person in their 

life, for their whole lives, they‟ve never seen me sick up to that point. I was 

always the rock in the family, right. So it was a huge relief having my best friend 

there, yea. 

 Another parent recalled how her sister-in-law was able to provide important 

support for her when she became unwell, although their relationship was not strong at the 

beginning, this parent came to a place of being able to trust her and include her in the 

agreement. This parent said,  

So it was just easing into it, right, and then with her (sister-in-law) standing up to 

the plate and saying “this is what you have” and I‟m going to meet with you and 

the social worker, and she‟s going to talk to you and it really made me trust her 

quite a bit more than I did. And I said, we didn‟t get along for quite awhile, but at 

least I know that she cares about kids. 

 This parent‟s advice to other parents who find themselves in similar situations 

needing support from non-professionals was,  

Umm, it‟s hard to trust, but give yourself the chance to trust, like a lot of us come 

from dysfunction and stuff. And amazingly there is a lot of function in it right 

(laughing), there really is and can be right, just give yourself the chance to trust 

those around you, they love you, and they want to pull together for you. 

11. A written and/or electronic document (includes aspects of the document that were 

helpful, specific details of the document, and that the document was changeable 

electronically). 



  90 

 This category contains 23 incidents from five participants (one professional and 

four parents). This category includes incidents where the process of developing the 

Ulysses Agreement was helped as a result of having a written or electronic document that 

was tangible and adaptable to the needs and experiences of those involved. This category 

also includes incidents where specific aspects of the document were helpful, for example 

writing out the signs and symptoms of the parents‟ mental illness and details of the needs 

of children in the agreement.  

 The professional who shared incidents that went into this category to do with the 

written document. For example,  

So in a sense it was helpful from the child‟s point of view because in my court 

document, in my summary I did mention my efforts, to show that we tried 

ABCDE, and one of the tools was a Ulysses Agreement. And I gave a little 

explanation of what this tool was about and how I saw that it could have helped 

the family. 

 This professional also shared how having a document was helpful for the parent 

in this situation,  

Having a document, an information that she could read, she could go back to, that 

was helpful for me in particular, because sometimes she would say, “oh no you 

didn‟t tell me that, we didn‟t read that”, then we could use the document and say, 

“actually you signed that, and we dated that”, and then it was more difficult for 

her to deny because there was a lot of that going on as well.  
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 One parent shared how it was very helpful for her to have the opportunity to write 

down whatever she wanted to write down in the agreement, and how that flexibility of 

having a written document was important. For example this parent said,  

I also liked having the two personalities of my two boys all written down, even 

stuff like if you were sick around birthday time, what does your kid like around 

his birthday, would you like to have a party. What is your background, are you a 

Christian, do you want your kids to go to church. 

This parent shared about how having a documented plan in place was a sense of security 

for her, “the fact that the documentation is done, and at least there is a plan and it won‟t 

change.” This same parent highlighted this strength of the Ulysses Agreement with this 

suggestion for any future parents developing these agreements, 

Just say really write down what your kids like and dislike, and just know, you 

know parents just want the best for their kids, and that‟s the whole reason why we 

have the UA, really, and that it‟s not, it‟s there to help you and don‟t think that if 

you say “oh, if I say that he likes this blanket or he likes to suck his thumb”, you 

know just know that this is something to help you and that its really good, and 

that it‟s a good thing. So with that, put as much detail as possible with your kids, 

and don‟t think “oh, I‟m putting too much stuff”, because the kids are going to go 

through this separation thing if you are sick, and like I said, most parents want to 

do the minimal thing, and the more detail you have for your kids the better it is. 

Furthermore this parent stated,  

And unfortunately when you are sick you may not be making sense, but this thing 

speaks for you and other people that have vested interest are on the paper, and of 
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course you did it when you had a sound mind, so it‟s good. So then you don‟t 

have to worry, because it‟s hard for judge or whatever to say “oh well we are 

going to come and take your kids” when you have a plan even though you‟re sick 

right now, so a judge won‟t be in the favour of social services when you have a 

plan like the Ulysses Agreement. He‟ll say “Oh, o.k., hold on a second” even 

though the social services you want to call them your friends, but sometimes 

they‟re not, sometimes they can play crooked games and stuff.  

This important element of the Ulysses Agreement was also echoed by another parent, 

It‟s amazing what a piece of paper, a document can do, how it can change your 

world. Just, essentially it‟s just paper, something that that many people sat in a 

room over a couple of meetings and developed, and it just becomes part of your 

world, and it changes your world. It becomes that important in my world, in my 

best friend‟s world, in my kids‟ worlds, and then my kids know what‟s happening 

if I go to the hospital, that‟s huge, they know that they aren‟t getting bounced 

around, they can wake up in the morning and go to school from her house, they 

have the security. They what‟s going to happen, and that‟s huge, and that‟s all on 

a piece of paper. It‟s a huge part of my illness, really, yea.  

Another parent shared how important it was for her to have had her wishes and desires 

for how she wanted her child to be taken care of when she was ill, written in an actual 

document, which in her experience gave her a greater sense of security and assured that 

she knew what was going to be done with her child. For example,  

In the beginning when I had my friend who was the person taking care of him, she 

parented totally different from how I did, and she was also like, our beliefs, we‟re 
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different in religious ways, and I did not want her teaching my son about things 

that I didn‟t think he should, like about a hateful God, and that you‟re a sinner 

right, and our bedtime prayers were totally different, yea, and so that was put 

down, yea. About his bedtime prayer, and what it was, and I bet ya it was 

uncomfortable for her to say those things to him, but she did it anyways because it 

was all in the agreement.  

This sense of security in having this written document was further explained by this 

parent as, 

It was written down on the agreement, it was like they were obligated to talk to 

me first, that way it kept the communication open, and they could get a better 

sense by asking me and talking to me first instead of just being scared. They could 

actually come and talk to me about it and they can even get a better sense of 

what‟s going on. Because people know, right, if you‟re like “No no, I‟m fine, 

everything‟s fine”, like people know.  

12. Prevention and planning in advance, recognizing signs and symptoms with a focus of 

minimising risk to children and the family. 

 This category consists of 19 incidents from eight participants (three professionals 

and five parents). This category describes incidents which demonstrate the importance of 

the Ulysses Agreement being an advanced plan, one that emphasizes prevention and 

minimization of risks and harm both to parents and to their child and family. This 

category includes incidents where there was a plan developed for the parent to avoid 

having to go to the hospital when they became unwell and a plan that avoided removing 

the children into a location that was undesirable for the parent.  
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Professionals described incidents in this category as,  

With the school, it gave the school an understanding of where the family was at, it 

created a safety plan should the kids have issues at school, they were more aware 

of what was going on, they knew the emergency contacts and placements if mom 

was to go into hospital, they knew what was going to happen as well. More 

informed about all of the needs that the family had. 

Another professional described the importance of an advanced plan in this way, 

The whole idea of the Ulysses Agreement was that we would be proactive in 

anticipating the crisis and that we would have the solution on file basically. And 

so part of it would be for the kids, and if they could be part of the Ulysses 

Agreement they would know what exactly would happen if mom was to go into 

the hospital, so to minimize the trauma definitely. I don‟t think that we should 

underestimate the fact of the impact of mental health on families, and so for them 

to know that there is a plan in place, is very important. So that‟s the benefit, so 

that if there is a crisis that happens during the weekend or after hours, then that 

plan would be on file and people would know exactly what to do. It would be of 

huge benefit.  

 One parent described the importance for her of having an advanced plan in place 

in this way, 

Basically because now I had a plan, and that was what we wanted to do, to have a 

plan, the UA because it has a plan and says certain things, and if I got sick and 

everyone knows I am getting sick, now they feel more comfortable – oh now she 

has a plan, and she knows what she is going to do if these people can be counted 
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on – you can have as many people as you want. Now they‟re like, o.k. there‟s a 

plan in place, now the biggest thing is just signing, that‟s the hugest thing. 

This parent continued to explain that having a plan in place really helped to minimize the 

stress put on her children. For example, she said,  

So just what I really liked about UA is that it minimizes the stress of your 

children, so even for the fact that if your children had to go and stay at your 

friend‟s house; the ideal is that I would like to have my kids stay here, but the deal 

is that they know the kinds of things that they like. 

 The Ulysses Agreement as an advanced plan really helped to put others at ease, 

including both professionals and non-professionals. One parent described this as having a 

positive effect on the school, “Yea, it came really easy, like everyone was on board once 

they found out what we were doing. When it was explained to them, even at the school 

level, they were willing to do anything to support the kids. Because it was explained to 

them that I was sick, that I had bipolar, and that I had already explained all that stuff. So 

everyone already knew, so everyone was on board.” 

 Another parent described her experience of her Ulysses Agreement, and how 

important it was to have a plan in place that would minimize her own stress, particularly 

the avoidance of a hospital, when she became unwell, 

Well I don‟t think that anybody knows me better than I know myself, so fewer 

assumptions would be appropriate; ask me questions directly as opposed to 

assuming that she needs to be in a psych ward because she‟s a danger to herself or 

others, when I never am. So I think that the time when the mania begins and 

people start to see it, sit down together then, long before it comes to the point 



  96 

where I need to go to the hospital. Right in the beginning when the behaviour is 

questionable, get a blood-test, make sure the appropriate amount of medication is 

in me. 

This same parent described her experience of having others develop an advanced plan 

with her, which included discussion of her mental illness, in this way,  

But I think the reason that they brought it all up was to say “These are the things 

that you have to be aware of in the event if she goes manic”, and they always say 

that I can be a danger to myself but I never have done anything, I‟m not suicidal, 

the worst thing I‟ve done was to drive a little fast when I‟m manic, but then there 

are other things that I do when I‟m manic that could potentially put me in a bad 

position.  

 Another parent commented on how having an advanced plan can help to put other 

professionals, particularly the Ministry of Children and Family Development at ease in 

situations where the parent becomes unwell as a result of their mental illness. This parent 

made this interesting comment, 

I think that it‟s really important that they have someone from MCFD involved, a 

lot of parents are afraid of them. But in this kind of format, umm, it puts them at 

ease, so they become on your side, rather than what everyone expects that they 

want to take away your kids, and umm, so by working with them you form a 

relationship with them, so they know what‟s going on. And they know that if this 

problem arises, there's going to be help for you, there‟s going to be things put in 

place so that the child is not at risk and so it‟s just a lot better that way. You can 
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just have care situations all worked out, without having to worry about what‟s 

going to happen. 

Categories that Describe what Hinders the Process of Developing Ulysses Agreements 

with Families where a Parent has a Mental Illness.   

These 13 categories were constructed to represent incidents that were hindering 

for professionals, parents and family members in their process of developing a Ulysses 

Agreement (see Table 3). These 13 categories are sub-divided into the three main 

categories, starting with actions and attitudes of professionals, parents and other factors. 

Within these main categories, the 13 categories are discussed according to frequency of 

incidences, starting from categories with the most incidences to the least. This order of 

presentation of the categories is for organizational and practical reasons, and does not 

represent importance or value of the actual categories.  

Table 3  

Table of Hindering Incidents and Participant Frequencies and Rates 

Incidents that Hindered the Process of   Incident   Participant 

Developing a Ulysses Agreement   Frequency,  Frequency,  

       Incident Rate  Participant  

          Rate 

1. Professionals who did not share information  33, 14%  9, 82% 

2. Professionals who acted in harmful and  26, 11%  7, 64% 

destructive ways 

3. Professionals who lacked time & resources  17, 7%   5, 45% 

4. Professionals who ignored & dismissed concerns  14, 6%   2, 18% 

of parents 

5. Parents‟ mental illness (i.e. symptoms)  32, 14%  7, 64% 
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Table 3 (continued) 

Incidents that Hindered the Process of   Incident   Participant 

Developing a Ulysses Agreement   Frequency,  Frequency,  

       Incident Rate  Participant  

          Rate 

6. Parents who lacked trust and rapport   24, 10%  10, 91% 

7. Parents who lacked non-professional supports  21, 9%   8, 73% 

8. Parents who denied or lacked insight into mental 10, 4%   4, 36% 

illness 

9. Parents who experienced social stigma   9, 4%   3, 27% 

10. Parents who experienced financial stress    4, 2%   3, 27% 

11. Non-professional supports were unable or    23, 10%  9, 82% 

unwilling to participate 

12. Challenges with the written document    15, 6%   6, 55% 

(i.e. logistics of agreement) 

13. Non-professional supports also struggling with 9, 4%   7, 64% 

mental health concerns 

 

Professional Factors: Actions and Attitudes of Professionals that Hindered the Process 

of Developing a Ulysses Agreement. 

1. Professionals who did not share information and where there was a breakdown in 

communication. 

 This largest hindering category consisted of 33 incidents from nine participants 

(five professionals, three parents and one family member). This category represents 

incidents that describe a variety of situations and actions of professionals that hindered or 



  99 

terminated the process of developing a Ulysses Agreement, incidents that include a lack 

of sharing of information between professionals, a breakdown of communication, 

discontinuity of services, as well as professionals who were unable to provide necessary 

information to parents and families at times when they needed it, resulting in the 

hindrance of the Ulysses Agreement being developed.  

 Professionals describe a variety of incidents where the above theme occurred. One 

professional stated that some “community professionals didn‟t provide me with that 

information [crucial information about the family that the Ulysses Agreement was being 

developed with] so that I could create more structure with mom‟s supports.” This lack of 

information sharing between professionals was further explained by this participant in 

this incident, “And the kids, the oldest for sure, was using marijuana and drinking 

heavily, and umm, so I wasn‟t completely aware of all of that dynamic and holding 

mom‟s support accountable for creating a safe environment.” This professional further 

described the breakdown in communication and the transferring of information between 

professionals in this way, 

This one community professional involved long-term, and maybe had more of a 

relationship with the family as well, and so she wasn‟t being completely 

forthcoming because she wanted to make sure that she wasn‟t breaching 

confidentiality on their part. And I think she was weary about what we might do 

with all of the information if we had it all. So I think that just the community 

professionals were being concerned about what power we hold. 

 Professionals who lacked information, lacked an understanding of mental illness, 

or the Ulysses Agreement itself were also represented. One professional stated, “So for 
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me to explain to mom [the parent] about a Ulysses Agreement, I wasn‟t familiar myself, 

and so I felt a little inadequate about it myself.” Another example of the ignorance or lack 

of knowledge about particular relevant areas was demonstrated by another professional 

who stated, “there was questions that the [this professional] couldn‟t answer [the family 

and parent].” Furthermore,  

The [family members of a parent who had a mental illness] wanted to know the 

financial compensation for if they committed to caring for the children, and [the 

primary professional in this agreement] wasn‟t able to provide that information, 

so that delayed the decision on the part of the grandparents as to what their 

commitment would be. 

