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Protective Parenting

Having a mental illness — like depression, anxiety, bipolar, or an addiction — can sometimes make you
feel unhappy, afraid, tired, or confused. Sometimes the illness might cause you to do things you wish
you didn’t. You might worry about how your illness affects your children.

You can have a mental illness and still be a good parent.

We know from research that there are things that you and others can do to help your child feel safe and
loved, even when you are unwell. They are called “protective factors”.

We know that when a parent has a mental iliness their children do best when:

e They have a caring adult who they can talk to about their thoughts and feelings

e They have information about their parent’s iliness that makes sense for their age

o They are reassured that their parent’s illness and behaviour is not their fault

e They have people who they know will take care of them

e They are involved in activities in the community on a regular basis (such as sports,
music, art, or other clubs), and they get to go to those activities even when their parent
is unwell

e They keep a positive connection with their parent and they are able to resolve any angry
or hurt feelings they might have

Tips for Talking to Children About a Parent’s Mental lliness

We know from research that children and teenagers usually cope better when they can talk to someone
about their concerns and ask questions about their parent’s mental illness. It helps if they can talk to any
caring adult, but it is even better if they can talk with the parent who has the illness when that parent is
well. They may have questions like like, “Is dad feeling this way because of me?” “Will | get sick too” and
“Who will take care of me?” or “What will happen to mom?” When a child has the right information
about their parent’s illness, it helps them understand that it’s not their fault and that their parent still
loves them, even when they are having a hard time because of their illness.

Quick Tips

e Ljsten quietly so that you give them the chance to explain what they think and feel.

e After you have listened, show them that you’ve heard what they said (e.g., name the
feelings they expressed, like “You’re pretty worried about Mommy, huh?” or “It sounds like
you were really scared when Daddy yelled like that”)

e Answer specific questions and offer reassurance

e Give information based on what your child asks — remember they may not be ready to
understand or hear everything about your illness

e Reading books with your child/teen about families dealing with mental illness may help
answer some of your child’s questions and help them realize that your family is not alone in
dealing with mental illness



Explain plans for how you are taking care of yourself and who else is helping you care for
yourself

Explain plans for who will take care of your child if you become very ill

Try not to take your child’s feelings too personally, but if it is hard for you to hear, ask
someone else to be the listener for your child

Tips for Providing Consistent Care

Children and teens do best when they know that they know what to expect and when they know that

they will be cared for. Regular routines, clear family rules, and consistent discipline helps them feel

secure. If you set up clear routines and rules when you are well, then it will be easier to keep them going

when you are not well. Making the rules clear helps you be consistent, so your children know what is

expected of them.

QuickTips

Consistent times for meals, naps, baths, and bedtimes. These are especially important for
young children.

Teens also benefit from routine with some flexibility. These include setting up specific times
for homework and lights out before bed.

It helps to only have a few rules that cover the things that you think are important. That
will make it easier for you and your children to remember and follow through with the rules
you have set.

Be sure your children understand what will happen if a rule is broken. That way you don’t
have to decide in the moment what has to be done and your child is less likely to argue or
feel resentful because they didn’t know what to expect.

As your children get older, have them help decide what the rules and consequences will be
Provide other people who help care for your children with a list of family rules and
consequences

Remember to tell them what they did that was good (like, “I liked the way that you picked
up all those toys” or “Thanks for taking out the garbage. | didn’t even have to remind you.”)
Sign your child up for activities in your community

Make arrangements to help make sure that your child gets to school on time every day

Tips for Keeping a Positive Parent-Child Connection

Working on keeping a positive connection with your child/teen — when you’re well and when you're ill -

is important for helping your child continue to feel secure and loved.

Quick Tips

Spend time with your child (listening, talking, doing hobbies/activities together)
Show them affection (like saying “I love you”, kissing, hugging, touching, playing)



e Learn and practice strategies for managing your own angry feelings (e.g., count to 10,
take deep breaths, lower your voice, take time on your own to calm down)

e Take time to talk about and mend angry or hurt feelings after a conflict with your child
(e.g., say “l love you”, “I'm sorry”, give a hug, talk about how each of you can do things
differently the next time)

Tips for Parenting when Your lliness Makes it More Difficult Than Usual

Even when your illness is causing you more difficulty than usual, there are things you and your
supporters can do to help keep protective factors in place for your child.

Quick Tips

o If your illness is making it hard for you to talk to and listen to your child, ask someone else
that you trust to talk to your children about your illness and what will happen to them while
you are unwell

e Keep your connection with your child going with low-energy activities (e.g., cuddling while
watching a video, reading a storybook together, looking at family photos together, going for
a car ride, brushing each other’s hair)

e Hugs are a good way to provide reassurance

e Plan ahead for who will take care of your child in situations when your illness makes it
more difficult for you to do so

e Try to stick to the rules and routines that you have set up, and ask other caregivers to do
the same

e Use written or visual ways to remember things (for example, a chart or a note on the
fridge)

e Ifyou cannot take your child to their regular activities in the community, ask someone else
that you trust to help (e.g., a friend, family member, neighbor, coach/activity leader, or
another parent)

e Don’t try to do everything, focus on what is most important and the things you can do
something about

o Ask for help from family and friends

e Use childcare or ask a friend or family member to watch your children so you can get a
break or rest

e Use your best time of day for tasks that take more energy (such as late afternoon)

e Nurture yourself on a regular basis by doing things that you enjoy and help you to relax
(e.g., taking a walk, spending time with friends, listening to music, watching TV, baking)



Caregiver’'s Wellness Plan

Practice Tips for Service Providers

The attached ‘Caregiver’'s Wellness Plan” template is intended to be used
in situations where a caregiver is experiencing mental health difficulties.
This plan is intended to identify the support plan for the caregiver,
indicators that additional supports may be required, and what the
caregiver’'s wishes are for their children should they be unavailable / unable
to care for their child for a period of time. The following practice tips have
been developed in relation to applying this tool in your practice;

Using this template in practice is a process. Although it is helpful to
have a written plan, just having the conversations with caregivers
about the areas included in the template is meaningful and helpful. It
often requires several conversations with the caregiver to complete
this process.

The plan should be written in language that the caregiver and their
support team use. Avoiding professional jargon is suggested.

Empowering the caregiver to identify alternative caregivers ahead of
time decreases their worry and concern for their children when they
are in crisis.

When introducing the idea of developing a ‘Caregiver Wellness Plan”,
explain the purpose to the parent, emphasizing that the goal is to
support the caregiver.

Include the caregiver’s support team as much as possible in
developing this plan. It is helpful if the support team comes together
towards the end of this process to meet to review the information with
the caregiver together. Including the child / youth in this process is
helpful.

This template can be edited / customized for the unique situation of
any family.




Caregiver’'s Wellness Plan — Template

Date:

This plan has been shared with the following people:
1. Name
2. Name

They have agreed to be members of my support team and to follow the guidelines set
below, to the best of their ability.

