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WhoWeAreat UMM S:

Multidisciplinary group: psychology,
occupational therapy, public policy,
mental health law, rehabilitation

Resear chers, clinicians, advocates, family
members

Par ents with mental iliness
Strategic Planning Group




Why are we committed to this?

Parental mental ilinessis prevalent.
Par enting Is a meaningful liferole.
|f parents do better, children will do better.

T her e ar e effective tr eatment and
rehabilitation strategies.

There are opportunitiesfor prevention, and
the promotion of resilience.

| nattention or inappropriate attention haslife-
threatening conseguences.



HIOW many’ parents with mental

lIness arethere?
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National Comorbidity Survey

Nationally representative sample of U.S.
Prevalence, incidence and risk factor study
Administered between 9/90 and 9/92
Resear ch diagnostic interview (DSM-I11-R)

8,098 non-institutionalized civilian

respondentsage 15-54'in Part I'; 5,877 In
Part ||



Nationall Comorbidity Study (NCS)

L ifetime prevalence of disorder (Kessler et al,
1994)

4590 of American women
30% of American men

Prevalence of parenthood (Nicholson et al,
200/0)

68% of women with disorder s are mothers
57% of men with disorders arefathers



NCS: Prevalence ofi Parenthoeod
Nno diagnosisVv. any diagnosis V.
serious and persisient mental iliness
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Women and men with a
lifetime prevalence of
psychiatric diserder areat |east
as likely to be parents asare
adults without psychiatric
disorder.



Prevalence of Parenthood

Disorders % Women = % Men =
Mothers Fathers

PTSD

Psychosis




The majority of adultsin all
diagnostic categories are
parents, including those

meeting criteriafor affective

and anxiety disorders, PT SD,
and non-affective psychosis.



How many have
parents with mental 1liness?

many millions

Increased risk of problems
many are resilient



Child and Family Descriptive Study

Family History
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Family History



We know a great deal about

children from studies:

Children whose par ents have mental
Ilinessare at greater risk for developing
problemsthan children whose parentsdo
not.

Many children whose parents have
mental illness do well.

Child outcomes appear toberelated to
many variables, alone or In combination
with parental mental illness.



Overlapping I'ssues & Needs

Families

Adults living
with with both

Mental
llIness

Children
with SED




HOW many parents - - - custoay
Ol thelr challdren?




“...Because of the mental iliness
you'relabeled. Everything you
say ISnull and void because
you'relabeed asbeng
mentally ill.”



“...No medication IS going to
siow me dewn. | havea 2-1/2
year old daugnter. | haveto be
active for that reason. | haveto
beright behind her everywhere
she goes...”



“...In reality I don’t want to go
[tothe hospital]. | want te be
home: | want to be the mother .
| want to be in charge of the
house...cooking, cleaning,
taking care of everybody,
changing diapers.”



“...WWhen you’re doing good,
nobody’ stherefor you...but
when they find out the least
little bit wrong, they’re there
on you, letting you knew all the
negative... No poesitive.”



“And when they come in and
they say, ‘We're taking What you
have left--that’s keeping you
alive' ...\What do you think
then?...You'reatailure
completely...”



“...My heart got ripped out
when you took my Kids...IT |
had my children | would®ve
tried that much harder. | could
not put my whole heart intormy
therapy because I"'was so
worried about my kids all the
time...”



“...How doyou establisn a
loving réationship with your
child...when you’'re not with

them alot? They don’t seeyou
on aregular basisand you
can’t show them your lovein
the nor mal waysthat mothers
snow their leve...”



“...Nothing In thisworld Is
confidential...conversations
you havewith your
therapist...l can’t fully open
up...becauseall my recordsare
going to besubpoeenaed into
court.”



