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ABSTRACT

Background: Parents with a serious mental illness (SMI), compared to parents
who do not have a mental illness, have a greater likelihood of having contact with child
protective services and afterwards, of experiencing negative outcomes such as loss of
custody. Child protective service (CPS) workers may be able to connect parents with an
SMI with services and resources to help address mental health, parenting, and other
needs. The purpose of this dissertation was to gain a better understanding of factors that
contribute to the provision of services and referrals by the child welfare system for
parents with an SMI.

Aims: The specific aims were as follows: 1) Determine whether child welfare
agencies’ structure, policies, and climate are related to CPS workers providing or
referring parents with an SMI to mental health and parenting services. 2) Determine child
protective service workers” knowledge of and attitudes towards serious mental illness. 3)
Determine child protective service workers’ perceptions about providing or referring
parents with an SMI to mental health and parenting services. 4) Determine whether child
protective service workers’ knowledge, attitudes, and perceptions (as specified in Aims 2
and 3) vary between parents with major depression and parents with schizophrenia.

Methods: Secondary analysis of the second National Survey of Child and
Adolescent Well-Being (NSCAW I1) was conducted to see how child welfare agencies’
structure, policies, and climate are related to workers’ provision of services or referrals to
parents with a serious mental illness. Aims 2-4 were addressed by the development and
dissemination of a survey to child welfare workers. As there are no existing measures of

child welfare workers’ attitudes related to serious mental illness and perceptions around



working with parents with a serious mental, some survey items were adapted from
existing measures and questionnaires. These included measures of mental health stigma
and knowledge given to healthcare professionals. Other survey items were developed
based on existing literature in parental mental illness and child welfare.

Results: For Aim 1, no factors were statistically significantly related to an
agency’s rate of provision of mental health services and referrals. Only percent of the
county in poverty, percent of the county that was White, and an agency having one
caseworker from the beginning to the end of a case were statistically significantly related
to an agency’s rate of provision of parenting skills training services and referrals. The
survey for Aims 2-4 had an overall sample size of 456 participants. For Aim 2,
participants were knowledgeable about both major depression and schizophrenia. They
had relatively low levels of stigmatizing attitudes towards parents with a serious mental
illness although many undervalued the benefits of parenthood for people with an SMI.
For Aim 3, participants identified mental health treatment, emotional support from family
and friends, and practical resources as the three most important needs of parents with an
SMI. Participants rated their capability in supporting parents’ non-mental health needs
more highly than supporting their mental health needs. Participants identified possible
barriers to the provision of services and referrals including caseloads and leadership
support. Participants strongly supported child welfare agencies providing parents with an
SMI with services and referrals.

Conclusion: This dissertation expands our understanding of factors impacting the

provision of services and referrals by the child welfare system to parents with an SMI. It



highlights the importance of workers having the time and resources to work with parents

with an SMI and identifies areas in need of improvement.
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CHAPTER 1
INTRODUCTION

The purpose of this dissertation is to gain a better understanding of factors that
contribute to the provision of services and referrals by the child welfare system for
parents with a serious mental iliness (SMI). The goals of this dissertation are addressed
through a secondary analysis of the National Survey of Child and Adolescent Well-Being
(NSCAW) data and the development of a quantitative survey of child protective service
workers. A better understanding of these factors is needed to protect the rights of parents
with an SMI who come into contact with the child welfare system. The background
chapters of this dissertation will discuss current relevant knowledge and research in the
areas of parental mental illness and child welfare.

Serious mental illnesses, including major depression and schizophrenia, are
defined by the disruption they cause to individuals’ lives.! Yet, people with an SMI are as
likely to be parents as those without a mental illness.? They may experience challenges
such as lower levels of health and wellbeing, lower levels of socioeconomic stability, and
worse social networks compared to parents without a mental illness.®* On top of the
challenges experienced by many people with an SMI, parents with an SMI experience a
unique set of challenges that include a lack of services designed to be responsive to their
parenting and mental health needs at the same time,® stigma from service providers and
within the community,® and fear of loss of custody of their children.’

The intersection of parenthood and SMI can impact both parents and children in
positive and negative ways. Parenthood can be an important part of a parent’s identity
and a powerful motivator for recovery. However, parenting stress may have a negative
impact on a parent’s mental health.® Additionally, while the vast majority of parents with
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an SMI are effective parents,? their experience of symptoms, childhood trauma, and
environmental barriers may impact their parenting competence.'%213 These factors, in
turn, have an effect on children, who are at a higher risk of negative behavioral and health
outcomes compared to children whose parents do not have a mental illness.41> Children
of parents with an SMI are also at a greater risk of childhood maltreatment,*® though this
may also be due to factors other than mental health (e.g., poverty, lack of support) to
which parents with an SMI are disproportionately exposed.

Parents with an SMI are more likely to come into contact with the child welfare
system and afterwards to experience worse outcomes around removal of their children
and reunification.? This can have devastating impacts on parents and their children."8
Parents with an SMI who are involved in the child welfare system may have a need for
mental health treatment,'® parenting skills training,? practical resources,?* and social
support.?? Child protective service (CPS) workers may be able to connect parents with an
SMI with resources to help with these needs. There are many factors at the contextual,
agency, and CPS worker level that impact workers’ ability to provide parents with an
SMI with services and referrals. Factors at the contextual level include policies and
laws,?? the availability of resources,® community stigma,?* and interagency
collaboration.?> Agency factors and the training and capability that CPS workers have in
engaging with parents with an SMI may also have an impact.?® This dissertation will
include an in depth analysis of the impact of these factors on CPS workers’ referral or

service provision behavior.



CHAPTER 2
PARENTAL MENTAL ILLNESS

Parents With a Serious Mental IlIness
Defining Serious Mental IlIness

The DSM-V defines mental illness as a “clinically significant disturbance in an
individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the
psychology, biology, or development processes underlying mental functioning.”! Serious
mental illness (SMI) is a term that often includes major depression, bipolar disorder,
schizophrenia, and related conditions due to the functional challenges that are often
associated with them.! The Substance Abuse and Mental Health Services Administration
(SAMHSA) considers an SMI to be a diagnosable mental health condition that
substantially interferes with major life activities such as work, school, or family life.?

This dissertation will specifically focus on parents with major depression and
schizophrenia. These conditions were chosen as they both fall under the SMI umbrella
but tend to be viewed and treated differently by the general public, and possibly also by
CPS workers.?” Major depression, which can also be referred to as clinical depression, is
defined by SAMHSA as when “people feel that a consistent dark mood is consuming
them.”?® Approximately 21 million or 8.3% of adults in the United States experienced at
least one episode of major depression in 2021, 14.5 million of whom experienced
episodes with severe impairment.?® Schizophrenia is described by the World Health
Organization as “characterized by significant impairments in the way reality is perceived
and changes in behavior related to:” delusions, hallucinations, paranoia, and disordered
thinking.®® The prevalence of schizophrenia and related disorders in the United States is
estimated to be between .25% and .64% of adults.3! Psychosis is another term for these
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symptoms and some research focuses on it as a grouping of symptoms rather than
schizophrenia as a specific diagnosis.®? That research, as well as research on mood or
affective disorders which includes major depression, have been included in the
background sections of this dissertation. While this dissertation focuses on parents with
major depression and schizophrenia, it will also draw on pertinent research on parents
with other SMIs and mental illnesses not within the SMI category.
Prevalence

Different methodological approaches have been used to estimate the prevalence of
parental mental illness, including a sample of those approaches here.33 A national, United
States-based study found that a person with a mental illness is as likely to be a parent as a
person in the general population.? An analysis of the National Survey of Drug Use and
Health estimated that 2.7 million or 3.8% of parents in the United States had an SMI and
12.8 million or 18.2% had any mental illness in the past year.3* Analysis of the same
dataset at a different timepoint found that of those with a SMI, 38% of women and 23%
of men were parents.®> A Norwegian analysis of 107 adult mental health outpatients’ data
found that 40% of patients with affective disorders had children under 18.2* The same
study found that 13% of patients with schizophrenia had children under 18.%! Research
has also found that people with an SMI on average become a parent for the first time at a
younger age than those without a mental illness.? Regardless of their different
methodologies, these findings suggest that parenting is very common among those with

SMLI.



Key Health and Other Issues

The following sections summarize key health and other issues that
disproportionately impact parents with an SMI.
Wellbeing and Health

While many parents with an SMI experience good physical health and general
wellbeing, they are more likely than parents without a mental illness to have poor health
outcomes. An analysis of the National Survey of Drug Use and Health by Luciano et al.
found that 21.5% of parents with an SMI had a substance use disorder and 21.5% were in
fair or poor health. Both of these were at a higher likelihood compared to parents who did
not have a mental illness.® A German national survey of 1,158 parents by Plass-Christl et
al. found that parents with a mental illness had 2.53 times the odds of having a chronic
disease and had 3.86 times the odds of having experienced two or more stressful life
events compared to parents without a mental illness.* Together, these studies suggest that
a significant portion of parents with an SMI experience other challenges to their
wellbeing in addition to their mental health conditions. An analysis by Campbell et al. of
the second Australian national survey of psychosis which included 696 parents with
psychosis, of which the most common diagnosis was schizophrenia, found that just over
50% of parents had normal to mild/somewhat disabled functioning.3? They also found
that approximately 25% of parents had continuous chronic psychosis while the rest of the
sample had single or multiple episodes of psychosis.3? While a complete review of the
literature is not presented here, the reviewed studies suggest that challenges to wellbeing
that parents with an SMI may experience could lead to a need for extra support in

parenting.



Environmental Barriers

Parents with an SMI tend to have lower levels of socioeconomic status and
security compared to parents who do not have a mental illness. Luciano et al. found that,
after adjusting for family size, parents with an SMI were twice as likely to be living in
poverty than parents without a mental illness.® Additionally, compared to parents without
a mental illness, parents with an SMI had low rates of employment, with 43.1% being
fully employed. Multiple studies have found that parents with an SMI had lower levels of
education than those without a mental illness.?32? Financial strain can contribute to poor
mental health outcomes for parents and for their children.'3 It can also increase the risk of
homelessness, exposure to community violence, and lack of employment opportunities.
All of these in turn could affect the resources needed for those with an SMI to parent
effectively.

While parents with an SMI experience lower socioeconomic status than parents
without a mental illness, it is not clear whether they have more access to resources
compared to those with an SMI who are not parents. Luciano et al. found that rates of
employment were higher for those with an SMI who were parents compared to those who
were not parents.® They were also more likely to receive government assistance such as
public assistance, the supplemental nutrition assistance program, or vocational
rehabilitation services.® However, a Canadian study of mothers with a mental illness
found that women with young children were more likely to be experiencing
homelessness, have access to fewer resources, and have greater perceived financial needs
compared to women with a mental illness who had older children or did not have

children.®® It is possible that parenthood increases access to public resources for parents



with an SMI, although it is clear that there remains a gap between the needs of parents
with an SMI and the resources they receive.
Family Issues

Parents with an SMI may not have stable family relationships especially within
their immediate family or household. Luciano et al. found parents with an SMI are more
likely to not be married compared to parents without a mental illness.® Plass-Christl et al.
found that parents with a mental illness had 2.23 times the odds of being a single parent
household.* Campbell et al. found that only 33.8% of fathers and 37.5% of mothers with
psychosis were married or living with a partner.3? When parents with an SMI are living
with a partner, the household dynamics may not be positive. A community based study of
235 parents with children in kindergarten in the United States by Cummings et al. found
that parents with depressive symptoms had higher levels of marital conflict.® People with
a mental illness are more likely to experience intimate partner violence than those
without a mental illness.3” Overall, parents with an SMI may have a lack of social and
structural support from within their households.

Many parents with an SMI do not have custody of their children and may not be
able to see them often. A study of 164 patients at community mental health centers in the
United States found that only 23.2% had any level of custody of their children.38
Additionally, those that did not have custody did not see their children frequently, with
71.1% seeing them less than seven days per month.3 Campbell et al. found that 30.9% of
fathers and 69.9% of mothers with psychosis had at least one of their dependent children
living with them.3? These studies are representative of a wider literature that support the

claim that many parents with an SMI have limited contact with their children. Lack of



contact could have a detrimental effect on the wellbeing of parents with an SMI and their
children.
Systems and Policy Issues

The societal context in which parents with an SMI live is also important to
consider. Systems and policy level factors such as lack of access to healthcare and social
services can affect both parents and children. Many parts of the United States have
limited access to mental health resources.® Health insurance may not cover mental health
services sufficiently (i.e. out of network providers) despite legislation mandating parity
between mental and physical health.*%4* More integrated healthcare systems that are able
to treat parents and children at the same time are able to affect family functioning and
better reach parents with an SMI.4243 However, this is something that a complicated
insurance and which billing system hinders in many cases in the United States.** Parents
with an SMI may have difficulty accessing mental healthcare while navigating these
systems, especially given their frequent socioeconomic challenges.

