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Chapter 1:
General Introduction

G e n e r a l In t r o d u c t io n

This thesis is based on research into Dutch preventive support groups for children
aged 8-12 years of mentally ill or addicted parents. As these children are at high risk
of developing problems themselves due to their increased genetic, biological and
psychosocial risks, the majority of the Dutch mental health centers offer preventive
support groups as a standardized intervention to the children of their clients. In these
support groups, children meet, talk and play with other children of mentally ill or
addicted parents. The intervention aims to decrease their risk and enhance their
strengths through mutual social support, psycho-education, and coping skills training.
In 2007, at the initiative of prevention practitioners, our prevention research team at
Radboud University Nijmegen started a research project into these support groups.
At that time, there was an urgent demand on the part of practitioners to study the
effectiveness of the support groups, due to changes in the funding system for prevention,
which meant that only evidence-based preventive interventions seemed to be safe in
terms of future funding.
This thesis includes the reports on the research our team conducted. The present
chapter offers a historical overview of the development of the support groups, followed
by a detailed description of the goals and contents of the intervention. It also offers
an outline of the way the team managed the request for effectiveness studies from
practitioners by four research questions, which are dealt with in the remaining chapters
of this thesis.

Children of Mentally III or Addicted Parents

In the Netherlands, 1.6 million children up to the age of 22 years are living with a parent
with a mental illness or substance use disorder, which is about 38.5% of the total child
population (Bool, Van der Zanden, & Smit, 2007). A vast body of empirical studies mostly conducted among children of depressed parents, but also covering other parental
disorders - has shown that these children are at high risk of developing serious mental
and social problems themselves during their lifetime (Barnow, Spitzer, Grabe, Kessler, &
Freyberger, 2006; Chassin, Curran, Hussong, & Colder, 1996; Dean et al., 2010; Downey &
Coyne, 1990; Hans, Auerbach, Styr, & Marcus, 2004; Leverton, 2003; Schreier, Wittchen,
Hofler, & Lieb, 2008; Singh et al., 2007; Stein et al., 2006; Weissman et al., 2006). At
primary school age, for instance, these children are at risk of abuse and neglect, and
have emotional, behavioral and academic problems. Later in life, they are at risk of
developing mental health problems like depression, anxiety disorders, substance abuse,
eating problems and personality disorders. Physical illnesses are also more common in
these children than in children of parents without mental health problems: some studies

Ch a p t e r 1

have reported that they are up to five times more likely to use professional mental
health services (Bool et al., 2007; Olfson, Marcus, Druss, Pincus, & Weissman, 2003). An
early study by Rutter & Quinton (1984), who followed children of parents with various
diagnoses over a four year time span, found that, roughly speaking, one third of these
children thrive relatively well, one third develop serious and long-lasting problems, and
one third develop temporary problems. The relative risk for psychopathology in these
children has been found to be from two to as much as 13 times higher than in children of
parents without these problems, depending on the parental disorder concerned and the
type of child problems and problem indicators.
Several mechanisms have been suggested to be responsible for this increased risk.
First, there may be an inherited genetic predisposition to psychiatric illness. Second,
the development of the child’s emotion regulation system might be affected by
dysfunctional neuroregulatory processes during pregnancy as a result of the mother’s
stress and mental illness. Third, there is a psychosocial mechanism: children have
to interact with the cognitions, behaviors, and affects of the mentally ill parent
and are at risk of being exposed to a myriad of familial and contextual stressors
associated with parental mental illness, like poor parent-child interaction, family
stress, marital conflicts, divorce, domestic violence, financial problems, and stigmatization and isolation (Goodman & Gotlib, 1999; Hosman, Van Doesum, & Van
Santvoort, 2009). Whether a child develops problems or not depends on a complex
interaction between risk and protective factors that operate within these mechanisms.
Whereas risk factors (especially an accumulation of them) increase the risk of problem
development, protective factors stimulate healthy functioning by protecting a child
against risk factors or by reducing the impact of risk factors through a buffering effect.
Risk and protective factors are usually categorized within four domains: parental
characteristics (e.g. illness severity and chronicity, parental competence andcoping skills),
child characteristics (e.g. age, gender, temperament, self esteem), family characteristics
(e.g. family functioning, parent-child interaction, marital functioning), and con
textual characteristics (e.g. social support from outside the family, professional help,
stigmatization). Although some risk factors are disorder specific, most risk and protective
factors appear to be common to children of parents with different diagnoses (Beardslee,
Hosman, Solantaus, Van Doesum, & Cowling, 2008; Hosman et al., 2009).

Development of a Dutch Prevention Program for Children of
Mentally 111 and/or Addicted Parents

In the late 1980s, prevention of social emotional problems in children of mentally ill
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or addicted parents became a focus of attention within the Dutch mental health care
system, especially at outpatient treatment facilities. Since many of their adult patients
appeared to have grown up with a mentally ill parent, mental health experts started
to identify the offspring of mentally ill parents as a group highly in need of preventive
interventions. An important reason for this realization might be the shift from inpatient
to outpatient treatment, which imposed greater demands on the patients’ families,
increasing the burden on the children (Van Doesum, Frazer, & Dhondt, 1995). From 1991
onward, prevention experts at various mental health centers have established a national
network, and have met several times a year to share knowledge, information, and ideas
about children of mentally ill or addicted parents (Hosman, Van Doorn, & Verburg, 1988).
This network is still active.
Over the years, this national co-operation between prevention teams created the opportunity to develop a unique comprehensive prevention program for children of men
tally ill parents and their families. The interventions address various modifiable risk
and protective factors, and were originally regarded as a form of ‘selective prevention’, i.e.
preventive interventions targeting populations at high risk. Nowadays, nearly all mental
health centers and many addiction clinics offer a package of preventive interventions,
like support groups for children of their clients, web-based programs for adolescents and
(young) adult offspring, face to face and web-based courses for parents, family-based in
terventions, playgroups for toddlers and parents, and mother-baby interventions (Van
Doesum & Hosman, 2009).
The interventions were developed on the basis of the experiential knowledge of practitioners and the children themselves, and on evidence from empirical research about risk
and protective factors that influence the development of social-emotional and behavioral
problems in these children. Ideas that were prevalent during the time when these inter
ventions were being developed were influenced by several innovative studies and review
studies among children of depressive parents (Beardslee, Bemporad, Keiler, & Klerman,
1983; Beardslee & Podorefsky, 1988; Downey & Coyne, 1990; Gelfand & Teti, 1990; Ham
men, Burge, Burney, & Adrian, 1990; Weissman, Warner, Wickramaratne, & Prusoff,
1988) and by one study that compared children of parents with a range of psychiatrie di
agnoses (Rutter & Quinton, 1984). The experiential knowledge and learning experiences
gained by practitioners at that time, which formed an important basis for these inter
ventions, are well described in a Dutch Delphi study by Van Doesum (1989) (cited in Van
Doesum et al., 1995). The mental health experts who participated in this study (child psychiatrists, psychologists, educationists, psychiatrie nurses) reported that the number and
combination of risk factors were highly relevant in explaining the risk to these children.
As an approach to reduce this risk, the experts agreed about the importance of strengthe-
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ning protective factors. In their view, the most significant and modifiable among these
factors were good parent-child interaction, a high level of extra-familial social support,
effective functioning of the other parent, and high competence and efficient social skills
of the child.
The process of intervention development also took the experiences of the children
themselves, identified from direct interviews, into consideration. An important source
were interviews that were conducted in the Netherlands at the time with children
of mentally ill parents (Drijver & Rikken, 1989), as well as a study by Beardslee &
Podorefsky (1988), who followed 18 resilient young adolescents of depressed parents
for 2.5 years and interviewed them. The interviews revealed that many children
experience negative cognitions related to the parental illness, such as the idea of being
the cause of the parental illness, being the only one with an ill parent (and coping with
these difficulties), and feeling ashamed about their parent. The children also worried
that their parent would attempt suicide, use violent behavior, would not recover,
or that they themselves would get the same problems as their parents. Some of the
adolescents stressed that more information about their parent’s illness would have
been very helpful to reduce these negative cognitions and would have increased their
understanding of themselves and their parent. Stigmatization is regarded as the main
cause of the lack of information that is provided to children about what is happening
to their parent. Besides knowledge, the children also reported that social contacts
and activities that created their own independence were highly valuable to them.

“I live w ith m y grandparents because m y parents are addicted to drugs. Often, when I have an
appointm ent to meet m y parents, they don’t show up. Fm usually crying when m y grandm other is
driving m e back home. The next day when she rings them , m y parents apologize: they’d forgotten about
it. Still, because they’re m y parents, I give them another chance. However, it’s difficult. to give th is a
place in m y heart, especially when I see other children walking with their m others and fathers. T hen
I th in k “W hy me, and not someone else?” But as it m akes me feel so sad and lonely, it’s not som ething I
really wish upon another child.” [From an interview with a child who partidpated in a support grovp]

Development of the Support Groups

Support groups are among the first and most frequently offered interventions in the
Netherlands for children of mentally ill or addicted parents. There are groups for
children of different ages, starting at age 812' . The groups were developed within a
climate inspired by the self-help movement, the emerging scientific interest in the stressbuffering effects of social support, and the government’s interest in prevention and a
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caring society. Moreover, working with groups of adults or children had become a widely
accepted intervention method in mental health care and prevention since the 1960s
(examples being group therapy, social work groups, self-help groups) (Cuijpers, 1993).
Since children of mentally ill parents are often in the habit of keeping silent about their
home situation due to fear of stigmatization, a group- based intervention was regarded as
crucial for them to break through this silence; support groups provided them with the
opportunity to meet with other children in similar situations, to share their feelings and
worries, to find out that they are not alone and to exchange ways of coping with their
parent’s problems.
Until 2002, each mental health center usually developed its own support group pro
gram for children of mentally ill parents. Although the goals were fairly similar and
most centers also included children of addicted parents in their support groups, the in
tervention methods varied widely, as did the description of the working principles of the
intervention and the structure of the sessions. To overcome this uncontrolled growth of
different support groups, these interventions were standardized in 2002, in a national
collaborative project of prevention experts of several mental health centers, led by the
Trimbos Institute, the Dutch National Institute for Mental Health and Addiction. First,
they collected and studied the available manuals for these support groups and selected
the three manuals showing the highest quality in terms of their description and argumentation of the intervention aims and working principles. After several discussion ses
sions with prevention practitioners about the strengths of these three manuals and the
limitations of another set of about seven manuals, standardization was established (personal interview with Trimbos Institute staff, R. van der Zanden, April 2009).

Support Group Goals

During the standardization process, four main goals of the support groups were defined,
reflecting modifiable risk and protective factors which at that time had been empirically
shown to be crucial in the development of problems among children of mentally ill
or addicted parents.
I: The first goal of the support group is to improve social support for the children and to
break through their social isolation, by
- providing mutual recognition and teaching the children that they are not the only

1 When the support groups were developed, the earliest groups were for children aged 8-12.
Nowadays, there are also support groups for children aged 6-7 years.
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ones with a mentally ill or addicted parent;
- stimulating communication about their home situation and feelings;
- stimulating support seeking (other adults and peers).
Studies that had taken children’s views into consideration showed that children of
mentally ill parents are often confronted with social isolation. Their social contacts may
be limited due to the parent’s poor functioning, which requires the child to invest much
time and effort in taking care of the family. Some children, for instance, have to take care
of their younger siblings, while other children are in charge of many house-hold tasks or
the family finances. Moreover, the stigmatization which surrounds psychiatrie illnesses
may create an environment of shame and silence. Families are still often blamed for a
mentally ill member. As a result, many children tend not to talk about their home
situation with others (Mordoch & Hall, 2002).
At the time of the standardization process, various empirical studies had demonstrated that low social support is an important predictor of the development of mental and
physical health problems over time, and that high social support has numerous beneficial health effects (DuBois et al, 2002; Uchino, Cacioppo, & Kiecolt Glaser, 1996). The
interviews made by Beardslee and Podorefsky (1988) with resilient adolescents revealed
that sufficiënt levels of social support and friendships seem to protect a child from vari
ous detrimental effects of a parental mental disorder.
Social support was regarded as a modifiable risk factor since it had been successfully
influenced by many interventions developed for various populations, with participants
who perceived an increase in social support showing favorable mental and physical
health outcomes (Hogan, Linden, & Najarian, 2002).
II: The second goal of the support groups is to decrease negative cognitions that are common in
children o f mentally ill parents and to increase a realistic view o f themselves and their parent, by:
- providing information about the parental illness and the related symptoms;
- providing information about possible consequences for children;
- providing insights into their own and their parent’s strengths and limitations;
- reducing cognitions of guilt, anger, and incomprehension.
Studies that had incorporated children’s perspectives showed that they often feel
responsible for their parent’s problems. Moreover, many of them feel lonely and ashamed
about their home situation (Beardslee & Podorefsky, 1988; Hinshaw, 2002).
These negative cognitions may be caused by the parent’saltered and often unpredictable
behavior, which creates an atmosphere of confusion, helplessness, and disappointment.
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They also appear to be the result of a lack of knowledge about their parent’s illness. Due to
stigmatization and the complexity of explaining a mental illness (compared to a physical
disorder like a broken leg), many parents keep silent about their illness, causing feelings
of uncertainty and fear in their children (Hinshaw, 2002; Mordoch & Hall, 2002).
Hinshaw (2002), a scientist in the field of developmental psychopathology who grew up
with a mentally ill father, mentioned that this silence is one of the most crucial factors
that needs to be addressed in children of mentally ill parents to decrease feelings of
anxiety and self-blame. The interviews by Beardslee and Podorefsky (1988) showed that
youngsters who did not feel responsible for their parent’s illness and expected their lives
not to turn out the same as their parent’s life were protected from problem development
2.5 years later.
Changing negative cognitions and providing children with information about their
parent’s illness was an important aim of several interventions addressing children of
mentally ill parents developed at the time when the support groups were being developed
(e.g. Beardslee et al., 1993; Dekkers & Kavelaars, 1994). An effect study on a family-focused
preventive intervention for children of depressed parents developed by Beardslee
revealed that this intervention was able to decrease the specific negative cognitions of
these children like self-blame and guilt (Beardslee, Wright, Salt, & Drezner, 1997).
III: The third goal of the support groups is the improvement o f competence, by:
- teaching skills relevant to coping with negative reactions from other people;
- teaching skills relevant to using and expanding the children’s social network
(if required);
- teaching skills relevant to showing and recognizing emotions;
- teaching skills relevant to coping with shame, guilt, and anger;
- encouraging children to undertalce leisure activities.
Several studies at the time when the support groups were being developed revealed
that children of mentally ill parents often show low feelings of self-esteem and social
competence, possibly due to a combination of genetic liability and the stressful situations
and difficult family interactions in which they grow up (Garber & Robinson, 1997;
Goodman, Brogan, Lynch, & Fielding, 1993; Lovejoy, Graczyk, O’Hare, & Neuman, 2000).
Besides, these children are frequently confronted with situations that might challenge
their sense of competence, such as bullying, talking to others about their ill parent and
balancing between their own needs and the needs of their ill parent.
Low feelings of self-esteem and social competence in children had been identified as
important predictors of the development of depression and other psychiatric diagno
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ses later in life (Cole, Martin, Powers, & Truglio, 1996; Gual et al., 2002; Miller, Warner,
Wickramaratne, & Weissman, 1999). Conversely, high selfesteem and social competence
appeared to protect a child from developing these problems (Zimmerman, Copeland,
Shope, & Dielman, 1997). In addition, studies had found that high self-esteem and social
competence in children was related to the use of more adequate coping styles when dea
ling with stressors such as peer rejection (Chapman & Mullis, 1999; Kliewer, 1991).
Competence had already been addressed by multiple interventions aimed at various
child populations. Overall, it was found that when competence was improved, these
children also fared better in terms of overt behavior, self-reports of anxiety or depression,
and academic performance (Haney & Durlak, 1998).
IV: Parents are also involved with the support groups as the intervention includes a parent
session and a session with the individual family. Hence, the fourth goal of the support
groups is to improve the parent-child interaction, by:
- stimulating parental understanding of and involvement with the child’s situation;
- providing parents with information about the support group goals (what the children
have learnt);
- providing insight (without blaming them) into the possible consequences for children
of a parental mental illness/addiction;
- discussing feelings of parental failure;
- showing the importance of allowing a child to talk with others about their ill parent;
- stimulating parents to seek social support and teaching them about its benefits;
- providing parenting tips.
Observational and self-report studies at the time when the support groups were being
developed revealed that mentally ill parents and children show less affection, more
ineffective communication, higher irritability and criticism, lower involvement, sensitivity,
and responsiveness, and more frequent use of coercive techniques during their interactions
than parents without psychopathology and their children. The problematic interactions
seem to be caused by the symptoms of the mental illness as well as the reciprocal processes
of negativity that are often observed in these families (Lovejoy et al., 2000).
Poor parent-child interaction was regarded as one of the most crucial risk factors for
child problem development. Children who show an insecure attachment to their parent and
experience high negativity during interaction with their parent appear to be at increased
risk of emotional and behavioral problems (Ge, Best, Conger, & Simons, 19%; Laucht, Esser,
& Schmidt, 2001; Moss, Rousseau, Parent, St-Laurent, & Saintonge, 1998). By contrast, a
warm parent-child relationship, with adequate levels of control and involvement, seems to
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act as a buffer against the adverse effect of a parental mental illness (Brennan, Le Brocque,
& Hammen, 2003).
Stimulating parent-child communication was one of the core principles of the familyfocused intervention developed by Beardslee, and children who participated in this
intervention showed better adaptive functioning than children who did not participate
(Beardslee et al, 1997).

Support Group Characteristïcs and Techniques

The second phase of the standardization process consisted of a round of discussions among
prevention experts who had regularly supervised support groups, about the intervention
techniques and other intervention characteristics they perceived as most successful. The
agreements were described as follows in the standardized manual:
Target group: The children who participate are aged between eight and twelve years

and have at least one parent with a mental or substance use disorder. The support groups
are highly recommended for children who receive insufficiënt support from people
outside their family, have difficulties showing their emotions, setting their limits,
coping with negative reactions, or asking for support or information, and children who
have high negative cognitions like shame and guilt, who have low self-esteem, strong
feelings of responsibility or little time to play. Children who have severe emotional or
behavioral diagnoses themselves are excluded, as their behavior might interfere with
group processes.
Location and techniques: Groups are organized either within a mental health cen
ter or a less formal setting like a community center. As talking might still be difficult
for children aged 842, most themes are introduced through Creative or play activities.
Tasks may include drawing their social network and making a shoebox diorama of
their family. Through role plays, children practice several skills like coping with diffi
cult questions from other people about their parent or bullying situations. Games that
are played may include a game with statements and the Gardner game. In the game with
statements, children have to agree or disagree with several statements about difficulties
they experience when asking for support, by turning to the left or right of the room.
The Gardner game resembles a game-of the -goose with emotion-related questions that
are relevant to children with a mentally ill parent. Furthermore, children watch several
videos about children with a mentally ill parent, so they can recognize their own pro
blems and are made aware of the consequences for them of having a mentally ill parent.
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After each session, children receive homework assignments to practice the skills they
have learned in the group. Assignments may involve undertaking a pleasant activity
with someone else, thinking of questions about mental illnesses to ask to a psychiatrist
who will visit a group session, or collecting pictures representing the four basic emotions
(happy, sad, anxious, angry).
Number and structure of the sessions: The support groups have eight weekly 90-mi

nute sessions and a booster session after two to three months. There is also a parent meeting
which is timed around the fourth or fifth child session, and an individual family meeting
(involving the child and at least one parent) two weeks after the final child session.
Each child session starts with a chat and a reminder of the previous session. Apart
from providing a warming up, the purposes of this chat are to increase contacts between
children, to allow the group trainers to assess the current situation, to talk about
pleasant subjects, and to discuss each other’s home situations. After the chat, homework
assignments are discussed. The theme of the present session is then introduced, followed
by a discussion and/or play activities. The session ends with home-work assignments
for the next week. Group trainers decide whether a short break during each session is
required and how much time within the sessions is allocated to playing and talking.
Leisure activities are an important part of the support groups, as many children
have few moments when they can be a child without worries. Children may be given
cookies and lemonade, and group trainers check which activities are valued most by
the children and create a safe and comfortable group atmosphere. During the final
session, some mental health centers even organize an extra trip or activity such as
going to the cinema, paintballing, visiting an amusement park or baking cookies.
Group size: A group of seven to eight children is preferred, as children in smaller groups
are less likely to recognize their own problems in those of others, whereas impatience and
restlessness will increase with larger groups. When the group includes children of both
mentally ill and addicted parents, it is recommended to include at least two children of
each category, to foster mutual problem recognition. Siblings can participate in the same
group, but group trainers should be aware of possible privacy-related problems.
Group trainers: Groups are supervised by two trainers, who are ideally male and female,

in view of gender identification. Moreover, it is recommended that groups are supervised by
a prevention expert and a youth mental health expert, so that both types of expertise
are available.

20
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Recruitment: Various strategies have been discussed to lower the threshold for families

to register for the support groups, and to induce mental health specialists to refer these fa
milies to the intervention (i.e. referrers). Examples include drawing up a recruitment plan
at least four months ahead (to provide some thinking time for families and action time for
referrers), informing a wide range of potential referrers about the program, and advising
them about ways to discuss this sometimes difficult topic with their clients. The preven
tive nature of the groups and the inclusion criteria should also be stressed, and at least one
contact person has to be available who provides information to referrers and manages registration. Finally, it is important to offer solutions to families that are not able to manage
transport for their child to the group.
Pre-intervention interview: After registration, each family is contacted as soon as
possible by the group trainers to plan a 30-minute pre-intervention interview, either at
the mental health center or at the family’s home. The aims of the interview are to check
whether the child meets the inclusion criteria for the group (as described in the target
group section above), to learn about the child’s home situation, to inform the family about
the support group goals, and to discuss practical problems (transport, costs, etc.). Moreover,
it is crucial that parents and children are motivated to attend the group and that parents
allow their child to discuss their home situation in the group, since strong feelings of loyalty
might otherwise create a difficult position for some children. Finally, the importance of full
attendance is stressed, as group coherence is one of the core principles of the support groups.

Support Group Sessions

In the final phase of the standardization process, the themes and contents of each session
were defined. Table 1.1 shows an outline of the sessions and the themes.
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Table 1.1 Outline of the Support Group Sessions, Themes and Goals

Session

Theme

Goals

1

Getting to know everyone

Creating a safe environm ent
Breaking through silence /talking about each other’s home
situation

2

Becoming aware of
your feelings

Sharing (difficult) home situations and related feelings

3

Showing your em otions

Gaining insight into the causal relation between behaviors /
events and feelings
Talking about / share feelings o f guilt, shame, and anger

4

Becoming aware of
consequences

Gaining insight into the consequences for children of a
paren t ’s m ental illness and into ways of coping w ith these
consequences
Acknowledging th a t the parental behavior is caused by an
illness / decreasing feelings of guilt

5

Social netw ork

Gaining insight into one’s personal social network and
stim ulating its utilization / discussing difficulties
Becoming aware of the im portance of leisure activities

6

Social skills

Increasing skills relevant to coping w ith (negative) reactions
from others

7

Social skills

Practicing social skills

8

Saying goodbye
to everyone

Evaluation and repeating support-group goals
Positive goodbye

Parental m eeting

Gaining insight into consequences for children of a paren t ’s
m ental illness
Gaining insight into support-group goals and increasing
parental involvem ent w ith child
Discussing / sharing parenting difficulties and worries and
providing parenting tips

Concluding fam ily talk

Gaining insight into support-group goals and increasing
parental involvem ent w ith child
Stim ulating the parent to seek support
Becoming aware of the im portance for children of sharing
th eir feelings / worries w ith a th ird person

Booster session

22

Catching up and repeating support-group goals
Positive goodbye
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This Thesis

The standardized version of the support group intervention became a great success.
Over the years, the participating children, their parents and group trainers all evaluated
the support group as highly beneficial. Many children mentioned that the group had
provided them with the experience that they were not the only ones with a difficult home
situation, that the information they received about mental illnesses (from a psychiatrist)
had reduced their worries about developing the same problems as their parent, and that
sharing feelings with other children came as a relief (group evaluations from Context
Rijnmond, a mental health center in the Rotterdam region). Currently, nearly all Dutch
mental health centers and an increasing number of addiction clinics are offering the
standardized support groups for the children of their clients. It is estimated that around
1000 children aged 8 to 12 years take part in the support groups each year (De Jonge &
Ruiter, 2009,2010; Dijkstra & Ruiter, 2010,2011).
However, the positive evaluations of the support groups do no automatically imply
that they are also really effective in terms of reaching all the specified goals and preventing problem development in these children. In recent years, various mental health
centers have started to wonder about the efficacy of the groups and about whether some
modifications of the intervention are necessary to improve its effectiveness. This was
reinforced by the growing need to show evidence of effectiveness in order to safeguard fu
ture funding for the provision of this preventive service. Hence, they turned to our team
at the Prevention Research Center of Radboud University Nijmegen, which is recognized
nationally and internationally as a center of expertise on the prevention of transgenerational transmission of psychiatric disorders. The Prevention Research Center thereupon
started a research project, funded by a grant from ZonMw (the Dutch Organization for
Health Research and Development).
After many discussions within our team and between our team, the Trimbos Institute,
and several mental health centers, an action plan was drawn up to address the questions
about effectiveness and improvement of the support groups. We agreed that answering
the questions involved four steps, each involving its own research questions.
The first step was to examine what type of children participate in the support groups.
At the time when the request for a research project was made, hardly anything was
known about the characteristics and risk levels of this specific group of children and
their families. We agreed that a better understanding of these issues would be helpful for
several reasons. First, it would show us whether the intervention techniques and intensity currently being used are appropriate for the participating children: some children
might require a more tailored or more intensive intervention. Second, it would reveal
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whether certain types of children might be underrepresented and might require more
attention during recruitment. Third, a clear definition of the target group was deemed
essential to draw meaningful and generalizable conclusions about the effectiveness of
the intervention. Accordingly, the first research question we addressed was: “Who are the
children who participate in support groups?”

The second step involved providing an overview of the disorders of the parents of the
participating children. Although support groups are based on the general assumption
that children of parents with a range of psychiatric diagnoses would all benefit from this
common intervention, some mental health professionals assumed that more tailored
interventions would be required for children who are confronted with different parental
disorders, as the symptoms of these disorders vary widely. As a result, relevant risk factors
may differ between the offspring of parents with different disorders. Since this tailoring
discussion was crucial when formulating suggestions for program improvement, more
information was needed about the differences and similarities between children of
parents with different diagnoses. We therefore formulated the second research question
as: “Do children o f parents with different diagnoses run the same risks?”
The third step was to study the effectiveness of the support groups in terms of the intended goals of the intervention. Since the ultimate aim of the support groups is to pre
vent problem development, it is important that this long term goal is assessed as well. To
enable conclusions to be drawn about effectiveness, goals have to be operationalized into
clear and measurable constructs. To guarantee content validity, validated measurement
instruments had to be used when available. The third research question was therefore:
“What is the effectiveness o f the support groups?”
The fourth step which was required for a discussion and advice about program impro
vement involved reflecting on the intervention goals. The targeted risk and protective
factors had to be analyzed in terms of their predictive power for problem development in
these children. Moreover, the research had to reveal whether some important risk factors
were being missed by the intervention. We formulated the fourth research question as:
“Are the four goals o f the support groups addressing the most crucial risk factors for child pro
blem development?”

We addressed the research questions by analyzing empirical data of254 families who
were registered for one of the 69 support groups offered by 23 mental health or addiction
centers during the period from October 2007 to February 2011. Children were randomly
assigned to start with the support groups immediately (n = 180) or to wait for six months
(n = 74). The children and one of their parents completed three questionnaires: before
the start of the group and after three and six months. Children in both groups were
compared in terms of various variables that were assessed by the questionnaires (Table
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1.2). In addition to this empirical study, we examined and analyzed the empirical and
theoretical literature about children of mentally ill parents.
Chapters 2 to 7 of the present thesis report on our efforts related to the above four
steps. Chapter 2 describes the characteristics of the children who participate in the
support groups and their homogeneity and heterogeneity in terms of risk level. Chapter
3 offers an overview of the diagnoses of the parents of the participating children, and
compares risk variables and problems for children of parents with different diagnoses.
Chapter 4 presents a systematic comparison of various empirical studies that have been
conducted among children of parents with different diagnoses. Chapter 5 examines
the effectiveness of the support groups in terms of the four intervention goals and the
ultimate aim of reducing the children’s emotional and behavioral problems. Chapter
6 analyzes the predictive power for child problem development of various child- and
family related risk variables that were assessed in our sample. Chapter 7 discusses the
results of all previous chapters, leading to some final conclusions and recommendations
for program improvement and further research.
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Table 1 .2 Variables and Measures at the Three Tim e Points (X = assessed)

Variable

Measurement
instrument

Pre-test Post-test Follow-up
(Tl)
(T2)
test (T3)

Obtained from parent
Self-developed questions
Demographic inform ation
(fam ily structure, education,
fam ily income, parental diagnosis)

X

Illness severity

Brief Sym ptom Inventory (BSI)
(De Beurs, 2006)

X

X

Feelings o f parental competence

Competence subscale of Dutch
X
parental stress questionnaire
(Nijmeegse Ouderlijke Stress In
dex, NOSI) (De Broek, Verm ulst,
Gerris, & A bidin, 1992)

X

X

Parent-child interaction

D utch parent-child interaction
questionnaire (Ouder-Kind
Interactie Vragenlijst, OKIV)
(Lange, 2001)

X

X

X

Stress

Long-term Difficulties Questi
onnaire (Dutch) (De Jong, T im 
m erm an, & Em m elkam p, 1996)

X

X

X

Fam ily functioning

Fam ily support and com m uni- X
cation subscale of D utch ques
tionnaire on fam ily problems
(Vragenlijst voor GezinsProblemen,VGP) (Koot, 1997)

X

Child’s tem peram ent

Quick Big Five (QBF, Dutch)
(Verm ulst & Gerris, 2009)

X

Child’s em otional and behavioral
problems

Strengths and Difficulties
Questionnaire (SDQ)
(Goodman, 1997)

X

X

X

X

Obtained from child
Social support

Self-developed questions

X

X

Negative cognitions

Self-developed questions

X

X

X

Self-worth and social competence

X
Subscales on feelings of global
self-worth and social acceptance
of Dutch version of the Self
Perception Profile for Children
(SPPC) (Veerman, Straathof,
Treffers, Van den Bergh, & Ten
Brink, 1997)

X

X

Parent-child interaction

Dutch parent-child interaction
questionnaire (Ouder-Kind
Interactie Vragenlijst, OKIV)
(Lange, 2001)

X

X

X

Obtained from parent’s therapist / family physician
Parental diagnosis
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A bstract
Background

Capacity appears to be too low to offer the large number of children with mentally ill or
addicted parents preventive support, in order to lower their risk of developing problems
themselves in the future. More efficient provision of preventive support is required:
interventions should be offered to children most at risk and should well attune to their
risk levels and needs. Hence, this study provided insight in what is needed by children
who participate in preventive support groups, and to what extent there is heterogeneity
among their needs.

Method

One hundred and seventy children (8-12 years) and their ill parent filled out questionnaires
to assess the child’s psychosocial problems, cognitions related to the parental illness
(guilt, shame, worry, and loneliness), as well as the risk factors of parental illness severity,
parent-child interaction, family functioning, parental competence, and child’s perceived
competence and temperament. Risk accumulation was studied and risk profiles were
identified using cluster analysis.

Results

Outcomes showed that 55.7% of the children experienced clinical psychosocial problems,
while 13.3% had subclinical problems, and 31% functioned relatively well. Eighty-three
percent of the children experienced multiple risk factors. A linear cumulative relation
was found between the number of risk factors and the intensity of the children’s
problems. Children were classified into four risk profiles: high family risk and impaired
child functioning, low family risk and healthy child functioning, high family risk but
relatively healthy child functioning, and low family risk but impaired child functioning.
Conclusions

The heterogeneity in children who participate in preventive support groups might call
for interventions of different intensity and content. Longitudinal studies are needed to
further test these assumptions.
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Children of mentally ill or addicted parents are at high risk for developing psychopathology themselves. Empirical studies have reported risk levels ranging from two to
even 13 times those in children of mentally healthy parents (Dean et al., 2010; Leverton,
2003; Weissman et al., 2006). Even at primary school age, these children already show
high levels of psychosocial problems (Barnow, Spitzer, Grabe, Kessler, & Freyberger, 2006;
Downey & Coyne, 1990; Wilens, Biederman, Kiely, Bredin, & Spencer, 1995) and many of
them experience negative cognitions related to the parental illness such as guilt, shame,
worry, and loneliness (Beardslee & Podorefsky, 1988). In addition, this group of children is
five times more likely to use professional mental health services than children of parents
without problems (Bool, Van der Zanden, & Smit, 2007).
The most efficient way to counteract these negative consequences for children, as well
as the ensuing high costs, is to intervene as early as possible by preventing the accumulation of risk factors and improving competences and supportive environments. During
the last 25 years, various countries have invested in the development of preventive interventions for these children. In the Netherlands, nearly all mental health and addiction
centres now offer preventive intervention packages, like support groups for children,
web- based programs for adolescents and (young) adults, courses for parents, family-based
interventions, playgroups for toddlers and parents and mother baby interventions (van
Doesum & Hosman, 2009). This nationwide approach is unique in the world. A recent national survey study has shown that yearly 577.000 Dutch children aged 18 years or younger, which is 17%of the total child population, live with a mentally ill parent (Goossens &
Van der Zanden, 2012).
The longest running and most frequently offered type of intervention is that of sup
port groups, where children meet, talk and/or play with other children of mentally ill
or addicted parents. During eight child sessions and two parent sessions, these support
groups aim to prevent child problems through social support, psycho-education and co
ping skills training. The standardized interventions are offered for children of different
ages, from primary school age on. During the last decade, other countries (e.g. Australia,
Scandinavian countries, USA, Belgium, and UK) have also started to offer these support
groups (Reupert et al., 2012).
Despite the nationwide approach in the Netherlands, capacity is too low to reach all
577.000 children. Yearly, about 5.000 Dutch children of mentally ill or addicted parents
are reached by a standardized face to face preventive intervention, of whom 1.000 receive
a support group for children aged 8-12 years old (Goossens & Speetjens, 2009). Given
their on average high level of risk, prevention practice should strive for a higher level
of coverage. However, due the limited prevention budgets and the impact of the current
recession, this will be only possible in the future when providers of such interventions
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can achieve a high level of efficiency. For this reason, it is important to inquire if support
group interventions could be offered more selectively to children most at risk and,
in general, to better attune the offered preventive support to the risk level and needs
of these children. Until now, all children of mentally ill or addicted parents are being
offered the same standardized version of the support program. It should be questioned
however, whether these children require interventions of similar intensity and similar
content. Hence, the present study provided more insight in what is needed by children
who participate in preventive support groups, and to what extent there is heterogeneity
among their needs.
First, we determined the children’s functioning before they started with a support
group. Psychosocial problems of the children were assessed as well as negative cognitions
related to their parent’s illness. Second, we assessed the risk factors that the children
were confronted with. We included risk factors of which many studies have shown to be
predictive of problem development in children of mentally ill or addicted parents.
Various studies have, for instance, shown that severity of the parental illness is a
risk factor for problem development in children (Hammen & Brennan, 2003; Schreier,
Wittchen, Hofler, & Lieb, 2008). A problematic parent-child interaction is a family re
lated risk factor that is often faced by school-age children (Lovejoy, Graczyk, O’Hare, &
Neuman, 2000; Schenkel, West, Harral, Patel, & Pavuluri, 2008). Low positivity and high
negativity and criticism seem to increase the risk for internalizing and externalizing pro
blems, whereas a warm parent-child relationship, with adequate levels of control and involvement, appears to act as a buffer against the adverse effects of parental mental illness
(Brennan, Le Brocque, & Hammen, 2003; Foster, Garber, & Durlak, 2008). Furthermore,
low feelings of competence are frequently reported by parents with mental illnesses and
have been found to affect parent-child interaction (Dix & Meunier, 2009). Moreover, many
children are confronted with poor family functioning, characterized by low support and
communication (Friedmann et al., 1997; Nomura, Wickramaratne, Warner, Mufson, &
Weissman, 2002), which have been shown to predict the development of child problems
(Garber & Cole, 2010). Finally, some of the children’s characteristics, such as low feelings
of competence and self-esteem, also constitute a risk factor for child problem development
(Abela & Skitch, 2007; Garber & Cole, 2010; Hussong, Zucker, Wong, Fitzgerald, & Puttier,
2005). Studies of children of depressed parents have shown that these children are more likely to have a difficult temperament, such as high irritability, neuroticism, a tendency towards discomfort, and low positive emotionality and attentional control (Bruder-Costello
et al., 2007; Hanington, Ramchandani, & Stein, 2010), which increases their risk for psychopathology (Bruder-Costello, et al., 2007; Compas, Connor-Smith, & Jaser, 2004). Links
between parental psychopathology and a difficult child temperament were also found in
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studies of other parental disorders (Barnow, et al., 2006; Merikangas, Swendsen, Preisig, &
Chazan,1998).
The psychosocial risk factors to which children are exposed seem to be interdependent
and interact with each other in complex ways to define the child’s risk. Various studies
have shown that their effect is cumulative: it is not the presence or absence of a specific
risk factor but the number of risk factors that determines the chance that a child develops
problems (Appleyard, Egeland, van Duimen, & Sroufe, 2005; Rutter, 1979; Sameroff,
Bartko, Baldwin, Baldwin, & Seifer, 1998). It remains unclear whether there is a linear
relationship between the number of risk factors and the effect on the child, or whether
there is a threshold effect, that is, the risk for child problems rises dramatically when a
child is confronted with a number of risk factors above a certain threshold (e.g. four)
(Appleyard, et al., 2005). Studies have shown that certain combinations of risk factors are
more likely to occur in some children than in others (Copeland, Shanahan, Costello, &
Angold, 2009; Lanza, Rhoades, Nix, Greenberg, & Conduct Problems Prevention Research
Group, 2010). In the context of the support group participants, this implies heterogeneity
in terms of risk levels and risk profiles.
In sum, the present cross-sectional study aimed to describe the needs of children who
participate in the Dutch preventive support groups for school age children, by determining their functioning and risk factors before start of the intervention. First, we identified
the prevalence of psychosocial problems among the children and their cognitions about
the parental illness. We expected to find heterogeneity. Second, we assessed the number
of risk factors that they were confronted with, and hypothesized a cumulative association
between the number of risk factors and the children’s psychosocial problems. We studied
whether this relation was linear or whether there was a threshold effect. Third, we explo
red whether children who participated in the support groups could be categorized into dif
ferent profiles of risk factors and problem intensity.
M eth o d
Participants

The participants were children recruited for the support groups for children aged 8 -12
years and their mentally ill or addicted parent (referred to below as the ill parent). The
support groups were organized by 23 mental health centers and centers for addiction
throughout the Netherlands. To be included in the study, parents had to meet the DSM
IV diagnostic criteria for Axis I or Axis II or the ICD-10 criteria for a mental disorder or
substance use disorder. Children who had received psychological treatment during the
last year or who had a current psychiatric diagnosis were excluded from the study.
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The study included 170 families. Demographic characteristics of the families, the
children, and the ill parent are presented in Table 2.1. Two thirds of the child participants
were girls. Almost fifty percent were living in one-parent families, four out of five of
them only with their ill parent, while about five percent resided with foster parents.
One fifth of the children had two ill parents; the mother was the ill parent in 80% of the
families with one ill parent. The majority of the ill parents had low or medium education
levels and were not employed. Low income households were overrepresented.