 Another professional described the breakdown of communication and the lack of 

information sharing in this way,  

The [case manager of the Ulysses Agreement] was on vacation and there was 

nothing in place to move from the case manager to the next person. Or to move 

from the case manager to someone else on the list, to try to implement the 

agreement. There were no mechanisms, the case manager wasn‟t there, and boom, 

well no one knew about it… [The primary professional] didn‟t make a provision 

for someone to deal with this case load when the case manager was away, so it 

was like „okay I‟m going away for two weeks, and I‟ll see you all in two weeks‟, 

so there was nothing in place.  

This same professional described how in this instance the Ulysses Agreement failed due 

to the lack of information sharing and communication between professionals. This 

professional explained that everything relied solely on this one professional as far as 
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making sure that the Ulysses Agreement was implemented when and if the parent 

decompensated mentally, and since this person was not available, the agreement failed. 

This same professional gave some helpful suggestions as far as what might have changed 

that overall result, or what could have improved this situation, 

An integrated case management would have been a good idea, at the onset of the 

Ulysses Agreement with everybody involved. So that everyone comes together 

and understands what is happening, and so that everyone make a provision so that 

in the event that one person is unavailable another person can step in, to make 

sure that someone is there to manage this situation if it arises. So here‟s this 

person and I‟ve talked to her, and who are the people that are involved with you, 

well I have a case manager at MCFD, a mental health therapist, and other 

professionals, etc. How about we all sit down together and talk about it, and talk 

about how it might be implemented in the event that it needed to be, and what 

would she like to see happen.  

 Another parent shared her experience of struggling with trying to get 

professionals to communicate together about her mental health concerns, and experienced 

this lack of information sharing between professionals as a real hindrance in her 

agreement. She stated,  

And because in the professional world, they have that confidentiality thing, they 

don‟t feel that they should share things with other professionals. In the case of any 

kind of counsellor, where they want you to fully trust them, they don‟t want you 

to think that if you say something then they‟re going to contact a worker at mental 

health or somebody and cause trouble, because instead of people communicating 
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like they‟re supposed to, I would have to be the one to go over here and there [and 

do it myself]. 

 Another parent described her experience of the lack of understanding or the lack 

of common knowledge that professionals have about mental illness, and particularly the 

Ulysses Agreement tool as it is available to help parents with mental illness. This parent 

said,  

The biggest thing is that Ulysses Agreement needs to be out there, and they‟re 

not, not enough people know about them. Because there is so many people who 

are mentally ill, and they don‟t have placement for their kids, so what happens to 

their children, they end up in foster care, or whatever. So you talk to a SW 

tomorrow, and they don‟t know what it is. They don‟t have a clue, I have people 

coming up to me and say “I have no idea what that is”. But it really needs to be 

out there.  

 The family member in this study also experienced a lack of communication and a 

lack of understanding or professionals as a major hindering factor. Incidents from this 

participant included, “social workers who didn‟t return my calls”, “the police taking 45 

minutes to arrive [to arrest the parent who was mentally ill], to tell me that they had no 

authority to do anything”, and “we had no mechanisms for attempting to re-hospitalize 

him [the parent who was mentally ill], he was free, and dangerous.” This participant 

experienced the professional system as very closed and unable or unwilling to 

communicate with each other. This individual stated, “It was a real breakdown, as though 

one ministry would not interact with another, and then they‟re operating in a vacuum and 

information isn‟t being shared.” This individual also shared her experience of witnessing 
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their family member [the parent with mental illness] being released from the psychiatric 

unit at the hospital, at a point that this individual felt was premature and wrong, further 

saying “And yet all of the nurses and this psychiatrist [at the hospital] who worked with 

him provided their view to the panel [the discharge panel of professionals at the 

psychiatric unit in the hospital] and it was dismissed.”  

2. Professionals who acted in ways that were harmful and destructive.  

 This category consists of 26 incidents from seven participants (three 

professionals, three parents and one family member). This category describes critical 

incidents where the Ulysses Agreement was hindered as a result of specific behaviours or 

actions that professionals made that were perceived or experienced as harmful, 

destructive or otherwise impeding of the process. This category will include incidents 

where professionals allowed too much time to pass between contact with parents and 

family members, resulting in the Ulysses Agreement being hindered. In regards to what 

constitutes harmful or destructive incidents, this is better defined as actions or statements 

made by professionals that are false, destructive of relationships towards other 

professionals and parents or family members and actions or statements that harm the 

rapport and trust of relationships.  

 One professional described an incident as,  

And community professionals what we‟ve worked with, on occasion will say, “if 

you don‟t get this right [if the parent doesn‟t get the Ulysses Agreement right], 

you will be at risk of losing your kids”, and that‟s not helpful, you know, so 

getting it [the concept of the Ulysses Agreement] is understanding that that will 

only inflame the situation. 
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This same professional further described their experience as,  

Even community professionals, they‟ll go in and talk to mom, and say that the 

Ministry social worker is here [the participant], and there‟re even apprehension on 

their part about what our role is, and maybe creates a little scepticism in the client 

too. So I think that some of the professionals are guarded or uses as the “heavy” 

that comes in to talk to them [the family]. 

 Professionals also experienced the prolonged length of time between contact that 

some professionals had with parents and families as a hindering factor. For example one 

professional stated, “Part of the problem was that the program director wasn‟t in regular 

contact with the family. It would be perhaps 2-3 months in between contacts, so that was 

part of the problem.” Also, in another place in the interview this professional said, “So 

time went on and on…the time gaps in contact with the family, the whole process was 

too long.” Similar to these incidences of the length of time are situations where 

professionals forgot about appointments. One professional recalled, “The social worker 

forgot about it [meeting], she was a no-show” and “the case manager, there was one 

designated case manager, and they were unavailable when this woman needed someone 

to step in and implement the agreement.”  

 Another situation involving professionals who lacked awareness or knowledge of 

the parent and family members was recalled by a parent,  

Towards the end I was in the hospital one last time, and because my best friend 

and I lived in different places, and it was hard for her to watch the kids, for her to 

have them in her place, so they were really pushing us to move into together into 

the same house. And I was on board with that, but she was not on board with that, 
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so it was really, she felt very pressured to do something that maybe she didn‟t 

want to do. And I said, “Maybe it‟s a good idea, it‟s a good idea”, and we did rent 

a house for awhile, but it was too expensive, it was crazy expensive. That whole 

experience, I remember that meeting and there was like 10 people, and there was 

way too much pressure on her, it was like “whoosh” onto my best friend, it was 

like “o.k., we need to leave”, she and I actually walked out of the meeting. Yea, 

we‟re like “this meeting is over, we can‟t do this anymore.” We were like “we‟ll 

make this decision ourselves”.  

Other incidents where a parent‟s trust was broken by a professional, or where a 

professional acted in a way that was harmful to the development of the Ulysses 

Agreement were recalled by another parent. This participant reports that “The mental 

health worker has called the police to try to get them to take care of it as well, which is 

very frightening because I am not a criminal, but I‟ve had several police rides to the 

hospital.” For this parent, they didn‟t feel that they were a part of the Ulysses Agreement, 

and had repetitive situations where they felt that professionals were making decisions 

about her and for her without her consent. Her experience throughout the development of 

the Ulysses Agreement was one of feeling isolated, alone and not understood by 

professionals. She recalled another incident of what happened when she became unwell,  

It‟s just that I don‟t want to have someone calling up my son out of the blue and 

asking questions around my illness when he‟s not part of the agreement at this 

point. You have to consider, it‟s hard for offspring to see their parent in such a 

state. 
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One parent explained that too much time elapsed in the development of her 

agreement and made the suggestion that,  

3-6 months maybe, like get it done, do get it done within 3-6 months. But saying 

that some people take a year, that‟s just too long, you lose interest if it goes that 

long. Well I know I do anyways, that for me was a weakness. 

The same parent explained this further by saying,  

The things that were able to come out of my own mind were good, although I 

wouldn‟t have minded of having it done a little sooner. Yea, that there was no 

time limit on it, like he said it could take a year, it could take a month, as we can 

all see, I needed it done (laughing) because I was pretty, I was about the break 

right (laughing). 

 The family member in this study shared similar incidents where professionals 

broke trust or acted in ways that were harmful or dismissive, resulting in the hindrance of 

the Ulysses Agreement. For example, “ He [mental health worker] seemed to just buy my 

uncle‟s [parent with mental illness, paranoid schizophrenia] sense of the scenario, which 

was very inaccurate, hook-line-and sinker, and he ran with it and he was just reckless and 

ultimately he didn‟t develop an agreement, so there was no framework.” In this 

individual‟s experience this professional resulted in more harm than good for this 

agreement; “So he [mental health worker] was like this force that was counteracting any 

good that we could have accomplished. Because it suggested to my uncle that we 

[family] were the enemy and that we couldn‟t be trusted because we were exaggerating 

our concerns.” Furthermore, stated this participant,  
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The [mental health worker], who came in very late and what felt like a very 

prolonged experience and excruciating experience with my uncle [the parent] 

being in and out of psychiatric units and after having abandoning his child…this 

fellow was antagonistic towards myself [and other family member], who were 

trying to facilitate some kind of safe situation [for this child]. 

3. Professionals who lacked time and resources.  

 This category contains 17 incidents from five participants (four professionals and 

one parent). This category describes incidents where professionals experienced other 

barriers in being able to participate in the process of developing the Ulysses Agreement. 

Examples include professionals being too busy to participate, lacking the resources (time 

and energy), professionals who were unclear or not certain about what their roles could 

be in the agreement, and professionals having such a large caseload that they couldn‟t 

spend adequate time with one family.  

 For professionals, time is always a factor. One participant explained her limited 

ability to participant in this way, “I think that when you‟re doing things off the side of 

your desk, you just kind of want to do it, without taking up a lot of time and space.” This 

is a reality for many professionals because their participation in a Ulysses Agreement can 

often be a voluntary or extra commitment on top of already busy work demands. This 

same professional recalled an incident that occurred that hindered the development of this 

agreement, “it turned out that the mental health worker retired, a great person, and this 

woman [mother] was really attached to him, he retired that week just before we were 

going to do this [agreement].” Another professional had similar comments in that, “It 

would always be nice to have more time to build a relationship with a client.” 
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Furthermore this same professional recalled her own busy schedule and her limitations 

with time;  

The Ulysses Agreement, because there is support and we‟re building a plan and 

parents are agreeing to this plan, and in this situation the kids were being looked 

after, its lower priority on my case load as opposed to something where there are 

young vulnerable kids. Yea, so just in how much time I could allot to this family 

ends up not being a lot, personally on my caseload. 

 One professional recalled an incident where other community professionals had 

unclear or confused perceptions of what this participants role was going to be in the 

Ulysses Agreement,  

Community professionals believing that because there is a Ministry social worker 

involved, that we can solve lots of the issues, like financial need, and pull out 

resources that just aren‟t there. So I think that there is kind of a belief that because 

there is a social worker, there will be a lot more resources available to the family, 

and I think that what I know what works best with families is developing their 

natural resources as opposed to trying to fill it with all of the community 

professionals that will end up backing away after a couple of months anyways. So 

educating people, educating community professionals on that piece, that the 

natural supports and building those. School is such a strong support for families 

because it is an everyday thing for kids. 

This barrier of professionals being unclear about their roles in the agreement was also 

shared by another professional. This individual stated,  
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And I felt, and sense that, definitely from the minister‟s thing, I‟ve been asked to 

be at this table, but I‟m not exactly sure why or what I can do, that sense of the 

same thing, “I don‟t want to get a phone call on Saturday.” 

This same professional recalled having other professionals in this agreement who 

had the same sense of apprehension and concern about their roles in the agreement, being 

very hesitant to commit to any specific activity.  

 One of the parents also experienced professionals who lacked the time or the 

ability to commit to her agreement. This individual said,  

In order for me to have someone from mental health long-term who‟s going to be 

on my Ulysses Agreement, which I think is really a keen thing I needed someone 

who was going to be long-term, not just someone who was going to be there for 

12 visits. 

This same parent went on to describe how, “my psychiatrist would never put his 

name down on the agreement, and so I didn‟t have anybody else who would do it in that 

way. It was the confidentiality thing, yea, and it was the same with my doctor.” For this 

parent, experiencing professionals who were unsure about their abilities to commit to her 

agreement, who were unwilling due to time, confidentiality and a lack of resources, was a 

barrier in her being able to develop her agreement.  

4. Professionals who dismissed, ignored or invalidated the concerns and experiences of 

parents or caregivers.  

 This category consists of 14 incidents from two participants (one parent and one 

family member). This category describes critical incidents where the parent of family 

member‟s concerns, feelings and experiences were not listened to, but rather were 
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ignored and dismissed. These actions by a professional, in these participants‟ 

experiences, were harmful and hindering to the process of developing their agreement.  

 One parent‟s experience of developing her agreement was generally not a positive 

experience. This individual stated that from the beginning, “[I felt] like an outsider, not 

involved in the process of the actual agreement.” This individual‟s experience was one of 

feeling like she was on the outside of the agreement; “But I think they [professionals] 

perceive it to be beneficial to discuss things amongst themselves, but unless they involve 

me, I don‟t feel that the agreement works at all for me.” This parent went on to describe 

the lack of communication and lack of empowerment that she experienced in her 

agreement, saying,  

I‟m thinking that there wasn‟t the communication with me at any level, whether I 

was depressed or manic, so when I‟m manic, umm, they‟re all talking amongst 

themselves, but I‟m sitting here scared. And I‟m wondering what is there decision 

going to be.  

In this person‟s experience the most hindering part of the agreement, as it was 

related to her mental illness and her sense of not being empowered or at the centre 

throughout the experience was related to how she experienced herself as being handled 

by professionals when she became unwell: 

But then the following year I was having difficulties again and I was hospitalized 

and came out and ended back up in another hospital and that psychiatrist decided 

to make his mission to try to take away my license. All that happened was that I 

parked my car three blocks away from the park and I couldn‟t find it. There‟s 

nothing wrong with my driving, I have 40% discount on my insurance, and I‟ve 
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been driving for many years. It‟s a difficult thing because the Ulysses Agreement 

can backfire in a way; the very concept of trying to help people with this 

agreement would be to protect them from going in the hospital if possible and if 

not finding transitional processes. But what they [professionals], they figure it‟s in 

my best interest to put me into the hospital. But they put you on a great deal of 

anti-psychotics, and you become very psychotic, it kind of doesn‟t work some of 

the drugs that they‟re giving us. So I think the UA would work better if perhaps 

they would check with me. 

 Having their concerns and experiences dismissed and feeling like they do not 

have a say in what is happening was also an experience that this family member had. For 

example, this individual stated,  

I didn‟t get how convinced some of the mental health people [professionals] 

involved, not limited to the worker, for example the [hospital] panel who 

discharged [this parent with mental illness] or who changed the status from 

voluntary, I didn‟t get how, I‟m just going to speak frankly which may be 

incorrect politically, but he was nuts, just crazy and there was no getting away 

from it, the look in his eyes, you could talk to him and see clearly him hearing 

voices. I don‟t know how else to say that, but you could tell that there were other 

conversation going on. He said that he was Howard Hughes, umm, he went on 

about his Jewish heritage, and the basis of all of it was so crazy, and yet he was 

believed and validated. 