Social services legislation and policies can benefit families where a parent has an
SMI, but they can also create barriers to families staying together. Legislation such as the
Child Tax Credit helped decrease child poverty by more than 40% between 2020 and
2021 and programs such as Supplemental Nutrition Assistance Program help with food
insecurity for lower income families.*>46 The Family First Prevention and Services Act of
2018 allows child welfare agencies to use Title IV-E funds previously reserved for foster
care-related expenses for prevention services. Among the types of prevention services
offered are mental health and parenting education.*” These pieces of legislation could

support families in which a parent has an SMI and help parents meet their family’s needs.



Legislation can also create systems that are difficult to navigate for parents who have a
mental illness or are directly harmful to them. The Adoption and Safe Families Act
created a timeline for child welfare hearings that is challenging for parents with an SMI
to meet.*® Legislation in 36 states includes mental illness as a reason for termination of a
parent’s rights.*® The effects of child welfare legislation will be discussed further in
Chapter 3.
Experience of Stigma

Parents with an SMI may experience stigma in healthcare and social service
settings. Mental healthcare providers may discourage people with an SMI from becoming
parents or taking an active parenting role once they have children.>%%* A UK survey of
2,026 community psychiatric service users (304 of whom were parents with a mental
illness) found that 22.5% experienced discrimination in social and professional contexts
for starting a family and 28.3% for their parenting role.® A belief that those with a mental
illness should not be parents may still be common within the systems with which parents
with an SMI interact. In a series of qualitative research interviews with mental healthcare
providers in Sweden, providers focused on the negative aspects of parenting with
psychosis. While they noted that parents loved their children, they did not identify any
strengths that parents brought to parenting or that parenting gave those with psychosis.5?
This suggests that mental healthcare providers and other professionals may not take a
strengths-based approach to working with parents with an SMI.

Additionally, when parents with an SMI interact with healthcare systems, they
may be unnecessarily referred to child welfare. An analysis of a longitudinal study of 322

women with an SMI by Hollingsworth found that loss of custody of their children was



associated with the duration and number of hospitalizations.>® This may be indicative of
the effect of the severity or impairment of a mental illness on parenting. However, it has
also been suggested that number of hospitalizations and similar variables that encompass
contact with mental health services is linked to an increase in custody loss because of an
increase in surveillance rather than need.?* A cohort study found that 34.6% of infants
whose mother had a mental illness were reported to CPS within one year of their birth,>*
which is a time of especially frequent contact with the healthcare system. A UK survey of
professionals working with mothers with an SMI found that mental health professionals
rated the risk posed by parental SMI to children higher than the childcare social workers,
who would have more experience of seeing child maltreatment.®® Health professionals
who work with parents with an SMI may report them to child welfare without just cause
due to overestimating the risk to children.

These experiences of stigma, the fear of future stigma, and the fear of being
referred to CPS can prevent parents from utilizing resources. Parents may feel that
providers begin interactions with them with the assumption that they are an unfit parent
and that they are at fault for any problems their children experience.® It has also been
noted that when healthcare providers express stigma towards parents with an SMI, they
discount the power of wanting to be a good parent as a motivator for engaging in
treatment and reaching recovery goals.?° Parents may be reluctant to talk about their
parenting needs for fear of losing custody of their children.?° This may lead to parents
with an SMI not accessing needed services or not fully sharing what their needs are when

they do access them.
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Community stigma can also affect parents with an SMI and their children.
Children of parents with an SMI have reported feeling shame or that their family was
different than others.%® Fear of stigma from the community, including stigma experienced
by children through their school or social network, can cause parents with an SMI to
isolate their families.>” This could prevent parents and their children from forming and
accessing needed social support networks.

Fear of Custody Loss

A primary concern that many parents with an SMI express is fear of losing
custody of their children, both through child protective services (CPS) or through a
challenge from their child’s other parent or family.” Mothers felt increased scrutiny of
their parenting after a psychiatric incident and felt that people questioned their fitness to
be a parent and that their mental illness was used against them.?4%8 Parents have reported
the disclosure of an SMI being used against them in custody cases with the other
parent.85” Analysis of 596 parents with an SMI from a national survey in the United
States found that 39% had experienced a non-CPS related custody challenge. The vast
majority of these parents had also had contact with CPS. Of those with a non-CPS related
custody challenge, 88% had their mental illness brought up in the challenge which was
associated with a 57% increase in the loss or change of custody.>® Parents may be
concerned that receiving mental health treatment could label them as having a mental
illness and then be used against them. This could contribute to parents not accessing

treatment and other services.
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Parenting and Serious Mental Illness
Effects of Parenthood on Mental Health

Despite the aforementioned challenges, parenting can often be a positive presence
in the life of someone with an SMI.8° Parenthood can motivate people to work towards
recovery and many people with an SMI actively want to become parents.? Parents with an
SMI report experiencing the joy of being a parent®"6! and feel that it is very important to
them to continue being a parent to their children.?® Cummings et al. found that parents
with depressive symptoms had similar levels of positive parenting as those without
depressive symptoms.® There is some evidence that interventions that have parenting as a
focus of recovery can improve parent and family outcomes,®? although few treatment
settings currently implement these interventions. Healthcare and service providers may
not take into account the importance of parenting to parents with an SMI.

The act of being a parent may also have tangible benefits to people with an SMI.
Parents with an SMI have reported putting their children’s needs before their own in
ways that might benefit them as well as their children. This has included increased
engagement with mental health treatment and cessation of substance use.?%6%.63 While
some parents with an SMI have difficulty with creating structure for their children,
parents have also reported that having a child has given them structure in their daily
lives.%® Parents have reported that their children gave them something to focus on other
than the symptoms of their mental health condition.?58 Parents may be more involved in
their community because of their children, such as their children’s school or social
activities.%® Thus, parenthood can have a beneficial emotional and practical impact on

those with an SMI.
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However, the experience of parenting can also pose challenges to those with an
SMI including higher levels of parenting stress compared to parents without a mental
illness.®* Cummings et al. found that parents with depressive symptoms had more
parental guilt and anxiety than those without depressive symptoms.® Parents with
psychosis have reported that even minor problems with their children can lead to high
levels of parental anxiety.!! Parents with psychosis may be overly vigilant in protecting
their children from risks that are not based in reality.>? Parents may also feel pressure to
present as a perfect parent to compensate for perceived stigma and the fear that others see
them as unfit, especially in a social welfare context.®® Parents reported feelings of guilt
for time missed during periods of illness or hardships to which they felt their children
were exposed.>°8 Parents also worried about their children feeling that they needed to
take on an undesired caregiving role on their behalf.1157 Their mental health conditions
may make parents with an SMI more prone to high levels of parental anxiety while at the
same time these parental anxieties may impact the mental health of parents with an SMI.
This could create a cycle where each worsens the other.

Parents may also worry about the effect of their mental health treatment on their
parenting capacity. Parents with an SMI have expressed fear that treatment could
interfere with their ability to care for their children.5”:8% For example, parents with
schizophrenia may worry about the side effects of taking antipsychotic medications, such
as changes in movement or sedation, and how they might affect their children or make it
seem to others as though they cannot parent effectively.®® Mental healthcare professionals

may not take these concerns into account when creating a treatment plan for parents. 5667
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This highlights the importance of parents being able to share their unique needs with
healthcare providers.
Effects of Various Factors on Parenting

Despite challenges that they face, most people with an SMI are effective parents.
An analysis of the second Australian national survey of psychosis found that
approximately 75% of participants were assessed (based on self-report and interviewer
inquiry) to have no dysfunction in their quality of childcare in the last year.'® An Irish
study found no differences between children with a parent with schizophrenia and
children whose parents did not have a mental illness in positive and warm feelings
towards their parents and family.%8

Still, parenting among those with an SMI can be affected by several factors: the
experience of symptoms, childhood trauma, and environmental factors. These factors can
impact parenting competence, especially the domains of permissive parenting and
modeling positive behaviors.5%7° Parents with an SMI may have a higher level of
permissive parenting, which can involve not creating structure or setting limits for
children.®® For example, parents with psychosis have reported that a lack of energy, fear
of their own reactions to conflict, or own childhood trauma led them to avoid creating
structure and routines for their children.*x"* However, parenting competence can mediate
the effects of parental mental illness on children.®®° This suggests that parenting
competence and the factors impacting it could be a target of interventions for families in
which a parent has an SMI.

Experience of Symptoms. Parents with an SMI may withdraw from their

children because of symptoms or treatment. Parents with bipolar disorder reported that
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during depressive phases, they had lower energy for parenting and felt that the quality of
care suffered.®® In a qualitative study of 15 parents with psychosis in Sweden, parents
reported that they sometimes found it hard to engage with their children either because of
the experience of depression or delusions and hallucinations.! These symptoms and lack
of energy could lead to permissive parenting as parents lack the energy needed to create
structure.

At other times, parents felt that they withdrew from their children in order to
protect them from seeing their symptoms or because parents feared for their safety.!!
Parents with bipolar disorder reported experiencing symptoms such as sudden crying or
anger in front of their children that they did not want their children to see.®® Parents with
psychosis have reported feeling a need to make a safety plan for their children in cases
where they felt psychosis posed a danger to their children.''53 Additionally, the
hospitalization of a parent for a mental illness can be destabilizing and isolating to
families and can happen at unpredictable times.*%"273 A parent isolating themselves from
their children, or being removed from them because of treatment, could create a
destabilized home environment.

Childhood Trauma. Parents with an SMI may themselves have experienced
adverse childhood experiences (ACEs) such as violence or abuse. Childhood exposure to
ACEs had a strong association to developing psychosis as an adult, with a meta-analysis
showing an overall effect that those with psychosis were 2.78 times more likely to have
experiences ACEs.'? A retrospective cohort study found that exposure to ACEs was
associated with a 2.7 odds ratio for women and a 2.5 odds ratio for men for depression at

one point in someone’s lifetime. Additionally, they found that exposure to more ACEs
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increased the likelihood of depression. These effects were present even after controlling
for growing up with someone with a mental illness.”* Parents with an SMI are more likely
to have grown up in dysfunctional households and to have been exposed to ACEs. This
means they may not have role models for parenting, which could impact their ability to
model positive behaviors for their children. Conversely, a study of 60 mothers with an
SMI found that participants with a positive relationship with their own parents as children
and with their family members as adults had higher levels of parenting competence
themselves,’® emphasizing the importance of those relationships to parents with an SMI.
Environmental factors. Environmental factors may have a large impact on how
effectively parents with an SMI are able to parent. Socioeconomic status impacts families
where parents have an SMI, with family income partially mediating the impact of
parental mental illness on child outcomes.'? Parents with psychosis have reported not
having the financial stability to engage in community participation activities with their
children, which they worried would isolate their children from social connections.!!
Psychosocial support and a lack of substance use were positively associated with the
quality of childcare parents with psychosis were able to provide.'® An ethnographic study
of the experiences of urban low-income African American mothers with an SMI found
that their mental health condition was not a main focus of their lives. Instead, they were
more concerned with family life and providing for their children’s wellbeing in the face
of experiences of violence, poverty, and a lack of social support.®* Thus, environmental
factors may impact the resources parents have to help them parent and have a direct

impact on the wellbeing of parents and children.
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Child Outcomes

Children of parents with an SMI are at a higher risk of poor behavioral and mental
health outcomes.*> A meta-analysis found that by adulthood, children of parents with
an SMI have a 32% chance of developing a SMI and a 53% chance of developing any
mental illness.” Children of parents with an SMI have an increased childhood risk of
internalizing problems (i.e. anxiety, depression, social withdrawal, and somatic problems)
and externalizing problems (i.e. aggression, oppositional behavior, and delinquency).’®7’
A cohort study found that compared to children whose parents did not have a mental
illness, those who did had 13 times the risk of internalized and externalized problems.*
These studies show the possible short-term and long-term negative mental health
outcomes for children of parents with an SMI.

Additionally, given the increased risks to parents with an SMI of having
experienced trauma as children or as adults (through ACEs, community violence, or
intimate partner violence), their children may also experience intergenerational trauma. A
parents’ experience of trauma could be replicated in their children through their
attachment relationship (the psychological connectedness of a child and parent).’®7° Early
childhood attachment security is already thought to be at risk of being negatively
impacted by parental mental illness.'8 The combination of parental mental illness and
intergenerational trauma may be especially detrimental to the mental health of children of
parents with a mental illness.

Children of parents with an SMI are also at risk for poor physical health outcomes
during their childhood. Children of parents with an SMI have higher rates of physical

injury in early childhood than children whose parents do not have a mental illness.8! A
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meta-analysis found that in addition to an increased risk of injuries, they also are at an
increased risk of asthma and poor nutrition.'® These physical health outcomes also could
be related to possible child maltreatment through abuse or neglect.