Table 2.1 Child, Fam ily, and Parent Demographics (N =170)

Child and fam ily demographics

n

%

Age
Gender
Living situation

Male

53

31.2

Female

117

68.8

W ith two parents

69

40.6

W ith one parent

82

48.2

W ith parent and new partner

11
8

6.5

Low (< 1400 Euros)

95

55.8

M edium (1400 - 2300 Euros)

37

21.8

High (> 2300 Euros)
Unknow n

27

15.9

11

6.5

Yes

32

18.8

n

%

Not at home
Net household incom e (m onth)

Two ill parents?

Parent demographics

Education

W orking status

34

SD

10.32

1.41

M

SD

40.31

6.34

4.7

Age
Gender

M

Male

32

18.8

Female

138

Low (< lower secondary)

78

81.2
45.9

M edium (higher secondary lower tertiary)

65

38.2

High (> higher tertiary)

23

13.5

Unknow n

4

2.4

Not employed

126

74.1
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Procedure

During the intake session, children and their parents (ill parent and/or other parent) were
invited by the group trainer (a mental health or prevention professional, e.g. psychologist,
psychiatrie nurse) to participate in a study on the effectiveness of the support groups.
After signing an informed consent form, children and parents were asked to fill out a
questionnaire. Families received a 10 Euro reward after returning the questionnaires.
In case there were two or more children from the same family, one child was randomly
selected to be the actual study participant. The study design, procedures and measures
were approved by an Internal Review Board.
Three hundred and forty families agreed to participate, and 254 families returned
their questionnaires before the second group meeting (75%). As the present study focu
sed on parent-related risk factors which cannot be assessed from non-ill parents, it was
decided to only include families in which the ill parent filled out the parent question
naire. The 170 included families had significantly lower incomes (x2(2) = 17.25, p < .001,
two-tailed) and more girls participating (%2(1) = 8.51, p< .01), were less likely to include two
ill parents (X2(l) = 9.14, p < .01), and were more likely to be intact (“/ 2(3) = 8.10, p< .05) than
the 84 excluded families. Independent two-tailed t-tests showed no significant differences between included and excluded families in terms of child age (t(247) = 1.01, p = .31)
and other child-related variables (perceived competence, cognitions related to the paren
tal illness, interaction with their ill parent, psychosocial problems, and temperament;
all p values >.05).

Measures

Diagnosis of the parent. One hundred and twenty-two parents gave permission to

retrieve their current DSM-IV or ICD-10 diagnosis from their therapist or family physician.
(Figure 2.1 shows the prevalence of their specific diagnoses. There is overlap between
percentages since multiple disorders were recorded as present in case of co-morbidity.) For
the other 48 parents who are not included in Figure 2.1, the parent’s questionnaire verified
that the parent was currently receiving psycho-therapeutic and/or psycho-pharmaceutical
treatment, which requires a DSM-IV diagnosis in the Netherlands. The majority of the
parents (78.9%) had been ill for a period longer than two years.

35

Ch

apter

2

100

90 80 -

Figure 2.1 Prevalence of psychiatrie diagnoses in the parents of the participating children. In case of
co-morbidity m ultiple diagnoses were recorded as present, causing overlap between the percentages.

Psychosocial problems of the child were assessed with the Strengths and Difficulties
Questionnaire (SDQ) (Goedhart, Treffers, & van Widenfelt, 2003; Goodman, 1997).
Parents filled out this 25-item questionnaire, which uses three-point Likert scales, about
their child’s strengths and weaknesses in five domains: emotional symptoms, conduct
problems, hyperactivity-inattention, peer problems, and prosocial behavior. Together,
the first four domains make up a sum score for psychosocial problems, with higher
scores reflecting more problems, while high scores on the prosocial behavior subscale
reflect strength. The internal consistency of the total score for psychosocial problems is
indicated by a Cronbach’s alpha of .83, with values for the individual subscales of .77, .64,
.73, .65, and .65, respectively.
Child’s cognitions related to having a parent with a mental illness / substance
use disorder. Since no standardized instrument is available, four questions were

designed to assess whether a child experienced worry, guilt, shame, and loneliness in
relation to their ill parent. Children could rate these questions on a five-point Likert
scale (never - always) with high scores reflecting more negative cognitions. A principal
components analysis showed one latent factor reflecting cognitions related to the
parental illness (factor loadings were .74, .74, .71, and .66, respectively). A high factor score
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indicates negative cognitions.
Parental illness severity. Parents filled out a Dutch version of the Brief Symptom
Inventory (BSI) (de Beurs, 2006), a short version of the SCL-90 (Derogatis, 1975). The BSI is a
53-item questionnaire using five-point Likert scales. High scores reflect severe problems.
Internal consistency for the present sample appeared to be high, with a Cronbach’s alpha
of .99.
Parent-child interaction. Children and parents both completed the Parent Child

Interaction Questionnaire (OKIV), a Dutch questionnaire on the quality of the interaction
in terms of conflict management and acceptance (Lange, 2001). High scores reflect a good
parent-child interaction. The questionnaire uses five-point Likert scales and includes
25 items in the child version and 21 items in the parent version. In the present study,
internal consistency was reflected by a Cronbach’s alpha of .91 for the child questionnaire
and .84 for the parent questionnaire.
Feelings of parental competence were assessed with the competence subscale of a

Dutch revision of the Parenting Stress Index (PSI) (Abidin, 1983; de Broek, Vermulst, Ger
ris, & Abidin, 1992). Parents filled out this 13-item subscale using six-point Likert scales;
high scores indicate high stress, which means low feelings of competence. Internal consis
tency of the competence subscale for the present study was high (a =.91).
Family functioning: support and communication. A subscale on support and

communication of the Dutch Questionnaire for Family Problems (VGP) was used to
assess the parent’s experience of family functioning in terms of mutual support,
understanding, trust, and communication about major topics and difficulties (Koot,
1997). High scores on this 13-item subscale with three-point Likert scales reflect problems
within the family regarding mutual support and communication. Internal consistency
was high (a =.93).
Child’s temperament. Parents rated their child’s temperament according to the Quiclc

Big Five (QBF), a short Dutch questionnaire which assesses the five basic personality
characteristics: extraversion, agreeableness, conscientiousness, emotional stability, and
openness to experience (Vermulst & Gerris, 2009). The QBF includes 30 items with sevenpoint Likert scales; each of the five characteristics is represented by six items. The present
study used the total score; a high score represents an easy temperament. Internal consis
tency proved to be good (a =.87).
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The child’s perceived competence was assessed with a Dutch version of the Self-

Perception Profile for Children (SPPC) (Harter, 1985; Veerman, Straathof, Treffers, Van
den Bergh, & Ten Brink, 1997). Children completed three of the six subscales: social acceptance, behavioral conduct, and global self-worth, which reflect the child’s competence
regarding peer contacts, the child’s own behavior, and global feelings of self-worth. Each
subscale comprises six items with four-point Likert scales. High scores reflect high com
petence. Internal consistency appeared to be satisfactory, with Cronbach’s alpha values
for the three subscales of .82, .75, and .75, respectively. A principal component analysis revealed that the three subscales could be reduced to one underlying factor reflecting the
child’s competence (factor loadings of .71, .70, and .85, respectively). The higher the factor
score, the higher the child’s perceived competence.

Statistical Analyses

The number of risk factors was counted by dichotomizing continuous scores on each of
these factors as problematic or not problematic, according to the criteria of the guidelines
for the individual questionnaires. When the guidelines provided no problem criteria, we
regarded scores diverging by more than one Standard deviation from a normative population mean as a risk factor. Specifically, scores had to meet the following criteria to be
regarded as a risk factor. Parent-child interaction: lowest 20% scores of the Dutch norma
tive population. Parental competence: highest 15%scores of the Dutch normative population. Family functioning: above the normative cut-off score. Illness severity:one Standard
deviation above the Dutch clinical normative population mean. Child temperament: one
Standard deviation below the mean of a Dutch normative group. Child’s perceived com
petence (factor score): one Standard deviation below the study sample mean (scores were
normally distributed). The number of risk factors was defined for each child as the sum
of the dichotomized risk factors. The number of risk factors could not be calculated for
19%of the study sample due to missing values for one or more risk factors. Missing values
were replaced for the present analysis using the expectation maximization (EM) method,
which uses parameters and maximum likelihood in iterative processes to estimate mis
sing values.
A hierarchical cluster analysis was conducted (using Ward’s method and Squared
Euclidian distance) to identify subgroups of children based on their problem scores and
the risk factors they experienced. A dendrogram (‘tree diagram’ of the distances between
the clusters) was visually inspected to define the best clustering solution, which was then
tested by a discriminant function analysis.
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R esults
Child Problems

Children were classified into three groups according to their SDQ total psychosocial
problem scores. Scores above the Dutch clinical cut-off score of 14 indicated clinical
problems, while scores between 11 and 13 indicated subclinical problems. Children
had a mean total problem score of 14.80 (SD = 7.21) on the SDQ, that is, above the Dutch
clinical cut-off score. More than half of the children experienced clinical psychosocial
problems (55.7%). According to the cut-off criteria for the SDQ subscales, 51.3% of the
children had emotional symptoms, 31%showed evidence of conduct problems, 35.4% had
hyperactivity —inattention problems, and 32.3% problems with peers. An additional
13.3% of the children experienced psychosocial problems at a sub clinical level, while 31%
did not have any psychosocial problems.
Negative cognitions about the parental illness were common. About three quarters of
the children worried about their parent (30.5% always/often, 45.7% sometimes). Half of
the children perceived as if they were the only one with an ill parent (22.7% often/always,
29.4% sometimes). Experiences of guilt (being responsible for their parent’s illness) occurred in about 40% of the children (12.9%always/often, 28.8%sometimes), as did experiences
of shame (13.7% always/often, 25.4% sometimes).
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Child Risk Level

Figure 2.2 shows the percentages of children exposed to the individual risk factors.
Children were confronted with a mean of 2.2 risk factors (SD =1.6) apart from the parental
illness. Of the children, 17.1%were exposed to none of the other risk factors studied, 18.8%
to one additional risk factor, 25.9%to two, 14.1%to three, 14.7%to four, 6.5%to five, 2.4% to
six, and 0.6%to seven. Since very few children had six or seven risk factors, it was decided to
add these children to the group of those exposed to five risk factors.

0 Severe parental iliness
O Poor parsnt-child interaction
(viswpoint child)
E Poor parent-chiid interaction
(viewpoint parent)
□ Poor family support &
communication
■ Low feelings of parental
competence
B Low perceived competence
O Difficutt child temperament

Figure 2.2 Percentage of children that is confronted with each of the studied risk factors.
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Children’s psychosocial problems were positively correlated with the number of risk
factors (r =.53, p <.001, one-tailed): the more risk factors, the more psychosocial problems the
children had. A univariate analysis of variance with polynomial linear contrasts showed
a linear trend (F(l,164) = 66.61, p < .001, co = .53, two-tailed) (Figure 2.3). The number of risk
factors was also positively correlated with the factor score of negative cognitions related to the
parental illness (r=.26, p <.001, one-tailed).

Number of risk factors
Figure 2.3 Children’s psychosocial problem scores according to the num ber of risk factors to which they
are exposed. The m ean problem scores of the children assessed w ith the SDQ (Strengths and Difficulties
Questionnaire) are presented on the vertical axis and the num ber of risk factors is presented on the
horizontal axis. Children w ith SDQ scores below 11 can be categorized as ha ving few problems, children
w ith scores above 14 as having clinical problems; children between these levels have sub-clinical problems.
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Child Risk Profiles

Non-standardized scores were used for the cluster analysis on nine continuous variables
- viz. psychosocial problems, perceived competence factor score, factor score for cogniti
ons related to the parental illness, parental illness severity, parent-child interaction as
viewed separately by the parent and the child, feelings of parental competence, child’s
temperament, family functioning. Correlations between the selected variables are presented in Table 2.2.

Table 2.2 Intercorrelations, Means, and Standard Deviations for Variables Entered in Cluster Analysis

Variables

1

2

3

4

5

6

7

8

9

Child
1

T em peram ent

2

Psychosocial problems

-.55**

-

3

Perceived competence

.30**

-.52**

-

-.09

29**

-.48**

-

4

Cognitions related to
parental illness

-

Fam ily
5

Parent-child interaction
as viewed by child

.21**

-.19*

.29**

-.25**

-

6

Parent-child interaction
as viewed by parent

4.4**

-.44 **

.21**

-.02

.40**

-

7

Fam ily functioning

-.07

.23**

-.25**

.14f

-.13

-.23**

-

8

Feelingsof parental
competence

-.28**

.41**

-.15f

.11

-.25**

-.51**

.40**

-

9

Parental illness severity

.16*

.32**

-.11

.12

-.02

-.17*

.23**

.51**

-

M

139.68

14.80

0

0

97.25

82.36

12.40

37.25

1.38

SD

21.23

7.21

1

1

14.28

10.72

6.91

13.61

0.89

t » p < .10. * = p < .05. ** - p <.01 (two-tailed)
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Visual inspection of the dendrogram suggested four clusters in the sample. A multivariate
analysis of variance showed that the mean scores on all variables were significantly different
across the four clusters (all p values <.05, two-tailed). Post-hoc tests revealed that the first clus
ter comprised children who were exposed to high family risk (high parental illness severity,
low parental competence, poor family functioning, poor parent-child interaction) and who
showed impaired functioning themselves (high psychosocial problems, low perceived com
petence, high negative cognitions regarding the parental illness, difficult temperament)
(35.9%). The second cluster consisted of children who were exposed to low family risk and
functioned relatively well (32%). Children in the third cluster were exposed to high family
risk but functioned better than children in the first cluster (14.9%). Finally, children in the
fourth cluster were not exposed to high family risk but nevertheless showed impaired func
tioning themselves (17.2%). A discriminant function analysis with the nine clustering varia
bles revealed that the four-cluster solution was able to classify 90.6%of the children correctly.
The four clusters are visualized in Figure 2.4. All scores were rescaled to z-scores in order
to compare the different family risk factor and child functioning variables. Scores on the
variables of parent-child interaction, child competence, and temperament were reversed to
facilitate outcome interpretation: high z-scores reflect higher risk and more impaired child
functioning.
1.5

1
0,5
tt>

O 0
M
•0,5

High family risk,
impaired child
functioning
- Low family risk,
heaithy child
functioning
High famiiy risk,
heaithy child
functioning
Low famiiy risk,
impaired child
functioning

-1

-1,5

Figure 2.4 Child participants categorized in four clusters. The studied child and fam ily variables
are presented on the horizontal axis. The scores of the four groups on each of the studied variables are
presented as z-scores on the vertical axis.
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To our knowledge, this study is the first to examine the needs of children who participate
in preventive support groups for school age children of parents with a mental or substan
ce use disorder. Data from 170 families show that the participating children were mostly
girls. Many children came from low income households and 60% did not grow up with
both of their biological parents. Affective disorders and personality disorders, especially
borderline, were most common among the ill parents, and were frequently accompanied
by co-morbid disorders. Although the support groups aim to provide preventive support,
the participating children showed average psychosocial problems above the clinical cutoff score for the SDQ. However, there appeared to be a wide variation in child problem
intensity: 55.7% of the children experienced problems at clinical level, 13.3% at subclinical level and 31% of the children were functioning relatively well. This is in line with the
study by Rutter & Quinton (1984), which showed that about two thirds of the children
of mentally ill parents develop problems and one third remain well. The outcomes of
the present study also revealed that 83% of the children were exposed to one or more additional risk factors. Child problems increased linearly with the number of risk factors.
Finally, the study showed that the children could be classified into four groups according
to their level of functioning and the family risk factors they experienced. The two largest
groups were a high-risk (high family risk, impaired child functioning) and a low- risk
group (low family risk, healthy child functioning). The third group consisted of children
who were exposed to similar family risks as the first group but fared better. The fourth
group were children with low family risk but showing impaired functioning themselves.
Some of the results require further consideration. The demographic characteristics
show that boys are relatively underrepresented in the support groups, possibly due to
moderating effects of gender on asking for and accepting professional help (Taylor et al.,
2000). Boys should receive more attention in recruitment for the support groups and simi
lar interventions.
The linear cumulative effect of the number of risk factors on child problems was also
found by other studies (Appleyard et al., 2005; Sameroff et al., 1998). Our outcomes show
that two additional risk factors were enough to make the child’s mean psychosocial pro
blem score grow above the clinical cut-off score, underlining the necessity of preventive
interventions for children who are exposed to additional risk factors. The present study
did not find the threshold effect which was shown by other studies (Greenberg, Speltz,
DeKlyen, & Jones, 2001; Rutter, 1979). The inconsistent results of different studies on the
impact of risk accumulation might result from heterogeneity in the selected risk factors.
In order to allow study outcomes to be compared, studies should be replicated using the
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same risk factors.
We found no other studies identifying risk profiles in children of mentally ill or
addicted parents. However, our profiles are in line with the findings of other studies on
children of mentally ill parents, which showed that some children adapt to such stressful
situations better than others (Beardslee & Podorefsky, 1988; Pargas, Brennan, Hammen,
& Le Brocque, 2010). These ‘resilient’children are characterized by several child variables,
including an easy temperament and high competence, characteristics that also clearly
differentiated the risk profiles in our study.
Several limitations of our study should be taken into account. The first concerns
the generalization across parental disorders, which means that our outcomes might
not be representative of the entire group of children who usually participate in the
support groups, since the children in our study had parents who were able to fill out
a questionnaire themselves. This may have led to the exclusion of children of parents
with certain severe diagnoses, such as schizophrenia and substance use disorders, due
to psychiatric admissions, court custody or parental divorce. This could have caused the
observed differences in demographic features between the in- and excluded families for
this study.
A second limitation is that the parent questionnaire was only filled out by the ill pa
rent. Outcomes could have been biased by negative views relating to their mental illness
(Fergusson, Lynskey, & Horwood, 1993). To check for this phenomenon, we tested a small
sample of families in which both parents judged their child’s psychosocial problems
and temperament. Dependent sample t-tests showed no significant difference between
the scores provided by the ill parent and the other parent, indicating that the results are
not biased by parental illness. In fact, some studies have shown that the judgements of
depressive people are even more realistic than those of non -depressed people (Alloy &
Abramson, 1979). Nevertheless, we would recommend using multiple informants in future studies to assess child risk and child problems.
The outcomes of the present study clearly revealed that there is heterogeneity in the
risk levels and needs of children who participate in preventive support groups. Although
our speculations should be tested with longitudinal studies, the results seem to indicate
that tailoring of the support groups is required.
First, the large variation in child problem scores and the number of risk factors they
experienced might call for interventions of different intensity. Possibly, children with
few problems and no additional risk factors only require a short intervention, like support
groups with fewer sessions, or more distal interventions, like brochures and websites.
On the other hand, children with high problem scores who are confronted with many
additional risk factors might need more long-term and more intensive interventions
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than the eight sessions of our support groups. However, although we acknowledge
the possible benefits of interventions with different intensities for these children, we
recommend that all children be provided with some basic information and support,
regardless of their problem and risk status. Furthermore, dividing these children into
different groups might reduce the effects of support groups, as intra group variation
creates a learning-teaching environment: participants learn from other participants
who do better than themselves, and they feel better when they teach participants who do
worse.
Second, the diversity of risk factors to which children are exposed and the four risk
profiles might also call for interventions with different contents. It might be conceivable
that children who are functioning well and have few family risk factors derive sufficiënt
benefit from information about mental illnesses and the contact between children in
similar situations. Children with impaired functioning but low family risk might also
need a coping skills training, a parent-child interaction training, or early treatment.
Interventions for children with high family risk but who function relatively well
could focus on family and parent support and parent-child interaction to prevent the
development of problems in the future. Children with impaired functioning and high
family risk might need a combination of interventions.
Another conclusion that can be derived from the high overall problem scores of these
children and the large number of children who are exposed to additional risk factors
is that most children are reached by the support groups at a stage when the child and
family burden of the parental illness is already high. Important causes of this late in
tervention reach appear to be stigmatization and a child’s loyalty towards the ill parent.
Moreover, the referring health professionals might identify child risks and problems too
late, or they may not be used to referring children without substantial problems and may
not be well informed about available preventive interventions. Besides, offering support
groups to children aged 8-12 years old might be too late to prevent problem development.
Although these issues have often been noticed by health professionals, they have not
received much empirical attention until now. However, if we are to spare capacity and
minimize the number of children who require intensive preventive interventions or
psychological treatment, children need to be reached at an earlier stage of problem deve
lopment. Discussing preventive support for the children should be a routine part of the
intake session when parents enter treatment. To lower the threshold for families to parti
cipate, therapists and psychiatrists need to play an active role in discussing the topic with
parents and children in a sensitive way.
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A bstract
Background

In the Netherlands, preventive support groups are offered to children of mentally ill
parents. Given the variety of parental diagnoses it might be questionable if offering
a standardized program for all these children is the most effective response. While no
overall knowledge exists about the type of parental disorder and varying risk levels and
support needs among the participating children, we examined whether there are differences between these children that are related to their parents’ diagnoses.

Method

With questionnaires we assessed risk factors in 122 mentally ill parents and their
children: high parental illness severity, low perceived parental competence, parent-child
interaction problems, poor family functioning, difficult child temperament, and low
child competence. We also assessed the children’s psychosocial problems and negative
cognitions about their parent’s illness.

Results

Results showed that most parents had co-morbidity (multiple diagnoses) and/or perso
nality disorders. Children of parents with either of these conditions were more likely
to be exposed to the risk factors: high parental illness severity, low perceived parental
competence, problematic parent-child interaction, and low perceived child competence,
compared to children of parents without these conditions. They were also faced with
more risk factors and had more psychosocial problems and negative cognitions.

Conclusions

From these results we may conclude that children of parents with co-morbidity and/or
personality disorders require more extensive support than children of parents without
these conditions. We suggest strengthening the children’s competence and involving
parents as important focuses of preventive interventions for children at high risk.
Longitudinal studies should test these assumptions.
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In the Netherlands, a country with 16.8 million inhabitants, yearly 577.000 children
aged 18 years or younger live with a mentally ill parent, which is 17% of the total child
population (Goossens & Van der Zanden, 2012). Comparable percentages have been
reported by survey studies in other countries (Bassani, Padoin, & Veldhuizen, 2008;
Maybery, Reupert, Patrick, Goodyear, & Crase, 2009). Due to a unique nationwide
approach, nearly all Dutch mental health centers offer preventive interventions for
children of mentally ill parents as these children run a high risk of developing a wide
range of problems themselves (Leverton, 2003; Rutter & Quinton, 1984). Empirical
studies have reported risk levels for psychopathology that are up to 13 times higher than
in children of parents without psychopathology (Dean et al, 2010; Schreier, Wittchen,
Hofler, & Lieb, 2008; Singh et al, 2007; Weissman et al, 2006). They are also up to five
times more likely to use professional mental health services (Goossens & Van der Zanden,
2012; Olfson, Marcus, Druss, Pincus, & Weissman, 2003) and show higher rates of suicidal
behavior (Barnow, Spitzer, Grabe, Kessler, & Freyberger, 2006; Weissman, Fendrich,
Warner, & Wickramaratne, 1992) substance abuse, and physical illnesses (Weissman et
al, 2006). Even at primary school age, many of these children have psychosocial problems
and negative cognitions that are related to the parental illness, like feelings of guilt,
shame, worry, and loneliness (Barnow et al, 2006; Beardslee & Podorefsky, 1988; Downey
& Coyne, 1990; Hinshaw, 2004; Turner, Beidel, & Costello, 1987). The increased risk of
these children appears to be the result of a complex interplay between an inherited genetic
liability, neurobiological risk factors, and a range of psychosocial risk and protective factors
(Goodman & Gotlib, 1999; Hosman, Van Doesum, & Van Santvoort, 2009).
Over the years, a variety of preventive interventions have been developed in the Nether
lands and in other countries to address the modifiable psychosocial risk and protective fac
tors (Reupert et al, 2012; Van Doesum & Hosman, 2009). One of the most frequently offered
interventions in the Netherlands is that of support groups for children, where they meet,
talk and play with other children of mentally ill parents and receive psycho-education,
coping skill training and social support. Nearly all Dutch mental health centers offer sup
port groups for the children of their clients. This standardized intervention supervised by
two mental health and prevention experts is offered to children of different age-groups (6-7,
8-12,13-15, and 16-25 years old) and involves eight weekly 90-minute sessions and a boos
ter session after 2-3 months. There is also one session for parents and an individual concluding talk with each of the children and their parent(s). Through four intermediate goals
the intervention aims to reduce problem development in these children: (1) increasing the
amount of social support; (2) decreasing negative cognitions related to their parent’s illness,
such as guilt, shame, and loneliness; (3) improving feelings of competence in these children;
(4) improving parent-child interaction. Process evaluations of mental health centers show
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that children, parents and providers receive the support groups as very helpful. During the
last decade, other countries have also started to offer these support groups (e.g. Australia,
Scandinavian countries, USA, Belgium, Germany, and UK).
The Dutch support groups are intended for children of parents with all kinds of
psychiatric diagnoses and substance use disorders. No distinction is made between axis I
and axis II disorders, between addiction and mental illnesses, or between single diagnoses
and co-morbidity (multiple diagnoses), since it is generally assumed that many risk factors
that are encountered by these children are shared. For instance, various studies on children
of parents with different diagnoses have shown that problem development in all these
children was related to the following risk factors: high parental illness severity, negative
interaction between parent and child, low perceived parental competence, poor overall
family functioning, difficult child temperament, and low feelings of competence in the
child (Abela & Skitch, 2007; Barnow et al, 2006; Bruder-Costello et al, 2007; Dix & Meunier,
2009; Foster et al, 2008; Friedmann et al, 1997; Hammen & Brennan, 2003; Hussong,
Zucker, Wong, Fitzgerald, & Puttier, 2005; Newman, Stevenson, Bergman, & Boyce, 2007;
Schenkel, West, Harral, Patel, & Pavuluri, 2008; Schreier et al, 2008).
However, some empirical studies did find differences between children of parents
with different diagnoses. A cross sectional study by Barnow and colleagues (2006) showed
that children of mothers with borderline personality disorders were at higher risk for
a problematic mother-child interaction and a difficult temperament, and had more
emotional and behavioral problems compared to children of depressed mothers. A cross
sectional study by Biederman and colleagues (2001a) on children of parents with panic
disorder and/or major depression showed that children of parents with both anxiety and
depression fared worse than children of parents with either anxiety or depression. The
differences between these children may have been caused by the different symptoms of the
parental disorders, parenting behaviors and genetic predisposition, or by some disorders
having a more negative impact on parental functioning than others.
Regarding the support groups, the question therefore arises whether it is appropriate to
offer the same intervention to all these children. If there are important differences between
the children in terms of specific risk factors, risk intensity, or problem development, they
may have different needs for support, which might require more tailoring and variation in
the intensity of the support groups. Although support groups address children of parents
with a wide variation of diagnoses, no information is currently available on whether these
groups are truly heterogeneous in this respect. Hence, the first aim of the present study
was to examine the diagnoses of the parents of the children participating in the support
groups. Second, the study aimed to reveal the extent of variation in terms of risk factors,
risk intensity, and child problems among children of parents with different diagnoses.
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As empirical studies have repeatedly found that co-morbid parental disorders and parental
personality disorders have a greater negative impact on children than single parental dis
orders and axis-I disorders (Abela, Skitch, Auerbach, & Adams, 2005; Barnow et al., 2006;
Biederman et al., 2001a; Rutter & Quinton, 1984), these comparisons were of considerable
interest. In line with earlier results, we expected that children of parents with co-morbidity
and personality disorders would be more negatively affected by various risk factors than
children of parents without co-morbidity or personality disorders. We assessed the following risk factors that have often been studied in children of mentally ill parents: parental
illness severity, parental feelings of competence, parent-child interaction, family functio
ning, the child’s temperament, and perceived competence. Moreover, we hypothesized that
children of parents with co-morbidity and personality disorders, compared to children of
mentally ill parents without these conditions, would have a higher overall risk in terms of
the number of risk factors affecting them, and would show more psychosocial problems
and negative cognitions regarding their parent’s illness, affecting their functioning.

M eth od
Participants
The participants were children recruited for the support groups for children aged 8 -12
years and their mentally ill parent. The support groups were offered by 23 mental health
centers and centers for addiction throughout the Netherlands. In the Netherlands, people
receive treatment from these specialized centers when referred by their family physician.
About 90% of the clients receive outpatient treatment, the other 10% receive inpatient
or partly residential treatment (GGZ-Nederland, 2010). To be included in the study,
parents had to meet the DSM-IV diagnostic Axis I or Axis II criteria or ICD-10 criteria
for a mental disorder or substance use disorder. Due to the prim ary preventive character
of the support groups, children who had received psychological treatment during the
last year or who had a current psychiatric diagnosis were excluded from the study.
The study included 122 families. Demographic characteristics of the families, the children,
and the ill parent are presented in Table 3.1. Two thirds of the child participants were
girls. More than forty percent were living in one-parent families, all but one of them only
with their ill parent, while about five percent resided with foster parents. One sixth of the
children had two ill parents, while the mother was the ill parent in 78.4% of the families
with one ill parent. The majority of the ill parents had been born in the Netherlands,
had low or medium education levels, and were not employed. Low-income households
were overrepresented.
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Table 3.1 Child, Fam ily, and Parent Demographics (N = 122)

Child and fam ily demographics

n

%

Age
Gender

Living situation

Net household
incom e (month)

Two ill parents?

Male

39

32.0

Female

83

68.0

W ith two parents

54

44.3

W ith one parent

53

43.4

W ith parent and new partner

10

8.2

Not at home

5

4.1

Low (< 1400 Euros)

68

55.7

M edium (1400 - 2300 Euros)

26

21.3

H igh (> 2300 Euros)

22

18.0

Unknow n

6

4.9

Yes

20

16.4

n

%

Parent demographics
Age
Gender

Male

24

19.7

Female

98

80.3

Education

Low
(s lower secondary)

59

48.4

M edium
(higher secondary - lower tertiary)

44

36.1

High
(a higher tertiary)

16

13.1

Unknow n

3

2.5

W orking status

Not employed

89

73.0

C ountry of b irth

Netherlands

105

86.1

54

M

SD

10.30

1.37

M

SD

40.01

5.97
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Procedure
During theintakesessions,thechildrenandtheirillparentwereinvitedbythegrouptrainer
(a mental health or prevention worker) to participate in the present study. After signing an
informed consent form, children and parents were asked to fill out a questionnaire, which
should be returned before start of the intervention. Families received a 10 Euro reward
after returning the questionnaires. In case there were two or more children from the same
family,onechildwasrandomlyselectedtobetheactualstudyparticipant.Thestudydesign,
procedures and measures were approved by a Medical Ethics Committee.

Measures
Diagnosis of the parent. W ith the parents' permission, their current DSM IV or ICD10 diagnosis was obtained from their therapist (87% of the parents) or family physician.
Both axis I and axis II diagnoses were recorded. In the Netherlands, at start of a treatment
within a mental health center, clients are always carefully diagnosed by a psychologist or
psychiatrist. Additionally, with permission of the client, the current diagnosis is shared
with the family physician.

Parental illness severity. Parents completed a Dutch version of the Brief Symptom
Inventory (BSI) (De Beurs, 2006), a short version of the SCL-90 (Derogatis, 1975). The BSI
is a 53 item questionnaire using a five- point Likert scale. High scores reflect severe pro
blems (a =.99)

Feelings of parental competence were assessed with the competence subscale of a
Dutch revision of the Parenting Stress Index (PSI) (Abidin, 1983; De Broek, Vermulst,
Gerris, & Abidin, 1992). Parents filled out this 13-item subscale using a six-point Likert
scale; high scores indicate high stress, which is defined in the PSI manual as as low fee
lings of competence (a =.91).

Parent-child interaction. Children and parents both completed the Parent-Child
Interaction Questionnaire (OKIV), a Dutch questionnaire on the quality of the interaction
in terms of conflict management and acceptance (Lange, 2001). High scores reflect good
parent-child interaction. The questionnaire uses a five-point Likert scale and includes 25
items in the child version (a = .91) and 21 items in the parent version (a = .84).

Family functioning: support and communication.A support and communication
subscale of the Dutch Questionnaire for Family Problems (VGP) was used to assess the
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parent’s experience of family functioning in terms of mutual support, understanding,
trust, and communication about major topics and difficulties (Koot, 1997). High scores on
this 13-item subscale with a three-point Likert scale reflect problems within the family
regarding mutual support and communication (a = .93).

Child’s temperament. Parents rated their child’s temperament according to the ‘Quick
Big Five’ (QBF), a short Dutch questionnaire which assesses the five basic personality
characteristics: extraversion, agreeableness, conscientiousness, emotional stability, and
openness to experience (Vermulst & Gerris, 2009). The QBF includes 30 items with a
seven-point Likert scale; each of the five characteristics is represented by six items. The
present study used the total score; a high score represents an easy temperament (a = .87).

The child’s perceived competence was assessed with a Dutch version of the SelfPerception Profile for Children (SPPC) (Harter, 1985; Veerman, Straathof, Treffers, Van
den Bergh, & Ten Brink, 1997). Children completed three of the six subscales: social
acceptance (a = .82), behavioral conduct (a = .75), and global self-worth (a = .75), which
reflect the child’s competence regarding peer contacts, the child’s own behavior, and
global feelings of self-worth. Each subscale comprises six items with a four-point Likert
scale. High scores reflect high competence. A principal component analysis revealed
that the three subscales could be reduced to one underlying factor reflecting the child’s
competence (factor loadings of .71, .70, and .85, respectively). The higher the factor score,
the higher the child’s perceived competence.

Risk intensity. The intensity of the child’s risk was assessed as the number of risk
factors to which the child was exposed. This number was determined by dichotomizing
continuous scores on each of the measured risk factors into problematic or not proble
matic, according to the criteria provided by the manuals of the individual questionnai
res. When a manual provided no problem criteria, we regarded scores diverging by more
than one Standard deviation from a normative population mean as a risk factor. Specifically, scores had to meet the following criteria to be regarded as a risk factor. Parent-child
interaction: lowest 20% scores of the Dutch normative population. Parental competence:
highest 15% scores of the Dutch normative population. Family functioning: above the
normative cut-off score. Illness severity: one Standard deviation above the Dutch clinical
normative population mean. Child temperament: one Standard deviation below the mean
of a Dutch normative group. Child’s perceived competence (factor score): one Standard
deviation below the study sample mean (scores were normally distributed). The num
ber of risk factors was defined for each child as the sum of the dichotomized risk factors.
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The number of risk factors could not be calculated for 20.5% of the study sample due to mis
sing values for one or more risk factors. Missing values were replaced for the present analysis
using the expectation maximization (EM) method, which uses parameters and maximum
likelihood in iterative processes to estimate missing values.

Psychosocial problems of the child were assessed with the Strengths and Difficulties
Questionnaire (SDQ) (Goodman, 1997). Parents filled out this 25-item questionnaire, which
uses a three-point Likert scale, about their child’s strengths and weaknesses in five domains:
emotional symptoms, conduct problems, hyperactivity-inattention, peer problems, and
prosocial behavior. Together, the first four domains make up a sum score for psychosocial
problems (a = .83), with higher scores reflecting more problems, while high scores on the
prosocial behavior subscale reflect strength. The Dutch guidelines of the SDQ state that
scores of 14 and higher indicate clinical problems (GGD-Nederland, 2006).

Child’s cognitions about having a parent with a mental illness. Since no
standardized instrum ent was available, four questions were designed to assess whether
a child experienced worry, guilt, shame, and loneliness in relation to their ill parent.
Children could rate these questions on a five-point Likert scale (never-always). A principal
components analysis showed one latent factor reflecting cognitions related to the parental
illness (factor loadings were .74, .74, .71, and .66, respectively). A high factor score indicates
negative cognitions.

R

e s u l ts

Parental Diagnoses
Figure 3.1 provides a global overview of the parental diagnoses. Affective disorders and
personality disorders, especially borderline, appeared to be overrepresented in the
parents of the participating children. The right-most bar in Figure 3.1 shows that 65.5% of
the parents had at least two diagnoses (co-morbidity).
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Figure 3.1 Parental axis I and axis II diagnoses: a global overview

Since there is much overlap between the diagnoses in Figure 3.1, more insight into
the specific combinations of the comorbid parental disorders is provided in Figure 3.2.
According to Figure 3.2,70 parents had a personality disorder in combination with other
co-morbid diagnoses. Moreover, 36 of these 70 co morbid cases had personality disorders
co-occurring with an affective disorder. Co morbidity with a substance use disorder was
present in 17 parents; the co morbid diagnosis of 15 parents was a personality disorder.
Finally, 16 of the 39 parents without a personality disorder (regardless of co -morbid ity with
other axis-I disorders) had a diagnosis of bipolar affective disorder.

