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Abstract

Background: Children of parents with mental illness are known to be at risk of developing mental illnesses due to hereditary
and socio-economic factors. The family-focused practice in the treatment of adult patients with severe mental illness benefits
patients and their children, and can help prevent mental health problems in children of parents with mental illness. Therefore,
professionals caring for adult patients must contribute to the early identification of families at risk and initiate the necessary
care.

Objective: This study aimed to determine the current practices of psychologists and psychiatrists in the Czech Republic—
the extent to which they include parental issues and their patients' children in their treatment, how informed they are about
the available support, their attitudes toward a family-focused practice, potential barriers to family-focused practice, and rec-
ommendations for improvements in care for children of parents with mental illness.

Methods: A structured online questionnaire completed by 193 professionals (51.8% psychiatrists, 48.2% psychologists) work-
ing with adults with severe mental illness in various healthcare settings.

Results: A large majority (95.9%) of respondents regularly asked about the parenting status of their patients and 75.1% had
a positive attitude toward involving children more in treatment. Although most respondents were comfortable discussing
parenting (91.2%), they only discussed parenting topics if the patients themselves brought them up. Minors were rarely invited
to treatment (26.4%), usually on a one-off basis. Major barriers cited include a lack of set procedures for working with families,
lack of coherence of services, lack of time, shortage of professionals to refer to, and perceived lack of training and experience.
Conclusion: Although most professionals know that their patients have children and believe that children of parents with
mental illness are at risk of developing problems, they are hindered by a variety of organizational and systemic barriers in
implementing the family-focused approach more frequently in practice. Subject to wider expert discourse, the findings may
contribute to informed policy formulation.

Keywords: Children of parents with mental ilnness; mental health practitioners; parenting; child mental health prevention;
family-focused practice; severe mental illness.

Introduction

Among patients being treated for severe mental ill-
ness (SMI), one-third are parents (1, 2). This is con-
firmed by data from the Czech Republic, where 35%
of hospitalized patients of productive age were par-
ents and 16% had a minor child at the time of hospi-
talization (3).

A parent's SMI affects the entire family, including
children's physical and mental health. The negative
effects that parent’s SMI has on children are well-
documented (4). Children of parents with mental ill-
ness (COPMI) are at increased risk of developing

mental illness themselves due to hereditary factors,
and this risk is further increased by stressful condi-
tions such as financial strain, lower socio-economic
status, symptoms of parental mental illness, more fre-
quent hospitalizations of parents, additional 'adult'
responsibilities for children, or stigmatization (5,6,7).
The effects on children are summarized in a recent
clinical review as the development of psychiatric is-
sues, emotional difficulties, self-directed aggression,
behavioral difficulties, cognitive dysfunctions, and
problematic social outcomes (4). Family-focused
practice (FFP) involves the patient's family in the
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treatment process, aiming to support both the pa-
tient’s recovery and the well-being of family mem-
bers, especially children. Numerous studies show
that FFP contributes to successful treatment, in-
creases the family members’ understanding of mental
illness, facilitates communication among family
members, and improves their attitude toward mental
illness (8, 22, 23). Factors such as patenting style and
family functioning mediate the negative impact on
COPMI (4), and their accurate knowledge about pa-
rental mental illness serves as a buffer against poten-
tial risks and empowers them against misperceptions
and self-blame (9, 10). Additionally, COPMI want to
receive proper information about their parents' con-
dition (5) and want to be seen as full-fledged mem-
bers of the family, participate in the treatment, and
deal with the illness together (9). Still, children’s liter-
acy about parental illness tends to be low, they have
limited access to adequate, non-stigmatized infor-
mation and they are unable to seck professional help
themselves (11, 12).

Preventive family-focused intervention reduces the
risk of mental illness in children (13, 14). Most stud-
ies on this topic come from Western countries, where
more attention is paid to COPMI and intervention
programs have begun to emerge (Australia, Norway,
Denmark, The Netherlands, Portugal, USA, Canada).
However, a recent study from India has also con-
firmed that psychoeducation and eartly involvement
of the family in the patient’s treatment were facilitat-
ing factors for seeking care, while barriers to help-
seeking by mothers with SMI were the expected
stigma, misinterpretation of information, and una-
vailability of healthcare providers (15).

The successful development and implementation
of intervention programs requires the creation of
specific, legislatively supported procedures leading to
the systematic identification of at-risk groups, coop-
eration between care providers, availability of experts
with the necessary professional competencies, and
cultivation of the necessary motivation in profession-
als (16).

Current mental health practice still largely focuses
only on the patient’s treatment, with little considera-
tion for the patient's home environment. For exam-
ple, a European study found that only 2% of family
members of patients with schizophrenia received
some form of psychoeducation (17). In the UK, de-
spite the mandatory requirement to ascertain parental
status in patients, a quarter of mental health practi-
tioners do not routinely ascertain whether their pa-
tients have children (18). Few countries have
government policies setting mandatory requirements
for identifying and supporting families with mental
illness. Some of these nations include the UK, Swe-
den, Norway, Canada, Australia, and China (for more
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details see (19)). In the Czech Republic, current leg-
islation does not mandate the identification of
COPMI. Additionally, the Czech healthcare system
operates with a division between adult and pediatric
care, lacking a family-based general practitioner
model that could address the needs of all family
members comprehensively. Compared to countries
such as the UK, Norway, or Australia, where policies
explicitly mandate identification and support for
COPMI, the Czech Republic lacks a systemic, policy-
level framework. This absence of formal guidelines
contributes to the invisibility of these children in rou-
tine mental health care. Furthermore, Czech mental
health services are divided between the public and
private sectors, often with limited communication or
data-sharing between them. While the public sector
provides care within state-funded facilities, private
psychiatrists frequently operate independently. This
fragmentation further complicates coordinated sup-
port for families and children. It seems that govern-
ment policies are fundamental but not the only
necessary condition to improve the care of COPMI.
Zalewski et al. mention that in the case of treatment
of adult patients with mental illness, there are no es-
tablished standards of care and no guidelines to sup-
port the parenting role of patients or to identify and
refer children to follow-up services (20).

