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ABSTRACT

Parental mental illness may increase the likelihood of neglect and abuse, and is also a potent risk factor in terms of offspring
developing mental health problems themselves. Collaboration between the adult mental health services (AMHS) and the child
protection services (CPS) has the potential of reducing risk for the children, by using family supporting interventions and making
help available at an earlier stage. The aim of this study was to explore the collaboration between the CPS and the AMHS in terms
of routines, attitudes and knowledge. Data was gathered using electronic survey questionnaires. Several barriers to inter-service
collaboration were identified in this study. Even though adult mental health professionals were positive towards the CPS, they
were reluctant to refer cases of concern. They also lacked knowledge about the CPS. Conclusion: The results indicate that there is
an unresolved potential for inter-service collaboration involving the children of patients with mental health problems.
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1. INTRODUCTION

The causes of child neglect are complex; however, studies
suggest that parental mental health problems increase the
likelihood of neglect and abuse.[1] Even though there is no
single description that captures all families in which children
are victims of abuse and neglect, parental mental illness is
frequently associated with maltreatment across studies.[2]

Parental mental illness is a serious problem for children and
families throughout the world. Several international studies
have documented parental mental illness as a powerful risk-
factor and substantial documentation exists on the serious
effects parental mental illness may have on the early devel-
opmental stages of a child’s life.[3–7] Parental mental illness
has the potential of development of a variety of problems
in offspring. These children run a higher risk of abuse and

neglect, depression, anxiety disorders, substance abuse, eat-
ing disorders, conduct problems and academic failure.[8, 9] In
school, these children are likely to have impaired abilities to
behave in class, to pay attention and retain knowledge.[10]

These factors will likely contribute to academic problems
and school dropout, in addition to reduced quality of life.[11]

Preventive interventions aiming to decrease the risk of men-
tal disorders in the offspring of mentally ill parents have been
found to be effective.[12]

One third of all minors have been estimated to have a par-
ent with mental illness.[13, 14] Between 44%-74% of these
children develop psychosocial or mental health problems.[7]

Parental mental illness is therefore considered a potent risk
factor for children’s development, and more than one third of
these children develop serious and long-lasting problems.[15]
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The primary task of the Norwegian Child Protection Ser-
vice (CPS) is to protect children from all kinds of abuse
and neglect, as well as to prevent risks associated with such
conditions. According to Norwegian laws on child protec-
tion, people or institutions bound by the professional duty of
confidentiality are required to report cases of concern to the
CPS.[16] This applies, for example, to doctors, psychologists,
nurses, midwives and schoolteachers. The CPS is obligated
to investigate every report of concern they receive. However,
the group reporting concerns most frequently, are parents
themselves. Problems often tend to be quite severe when
others report a case to the CPS. According to the Norwegian
Directorate for Children, Youth and Family Affairs, in most
cases it would have been a great advantage if the CPS had
been contacted earlier, because severe impact on the child’s
developmental path could have been prevented.[17]

Children who have been exposed to maltreatment, neglect
and/or abuse due to parental mental illness are in many cases
invisible to the CPS.[18] The adult mental health services
(AMHS) are in a key position to discover children at risk for
maltreatment and neglect, since they are the ones who treat
parents with mental health issues. To improve the identifica-
tion of children who are in need of support and intervention,
several modifications were made to health legislation.[19] It
is now mandatory for health professionals to register and to
provide necessary follow-up for children under 18 years who
have parents that receive health care for mental illness. Pro-
vision of follow-up should be planned in collaboration with
the patient, and is depending on parental consent. The infor-
mation about the children is supposed to be recorded in the
patient’s electronic patient journal, and reported to relevant
collaborating agencies such as kindergartens, schools, school
nurses and the CPS. Collaboration is therefore not just neces-
sary to prevent neglect, abuse and mental health problems in
children of mentally ill parents. It is also clearly expressed by
the Norwegian authorities that inter-professional and inter-
service collaboration should be a priority.