58

Pa r e n t a l D ia g n o s e s

and

Ch il d R is k

\
\xis I / II
n = 70
(57m / 13f)

\

/

Other
Perscnaüty
Disoröer
n = 38

f

Bipotar

>

r-

\

■\

Affective
Disorder
r = 22

Affective
Disorder
n = 14

n=J

Other
Disorder
n = 16

1 ♦ eaimg

2 ♦ other axis I
3 * AOHD
adcietion

)

v_

3 * addiction
1 ♦ aahd
4 ♦ anxiety a.o.
1 ♦ sch&ophrema
2 ♦ oating a.o
7*other axis j

V

J

3 * addiction
4 ♦ anxiety
3 ♦ schaophrenia
2 ♦ other ax 6 I
1 AOHD
V ^3 ♦ addicüon a.a

X
Unipolar

Bipolar

n = 12

n- 2

3 + addiction a.o.
2 ♦ a n x ie ty a o

1

*

addic»on/AOHO

Untpolar
n = 17

Btpofar
n=5

1 ♦ oating
3 + addicbon

1 ♦ eaöng

2 * anxiety
4 ♦ other mda I

Figure 3.2 Parental single and co-morbid axis I and/or axis II diagnoses: a detailed overview

Ch a p t e r 3

Risk Factors, Risk Intensity, and Child Functioning
The individual risk factors, the total num ber of risk factors, and child psychosocial pro
blems and negative cognitions were compared between children of parents with and wit
hout co-morbidity, as well as between children of parents with and without personality
disorders, using t-tests (one-tailed, significance set at .05). Odds Ratios were computed for
each variable by dichotomizing the variable into high versus low risk as described in the
methods section or in the footnote of Table 3.2. All variables were normally distributed
and no outliers were detected. In view of the high overlap between personality disorders
and co-morbidity, which causes multicollinearity, it was not possible to identify which
of these two predictors was most strongly related to child functioning. Furthermore, the
high rates of co-morbidity impeded comparisons between specific parental diagnoses.
Table 3.2 shows that parents with co-morbid diagnoses had significantly higher illness
severity (OR = 1.98) and lower feelings of parental competence (OR = 1.94), than parents
without co-morbidity. The children of parents with co-morbidity also had lower perceived competence (OR = 3.46) than those of parents without co-morbidity. Moreover, the
children were confronted with more risk factors (OR = 1.49), and had more psychosocial
problems (OR = 1.68) and negative cognitions than children of parents with one diagnosis
(OR = 1.46). A marginally significant difference was found for the child-reported quality

of parent-child interaction, which was poorer in children of parents with co-morbidity (p
= .07, OR =2.35).
Compared to parents with only axis I disorder(s), parents with a personality disorder
had higher illness severity (OR = 1.70) and lower feelings of parental competence (OR =
1.62). The children of parents with a personality disorder reported significantly lower
quality of interaction with their parents (OR = 1.55). Children of parents with a perso
nality disorder also had lower perceived competence (p = .055, OR = 3.16) and more risk
factors (p = .059, OR =1.49) than children of parents without personality disorders, though
the difference was only marginally significant.
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D is c u s s i o n

This study provided insight in children of mentally ill parents who participate in Dutch
preventive support groups aimed at decreasing the children’s risk of future problem de
velopment and enhancing their strengths. Specifically, it was studied whether there were
differences in risk factors, risk intensity and problems between these children that are
related to their parents’ diagnoses. Outcomes showed that most children had a parent
with co morbidity or a personality disorder. In line with our expectations, children of
parents with co-morbidity or a personality disorder were exposed to a higher risk. In
term s of specific risk factors, their parents were characterized by higher illness severity
and poorer parental competence than parents without these conditions. Children of pa
rents with personality disorders were also more likely to perceive the interaction with
their parent as poor. Furthermore, children of parents with co-morbidity perceived lower
competence, were affected by a higher number of risk factors, and had more psychosocial
problems and negative cognitions compared to children of parents with one diagnosis.
The results of this study revealed that most children participating in the support
groups have parents with severe and chronic mental disorders. Children of parents with
severe or chronic disorders may be more likely to participate in support groups due to the
more frequent contacts between their parents and mental health services, increasing the
likelihood that participation of their children in a support group is discussed by a mental
health professional. Moreover, the risk these parents might present to their children
might be more evident to many mental health professionals, increasing their motivation
for referral.
In view of the high overlap between co-morbidity and personality disorders it was not
possible to disentangle the unique effects of these two conditions or their interaction effects. Nevertheless, slightly more significant differences were found between children
of parents with and without co-morbidity than between children of parents with and
without personality disorders, which may suggest that co-morbidity is more strongly
related to child risk than personality disorders. However, if we pay no attention to significance levels but just look at the means, children of parents with co-morbidity as well as
children of parents with personality disorders have a tendency to fare worse than their
comparison groups on nearly all variables. Hence, our results should be interpreted very
cautiously, and further research is highly recommended to study the unique and shared
contributions of parental co-morbidity and personality disorders to child risk.
The high rates of co-morbidity impeded comparisons among children of parents with
certain specific disorders, for instance unipolar depression versus bipolar depression.
Only one third of the children in our study sample had a parent with a single diagnosis.

62

P a r e n t a l D ia g n o s e s

and

Ch il d R is k

Since diagnoses were diverse in this sample, further comparisons would suffer too much
from low study power. Since the co-morbidity rates in our study resemble the co-morbidity
rates found in other patiënt studies (Zimmerman, McGlinchey, Chelminski, & Young,
2008) it can be questioned to what extent it is possible to study the unique contributions
of various specific parental disorders to child risk. As mental disorders hardly ever exist
on their own, children are usually affected by a m ixture of parental problems. In any
case, co-morbidity should be carefully taken into account when studying the unique
effects of specific parental disorders on child risk.
Contrary to our hypotheses, no significant differences between children of parents
with or without the relevant conditions were found for some of the variables we studied.
These variables - parent’s interaction with child, child temperament, and family func
tioning - were assessed by parents’ reports about their children. This may reflect the relative lack of awareness among many parents regarding the potential negative impact of
their illness on their children and other family members. This is why parents are also
involved in the support groups through several parent sessions, in order to increase their
awareness of the potential detrimental consequences for their children.
Although the question whether support groups should be more closely tailored to the
specific requirements of the participants, cannot be answered by the cross-sectional de
sign of our study, the findings of this study seem to indicate that not all participants
have similar needs. The higher risk in children of parents with co-morbidity and/or personality disorders might imply that they require more extensive support than children
of parents without these conditions. The high odds ratios shown for child competence
might reveal the importance of strengthening these feelings in the children. A high per
ceived competence and self-esteem appear to be im portant protective factors for the de
velopment of psychopathology in children (Beardslee & Podorefsky, 1988; Zimmerman,
Copeland, Shope, & Dielman, 1997). Apart from supporting the children, it might also
be im portant to involve their parents, and provide extra parent and family support if
required. Parental involvement has shown to be one of the strongest predictors for effectiveness of various child interventions (Blok, Fukkink, Gebhardt, & Leseman, 2005; Riosa,
McArthur, & Preyde, 2011). Support groups could for instance be offered to these child
ren in combination with a family talk intervention (Beardslee, Wright, Gladstone, &
Forbes, 2007), parent-child interaction training, parenting training, or practical family
support. On the other hand, one could also consider whether children of parents without
co-morbidity and personality disorders require support groups at the intensity currently
being offered. Although we acknowledge that all children of m entally ill parents need
some extra support, these children may also benefit from support groups with fewer ses
sions, or more distant interventions, like brochures and websites. However, longitudinal

63

Ch

a pter

3

studies are required to test the hypotheses posed in this paragraph. Moreover, it should
be studied whether support groups are effective in preventing problem development in
these children, and not cause detrimental effects.
W hen interpreting the results of this study, some limitations should be kept in mind.
First, we studied a selected sample of children of mentally ill parents, as we included only
children with parents who were able to fill out a questionnaire themselves. This may
have led to the exclusion of children of parents with diagnoses such as schizophrenia and
substance use disorders, who are more likely to be absent due to psychiatric admissions,
court custody or parental divorce. Second, we used only one inform ant (i.e. the child or
the parent) for each variable, which may have led to subjective judgements. Third, the
small sample size and the overrepresentation in the groups of children with parents with
co-morbidity and personality disorders reduced the study’s power to detect significant
differences. Fourth, it was not possible to draw any causal conclusions, due to the crosssectional design of the study. We recommend further longitudinal studies into risk
prediction in children of parents with co-morbidity or personality disorders, with larger
sample sizes and using multiple informants.
Nevertheless, this study clearly showed that most children who participate in sup
port groups have parents with serious and chronic mental illnesses. The children of these
parents are confronted with multiple risk factors and already have significant problems
regarding their own functioning. These children appear to be in great need of preventive
interventions, which shows that the recruitment for these support groups among adult
m ental health centers, where these parents are usually treated, is a suitable strategy for
selecting the child participants at highest risk. Nevertheless, not all children at high
risk are reached through this strategy, as a substantial proportion of parents with seri
ous mental illnesses do not receive any form of psychological treatment (Kessler et al.,
2001). Hence, expanding the population of high-risk children reached by support groups
requires other recruitment strategies to be used as well, for instance through family physicians, schools, and internet. Moreover, lower risk in children does not mean that these
children need no support; support for them m ight prevent risk increase and problem de
velopment in the future.
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A bstract
Background
Children of mentally ill parents, a high risk group of developing problems themselves, are
often identified and treated as a homogeneous group, despite diversity in parental diagnoses.
Some studies demonstrate evidence for transgenerational equifinality (children are at risk of
similar problems) and multifinality (children are at risk for a broad spectrum of problems).
At the same time other studies indicate transgenerational specificity (child problems are
specifically related to the parent’s diagnosis) and concordance (children are mainly at risk of
the same disorder as their parent). Thus, it is inconclusive whether these children should be
offered similar preventive interventions.

Method
Accordingly, we systematically compared 188 studies on diagnoses and other outcomes in
children of parents with the most prevalent disorders on axis I and II of the DSM-TV: unipolar depression, bipolar disorder, anxiety disorders, borderline, and antisocial personality
disorders. First, the studies methodological characteristics were compared. Second, we analyzed study outcomes for the presence of transgenerational equifinality, multifinality, spe
cificity and concordance. Finally, the strength of the relationship between child and parent
diagnoses was inspected.

Results and Conclusions
Multifinality and equifinality appear to be more of a characteristic of children of unipolar,
bipolar and borderline/antisocial parents than of children of anxious parents, whose risk
is mainly restricted to developing anxiety disorders. For all children, risk transmission
is assumed to be partly specific since the studies indicate a strong tendency to develop the
same disorder as their parent. This review clearly shows the alarmingly high risk in these
children, indicating the relevance of effective preventive interventions.
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Worldwide, 450 million people are affected by mental illnesses (WHO, 2001) and many
of them raise children. National survey studies have reported that between 12.1% to 38.5% of
the total child population has a parent with a mental illness (Bassani, Padoin, & Veldhuizen,
2008; Bool, Van der Zanden, & Smit, 2007; Maybery, Reupert, Patrick, Goodyear, & Crase,
2009). About one third of these children experience transient mental problems and another third experience more serious and long term adjustment issues (Mowbray et al., 2004;
Ostman & Hansson, 2002; Rutter & Quinton, 1984). Compared to other children, they are
at risk for abuse and neglect and of developing attachment problems along with internali
zing, externalizing, social, cognitive, and physical problems. Depression, anxiety disorders,
substance abuse, eating problems, suicidal behavior, and medical illnesses are more often
reported in these offspring (Beardslee, Gladstone, & O’Connor, 2011; Downey & Coyne,
1990; Hosman, Van Doesum, & Van Santvoort, 2009; Leverton, 2003; Weissman, Fendrich,
Warner, & Wickramaratne, 1992; Weissman et al., 2006). Various studies have reported that
the offspring of mentally ill parents are two to even thirteen times more likely to develop
psychopathology themselves (Beardslee, Keiler, Lavori, Staley et al., 1993; Dean et al., 2010;
Weissman et al., 2006) and are up to five times more likely to utilize professional mental
health services (Bool et al., 2007; Olfson, Marcus, Druss, Pincus, & Weissman, 2003). This potential risk appears to be transmitted from parents to children through a complex interplay
of genetics, neurobiological risk factors, as well as a range of psychosocial risk factors. The
latter risk factors are either directly caused by the parent’s behavior, cognitions and emotions, or through a my riad of familial and contextual stressors associated with parental men
tal illness, such as marital discord, isolation and poverty (Goodman & Gotlib, 1999; Hosman
et al., 2009).
Children of mentally ill parents are often regarded as a homogeneous group despite the
diversity in their parents’ diagnoses. Preventive interventions have been developed world
wide for these children to reduce risk factors and increase the positive determinants impacting on child and family well being (Beardslee et al., 2011; Reupert et al., 2012; Solantaus &
Toikka, 2006; Van Doesum & Hosman, 2009). Interventions that directly target children of
parents with a mental illness, regardless of the parental diagnosis, include educational materials, individual psycho-education, peer support groups, discussion groups, and web-based
programs. Across such interventions children are grouped according to their age, rather
than parental diagnosis on the principle that young people, whose parents have a mental
illness, experience similar concerns.
The universal needs of those at risk include knowledge about the parental illness, coping
with stigma, enhanced resilience and coping skills, peer support, and respite from care
responsibilities. Similarly, interventions that target families and parents, such as parent
support groups, family home visits, and family psycho-educational interventions are not
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differentiated based upon a parent’s diagnosis. These interventions address common or
universal needs, such as parenting skills, ability to discuss the illness with their children,
social connectedness and support (Reupert & Maybery, 2009, 2011; Van Doesum &
Hosman, 2009).
Numerous empirical studies have demonstrated that nonspecific risk factors, such
as mental illness severity and chronicity, are the most im portant predictors of child
functioning rather than the parental illness diagnosis per se (Ashman, Dawson, & Panagiotides, 2008; Foster et al., 2008; Hammen, Burge, Burney, & Adrian, 1990; Schreier,
Wittchen, Hofler, & Lieb, 2008). In addition, empirical studies have shown that children of parents with different diagnoses are at risk for sim ilar problems (Biederman
et al., 2001; Friedmann et al., 1997; Rutter & Quinton, 1984), a phenomenon known
as transgenerational equifinality (Cicchetti & Rogosch, 1996; Cicchetti & Toth, 2009).
For example, Biederman et al. (2001a) compared children of parents with major depres
sion and children of parents with panic disorder and found that both child groups sho
wed increased rates of separation anxiety disorders and anxiety disorder co-morbidity
compared to a control group of children with parents without psychopathology. Finally,
multiple studies provide evidence for transgenerational multifimlity (Campbell, MorganLopez, Cox, & McLoyd, 2009; Henin et al., 2005; Weissman et al., 2006): that is, children
sharing the same parental diagnosis are at risk for a broad spectrum of outcomes (Cic
chetti & Rogosch, 1996; Cicchetti & Toth, 2009). For instance, a longitudinal study by
Weissman et al. (2006) on offspring of parents with major depression revealed that after
20 years these offspring not only report a threefold increase of depression, but also have
more anxiety disorders, substance dependence, and physical illnesses, than offspring of
parents without a mental illness.
However at the same time, mental disorders are extremely diverse with varying
symptoms, different impacts on parenting behaviors and potentially different types of
genetic contributions - all of which m ight have differential impact on offspring. There
are studies which have rejected the presence of equifinality by showing transgenerational
specifïcity. These investigations have demonstrated that some problems are significantly

more likely to occur in children of parents with a particular diagnosis than in children
of parents with other diagnoses (Abela, Skitch, Auerbach, & Adams, 2005; Beidel &
Turner, 1997; Biederman et al., 2001a; Murray, Cooper, Creswell, Schofield, & Sack, 2007).
Biederman et al. (2001a) found that children of parents with panic disorder reported
elevated rates of panic disorder and agoraphobia, while children of depressed parents
had higher rates of major depression, social phobia, disruptive behavior disorders and
poorer social functioning. Furthermore, Biederman et al. (2001a) demonstrated that
the risk in children of parents with panic disorder is defined by a smaller spectrum of
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negative outcomes than the risk in children of parents with major depression. When the
risk in children is restricted to developing the same disorder as their parent, it is termed
“transgenerational concordance” (Gottesman & Shields, 1973). Children might, for instance,

imitate their parent’s pathological behavior and coping style (Hosman et al, 2009).
In the case of transgenerational specificity, child outcomes may include also a mental
disorder other then the parental diagnosis.
The terms transgenerational concordance and specificity, which are partly overlap
ping concepts, are applied for different foei. Both transgenerational concordance and
multifinality are used to define the scope of child-outcomes of a particular parental
disorder. The concepts of transgenerational specificity and equifinality, however, refer
respectively to differences and similarities in the child outcomes of different parental
disorders. Figure 4.1 - at the end of the introduction paragraph - visually depicts the con
cepts of transgenerational equifinality, multifinality, concordance, and specificity.
Empirical support for transgenerational equifinality and m ultifinality and conversely transgenerational specificity and concordance leads to some im portant questions.
First, it needs to be asked whether children of parents with various m ental disorders
should be regarded and studied as a homogenous or heterogeneous group. Since mental
disorders seldom exist on their own, but are frequently accompanied by other diagnoses
(co-morbidity) (Kessler, Chiu, Demler, & Walters, 2005; Zimmerman, McGlinchey, Chelminski, & Young, 2008), we also need to question whether m ultifinality should merely
be regarded as a consequence of parental co-morbid diagnoses. Second, is it appropriate to
offer similar preventive interventions to children whose parents have a mental illness regardless of the parental diagnosis? W hen equifinality is based on shared risk factors mediating between different parental diagnoses and a specific child outcome, this would be
justified (e.g. child abuse and neglect, insecure attachment, stigma). In the case of concor
dance and specificity between parental diagnosis and child outcomes, however, it would
be more appropriate to attune preventive interventions at risk factors and transmission
processes specifically related to the parental diagnosis. Providing common interventions
to children of different parental diagnoses might be cost-effective, but specific interven
tions more tailored to the children’s circumstances and parental diagnoses, may well increase the effectiveness of interventions (Hosman et al, 2009).
At present, the scientific literature offers little systematic comparison or review
between empirical studies of children whose parents have different mental disorders.
Empirical studies differ in regard to the parent’s diagnosis, the children’s ages, families’
socio-economic backgrounds, research designs, methodologies and data collection tools.
To date, review papers either provide an overview of the wide range of child consequences,
without structuring, ordering or comparing children’s outcomes (Beardslee et al, 2011;
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DelBello & Geiler, 2001; Leverton, 2003; Torry & Billick, 2011), or only compare a restricted
range of child outcomes among children of parents with one mental disorder (Downey &
Coyne, 1990; Glasheen, Richardson, & Fabio, 2010; Goodman et al., 2011; Jones & Bentall,
2008; Micco et al, 2009). Moreover, most of the knowledge we have about children of
mentally ill parents is generalized from studies on children of depressed parents, as the
number of studies in this area exceeds the number of studies on other parental disorders
(Hosman et al, 2009; Leverton, 2003). Hence, a comparative overview that identifies the
common as well as unique outcomes of children of parents with specific diagnoses is
required. Such a review can potentially inform the development and evaluation of future
interventions for children and their families. Additionally, highlighting specific areas of
need may have im portant policy and service delivery implications.
Accordingly, the present review is designed to systematically examine the findings of a
wide range of studies that assessed child outcomes in regard to the most frequently occur
ring parental mental disorders on DSM IV axis I as well as axis II. This review focuses on
parental affective disorders (unipolar depression and bipolar disorder), anxiety disorders,
borderline and antisocial personality disorders. The outcomes assessed by the studies of
at risk children were: mental disorders, internalizing problems, externalizing problems,
social problems, cognitive problems, physical problems, temperament, suicidal behavior,
psychological treatment, and difficulties interacting with parents. Although the focus
of this review is on child outcomes, some of the outcomes may be regarded as mediating
risk factors for the later development of mental or physical illnesses. Studies were eligible
for this review if they included a control group of children of mentally and physically
healthy parents.

Objectives of the Systematic Review
Before comparing the child outcomes, this review systematically aimed to develop insight
into the type of studies that have been conducted and their limitations. Next, in order to
gain more insight in the similar and different needs of children of parents with different
disorders, we compared child outcomes across similar and different parental disorders
for the presence of transgenerational multifinality, equifinality, concordance and specificity. Finally, the relationship between parental disorders and various specific child
diagnoses was analyzed by calculating odds ratios in order to provide an overview of the
strengths of these associations. However, except for the differentiation between clinical and
community studies, we did not focus on moderating variables that might predict variations
in strength as these are plethoricgiven the quantity and heterogeneity of the included studies.
The research questions to be answered by this review are:
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1. What is the profile of the studies that have been conducted on child outcomes of
parental affective disorders (unipolar and bipolar), anxiety disorders, borderline and
antisocial personality disorders?
o Can studies be differentiated on the basis of methodological characteristics (how the
parental diagnosis was assessed, whether parents had co-morbid diagnoses, parental
gender, type of population, sample size and child age)?
o What mental disorders and other problems are studied among children of mentally
ill parents?
2. How are parental diagnoses and child disorders and other outcomes related?
This involved two interrelated areas of investigation:
o First, we focused on the scope of child outcomes among children of parents with a
similar disorder to determine if there is any evidence for transgenerational
multifinality with a broad spectrum of child outcomes, or for transgenerational
concordance with child outcomes mainly restricted to the same disorder as their
parent (Figure 4.1a).
o Second, we compared children of parents with different diagnoses on each of the
child outcome variables to determine if there is any evidence for transgenerational
equifinality with outcomes that are similar for all children, or for transgenerational
specificity with outcomes signifïcantly more likely for children of parents with a
particular diagnosis than for children of parents with other diagnoses (Figure 4.1b).
3. What is the strength of the relationship between parent and child mental disorders?
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a: Scope of Child Outcomes of a Parental Disorder
Transgenerational multifinality

Transgenerational concordance

b : Scope o f Parental D isorders P reced ing a Child O u tc o m e
Transgenerational equifinality

Transgenerational specifidty

Parental
disorder
Parental
disorder
Parental
disorder
Parental
disorder

Figure 4.1 T ransgenerational m ultifinality, concordance, equifinality, and specifidty

M eth ods
Inclusion Criteria
The studies included in this systematic review identify child outcomes of one of the following parental disorders: unipolar depression (major depression and dysthymia), bipo
lar disorder, anxiety disorders and personality disorders (borderline and antisocial). To
increase the likelihood that the studied child outcomes are a consequence of the parental
disorder, eligible studies required a clearly defined control group of children of parents
without mental or physical health problems. Furthermore, studies had to be designed
in a way that the parental disorder was likely to precede the child problems and not the
other way around. First, the parental disorder had to be assessed as the independent variable and the child outcomes as dependent variables. Second, the parental disorder had
to be present before child outcomes occurred, which was likely when the study met one
of the following designs: (a) The parental diagnosis was assessed before child birth, (b) the
majority of the parents had a chronic mental illness as they were recruited from a patiënt
population, (c) parents had a lifetime diagnosis, (d) the parental diagnosis was assessed at
least one year before child outcomes.
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For studies to be eligible, the presence and absence (control group) of the parental
diagnosis had to be determined by a clinician during a diagnostic interview and/or with
a validated diagnostic instrum ent. When a diagnostic self-report instrum ent, such as
the CES D, BDI, or EPDS for depression, was employed, a valid clinical cut-off score had
to be applied to differentiate groups. This ensured that only studies concerning parents
with the specific disorders were included. There were no restrictions for parental gender,
severity of the parental disorder or the parental study population (clinical or community).
Since children were the focus of this review, at least 75% of children needed to be aged
between 0 and 21 years. In the case of longitudinal research with successive studies over
time, this age-criterion was only relevant for the first study. To avoid gender specific
conclusions, only studies which incorporated both girls and boys were included.
Finally, as conclusions about child outcomes had to be derived with a reasonable
amount of power, only studies were included which incorporated more than 40 children
in the index group (children of parents with mental illness) and control group (children
of healthy parents) together. W ith this number of children it is possible to detect large
effects between the means of two independent groups (Cohen’s d > .80) with a power of
.80 (Cohen, 1992). Studies in English, Dutch, French, Spanish or German were eligible.
All eligible studies were retrieved from Medline and Psyclnfo databases up till lst of April,
2011. We needed to be able to access abstracts from these databases and obtain an (online)
full-text paper from our university library.

Literature Search and Selection Strategy
Searches were conducted in Medline and PsycINFO databases using a combination of fixed
parent1 - and child2 -terms, and terms for the specific parental disorder3 in title words,
subject headings and keywords. These terms and combinations were selected in order
to fully retrieve a selection of papers meeting the inclusion criteria within the databases.
Searches were limited to peer reviewed journals.
Subsequently, titles, abstracts and full texts were checked and papers were removed if not
meeting the inclusion criteria. One hundred and eighty eight papers were retrieved by this
selection procedure.

1parent* or mother* or father* or maternal* or paternal* or woman* or caregiver* or offspring*
2 child* or offspring* or infant* or adolescent* or baby* or babies* or boy* or girl* or old*
3Affective disorders: depress* or affect* or bipolar* or dysthym* or mood* or manie*; Anxiety disorders:
“anxiety disorder*” or “gad” or “social anxiety*” or phobi* or panic* or agoraphob* or “posttraumatic stress”
or “post traumatic stress” or “ptsd” or “obsessive compulsive” or “ocd”; Borderline personality disorder:
borderline*; Antisocial personality disorder: antisocial*
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In some papers one group of children of parents with a specific mental illness was com
pared to a healthy control group, whereas in other papers, several groups of children of pa
rents with different diagnoses (e.g. a group of children of parents with anxiety disorders,
and a group of children of parents with major depression) were each compared to a heal
thy control group. We inspected the comparisons between children of mentally ill versus
children of mentally healthy parents for each group separately. As can be seen in Figure
4.2, the 188 papers provided 230 comparisons between children of parents with a specific
mental illness and a healthy control group (141 unipolar vs. Controls, 34 bipolar vs. Con
trols, 49 anxiety vs. Controls, 6 personality disorders vs. Controls). When we use the term
‘papers’ in the remaining part of this article we refer to these 230 comparisons. Due to the
small number of papers that met the inclusion criteria, papers on parental anxiety disor
ders were grouped together (5 papers on social phobia, 3 on generalized anxiety disorder,
2 on specific phobia, 16 on panic disorder, 1 on posttraumatic stress disorder, 2 about obsessive compulsive disorder, and 20 papers with various anxiety disorders studied as one
group). Papers on parental borderline personality disorder (n = 2) and antisocial persona
lity disorder (n = 4) were combined as ‘parental personality disorders’. The large numbers
of papers investigating parental unipolar (n = 141) and bipolar affective disorders (n = 34)
allowed separate analysis. Papers that did not differentiate between unipolar and bipo
lar affective disorders (index group included both disorders, n =13) were excluded.
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Unipoiar depression: 141 comparisons
Bipolar disorder: 34 comparisons
Anxiety disorders: 49 comparisons

Personality disorders
induded papers: 5
(6 comparisons)

Figure 4.2 Flow chart of paper inclusion

Clustering Child Outcome Variables
Child outcome variables assessed by the selected papers were evaluated by the authors of
this review in order to define a restricted range of outcome categories. For the purpose
of studying transgenerational multifinality, equifinality, concordance, and specificity,
specific child diagnoses were categorized separately. Other outcomes were clustered
into various categories. Table 4.1 provides an outline of all outcome categories and their
definitions.
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Table 4.1 Child Outcome Categories

Outcome categories

D efinition

Child diagnoses
Unipolar depression

Major depression, m inor depression, dysthym ia

Bipolar disorder

Bipolar I/II disorder, m ania

Affective disorders non-specified

Any affective disorder (unipolar depression and bipolar disorder)

A nxiety disorders

Separation anxiety disorder, social phobia, specific phobia,
overanxious disorder, generalized anxiety disorder, panic
disorder with(out) agoraphobia, posttraum atic stress disorder,
obsessive-compulsive disorder, any anxiety disorder

Conduct disorders/ADHD

Conduct disorder, oppositional defiant disorder, disruptive
behavior disorder, attention deficit hy peractivity disorder, any
behavior disorder

Substance use disorders

Alcohol abuse/dependence, drug abuse/dependence, any
substance use disorder

Personality disorders

A ny axis II disorder

Eating disorders

Anorexia, bulim ia, any eating disorder

Schizophrenia

Schizophrenia

Co-morbidity

Two or more diagnoses

M ental disorders (non-specified)

Any axis I or axis II diagnosis (not fu rth er specified)

Psychological treatm ent

Any form of psychological treatm ent

O ther child outcomes
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Internalizing problems

As defined by the Child Behavior Checklist (CBCL) (withdrawal,
somatic complaints, anxious/depressed symptoms). Self-esteem
and perceived competence are also categorized as aspects of
internalizing problems

Suicidality

Thoughts, plans, attem pts

E xternalizing problems

As defined by the Child Behavior Checklist (CBCL) (delinquency, aggressive behavior)

Social functioning

As defined by the Child Behavior Checklist (CBCL) (competence
scale: activities, social, school)

Overall functioning

Kind of problem s/functioning is not specified

Tem perament

Tem peram ental features (e.g. behavioral inhibition)

Cognitive functioning

Cognitive abilities and IQ

Brain and horm one functioning

Cortisol levels, EEG, h eart rate, etc.

Medical illnesses and problems

Cardiovascular diseases, allergies, diarrhoea, low b irth weight

Physical development and
functioning

Weight, length, sleeping, eating, etc.

A ttachm ent

Child’s attachm ent to m entally ill parent

Child’s interaction w ith parent

Child’s responses to m entally ill caregiver (regardless of the
specific behavior)

Sy s t e m a t ic R e v ie w

Coding of Papers
All included papers were first summarized using a standardized study summary form in
order to collect information concerning eligibility, methodology, demographics, outcome
variables, statistical analyses, controlled variables, results, and study limitations. The
summary form was constructed following the guidelines provided by the Cochrane Collaboration for preparing systematic (intervention) reviews (Higgins & Green, 2011). Eight
raters, who were extensively trained by the first author, each summarized a part of the selected papers. Problems during summarizing the papers were discussed until a consensus
was reached between the first author and the raters. Next, the relevant information for the
present review - described in the following paragraph - was coded by the first and last authors of this review using SPSS. Codes were derived from information reported in the study
summary forms that were all double checked with the original papers. Inconsistencies were
again discussed until consensus was reached between the raters.
The papers were coded in terms of whether outcomes in the specified categories had been
assessed (yes, no) and whether significant differences between the index and control group
were found (yes, marginally, no, reversed, not reported). Papers that had split the index
group in subgroups (e.g. younger and older child cohorts, parents with chronic and interm ittent depression) in order to study the influence of several moderating variables required
a more elaborate coding strategy. Figure 4.3 describes the criteria applied for coding signifi
cant differences reported by papers. The left side of the figure shows criteria for studies with
one index group, the right side presents criteria for studies with the index group split into
subgroups. For papers that had split the index group the result was coded as ‘partly signifi
cant’ if not all subgroups differed significantly from the control group.
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To be answered for each studied ouicome oategory:

Figure 4.3 Coding of significant index vs. control group differences reported by papers

Other information entered into SPSS included the parental disorder (unipolar depression,
bipolar disorder, anxiety disorders, personality disorders), whether the parents were
recruited from a patiënt or community population, parental gender (mothers, fathers,
mixed), how the parental diagnosis was assessed (clinical diagnostic instrum ent/
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interview with clinician, self-report questionnaire), and whether the parents had comorbid diagnoses (yes, no, not reported). Furthermore, information was recorded on the
num ber of children on which outcomes were studied (in the index and control groups)
and their age at outcome assessment (0-1,1-4,4-12,12-18, >18 years).

Papers From the Same Study
For comparison of child outcomes, which requires that results are statistical indepen
dent, papers based on the same study were clustered. W hen these papers assessed a simi
lar child outcome category, in children of the same age group with parents with the same
disorder, they were taken together for reporting on this specific outcome. W hen those
papers reported different results, the following strategy was applied: (a) if papers included
different samples sizes, we selected the outcome of the paper with the largest sample (b)
if papers studied outcome variables that were not identical, although classified by us in
the same child outcome category (e.g. child’s gazing behavior towards mother and child’s
smiling behavior towards mother are both classified as child’s interaction with parent),
we selected the most significant outcome. This strategy parallels the strategy we used
when coding significance for single papers, as was presented in Figure 4.3. We use the
term ‘studies’ for the num ber of statistical independent comparisons of child outcomes.

Analyses
Methodological characteristics of the papers were inspected and compared first. Second,
child outcomes were inspected for the percentage of the relevant studies that demonstrated a significant difference between index (children of mentally ill parents) and control
groups (children of mentally healthy parents). Since these percentages are dependent on
whether we coded ‘partly’ and ‘marginally’ significant results as significant or not, per
centages of both options were reported. Not or reversed significant results were always
coded as ‘not significant’. Child outcomes assessed by a study that were not statistically
analyzed were eliminated. Percentages were only further inspected for transgenerational
multifinality, equifinality, concordance and specificity when three or more studies were
available. Hence, studies on parental borderline/antisocial personality disorders were not
included in the analyses as the number was too small to draw reliable conclusions.
For transgenerational m ultifinality and concordance, we inspected the number of
child outcome variables per parental diagnosis for which the majority of the studies, 60%
or more, showed a significant difference between index and control groups, while ‘partly’
or ‘marginally’ significant outcomes were coded by us as not significant. The higher the
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number of outcome variables, the more evidence for multifinality. We assumed there was
evidence for transgenerational concordance when the majority of the studies (> 60%) that
assessed parent chi ld disorder similarity showed a significant result, but evidence for
multifinality was low, i.e. children were dominantly at risk to develop the same disorder
as their parent.
For transgenerational equifinality and specificity, we inspected child outcome va
riables that were assessed by three or more studies on each o f the three parental disorders
(unipolar, bipolar, anxiety). Those child outcome variables were individually compared
across the three parental diagnoses for the percentages of studies that showed a signifi
cant result. We used Fisher’s exact tests for comparing the percentages. We assumed there
was evidence for equifinality for a child outcome variable when for more than one of the
parental disorder the majority of the studies - 60% or more - showed a significant difference between index and control groups on the child outcome. The Fisher’s exact test
had to yield a non significant result, indicating sim ilarity between the parental groups.
There was evidence for transgenerational specificity when only for one of the parental
disorders the percentage of significant differences was higher than 60%. In addition, the
Fisher’s exact test had to yield a significant result, indicating difference between groups.
Third, to assess the strength of the relationship between parental and various child
disorders, we calculated odds ratios based on the num ber of children that did/did not
have a mental disorder in the index and control groups. The odds ratio is the ratio of the
odds that an event will occur in one group to the odds that it will occur in the other group.
We calculated odds ratios for the child disorders that were most frequently assessed by
the studies: unipolar depression, bipolar disorder, anxiety disorders, conduct disorders/
ADHD, and non specified mental disorders. W hen a study already provided an odds
ratio, we used their odds ratio. If not, we calculated the odds ratio ourselves. Studies that
did not provide information for calculating odds ratios for the whole study group were
eliminated from this part of our study. For papers that were based on the same study, the
odds ratio was selected which reflected m axim um control for covariates (i.e. controlled
for the most moderators). When the num ber of controlled covariates was equal, we
selected the paper which had the largest total sample size. In case of equal sample sizes,
we selected the highest odds ratio which resembles our strategy for coding significance of
study outcomes (method paragraph, Figure 4.3). The number of studies for which an odds
ratio was reported may be larger than the number of studies on which significance was
reported since some studies did provide information for calculating odds ratios but did
not statistically test group differences as these were not of interest to the study.
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R esults
Methodological Characterïstics of the Selected Papers
Table 4.2 summarizes the methodological characteristics of the selected papers in total
and for the papers on the four parental illness groups separately (unipolar depression,
bipolar disorder, anxiety disorders, borderline/antisocial personality disorders). The
characteristics of the individual papers can be viewed in the appendix. Table 4.2 shows
that the majority of the papers used a clinical diagnostic instrum ent or an interview
with a clinician (these were grouped together) to assess the parental diagnosis. Regarding
parental bipolar disorder or borderline/antisocial personality disorders, none of the
papers used self-report instruments. Many papers did not report information about
whether the mentally ill parents had other co morbid diagnoses, especially those papers
on parental unipolar depression and bipolar disorder. The table also reveals that most
papers on parental unipolar depression reported on children of affected mothers, while
papers on parental bipolar disorder and anxiety disorders reported more frequently on
children of parents of both genders. Furthermore, most parents with bipolar disorder
were recruited exclusively from patiënt populations, whereas parents with unipolar
depression, anxiety and personality disorders were more likely to be recruited from a
community population, solely or mixed with some patiënt participants (grouped together
under ‘community population’). The papers are diverse in the num ber of children that
are studied and the ages of the children. Finally, the table shows that the papers reporting
on children of bipolar parents have smaller sample sizes and include, similar to studies
on children of parents with personality disorders, older children in comparison to papers
reporting on children of parents with unipolar depression and anxiety disorders.
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Table 4.2 M ethodological Characteristics of the Selected Papers

Num ber of papers

Total

U nipolar

Bipolar

Anxiety

Personality

230

141

34

49

6

n

%

n

%

n

%

n

%

n

34

100.0

%

45

91.8

6

100.0

4

8.2

-

0.0

Diagnostic in stru m en t
Clinical

199

86.5

114

80.9

Self report

31

13.5

27

19.1

-

Yes

59

25.7

23

16.3

7

20.6

26

53.1

3

50.0

No

12

5.2

8

5.7

1

2.9

3

6.1

-

0.0

Not
reported

159

69.1

110

78.0

26

76.5

20

40.8

3

50.0

Female

140

60.9

104

73.8

13

38.2

21

42.9

2

33.3

Male

1

0.4

-

0.0

-

0.0

-

0.0

1

16.7

Mixed

89

38.7

37

26.2

21

61.8

28

57.1

3

50.0

Patiënt

90

39.1

43

30.5

25

73.5

20

40.8

1

16.7

C om m unity

140

60.9

98

69.5

9

26.5

29

59.2

5

83.3

4 0 -6 0

34

14.8

11

7.8

13

38.2

9

18.4

1

16.7

61-100

58

25.2

37

26.2

11

32.4

10

20.4

-

0.0

101-200

63

27.4

45

31.9

6

17.6

10

20.4

2

33.3

201 -1000

52

22.6

31

22.0

3

8.8

17

34.7

1

16.7

>1000

23

10.0

17

12.1

1

2.9

3

6.1

2

33.3

01

21

9.1

10

7.1

1

2.9

10

20.4

-

0.0

1-4

40

17.4

37

26.2

2

5.9

1

2.0

-

0.0

4-12

75

32.6

48

34.0

9

26.5

16

32.7

2

33.3

12-18

66

28.7

33

23.4

16

47.1

13

26.5

4

66.7

28

12.2

13

9.2

6

17.6

9

18.4

-

0.0

Co-morbidity

Parental gender

Population

Num ber of children
(index +healthy control group)

Child age (years)

>18
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Child Outcomes Reported by the Selected Studies
The child outcomes of the four parental diagnoses are presented in Tables 4.3 and 4.4.
Table 4.3 shows the number of studies on each of the parental disorders that assessed
and statistically analyzed various specific mental disorders in their offspring. Table 4.4
presents the studies that assessed and statistically analyzed other child outcomes. In
addition, both tables show the percentage of studies that reported a significant result.
The final column presents the results of the Fisher’s exact tests which are used to test
transgenerational equifinality and specificity.