Child Maltreatment. Children of parents with an SMI have been shown to be at
an increased risk of maltreatment but it is not clear the degree to which that is due to a
parent’s mental illness, or factors affecting parents and families. Child abuse and neglect
do not come from one single factor and it is difficult to delineate a single cause.'®
Multiple studies, including a meta-analysis of risk factors for child neglect, have found
that parental mental illness was a strong predictor of child neglect or abuse.*6:82:83
However, the meta-analysis also noted multiple other factors that are also predictive of
child neglect such as a parent’s history of child abuse, low family socioeconomic status,
and being a single parent.’® A German nationally representative study of 2,531 children
found that children of parents with a mental illness were at an increased risk of adverse
childhood experiences. The risk of maltreatment was 5 to 5.6 times higher compared to
children of parents without a mental illness, with the risk of emotional abuse increasing
the most.8* However, this study did not control for other factors commonly associated
with child maltreatment such as family composition, intimate partner violence, and
socioeconomic need which are also experienced by parents with an SMI at a high
rate.’684 Additionally, a study found that parents with treated SMI had the same risk of
violence towards their children as other parents in the community.8 The treatment status
of parents is something other studies did not take into account.

Studies have examined the relationship between specific mental health diagnoses

and child maltreatment. However, it has been noted that there are relatively few studies of
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parents with schizophrenia or psychosis and the connection to child maltreatment is
under-researched.® Studies of parents with depression have shown a limited connection
to child maltreatment. Studies have suggested that paternal depression is associated with
an increased risk of physical punishment or abuse but the magnitude of the association is
not clear and some studies considered paternal depression in isolation.®® For mothers who
had contact with CPS but retained custody of their children, a recurrence or first episode
of depression was associated with a small increase in psychologically aggressive acts that
was slightly decreased after controlling for household composition, intimate partner
violence, and socioeconomic status. A recurrence or first episode of depression was not
statistically significantly associated with physical abuse or neglect.®’

Methodological issues with examining the association between parental mental
illness and child maltreatment have been noted. Abuse is not always measured directly,
but instead with variables like substantiation of a report of abuse or a self-report
measure.8287.8 Both of these have the potential to introduce bias. Additionally, studies do
not typically record or have access to which parent or if a parent was responsible for the
maltreatment.?° This may be especially relevant given the increased risk of interpersonal
violence to parents with an SM1.%°

Collectively, findings from studies of child outcomes underscore the need to
provide additional support to parents with an SMI. By addressing the diverse needs of
parents and further improving their capacity to effectively parent, child rights related to

safety and to receiving caregiving and support for their own development may be upheld.
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Current Challenges and Trends in Addressing Parental Mental IlIness
Challenge of Identification

One pressing issue in the field of parental mental illness is identifying families
where a parent has an SM1.%%92 Current efforts have focused on training mental
healthcare providers to ask about whether their patients have children including
legislation in Norway that requires healthcare providers to do so.°>%3 However, even with
this legislation and other organizational level mandates, identification of children has
been limited.®* The provision of services to families after identification has been even
more limited, showing that identification without further training or intervention is not
sufficient to connect families with services.®* Not being able to identify families where a
parent has an SMI means that these families may not be accessing resources that could
improve outcomes for parents and children. This includes interventions that have been
designed specifically for families where a parent has an SMI.
Interventions

Interventions for parents with an SMI and for their children have been developed.
Many interventions focus on either the parent with an SMI or their child, such as
parenting classes or support groups for children.®>%27 These individual-level
interventions have generally been successful in improving outcomes such as parent
knowledge and child coping skills.?>% However, they may be less successful at
improving outcomes related to family functioning.%%® A growing number of
interventions focus on the whole family in order to target family functioning as well as
the needs of parents and children.%%1% These interventions, such as the Family Talk

program that was developed by Beardslee et al%! in Boston and has been implemented in
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multiple countries and settings, have shown positive results in improving long term
outcomes for parents with an SMI and their children including mental health symptoms,
social support, and family functioning.102103.104

Additionally, interventions for mental healthcare providers have been developed.
These can increase providers’ self-efficacy in addressing the parenting needs of their
patients.19019 For example, training practitioners to use family focused practices that aim
to treat the whole family (instead of just the individual) within an adult psychiatric
setting.®® Interventions have also been developed to be delivered by healthcare providers
for parents with an SMI and their families.1% These interventions show that programs
exist to help support parents with a mental illness and their families. They also could be
examples of the kind of training CPS workers could receive to better support parents with
an SML.
Limited Access to Services

Despite the existence of these interventions, parents with an SMI frequently do
not have access to healthcare and social services that are able to meet their mental health
and parenting needs at the same time.® Parents with an SMI have reported feeling that
they are not getting the support they need from social and healthcare services.®
Interagency collaboration between adult mental health services and child welfare services
is limited.?>197 Further, many adult mental health practitioners report not having the
competencies to address parenting needs and some do not view parenting as something
they should have to address with patients.>11% Healthcare and social service workers
have reported a need for specialized services for parents with an SMI. They noted that

parents with an SMI are often offered just psychological interventions when more

21



comprehensive and multifaceted services would be more beneficial.®> These studies
highlight the importance of understanding how healthcare and social service systems
perceive their ability to and role in working with parents with an SMI.
Specific Diagnoses

Finally, parents with an SMI are often treated as a homogenous group. Most
research within the field of parental mental illness has focused on depression.% Those
findings and interventions have been largely extrapolated to other conditions.%6:110 While
there are cross-condition needs such as social, financial, and parenting support there is
also evidence that risks to children and the experiences of parents are different for
different diagnoses.'*! It is therefore important to include parents with various SMls in
research going forward to understand the impact and need of a broad range of
diagnoses.1® This is particularly true given disparate outcomes experienced by parents
with major depression compared to schizophrenia in a child welfare setting,'*? which will
be discussed further in Chapter 3.
Application to Current Study

This dissertation seeks to contribute to the literature around these current
challenges in addressing parental mental illness. While efforts to increase the
identification of parents with an SMI have mainly focused on adult mental healthcare
settings, it is also possible that CPS workers could identify parents with mental health
needs. They then might be able to connect them with interventions and services designed
for parents with an SMI. Additionally, they could be trained directly in interventions for
parents such as the ones that have been designed for adult mental healthcare providers.

This study also seeks to better understand the child welfare systems’ current ability to
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work with parents with an SMI, specifically parents with major depression and

schizophrenia.
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CHAPTER 3
CHILD PROTECTICE SERVICES

The primary goals of the child welfare system are to ensure the well-being of
children and to make their homes safe so that they can remain or return there whenever
possible. The child welfare system is composed of a network of public and private
agencies that differ from state to state. State or county public agencies may contract
private agencies to provide families with services such as in-home family preservation
services, voluntary on-going services, mental health treatment, parenting skills training,
and financial assistance.!3

Child welfare agencies are charged with processing reports of child maltreatment,
which is usually a form of abuse or neglect. Maltreatment is not always directly
perpetrated by a parent and includes harm by other caregivers or harm that a parent did
not prevent. Reports of child maltreatment are most often made by mandatory reporters,
professionals who are required by the state to report possible maltreatment, which can
include healthcare providers.!!3

CPS workers evaluate reports of child maltreatment, and, if there is enough
evidence, investigate these reports. Investigation includes speaking with the child, family,
and others who may have information pertaining to the report. Reports are then
substantiated, in which case it is determined that child maltreatment did occur, or
unsubstantiated. If a case is substantiated, the child’s immediate and ongoing safety is
assessed. CPS workers will decide if the child should be removed from the home and be
placed in kin (family member) care or foster care. If a child is placed out of the home, a
permanency plan is developed, and a permanency hearing must happen within 12
months. 3

24



CPS workers determine what services a family needs to prevent maltreatment
from happening again, and, in cases when the child is placed out of the home, to make
reunification possible. The stated goal of the child welfare system is the successful
reunification of families.?® Services can be voluntary, or, if turned down by families and
child welfare feels they are needed, court mandated. If reunification is not successful,
CPS workers find a permanent arrangement for the child, which can include the
termination of parental rights.113114
Framework for Parents with Disabilities Involved in Child Welfare

Within the child welfare system described above, parents with an SMI experience
worse outcomes than parents who do not have a mental illness.? Powell et al. have
proposed a conceptual framework for understanding the factors that impact inequities
experienced by parents with disabilities, including SMI, who have contact with the child
welfare system.!'®> See Figure 1. In their framework, factors at the contextual,

institutional, and individual level influence outcomes for parents with disabilities.

Contextual-level Institutional-level Individual-level
Agency-Systemic Parent and Family Inequities
Characteristics
* Institutional ableism
* Training for staff about Disability type *  Overrepresentation
St within the child
* State and federal welfare system
laws and policies sability community i * High rates of
+  Societal attitudes * Accessibility ' termination of
*  Availability of formal * Parenting assessments Interactions with the Child parental rights
services and supports Welfare System * Inadequate

Human Decision-Making services and
= Prior involvement supports
+ Bias +  Out-of-home placement *  Denial of services

* Lack of disability-cultural and supports
competence and humility

* Inconsistent decision-
making

Figure 1. From: “Child welfare system inequities experienced by disabled parents:
towards a conceptual framework.”'%®
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The contextual level, pertaining to the environment in which child welfare
agencies and families exist, includes state and federal laws and policies, availability of
services and supports, and societal attitudes. For example, almost two-thirds of states in
the United States include disability as grounds for the termination of parental rights.6
On the other hand, the existence of needed services and supports could be protective for
families in which a parent has a disability.t’

The institutional level includes the agency-systemic domain and the human
decision-making domain and describes characteristics of the child welfare system,
agency, and CPS workers. The agency-systemic domain includes institutional ableism,
training for staff, accessibility, and assessments of parents. For example, institutional
ableism could mean agencies not having policies about how to work with parents with a
disability.*® This, combined with a lack of training for staff, could lead towards parents
being overlooked or having their capacity to parent underestimated.'*® The human
decision-making domain includes CPS workers’ bias, disability-cultural competence, and
inconsistent decision-making, where bias could lead to CPS workers using different
criteria to assess the abilities of parents with a disability .1

The individual level includes the characteristics of parents and families such as
disability type, sociodemographic characteristics, and supports. All these contextual,
institutional, and individual level factors combine to impact the inequities experienced by
parents with a disability including overrepresentation within child welfare and inadequate
provision of services and referrals.**® This chapter will be structured based on the

framework by Powell et al. The characteristics and needs of families in which a parent
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has an SMI will be discussed. This section will be followed by a description of the
contextual level and then the institutional levels impacting parents and families.
Parents With an SMI Who Have Contact With CPS

Parents with an SMI are overrepresented in the child welfare system. While rates
of parenthood are similar between those who have a mental illness and those who do not,
an analysis of a United States-based national survey by Kaplan et al. found that parents
with a mental illness are approximately eight times more likely to have contact with
CPS.2 This overrepresentation exists even after controlling for environmental factors. An
analysis by O’Donnell et al. of an Australian retrospective cohort study of 404,022
children, of whom 74,888 had a mother with a mental health condition, found that after
controlling for environmental factors such as socioeconomic status and intimate partner
violence, mothers with schizophrenia had 2.28 times the risk and mother with depression
had 1.79 times the risk of contact with CPS compared to mothers without a mental
illness.®°

In addition to comparative risk, different studies have estimated the total percent
of parents with an SMI who have contact with CPS, which is higher for parents with
schizophrenia than depression. O’Donnell et al. found that for women with a mental
health diagnosis prior to CPS contact, 8% of mothers with schizophrenia had contact with
CPS and 6.3% of mothers with depression had contact with CPS.8% A Norwegian analysis
of 107 adult mental health outpatient clinics’ data examined referrals for children of
parents with an SMI to services, the most common of which was child welfare services.?
They found that 39% of children of parents with schizophrenia were referred to services

and 29% of children of parents with affective disorders were referred.?* While the
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majority of parents with an SMI do not have contact with the child welfare system, their
overrepresentation compared to parents without a mental illness is clear.

Once parents with an SMI have contact with the child welfare system, they
experience significantly worse outcomes than parents without a mental illness. Kaplan et
al. found that parents with a mental illness were approximately 3.8 times more likely to
receive in-home child welfare services and 3.18 times more likely to have a change in
living arrangement compared to parents without a mental illness.? An analysis of San
Francisco child welfare data found that CPS workers were more than twice as likely to
determine that children were not safe when a parent had a mental illness.''® An analysis
of parents whose children were removed because of their parent’s disability, including a
psychiatric disability, found that the odds of them being discharged to their parents was
32% lower than children without a record of a parent’s disability as a reason for removal.
For those children, 22.7% were discharged to their parents and 21.5% had their parent’s
rights terminated.!4

Additionally, outcomes for parents with schizophrenia appear to be worse than
outcomes for parents with major depression. A study by Nevriana et al. of Swedish
national registers that included 1,246,463 children found that, after controlling for
socioeconomic factors, parents with nonaffective psychotic disorders were 3.68 times as
likely to have their children placed out of the home compared to parents without a mental
ilness. While parents with depressive disorders were 2.98 times as likely to have their
children placed out of the home.'*? A Danish prospective cohort study found that a
parent’s diagnosis of schizophrenia was associated with the highest risk of children being

placed in care at some point in their childhood. Approximately 40% of mothers with
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schizophrenia and 20% of fathers had children placed in care.?® Approximately 14% of
mothers with depression and 11% of fathers had children placed in care.'?