Parent’s
Mental lliness

pid Thinking”
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What “ works™ 1or ramilies
JJ\/JrJ\/\/JFf errrr,al mental




National Program Survey*:
Programs | dentified (n=48)

20 high-specificity: developed for and
targeted to parents with mental iliness; 2
discontinued - funding cuts,

13 medium-specificity: provide parenting
services, but not specifically to parents
with mental ilIness

15 low-specificity: adults with mental
IlIness participate, but parenting services
not available (1999-2000)



Range of | nterventions &
Services for Parents

Generic rehabilitation programs
Parent education/support groups

Center-based parents programs:
therapy & education/support

Home- or center-based parents
Orograms with case management

Residential treatment programs




Range of | nterventions &
Servicesfor Children

No child services

Child care with; education/support group
Child carewith dyadic ther apy

Dyadic or family intervention
Therapeutic nursery



Inneyvative Programsfor Parents

Invisible Children’s Program: Goshen, NY
Emer son Davis Center: Brooklyn, NY
Children & Parents Together: Commack, NY
Family Support Services. lowa City, |A

San Francisco General Hospital Programs

Women’s | npatient Unit
Outpatient OB-Psych Clinic
| nfant-Par ent Program



Core Program Components

Family case management
Comprehensive array of services
Coordination of multiple services
Communication among providers

Par enting skills, par ent-child relationship,

education re: child development

24-hr. crisisintervention & support
Services

Flexible fundsto meet unique needs



Key Program; | ngredients:

\WWhat contributes to change?

Family-centered
Integration of adult and child services
Interagency collaboration
funding to meet family’s needs

Strengths-based
non-judgmental approach
support of positive adult role model
trusting provider-family r elationship



ICP.— A Briet History

Began in 1993 — MHA in Orange County, NY

Program goals: “ To empower parents and
assist them in the creation of a safe and
nurturing environment for their children while
supporting effortsin keeping the family unit
together.”
Guiding principles

Parents want to bethe best parentsthey can be

Theact of parenting isa significant, oftentimes
healing role for adults with mental'illness



ICP — A Brief History (continued)

Rural, politically conservative community,
limited public transportation and safe and
affordable housing

Primary funding form NYOMH

Family-centered, family-strengths case
management model

Emphasis on collaboration



|CP Evaluation

Goals;

To describe and document | CP practices

ToexaminelCP in relationship to meaningful
outcomes (family functioning, CW involvement,
Ser vices costs)

100% of familieswith Child Welfare
Involvement (n=8; 50% of all | CP families)

Methodology: | nterviews, fileextraction, child
and family measures (BERS, CBCL , FCBYS),
| CP and child welfar e servicecosts



Key Eindings

Five services and key program ingredients
Availability of case manager

Strengths-based, non-judgmental approach
Trusting relationship
Emotional support

Liaison with Child Welfare
Other key ingredients
Parents. Flexible funds
| CP: Referral and coordination of multiple services
Child Welfare: MH expertise, sharing family information



Eamily Outcomes (% Iimproved)

Psychiatric hospitalization (62%)
Housing (87%)

Mental health and medical care (100%)
Employment/education (75% )

Social support network (87%)
Parenting (87%)

School attendance (62%)

Custody status (87%)



Cost of Services

Overall service costs increased for most families (n=7)

Reflected increased intensive case management, services not
provided by child welfare

One family had decreased costs overall
Five families had decreased Child Welfar e costs



Conclusions

Familiesrecaving | CP services improved
across multiple outcomes

| mprovement was reported by parents, | CP
case managers, and child welfare workers

“Children would not have been returned home
or maintained in home without | CP”

Costsincreased, but avoided more expensive,
disruptive and potentially damagingout of
home placements (hospitalization, residential
or foster care)



Policy | mplications/Recommendations

Relevance of family-center ed case management
| ntegration of adult and child service sectors

Education re: prevalence of parenthood among
adults with M, strengthsand challenges of
parents, and benefits of appropriate supports

Work with families, not individuals in 1solation
Flexible funds

Documentation of programsto facilitate
evaluation to cr eate evidence-base



Family-centered,
strengtins-based, trauma-
sensitive practices require

a paradigm saift in the
way providersview and
Intervene with, families.

(e.q., Friesen & Koroloff)



Goal: tocreate opportunities
for Individuals te have
successes, to e successfull, to
develop the positive sense of
self necessary to change the
conditionsof their lives.



“ MYy children give me strengtn,
they give me ruee, they give




WWW.parentingwell.org




