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Toward a Family-
Centered Approach:
Families Coping with
Parental Mental Iliness

F amily-centered approaches have emerged from the
child mental health arena. The family-centered model
stems from the recognition that children and adults
live and function in families and that children are best
served when their families are supported. Historically,
there has been much silence about the parenting role
among adults with mental illness. Traditional mental
health services have largely ignored this central reality
in the lives of adult clients who are parents and their
children. As issues of patenting are typically not
included in mental health service planning, the needs
of parents with mental illness and their children
remain unknown and/or unaddressed.

Families impacted by mental illness may be best sup-
ported by family-centered approaches. While parents
and children live together in families, mental health
systems typically focus only on an “identified client”
and serve adults and children in separate systems. This
often results in fragmented and/or inadequate set-
vices. That is, traditional, categorical services result in
a lack of parenting support within the adult mental
health system and a lack of services in the child
welfare system for parents who do not abuse their
children. A family-centered strategy allows adults with
mental illness to work on their mental health, the
health and well being of their children, and their health
as a family.
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Parental mental illness is a reality for millions of adults.
Individuals with mental illness become pregnant and
bear children at rates similar to those of the general
population (Apfel & Handel, 1993). While most state
mental health systems are unaware of the parental
status of their clients, this “invisible” population of
men and women makes up a growing portion of
persons receiving mental health services (Nicholson,
Geller, Fisher, & Dion, 1993; Nicholson, Nason,
Calabresi, & Yando, 1999). Parents with mental illness
are often assumed to be incapable of caring for their
children simply because of their mental illness. Family
members and providers may perpetuate this stigma by
discouraging adults with mental illness from having
intimate relationships and bearing children (Nicholson,
Sweeney & Geller, 1998).

Stigma is a significant barrier to service utilization for
parents with mental illness. In many states, the diagno-
sis of mental illness alone justifies the removal of
children from their parents’ care and the termination
of parental rights. High proportions of parents with
psychiatric disabilities lose custody of their children
(Mowbray, Oyserman, Zemenchuk, & Ross, 1995).
However, there is no research indicating the percent-
age of parents diagnosed with serious psychiatric
disorders who are abusive or neglectful of their
children.

The challenges faced by parents with mental illness
are, in many ways, not unique to having a mental
illness—they are the challenges of parenting. Like any
other parents, parents with mental illness worry about
having health care, managing their money, finding
child care, managing children’s behavior, and having
safe and adequate housing. Parents also have concerns
that are specific to living with mental illness. Parents
think about how their medication effects their ability
to parent, worry about how to manage hospitalizations
and child care, and wonder about ways to communi-
cate with their children about their illnesses.

A 1999 survey of State Mental Health Authorities
(SMHAs) (Nicholson, Biebel, Hinden, & Henry, 1999)
found that most states do not recognize ot respond to
their mental health clients’ role as parents. Less than
25% of SMHASs ask if their clients are parents, while
only 8% have policies specific to parents with mental
illness (e.g., visitation policies in hospitals). Case-
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managed adult clients’ services are somewhat inte-
grated with children’s services, with 65% of SMHAs
providing co-location of adult and children’s services,
while 45% facilitate flexible funding between the adult
and children’s systems. When coordination occurs
with outside agencies, it frequently involves the Child
Welfare and/or Education/Eatly Intervention
systems.

Research on parents with mental illness grew out of an
interest in examining the risks for psychiatric problems
among the children of these parents. Numerous cross-
sectional and longitudinal studies have examined the
impact of parental mental illness on child adjustment
(Canino, Bird, Rubio-Stipec, Bravo & Alegtia, 1990;
Rutter & Quinton, 1984). The findings across these
studies offer two truths: (1) Children of parents with a
mental illness are at greater risk for a variety of emo-
tional and behavioral problems than children whose
parents do not have mental illness (Weissman, Warner,
Wickramaratne, Moreau, & Olfson, 1997) and (2)
many (30% to 50%) of these children do just fine
(Masten, Best, & Garmezy, 1990). Thus, although
parental mental illness is a risk factor, it does not
necessarify predict poor outcomes.

Studies have revealed that child outcomes are related
to multiple factors. These factors include illness char-
acteristics, such as severity and chronicity; parenting
factors, such as emotional responsiveness; family fac-
tors, such as communication; environmental factors,
such as stress and support; and child factors, such as
temperament and coping (Downey & Coyne, 1990;
Seifer et al., 1996). In addition, the relationship
between parental mental illness and child outcomes is
bi-directional. Parents impact children, and children
impact parents. A child’s temperament or behavior can
influence certain parenting behaviors, which in turn
impact the child (Hammen, Burge, & Satasbury, 1990).
Finally, there is some evidence that family outcomes
can be improved by supporting both parents and
children (Beardslee et al., 1997).

What services are available for families in which a
parent has a mental illness? A recent national (United
States) survey of program directors conducted by
Nicholson and colleagues (Nicholson, Hinden, Biebel,
& Henry, 1999), indicated that there were approxi-
mately 65 programs working with parents with a



mental illness. Many of these programs, however, were
not designed specifically for families impacted by
parent mental illness but were programs designed for
other groups (e.g., at-risk children, adults with mental
illness) in which families with parental mental illness
participated. Approximately 25 programs were identi-
fied as having “high-specificity” and had designed
programs intended to serve this defined population.