Parents with an SMI who come from racial and ethnic minority background are at
further risk for disparities in child welfare involvement. Non-White parents with an SMI
were more likely have contact with CPS.1%! This is consistent with research on racial and
ethnic disparities for non-White families and child welfare.*?> Once they have contact
with CPS, Black families are more likely to be referred to services than White families.'>
An analysis of Los Angeles County child welfare data found that Hispanic families were
more likely than White families to be referred to psychosocial support including
parenting classes.'>* However, these disparities may be accounted for by socioeconomic
and health related factors.*??

Contact with child welfare, and especially the loss of custody of their children,
can be damaging to parents with an SMI. Being separated from their children can worsen
mental health outcomes and create feelings of guilt and shame.”:125126 Mothers with an
SMI have spoken about the devastation they feel with custody loss of their children and
how it damages their identity as parents.®® Mothers with an SMI have also expressed
worry about their children who were in foster care, fearing for the quality of their care
and the stability of their lives.'?’

While children are ostensibly removed from their homes for their safety, this can
have unintended negative consequences for them as well. For children of parents with an
SMI, being separated from their parents may increase their risk of affective mental health
conditions.'® Additionally, children of parents with an SMI do not report wanting to be

separated from their parents, but instead want to understand their illness better and have a
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role in supporting them.*?® In general, children in the foster care system have worse
education, income, housing, and health outcomes compared to children who remain with
their parents.?° For children who are on the margin of being placed in protective care,
remaining at home with their family of origin may lead to better outcomes.*3°

In summary, there are a relatively high number of parents with an SMI who have
contact with child welfare compared to parents without an SMI. They have an additional
risk of their children being placed out of the home and possibly losing custody of their
children. Given this and the negative outcomes this can cause for parents and children, it
is crucial for child welfare to address the needs of these parents.
Parent Characteristics and Needs
Mental Health Treatment

Parents with an SMI have identified mental health treatment as a possible need. In
qualitative interviews with parents with an SMI who experienced legal challenges to
custody of their children, Powell et al. found that parents identified the importance of
responsive mental healthcare. Some participants felt that their mental healthcare
providers were their strongest supporters and took pride in their focus on recovery. In
addition to psychiatrists and therapists, they identified peer support specialists and case
managers as important providers.'® Parents have also described court proceedings over
custody of their children as causing a deterioration in their mental health and needing
additional mental health services to support them at a time of heighten stress.*!

Professionals who work with parents with an SMI have also identified mental
health treatment as a need. A UK survey by Penhale et al. that included child-care social

workers that asked workers to list what they thought to be the three most important needs
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of mothers with an SMI, found that approximately two thirds listed resources for mental
health treatment including therapy and medication. Although, when they interviewed
mothers themselves, they were less likely to cite formal mental health treatment as a
need.%

There is some quantitative evidence that parents with an SMI receiving mental
health treatment could be protective against negative child welfare related outcomes. A
United States study found that parents with an SMI who did not have contact with CPS
were more likely to have taken prescribed psychiatric medication compared to parents
who had contact with CPS.*2 An analysis of NSCAW data found that parents with
depression who received mental health services were less likely to have their children
placed out of the home than parents with depression who did not received mental health
services.’® It is possible that mental health treatment helps parents regulate their
symptoms and improves parenting competencies. However, it is also possible that CPS
workers have more favorable perceptions of parents receiving mental health treatment or
those who follow their case plan.

Mental health treatment can improve symptoms for parents with major depression
or schizophrenia. There are a range of evidence-based practices to treat mental illness
available, including those found at SAMHSA’s Evidence-Based Practices Resource
Center.133134 While not widespread, mental health treatment settings may offer individual
interventions for parents with an SMI and programs that include the whole family.*%
Interventions for parents with an SMI include ParentingWell, which encourages the
discussion of parenting and family experiences as an everyday part of mental health

treatment.'3¢ Programs that are set within adult mental health services, but that include
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the whole family, such as Family Talk, have been shown to improve parent and family
wellbeing.102101
Parenting Skills Training

Parents with an SMI who have contact with child welfare may benefit from
parenting skills training. Parents with an SMI have themselves reported wanting training
on parenting skills.?° For example, they have reported wanting guidance on how to create
a supportive but structured environment for their children and reported a need for family
and community support in maintaining routines.'* Additionally, there is evidence that for
parents experiencing general depression who are involved in child welfare, parenting
training programs may reduce depression and stress.**” Improving parenting skills may
also be protective against further contact with CPS. Poor parenting skills have been
associated with a higher rate of children re-entering foster care.'®

There are also effective programs for parents with an SMI to improve their
parenting skills. An evaluation of the Mental Health Positive Parenting Program, which
was a 10-week intervention that included parenting skills training and home visits, found
that it improved parental discipline (i.e., laxness, over-reactivity, verbosity) and parent-
reported child behavior.'3® An evaluation of an online educational and peer support
intervention to improve parenting skills of mothers with an SMI found that there was a
long-term reduction in parental stress.4
Practical Resources

Parents with an SMI are more likely to have contact with child welfare if they
have unmet financial and practical needs. Children of a parent with an SMI were more

likely to be referred to services if their parents had a low level of education, did not have
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a paying job, and/or did not own their home.?:12° O’Donnell et al. found that for mothers
with a mental health condition, those with CPS contact lived in areas with higher levels
of socioeconomic disadvantage.®® Parents with an SMI with CPS contact reported higher
levels of need in housing and transportation compared to parents with an SMI without
CPS contact.*?! These differences suggest that parents with an SMI who have contact
with child welfare would benefit from practical resources.

Socioeconomic factors may also impact outcomes for parents with an SMI once
they have contact with child welfare. Nevriana et al. found that controlling for
socioeconomic factors greatly reduced the hazard ratio of parents with an SMI for their
children being placed out of the home. For parents with nonaffective psychotic disorders
it was reduced from 11.19 to 3.68 and for parents with depressive disorders it was
reduced from 6.20 to 2.98.112 Similarly, Hollingsworth found that women with an SMI
were less likely to have a history of custody loss if their income was above the poverty
line, and had multiple people who could offer support in the form of child care.>® An
analysis of accompanying qualitative data found that mothers frequently reported
financial problems occurring at the same time as losing custody of their children.>3 In an
analysis of CPS data from San Francisco, 30% of the disparity in safety ratings between
parents with and without a mental illness was explained by failure to meet a child’s
immediate needs,'*® which could be attributed to a lack of practical resources. These
findings suggest that improving parents’ practical resources could improve their
outcomes or prevent loss of custody.

Parents with an SMI have also reported that they need practical resources to

support themselves and their children to combat the chronic deprivation they
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experience.!® Parents noted that if they did not have practical resources, they might not
see their children even for visits. If they lost their housing and were not able to get
services from shelters, there was not a way for other services such as mental healthcare
and their legal representation to contact them. CPS workers also have reported that
parents with an SMI need practical resources. Penhale et al. found that approximately two
thirds of professionals listed resources that fell into a category of supporting and
maintaining parenting. Reponses that fell into this category included practical support
such as financial support or childcare.®

Indeed, there is evidence that suggests that parents who receive practical resource
services or referrals from their CPS worker have better outcomes after contact with child
welfare. In general, practical stability, such as having stable housing and financial
support has been shown to be important for reunification of parents with children.?2141An
analysis of NSCAW data found that parents with CPS contact who received housing and
cash assistance had higher rates of reunification.'4> Programs to support connecting
parents with these resources include wraparound services where multiple agencies work
together to address the needs of families.** These programs exist in the child welfare
system and have been suggested to improve outcomes for families in which a parent has
an SMI,143144 although putting them into practice may be challenging.14
Support From Friends and Family

There is evidence that suggests that support from family and friends is protective
for families in which a parent has an SMI. Parents with an SMI who had contact with
CPS reported experiencing less love and acceptance than parents with an SMI who did

not have contact with CPS, which could be linked to attachment relationships.'?! A
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Norwegian study found that children were more likely to be referred to services,
including child welfare services, if their parents lived alone without other adults or had a
poor or very poor network of friends.?! For parents who do have contact with child
welfare, higher levels of formal and informal social support have been associated with
higher rates of reunification.?? Higher levels of social support was also found to be
associated with engagement in mental health services for parents with an SMI who were
involved with child welfare.!4

Parents with an SMI have also identified emotional support from friends and
family as a need. In qualitative interviews with parents with an SMI who experienced
legal challenges to custody of their children, Powell et al. found that parents reported that
their family and friends provided an important support network. They provided emotional
support that parents needed during the stressful experience of a challenge to their
custody. Those that did not have a strong social network, which some parents attributed
to their SMI, identified social isolation as creating an unmet need.® Child welfare
workers may also believe that emotional support is important to parents with an SMI.
Penhale et al. found that just over half of professionals identified emotional support,
including from family and friends, as an important need of mothers with an SMI.»

Support from family and friends can also increase access to more tangible
supports. Parents with an SMI have reported the importance of having family or friends
who can help with their children if they have a mental health crisis or are hospitalized.%’
Hollingsworth found that mothers with an SMI were less likely to have a history of

custody loss if they had multiple people who could offer support in the form of child
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care.” Parents with an SMI also reported that getting assistance with practical chores and
daily tasks allowed them to parent better.*®

However, support from friends and family is not always simple or clearly
positive. Some mothers with an SMI have reported feeling like their families undermined
them as parents by treating them as children and taking parenting responsibilities away
from them.®® Family of mothers with an SMI described how child welfare policies could
complicate their relationships with the mother while they were caring for her children,
setting them up on different sides of a conflict.??” It may be that some parents with an
SMI need to be connected to other community resources that could provide them with
emotional support in place of family. For example, communities such as support groups
or religious groups could fill that role for a parent with an SMI.
Factors Impacting Service Provision
Role of CPS in Provision of Services

Parents with an SMI who have contact with child welfare have many unmet needs
including the need for mental health treatment, parenting skills training, practical
resources, and support from family and friends. In many cases, these unmet needs also
put parents at additional risk of negative outcomes such as the loss of custody of their
children or re-entering the child welfare system. Helping parents meet these needs could
then improve child welfare-related outcomes for families in which a parent has an SMI.
It could also improve more general outcomes for children of parents with an SMI. For
instance, parenting competence and skill, family cohesion, and parent income all mediate
the effect of a parent’s mental illness on their children’s mental health,8%:147.13,148

suggesting that they could be targets for interventions to improve family outcomes.
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CPS workers may be able to connect parents with an SMI with these needed
services. When CPS workers do refer parents with an SMI to mental health services, they
frequently receive treatment. An analysis of the NSCAW found that 77% of parents who
were referred to mental health treatment by CPS, received some level of treatment.4°
However, CPS workers often do not refer parents with an SMI to mental health treatment.
Children of parents with depression are more likely to be referred to mental health
services by CPS than their parents.'® Indeed, parents involved with child welfare may
receive services at a lower rate than the general public despite a higher level of
surveillance.t® However, interventions to increase the referral of children to evidence
based mental health services by CPS workers have shown success.'®015! Similar
interventions could improve CPS workers’ ability to identify and refer parents to mental
health services.

Many parents with an SMI may not have received mental healthcare before their
contact with child welfare. Up to two thirds of people with a mental illness do not receive
treatment for it in the United States.®° One study found that approximately 25% of
parents with a mental illness reported not having a previous mental health diagnosis at the
time of their first contact with CPS.%2! This problem may be attributed in part to difficulty
identifying parents with a mental illness.®1°2 Adult mental health services are the main
point of identification which means that parents who do not come into contact with
services are unlikely to receive a diagnosis and/or mental health interventions. These may
be among the most in need parents, as untreated psychopathology could lead to worse

health outcomes for parents and children.> If CPS workers were able to identify parents
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who had a mental illness, they could provide or refer them to mental health services,
among other services.

Recent legislation supports child welfare agencies’ ability to provide these kinds
of services and referrals to parents with an SMI. The Family First Prevention Services
Act allows jurisdictions to use Title IV-E funds (previously reserved for foster care
services) for maltreatment prevention and family preservation services.*” Programs must
be approved, evidence-based programs and can be in the areas of mental health services,
parenting skills training, and family counseling for families where a child is a “candidate
for foster care.”'® For example, Colorado explicitly lists mental illness in their proposed
definition of families that would be candidates for these services.*>? The requirement that
programs be evidence-based programs has in some cases led to challenges in the
implementation of these services for families.'> This could also be true of programs that
are specific to parents with an SMI. While evidence-based programs that improve
outcomes for families and children exist, they are not wide-spread in the United States
and may not be part of existing prevention services clearinghouses.%3153 However, the
legislation is indicative in a shift in focus of child welfare services towards prevention
and demonstrates the feasibility of child welfare to provide parents with an SMI with
services and referrals.