This same individual described her sense of frustration and disappointment with having 

her concerns invalidated and dismissed by other professionals as well. For example,  
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Well I couldn‟t convince anyone in child protection, whether [in one location or 

another], where the incident occurred, I couldn‟t convince anyone to even make a 

phone call even to verify my claims that this child was in danger and that there 

was history [of mental illness] here. 

Parent Factors: Actions and Attitudes of parents that hindered the process of developing 

a Ulysses Agreement. 

5. Parents who experienced challenges to do with their mental illness. 

 This category contains 32 critical incidents from seven participants (three 

professionals, three parents and one family member). This category describes incidents 

where the development of a Ulysses Agreement was hindered directly as a result of the 

parent or caregiver‟s mental illness, including the symptoms and signs of when they 

become unwell, also including issues to do with taking medications for their illness. This 

category also contains a smaller, subcategory which will be discussed further.  

 Professionals experienced barriers to do with the parent‟s mental illness, and how 

the parent‟s struggles with their illness impeded the process of developing the agreement. 

For example one professional recalled an incident when the parent became unwell, 

And so that part of it I didn‟t feel very comfortable about it because I realized that 

she was in a very vulnerable place, she was in the hospital and not doing well, and 

really just trying to cope. And I wasn‟t sure that the agreements that were made 

were in the child‟s best interest as well. And so I did, from an ethical place, phone 

her social worker from the ministry, and just to say “so you‟re aware this is the 

arrangement with the child.” And so at that place, at that time, I felt 

uncomfortable with it.  
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Another professional described that when they were attempting to form the Ulysses 

Agreement the parent was not well; “she was slightly paranoid at the time [paranoid 

schizophrenia]”, which this professional experienced as being very difficult to build 

rapport and trust to develop the agreement. Another professional described her 

experience of working with a parent who became unwell during and throughout the 

process of the agreement; “And then when she got really depressed we were concerned 

about her well-being day by day, rather than focusing on a form to complete. So it was 

difficult to stay consistent and to stay on task because of her [mental illness].” This same 

professional described how at times throughout the agreement, this parent “Would just 

disappear and go places, and so we could lose her for awhile, and then she would just 

come back. And that made it difficult for consistency.” This same parent would 

throughout the agreement decompensate due to her illness, again making consistency 

difficult for professionals. This experience was recalled, 

She would phone me throughout the Ulysses Agreement and say “that‟s it, I‟m 

done, take my baby, I‟m not parenting anymore, I‟ll sign any document you want, 

I don‟t want my child anymore”, then we would question, o.k. do we stop 

everything. Anyways, of course we wouldn‟t, we‟d let her know that clearly she is 

having a tough week, and that we would talk about it again next week. And when 

she is feeling better we will review it and sure enough, within three days, she 

would change her mind and she wanted her child back. 

 Parents also described incidents where their mental illness impeded the process of 

developing their agreement. For one parent, “part of my illness is that I isolate myself, so 

I really didn‟t have anybody to put down on my agreement.” This same individual 
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described the difficulties that she experienced in updating and forming the agreement due 

to her mental illness,  

The whole thing about the format about how to change and update your UA is 

sometimes really tough for people with mental illness, because when I‟m not 

doing so well, if I have to fill out a form and take it into some place to get money, 

I don‟t even have the motivation to do that, you know. So to get this thing 

changed and contact all these people, and like round them up for this big old, it‟s 

just like too overwhelming, sometimes. 

Another parent described her experience of feeling overwhelmed, confused and uncertain 

about the Ulysses Agreement at first due to her mental illness,  

But when you‟re really sick, and stuff, you‟re comprehension level, you‟re just 

not there, and I thought this SW and now income assistance is going to get 

involved, and oh, I can‟t take care of my kids and they were going to take my kids 

away and stuff. So that for me was probably the worst experience, was the first 

initial thing, because I didn‟t understand it, my comprehension wasn‟t there.  

Another parent described her experiences and her frustration with having a mental illness, 

and how this impeded her Ulysses Agreement. For this individual, it was a very real and 

painful struggle to manage her illness. She said, “When I become more manic, apparently 

I was more hyper, I don‟t really remember, the things with this illness you don‟t really 

remember your behaviour.” This same parent described how the unpredictability of her 

illness made it very difficult to form an advanced plan for her and her children‟s‟ safety. 

For example, she recalled,  
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I mean, every spring, which is my favourite time of year, I have to wonder, when 

I went to Italy a couple of years ago in the spring, I went through the whole year 

with no mania or depression, nothing. So it‟s a very difficult thing to define, when 

it‟s going to happen, how often, if at all. 

Her frustration and confusion about the illness and its impact on her Ulysses 

Agreement was also captured in this incident, 

And I get busy doing many things, but nothing is completed, very rarely. So the 

mind just goes into its own world. I hate this illness, it‟s absolutely disgusting. 

Because I am a good person, but it doesn‟t really matter because when the illness 

kicks in we don‟t know what I may do. And sometimes there‟s sex with people I 

shouldn‟t have sex with, that‟s just part of it, and that‟s a high risk factor because 

you just don‟t know if people have diseases or AIDS, and that‟s always a huge 

concern. At times when I‟m doing it I have no qualms at all; I‟ve been extremely 

lucky so far, touch wood. 

 The family member in this study also shared their experience of how the parent‟s 

mental illness impeded their ability to develop an agreement, 

He was so psychologically loose that he couldn‟t retain, you could talk to him and 

establish a conversation, “these are our motives, and this is why we are doing 

what we are doing and you‟ve known me all these years, and I‟m not seeking to 

gather children from other people”, and try to explain to him in terms that were 

concrete and reliable for him. And then off on his own he would slip into this 

black hole of paranoia and not be able to retain the information that had been 

established to make him safe. 
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This family member experienced a variety of barriers related to the parent‟s mental 

illness, struggling with the signs and symptoms of paranoid schizophrenia. This also 

included the symptom of grandiosity, and how this parent presented them in ways that 

were not true or accurate, and how again this made it very difficult to form a consistent 

Ulysses Agreement.  

6. Parents who lacked trust and rapport with others in their Ulysses Agreement.   

 This category consists of 24 incidents from ten participants (four professionals, 

five parents and one family member). This category describes incidents where the 

Ulysses Agreement was hindered or adversely affected as a result of a lack of trust and 

rapport in the relationship between parents or caregivers and professionals. This also 

includes where there was a lack of trust and rapport between parents or caregivers and 

their extended family supports. The parent or caregiver felt unsafe or overwhelmed. This 

also includes incidents where trust was broken between participants on the Ulysses 

Agreement.  

 Professionals described how there was apprehension and a lack of trust from 

parents and family members towards professionals at the beginning of a Ulysses 

Agreement. One professional recalled that “the family didn‟t feel that the program 

director was invested in the process.” There was particularly apprehension towards 

MCFD professionals, as parents and family members were concerned that the presence of 

these professionals may be a threat to their own security and of the security of their 

children. Resentment and apprehension about MCFD involvement was a common 

incident in this category. One professional described an incident where this was 

noticeable, 
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They [family members] resented MCFD involvement in the first place, so they 

felt that we had dictated the fact that a Ulysses Agreement be on file in case mom 

decompensated again. So it wasn‟t necessarily a resentment of a Ulysses 

Agreement, but just the fact that we had suggested and referred, that we were 

involved. That was probably problematic because we had a long history with this 

family, and they hadn‟t had great experiences, safety plans had been tried to be 

put into place previously, and they hadn‟t worked or they hadn‟t been followed 

through with and the children had ended up being removed. 

Professionals also experienced incidences where parents or caregivers had a lack of trust 

in their non-professional supports. For example, one professional described an incident of 

the parent she worked with,  

I think partly the relationship between mom and her own mother. Her own mother 

is quite the matriarchal personality and I think ever since she was young she was 

quite controlling. And my client now felt that she was a grownup and that she felt 

that she could make the decisions for herself, and she felt that her mother 

shouldn‟t be making the decisions. So there was a bit of resentment and 

reluctance on the part of the parent‟s part as to having someone else making 

decisions about her children, if she decompensated. 

Another professional described their experience of how a parent had a lack of trust 

towards non-professional supports. This professional stated about the parent, “But I think 

it was fear, she was afraid, she said that over the years she learned to trust people, and 

then they turned on her, and so she would rather not tell, and rather not connect.” Another 

professional stated that the parent had an “acrimonious relationship with her mother” 
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which resulted in an unstable support network, one that the parent didn‟t feel comfortable 

leaving her kids with.  

 Another professional described how the lack of relationship and the lack of 

rapport or trust was a hindering factor with the parent she worked with. She explained 

that because there was no relationship, this woman didn‟t trust her and didn‟t open up. 

This professional said,  

She didn‟t trust me, and she was also paranoid, which is a bit hard to judge. She 

could talk to her social worker about her Ulysses Agreement, she really wanted to 

have one and was very enthusiastic about it. So the SW said I‟ll set it up for you, 

but when she came, she wasn‟t going to open up to me, not with just the two of 

us. For me I could have done it, but for me, I wasn‟t the one there disclosing and 

talking about my wishes and my fears. I really noticed a huge difference, and I 

can attribute some of it to the lack of trust. 

 Parents had very similar and powerful examples of how trust was not established 

or how trust was broken in their relationships with professionals and non-professionals. 

One parent shared how her trust was broken by a close friend, and what the outcome of 

this incident had on their relationship and her Ulysses Agreement: 

I had a boyfriend in my life, and she [friend] thought it was a really unhealthy 

thing, and she had gone through some bad relationships, so because of that she 

thought I wasn‟t stable at all, and she called a private meeting with other 

professionals, and it was a big ordeal because she wanted me to break up with my 

boyfriend and I didn‟t want to. And that really made me have some concerns 

about how people on your Ulysses Agreement can call meetings with 
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professionals when they might have some kind of ulterior motives, right, because 

she was dead set on getting me to break up with my boyfriend at the time. That‟s 

the length that she went to, and then I didn‟t want to be friends with her anymore, 

and I took her off my agreement. 

For this parent, the result throughout the agreement was that she felt unsafe and unsure 

about including more non-professional supports because of this incident where she 

strongly felt that her trust and relationship with this friend was broken. As a result, most 

of her supports were professionals, and she remained apprehensive about including 

family and friends.  

 Another parent shared her experience of having people in her agreement who she 

didn‟t trust,  

So I think there is a benefit to the Ulysses Agreement but I think you have to 

seriously consider who in the agreement, because I think it was unwise for me to 

have my ex-husband there – I think you need to have people in the agreement that 

are less, have less baggage.  

Another parent shared about how important trust was for them in their agreement,  

Trust is huge because it‟s your kids, right. Like I said, I had had one friend, would 

say “trust me” and then I had the illegal siege come in, and my son was gone. And 

I knew basically that she was thinking it was long-term, and I was like “no I want 

my kids back.”  

For the family member in this agreement, trust was also a major factor that was a 

hindrance for her in the development of the agreement. This individual‟s experience was 

one of a lack of trust towards the parent with mental illness, 
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That was pretty traumatic because my [the parent with mental illness] is a big 

man, and he kept coming to my door and, really being on edge waiting about the 

next time he was going to be at my door, and living with the realization that I had 

stolen his son…. The fear that he might try to steal my daughter, just because 

there‟s some, he has a retaliatory nature and I just stopped. My daughter was 

probably 6 or 7 at the time, and she probably wasn‟t typically allowed to play 

outside alone but sometimes she was out there with my son or with my cousin and 

I didn‟t feel free to allow that anymore.  

7. Parents who lacked non-professional supports and who felt isolated in their Ulysses 

Agreement. 

 This category consists of 21 critical incidents from eight participants (three 

professionals, four parents and one family member). This category describes incidents 

where the parent or caregiver felt alone and isolated in the agreement, and had a complete 

lack of non-professional supports in the agreement. This category does not include 

incidents where the supports were available but not willing or unable to participate, but 

rather incidents where there was just a complete lack of non-professional supports.  

 Professionals described similar incidents in that the parent had no family or 

friends in the area, for example the family was out of the province. In many cases, 

parents isolated themselves from family and friends, which could have been for a number 

of reasons. One professional recalled, “She [parent] isolated herself, and she and him 

[abusive partner] were exclusive despite being separate, they had an exclusive 

relationship and he couldn‟t be part of the plan and so she had to look elsewhere.” 
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Another professional recalled the incredible challenge it was for parents to build non-

professional supports when they feel isolated and alone. This professional stated, 

A lot of people, they are somewhat isolated, and so how do they start to build 

those support systems. That in and-of-itself can be really hard, and so if you don‟t 

have them, then where do you start building them. It‟s so overwhelming. I think 

for her there might have been that sense, that I can‟t really count on my mom, and 

there didn‟t really seem like there was any other family that she would look to.  

This same professional recalled that with this parent, there was nobody else in her 

Ulysses Agreement other than professionals, and how this was an incredible hindrance to 

the development of the agreement. This was hindering because,  

Without her having a support system, that what happens on a Friday night or 

Saturday, and she feels that she is in crisis and maybe needs to go to the hospital, 

seek some medical help, she can‟t call us because we won‟t be here, so that was 

my concern was that there needed to be people, natural supports, family, friends, 

people that were going to be accessible to her in the after hours, if she needed 

someone quickly that there was someone there.  

 Parents also experienced a lack of non-professional supports as a hindering factor 

in their agreements. One parent commented that she now had to update her agreement 

because her friend is no longer to care for her children in case she becomes unwell, and 

this is difficult because she has a lack of trustworthy family supports for her kids to go to. 

Another parent remarked that “nobody knew, you know, what was going on with me, and 

I had nobody tell me „maybe you should go and talk to your therapist‟, or mention this or 
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that.” Another parent remarked on how difficult it was for her to make a non-professional 

support network in her agreement;  

I kind of needed, I was so used to having people hold my hand through things, 

being very institutionalized, I was in and out of the hospital all the time before I 

had my son. It was hard for me to stand on my own, and get some kind of 

document in place [by myself]. 

8. Parents who denied or lacked insight into their mental illness, including its signs and 

symptoms.  

 This category consists of ten incidents from four participants (two professionals, 

one parent and one family member). This category describes incidents where the 

agreement was hindered as a result of the parent denying the symptoms of their mental 

illness, and includes where the parent lacked insight into their illness to the degree where 

they were not being honest or forthcoming in the agreement and with their supports.  

One professional described an incident where she was not confident that the 

parent had been honest in the supports that she had put down in her agreement,  

I wasn‟t entirely convinced that she had really talked about what the agreement 

really with the people that she had designated as to take her child. They were 

relatives and so I kept asking her “have you talked to X and Y” and “Yes I‟ve 

talked to them and they said yup, no problem they‟ll take her”.  