A systematic literature review by Dolman et al. an-
alyzed health professionals’ attitudes toward mothers
with SMI(21). The study extracted four main themes
representing barriers to treatment: feelings of dis-
comfort (anxiety and additional responsibility),
stigma (difficulty viewing mothers with SMI as “good
mothers”), need for education, and integration of
services. Other papers focused on the most common
barriers—the clinicians' theoretical orientation (ther-
apeutical approach), the client—practitioner relation-
ship, practitioner training, and competency, and the
availability of mental health services for children and
parents (20).

Mayberry and Reupert described the hierarchical
barrier model which hinders the adult mental health
workforce from becoming family-focused (22). Ac-
cording to them, there is “a large gulf between what
psychiatric services could/should provide and what
they do in practice” (22, 5.784). Their suggested so-
lutions are (1) organizational support at the baseline
(2) workforce attitudes, skills, and knowledge, (3) cli-
ent engagement, and (4) involvement of the patient’s
family, including children. A recent review from
Gregg et al. states that perceptions of practitioners,
their attitudes, perceived organizational support, and
their skill and knowledge are more influential than
service-based factors (such as work setting) (23).

From our previous research, we know that in the
Czech Republic, there is a good level of awareness
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regarding the parental status of hospitalized psychi-
atric ~ patients, specifically, information on
parenthood itself was available in 99.7% of cases in
medical records (3).

However, to our knowledge, there is still no data in
the Czech Republic on how and whether profession-
als work with the whole family system in practice,
whether they inform children about the patient's ill-
ness, whether they include children in their care, and
how they perceive the involvement of children in the
treatment of adults with SMI. This study is the first
to seek answers to these questions and examine the
status of COPMI care in the Czech Republic. Finding
answers to these questions can shed light on the ex-
petiences of practitioners and help create a founda-
tion for supportive programs for COPMI in the
Czech Republic. In doing so, the study also contrib-
utes to the groundwork needed for implementing
family-focused practice in a way that reflects the local
context. In addition, it can help create recommenda-
tions to improve the system of care for COPMI,
stimulate additional research on this topic, and lead
to comparison with foreign studies.

Therefore, we formulated the following research

questions:
1) What are the current practices among Czech men-
tal health professionals regarding the identification
and involvement of minors in the treatment of pa-
tients with SMI?

2) What attitudes do Czech mental health profession-
als hold toward including children in the treatment of
parents with SMI?

3) What barriers do Czech mental health profession-
als perceive when attempting to engage children in
the treatment of their parents with SMI?

4) What recommendations do professionals suggest
to improve the practice of identifying and supporting
COPMI in the Czech context?

Method

A questionnaire survey was conducted online among
psychiatrists and psychologists working in healthcare
facilities throughout the Czech Republic. The ques-
tionnaire was completed anonymously via the Lime-
survey platform. We defined SMI based on the ICD-
10 diagnoses as reported in other studies (e.g., 7).
Thus, in this study, SMI refers to schizophrenia dis-
order (F2), periodic depressive disorder (F33), and
bipolar affective disorder (F31). Other diagnoses
were excluded due to the study’s focus on parents
with SMI only.

Ethics

This study was conducted after obtaining approval
from the ethics committees of Masaryk University
(EKV-2021-108). The survey was anonymous, and
respondents were informed about the study, privacy,
and terms at the beginning of the survey. The re-
spondents filled out the questionnaire after providing
informed consent.
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The context of legislation and the health
care system of the Czech Republic
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Research questions
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First questionnaire
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questionnaire
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Final questionnaire

FIGURE 1: Process of development of the questionnaire.
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Current practice, attitudes, barriers, recommendations

The formulation of questions in each topic was guided by
the reviewed literature and the specific context of the
Czech Republic.

2 psychologists and 2 psychiatrists

Specification of certain questions for enhanced clarity, and the
addition of questions in the demographic section (e.g.,
regarding medical facilities and therapeutic approaches)

34-item questionnaire
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Instrument Creation
We created a study questionnaire to capture the spe-
cific context of the Czech healthcare system. The de-
velopment of the questionnaire followed a multi-step
process (see Figure 1).

First, relevant literature was reviewed, including
studies on family-focused practices and existing re-
search on the attitudes and barriers experienced by
mental health professionals working with adult pa-
tients (21-20). Inspiration was taken from the Fam-
ily-Focused Mental Health Practice Questionnaire
(27). We also considered the legal and institutional
specifics of the Czech healthcate system, including
the structure of training and specialization.

Second, we formulated an initial set of items cov-
ering five thematic areas: demographic and work
characteristics, current practice, personal attitudes,
perceived barriers (professional, systemic, and organ-
izational), and recommendations for practice.

Third, the 31-item version of the questionnaire was
reviewed by the research team and pilot-tested with
four mental health professionals (two psychologists
and two psychiatrists) from different clinical back-
grounds.

Fourth, based on the pilot feedback, several items
were revised for clarity and three new questions were
added to the demographic section. This resulted in
the final 34-item version of the questionnaire, which
included both factual items (e.g., demographic and
work-related characteristics) and multi-statement
scales targeting attitudes, perceived barriers, and rec-
ommended practices.