Contextual Level

Policies and laws. Policies and laws may affect outcomes experienced by parents
with an SMI and whether CPS workers spend time and resources providing them with
services and referrals. The Adoption and Safe Families Act of 1997 determined that

permanency hearings must happen within one year of a child entering foster care.*® This
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creates a time pressure that may not accommodate parents with more complex needs such
as mental illness.?® States must use “reasonable efforts” to avoid separation and promote
reunification. However, some states list mental illness as an “aggravated circumstance”
which excludes it from the “reasonable effort” requirement.*® Additionally, in some
states, parents with a mental disability (including mental illness) can be denied efforts at
reunification and services if they are deemed unable to parent adequately in the near
future.!>* “Predictive neglect,” or the concept that a parental mental illness can be used to
predict child neglect in the future, has also been used to justify not reuniting families.>®
Despite the protection of the rights of parents with SMI under the Americans with
Disabilities Act of 1990, studies have found that child welfare agencies may not provide
the reasonable accommaodations that are required.

Availability of resources. In many areas there is a lack of resources for parents
with an SMI. Those that do exist may not be able to address their mental health and
parenting needs at the same time. CPS workers have noted that there is a lack of mental
health resources to which they can refer parents and that even if services are available,
they may not be responsive to the specific needs of a parent with an SMI.18 These
resources may not have been developed due to a systemic assumption that people with
disabilities are not parents.'*® Parents with an SMI have also reported frustration that they
have not been able to find mental health services that would be responsive to their
parenting needs.*® One reason for this may be a reluctance on the part of mental health
providers to incorporate children into services. Administrators of an adult mental health
service felt that regulations and the possibility of disruption to the care of other program

participants meant that it was not possible to be more inclusive of children in their
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treatment of parents with an SMI.12” Even when adult mental health providers want to
incorporate parenting into treatment, many report not having the competencies to address
parenting needs.511%8

Other services besides mental health treatment may also be difficult to access for
parents with an SMI. For families involved in child welfare, services are often siloed
between children and parents.?>” Parents with an SMI are frequently referred to parenting
resources that are not accommodating to their needs. Child welfare workers noted that
their agencies had practices of referring parents to resources without considering if that
resource was what a parent needed or whether it could accommodate their mental
illness.1® Mothers with an SMI reported that often when practical resources such as
housing were offered to them, these were designed to support them individually rather
than to support the family.?”

Interagency collaboration. Effective interagency collaboration between CPS and
adult mental health services could increase the rate at which CPS workers refer adults
with SMI to mental health services. The Keeping Children and Families Safe Act of 2003
encouraged interagency collaboration between CPS and mental health agencies, but did
not specify any programs or forms of collaboration.>® Previous studies have found that
collaboration improves mental health outcomes for children involved in child welfare.
Previous analyses of the National Survey of Child and Adolescent Wellbeing found that
increased coordination between child welfare and mental health services was associated
with children who needed them receiving mental health services, although not with the
identification of parents with symptoms of depression by CPS workers.5°10 The amount

of interagency collaboration between child welfare agencies and mental health services
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was found to be associated with children involved with child welfare’s use of mental
health services and improvement in their mental health.161:162 It is possible that
interagency collaboration would have the same benefits for parents as for children.

A limited number of international studies have looked at the current state of
interagency collaboration between adult mental health services and child welfare
including in Australia, Canada, and Norway.2>163.164 While adult mental health service
workers and CPS workers were mostly in favor of collaboration, they were not able to
frequently collaborate. An Australian survey by Darlington & Feeney of 232 child
welfare (42% of sample) and mental health workers found that when contact with the
opposite agency did occur, it did not include active collaboration on case management.?®
When workers are able to collaborate, they may not feel supported in doing so by their
agency.'% Possible barriers to collaboration included a lack of institutional resources,
difficulty communicating, and a lack of clarity about the role of the other agency’s
workers.?>163.165 |n one study based in the United States, participants also reported similar
barriers to information sharing between adult mental health services and child welfare.166
A UK survey of professionals who worked with families involved with child welfare in
which a parent has a mental illness found that 43% of child-case social workers and 50%
of child-care family center workers had frequent or constant difficulties in working with
adult psychiatrists. This was the most frequent rate of difficulty any professional group
reported having with adult psychiatrists.6’

Institutional Level
Agency. Agency level factors may impact the provision of services and referrals

to parents with an SMI. Within the child welfare system, there is a growing move away
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from child-centered interventions towards family-centered practices and values.168:169
These strength-based practices focus on the family as the unit of attention and can include
practices like having parents participate in case meetings and planning.1®° It also
encourages treating parents as partners and providing services to address parents’
needs.'%170 Despite this shift in policy and training, CPS workers do not always
prioritize working with parents,*’® which could include not prioritizing the provision of
services and referrals to parents with an SMI. Agency level factors that could impact this
include: 1) an agency’s organizational climate; 2) the timeline created for closing child
welfare cases; 3) procedures used for assessment and referrals; and 4) high caseloads.

A child welfare agency’s structure and climate may influence how CPS workers
work with parents with an SMI. A study of factors that were associated with the
implementation of family-centered practices in child welfare settings in the United States
found that an agency’s culture impacted implementation.*®® Organizational innovation,
flexibility, and outward focus were all aspects of an agency’s culture that were positively
associated with family-centered practices. An Australian training to promote interagency
collaboration which included child welfare agencies found that support from the
organization was related to an increase in family-focused practice.!”* Support from
individual workers may also be important. For example, an evaluation of an Irish
intervention where champions of interagency collaboration were chosen in community
mental health teams and child care teams had a positive effect on communication and
collaboration between teams."2

Child welfare workers described the misalignment of timelines as a barrier to

working with parents with an SMI. The Adoption and Safe Families Act of 1997
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established the goal of having families move through the child welfare system as quickly
as possible to arrive at permanency for children.*'> However, this left insufficient time to
address the complex concerns of families in which a parent had an SMI and help them
connect meaningfully with services that could help them long term. Instead, workers
would “throw services” at parents to see if anything would be useful.1”® This can create a
situation where parents with an SMI are disengaged from services because they are not
able to meet their needs.'?” Parents involved in child welfare have reported feeling that
instead of being there to help them and their families, a case plan was a set of
requirements that they were forced to complete.’

Specific systems and procedures for connecting parents with an SMI to resources
may be important. For example, the use of a standardized mental health needs assessment
was associated with a higher level of identification of parents who had depression by CPS
workers.'>® Child welfare workers report viewing assessment tools as a way to provide
evidence to advocate that parents should be given services they need and provide more
tailored resource recommendations.t”® However, formal assessment tools and procedures
may not always work as intended. Caseload and timeline policies were a significant
barrier in the use of assessment tools. Workers felt that they often did not have time to
use them before making a case plan, or if they did, the results of the assessment had not
been returned before the plan was made.*”® Additionally, assessment tools may seem
coercive or threatening to parents and damage the CPS worker/parent relationship.’
Parents involved in child welfare have reported that some assessment tools do not gather

all of the relevant information and others focus on their weaknesses instead of on their
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strengths.” The use of assessment tools without taking into account their quality and
sensitivity to parents may not lead to more provision of services and referrals.

Similarly, systems and procedures that outline specific actions CPS workers need
to take in collaborations to support the needs of parents with an SMI may be useful.
Darlington and Feeney found that a barrier to collaboration was a lack of clear systems or
procedures for actions like warm referrals.'®> A program focused on increasing
collaboration between child welfare and mental health agencies in Los Angeles County
improved collaboration to meet the needs of children by creating a detailed model that
included assessment tools created specifically for child welfare workers, clear guidelines
for screening and making referrals, and an established continuum of care for children.*5!
The LA County program highlights the importance of formal procedures for assessment
and referral that are specifically designed for the population of interest.

High caseloads can lead to poor outcomes for parents and CPS workers. High
caseloads can lead to burnout and poor mental health as well as CPS workers leaving
their jobs or disengaging from their work.176177.178 High caseloads have also been shown
to be associated with worse reunification efforts.?? Child welfare workers described high
caseloads as a reason they were not able to connect parents with a disability to
resources.™8 Inversely, a lower worker caseload was associated with a higher level of
identification of parents who had depression.'>°® From the parent perspective, parents have
reported that working with many different caseworkers over the course of a single case
means that no one understands the entirety of their case. It can also lead to different CPS
workers giving them contradictory advice or options related to services, making it

difficult for them to complete their case plan.t’®
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Training. CPS workers may have several training needs that may influence their
provision of services and referrals. First, they may need additional training in identifying
SMI. In a survey of nationally representative data, CPS workers only identified the
mental health needs of 38% of caregivers with depressive symptoms,**® indicating that
more training in when to assess parents for mental health concerns may be needed.
Second, despite direct referral strategies (e.g., assistance with making appointments)
being more likely to lead to parents receiving mental health services, CPS workers are
more likely to make informational referrals to mental health services by mentioning
treatment.*® This suggests that training may also be needed in the best ways to help
parents with an SMI connect with services.

These findings related to training needs are consistent with CPS workers’ own
desire for more training on how work with parents with an SM1.2565173.17® Training on
how to connect parents with an SMI with appropriate resources has been highlighted as
especially important to CPS workers.%® CPS workers reported a lack of training on how to
work with parents with a disability, including an SMI, as well as a lack of knowledge
about disabled parents’ legal rights.*!8

Additionally, caseloads rising and retention of CPS workers becoming more
difficult has led to a “de-professionalization” of the CPS workforce, wherein fewer
workers have degrees in social work or related training.? This makes CPS workers less
likely to have the experience or training to assess parents’ mental health in the short
amount of time they may have available to work with them.?® An analysis of the NSCAW

found that CPS workers with social work training had higher rates of identifying parents

45



with symptoms of depression.*>® This finding bolsters the importance of training,
especially for complex situations such as parental mental illness.
Worker Level.

The development of a positive working relationship between CPS workers and
parents with an SMI may be very important to the provision of services and referrals.
Further, studies have found that the building of a good working relationship with parents
by CPS workers can lead to better outcomes.*’* This includes higher rates of reunification
of parents with children.?218 Parents with disabilities also described the importance of
CPS workers who would work with them collaboratively, listen to them, and connect
them with services that they actively wanted.'® Many CPS workers support working with
parents with an SMI and the inclusion of and collaboration with parents is the gold
standard within child welfare practices.1°7.168

CPS workers’ knowledge of mental illness, attitudes towards parents with an
SMI, and perceptions of their role may impact how they work with parents with an SMI.
Parents have reported that the development of a positive relationship with a CPS worker
depends on CPS workers’ respect, interpersonal skills, and ability to collaborate with
parents.175181.182 High caseloads and a push to have children’s cases resolved as quickly
as possible mean that CPS workers may not have much time to spend with each family
with whom they work.?317% CPS workers may deprioritize activities they see as being
outside of their core role such as engaging parents who do not want to work with them or
providing parents with complex needs services.!’® A CPS worker’s primary concern is

typically seen as being the safety of the child.'® A UK survey that included child-care
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social workers found that only 29% believed that advocating for mothers with an SMI
was part of their role.84

It is possible that CPS workers hold biased attitudes towards parents with an SMI.
Parents have reported feeling that once a CPS worker knew they had a disability, they
assumed that they were bad parents and their goal became about proving that, rather than
supporting the parent and family. Child welfare workers agreed that the system did not
regard people with disabilities as being able to parent.1*® CPS workers have reported that
it can be especially hard to build a relationship with parents with an SMI where the parent
believes that they are approaching them with the assumption that they are not a fit parent,
in part because of their mental health condition.!”® While acknowledging parents’ mental
health complexities, child welfare workers reported feeling that they did not know how to
“make” them access resources or overcome what workers saw as parents having “given
up.”t"™ A UK survey that included child care social workers found that only 38% felt that
they were able to offer mothers with an SMI adequate opportunities for workers to
engage in active listening.184
State of Research
The National Survey of Child and Adolescent Well-Being (NSCAW)

The National Survey of Child and Adolescent Well-Being (NSCAW) is a national
survey that has been used to analyze mental health related variables for both parents and
children involved in the child welfare system. It enables the use of agency, caseworker,
and family level variables based on surveys and interviews of agency directors,

caseworkers, families, children, and others.18>
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Identification of parents with symptoms of depression has been used as an
outcome of interest. This was made possible due to the inclusion of the Composite
International Diagnostic Interview Short-Form as part of the survey given to parents. As
referenced throughout this chapter, Chuang et al. used data from the NSCAW Il to
examine predictors at the agency, caseworker, and case level of CPS worker
identification of symptoms of depression.'>® McCrae et al. used data from the first wave
to examine ways of screening for mental health concerns.® Caregiver depression has
also been used as an independent variable. Burns et al. used longitudinal data from the
first wave to look at caregiver depression, their use of mental health services, and
outcomes for children.*®2 Conron et al. also used data from the first wave to examine the
relationship between maternal depression and child maltreatment.?” Caregiver depression
was also used as an independent variable in analysis of the second wave of the
NSCAW.187.188.189 These studies demonstrated different ways that NSCAW data could be
used to examine parental and caregiver depression.