This professional‟s apprehension about the parent‟s honesty towards the people 

she had included in the agreement led her to follow up with the supports, and to ensure 

that these supports fully understood the agreement and what was going to be asked of 

them. Another professional stated that the parent she worked with,  
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Denied most of her mental illness, she denied having been diagnosed, she denied 

depression, so there were times when she was saying “I‟m all fine, and the only 

reason I‟m seeing a psychiatrist is because my older son was removed years ago 

and the Ministry is making me see a psychiatrist”. So we were going from “I 

don‟t have a mental illness, I only have a psychiatrist to please the system.”  

This same parent also denied the impact her illness had on her child, in the 

Ulysses Agreement document. For example,  

And some of the questions like, „when your son gets really sad or mad, what 

works well to soothe him?‟ And she would say, „Oh, he never gets mad‟ and she 

put that in the document. And we knew for a fact that he had just started 

kindergarten and he had been kicked out on a regular basis, he was completely 

not. He had a T.A. attached to him already, we had documented that he had bursts 

of anger that were really out of control, and her reality on the document was really 

„he doesn‟t get mad‟. And so her reality and ours was so different.  

 One of the parents in this study also admitted how at times she would not always 

be forthcoming about her illness and its symptoms. This parent said, “I go to my doctor 

and he says „yea, you‟re manic‟ and I say „no I‟m not‟, I lie lie lie when I‟m manic 

because it‟s very scary.” The family member in this study also had very similar incidents 

where the parent of the agreement was dishonest towards his family and professional 

supports.  

9. Parents who experienced social stigma towards their mental illness from professionals 

and non-professionals.  
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 This category consists of nine incidents from three participants (one professional 

and two parents). This category describes incidents where the parent experience explicit 

or implicit stigma towards their illness from either professionals or non-professionals, 

resulting in a sense of shame, embarrassment and isolation on the part of the parent. The 

professional described the parent‟s experience of struggling with stigma towards mental 

illness in her family, and how this was a barrier for this parent. This professional recalled,  

Mom [the parent] was resistant to opening up to healthier family members out of 

not wanting those family member to know what was truly going on in her life. So 

I think that that piece, if I was going to work more with her, I would work on 

breaking down that wall, because I think that when you are unhealthy you want to 

present well to healthy family members who you perceive to be healthy and not 

realizing how much help they could offer you. I believe that her brother was an 

RCMP officer, so judgment, getting the perception of what was going on, and her 

thought that there would be blame placed on her for where she was at and the 

struggles that she was having. So I think that wanting to contain it but not 

realizing how support could be there possibly if she opened it up.  

This professional experienced social stigma from this parent‟s family members as a very 

real barrier, and one that prevented and made it difficult for this parent to establish more 

strong non-professional supports in her agreement.  

 Another parent experienced social stigma towards mental illness from a key 

professional who was involved in her agreement. This parent recalled this incident,  

My support worker hadn‟t dealt with anybody with a mental illness, umm, she 

was a panicky, that stereotypical thing „oh you‟re going to drown your kids‟, I just 
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say that because that was actually why I was being treated the way I was, because 

she had never dealt with it before; she had dealt with people who were crack 

addicts and stuff, but never with someone with a mental illness, and she was new, 

she was new, I kept hearing that. Yea, because she had never dealt with someone 

who had mental illness, and everyone just thinks that you‟re coo-coo and you‟re 

just going to do harm to your children, which isn‟t true at all, if anything you‟re 

trying to do better. Yea, lots of stigma especially from her, you know, it was like, 

“oh you have no supports” well I have lots of supports, I have my church and I 

have my team of supports. Because of my age I know sometimes more than my 

support workers know, yea.  

 Another parent had a similar experience of perceived social stigma towards her 

from professionals and non-professionals. This parent explained that her experience was, 

“Yea, I felt like I was being judged, yea. Everyone was sitting there and talking about 

everything that I had done wrong in the past years.” Furthermore, this parent described 

her experiences,  

Sometimes it feels like bureaucracy coming down on me. Well it‟s invasive, 

because you are talking about things of a personal nature, and it feels invasive, 

because you don‟t necessarily want to talk about everything that occurred during 

those manic phases, but at the same time if you don‟t people aren‟t aware of what 

to look for. It‟s a double edged sword.  

For parents and caregivers, including extended supports, social stigma towards 

mental illness is a very real and pervasive barrier and is often a hindering factor that 
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prevents or discourages parents from seeking additional support from professionals and 

non-professionals.  

10.  Parents who experienced financial stressors, including stigma or shame about 

poverty. 

This small category consists of four incidents from three participants (two 

professionals and one family member). One professional described an incident where the 

parent experience financial poverty and the stigma about this barrier in this way,  

The stress, you know lack of money, other stressors of life, relationships, she 

really wanted to be in a relationship with a boyfriend. I wonder if those other 

concerns in her life made it difficult to manage the stress of what was happening 

to her and her son. So I think it was harder for her to really hear what was being 

said sometimes or cope with what was happening, because it was so much to 

handle, and I think in many ways she was very alone. She often said “my son is 

visiting for the weekend, and I don‟t have the funds” and when we offered, and 

even the foster mom offered to bring food, I think she had pride, I don‟t know, 

she would say “No thank you, I don‟t want to owe anything to anyone”, so she 

would not take the support from anyone, the financial support from the Ministry 

or even the cooking from the foster mom. The foster mom was working with the 

mom, was really supportive and great in many ways, and found ways to support 

her. 

Another professional shared a similar experience of how the caregivers in one Ulysses 

Agreement had the additional stress of financial concerns, “The [caregivers] were 

definitely not in a position where they have the extra dollars to financially provide for 
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these children. So that was a barrier.” Another caregiver, the family member in this study 

shared a similar barrier, as she was “A single self-employed parent” as well. It is 

important to recognize and be aware of potential additional barriers that parents and 

caregivers face as they attempt to care for their children, and manage their mental illness. 

The stress of finances and to stigma around not having very much money is very real 

challenges that parents and caregivers face.  

Other Factors: Other factors that hindered the process of developing the Ulysses 

Agreement. 

11. Non-professional supports were unable or unwilling to participate in the Ulysses 

Agreement. 

 This category consists of 23 incidents from nine participants (four professionals, 

four parents and one family member). This category describes hindering incidents where 

the parent or caregiver had barriers in their non-professionals supports. Friends and 

family members were too busy, not interested or otherwise unavailable to participate in 

the Ulysses Agreement. This category is distinguished by incidents where the parent did 

have non-professional supports available, however, they experienced these barriers in 

regards to the involvement that they could have. In some cases the Ulysses Agreement 

was hindered and in other cases it was ended, where this incident played a major part on 

this outcome.  

For example one professional stated that, 

I said that the next step would be to contact them [non-professional supports] and 

have a conversation with them and I asked her if she wanted to contact them. At 

first she said yes, and nothing happened, and we waited about a month, and she 
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wouldn‟t, so finally I said “well your son is in foster care and we can‟t wait 

forever so if you don‟t do it by such date, I will start phoning those people” so she 

had a choice. She didn‟t call, so I started calling them and it didn‟t go very far 

either they didn‟t return my calls or they were quite angry and not very pleasant. 

One said she was definitely willing to help but she was moving out of the 

province. So I came back to the table with mom and said, what do we do now, 

we‟re stuck, because either they aren‟t willing to come to the table or their 

moving away, or what are we going to do because they need to take some 

responsibility as well. So we couldn‟t go any further than that. So the mom said, 

“whatever, take me to court, I‟m done.” 

This same parent, according to this professional felt that it was a burden to bother her 

friends with her agreement.  

Other professionals also described situations where the parent was not being 

supported by family and friends. One professional stated that the family was just too 

busy, had their own things to do and worry about and therefore couldn‟t be play an active 

part in the agreement. This professional said,  

They [family] felt that they couldn‟t commit to one person or one plan because 

somebody might have gone away; you know somebody was living abroad for 3 

months of the year, the family was breaking down, there was a problem with the 

marriage, so what wasn‟t quite stable, but in a month or two it may have been. So 

they were really not wanting to put down on paper a concrete plan. 

Another professional described how her client had a parent who was there, 

however was unable to participate. This professional said,  
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She [mother of parent] did actually state, that she may not be, it would just 

depend. „I‟m not necessarily going to be there, it just depends‟ on what it is and 

what the circumstances are. So I can understand her [parent] uncertainty and that 

this wasn‟t just a mom that she could phone, and that regardless of anything her 

mom would drop everything. 

Another professional stated a similar barrier to the development of a Ulysses 

Agreement, where there was “Acrimony between the mother with mental illness and her 

mother”, and this strenuous relationship created mistrust and distance between the parent 

and her family supports.  

 For some family members, being busy and unsure about the process of the 

Ulysses Agreement, and unsure about the value in having an advance plan in writing was 

an incident. One professional recalled,  

Some of the family members felt that its o.k., because there are another 4 family 

members who can step in if I can‟t. If you know that there are only two options, 

you know, grandma down the road can‟t do it, and then you have to step in, 

whereas when there are multiple options then you know you say, “Maybe 

someone else can do it”. So there was almost too many family members, which 

again could have been a positive, but in this particular agreement it as probably 

detrimental to it. And then you have all the dynamics between all the family 

members, right, as well, some of the family members weren‟t speaking to each 

other as well. Then there are problems.  

One parent described her experience of struggling with including family 

members, and how at times being a part of the agreement was too overwhelming for 
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family members. This parent said, “My mom who was carrying the burden of everything, 

and she was totally overwhelmed by it all, and it came to the point where I didn‟t even 

want to involve her in anything because it was too much for her.” Another parent had a 

similar experience of being nervous and unsure about involving her family members,  

It had been a long time since I had had a relapse of any kind, and I just didn‟t 

think their [family] support would be that strong, that was what I was nervous 

about, I just didn‟t think they would be able to support me. My brother has a busy 

life of his own, and I never really got along with his wife, right, so I was nervous 

about that, and she works not for the Ministry but she does child, or teenager 

intervention and stuff like this. So I was nervous about this, and with my mom, 

she does never really notices when things are bad, so that was what I found was 

hindering, was only having those two supports, I just really didn‟t think that they 

would step up to the plate. 

 For parents with mental illness, struggling to include close family members and 

friends was a common hindrance to the development of their agreement. For many 

parents, either real or perceived busyness of non-professionals supports, parents feeling 

as though professionals are bothering their family, that they aren‟t interested or available 

to participate. One parent commented that in her experience she thought,  

It would be more beneficial to have friends and not family, because family there‟s 

always a personal level of involvement. If its friends, they have nothing to gain or 

lose by assisting in the process. So I think it was unwise to have my ex husband 

there.  
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For the family member in the study, they had similar incidents where their family 

members and non-professional supports were too busy, or there were already existing 

problems in relationships that hindered their involvement in the agreement.  

12. Challenges that parents, family members and professionals had in updating and 

forming the actual Ulysses Agreement document.  

 This category consists of 15 incidents from six participants (two professionals and 

four parents). This category describes incidents where the Ulysses Agreement was 

hindered as a result of challenges with updating the actual written agreement (includes 

electronically), as well as challenges with arranging meetings, finding a suitable location, 

basically the logistics of developing a Ulysses Agreement.  

 One professional commented that updating the Ulysses Agreement was a 

challenge for the parent they worked with, particularly because the responsibility to 

update the agreement lies with the parent. This professional commented on these 

challenges for the parent by saying,  

The Ulysses Agreement is only as good as it is current. I know that its meant to be 

a living document but it has to, it does have to be that, and if you have an 

agreement then its constant, you have to pay attention to it, and change it, you 

can‟t just park it or leave it, otherwise it won‟t be effective. 

For this professional who observed the challenges for this parent in updating their 

Ulysses Agreement, the outcome of these challenges are described in this incident, 

That one incident where she did have to go into the hospital and things fell apart, I 

think it became really clear for me that as soon as she had that falling out with this 

friend, she needed to be thinking about and putting into place, and communicating 
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with people that this was the case. Because if not, then the agreement isn‟t 

effective. And I see that as being a challenge because it‟s about paying constant 

attention to it. Because even as your children get older their needs may change as 

well. Constantly revising and revisiting it, and communicating about it.  

For parents to take ownership of the agreement, to take responsibility to update it 

continually, can be a real challenge. These challenges with updating the document were 

also strongly reiterated by parents. One parent stated,  

Umm, one thing that was a problem, I think a major one, is that because it‟s like 

an organic document it changes all the time, and that‟s inevitable right, you have 

non professional people who come in and out of your life, not so much with the 

professionals, but non professionals for sure, like big changes like who‟s going to 

take care of my child. Because I ended up breaking up with my boyfriend, the 

person who first was going to be taking care of my son, we had a falling out, so I 

had to change it, and it went to my boyfriend at the time, and that didn‟t work, so 

I had to change it again. And I haven‟t touched it in a year, and there have been 

big changes.  

She also stated that it was a constant challenge for her to update her agreement, including 

having to get professionals and non-professionals all together to sign the agreement. She 

said,  

You have to type the things all out again, and get everyone to come and change it 

and sign it. Lots of people can‟t make it to the meeting, so it‟s not a complete 

document because their signature isn‟t on it. So that‟s annoying. 
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Getting the actual document signed by all participants in the agreement was a 

challenge that other parents experienced as well. For example, another parent stated that,  

Well actually, I still don‟t have it signed, that‟s the biggest thing [hindrance]…I 

think the biggest thing with getting it signed, getting those parties together so that 

they can set up dates and just stick with the dates, and that falls on yourself. 

 Another parent explained how she felt overwhelmed with the Ulysses Agreement 

document, particularly the sense of responsibility and pressure that she felt in having to 

complete it herself. For this individual, initially being told by professionals in her 

agreement that this was her document, and that she needed to complete it herself, was a 

challenged and hindrance, particularly at the beginning. For this parent, it was “A little 

bit overwhelming at first, because I am not very good on the computer and stuff.” Feeling 

pressured to complete the agreement alone, and not having other supports to help her 

with this, this parent‟s experience was,  

I was on the computer just, and I felt a little overwhelmed because it just felt like 

a big chore to me. And sometimes when you are feeling a bit depressed or 

whatever, if anything makes you feel overwhelmed, you‟re not going to do it, 

absolutely you‟re just not going to do it. So I did put it off for a while because I 

was told type it up myself. So yea I did feel that it was a little bit of a hindering 

factor, that it put me off a bit. 

13. Non-professional supports who also struggled with mental health concerns. 

 This category consisted of nine incidents from seven participants (three 

professionals, three parents and one family member). This category describes critical 

incidents where the process of developing the Ulysses Agreement was hindered as a 
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result of the parents‟ non-professional supports, who were often the primary caregiver of 

the parents‟ children for when they become unwell as a result of their illness, also 

struggling with mental health concerns or problems with substance abuse. This resulted 

in an unstable or unsafe support network for the children of the parent with mental 

illness.  