Different types of response formats were used de-
pending on the character of the information being
collected. This choice was informed by existing liter-
ature and aimed at ensuring that both subjective atti-
tudes and objective characteristics could be
appropriately captured. A detailed description of the
specific response formats is provided below. The
number of questions associated with each thematic
area is summarized in Table 1. However, only a sub-
set of items relevant to the study aims is reported and
analyzed in this paper.

Questionnaire Content
For the questionnaire topics, see Table 1.

Most questions in the demographic and work char-
acteristics section used fixed-response formats such
as multiple choice or categorical options. The current
practice section included questions about frequency,
and the answer options were: Always (in 75-100% of
cases), Often (in 50-75% of cases), Sometimes (25-
50%), Rarely (5-25%), and Never (0% of cases). One
question was in the multiple choice format (“Which
family member do you discuss your patient's illness
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with?”). The section of personal attitudes and pet-
ceived barriers contained 21 items with five-point
Likert-type questions (1 — agree, 2 — rather agree, 3 —
neither agree nor disagree, 4 — rather disagree, 5 —
disagree). One question was in a yes-no format
(“Would you like to see a change in the legislation
framework according to the Norwegian model?”)
and one in multiple-choice format (“Why has the
child not been invited to a joint meeting with you?”).
The recommendation for practice section had five-
point Likert-type questions and multiple-choice
questions.

Data collection

Based on the National Register of Health Service
Providers, we contacted via email all healthcare facil-
ities that provide psychiatric or clinical psychological
care to adult patients with mental disorders (this in-
cluded representatives from large psychiatric hospi-
tals as well as small outpatient clinics or individuals).
A total of 1100 medical institutions and private prac-
tices were sent a request to participate in the study
during February 2023. The follow-up set of requests
to increase the respond rate was sent in the 1st week
in April 2023, and the data collection ended on April
21, 2023.

Data analyses

Quantitative data were analyzed using SPSS 27 soft-
ware with descriptive statistics.

We conducted exploratory factor analysis (EFA) to
examine the underlying structure of the question-
naire and to assess whether the data supported the
theoretically proposed thematic groupings. The ini-
tial item allocation was based on prior literature and
conceptual considerations and was refined based on
the EFA results.

Specifically, EFA was conducted on a subset of 21
items related to attitudes and perceived barriers in or-
der to identify underlying dimensions within the data.
Since no standardized instrument was available in the
Czech context, EFA was selected as an appropriate
method for uncovering latent constructs based on
participants’ responses. Prior to conducting EFA, the
suitability of the data was assessed using the Kaiser-
Meyer-Olkin (KMO) measure of sampling adequacy
and Bartlett’s test of sphericity. EFA was conducted
using Principal Component Analysis (PCA) with
Varimax rotation (Kaiser normalization). Six compo-
nents with eigenvalues above 1.0 were extracted, and
factor retention was guided by the scree plot and in-
terpretability. However, the sixth component was
weakly defined and lacked theoretical interpretability;
thus, the final solution retained five components that
were both statistically robust and conceptually mean-
ingful. Factor loadings
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TABLE 1. Questionnaire topics

Topic
Demographic
and work
characteristics

Current
practice

Personal
attitudes

Perceived pro-
fessional, sys-
temic and
organizational
barriers

Recommenda-
tions for prac-
tice

Content

Gender, age, profession,
type of medical facility (in-
patient, outpatient...),
length of experience, psy-
chotherapeutic education,
parenthood

Routines of identification
of parental status, fre-
guency, and ways of in-
structing adult patients on
how to educate children
about SMI, involvement of
family members in the
treatment, professional
awareness of available ser-
vices, and materials.

Attitudes toward the in-
volvement of minor chil-
dren in treatment,
discussing parenting in
adult patient's treatment,
the ability to practice a
family-oriented approach,
family-focused policy

Skills and knowledge, con-
cerns about a therapeutic
alliance, insecurity, rea-
sons to not invite a child
into parent’s treatment,
systemic and organisa-
tional barriers

Improvement recommen-
dations for provision of
support/professional sup-
port to COPMI

Item example

In what type of facility do you work
with patients with SMI?

Are you a parent?

In the following questions, think of

your typical practice and select the

most suitable option on the following

scale:

Always — 75 — 100 % of cases

Often — 50 — 75 % of cases

Sometimes — 25 — 50 % of cases

Rarely =5 —25 % of cases

Never — 0 % of cases

- How often do you purposefully ask
your clients with SMI if they have
children?

What do you think of involving minor

children in the treatment?

(5-point Lickert scale agree/disagree)

- It’s helpful.

- It's not appropriate for a child.

- It's not appropriate for the patient.

- It can prevent the development of
problems in the child.

- This increases the likelihood of im-
provement in the patient's condi-
tion.

What are the barriers to involving mi-
nor children in your work with a cli-
ent? (5-point Lickert scale
agree/disagree)

- I don't have enough experience to
involve children.

- I don't have the appropriate train-
ing to involve children.

- If I involve a patient's child in my
practice, | would be assuming too
much responsibility, as it is beyond
my role.

- | feel uncertain about working with
my patients' children.

- Involving children is outside my
area of expertise.

Select the level to which you agree

with the following statements.

(5-point Lickert scale agree/disagree)

- The current system is adequate re-
garding care of psychiatric patient's
children

- | would welcome better support for
children of parents with SMI

Number of questions
10

11
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of = .40 were considered significant, and items with
high cross-loadings were reviewed for possible exclu-
sion. The five retained components explained 63.0%
of the total variance and reflected a coherent factor
structure aligned with the undetlying constructs of
attitudes and petceived barriers related to discussing
parenting in mental health care.

