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Editorial
In recent years, pressures on

parents have increased, with

austerity budgets cutting child

support payments and increasing

costs. Barnardos staff are

reporting that poor mental health

among parents is increasing in

prevalence. They are also finding

that when a parent experiences a

mental health difficulty and they

are not adequately supported or

are receiving inappropriate

treatment, their children can be

affected. The slow roll out of 

A Vision for Change, the

Government’s 2006 strategy 

for mental health services, is

seriously affecting the recovery

of many adults and children

experiencing poor mental health.

In this issue of ChildLinks, Barnardos
advocates for supporting families who
are facing mental health issues in a
holistic manner, where the needs of
each family member are identified and
supported, and gives recommendations
for adopting such an approach.
Barnardos project leader, Robert
Dunne, outlines the work in Barnardos
projects supporting children and families
impacted by mental health difficulties. 

Mary Donaghy shares information about
the Think Family project in Northern
Ireland, which focuses on improving
collaborative working and enhancing
understanding of multi-disciplinary roles
and responsibilities of all stakeholders
working across mental health and
children’s services.

Personal experiences regarding mental
health issues in families highlight the
challenges faced. Gina Delaney
describes the isolation and confusion
she felt as a child when she was
excluded from discussions and
decisions about mental health issues in
her family. Fiona Kennedy then shares
her own personal experiences of mental
health issues and its impact on her family.

The stigma that exists around mental
health issues can prevent people from

seeking the help and support they need.
See Change, Ireland’s national programme
to change minds about mental health
problems, recognises that real change
– in terms of attitudes to mental health
problems – happens at local and
community level. Sorcha Lowry, Campaign
Manager with See Change, explains how
the organisation spreads the message
among local communities, membership
organisations and representative bodies. 

It is not possible to generalise the effects
of parental mental health difficulties on
families as it can depend on the severity
and duration of the difficulty. But the
absence of supports for both parents
and children can compromise the child’s
ability to cope. This can result in children’s
social and emotional development and
their educational attainment being adversely
affected. Often parents will put their
children first, even if they are feeling
under severe strain. They may also have
a concern that asking for help could
lead to questions being raised about their
parenting capacity. Parents experiencing
mental health difficulties must be
supported in a sympathetic manner
which takes into consideration these
additional stresses they are carrying.

SINEAD LAWTON
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PATIENTS. 
PARENTS. 
PEOPLE.

PIPPA WOOLNOUGH, Advocacy Campaigns Officer, Barnardos



INTRODUCTION
The World Health Organisation estimate up to one in four
people will experience a mental health problem in their
lifetime. The most common issues treated by GPs, public
health nurses and other non-specialist settings are depression,
anxiety and substance abuse with a smaller proportion in
need of specialist mental health services such as psychiatry. 

In Ireland it is hard to systematically identify patients as
parents as often there is an incomplete systemic recording of
patients as parents by professionals. Recording structures
vary between professionals and services with some recording
family details and others not. Internationally, approximately
30% of users of mental health services are parents with
dependent children. 

However, smaller studies can reveal the scale of the issue.
For instance Growing Up in Ireland (2012) found that 9.3%
of mothers and 4.1% of fathers were experiencing
depression while 14% of mothers and 6% of fathers had
previously been treated for depression. 

LIVED EXPERIENCE
In recent years pressures on parents have increased, with
austerity budgets cuts to child support payments and increased
taxation, in addition to cutbacks to vital social and health
supports. Barnardos has more than 40 services across the
country and staff are reporting that poor mental health among
parents is increasing in prevalence. Barnardos is also finding
that when a parent experiences a mental health difficulty and
they are not adequately supported or are receiving inappropriate
treatment, their children can be affected. And worryingly it seems
very few parents have adequate support for their mental
health difficulty.

In the majority of cases this means parents experiencing
feelings of anxiety, stress and hopelessness. Often the
parent’s life circumstances are at the root of these feelings
and exacerbating them. Research has found that parents
living in poverty had poorer mental health and that mothers
living in persistent poverty (three out of four years) had the
worst scores regarding poor mental health (Monteith, 2008).

It is not possible to generalise the effects of parental mental
health difficulties on families as it can depend on the severity
and duration of the difficulty. In addition, other factors are
frequently present such as poverty, addiction, overcrowding
in housing, bereavement and domestic violence, all of which
can have a huge impact on family life. 

THE PROBLEMS
Barnardos is concerned there is insufficient awareness of the
potential impact of parental mental health on children and
inadequate supports available to help parents and children
with the challenges. In our view, the present structures providing
support for those with poor mental health are too firmly
embedded in the medical model. An individual is regarded as
a patient to be given the appropriate medicines and treatments
with little regard to their family context or needs. The system
fails to offer a range of supports that could alleviate their
mental health difficulties and assist their entire family. It also
fails to recognise and address the reality that poor mental
health very often co-exists with (or indeed can stem from) a
range of other factors such as poverty, addiction, unemployment,
housing conditions and poor public services.
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In June 2014, Barnardos published
a report examining the issue of
parental mental health and its
potential impact on children at 
a conference Patients. Parents.
People. Towards integrated
supports and services for families
experiencing mental health
difficulties. Experts by experience,
mental health professionals, state
agencies, academics and the
Minister with responsibility for
Mental Health contributed to the
discussion and an outline of our 
key findings and recommendations
are presented here.
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EFFECT ON CHILDREN
Research has indicated that parental mental health difficulties
alone present little risk of significant harm to children. But the
absence of supports for both parents and children can
compromise the child’s ability to cope. This can result in children’s
social and emotional development and their educational
attainment being adversely affected. The impact can include
inconsistency in parenting capacity, resulting in poor routines
and sometimes patchy school attendance, lack of boundaries
and children presenting with poor hygiene and / or hungry.

Other risks are that the child’s self esteem is affected as they
feel confused, isolated and unsure of what is happening to
their parent and how it will affect their household. Children can
internalise all their concerns and feelings and become socially
withdrawn as they seek to hide their fears or begin to act out
their frustration by engaging in potentially damaging behaviour.

Feelings of isolation, blame and confusion are common when
professionals and other family members fail to talk to or
reassure children. Decisions are being made about their lives
with little regard to their needs or wishes, and research shows
this is especially true when a parent needs to be hospitalised.
For those in lone parent households it might mean moving in
with relatives or being taken into care temporarily. In addition,
children who are acting as carers know a lot about their parent’s
condition but are often overlooked when care plans are being
discussed. Barnardos strongly recommends that children
living with a parent with poor mental health should be informed
and reassured in an age-appropriate manner about what is
happening to their parent and what to expect. All professionals
working with the parent must understand the importance of
talking to the children and be skilled accordingly. Likewise,
parents themselves must be supported to know what to say
and how to reassure their children in an age-appropriate manner. 

SUPPORTING PARENTS
Often parents will put their children first, even if they are
feeling under severe strain. They may also have a concern that
asking for help could lead to questions being raised about
their parenting capacity. So regardless of the cause, parents
experiencing mental health difficulties must be supported in a
sympathetic manner which takes into consideration these
additional stresses they are carrying.

In addition to ensuring children’s voices and experiences are
taken into consideration, it is also crucially important to listen
to parents who have experienced mental health difficulties
and hear their recommendations to ensure the supports and
services in place meet the needs of those facing challenges. 

WHOLE FAMILY APPROACH
Overall, Barnardos is calling for the present family, health and
child support systems and structures to break away from their
historically isolated perspective and instead see parents and
their children in the context of their family. Such an approach
demands more integrated interagency working, as any one
family may be working with multiple agencies managed by
separate structures at any one time. As well as recognising
everyone lives multi-layered lives that cut across many sectors,
coordination between the agencies should result in lower
intensity intervention for parents and their children. Wider
family, friends and other relationships must also be recognised
as an integral part of the support system. The adoption of a
family model approach to identifying needs and supporting
recovery would lead to more effective joint working for
professionals across all disciplines and would also better support
both parents with poor mental health and their children.

CHALLENGING MENTAL HEALTH PREJUDICE 
AND DISCRIMINATION
One of the key barriers to improving the supports for parents
is the entrenched societal prejudice and discrimination
against mental health. Just because a parent is experiencing a
mental health problem it does not mean their parenting ability
will automatically be affected. However, if additional supports
are needed, they must be available. Public perception and
services must be sympathetic and empathetic in their design
and execution, as they are with other types of health problems,
particularly cancer. This involves extensive public awareness
and education to debunk all the myths that surround mental
health. Some efforts are already being undertaken and the
public sharing of poor mental health experiences by more
people helps to normalise it as an episodic condition, from
which most people can and do recover, given the right
supports. This needs to continue at a pace as failure to do so
will result in parents being constantly viewed with suspicion
as regards their parenting ability.

IDENTIFYING PATIENTS AS PARENTS
Another crucial element is the need to identify which patients
are parents and assessing what their needs are as well as the
needs of their children. It is vital the recording, screening and
assessment procedures for all GP, adult mental health services
and addiction services enquire at the very start whether the
client is a parent. Coupled with this, services must be given
the tools to ask the right questions to establish the full impact,
if any, of the mental health difficulty on their home life, so
appropriate supports can be quickly identified. 
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EXPEDITE ROLL OUT OF VISION FOR CHANGE
The slow roll out of A Vision for Change, the Government’s
2006 strategy for mental health services, is seriously
affecting the recovery of many adults and children
experiencing poor mental health. The shift in emphasis
toward community-based services is long overdue and will
contribute to lessening the prejudice surrounding mental
health. The ongoing delays in recruitment and service provision
in community services is unacceptable and reinforces the lack
of trust that exists in mental health services being user
focused. The nationwide availability of the Counselling in
Primary Care services is a step in the right direction.
However, the development of comprehensive community-
based services including the availability of a peer advocate
connected with each team would not only improve access to
essential services but also assist in reassuring parents that
they are not alone and subsequently normalise the services
on par with other community based medical services. 