The purpose of this plan is to provide a clear set of guidelines for actions to be taken by
my support team as part of my personal care plan in living with my mental health
difficulties.

Understanding my mental heath difficulties

| have been diagnosed with (specify) . | sometimes feel
(specify) . Indicators that | may be struggling with my
mental health are:
e List very specific behavior, including mood changes impact on judgment, daily
activities, feelings, thoughts, etc....

Plan of Action

When individuals on my support team observe these indicators, | would like them to
support me by:
e List specifically how each person will support them.

Medication (optional)

| am currently prescribed the following medication:
e Specify

My medication is prescribed and monitored by (name of psychiatrist / family doctor). |
am committed to attending my monthly medication review appointments.

Care for My Child

If my symptoms interfere with my ability to care for my child, | would like the following
plan to be implemented for thier care:

e Specify who will care for the child, and where

e Specify plan for access during this period



Specify who will speak to child and explain the plan

Refer to the attached “Care Plan: Child / Youth” which outlines in detail information
related to the child / youth’s needs, routines and support team.

Parent Checklist (Tick off when completed)

O 0 I R B

0 I R B

| have informed my mental health worker that | have children.

| have informed my family doctor that | have children.

| have explained to my child what my illness is and how it can affect me.

| have completed a Child Care Plan for my children in case | need to go to
hospital.

The alternative caregivers that | have identified to care for my child are in
agreement to provide temporary care for my children if | am not able.

| have given a copy of a Child Care Plan to my mental health worker.

| have given a copy of a Child Care Plan to my family doctor.

| have given a copy of a Child Care Plan to their teacher/s.

Other people and organizations who have a copy of my Child’s Care Plan.
Please list:

(Source: Initiative of Children of Mentally Ill Consumers, under the auspices of the

Mental lliness Fellowship of South Australia. See www.copmi.net.au )

This plan will be reviewed by me and my support team in (specify time period). If I want
to change this plan prior to that date, | should notify (specify who on the support team
should be notified). If | become unwell and temporarily unable to care for my children, |
give consent for this Plan to be implemented:

Name of Parent/Caregiver Name of Witness

Signature of Parent/Caregiver: Signature of Witness:



http://www.copmi.net.au/

Date: Date:

Support Team signatures

(name) (signature)

(name) (signature)

(name) (signature)



Care Plan: Child & Youth

Practice Tips for Service Providers

The attached Care Plan template is intended to be used in situations where
a caregiver may become unavailable to care for their child / children due to
their mental health. The following practice tips have been developed in
relation to applying this tool in your practice;

Best practice is to gathering medical, educational and caregiving
information about the children when the caregiver is not in a crisis.
Empowering the caregiver to identify alternative caregivers ahead of
time decreases their worry and concern for their children when they
are in crisis.

Older children should be included and consulted with in developing
the plan about alternative caregivers.

When introducing the idea of developing a Care Plan for children,
discuss the purpose with the caregiver. The plan may never be used-
but having a plan will support the caregiver and children in times of
crisis.

Include the caregivers support team as much as possible in
developing Care Plans.

This care plan is specific to the children- refer to “Caregiver’s
Wellness Plan” tool which outlines additional information related to
the wellbeing of the caregiver.

This template can be edited / customized for the unique situation of
any family.




Care Plan: Child / Youth

This Care Plan aims to help parents if they become unwell and are temporarily unable
to care for their children. Please complete your details and your children’s details. If
you are unsure, ask you mental health worker, your Doctor, or a close trusted relative or
friend for help. It is important to include your child in the planning and ask for their
input. It can be so reassuring for your child to know what will happen should you
become unwell and either need respite or spend time in hospital.

Personal, Health & Contact Information

Child’s Information

Child’s Name Date of Birth OHIP # Allergies / medical School & Teacher
conditions

Caregiver’s Information

Caregiver’s Name Contact # Email Address Address

Support Team’s Contact information: Include formal (Family Doctor, mental
health workers) and informal (friends, families who are part of the plan)

Name Relationship Contact information
Kids Help Phone Support telephone line 1-888-668-6868
CMHA Cirisis Service Adult Crisis Service 1-866-531-2600
Crisis and Intake Team | Child / Youth mental health 519-433-0334
services




Do any of your children have allergies?

Child’s Name Allergy

Known Treatment
Reaction

Are any of your children on any current medication?

Child’s Name Medication

Dose Times to be Given

Are there any contact restrictions? (ie. CUSTODY Restrictions)

Caregiving and Educational information

Do any of the children have any specific concerns or worries? This may include events
which have previously happened in the child/young person’s life.

Child’s Name

Concerns or Worries

School Contact Details

Name of School,
After School Care
Name of Child or Child Care

Teacher's Name Phone Number

Information related to the education plan that is important to note:




Indicate in order of preference, adult caregivers that your child/children can stay with if
you need to go to hospital, or are unable to care for them.

Name of Child Name of Proposed Address & Phone Are they aware of
Caregiver Number this plan?

Are there any cultural, religious, spiritual or language influences for the child/young
person?

Child’s Name Cultural, religious, or spiritual

Child/Children’s special dietary requirements, eg. diabetic, gluten free, lactose
intolerant, vegetarian, etc.

Child’s Name Food likes/dislikes, including baby formula details

Child/Children’s Other Needs / Routines

Community activities and routines: sports, household
Child’s Name tasks, bedtime routine, special Toys, Care of Pets, etc.

Other Information:




Template Letter to a School / Day Care Provider

Practice Tips For Service Providers

Informing school and day-care staff about the child’s care plan in advance is
helpful when the plan needs to be implemented.

There are many ways in which a caregiver could communicate with school / day-
care staff. Attached is a template that could be used by the caregiver.

The template can be edited to include as much, or as little, information as the
caregiver is comfortable sharing.

Ensure that the information on file at the school / daycare remains up to date.

When working with school / daycare staff, encourage them to reinforce with the
child 7 youth that mental illness is just another form of illness and not something
to be frightened or ashamed of.




To:

(teacher, school counselor, principal)

Re:

(child’'s name)

| would like to share with you the ‘Care Plan’ that has been developed for

(child’'s name)

There may be times when | need extra support as a parent. The following people have
agreed to provide this extra support to my child:

(name) (relationship)

(contact information)

This person has agreed to inform you when our family is experiencing a stressful time
so that you can provide extra support to my child, as needed. They will be available to
meet with you to develop appropriate support strategies.

In the event | need to be out of the home, my child will be cared for by:

(name) (relationship)

(contact information)

The plan will be for my child to continue to attend their home school. Should you have
any questions or concerns, please contact either of these people.

(signature) (date)



Children’s Aid Society and Parental Mental Health

Quick facts:

We ane thene to telpp!

QZ Will CAS be involved just because | have a mental illness?

A: No, many parents with mental illness are able to parent safely.
Q: Why may CAS be called?

A: ifitis suspected that a mental health challenge may negatively

impact your ability to meet your children’s needs, any member of the
community has a duty to report this to the CAS.