The components were labeled based on the the-
matic content of the highest-loading items, informed
by both statistical outcomes and theoretical rele-
vance. Two components captured attitudes and be-
liefs (Awareness of the negative impact of SMI on
children and Workforce attitudes regarding involving
children), while three reflected perceived barriers
(Fear of losing rapport, Feeling incompetent to work
with children, and Feeling confident in parenting
topics). The use of Varimax rotation, which assumes
orthogonal (i.c., uncorrelated) factors, was supported
by both the statistical results and the theoretical dis-
tinctiveness of the identified dimensions.

Nonparametric tests, specifically the Mann-Whit-
ney U tests, were used to detect differences in atti-
tudes between respondents based on professional
role and parental status, as the data were primarily
ordinal (e.g., Likert-type scales) and did not meet the
assumptions required for parametric tests (such as
normal distribution). We approached the investiga-
tion of differences based on respondents' profes-
sional roles and parental status drawing on insights
from previous international studies (e.g. 18, 22). Due
to the limited sample size, however, we refrained
from conducting more granular analyses, such as
those segmented by therapeutic approach. Where no
statistically significant difference was found, we
chose not to include detailed statistical results in the
text to maintain readability and focus on the main
findings.

In the tables, means and standard deviations were
reported to summarize the central tendency and var-
iability of responses, which facilitated concise com-
patison across groups. In contrast, percentages for
selected items were presented in the text to provide
a more intuitive and accessible summary of key find-
ings. While we acknowledged that Likert-type re-
sponses are ordinal, reporting means and SDs is a
common practice in survey research and offers a
compact way to convey group-level trends.

Participants

A total of 193 individuals responded and completed
the questionnaire, of whom 51.8% were psychiatrists
and 48.2% were psychologists. Most respondents
were women (75.1%), and 77.2% were parents. The
mean age of respondents was 47.5 years (SD = 11.4)
and varied from 25 to 77 years. Detailed demo-
graphic information is seen in Table 2.
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TABLE 2. Descriptive statistics of demographic varia-
bles (N = 193)

N (% of the

sample)

Gender

Female 145 (75.1)

Male 48  (24.9)
Profession

Psychiatrist 100 (51.8)

Clinical psychologist 73 (37.8)

Psychologist in healthcare 20 (10.4)
Age category (years)

<30 14 (7.3)

31-40 40  (20.7)

41-50 72 (37.3)

51-60 42  (21.8)

>60 25 (13.0)
Type of medical facility

Inpatient psychiatry 49 (25.4)

Outpatient psychiatry 57 (29.5)

Outpatient Clinical 56 (29.0)

Psychology

Private practice 18 (9.3)

Other (mental health cen- 13 (6.8)

tres, day-care centres, em-

ployed in several facilities)
Years of experience (years)

0-5 15  (7.8)

5-10 27 (14.0)

10-20 47  (24.4)

20 and more 104 (53.9)
Psychotherapeutic training

Yes 160 (82.9)

No 33 (17.1)
Parenthood

Parent 149 (77.2)

Non parent 44 (22.8)
Results

The findings are presented in four thematic areas
corresponding to the structure of the questionnaire:
current practice, personal attitudes, perceived profes-
sional, systemic and organizational barriers, and rec-
ommendations for practice.

1. Current practice

This section presents findings on how professionals
typically identify parental status, communicate with
patients about their children, and involve family
members in the treatment process. These areas were
assessed through five questions, comprising a total of
seven items used in the analysis.

Routines of identification parental status

The majority (95.9%) of respondents specifically
asked (“always” or “often”) most of their patients if
they had children. More than half of the respondents
(57.5%) stated that their patients have brought the
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topic of parenting into treatment (“always” or “of-
ten”); by contrast, 12.4% of respondents reported
that patients do not bring up the parenting topic
(“rarely” or “never”).

One third of respondents (36.3%) reported that they
“always” or “often” informed their adult patients on
how to talk with their children about their SMI, while
another third (38.3%) did so only “sometimes”.

Involvement of family members in treatment

The majority of respondents discussed the patient's
illness with the patient’s partner (71.5%), adult off-
spring (69.4%), and other relatives (parents, siblings)
(66.3%). In addition, 15.0% of respondents discussed
the parental illness with minor children. However,
16.1% of respondents did not include any other fam-
ily members and worked solely with the patients.

A quarter of respondents (26.4%) had invited a mi-
nor child to a joint consultation at least once. How-
ever, this was mostly a one-time visit (74.5%).
Regarding how often respondents offered joint
meetings with children, 67.8% invited children rarely,
33.3% invited them sometimes, and one respondent
always invited children.

2. Personal attitudes

The results of two subscales derived from the explor-
atory factor analysis (Awareness of the negative im-
pact of SMI and Workforce attitude regarding
involving children) and an additional question on
policy improvement are presented here.

Awareness of the negative impact of SMI

When presented with the statement that SMI always
negatively affects the child, 57,0% of respondents
agreed and 22.8% marked the neutral option “neither
agree nor disagree” (for mean agreement levels, see
Table 3). Moreover, 87,0% of respondents consid-
ered COPMI at increased risk for developing psycho-
logical difficulties. There was no significant
difference in awareness of the negative impact on the
child between psychiatrists and psychologists and be-
tween parents and non-parents.