COMMUNITY SUPPORTS
While there is a dearth of services available through the
community mental health teams there is also an absence of
community preventative supports that could ease pressure on
parents at times when they feel particularly stressed. These
services include peer support groups (for parents and
children), counselling services and family support services.
Present provision is patchy and often restricted to specific
times yet getting support early on, even with practical parenting
tasks, can reduce or even entirely mitigate the impact of the
difficulty on both the parent and child. These services need to
be resourced, available and affordable. 

OVER-RELIANCE ON MEDICATION
A central problem is the over-reliance on medication as the
treatment for parents experiencing mental health difficulties.
Too often this is a short-cut solution that does not address the
root cause of the emotional distress. The side effects of the
medication can result in severe problems of their own, which
can affect their parenting. Practitioners and parents must be
supported to work together to find alternative solutions that
will work in the long term. It would be extremely beneficial if
the Government’s mental health policy A Vision for Change
was properly resourced and rolled out so that community
mental health teams were fully staffed and available across
the country.

CONCLUSION
As our report Patients. Parents. People. highlights, the
support available for parents experiencing mental health

problems is falling short. This is not just affecting parents, but
having a knock-on effect for children too. As Barnardos has seen
first-hand in its services, children of parents with unsupported
or inappropriately supported mental health difficulties can
experience physical and emotional neglect. We are very
concerned that by failing to properly support parents we are
failing our children. But there is hope as the reverse can also
be true. By taking the steps recommended in our report we
can ensure that parents and their children are better supported.

BARNARDOS’ KEY RECOMMENDATIONS:
Challenge mental health prejudice and discrimination:
parents must know they can access support without
judgement on their parenting capacity
Adopt a family model approach: Promote policies and
improve practice across adult and children’s systems
that consider the needs of the whole family instead of
seeing their service users in isolation. 
Talk and listen to children: Children living with a parent
experiencing mental health difficulties need to be informed
and reassured in an age appropriate manner about what
is happening to their parent and what to expect. 
Expedite the roll out of comprehensive, fully staffed,
multidisciplinary community based services.
Consult with parents affected by poor mental health:
Identify parents’ preferred community based services
that would make a positive difference to their lives and 
of their children. 

A full list of Barnardos’ recommendations in detail

ADOPTING THE THINK CHILD, THINK PARENT, 
THINK FAMILY APPROACH

Department of Health and Tusla, the Child and Family
Agency should adopt Northern Ireland’s Think Child,
Think Parent, Think Family approach across all its
relevant services when working with parents who have
mental health difficulties. [Please see page 19 for more
detail on this initiative] 

IDENTIFYING PATIENTS AS PARENTS IN 
SCREENING AND ASSESSMENT PROCEDURES

Systematic guidance is required to ensure all medical
professionals record and consider the patient’s family
circumstances in assessments. 
The Department of Health, with assistance from Tusla,
the Child and Family Agency, must compile guidelines
for professionals to ensure the right questions are asked
so to paint an accurate picture of home life. 

BARNARDOS CHILDLINKS ISSUE 2, 2014 PARENTAL MENTAL HEALTH



6

REFERENCES

Nixon, E, et al (2012) Parenting and Infant Development, Growing Up in Ireland
Infant Cohort Report, ESRI, Trinity College Dublin and Department of Children and
Youth Affairs
Monteith, M, et al. (2008) Taking a Closer Look: Child Poverty and Disability.
Belfast, ARK, Family Fund and Save the Children
Government of Ireland (2006) A Vision for Change. Dublin: The Stationery Office
Barnardos (2014) Patients. Parents. People. Towards integrated supports and
services for families experiencing mental health difficulties. Dublin, Barnardos
http://www.barnardos.ie/assets/files/Advocacy/2014PPP/2014%20PPP%20Po
licy%20Paper.pdf

PROFESSIONAL TRAINING
Enhance pre-service and in-service training for adult
mental health professionals to always consider the needs
of the family when developing a care plan for a parent. 
Regular joint training sessions across a range of
professionals spanning the adult mental health and
children services interface must be instituted. 

IMPORTANCE OF TALKING TO THE CHILD
As per the Brighter Futures, Better Outcomes: National
Policy Framework for Children and Young People, the
Department of Children and Youth Affairs will be enhancing
their parenting supports across the country. A component
of this must be to up-skill parents in providing them with
the emotional language required to talk to and reassure
their child of their own mental health difficulty. 
Guidance needs to be given to all professionals on how
to listen to the views of children affected and consider
their opinions and offer them reassurance in the
circumstances. 
Children who have been acting in a carer role must receive
the recognition by professionals of the responsibilities they
have undertaken and the knowledge they have gathered
while caring for their parent and this must be adopted
into any care plan for their parent. 

STATUTORY SERVICES – MENTAL HEALTH 
SERVICES AND CHILDREN’S SERVICES

Raise the budget allocated for mental health services to
ensure speedy implementation of the strategy across
community based and hospital based services. 
Expedite the development of shared protocols between
inpatient mental health and community mental health
services and primary care services. All these are within
the remit of the HSE but effectively operate separately.
The Guidance Paper on Shared Care needs to be
expanded on and fully implemented so enhance greater
coordination and user focused care. 
Introduce shared information and coordinating protocols
between agencies serving children and young people
and adult focused addiction, domestic violence and
mental health as committed to under Better Outcomes,
Brighter Futures: The National Policy Framework for
Children and Young People, 2014-2020 to enhance
effective interagency working. The interagency protocol
developed under the ‘Think Family’ actions in Northern
Ireland provides a useful starting point as it spans a wide
range of professional disciplines.
Review HIQA standards to capture the ‘think family’
principles. 

COMMUNITY SERVICES FOR PARENTS 
AND CHILDREN

Consult widely with parents affected by poor mental
health identifying their preferred community based
services that would make a positive difference to their
lives and of their children. 
Audit and evaluate the current range of community
services that are supporting parents with mental health
difficulties and their children and continue to resource
and extend those that are proven to be effective. 
Seek advice from the Data Commissioner in the
establishment of joint working protocols to be
established between community based and statutory
services. 

MEDICATION ADMINISTRATION
Swiftly publish and progress the Misuse of Drugs
Regulations (Amendment) Bill 2013 through the
Oireachtas. 

EDUCATION SYSTEMS
Drive greater use of the Guidelines for Mental Health
Promotion and Suicide Prevention in all classes in
secondary school.
At primary level, in addition to finalising national
guidelines there should be more widespread roll out of
evidence based programmes such as Roots of Empathy
which are proven to improve the social and emotional
development of the child. 
Forge greater links between education services
(teachers and pre-school staff) and children’s services in
the interests of assisting children early on before
situations escalate into full child protection concerns.
This could include joint training sessions and having
shared language and terminology. 

You can find more information on Barnardos
conference Patients. Parents. People. at 

http://www.barnardos.ie/what-we-do/campaign-
and-lobby/our-recent-work/conference-patients-
parents-people.html
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INTRODUCTION
In Ireland, one in four of us will experience a mental health
problem at some point in our life. That’s a lot of people. Think
about it. That’s enough of us to fill Croke Park fourteen times
over; it’s six times the number of students who enrolled in all
our Universities and all our ITs combined right across the
country and its more people than the combined population of
Cork, Clare, Galway, Limerick and Waterford. One in four
means that mental health problems touch us all. It could be
your Dad, your cousin, your sister in Australia, the nice woman
who always remembers your coffee order or your best friend.
What would you do if one of those people told you they had a
mental health problem? How would you react?

Mental health problems are nothing to be frightened of; they’re
part of the ups and downs of life – yet lots of us who
experience mental health problems are too scared to tell our
friends, family and colleagues for fear of how they might react.
In fact, research shows that one in two Irish people wouldn’t tell
anyone at all if they experienced a mental health problem.
That’s a lot of people not talking.

To put it simply, the silence we tend to impose on our mental
health makes often very manageable problems much bigger. In
the context of parenting, it goes hand in hand with the pressures
we levy on ourselves and can also be passed on to our
children. Parents have a huge role to play in opening up the

The National Mental Health 
Stigma Reduction Partnership
SORCHA LOWRY, Campaign Manager, See Change

See ChangeSee Change
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lines of conversation with their own children and spreading the
message for the next generation that its ok not to feel ok. 

One story from See Change ambassador Hazel Larkin
who has experience of a mental health problem makes
this really hit home;

‘A few years ago, I was hospitalised for my own safety. I was
at a very low ebb and my eldest daughter at the time was
seven and to explain my absence at school, she felt that she
couldn’t reveal where I was and why I was there so she
created a fantastic story about how I’d fallen down the stairs
and broken my leg quite severely. I was unaware of this, so
when I arrived to the school gates to collect her about a
fortnight later there were outcries of “Oh, miracle lady, how
come you’re walking?” and I had no idea what people were
talking about, I hadn’t realised that my little girl had felt she
couldn’t tell them where I really was. It perpetuates the
notion we mustn’t discuss our mental health. That it’s fine to
break your leg but it’s not okay to feel broken inside.’ 
Hazel Larkin, See Change ambassador

THE SILENCE OF STIGMA
In 2010 and 2012, See Change conducted national research
about Irish people’s attitudes towards mental health problems.
The results paint a worrying picture about how we think about
mental health problems. We found that stigma acts as a barrier
to people asking for help, 56% of Irish people would not want
others to know about their mental health problem, 41% would
hide it from friends. Most worryingly, 28% would even delay
seeking professional help for fear of others finding out. 