Multiple studies have used NSCAW data to examine the provision of services or
referrals. Bunger et al. examined referral strategies used by CPS workers for
caregivers.'*® Thompson et al. examined multi-level predictors of referrals for children in
the child welfare system with wave two data.'*® Fong et al. examined specifically
referrals for children to mental health services.*6! Cheng and Li examined the relationship
between receipt of services and reunification and other outcomes.'#? Font used NSCAW
Il data to compare service referral patterns for Black and White families.*?® Agency-level

factors that these studies found to be predictors of the provision of services or referrals
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have been included in this study so that they can be assessed with a different population
(parents with symptoms of depression).

Agency level data that came from interviews with child welfare agency directors
has been used in multiple studies.146:159.1%0 This included interagency collaboration
between child welfare agencies and mental health services. Bai et al. used data from the
first wave to analyze collaboration between child welfare agencies and mental health
services and its association with improvement of children’s mental health.'%? Hurlburt et
al. analyzed the relationship between collaboration and children’s use of mental health
services.'® Some agency level factors were taken from interviews with CPS workers as
well. For example, because of its inclusion in the second wave of the NSCAW, Glisson et
al. were able to assess the Organizational Social Context measure in a child welfare
setting.*®* These studies gave insight into how agency-level data could be analyzed.
Previous Survey Research in Child Welfare

Previous survey research has been conducted with child welfare workers on a
range of topics. For example, surveys have examined workers’ attitudes towards
populations they work with,19219 their knowledge of issues related to child welfare, 9419
and their engagement with family-centered practices.6%1% Recruitment strategies have
included partnering directly with state or local child welfare departments, including
surveys as part of an intervention or trainings, and reaching out to many different
organizations to distribute the survey to their network.

Attitudes and Knowledge. Surveys have been conducted with CPS workers on
their attitudes towards working with parents with different needs. In a survey of CPS

workers about parents with an intellectual disability, Proctor & Azar found that CPS
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workers were more likely to think that children of parents with an intellectual disability
were at risk of neglect than parents without an intellectual disability.**” However, they
were more willing to help and reported feeling less angry at the parents with an
intellectual disability. This suggests that even where bias exists, it may not impact CPS
workers’ willingness to support parents with disabilities.

Surveys have also been conducted about CPS workers’ perceived knowledge and
capability in working with parents. In a survey by LaLiberte on working with parents
with intellectual and/or developmental disabilities, CPS workers identified the
importance of knowledge about resources and services that would be appropriate for a
parent and how to refer parents to those resources.'?® In the same study, CPS workers
rated their attitude, skill, and knowledge in working with parents with intellectual and/or
developmental disabilities highly.1% A survey of CPS workers found that they felt that
they understood the impact of trauma on parents and parenting, but were less confident in
the ability of the child welfare system to assess and address parental trauma.*®® Together,
these studies suggest that CPS workers have high levels of perceived knowledge in
working with parents with complex needs, although their actual knowledge was not
assessed.

Recruitment Strategies. A common and relatively effective method of
recruitment of child welfare workers to participate in surveys is formal partnership with a
state or county department of child welfare.?°%20% Even with the support of a state or
county organization, response rates vary widely. For instance, Rittschof and Fortunato
conducted a study on agency leadership, CPS worker burnout, intent to quit where the

state provided the email addresses of all workers in the state.?? They had a response rate
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of 21%. Surveys distributed directly by the state or agency directors to workers may have
higher response rates. Ahn et al. conducted a survey of factors impact implementation of
family-centered practices that was distributed by agency directors and had a response rate
of 46%.1%° A survey of attitudes towards LGBT youth that was distributed through local
Department of Social Services had an even higher response rate of 62%.1% Another study
found that supervisors having CPS workers complete surveys during the work day led to
higher response rates.?%® A study by Hollingsworth that targeted a more specific
population of foster care workers and contacted participants through phone and email had
a lower overall sample size but a response rate of 78%.19

Surveys have also been distributed as part of a wider intervention or training for
CPS workers. For example, Allan et al. examined the impact of worker and agency
characteristics on referrals to family group conferences as part of an intervention.1%
Another survey about workers’ knowledge, attitudes, and communication about sexual
health with youth was distributed to child welfare workers enrolled in a state’s child
welfare training system. That study had a response rate of 50%.1%*

Surveys have also been conducted where recruitment was broader than one state
and researchers reached out to many different organizations to help with recruitment. In
these cases, there was not a way to calculate a response rate as the total number of
potential participants who received the survey was not known. For example, Douglas and
Gushwa asked members of the Child Maltreatment Research Listserv to forward
recruitment materials about their survey on workers’ knowledge of risk factors for child
maltreatment fatalities to workers and supervisors. They also emailed agency

administrators directly. They received 687 responses.*®® Another study of child and adult
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protective service workers created a database of agencies that employed protective
service workers and sent recruitment materials directly to them to distribute. After
completing the survey, participants were asked to forward it to others who might be
interested. Four hundred eighty two workers accessed the survey and 262 completed it.2%
Despite not being able to calculate a response rate, these studies were both successful at
recruiting needed sample sizes through reaching out to many different organizations and
asking contacts to disseminate the survey to their own network.

Conclusion. This dissertation will build on previous quantitative and qualitative
research with CPS workers discussed here and throughout Chapter 3. Previous qualitative
interviews with CPS workers have found that they feel a need for more training on
working with parents with an SM1.55118 While quantitative surveys of CPS workers have
found that they may be confident in their knowledge and capability in working with
parents with different needs.1%"19.19 This dissertation seeks to add to this literature as
well as Powell et al.’s conceptual framework for understanding the factors that impact
inequities experienced by parents with disabilities who have contact with the child
welfare system.> It will fill a gap by investigating the knowledge, attitudes, and
perceived capabilities of CPS workers through a quantitative study about a different
parent group: those with an SMI. To our knowledge, no national, United States study has
done so before. Addressing this gap could lead to a better understanding of the causes of
the negative child welfare related outcomes experienced by parents with an SMI and an

increased ability of child welfare to work with those parents.
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CHAPTER 4
CURRENT STUDY AND SPECIFIC AIMS

Purpose of Study and Specific Aims
Summary of Evidence and Critical Public Health Issue

CPS workers interact with parents with an SMI at a crucial timepoint. Their
interaction could lead to a loss of custody of their children or termination of parental
rights. Conversely, they could connect parents to mental health treatment and parenting
resources, potentially improving mental health outcomes for parents and the home
environment for families. Despite the importance and frequency of their interactions,
little is known about what factors could increase CPS workers’ provision of or referral to
services for parents with an SMI. To our knowledge, no surveys have asked CPS workers
about their perceptions of parents with an SMI and their role in connecting them with
services. Previous research has examined the relationship between child welfare agency
factors and the identification of parents with depression, but not the referral of those
parents to resources. >

Parents with an SMI experience the challenges of being a parent and of having a
mental illness. There are many factors associated with parenting competence and child
maltreatment. Parents with an SMI are more likely than parents who do not have a mental
iliness to be exposed to many of those factors, such as socioeconomic hardship, a lack of
social support and a healthy home environment, adverse childhood experiences and
trauma, and inadequate healthcare and access to social services.®*3".74 Children of parents
with an SMI are at an increased risk of negative psychological and physical outcomes,
including child maltreatment.'41584 These negative outcomes are in large part due to
environmental factors than can be changed.>2%5 Outcomes for both parents and children
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can be improved through interventions that target predictors such as parenting skills,
parent mental health, social support and structural support.13:69202

Parents with an SMI are 8 times more likely to have contact with child protective
services and 3.18 times more likely to have a change in living arrangement than parents
who do not have a mental illness.? While parenting can be a positive force in the life of
someone with an SMI, giving them a sense of purpose and focus outside of their illness,®
loss of custody can have a negative impact on the parent and the child.? Parents with a
mental illness have reported feeling underserved by CPS and CPS workers have reported
needing more training in how to work with parents with an SM1.65207 Despite the
promotion of family centered practices within child welfare, CPS workers may not have
the knowledge, capability, and agency-level support to provide parents with referrals and
services. 23169
Purpose of Study

The purpose of this dissertation is to gain a better understanding of the factors that
contribute to the provision of and referral to services for parents with an SMI by the child
welfare system. The two service types that will be the primary focus of the dissertation
are mental health treatment and parenting skills training. Factors contributing to service
provision or referral will be examined at the community level, child welfare agency level,
and CPS worker level. The specific aims are as follows.
Specific Aims
Aim 1: Determine whether child welfare agencies’ structure, policies, and climate are
related to CPS workers providing or referring parents with an SMI to mental health and

parenting services.
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Research question 1: To what degree are agency-level factors predictive of a child
welfare agency’s rate of providing or referring parents with an SMI to mental
health screening and/or mental health services?
Research question 2: To what degree are agency-level factors predictive of a child
welfare agency’s rate of providing or referring parents with an SMI to parenting
skills training?
Aim 2: Determine child protective service workers’ knowledge of and attitudes towards
serious mental illness.
Research question 1: To what degree are child protective service workers
knowledgeable about mental illness?
Research question 2: To what degree do child protective service workers hold
stigmatizing attitudes towards people with an SMI?
Aim 3: Determine child protective service workers’ perceptions about providing or
referring parents with an SMI to mental health and parenting services.
Research question 1: How do child protective service workers perceive the needs
of parents with a serious mental illness?
Research question 2: What is the extent of child protective service workers’
perceived capability to provide or refer parents with an SMI to services?
Research question 3: To what extent do CPS workers feel that their agency
provides opportunities for them to provide or refer parents with an SMI to
services?
Research question 4: To what degree are child protective service workers

motivated to provide or refer parents with an SMI to services?
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Aim 4 (Exploratory): Determine whether child protective service workers’ knowledge,
attitudes, and perceptions (as specified in Aims 2 and 3) vary between parents with major
depression and parents with schizophrenia.
Theoretical Framework

The Consolidated Framework for Implementation Research (CFIR) is a meta-
theoretical framework that consolidated existing implementation constructs into one
theory to support researchers in developing and understanding implementation.?%® The
CFIR was updated in 2022 to provide a menu of constructs within five domains that can
be selected based on the needs of a specific project.2%? It can be used to understand
general innovations and best practices in addition to formal interventions.?® It is
frequently used in health service research and has been suggested as a theoretical
framework to understand the implementation of interventions and innovations within the
field of child welfare research.?!%21! The CFIR has been previously used in child welfare
research to understand the implementation of new legislation in the United States and
new parenting programs in Australia.*’2%2

The relevant domains for this study are the outer setting, the inner setting, and the
characteristics subdomain within the individuals domain.?®® The inner setting is the
setting where the innovation is implemented. Within child welfare research, the inner
setting could be child welfare agencies. The outer setting is comprised of the settings
within which the inner setting exists such as the local community or state child welfare
system. The individuals are defined by their role, such as delivering the innovation.?%®
Table 1 below describes the relevant constructs within each domain. Their specific

application to this study will be described in the conceptual model below (Figure 2).
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Table 1. The Consolidated Framework for Implementation Research (CFIR)

Domain

Construct

Description

Outer Setting

Local Conditions

Includes economic or
environmental conditions that
affect the delivery of an
innovation.20°

Partnerships & Connections

Encompasses entities such as
referral networks and professional
organization networks.?*°

Policies & Laws

Includes relevant legislations and
regulations but also professional
group guidelines or accreditation
standards.?®

Inner Setting

Structural Characteristics

Within this construct is work
infrastructure that includes
organization of tasks, staffing
levels, and functional support.?®®

Culture

Three domains of agency culture
are climate, culture, and worker
attitudes.*®? Agency climate is how
people perceive their work
environment affecting their stress,
functionality, and engagement.
Agency culture is the made up of
how rigid expectations are, how
proficient work is, and how
resistant workers are to change.
Work attitudes is made up of job
satisfaction and commitment to the
organization.®!

Individual Characteristics

Need

Can include the awareness of
those who are delivering the
innovation of the needs of those
who are receiving the innovation.?*®

Capability

Includes providers’ competence,
knowledge, and skills needed to
deliver an innovation.?

Opportunity

Factors that are outside of the
individual that make their delivery

of an innovation possible or prompt
it.215

Motivation

The internal commitment to
delivering an innovation, ranging
from compliant to enthusiastic.?*¢

Conceptual Model and Justification of Aims

This conceptual model outlines child welfare agency level factors and CPS

worker level factors and their relationship to CPS workers providing or referring parents

with an SMI to services. It is based on the CFIR and incorporates concepts from Powell
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et al.’s conceptual framework to understand child welfare factors that impact parents with
disabilities. The domains of agency outer setting, agency inner setting, as well as the CPS
worker domains of need, capability, opportunity, and motivation were drawn from the
CFIR.?% Their operationalization was guided by the literature review described in
Chapters Two and Three. CPS workers’ knowledge of mental illness and attitudes
towards people with an SMI were included in the model and are consistent with Powell et
al.’s institutional level domain which includes assessment of parents and CPS worker
bias.!'® This is in addition to the CFIR, which encourages the inclusion of relevant
constructs that are not already captured by the CFIR.?%° The purpose of this conceptual
model (Figure 2) is not to test the relationships depicted below, but to be used as a way to
frame Aims 1, 2, and 3 in one project. Aim 1 domains are in green, Aim 2 in blue, and

Aim 3 in orange.