TABLE 3. Attitude subscales (1 - agree to 5 - disagree)

Workforce attitnde regarding involving children in the parent’s
treatment

The subscale Workforce attitude regarding involving
children consisted of 7 items, and descriptive statis-
tics (means and SDs) are provided in Table 3. Re-
spondents answered a question about their views on
involving minor children in the treatment of an adult
patient. Overall, 75.1% of respondents (agree or ra-
ther agree) considered children’s involvement as
helptul for both the child and the patient, 24.9% con-
sidered it inappropriate for the child, and 10.4% re-
sponded it could be detrimental to the patient.
Additionally, 19.2% of respondents indicated that
they did not consider children mature enough to be
involved in adult treatment. No significant differ-
ences in attitudes were found between psychiatrists
and psychologists, or between respondents who were
parents and those who were not.

Policy inprovement

More than half of the respondents (58.5%) answered
'yes' to the question of whether they would like to see
a change in the legislation framework according to
the Norwegian model, wherein clinicians have a legal
duty to inform their patients' minor children about
their parents' situation and to offer follow-up ser-
vices (28).

3. Perceived professional, systemic and organi-
zational barriers

3.1. Professionals’ barriers to addressing parental issnes and
engaging minors in treatment

This subsection includes three subscales based on ex-
ploratory factor analysis (Feeling confident in parent-
ing topics, Fear of losing rapport, and Feeling
incompetent in working with children), as well as one
additional item related to the reasons for not inviting
children to a joint session.

Mean SD
Subscale Awareness of the negative impact of SMI (Cronbach’s alfa = 0.67)
Serious mental illness of a parent always has negative psychosocial effects on children 2.41 1.10
Minor children of parents with SMI are at increased risk of developing psychological or 1.80 0.81
other difficulties
Subscale Workforce attitude regarding involving children (Cronbach’s alfa = 0.84)
It’s helpful. 1.93 0.92
It's not appropriate for a child. 3.88 1.17
It's not appropriate for the patient. 3.80 1.02
It can prevent the development of problems in the child. 2.44 1.01
This increases the likelihood of improvement in the patient's condition. 2.33 0.88
Involving children could impair the patient's condition. 3.88 0.88

I don't work with my patients' children because they're not mature enough. 3.56 1.77
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TABLE 4. Barriers subscales (1 - agree to 5 - disagree)

Mean SD
Subscale Feeling confident (Cronbach’s alfa = 0.75)
| can assess how my patients can provide day-to-day care for children. 2.16 0.86
| can counsel patients on how they can talk to their children about SMI. 1.83 0.84
I can discuss the topic of parenting with patients easily. 141 0.71
Subscale Fear of losing rapport (Cronbach’s alfa = 0.67)
I don't bring up parenting issues because it interferes with the therapeutic relationship. 4.39 0.78
Dealing with parental issues would place an additional and excessive burden on the patient. 4.09 0.87
There is not enough time for parenting issues in the session. 3.97 1.15
Involving children could impair the therapeutic rapport with the patient 3.72 1.03
Subscale Feeling incompetent to work with children (Cronbach’s alfa = 0.86)
I don't have enough experience to involve children. 2.58 1.37
I don't have the appropriate training to involve children. 3.10 1.33
If I involve a patient's child in my practice, | would be assuming too much responsibility, asit 3.19 1.93

is beyond my role.

| feel uncertain about working with my patients' children. 3.32 1.27
Involving children is outside my area of expertise. 3.58 1.29

Feeling confident in parenting topics.

The Feeling confident subscale included three items
and focused on professionals’ perceived competence
in addressing parenting issues (see Table 4 for the
corresponding means and SDs). Here, 72.0% of re-
spondents reported (agree or rather agree) that they
were able to assess their patients' day-to-day parent-
ing care. Confidence in counselling on how to com-
municate mental health issues with children was
reported by 83.4% of respondents, and 91.2% were
comfortable discussing parenting. In addition, 64.8%
of respondents stated that they only addressed pat-
enting issues if the patient brought it up.

No differences were found between psychiatrists
and psychologists on this scale. Respondents who
were parents felt significantly more confident in dis-
cussing parenting topics than non-parents (U=2228;
z=-3.23; p=0.001).

Fear of losing rapport.

The subscale, Fear of losing rapport, consisted of
four items (see Table 4) and focused mainly on the
barriers to addressing parental issues when treating
patients. Most respondents (75,6%) did not report

(disagree or rather disagree) that raising parenting is-
sues would interfere with the therapeutic relation-
ship. A quarter (24.4%) stated (agree or rather agree)
that dealing with parental issues would place an addi-
tional and excessive burden on the patient. Only
14.5% of respondents reported (agree or rather
agree) that there was not sufficient time to deal with
parenting issues in the session. Psychiatrists were sig-
nificantly more likely (U=5904; z=3.43; p<0.001) to
perceive a lack of time to deal with parenting issues
than were psychologists. The involvement of chil-
dren was perceived (agree or rather agree) by 14% of
respondents as disrupting the therapeutic relation-
ship with the patient. There was no significant differ-
ence between parents and non-parents in this scale.

Feeling incompetent to work with children.
This subscale had five items, and the overall tenden-
cies are summarized by the means and SDs in Ta-
ble 4. Respondents answered the question What
barriers do you perceive in involving minor children
in your work with patients?

Lack of experience was reported (agree or rather
agree) by 49.2% of respondents and lack of training

TABLE 5. Why has the child not been invited to a joint meeting with you? (N=142; multiple choice)

N %
It is not my area of expertise. 51 35.9%
I had not thought of that. 41 28.9%
The parents disagreed with my suggestion to bring the child in for counselling. 27 19.0%
| am not trained/educated/competent to work with children. 26 18.3%
| do not consider it appropriate. 22 15.5%
| do not have the time capacity for this. 20 14.1%
Due to policies of the organization (workplace). 16 11.3%
I am referring the child to a child specialist. 10 7.0%
There was no reason/possibility/opportunity. 10 7.0%
The initiative should come from the patient. 9 6.3%
The child was too young/the offspring was an adult. 5 3.5%
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by 36.8%. Involving children in treatment was per-
ceived by 32% of respondents as too much respon-
sibility beyond their competence and 30.6% (agree or
rather agree) expressed uncertainty about working
with children. Finally, 22.8% of respondents stated
that involving children was outside their area of ex-
pertise.