In one of our previous studies we calculated that 35% of
the patients in the participating clinic were parents of one or
more minor children.[18] In 2012, a total of 5,705 patients
were treated in the clinic, and hence about 1996 of these
had one or more minor children. However, we found that
only 395 patients were registered with children. This was
interpreted as a strong tendency to skip the identification of
patients’ children. There is also reason to believe that the
professional collaboration between AMHS and the CPS is
unsatisfactory. According to Statistics Norway, 52,553 re-
ports about children at risk were received in 2013 by the CPS
in Norway. Only 714 (1.4%) of these came from the adult
mental health services. The reasons for the lack of collabora-

tion between these two agencies are probably multi-factorial.
Several barriers to inter-professional collaboration were de-
tected in a study carried out by Darlington and colleagues
in 2005. These barriers were linked to different factors such
as; inadequate resources, confidentiality, gaps in interagency
processes, unrealistic expectations, and professional knowl-
edge.[20]

Internationally, it is recognized that underdeveloped and in-
efficient inter-professionalism may cause poor outcomes for
service users.[21] Based on this, it is likely that children of
mentally ill parents and their families, will benefit from a
functioning collaboration between AMHS and CPS. There
are however few studies assessing the collaboration between
the AMHS and the CPS in terms of attitudes, knowledge
and collaboration routines. The aim of the current study was
therefore to explore the extent AMHS in Norway collabo-
rated with the CPS. A second aim was to explore barriers
to collaboration between the two agencies. Finally, our aim
was to explore attitudes and knowledge within the mental
health care services about the CPS.

2. METHOD
2.1 Participants
Participants in this study were the staff and leaders at a large,
regional university hospital in Norway. There were 16 out-
patient and inpatient clinics participating, serving a large
geographical area of 31 municipalities. The total workforce,
including 436 participants, was asked to answer an elec-
tronic questionnaire. A total of 185 individuals responded,
representing a response rate of 40.5%. The respondents
were 67% women, of which the majority was between 30 to
50 years old. The participants worked in interdisciplinary
treatment teams, and had a variety of different educational
backgrounds, e.g., nurses, enrolled nurses, psychologists,
psychiatrists, occupational therapists and special teachers.

2.2 Measures
The questions were based on the Family Focused Mental
Health Practice Questionnaire.[22] The measure has been
evaluated in Australia, where they found it had good psy-
chometric qualities and served as a useful tool to evaluate
services for families.[22] The questionnaire was adapted to
a Norwegian context to assess regular practice in dealing
with children of mentally ill parents at the participating hos-
pital both prior and subsequent to the implementation of new
interventions.

2.2.1 Demographic and work characteristics
Personal demographic variables included age, gender and
education, in addition to single items on work characteristics
such as leadership responsibilities and current position.
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2.2.2 Collaboration between the adult mental health and
CPS

Five questions were included to study the extent of collabo-
ration between the AMHS and the CPS. The questions were:
(1) Have you or members of your treatment team reported
concerns to the CPS regarding patients’ children during the
past 6 months? (yes, no, don’t know); (2) Have you or mem-
bers of your treatment team considered reporting concerns
to the CPS regarding patients’ children during the past 6
months, but chosen not to? (yes, no, don’t know); (3) What
was the reason for the decision not to report to the CPS?
(open); (4) Does your treatment team collaborate with the
CPS regarding children of your patients today? (yes, no);
(5) How well on a scale from 1 = very little to 5 = very large
do you experience the collaboration is between the Adult
mental health and the Child protection services?

2.2.3 Attitudes to the CPS
Attitudes to investigate the adult mental health workers’ at-
titudes towards collaboration with the CPS were measured
with four items. The items were: AMHS should initiate
collaboration with the CPS in the patient’s local commu-
nity, AMHS personnel should report concerns about the
patients’ children to CPS, Reporting concerns to the CPS
may interrupt the treatment alliance between therapist and
patient, and The treatment alliance between therapist and
patient may be interrupted if health personnel collaborate
with CPS in interventions. The items were answered on
a five point Likert-scale as follows: To what extent do
you agree/disagree with the statements on a scale from
1 = strongly disagree – 5 = strongly agree.

2.2.4 Knowledge about CPS
Two items were included to investigate the knowledge of
the AMHS about the formal obligation to report to the CPS
and the interventions and methods available for the patients’
children within the CPS. The items were: To what extent
do you know about health care workers’ duty to report con-
cerns to the CPS? And How would you describe your knowl-
edge about the interventions and methods available for pa-
tients’ children within the CPS? The items were answered
on a five point Likert-scale from 1 = Very little, 2 = Little,
3 = Neither/nor, 4 = Large, and 5 = Very large.

2.3 Procedure
This cross-sectional study is part of an on-going longitudinal
project that assesses clinical practice in terms of identifi-
cation and follow-up of children of mentally ill parents in
Norway. The data was gathered in 2013, between April and
June. The mental health workers in the clinic were invited to
respond to web-based questionnaires via email. Email lists
were made available to us by the management of the clinic

as part of the collaboration with our research group. Partici-
pation was, however, voluntary, as prescribed in the Helsinki
declaration.[23] Information about this and about the project
in general was provided in the invitation to participate.