Stigma is about negative attitudes to other people. It’s hurtful,
isolating and its one of the biggest problems encountered by
people with mental health problems. It’s not an abstract
definition, it’s how we see and treat other people who are going
through a difficult time. As well as the enormous impact on the
individual, stigma has a social and economic cost. Stigma
stops people from applying for and getting jobs that they’re
qualified to do, it prevents equal access to housing and
services, and it hurts relationships and families. 

THE WORK OF SEE CHANGE 
See Change is Ireland’s national programme to change minds
about mental health problems. Over 90 partner organisations
and hundreds of volunteers and ambassadors from every part
of Irish society have signed up to help us end the stigma and
discrimination of mental health problems. See Change
recognises that real change – in terms of attitudes to mental
health problems – happens at local and community level. With

this in mind, we work closely with grassroots networks to help
spread the See Change message among local communities,
campus communities, membership organisations and
representative bodies. 

With their help and yours, we’re bringing the See Change
message to towns, workplaces and communities all over
Ireland through town hall meetings, sports events, art and
cultural activities – and most importantly, empowering people
to share stories about their own experiences. The See Change
vision is that every person in Ireland can be open and honest
about their own and others’ mental health. 

IT’S TIME TO TALK
Open conversation is key, in communities, online and in media.
See Change has travelled the country hosting workshops,
recruiting volunteers and empowering a vital group of
campaign ambassadors who are ready to share their own
stories of personal experience with a mental health problem to
new audiences. Real people’s real stories are the most powerful
way to challenge stigma. We’ve taken these conversations to the
streets, workplaces, music and agricultural festivals and have
ran hugely successful media and arts series all aimed at
sparking conversation about mental health.

See Change’s ‘My Ripple’ radio awareness campaign involved
a series of 60 second unscripted audio pieces featured the
personal stories of 22 people’s real-life experiences with mental
health problems, recovery, stigma, seeking help and becoming
open about their personal experience in their own voice. 

Box of Frogs is a highly successful theatre piece commissioned
by See Change and based on the authentic content of three
people's real-life experiences to spark open conversation about
mental health problems and challenge stigma in Ireland.
Actress Mary McEvoy, comedian John Moynes and broadcaster
Dil Wickremasinghe teamed up to share their stories of
personal experience with a mental health problem in a mixture
of stories, comedy sketches and songs to de-mystify, debunk
and ultimately have a laugh with what really goes on inside our
heads. On evaluation, 91% of people who attended the play
said that they would change their behaviour towards their own
mental health and openness to others.

See Change has identified the workplace as a key setting for
stigma-reduction activity. We are working with our partners to
create honest discussion and understanding of mental health
problems in the workplace and collaborating with various
groups to find ways to support employers and employees in
launching this all important conversation. Our 2012 survey
into Irish attitudes towards mental health found that 57%
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believe that being open about a mental health problem at work
would have a negative impact on job and career prospects, up
from 48% in 2010. Forty seven per cent believe that being
open about a mental health problem at work would have a
negative effect on a person’s relationship with colleagues, up
from 36% in 2010. See Change has devised a new package
for employers and employees on challenging stigma in the
workplace called “See Change in your Workplace”. This free,
six-step programme for employers and employees is designed
to help steer organisations towards creating a culture that is
open towards mental health problems and supportive of all its
employees. See Change has collaborated with Equality
Authority and IBEC to produce various resources and guides
for employers, management and staff on dealing with mental
health in the workplace. 

Ireland’s farming community is another key target group for the
campaign. Our research showed that 72% of Irish farmers
would not want others to know if they had a mental health
problem, 39% of farmers would hide a diagnosis of a mental
health problem from friends and 33% would delay seeking

help for fear of someone knowing about it. In partnership with
the Irish Farmers Association, Macra na Feirme, the Irish Cattle
and Sheep Farmers Association, the Irish Creamery Milk
Suppliers Association, the Irish Countrywomens’ Association
and Teagasc, See Change distributed thousands of free wallet-
sized “Talking Cards” to the 187,000 Ploughing Championships
attendees that feature straight-talking advice aimed at taking
the fear out of talking about mental health and encouraging
open discussion.

Young males are the third key audience for the See Change
message. See Change collaborates with various partner
organisations to engage our young male target group on
mental health problems and promote open discussion. Our
research showed that 72% would not want others to know if
they had a mental health problem, 56% would hide a diagnosis
of a mental health problem from friends (increased from 39%
in 2010) and 35% would delay seeking help for fear of
someone knowing about it. In November 2013, in partnership
with the Union of Students in Ireland, Lyons Tea, See Change
and St Patrick's Mental Health Services, thousands of “Chats
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for Change” tea packs were distributed across college
campuses nationwide to spark open conversation of mental
health. The “Chats for Change” tea packs also included tips on
taking the fear out of talking about mental health and useful
support service contacts all aimed at encouraging students to
make time and space to chat about their mental health while
enjoying a cup of Lyons tea.

In May 2014, See Change rolled out the second annual Green
Ribbon campaign to get Ireland talking about mental health.
300,000 green ribbons were distributed nationwide and free
of charge in conjunction with 505 grassroots events and
initiative. This social movement to encourage a national
conversation about mental health was led by 90 See Change
partner organisations, various workplaces and community
groups, hundreds of supporters and volunteers and an
unprecedented 50 campaign ambassadors with real life
experience of mental health problems ready to share their own
stories to help others and end stigma.

Over one million conversations about mental health were
started during the Green Ribbon campaign of May 2014.
Among the key findings from research conducted by Millward
Brown Landsdowne was that a growing number of Irish adults
have been hearing conversations about mental health among
family, friends and at work since the Green Ribbon campaign.

On evaluation, 66% say the Green Ribbon campaign has
encouraged them to start conversations about mental health.
Sixty two per cent have been hearing conversations about
mental health among family and friends since the campaign
and 53% have been hearing mental health conversations in
their workplaces since the campaign. 

READY TO PLAY YOUR PART?
The silence around mental health can stop people from
reaching out or seeking help. Often the fact that it’s difficult to
talk about mental health problems can be one of the hardest
parts of having a mental illness. It can lead to the loss of
friendships, feeling isolated and slower recovery. It doesn’t
have to be this way. Every one of us can do simple things to
play our part in breaking the silence of stigma.

The chances are that you or someone you know will, go
through a tough time at some point so why not talk about it and
learn how to support each other? This is particularly relevant
for families where quite often if one person finds themselves in
a bad place, it can affect the whole family. Fear of saying the
wrong thing or not saying anything at all can really add to every
family members’ stress. 

You don’t need to be an expert to start talking about mental
health or have all the answers. Sometimes the most helpful
thing you can do is to let someone know that you are there for
them and simply listen. Although you can’t solve someone
else’s problems, knowing about how to support someone can
really help you – and them.

WHAT DO I SAY?
Take your lead from the person themselves and ask how you
can help. If you think that someone might be experiencing a
difficulty, make it clear that you’ve noticed that they don’t seem
like their usual self and suggest that if they ever want to talk that
you’ll be there. If you know someone has been unwell, don’t be
afraid to ask how they are. They might want to talk about it, they
might not. But just letting them know they don’t have to avoid
the issue with you is important.

Take the pressure off yourself by not trying to rush to find
solutions or comparisons. We often fall into the trap of jumping
straight in with something positive or wanting everything to be
‘okay’ but what the other person really needs is to be listened
to. It’s okay not to have answers and to say that you don’t.

It doesn’t always have to be a big conversation about mental
health. There are lots of small ways of showing support -just be
yourself and listen. Send a text or just ask someone ‘how they’re
doing’ – and mean it. Little things can make a big difference.

Try avoid clichés. Phrases like ‘Cheer up’, ‘I’m sure it’ll pass’
and ‘Pull yourself together’ definitely won’t help the conversation!
Being open minded, non-judgmental and listening will.

For more information on See Change go to
www.seechange.ie 
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Parental 
Mental Health 
A Child Carer’s Perspective

GINA DELANEY

Gina has worked and volunteered
as an advocate for service users
and family members for over 10
years. She has worked with groups
and organisations such Samaritans,
CLASS (Carer Liaison and Support
Service), ARI (Advancing Recovery
in Ireland) and the Consumer 
Panel for Mental Health. 
She currently works as an Outreach 
and Development Manager with
The Carers Association. She is a
qualified Wellness Recovery Action
Plan (WRAP) facilitator. She is also
the adult daughter of a mother 
who suffers with stress in life.

INTRODUCTION
Each situation is different and people will be affected or react
in different ways so I will only tell it how it was for me, as a
daughter of a single mother with schizophrenia (or as she
would understandably prefer, a single mother who dealt with
stressful events in life as best she could). I consider myself a
supporter not a carer. To borrow a phrase I heard someone
use before, I care about her, not for her. Also this is my
recollection of events from my past; another person may have
seen it differently. 

First I want to acknowledge the many kind, genuine and caring
people who work in the mental health service; social workers,
family therapists, nurses, doctors etc. who really want to make a
difference to the people that they meet every day. Many staff
have their own lived experience of mental illness either
personally or in their family and this can add to the value they
bring. But somewhere along the way, for I dare say a majority
of staff, their hope either gets drained out of them or their
abilities are hindered by the system. The current system is
limiting what staff can do and this is having an effect on the
person receiving the service and their family. When staff must
spend more time writing about the person than they can spend
with the person then something is wrong and it needs to change. 