Psychiatrists percieved themselves as significantly
less competent to involve children than psycholo-
gists (U=3603; z=-2.70; p=0.007). Respondents who
were parents perceived themselves as more compe-
tent to involve children than non-parents (U=2580;
z=-2.14; p=0.032).

Barriers to clinicians inviting children to joint sessions.
Of all respondents, 73.6% (n=142) never invited a
patient's minor child for consultation. We asked
them about the reasons through multiple-choice
question. Table 5 provides an overview of why re-
spondents did not invite minors.

3.2. Organizational and systemic barriers

This subsection focuses on organizational and sys-
temic obstacles to involving children in care. It
includes Likert-scale responses regarding workplace-
related barriers and professionals’ views on broader
shortcomings of the current system, as identified in a
multiple-choice question.

Respondents answered the question "What battiers
prevent you from involving children in treating your
patients?" and selected options on a 5-point Likert
scale. (see Table 6 for descriptive statistics).

According to 43% of the respondents (who agreed
or rather agreed), the reimbursement of these ser-
vices by health insurance companies is problematic,
and 54.9% agreed (or rather agreed) with statement
that they did not have enough time to involve chil-
dren. Although the majority of respondents reported
there was no problem with the physical space at their
facility (only 30.6% of respondents cited lack of
space as an issue), the bigger issue was the lack of
appropriate procedures for working with families
(58.5%).

Respondents were asked what they perceived as
the shortcomings of the current system of care for
minor children of their patients (multiple-choice
question). Most respondents perceived a shortage of
professionals in the Czech Republic (80% respond-
ents), a lack of liaison between child and adult mental
health care (72%), and no services available to refer

COPMI (71%). The mental health care system is un-
derfunded according to 59.6% of respondents, and
almost half the respondents considered the lack of
liaison between inpatient and outpatient services
(45.1%) and between health and social services
(44.6%) as barriers.

4. Recommendations for practice

This section summarizes how professionals assess
the current system of care for COPMI, what inter-
ventions they consider helpful, and whether they
would welcome support in addressing this topic in
their practice. These aspects were assessed using
three Likert-type items and one multiple-choice
question.

The majority of respondents (82% who agreed or
rather agreed) reported that the current system of
care for COPMI is inadequate and 87% (agreed or
rather agreed) would welcome increased support for
their work in this area.

We also asked what interventions, according to the
respondents, could improve the support for COPMI
(multiple-choice question). The establishment of
support groups and intervention programs in social
services was suggested by 81.5%, and within the
healthcare system by 78.3%. Three-quarters of re-
spondents supported including the topic in profes-
sional education (75.1%), along with greater
availability of educational materials for patients and
their children (75.7%). More frequent involvement
of children in clinical-psychological or psychiatric
care was reported by 47.1% of respondents.

Finally, 72% of respondents (agree or rather agree)
indicated that they would welcome better support for
themselves—from organizations, education, or the
system—when working with children or addressing
parenthood-related topics.

Discussion

The presented study describes the current state of
practice among Czech psychiatrists and psycholo-
gists regarding the involvement of minors in the care
of adult patients with SMI. It was found that only a
small number of the respondents work with the chil-
dren of their patients, and although they are aware of
the risks to the children of their patients and gener-
ally hold positive attitudes towards involving children
in care, they are frequently hindered by a range of
barriers.

TABLE 6. Organizational and systematic barriers in involving children (1 - agree to 5 - disagree)

Mean SD
Operational factors at my facility do not allow involving children in treatment. 3.22 1.46
Reimbursement of these services from insurance companies is problematic 2.89 1.48
Insufficient time for inviting children. 2.64 1.29
Insufficient physical space to work with the family. 3,49 1.39

Lack of appropriate programs and procedures for working with families. 2.62 1.37
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Current practice in the identification and com-
munication of parental issues

In this study, almost all respondents reported that
they regularly asked whether their patients have chil-
dren. These findings are consistent with the results
of our previous study based on medical records re-
lated to the identification of parental status in pa-
tients with SMI (3). The results from the Czech
Republic indicate relatively good practice in identify-
ing minors (95.9% of professionals routinely in-
quire), which is notably more frequent than that
reported in international studies. The results of pa-
rental status identification vary in the international
literature, for example, in a UK audit of 100 adult
mental health cases, 62 were asked if they had de-
pendent children, whereas, in more recent research,
three-quarters of professionals were routinely asked
if the service user had children (29, 18). Similarly, a
Norwegian study reported that 56% of health profes-
sionals did not identify patients' minor children, and
a five-year follow-up study in the same clinic found
that 28% of health professionals did not identify pa-
tients' minor children (30).