 Professionals observed this hindering theme in a number of ways with the parents 

they worked with. One professional said, “Well, what was happening was that mom‟s 

support also had mental health diagnosis and was dealing with her own stress, but was 

also trying to support these kids while mom was in the hospital.” Another professional 

explained that the supports that this parent had included in her agreement were not stable 

and were struggling with a variety of issues. This professional described the parent‟s 

network as, “The supports that she chose, I contacted most of them on the phone, and I 

was obligated to do a check on this system, and most of them were female friends who 

had quite a lot of involvement with the Ministry and were not necessarily the safest 

people for a child to be around, or to be healthy enough to step in.” This professional 

continued to describe this parent‟s social network in this way,  

And because I think her friends were themselves struggling with a lot of personal 

issues, I doubted that they would really be in a position to assist her like she really 

needed to be assisted. So I didn‟t trust, in the end that this plan would work 

because of her not so healthy surroundings. People who had alcoholics, or mental 

health issues, trauma in their past, poverty was one of the factors, you know, if 

mom has a break down who can take this child and feed the child for a few days, 

even that was a challenge was to find the funds or even a safe shelter for the child.  
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For another professional, the parent‟s primary support was an abusive partner who 

for safety reasons was not able to be a caregiver of this parent‟s children in the case of 

her becoming unwell. This professional described this parent as being very emotionally 

connected and attached to this partner, and that they had been together for many years, 

although the relationship was not healthy or strong, this individual was exclusive of all 

other relationships save with this one partner. Thus, the result was a very unstable and 

unsafe support network, one in which this parent could not confidently send their children 

to if she became unwell as a result of her mental illness.  

 One parent also described her experience of having a support network who 

suffered from mental illness. For this parent in particular, her mother who was one of the 

primary caregivers in her agreement, suffered from depression. This parent described her 

situation in this say,  

With my mom, it was hard for her to see when I am not well, because she goes 

through depression herself. A lot of the time she doesn‟t know she is in 

depression, but she is. So she always says, “well the world is depressing anyways, 

so how would I be able to see anything in you”, yea right, well if I hadn‟t 

showered for a week and not getting out of bed and stuff. And it‟s hard for her to 

see it, whatever the reasons.  

For this parent, due to her mother also struggling with depression, it was a 

challenge to have her mother included in the agreement as a safe place for her child to go 

to.  

 Another parent‟s primary support also had mental illness concerns. This parent 

said,  



  136 

Because she [best friend] was having a hard time too, because she has mental 

health problems too. It was kind of scary, like “o.k. what am I supposed to do 

now”, like she‟s not doing well, she can‟t have my kids, yea, you know.  

For this parent, a feeling of helplessness or confusion about who to turn to next in 

her agreement in the case of her becoming unwell, when her primary support person also 

was unwell, was a very real challenge and hindrance to her agreement.  

 Two parents in this agreement also described incidents where their children 

suffered from mental health concerns, and described how this was a barrier and hindrance 

to their Ulysses Agreement. One parent stated, “He [son] deals with his own issues, he‟s 

depressed sometimes, and he says he‟s going to kill himself by 30, so I have that to deal 

with too. He says if he‟s not rich by 30 he‟s killing himself.” For this parent, it was a real 

challenge to see and observe her children struggling with similar mental health concerns, 

for this individual it served as a deterrent to including her son or extended family 

members in her agreement, and also contributed to a lot of shame and guilt in the effects 

that it had on her family and son. For another parent, her adolescent daughter struggled 

with mental health concerns, at one point while this parent was hospitalized, she “Walked 

away from my [primary caregiver‟s in the agreement], for like three nights and was on 

the streets. She came to a meeting and hadn‟t showered in three days, so to see her like 

that was really hard.” Also, for the family member in this study, having a support 

network that struggled with mental health concerns, hindered the development of the 

Ulysses Agreement they were involved in. This family member said, “Unfortunately 

when the whole crisis erupted my aunt who might have been a support, [there] was a 
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breakdown in our relationship because she was, she has her own challenges. Some 

unchecked anxiety.”  

Recommendations 

 Recommendations for Parents and Family Members. From the interviews with 

professionals, parents and a family member, there were many suggestions and 

recommendations that were offered for parents or family members involved in 

developing future Ulysses Agreements. One professional had this piece of advice to offer 

parents and family members, 

[To] foster and further explore extended family because I think that the barriers 

with so many clients with mental illness, whether it be their own perspective of 

what other people perceive them as, or maybe it‟s real, but trying to dig deeper for 

healthy supports that could be part of the plan. In this issue too, because her best 

friend has mental illness, they naturally gravitate towards each other because they 

understand each other. But then there was difficulty because her support was also 

struggling with stress during part of her need when she was low, her friend was 

dealing with it as well. So then there were natural supports that she just wasn‟t 

willing to discuss this with. So maybe exploring with the client is that a true 

barrier or just a perceived barrier. 

 The importance of parents in seeking additional non-professional supports, 

particularly from family and friends, cannot be overstated. Another professional had a 

similar piece of advice for parents, as well as for professionals involved in developing the 

agreement,  
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There has to be enough people involved, and those natural supports are critical – 

helping people really identify those natural supports – and if they don‟t have them 

how are they going to build them, because without them I don‟t see how it can 

work, because professionals are limited by their role and their time they are 

available. 

 One parent also shared her advice for other parents who are in situations where 

they are lacking supports; “Get support, have support. Support is huge for your kids, and 

for yourself. Unfortunately, you have to fight for your support.” For this parent, having to 

push herself to obtain the services and connections that were going to help herself and her 

family was a major factor in the successful development of her agreement. For another 

parent, similar advice was offered, in regards to seeking non-professional supports and 

even at times making oneself vulnerable to family and friends. This parent‟s advice was, 

Umm, it‟s hard to trust, but give yourself the chance to trust, like a lot of us come 

from dysfunction and stuff. And amazingly there is a lot of function in it right 

(laughing), there really is and can be right, you just have to give yourself the 

chance to trust those around you, they love you, and they want to pull together for 

you. 

 Another parent shared similar advice for future parents, stating “Don‟t be afraid to 

put your pastor down, I remember [professional] saying don‟t put too many people down, 

but put enough you feel comfortable and that you feel supported.” For this parent, 

involving as many good, positive supports that she had was instrumental in the successful 

development of her agreement.  
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 Another parent had this piece of advice to offer parents with mental illness who 

are developing a Ulysses Agreement, “I think that it‟s really important to have somebody 

from mental health that you see regularly, because sometimes you talk to them about 

things that you wouldn‟t talk to your friends about.” For this individual, reaching out to a 

professional and taking advantage of the services and support that a therapist could 

provide her, was important in her experience.  

 Recommendations for Professionals. There were many different suggestions for 

future professionals involved in developing Ulysses Agreements with parents and 

families. One professional described the role of future professionals, and the importance 

of engagement of family members and other non-professionals supports, “Just getting 

people on board and getting the system down in ways that they aren‟t down yet, it has to 

be more systematic so that everyone knows what is happening.”  

 One parent had this strong and pertinent suggestion for professionals who are 

involved in providing services to parents with mental illness,  

Get involved, if you [professionals] know that you have a mentally ill client, even 

if they are doing well, make connections for them, or give them phone numbers, 

or get involved yourself. Like it‟s a resource that needs to be used, and used more. 

This parent‟s suggestion is really one of professionals actively and purposefully 

advocating for parents and families, in their abilities to receive services and information. 

For many parents who were interviewed for this study, a common and important theme 

that emerged, as was discussed earlier in the helping categories, was their experience of 

having professionals who were personally invested, motivated and committed to 

providing support and services to these families. The professionals who “went the extra 
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mile” with their clients made a tremendous difference in the overall process and outcome 

of developing Ulysses Agreements.  

 Further advice for professionals involves the importance of involving the parent 

with mental illness, with a strength-based, empowerment focused mentality, where the 

parent feels “at the centre” of the agreement. For one parent, her advice to professionals 

was, “All I can say is involve the patient [parent] more.”  

 Additional advice for professionals, particularly those involved in the formation 

of the document, was to be time-limited. Parents and professionals gave strong 

suggestions and recommendations towards the importance of creating the document in a 

timely manner. For example, one professional stated, “I might suggest a time limit, 

maybe have a chat with the contractor and say „maybe we can get a UA within the next 3 

or 6 months‟, a realistic time frame.” This same advice was echoed by another parent 

who stated that her advice for professionals would be to set a time limit, “3-6 months” 

rather than leaving the process open-ended.  
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CHAPTER 5: DISCUSSION 

 This study was an exploration of factors that help and hinder the development of 

the Ulysses Agreement program in the Fraser Region of British Columbia from the 

perspectives of five parents, five professionals and one family member. Participants were 

asked to describe specific helping and hindering incidences from their experiences in 

developing a Ulysses Agreement. Interviews were transcribed verbatim, and then were 

analyzed for critical incidents. From these 11 interviews, a total of 452 incidents were 

extracted from the transcripts. These 452 incidents were then categorized into common 

themes, 12 helping categories and 13 hindering categories. In total there were 215 

helping incidents and 237 hindering incidents.  

 The purpose of this chapter is to further discuss the findings of these critical 

incidents and the categories that were formed, including the implications and relevance of 

these categories or themes in relation to pre-existing literature on parental mental illness 

and collaborative practice. Thus, this chapter contains a summary of the results of this 

study, discussing the helping and hindering categories and their implications for the 

Ulysses Agreement program. Also these categories are discussed in regards to their 

relevance and relation to already existing literature, and then their implications for future 

professionals and non-professionals who develop Ulysses Agreement in supporting 

families with parental mental illness. Also, the limitations of this study, including its 

design and the limit of generalizability are described. This chapter ends with suggestions 

for future research on parental mental illness and collaborative practice, including 

suggestions for future research involving Ulysses Agreements.  

Summary of Results 
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What helps the development of Ulysses Agreements. This study explored what has 

helped the process of developing Ulysses Agreements from the unique perspectives of 

parents, professionals and one family member. A total of 215 helping incidents were 

extracted from the 11 interviews. The critical helping incidences could be categorized 

into three main themes; professional factors, parent factors and other factors. It is clear 

from the participants‟ interviews that the role professionals play, their actions, their 

attitudes, and their general involvement, plays a major part in the successful development 

of an agreement. For example, professionals who provided helpful, necessary 

information, including self-disclosure to parents and family members really helped to 

facilitate trust, rapport and safety within the Ulysses Agreement. This action by 

professionals is important in supporting families where a parent has a mental illness 

(Alakus, Conwell, Gilbert, Buist & Castle, 2007). Professionals who are readily 

accessible for contact, information and moral support, including having the support of 

professionals such as school teachers, was helpful in this study and as identified in the 

literature (Reupert & Maybery, 2007a). Further examples from this study where actions 

and attitudes of professionals was helping include, having professionals go to the parent 

or families‟ home to develop the Ulysses Agreement, communicating to parents, families 

and even other professionals that they are available and accessible when the need arises.  

The implications of these findings for future professionals involved in Ulysses 

Agreements is clearly the importance of being invested and engaged with the parent and 

family, seeking to establish rapport and a relationship that brings normalcy and comfort. 

This is so important, given the literature on mental illness which emphasizes the social 

stigma often experienced by individuals who suffer from mental illness (e.g., Hinshaw 
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2005; Maybery, Oyserman, Bybee & MacFarlane, 2002; Reupert & Maybery, 2007b). 

Professionals need to be extra vigilant and mindful in creating safety, comfort, trust and 

rapport with parents and their families. In other words, prior to creating a Ulysses 

document, prior to even convening meetings with the family and multiple professionals, 

key professionals involved in the agreement should be actively and purposefully building 

rapport and securing engagement with the parent and family members. Otherwise, as one 

parent described her experience of developing her Ulysses Agreement when this was not 

taking place, “I‟m thinking that there wasn‟t the communication with me at any level, 

whether I was depressed or manic, so when I‟m manic umm, they‟re all talking amongst 

themselves, but I‟m sitting here scared. And I‟m wondering what is there decision going 

to be.” So for professionals, involving the parent and family, having a strength-based and 

preventive approach and mentality that seeks the empowerment of the parent, is a key to 

the successful development of a Ulysses Agreement.  

 For parents to feel that they owned the agreement and that they had the power and 

authority to determine a plan for themselves and for their children when they become 

unwell, was essential for the participants in this study. As one professional described her 

observation of the parent she worked with, who had this sense of ownership, “What 

happens to her kids when she gets sick, they always go into care, and this was an 

opportunity for her to take some control over that and I think that she was really pleased.” 

This theme of empowerment, as discussed previously, is paramount in the successful 

development of a Ulysses Agreement. This strength of the Ulysses Agreement program is 

also similar to other forms of collaborative practices that are used in British Columbia, 

for example the wraparound program (Cailleaux & Dechief, 2006), family group 
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conferencing (Pennel, 2004) and integrated case management (Hubberstey, 2001). For 

parents with mental illness, who face struggles they face associated with social stigma 

(Hinshaw, 2005) and isolation (Reupert & Maybery, 2007a), including the reality that 

many have previous experiences of being hospitalized and institutionalized, engaging in a 

collaborative exercise like a Ulysses Agreement can be challenging. As one parent said, 

“I was so used to having people hold my hand through things, being very 

institutionalized, I was in and out of the hospital all the time before I had my son.” With 

this sense of empowerment and putting the parent at the centre of the agreement, comes 

the importance of enabling the parent to choose where they want their child to go when 

they become unwell. There is a great deal of support in the literature on parental mental 

illness that emphasizes the importance of motivation for their children by these parents 

(e.g. Mowbray et al., 1995; Reupert & Maybery, 2007b; VanDeMark et al., 2005). For 

these parents, their children are their primary motivating factor for completing the 

Ulysses Agreement. As one parent stated, “My son was the motivating factor, obviously 

my son was my motivating factor.” Another parent said, “My kids are my world, right, 

and to have that kind of security, it was amazing, I didn‟t have to worry.” By 

empowering parents to have choice and freedom in their decisions about where their 

children will go when they become unwell, and who will care for their children, also 

creating a detailed written plan in a document that everyone else in the agreement is 

obligated to follow, is an incredible strength of a Ulysses Agreement. For parents, having 

a strong motivation for caring for and providing safety for their children, was a major 

helping factor for the participants interviewed in this study.  
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 For parents in this study, and the professionals working with them, the existence 

of strong social supports, particularly from non-professionals was a major helping factor 

in the overall successful development of Ulysses Agreements. In some cases, where the 

parent didn‟t have the strong support of family members, having even one close 

supportive friend was enough to be a significant factor in aiding the agreement. This 

importance of involving family supports and friends is further demonstrated and 

supported in the literature on parental mental illness and collaborative practice (e.g. 

Focht-Birkerts & Beardslee 2000; Miller & Darlington, 2002). In fact, several 

participants commented that their Ulysses Agreement would not have worked without 

these non-professional supports. Furthermore, in the cases where the Ulysses Agreement 

was not successful implemented, it was largely contributed to a lack of supports involved 

in the agreement. As was evident in the testimonies shared by participants, having close 

non-professionals supports not only often provided a secure and safe location for the 

children to go, but also these supports were able to recognize, confront and keep 

accountable the parent with mental illness particularly in regards to the signs and 

symptoms of their mental illness. In other words, these supports provided the necessary 

services and interventions that professionals simply are unable to provide. For some 

parents, trust towards family members and friends was a major factor that either hindered 

or helped the process of developing their agreement. For parents who were able to reach 

out to these supports and who communicated their need for friends and family, their 

Ulysses Agreement was strengthened. This was also the case for parents who became 

aware of their mental illness and who sought accountability for the symptoms of their 
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illness, although in many cases was a tremendous challenge for parents, but essential to 

the development of their agreement.  