Q: What can | expect if CAS becomes involved with my family?

A: CAS wants to keep children safe and families together:

v A CAS worker will talk to parents and others who are caring for the
child, or children and his/her siblings, and anyone else who may
work to help your family

v The CAS will work to help parents and the child’s existing support
system to make a plan for your family.

QZ Can | call CAS if | have other questions?

A: Yes, Parents may call an intake screener @519-455-9000 with any

qguestions about the safety or wellbeing of their children.



Frequently Asked Questions from Children / Youth

Practice Tips for Service Providers

Use language that the child understands- based on their developmental
stage.

When introducing a new term (eg. Mental illness) explain to the child what it
means in a child-centered manner.

When speaking to children / youth, ensure you are validating their
experiences and feelings.

Additional resources for speaking to children / youth about a caregiver's
mental health difficulty include;

o Center for Addiction and Mental Health "What Kids want to know..."

brochure series;
» http://www.camh.ca/en/hospital/health_information/for_childr
en_youth/Pages/default.aspx
0 Children and youth books at the library (see attached reading list)
0 Mind your Mind website

=  www.mindyourmind.ca

e Including the child / youth's caregivers in this process is helpful.



http://www.camh.ca/en/hospital/health_information/for_children_youth/Pages/default.aspx
http://www.camh.ca/en/hospital/health_information/for_children_youth/Pages/default.aspx
http://www.mindyourmind.ca/

If your mom or dad has a mental illness it is likely there are many questions you
would like answered...

What is it? Will I get it too?

We all experience mental health problems. Sometimes we feel sad, worried, angry or scared.
These feelings are all okay and are normal, but don't usually last very long. If they do last for a
long time, become overwhelming or get in the way of your day to day life, then it may be more
serious. Mental illness is different than these regular emotions, it involves our mind and
feelings, these feelings often take more than just something good to happen to make it better.

How can I tell if a parent is struggling with their mental health?

Mom or dad may want to stay in bed and sleep lots, they may want to be left alone or may seem
sad and cry often. Sometimes they may not be able to do things they used to do, like
showering, cooking, visiting with friends or hanging out with you.

*Remember: It is not your fault if your parent has a mental illness/*

What's going to happen to my parents?

Example: A parent living with depression:
"Sometimes your parent may need to talk to someone. This could be a doctor, counsellor, or a
psychologist (sy-kolo-gist) and maybe a psychiatrist (sy-kia-trist) who can help mom or dad to
find the right care or medicine to help them get better. Sometimes a parent may need to stay
in the hospital for a while.”

*Remember: It is okay to go visit them there!*

What can I do to help myself?

Do things you like to do, like sports or hanging out with your friends

Ask for help!

Write down or draw how you feel and then you can share it with an adult you trust

Keep a list of good things that happen each day and look at it when things don't feel good
Make a care plan - who you can stay with if mom or dad is not well

Talk, talk, talk to someone you trust. This could be an aunt, uncle, grandparents, teacher,
school counsellor, or a close friend. They can help you to understand.

AN NN

*Remember: Anyone can have a mental illness, it can happen to all kinds of people. Lots of
famous people like Britney Spears, Michael Jackson, Justin Timberlake and Lindsay Lohan
have all had mental illnesses! You are not alone, and neither are your parents.




Sample Reading List for Children / Youth

Picture books:
e Sometimes My Mommy Gets Angry; Campbell, B. M.
e Mama One, Mama Two,; MaclLauchlan, Patricia

Fiction: 8-12 Years Old

e Travels with Rainie Marie; Martin, Patricia
e The Shell Lady’s Daughter; Adler, Carol, S.
e Pocket Change; Jensen, Kathryn

e The Keeper; Naylor, Phyllis Reynolds

e A Piece of Heaven; Wyeth, Sharon Dennis

Fiction: Young Adult

e Adrift; Burtinshaw, Julie

e Amazing Gracie; Cannon, A.E.

e My Father the Nut Case; Caseley, Judith
e St. Michael’s Scales; Connelly, Neil

e Pictures of the Dark, McCord, Patricia

Information Books for Children

e (Can | Catch a Cold; Kelbaugh, Gretchen; CMHA

e Bi-Polar disorder and Depression; Gold, Susan Dudley
e Know About Mental lllness: Hyde, M. O. & Forsyth, M
e When a Parent is Mentally Ill; Ross, Allison

e FEverything You Need to Know About Schizophrenia; Freidman, Michelle. S




y%y Kid to Kid

Kid to Kid

=

Kid to Kid

=

[ 4

e

\ \

\

E
LS
€

Do you know a child
between 7 & 14 years
who is coping with
mental illness in his/her family?

KID TO KID

Helps kids understand more about mental
iliness & helps them connect with others in a
similar situation

Provides an accepting and sharing place for

kids dealing with this issue 1, /

Suggests coping and self-care strategies

Kid to Kid

This is done in a small group with
2 experienced adult facilitators
TUESDAYS, 4:30 - 5:45 PM. Groups are
offered several times each year. Please call
for specific dates and to register.
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For more information, contact:

Marion Whitfield, Madame Vanier Children's
Services, Crisis & Intake 519-433-0334.
Please ask for INTAKE into KID to KID

Kid to Kid y . L




Wellness Planning with Children and Youth “My Action Plan”

Children and youth need to be involved in developing this individual plan for themselves when there is a
family crisis. This will help reduce their worry about what will be happening for them and the family,
during a crisis. This should be done with the parent/guardian as well. Use the template “My Action Plan”
to assist with the planning and leave this plan with the child/youth, the parent/guardian, and anyone
who is identified as a support person within the plan.

WHY - have a discussion with the family about the types of possible situations that might occur that
would require the child/youth’s wellness plan to be implemented. Talk about the mental health problem
openly.

WHEN - have a discussion with the family and try to identify the cues or events that would alert the
child/youth that the plan would need to put in place.

WHO - ask the child/youth to identify the people in their lives that they trust...for example: peers;
coach; teacher; or neighbour. It could be a more formal like the CIT (Crisis Intake) line 519 433 0334. The
child/youth may not see certain people as supports. It is important that these are the people that the
child/youth trusts. Include contact information and addresses.

WHERE -identify where the child youth will be going (they should have some say) if they need to stay
with a support person while parent is not available. The child’s current activities should continue if at all
possible. This would include attending their school, afterschool clubs, sports or other activities.
Arrangements for transporting of the child/youth need to be made. The child/youth needs to know how
they will get to school and their activities.

WHAT - Ask the child/youth to identify their favorite toys/electronic game/stuffed animal that helps
them to stay calm when dealing with transitions or change. This is to ensure that this item is taken with
the child/youth if they need to leave the family home. This is to minimize disruption in their lives.

WHAT - Identify with the child/youth their favorite food. Food can be comforting and having food that
they like will help the child/youth during their transition.
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Who? My Action Plan Where?