One in four people in Ireland will experience a mental health
problem. That’s enough to fill Croke Park 14 times (www.irishhealth.com).
If a quarter of the population is affected, how many of them are
parents and how many children are affected by their parent’s
illness? We need to ensure children grow up believing they are
equal, important, listened to, supported and encouraged to be
the best they can be. We can do that by ensuring there is more
communication and more support. 
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GROWING UP
I grew up in a home where things were serious a lot of the
time and scary some of the time. Life was usually intense, and
there was little room for fun. My mother was dealing with
survival for herself and her family. She was preoccupied with
keeping a roof over our heads and food on the table. When
she couldn’t cope she went into hospital. I don’t blame her, it’s
not her fault that life was difficult and she couldn’t cope at
times. She did her best for us. My mother was involuntarily
admitted to hospital when I was eight, 12, 16 and 20. We
stayed with relatives from my mother’s side of the family during
those times. I was eight when my brother was born and during
hospitalisations my brother and I were separated to make it
easier to manage us. This added to the confusion in my mind.
Aunts and uncles stepped in and welcomed us into their homes
and I will always feel grateful to them for that, but it is very
unsettling moving into another family’s space and routine, and
it reminds you of how much you wish you had that for yourself.

Feelings
Children think in feelings. I remember feeling isolated and
confused about what was happening to my mother and my
family and I had no idea how to manage it. I know it wasn’t my
mother’s fault but I still felt a lack of control, shame, anger,
blame and a fear of the unknown, all these emotions floated
around in my head but I didn’t know what to do with them.
Neither my relatives nor the professionals spoke directly with
me about what was happening to my world. I know they were
just trying to protect me but I was worrying about my family
and a child’s imagination is far more vivid than reality. When
children don’t ask, it’s probably because they are either afraid
to ask or don’t know how to ask. I was a very shy and quiet
child. I was afraid of upsetting my relatives by asking any
difficult questions. And I didn’t know how to ask where my
mother was, why she was there, what it meant and what I
should expect for my future. If I asked, would I have been
listened to? When you’re small it’s hard to believe you will.

False Beliefs
When no one told me what was happening I imagined the
worst and I have to convince myself that these are untruths
still today because the false beliefs we form as a child become
very strong and powerful and they stay with you into adulthood.
They make us become who we are. I falsely believed that it
was my brother’s fault. He was louder than me, he should
have known not to upset our mother, then everything would
have been fine. If I was quiet and good and didn’t cause any
trouble, then everything would be ok. So that’s what I did. I
didn’t have the insight then but now I know that my way of
coping was to become socially withdrawn and my brother’s
was to act out. Children with problems become adults with
problems, and there’s nothing cute about that. I struggle at
times with confidence, coping skills, stress and anxiety. Despite
my mother’s best efforts I didn’t learn good ways of dealing
with life’s difficulties. Children learn by imitating what they see
and it’s much more difficult to learn these things as an adult. 

After Hospital
When my mother came home from hospital we went home
with her but we were not told how to manage our mother on
medication or told about any side effects that developed. We
had no idea how to look for cues that might show deterioration
in her health. If we did notice any signs we didn’t know who to
talk to about it and when I did try I wasn’t listened to. I have
some bad memories of side effects, in particular of times
when she wasn’t coping and needed assistance. I felt overlooked
and not listened to, powerless. I was not involved in the
development of any care plan even though my family was
looking after her upon discharge from hospital. 

Even on the last occasion when she went into hospital, even
though I was 20 years old, I was overlooked. I was so angry
that her care team had changed her medication without telling
her family. We were living with her, we knew her and we
should have been included in any changes so we could make
sure she stayed well. It needn’t have gotten to the point where
she had to be admitted against her will. It saddens me to think
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I remember feeling isolated
and confused about what was
happening to my mother and
my family and I had no idea
how to manage it. 

I was not involved in the
development of any care 
plan even though my family
was looking after her upon
discharge from hospital. 
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of the irreversible effects that had on my mother, my brother
and me. After this experience my mother and I wrote a letter
stating that I was to be notified of any changes in her care.
This was our own idea after some very frustrating discussions
with staff about confidentiality.

CONFIDENTIALITY 
I think many professionals are afraid of legal and ethical implications
of confidentiality and this hinders family involvement. I also think
many professionals are unclear about what is safe to discuss
and this is affecting their confidence in offering services and
supports to the family, which is keeping the family on the
outside looking in. Families don’t need or want to know what
has been disclosed by their loved one, but we do need
information, advice and support around behaviour, symptoms,
medication management, how to support children in the
family, etc. These same guidelines around confidentiality exist
for all medical treatments yet families are involved as standard
practice in all aspects of care and discharge planning in other
hospital departments. There should not be such a discrepancy.

CARE AND RECOVERY
The Mental Health experience has an impact on the whole
family and this is being recognised more now. ‘A Vision for
Change’ is a national policy, in place since 2006, which sets
out the direction for Mental Health Services in Ireland. It
encourages care in the community, which is in theory positive,
but in practice means care in the home. The family becomes
the multidisciplinary team and more – managing medication,
meals, psychology, counseling, occupational therapy, mediating
between wounded, hurt, angry and confused members of the
family all while trying to return to their former relationship with
their loved one. More impact on the family means more need
for family supports before a crisis occurs. Savings made
through community-based care need to be transferred into
supports such as community nurses, social workers, family
therapy and education, skills development to manage difficult

situations, and support services such as CLASS and WRAP. 

The services are much more accepting of service user and
family involvement but I think real vision for change will be
when the service user and their family are seen as active and
equal members in the recovery planning process. Previously
the psychiatrist was solely responsible for deciding the course
of treatment, now we need the service user and nominated
family member on the team, at the meetings as an equal,
making decisions about their care and recovery plan. This
needs to be the standardised approach because the person
and their family know best what will work and what changes
need to be made to the plan.

SERVICES AND SUPPORTS
My early requests for family supports were declined as we
were told the services were not available. However, in the
time since then I’m not sure if too much has changed in terms
of the supports families are or are not offered through their
interactions with the mental health service. There is no
consistency. It depends which area you are in and sometimes
what nurse you speak to. We need a more consistent method
of family involvement. I recognise in some cases this may not
be beneficial and would not be welcomed but more often it
would enhance recovery for the whole family. 

The whole family needs to recover from the experience of
mental ill health. The provision of services and supports to the
whole family should be standardised. The family needs to be
encouraged to avail of family therapy and counseling, for
example. Children need a space to say how they are feeling
and to have a professional help them to understand why they
are feeling that way. I was in my twenties before that finally
happened. It came as such a relief to finally talk to someone
about my experiences and to make some sense of all the false
beliefs I had built up over the years about myself and my past. 

Carer Support
Through my personal experiences I have become involved
with some fantastic groups who are providing additional
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Families ... need information,
advice and support around
behaviour, symptoms,
medication management,
how to support children 
in the family.

Children need a space to say
how they are feeling and to
have a professional help them
to understand why they are
feeling that way.
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supports and services. The Carer (friends and family) Liaison
and Support Service, CLASS, is a peer support service which
was developed by three members of the Kilkenny Consumer
Panel – a carer, a service user  and a professional who took
part in the DCU Cooperative Learning course. They were
tasked with identifying a need and developing a support to
address this. With support from senior HSE management in
Carlow, Kilkenny and South Tipperary, and a coordinator
employed through The Carers Association, CLASS has been
successfully operating since November 2012. 

Referrals come through a member of the Multi Disciplinary
Team, the Home Based Treatment Team, the Department of
Psychiatry or from the carer themselves. They are then
matched with a volunteer by the coordinator and, after an
initial meeting, they can decide if they would like more support
once a week for an average of one month but each case is
different. The volunteer focuses on how the Carer is feeling
and aims to develop their support base and coping abilities
before referring them onto the family support group with The
Carers Association. Being a CLASS volunteer is rewarding
because I can do something positive with my life experiences
that will benefit someone else in a similar position. I feel like
I’ve come full circle; from a place of needing support, to
being able to give it. It gives me a sense of achievement and
validates my learned skills. I become an expert by experience.

WELLNESS RECOVERY ACTION PLAN
I have recently been introduced to WRAP, the Wellness
Recovery Action Plan. This is a method of managing life
stresses and was developed by Mary Ellen Copeland. Mary
Ellen watched her mother go through mental health and life
challenges and then experienced difficulties of her own later
on. She subsequently did a lot of research into what helps
people to get and stay well. WRAP is a method of managing
stressful life events and having a plan in place to cope
effectively day to day. These plans identify positive actions
and strategies, and if done with the family, including the
children, could get everyone working together, aiming for
shared goals. It is completed in a facilitated group setting
where participants can learn from each other while developing
their plan. Being a facilitator is empowering because you get
to empower others and bring many powerful tools into their
lives through the group. I can remind people that they are in
control and assist them in exploring ways of maintaining this.
It is also a great way of constantly using WRAP in my own life
and to remind me of positive ways I can manage my life.

ADVANCEMENTS
Advancements are happening through groups and initiatives
such as Consumer Panels, Support Groups including those
for family members, CLASS, and WRAP. There are many
advances within the services also with ARI, Advancing
Recovery in Ireland, and Home Based Treatment Teams
offering home support to reduce or eliminate the need for a
hospital stay. Members of the team engage with the whole
family in the home environment instead of treating the service
user in an artificial environment in hospital. Perhaps a member
on each of these teams could be trained in supporting the
children in the home. This would ensure that children are
included in what is happening in as age appropriate way as
possible, rather than not involving them out of fear or making
a problem worse. Staff should be supported to and encouraged
to feel confident in signposting families to local services in the
community that can assist the family, such as Barnardos and
The Carers Association.

SCHOOL AND YOUNG CARERS
Supports for children should come from as many places as
possible. I missed quite a bit of school throughout the years
and changed schools many times. I greatly appreciated when
a teacher was kind to me. You don’t want people to know
things are difficult or different at home so you don’t say
anything. When there is anything stressful happening in a
child’s home life it has such an effect on all areas so any
additional supports that schools can provide to young carers
is a positive step. Perhaps through the school counsellor or
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Young carers are children and
young people who look after
someone in their family who
has an illness, a disability or 
is affected by mental ill health
or substance misuse. Young
carers often take on practical
and/or emotional caring
responsibilities that would
normally be expected of 
an adult. 
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by creating more awareness of mental health and young
carers in schools, more supports can be offered. 