Transgenerational m ultifinality or concordance
For transgenerational multifinality and concordance, we focussed on the scope of child
outcomes of each of the parental disorders. Table 4.3 reveals that for children of parents
with unipolar depression, nine child diagnostic outcomes were assessed by at least three
studies. Seven of these child diagnostic outcomes were reported as significant by the majority of the studies (> 60%). All of the studies reported that the children had higher rates
of non-specified affective disorders and mental disorders than the children of parents wit
hout mental disorders; About 80% of the studies reported higher frequencies of unipolar
depression in these children; about 70% reported higher rates of psychological treatment,
co-morbidity, and conduct disorders/ADHD; 61.9% of the studies reported higher frequen
cies of anxiety disorders. Regarding parental bipolar disorder, seven child diagnostic out
comes were assessed by at least three studies. Five of these child diagnostic outcomes were
reported as significant by at least 60% of the studies. All studies reported that children
had elevated rates of non-specified mental disorders and 87.5-100% reported higher rates
of conduct disorders/ADHD; about 80% of the studies reported higher frequencies of anxi
ety disorders, and over 70% higher rates of non-specified affective disorders. Higher rates
of unipolar depression were reported by 62.5% of the studies. For children of parents with
anxiety disorders six child diagnostic outcomes were assessed by at least three studies.
Only one child diagnostic outcome was reported as significant by the majority of the stu
dies (> 60%). About 80% of the studies indicated that these children had higher frequencies
of anxiety disorders.
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T able 4.3 M ental Disorders in Children of Parents W ith U nipolar, Bipolar, Anxiety, or Personality
Disorders: Frequency of Assessment and Reported Significance

N um ber of papers

U nipolar

Bipolar

Anxiety

Perso
nality

141

34

49

6
p (two-tailed) *

Studied child outcomes
Unipolar depression

Bipolar disorder

Affective disorders
(non specified)
A nxiety disorders

Conduct disorders
/ADHD
Substance use disorders

Personality disorders

Co-morbidity

M ental disorders
(non-specified)
Psychological treatm ent

Schizophrenia

Eating disorders

Somatization disorders

Fisher’s
exact test

n

23

8

11

2

%sign.

73.9/87.0*

62.5

18.2

SO.0/100.0

n

5

9

1

0

% sign.

20.0

55.5

0.0

-

n

5

7

3

2

% sign.

100.0

71.4

0.0

0.0/100.0

n

21

7

20

3

% sign.

61.9

714/85.7

70.0/85.0

33.3

n

17

8

9

3

%sign.

64.7/70.6

875/100.0

22.2

100.0

n

7

3

1

2

%sign.

42.9/57.1

0.0

0.0

50.0

n

2

1

0

1

% sign.

50.0

100.0

-

0.0/100.0

n

7

2

4

0

% sign.

71.4

100.0

50.0 / 75.0

-

n

10

8

3

0

%sign.

100.0

100.0

33.3

n

5

0

1

0

%sign.

80.0

-

0.0

-

n

2

1

0

0

% sign.

0.0

100.0

-

-

n

0

1

0

0

%sign.

-

0.0

-

-

n

0

1

0

1

%sign.

-

0.0

-

0.0

<.01 / <.001

N.A.

<.05

.99/.49

<05/<.01

N.A.

N.A.

N.A.

<.05

N.A.

N.A.

N.A.

N.A.

n = num ber of studies; % sign = percentage of studies th at showed a significant result.
*: The first p value is the outcome of the Fisher’s exact test when partly and m arginally significant results
were coded as ‘not-significant’, the second p value they were coded as ‘significant’. Similar strategy applied
for percentages.

86

Sy s t e m a t ic R e v ie w

As can be viewed in Table 4.4,12 other child outcomes were assessed by at least three
studies on children of parents with unipolar depression. Six of these other child outcome
variables were reported as significant in at least 60% of the studies. Seventy- five to hundred percent of the studies reported poorer overall functioning in these children than in
children of parents without mental health problems. Ninety percent of the studies sho
wed that these children had more medical problems, and about 80% reported that these
children had more problems in terms of temperament and attachment and showed deviations of brain and hormone functioning. About 60-80% of the studies also yielded more
internalizing problems. Regarding children of parents with bipolar disorder, nine other
child outcome variables were assessed by at least three studies. Significance was shown for
five of the other child outcome variables in the majority of the studies (> 60%). All studies
reported that these children functioned relatively worse overall; 80% showed deviations
of brain and hormone functioning and over 60% yielded more internalizing, social func
tioning, and temperament problems. Finally, for children of parents with anxiety disor
ders, eight other child outcome variables were assessed by at least three studies. Only one
of these other child outcome variables was reported as significant by the majority of the
studies (> 60): 80-100% of studies showed that these children had deviations of brain and
hormone functioning.
Tables 4.3 and 4.4 show that the num ber of outcome variables for which the majority
of the studies reported a significant result is much higher for parental unipolar depres
sion and bipolar disorder than for parental anxiety disorders. We may conclude that
transgenerational m ultifinality is more of a characteristic of children of parents with
unipolar depression and bipolar disorder than of children of parents with anxiety dis
orders. The significant results that were reported by the majority of the studies on child
ren of parents with anxiety disorders appear to be mainly restricted to developing an
anxiety disorder, reflecting the presence of transgenerational concordance.
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T able 4 .4 O ther Child Outcomes of Parental Unipolar, Bipolar, Anxiety, or Personality Disorders:
Frequency o f Assessment and Reported Significance

N um ber of papers

U n ip o la r

B ip o la r

A n x ie ty

P e rso 
n a li t y

141

34

49

6
p (two-tailed) *

Studied child outcomes
Internalizing

n

33

6

16

2

% sign.

63.6/78.8*

66.7

56.3/62.5

100.0
2

n

31

6

4

% sign.

58.1/77.4

50.0

25.0

100.0

Social functioning

n

17

6

3

1

% sign.

58.8/82.4

66.7

0.0

0.0

Overall functioning

n

12

5

2

1

% sign.

75.0 /100.0

100.0

0.0

100.0

n

17

7

3

0

Externalizing

Cognitive functioning

Brain and horm one

Medical problems

Physical developm ent

Suicidality

T em peram ent

A ttachm ent

Interaction w ith parent

F is h e r’s
e x act te s t

% sign.

47.1/70.6

429/571

0.0

-

n

8

5

5

0

% sign.

62.5 / 87.5

80.0

80.0/100.0

-

n

10

2

6

0

% sign.

90.0

50.0/100.0

33.3/66.7

-

n

15

0

6

0

% sign.

53.3/66.7

-

50.0

-

n

7

3

2

1

% sign.

42.9/71.4

0.0/67.0

0.0/50.0

100.0

n

6

3

2

1

% sign.

83.3

67.0

0.0/50.0

100.0

n

10

1

1

0

% sign.

70.0/90.0

100.0

0.0

-

n

18

3

6

2

% sign.

55.6

33.3

33.3/50.0

100.0

.92/.49

.51/.052

.18/<.01

.NA.

.43/.08

>.99/.74

NA.

N.A.

N.A.

N.A.

N.A.

.61/.85

n = num ber of studies; % sign = percentage of studies th a t showed a significant result.
*: The first p value is the outcome of the Fisher’s exact test when partly and m arginally significant results
were coded as ‘not-significant’, the second p value when they are coded as ‘significant’. Sim ilar strategy
applied for percentages.
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Transgenerational equifinality or specificity
For transgenerational equifinality and specificity, we focussed on similarities and dif
ferences between parental diagnostic groups for each of the studied child outcomes.
Table 4.3 shows th at five child diagnostic outcomes were assessed by at least three stu
dies on each of the three parental diagnostic groups (unipolar, bipolar, anxiety): child
unipolar depression, non-specified affective disorders, anxiety disorders, conduct disorders/ADHD, and non-specified m ental disorders.
First, for child unipolar depression the majority of the studies on parental unipolar
depression and bipolar disorder showed significant outcomes; only 18.2% of the studies
on parental anxiety disorders showed a significant outcome. Fisher’s exact test showed
a significant difference between parental diagnostic groups for the number of studies
th at reported significant results for child unipolar depression (p < .01). Further inspection revealed that the difference in child unipolar depression between parental unipolar
and anxiety groups was significant (p < .01), the difference between parental bipolar and
anxiety groups was marginally significant (p = .07), and the difference between parental
unipolar and bipolar groups was not significant (ns).
Second, for child non-specified affective disorders over 60% of the studies on parental
unipolar depression and bipolar disorder showed a significant result; none of the studies
on parental anxiety disorders yielded a significant outcome. Fisher’s exact test showed a
significant difference between parental diagnostic groups for child non-specified affec
tive disorders (p <.05) (parental unipolar vs. anxiety: p < .05; parental bipolar vs. anxiety: p
=ns; parental unipolar vs. bipolar: p =ns).
Third, for child anxiety disorders the majority of the studies on all parental disorders
reported significant outcomes. The outcome of the Fisher’s exact test was not significant.
Fourth, for child conduct disorders/ADFID the majority of the studies on parental
unipolar depression and bipolar disorder reported significant results contrary to 22.2%
of the studies on parental anxiety disorders. Fisher’s exact test showed a significant dif
ference between parental diagnostic groups for child conduct disorders/ADHD (p < .05)
(parental unipolar vs. anxiety: p =.10; parental bipolar vs. anxiety: p < .05; parental unipo
lar vs. bipolar: p =ns).
Fifth, for child non-specified mental disorders all studies on parental unipolar
depression and bipolar disorder reported a significant result, compared to 33.3% of the
studies on parental anxiety disorders. Fisher’s exact test yielded a significant difference
between parental diagnostic groups for child non-specified mental disorders (p < .05) (pa
rental unipolar vs. anxiety: p < .05; parental bipolar vs. anxiety: p =.054; parental unipolar
vs. bipolar: p =ns).
Table 4.4 shows that six other child outcomes were assessed by at least three studies
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on each of the three parental diagnostic groups: child internalizing and externalizing
problems, social and cognitive functioning, brain/hormone deviations, and interaction
with parent.
First, for child internalizing problems, the majority (> 60%) of the studies on parental
unipolar depression and bipolar disorder reported a significant result, and slightly fewer
than 60% on parental unipolar depression (56.3%). Fisher’s exact test reported no signifi
cant difference between parental diagnostic groups.
Second, for child externalizing problems the percentage of studies that reported a
significant result was smaller than 60% for all parental diagnoses nor showed a significant
difference between groups in the Fisher’s exact test.
Third, for child social functioning, only the majority of studies on parental bipolar
disorder reported a significant result, contrary to 58.8% in the parental unipolar group
and 0% in the parental anxiety group. However, Fisher’s exact test did not show a signifi
cant group difference.
Fourth, for child cognitive functioning the percentage of studies that reported a
significant result was smaller than 60% for all parental diagnoses and the Fisher’s exact
test did not show a significant difference between groups.
Fifth, child brain and hormone deviations were shown by the majority of the studies
on all three parental disorders. The Fisher’s exact test did not show a significant difference
between groups.
Sixth, for all parental diagnoses the percentage of studies that reported a significant
result for child’s interaction with parent the percentage was smaller than 60%. Fisher’s
exact test did not show a significant difference between groups.
In conclusion, Tables 4.3 and 4.4 show evidence for transgenerational equifinality for
child anxiety disorders and deviations of brain and hormone functioning since the ma
jority of the studies (> 60%) on all parental disorders reported significant results on these
child outcomes. For the child diagnosis unipolar depression, there was evidence for trans
generational equifinality only for children of parents with unipolar depression and bi
polar disorder. This was also the case for child non-specified affective disorders, conduct
disorders/ADHD, and non-specified mental disorders. The majority of the studies on the
parental diagnoses reported significant results for these child outcomes, whereas only
few studies on children of parents with anxiety disorders reported significant results.

Strength of the Relationship Between Parent and Child Disorders
Table 4.5 presents the num ber of studies on child unipolar depression, bipolar disorder,
anxiety disorders, conduct disorders/ADHD and non-specified mental disorders from
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which we were able to derive odds ratios. The means of the odds ratios per parental
disorder, the Standard deviations, and ranges are shown in Table 4.5 which also
shows the num ber of studies for which parents had been recruited from clinical and
com m unity populations including the mean odds ratios and Standard deviations for
these populations separately. In general, the majority of the studies from which we
were able to derive odds ratios were conducted w ithin parental clinical populations.
For child unipolar depression, the highest mean odds ratio was shown for children
of unipolar depressed parents (M OR =8.68, SD = 9.87). The m ean odds ratio for children
of parents with bipolar disorder was 4.44 (SD = 3.23) and 6.96 (SD = 16.00) for children of
anxious parents. There were two studies with extremely large odds ratios. One study
by Klein, Clark, Dansky, and Margolis (1988) on children of parents w ith chronic ma
jor depression, m any of them repeatedly adm itted to psychiatric hospitals, showed an
odds ratio of 42.13 for child unipolar depression; none of the children of parents who
were absolutely free of any lifetime m ental disorder had a diagnosis of unipolar depres
sion. Another study by Biederman et al. (1991) compared a small group of children of
outpatients with panic disorder with agoraphobia (n = 14) w ith a larger group of child
ren of parents w ithout psychopathology (n = 47). A diagnosis of unipolar depression
was shown in five children in the index group compared to none of the children in
the control group, leading to an odds ratio of 55. When these two studies (with highly
influential odds ratios) were eliminated, the mean odds ratio for child unipolar depres
sion was 7.00 (SD = 6.38) in children of unipolar depressed parents and 2.16 (SD = 1.55) in
children of anxious parents.
For child bipolar disorder, the highest mean odds ratio was represented by studies on
children of parents with bipolar disorder (M OR =13.72, SD =19.30). The mean odds ratios
of the studies on children with unipolar depressed and anxious parents were respectively
4.35 (SD = 1.23) and 0.58 (SD = .35). The large Standard deviation in children of bipolar
parents is caused by a single study with an extremely large odds ratio of 68.93. This study
of Gottesman, Laursen, Bertelsen, and Mortensen (2010) compared children of parents
who were both adm itted to psychiatric treatment for bipolar disorder to children with
none of their parents ever treated for psychiatric problems. Without this study, the mean
odds ratio for child bipolar disorder in children of bipolar parents decreases to 8.20 (SD =
6.42).
The odds ratios for child anxiety disorders are smaller for children of unipolar parents
(M OR = 3.25, SD = 1.61) than for children of parents with the other diagnoses. The mean
odds ratio for child anxiety disorders in children of bipolar parents was 5.59 (SD = 4.41),
5.03 (SD =4.37) in children of anxious parents and 5.67 (SD = .00) in children of borderline/antisocial parents. However, it should be noted that the odds ratios that were reported
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by two studies on children of bipolar parents (OR’s are 11.8 and 12.23) (Hirshfeld-Becker
et al, 2006; Ostiguy et al, 2009) and one study on children of anxious parents (OR =19.64)
(Kaplan, Busner, Gallagher, Chaput, & et al, 1996) were quite high compared to the other
odds ratios reported by studies on these parental disorders. All three studies included
parents who were patients with high rates of co-morbidity. Without these studies, mean
odds ratios for child anxiety disorders becomes 3.02 (SD = .43) in children of bipolar pa
rents and 4.11 (SD = 2.30) in children of anxious parents.
For child/conduct disorders/ADHD the highest odds ratios were shown by studies on
parental bipolar disorder (M OR = 6.10, SD = 5.57). The mean odds ratio for children of
unipolar parents was 4.35 (SD = 3.01) and 3.74 (SD = .00) for children of borderline/antisocial parents. The mean odds ratio of 5.52 (10.97) for children of anxious parents was
highly influenced by one study yielding an odds ratio of 34.5. In this study, Biederman
et al. (1991) compared a small group of children of outpatients with panic disorder with
agoraphobia (n =14) to a larger group of children of parents without psychopathology (n =
47). Eliminating the study decreases the mean odds ratio for children of anxious parents
to 1.90 (SD = 1.61).
Finally, for children’s non-specified mental disorders, odds ratios appear to be higher
for children of parents unipolar depression (M OR = 4.61, S D = 2.79) and bipolar disorder
(M OR =5.04, SD = 2.85), than for children of parents with anxiety disorders (M OR =2.88,
SD = 2.31). No extreme outliers were shown.
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Table 4.5 Strength o f the Relation Between Child and Parent M ental Disorders

U n ip o la r
p a re n ts

B ip o la r
p a re n ts

A n x io u s
p a re n ts

P a re n ts w ith
p e rs o n a lity d is o rd e r

Child disorders
U nipolar depression
n studies (totaP/OR2derived)

25/21

11/8

11/11

2/0

OR M (SD)

8.68(9.87)

4.44(3.23)

6.96(16.00)

-

OR range

1.91-4213

1.24-9.98

0.31 - 55.00

-

n clinical/com m unity studies

10/11

6/2

9/2

-

OR M (SD) clinical

1058(1263)

5.26(3.36)

7.98(17.70)

-

OR M (SD) com m unity

6.95(6.64)

1.96 (.63)

2.36(1.15)

0

Bipolar disorder
n studies (total/OR derived)

5/4

13/11

2/2

OR M (SD)

4.35(1.23)

13.72(19.30)

0.58 (.35)

-

OR range

2.96-5.40

0.38 - 68.93

0.33-0.82

-

n clinical/com m unity studies

-

3/1

9/2

2/0

OR M (SD) clinical

4.58(1.40)

15.13(21.00)

0.58 (.35)

-

OR M (SD) com m unity

3.66 ()

7.39(9.91)

-

-

n studies (total/OR derived)

21/18

9/7

20/17

3/1

OR M (SD)

3.25(1.61)

5.59(4.41)

5.03(4.37)

5.67 (-)

OR range

0.76-5.73

2.33-12.23

105-19.64

-

n clinical/com m unity studies

11/7

6/1

9/8

1/0

OR M (SD) clinical

3.09(1.71)

5.94(4.72)

6.32(5.73)

5.67 (-)

OR M (SD) com m unity

3.49(1.55)

3.47 (-)

3.57(1.29)

3/1

A nxiety disorders

Conduct disorders/ADHD
n studies (total/OR derived)

19/14

10/7

9/9

OR M (SD)

4.35(3.01)

6.10 (5.57)

5.52(10.97)

3.74 (-)

OR range

159 -10.78

0.29-17.00

0.04-34.5

-

n clinical/com m unity studies

8/6

6/1

7/2

1/0

OR M (SD) clinical

4.82(2.73)

6.62(5.92)

6.71 (12.37)

3.74 (-)

OR M (SD) com m unity

3.74(3.51)

3.00 (-)

1.36 (.74)

0

Non-specified m ental disorders
n studies (total/OR derived)

11/10

10/8

3/3

OR M (SD)

4.61 (2.79)

5.04(2.85)

2.88(2.31)

-

OR range

2.05-9.75

2.54-11.39

1.31-5.53

-

n clinical/com m unity studies

6/4

7/1

1/2

-

OR M (SD) clinical

4.16(2.84)

5.38(2.89)

1.31 (-)

-

OR M (SD) com m unity

5.27(3.00)

2.65 (-)

3.67(2.63)

-

OR = odds ra tio ;1= total num ber of stu d ies;2= n um ber of studies from w hich we could derive odds ratios

93

Ch

a pter

4

D isc u ssio n
The present study aimed to systematically review the wide range of empirical studies
that have been conducted over the years on child outcomes of diverse common Axis I
and Axis II parental mental disorders (unipolar depression, bipolar disorder, anxiety
disorders, borderline/antisocial personality disorders).
In most studies information on the parental disorder was obtained with a clinical di
agnostic instrum ent or an interview with a clinician and in a minority of the cases a
validated diagnostic self-report instrum ent was used. However, the majority of these stu
dies did not provide information about whether parents had other co-morbid diagnoses.
Many studies on parental unipolar depression only assessed children of affected mothers
whereas studies on parental bipolar disorder and anxiety disorders more regularly as
sessed children of affected parents of both genders. Finally, studies on parental unipolar
depression, anxiety, and personality disorders were more likely to be conducted among
community populations compared to studies on parental bipolar disorder that mostly
involved patiënt populations. The number of children included in the studies varied
widely; children in the studies on parental bipolar and personality disorders were older.
Comparison of the scope of child outcomes of the parental disorders revealed that m ul
tifinality is more attributable to children of parents with unipolar depression and bipo
lar disorder than to children of parents with anxiety disorders. More studies on child
ren of parents with unipolar depression and bipolar disorder showed that these children
had higher rates of various mental disorders and functioned more poorly compared to a
control group of not-affected parents than studies on children of parents with anxiety
disorders. Most studies on children of parents with anxiety disorders found higher rates
of anxiety disorders and deviations of their brain and hormone functioning, but not of
other child disorders and outcomes, indicating a small spectrum effect and the presence
of transgenerational concordance.
Comparison of the three parental diagnostic groups for each of the child outcome
variables revealed the presence of equifinality for child anxiety disorders and deviations
of brain and hormone functioning. High rates of these child outcomes were reported
by the majority of the studies on all parental disorders. Equifinality among children of
unipolar and bipolar depressed parents was also found for the child diagnoses unipolar
depression, non-specified affective disorders, conduct disorders/ADHD, and

non-

specified m ental disorders. Significantly less studies on parents with anxiety disorders
reported these child outcomes.
Finally, the relationship between the parental disorders and various child disorders
appeared to be strong as represented by the high odds ratios. This stresses the high risk
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of psychiatrie outcomes to which these children are exposed. Furthermore, across the
individual studies odds ratios varied widely. Tentatively, it could be argued that child
unipolar depression is more strongly related to parental unipolar depression than the
other parental disorders. Child bipolar disorder and conduct disorders/ADHD showed
the strongest relationship with parental bipolar disorder. Child anxiety disorders showed
a strong relationship with all parental disorders. Finally, child non-specified mental
disorders (i.e. whether the child had any m ental disorder) appeared to be more strongly
related to parental unipolar and bipolar disorder than to parental anxiety disorders.
The outcomes of this systematic review should be interpreted in the light of limitations
of the included studies as well as the limitations of the review itself.

Limitations of the Studies Included in This Review
It should first be noted that few studies provided information on parental co-morbidity,
a methodological gap which impedes drawing strong conclusions on whether identified
child outcomes are a consequence of the specific disorder, or of a co-morbid diagnosis. As
co-morbidity is most likely in people with mood disorders, the question still remains as
to whether m ultifinality in the offspring of parents with unipolar depression and bipo
lar disorder is caused by the parental depression or by the co-morbid disorders (Kessler et
al., 2005). Moreover, research examining child consequences of co-morbidity presented
varying outcomes. For example, Abela et al. (2005) showed in their cross-sectional study
that children of affectively ill parents with a co-morbid borderline personality disor
der were at much higher risk for having a current or past diagnosis of major depression
compared to children of affectively ill parents without co-morbidity (OR = 6.84). Similar
results were found in a study on the impact on children of co-morbidity of maternal de
pression and antisocial symptoms (Kim-Cohen, Caspi, Rutter, Tomas, & Moffitt, 2006).
At the same time, a recent meta-analysis on children of parents with anxiety disorders
indicated that children’s risk for depression and anxiety disorders was not significantly
related to parental co-morbidity with depression (Micco et al., 2009). These inconsistent
results highlight a need for future research into the intergenerational transmission of comorbid mental disorders. In this review, those studies that identified co-morbidity were
published relatively recently.
Another limitation of the studies included in this review is that children of parents
with unipolar depression have been studied for a wider range of consequences than
children of parents with bipolar disorder and anxiety disorders. Similarly, the lack of
results on adverse child outcomes, in addition to psychiatric outcomes and brain and
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hormone processes, might influence conclusions on specific risk transmission. In order
to draw firm er conclusions on transgenerational m ultifinality and equifinality, studies
on children of parents with other diagnoses than unipolar depression should focus on
a wider spectrum of outcomes including variables such as attachment, suicidality,
temperament, co-morbidity, and psychological treatment.
Many of the studies included in this review are also are limited by the manner in
which the absence of mental disorders was verified in the control group of parents. On the
whole, studies that employed validated self-report instruments to select parents with and
without depression or anxiety disorders did not ascertain whether parents in the control
group had other psychiatric disorders. Furthermore, the clinical diagnostic instruments
(such as the SADS-L) employed by some studies to ascertain parental diagnoses typically
did not focus on the whole spectrum of mental disorders which means that some control
group parents might well have had a m ental disorder. Odds ratios may vary widely by the
selection of control group participants. For example, in a cross-sectional study on children
of bipolar parents by Birmaher et al. (2009), odds ratios appeared to be much higher when
these children were compared to only children of mentally healthy parents (e.g. OR ‘any
mood disorder’ =18.3) than when they were compared to a community comparison group
(e.g. OR ‘any mood disorder’ =5.2).

Limitations of the Review
In this review, studies were included with varying sample features and methodological
characteristics without controlling these differences. These sample features and metho
dological characteristics are highly likely to moderate study results. For instance, various
studies have reported that the risk for negative outcomes in children of depressed parents
is highly dependent on the severity and chronicity of the parental illness (Ashman et
al., 2008; Brennan et al., 2000; Campbell et al., 2004). A recent review on children of bi
polar parents showed that study outcomes were highly influenced by how families were
recruited and the m anner in which parental and child diagnoses were obtained (Duffy
et al., 2011). Moreover, the varying odds ratios found in our study highlight the influence
of various moderators. We did not control for these moderating variables because a focus
on moderators parallel to providing overview and the systematic review of child outco
mes would have created too much information for a single paper. Besides, the number
of studies in many cases was too small to split into discrete parental diagnostic groups.
Nevertheless, this review is an initial step towards identifying and analyzing the wide
range of studies into the outcomes of children of mentally ill parents.
Second, not all parental disorders were included with obvious gaps being schizophrenia,

96

Sy s t e m a t i c R e v i e w

ADHD, eating disorders and other personality disorders. Moreover, parental substance
use disorders were not included, which often co-occur with mental illnesses (Compton,
Thomas, Stinson, & Grant, 2007; Conway, Compton, Stinson, & Grant, 2006); many
studies on children of alcoholic parents have shown devastating child outcomes (Chassin,
Pitts, DeLucia, & Todd, 1999; Hussong et al, 2008; Lewis Harter, 2000). The reason that we
did not find evidence for transgenerational specificity might be due to our selection of
axis I disorders which are all internalizing disorders. If studies on the children of parents
with substance use disorders were included, we may have found that their offspring were
at risk for certain specific outcomes. Hence, a broader range of parental mental disorders
m ight be the focus of a future systematic review.

Implications for Research
A range of implications for future research can be derived from the methodological pro
blems identified in the studies. First, children of parents with borderline and antisocial
personality disorders are relatively understudied compared to children of parents with
unipolar depression, bipolar disorder and anxiety disorders, with only five studies (six
comparisons) meeting the quality Standard of our review. This is remarkable as an early
and often cited study of Rutter and Quinton (1984), which compared children of parents
with many kinds of different diagnoses, showed that children of parents with persona
lity disorders were even at higher risk for negative outcomes than children of parents
with axis I diagnoses. The results of the studies in this review appear to be in line with
the outcomes of the study of Rutter and Quinton (1984) indicating that the risk, the intergenerational transmission processes and prevention options should be studied more
extensively in this specific group of children.
A second area for future research is paternal mental illness given the paucity of papers
that focus on fathers and the impact of their mental illness upon children. A study of
Ramchandani, Stein, Evans, and O’Connor (2005) has shown that fathers’ postnatal
depression was related to children’s emotional and behavioral problems at age 3.5 years,
even when there was control for maternal depression.
Third, research regarding transgenerational multifinality, equifinality, concordance,
and specificity requires a specific focus on parental co-morbid disorders and an assessm ent of the whole spectrum of psychiatric disorders in the control group. Studies on
children of parents with other diagnoses than unipolar depression are needed to investigate a broad range of child outcomes. The onset and sequence of parent and child disor
ders also need to be documented.
Fourth, few studies have assessed psychiatric disorders in offspring that are likely to
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be developed into adulthood, such as bipolar disorder and personality disorders. More
studies following children into adulthood, such as the studies of Weissman and colleagues
(Weissman et al., 1992; Weissman, Warner, Wickramaratne, Moreau, & Olfson, 1997;
Weissman et al., 2006), are highly recommended.
Fifth, in order to stimulate the government, health insurers and policy makers to
invest in preventive interventions for these children who’s high risk is overwhelmingly
demonstrated by this review, studies should also concentrate on outcomes that are causing
high costs for society, such as health care use, criminality, school and work drop-out and
medical illnesses. Likewise, economic evaluation studies of transgenerational outcomes
are nearly absent at the moment and urgently needed as these are highly informative
about the economic benefits of preventive interventions for these children.

Implications for Practice
On the whole, this review demonstrates that the risk of children of mentally ill parents
for developing various problems themselves is alarmingly high. This review found that
depending on the parental diagnosis, the mean odds ratios for unipolar depression in
these children ranged from 4.44 to 8.68, while the mean odds ratios for child bipolar dis
order ranged from 0.58 to 13.72, child anxiety disorders from 3.25 to 5.67, child conduct
disorders from 3.74 to 6.10, and child non-specified mental disorders from 2.88 to 5.04.
These outcomes show that children of mentally ill parents are likely to constitute a major
part of the new generation of psychiatric patients and should therefore be given a high
priority in mental health and prevention policies. Preventive interventions that effectively decrease the risk of acquiring mental illnesses in offspring are highly needed and
could also be of tremendous economic value for society due to the high level of service use
of this group and other economic costs caused by co-morbid physical illnesses and social
outcomes.
Second, this review has shown that there is much variation within the odds ratios derived from the included studies. This applies both to child-based risk differences found
between parental diagnoses and to risk variations among studies targeting the child out
comes of the same parental disorder. This suggests that not all children whose parents
have a mental illness are at the same high risk of acquiring mental health difficulties.
The risk for children is likely to depend on various moderating risk and protective varia
bles, such as the parental diagnosis, but also the chronicity and severity of their parent’s
illness; the interaction with their parent, the family’s socio-economic situation, and di
verse child characteristics (gender, age, temperament, competence etc) as is evidenced in
earlier review studies (Beardslee et al., 2011; Hosman et al., 2009). This means that in or

98

Sy s t e m a t i c R e v i e w

der to offer these children the most appropriate intervention, risk screening is necessary
to ascertain the type and intensity of support that best meet the risk profiles and needs
of individual children and families. This should also include the assessment of parental
co-morbidity. Children with a mentally ill parent but at low risk and with few additional
risk factors and several protective factors may need less intensive support, for instance a
brochure, information on the internet, or a conversation with a mental health professio
nal.
Based on the specific results of this review, our answer to the question posed in the
introduction as to whether children of parents with different mental disorders should be
offered the same interventions is partly ‘yes’. Specifically, the review found that children
of parents with unipolar depression and children of parents with bipolar disorder did
not show many differences in child outcomes. Children in both groups were at risk for
multifinality, i.e. a broad spectrum of negative outcomes, and mostly similar outcomes
(equifinality).
In addition to this shared approach, however, comparison of the strength of the relationships between child and parent mental disorders suggests that children of parents
with unipolar depression might also need a special focus on the prevention of unipolar
depression, whereas the prevention of bipolar disorder and conduct disorders/ADHD
might need special attention in children of bipolar parents. The high risk for conduct
disorders/ADHD in children of bipolar parents is in line with empirical studies showing
that ADHD and disruptive behavioral disorders are precursors (endophenotypes) for la
ter development of bipolar disorder (Chang, Steiner, Dienes, Adleman, & Ketter, 2003;
Mrazek & Agathen, 2002). For children of parents with anxiety disorders, the situation
appears to be very different in that our findings showed a high level of concordance.
Their risk is restricted to a smaller and specific domain of problems, namely the acquisition of anxiety disorders as well as brain and hormone deviations. Possibly, interventions
for these children should m ainly focus on their risk to develop anxiety problems and
related risk factors. Although our review did not show indication of that this different
pattern of outcomes in children of anxious parents is attributable to some methodologi
cal aspects of the studies, such as the assessment of co-morbidity or the range of studied
child-outcomes rather than the parent’s diagnosis, we recommend to study this more
extensively. Due to a lack of studies, no conclusions could be drawn on the existence of a
comparable broad spectrum outcome, specificity or concordance for children of parents
with a personality disorder.
Finally, the differences evident in the odds ratios between clinical and community
studies, suggest that children of psychiatric patients are at especially high risk. While
the mental health care system already has contact with these parents, these children
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and parents represent a well-chosen target population for investing the still scarce
resources for prevention and prevention research. A recent review on the efficacy of
current preventive interventions describes promising successes that warrant further
investments in this direction (Reupert et al., 2012) and mental health professionals
should become more aware of these needs and opportunities. Education about the risks
among the children and the opportunities to provide preventive support should become
a structural part of their professional training.
In conclusion, this systematic review should be regarded as an initial step towards
systematically investigating the outcomes of studies on child consequences of various
parental m ental disorders and estimating the implications for prevention. The current
results stress the importance of including knowledge on transgenerational equifinality,
multifinality, concordance, and specificity in the design of preventive interventions aimed at reducing the intergenerational transmission of psychiatric risks. Future systema
tic reviews should offer more insight into other variables that moderate child outcomes
and may examine ways to compare the strengths of the relationships between children’s
and parents’ disorders in terms of effect sizes (meta-analysis). Future reviews also need to
include parental schizophrenia, eating disorders, ADHD, autism, and other personality
disorders and substance use disorders. In order to provide a sound foundation for improving the preventive interventions for these children, we highly recommend further sys
tematic reviews of processes that mediate the risk transmission processes.
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A bstr a ct
Background
In various countries preventive support groups are offered to children of mentally ill
or addicted parents to reduce the risk that they will develop problems themselves. This
study assessed the effectiveness of Dutch support groups for children aged 8 to 12 years
old in terms of reducing negative cognitions; improving social support, competence,
and parent-child interaction (direct intervention goals); and reducing emotional and
behavioural problems (the ultimate intervention aim).

Method
Children from 254 families were randomly assigned to the intervention or a control
condition. Parents and children completed questionnaires at baseline and three and six
months later. Emotional and behavioural problems of children in the intervention group
were also assessed one year after the start.

Results
Univariate analyses of variance showed that children in the intervention group expe
rienced a greater decrease in negative cognitions and sought more social support, immediately after participation and three months later, compared to children in the con
trol group. They also remained stable in their feelings of social acceptance (competence
aspect) immediately after the intervention, whereas these feelings declined in control
group children. The intervention and control groups both improved over time in terms
of cognitions, competence, parent-child interaction and emotional and behavioural problem scores. Additional improvement in terms of emotional and behavioural problem
scores was found in the intervention group one year after baseline.

Conclusions
Further enhancement of effectiveness requires an extensive re-analysis of the support
group goals in relation to risk mediation within this specific population. Besides, effects
should be studied over a longer time span.
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Growing up w ith a mentally ill or addicted parent is associated with a considerable
risk for the development of emotional and/or behavioural problems in children. Many
of these children show such problems even at prim ary school age (Downey & Coyne,
1990; Hosman, Van Doesum, & Van Santvoort, 2009). Studies among offspring of pa
rents with various psychiatric disorders have reported that their risk of developing psychopathology during their lifespan is two to as much as 13 times higher than in children
of mentally healthy parents (Dean et al., 2010; Leverton, 2003; Weissman et al., 2006).
Moreover, school failure and deficits of social competence at a young age are highly
common (Biederman et al., 2001b; Downey & Coyne, 1990), and are regularly followed
by poor functioning at work and in intim ate relationships later in life (Weissman, et al.,
2006). In addition, they are at higher risk for suicidal behaviour (Barnow, Spitzer, Grabe,
Kessler, & Freyberger, 2006) and medical illnesses (Weissman, et al., 2006), and up to five
times more likely to use professional mental health services than children of parents
without problems (Bool, Van der Zanden, & Smit, 2007; Olfson, Marcus, Druss, Pincus,
& Weissman, 2003).
Apart from genetic heritability and dysfunctional biological processes caused by maternal stress during pregnancy, the high risk in these children appears to be the result of
a psychosocial risk mechanism. Children interact with the cognitions, behaviours, and
affect of the mentally ill parent and are at risk of being exposed to a myriad of familial
and contextual stressors associated with parental mental illness, like poor parent-child
interaction, neglect, family stress, m arital conflicts, divorce, domestic violence, financial problems, and stigmatization and isolation (Goodman & Gotlib, 1999; Hosman, et al.,
2009). In order to reduce the risk in these children and enhance their resilience, worldwide various preventive interventions have been developed that address the modifiable
psychosocial risk mechanism (Reupert et al, 2012). One of the countries where these in
terventions are offered on a large scale is the Netherlands. Due to a nationwide approach
nearly all mental health centres offer preventive interventions for the children of their
clients. The most frequently offered standardized interventions in the Netherlands are
support groups where children of mentally ill or addicted parents meet, talk and/or play
with each other and receive psycho-education. The groups are named ‘support groups’
as they foster m utual support and recognition in the children. During the last decade,
other countries have also started to offer these support groups (e.g. Australia, Scandinavian countries, USA, Belgium, Germany, and UK) (Van Doesum & Hosman, 2009).
The ultim ate aim of the support groups, preventing problem development, is addressed through four intervention goals. The first goal is to improve social support. For
fear of stigmatization, many children of mentally ill parents tend not to talk about their
home situation, which might result in social isolation. A lack of social support has been
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associated w ith increased levels of psychiatrie symptoms in adolescents with mentally
ill parents (Hoefnagels, Meesters, & Simenon, 2007), whereas sufficiënt social support
and friendships seem to protect a child from various detrimental effects (Beardslee &
Podorefsky, 1988). The second goal of the support groups is to reduce negative cognitions
that are common in children of mentally ill parents. The parent’s changeable and often
unpredictable behaviour may create feelings of confusion, helplessness, and disappointment in children. In addition, many children have difficulties grasping the situation, as
parents often refrain from communicating about their illness for fear of stigmatization
and the complexity of explaining a mental illness. Hence, experiences of guilt, loneliness, and shame are common in these children (Beardslee & Podorefsky, 1988; Hinshaw,
2004). The th ird aim of the support groups is to improve competence by enhancing co
ping skills related to bullying, problem solving, and talking with others about their pa
rent. A reduced sense of self-esteem and social competence, which are regularly observed
in children of m entally ill parents (Garber & Robinson, 1997; Hussong, Zucker, Wong,
Fitzgerald, & Puttier, 2005), seem to be related to inadequate coping styles (Chapman &
Mullis, 1999; Reijntjes, Stegge, & Terwogt, 2006). The fourth goal of the support groups is
to improve the parent-child interaction, which is often characterized by low positivity
and high negativity and criticism (Lovejoy, Graczyk, O’Hare, & Neuman, 2000; Schen
kel, West, Harral, Patel, & Pavuluri, 2008). Poor parent-child interaction is an im portant
risk factor for children’s problem development, whereas a warm parent-child relationship, with adequate levels of control and involvement, appears to act as a buffer against
the adverse effect of a parental mental illness (Brennan, Le Brocque, & Hammen, 2003;
Foster, Garber, & Durlak, 2008).
Although the support groups have been offered for many years now and are considered
successful by children, parents and providers, information about their effectiveness
has so far been lacking. Hence, the present study aimed to examine their effectiveness
in term s of the above-mentioned four goals as well as the ultimate goal of preventing
problem development. We expected that children participating in the support groups
would seek more social support, experience fewer negative cognitions, have higher
self-esteem and social competence, and report higher quality of the interaction with
their ill parent than children who did not participate. Moreover, we hypothesized that
emotional and behavioural problems would decrease after participation. We also studied
the moderating effects of the children’s age, gender, and problem severity at baseline, as
various studies on other preventive interventions have reported that their effectiveness
varied with different levels of these variables (Sandler, West, Baca, Pillow et al, 1992;
Smokowski, Fraser, Day, Galinsky, & Bacallao, 2004; Wilson, Lipsey, & Derzon, 2003).
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M ethods
Participants
The participants were recruited among children eligible for the support groups for
children aged 8-12 years and one of their parents/caregivers. The support groups were
offered by 23 mental health centres and addiction clinics all over the Netherlands from
October 2007 to February 2011. To be included in the study, children had to have a parent
meeting the DSM- IV diagnostic Axis I or Axis II criteria or ICD10 criteria for a mental
disorder or substance use disorder. Due to the prim ary preventive focus of the support
groups, children who had received psychological treatment during the last year or who
had a current psychiatric diagnosis were excluded from the study. If there were two or
more children from the same family, one child was randomly selected to be the actual
study participant.