CPS worker knowledge CPS worker perceptions of:
of mental illness
D Need \ Referral to and provision
of services for parents

CPS worker attitudes Capability —> with a mental illness by
towards mental illness CPS workers

Opportunity

Motivation l’
************** e Parent outcomes

Agency Inner domain:

l Agency Outer domain:

Structural Characteristics ‘

‘ Local conditions

‘ Partnerships & Connections

Policies & Laws

Figure 2. Conceptual model
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Providing or Referring to Services

CPS workers are in a position to connect parents with an SMI to services and
resources that they may need. Parents with an SMI who have contact with child welfare
may have unmet needs such as the need for mental health treatment,'2! parenting skills
training,?° support from family and friends,?! and practical resources.> In many cases,
resources to ameliorate some of those needs exist!3®144 and CPS workers could connect
parents with them. These resources may improve outcomes for parents outside of a child
welfare context!3® as well as increase rates of reunification with their children.??142
Reunification is both a goal of the child welfare system and crucial to the wellbeing of
parents and children where it is possible.!860

This study will largely focus on the provision of services and referrals to mental
health treatment and parenting skills. Mental health treatment was chosen because of the
high portion of parents with an SMI who have not accessed mental health treatment
before they have contact with child welfare.'?* The identification of parents with an SMI
is a focus within the parental mental iliness and child welfare literature.®921%° The
provision of mental health treatment resources is a natural step after the identification of
an SMI and could be an important aspect in treating the multidimensional needs of
parents with an SMI from multiple angles. Parenting skills training was chosen in part
because, unlike mental health referrals, CPS workers should be very familiar with the
provision of services or referrals for parenting programs. It is a resource that they
frequently provide parents through services and referrals.*3”-?17 It is also something
parents with an SMI have identified as wanting.?® While it is recognized that parents with

an SMI may need additional services and supports (e.g., structural/practical supports,
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social supports), there was limited availability of pertinent data within the NSCAW
dataset, impeding the ability to empirically evaluate predictors of service provision or
referrals to address these needs. However, these services and supports are a focus of
inquiry within the study survey of CPS workers.
Agency Outer Domain

Local conditions to be assessed as predictors of CPS workers’ provision of
services and referrals in this study include 1) percent of county in poverty; 2) percent of
county that is White; 3) availability of mental health services for adults. These could
impact the level of need of parents with an SMI and the resources available to CPS
workers to make referrals for parents. Parents with an SMI are more than twice as likely
to be living in poverty than parents without a mental illness.? A study also found that
living in an area with higher levels of socioeconomic disadvantage increased risk of
parents with an SMI having contact with child welfare.®° Living in a low-socioeconomic
neighborhood can have negative impacts on mental health,?'8 thereby increasing the need
for mental health services. Non-White parents with an SMI are more likely to have
contact with child welfare,*?* and non-White parents who have contact with child welfare
are more likely to be referred to services.*?*124 The availability of mental health services
for parents could prevent CPS workers from making referrals if needed mental health
services did not exist or were difficult to access.?®

Partnerships and connections to be assessed include: 1) having a system of care in
a county; 2) collaboration with mental health services; 3) the availability of mental health
professionals for investigations. These could impact CPS workers’ ability to provide

services or referrals. A system of care in a county is a partnership between various
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family-oriented services that can provide wraparound services for children involved in
child welfare with complex needs.?!® Previous research on interagency collaboration
between child welfare and mental health agencies has shown how strong partnerships can
increase referrals to mental healthcare for children.'>! The same could be true for referrals
to mental healthcare for parents. The availability of mental health professionals for
investigations could improve the accuracy of identification of parents with an SMI, which
is the first step towards the provision of services and referrals. CPS workers do not have a
high rate of identifying parents with symptoms of depression.*%°

Child welfare policies to be assessed include: 1) agency accreditation by the
Council on Accreditation; 2) having a citizen review board to review practices; 3) if the
agency subcontracted services; 4) annual training requirement. These can have an impact
on how families perceive the quality of child welfare services. Accreditation by an
outside agency and having a citizen review board to review practices are policies that
have increasingly been adopted to attempt to increase accountability and quality of
services provided.??° However, public child welfare agencies have also increasingly
subcontracted services to private agencies.?? It is not clear whether privatization of child
welfare has had a negative impact on outcomes for families.??° However, a study found
that CPS workers at private agencies had higher levels of stigma towards parents with a
mental illness than CPS workers at public agencies.'®® Annual training requirements
could impact CPS workers’ understanding of how to provide or refer parents with an SMI

to services, as it is a self-identified training need.%°
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Agency Inner Domain

A child welfare agency’s culture could either promote working with parents with
an SMI or discourage dedicating resources to the provision of services and referrals for
them, something outside the primary role of child welfare. Organizational culture of child
welfare agencies has been associated with workers’ mental health and wellbeing, which
could impact their ability to provide services and referrals.??! However, it is not clear
what the association between organizational culture and referrals is within child welfare
agencies. Culture has been positively associated with the uptake of family centered
practices in child welfare agencies.*®° It has also been inversely associated with the
referral to family group conferences, where a poor organizational culture was associated
with a higher number referrals.'®® Finally, an analysis of the NSCAW I1 did not find that
it was associated with psychosocial referrals for children involved in the child welfare
system. 2?2

Structural characteristics of child welfare agencies to be assessed include: 1)
increase in agency caseload; 2) decrease in agency funding; 3) having one caseworker
from the beginning to the end of a case; 4) annual turnover rate; 5) investigation tool
used; 6) the type of degree workers are required to have. High caseloads can impact the
amount of time CPS workers can dedicate to each family and have been associated with
lower rates of reunification.?? An agency’s funding could affect the resources they are
able to dedicate to providing parents with services and referrals.?? Parents have also
described the importance of building a relationship with one caseworker from the
beginning to the end of their case,'”> which could be undermined by high rates of

turnover. Investigation tools such as mental health assessments have been associated with

62



a higher rate of identification of parents with symptoms of depression.>® They may be an
important step in assessing the needs of parents before providing services or referrals.
Workers with degrees in social work have had higher rates of identifying parents with
symptoms of depression and they may have received more training in mental health
conditions.?31%9

Aim Two: Knowledge and Attitudes.

Knowledge of mental illness is a prerequisite to being able to identify parents who
may have an SMI and connect with them appropriate services and referrals.?? This is
especially the case given the reduced amount of time many CPS workers may have to
spend with parents.t15173 Despite this, little is known about the mental health knowledge
of CPS workers. A better understanding of CPS workers’ knowledge of mental illness
could help understand placement, service referral, and reunification decisions.??? It could
also inform future training of CPS workers, which they have reported wanting.

While little is known about the effects of CPS worker attitudes about mental
iliness, healthcare providers holding negative attitudes and stigmatizing beliefs about
people with an SMI has been shown to be related to negative physical and mental health
outcomes for patients.??* Providers may give those with mental illness a different level of
care.?? People with an SMI may feel unwelcome and disengage from treatment if they
experience stigma in healthcare settings.??% Stigmatizing attitudes towards mental illness
could impact CPS workers’ perceptions of the needs of parents with an SMI as well as

their capability in and motivation to provide or refer them to services.
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Aim Three: Need, Capability, Opportunity, Motivation.

CPS workers’ perceptions of the needs of parents with an SMI could determine
what services and referrals they provide for them. The CFIR notes that consideration of
the needs of the service recipient are integral to any innovation that seeks to improve
their outcomes.?®® Previous research that has been conducted on CPS workers’
perceptions of the needs of parents with an SMI has indicated that workers think that
parents’ needs include mental health treatment, parenting skills training, and practical
resources.>>

CPS workers’ perceived capability in working with parents with an SMI may
impact whether they provide or refer parents to services. Previous research has found that
mental healthcare providers do not feel confident in addressing the parenting needs of
their patients, making them less likely to incorporate parenting and family focused
practices into their work with parents with an SM1.198227 The same may be true of CPS
workers’ confidence in addressing mental health needs. CPS workers have reported
wanting more training in how to work with parents with an SMI and there is evidence
that they are not proficient in identifying parents with symptoms of depression.?>159

CPS workers also need the opportunity to provide or refer parents to services.
Many of the agency level factors discussed in the outer and inner agency domains have a
direct impact on the opportunity that CPS workers have to provide parents with an SMI
with services and referrals. For example, caseload size, training on mental illnesses, and
procedures for making referrals could all impact the extent to which CPS workers

provide services and referrals,?2.65159
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The internal motivation of CPS workers to provide or refer parents to services has
been studied in previous research on the importance of “champions™ of interagency
collaboration between child welfare and adult mental health services. This internal
motivation has been shown to be an important component in promoting collaboration."2
Aim Four: Major Depression and Schizophrenia.

A fourth exploratory aim was included to examine the difference between CPS
workers’ knowledge, attitudes, and perceptions towards parents with major depression
versus schizophrenia. Parents with major depression and schizophrenia experience
different outcomes after contact with child welfare.*'? The general public and the
professionals that parents interact with may also have different levels and types of
stigmatizing beliefs towards people with major depression versus schizophrenia.?”2% |f
these patterns of differences in attitudes are seen in CPS workers as well, it could lead to
differences in their motivation and capability to work with parents with major depression
and schizophrenia. Additionally, the importance of specifying a diagnosis rather than
referring to SMI or mental illness generally has recently been highlighted in the field of
parental mental illness.1%° Research with parents with major depression has been
extrapolated to other mental health conditions, which may or may not be valid.%
Additionally, for this study, specifying a mental health condition may be clearer for
respondents than asking about SMI.

Parents with major depression and schizophrenia have different levels of risk for
contact with child welfare and for outcomes such as custody loss after contact. Parents
with schizophrenia had higher levels of contact with child welfare and were referred to

services by health clinics at a higher rate.?>8 Other studies found that the risk of out of
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home placement was higher for children of parents with a psychotic disorder or
schizophrenia than a depressive disorder, before and after controlling for socioeconomic
factors.12922° |t is therefore important to investigate possible differences in factors that
predict the provision of services and referrals to parents.

People with schizophrenia and people with depression experience different levels
and kinds of stigma in professional settings and from the general public. To our
knowledge, there are no previous studies of the attitudes of CPS workers towards people
with schizophrenia and major depression. A review of public beliefs about and attitudes
towards people with a mental illness by Angermeyer & Dietrich found that the most
prevalent belief about people with a mental illness was that they were unpredictable.?’
This belief was more prevalent about people with schizophrenia than people with
depression.?” A study of social service workers in Denmark found a similar difference,
with 49.4% of respondents saying that people with schizophrenia were unpredictable
while 11.9% said that those with depression were.?? The same study found that 20% of
respondents thought people with schizophrenia were dangerous compared to 1.2% of
respondents about people with depression.??® Unpredictability on the part of a parent
could be seen by CPS workers as an indication that they would not be capable of taking
care of a child. CPS workers seeing a parent as being dangerous because of their mental
health condition could make them think that their children should be removed from the
home.

Potential differences in CPS workers’ beliefs about depression and schizophrenia
could also impact their capability and motivation to provide them with services or

referrals. A survey of the general public found that people with schizophrenia were
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perceived to be less likely to recover than those with depression.?° A survey of non-
psychiatric healthcare providers found that they were more likely to think that people
with schizophrenia could not care for their own health compared to those with
depression.?3! If CPS workers shared those beliefs, it could impact their willingness to
invest time in working with parents with schizophrenia. Angermeyer & Dietrich also
found that people had more pro-social reactions (e.g. wanted to help) toward people with
depression while people had more feelings of unease and uncertainty towards those with
schizophrenia.?” This could impact CPS workers’ motivation to provide services or
referrals to parents. Multiple studies found that people were more uncomfortable or
desired greater social distance from those with schizophrenia.?3%%32 This could impact
CPS workers’ perceived capability in building a working relationship with parents. On
the other hand, people viewed those with schizophrenia as less “at fault” for their illness
and felt that they could not “just get better” if they wanted t0.228230 This could also
impact how CPS workers approach building a working relationship with parents.

CPS workers may have different levels of knowledge of and experience with
depression and schizophrenia. An Australian survey of social workers found that 91.8%
of participants were able to correctly identify an example of depression while only 59.7%
were able to identify an example of schizophrenia.?*® Similar results were found with
social service workers in Denmark.??¢ However, other studies have found that
professionals are better at identifying the symptoms of schizophrenia as a mental health
concern compared to the symptoms of depression.?3? For CPS workers, identifying if a
parent should be screened or assessed for an SMI is an important early step in connecting

them with services. CPS workers may also lack experience with parents with
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schizophrenia. The survey of Australian social workers found that 79.4% said they work
with people like the example of depression monthly while only 59.7% said they work

with people like the example of schizophrenia monthly. It would be logical for this to be
the case for CPS workers as well since there are many fewer parents with schizophrenia

than depression.?12%:3!
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CHAPTER 5
METHODS

Aim 1

Aim 1: Determine whether child welfare agencies’ structure, policies, and climate
are related to CPS workers providing or referring parents with an SMI to mental health
and parenting services.