Programs for families in which a parent has a mental
illness were characterized as much by their differences
as their similarities. All programs emphasized empow-
erment of parents to manage their own lives and
focused on parenting and parenting skills with respect
to child development. However, programs varied
greatly in regard to what services were provided, the
modality of service provision (e.g., case management
vs. home-based therapy), theoretical orientation, and
funding sources. For example, programs across the
country reflected a range of comprehensiveness and
intensity of services and supports. Several programs
emphasized case-management models with a focus on
coordinating an array of services and supports,
including housing. Other programs provided a single
service, such as dyadic parent-child therapy or parent
support groups. Programs also reflected a range of
otientations including traditional clinical approaches,
adult rehabilitation models, and family-centered
approaches. Some programs focused primarily on
child development and offered specialized child ser-
vices, such as a therapeutic nursery. Many programs
combined approaches, and reports from the highest-
specificity programs indicated that flexibility and

eclecticism were necessary to meet the multiple and
diverse needs of these families.

Respondents to the survey uniformly reported that their
programs and services benefited the families with whom
they worked. Satisfaction surveys reflect high levels of
satisfaction across programs. However, very few pro-
grams had any formal evaluation data with respect to
measutrable outcomes for parents or children. Program
staff identified numerous barriers to building effective
programs and providing services. Among the greatest of
these barriers were the stigma surrounding the role of
parenting among adults with mental illness and the
difficulty in gaining reliable funding from categorical
service systems that define parenting as a child welfare
and not as a mental health issue and that are designed to
serve adults and children separately.

Adult mental health systems appear to need to “catch
up” to children’s mental health, which long ago real-
ized that adults and children live and function in
families. Family-centered approaches developed within
children’s mental health that support and empower
parents to parent as best as they can appear particu-
larly well-suited to the needs of families in which a
parent has a mental illness. It is clear that the needs of
families with parental mental illness cannot be served
by fragmented and categorized adult mental health and
child welfare systems. These systems will only be able
to serve those that they are mandated to serve by
moving away from rigid, individual-based systems to
family-centered, strengths-based values and practices.
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	Cheri Villines: Good morning. I am one of the staff liaisons to the Teen Advisory Board at the Devereux Georgia Treatment Network. I’ll tell you a little bit more about our work, but I want to introduce some other key players who are here from Devereux. Amy Waltron, who is down here in front, is another staff liaison, a therapist at Devereux. And Adam Pomerenz is another staff person from Devereux. It took a lot of assistance from a lot of folks at Devereux to make it possible for us to be here today. I am going to let our panelists say more about themselves when they speak. I just wanted to give you first a brief overview of what our program is. And then in keeping with our philoso phy that the Teen Board really belongs to the teens, I want our panelists to really tell you the majority of information we have to share this morning.  
	 
	The Devereux Georgia Treatment Network began as  
	a residential treatment facility. We continue to provide residential treatment for about 125 adolescents. It was in our residential component that we initially started the Teen Advisory Board. It grew out of a project we had. We do an annual client satisfaction survey, and I’m sure lots of people in this room have been involved in that whole process of client satisfaction. We decided that we wanted to ask the teens in the treatment program to help us develop the instrument that would be used for determining their level of satis faction with services. We had a three month process of sitting down with a group of consulting teens to develop a survey instrument. For those of you who  
	are researchers, I will tell you it was a very interesting process. We ended up with a 25-page instrument. These teens wanted to ask a lot of questions. They wanted an opportunity to talk about a lot of things in regards to the program.  
	 
	That was the beginning point for our Teen Board. During the three months when that group was meet ing, a lot of program issues came up, and administra tors and campus folks would come and say, “Let’s take this to the kids and see what the kids have to say about this idea, about this or not.” We realized that we really needed to make the teen voice an insti tutional part of what we are doing at Devereux. So that is how we began our Teen Advisory Board.  
	 
	We are going to send around a sign-up sheet. We have information on the specifics about how we recruit the folks who are on the board, how we do elections, how our board operates, and we would be happy to send you information on that. We didn’t want to spend all our time today talking about that, but we do have it, and we will send it around if you are interested in that kind of information. Right now what I would like to do, though, is introduce LeRoy, who is the current chairperson of our Teen Advisory Board at Devereux, and he is going to share with you some of the current activities and kinds of issues that the Teen Board is involved in currently. 
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	In this presentation three questions were considered:  
	1. Can scores on the BERS be used to examine strengths of children in foster care? 
	2. Do the five subscales of the BERS confirm training needs reported by foster parents? 
	If the BAT-18 measures the concept of attach ment, would the new subscale pre-test as reliable and valid?  

	 
	 
	This questionnaire was conducted as a cross-sectional survey of foster parents and was mailed to willing participants for self-administration. Foster parents reported on a foster child between ages 6 and 18 years who have been in care 6 months or more within dates in the prior 12 months. If more than one child quali fied, foster parents were instructed to select the child for whom caring was the most difficult. 
	 