Why') When?
What?
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Parental Mental Health Toolkit Introduction

Supporting families where a caregiver has mental health difficulties requires a family-
centered, collaborative and multi-system approach. Throughout this toolkit, the term
caregiver is defined as any person caring for a child (for example a parent, kinship
caregiver, etc..). This toolkit provides service providers and family members with
information, resources and tools that were developed based on existing leading
practices literature and based on the practice wisdom of professionals in the field.

This toolkit is divided into 3 sections;
1. Information and tools for caregivers;
2. Information and tools for children and youth;
3. Information and tools for service providers

Within each section, there are multiple resources and handouts that can be used as
needed. Service providers are encouraged to familiarize themselves with the tools
contained in this kit, and select tools as needed when working with families. We have
included practice guidelines for each section to assist service providers in applying the
tool into practice. There are other helpful tools and resources outside of this kit that
service providers may utilize.

This toolkit was developed by the “Parental Mental Health Community of Practice” in
London and Middlesex. This COP includes representatives from CYMH and the child
welfare sectors. We welcome any feedback related to this toolkit as it is a work in
progress and is revised and updated regularly. We can be contacted at
ParentMentalHeath@vanier.com.
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Organizational Policies and Practices
TO SUPPORT HIGH QUALITY PARENTAL MENTAL HEALTH SERVICES

Recent literature suggests that more than one
in ten Canadian children under age 12 has a
mentally ill parent. Of these, most parents
(78%) reported not receiving mental health
care (Na, 2014). It is also estimated that 15-21%
of Canadian children and youth are affected
by mental health disorders that cause some
significant symptoms or impairment
(Government of Ontario, 2006). It is then not sur-
prising that children serving agencies, child
protection services and the adult mental
health sector are being presented with fami-
lies with multiple-complex needs.

It is not enough to have knowledge of the best
practices in working with families affected by
parental mental health problems; there must
be policy in the system and a plan to imple-
ment this knowledge into practice. Maybery
and Reupert (2009) developed a model de-
signed as a hierarchy of points of intervention
to affect workforce change, because it is un-
likely that higher level activities can be suc-
cessful unless the lower levels of the hierarchy

already exist in the organization.

Hierarchy of Points of Intervention to

Affect Workforce Change

THE ORGANIZATION OF
HEALTH SERVICES

THE GEOGRAPHICAL
CONDITIONS

(Maybery & Reupert, 2009)

The base level: represents the importance of the
policies within an organization. Strategies to change
practice have to be embedded in the organization, and
management needs to be onboard with the aims to
change.

The second level: represents issues relating to the
workforce, looking at attitudes, skills, and knowledge.

The third level: represents client engagement.
Once organizational support has been established and
training has been provided, workers are in a better po-
sition to engage with parents and to identify and work
appropriately with their family, including children

The final level: Children and Families are reached
as barriers that families bring will be less prevalent,
when the organizational issues and worker attitude,
skill and knowledge gaps or problems have been ad-
dressed.



CAPACITY TO MEET THE INDIVIDUAL NEEDS
OF CHILDREN, PARENTS AND FAMILIES

It should be a priority to enable fami-
lies to get the support they need as
soon as possible and the focus should
be on promoting good mental health
and wellbeing for all family members

(Social Care Institute for Excellence, 2011).

Services that meet the full spectrum

of need in families include:

» Services that tackle secondary issues due
to poverty and isolation;

o Family-focused mental health services;

o Services for families who are less severe,
but need help in maintaining their
health and wellbeing;

o Interventions that will reduce other
stressors on parents (e.g., relief plans
shared care options);

« Services for young carers;

o Services that help parents with parenting
(e.g., childcare, parenting courses);

o Services that support parents through a
crisis.

Service provision processes need to

be developed that enable:

o Parents and children to be involved;

o Cross-sector collaboration;

o The development of non-traditional and
creative ways of delivering services as a
means of targeting families and improv-
ing access;

« Service provision based on reliable infor-
mation about how well services are
meeting local needs;

o Ongoing monitoring and evaluation to
inform future planning.

Collaboration, Coordination &
Consultation

Organizations can:

v Develop interagency policies/protocols in collab-
oration with parents and children that include a
performance management and evaluation frame-
work to ensure their use in everyday practice.

v Develop, implement and regularly review inter-
agency protocols that include clear pathways for
decision making, that are explicit in who makes de-
cisions and in what circumstances, so that decisions
are timely and delays in allocating services are
avoided.

v Develop information-sharing and joint working
policies/protocols to improve communication, coor-
dination and collaboration within their organization
and across agencies.

v Develop and implement ‘family’ threshold criteria
for access to services that takes into account the in-
dividual and combined needs of children, parents
and families. Making sure that vulnerable families
meet necessary service thresholds, to ensure better
access to services regardless of setting and agency.



SUPPORTING STAFF, SUPPORTING FAMILIES

STAFF SUPPORT & SUPERVISION

O Adequate support is provided to increase staff satisfaction and ability to adapt practices
appropriate to each child, parent and family.

O New systems and tools are developed in collaboration with parents and children to
routinely collect information about families where a parent has a mental health problem
and record the data for future use.

O Existing assessments and recording processes are adapted or new ones developed, that
take into account the whole family.

O Staff are provided with assessment tools that identify the needs of parents, children
and young carers, and take into account families strengths as well as their difficulties.

STAFF TRAINING

O Training to improve the functioning and effectiveness of interagency working will sup-
port in the making of joint-assessments and the development of coordinated care plans.

O Increased knowledge and understanding of mental health problems and their impact
on the family in the present, over time and across generations, helps staff to identify when
to intervene early or as a preventative measure.

O Training is necessary to recognize signs of adult mental distress so staff are aware of
neglect, abuse and domestic violence, and are equipped to follow any safety seeking or du-
ty to report procedures necessary.

O Training may also be needed in knowing how to talk with children, young people, and
adults to support the use of new screening tools as well as training to clarify roles and re-
sponsibilities in terms of collecting this information and action on it.




Towards an Integrated Mental Health System

In 2014 partners from the London community
jointed together forming TIMHS, an intra-
agency community of practice, designed to
help support the needs of entire families af-
fected by parental mental health issues.

The aim of TIMHS is to create effective collab-
oration across sectors of children and adult
mental health as well as child welfare sector,
effectively servicing entire families, supporting
mental health and alleviating risk of future
harm.

The process of coordinated mental health ser-
vices for children and parents including plan-
ning with all members of family systems as
well as service providers, is seen to be an im-
portant shift in response to parental mental
health.

Competencies for Practice in the Field of Pa-
rental Mental Health were developed to assist
community partners for the TIMHS initiative
to highlight personal and organizational
strengths and opportunities for improvement.

MEMBERSHIP

The group is open to a wide range of members, includ-
ing staff, managers, and senior managers of organiza-
tions providing mental health services for child, youth,
and adult populations, physicians and independent ser-
vice providers, representatives for parents and for cul-
tural community groups, and representatives from the
justice, child protection, and educational sectors.