Electronic survey questionnaires were used (Quest Back),
and the questionnaires were completed anonymously. The
study was approved by the Data Protection Supervisor at the
University Hospital of Northern Norway, and was conducted
in line with the Helsinki Declaration of Ethical Principles for
Medical Research Involving Human Subjects published by
the World Medical Association.

2.4 Data analyses
The data was exported from Quest Back to SPSS. Descriptive
analyses were used to explore the research questions. Pair-
wise missing was used for descriptive analyses. In general,
the data set had few missing values.

The open ended item regarding reasons not to report to the
CPS was coded manually, and analyzed using a qualitative
technique called Framework Analysis.[24] Framework Anal-
ysis has 5 key stages; familiarisation, identifying a thematic
framework, indexing, charting and interpreting. The famil-
iarisation is when the transcription and reading of the data
took place. The data material was systematised, and the
process of initial coding took place, developed both from
emerging issues and from pre-existing questions based on
existing research and theory. The data was consecutively
coded into themes, and the next part of the analysis process
was charting. In the charting process the data was themat-
ically organized in matrixes, forming the basis of tables to
interpret. The final stage of analysis was the interpretation
stage. The data was systematically explored to reveal rel-
evant explanations and associations linked to the research
question.

3. RESULTS
The results showed that less than half of the staff had re-
ported concerns about a patients’ child to the CPS (46.5%).
Additionally, 21.1% of the staff had considered reporting
concerns to the CPS, but chose not to. An overwhelming
71.4% of the staff said they had no current collaboration
with the CPS. In terms of collaboration between the AMHS
and the CPS, the respondents were also asked to rate the
quality of the collaboration. The majority of the respondents
(43.4%) rated the quality of the collaboration as “neither
good nor bad”. A total of 37.8% rated the collaboration
as good or very good, while 6.9% rated the collaboration
as poor or very poor. A total of 11.9% stated they did not
collaborate with the CPS in general. The second aim of this
study was to explore the barriers within the AMHS to col-
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laborate with the CPS. We included an open ended item in
our questionnaire in order to tap out the respondents’ own
viewpoints in terms of why they chose not to refer cases to
the CPS. A total of 34 adult mental health workers chose to
report on this item. The results showed four main barriers
within the AMHS: insecurities, sufficient intervention, dis-
agreement, and insufficient information. Insecurities were
related to assessing whether or not there were grounds for
referring to the CPS. They were also uncertain about their
responsibilities as health care workers in terms of referring
cases. Furthermore, they were uncertain about the actions
the CPS would take and which consequences CPS involve-
ment would have for the families. Some were also uncertain
about the consequences for the continued relationship with
the patient after having referred the patient’s children to the
CPS. Finally, some were uncertain about the competence and
quality of work within the CPS, and expressed skepticism
about referring cases in general. The second main barrier to
collaboration and referrals was related to the idea that there
was already sufficient intervention or sufficient care for the
child. The respondents stated that the child was safeguarded
to a satisfactory degree in cases where other agencies (e.g.,

school nurses) were involved. Some also believed that as the
parent was in treatment, no additional measures needed to
be taken regarding the child, implying that the parent would
benefit enough from the treatment to be an adequate parent.
The third barrier was linked to disagreement, and mainly
referred to the treatment teams having different opinions as
to when a case should be reported to the CPS. In some cases
there was also disagreement with the parent, who opposed
contact with the CPS, and some reported this as a valid rea-
son for not referring cases. The final barrier was reported
to be insufficient information. Many respondents did not
want to involve the CPS because they lacked information.
They believed it was difficult to obtain sufficient information
about the child’s well-being solely based on the treatment of
the patient. They also reported they had many unclear cases,
where they found it difficult obtaining information about the
situation at home in the family, e.g., divorced families and
new partners involved. In many cases they said they might
have a feeling that the child could be at risk, but had no
means of knowing for sure. See Table 1 for an overview of
barriers to collaboration.

Table 1. Barriers within AMHS to collaboration and referrals to CPS (N = 34)
 

 

Insecurities Sufficient intervention Disagreement Insufficient information 

Unsure whether there were 

grounds 

The child was cared for by another 

caregiver 

Disagreement within personnel group 

whether there were grounds to report to CPS 

Insufficient information about the 

child's condition 

Uncertainty. Afraid that it was 

wrong 

The case was already known by the 

CPS 

Patient opposed the initiative to contact the 

CPS 
Difficult to assess unclear cases 

Difficult to assess unclear cases. 