Young carers are children and young people who look after
someone in their family who has an illness, a disability or is
affected by mental ill health or substance misuse. Young
carers often take on practical and/or emotional caring
responsibilities that would normally be expected of an adult.
Research shows that 81% of young carers care for a parent,
often a single parent. www.youngcarers.ie 

MORE SUPPORT
When it comes to helping parents with mental health difficulties
and their children, the State needs to step in and provide extra
supports. This should be done in an appropriate, gentle, and
meaningful way, in a way that families feel truly supported and
not judged. There needs to be a culture of positive assistance
from the top down to allow good people to do a good job and
to get people what they need and want in the line of supports,
not prevent them from getting it or judge them for needing it. 

Supports don’t need to be always targeted at the child
specifically; methods of improving support to the whole family
can make a positive impact on the children too. Supports
need to be offered to families and children, whatever you can,
as soon as you can, just offer it. 

Stigma still exists and prevents people from seeking support.
Labels like disability, illness, psychosis etc. have negative
connotations and prolong stigma in ourselves and in other
people. Labels such as patients, service users, carers, service
providers are necessary at times, but they create a ‘them’ and

‘us’ culture. Labels also limit us because we don’t always fit
neatly into one box. We need to drop the labels and see the
nurse, see the mother, see the daughter and connect with that
person. She’s your patient but she’s my mother.

EXPERIENCES
Children must grow up believing they are equal, important,
listened to, supported and encouraged to be the best that they
can be and we can do that by ensuring there is more
communication and more support. The experiences I have
acquired in life through mental illness have been difficult
lessons. And while I would not have chosen them, neither
would I change my past because it has made me who I am. I
can use my experience to influence positive change, use my
journey with my mother to make a difference. Having a
difficult experience puts us at an advantage because we have
the opportunity to make another person’s life a little easier. I
used to think I was broken and somehow damaged by my
past, but now I know when we heal we have more to offer. 

‘Experience is what you get when you didn’t get what
you wanted…And experience is often the most
valuable thing you have to offer.’
– Randy Pausch, The Last Lecture, American Professor

For more information on the services mentioned 
in this article see the following websites:
www.carersireland.com/
www.wrapireland.ie/
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Muddling
Through
A Parent’s Perspective
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FIONA KENNEDY

Fiona is a happily married mam 
of two, living in a small town in
Connemara. She has two crazy
dogs, wonderful friends and a
loving, supportive family. She also
has clinical depression and
borderline personality disorder. 

I’ve spent a lot of time thinking about this piece, and have started and
restarted several times. This is unusual for me – usually I sit, open the laptop
and the words flow. I think the difficulty this time is because this topic, even
more so than everything else I’ve written about, is extremely raw. 

As long as I’ve been a parent, my mental health and frequent lackthereof has
been a huge influence on our lives. If affects so much more than me alone –
it has impacted on my husband, Ronan, and our two kids, Donnchadh (6)
and Muireann (3). It’s impossible to quantify this impact, as I have no point of
reference, but there’s no doubt in my mind that my frequent depressive
episodes, combined with the many symptoms of recently diagnosed
borderline personality disorder, have been hugely influential on how I am as
a parent, how I treat my kids, how my husband and I work together as a
couple and as parents, and perhaps most significantly the potential impact it
has had on my kids.

I developed severe post natal depression after the birth of my son, and while
it lifted temporarily it came back with force after my daughter was born two
years later. Since then, I’ve been hospitalised twice for severe depression,
tried several combinations of medication in an effort to find one that works,
been suicidal more times than I care to remember, have self harmed
repeatedly, and spent over eight months out of work on sick leave. I finally
received a formal diagnosis of recurrent clinical depression last year, and a
further diagnosis of borderline personality disorder earlier this year. 

To say this has been somewhat challenging is putting it in the most diplomatic
way possible. The fact that my marriage is still intact is testament to my
husband’s strength of character because I am not the easiest of people to
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live with when I’m depressed. I withdraw completely, I’m
incredibly angry, I blame him for perceived problems, I
become convinced that our marriage is the source of my
depression… this is the merest tip of the iceberg. Like I said,
his strength of character is phenomenal. 

But how about my kids? How am I with them? At my worst,
I’m unable to cope with them. I can’t engage, I don’t want to
play, getting myself up, dressed and fed is sometimes beyond
me. Often, all I’m capable of is sitting and staring at a wall for
hours on end. I resent every demand that’s made of me, I
want to be left alone, utterly and completely. My only focus is
on getting through the day until such a time as I can
legitimately go back to bed, sleep, and escape the negative
maelstrom that is my mind. 

I think it’s this aspect of depressed me that has stood in the
way of my writing this piece. My kids are my world, end of.
But since they’ve been born, there have been too many times

when I was unable to be the mother I wanted to be, and that
cuts me to my core. I feel like depression robbed me of their
early years, and replaced me with a phenomenally anxious,
scared, sad, easily overwhelmed, easily angered version of
myself. There is so much of that time that I simply can’t
remember, and I find it difficult to look at photos of them as
babies without going back to how I felt then. My husband has
told me there were good times, and I have photos of us
laughing, but all I can remember is how difficult it was, how
alone and lost I felt. The one aspect of all of this that, I’m if not
proud of, I’m at least relieved about was that none of this
negative feeling was ever directed towards my kids. If
anything, I went to incredible lengths to protect them from it.
When depression turned to anger, and anger took over, I
would lock myself in the bathroom until I had it under control,
although unfortunately this usually meant by hurting myself.
My driving force was that my kids would not turn out like me,
not ever feel the way I felt. 

PICTURE BY ANDREW DOWNES PHOTOGRAPHY
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I think in years to come, I’ll measure my success as a parent
by how well my kids are able to cope with whatever life
throws at them. I see in my son shadows of my own anxiety. I
want to protect him from it, but that would be to do him a
disservice. Instead, we need to help him learn how to cope
with it. The same goes for Muireann, who is one very spirited
little girl. It would be so easy to engage with her in a negative
way, but that won’t help her learn to manage her temper. We
encourage them to express how they feel, good or bad. We
encourage them to talk to us. We don’t hide it from them
when I’m feeling bad, as the bad days still happen. We tell
them that it’s ok to cry, that it’s ok not to be ok. Both of them.
We’re trying to teach them to slow down when they get
frustrated if something doesn’t work the way they want it to,
take a few deep breaths and try again rather than giving up in
a rage. If they’re not able to do that, they go and spend a few
minutes alone chilling out until they’re ready to talk without
shouting. Do they understand? I don’t know, probably not
fully. But I think some day they will. 

More than anything else, I want them to know that they are
loved, unconditionally, and accepted for who they are, exactly
as they are. We hug them a lot. We tell them we love them a
lot. Too much? Some might say so, but as far as I’m concerned
they can never hear it enough. One of the biggest things I’ve
learned from depression is self compassion, and it’s something
that I still struggle with daily. I don’t want that for my kids. I
want them to have the strength within themselves to be able
to cope, emotionally and mentally, with whatever challenges
they may face, as well as the self awareness to know when to
ask for help. I want them to feel happy in their own skin,
without comparing themselves unfavourably to those around
them. I want them to recognise that self compassion is a good
thing, that it ultimately helps create better relationships with
those around them. Mostly, I just want them to be happy.

Depression is a cruel teacher, but in a way, I’m grateful if not
for the experience, at least for the learning that came about as
a result of it. I’ve spent over five years working with a fantastic
therapist, and I genuinely believe that there have been times
that she has kept me alive. During those years, I’ve had to
face up to parts of myself that I never wanted to acknowledge.
I’ve had to look at my relationship with my family, my
husband, my friends, my kids, and most of all with myself. I’ve
had to work long and hard to accept that for now, and for the
foreseeable future, both medication and therapy are part of
my life. Truth be told, I’m still working on that acceptance. My
dependence on my therapist scares me, and at times I deeply
resent my need for medication, and the on-going side effects
that come with it.

But I have to look at the bigger picture. Without medication,
as I discovered earlier this year during a brief trial off meds, I
do not cope. I cannot function. I can’t look after myself, or my
kids, I can’t work. I become a completely different person,
and I don’t like the person that I become one little bit. There
was a time when we fully expected I’d be admitted to hospital
again, until eventually I accepted that the trial was over, that I
needed medication in order to be well. Since then, I’m on a
new combination, one that for now at least seems to be working.
I’m more stable than I have been in years. I’ve been on leave
for the summer to spend time with my kids, and really feel like
I’ve been given the opportunity to make up for all that time I
lost when they were younger. I’ve not only coped, and been able
to manage being home full time with them, I’ve been able to
enjoy it. I’ve also been able to recognise that the more challenging
days, when tempers are frayed, are part and parcel of life,
and not because of anything I’ve done or haven’t done. 

I still have a long way to go, and no doubt there’s a lot of
learning yet to be done. I’m continuing to try and get my head
around the diagnosis of borderline personality disorder and
all that it entails, and am slowly, slowly getting more adept at
recognising disordered thinking. I’m much more aware of my
triggers, and know that there are certain things I need to do
for myself in addition to medication and therapy in order to
keep myself well. It doesn’t always work. I have slipped many,
many times, and imagine I will many more times. But every
single time I slip, there is something to be learned if I’m
prepared to acknowledge it. 

There isn’t a day that goes by that I don’t worry about how my
mental health issues have impacted on my kids, but I can’t
change the past. The best I can hope to do is lead by
example, and in taking ownership of my issues, recognising
my triggers, asking for what I need when I need it, and doing
what I can to look after myself, I’m hopeful I’m doing just that.

You can read more of Fiona’s work at
www.sunnyspellsandscatteredshowers.blogspot.ie. 