 Another important helpful theme, which is unique to this study and nature of 

Ulysses Agreements, is the importance of having a written, non-legal document. The 

Ulysses Agreement outlines all the different components and factors of the parent‟s 

mental illness, the members in their support network, and their plan or wishes for how 

their children would be cared for, and by whom. For many participants, having this 

written document not only gave them a greater sense of security knowing where their 

children will be if they ever become unwell due to their illness, but also put other 

professionals more at ease, opened up communication between the parent, family 

members and professionals. In some cases, having a written document decreased real or 

perceived social stigma towards the parent with mental illness from family members and 

professionals. The written document enabled and empowered the parent and family 

because it was their agreement. Furthermore it was helpful to form a plan in advance, to 

be strength-based and preventive, and to assure the safety and security of their family and 

themselves. The importance of these factors has also been identified as essential 

components of helpful services to parents with mental illness (e.g. Beardslee et al., 2007; 

Reupert & Maybery, 2007b). These strengths of the Ulysses Agreement should not be 

overlooked, and are unique components that most other collaborative practices do not 

include.  

 What hinders the development of Ulysses Agreements. This study also explored 

what has hindered the process of developing Ulysses Agreements from the unique 

perspectives of these parents, professionals and one family member. The results of this 
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study demonstrated that critical hindering incidences could be categorized into three main 

themes; professional factors, parent factors and other factors. A total of 237 hindering 

incidents were found in the 11 interviews. Although there was much that helped and 

facilitated the development of Ulysses Agreement for participants, there was also a wide 

variety of incidents that hindered this process.  

 In regards to professional factors that played a negative role in the development of 

Ulysses Agreements, the largest category of incidents was where professionals lacked in 

their abilities of functions in sharing information amongst themselves, where there was a 

clear breakdown of communication, and a discontinuity of services. This category of 

hindering incidents is not unique to Ulysses Agreements, and has also been identified by 

other research on collaborative practice supporting families with parental mental illness 

(e.g. Darlington et al., 2005b). Communication between professionals can be a difficulty 

and challenge; however it is essential for the successful development of Ulysses 

Agreements.  

 Similar to the breakdown of communication, were actions and behaviours of 

professionals that were harmful or otherwise impeding of the agreement process. Actions 

such as breaking confidentiality and breaking the agreement that was developed by the 

parent are considered harmful. For example, as in one participant‟s experience, 

professionals contacting her son and involving him when she had specifically asked this 

not to occur. In another‟s experience, a professional who called the police immediately as 

opposed to following the protocol as it was agreed upon in the document, essentially 

resulting in the parent being taken to the hospital, and the trust and rapport being broken 

between the parent and professionals. Another example of an action by professionals that 
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was harmful included prolonged time, particularly where professionals seemingly 

“forgot” about the parent and family, where they didn‟t maintain contact and 

communication. Some parents and professionals described that months would pass 

between contact from some key professionals, resulting in the discontinuity of services 

and of the agreement. Similar to these types of incidents, were cases where professionals 

forgot about meetings and appointments, showed up late or disorganized, and in some 

cases sharing false or misleading information both with parents/family members and also 

other professionals. In one participant‟s experience, a professional who believed the 

“lies” that were being propagated by the parent who was very unwell as a result of their 

illness.  

These types on incidences are very similar, and were often related to specific 

experiences where parents or family members experienced professionals who were 

dismissive of their concerns, feelings and wishes in the Ulysses Agreement. This includes 

experiences where parents or family members felt that professionals were “not invested” 

in the process, had ulterior motives, or were simply not interested in hearing what they 

had to say. For some participants, this experience was a tremendously harmful and 

hindering factor in the development of their agreement. As one participant described, her 

experience was “traumatic”. These types of incidences are clearly undesirable and 

unnecessary in the mental health field from professionals. At the same time, professionals 

are fallible human beings who do make mistakes, forget appointments, and occasionally 

say things that are not helpful or considerate. Nonetheless, when considering the process 

of developing Ulysses Agreements, professionals involved need to be vigilant and careful 

in how they act and present themselves, often with parents and family members who have 
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had profoundly negative experiences with the mental health system and professionals in 

general.  

 In discussing parent factors that participants experienced as hindering during their 

process of developing Ulysses Agreements, a number of different themes emerged. The 

most common parent factor was hindering incidents related to the parent‟s mental illness, 

including challenges with the symptoms of the illness and challenges with medications. 

Mental illness as a hindering factor in the treatment and support of parents with mental 

illness has been a thoroughly discussed and researched topic (e.g. Darlington et al., 

2005a; Kahng et al., 2008; Mowbray et al., 2002). These researches have demonstrated 

that symptoms and challenges as a result of mental illness often impede services and 

progress with parents. In many cases, the more severe the mental illness and the more 

severe the signs and symptoms, the more difficult it is for professionals to establish 

rapport, trust and safety, thus engaging the parent in treatment and support. Furthermore, 

the more severe the signs and symptoms of mental illness, the more difficult it is to 

remain consistent and to maintain a continuity of services towards the individual and 

their family.  

Mental illness is also such an unpredictable and uncontrollable illness. As one 

parent said,  

But they say it‟s because it‟s so difficult to talk to me when I‟m manic, which is 

quite possibly true, I don‟t rightly know, because I don‟t really remember. When 

I‟m manic everything is fuzzy, so I can‟t say for sure.  

This same individual went on to describe her painful experience of suffering from 

bipolar disorder as, “I hate this illness, and it‟s absolutely disgusting. Because I am a 
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good person, but it doesn‟t really matter because when the illness kicks in we don‟t know 

what I may do.” This individual‟s experience, similar to previous research, clearly 

demonstrates the incredibly difficult and challenging nature of mental illness, and how 

often the parent seems to be at the ongoing mercy of its unpredictable nature. For other 

parents, they forgot to take their medications as a result of their illness.  

 In addition to challenges as a result of their mental illness, the process of 

developing a Ulysses Agreement was often hindered by the parent‟s denial, or lack of 

insight, into their illness and the affects of the signs and symptoms on themselves and 

others. This included incidents where the parent was dishonest towards professionals, 

family and even themselves about these concerns. Dishonesty and the lack of insight 

towards their illness, has been a hindering factor discussed in previous literature as well 

(e.g. Maybery & Reupert, 2006; Stallard et al., 2004).  

 The implications of this theme are numerous, and of incredible importance for 

individuals involved in developing Ulysses Agreements. Awareness, insight and 

accountability for parents, including family members is essential. Awareness and 

sensitivity of professionals involved, and educating parents with mental illness, including 

their support networks about the signs and symptoms of mental illness is crucial. In 

conducting this research, the primary researcher has come to some level of understanding 

of the pervasive and unpredictable nature of mental illness. Furthermore in most if not all 

cases, parents do the best that they can with what they have. For many parents, even 

those who suffer from extreme mental illness, as was evident in some of the participants 

in this study, they do genuinely care for and love their children and family, and in most 

cases struggle to do their best. For many parents, as stated by some in this study, there is 
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an incredible sense of guilt and shame, increased stigma, as a result of their limited 

capabilities in assuming the role of parent for their children. For professionals, the 

message is clearly to attempt to understand and empathize at a basic level the world in 

which these parents live and the incredible struggle that they face as a result of their 

illness. Again, the importance of empowerment, parent-centered, and strength-based 

interventions cannot be overstated.  

 Other hindering incidences to the development of Ulysses Agreements included 

experiences where parents or family members experienced a lack of trust and rapport 

towards professionals and or family members. For parents, feeling that they were 

psychologically unsafe, feeling that their children are unsafe, especially as in some cases, 

where the parent was fearful in having an MCFD social worker involved. This lack of 

trust and rapport that parents or family members experienced or perceived is an ongoing 

hindering factor in collaborative practice with families where a parent has a mental 

illness (Darlington et al., 2005b). Similar to this experience of the lack of trust and 

rapport was the hindering factor of social stigma from family members and professionals. 

Social stigma has been discussed in the literature as an ongoing challenge that 

individuals, particularly parents with mental illness, experience (Hinshaw, 2005). As one 

parent in this study described,  

She [professional] had never dealt with someone who had mental illness, and 

everyone just thinks that you‟re coo-coo and you‟re just going to do harm to your 

children, which isn‟t true at all, if anything you‟re trying to do better. Yea, lots of 

stigma especially from her. 
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This issue of social stigma is a challenge for parents and family members, as 

already stated. The Ulysses Agreement attempts to counter some of this social stigma, in 

many cases encouraging more open communication between parents, family members 

and professionals. The implications of social stigma towards mental illness, as 

experienced by parents, is that future individuals (both professionals and non-

professionals) need to continue to bring normalcy, stability and education to families and 

society in general. In other words, it is important to view parents, regardless of a 

diagnosis of mental illness, as possessing the same potential to be competent and capable 

in their roles of caring for their children as parents without mental illness.  

 Another parent-centered type of hindering incident was around the experience of 

a lack of non-professional supports in the agreement. For many parents in this study, and 

others as identified by the literature (Reupert & Maybery, 2007b), parents with mental 

illness often feel isolated and unsupported by family members and friends, often due to 

the issue of stigma, as previously discussed. In this study, some parents shared their 

experiences of having no non-professional supports in their area; how in some cases, all 

their family lived in another area of the country, and they often faced extreme difficulties 

in forming lasting relationships with friends and community. For many professionals, it 

was an incredible challenge to encourage and facilitate the establishment of strong non-

professional supports for parents who felt isolated and alone.  

 For other parents, there was the experience of having non-professional supports 

that were “too busy” or “not interested” in participating, resulting in a clear lack of 

supports from people who were not professionals. Challenges with the family system, 

engaging the system in providing collaborative care for parents, has also been discussed 
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in the literature (Maybery et al., 2005). There is acrimony between members in the 

family, making the collaborative strengthening of the family system very challenging. As 

in one individual‟s experience in this study, there was strong conflict between the parent 

and her own mother, who was her only non-professional support in the area, thereby 

resulting in a total lack of additional supports in the agreement. As in many cases, there 

exists a strong need for further healing and restoration in relationships between family 

members in order for this support network to exist. It was strongly emphasized by some 

professionals, however, that without this strong support network of family or friends, the 

Ulysses Agreement program simply would not, and could not work.  

 Similar to this theme of challenges with non-professional supports, was also the 

existence of a category of incidents where the parent‟s support network also struggled 

with mental illness. As in one parent‟s experience, when her best friend became unwell as 

a result of her own mental health concerns, this parent had nowhere else to place her 

children if she also decompensated. In other cases, the support network was primarily 

made up of individuals who struggled with mental health concerns, addictions concerns, 

and/or relationship problems. As a result, the process of developing the Ulysses 

Agreement was greatly hindered.  

 In addition to these themes of challenges regarding the parent‟s support network, 

are challenges that parents, family members and professionals experienced in regards to 

the logistics of developing the Ulysses Agreement. This category of incidents is largely 

parallel to the helping category whereby the process of developing the Ulysses 

Agreement was aided as a result of having a written document. In some cases, however, 

participants experienced challenges in getting all the people in the agreement together for 
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meetings, agreeing on a location, and having members signing the actual written 

document. In regards to this hindering category, one parent shared this helpful advice for 

future individuals developing Ulysses Agreements,  

You know how you have profiles on computers, if you could have a format like 

that so that you could log in and change it so that everyone in your Ulysses 

Agreement had access to your profile it would be a lot easier I think. Lots of 

people would keep it more updated. But, yea, you could have a website that 

people could log into their agreement and access their files, yea. 

Convening parents, family members and professionals will undoubtedly always 

be a challenge when forming a Ulysses Agreement. However, given the advances in 

technology, perhaps innovative ways of sharing information and convening meetings 

could be established in this process.  

Limitations 

 There are several limitations of this study. Since this study is exploratory and 

based upon a constructivist paradigm which states that the reality of helping and 

hindering factors in the development of Ulysses Agreements depends upon the socially 

constructed reality of each participant, the findings will be limited in their transferability 

to families or situations other than those where a parent has a mental illness. For 

example, implementing Ulysses Agreements in a family where a parent is struggling with 

severe substance abuse, may involve different variables than this study.  

This study relied on voluntary participation, particularly from parents, and 

therefore there may be some bias in regards to the parents who chose to participate in the 

study. As stated in the demographics section of the description of participants, four 
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parents had been diagnosed with bipolar disorder (including one who was also diagnosed 

with obsessive compulsive disorder), and one parent diagnosed with major depressive 

disorder. There is a clear limitation in regards to representation of mental illness in this 

study. It would have been valuable, and perhaps more representative to have included 

parents who were also diagnosed with psychosis or other mental illnesses not represented 

in this study. Also in regards to participants, this study consisted of only female 

participants. This study does not represent fathers who have mental illness, but rather the 

experiences of mothers. Similarly this study does not represent male professionals 

involved in developing Ulysses Agreements.  

 Another potential limitation of this study is the limited availability and prevalence 

of Ulysses contracts that have been developed within B.C. Although the researcher 

recruited participants from multiple Ulysses Agreements, from multiple locations in the 

Fraser Valley (i.e. Chilliwack, Mission, Maple Ridge, Langley, Abbotsford), the Ulysses 

Agreement program has only been used within the past four years. As the program 

continues to be used, and as more agreements are developed with a greater variety of 

parents and families, additional research would be warranted. This additional research 

would be helpful as Ulysses Agreements are used more broadly and as more 

professionals become familiar with it. Although some changes to Ulysses Agreement 

may result from further research as they become more widespread, this does not negate 

that this study does provide a comprehensive examination of the Ulysses Agreement 

program as it has been used so far within the Fraser region of British Columbia.  

 Another limitation of this study was the exclusion of children‟s experiences in 

developing Ulysses Agreements. Although this study attempted to gain the unique 
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subjective experiences of parents, professionals and family members, it is still lacking 

information from a stakeholder in the Ulysses Agreement process, children of parents 

with mental illness. Gaining the perspectives of children of parents with mental illness 

experiences in developing Ulysses Agreements would potentially add a unique 

perspective. A potential theme that may emerge from including children in research may 

be issues of stability or permanency of placement, for example knowing in advance 

where they will go if their parent becomes unwell.  

Suggestions for Future Research 

 Following up from discussion on the limitations of this study, it would be feasible 

that additional research on the Ulysses Agreement program would be warranted and 

necessary as more of the agreements are developed, and with more diverse populations of 

parents with mental illness. Furthermore, additional research on the experiences of 

children of parents with mental illness, both younger aged children and older children, 

exploring their experiences of developing a Ulysses Agreement with their parent and 

family, particularly what helped or hindered this experience for them.  