You may assume the child 

suffers, but you are not sure 

Other agencies were involved, the 

child was considered taken care of 
 

Have a hunch that the child may 

be at risk, but don’t know the 

details in the family 

Uncertainty as to the 

consequences for the family 

The patient was getting better, and 

more capable to care for the child 
  

Uncertainty about responsibility 
The school nurse was involved, 

considered to be sufficient 
  

Uncertain about the competence 

within the CPS 

Assessed the situation of the child 

to be adequate 
  

Uncertain about consequences 

for the treatment alliance 
   

 

To understand the barriers to collaboration better, we also
wanted to explore the attitudes about the CPS within the
adult mental health services. The attitudes toward establish-
ing contact between the CPS and the patient were positive
(M = 4.06). The Adult mental health workers also had
positive attitudes in terms of referring cases to the CPS
(M = 4.29). In terms of attitudes regarding collaboration
and referrals to the CPS in relation to the treatment alliance
between patient and therapist, the results were more negative.
Several mental health workers reported that they believed
collaboration with the CPS would negatively affect the re-

lationship with the patient (M = 2.85), and that referring
cases to the CPS would have a negative impact on the patient-
therapist relation (M = 3.23).

The adult mental health workers’ knowledge about CPS
was also assessed. The results showed that the majority
of the adult mental health workers were aware of the formal
obligation they had in terms of referring cases to the CPS
(M = 4.04). In terms of knowledge about the CPS’ content:
i.e., interventions and methods, the mean score was lower
(M = 3.15), indicating a lack of knowledge about the services
that can be offered by the CPS (see Table 2).
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Table 2. Adult mental health services attitudes and knowledge about the CPS (N = 185)
 

 

 M SD 

AMHS should initiate contact between CPS and patients who are parents 4.06 0.86 

AMHS Should report concerns about the patients’ children to the CPS  4.29 0.93 

The treatment alliance will be negatively affected if the AMHS report to the CPS 3.23 0.95 

The treatment alliance will be negatively affected if the AMHS collaborate with the CPS 2.85 0.89 
*Knowledge about obligation to report to the CPS 4.04 0.92 
*Knowledge about interventions and procedures within the CPS 3.15 0.90 

Note. Attitudes were scored: 1 = strongly disagree to 5 = strongly agree; 
*
Knowledge was scored: very little = 1 to very large = 5 

 

 

4. DISCUSSION

A total of 46.5% of the staff said they had reported concerns
to the CPS during the past 6 months, whereas 52.4% said
they had considered reporting concerns to the CPS but cho-
sen not to. In terms of collaboration, 21.6% stated that they
collaborated with the CPS at the time of the survey. The
majority of the respondents (43.2%) rated the quality of the
collaboration as “neither good nor bad”.

At first glance, it may seem like many cases are being re-
ferred from the AMHS to the CPS. However, mental health
workers who have reported concern to the CPS, may refer to
the same cases in our survey, which reduces the total amount
of children referred to the CPS. Furthermore, compared to
the low number of cases the CPS actually receives from the
AMHS (only 1.4% of all the referred cases), there is still
reason to believe that many children are lost for follow up.
More than half of the staff said they had considered reporting
concerns to the CPS but chosen not to. This may be seen as
evidence to the statement that there are many barriers within
the AMHS in terms of referring cases to the CPS.[20]

In terms of actual collaboration, 21.6% stated that they col-
laborated with the CPS at the time of the survey. Considering
the fact that parental mental illness is a potent risk factor,
this area of collaboration therefore seems underdeveloped.
In a prevention perspective, there is an unfulfilled potential
of developing the collaboration for children of mentally ill
parents.[21]

The majority of the respondents (43.2%) rated the quality
of the collaboration as “neither good nor bad”. In the ques-
tionnaire, the option of “not applicable” was available, so
the response should not refer to the collaboration being non-
existent. We believe the results may be interpreted as an
indication of collaboration being limited to contact between
the services as the case is referred from an adult mental
health worker to a child protection worker. Substantial col-
laboration should involve more than just handing over a case,
and rating the collaboration as good or bad therefore seems
unsuitable. This interpretation is however just an assumption,
and should be investigated in future studies.