	 
	 
	 
	The recruitment of participants by the BCFFPA in cluded sending letters to all BC foster parents; discus sion of the study by the BCFFPA President, Board, and officers with other foster parents; and use of the BCFFPA’s voluntary foster parents list. The mailed self-administered questionnaire was sent with postage-paid return envelopes. Participants could also drop-off questionnaires at training events. Completed question naires were sent to the BCFFPA and dated upon arrival between January 1999 and May 1999 for locked storage. 
	Data analysis and findings regarding the presentation’s three research questions were as follows: First, can scores on the BERS be used to examine strengths of children in foster care? Analysis computed scores on subscales and computed the BERS Strength Quotient. Statistics for both the BERS and the RADQ (expressed as standard scores) are depicted in Table 3 (see Appendix). [Editors’ note: Contact the lead author to obtain figures illustrating the distribution of scores  
	on the RADQ, the BAT, and the five BERS subscales.] In general, scores were comparable to those expected for a distressed population.  
	 
	The attempt to construct an attachment subscale from author-developed and BERS items to pretest a measure that presents as reliable and valid was accomplished  
	by computing scores on an experimental Measure of Attachment Strength and conducting fac tor analysis on the BAT-18, along with correlational and regression analyses with the BERS and the RADQ. Figures 3–5 (pages 112 & 113) illustrate the findings from fac tor, correla tional, and regression analyses. Results were indicative of promising reliability and validity for the BAT. 
	Finally, are the five Subscales of the BERS and the BAT-18 experimental measure consistent with training requested by foster parents? Analysis utilized text comparisons of the BERS subscales with open-ended responses collected from foster parents in which they identified personal training needs. Findings included the following (numbers indicate the number of foster parents specifi cally requesting training in each category):  
	 

	 Interpersonal Strengths-related training requests: (a) 10–Anger Management, (b) 10–Communication & Conflict Resolution, (c) 7–Sexual Exploitation: Sexuality as Acting Out & Sexually Intrusive Behaviors, (d) 5–Oppositional Behavior; (e) 5–Team Building, and (f) 4–Cultural Competence. 
	 
	 Family Involvement-related training requests: (a) 25–Behavioral Assessment & Manage ment; (b) 18–Parents: Birth Parent Relation ships, Mediation  
	of Conflicts Among All “Family;” (c) 8–Parents: Setting Limits & Boundaries, Assertive ness, Consequences of Passive & Active Aggression; and (d) 3–Parents Education. 
	 Intrapersonal Strengths-related training requests: (a) 12–Helping Hurting Kids: PTSD, Self-esteem, Study Skills, Abuse Issues, Motivation for Healing & Change; (b) 11–Substance Abuse: Harm Reduc tion, 6–Grief & Loss; (c) 3–Suicide Prevention. 
	 Figure 3. Factor Loadings for Items in the Biopyschosocial Attachment types (BAT 18) Scale 
	 
	 
	 
	 
	 School Functioning-related training requests: (a) 27–FAS/FAE/NAS: Applied & Understanding, Teens & Adult; (b) 11–ADD/ADHD: Applied & Under stand ing; and (c) 8–Developmental Disabilities: Discipline, Pervasive Developmental Disability, Brain Damage & Learning Disabilities. 
	 Affective Strengths-related training requests: (a) 11–Safeguarding & Self Care: Foster Families, Self-help Support Groups; (b) 7–Independ ent Living; (c) 6–Grief & Loss; (d) 3–Stress Manage ment; and (e) 3–Suicide Prevention. 
	 
	 Attachment & Bonding-related training requests: 28–Attachment & Bonding: Parenting Techniques, Reactive Attachment Disorder and Attachment Disorder, Insecure Attachment, Incremental Bonding for Healing, Biopsychosocial Attachment Types: A Framework for Healing, and Sibling Relationships. 
	 
	 Finally, other training requests were reflected that were judged as related to other needs of foster parents: (a) 21–Children’s Mental Health: Bipolar, Eating Disor ders, Autism, Schizophrenia, Con duct Disorder, Depression, Learning Disabilities, Tourette’s, Resil ience & Prevention, and Seeking Professional Help; (b) 14–Parenting Teens: Posi tive Peer Culture, Social Responsibility, and Youth Justice; and (c) Government & Policy-Practice: 5–Child Welfare Legislation, 5–Policies & Proce dures RE: Foster Care, and 3–Advo cating for Funding & Services  
	 
	Scores on the BERS were used to examine strengths of children in foster care, and the children participants described in the study showed many needs for the ex pansion of strengths. The experimental measure of Attachment yielded promising results on assessments of reliability and validity and was therefore included in the analysis of the training data. Finally, the BCFFPA found connecting the subscales with the textual data on training helped them clarify and reduce the infor mation to a useable form capable of guiding the scheduling of future training.  
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	Core Concepts of Family-Centered Care: 
	 
	This project evolved from a collaborative partner ship that developed over a number of years between a team of bilingual/bicultural mental health clinicians working for Central Contra Costa County Children’s Community Mental Health Center and Mt. Diablo School District’s Meadow Homes Elementary School.  
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