 Furthermore it would be advisable to do further research of parents‟ experiences 

in developing this program, including a more diverse representation of mental illness, for 

example schizophrenia. Also, to include research on the experiences of fathers who 

struggle with mental illness, and who participate in the development of Ulysses 

Agreements, would be beneficial as this is a population that is often not included in the 

literature. 

Implications for Counselling Psychology 



  157 

 This study on Ulysses Agreements has an important implication and relevance to 

the field of counselling psychology. According to the Canadian Psychological 

Association a recent definition of counselling psychology in Canada is the use of  

Psychological principles to enhance and promote the positive growth, well-being, 

and mental health of individuals, families, groups, and the broader community. 

Counselling psychologists bring a collaborative, developmental, multicultural, 

and wellness perspective to their research and practice…counselling 

psychologists view individuals as agents of their own change and regard an 

individual's pre-existing strengths and resourcefulness and the therapeutic 

relationship as central mechanisms of change (Beatch et al., 2009).  

This definition of counselling psychology fits with the description of the strengths 

and unique qualities of the Ulysses Agreement program. In other words, Ulysses 

Agreements endeavour to build people‟s functioning from a strength-based perspective, 

building on their already existing capacities. Ulysses Agreements, similar to the field of 

counselling psychology, endeavours to empower the individual, assuming that they are 

the expert in matters that pertain to their own well-being and the health. Furthermore, 

Ulysses Agreements like counselling psychology endeavours to build community and 

relationships, recognizing that health and well-being cannot occur in isolation and 

without the support of non-professional community members. In other words, Ulysses 

Agreements emulate the philosophy of counselling psychology in Canada which seeks to 

minimize the gaps between professionals and consumers, reinforcing the notion that 

holistic health involves multiple aspects of people‟s lives.  

Conclusion 
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  This study was a critical incident study of what helps and hinders the 

development of Ulysses Agreement with families where a parent has a mental illness. 

The sample consisted of 11 adult participants, five professionals, five parents and one 

family member. The researcher interviewed these participants, and then transcribed the 

interviews, selecting critical incidents from the transcripts that either helped or hindered 

the process of developing a Ulysses Agreement for these participants. From these 452 

incidents, 12 helping and 13 hindering categories were formed to represent these factors. 

These categories were divided into three main themes; professional factors, parent factors 

and other factors.  

 The results of this study demonstrated that the following themes were important 

in the development of Ulysses Agreements. In regards to professional factors; (a) 

professionals who provided important information, moral support and services that the 

parent or family needed, (b) where the parent had a professional who was personally 

invested and motivated in the agreement and in the overall care of the parent or family, 

(c) where professionals were readily accessible for contact and were clear about their 

roles and professional boundaries, and (d) where a professional was intentional in 

building trust and rapport between themselves and the parent or family.  

It was evident from this study that for many participants, very similar hindering 

themes emerged in regards to professional factors. For example, (a) lack of information 

sharing between professionals and a breakdown in communication, (b) destructive or 

harmful actions of professionals, (c) limited resources and time for professionals, and (d) 

where the parent‟s concerns and feelings were dismissed and invalidated by 

professionals.   
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These professional factors are clearly important in the successful development of 

Ulysses Agreements in supporting families where a parent has a mental illness. 

Professionals who are clear about their roles and who genuinely care about the family and 

each individual member clearly creates an atmosphere of trust, openness and willingness 

to be held accountable to each other in regards to the parent‟s mental illness. Similarly, 

professionals have a lot of power when it comes to the services, the length of time that 

these services are offered, and the connections that are able to be established for parents 

and family members. Professionals who see their role largely as advocates for these 

families and parents, and use this role in a way that further facilitates the development of 

this parent‟s Ulysses Agreement, is important.  

 In regards to helping parent factors towards the successful development of 

Ulysses Agreements, the following categories emerged; (a) where the parent felt strongly 

that they were empowered and “at the centre” of the agreement, (b) where the parent had 

an increase in self-awareness of their mental illness and its signs and symptoms and were 

willing to be accountable for these, (c) the parent having a greater sense of security, 

comfort and “being okay” with being unwell in knowing that they can take care of 

themselves, resulting in a decrease of social stigma, (d) a parent‟s personal motivation of 

wanting to care for their children, as a facilitating factor in the development of their 

Ulysses Agreement, and (e) the parent‟s general sense of motivation and having internal 

resources, including religious faith as a helping factor in their agreement.  

 Similarly, when it came to hindering factors, the following major themes emerged 

in regards to parent factors; (a) challenges in relation to the parent‟s mental illness 

including challenges with symptoms and medications and other stressors such as limited 
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finances, (b) a lack of trust and rapport that the parent felt or experienced, (c) a lack of 

non-professional supports where the parent felt isolated and alone, (d) a lack of insight 

the parent had into their mental illness, and (e) the existence of social stigma towards 

mental illness that the parent experienced in their agreement.   

It is clear from this cluster of categories, that a number of parent factors play a 

major role in the successful development of a Ulysses Agreement. Essentially, parents 

need to be motivated to develop the agreement; they need to see personal and intrinsic 

value in the process, for example the notion of developing a plan to protect their children. 

Parents need to have a certain level of self-awareness in regards to their mental illness, 

and need to be willing to be held accountable to their extended supports, both 

professionals and non-professionals, in most cases. The Ulysses Agreement is clearly a 

parent-driven, parent-centred plan that needs to have the parent in a place where they are 

invested and personally able, mentally, emotionally and physically, to follow through in 

the development of the plan.  

 Other helping incidents were categorized into the following themes; (a) having 

strong non-professional supports, (b) having a written document that is flexible and 

adaptable, and (c) aspects of the agreement that were preventive and advanced planning, 

particularly when it came to the care of children and the avoidance of hospitalizations.  

 When it comes to the corresponding hindering incidents, the following themes 

emerged; (a) non-professional supports were too disengaged and unable or unwilling to 

participate, (b) challenges that participants had in updating the forming the actual Ulysses 

Agreement document, and (c) and the parent‟s non-professional supports also struggling 

with mental health concerns.  
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It is clear from this cluster of other factors in their relation to the successful 

development of Ulysses Agreements that a number of important factors exist. Particularly 

the importance of non-professional supports for parents with mental illness, regardless of 

its severity, cannot be overstated. It is essential for parents to have family and friends in 

their lives as supports, and particularly in the Ulysses Agreement. Furthermore, for some 

parents and family members the Ulysses Agreement document can be seen as a very 

daunting and overwhelming task, particularly if they feel they are alone in this process. It 

is important to be mindful of this challenge with forming the document, particularly for 

professionals and other supports in being able to help the parent and ensure that they 

aren‟t feeling overwhelmed with the process.  

 This study contributes helpful and important empirical evidence and information 

in regards to what helps and hinders the development of Ulysses Agreements from a 

variety of important perspectives and experiences; professionals, parents and family. In 

no way is this an exhaustive study of the Ulysses Agreement program, nor of the 

experiences of all parents who suffer from mental illness. However, it does offer some 

helpful guidelines and common themes from these unique perspectives that should help 

to guide future implementations of the Ulysses Agreement program in supporting these 

parents and families. As previously stated, this research study is not intended to 

thoroughly cover this fascinating and broad area of parental mental illness and 

collaborative practice; however, it has provided some basis for what are important factors 

and considerations that should, based on this empirical evidence, be taken into 

consideration when developing a Ulysses Agreement. Likewise, this study can serve as a 
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basis for factors that should be avoided, and where the utmost care and consideration 

should be taken to avoid the aforementioned hindering situations or factors.  

Recommendations for Practice 

 This section includes recommendations for the implementation and application of 

Ulysses Agreements in supporting families where a parent has a mental illness, based on 

this study. These recommendations will be synthesized forms of the 25 categories already 

discussed. These recommendations for professionals include: 

1. To strive to increase communication between agencies 

2. To be clear to parents, family members and other professionals the limits of their 

roles and responsibilities at the onset of the Ulysses Agreement 

3. To be personally invested and motivated to participate in the Ulysses Agreement 

4. To actively and intentionally establish trust, rapport and safety (i.e. therapeutic 

alliance) with parents and family members 

5. To take the feelings and experiences of parents and family members seriously, 

seeking to provide ongoing validation and empathy 

6. To emphasize that Ulysses Agreements are based on the unique strengths of the 

family 

7. To emphasize the importance of empowerment of the parent in the agreement; 

that this is their document and their plan  

8. To emphasize that other professionals and non-professionals are there to support 

the parent in the construction and utilization of this plan 

9. To emphasize that the Ulysses Agreement is about the minimization of risks and 

harm to the parent, their children, and the family 
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10. To emphasize the need for non-professional supports in the Ulysses Agreement, 

and if this does not exist, to work diligently at building these supports around the 

parent 

11. To establish policy and Best Practice Guidelines for the implementation of 

Ulysses Agreements in supporting families where a parent has a mental illness 
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Appendix A 

 

Re:  Ulysses Agreement Program Evaluation Research Study 

  

Dear 

 

 My name is Dr. Rob Lees. I am a registered psychologist with the Ministry of 

Children and Family Development. I obtained your contact information from the MCFD 

registry of individuals who have participated in Ulysses Agreements within the Fraser 

Region of British Columbia. I understand that you have participated in or are currently 

participating in a Ulysses Agreement. As a helping agency that is interested in evaluating 

and improving our programs, we would like to hear about your perceptions of this 

program.  

 

 The purpose of this letter is to tell you about a research study that is being conducted 

by Neil Mercer, a graduate student at Trinity Western University. This research study 

will serve a number of purposes: (a) to provide parents and professionals the opportunity 

to share their perspectives and experiences of Ulysses Agreements, (b) to provide Neil 

with the data required to complete his master‟s thesis as part of his degree requirement, 

(c) to inform our agency about your perspectives of this program, and (d) to improve 

future development of these types of agreements.  

 

 In order to protect your privacy, I am contacting you by mail to see if you might be 

willing to participate in this research. Taking part will involve two stages: (a) a telephone 

screening interview, lasting 10-20 minutes, to confirm you are eligible; (b) if you are 

chosen to take part, it wil involve an in-person audiotaped interview with Neil, lasting 

about 1 to 2 hours. Interviews will focus on what has helped or hindered in the 

development of the Ulysses Agreement you were involved in. People who take part in the 

in-person interview will receive a $15 Tim Horton‟s gift card for participating.  

 

 All information that is collected will be secured in a password-protected computer 

and locked file cabinet. No identifying information will be published. Participation is 

completely voluntary and, even after people agree to take part, they may withdraw or end 

the interview at any time without penalty.  

 

 Please consider being involved in this valuable and informative research study. I will 

call you by telephone within the next two weeks to answer any questions you might have. 

If you choose to participate, I will pass your contact information along to Neil, who will 

telephone you. Or, if you already know you are interested in taking part, you may contact 

Neil via email, neil.mercer@mytwu.ca with your contact information.  

 

Yours truly, 

 

 

Dr. Rob Lees, R. Psych. Ministry of Children and Family Development Psychologist 

 

mailto:neil.mercer@mytwu.ca
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Appendix B 

 

Phone Contact Scripts 

 

Initial contact phone script by Dr. Lees will be as follows: 

 

Hello, may I please speak to _________ (name of participante). This is Dr. Rob Lees. 

I am a registered psychologist with the Ministry of Children and Family 

Development. I sent you a letter dated ______  regarding a research study on "What 

helps and hinders the development of Ulysses Agreements with families with a 

parents has a mental illness". The letter was an invitation to consider being part of the 

study, because as I noted in the letter, I understand that you have participated in a 

Ulysses Agreement. Did you receive this letter? Are you interested in participating in 

this study? Is this a convenient time for you? At this point, do you have any questions 

about this study, or anything that I have said so far? I would like to remind you also 

that you are free to decline participation in this study, and that if you do, there will be 

no effect to any services that you are currently receiving or that you may receive in 

the future. Participation in this study is entirely voluntary, and you are free to 

withdraw at any time. Initially I would like to ask you, where are you currently 

residing or living? (If the parent states that they are living indepently, at home and not 

in a hospital, then Dr. Lees will proceed with the following script. If the parent is 

hospitalized, Dr. Lees will tell them that due to their current situation and given the 

severity of their mental health symptoms, we will be unable to continue with their 

participation in this study).  

Do you have any questions about anything I have metioned so far, including the 

details of this study? Would you be willing to participate? (If no, Dr. Lees will thank 

them for their time and their consideration, and respectfully end the phone 

conversation).  

If so, I will pass your contact information, your name and phone number, along to 

Neil Mercer, the primary researcher, who will contact you to fill out the demoraphic 

questionnaire and to set up an interview time.  

Thank you very much for your time and your consideration in participating in this 

study.  

Goodbye. 

 

Phone script for contact by Neil to potential participants, which will include the 

demographic/screening questionnaire.  

 

Hello may I please speak to ______ (name of participant), my name is Neil Mercer. I 

am calling you in regards to the study "What helps and hinders the development of 

Ulysses Agreements", which you were contacted about earlier by Dr. Rob Lees. I was 

given your contact information by Dr. Lees, with whom you consented to participate 

in this study. This phone interview will take about 10-20 minutes. Is this a convenient 

time for you? If not, when would be convenient? I want to thank you for your 

willingness to participate, and I look forward to our interview together.  



  173 

I would like to remind you that you are free to withdraw from this study at any time, 

without any obligation to myself or any other service provider. You will be offered a 

15$ gift certificate for Tim Hortons at the beginning of the interview. All information 

you provide will be kept confidential and no identifying information will be shared. 

Do you have any questions about anything I've said so far, including myself, the 

study, what you will be asked to do, etc? 

O.k., can we move onto the demographic/screening questionnaire? (Fill out 

demographic questionnaire over the phone). These questions are to see if you are 

eligible to participate in this study.  

Thank you for providing this information. My supervisor and I will determine 

whether you are eligible to participate in this study. I will call you back, either way, 

within the next week. If you are eligible, we will set up a time for when you and I can 

meet for our interview, which will last from between 1-2 hours. We can do this 

interview at a location that is most suitable to you, it can either be in your home, 

providing that there is a relatively quiet room that we can sit without distraction, or 

we can meet at a local MCFD office, depending on your location. Also, another 

option could be that we could meet at a local library, where I can book a private, 

secure room where we can conduct the interview. Do you have any preference from 

these options? 

Thanks again for participating today, you will hear back from me, by phone, within 

the next 5 days.   

Bye for now.  
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Appendix C 

Participant Screening Questionnaire 

 

ñWhat helps and hinders the development of Ulysses Agreements with families 

where a parent has a mental illnessò 

 

Principal Researcher: Neil Mercer, M.A. student in Counselling Psychology, Trinity  

      Western University 

 

Faculty Advisor:     Dr. Rob Lees, R. Psych., Graduate Department of Counselling                

   Psychology, Trinity Western University. 