PARENTAL MENTAL HEALTH   CHILDLINKS ISSUE 2, 2014 BARNARDOS

There isn’t a day that goes by
that I don’t worry about how
my mental health issues have
impacted on my kids...
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Think
FAMILY
Northern Ireland

MARY DONAGHY, Social Care Commissioning Lead Mental Health
and Learning Disability Regional Lead, Think Family

INTRODUCTION
In families where a parent has mental health
issues, the mental health and wellbeing of
children and other adults are closely linked
to these issues. Not all such families need
health and social care services, but those that
do often struggle to get accessible and effective
support that addresses children’s needs and
recognises the parental responsibilities of
many adults with mental health issues (Social

Care Institute for Excellence [SCIE], 2012).

In Northern Ireland there have been a number
of cases where children have been seriously
injured or have died. Enquiries into the
circumstances surrounding these cases
identified a combination of parental mental
health issues, and deficits in communication
and joint working between professionals and
agencies as contributing factors. This suggested
that the way in which these services work
together needed to be improved. 

The Department of Health, Social Services
and Public Safety (DHSSPS) in Northern
Ireland funded two Project Managers for
three years to lead the implementation of a
plan to address these issues. Between April
2009 and March 2012 the Mental Health
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and Children’s Services Think Child, Think Parent, Think
Family Project worked with adult, mental health and
children’s services in the statutory and voluntary sectors
across Northern Ireland. The project vision was to improve
outcomes for parents with mental health issues and their
children by establishing a Think Child, Think Parent, Think
Family approach to the planning and delivery of services. 

FOCUS 
The Think Family project focused on improving collaborative
working and enhancing understanding of multi-disciplinary
roles and responsibilities of all stakeholders working across
the mental health and children’s services interface. Introducing
the Family Model (Falkov, 1998) as a beneficial conceptual tool
has assisted staff in thinking about different family members,
their relationships with each other and the impact of external
environmental factors. A key concept of the project was to
harness and strengthen what is already happening with a
Think Family approach.

In July 2009, the Northern Ireland project joined, as a
regional pilot site, a national initiative led by the Social Care
Institute for Excellence (SCIE) aimed at making improvements
in the provision of services when working with parents with
mental illness and their children. SCIE published guidance
(SCIE, 2009) to assist staff working with parents with mental
health problems and their children. The guidance identified
what needed to change, making recommendations to improve
service planning and delivery and ultimately to improve outcomes
for families. The guidance, which was revised and updated in
2011 (SCIE, 2011), provided a framework for implementation of
this important initiative within Northern Ireland. 

Recommendations
There are nine priority recommendations identified within
Think child, think parent, think family: a guide to parental
mental health and child welfare (SCIE, 2009 and 2011). These
recommendations draw together the best of current practice
alongside a renewed emphasis on thinking about families.
The recommendations are:

1. Signposting and improving access to services
2. Screening
3. Assessment
4. Planning care
5. Providing care
6. Reviewing care plans
7. Strategic approach
8. Workforce development
9. Gathering more evidence about what works

The implementation of the project has, to an extent, followed
a linear process using the nine recommendations as its
framework. Plans were agreed with specific outcomes which
were then implemented and progress reviewed. The process
has also been organic in nature, responding to opportunities
and changes in the practice and policy environment. Changing
attitudes and ways of working takes time and future progress
will require continued commitment from organisations, managers
and practitioners/clinicians. 

Throughout the Think Family project, substantial progress
was made in seizing every opportunity to embed a Think
Family approach into new and existing regional and local
initiatives, policies, guidance, training and structures. However,
there is still a need to further change organisational culture
and understanding of what falls within individuals’ remits,
supported by senior management to ensure the necessary
changes continue.  

STRUCTURE (2009–2012)
The Think Family project structure consisted of a Project Board
with membership comprised of senior management from relevant
adult and children’s statutory and voluntary organisations, and
service users and carers. Project Board members provided
overall direction and guidance and were responsible for
developing and embedding the Think Family approach in their
own organisations. They also attended a workshop to prepare
them for their role. The workshop focused on testing their
values and ensuring commitment to the task at hand.

Project Locality Teams (PLTs) were established across the
five Health and Social Care Trusts areas which were
representative of statutory and voluntary organisations, and
service users and carers. In order to do this, two regional
workshops were delivered to create initial awareness and discussion
on how to move forward. Regular meetings were also held
with the five chairs of the PLTs to maintain motivation, focus
progress action plans and address challenges along the way.

Each PLT developed an action plan for their locality based on
the first six SCIE recommendations, while the two Project
Managers specifically focused upon recommendations 7 and
8. Recommendation 9, gathering more evidence about what
works, will be part of Phase 2 of Think Family where evaluation
is a specific work area within the Regional Action Plan. This
work will be supported by Dr Adrian Falkov and others
(Phase 2 is discussed further below).

PLT Chairs were ultimately responsible for driving forward
planning and delivery of the changes required to implement
the SCIE recommendations. This structure facilitated a
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consistent approach to change and promoted learning across
the project locality team.

A range of activities were undertaken at regional and local
level to implement the SCIE recommendations. These activities
are summarised below under each priority recommendation.

RECOMMENDATION 1: 
SIGNPOSTING AND ACCESS TO SERVICES
In implementing the first recommendation, the PLTs
considered how best to provide information for service
users, their children and family members, and the general
public in a positive way without further stigmatisation of this
client group. The focus was on promoting a positive message
about accessing support, reviewing staff perceptions as a
mechanism to change attitudes, and developing staff
awareness of the full spectrum of services available relating
to mental health, parental support and support for children.

Outcomes
Development of a communication strategy, clearly
setting out the aims and objectives of the project.
Organisation of a publicity campaign, linked with other
information activities across the region, to promote a
positive message about accessing support as a means
of addressing the stereotypes, stigma and fears that the
public may have about accessing mental health and
children’s services.
Publication of Think Family project newsletters to raise
awareness of the project among all staff in services
related to mental health and children throughout
Northern Ireland and improve their knowledge of the full
spectrum of services available relating to mental health,
parental support and support for children. 
Development of Health and Social Care Board’s
(HSCB) ‘Think Family Project’ webpage, which
provided information relating to the project such as local
contacts, local events and changes to service delivery,
newsletters and support information for service users
and staff  http://www.hscboard.hscni.net/Thinkfamily/.

Involving service users 
Meaningful engagement with service users and staff who
provide the services was essential to the success of the
project. This was achieved by developing a regional voluntary
organisation subgroup that supported and provided services
to service users and carers.

A specific piece of work completed with this group was the
Family and Staff Experience SenseMaker surveys. Parents

with mental health issues, their children, carers and staff were
asked to complete a survey. They detailed their experiences
of services and measured their experience against predefined
signifiers using a question framework. Ninety eight family
experiences and 280 staff surveys were completed and the
findings are listed below:  

Communication and information sharing between
families and professionals, although improved, still
remained a concern for many respondents.
Professional commitment to patient confidentiality over-
riding the information needs of the family was cited as a
reason for poor communication, leading to little or no
consultation with family members and questions being
left unanswered. 
Children indicated that not being informed or included in
the planning process caused anxiety, fear and feelings of
isolation. Service users, their children and carers clearly
indicated that not understanding the parent’s condition
negatively impacted on families, especially children. 
Results from the survey indicated that where the needs
of the ill parent and children/family members were
considered jointly by staff involved, it led to better
recovery for the parent, positive outcomes for both
parent and children, and greater levels of service
satisfaction.

Results of the surveys have influenced and directed on-going
developments within Phase 2 of the Think Family work in
Northern Ireland.

RECOMMENDATION 2: 
SCREENING
A major aim of the project was to ensure that the Think
Family model was embedded into practice through systems
that routinely and reliably identified and recorded information
about adults with mental health issues who are parents, as
well as their children and family members. This ensured that,
from the outset of engagement with the family, screening
processes elicited the right information for appropriate
assessments and referrals or supports to be offered to meet
the families’ needs. 

Outcomes
Revision of existing screening/assessment tools across
maternity, mental health and children’s services to promote
a family model approach to the assessment and
treatment process at a local and regional level.
Development and circulation of a list of age-appropriate
resources to assist staff and parents in talking to children
about mental illness.
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RECOMMENDATIONS 3–6: 
ASSESSMENT AND PLANNING, PROVIDING 
AND REVIEWING CARE 
Through a series of workshops, using the SCIE priority
recommendations relating to assessment and planning, providing
and reviewing care, staff identified the changes required to
improve service provision, with each PLT area developing an
action plan to address the identified changes. 

To guide and support staff to more effective partnership
working, a regional adult and children’s joint protocol was
developed (HSCB, 2011). The protocol set out the principles
and best practice guidelines that staff must consider when
responding to the needs of parents with mental health issues,
including substance misuse, and their children and families.
This is set in the context of promoting a Family Model through
a collaborative approach to service delivery and effective
communication between all stakeholders. The protocol
promotes that families affected by mental health issues may
benefit from the provision of support and intervention at an
earlier stage thus preventing children becoming ‘at risk’ and
enhancing recovery.

UNOCINI 
(Understanding the Needs of Children in 
Northern Ireland)
The UNOCINI (Understanding the Needs of Children in
Northern Ireland) is a regional comprehensive assessment
process and is also used as the basis for referrals to statutory
children’s services to identify the needs of children. A review
of the UNOCINI guidance for staff highlighted that parental
mental health was not explicitly covered. The guidance did not
provide for the detailed elements of parental mental health
that staff needed to consider when completing an assessment
of a parent who has mental health issues.

UNOCINI was revised and an appendix developed to better
reflect what practitioners should know and take recognition of
when completing UNOCINI assessment when a parent has
mental ill health issues.