Design
After the intake session for the intervention, participants were randomly assigned to
the experimental condition (support group) or the control condition (waiting list). The
control group participants received the support group intervention after six months, af
ter their participation in the study had ended. While they were on the waiting list, these
control group participants were offered three group-based leisure activities, in order to
reduce drop-out. The study design, procedures and measures were approved by the Dutch
Medical Ethics Committee for Mental Health Centres (METiGG).

Support Group
Supervised by two m ental health or prevention experts, the children met in eight weekly
90-minute sessions, each with a unique theme, and a booster session after three months.
Each session started with an evaluation of the previous week and a group discussion, and
ended with a homework assignment. Other techniques used, included role plays, games,
psycho-education, and discussions about several topics introduced through Creative
activities or multimedia. In addition to the child sessions, there was also a meeting for the
parents and a final talk with each individual family. Detailed instructions and contents of
the sessions are described in a standardized theory- and practice-based manual, developed
in 2001 by local prevention experts and the Dutch National Institute for Mental Health
and Addiction (Trimbos Instituut). Table 5.1 presents an outline of the sessions.
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Table 5.1 Outline of the Support Group Sessions

Session

Theme

Goals

1

Getting to know everyone

Create a safe environm ent
Break through silence/talk about each other’s hom e
situation

2

Becoming aware of
your feelings

Share (difficult) home situations and
related feelings

3

Showing your em otions

U nderstand the causal relation between behaviour/
event and feelings
Talk about/share feelings of guilt, shame and anger

4

Becoming aware of the conse U nderstand the consequences for children
of a parent’s m ental illness and ways of coping w ith
quences
these consequences
Acknowledge th a t the parental behaviour is caused by
an illness/decrease feelings of guilt

5

Social netw ork

Gain insight into personal social network and stim ulate
its use /discuss difficulties
Become aware of the im portance of leisure activities

6

Social skills

Increase skills related to coping w ith (negative) reactions
from others

7

Social skills

Practice social skills

8

Saying goodbye
to everyone

Evaluate and rem ind participants of support group goals

Parental m eeting

Positive goodbye

U nderstand the consequences for children of a parent’s
m ental illness
U nderstand support group goals and increase parental
involvem ent w ith child
Discuss/share parenting difficulties and worries and
provide parenting tips

Concluding talk w ith fam ily

U nderstand support group goals and increase parental
involvem ent w ith child
Stim ulate the parent to seek support
Become aware of the importance for children o f sharing
th eir feelings/worries w ith a th ird person

Booster session

Catch up and rem ind participants of support group goals
Positive goodbye
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Procedure

Children were referred for participation to the intervention either by the parent’s therapist or by an agency that provided professional family or child support. During an intake
session for the intervention, the children and the attending parent (or if unavailable the
attending caregiver) were invited by the group trainer to participate in the study and
were informed about the randomization procedure. Parents who agreed to participate
completed an informed consent form. Children and parents were handed a questionnaire
which they had to return at the first meeting of the support group or the first activity
of the control group (pre-test). Two to three months after the start, the children and pa
rents received the post-test questionnaire, either during the final family talk or the third
activity of the control group. The follow-up test questionnaire was handed out five to six
months after the start, during the booster session, or was sent to the control group participants’ homes. One year after the start, only the experimental group completed a short
fourth questionnaire about emotional and behavioural problems. At each assessment,
families received a €10 reward if they returned the questionnaires.

Random ization

To avoid participation bias, all participants, including those who refused to participate
in the study, were randomly assigned by the first author, using a computer-generated
randomization sequence, to the experimental or control group. A power analysis revealed
that 114 participants per condition were needed to detect a medium effect size of d = .33
(power > .80, p < .05). Unfortunately, various mental health centres were unwilling to
continue the randomization after 1.5 years while the randomization interfered with their
recruitment policy for the support groups. During the final year of the study, all mental
health centres were invited to continue participation in the study without a control
group. By applying this strategy to all mental health centres we retained the principles
of randomization; none of the centres was able to influence assignment of participants
to either one of the conditions. Although the strategy resulted in uneven group sizes
(180 experimental1,74 control), power was still sufficiënt (.81) to detect at least medium
effect sizes of d =.35. Figure 5.1 shows a flow chart of the recruitment, randomization, and
participant progress for each of the study phases.

181 participants were recruited with the new strategy during the last study year.
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Figure S.l Flow chart of participant inclusion and exclusion: num ber of participants who were eligible
for the support groups, who agreed to participate in the study, and who completed the first (pre-test/Tl),
second (post-test/T2) and th ird (follow-up test/T3) questionnaires
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Measures
Child’s social support. We formulated three questions about the number of people

with whom the children communicate about their own problems, communicate about
their ill parent, and undertake leisure activities. Children were asked to choose from a
list of people (father, mother, brother/sister, friend, grandmother, etc.), with numbers
ranging from 0 to 14. A principal component analysis revealed that the three questions
could be reduced to one underlying factor at each of the three assessments reflecting
social support (with pre test factor loadings of .85, .82, and .69, respectively, and sim ilar or
higher values for the other assessments). Hence, our further analyses used a mean score
for the three questions, with high scores reflecting more social support.
Child’s cognitions related to the parental illness were assessed by three questions

about guilt, shame, and loneliness. Children could rate these questions on a five-point
Likert scale (never - always). The three questions appeared to form a consistent factor in
a principal components analysis concerning cognitions (with pre-test factor loadings of
.66, .71, and .76, respectively, and sim ilar or higher values for the other assessments). As all
questions had the same scale, we used the mean score of the three questions for further
analyses, with a high score indicating negative cognitions.
Child’s perceived competence was assessed with two subscales of the Dutch version

of the Self-Perception Profile for Children (SPPC) (Harter, 1985; Veerman, Straathof,
Treffers, Van den Bergh, & Ten Brink, 1997): social acceptance and global self-worth, re
flecting the child’s competence regarding peer contacts and global feelings of self-worth.
Both subscales comprise six items with a four-point Likert scale. High scores reflect high
competence. Cronbach’s alphas were .82 and .75, respectively1.
Parent-child interaction. The Dutch Parent Child Interaction Questionnaire was

used to assess the child’s interaction with the ill parent regarding conflict management
and acceptation (Lange, 2001). Children completed this 25-item questionnaire with a fivepoint Likert scale. High scores indicate a high quality of parent-child interaction (a = .91).
Em otional and behavioural problems of the child were assessed with the Strengths

and Difficulties Questionnaire (SDQ) (Goodman, 1997). Parents completed this 25-item

1Pre-test Cronbach’s alphas are reported for all measures; post test and follow-up test Cronbach’s alphas are comparable.
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questionnaire with a three-point Likert scale about their child’s strengths and weaknesses in five domains: emotional symptoms, conduct problems, hyperactivity-inattention,
peer problems, and prosocial behaviour. The sum score for the first four domains was
used to assess emotional and behavioural problems, with higher scores reflecting more
problems (a = .83). The Dutch manual of the SDQ states that scores of 14 and higher indi
cate clinical problems and scores between 11 and 13 sub-clinical problems (GGD-Nederland, 2006).
Parental stress was assessed with a Dutch questionnaire on long-term difficulties (LLM)

(De Jong, Timmerman, & Emmelkamp, 1996). Parents could indicate whether they
experienced stress in 14 different areas, such as financial problems, partner relationship
problems, loneliness, medical illness, bereavement, etc. High scores mean more stress.

S tatistical Analyses

Data were first checked for normal distribution and outliers. No transformations were required. Using t-tests and Chi-square tests, we then checked whether participants who dropped out after the pre test differed significantly from those who completed all three assessments, in terms of various characteristics and the outcome variables at baseline. We also
looked at interaction effects using two-way ANOVAs and loglinear analyses to see whether
drop-out differed between the experimental and control groups. Next, we compared parti
cipants in the experimental and control groups in terms of various characteristics at base
line, using t-tests and Chi-square tests. Variables on which they differed significantly were
used as covariates in further analyses. Finally, the effects of the support groups on the four
intervention goals and emotional and behavioural problems were evaluated using univariate analyses of variance with group (experimental or control) as between-subject factor
and time (pre test, post-test, follow-up test) as within-subject factor (one-tailed, significance set at p <.05). As we were interested in the exact tim ing of the effects, pre- to post-test and
pre- to follow-up test differences were analyzed separately. Analyses of variance were also
used to study interaction effects between group and the moderators: child gender, age, and
pre test problem severity (two-tailed, significance set at p <.05).

R esu lts
P relim in ary Analyses

No significant differences were found between families who dropped out after the pre
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test and those who completed all three tests, neither within the total sample nor within
the experimental or control group. Hence, we decided to impute missing values with
the expectation maximization (EM) method, in order to increase the study’s power.
There were no significant differences between the mean values of the outcome variables
with and without imputed missing values.

Baseline C haracteristics

Table 5.2 shows the baseline characteristics of the participating children, their families, and
the parents who completed the parent questionnaire. Outcomes of the t-tests and Chi-square
tests revealed that children in the control group were significantly younger than those in the
experimental group, and that parents in the control group experienced more stress than tho
se in the experimental group. Both variables were entered as covariates in further analyses.
Table 5.2 Pre-test Characteristics of the Children, Fam ilies and Participating Parents
Experimental
group (n = 180)

Control group
(n = 74)

t

10.37(1.36)

9.97(1.27)

2.17*

63.9

59.5

.44

One-parent fam ily (%)

49.4

56.5

.99

Two ill parents (%)

1 0 .6

14.9

Child characteristics
M ean age
Female (%)

X2

Fam ily characteristics
.94

Fam ily incom e (%)

.49

Low

51.5

50.0

M edium

30.3
18.2

27.9

High

2 2 .1

Participating parent characteristics
M ean age

40.97(6.55)

Female (%)

80.7

40.64(6.61)
81.7

Born in th e N etherlands (%)

84.5

85.9

.37
.03
.08
.84

Education (%)
Low

40.4

42.3

M edium

45.0

39.4

High

14.6

18.3

58.5

64.3

Illness severity 3

All: .89 (.8 8 )
111: 1.29 (.87)

All: 1.08 (.95)
111: 1.53 (.93)

-1.58
-1.44

Stress

2.57(2.40)

3.69(2.80)

-3.22*

111

parent (%)

Notes. Means (SD) are shown unless otherwise specified; * = p <.05 (two-tailed);
a= separately reported for all parents and for the ill parents who completed the questionnaire
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At baseline, 49.4% of the children in the experimental group showed emotional and
behavioural problems above the clinical cut-off score of 14; 20.6% showed problems at subclinical level (scores 11-13). In the control group, 51.4%of the children showed clinical problems,
and 12.1% showed sub-clinical problems. These percentages did not differ significantly
(X2(2) = 2.77, p = .25). Problem scores at baseline were significantly related to cognitions (r = .17,
p < .01), social acceptance (r = .30, p < .001), feelings of selfworth (r = -.24, p < .001) and parentchild interaction (r=-.13, p <.05) (two-tailed).

Intervention Effects

Table 5.3 presents the mean values of the outcome variables at each assessment, adjusted for
the covariates child age and parental stress, for the control and experimental groups. Results
of the analyses of variance showed that children in the experimental group sought more
social support and had fewer negative cognitions at post- and follow-up test than children
in the control group (F-values and effect-sizes are reported in Table 5.3). The greatest progress
was made between the pre- and post tests. At post-test, children in the control group showed
a decreased perceived social acceptance, whereas children who participated in the support
groups remained stable. At the follow-up test, however, both groups perceived an increase in
social acceptance1.
No significant group x time differences were found for perceived global self-worth and
parent-child interaction, nor for emotional and behavioural problems. Nor were there signi
ficant interaction effects of group x time with the child’s age, gender, and pre-test problem
severity. However, there appeared to be a main effect of time for four outcome variables, indicating that both groups improved over time (two-tailed). Children in both groups showed
a decrease over time in negative cognitions (pre- vs. post-test: F(l,250) = 14.06, p < .001; pre- vs.
follow-up test: Fl(l,250) = 24.79, p < .001), and an increase in perceived global self-worth (prevs. post-test: F(l,250) =4.76, p < .05; pre- vs. follow-up test: F(l,250) = 16.23, p <.001) and parentchild interaction (pre- vs. post-test: F(l,250) =6.85, p <.01; pre- vs. follow-up test: F(l,250) =40.27,
p <.001). Emotional and behavioural problems also decreased in both groups (pre- vs. post-test:
F(l,250) =44.28, p <.001; pre- vs. follow-up test: F(l,250) =78.00, p <.001).

1 Removal of the 81 experimental participants who had been recruited during the last study year did not change the
outcomes of the statistical analyses.

114

Table 5.3 Adjusted Means (Standard Errors) on the Support Group Goals for Children in the Experim ental and Conl

Experimental group (n = 180)

Control group (n = 74)

Pre-test
M(SE)

Post-test
M (SE)

Folio w-up test
M(SE)

Pre-test
M (SE )

Post-test
M (SE)

Follow-t
test M (S

Social support

3.45 (.11)

3.99(12)

3.83 (.12)

3.71 (.18)

3.46(19)

3.66(.19)

Negative cognitions

2.36 (.06)

2.00(06)

1.99 (.06)

2.18(10)

2.13(09)

2.00(09)

Global self-worth

18.12 (.30)

18.39 (.32)

18.93 (.31)

17.79 (.47)

18.66(51)

18.99(48

Social acceptance

17.47 (.35)

17.57 (.34)

18.05(33)

18.02 (.55)

17.32 (.54)

18.28 (.52

Parent-child interaction

96.19(1.11)

98.60(1.10)

101.52(1.09)

95.86(1.76)

97.56(1.73)

101.52(1.

Em otional and
behavioral problems

14.33(50)

12.22 (.49)

11.89 (.43)

13.72 (.81)

11.37 (.80)

11.39(69

% no problems (<1 1 )

30.0

47.2

43.9

36.5

45.9

45.9

% sub-clinical problems

2 0 .6

16.7

23.9

1 2 .1

16.3

16.3

% clinical problems (al4)

49.4

36.1

32.2

51.4

37.8

37.8

* - p <.05, ** = p <.01, *** = p <.001 (one-tailed); f = Effect size (.01 = small, .06 = m edium , .14 = large)
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One year after the start, a further decline of emotional and behavioural problems to
just below the sub-clinical threshold level was found for children in the experimental
group (M = 10.76, S E = .47). Distribution was as follows: 51.1% no problems, 17.2% sub
clinical problems, 31.7% clinical problems. As the control group participants had in the
meantime started their support group sessions, no further information could be derived
from them as a comparison group.

Exploration of Individual Changes in SDQ Scores

Although at group level no significant intervention effects were found between pre-test
and follow-up test on SDQ scores (emotional and behavioural problems), we explored in
both groups the percentage of children that improved from clinical to sub-clinical or no
problem level, or from sub-clinical to no problem level. In the experimental group and
the control group the percentages of children with such improvements were respectively
31.7% and 18.9%. Moreover, the problems of 62.2% of the children in the experimental
group remained at the same level and 6.1% deteriorated. In the control group, 78.4% of
the children showed similar problem levels at follow-up and the problems of 2.7% of the
children grew worse. A Chi-square test revealed th at these percentages differed signifi
cantly between experimental and control groups (X2(2) = 6.28, p <.05).

D is c u s s io n

This is the first large RCT study to address the effectiveness of support groups for
children of mentally ill or addicted parents. Outcomes show that children experienced
a greater decrease in negative cognitions and sought more social support immediately
after participation and three months later, compared to children who engaged in three
leisure activities instead (control group). Moreover, children who participated in the
support groups remained stable in terms of their feelings of social acceptance, whereas
these feelings declined in children who engaged in leisure activities. This difference had
disappeared three months after the intervention. No significant support group effects
were found for global feelings of self-worth, parent-child interaction or emotional and
behavioural problems. However, children in the experimental and control groups both
improved significantly over time in terms of cognitions, global feelings of self-worth,
parent-child interaction and emotional and behavioural problem scores. One year
after start of the intervention, emotional and behavioural problems of children in the
experimental group had even declined to just below the sub-clinical threshold level.
The absence of effect on parent-child interaction may have been caused by the low
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intensity of parental involvement in the intervention: parents were only addressed
during the parent meeting and the concluding family talk. Only 53.6% of the parents
reported that they had attended both meetings. The sessions for the children paid no
special attention to parent-child interaction. Various studies on other child interventions
have shown that parent involvement is one of the strongest predictors for effectiveness
(Blok, Fukkink, Gebhardt, & Leseman, 2005; Riosa, McArthur, & Preyde, 2011).
Problems decreased over time in both the experimental and control groups. Despite
this, it has to be noted that the children’s problems in both groups six months after the
pre-test were still within the sub-clinical range. Even one year after the start of the inter
vention, the problems of children in the experimental group, although then just below
the sub-clinical threshold, were still much higher than the average scores of children in
normal Dutch school populations, which are between 5.5 and 7.8 (Muris, Meesters, & Van
den Berg, 2003; Van Widenfelt, Goedhart, Treffers, & Goodman, 2003). Many children
in our study group were still within a critical range and m ight need more extensive sup
port. This raises the question whether the eight sessions attended by the support groups
are enough for this target group. Children might need an intervention of longer duration,
which is more family focussed, and includes more competence training. Furthermore,
they might need to be reached at an earlier stage of problem development: about twothirds of the children already have clinical or sub-clinical problems at the start.
An explanation for the improvement in both groups regarding nearly all intervention
goals might be th at all children improve as they grow older and experience makes them
better able to cope with difficulties. This explanation is unlikely, however, as it has been
shown that SDQ scores are quite stable over time (Hawes & Dadds, 2004). Hence, a more
reasonable explanation is that the attention paid to children in the control group between
pre- and post-test caused their improvements. The control group children engaged in
three leisure activities and an intake session for the support groups, and some of them
were even visited at home as part of the mental health centre’s usual care policy.
The inclusion of a control group that also received some attention constitutes an
im portant limitation of the present study. However, without this extra attention, the
mental health centres would never have agreed to participate in the study. The only way
to overcome this problem would be to conduct a true RCT study at an earlier stage, before
an intervention becomes a regular service, as it was in our study. However, such studies
are often hampered by small numbers of participants, causing low study power.
The relatively short time-span of our study is a second limitation, which is again
related to the willingness of mental health centres to participate in the study, and to
the fact that it would have been unethical to keep children waiting for longer than six
months. This short time-span meant that we could not show whether effects persisted
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in the longer term, or whether certain effects emerged later, after m aturation (sleeper
effect). The positive outcomes in the experimental group one year after the start of the
intervention stress the importance of studying children in the experimental and control
groups over a longer period.
A third limitation of the study is that only one inform ant (i.e. the child or the parent)
was used for each of the variables, which may have led to subjective judgements. To
prevent this bias, multiple informants are highly recommended in future studies.
Finally, when interpreting the study outcomes, it should be kept in m ind that most
children who participate in support groups have been recruited through their parents
who receive treatment among mental health centres. Nevertheless, a substantial propor
tion of parents with serious mental illnesses do not receive any form of psychological tre
atment (Kessler et al., 2001). In order to reach this invisible group of children, we believe
other recruitment strategies are required, for instance through general practitioners,
schools, and internet.

Conclusion

The present study found that support groups for children (aged 8-12 years) of mentally
ill or addicted parents were effective in achieving three intervention goals, regarding
cognitions, social support and social acceptance. Three im portant implications should be
noted. First, the absence of an effect on some of the direct intervention goals and on emo
tional and behavioural problems m ight be the result of a sleeper effect. Hence, the present
study should be replicated in RCT studies following children and their families over a
longer period. Second, this absence calls for reflection on the intervention goals in the
light of risk mediation. Are the risk and protective factors addressed by the intervention
the most obvious factors to decrease problem development in these children? Do the sup
port group goals accurately reflect the risk and protective factors and are they addressed
efficiently? Third, the finding that many children already have severe problems when
they start the intervention calls for earlier interventions and interventions of higher intensity. In view of the complex family lives of many of these children, we propose more
family involvement and more tailoring to the specific situations of the children, as is
done in the interventions called ‘Family Talk’ and ‘Family Options’ (Beardslee, Wright,
Gladstone, & Forbes, 2007; Nicholson, Albert, Gershenson, Williams, & Biebel, 2009;
Solantaus, Paavonen, Toikka, & Punamaki, 2010).
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A bstract
Background

Children growing up in families with a mentally ill or addicted parent are considered
a high risk population. The present study examined the variance in child problems
explained by diverse child- and family-related factors. This way, we provided insight
into the preventive potential of support groups, which are amongst the most frequently
offered preventive interventions to these children. Currently, support groups mainly
target child related risk factors and only marginally address family-related risk factors.

Method

Seventy-four children and their parents completed questionnaires at baseline and six
months later. At baseline, we assessed child-related risk factors targeted by the support
groups (social support, cognitions, competence) and various family-related risk factors
(parent-child interaction, parental stress, perceived parental competence, family
functioning). Emotional and behavioral problems of the children were assessed after six
months.

Results

Results showed that the child-related risk factors targeted by the support groups
explained 13.4% of the variance in child problems six months later; the proportion of
explained variance increased to 40.6% upon addition of the family-related risk factors.
The risk factors we studied affected problem development in a cumulative way: children
exposed to two or more risk factors had considerably higher problem scores than children
exposed to none or one.

Conclusions

We conclude that increasing family involvement could greatly improve the potential
effect of preventive child support groups. Support is most urgent for children exposed to
two or more risk factors. Discussing child and family preventive support should become
a routine part of the intake session when parents enter treatment.
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Empirical studies have widely reported on the high risk that children of mentally ill
or addicted parents develop problems themselves (Beardslee, Gladstone, & O’Connor, 2011;
Leverton, 2003). At pr imar y school age, m any of these children already have emotional and
behavioral problems of clinical severity (Downey & Coyne, 1990; Hosman, Van Doesum,
& Van Santvoort, 2009). Later in life, they show rates of psychopathology that are two to as
much as thirteen times higher than in offspring not grown up with an ill parent (Dean et
al, 2010; Weissman et al, 2006). These children also show more suicidal behavior (Barnow,
Spitzer, Grabe, Kessler, & Freyberger, 2006) and physical illnesses (Weissman, et al, 2006),
and are up to five times more likely to use professional mental health services (Bool, Van der
Zanden, & Smit, 2007; Olfson, Marcus, Druss, Pincus, & Weissman, 2003). Results of many
studies indicate a complex cumulative interplay between an inherited genetic liability,
neurobiological risk factors, and a range of child- and family-related psychosocial risk
factors (Goodman & Gotlib, 1999; Hosman et al, 2009). However, it is not fully clear which
risk factors or combinations of them are most influential and provide the best targets for
risk reduction, when successfully addressed by preventive interventions.
In the present study we examined the predictive value of the child-related psychosocial
risk factors that are addressed by preventive support groups, assessed at baseline - social
support, cognitions, competence - on child problems six months later. Support groups are
among the most frequently offered interventions in the Netherlands to children who grow
up in families with a parent suffering from a mental illness or substance use disorder. We
also studied the influence of family-related psychosocial risk factors assessed at baseline
- parent-child interaction, parental stress, perceived parental competence, family functi
oning - on child problems six months later, which are only marginally addressed by this
type of intervention. Risk prediction was assessed for each risk factor separately as well as
for their interactions, and we also studied their cumulative effect, as studies have repeatedly
shown that it is not the presence or absence of a specific risk factor but the number of risk
factors that determines the risk for child problem development (Appleyard, Egeland, Van
Duimen, & Sroufe, 2005; Rutter, 1979). It remains unclear whether this number of risk fac
tors affects the child in a linear way or whether there is a threshold effect, i.e. whether the
risk for child problems grows dramatically when a child is confronted with a number of
risk factors above a certain threshold (Appleyard et al, 2005).
In the Netherlands, about 80% of the mental health centers offer support groups for
the children of their adult clients, where they meet, talk and play with other children of
mentally ill or addicted parents, and receive psycho-education, coping skill training and
social support (Van Doesum & Hosman, 2009). The support groups are standardized inter
ventions, offered to children of different ages, from primary school age on, involving eight
weekly 90-minute sessions and a booster session after 2-3 months. There is also one session
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for parents and an individual concluding talk with each of the children and their parent(s).
The support groups aim to reduce problem development in these children through four
intermediate goals: (1) increasing the amount of social support, which is often m inim al
due to the stigmatization of mental illnesses; (2) decreasing negative cognitions related
to their parent’s illness, such as guilt, shame, and loneliness; (3) improving the common
low feelings of competence in these children; (4) improving the prevalent parent-child
interaction problems in these families. Each of the goals represents risk or protective
factors for which wide empirical evidence is available regarding their influence on future
problem development, as well as their modifiability by intervention techniques (Beardslee,
Wright, Salt, & Drezner, 1997; Garber & Robinson, 1997; Haney & Durlak, 1998; Hoefnagels,
Meesters, & Simenon, 2007; Hogan, Linden, & Najarian, 2002; Lovejoy, Graczyk, O’Hare, &
Neuman, 2000).
A randomized controlled trial which we conducted earlier showed that the support
groups were effective regarding the first three goals: children who participated in the
support groups had more social support, less negative cognitions, and feit more competent
than children who did not participate (Chapter 5). Nevertheless, no effect of the inter
vention on child problem reduction was found. Correlations between the targeted risk
factors and child problems appeared to be small and non-significant. An explanation could
be that the support groups do not address the most relevant risk factors. The present study
examined the predictive power of these risk factors for child problem development, as this
information is essential for improving the intervention’s effectiveness. The predictive
power of the risk factors addressed should actually have been assessed before designing the
intervention. However, the support groups were largely developed in practice and have been
on offer for 20 years, and for 10 years in standardized format.
Since the support groups only effectively address risk and protective factors in the domain of the child, one could consider whether the intervention would become more powerful if family-related risk and protective factors were successfully targeted as well. Various
empirical studies have demonstrated that risk factors in the family are extremely impor
tant for child problem development. Low feelings of parental competence and high paren
tal stress levels appear to make children more susceptible to the negative effects of their
parent’s illness (Anhalt, T'elzrow, & Brown, 2007; Dix & Meunier, 2009). Furthermore, the
functioning of the family as a whole is another important predictor of the development
of problems in these children (Friedmann et al, 1997; Nomura, Wickramaratne, Warner,
Mufson, & Weissman, 2002). Family-related risk factors may be even more predictive of
child problems than child-related problems, since it has been shown that they are precur
sors of the child-risk factors such as low self-esteem and peer problems. In addition, the in
fluence on children of family-related risk factors usually starts from pregnancy on (Belsky
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& de Haan, 2011; Brockington et al., 2011).
In order to study which risk factors or combinations can be regarded as the most relevant
to be addressed by preventive interventions, the present study first analyzed the maximum
variance explained by the child-related risk factors that are effectively addressed by the sup
port groups, viz. the child’s social support, cognitions, and perceived competence (Chapter
5). We studied both the individual and interactional impact of the risk factors upon child
problem development. Based on earlier findings about risk accumulation, we expected to
find the highest problem scores for children confronted with all three risk factors together.
Second, we studied whether the explained variance of child problems could be further im
proved by adding family-related risk factors to the first model, viz. parent-child interaction
as viewed by the child and as viewed by the parent, parental stress, perceived parental com
petence, and family functioning. We hypothesized that the risk for problem development
would increase further when children were also exposed to poor parental and family func
tioning. Again, an additional effect was expected for risk accumulation.

M ethod
Participants

The participants were 74 children, each with one of their parents/caregivers, who had
been recruited as control group participants in our RCT study on the effectiveness of
support groups for children aged 8 to 12 years (Chapter 5). The control condition consisted
of a six-month waiting list for the support groups. Since the control group participants
received no support groups during these six months, we were able to study how problems
of children with different levels of baseline risk factors developed over six months.
Participant characteristics are presented in Table 6.1. The study design, procedures and
measures were approved by a Medical Ethics Committee. To be included in the study, the
child had to have a parent meeting DSM-IV Axis-I or Axis-II diagnostic criteria or ICD10 criteria for a mental disorder or substance use disorder. Children who had received
psychological treatment during the last year or who had a current diagnosed psychiatric
disorder were excluded from the study. In case there were two or more children from
the same family, one child was randomly selected to be the actual study participant.
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Table 6.1 Characteristics of the Children, Families, and Participating Parents (N =74)

Characteristics

%

M

SD

9.97

1.27

40.64

6.61

Children
Age
Female

59.5

Families
One parent fam ily

56.5

Two ill parents

14.9

Fam ily incom e (net euro/m onth)
Low (< 1400 €)

50.0

M edium (1400- 2300 €)

27.9

H igh (> 2300 €)

2 2 .1

Parents
Age
Female

81.7

111 parent

64.3

Born in the N etherlands

85.9

Education
Low (< lower secondary)

42.3

M edium (higher secondary - lower tertiary)

39.4

High (> higher tertiary)

18.3

N ot employed

53.6

Procedure

The children in the control group were put on a six month waiting list for the support
groups. During the intake session, children and the parent who was present (or if una
vailable the caregiver who was present) were invited to participate in the study and
informed about the randomization procedure. Parents who agreed to participate com
pleted an inform ed consent form. Children and parents were handed a baseline questi
onnaire. After six months, the children and their parent or caregiver who participated
at baseline filled out another questionnaire. At each assessment, families received €
10 after returning the questionnaires. The parent questionnaires were completed by
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67 biological parents (90.5%); 45 of these parents were ill. Three question-naires were
completed by another caretaker (grandmother, stepmother, foster mother). For four
children no parent questionnaire was completed. After six months, 24.3% of the pa
rents and 18.9% of the children dropped out. Since no differences were found between
families who dropped out and families who completed both measurements, missing
values were imputed w ith the expectation m axim ization (EM) method.

Measures
Em otional and behavioral problems of the child were assessed with the Strengths

and Difficulties Questionnaire (SDQ) (Goodman, 1997). Parents filled out this 25-item
questionnaire with three-point Likert scales about their child’s strengths and weaknessesonfivedomains:emotionalsymptoms,conductproblems,hyperactivity-inattention,
peerproblems,andprosocialbehavior.Thesumscoreonthefirstfourdomainswasusedto
assess emotional and behavioral problems, with higher scores reflecting more problems
(cx = .83). The Dutch m anual for the SDQ states that scores of 14 and higher indicate pro
blems in the clinical range and scores between 11 and 13 problems in the sub-clinical
range (GGD-Nederland, 2006).
Child’s social support. We designed three questions about the num ber of people

with whom the children communicated about their own problems and their ill parent,
and with whom they undertook leisure activities. Children could choose up to 14 peo
ple from a list of people (father, mother, brother/sister, friend, grandmother, etcetera).
A principal component analysis revealed that the three questions could be reduced to
one underlying factor reflecting social support (with factor loadings of .85, .82, and .69,
respectively). Hence, our further analyses used a mean score on the three questions,
with higher scores reflecting more social support.
Child’s cognitions relating to the parental illness were assessed with three questions

about guilt, shame, and loneliness. Children could rate these questions on a five-point
Likert scale (never - always). The three questions appeared to create one factor in a prin
cipal components analysis concerning negative cognitions (with factor loadings of .66,
.71, and .76, respectively). As all questions had the same scale, we used the mean score
of the three questions for further analyses. A high score indicates negative cognitions.
Child’s perceived competence was assessed with two subscales of the Dutch version

of the Self-Perception Profile for Children (SPPC) (Harter, 1985; Veerman, Straathof,
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Treffers, Van den Bergh, & Ten Brink, 1997), social acceptance and global self-worth,
which reflect the child’s competence regarding peer contacts and global feelings of selfworth. Both subscales comprise six items uses a five-point Likert scale. High scores re
flect high competence. We combined the two scales in a common indicator of perceived
competence. The internal consistency was high (a = .82).
Paren t-ch ild in teraction . Children and parents both completed the Parent-Child

Interaction Questionnaire (OKIV), a Dutch questionnaire on the quality of the interac
tion in term s of conflict management and acceptance (Lange, 2001). High scores reflect
a good parent-child interaction. The questionnaire uses five-point Likert scales and includes 25 items in the child version (a = .91) and 21 items in the parent version (a = .84).
P aren tal stress was assessed with a Dutch questionnaire on long-term difficulties

(LLM) (De Jong, Tim m erm an, & Emmelkamp, 1996). Parents could check whether
they experienced stress in 14 different areas such as financial problems, partner relationship problems, loneliness, medical illness, bereavement, etc. The higher the score,
the more stress a parent perceives.
Feelings o f parental competence were assessed with the competence subscale of a

Dutch revision of the Parenting Stress Index (PSI) (Abidin, 1983; De Broek, Vermulst,
Gerris, & Abidin, 1992). Parents filled out this 13-item subscale using a six-point Likert
scale (a = .91); high scores indicate high stress, which means low feelings of competence.
Fam ily functioning: support and com m unication. A subscale on support and

communication of the Dutch Questionnaire for Family Problems (VGP) was used to assess the parent’s experience of family functioning in term s of m utual support, understanding, trust, and communication about major topics and difficulties (Koot, 1997).
The questions can be filled out for one as well as for two parent families. High scores
on this 13-item subscale with a three-point Likert scale reflect problems in the family
regarding m utual support and communication (a = .93).
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R esu lts
P relim in ary Analyses

Table 6.2 shows the intercorrelations, means and Standard deviations of the child- and
family-related risk factors and the child’s emotional and behavioral problems studied
at baseline and after six months. Of the child-related risk factors at baseline, only per
ceived competence was significantly related to child problems after six m onths (r = -.29,
p < .05). Four family-related risk factors at baseline correlated significantly w ith child
problems after six months: parent-child relation as viewed by the parent (r = -.52, p <
.01), perceived parental competence (r = .48, p < .01), parental stress (r = .32, p < .01), and
family functioning (r = .24, p < .05).
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Table 6.2 Intercorrelations, Means, and Standard Deviations for Child- and Family-Related Risk Factors and Child Emotional and E
1

2

3

4

5

6

7

8

.13
.04

-.1 1
-.1 0

.14
.28*

-,2 0 f
-.16

.26*
.28*

-.06
.08

-.06

.56"
.17
.08

-.43**
-.53**

-.09
-.1 1

-22t
-,2 2 f

.36**
.31**

.27*
.31**

.13

.66*

3a. Perceived competence

-.04

-.24*

.06

.18

-.28*

-.0 1

-.26*

.75”

•2 1 f

.1 0

-.45**
-.41**

-.34**

3b.
4a. Parent-child interaction as viewed by child

.15

-.17

.16

.23*

-.14

-.1 0

4b.

.15

-.1 0

.15

.72"

.31**

.0 1

5a. Parent-child interaction as viewed by parent

-.17

.05

.13

.17

-.2 2 f
-.58**

-.26*

-.28*

5b.

-.1 0

-.0 1

-.0 1

.1 1

.84"

-.60**

.06

.1 2

-.27*

- .0 1

-.58**

-.24*
4 9 **

44

.89"

44

Variables
Child risk factors
la. Social support
lb.
2a Cognitions
2 b.

-.37**

Family risk factors

6 a. Perceived parental

competence

6 b.

.0 2

.14

7a. Parental stress

-.1 1

.1 0

7b.
8 a. Family functioning

-.1 1

-,23f

.24*
.08

Child outcome
9a. Emotional and behavioral problems

-.34**
-,19|

-.1 1

-,2 2 f

-.03
-.04

-,2 2 f

.1 0

-.13

**

**

-.52**
-.18

.59**

-.17

.46**

.64"

-.19

.42**

.42**

.30**

.08

-.05

-.35**

-.08

-.50**

.42**

.26*

9b.