 

  
  

The primary researcher, Neil Mercer, will use this screening questionnaire during initial 

phone contact with people who are interested in taking part in the study, to determine 

whether they are eligible to participate 

 

Neil will introduce himself over the phone to participants, ask if this is a suitable time to 

conduct the 10-20 phone questionnaire. Neil will introduce the participants again to the 

purpose of this study, which is to gain input from both professionals and parents towards 

what‟s helped and hindered the development of Ulysses Agreements. He will then 

proceed to ask them about the following areas.  

 

1) Gender (check one): Male ______, Female _______ 

2) Age: ______ 

3) Level of Education (check one):  

a. Not Completed High School ________  

b. Completed High School __________ 

c. Some College/University __________ 

d. Completed Undergraduate Studies ________ 

e. Completed Graduate Studies _________ 

4) What is your professional role (for professionals)? _____________ 

5) How long have you been in this professional role? _____________ 

6) When did you start your involvement in a Ulysses Agreement? __________ 

7) How many dependently aged children (under 19) do you have (parents) 

(check one)? 

a. 1 _____ 

b. 2 _____ 

c. 3 _____ 

d. 4 _____ 

e. Other _____ 

8) Where is your place of residence (parents) (check one)?  

a. On own (independently) ______ 

b. Family of Origin (with biological parents) ________ 
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c. Family of Procreation (with spouse) _________ 

d. Residential Care ________ 

e. Other ________ 

 

Neil will use the following script at the conclusion of the screening interview.  

 

Thank-you. At this point what will happen is that we will review the information that you 

provided to determine whether you are eligible to take part. Either way, we will give you 

a call back within a week to let you know. 

 

If you are included in our study, when would be the best times / days to meet for an 

interview? 

 

What is the best way to contact you - at this number or another number? 
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Appendix D 

What helps and hinders the development of Ulysses Agreements 

 

Principal Researcher: Neil Mercer, M.A. student in Counselling Psychology, Trinity  

      Western University 

 

Faculty Advisor:     Dr. Rob Lees, R. Psych., Graduate Department of Counselling                

   Psychology, Trinity Western University. 

 

Contact Information:   
If you have any questions about the research procedures, you may contact Neil Mercer by 

email at neil.mercer@mytwu.ca or by phone; 778-549-5872.  

 

Dr. Rob Lees can be reached at, Robert.lees@gov.bc.ca or 604-649-6758.  

    

If you have any questions about ethical issues involved in this project, you may contact 

Sue Funk at the TWU Office of Research at sue.funk@twu.ca or 604-513-2142. 
 

Dear Participants, 

 

 Thank you for your interest in this study. You will be asked to take part in one 

interview with the principal researcher, lasting one to two hours. Interviews will involve 

open-ended questions concerning your perceptions of helping and hindering factors in 

regards to your involvement with developing Ulysses Agreements. Once you have 

articulated a helping or hindering incident, you will be asked to describe this incident in 

as full detail as possible. The interviews will be audio-recorded and analyzed for themes 

according to the general purpose of the study. 

 

The principal researcher will be interviewing both parents and professionals 

involved in multiple Ulysses Agreements. Therefore there is a possibility that other 

members involved in your particular Ulysses Agreement may participate in this study. 

The researcher will not communicate any information you provide to other participants. 

All information that you provide in this interview will be held confidential and will not 

be shared with any other participants of this study.  

 

 There is potential that you may feel uncomfortable in discussing what you have 

experienced in developing Ulysses Agreements. At any point during the interview, you 

may take a break. If any of the questions make you feel uncomfortable, you are free to 

not answer. If at any time you would like to discontinue to interview, you are free to do 

so. If the interview brings up emotional or difficult subjects, following the interview you 

will be encouraged to contact counselling services available through your extended health 

plan, or provided with assistance to connect you with alternative professional supports.  

 

 Your participation in this study will help provide empirical evidence for what 

helps and hinders the development of Ulysses Agreements with families where a parent 

has a mental illness. Your input may help to inform other professional service providers 

who serve families where a parent has a mental illness. Also, findings from this study 

mailto:neil.mercer@mytwu.ca
mailto:Robert.lees@gov.bc.ca
mailto:jose.domene@twu.ca
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will be reported in Neil Mercer‟s master‟s thesis, which will be available in the Trinity 

Western University library. In addition to publication as a master‟s thesis, findings may 

be disseminated within academic journals and professional conferences. Your opinions 

and perspectives are valuable and greatly appreciated.  

 

 Your participation in this study is entirely voluntary and, even after you begin, 

you may withdraw from the interview at any time without penalty. If you choose to 

withdraw from the interview and do not wish to have information from your interview 

included in the study, the audio recording and demographic information will be 

destroyed. To compensate you for the time that you spend during the interviews, a $15 

gift certificate for Tim Horton‟s will be given to you at the beginning of the interview. 

This gift certificate will be given regardless of how long you participate in the interview. 

Your decision to participate in this study or not, and the information you provide will not 

influence or affect your employment, presently or in the future.  

 

 Any information that is obtained in connection with this study and that can be 

identified with you will remain confidential and will be disclosed only with your 

permission or as required by law. Specifically, we will store all information and 

recordings in locked filing cabinets and password protected computer hard-drives; only 

the investigators will have access to the information. Transcripts (with names and other 

identifying information removed), and coded data will also be securely stored for 

potential future analysis. All data, including transcripts and demographic information will 

be erased or shredded five years after the completion of this study.  

 

Your signature below indicates that you have received a copy of this consent form 

for your own records, and that you consent to participate in this study and that your 

responses may be put in anonymous form and kept for further use after the completion of 

this study. 

 

___________________________________________            _______________________ 

Signature              Date 

 

___________________________________________             

Name (please print) 
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Appendix E 

What helps and hinders the development of Ulysses Agreements 

 

Principal Researcher: Neil Mercer, M.A. student in Counselling Psychology, Trinity  

      Western University 

 

Faculty Advisor:     Dr. Rob Lees, R. Psych., Graduate Department of Counselling                

   Psychology, Trinity Western University. 

 

Contact Information:   
If you have any questions about the research procedures, you may contact Neil Mercer by 

email at neil.mercer@mytwu.ca or by phone; 778-549-5872.  

 

Dr. Rob Lees can be reached at, Robert.lees@gov.bc.ca or 604-649-6758.  

    

If you have any questions about ethical issues involved in this project, you may contact 

Sue Funk at the TWU Office of Research at sue.funk@twu.ca or 604-513-2142. 
 

Dear Participants, 

 

 Thank you for your interest in this study. You will be asked to take part in one 

interview with the principal researcher, lasting one to two hours. Interviews will involve 

open-ended questions concerning your perceptions of helping and hindering factors in 

regards to your involvement with developing Ulysses Agreements. Once you have 

articulated a helping or hindering incident, you will be asked to describe this incident in 

as full detail as possible. The interviews will be audio-recorded and analyzed for themes 

according to the general purpose of the study. 

 

The principal researcher will be interviewing both parents and professionals 

involved in multiple Ulysses Agreements. Therefore there is a possibility that other 

members involved in your particular Ulysses Agreement may participate in this study. 

The researcher will not communicate any information you provide to other participants. 

All information that you provide in this interview will be held confidential and will not 

be shared with any other participants of this study.  

 

 There is potential that you may feel uncomfortable in discussing what you have 

experienced in developing Ulysses Agreements. At any point during the interview, you 

will may take a break. If any of the questions make you feel uncomfortable, you are free 

to not answer. If at any time you would like to discontinue to interview, you are free to do 

so. If the interview brings up emotional or difficult subjects, following the interview you 

will be encouraged to contact your family doctor or your adult mental health worker. If 

you have access to neither of these supports, you will be given access to a Child and 

Youth Mental Health psychologist, free of charge, who will provide immediate and short-

term interventions, as well as to help connect you with a either of the aforementioned 

professional supports.  

 

mailto:neil.mercer@mytwu.ca
mailto:Robert.lees@gov.bc.ca
mailto:jose.domene@twu.ca
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 Your participation in this study will help provide scientific evidence for what 

helps and hinders the development of Ulysses Agreements with families where a parent 

has a mental illness. Your input may help to inform professional service providers who 

serve families where a parent has a mental illness. Also, findings from this study will be 

reported in Neil Mercer‟s master‟s thesis, which will be available in the Trinity Western 

University library. In addition to publication as a master‟s thesis, findings may be 

disseminated within academic journals and professional conferences. Your opinions and 

perspectives are valuable and greatly appreciated.  

 

 Your participation in this study is entirely voluntary and, even after you begin, 

you may withdraw from the interview at any time without penalty. If you choose to 

withdraw from the interview and do not wish to have information from your interview 

included in the study, the audio recording and demographic information will be 

destroyed. To compensate you for the time that you spend during the interviews, a $15 

gift certificate for Tim Horton‟s will be given to you at the beginning of the interview. 

This gift certificate will be given regardless of how long you participate in the interview. 

Your decision to participate in this study or not, and the information you provide will not 

influence or affect your ability to access services, at any time, presently or in the future.  

 

 Any information that is obtained in connection with this study and that can be 

identified with you will remain confidential and will be disclosed only with your 

permission or as required by law. Specifically, we will store all information and 

recordings in locked filing cabinets and password protected computer hard-drives; only 

the investigators will have access to the information. Transcripts (with names and other 

identifying information removed), and coded data will also be securely stored for 

potential future analysis. All data, including transcripts and demographic information will 

be erased or shredded five years after the completion of this study.  

 

Your signatures below indicates that you have received a copy of this consent 

form for your own records, and that you consent to participate in this study and that your 

responses may be put in anonymous form and kept for further use after the completion of 

this study. 

 

___________________________________________            _______________________ 

Signature              Date 

 

___________________________________________             

Name (please print) 

 

 

 



  180 

Appendix F 

Interview Protocol 

 

Introduction to study: 

 

1) Consent – Initially I will explain to participants that I need to obtain informed 

consent from them prior to starting the interview. I will say, “Before we get 

started with the interview ______ (name of participant), I would like to go 

over informed consent.” I will give them a copy of the form, and I will read it 

aloud, and they can follow along. Involved in the explanation of informed 

consent are the following topics/issues.  

2) General aim/purpose of study: “We would like to find out specific and 

practical ways to collaboratively support families with parental mental illness; 

specifically how to better develop Ulysses Agreements.” 

3) Explanation of participant selection: “Participants like yourself, who have 

experienced the development of Ulysses agreements from the beginning of 

their development, will be most able to provide helpful and hindering factors.” 

4) Potential risks of participating: “During or after the interview there is the 

potential that you may feel uncomfortable or overwhelmed. If at any point, 

you feel that you need to take a break from the interview, you are free to do 

so. Also, you are free to end the interview at any point if you feel unable to 

continue or if you feel uncomfortable.”  

5) Access to professional supports for parents: “After the interview, if you feel 

it is necessary because of something raised in the interview, you will be 

encouraged by the researcher to contact any already existing professional 

supports that you may have. This would include your family doctor or adult 

mental health worker. If you have neither of these, the researcher will connect 

you with a Child and Youth Mental Health psychologist, free of charge, who 

will provide immediate, short term intervention. They will also encourage 

your connection with other professional supports.”  

6) Benefits of study: “We expect that the incidences that come out of our 

interview, as well as incidences reported by other participants, will add to the 

knowledge base of what helps and hinders the development of Ulysses 

Agreements and may help to inform the provision of services by professionals 

in supporting families with parental mental illness.” 

7) Voluntary participation : “Your participation in this study is entirely 

voluntary. As already mentioned, you are free to withdraw from the interview 

at any time without penalty.” 

8) Confidentiality and anonymity: “All identifying information that you share 

in this interview will be kept confidential. This also means that the researcher 

will not share anything identifying from this interview with other participants. 

All information from this study will be stored securely, and will be erased or 

shredded five years after the study is completed.”  

 

 

Semi-structured interview questions: 
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1) Initial open-ended question: “Please tell me your general experience of 

developing your Ulysses Agreement.” (After the participant has shared their 

initial story of their Ulysses Agreement, the researcher will check-in with 

them regarding their level of emotional distress).  

2) Follow-up questions:  
a. “Please think of a time during the initial development of the Ulysses 

agreement, in which you felt the process was helped or hindered by a 

specific event, situation or behaviour.” (For instance when you first 

learned about Ulysses Agreements) 

b. “Please describe a particular incident in full detail that significantly 
helped or hindered in the development of the Ulysses agreement.” (For 

instance, when you were meeting with others about it).  

c. “How was this incident helpful or unhelpful” 

d. “What led up to this incident (antecedents)” 

e. “What were the surrounding circumstances that affected this event or 
situation” 

f. “What was the overall outcome of this event or situation” 

g. “What did this incident mean to you personally” 

h. “How did this specific incident make you feel?” 

 

(Prior to proceeding to the termination of the interview, the researcher will ask 

“________, how are you feeling after sharing these incidences and situations that 

were either helpful or not helpful in the development of your Ulysses Agreement? 

If the participant is emotionally or psychologically distress, the researcher will 

respond appropriately, either with a break from the interview, or with crisis 

management skills.)  

 

Closing questions: 

 

1) Suggestions for future Ulysses Agreements: “Based on your personal 

experience as either a parent with a mental illness, or a professional involved 

in providing support to these families, what would be your recommendation to 

future parents and professionals involved in the development of Ulysses 

agreements?” 

 

Debriefing: 

 

At the end of the interview the principal investigator will review the interview 

process with the participant. The researcher will summarize what the participant has 

discussed during the interview. The participant will be given the opportunity to ask 

questions or make any further comments. Also, the researcher will remind parents to 

connect with their already existing professional supports, if they feel this is necessary. 

The principal investigator will use the following debriefing script.   

 "We have been engaging in semi-structured, open interviews in order to explore 

your perceptions and experiences of participating in the development of Ulysses 

Agreements. The purpose of these interviews was two-fold; to provide information for a 
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thesis project that will soon be defended and published, and to provide an opportunity for 

you to discuss your experiences of Ulysses Agreements with the purpose of improving 

professional services to families where a parent has a mental illness. The results of this 

study will inform future implementations of Ulysses Agreements. The researcher also 

hopes to publish the results of this study in a scholarly journal so that the information 

you provide will help to fill a gap in the understanding of researchers and clinicians 

regarding what helps and hinders in the development of Ulysses Agreements with 

families where a parent has a mental illness. That information may then be made 

available to other helping agencies to improve their services. At this point, do you have 

any further questions about this study in general, this interview, or anything else?  

 If, following this interview, you feel emotionally upset by something raised in the 

interview, you are encouraged to contact either your family doctor or your adult mental 

health worker. If you have access to neither of these supports, and if you wish, you will be 

given prompt access to a Child and Youth Mental Health psychologist who will provide 

immediate, short term interventions with you. He will also provide you with rapid access 

to other professional supports, either a family doctor or an adult mental health worker. 

At this point, do you feel that you would like to connect with either your family doctor, 

adult mental health worker, or a psychologist who can connect you to these supports? 

Are there any further questions or concerns that you may have before we end this 

interview?  

Thank you so much for your contributions to this study." 

 