To date, participants have come from the following
agencies:

Parent Representatives; V anier Children’s Services;
Craigwood Youth Services; Merrymount Family Support
and Crisis Center; Child and Parent Resource Institute ;
Children’s Aid Society London and Middlesex; Merry-
mount Family Support and Crisis Center; Southwest
Ontario Aboriginal Health Access Centre; Middlesex
Public Health Unit; Canadian Mental Health Association
Middlesex; London Health Science Centre ; St. Joseph’s
Health Care; Center for Addiction and Mental Health;
Daya Counselling Center; Family Service Thames Valley;
Addiction Services Thames Valley; Southwest Ontario
Aboriginal Health Access Centre; University of Western
Ontario; Thames Valley District School Board; Private
Practice

REFERENCES

Government of Ontario. (2006). A shared responsibility: Ontario’s

CHAIR: DR. JEFF CARTER

Vanier Children’s Services
871 Trafalgar St.

London ON

N5Z 1E6

Phone: 519-433-3101
Fax: 519-433-1302
E-mail: jcarter@vanier.com

policy framework for child and youth mental health. Ministry
of Children and Youth Services. Retrieved from: http://
www.children.gov.on.ca/htdocs/english/documents/topics/
specialneeds/mentalhealth /framework.pdf

Maybery, D., & Reupert, A. (2009). Parental mental illness: a review of

barriers and issues for working with families and children.
Journal of Psychiatric and Mental Health Nursing, 16, 784-
791. doi: 10.1111/j.1365-2850.2009.01456.X

Na, Ling. (2014). From risk to resilience: Support when a parent has a

mental illness. AboutKidsHealth.calWebsite]. Retrieved from
http://www.aboutkidshealth.ca/en/news/newsandfeatures/
pages/helping-children-whose-parent-have-mental- ill
ness.aspx

Social Care Institute for Excellence. (2011). Think child, think parent,

think family: a guide to parental mental health and child wel
fare. Retrieved from: http://www.scie.org.uk/publications/
guides/guide3o/

O


http://www.children.gov.on.ca/htdocs/english/documents/topics/specialneeds/mentalhealth/framework.pdf
http://www.children.gov.on.ca/htdocs/english/documents/topics/specialneeds/mentalhealth/framework.pdf
http://www.children.gov.on.ca/htdocs/english/documents/topics/specialneeds/mentalhealth/framework.pdf
http://www.aboutkidshealth.ca/en/news/newsandfeatures/pages/helping-children-whose-parent-have-mental-illness.aspx
http://www.aboutkidshealth.ca/en/news/newsandfeatures/pages/helping-children-whose-parent-have-mental-illness.aspx
http://www.aboutkidshealth.ca/en/news/newsandfeatures/pages/helping-children-whose-parent-have-mental-illness.aspx

O

Child Welfare Sector

TIMHS
April 2015

Competencies for Practice in the
Field of Parental Mental Health
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The Family Model by Adrian Falkov, (2012)
helps to frame how the parent-child relationship,
the mental health and development of the child,
and mental health of the parent, is intertwined.
It provides a comprehensive account of how
mental illness in a parent is intimately linked to
the mental health and wellbeing of children and
other family members. The model can be used to
facilitate a better understanding of the mutual
interactions and influences between symptoms,
family life circumstances, parents and children.

Supervisors can:

= Develop a whole family perspective and improve
their knowledge and understanding of the interre-
lated nature of mental health difficulties, parenting
and child development, and reflect this learning in
decision making;

= Provide advice and guidance, both informally an
through more formal systems, to help direct service
staff work across agencies and refer families to ap-
propriate services;

= Use information management systems, staff super-
vision, and appraisal to ensure that appropriate
referral, assessment and screening take place.

Attitude and Knowledge
based competencies:

O I know what to look for when considering potential
mental health needs for children, youth and parents.

O I am able to ask the right questions to identify fam-
ilies with a parent with a mental health problem.

O I have a good understanding of the relationships
between risk and protective factors and can identify
these factors.

O I look at the family as a unit and focus on positive
interdependency and supportive relationships.

O I help parents to understand their mental health
problems, their treatment plan, and the potential im-
pacts their mental health problem may have on par-
enting, the parent child-relationship and the child.

O I work with children to have age-appropriate un-
derstandings of what is happening to their parent,
information about what services are available for
them in their situation, and how they can access
these.

O I am able to identify the impact of any mental
health problem on parenting the child.

O I have sufficient training to understand the im-
portance of a family focused approach in identifying
possible issues with parental mental health and know
how to change my practice to support this under-
standing.

O I have developed a working knowledge and confi-
dence in how other services operate, what they have
to offer and how to refer parents to the right services.

O I am proactive in developing good working rela-
tionships with other service providers, so as to facili-
tate joint working and shared case management .



FAMILY FOCUSED ASSESSMENTS

Throughout the literature early identifica-
tion of mental health issues was identified
as critical in supporting the wellbeing of
families. Timely intervention is paramount
and should be aimed at supporting these
parents in properly managing their illness
and symptoms (Westad, & McConnell, 2012).

Those working in child welfare have a role
in identifying possible parental mental
health concerns. Using a family approach is
valuable in assessing the mental health
needs for entire families.

There are gaps in the services between adult
and children sectors that do not reflect the
extent to which parents and children’s
needs are interlinked. Unfortunately, there
are few services that aim to support the en-
tire family.

Different professional groups may not share
the right information as they work to differ-
ent criteria for information-sharing, use a
different language and lack an understand-
ing of each other’s roles. Therefore, it is nec-
essary to be proactive in building collabora-
tive relationships.

Supervisors can:

= Increase their knowledge regarding all parts
of greater mental health sectors.

= Develop strong working relationships across
sectors, particularly at the senior manage-
ment level.

= Foster a culture of respect for staff in other
disciplines.

= Agree and record strategies for the manage-
ment of joint cases where the situation is
complex or there is a risk of poor outcomes.

= Develop new or adapt existing information
management systems to ensure the quality

and timeliness of assessments as part of their

2 day-to-day supervision of staff.

Assessment related Competencies:

O I routinely screen families to identify which par-
ents have mental health problems .

O I take a holistic approach to assessment which
takes into account the environment, family, cultural
and social systems within which individuals live.

O I involve all members of the family including chil-
dren in the process of assessment (as well as subse-
quent care planning and review).

O I consider what support can be provided to main-
tain family wellbeing in my assessments.

O My assessments take into account present and
future needs, considering whether intervening in the
present will help to avoid crisis and prevent future ill
health for any member of the family.

O I have developed good working relationships with
their counterparts in other agencies to support infor-
mation sharing and joint-assessments.

O I have a good understanding of other profession-
als’ roles and their differing perspectives and feel
confident enough to challenge other agencies where
appropriate.

O Iam very clear with families about what infor-
mation is being sought as well as shared, and with
whom, when obtaining informed consent from par-
ents and young people.