-.0 1

-.15

-.29*

- .1 0

-.52**

.48**

.32**

.24*

M
SD

3.73

2.18
.82

17.83
3.35

96.40
13.64

83.95
9.46

34.46

3.69

11.43

14.41

2.80

6.79

1 .6 8

.27*

Notes. Intercorrelations for the variables assessed at baseline (a) and between baseline (a) and after six m onths (b) are presented below
for the variables assessed after six m onths (second row) and between six m onths and baseline (first row) are presented above the diagi
between the same variables assessed at baseline and after six m onths are presented boldface on the diagonal. Means and Standard dev
at baseline are presented on the horizontal row, and means and Standard deviations for the variables assessed after six m onths are pri
t = p < .1 0 . * = p < .05. ** = p < .0 1 (two-tailed).
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Relationship Between Child-Related R isk Factors and Child Problem
Development

A hierarchical linear regression analysis was performed to study the effect of the childrelated risk factors at baseline on child problems six months later (Table 6.3). In the first
step, the three risk factors (social support, cognitions, perceived competence) were ente
red simultaneously as predictors. All two-way interactions and the three-way interaction
were entered in the second step to examine whether there was interaction between the
predictors (or some of them). Together, the three child-related risk factors significantly
explained 13.4% of the variance in child problems six months later (F(3,70) = 3.61, p <
.05). Only competence (p = -.34, t = -3.00, p < .01) and cognitions ((3 = -.23, t = -2.02, p < .05)
appeared to be significant predictors. The addition of all interaction effects in a second
step increased the proportion of explained variance to 16.9%. However, the change in ex
plained variance was not significant (AF(4,66) = .70, p = .59).

Addition o f Family-Related R isk Factors

A second hierarchical linear regression analysis was conducted to study the proportion
of variance in child problems that could be explained by the addition of family-related
risk factors to the model. In the first step, we entered the three child-related risk factors.
In the second step, five family-related risk factors were entered: parent-child interaction
quality as viewed by the child and as viewed by the parent, parent’s feelings of parental
competence, stress experienced by the parent, and family functioning. Table 6.3 shows
that the addition of the family-related risk factors in a second step significantly increased
the proportion of explained variance in child problems, to 40.6% (AF(5,64) = 5.87, p < .01).
In the second model, which included all risk variables, the only new significant predictor
was parent-child interaction as viewed by the parent ((3 = -.36, t = -2.75, p < .01). Child’s per
ceived competence ((3 = -.22, t = -2.07, p < .05) and cognitions ((3 = -.22, t = -2.13, p < .05) were
still significant predictors.
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Table 6.3 H ierarchical Linear Regression Analyses Predicting Child Problems From Child-Related
Risk Variables, Individually and in Interaction (Analysis 1) and From Child-Related Risk Variables and
Family-Related Risk Variables (Analysis 2)

Predictor

b

SEb

P

t

Analysis 1
S tep l

.02

0.17

.84

-.23

-2.02*

.20

-.34

-3.00**

0.07

.40

Cognitions (Cog)

-1.68

Competence (Com)

0.61

Social support (Soc)

R2=.13*
Step 2
Soc*Cog

0.97

.65

.18

1.50

Soc*Com

-0.09

.15

-.07

-0.58

Cog*Com

0.01

.25

-.01

-0.05

Soc*Cog*Com

0.05

.22

.03

0.22

R2=.i7f (A r =.04)
Analysis 2
Step 2a
.05

.05

-0.50

Parent-child interaction as viewed by child

-0.02

Parent-child interaction as viewed by parent

-0.22

.08

-.36

-2.75**

Perceived parental competence

0.06

.06

.15

0.97

Parental stress

0.29

.27

.14

1.08

Fam ily functioning

0.01

.10

.01

0.12

R2=.41** (AR = .27**)
Notes. ’Step 1 of analysis 2 is identical to step 1 of analysis 1.
t = p < .10. * = p < .05. ** = p < .01 (two-tailed).
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R isk Accum ulation

As we were interested in ‘real’risk factors, we studied risk accumulation using only those
risk factors th at correlated significantly either with the child’s emotional and behavioral
problems after six months or with the significant predictors of these child problems. The
continuous scores on each of the child- and family-related risk factors were dichotomized
as problematic or non-problematic, according to the criteria provided by the manuals of
the individual questionnaires. Specifically, they had to meet the following criteria to be
regarded as a risk factor: for parent-child interaction, the lowest 20% scores of the Dutch
normative population; for perceived parental competence, the highest 15% scores of the
Dutch normative population; and for family functioning, above the normative cut-off
score. Since the manuals for the variables of child’s perceived competence, cognitions, and
parental stress provided no problem criteria, we regarded scores diverging by more than
one Standard deviation from the sample mean as a risk factor (scores were normally distributed). After dichotomization, all risk factors were summed, and the results showed
th at 32.9% of the children were exposed to none of the risk factors, 27.4% to one, 16.4% to
two, 13.7% to three, 6.8% to four, and 2.7% to five. As there were very few children exposed
to four or five risk factors, these groups were combined to one group of children exposed
to four or more risk factors. A one-way ANOVA showed that child problem scores were
significantly related to the num ber of risk factors to which they were exposed (F(4,68) =
6.01, p < .01). The line graph presented in Figure 6.1 reveals that children exposed to none
or only one risk factor had sim ilar mean problem scores, below the sub-clinical threshold
(none: M = 9.86, SD = 5.06; one: M = 9.27, SD = 5.48). However, the mean problem scores of
children exposed to two or more risk factors were all above the clinical threshold and
increased sharply with each additional risk factor, up to three (two: M = 14.25, SD = 4.12;
three: M =16.89, SD = 6.57; four or more: M = 15.99, SD = 5.13). The problem scores of child
ren exposed to two, three, or four or more risk factors all diverged significantly from the
problem scores of children not exposed to any risk factors (all p values < .05).
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F ig u re 6.1 Children’s problem scores according to the num ber of risk factors to which they are exposed.
The m ean problem scores of the children assessed w ith the SDQ (Strengths and Difficulties Questionnaire)
are presented on the vertical axis and the num ber of risk factors is presented on the horizontal axis.
C hildren w ith SDQ scores below 11 can be categorized as having few problems, children w ith scores above
14 as having clinical problems; children between these levels have sub-clinical problems.

D is c u s s io n

This study examined the predictive value of those child-related risk factors that are currently effectively addressed by preventive support groups for children of mentally ill or
addicted parents upon child emotional and behavioral problem development six months
later. This was intended to provide insight into the possible influence of support groups
on child problem reduction when these child-related risk factors are 100% effectively
addressed. We also studied whether the addition of various im portant and modifiable
family-related risk factors, which are only marginally addressed by this intervention,
would further increase the proportion of explained variance in child problems. Results
showed that the child-related risk factors explained 13.4% of the variance in child pro
blems over a six-month period, with child’s competence and cognitions being significant
predictors. The proportion of explained variance in child problems increased to 40.6%
by the addition of family-related risk factors. Finally, this study showed that there was
a cumulative effect of the number of risk factors on child problem development, with a
threshold at two risk factors, as child problems increased to a clinical level when children
were exposed to two or more risk factors. This finding was in line with results of other
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risk accumulation studies showing a threshold effect (Greenberg, Speltz, DeKlyen, & Jones, 2001; Rutter, 1979).
Of the child related risk factors we studied, the child’s social support appeared not
to be a significant predictor of child problems. This might be due to the way it was
measured, namely as the number of people with whom the children talked about their
own problems and their ill parent, and with whom they undertook leisure activities. We
chose to assess social support in this objective way since one goal of the support groups was
to increase the am ount of social support. Secondly, although various studies have shown
a positive relation between social support and mental health, other studies found that
social support is not always beneficial (Hogan et al., 2002). W hen support is perceived as
critical or hostile, for instance due to stigmatization, social contacts m ight do more harm
than good. Empirical evidence has indicated that subjective experiences of social support
are often better predictors of mental health than the actual am ount of social support
someone receives (George, Blazer, Hughes, & Fowler, 1989; Seiger & Wiese, 2011). Until
now, there is no validated Dutch instrum ent available to assess subjective experiences of
social support in children.
The direction of the relation between the child’s perceived competence and child pro
blems was as we had expected: children with lower levels of competence had higher pro
blem scores after six months. However, the direction of the relation between the child’s
cognitions and child problems was contrary to our expectations: children with fewer
negative cognitions had higher problem scores six months later. An examination of the
subscales of the SDQ showed that this outcome was the result of a negative correlation
between cognitions and the subscales of ‘conduct problems’ (r = -.18) and ‘hyperactivityinattention’ (r = -.21). Children who developed more externalizing problems were the ones
with fewer feelings of shame, guilt, and loneliness. As regards internalizing problems,
no correlation was found with cognitions (r = .01), and the subscale on ‘pro-social beha
vior’ - not included in the total SDQ score - correlated positively with such cognitions
(r = .31). These last findings might indicate the influence of a biased parental perception
of internalizing child problems. As the SDQ is completed by their parents, children who
have internalizing problems but no externalizing problems and who even show prosocial behavior m ight be interpreted by their parents as well-adapted. Many studies have
shown that internalizing problems are often not signaled by parents (Hughes & Gullone,
2010), and that children of mentally ill parents often show parentification: they feel extremely loyal towards their parent and take over their parent’s care-giving role (Kelley et
al., 2007; Radke-Yarrow, Zahn-Waxler, Richardson, & Susman, 1994).
The addition of family-related risk factors greatly increased the proportion of
explained variance in child problems, with parent-child interaction as viewed by
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the parent being the only significant predictor. However, this finding is likely to be
biased due to high correlations between parent-child interaction, perceived parental
competence, parental stress, and family functioning. Because the correlation between
parent-child interaction and child problems was slightly higher than between the other
predictors and child problems, the regression analysis attributed all explained variance
to this single predictor. Remarkably, parent-child interaction as viewed by the child was
not correlated with child problems, nor with the other family-related risk factors. One
reason could be that this was the only family-related risk factor that was assessed from
the point of view of the children. Children and parents may have different impressions
of the quality of their interaction and, as mentioned before, not all parents notice their
child’s internalizing problems.
Nevertheless, our results clearly indicate the importance of addressing the parentchild interaction. Parent-child interaction should receive more attention in child
support groups, for instance by offering a parent support group or parenting education
in parallel to the child support group, or by complementing the child support groups
with a family-based intervention, such as the ‘Family Talk’ intervention or the ‘Family
Options’ intervention (Beardslee, Wright, Gladstone, & Forbes, 2007; Nicholson, Albert,
Gershenson, Williams, & Biebel, 2009). Although parent-child interaction appears to
be a crucial risk factor, the other family-related risk factors, such as perceived parental
competence, stress, and family functioning, should not be neglected.
By examining the predictive value of child- and family-related risk factors on child
problem development, this was the first study to estimate the potential effects of preven
tive child support groups. However, several limitations should be noted. First, we used
only one inform ant for each variable (i.e. either the child or the parent), which could have
led to subjective biases. An alternative explanation for the high correlations between
family-related risk factors and child problems might be that they were all reported
by the parents. Some of the child problems, for instance conduct disorders, m ight be
viewed by parents also as interaction problems with the child, indicating that there
might be some overlap between child outcomes reported by parents and family-related
risk factors. Hence, we recommend to replicate this study with slightly older children
who can report on their own problems. Second, child’s cognitions and social support were
assessed with self-developed questions. As various studies have indicated these varia
bles as important risk factors for child dysfunctioning, we recommend future develop
ment of validated instrum ents to assess these variables (Hoefnagels et al., 2007; Solantaus,
Punamaki, & Beardslee, 2002). A third limitation of this study is the relatively small
sample size, which decreased the study’s power. However, in the current Dutch context of
mental health services the number of participants was the m axim um we could recruit as
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a control group of children who were enlisted for the support groups. Finally, the effect of
some risk factors on child problem development may not have evolved within the short
time span of six months.
Nevertheless, this study clearly found that the potential effect of preventive child
support groups could be greatly improved by involving the children’s families. We
advocate increasing the parent’s involvement in the intervention by increasing the
number of parent meetings or by complementing the child support groups with a parent
or family intervention. In order to increase the effectiveness of the support groups on
child problem reduction, we opt to revise the protocol of the intervention by adding extra
parent meetings and to stress the discussion of parental adherence during the intake
session of the intervention.
Family involvement seems to be needed especially by children who are exposed to
two or more risk factors, as these children showed much higher problem levels than
those exposed to none or one risk factor. About 40% of the children who were recruitted
for the support groups could be categorized in the high risk group. The findings of this
study also argue for providing child and parent support as early as possible, to prevent
an accumulation of risk leading to future problem development. We highly recommend
that discussing child and family preventive support becomes a routine part of the intake
session when parents enter treatment.
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This thesis has addressed one of the first and most frequently offered standardized
preventive interventions in the Netherlands for children of mentally ill or addicted
parents: support groups for children aged 8-12 years. In these support groups, offered
by mental health centers and addiction clinics, the clients’ children meet, talk and play
with each other and receive psycho-education and coping skills training, and provide
m utual support. The four goals of the intervention, viz. im proving social support,
competence, and parent-child interaction and decreasing negative cognitions, together
aim to reduce the development of emotional and behavioral problems in the children.
The support groups were developed during the late 1980s by m ental health practitioners who noticed th at m any of their adult patients had grown up with a m entally ill or
addicted parent. This invisible population of children appeared to be at high risk of developing problems themselves in later life, and was greatly in need of early preventive
intervention. The support group interventions were designed in a bottom-up process
based on the experiential knowledge of practitioners and the children themselves, and
on what was known from empirical research on risk and protective factors in the de
velopment of social-emotional and behavioral problems in these children. Each mental
health center usually developed its own version of a support group intervention. In 2002,
the interventions were standardized to obtain one national support group program. Af
ter the implementation of this program, and positive evaluations from children, par
ents, and group trainers, m ental health professionals became interested in its effects on
problem reduction in these children, and whether there are ways to further improve
its effectiveness. Moreover, the current funding system for prevention requires evidence of effectiveness to secure future funding for the provision of this program.
In order to provide m ental health prevention practitioners with inform ation that
is relevant and useful, our Prevention Research Team at Radboud University Ni
jmegen, to whom the practitioners had turned, formulated four research questions.
1. Who are the children who participate in the support groups?
2. Do children of parents with different diagnoses run the same risks?
3. W hat is the effectiveness of the support groups?
4. Are the four goals of the support groups - improving social support, com petence,
and parent-child interaction and decreasing negative cognitions - addressing the
most crucial risk factors for child problem development?
The first two questions were intended to examine the characteristics of the program
participants, and to assess whether the standardized intervention would sufficiently
cover their needs, or whether risk screening and tailoring should be developed further.
We systematically reviewed the international literature on children of m entally ill
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parents and studied a group of children who were on a list to take part in a support
group. For the third question we divided the total group of children into one group
consisting of children who were participating in a support group and one group
consisting of children who were not yet participating. We studied whether children
in these two groups improved over time in terms of the four intervention goals, as
well as in term s of the ultim ate aim of reducing emotional and behavioral problems.
In answering the fourth question, we aimed to find out how the effectiveness of the
intervention could be further improved. W e studied the group of children who were not
yet participating in the support groups to assess how various targeted and non targeted
risk factors predicted the variation in emotional and behavioral problems.
The four questions were addressed by the studies presented in Chapters 2 to 6
of this thesis. The present final chapter provides answers to the four questions by
summarizing the m ain outcomes of the studies. It also discusses lim itations of the
studies and implications of the findings, leading to some general conclusions and
recommendations.

O VERVIEW OF THE STUDY OUTCOMES
1. W ho are the children who participate in the support groups?

Chapter 2 presents an overview of the types of children who participate in the support
groups, their problems and risk factors. We examined the characteristics of 170 children
before they started participating in a support group, as well as those of their mentally
ill or addicted parent. The findings showed that more than half of the families (55.8%)
had a low income and half of the children lived in one-parent families, mostly with
the ill parent as their primary caretaker (80%). About two thirds of the children were
girls. Of these children, 55.7% had severe problems at the start, exceeding the clinical
cut off value on the Strengths and Difficulties Questionnaire (SDQ) (GGD-Nederland,
2006; Goodman, 2001) - a well validated measure for assessing child emotional and be
havioral problems - while 13.3% had problems that feil within the at-risk category on
the SDQ. The majority of the children were exposed to multiple risk factors (e.g. lowself-esteem, difficult temperament, severe parental illness, poor family functioning).
However, there was also a group of children who were functioning relatively well, as
31% had low problem scores. The variation in child risk was clearly shown by the risk
profiles into which these children could be categorized: 35.9% of the children were ex
posed to high family risk and showed impaired functioning themselves, whereas 32% of
the children were exposed to low family risk and functioned relatively well themselves.
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But there were also children who were exposed to high family risk but functioned better
than the first group (14.9%), and there were some children who functioned poorly despite
low family risk (17.2%).
2. Do children o f parents with different diagnoses run the same risks?

Chapters 3 and 4 addressed the question whether children of parents with different
diagnoses run the same risks. Chapter 3 provides an overview of the diagnoses of 122 par
ents of children who were enlisted for the support groups, which we obtained directly
from their therapist or family physician. Most parents had multiple diagnoses (co-morbidity) and/or personality disorders (n =93). Children of parents with either of these conditions were more likely to be confronted with various risk factors, and had more emotional
and behavioral problems and negative cognitions compared to children of parents with
out these conditions.
Chapter 4 systematically reviewed a wide range of empirical studies (N =188) that have
been conducted on the child outcomes associated with the most common parental mental
disorders on Axis I and Axis II of the DSM-IV (American Psychiatric Association, 2000),
viz. unipolar depression, bipolar disorder, anxiety disorders, borderline, and antisocial
personality disorders. Comparison of the fmdings showed that children of parents with
unipolar depression and bipolar disorder were at risk of a broad spectrum of child disor
ders and other negative outcomes (transgenerational multifinality), with high overlap
between parental unipolar depression and bipolar disorder as regards the type of child
problems (transgenerational equifinality) (Cicchetti & Rogosch, 1996). The risk among
children of parents with anxiety disorders appeared to be restricted to developing anxiety
disorders themselves (transgenerational concordance) (Rosenthal, 1962). Studies on child
outcomes of parental borderline and antisocial personality disorder were too few to allow
reliable conclusions to be drawn. An analysis of the strength of the relationship between
various child and parent diagnoses found in the studies, in terms of odds ratios, showed
that the risk of child psychopathology is alarmingly high among these children. Depending on the parental diagnosis, we found mean odds ratios for child unipolar depression
ranging from 4.44 to 8.68, for child bipolar disorder disorder ranging from 0.58 to 13.72,
for child anxiety disorders from 3.25 to 5.67, for child conduct disorders from 3.74 to 6.10,
and for child non-specified mental disorders from 2.88 to 5.04. Odds ratios for all child dis
orders were highest for children of parents with the same disorder.
3. What is the effectiveness o f the support groups?

The effectiveness of the support groups was examined in the study presented in Chapter
5. We conducted a randomized controlled trial (RCT) among 254 children and one of
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their parents or caregivers. Of these children, 180 were randomly assigned to take part
in the support group program (experimental group), and 74 to a six-months waiting list
condition with three leisure activities (control group). In terms of the four intervention
goals, we found the support groups to be effective for three of them: reducing negative
cognitions, increasing social support and improving social acceptance (the first com
petence aspect). We found no effect on the goals of improving the child’s feeling of global
self worth (the second competence aspect) and parent-child interaction, nor did we fïnd
an effect on the ultimate aim of the support groups, that of reducing emotional and beha
vioral problems.
There could be several reasons for the absence of effect on emotional and behavioral
problem reduction. Very importantly, the attention that was devoted to children in the
control group, in the form of the leisure activities they were offered to prevent dropout, may have impaired the detection of an effect on some goals. The problems of the
children in both groups declined over time and their functioning in terms of most of the
intervention goals improved. On the other hand, the children’s improvements over time
may be a natural phenomenon as they grow older and experience makes them better able
to cope with difficulties. However, this appears to be refuted by a study by Hawes and
Dadds (2004) showing that the SDQ scores in these children are normally quite stable
over time. Another explanation may be that the improvements in SDQ scores reflect the
parents’ reassurance, as their children are now being looked after, either by the leaders of
the support group or by the leaders of the leisure activities provided to the other group.
However, the children also improved in terms of the direct intervention goals that were
not assessed by their parents, but by the children themselves. Alternatively, emotional
and behavioral problems may only have decreased for some of the children. We studied
whether the effectiveness of the support group was related to the children’s problem
severity (SDQ score) at pre-test, or to their gender or age, but no indications of this were
found. However, we did find that the problems of children in the experimental group
with SDQ scores of clinical (a 14) or subclinical level (11-13) were more likely to improve
to respectively subclinical or ‘no problem’ level - 31.7% of these children improved - than
the problems of children in the control group -18.9% of these children improved. Another
reason could be that the time span of six months used to assess the effectiveness of the
program in terms of emotional and behavioral problems was too short. Indeed, one year
after the start of the support groups we found a further decline in the SDQ scores of children
in the experimental group, with 51.1% of them now having low problem scores. However,
children in the control group had by that time also started participating in the support
group, so they could no longer function as a comparison group. A final explanation may
be that the four support group goals are not directly related to child problem development
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or make only a minor contribution, and that some crucial risk factors are not addressed by
the intervention. This issue led to the fourth research question.
4. Are the four goals o f the support groups addressing the most crucial risk factors for
child problem development?

Chapter 6 of this thesis addressed the potential preventive power of the support groups. W e
studied the preventive potential of the child-related risk factors of negative cognitions, low
social support, and competence - i.e. the three intervention goals that were successfully influenced by the support gr oups - for child emotional and behavioral problem development.
This was studied by testing their predictive power regarding problem development in the
control group children. We also studied the preventive potential of various family-related
risk factors for child problem development as we were interested in whether more family
involvement would further increase the preventive power of the support groups. Since we
were interested in the development over time of problems of children with different lev
els of risk factors who were offered no intervention, we only included the 74 control group
participants. Risk factors were studied at baseline, emotional and behavioral problems
after six months. The results revealed that the child-related risk factors that were effectively addressed by the support groups explained 13.4% of the variance in child problems
six months later. Adding the family-related risk factors increased the explained variance
to 40.6%. Significant risk factors appeared to be the child’s cognitions, the child’s compe
tence, and parent-child interaction. Parent-child interaction was mainly responsible for
the large increase in explained variance obtained by adding the family-related risk factors.

St r e n g t h s a n d L im it a t io n s o f t h e St u d ie s

This section discusses the strengths and limitations of the studies summarized above.
The studies on the data we collected from the support group participants are addressed
first, followed by those resulting from our systematic review.

Strengths and Limitations of the Studies on the Support Group Participants
The fact that support groups are offered on a large scale by Dutch m ental health centers
and addiction clinics, and that these services were aware of the urgent need for evidence
about their effectiveness, enabled us to collect data from a large sample of child partici
pants and their families. This provided us with the unique opportunity to examine this
population in a real-life setting. Our study met the high standards of an RCT design,
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creating the opportunity to truly attribute the improvements we found in the support
group participants to their participation in this intervention. The follow-up assessm ent also enabled us to draw conclusions on whether effects were maintained during
the three m onths after the intervention. Finally, our study went beyond the effectiveness question by also yielding inform ation on the relation between various modifiable risk factors and the development of emotional and behavioral problems. A better
insight into this relation is highly relevant for improving the support group program
as well as for developing future interventions for the same at-risk population.
Apart from the above strengths of our study, we should also point out some limita
tions. The first two lim itations relate to conducting research on an intervention that is
already being implemented on a large scale.
First, the design of our study was a compromise between the standards of an RCT
study, which are required for a qualification o f‘evidence-based intervention’, and the
ethical dilemmas of studying an intervention that is already part of the m ental health
centers’ regular service. Since we regarded depriving children in the control group of
m uch needed support as unethical, we opted for a six-months waiting list as a control
group condition. W ithin these six m onths we were able to study whether the effects
obtained by the support group intervention were m aintained three m onths after the
support groups ended. However, we could not study whether the effects were stable
over a longer time span, and some effects may not emerge until children grow older, an
effect known as ‘sleeper effect’ (Kumkale & Albarracin, 2004).
We decided to offer the children in the control group three leisure activities during
the six-months waiting period, since mental health centers worried about attrition.
The threshold for participation in an intervention is high for m any families, as they are
afraid of stigmatization; a six-months pause would create more opportunities for second
thoughts and drop-out. The drawback of our decision was that the control group did receive some attention. In addition to the three leisure activities, these children and their
parents also received an intake session for the support groups - they were randomized
afterwards - and some of them even received a home visit under the mental health center’s usual care policy. For many children, this attention is something new as they do not
normally talk about their home situation for fear of stigmatization. The attention may
have led to improvements in the control group participants, impairing the detection of
significant effects of the support group intervention. Finally, we had to adjust the randomization procedure as mental health centers were not willing to continue randomization after the agreed 1.5 years: we invited them to continue participating in the study
w ithout a control group. This resulted in unequal group sizes of 180 children in the index
group and 74 children in the control group. Although the power of the analyses based
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on the total study group remained reasonable, splitting the control group participants
up for further analyses, such as m oderator analyses, led to power problems.
A second lim itation of our study, which is also inherent in studying an interven
tion which is already being widely implemented, relates to the operationalization of
the support group goals into measurable constructs. The four goals of the support group
intervention were divided by the standardized manual into sub-goals, which were
overlapping, m ultidimensional, and often defined in an abstract way. This was especially true for the goal of competence, for which the literature shows that it comprises
a wide range of different aspects (Dirks, Treat, & Weersing, 2007). Since the m anual did
not provide a clear definition of competence and lacked a theoretical underpinning
of this construct, we had difficulties operationalizing the construct. This increased
the risk of content validity problems, i.e. whether the questionnaire measured all the
facets of a given concept or at least the facets that were actually addressed in the in
tervention. Moreover, not all four goals were assessable with standardized question
naires. The goals of reducing negative cognitions and improving social support had
to be assessed by self-developed questions, possibly creating construct validity prob
lems (i.e. whether a questionnaire really measures what needs to be measured).
Third, we used only one inform ant (either the child or the parent, and sometimes
only the ill parent) to measure each of the variables, which may have led to biased study
results. The reason was that most variables could not be assessed by m ultiple informants,
since questionnaires for both parents and children were not available, or since we were
only interested in one perspecti ve (e.g. the child’s negative cognitions). However, insofar
as questionnaires were available for m ultiple informants, we did check for bias. For instance, in the first study on the participant characteristics at pretest (Chapter 2), we com
pared the SDQ scores for a subgroup of families in which the ill as well as the non-ill par
ent had filled out a questionnaire for their child, to see if they differed significantly. No
significant differences were found, indicating that there was no inform ant bias.
Fourth, it should be stressed that we studied a specific subpopulation of children of
m entally ill or addicted parents, as all of the children had at least one parent who was
or had been in treatm ent for their problems. Our study of the parental diagnoses at pre
test showed that parents w ith very severe problems were overrepresented in this group
(Chapter 3). Moreover, the outcomes of this study and our systematic review (Chapter
4) showed that these children were at higher risk than children of m entally ill parents
recruited among the general population. Another specific characteristic of this group is
that all children and parents had overcome the barriers to participating in an interven
tion and talking about the home situation. Results should therefore not be generalized
to the whole population of children of mentally ill or addicted parents, as our group
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may be different from that of children of parents who are not in treatm ent and of the
families who did not overcome those barriers, which still covers the large majority of
the children.

Strengths and Limitations of the Systematic Review Study
Our systematic review covered all of the literature on child outcomes of the most
common parental diagnoses on Axes I and II of the DSM IV. All included studies met
a certain quality Standard: they had a clearly defined control group of children of
parents without m ental health problems and they were designed in such a way that
it was likely that the parent’s disorder preceded the children’s problems, and not the
other way around. The review addressed the ongoing debate - especially in the Neth
erlands - among researchers, mental health professionals, policy makers and health
insurance companies about whether children of parents with different diagnoses
are at risk of similar problems and need the same intervention. This debate has been
caused by heterogeneity in the studies among these children and inconsistencies in
study results, and is highly relevant in the current times of financial cutbacks in m en
tal health care. Before our review, no such systematic review had been available.
Since the inform ation would have been too m uch for one systematic review, we did
not address the less common parental diagnoses or parental substance-use disorders, nor
did we meta-analyze the influence of various moderators, such as parental illness sever
ity and the age and gender of the child. The exclusion of some parental diagnoses kept us
from drawing conclusions on the offspring of the parents with these diagnoses. A focus on
moderators would have shown whether differences and similarities between children of
parents with different diagnoses remained when these moderating variables were taken
intoaccount.Orinotherwords:whetherthedifferencesandsimilarities between children
of parents with different diagnoses were real, and not merely attributable to the moder
ators. Hence, we highly recommend that our review be extended by other systematic re
views or meta-analyses focusing on the impact of moderators and also including other
parental diagnoses, such as schizophrenia, eating disorders, ADHD, autism, other per
sonality disorders, and substance use disorders. Moreover, a future review should ad
dress mediating risk transmission processes, in order to provide further inform ation
th at can be used to improve the preventive interventions for these children. Such a
review could for instance include all studies that analyzed the mediating role of par
enting behaviors, parent-child interaction patterns or the children’s self-esteem in the
relation between parental psychopathology and the children’s internalizing and externalizing problems.
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This section discusses the various im plications of our study findings. It starts by
reviewing im plications relevant to recruiting children of m entally ill or addicted
parents for preventive interventions. Next, it discusses the implications that can be
drawn from the study outcomes regarding the intensity and contents of preventive
interventions for these children in general, and of the support groups in particular.
This is followed by a discussion of some im plications of the study th at are relevant
for the future development and evaluation of preventive interventions. The section
concludes with a discussion of the implications with regard to convincing funding
bodies, policy-makers and politicians of the importance of investing in preventive
interventions for these children.

Implications for Recruitment
The high risk to which children of m entally ill or addicted parents are exposed, which
has been overwhelmingly dem onstrated by the studies reviewed above, underlines
the urgent need for effective preventive interventions among this population. The
high problem scores of m any children bef ore they start the support groups show that
this support reaches them in a late stage. This m ight be due to barriers preventing
families from seeking support, or to a tendency among m ental health professionals
treating adults to fail to discuss support for the children of those of their clients who
are parents. Such a tendency may be due to inexperience w ith discussing this sensitive
topic or to lack of inform ation about available preventive interventions. Moreover,
m ental health professionals may not be used to referring children with relatively
m inor problems. In order to reach these children at an earlier stage, efforts should be
made to lower the barriers for families as well as to encourage the referring m ental
health professionals to discuss parenting with their clients. Discussing the children
should become a Standard part of the intake procedure when clients enter primary,
secondary, or tertiary m ental health care. In order to reach a wider population of
children - children are currently m ainly enrolled if their parents are in psychiatric
treatm ent - we also suggest expanding the recruitm ent strategies. This m ight involve
including a discussion of parenting and m ental health issues as a Standard part of the
procedure for pregnant women who enter treatm ent, as well as for people who discuss
m ental health issues w ith their family physician, and for parents visiting infant
welfare centers.
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Implications for Preventive Interventions for Children of Mentally 111 or
Addicted Parents
The outcomes of the studies have also shown th at not all of the children are at extremely high risk, indicating that for some children a shorter or more distant inter
vention, such as one conversation with a m ental health professional or inform ation
on the internet, would be helpful enough. In order to m atch the children’s risk to the
intensity of the preventive support provided, we suggest increasing the effort invested
in risk screening among these children. Although all children of mentally ill parents
should know that there is support for them, risk screening could ensure th at the scarce
resources for preventive mental health care are used efficiently and that children are
offered the support they need.
The variation in child risk factors and child outcomes also implies that the con
tents of preventive interventions do not have to be completely identical for all chil
dren. Interventions for children who are exposed to a high family risk, through poor
interaction w ith their parent(s), problematic family functioning, and a parent whose
functioning is severely impaired may need a strong focus on the whole family. Inter
ventions for children who already have m any functional problems of their own may
need to be extended w ith early treatm ent or an extra course, for instance a social skills
training. Furtherm ore, our review demonstrated that the children’s problems are part
ly related to their parent’s diagnosis. Interventions for children of parents w ith anxi
ety disorders seem to require a specific focus on the prevention of anxiety disorders.
Interventions for children of parents with unipolar depression and bipolar disorder
may require a wider focus, in combination w ith tailored attention to the diagnosisspecific risks these children are exposed to, viz. ADHD/conduct disorders and bipolar
disorder in children of bipolar parents, and unipolar depression in children of unipolar
depressed parents. The above suggestions should be considered with great caution; we
strongly recommend further investigation of these suggestions.

Implications for the Support Group Intervention
In general, we recommend that the goals of the support group program be further
specified and based on a more thorough analysis of evidence-based risk and protective
factors. More specifically, we offer two proposals for im proving the support groups.
The first is to increase the parent’s involvem ent w ith the intervention. At the
moment, there is only one session for parents and a final talk with the child and the
parent, which is scarcely enough, since various review studies on other youth inter-
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ventions have shown that parental involvem ent in an intervention is one of the strongest predictors of its effectiveness (Blok, Fukkink, Gebhardt, & Leseman, 2005; Riosa,
Mc Arthur, & Preyde, 2011; Van der Merwe & Dawes, 2007). The outcomes of our study
are entirely in line with this conclusion. More parent involvement may be achieved by
increasing the num ber of parent sessions or by offering a separate parent or family in
tervention in com bination with the child support group. Examples of family or parent
interventions are the psycho-educative family intervention called ‘Let’s Talk’ (Beard
slee, W right, Gladstone, & Forbes, 2007), various parenting courses and an (online) sup
port group especially for parents with m ental illnesses: www.kopopouders.nl (Van der
Zanden, Speetjens, Arntz, & Onrust, 2010). We favor the option of combining interven
tions, as this provides greater flexibility in offering families the specific support that
would best fit their needs. In the Netherlands, various m ental health centers have started to adopt this flexible approach to working with high-risk families (Wansink, 2002).
Secondly, we recommend further application of techniques to enhance self-worth
and feelings of social acceptance among these children. A review study by Haney and
Durlak (1998) on interventions to change self-esteem in children found that interven
tions addressing self-esteem and self-concept appeared to be more effective than inter
ventions addressing behavior and social skills. U ntil now, however, support groups
have m ainly focused on learning social skills and changing behavior. The review by
Haney and Durlak (1998) also concluded that intensive interventions (e.g. treatment)
are most successful in term s of changing self-esteem. Hence, research should examine
what is most fruitful: changing the focus of the support groups from social skills train
ing to enhancing perceived competence, or offering an additional intervention to chil
dren with extremely low feelings of self-esteem.

Implications for the Development and Evaluation of Preventive Interventions
The difficulties we encountered in operationalizing the support group goals reveal the
importance of an intervention th at is carefully considered and soundly based in theory. According to Price (1983,1988), the development of all interventions, whether topdown or bottom-up, should undergo - often more than once - the following cyclic and
iterative phases: problem analysis, innovation design, field trial and innovation diffusion (Figure 7.1). The problem analysis phase should involve clearly defining and thoroughly analyzing the problem by - reviewing the available literature on - descriptive
and risk factor research. This should result in a set of modifiable risk factors. The inno
vation design phase requires selecting the risk factors that need to be changed and acareful review of change methodologies, in order to select the most appropriate approach.
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The product of this phase is a clearly defined and theory-based innovation design (pre
vention program). In the third phase, the innovation design needs to be tested in the
field, preferably using randomization. In order to arrive at an innovation prototype
(evidence-based intervention program), the intervention(s) have to be adapted to the local context, and the innovation design should be carefully implemented and evaluated.
In the final phase of innovation diffusion, the program is widely disseminated.
This phase requires identification of user populations, continuing modifications, and the development of a standardized version th at can be widely adopted in
the end.
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F ig u re 7.1 Four dom ains of prevention research and developm ent (Price, 1983; 1988).