Several barriers to refer cases to and collaborate with the
CPS were discovered within the adult mental health services.
One of the main barriers was linked to insecurities. In sum-
mary, this barrier can be seen in relation to assessment of
the quality of care the child receives. It seems like work-
ers in AMHS are insecure about assessing whether or not
there are grounds to report to the CPS. This is a common
misinterpretation of the duty to report to the CPS in Norway.
Although a professional working with children and families
is obligated by law to report cases to the CPS when there
may be reasons to believe the child is at risk, the professional
does not have the responsibility to assess if there are valid
grounds for their concerns. The CPS will make this assess-
ment. However, many adult mental health workers seem to
think they have to assess whether or not the child really needs
assistance from the CPS or not before they report concern.
In general, we believe this indicates of a lack of knowledge
about the CPS within the adult mental health services. An-
other interpretation is that workers within the AMHS lack
confidence in the CPS. This seems represented in the finding
that some workers are uncertain about the competence within
the CPS, and raise concerns about the quality of the work
within these services. One way of addressing the barrier
of insecurity is to increase the knowledge the services have
about each other. When we assessed knowledge about the
CPS in this study we did find that the adult mental health
workers had adequate knowledge about their formal obliga-
tion to report cases. There was however a large group of
the personnel who said they had little knowledge about how
the CPS actually operates and what kinds of interventions
are available for children of patients and their families. This
supports the idea that in order to successfully collaborate
about children of mentally ill patients, the different services
need to attain better knowledge of each other and this may
involve establishing arenas for collaboration. Nevertheless,
only 18.3% of the respondents chose to report on barriers to
collaboration. We believe this can be interpreted as a lack of
awareness between the adult mental health workers in terms
of collaboration with the CPS. If adult mental health workers
are unaware of their responsibility to contact the CPS, they

76 ISSN 1927-6990 E-ISSN 1927-7008



jha.sciedupress.com Journal of Hospital Administration 2016, Vol. 5, No. 5

are not likely to have reflected on any barriers either.

The final aim of this study was to assess attitudes to the CPS
within the AMHS. In terms of attitudes, the AMHS were
generally positive about referring cases and collaborating
with the CPS. This is however in contrast to the relatively
modest number of cases being referred yearly to the CPS.
We believe the reason for this gap between good intentions
and actual practice must be seen in relation to the barriers
we detected. Yes, the AMHS believe it is a good idea to
collaborate with the CPS, but they have a lot of reservations
and perhaps some prejudice in that manner. This should be
further investigated in future studies.

In terms of attitudes related to the CPS interfering with the
treatment alliance between therapist and patient, the results
were not positive at all. A total of 40.5% of mental health
workers believed that reporting cases to the CPS would have
a negative impact on their relationship with the patient, and
42.7% were neutral to this. Only 15% disagreed with this
statement. This is a major issue, because if you believe that
involving the CPS will interfere with the treatment you are
providing for the patient, and potentially reduce the effects of
the treatment, it is probably less likely that you will approach
the CPS when you are concerned about a patient’s child. Fur-
thermore, services from the CPS may represent an important
recourse for patients and their families. In fact, 8 out of
ten interventions offered by the CPS are supportive services
aimed to prevent hardship on behalf of the children. In addi-
tion, 8 out of 10 parents are very satisfied with the services
provided by the Norwegian CPS. Additionally, involving the
parenting issues in the treatment situation has been found
to increase the effectiveness of the treatment compared to
situations where parental issues were not brought up.[25] In
terms of preventing parental mental illness transmitting to
the next generation, we believe that the reluctance to address
the parenting role in treatment within the AMHS is an issue
that must be overcome within these services.

Limitations
One limitation is the fact that the analyses in this study are
strictly descriptive, describing the basic features of this field.

Future studies should include inferential analyses to investi-
gate the hypothesis that there is a large potential for better
collaboration between AMHS and CPS, or to predict factors
of importance for collaboration.

The study also relied solely on self-report measures for atti-
tudes, knowledge, and current work practice. Alignment with
national measures conducted by Statistic Norway showed
a great discrepancy between referrals nationally and self-
reported referrals in our sample. Future studies should look
into objective measures from the participating clinic, to com-
pare with the self-report data.

Another limitation is the relatively modest response rate of
this study (40.5%). This may bias the results if the decision to
participate is related to worker attitudes, e.g., that those who
are already positive about collaboration with the CPS about
the children of their patients are more likely to participate.
One consequence of this may be that this article presents the
attitudes within the workforce as more positive than what
they really are. Future studies should also include other ex-
planatory variables to get a bigger picture of the hindering
factors related to involving the children of patients who are
parents. This may include both individual characteristic as
well as organizational variables.

5. CONCLUSIONS
The potential of making a difference for children at risk of
neglect or abuse due to parental mental illness is large. This
however requires a functional collaboration between the ser-
vices treating the parent and the CPS. This study showed that
the potential is underdeveloped. Even though the AMHS had
positive attitudes about the CPS, they had limited knowledge
about how the CPS could assist them when patients were
parents. Future studies should investigate the topic further.

Implications for practice
Systematic work to reduce barriers within the AMHS to refer
cases and establish collaboration with the CPS is needed.
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