O I am well informed about forms of adult mental
health problems, their symptoms and associated be-
haviours that could present a risk of harm to chil-
dren.
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DEVELOPING AND COORDINATING FAMILY-
FOCUSED PLANS

Service Provision related

Competencies

Those who are trusted with supporting chil-
dren’s emotional development and mental
health are often tasked with supporting chil-
dren of parents affected by mental illness.
There is evidence that in order to support chil- O I am transparent and honest with parents

O I ensure that the needs of parents and their
child(ren) are addressed separately and to-
gether in the plan of service.

dren, parents need to be supported in their when I am concerned that their mental health
own mental health recovery as well as in their ~ functioning is negatively impacting parenting,.
parenting skills. O I quickly identify and work to support fami-

It is clear that in order to addressing multiple, 1y members in receiving treatment for mental
complex, and intertwined needs in families, health problems.
cross-sector collaboration is necessary especial- [ Iam clear with all family members about

ly between the adult and child mental health what the plan of service intends to achieve
sectors. However, evidence suggests that effec- and how progress will be measured, including
tive clinical collaboration between services is progress with parents and children’s under-
currently not routine (Maybery, Goodyear, O'Hanlon, ~ Standing of the mental health problem.

Cuff, & Reupert, 2014; Robson & Gingell, 2012). It is neces- O I aim to review the family’s plan of service,
sary to build cross-sector collaboration into and child’s plan of care as close as possible to
current practice. the parent’s mental health care plan review,

ensuring that the plans work better together
and reflect both individual and family goals.

O I work to maintain clear lines of communi-
cation between service providers and individ-
ual family members receiving the services.

O I help parents, children, and young carers,
to recognize when to ask for help and from

whom.
Supervisors can: O I encourage and facilitate the development
. ) of advanced plans with families, ideally in
= Manage an.d.momtor the use of intra- times of stability that address needs for child
agency policies/protocols and make them care in the event that a parent needs to be

part of every day management and practice. hospitalized or is unable to parent.

= Consider adapting an existing management [T help parents with mental health problems
systems to include a requirement for staff to  better deal with their symptoms.

record that they have followed a protocol .

i O I work to prevent crises and promote good
and that managers have observed that this  a.1th and wellbeing.
has happened.



Towards an Integrated Mental Health System

In 2014 partners from the London community
jointed together forming TIMHS, an intra-
agency community of practice, designed to
help support the needs of entire families af-
fected by parental mental health issues.

The aim of TIMHS is to create effective collab-
oration across sectors of children and adult
mental health as well as child welfare sector,
effectively servicing entire families, supporting
mental health and alleviating risk of future
harm.

The process of coordinated mental health ser-
vices for children and parents including plan-
ning with all members of family systems as
well as service providers, is seen to be an im-
portant shift in response to parental mental
health.

Competencies for Practice in the Field of Pa-
rental Mental Health were developed to assist
community partners in the TIMHS initiative
to highlight personal and organizational
strengths and opportunities for improvement.

MEMBERSHIP

The group is open to a wide range of members, includ-
ing staff, managers, and senior managers of organiza-
tions providing mental health services for child, youth,
and adult populations, physicians and independent ser-
vice providers, representatives for parents and for cul-
tural community groups, and representatives from the
justice, child protection, and educational sectors.

To date, participants have come from the following
agencies:

Parent Representatives; Vanier Children’s Services;
Craigwood Youth Services; Merrymount Family Support
and Crisis Center; Child and Parent Resource Institute ;
Children’s Aid Society London and Middlesex; Merry-
mount Family Support and Crisis Center; Southwest
Ontario Aboriginal Health Access Centre; Middlesex
Public Health Unit; Canadian Mental Health Association
Middlesex; London Health Science Centre ; St. Joseph’s
Health Care; Center for Addiction and Mental Health;
Daya Counselling Center; Family Service Thames Valley;
Addiction Services Thames Valley; Southwest Ontario
Aboriginal Health Access Centre; University of Western
Ontario; Thames Valley District School Board; Private
Practice
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Competencies for Practice in the
Field of Parental Mental Health

The Family Model by Adrian Falkov, (2012)
helps to frame how the parent-child relation-
ship, the mental health and development of the
child, and mental health of the parent, is inter-
twined. It provides a comprehensive account of
how mental illness in a parent is intimately
linked to the mental health and wellbeing of
children and other family members. The model
can be used to facilitate a better understanding
of the mutual interactions and influences be-
tween symptoms, family life circumstances,
parents and children.

‘ Risks, stressors and vulnerability factors (
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Managers can:

= Develop a whole family perspective and improve
their knowledge and understanding of the interre-
lated nature of mental health difficulties, parenting
and child development, and reflect this learning in
decision making;

= Provide advice and guidance, both informally an
through more formal systems, to help direct service
staff work across agencies and refer families to ap-
propriate services;

= Use information management systems, staff super-
vision, and appraisal to ensure that appropriate
referral, assessment and screening take place.

Attitude and Knowledge
based competencies:

O I know what to look for when considering poten-
tial mental health needs for children, youth, and par-
ents.

O I am able to ask the right questions to identify
families with a parent with a mental health problem.

O I have a good understanding of the relationship
between risk and protective factors and can identify
these factors.

O I look at the family as a unit and focus on positive
interdependency and supportive relationships.

O I work with children to have age-appropriate un-
derstandings of what is happening to their parent,
information about what services are available for
them in their situation, and how they can access
these.

O Ireassure parents that identifying a need for sup-
port is a way of preventing rather than precipitating
child protection measures.

O I am able to identify the impact of any mental
health problem on parenting the child.

O I have sufficient training to understand the im-
portance of a family focused approach in identifying
possible issues with parental mental health and know
how to change my practice to support this under-
standing.

O I have developed a working knowledge and confi-
dence in how other services operate, what they have
to offer and how to refer parents to the right services.

O Iam proactive in developing good working rela-
tionships with other service providers, so as to facili-
tate joint working and shared case management .



FAMILY FOCUSED ASSESSMENTS

Throughout the literature early identifica-
tion of mental health issues was identified
as critical in supporting the wellbeing of
families. Timely intervention is paramount
and should be aimed at supporting these
parents in properly managing their illness
and symptoms (Westad, & McConnell, 2012). Those
working in children’s mental health services
have a role in identifying possible parental
mental health concerns. Using a family ap-
proach is valuable for assessing the mental
health needs for entire families.

There are gaps in the services between adult
and children sectors that do not reflect the
extent to which parents and children’s
needs are interlinked. Unfortunately, there
are few services that aim to support the en-
tire family.

Different professional groups may not share
the right information as they work to differ-
ent criteria for information-sharing, use a
different language and lack an understand-
ing of each other’s roles. Therefore it is
necessary to be proactive in building collab-
orative relationships.

Managers can:

= Increase their knowledge regarding all parts
of the mental health sectors.

= Develop strong working relationships across
sectors, particularly at the senior manage-
ment level.

= Foster a culture of respect for staff in other
disciplines.