Two im portant discrepancies surface when comparing the development of the sup
port groups - described in Chapter 1 - with Price’s model (1983,1988). First, the imple
m entation of the first two phases (problem analysis and innovation design) was not
as extensive as described in Price’s model. Secondly, phase 2 (innovation design) was
followed directly by phase 4 (innovation diffusion); the third phase (field trial) was
skipped. Both discrepancies are clearly reflected in the above-described difficulties we
encountered when studying the effectiveness of the support group intervention that
is already widely implemented in practice: there was no clear definition of the inter
vention goals and we had to go back from phase 4 to phase 3 (by conducting an RCT
study on an already widely diffused intervention). This clearly reveals the importance
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of a good match between models developed in research and practice settings. A close
and continuous collaboration between research and practice is highly recommended
for the development of any new intervention, its implementation, evaluation, and dissemination. Barriers and problems th at are likely to be encountered by both parties
should be carefully discussed. One example of a project in which such a collaboration
is implemented is the Dutch ZonMw program for effective youth interventions: the
development of interventions is only funded if both a university and a youth service
are involved and interventions are both Science- and practice-based (ZonMw, 2005).
We highly agree w ith this strategy.
We may also conclude that interventions that are already being widely imple
mented cause too many problems for conducting RCT studies and are actually not
suitable for this type of effect evaluation. This calls for further discussion on how to
evaluate preventive interventions in practice.
Nowadays, the highest Standard for empirical effectiveness studies involves using a
randomized controlled trial design, in which participants are randomly assigned to an
experimental condition or a control condition. Ideally, participants in the control condition receive no intervention (Oxford Centre for Evidence-based Medicine Levels of
Evidence, March 2009). For interventions that are already widely implemented, this is
likely to cause various ethical concerns, as we found in our study. Mental health workers who practice an intervention are usually already convinced of its effectiveness, and
regard it as unethical to deprive half of the participants of the intervention. We have
several suggestions to avoid this problem. First, an RCT study should be conducted at
an earlier stage, before the intervention becomes a regular service. A drawback of this
would be that the num ber of participants is likely to be small, which m ight cause serious power problems. Other options would be to look for other ways of randomizing par
ticipants, such as cluster randomizing, to apply a quasi-experimental design, to compare more and less intensive interventions or to compare outcomes of the intervention
participants with those of a similar sample of children in the community. Some of our
colleagues recently applied this strategy of com m unity comparison to study interactions between postpartum depressed m others and their five-year-old children (KerstenAlvarez et al., 2012). Although there is considerable pressure to test the effectiveness of
preventive interventions that are already being implemented on a large scale, we would
advise grant providers not to require a classic RCT design as the pre-condition for accepting a research proposal for such outcome studies, but to accept alternative ways of
effect evaluation like those suggested above. RCT studies should only be used to test
interventions th at are not yet part of regular service.
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Implications W ith Regard to Convincing Policy-M akers, Funding Bodies
and Politicians

Finally, when it comes to getting the government, policy-makers, and funding bodies
to invest in preventive interventions for children of m entally ill or addicted parents,
it is of major importance that we find ways of convincing them. Merely mentioning
the high risk and burden suffered by these children will not be sufficiënt; the relevant
parties should be persuaded by the economic benefits of investing in this population.
Hence, there is an urgent need for economic evaluation studies focusing on costs of m en
tal health treatm ent and the costeffectiveness and cost-benefits of preventive interven
tions. U ntil now, there have hardly been any economic evaluation studies of interven
tions for children of mentally ill parents: we only found one study on an intervention
for children of depressed parents (Lynch et al., 2005). Nonetheless, economic evaluation
studies on other preventive interventions addressing various problems in youth have
shown promising financial benefits of preventive initiatives (Rasch & Greiner, 2008;
Simon, Dirksen, Bogels, & Bodden, 2012; Spoth, Guyll, & Day, 2002).
Another aspect th at policy-makers should be made more aware of is the level of variation in the risk these children are exposed to. In the Netherlands, the large num ber
of children who are currently living with a m entally ill parent, 1.6 m illion under the
age of 22, is often used as an indicator of the m agnitude of the problem. However, this
m agnitude tends to create a sense of discouragement in policy-makers, rather than an
incentive for action. The findings of the studies presented in this thesis could help to
show them that only a proportion of these 1.6 m illion children need preventive inter
ventions and family support. As for the remaining children, it would be sufficiënt to
let them know that they are not alone and that there is support for them if they need
it. They could be informed in one conversation with a m ental health professional, or
by a brochure or inform ation on the internet. Putting this recommendation into practice requires better use of professional risk assessmcnt as well as easily applicable selfassessment tools, as was recommended in the paragraph on implications for preventive
interventions.
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Recommendations for Practice and Policy-m aking

• Discussing the children should become a Standard part of the procedure when
clients enter mental health care;
• Recruitment strategies have to be widened to include pregnant women and
parents with mental health problems who visit prim ary care physicians or infant
welfare centers;
• Risk screening of the children needs to be further developed;
• All children should know that there is support available for them, but the
intensity and focus of the support should match the level and nature of their risk;
• Interventions require better tailoring to the specific diagnosis of the parent;
• The effectiveness of the support groups may be improved by increasing parent
involvement and by applying more effective techniques to enhance children’s
self-esteem;
• A close and continuous collaboration between research and practice is essential
in developing, implementing, evaluating and disseminating preventive
interventions;
• RCT studies should only be conducted on preventive interventions that are
carefully designed, that have a sound theoretical and empirical basis and that are
not yet being widely implemented;
• Effect evaluations of interventions that are already part of regular care service
require alternative ways of randomizing and comparing participants;
• There is an urgent need for economic evaluation studies on the costs of mental
health treatment and the cost-benefits and cost-effectiveness of preventive
interventions;
• Policy-makers should be made more aware of the variation in the risk these
children are exposed to, as many of the 1.6 million children in the Netherlands
with mentally ill or addicted parents would probably benefit enough from
information that is available on the internet or from one conversation with a
mental health professional.
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The findings of the studies presented in this thesis point at a range of opportunities for
futureresearch.First,m oreresearchisneededonthevariationintheriskthatthechildren
of mentally ill or addicted parents are exposed to. Longitudinal studies on the relation
between different risk profilesof the children and problem development over time can be
used to identify criteria that are useful for risk screening, i.e. to decide which children are
in need of preventive interventions. Moreover, this will provide inform ation about the
required intensity of (preventive) interventions th at should be offered to them.
Second, to make risk assessment more feasible in routine m ental health care and
prim ary health care, valid but simple and easy to use risk assessment tools should be
developed. Assessment tools are also urgently required to validly evaluate the effïcacy
and effectiveness of preventive interventions. We would recommend developing
instrum ents to assess children’s subjective and objective experiences of social support
and cognitions related to their parent’s illness, as such tools were not available for our
study. Furtherm ore, it is im portant to study which combination of instrum ents is easy
to apply and is sufficiently informative to be used in risk screening.
Third, more research is required on the content of preventive interventions and
on ways to improve tailoring within common preventive interventions. This would
require the relation between parental diagnoses and child problems and risk factors
to be further investigated. We propose to extend our systematic review by additional
systematic review studies and meta-analyses addressing the parental diagnoses that
were not included in ours, and focusing on the impact of various moderating variables.
Our review study has also shown some lim itations of the included studies and some
gaps which should be addressed by further studies in order to allow more reliable
conclusions to be drawn about the relation between parental diagnosis and child
problems. The most im portant suggestions from our study were: more research on
intergenerational transmission of parental co-morbidity, addressing a wider spectrum
of outcomes in children of parents with other diagnoses than major depression, and
using diagnostic instrum ents that assess the whole spectrum of parental diagnoses.
The question of tailoring should be addressed by studies focusing on the transmission
processes among children of parents with different diagnoses and among children
showing different risk profiles. In other words, we need to know which specific
risk factors should be targeted by preventive interventions for these children, and
to what extent risk factors are shared or not shared between different children.
Finally, our recommendations for the support groups, viz. increasing parent
involvement and applying techniques of self-esteem enhancement, require further
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investigation. Although the studies presented in this thesis revealed that cooperation
between research and practice requires concessions to be made, we recommend a num ber
of research projects th at should ideally be undertaken. We do acknowledge, however,
th at not all of these are feasible when an intervention is already part of a regular service.
The first project would be to examine the specific aspects of parent-child interaction and
perceived competence that need to be targeted by the support groups. This may be done
by interviewing parents and children about their needs, and m ental health professionals
about their experiential knowledge. Second, the scientific literature should be explored
for information on parent-child interaction and children’s perceived competence and
how these variables are related to problem development in children of m e n ta lly ill
parents, and on techniques of improvement. Third, the hypotheses derived from this
exploration need to be tested among a sample of children of m entally ill or addicted
parents to see whether these specific aspects are meaningful predictors of the children’s
emotional and behavioral problems. Fourth, the current m anual for the support groups
should be revised on the basis of the outcomes of these studies. Fifth, our effect study
should be replicated using an improved version of the support groups program.

Recom m endations for Future Research

• Longitudinal studies addressing risk variation in children of mentally ill or
addicted parents;
• Development of simple and easy to use risk assessment tools;
• Further investigation of the relation between parental diagnoses and child
problems by:
o systematic review studies including all parental diagnoses,
o meta-analyses addressing the impact of moderators,
o review studies on mediating risk transmission processes;
• Research addressing our recommendations to improve the support groups, viz.
involving parents and enhancing self-esteem.
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In conclusion, the studies presented in this thesis have yielded the following findings
th at need to be taken into account by practitioners and policy-makers and in future
research. First, the outcomes clearly show that children who grow up with m entally
ill or addicted parents are at very high risk of developing mental health problems
themselves. Second, there appears to be variation in the risk these children are exposed
to. Moreover, the children’s problems appear to be partly shared, but partly related to
the specific diagnosis of their parent. Third, the study showed that the Dutch support
group program is effective for three direct intervention goals: reducing negative
cognitions, increasing social support and improving social acceptance (competence
aspect). We recommend further program improvement. The outcomes of the studies
clearly showed the importance of involving the children’s parents and enhancing
their self esteem. Fourth, our study has revealed the general difficulties of studying
the effectiveness of an intervention which has already been widely available for many
years, while still meeting the criteria of an RCT design.
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Dit proefschrift ging over één van de vroegst ontwikkelde en nu in Nederland meest
aangeboden gestandaardiseerde preventieve interventies voor kinderen van ouders met
psychische problemen of verslavingsproblemen: ondersteuningsgroepen voor kinde
ren van 8-12 jaar. De ondersteuningsgroepen worden aangeboden door instellingen voor
geestelijke gezondheidszorg (GGZ) en verslavingsklinieken. De kinderen van de cliënten
ontmoeten elkaar in de ondersteuningsgroepen, praten en spelen met elkaar en krijgen
psycho-educatie en training in coping vaardigheden, en voorzien elkaar van sociale steun.
Door middel van vier interventiedoelen wordt getracht om emotionele en gedragsproble
men van de kinderen te verminderen. De vier doelen zijn: het verbeteren van sociale steun,
competentie, en de ouder-kind interactie en het verminderen van negatieve cognities.
De ondersteuningsgroepen werden eind jaren ‘80 ontwikkeld vanuit de praktijk. Het viel
GGZ professionals op dat veel volwassen patiënten waren opgegroeid met een psychische
zieke of verslaafde ouder. Deze groep kinderen die nauwelijks zichtbaar was, bleek een
hoog risico te hebben om zelf later ook problemen te ontwikkelen en had grote behoefte
aan vroegtijdige preventieve interventies. De ondersteuningsgroepen werden bottom-up
ontwikkeld op basis van ervaringsdeskundigheid van professionals en de kinderen zelf,
en op basis van wat er bekend was van empirisch onderzoek naar de invloed van risicoen beschermende factoren op de ontwikkeling van emotionele- en gedragsproblemen
bij deze kinderen. GGZ instellingen ontwikkelden doorgaans ieder hun eigen versie
van de ondersteuningsgroepen. In 2002 werden de interventies gestandaardiseerd tot
een landelijke ondersteuningsgroep interventie. Nadat de interventie succesvol was
geïmplementeerd en positief was geëvalueerd door kinderen, ouders en groepsbegeleiders,
raakten GGZ professionals benieuwd naar het effect van de interventie en of deze verder
verbeterd kon worden. Daarnaast is bewezen effectiviteit vanuit het huidige financiële
stelsel voor preventie een vereiste geworden voor de waarborging van financiering voor
deze interventie.
Om de GGZ preventie praktijk te voorzien van informatie die relevant en werkbaar is,
heeft ons Prevention Research Team van de Radboud Universiteit Nijmegen, aan wie deze
vraag was voorgelegd, vier onderzoeksvragen geformuleerd:
1. Wie zijn de kinderen die deelnemen aan de ondersteuningsgroepen?
2.Lopen kinderen van ouders met verschillende diagnoses hetzelfde risico?
3. Wat is de effectiviteit van de ondersteuningsgroepen?
4. Richten de vier doelen van de ondersteuningsgroepen zich op de meest belangrijke
risicofactoren voor het ontwikkelen van problemen bij kinderen?
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De eerste twee vragen werden geformuleerd om meer inzicht te krijgen in de eigen
schappen van de deelnemers en in de vraag of deze interventie voldoende aansluit bij hun
behoeften, of dat er meer aandacht moet komen voor risico screening en tailoring (het
deels toespitsen van de interventie op de verschillende behoeften van de deelnemers). We
vergeleken systematisch de internationale literatuur over deze kinderen en onderzochten
een groep kinderen die stond ingeschreven voor een ondersteuningsgroep. Voor de derde
onderzoeksvraag splitsten we de groep kinderen in een groep kinderen die wel deelnam
aan de ondersteuningsgroep en een groep kinderen die niet deelnam. We onderzochten of
kinderen in beide groepen in de loop van de tijd verbeterden op de vier interventiedoelen
en het uiteindelijke doel van verminderen van emotionele en gedragsproblemen. Met de
vierde onderzoeksvraag trachtten we inzicht te krijgen in hoe de effectiviteit van de groe
pen verder verbeterd zou kunnen worden. Aan de hand van verschillende risicofactoren
voorspelden we variatie in emotionele en gedragsproblemen bij de kinderen die geen onder
steuningsgroep kregen aangeboden.
De vier onderzoeksvragen vormden de focus van de studies die gepresenteerd zijn in
hoofdstuk twee tot en met zes van dit proefschrift. Dit laatste hoofdstuk zal een antwoord
geven op de vier onderzoeksvragen door de belangrijkste uitkomsten van de studies samen
te vatten.

O v e r z ic h t

v a n de

Onderzo ek sresultaten

1. W ie zijn de kinderen die deelnemen aan de ondersteuningsgroepen?

In Hoofdstuk 2 werd een overzicht gegeven van de kinderen die deelnemen aan de onder
steuningsgroepen, hun problemen en risicofactoren. We bekeken de eigenschappen van
170 kinderen voordat ze gingen starten met een ondersteuningsgroep, en van hun ouders
met psychische problemen of een verslaving. De onderzoeksresultaten wezen uit dat meer
dan de helft van de gezinnen (55.8%) een laag inkomen had en dat de helft van de kinderen
in een eenoudergezin leefde, met in de meeste gevallen de zieke ouder als zorgende ouder
(80%). Ongeveer tweederde van de deelnemers was een meisje. Van de kinderen had 55.7%
ernstige problemen bij start die het afkappunt van klinische problemen op de Strengths
and Difficulties Questionnaire (SDQ) - een valide instrument voor het vaststellen van
emotionele en gedragsproblemen bij kinderen - (GGD-Nederland, 2006; Goodman, 2001)
overschreden. Bij 13.3% van de kinderen viel hun probleemscore in de gevarenzone van de
SDQ. De meerderheid van de kinderen werd blootgesteld aan meerdere risicofactoren (b.v.
laag zelfvertrouwen, moeilijk temperament, hoge mate van ernst van de ouderlijke proble
men, problematisch gezinsfunctioneren). Maar er was ook een groep kinderen die relatief
goed functioneerde: eenendertig procent had lage probleemscores. De variatie in het risico
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van deze kinderen werd ook goed zichtbaar aan de hand van de risicoprofielen waarin de
kinderen konden worden geclassificeerd: 35.9% van de kinderen werd blootgesteld aan een
hoog risico in hun gezin en had aanzienlijke problemen met het eigen functioneren, terwijl
32% van de kinderen werd blootgesteld aan een laag risico in hun gezin en zelf relatief goed
functioneerde. Er waren ook kinderen die werden blootgesteld aan een hoog risico in hun
gezin maar die beter functioneerden dan de kinderen in de eerste groep (14.9%), en kinderen
die aanzienlijke problemen hadden met het eigen functioneren ondanks het lage risico bin
nen hun gezin (17.2%).
2. Lopen kinderen van ouders m et verschillende diagnoses hetzelfde risico?

Hoofdstuk 3 en 4 richtten zich op de vraag of kinderen van ouders met verschillende
diagnoses hetzelfde risico lopen. In Hoofdstuk 3 gaven we een overzicht van de diagnoses
van 122 ouders van kinderen die gingen deelnemen aan een ondersteuningsgroep. De
diagnoses van deze ouders verkregen we rechtstreeks van hun behandelaar of huisarts.
De meeste ouders bleken meerdere diagnoses te hebben (comorbiditeit) en/of een
persoonlijkheidsstoornis (n = 93). Kinderen van ouders met een van deze condities hadden
grotere kans om blootgesteld te worden aan diverse risicofactoren en hadden meer
emotionele en gedragsproblemen en negatieve cognities dan kinderen van ouders zonder
deze condities.
In Hoofdstuk 4 bestudeerden we op systematische wijze een groot aantal empirische
studies (N = 188) waarin de gevolgen voor kinderen waren onderzocht van de meest
voorkomende psychische stoornissen bij ouders op As I en As II van de DSM-IV (American
Psychiatric Association, 2000): unipolaire depressie, bipolaire stoornis, angststoornissen,
borderline en antisociale persoonlijkheidsstoornissen. Vergelijking van de resultaten van
deze studies liet zien dat kinderen van ouders met unipolaire depressie en bipolaire stoornis
risico liepen op een breed spectrum aan psychische stoornissen en andere negatieve
uitkomsten (transgenerationele multifinaliteit). Er was ook een grote overlap in de aard van
de kindproblemen bij kinderen van ouders met unipolaire depressie en bipolaire stoornis
(transgenerationele equifinaliteit) (Cicchetti & Rogosch, 1996). Het risico bij kinderen van
ouders met angststoornissen daarentegen bleek zich voornamelijk te beperken tot het
ontwikkelen van angststoornissen (transgenerationele concordantie) (Rosenthal, 1962).
Er waren te weinig studies gericht op kinderen van ouders met borderline en antisociale
persoonlijkheidsstoornissen om hier betrouwbare uitspraken over te kunnen doen. We
keken bij de studies, aan de hand van odds ratios, ook naar de sterkte van de relatie tussen
diverse specifieke diagnoses bij het kind en de ouder. Over het algemeen bleek het risico voor
psychopathologie bij deze kinderen alarmerend hoog te zijn. Afhankelijk van de aard van
de diagnose van de ouder, varieerden de gemiddelde odds ratios voor unipolaire depressie bij
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kinderen van 4.44 tot 8.68, voor bipolaire stoornis van 0.58 tot 13.72, voor angststoornissen
van 3.25 tot 5.67, voor gedragsstoornissen van 3.74 tot 6.10 en voor psychische stoornissen
in het algemeen van 2.88 tot 5.04. Bij ieder van de kind diagnoses bleken de odds ratios het
hoogste te zijn wanneer zij een ouder hadden met een zelfde diagnose.
3. W a t is de effectiviteit van de ondersteuningsgroepen?

De effectiviteit van de ondersteuningsgroepen werd bestudeerd in Hoofdstuk 5. We
voerden een gerandomiseerd gecontroleerd experiment (randomized controlled trial,
RCT) uit met 254 kinderen en een van hun ouders of verzorgers. Honderd tachtig van de
kinderen werden random toegewezen aan de ondersteuningsgroep (experimentele groep)
en 74 aan een wachtlijst conditie met drie ontspannende activiteiten (controlegroep).
We vonden dat de ondersteuningsgroepen effectief waren op drie van de vier directe
interventiedoelen: verminderen van negatieve cognities, verhogen van sociale steun
en het verbeteren van sociale acceptatie (het eerste competentie aspect). We vonden
geen effect op de doelen m et betrekking tot het verbeteren van het globale gevoel van
eigenwaarde (het tweede competentie aspect) en de ouder kind interactie. Ook vonden we
geen effect op het uiteindelijke doel van de interventie: het verminderen van emotionele
en gedragsproblemen.
Er zijn verschillende redenen te bedenken voor dat we geen effect vonden op het
verminderen van emotionele en gedragsproblemen. Een erg belangrijk punt is dat
kinderen in de controlegroep ook aandacht kregen doordat ze ontspannende activiteiten
kregen aangeboden ter preventie van onderzoeksuitval. Mogelijk heeft die aandacht ons
belemmerd om effect te vinden op sommige doelen: de problemen van kinderen in beide
groepen verminderden over tijd en ook functioneerden beide groepen beter op de meeste
interventiedoelen. Aan de andere kant kunnen de verbeteringen in de controlegroep
ook ten grondslag liggen aan een natuurlijk verschijnsel dat als kinderen ouder worden
ze meer ervaren worden in het omgaan met problemen. Een onderzoek van Hawes en
Dadds (2004) blijkt deze verklaring echter te weerleggen: zij vonden dat de SDQ scores
van deze kinderen normaal gesproken (dus zonder interventie) vrij stabiel blijven over
tijd. Een andere verklaring voor de verbeteringen op de SDQ in beide groepen kan de
reflectie zijn van de geruststelling van ouders met betrekking tot hun kind. Zowel in de
ondersteuningsgroepen als in de ontspannende activiteiten is er vanuit de begeleiders
nu aandacht voor hun kind. We moeten hierbij echter wel vermelden dat kinderen ook
verbeterden op doelen die niet bij hun ouders werden gemeten, maar bij henzelf. Weer
een andere verklaring kan zijn dat de ondersteuningsgroepen slechts invloed hadden op
het verminderen van emotionele en gedragsproblemen bij een deel van de kinderen. Om
deze vraag te beantwoorden onderzochten we of het effect van de ondersteuningsgroepen
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afhankelijk was van de ernst van de problemen van de kinderen (SDQ score) bij de
voormeting, hun geslacht of leeftijd. We vonden hiervoor geen aanwijzingen. Wel vonden
we dat de problemen van kinderen in de experimentele groep met SDQ scores van klinisch
(> 14) of subklinisch niveau (11-13) vaker daalden naar respectievelijk subklinisch of
‘geen probleem’ niveau - 31.7% van deze kinderen verbeterden - dan de problemen van
kinderen in de controle groep - 18.9% van de kinderen verbeterden. Nog een andere
verklaring kan zijn dat de periode van zes maanden waarin we het effect maten op het
verminderen van emotionele en gedragsproblemen te kort was. We vonden inderdaad
nog een verdere daling in de SDQ scores van kinderen in de experimentele groep één jaar
na start: 51.1% van hen had nu lage probleem scores. Maar deze resultaten konden we niet
vergelijken met de kinderen uit de controlegroep omdat zij inmiddels ook waren gestart
met een ondersteuningsgroep. Een laatste mogelijke verklaring is dat de vier doelen van
de ondersteuningsgroepen niet direct gerelateerd zijn aan de probleemontwikkeling
van kinderen of hier slechts voor een klein deel aan bijdragen en dat sommige cruciale
risicofactoren niet worden aangegrepen in de ondersteuningsgroepen. Deze kwestie
leidde tot de volgende onderzoeksvraag:
4 . Richten de vier doelen van de ondersteuningsgroepen zich op de meest belangrijke risicofactoren
voor het ontwikkelen van problemen bij kinderen?

Hoofdstuk 6 van dit proefschrift richtte zich op de potentiële preventieve kracht van de
ondersteuningsgroepen. Hiervoor onderzochten we het preventieve potentieel van de
kindgerelateerde risicofactoren: negatieve cognities, lage sociale steun en competentie de drie interventiedoelen die succesvol werden beïnvloed door de ondersteuningsgroepen
- op de ontwikkeling van emotionele en gedragsproblemen bij kinderen. We toetsten
de preventieve kracht van deze risicofactoren op het ontwikkelen van problemen bij
kinderen in de controlegroep. Ook onderzochten we of de preventieve kracht van de
ondersteuningsgroepen verder zou verbeteren wanneer het gezin meer bij de interventie
zou worden betrokken. We voegden diverse gezinsgerelateerde risicofactoren toe aan
onze analyses. Omdat we geïnteresseerd waren in hoe problemen van kinderen met
verschillende niveaus van risicofactoren die geen preventieve interventie kregen
aangeboden zich ontwikkelden over tijd, includeerden we enkel de 74 controlegroep
deelnemers. De risicofactoren werden bestudeerd bij de voormeting, emotionele en
gedragsproblemen zes maanden later. De resultaten lieten zien dat de kindgerelateerde
risicofactoren gezamenlijk 13.4% van de variantie in kindproblemen zes maanden
later verklaarden. Door de toevoeging van de gezinsgerelateerde risicofactoren steeg de
verklaarde variantie naar 40.6%. De cognities van het kind, de competentie van het kind en
de ouder-kind interactie bleken significante risicofactoren te zijn. De ouder-kind interactie
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was hoofdzakelijk verantwoordelijk voor de enorme stijging in de verklaarde variantie.
St e r k e K a n t e n

en

B e p e r k in g e n

v a n het

On derzo ek

In dit deel worden de sterke kanten en beperkingen van het onderzoek besproken. Eerst
zullen we ingaan op de studies die we gedaan hebben op basis van de verzamelde gegevens
bij de deelnemers aan de ondersteuningsgroepen, daarna komt de systematische review
(literatuurstudie) aan bod.

Sterke Kanten en Beperkingen van de Studies Naar de Ondersteuningsgroep
Deelnemers
Doordat de ondersteuningsgroepen op grote schaal worden aangeboden door de Nederlandse
GGZ instellingen en verslavingsklinieken en omdat deze instellingen zich bewust waren
van de dringende behoefte aan bewijs van effectiviteit van de interventie, waren wij in staat
om gegevens van een grote groep deelnemende kinderen en ouders te verzamelen. Dit bracht
ons in de unieke gelegenheid om de doelgroep in een natuurlijke setting te onderzoeken.
Omdat het onderzoek is uitgevoerd volgens de strenge criteria van een RCT design, is het
bovendien mogelijk om de effecten die we hebben gevonden bij de ondersteuningsgroep
deelnemers echt toe te dichten aan hun deelname aan de ondersteuningsgroep. De followup meting zorgt er verder voor dat we hebben kunnen bekijken of het effect behouden werd
gedurende drie maanden na deelname aan de interventie. Tot slot verschaft het onderzoek
niet alleen informatie omtrent de effectiviteit van de interventie, maar ook over relatie tussen
diverse beïnvloedbare risicofactoren en de ontwikkeling van emotionele en gedragsproblemen
bij deze kinderen. Meer inzicht in deze relaties is van groot belang voor het verbeteren van
het ondersteuningsgroep programma en voor de ontwikkeling van toekomstige interventies
voor deze kinderen.
Naast bovenstaande sterke kanten moeten we echter ook een aantal beperkingen van
ons onderzoek aanhalen. De eerste twee beperkingen die we hieronder bespreken zijn
gerelateerd aan het uitvoeren van onderzoek naar een interventie die al op grote schaal is
geïmplementeerd.
Ten eerste moeten we vermelden dat het design van de studie een compromis was tussen
het design van RCT studie, welke vereist is om in aanmerking te komen voor de kwalificatie
van een “evidence-based” interventie, en de ethische dilemma’s die kleven aan het doen van
onderzoek naar een interventie die al deel uitmaakt van het reguliere aanbod van een GGZ
instelling. Omdat we het ethisch onacceptabel vonden om kinderen in de controlegroep de
steun te onthouden die zij zo hard nodig hadden, kozen we ervoor om hen op een wachtlijst
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van zes maanden te plaatsen. In deze zes maanden waren we in staat om te onderzoeken of het
effect dat bereikt was met de ondersteuningsgroep werd behouden tot drie maanden na afloop
van de interventie. Maar we konden niet bekijken of het effect stabiel bleef over langere tijd en
of sommige effecten die nog niet zichtbaar waren in dit korte tijdsbestek, misschien optraden
wanneer de kinderen ouder werden. Dit laatste wordt ook wel het ‘sleeper-effect’ genoemd
(Kumkale & Albarracin, 2004).
Verder besloten we om de kinderen in de controlegroep drie ontspannende activiteiten
aan te bieden gedurende de wachttijd van zes maanden, omdat GGZ instellingen anders
vreesden voor tussentijdse uitval van deelnemers. Vanwege angst voor stigmatisering is voor
veel gezinnen de drempel voor deelname aan dergelijke interventies hoog; een pauze van
zes maanden zou de kans op bedenkingen over deelname en uitval kunnen vergroten. De
keerzijde van ons besluit is echter dat de controlegroep ook aandacht heeft gekregen. Behalve
de drie ontspannende activiteiten kregen de controlegroep kinderen en hun ouders ook een
kennismakingsgesprek voor de ondersteuningsgroep - randomisatie vond pas plaats na dit
gesprek - en sommigen kregen daarnaast nog een huisbezoek omdat dit het beleid was van
de instelling. Voor veel kinderen was deze aandacht iets nieuws omdat ze vanwege angst
voor stigmatisering niet gewend waren om met anderen over hun thuissituatie te praten.
De aandacht kan geleid hebben tot verbeteringen bij de deelnemers uit de controlegroep, wat
mogelijk belemmerend heeft gewerkt voor het vaststellen van significante effecten van de
ondersteuningsgroep.
Tot slot hebben we de randomisatieprocedure moeten aanpassen omdat GGZ instellingen
niet bereid waren om door te gaan met randomisatie na de afgesproken 1,5 jaar: de instellin
gen namen vanaf toen deel aan het onderzoek zonder controlegroep. Dit leidde tot groepen
van ongelijke grootte: 180 deelnemers in de experimentele groep en 74 in de controlegroep.
Hoewel de power van de analyses over de totale groep acceptabel bleef, leidde dit wel tot powerproblemen bij het opsplitsen van de controlegroep voor verdere analyses, zoals moderatieanalyses.
Een tweede beperking van ons onderzoek, ook inherent aan het bestuderen van een inter
ventie die al breed is geïmplementeerd, is gerelateerd aan het operationaliseren van de doelen
van de ondersteuningsgroep in meetbare constructen. De vier doelen van de ondersteunings
groep werden in het gestandaardiseerde draaiboek van de interventie onderverdeeld in diver
se subdoelen die met elkaar overlapten, meerdere dimensies in zich hadden en vaak abstract
waren gedefinieerd. Dit was vooral aan de orde bij het doel gericht op competentie, waarvan de
literatuur laat zien dat het een breed palet aan aspecten in zich heeft (Dirks, Treat, & Weersing,
2007). Omdat het draaiboek geen heldere definitie gaf van competentie en het ook ontbrak
aan een theoretische onderbouwing hiervoor, hadden wij moeite om het construct te ope
rationaliseren. Dit vergroot de kans op problemen met betrekking tot de inhoudsvaliditeit,
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namelijk of de vragenlijst alle facetten van een bepaald construct meet of in ieder geval de fa
cetten waarop de interventie zich richt. Verder waren niet alle vier de doelen te meten met ge
standaardiseerde vragenlijsten. De doelen gericht op het verminderen van negatieve cognities
en het versterken van sociale steun moesten worden gemeten met zelf ontwikkelde vragen.
Dit kan geleid hebben tot constructvaliditeit problemen (ofde vragenlijst wel echt meet wat er
gemeten moet worden).
Een derde beperking van het onderzoek is dat we maar één informant (het kind of de
ouder, en soms zelfs alleen de zieke ouder) gebruikten om elk van de variabelen te meten, wat
geresulteerd kan hebben in vertekende onderzoeksresultaten. De reden hiervan was dat de
meeste variabelen niet gemeten konden worden bij meerdere informanten omdat er niet zowel
kind- als oudervragenlijsten beschikbaar waren of omdat we enkel geïnteresseerd waren in
één perspectief, bijvoorbeeld in het geval van negatieve cognities bij het kind. Indien er echter
vragenlijsten beschikbaar waren voor meerdere informanten controleerden we of er sprake
was van vertekening. In de eerste studie naar karakteristieken van de deelnemers voor start
van de interventie (Hoofdstuk 2) vergeleken we bijvoorbeeld de SDQ scores van kinderen voor
wie zowel de zieke als de gezonde ouder uit hetzelfde gezin een vragenlijst hadden ingevuld.
We vonden geen significante verschillen tussen deze SDQ scores, wat erop lijkt te wijzen dat de
onderzoeksresultaten niet zijn vertekend door welke ouder de vragenlijst heeft ingevuld.
Een vierde punt dat in het achterhoofd gehouden moet worden bij het interpreteren van
de onderzoeksresultaten is dat we onderzoek hebben gedaan bij een specifieke subpopulatie
van kinderen van ouders met psychische of verslavingsproblemen: alle kinderen hadden
tenminste één ouder die in behandeling was of was geweest voor zijn/haar problemen. Onze
studie naar de diagnoses van de ouders liet zien dat dit voornamelijk ouders waren met zeer
ernstige problemen (Hoofdstuk 3). De uitkomsten van deze studie en de systematische
review (Hoofdstuk 4) wezen uit dat deze kinderen een hoger risico liepen op problemen dan
kinderen van ouders met psychische problemen geworven uit de algemene populatie. Een
andere specifieke eigenschap van onze onderzoekspopulatie was dat kinderen en ouders de
barrière hadden overwonnen om deel te nemen aan een interventie en om over de thuissituatie
te praten. Omdat er verschillen kunnen zijn met de groep kinderen van ouders die niet in
behandeling zijn en van gezinnen die de barrière niet hebben overwonnen, welke nog steeds
de meerderheid vormt van kinderen van ouders met psychische of verslavingsproblemen,
mogen de resultaten van ons onderzoek niet zondermeer gegeneraliseerd worden naar
de hele populatie van kinderen van ouders met psychische of verslavingsproblemen.

Sterke Kanten en Beperkingen van de Systematische Review
Onze systematische review omvatte alle literatuur over uitkomsten bij kinderen van de
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meest voorkomende diagnoses bij ouders op As I en As II van de DSM-IV. Alle geïncludeerde
studies voldeden aan een zekere kwaliteitsstandaard ze hadden een duidelijk gedefinieerde
controlegroep van kinderen van ouders zonder psychische problemen en ze waren op een
manier opgezet waarop het aannemelijk was dat de problemen van de ouders vooraf gingen
aan de problemen van de kinderen, en niet andersom. De literatuurstudie ging in op het debat
dat al geruime tijd leeft - met name in Nederland - tussen onderzoekers, GGZ professionals,
beleidsmakers en zorgverzekeraars over of kinderen van ouders met verschillende diagnoses
nu risico lopen op het ontwikkelen van dezelfde problemen en of zij dezelfde interventie
nodig hebben. Het debat, veroorzaakt door de heterogeniteit in studies naar deze kinderen
en inconsistenties in onderzoeksresultaten, is zeer relevant in de huidige tijden van
bezuinigingen i n de geestelijke gezondheidszorg. Vóór onze review was er geen systematisch
literatuuronderzoek beschikbaar dat inging op deze vraag.
Omdat de informatie teveel zou worden voor één systematische review, hebben we
ons niet gericht op de minder vaak voorkomende diagnoses bij ouders en op verslaving
en hebben we geen meta- analyse gedaan naar de invloed van diverse moderatoren zoals
ernst van de ziekte van de ouder en leeftijd en geslacht van het kind. Door de uitsluiting
van een aantal diagnoses bij ouders konden we geen conclusies trekken over de invloed van
deze diagnoses op de kinderen. Wanneer we naar moderatoren hadden gekeken zouden we
kunnen hebben aantonen of de verschillen en overeenkomsten tussen kinderen van ouders
met verschillende diagnoses nog steeds bestonden wanneer er gecontroleerd werd voor de
invloed van deze moderatoren. Of met andere woorden: of de verschillen en overeenkomsten
tussen kinderen van ouders met verschillende diagnoses echt waren en niet enkel konden
worden toegedicht aan de invloed van moderatoren. Daarom bevelen we ten zeerste aan om
de systematische review uit te breiden met andere systematische review studies of metaanalyses gericht op de invloed van moderatoren en waarbij ook andere diagnoses van ouders,
zoals schizofrenie, eetstoornissen, ADHD, autisme, andere persoonlijkheidsstoornissen
en aan middelen gebonden stoornissen worden meegenomen. Ook zou een toekomstige
review studie in moeten gaan op mediërende processen van risicotransmissie om te
voorzien in verdere informatie die gebruikt kan worden bij het verbeteren van preventieve
interventies voor deze kinderen. Een dergelijke literatuurstudie zou bijvoorbeeld alle
studies kunnen includeren waarin de mediërende rol van opvoedingsgedrag van ouders,
ouder kind interactie patronen of de eigenwaarde van kinderen is onderzocht in de relatie
tussen psychopathologie bij ouders en emotionele- en gedragsproblemen bij kinderen.

I m plic a t ie s
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In dit deel worden verschillende implicaties van ons onderzoek besproken. We beginnen met
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de implicaties die relevant zijn voor het werven van kinderen van ouders met psychische of
verslavingsproblemen voor preventieve interventies. Vervolgens gaan we in op de implicaties
vanuit de onderzoeksresultaten met betrekking tot de intensiteit en inhoud van preventieve
interventies voor deze kinderen in het algemeen, en specifiek voor de ondersteunings
groepen. H ierna volgt een discussie van een aantal implicaties die relevant zijn voor de
verdere ontwikkeling en evaluatie van preventieve interventies. We sluiten af met een
bespreking van implicaties met betrekking tot het overtuigen van financiers, beleid
smakers en politici van het belang om in preventieve interventies voor deze kinderen
te investeren.

Implicaties Voor de Werving
Het overtuigende bewijs dat de hierboven besproken studies hebben geleverd
voor het hoge risico waaraan kinderen van ouders met psychische of verslavings
problemen worden blootgesteld, onderstreept de dringende behoefte die er bij
de doelgroep is aan effectieve preventieve interventies. De hoge probleem scores
van veel kinderen voor start van de groep wijzen uit dat de ondersteuningsgroe
pen hen pas in een laat stadium van probleemontwikkeling bereiken. Dit kan
veroorzaakt zijn door barrières die gezinnen ervan weerhouden om steun te zoe
ken, of doordat GGZ professionals binnen het volwassenencircuit niet geneigd
zijn om met hun cliënten die ouder zijn te spreken over steun voor hun kinderen.
Een gebrek aan ervaring om een dergelijk gevoelig onderwerp te bespreken met hun
cliënten of een tekort aan informatie over beschikbare preventieve interventies kun
nen hieraan ten grondslag liggen. Mogelijk zijn GGZ professionals het ook niet ge
wend om kinderen te verwijzen die relatief weinig problemen hebben. Om ervoor te
zorgen dat kinderen al in een vroeger stadium worden bereikt is het van groot be
lang om te investeren in het verlagen van de barrières van gezinnen voor participa
tie en het stimuleren van GGZ professionals om m et cliënten de opvoeding van hun
kinderen te bespreken. Het bespreken van de kinderen zou een standaard onderdeel
moeten worden van de intake procedure wanneer cliënten in behandeling komen
voor prim aire, secundaire of tertiaire geestelijke gezondheidszorg. Om meer kinde
ren te bereiken - tot nu toe worden kinderen voornamelijk geworven via hun ouders
die in behandeling zijn - pleiten we ook voor het uitbreiden van wervingsstrategieen. Het bespreken van de opvoeding en psychische gezondheidsproblemen zou bij
voorbeeld ook standaard onderdeel kunnen worden gemaakt van de procedure voor
zwangere vrouwen die in behandeling komen, voor mensen die bij hun huisarts ko
men voor psychische problemen en voor ouders die een consultatiebureau bezoeken.
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Implicaties Voor Preventieve Interventies voor Kinderen van Ouders met
Psychische of Verslavingsproblemen
De uitkomsten van de studies hebben eveneens laten zien dat niet alle kinderen een zeer
hoog risico lopen, wat zou kunnen betekenen dat sommige kinderen mogelijk al voldoende
baat hebben bij een korte interventie of een interventie meer op afstand, zoals eenmalig
een gesprek met een GGZ professional of informatie via internet. Om ervoor te zorgen dat
de intensiteit van het aanbod van de preventieve ondersteuning goed is afgestemd op het
mate van het risico van de kinderen adviseren we om meer te investeren in het screenen van
de risico’s van de kinderen. Hoewel we van mening zijn dat alle kinderen van ouders met
psychische of verslavingsproblemen zouden moeten weten dat er steun voor ze is, zou risico
screening ervoor kunnen zorgen dat de schaarse middelen die er zijn voor GGZ preventie op
een efficiënte manier worden ingezet zodat de kinderen de steun krijgen die ze nodig hebben.
De variatie in de risicofactoren en uitkomsten bij de kinderen doet ook vermoeden dat de
inhoud van depreventieveinterventiesnietgeheelhetzelfdezoumoeten zijn voorallekinderen.
Interventies voor kinderen die worden blootgesteld aan een hoog risico vanuit hun gezin,
vanwege een gebrekkige interactie met hun ouder(s), een problematisch gezinsfunctioneren
en een ouder die veel problemen heeft met het eigen functioneren, zouden de nadruk moeten
leggen op het hele gezin. Interventies voor kinderen die al veel problemen ervaren met het
eigen functioneren dienen mogelijk te worden uitgebreid met vroegtijdige behandeling of
een extra cursus zoals een sociale vaardigheidstraining. Verder, omdat onze review studie
liet zien dat de problemen van de kinderen deels zijn gerelateerd aan de diagnose van
hun ouder, zouden interventies voor kinderen van ouders met een angststoornis zich wat
meer kunnen toespitsen op de preventie van angststoornissen. Kinderen van ouders met
unipolaire depressie en bipolaire stoornis hebben mogelijk een wat bredere focus nodig in
combinatie met een toespitsing in aandacht voor de diagnose specifieke risico’s waaraan
deze kinderen zijn blootgesteld, namelijk ADHD/gedragsstoornissen en bipolaire stoornis
bij kinderen van ouders met bipolaire stoornis en unipolaire depressie bij kinderen van
ouders met unipolaire depressie. Bovenstaande suggesties dienen met grote voorzichtigheid
in acht te worden genomen; we raden ten zeerste aan om ze verder te onderzoeken.