Outcomes
Development of Regional Joint Protocol to facilitate joint
working between adult’ mental health and children’s
services. 
Development of UNOCINI Appendix 1, A Guide to
understanding the effect of parental mental health on
children and the family (2011)
http://www.dhsspsni.gov.uk/microsoft_word_-
_a_guide_to_understanding_the_effect_of_parental_mh
_on_children_and_their_family_june_2011-2.pdf

RECOMMENDATION 7: 
STRATEGIC APPROACH 
At a strategic level there was contribution to a number of on-
going initiatives aimed at ensuring the Think Family approach
principles were consistently incorporated into the development
and planning of services. Key regional initiatives are listed below:

Bamford Task Group
Hidden Harm Quality Assurance Group
Children and Young Peoples Strategic partnership.
Promoting Quality Care Implementation Groups
Card Before You Leave
Mental Health Service Framework 
Children’s Services Framework 
Perinatal Mental Health Implementation Strategy
Area Child Protection Committee training sub group

RECOMMENDATION 8: 
WORKFORCE DEVELOPMENT 
As health and social care services, systems and practices
develop it is important that training and workforce development
are in place to provide staff with the necessary knowledge
and skills to embed a Think Family approach into practice. 

Outcomes
A range of workforce development activities ran during the
project. These included:

Awareness raising.
Inclusion of Think Family approach into existing training.
Practitioner champions groups were established across
three of the Health and Social Care Trusts.
Development of SCIE e-learning materials.
A customised multi-disciplinary training course for
managers focusing on the skills needed to implement a
Think Family approach and risk management processes
has be developed to be provided regionally. 
Development of a Knowledge and Skills Framework.
Liaison with Higher Education Institutions to incorporate
the Think Family principles into existing professional
training programmes. 

OUTCOME/PERFORMANCE MEASURES  
With support from the Health and Social Care Board,
indicators were developed. These were based on primary
data collected from service user and staff family experience
surveys and case file audits. Ten services from each of the
five Trusts were asked to complete a self-audit of case notes
set against SCIE good practice standards:

Gateway services
Family intervention service

PARENTAL MENTAL HEALTH   CHILDLINKS ISSUE 2, 2014 BARNARDOS
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Public health nursing (health visiting)
School nursing
Child and adolescent mental health service maternity
services
Community mental health services
Acute inpatient mental health services
Addiction services
Forensic services

The returns received numbered 215 with approximately 25
returns per service regionally. Although this was a relatively
small audit, results were consistent across services and
Trusts. From the audit, evidence clearly showed that services
were beginning to assess the impact of mental illness on the
wider family. 

Results also indicated that staff were beginning to consider
how mental illness can impact upon family life. However, the
typical case work model of engagement was between the
individual and professionals, with little or no engagement with
the wider family system. Within case files/records there was
limited evidence to suggest that carers were consistently
being communicated with or involved in the planning and
delivery of care.

Case files/records showed that children were talked about
but not talked to or included in the care of their parent. Where
cases were set within formal child protection procedures the
needs of children were considered within the case conference
plan. But again there was limited evidence to suggest that

children had been given information relating to their parent’s
mental illness or that the children had been included in the
planning and delivery of care for their parent.

RECOMMENDATIONS FOR FUTURE WORK
Further change to organisational culture and peoples’
understanding of what falls within their remit is required.
There were also some key barriers that were encountered
which would benefit from further investigation:

Further exploration to ensure a clear care pathway exists
for families where a parent experiences mental ill health.
This should include identification and needs of families
who fall into the ‘lower level’ support.
Technical solutions to link up children’s services databases
with mental health databases to assist in the identification
and assessment of need for families and children.
Although outcome / performance measures were
developed on a smaller scale, more robust measurement
of indicators and evaluation is essential. 
Information sharing is critical at all stages of the care
pathway.Trusts/organisations need to consider how staff
communicate relevant information/explanations about
mental illness and the impact on family life to carers and
children, either directly or through their parents/carers in
an age-appropriate manner. 
Future work to ensure Think Family principles are
embedded in professional education at all levels.

When the Think Child, Think Parent, Think Family Project
ended in October 2012, it became core business for the
HSCB. Phase 2 of the Think Family work is now under the
structure of Children & Young Peoples Strategic Partnership
(CYPSP) which is led by the HSCB http://cypsp.org/ 

A new dimension brought to the work is the development of
Think Family in its widest context that includes not only
dependent children and young people of parents with mental
health issues, but also those adult carers who continue to care
for their adult children who have mental health issues.

A regional workshop was held to develop thinking around
how Phase 2 of Think Family should commence. A regional
Think Family subgroup was developed consisting of adult
mental health, children’s and voluntary organisations from
existing and new membership. Terms of reference were
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developed, which clearly focused on learning from the
project. The focus of the work has been based on realistic
achievements to ensure that the benefits are meaningful for
families and that it clearly makes a difference for them. 

An exciting development for Phase 2 of Think Family is the
achievement of commissioned support from Dr Adrian
Falkov, author of The Family Model Handbook (Falkov, 2012).
The Family Model will be used in Northern Ireland as the
framework in a pilot project taking place in the South Eastern
Health and Social Care Trust. The pilot project will make the
necessary changes using the family model to build upon and
strengthen a family focus. Dr Falkov has delivered two
regional conferences in Northern Ireland and is currently
providing support to the pilot project which is a specific area
of work stemming from the Regional Think Family Action Plan.

Regional Think Family Action Plan
The Regional Action Plan is based on the themes for learning
from the family and staff experience surveys undertaken
within the Think Child, Think Parent, Think Family Project.
The themes from the surveys relate to:

Improved communication between professionals and
families.
Improved access to early intervention family support for
children, young people and their families.
Improving the extent to which assessment, planning and
treatment are inclusive of a ‘whole family’ approach.

All of the above will form the basis of our work for the future
combined with robust evaluation that will be taken forward in
partnership with academics and practitioners.

What have we done to date?
Developed leaflets for children and young people giving
them information about mental health issues relating to
their parents and carers.
Launched the children’s and young people’s leaflets in each
Health and Social Care Trust area and provided awareness
sessions relating to the Phase 2 of the Think Family work.
Continued to ensure that Think Family shapes and
influences strategic direction. This allows a strengthening
of collaboration at this level so that partnership approaches
to regional changes reflect a Think Family approach.
Developed performance indicators using a recognised
methodology to measure areas within the regional action
plan. This work is being taken forward in partnership with
Dr Adrian Falkov, the Safeguarding Board Northern
Ireland, academic institutions and practitioners, and will
form an important and integral part of Phase 2 Think
Family work.

The pilot project in the South Eastern Health & Social
Care Trust is made up of adult mental health, addiction,
acute inpatient, children’s and three voluntary organisations
and will start in September 2014, covering a period of two
years and will occur in three stages.

Stage One
Stage one will strengthen documentation in the above service
areas with information from COPMI (Children of Parents
with Mental illness) http://www.copmi.net.au/. During the
Think Child, Think Parent, Think Family project, information
from COPMI was used to strengthen documentation within
various service areas. During Phase 2 of Think Family it is
important that COPMI information is reviewed to strengthen
further and based on the revised and updated Family Model. 

How will this work?
Staff will begin to use the strengthened documentation
upon initial referral for all families presenting. 
Those that need lower level family support will be
referred to the Family Support Hubs that have been
developed under CYPSP. This starts the process of
changing the culture of how you think and practice.
Those families who are assessed as needing further
involvement into the Community Mental Health and/or
Addiction Team will continue to get a family focused
approach.
If the person’s mental health/addiction issues deteriorate
the family focus will continue during their admission into
the acute inpatient ward/addiction ward  in the Downe
sector of South Eastern HSC Trust. 
On discharge from the inpatient ward, the Community
Mental Health and/or Addiction Team will continue their
involvement and provide a family focused approach
using the Family Model concept. 

Stage Two
Stage two will focus primarily on adult mental health (AMH)
staff having the family conversation. This includes increasing
the knowledge and skills of AMH staff to make the family
focus their core business. 

How will this work?
AMH staff will have specific training to build their knowledge
and skills in talking to children and young people.
Upon referral to AMH services, staff will engage the
person in conversation reflecting on questions in the
strengthened assessment and review documentation. 
Voluntary partners in the pilot will assist AMH staff to have
conversations with children and young people and with
adult carers to begin the process of the family conversation.
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This process will allow families to become involved from
the outset in assessment, planning and review of their
care, building upon the importance of the strengths and
support within the family as appropriate.

Stage Three
Stage three will focus on the environment of the facilities,
including upgrading family rooms in the addiction and acute
inpatient ward to allow family visits to occur in a more
stimulating environment that enhances engagement for the
parent and their dependants. 

How will this work?
Voluntary organisations will use their existing young
carers group to agree how and what should be provided
in the family rooms in addictions and inpatient wards.
Use of local facilities for family conversations to reduce
stigma and enhance motivation. 
Develop a Think Family social assessment for use by
social work staff using the Family Model domains.

IN CONCLUSION
Phase 2 of Think Family is an exciting and challenging
development for Northern Ireland. We may not achieve all
that we hope for, but in doing all of this work the emphasis has
to be on including the family in conversation. If the focus on
the family continues as a priority, by listening to what families
want, need and how they can help in the recovery of their
parent or carer, it will make a difference.

Using the Family Model as a framework will give focus and
purpose to the development of this work. The commitment
and willingness of organisations, management, and staff in
Northern Ireland to change their thinking and practice to
become family focused at every level has already begun.
There is more to do and it will be a journey that will see
success and challenges, however, if we accomplish what we
set out to do we will have achieved and delivered a more
meaningful service to families.