However, asking about parental status does not im-
ply that patients are asked about their needs and spe-
cifics in  practice. For example, among
multidisciplinary adult mental health practitioners in
the UK, less than half of the professionals routinely
ask patients about the quality of their relationship
with their children (39.6%) or whether their children
have emotional or behavioral difficulties (29.5%)
(18). In the current study, more than half the re-
spondents said that the topic of parenting was raised
by patients during sessions, while 12.4% said that pa-
tients did not discuss it with them. It would be inter-
esting to explore in more detail the barriers that
patients face when not discussing parenting with pro-
fessionals. If parents themselves were able to explain
their illness to their children, it would help prevent
negative effects on children (45). However, patients
usually do not have the same awareness of the nega-
tive impact of the illness on their children, may lack
communication skills, fear that the information will
jeopatdize their relationship with their child or take
away their ability to care for their child (31), and
sometimes have mixed feelings about receiving sup-
port with parenting (32). Therefore, it is the profes-
sionals who must educate patients and children about
the implications and raise the issue with patients. In
this study, three-quarters of respondents had advised
parents on how to communicate with their children,
felt fairly confident (83.4%) in advising on how to
talk to patients' children, and were comfortable
(91.2%) in discussing parenting (parents were more
confident than non-parents). Lack of time for pat-
enting topics was reported by only 14.5% of re-
spondents  (psychiatrists more often  than
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psychologists). They also do not think that the topic
of parenting would disrupt the therapeutic alliance.
We hypothesize that the greater certainty in parenting
themes is related to the fact that professionals iden-
tify parenting conventionally, and perhaps see par-
enting topics as part of the patient's treatment, but
usually only when the topic is raised by the patients
themselves (65% discuss parenting after patients
bring it up) — same as reported by other studies (33,
34, 35).

Attitudes and their discrepancy with current
practice

The majority of respondents believed that COPMI
are at increased risk of developing mental health
problems and more than half believed that a parent's
SMI will always negatively affect the child. Three-
quarters of respondents believed that involving chil-
dren in care can be helpful, in contrast to a quarter
who considered it inappropriate. This puts our find-
ings in line with other studies where professionals
have had generally positive attitudes toward the in-
volvement of children in the treatment of adult pa-
tients (35, 30).

However, positive attitudes toward involving chil-
dren in treatment are at odds with current practices.
In this study, although respondents felt fairly confi-
dent about working on parenting issues with patients
themselves and felt there was sufficient time in ses-
sions to do so, they felt less confident about working
directly with children (only 48.2% felt confident) and
only a quarter of respondents had ever invited a child
into a session. Yet only 14% of respondents felt that
the potential inclusion of a child would distupt the
therapeutic relationship with the patient. This dis-
crepancy may be related to structural and personal
barriers, such as limited training in child-focused
methods, uncertainty about appropriate ways to in-
volve children, or a lack of institutional emphasis on
family-focused practice. This trend is also evident
abroad: research in Finland found that although
nurses regularly collected information about clients'
children, most nurses did not regularly meet those
children (37). In a Norwegian study, 5 out of 9 ther-
apists from a psychiatric clinic invited the children,
citing uncertainty, fear of increased workload, or
more complex treatment as reasons for less involve-
ment (38). In this study, the most common reasons
for never having invited a child to a joint session
were: outside area of expertise (35%), not thought of
it (28.9%), patients do not want it (19%), lack of
training (18.3%), and finding it inappropriate
(15.5%). According to Hauke and Stamnes, it ap-
pears socially unacceptable for therapists treating
adults to investigate children's citcumstances during
treatment, as adult psychiatric care is primarily fo-
cused on the individual patient’s mental health (38).
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However, supportive interventions for families are
limited when children are removed from adult care
(37). In addition, we know that children want to be
included in the care themselves and want to be in-
formed about their parent's treatment (39). Maybery
and Reupert state that although professionals find
the inclusion of children in care useful, these same
professionals also assume limits in skill and
knowledge (22). In this study, professionals per-
ceived a lack of experience in working with children,
a lack of appropriate procedures for working with
families, a lack of time, inadequate financial compen-
sation from health insurance companies, a lack of
training, and taking on too much responsibility.

Barriers and experts' suggestions for improve-
ment

Mayberry and Reupert, in their hierarchical model of
barriers, rank organizational support, such as policies
focused on family and child screening, assessment
guidelines, and protocols, at the very base (22). More
than half of the respondents in this study would wel-
come a change in legislation to allow greater involve-
ment of children, which would set the foundation for
systemic change in our country. Gregg et al. conclude
that perceptions of practitioners, personal attitudes,
perceived organizational support, and skill and
knowledge are more influential than service-based
factors (23). From the available data, we cannot draw
conclusions about which barriers are more influen-
tial; what we ultimately find important anyway is the
need to influence both personal (skill and knowledge,
etc.) and organizational (policy settings, legislation,
reimbursement from insurance companies) bartiers
at the same time, because in both cases professionals
perceived a limitation to providing more care to
COPML.

Concerning experience in working with children,
the training of psychiatrists and clinical psychologists
in the Czech Republic is differentiated (child certifi-
cation is a superstructure after clinical psychology
and specialization in psychiatry), which results in a
very demanding training and contributes to a short-
age of professionals in this area. A shortage of pro-
fessionals was perceived as a problem by 80% of
respondents, and 71% recommended greater cohet-
ence between child-oriented and adult-oriented ser-
vices. Similar systemic barriers have been described
in other countries as well. For example, studies from
Norway and Australia have reported that the lack of
formal procedures, insufficient collaboration be-
tween adult and child services, and time constraints
are common obstacles in addressing the needs of
COPMI (22, 24). In the Czech Republic, the reported
lack of referral options and perceived shortage of
specialists may reflect the demanding qualification
requirements for professionals working with children
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and families, which can limit workforce capacity.
These international comparisons support the rele-
vance of our findings and highlight areas where or-
ganizational improvements and resoutce allocation
may be needed. In this context, the fact that only half
of the respondents said they felt inadequately experi-
enced to work with children still appears to be a fairly
promising result. Psychiatrists and non-parents rated
themselves as significantly less competent in involv-
ing children to patients’ treatment compared to psy-
chologists and parent respondents. Some studies
confirm that professionals are not taught about fam-
ily-focused themes in their curriculum (37, 40). In
this study, three-quarters of professionals expressed
a desire to see the topic included in professional
training and would welcome endorsement for them-
selves. Previous research shows that family/child
training has a positive impact on family-focused
practice; professionals who have received family
training are more likely to access parents' awareness
of their children’s well-being and more likely to
gather information about patients' children (23). Alt-
hough COPMI care is still at a nascent stage in our
country, some programs are already available, such as
Child Talks + (41) or the translated manuals by
Solantaus (42, 43). A structured interview guide enti-
tled "Let's talk about children" can help professionals
with more precise and systematic identification of
children's needs (44).