= Agree and record strategies for the manage-
ment of joint cases where the situation is
complex or there is a risk of poor outcomes.

= Develop new or adapt existing information
management systems to ensure the quality
and timeliness of assessments as part of their

> day-to-day supervision of staff.

Assessment related Competencies:

O Iroutinely screen families to identify which par-
ents have mental health problems.

O I take a holistic approach to assessment which
takes into account the environment, family, cultural
and social systems within which individuals live.

O I involve all members of the family, including chil-
dren, in the process of assessment (as well as subse-
quent care planning and review).

O I consider what support can be provided to main-
tain family wellbeing in my assessments.

O My assessments take into account present and fu-
ture needs, considering whether intervening in the
present will help to avoid crisis and prevent future ill
health for any member of the family.

O I have developed good working relationships with
their counterparts in other agencies to support infor-
mation sharing and joint-assessments.

O I have a good understanding of other professionals’
roles and their differing perspectives and feel confi-
dent enough to challenge other agencies where appro-
priate.

O Iam very clear with families about what infor-
mation is being sought as well as shared, and with
whom, when obtaining informed consent from par-
ents and young people.

O TIam well informed about forms of adult mental
health problems, their symptoms and associated be-
haviours that could present a risk of harm to children.




Those who are trusted with supporting chil-
dren’s emotional development and mental
health are often tasked with supporting chil-
dren of parents affected by mental illness.
There is evidence that in order to support chil-
dren, parents need to be supported in their
own mental health recovery.

Professionals want to work together in a way
that supports the entire family, however, strict
entry criteria and service boundaries do not al-
ways allow practitioners to collaborate or un-
dertake joint working agreements across set-
tings. There can also be disagreements about
where responsibilities lie.

It is clear that in order to address multiple,
complex, and intertwined needs in families,
cross-sector collaboration is necessary especial-
ly between the adult and child mental health
sectors. However, evidence suggests that effec-
tive clinical collaboration between services is

currently not routine (Maybery, Goodyear, O’Hanlon, Cuff,
& Reupert, 2014; Robson & Gingell, 2012).
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Managers can: ©

= Manage and monitor the use of intra-
agency policies/protocols and make them
part of every day management and practice

= Consider adapting an existing management
systems to include a requirement for staff to
record that they have followed a protocol
and that managers have observed that this
has happened.

DEVELOPING AND COORDINATING FAMILY-
FOCUSED PLANS

Service Provision related

Competencies

O I ensure that the needs of parents and their
children are addressed separately and together
in the plan of service.

O I quickly identify and work to support family
members in receiving treatment for mental
health problems.

O Iam clear with all family members what the
plan of service intends to achieve and how pro-
gress will be measured, including progress with
parents and children’s understanding of the
mental health problem.

O I aim to review the family’s plan of service,
and child’s plan of care as close as possible to
the parent’s mental health care plan review, en-
suring that the plans work better together and
reflect both individual and family goals.

O I work to maintain clear lines of communica-
tion between service providers and individual
family members receiving the services.

O I help parents, children, and young carers, to
recognize when to ask for help and from whom.

O Iencourage and facilitate the development of
advanced plans with families, ideally in times of
stability, that address needs for child care in the
event that a parent needs to be hospitalized or is
unable to parent.

O I assist children in understanding their par-
ents’ mental health difficulties.

O I help parents with mental health problems
better cope with their symptoms.

O I work to prevent crises and promote good
health and wellbeing.



Towards an Integrated Mental Health System

In 2014 partners from the London community
jointed together forming TIMHS, an intra-
agency community of practice, designed to
help support the needs of entire families af-
fected by parental mental health issues.

The aim of TIMHS is to create effective collab-
oration across sectors of children and adult
mental health as well as child welfare sector,
effectively servicing entire families, supporting
mental health and alleviating risk of future
harm.

The process of coordinated mental health ser-
vices for children and parents including plan-
ning with all members of family systems as
well as service providers, is seen to be an im-
portant shift in response to parental mental
health.

Competencies for Practice in the Field of Pa-
rental Mental Health were developed to assist
community partners in the TIMHS initiative
to highlight personal and organizational
strengths and opportunities for improvement.

MEMBERSHIP

The group is open to a wide range of members, includ-
ing staff, managers, and senior managers of organiza-
tions providing mental health services for child, youth,
and adult populations, physicians and independent ser-
vice providers, representatives for parents and for cul-
tural community groups, and representatives from the
justice, child protection, and educational sectors.

To date, participants have come from the following
agencies:

Parent Representatives; Vanier Children’s Services;
Craigwood Youth Services; Merrymount Family Support
and Crisis Center; Child and Parent Resource Institute ;
Children’s Aid Society London and Middlesex; Merry-
mount Family Support and Crisis Center; Southwest
Ontario Aboriginal Health Access Centre; Middlesex
Public Health Unit; Canadian Mental Health Association
Middlesex; London Health Science Centre ; St. Joseph’s
Health Care; Center for Addiction and Mental Health;
Daya Counselling Center; Family Service Thames Valley;
Addiction Services Thames Valley; Southwest Ontario
Aboriginal Health Access Centre; University of Western
Ontario; Thames Valley District School Board; Private
Practice
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Competencies for Practice in the
Field of Parental Mental Health

The Family Model by Adrian Falkov, (2012)
helps to frame how the parent-child relation-
ship, the mental health and development of
the child, and mental health of the parent, is
intertwined. It provides a comprehensive ac-
count of how mental illness in a parent is inti-
mately linked to the mental health and well-
being of children and other family members.

’ Risks, stressors and vulnerability factors ‘
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The model can be used to facilitate a better
understanding of the mutual interactions and
influences between symptoms, family life cir-
cumstances, parents and children. As well as
an understanding that the risks to health and
wellbeing that occur across generations and
manage these risks to reduce their impact.

The care of your patient in the wider family
context can enhance recovery. Involving the
patient’s family along the various stages of the
care pathway is likely to lead to improved re-
covery rates, reduced relapse rates and better
outcomes for the health and wellbeing of chil-
dren and young people both in the short term
and long term (Public Health Agency, 2011).

Attitude and Knowledge based
Competencies:

O I know what to look for when considering potential
mental health needs for children, youth, and parents.

O I am able to switch my focus on diagnosis and pa-
thology to concentrate on individual strengths and
interventions that are strongly associated with pro-
moting mental health and recovery, sustaining fami-
lies and promoting inclusion.

O Ilook at the family as a unit and focus on positive
interdependency and supportive relationships.

O I help parents to understand their mental health
problems, their treatment plan, and the potential im-
pacts their mental health problem may have on par-
enting, the parent child-relationship and the child.

O I work with children to have age-appropriate un-
derstandings of what is happening to their parent,
information about what services are available for
them in their situation, and how they can access
these.

O I have sufficient training to understand the im-
portance of a family focused approach in identifying
possible issues with parental mental health and know
how to change my practice to support this under-
standing.