Implicaties Voor de Ondersteuningsgroepen
In het algemeen adviseren we om de doelen van de ondersteuningsgroepen verder te
specificeren en te onderleggen met een gedegen analyse naar effectieve risico- en protectieve
factoren. Daarnaast hebben we twee specifieke aanbevelingen voor het verbeteren van de
ondersteuningsgroepen. Ten eerste stellen we voor om de ouders meer te betrekken bij de
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interventie. Op dit moment is er m aar één ouderbijeenkomst en een afsluitend gesprek
met kind en ouder, wat schaars is gezien het feit dat diverse onderzoeken naar andere
interventies voor kinderen hebben aangetoond dat de betrokkenheid van ouders bij de
interventie één van de belangrijkste voorspellers is voor effectiviteit (Blok, Fukkink,
Gebhardt, & Leseman, 2005; Riosa, McArthur, & Preyde, 2011; Van der Merwe & Dawes,
2007). Ook de uitkomsten van ons onderzoek laten dit zien. De betrokkenheid van ouders
zou bijvoorbeeld kunnen worden vergroot door het aantal bijeenkomsten voor ouders uit te
breiden of door de ondersteuningsgroep aan te bieden in combinatie met een aparte ouder- of
gezinsinterventie. Hierbij kan gedacht worden aan de psycho-educatieve gezinsinterventie
‘Lets-Talk’ (Beardslee, Wright, Gladstone, & Forbes, 2007), diverse oudercursussen en een
(online) ondersteuningsgroep speciaal voor ouders met psychische problemen: www.
kopopouders.nl (Van der Zanden, Speetjens, Arntz, & Onrust, 2010). We geven de voorkeur
aan het combineren van interventies omdat hiermee een grotere flexibiliteit kan worden
bereikt in het bieden van steun op maat aan de gezinnen. Diverse GGZ instellingen in
Nederland zijn reeds gestart om op deze flexibele manier met gezinnen die een hoog risico
lopen te werken (Wansink, 2002).
Een tweede voorstel is om technieken die het gevoel van eigenwaarde en sociale acceptatie
bij deze kinderen bevorderen, meer toe te passen in de ondersteunings-groepen. Een review
studie van Haney en Durlak (1998) over interventies met als doel om de eigenwaarde van
kinderen te veranderen liet zien dat interventies gericht op de eigenwaarde en het zelfbeeld
van kinderen effectiever waren dan interventies gericht op gedrag en sociale vaardigheden.
De ondersteuningsgroepen zijn echter tot nu voornamelijk gericht op het aanleren van
sociale vaardigheden en het veranderen van gedrag. Wat de review van Haney en Durlak
(1998) ook uitwees was dat de meest intensieve interventies (bijvoorbeeld behandeling) het
meest succesvol waren in het veranderen van eigenwaarde. Daarom zou er moeten worden
onderzocht wat het meest efficiënt is: de focus van de ondersteuningsgroepen op sociale
vaardigheden veranderen naar het bevorderen van het competentiegevoel, of het aanbieden
van een extra interventie aan kinderen die een zeer laag gevoel van eigenwaarde hebben.

Implicaties Voor de Ontwikkeling en Evaluatie van Preventieve Interventies
De problemen die we tegenkwamen in het operationaliseren van de doelen van de onder
steuningsgroepen laten het belang zien van een interventie die goed overdacht en theore
tisch onderbouwd is. Price (1983,1988) stelt dat voor de ontwikkeling van alle interventies,
of dit nu top down of bottom-up wordt gedaan - vaak meer dan één keer - de volgende cy
clische en iteratieve fases moeten worden doorlopen: probleem analyse, innovatie ontwerp,
praktijktest en innovatie diffusie (Figuur 7.1). In de fase van probleem analyse dient het
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probleem duidelijk gedefinieerd en geanalyseerd te worden aan de hand van - het bestu
deren van de literatuur over - beschrijvend en risicofactor onderzoek. De fase van innova
tie ontwerp vereist het selecteren van risicofactoren die veranderd moeten worden en een
uitvoerige analyse van verandermechanismen opdat de best passende benadering gekozen
kan worden. Een duidelijk gedefinieerd en theoretisch onderbouwd innovatie ontwerp (het
interventieprogramma) zijn het product van deze fase. In de derde fase dient het innova
tie ontwerp te worden getest in de praktijk, bij voorkeur door gebruik te maken van randomisatie. Om daarna tot een innovatie prototype te komen (evidence-based interventie
programma) moet de interventie worden aangepast aan de lokale context en dient het
innovatie ontwerp zorgvuldig te worden geïmplementeerd en geëvalueerd. In de laatste
fase van innovatie diffusie wordt het programma breed verspreid. Deze fase vraagt om
een identificatie van de gebruikerspopulaties, doorlopende modificaties en de ontwikke
ling van een standaard versie die uiteindelijk breed kan worden overgenomen.

Figuur 7.1 Vier domeinen van preventie onderzoek en ontwikkeling (Price, 1983; 1988).

Wanneer de ontwikkeling van de ondersteuningsgroepen - beschreven in Hoofdstuk
1 - wordt vergeleken met het model van Price (1983,1988) verschijnen er twee belangrijke
discrepanties aan de oppervlakte. Ten eerste was de uitwerking van de eerste twee fases
(probleem analyse en innovatie ontwerp) niet zo uitgebreid als in het model van Price.
Ten tweede werd fase 2 (innovatie design) direct gevolgd door fase 4 (innovatie diffusie); de
derde fase (praktijktest) werd overgeslagen. Beide discrepanties zijn duidelijk gereflecteerd
in de hierboven beschreven moeilijkheden die we tegenkwamen bij het onderzoeken van
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de effectiviteit van de ondersteuningsgroep interventie die al breed was geïmplementeerd
in de praktijk: er was geen heldere definitie van de doelen van de interventie en we moesten
terug van fase 4 naar fase 3 (door een RCT studie uit te voeren bij een al breed verspreide
interventie). Dit illustreert duidelijk het belang van een goede afstemming tussen model
len ontwikkeld in de wetenschap en in de praktijk. Een nauwe en continue samenwerking
tussen onderzoek en praktijk is van harte aanbevolen voor de ontwikkeling, implementa
tie, evaluatie en disseminatie van een nieuwe interventie. Barrières en problemen waarvan
verwacht wordt dat ze aan de orde zullen komen, zouden met grote zorgvuldigheid moeten
worden besproken. Een voorbeeld van een project waarbij deze samenwerking is geïmple
menteerd is het ZonMw programma voor effectieve jeugdinterventies: de ontwikkeling
van interventies wordt alleen gefinancierd als zowel een onderzoek- als praktijkinstelling
betrokken zijn en als er zowel een wetenschappelijke als praktijkgerichte fundering is voor
de interventies. Wij kunnen ons helemaal vinden in deze strategie.
We zijn ook geneigd om te concluderen dat interventies die al breed zijn geïmplementeerd
teveel problemen opleveren voor het doen van RCT onderzoek en daarom niet geschikt zijn
voor dit type effect evaluatie. Dit vraagt om verdere discussie over hoe preventieve interven
ties in de praktijk kunnen worden geëvalueerd.
Tegenwoordig is het gerandomiseerde gecontroleerde onderzoeksdesign waarbij deel
nemers willekeurig worden toegewezen aan een experimentele en een controle conditie de
hoogste standaard voor empirische effectiviteitstudies. Idealiter ontvangen deelnemers in
de controle conditie geen interventie (Oxford Centre for Evidence-based Medicine Levels of
Evidence, March 2009). Maar voor interventies die al breed zijn geïmplementeerd is de kans
aanzienlijk dat dit ethische bezwaren veroorzaakt, zoals het geval was in ons onderzoek.
GGZ professionals die met een interventie werken zijn vaak al overtuigd van de effectivi
teit ervan en beschouwen het als onethisch om de helft van de deelnemers de interventie te
onthouden. We hebben verschillende suggesties om dit probleem te omzeilen. Ten eerste zou
een RCT studie in eerder stadium moeten worden uitgevoerd, namelijk vóórdat een inter
ventie onderdeel wordt van het standaard aanbod. Een nadeel dat hier echter aan kan kle
ven is dat het aantal deelnemers klein wordt wat serieuze problemen oplevert voor de power
van het onderzoek. Andere opties zouden zijn om alternatieve manieren van randomiseren
van deelnemers te overwegen, zoals cluster-randomisatie, om een quasi-experimenteel on
derzoeksdesign te hanteren, om deelnemers van meer en minder intensieve interventies te
vergelijken of om uitkomsten bij de interventie deelnemers te vergelijken met die van een
vergelijkbare groep kinderen uit de algemene populatie. Recentelijk pasten onze collega’s
de strategie van het vergelijken met een algemene populatie toe bij het bestuderen van in
teracties tussen moeders met een postnatale depressie en hun vijfjarige kinderen (KerstenAlvarez et al, 2012). Ondanks de aanwezige druk die er is om de effectiviteit van interventies
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die al wijds zijn geïmplementeerd te onderzoeken, zouden we subsidieverstrekkers willen ad
viseren om niet het klassieke RCT design als vereiste te stellen voor het accepteren van een
onderzoeksvoorstel voor dergelijke uitkomstonderzoeken maar om alternatieve manieren
zoals hierboven zijn voorgesteld toe te staan om het effect van deze interventies te evalueren.
RCT studies zouden alleen moeten worden gebruikt om interventies te toetsen die nog geen
onderdeel zijn van het reguliere aanbod.

Implicaties Voor de Overtuiging van Beleidsmakers, Subsidieverstrekkers
en Politici
Uiteindelijk, wanneer het komt tot het zover krijgen van de overheid, beleidsmakers en
subsidieverstrekkers om te investeren in preventieve interventies voor kinderen van ouders
met psychische of verslavingsproblemen, is het van groot belang dat we manieren vinden
om hen te overtuigen. Enkel het wijzen op het hoge risico en de belasting voor deze kinderen
is niet voldoende; de relevante partijen zouden moeten worden overtuigd met de economi
sche winst die behaald kan worden door te investeren in deze populatie. Er is daarom drin
gend behoefte aan economische evaluatiestudies naar de kosten van GGZ behandelingen en
de kosten-effectiviteit en kosten-baten van preventieve interventies. Maar tot nu toe zijn er
nauwelijks economische evaluatiestudies gericht op interventies voor kinderen van ouders
met psychische problemen: we vonden slechts één studie naar een interventie voor kinderen
van depressieve ouders (Lynch et al, 2005). Desalniettemin laten economische evaluatiestu
dies naar andere preventieve interventies voor diverse problemen bij jongeren veelbelovende
financiële winsten zien van preventieve initiatieven (Rasch & Greiner, 2008; Simon, Dirksen, Bogels, & Bodden, 2012; Spoth, Guyll, & Day, 2002).
Een ander aspect waar beleidsmakers meer bewust van dienen te worden gemaakt is de
variatie in het niveau van het risico waaraan deze kinderen worden blootgesteld. Vaak wordt
het grote aantal kinderen in Nederland dat op dit moment bij een ouder met psychische pro
blemen woont, 1.6 miljoen onder de 22 jaar, gebruikt als indicator voor de grootte van het
probleem. Deze grootheid zal echter eerder vaak een gevoel van ontmoediging creëren bij
beleidsmakers dan een prikkel voor actie. De resultaten van de studies uit dit proefschrift
zouden kunnen helpen om hen te laten zien dat maar een deel van de 1.6 miljoen kinderen
preventieve interventies en gezinsondersteuning nodig heeft. Voor veel kinderen is het vol
doende om hen te laten weten dat ze niet de enige zijn en dat er steun voor ze is als ze dat no
dig hebben. Ze zouden geïnformeerd kunnen worden in een eenmalig gesprek met een GGZ
professional, met een brochure of via internet. Het vertalen van deze aanbeveling naar de
praktijk vraagt om een meer deskundige risico analyse en om makkelijk in te zetten zelfrap
portage instrumenten, zoals bij de implicaties voor preventieve interventies is aanbevolen.
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Aanbevelingen Voor Praktijk en Beleidsvorming
• Het bespreken van de kinderen zou een standaard onderdeel moeten uitmaken
van de procedure wanneer cliënten in psychologische behandeling komen;
• Wervingsstrategieën zouden moeten worden verbreed naar zwangere vrouwen en
ouders met psychische problemen die de huisarts en consultatiebureaus bezoeken;
• Risico screening van kinderen dient verder te worden ontwikkeld;
• Alle kinderen zouden moeten weten dat er steun voor ze is, maar de intensiteit en
focus van de steun zou moeten worden afgestemd op het niveau en de aard van
hun risico;
• Interventies zouden mogelijk deels meer moeten worden toegespitst op de
diagnose van de ouder;
• De effectiviteit van de ondersteuningsgroepen kan worden verhoogd door de
betrokkenheid van ouders te vergroten en door gebruik te maken van effectieve
technieken om de eigenwaarde van kinderen te bevorderen;
• Een nauwe en continue samenwerking tussen wetenschap en praktijk is essentieel
bij de ontwikkeling, implementatie, evaluatie en disseminatie van preventieve
interventies;
• RCT studies zouden alleen moeten worden uitgevoerd bij preventieve interventies
die zorgvuldig zijn ontwikkeld, een gedegen theoretische en empirische basis
hebben en nog niet breed zijn geïmplementeerd;
• Voor het evalueren van de effecten van interventies die al deel zijn van het
reguliere aanbod dienen alternatieve methoden van randomisatieen vergelijking
van deelnemers te worden gehanteerd;
• Er is dringend behoefte aan economische evaluatiestudies naar de kosten van
GGZ behandeling en de kosten baten en kosten effectiviteit van preventieve
interventies;
• Beleidsmakers moeten meer bewust worden gemaakt van de variatie in het risico
waaraan de kinderen worden blootgesteld; veel van de 1.6 miljoen Nederlandse
kinderen

van ouders met psychische of verslavingsproblemen zullen

waarschijnlijk al voldoende baat hebben bij informatie via internet of via een
eenmalig gesprek met een GGZ professional.
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A a n b e v e l in g V o o r T o e k o m st ig O n d e r z o e k
De bevindingen van de studies in dit proefschrift wijzen op diverse mogelijkheden
voor vervolgonderzoek. Ten eerste is er meer onderzoek nodig naar de variatie in
het risico waaraan kinderen van ouders m et psychische of verslavingsproblemen
worden blootgesteld. Met longitudinale studies naar de relatie tussen verschillende
risicoprofielen van de kinderen en de ontwikkeling van problemen over tijd kan
worden onderzocht welke criteria relevant zijn voor risico screening, of anders gezegd:
om te bepalen welke kinderen een preventieve interventie nodig hebben. Ook zullen
dergelijlce studies inform atie verschaffen over met welke intensiteit (preventieve)
interventies aan hen moeten worden aangeboden.
Ten tweede dienen er, om het mogelijk te maken dat risico screening een vast
onderdeel wordt van de geestelijke en prim aire gezondheidszorg, valide m aar simpele
risico taxatie instrum enten te worden ontwikkeld. Hiervoor is het nodig om meer
onderzoek te doen naar de relatie tussen verschillende diagnoses van ouders en
problemen en risicofactoren bij kinderen. Ons voorstel is om de systematische review
studie uit te breiden met andere systematische review studies en meta-analyses naar
diagnoses van ouders die we niet hebben geïncludeerd en om ook de invloed van diverse
moderatoren mee te nemen. Verder heeft onze systematische review studie laten
zien wat de beperkingen zijn aan de geïnclueerde studies en welke hiaten er zouden
moeten worden opgevuld m et toekomstig onderzoek om meer betrouwbare conclusies
te kunnen trekken over de relatie tussen diagnoses bij ouders en de problemen van
hu n kinderen. De meest belangrijke suggesties die voortkwamen uit onze studie
waren: meer onderzoek naar de intergenerationele overdracht van co-morbiditeit,
het bestuderen van een breder palet van uitkomsten bij kinderen van ouders m et een
ander diagnoses dan depressie, en het gebruiken van diagnostische instrum enten
die het hele spectrum aan diagnoses bij ouders vaststellen. Ook zouden toekomstige
studies gericht op de overdrachtsprocessen bij kinderen van ouders met verschillende
diagnoses en bij kinderen met verschillende risicoprofielen de vraag betreffende
toespitsing (tailoring) moeten meenemen. Met andere woorden, we moeten erachter
komen op welke specifieke risicofactoren interventies zich zouden moeten richten en
in hoeverre deze risicofactoren identiek zijn voor verschillende kinderen.
Tenslotte vragen onze aanbevelingen m et betrekking tot de ondersteun ingsgroepen,
namelijk het meer betrekken van ouders bij de interventie en het toepassen van
technieken om de eigenwaarde van kinderen te verhogen, om nader onderzoek.
Hoewel uit de studies in dit proefschrift blijkt dat er concessies moeten worden
gedaan wanneer er wordt samengewerkt tussen onderzoek en praktijk, zijn we van
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m ening dat er idealiter een aantal onderzoeksprojecten dienen te worden uitgevoerd.
M aar we zijn ons ervan bewust dat ze niet alle uitvoerbaar zijn als een interventie
al onderdeel is van het reguliere aanbod. Het eerste project behelst het onderzoeken
van de specifieke aspecten van ouder-kind interactie en ervaren competentie die met
de ondersteuningsgroepen dienen te worden aangegrepen. Dit zou kunnen worden
gedaan aan de hand van interviews m et ouders en kinderen over hun behoeftes en
m et GGZ professionals over de door hen in de praktijk opgedane kennis hierover.
Ten tweede dient er exploratie plaats te vinden van de wetenschappelijke literatuur
over de ouder-kind interactie en het competentiegevoel van kinderen, hoe deze
gerelateerd zijn aan problemen bij kinderen van ouders met psychische problemen,
en hoe deze m et technieken te beïnvloeden zijn. Ten derde dienen de hypotheses op
basis van deze exploratie te worden getoetst bij kinderen van ouders met psychische
of verslavingsproblemen om te bekijken welke van de specifieke aspecten relevante
predictoren zijn van emotionele en gedragsproblemen bij de kinderen. Ten vierde
zou het huidige draaiboek van de ondersteuningsgroepen moeten worden aangepast
op basis van de uitkom sten van deze studies. Een vijfde project zou zijn om onze
effectstudie te repliceren met een verbeterde versie van het ondersteuningsgroep
programma.

Aanbevelingen Voor Toekomstig Onderzoek
• Longitudinale studies naar de variatie in risico bij kinderen van ouders met
psychische of verslavingsproblemen;
• Ontwikkeling van eenvoudige en makkelijk te gebruiken risico screening
instrumenten;
• Verder onderzoek naar de relatie tussen diagnoses van ouders en problemen bij
kinderen door middel van:
o systematische review studies die alle type diagnoses van ouders includeren,
o meta-analyses naar de invloed van moderatoren,
o review studies naar mediërende processen van risico transmissie;
• Onderzoek gericht op onze aanbevelingen ter verbetering van de onder
steuningsgroepen, namelijk het betrekken van ouders en het verhogen van
eigenwaarde.
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H ig h l ig h t s
Samenvattend zouden de volgende onderzoeksbevindingen van de studies in dit
proefschrift in acht moeten worden genomen door de praktijk, beleidsmakers en
in toekomstig onderzoek. Ten eerste hebben de resultaten duidelijk uitgewezen dat
kinderen die opgroeien met een ouder met psychische of verslavingsproblemen een zeer
hoog risico hebben om zelf ook psychische gezondheidsproblemen te ontwikkelen. Ten
tweede blijkt er variatie te zijn in het risico waaraan de kinderen worden blootgesteld.
Ook lijken de problemen van de kinderen deels overeenkomstig, maar deels gerelateerd
te zijn aan de specifieke diagnose van hun ouder. Ten derde toonde het onderzoek aan dat
het Nederlandse ondersteuningsgroep programma effectief is met betrekking tot drie
interventie doelen: het verminderen van negatieve cognities, het verhogen van sociale
steun en verbeteren van sociale acceptatie (competentie aspect). We bevelen verdere
verbetering van het programma aan. De uitkomsten van de studies lieten duidelijk het
belang zien van het betrekken van de ouders bij de interventie en het verhogen van de
eigenwaarde van de kinderen. Ten vierde gaf ons onderzoek een beeld van de algemene
problemen die zich voordoen bij het doen van effectonderzoek volgens de criteria van een
RCT design bij een interventie die al jarenlang op grote schaal beschikbaar is.
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3 diff
3 diff

1
1

9
9

1
1

2
2

1:17,070
1:14,063

0
0

12
1,2
1,2,3,6

3

1,2,6,12
1,2,3,6
1,2,3,4,5,
6,8,12

1,2,6
1,2,3,4
3,7

6,8
5,8

Parents
Paper: first two
authors and year

Parental
illness1

Diagnostic
instrument2

Comorbidity3

Parental
gender4

Populations

Number of
children6

Child age
range7

Outcome variables
Diagnoses8

27

29

30

31

32
33

Foster, Garber, 2008
Garber, Cole, 2010
Garber, Little, 1998
Grigoroiu-Serbanescu,
Christodorescu, 1989
Grigoroiu-Serbanescu,
Christodorescu, 1991a
Grigoroiu-Serbanescu,
Christodorescu, 1991b
Grillon, Dierker, 1997
Grillon, Dierker, 1998
Merikangas, Dierker, 1998
Halligan, Herbert, 2004
Halligan, Murray, 2007
Murray, 1992
Murray, Arteche, 2010
Murray, Fiori-Cowley, 1996
Murray, Halligan, 2006
Murray, Hipwell, 1996
Murray, Woolgar, 2001
Sinclair, Murray, 1998
Jameson, Gelfand, 1997
Teti, Gelfand, 1995
Herndon, Iacono, 2005
Marmorstein, Malone,2004

1
1
1
2
1

1
1
1
1
1

9
9
9

1
1
1

9

3

9

3

2
2
2
1

2
4

1:72, C: 72

3

1,2,4,5,7,

5,9

3

9,12
1,4,5,7,8,

1,5,10

11,12
12

10

1

I:96,C:96

2

1

9

3

1

1:60,060

3

3 diff
3 diff
3 diff

1
1
1

9

3
3
3

2
2
2

1:20,021

3
3
3

1
1
1
1
1
1
1
1
1
1
1

1
1
1
1
1
1
1
1
1
1
1
1

9
9
9
9
9
9
9
9
9
9
9
9

1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
1
1
2

1:48,039
1:53, C: 41
1:71,042
1:50,039
1:56,042
1:51, C: 40
1:54,041
1:55,040
1:54,038
1:29,014
1:61,043
Tot: 2000
Tot: 2766
1:324,0 928

4 anti

1

1

9

3

1

2

2
1

1:157,C:47
1:185, C: 55
1:185, C: 55

2

1
1

Other child
outcomes9

1:35, C; 39
1:58,057

3
3

9

1,3,4,5,
6,12
1

3

2
2
2
2
1
1
2
3
3

2,4

1,6,8

1,4,5,12

1
3

6
1,6

1

4,5,11
5
5,11
1,3
5

1
2,3,10

12
11
1,3,4,5
1,3,4,5,6,7
1,5
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Study

Paper: first two
authorsandyear

Parental
illness1

Diagnostic
instrument2

Comorbidity3

Parental
gender4

Population5

Number of
children6

Child age
range7

Outcome variables
Diagnoses8

34

Knappe, Beesdo, 2009

1

1

1

3

2

1

1

3

2

1
1

9

1

3
3

2
2

1
1

1
1

3

1

2
2

3 social
3 diff
Knappe, Lieb, 2009

1
3 social
3 diff

Lieb, Isensee, 2002
Lieb, Wittchen, 2000

Martini, Knappe, 2010
Schreier, Wittchen, 2008

36

37
39

41

1
1
3social
3 diff
3 diff
3social
3GAD
3spec
3 panic

I uni: 384,1
soc: 137,1 anx:
385,0 260
I uni: 384,1
soc: 137,1anx:
38S,C:260
1:996,0 1231
I uni: 381,1soc:
134,1 anx: 387,
0259
1:208,0 727
Isoc:36,IGAD:
48,Isimple:
154,1 panic: 75,
0676
1:388,0 64

4

4

4

4

4
3

1,2,3,4,6

4
4

4,5
4

2

1,2,3,4,5,
6,12
1,2,3,12

2

1

1

3

2

Ladouceur, Almeida, 2008
Luoma, Kaukonen, 2004
Luoma, Tamminen, 2001
McDonough-Ryan,
DelBello, 2002
Singh, DelBello, 2007b

2
1
1
2

1
2
2
1

9
9
9
9

3

1:20,022

3

1
2
2
1

1:11,0108
1:16,0131
1:28,024

2
2
2

2

1

9

3

1

I:37,C: 29

2

Singh, DelBello, 2008a

2

1

9

3

1

1:21,024

2

1,2,3,4,5,
11,12
1,2,4,5,
11,12,13
3,4,5
I,2,3,5,

3

Singh, DelBello, 2007a
Singh, DelBello, 2008b

2
2

1
1

9
9

3
3

1
1

I:36,C:27
1:31,021

2
2

Rahman, Bunn, 2007
Rahman, Iqbal, 2004

1
1

1
1

9
9

1
1

2
2

1:130,0135
1:125,0140

1
1

1

4

Birmaher, Axelson, 2009

1
1

Other (
outcon

7,8

6
4
1,2,3
5

II,12

4
4,6
7

10
7
7

Parents
Study

Paper: first two
authors and year

Parental
illness1

Children
Diagnostic
instrument2

Comorbidity3

Parental
gender4

Population5

Number of
children'’

Child age
range7

Outcome variables
Diagnoses8

43

44

45
46

48
49

Schneider, Houweling,
2009
Schneider, Unnewehr, 2002
Fihrer, McMahon, 2009
Trapolini, McMahon, 2007
Trapolini, Ungerer, 2007
Jones,Tai,2006
Vance, Jones, 2008
Warren, Gunnar, 2003
Warren, Racu,2006
Ertel, Koenen, 2010
Tse, Rich-Edwards, 2010
Araya, Hu, 2009
Hanington, Ramchandani,

2010
50
52

Gibb, Benas, 2009
Gibb, Uhrlass, 2009
Kuperman, Schlosser, 1999
Ohannessian, Hesselbrock,
2005

Other child
outcomes’

3 panic

1

1

1

1

I:73,C:34

3

3 spec
3 panic

1

9

3

1

I simple: 21,1
panic: 29, C: 30

2

1
1
1
2
2

1
1
1
1
1
1

9
9
9
9
9

1
1
1

1

1

1:57,018
1:71,021
1:71,021
1:25,022
1:23,024
1:48,0 39

2
2
2

3
3

2
2
2
1
1
2

0

6,7,8,10,

1
2
2
2
2

1
9
9
9
9

1
1
1
1

2
2
2
2
2

1:25,033
1:70,0 802
I:81,C:949
Tot: 4334
1:998,0 9319

0
1
1
2
1

5

1
1
1
1

1
1
1
1

2
2
1
1

1:40,034
1:52,048
1:79,0118
1:167,0 259

2
2

1

3
3

1,4,5,6

3 panic
3 panic

1
1
1
1
1
1
4 anti

1

3

1
1
3
3

3
3

1,4,5,
10,11

1,12
1

3
3

1,2
1,2
11
1,2,6
1,12
11
8
8
1
10
1
1,6

4,5,6

1:1 = unipolar depression (MDD, dysth = dysthyma), 2 = bipolar depression, 3 - anxiety disorder (diff = different diagnoses in one group, social = social
phobia, spec = specific phobia, GAD = generalized anxiety disorder, panic = panic disorder, OCD = obsessive compulsive disorder, PTSD = posttraum atic
stress disorder) 4 = personality disorder (bord = borderline, anti = anti-social); 2:1 = clinical instrum ent, 2 = self-report instrum ent; 3:1 = yes, 2 = no, 9 = not
reported; 4:1 = m others, 2 = fathers, 3 = mixed; S: 1 = patiënt population, 2 = com m unity population; 6:1 = index group (children w ith m entally ill parents), C
= control group (children w ith m entally healthy parents), Tot = total group; 7:0 = 0-1 years, 1 = 1-4 years, 3 = 4-12 years, 4 = 12-18 years, 5 > 18 years; 8: unipolar
depression, 2 = bipolar depression, 3 = affective disorders non-specified, 4 = anxiety disorders, 5 = conduct disorders/ADHD, 6 = substance use disorders, 7
= personality disorders, 8 = schizophrenia, 9 =eating disorders, 10 = som atisation disorders, 11 =co-m orbidity, 12 = any m ental disorder, 13 = psychological
treatm ent; 9:1 = internalizing problems, 2 = externalizing problems, 3 = social functioning, 4 = overall functioning, 5 = cognitive functioning, 6 = brain/
horm one, 7 = medical problems, 8 = physical development, 9 = suicidality, 10 = tem peram ent, 11 = attachm ent, 12 = child’s interaction w ith parent
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Dankw oord

Na al die jaren van werven van onderzoeksdeelnemers, verzamelen en analyseren
van data en schrijven van artikelen ben ik nu eindelijk beland bij het allerlaatste
onderdeel: het schrijven van een dankwoord. Het onderzoek kende vele uitdagingen,
zoals het werven van onderzoeksdeelnemers en het aangaan van een gigantische
systematische review, die me soms behoorlijk frustreerden, m aar ook weer zorgden
voor energie wanneer ik het dan tóch voor elkaar had gekregen. Ik kijk terug op een
zeer leerzame tijd en heb veel plezier beleefd aan het samenwerken m et iedereen die
een bijdrage heeft geleverd aan dit proefschrift. Graag wil ik verschillende mensen in
het bijzonder bedanken.
Ten eerste m ijn promotoren: Clemens, Karin en Jan. Clemens, jouw passie voor
preventie is zo aanstekelijk. Ik bewonder jouw analytisch vermogen en de verdieping
die je wist te geven tijdens de discussies die we hadden over de artikelen. Karin, jouw
blik en kennis vanuit de praktijk waren onmisbaar voor het onderzoek. Dank ook dat
je me soms een h art onder de riem stak en me terugfloot als ik mezelf te grootse doelen
stelde. Jan, jouw m entaliteit van niet lullen maar aanpakken heeft me ook regelmatig
behoed voor onnodige dwalingen. Fijn dat ik altijd even bij je kon binnen lopen
als ik er weer een aantal statistische analyses uit had ‘geram m eld’. Veel dank voor
de inspirerende gesprekken die wij vieren hadden m et elkaar; ik heb er veel plezier
aan beleefd.
Het onderzoek had natuurlijk nooit kunnen slagen zonder de medewerking van alle
instellingen en onderzoeksdeelnemers. Maarliefst 23 instellingen hebben meegedaan
aan het onderzoek: Centrum Maliebaan, Context (Rotterdam, Den-Haag), De Jutters,
Dimence Almelo, Dimence Deventer, Dimence Zwolle, GGNet (Apeldoorn), GGZ Breburg (Tilburg), GGZ Friesland (Kinnik) (Heerenveen), GGZ Nijmegen (Pro Persona),
GGZ Oost Brabant (Helmond), M ondriaan (Heerlen, Sittard), Indigo Utrecht, Indigo
Zeeland, M ediant, M entrum (PuntP), Novadic Kentron, O ptiM ent (Eleos), Prezens
(GGZ inGeest), Reinier van Arkel Groep, Riagg M aastricht, RiaggZuid (Roermond)
en Tactus. Sommige instellingen hebben er zelfs voor gezorgd dat er een interview
m et een ouder in het tijdschrift V riendin (GGZ Friesland) kwam of een reportage van
een ondersteuningsgroep in Psychologie Magazine en de V olkskrant (Context Rotter
dam), met als doel om deelnemers te werven voor het onderzoek. Mijn dank is groot.
Bedankt ouders en kinderen voor de tijd die jullie hebben besteed aan het invullen
van de vragenlijsten en jullie openheid om ons inzicht te geven in jullie thuissituatie.
Dankzij jullie weten we nu beter wat de effectiviteit is van de ondersteunings
groepen, en hoe deze verder verbeterd kan worden.
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Dat d it grote project tot een succesvol einde is gekomen is ook zeker dankzij de hulp
van verschillende stagiaires, student assistenten en scriptiestudenten. Door het
nabellen van de gezinnen hebben zij ervoor gezorgd dat de vragenlijsten door zoveel
mogelijk deelnemers werden ingevuld en teruggestuurd. Sommige ouders bleken
zelfs te wachten m et invullen totdat ze weer een vertrouwd belletje kregen van onze
kant. Ook hebben jullie ervoor gezorgd dat die 188 artikelen voor de systematische
review allemaal nauwkeurig werden samengevat; veel artikelen bestudeerden jullie
zelfs meerdere keren om dat we de inclusiecriteria tussentijds nog hebben aangepast.
Heel veel dank Floor, Lianne, Suzanne, Eveline, Greta, Julia en Dewi!
Ook anderen die mij bij verschillende onderdelen van het onderzoek hebben onder
steund, wil ik van harte bedanken, zoals Thea Franken en Bill Burk voor hun sta
tistische adviezen, Pieter van Groenestijn voor het mij wegwijs m aken in Epidata
waarin alle data is ingevoerd, Simone Onrust die een Access bestand heeft gebouwd
om de dataverzam eling te vergemakkelijken en Jan Klerkx voor de Engelse correc
tie van m ijn artikelen. M artijn Bool wil ik van harte bedanken voor zijn betrokken
heid bij de opstart en eerste fase van het project en Rianne van der Zanden voor haar
enthousiasm e voor het project, het meedenken over de werving en de verspreiding
van de onderzoeksresultaten. And m any thanks to you Andrea, for our cooperation
in the systematic review and for introducing me to the COPMI research platform
of Australia!
Verder wil ik m ijn collega’s van de universiteit van harte bedanken. Als ik druk en
gestrest was, ging m ijn deur nogal eens dicht; m aar jullie hebben me telkens laten
ervaren dat het veel gezelliger en ontspannen is om gewoon lekker mee te gaan
lunchen. Ik denk ook m et veel plezier terug aan m ijn oude kamergenoten Sjoerd,
Gerben, Judith, M ar jon en Milou. En bedankt Cilia dat ik m et jullie DDM groep mee
m ocht m et de leuke schrijfweken.
M ijn lieve vrienden en familie zorgden ervoor dat ik mijn onderzoek ook weer op
tijd van me af kon zetten, en lieten me ervaren dat de frustraties die ik er soms door
had m aar relatief zijn. W at geniet ik van de m om enten waarop wij samen eten en
wijntjes drinken, kletsen, fietsen, dansen, over onze drom en fantaseren... dank jul
lie wel! Pinar en Linda, ik ben ontzettend blij dat jullie m ijn paranim fen zijn. Lieve
moeder, dank voor je sponsoring voor het feest en de ontspannende kringloopdagjes.
Lieve vader, Lukas en Marije, dank voor de bergen werk die jullie op dit m om ent
verzetten om er een prachtig vormgegeven proefschrift van te maken.
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Dankw oord

En tot slot, allerliefste D im itri, en jij ook, lieve poes Druif: binnenkort heb ik weer zeeën
van tijd voor jullie, wat kijk ik daar naar uit! Dan gaan we trouwen D im itri en daarna
fietsen naar Praag! En Druif, om te vieren dat ik klaar ben vul ik jouw bak tot de rand
vol m et garnalen! Dank lieve D im itri voor al je steun, geduld, interesse en liefde. Ik heb
zin in de toekomst m et jou!
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C u r r i c u l u m V it a e

Floor van Santvoort werd geboren op 22 m aart 1980 te YHertogenbosch. Na het behalen
van haar VWO diploma aan het Maurick College te Vught in 1998 en na een jaar werk- en
reiservaring te hebben opgedaan in het buitenland startte ze met een studie psychologie
aan de Radboud Universiteit Nijmegen. Ze volgde de studierichting Klinische
Psychologie en raakte tijdens het laatste studiejaar geboeid door GGZ preventie en het
them a kinderen van ouders met psychische problemen (KOPP). Na afronden van haar
studie in 2005 was zij een tijd lang werkzaam als preventiewerker bij Riagg IJsselland (nu
Dimence).Ook was zij gedurende deze periode alsonderzoeksmedewerker verbonden aan
het Prevention Research Centre van de Radboud Universiteit. Vanuit beide disciplines
hield zij bezig m et kinderen van ouders m et psychische problemen. Haar wens om
m et onderzoek een bijdrage te kunnen leveren aan de validering en continuering van
het preventieprogramma voor KOPP/KVO leidde ertoe dat zij in 2007 startte met
haar promotie-onderzoek naar de ondersteuningsgroepen, waarvan dit proefschrift
het resultaat is. Momenteel is Floor werkzaam als wetenschappelijk onderzoeker/
ontwikkelaar bij Pluryn, een instelling voor jongeren en volwassenen met een handicap
en complexe zorgvragen. Het opzetten van een KOPP ondersteuningsprogramma voor
deze doelgroep vorm t voor haar een belangrijke missie.
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