Limitations

Our study has certain limitations. First, relying on di-
agnostic criteria, such as those from the ICD-10, can
be limiting, as there are alternative definitions of SMI
that may consider factors beyond symptomatology,
such as functional impairment or other criteria. In
this study, we define SMI based on the ICD-10 diag-
nosis rather than functional criteria, as this diagnostic
system is more commonly used in mental health set-
tings in the Czech Republic. One limitation of the
study is the inability to determine the exact percent-
age of respondents who consented to participate.
This is due to the data collection method, which in-
volved approaching both individuals and entire facil-
ities, where the total number of individuals
approached was beyond our control. Another study
limitation was the use of exploratory factor analysis
(EFA), which inherently involves a degree of subjec-
tivity—particularly in decisions about the number of
factors to retain, where the risk of under- or over-
extraction cannot be entirely ruled out. Another of
the constraints of this study was the relatively small
sample size, which did not allow for more detailed
statistical analyses (e.g., between different types of
workplaces). As such, the findings should be inter-
preted as exploratory and indicative, rather than
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broadly generalizable. Selection bias may have oc-
cured due to the self-selection of patticipants, as pro-
fessionals with more positive attitudes toward
working with families or a greater interest in the topic
may have been more likely to participate. In addition,
as with all self-report data, socially desirable respond-
ing cannot be ruled out, although the fully anony-
mous nature of the questionnaire may have helped
reduce this risk. Despite efforts to reach profession-
als across various settings and roles, access to the sur-
vey may have varied. Individuals contacted directly
might have had a higher motivation to respond than
those invited through institutional channels. These
factors could have contributed to an overrepresenta-
tion of more engaged professionals, which may fur-
ther limit the generalizability of the findings.

The use of a non-standardized questionnaire may
also be a limitation, but in our setting, there was no
standardized instrument available to measure the at-
titudes of professionals. Therefore, the results cannot
be quantitatively compared with other studies. One
limitation of the present study is that it did not ex-
plore potential interconnections between the identi-
fied barriers. Future research could benefit from
examining how these factors may influence each
other.

Recommendations for future research and prac-
tice

This research provides the first step for follow-up
studies focused on mapping the needs of families
with a member with SMI in detail and from the per-
spectives of families themselves. Based on our find-
ings, we offer suggestions that could help improve
COPMI care. First, it is important to spread aware-
ness among professionals not only about the risk fac-
tors for COPMI but also about the possibilities of
support for the families. This could be done through
a comprehensive publication or brochure providing
an overview of available support options, not just ed-
ucational materials for families, but also a summary
of organizations providing intervention and support
programs. It would be appropriate to encourage and
increase awareness of existing intervention programs
and develop comprehensive recommendations and
working practices for professionals wishing to in-
crease the involvement of their patients’ children in
their practice. A change in policy and the inclusion of
the issue in the curriculum of professional training
could be adopted as a long-term goal for the future.

Strenghts of the study

This study is the first to examine how mental health
professionals working with adult patients with SMI
in the Czech Republic address the topic of their pa-
tients” minor children. It provides novel insight into
clinical practices, perceived barriers, and professional
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attitudes in a context that has previously received lit-
tle empirical attention. The questionnaire was devel-
oped based on international research and tailored to
the Czech healthcare system. It covered a broad
range of areas including current practice, perceived
bartiers, and recommendations, and was pilot-tested
with professionals from diverse clinical backgrounds.
As such, the study offers a structured and contextu-
ally grounded contribution to the international body
of research on COPMI-related care.

Clinical significance

The significance of the study lies in the fact that it
brings attention to the personal, training-related, and
systemic batriers faced by mental health profession-
als in providing care to COPMI. Given that this is
the first study on COPMI care in the Czech Republic,
it may provide valuable insight into the issue and
make room for further follow-up studies. The results
can complement international research on this topic
and provide a general comparison between countries,
which can be valuable for mutual enrichment. In ad-
dition, the study could help stimulate a discussion
among professionals on this subject and broaden the
perspective on the care of SMI patients and their chil-
dren.

Conclusion

Although most respondents are aware that their pa-
tients have children and recognize the potential risks
for offspring of parents with SMI, they are hindered
by various organizational and systemic barriers that
limit the more frequent implementation of a family-
focused approach. The majority of experts consider
the current system of care for COPMI inadequate.
Over half of the respondents would welcome legisla-
tive changes, and most advocate for more interven-
tion programs and accessible support not only for
COPMI and their parents but also for professionals
working in this area. It is not enough to rely on the
goodwill and isolated efforts of individual profes-
sionals. Without systemic change and stronger em-
phasis on professional education and training, the
needs of these vulnerable children and their families
will remain unmet. The findings of the study can in-
form the design of targeted interventions. Future
programs should address not only the needs of fam-
ilies, but also equip professionals with the tools and
support necessary to implement family-focused care
more effectively. Further qualitative research involv-
ing both professionals and families is needed to
deepen understanding and guide the development of
effective, responsive interventions.
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