For more information on Think Family go to
www.cypsp.org
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young
minds
matter
ROBERT DUNNE, Barnardos Project Leader, Tallaght

DEEP IN YOUR WOUNDS
My work in the Barnardos project in Tallaght involves supporting
children and families impacted by addiction. Many parents in
addiction also suffer from mental health difficulties and in our
work we see very clearly the daily struggles that these parents
undergo and the impact of those struggles on their children. 

Many people have their own pressures to be mentally well
and/or to live with people who do. Irrespective of age, gender
or background any of us can be affected at some point in our
lives (www.aware.ie). Depression alone affects more than 450,000
people in Ireland (one in ten) at any one time. Despite how
common mental health difficulties are, however, people often
feel alone and without hope. In our families, work lives and
communities, people are struggling but they are afraid to talk
about their mental health issues for fear of being judged
unfairly or their children being taken from them.

In talking about the impact of parental mental health on
children, I think there is a real danger that parents in that
situation feel blamed in some way for having a problem. But
talking about this important topic is not about blaming anyone,
least of all parents who are experiencing the pain or isolation
of a mental health problem. Furthermore, the pain and distress
of mental health difficulties do not always have to be the cause
of harm to children. Many parents with mental health issues
raise perfectly healthy, happy children. In fact, our greatest
struggles offer us the sometimes unwelcome opportunities to
grow and learn as people and parents: ‘Deep in our wounds
are seeds, waiting to grow beautiful flowers’ (Niti Majethia).

In our work in Barnardos the child is our primary client, but
we have come to understand that we cannot view that child in
isolation, they are very much part of a wider family and community.
We aim to support sustainable change in a child’s life by

supporting their family and by working closely with other
support services involved. Children’s and parents’ needs do
not need to be competition with each other, they are very
much interdependent. 

CHILDREN GROW WHERE THEY ARE PLANTED
We all grow up in a social and familial context, and we get by
as best we can, negotiating both the positive and the negative
aspects of our circumstances. Children, however, don’t have
the choices or power that adults have, which means adults have
the responsibility to create the environment within which
children grow up. Shouldering this responsibility, while at the
same time struggling with mental health issues, is very
challenging and requires appropriate, accessible support.

Many of the families Barnardos work with live with poverty,
addiction and poor social housing and these factors can either
cause mental health difficulties or can make existing issues worse. 

The project I work with now is based in Tallaght but I have
been working in Barnardos for eight years in a number of
different roles, and issues around mental health are part of
practically every conversation, every day, with every family.  

SHE IS WEIRD IN A FUNNY WAY
We are currently working with a family with three boys
aged 6, 9 and 11. Mark, the eldest, is acutely aware of his
mother’s mental health difficulties; she suffers from anxiety
and has spent some time in hospital. Mark struggles to
understand what is going on for his mum and is embarrassed
about how she presents sometimes. Mark adores her, and
is fiercely protective of her, as she is of him, and will fight
anyone on the road that says anything negative about her.
He takes on the role of man of the house when his mum is
not well because his mum and dad are separated. It is hard
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for him to talk about his mum without feeling disloyal to her.
When I met Mark he asked me if I had met his mum and
when I said I had, he said, ‘Well you know then, she is
weird in a funny way.’ 

Mark is carrying an awful lot on his young shoulders and
we are supporting him and his family to understand what
they think and how they feel about their situation so they
can live easier with it. 

It matters that Mark has a better understanding of what is
happening in his home. It matters that Mark knows it is not
his fault and that it is not up to him to make it better. It
matters that he knows he is not alone. 

RELATIONSHIPS BETWEEN PARENTS 
AND CHILDREN
The relationship between children and their primary caregivers
is fundamental and lays the groundwork for how a child will
operate in the world. John Bowlby said that children develop
a set of expectations about themselves and others based on
their repeated interactions with their primary caregivers (Carr,

2009). These first attachment relationships are ‘the most
influential ingredient in the creation of a child’s working
model’ (Bee and Boyd, 2007). 

In our work in Barnardos, we support relationships between
children and parents precisely because it enables children to be:

Happier 
More sociable 
Less aggressive and disruptive 
More empathic 
To have more intimate and fulfilling relationships 
To be more likely to be leaders 
To have higher self esteem 
To be more resilient

(Black and McCartney, 1995; Lieberman et al, 1995)

Mental health problems can have an impact on the affect in a
relationship. This can cause a disconnection between parent
and child which, if not properly managed and supported, can
isolate a child who depends on their parent’s affection. If a
child struggles to connect with a parent they are likely to blame
themselves, thinking that any issues in the home are somehow
their fault. Children tend to internalise these feelings and draw
incorrect conclusions about their own worth from their failure
to connect, which can lead to emotional withdrawal. Also,
children who are not getting positive attention will often make
do with negative attention (rather than none at all) and will
behave badly to get the attention they need.

The damage this all has on a child is hard to quantify but it can
be a lifelong experience and get passed on from one generation
to the next. 

Children’s outcomes are better when a parent can: 
Have open communication
Be emotionally available and interact
Place the child’s needs at the forefront

Mental health difficulties sometimes prevent some or all of
these from happening.

THE NEED FOR SUPPORT
The parents who we work with often find it difficult to leave
their homes and to live in their community without feeling anxious.
They may struggle to bring children to medical appointments,
prepare proper food, maintain proper routines at home or
ensure their child is sleeping enough and able to concentrate
in school the next day. They don’t feel able to answer the
phone when the school rings or attend meetings or supports. 

The children we work with often get themselves up in the
morning and make their own breakfasts and that of their siblings.
They may or may not go to school and can be in trouble for
arriving late or not having their homework done, despite
having the ‘mini’ parent at home that morning. They decide what
they want to eat, who they play with and how late they stay out. 

Some parents we work with are in very grave difficulty and
are clinging on. Some parents we work with have died through
suicide. We all know families that desperately need professional,
available and appropriate mental health supports. 

I GET MORE HUGS NOW 
Recently we have been working with Tim on his relationship
with his three young children. Tim was suffering from
depression and had lost confidence in his own ability as a
parent. He felt isolated from his children. 

His seven-year-old daughter Lucy was becoming very
withdrawn in school and angry at home. She felt that her
younger brother was getting all of her dad’s attention and
dad was struggling to cope with Lucy’s behaviour. Tim
engaged with parenting supports and Lucy took part in
individual work and a friendship group to support her
social skills. A key moment in the work came when we had
a family session and Lucy told her dad that she wanted
more hugs. Following that meeting Tim made a commitment
to spend more time with Lucy in the evening and to listen
to her more. They agreed to have a snuggle and a chat on
the couch each night before Lucy went to bed. 

Talking about the support he received, Tim said ‘It has built
my confidence back up in my parenting. If it hadn’t been
for the service I don’t know where I would be, I was so
down and couldn’t see a way out.’ 

Lucy said things were much better and she ‘gets more hugs now’. 

This changed matters for Lucy and Tim. 
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Asking for help takes enormous courage and some parents in
difficulty view their pain and distress as a weakness, a character
flaw that is accompanied by crippling shame. They can also
feel caught in the trap of thinking that if they are open about
their struggle, their children may be taken away because they
will be judged as not being a ‘good enough’ parent.

Our service gets referrals from parents themselves who self
refer, from Tusla - the child and family agency, from schools
and local drug services and a number of other sources. I have
been working in Barnardos for eight years and yet I have no
recollection of any referral from an adult mental health
service also seeking support for a child coping with parental
mental health problems. Nor do, in my experience at least,
adult mental health services and children and adolescent
mental health services work closely together or closely with
other community services to support families in holistic way. 

How can this make sense? If a family is struggling to manage
parental mental health then the children will be struggling too
and will also need support. I believe that a child’s needs and a
parent’s needs are best met when they are both met. Support
services should work together and have a vision for families
that is more holistic and joint up in thinking. Mental health
services and other services working with parents in difficulty
should consider the possible impact of the adult’s difficulties
on their children and consider the children of the parents they
work with as their ‘second patient’. 

Mental health problems do not have to impact significantly on
the health and wellbeing of children, but they have the
potential to, so we can’t allow our services to turn a blind eye
to a child’s experience. To do so can be to place that child at
risk and to create lifelong problems for them. 

YOU ARE NOT ALONE
In our view, children coping with parental mental health difficulties
need to understand the following:

They are not alone. 
They are not the cause of their parent’s difficulty and it is
not up to them to make it better. 
Anyone can have mental health difficulties. 

It is ok to ask questions and they will be answered.
It’s ok to talk about how you feel. It’s better than pushing
it inside.
It’s good to have someone you trust to talk to.
There is no need to be embarrassed or ashamed about
mental health problems.
It’s ok to have feelings and be angry, frustrated or upset.
It’s good to take time out and do something you enjoy…
that is not being selfish.
You have a right to feel safe and so have people to call
when you need them. 
(www.copmi.net.au)

HOPE IS AN ANCHOR TO THE SOUL
I believe if you have hope you can tough through most things.
Families managing mental health difficulties need hope and it
strikes me we have some work to do to provide more hope in
our communities. 

In my experience it is crucial that families get the right supports
at the right time because a child’s development can be so
time sensitive. There are windows of opportunity that are very
important and the consequences of proper supports not
being available to families can have lifelong impacts on a child. 

In the services I have managed and worked with, families
struggle to be ‘well’ and to parent their children effectively in a
personal and community context that offers them so little
hope that things can be better for them. It is amazing to me
how brave people are, how resilient they are given the daily
struggles they face with so little expectation of change. 

I am embarrassed to say this but I think we get so used
sometimes to the way things are that we don’t really imagine
things could and should be different. I wonder where our
outrage is? When did it become okay for other human beings,
the people we know and work with and by extension their
children, to suffer so much in their own skin? It seems to be
just accepted that mental health services and primary care
services in particular are incapable of meeting the needs of
the families and that this is ok. It’s not ok. 

Young (and old) minds matter.
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