O I have developed a working knowledge and confi-
dence in how other services operate, what they have
to offer and how to refer parents to the right services.

O I am proactive in developing good working rela-
tionships with other service providers, so as to facili-
tate joint working and shared case management.

O Ireassure parents that identifying a need for sup-
port is a way of preventing rather than precipitating
child protection measures.



FAMILY FOCUSED ASSESSMENTS

Throughout the literature early identification of
mental health issues was identified as critical.
Timely intervention is paramount and should be
aimed at supporting parents in properly manag-
ing their illness and symptoms (Westad, &
McConnell, 2012). Using a family approach is valua-
ble in assessing the mental health needs for en-
tire families.

There are gaps in the services between adult and
children sectors that do not reflect the extent to
which parents and children’s needs are inter-
linked. Unfortunately, there are few services that
aim to support the entire family.

Different professional groups may not share the
right information as they work to different crite-
ria for information-sharing, use a different lan-
guage and lack an understanding of each other’s
roles. Therefore it is necessary to be proactive in
building collaborative relationships.

How can I support adult
patients and their families in
times of hospital admission?

1) Ensure that care plans for the parent and
child(ren) are reviewed when a parent is

hospitalized or receiving respite, and again

before they are discharged.
2) Contact or help parents to contact sup-
ports identified in advanced plans to

make them aware of the temporary chang-

es in the family; to maintain family life
during a time of crises; and ease the path
of return when the parent returns home.

3) On discharge from hospital or during peri-

ods of hospital leave, ensure that enough

time is given to put any identified supports

into place for the parent and child as
‘coming back together’ for families can be
a very stressful time with high expecta-
tions.

Assessment related Competencies:

O Iroutinely screen adults with mental health problems to
see which adults are also parents and document the current
child care-arrangements.

[ I take a holistic approach to assessment and take into
account the environment, family, cultural and social systems
within which individuals live.

[ I think beyond the issues presented by the individual
adult patient.

O I am aware that other family members may help me with
information to support the patients care or treatment.

O Iinvolve all members of the family including children in
the process of assessment (as well as subsequent care plan-
ning and review).

O My assessments take into account present and future
needs, considering whether intervening in the present will
help to avoid crisis and prevent future ill health for any
member of the family.

O Ihave developed good working relationships with their
counterparts in other agencies to support information shar-
ing and joint-assessments.

O Iam very clear with families about what information is
being sought as well as shared, and with whom, when ob-
taining informed consent from parents and young people.

O Iam well informed about how adult mental health prob-
lems, their symptoms and associated behaviours could pre-
sent a risk of harm to children.

O Iconsider the wellbeing or safety of other family
members, including children and young people.




DEVELOPING AND COORDINATING FAMILY-

FOCUSED PLANS
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Those who are trusted with supporting and
treating adult mental illness and mental health
problems are often faced with supporting the
needs of children of parents affected by mental
illness. Staff need to develop plans that aim to
improve resilience. Research has shown that by
increasing family members understanding of a

parent’s mental health problem is highly suc-
cessful in increasing their ability to cope.

Difficulties seem to arise in developing treat-
ment plans when more than one agency is in-
volved. This is because staff from different disci-
plines adopt different views. For example staff
from adult services may not acknowledge that
there is a risk of harm for children. At the same
time children’s services may not accept that
change may be achievable for the parent. As a
result, any joint care plans may not realize the
potential to promote either the resilience of ei-
ther parent or the child. In the absence of any
preventative measures and advanced planning,
families may end up drifting until they find
themselves in crisis.

It is clear that in order to address multiple, com-
plex, and intertwined needs in families, cross-
sector collaboration is necessary especially be-
tween the adult and child mental health sectors.
However, evidence suggests that effective clini-
cal collaboration between services is currently

not routine (Maybery, Goodyear, O’Hanlon, Cuff, & Reupert, 2014;
Robson & Gingell, 2012).

Service Provision related

Competencies:

O I quickly identify and work to support family
members in receiving treatment for mental health
problems.

O Iam clear with all family members what the
treatment plan intends to achieve and how pro-
gress will be measured, including progress with
parents and children’s understanding of the men-
tal health problem.

O I work to maintain clear lines of communica-
tion between service providers and individual
family members receiving the services.

O I help parents, children and young carers to
recognize when to ask for help and from whom.

O I have a good understanding of other profes-
sionals’ roles and their differing perspectives and
feel confident enough to challenge other agencies
where appropriate.

O I encourage and facilitate the development of
advanced plans with families, ideally in times of
stability that address needs for child care in the
event that a parent needs to be hospitalized or is
unable to parent.

O I assist children in understanding their par-
ents’ mental health difficulties.

O I help parents with mental health problems
better deal with their symptoms.

O I work to prevent crises and promote good
health and wellbeing.

O Iensure care plan reviews include changes
in family circumstances over time (e.g., the birth

of another child, or summer holidays coming up),
then this needs to be explored and any contingen-
cy or extra support included in the plans if neces-

sary.
3



Towards an Integrated Mental Health System

In 2014 partners from the London com-
munity joined together forming
TIMHS, an intra-agency community of
practice, designed to help support the
needs of entire families affected by pa-
rental mental health issues.

The aim of TIMHS is to create effective
collaboration across sectors of children
and adult mental health as well as child
welfare sector, effectively servicing en-
tire families, alleviating risk of future
harm and supporting mental health.

The process of coordinated mental
health services for children and parents
including planning with all members of
family systems as well as service pro-
viders, is seen to be an important shift
in response to parental mental health.

Competencies for Practice in the Field
of Parental Mental Health were devel-
oped to assist community partners for
the TIMHS initiative to highlight per-
sonal and organizational strengths and
opportunities for improvement.

CHAIR: DR. JEFF CARTER

Vanier Children’s Services
871 Trafalgar St.

London ON

N5Z 1E6

Phone: 519-433-3101
Fax: 519-433-1302
E-mail: jcarter@vanier.com

MEMBERSHIP

The group is open to a wide range of members, in-
cluding staff, managers, and senior managers of or-
ganizations providing mental health services for
child, youth, and adult populations, physicians and
independent service providers, representatives for
parents and for cultural community groups, and
representatives from the justice, child protection,
and educational sectors.

To date, participants have come from the following
agencies:

Parent Representatives; V anier Children’s Services; Craig-
wood Youth Services; Merrymount Family Support and Crisis
Center; Child and Parent Resource Institute ; Children’s Aid
Society London and Middlesex; Merrymount Family Support
and Crisis Center; Southwest Ontario Aboriginal Health Access
Centre; Middlesex Public Health Unit; Canadian Mental
Health Association Middlesex; London Health Science Centre ;
St. Joseph’s Health Care; Center for Addiction and Mental
Health; Daya Counselling Center; Family Service Thames Val-
ley; Addiction Services Thames Valley; Southwest Ontario Ab-
original Health Access Centre; University of Western Ontario;
Thames Valley District School Board; Private Practice
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