R1: To what degree are agency-level factors predictive of a child welfare
agency’s rate of providing or referring parents with an SMI to mental health screening
and/or mental health services?

R2: To what degree are agency-level factors predictive of a child welfare
agency’s rate of providing or referring parents with an SMI to parenting skills training?
Design

Secondary data analysis was performed on quantitative data from the second
National Survey of Child and Adolescent Well-Being (NSCAW II).

Data Source

The second National Survey of Child and Adolescent Well-Being (NSCAW I1)
was sponsored by the Administration for Children and Families, U.S. Department of
Health and Human Services between February 2008 and December 2012.%% It followed a
cohort of 5,872 children who had contact with CPS to study their and their families’
interactions with CPS. Informants included children, parents, teachers, caseworkers, and
agency directors. Data were collected at the child, parent, caseworker, and agency level.
While the data are ten years old, we do not know of a dataset that has been produced
since 2012 that has a similar number or type of informants or participants. Agency
characteristics were selected based on their relevance to current child welfare research
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including research that examined the relationship between similar agency characteristics
and outcomes.16316% They were also selected based on the Consolidated Framework for
Implementation Research which was recently updated and has been applied in child
welfare research.?0%211
Population

Eighty-five child protective service agencies in 30 states participated in the
NSCAW II. Agency level data was filtered so it was applicable only to a subsample of
parents and caregivers who had a mental illness. Inclusion criteria for the subsample were
parents and caregivers who identified as the child’s permanent caregiver and screened as
having dysphoric depressive symptoms (cutoff score of endorsement of three out six
items) using the Composite International Diagnostic Interview Short-Form.?3423 Parents
were not screened for other symptoms of mental illness. Parents were included based on
depressive symptoms instead of on reported data of their history of mental health
treatment. This method of identifying parents was chosen due to the high number of
parents with a mental illness who are undiagnosed or do not have contact with mental
health services prior to contact with child protective services.'?* Additionally, those with
previous contact with mental health services might not need to be screened or referred to
mental health services by child protective services.
Measures

The dependent variable for the first research question, DV1, was measured by
caseworkers reporting if parents had been referred or provided with mental health
screening and/or mental health treatment. Mental health screening and/or mental health

treatment were combined into one dichotomous variable to better understand the rate at
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which agencies attended to the mental health needs of parents with an SMI (as evidenced
by referral or provision of screening or treatment). The dependent variable for the second
research question, DV2, was measured by caseworkers reporting if parents had been
referred or provided with parenting skills training.

DV1 and DV2 were then calculated for each of the 85 child welfare agencies.
This was done by calculating the percent of parents with depressive symptoms from that
agency who had been provided or been referred to mental health screening and/or mental
health treatment for DV1 and parenting skills training for DV2. The dependent variables
were calculated to be at the agency level because all the independent variables were at the
agency level. Instead of creating a multilevel model where all independent variables were
at one level and the dependent variable was at a different level, the dependent variable
was transformed so that it was at the same level. This decision was made based on the
research questions (which were about agency-level factors that were predictive of service
provision/referrals) and at the advice of biostatisticians specializing in analysis of the
NSCAW. Power would have been similar for a multilevel model, given that the effect of
agency-level variables would have been tested and thus the sample size of agencies
would have the greatest impact on power.?3¢

Independent variables were grouped into domains based on the Consolidated
Framework for Implementation Research.?%® The domains were child welfare agencies’
local conditions, partnerships and connections, policies and laws, culture, and structural
characteristics. See Tables 2-6 for a list of variables within each domain and how they

were measured.
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Table 2. Local Conditions

White

Variable Type Variable Operationalization

Percent of county in poverty Mean Percent of the agency’s
county experiencing poverty in
2005 based on census data.

Percent of county that is Mean Percent of the agency’s

county that was White in 2005
based on NCHS data.

Availability of mental health
services for adults

Mean (Five item: not at all —
very adequate)

Agency directors were asked
how available are mental
health services for adults for
the families you serve.

Table 3. Partnerships and Connections

Variable

Type

Notes

System of care in county

Categorical (Yes/No)

Agency directors were asked
if their county currently
operated a system of care
(which enables cross-agency
coordination for child-welfare
involved families).

Collaboration with mental
health services

Index (0-4)

Agency directors were asked
if their agency had the
following forms of
collaboration with mental
health services: memorandum
of understanding, cross
training of staff, resource
allocation, co-located.

An Index was created by
summing how many forms of
collaboration in which an
agency engaged.

Availability of mental health
professionals for
investigations

Mean (Range: always —
never)

Agency directors were asked
how available mental health
professionals were for
investigations (i.e.
consultation or participation).
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Table 4. Policies and Laws

Variable

Type

Notes

Agency accredited by the
Council on Accreditation

Categorical (Yes/No)

Agency directors were asked
if their agency was accredited
by the Council on
Accreditation.

Citizen review board to
review practices

Categorical (Yes/No)

Agency directors were asked
if their agency had a citizen
review board to review
agency practices.

Subcontract services

Categorical (Yes/No)

Agency directors were asked
if their agency subcontracts
any services.

A binary variable was created
based on if directors
responded yes to any of the
relevant service areas:
investigation or assessment,
family preservation and in-
home services, family
reunification services.

Annual training requirement

Mean (Range: none — 11 or
more days)

Agency directors were asked
how much annual training is
required for caseworkers.

Table 5. Culture

Measure

Type

Notes

Organizational Social
Context-OSC

Mean

Caseworkers were given the
OSC measure and then
scores for their agencies were
calculated.

The constructs measured by
the OCS are: organizational
culture (proficiency, rigidity,
resistance); organizational
climate (engagement,
functionality, stress); work
attitudes (job satisfaction,

organizational commitment).
237
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Table 6. Structural Characteristics

Variable

Type

Notes

Increase in agency caseload,
past 12 months

Categorical (Yes/No)

Agency directors were asked
if there had been an increase
in their agency’s caseload in

the last 12 months.

Decrease in agency funding,
past 12 months

Categorical (Yes/No)

Agency directors were asked
if there had been a decrease
in their agency’s funding in
the last 12 months.

One caseworker per case
from beginning to end of case

Categorical (Yes/No)

Agency directors were asked
if their agency assigns only
one caseworker to a case
from the beginning to the end.

Annual turnover rate

Mean

Agency directors were asked
what their approximately
annual turnover rate was for
their agency (voluntary and
involuntary).

Investigation tools used:

DV1: mental health
assessment for parents

DV2: parenting skills
assessment

Categorial (Yes/No)

Agency directors were asked
if their agency had used an
investigation tool during the
investigation process.

Worker degree required

Mean (none, BA in non-social
work, BA in social work,
masters in social work or
other advanced degree)

Agency directors were asked
which degree was required
for workers who do
investigations.

Analysis

SPSS version 29 was used to conduct analyses.?® Preliminary analyses examined

the distribution of and bivariate relationships between the variables prior to model

building for hypothesis testing. Univariate statistics were calculated for the dependent

and independent variables. Continuous variables were summarized with means and

standard deviations, while categorical variables were reported with frequencies. The

dependent variables were tested for normality with the Shapiro-Wilk test and quantile-

quantile plots. DV2 was normally distributed. DV1 was not normally distributed and was
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a skewed continuous variable that was zero inflated. This meant that the Box-Cox method
could not be used to transform it to be normally distributed.?3°

Bivariate analysis was done between each dependent variable and all independent
variables. For DV1, non-parametric tests were used with Spearman’s correlation for
continuous variables and Mann-Whitney for categorical variables. For DV2, bivariate
relationships were assessed with Pearson correlation for continuous variables and
independent sample t-tests for categorical variables. DV1 had no statistically significant
bivariate relationships at the p=0.05 level. Therefore, bivariate relationships and
significance levels were reported to address R1.

To determine whether agencies with a small proportion of parents with symptoms
of dysphoric depression were driving results, a sensitivity analysis was performed that
limited agencies to the 54 who had eight or more parents with symptoms of dysphoric
depression at that agency. Bivariate analysis was then conducted for DV1 and DV2.
Statistically significant relationships were not different for the subsample of agencies so
only the full sample results are presented here.

A multiple regression model was developed with independent variables that had a
statistically significant relationship with DV2 at the p=0.05 level. Collinearity between
independent variables was checked with a .60 cutoff with correlation plots. Bivariate
relationships and the multiple regression model with their significance levels were
reported to address R2.

Aims2 -4
Aim 2: Determine child protective service workers’ knowledge of and attitudes

towards mental illness.
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Aim 3: Determine child protective service workers’ perceptions about providing
or referring parents with an SMI to mental health and parenting services.

Aim 4 (exploratory): Determine whether child protective service workers’
knowledge, attitudes, and perceptions (as specified in Aims 2 and 3) vary between
parents with major depression and parents with schizophrenia.

Design

For both Aims 2 - 4, a cross-sectional survey of child protective service workers
was conducted. The following sections describe the general survey procedures as well as
the measures and analyses for Aims 2, 3, and 4. A full copy of the survey can be found in
Appendix A.

Overview of Survey

Study Population. The study population for Aims 2 - 4 was child welfare
workers throughout the Unites States. The survey used a convenience sampling. CPS
workers who had direct contact with families were eligible including those who worked
in intake, investigations, legally mandated ongoing services, voluntary services, and case
management. The survey included CPS workers at public agencies run by the state,
county, or city and those at private agencies who were contracted to provide child welfare
case management. Participants had to be 18 years of age or older and had to have worked
at a child welfare agency for at least two months. Workers in leadership or management
positions in agencies were excluded. No one was excluded based on gender or race. The
rationale for these inclusion criteria was to capture the responses of CPS workers who
interact directly with parents with an SMI and who worked in that capacity long enough

to have some experience working with families.
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Participant Recruitment. To disseminate the survey, we reached out to national
and state-based organizations that have contact with CPS workers to ask them to
disseminate the survey to their network through email, newsletters, and other
communications. This method was selected based on successful previous survey research
with CPS workers.1%>2% |n total, 107 organizations were contacted, five of which had a
national reach, with the remaining covering 47 states. Organizations included
professional organizations (such as the National Association of Social Workers, the
County Welfare Directors Association of California, and the Pennsylvania Council of
Children, Youth & Family Services), organizations that provide onboarding and training
to child protective service workers (such as Children and Families Services Training
Center in North Dakota and the Nevada Partnership for Training), and university social
work programs with a focus on child welfare such as a Title IVV-E training scholar
program. Additionally, the survey used snowball sampling. After participants completed
the survey, they were asked to share it with other CPS workers. The survey was open for
data collection from November 2023 through January 2024.

Data Collection Procedure. The Temple University Institutional Review Board
reviewed and approved this study. A link to the Qualtrics survey was included in emails
or other communications from organizations to their networks inviting potential
participants to complete the survey. The Qualtrics survey began with screening for
inclusion criteria. Informed consent information was provided, including the purpose of
the study, the time commitment, and that participation in the research was voluntary.
Contact information for the research team was also provided in case participants had any

questions. Participants were required to indicate that they had read and understood the
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information contained in the consent form before gaining access to the survey.
Participants were randomized to receive a survey with items about parents with major
depression or items about parents with schizophrenia to address Aim 4. No identifying
information was collected during the survey and responses were not linked to email
addresses to protect participants’ confidentiality. At the end of the survey, participants
were asked if they wanted to be entered into a raffle to win one of three available gift
cards (one $100, two $50). They were then taken to a separate survey to enter their
contact information which was not linked to their responses. Gift card recipients were
chosen at random after the survey closed. The survey took approximately 10 minutes to
complete.
Survey Development and Measures

The survey used existing measures that were adapted for the specific population
of CPS workers and original questions that were developed based on previous, related
areas of work. Survey items went through an iterative development process involving
feedback from content experts in mental illness and social work. The final items were
then pilot tested through cognitive interviews with three former CPS workers from
different public child welfare agencies in Pennsylvania. Minor changes were made based
on their feedback to make sure that questions and phrasing was applicable and accessible
for CPS workers.

Demographic Measures. In addition to measures that are specific to Aims 2 - 4,
demographic data were collected to provide context for the study population and for
inclusion in data analyses as covariates. We collected data on age, race/ethnicity, gender,

and educational background. Participants were also asked about their work and child
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welfare agency including length of tenure, hours spent with clients, area of work within
their agency, agency location, and agency type. Similar demographic data has been
collected with other surveys of CPS workers.292203.240 The Brief Social Desirability Scale
was included at the end of the survey in order to assess potential social desirability bias in
the sample.?*

Aim 2-R1 Measures. Child protective service workers’ knowledge of mental
illness was measured with separate sets of multiple-choice questions for the major
depression group and the schizophrenia group. The depression questions were taken from
the Depression Multiple Choice Question (DMCQ)?*? and the schizophrenia questions
were taken from the Knowledge about Schizophrenia Test (KAST).?*3 Both measures
were chosen because they measured factual knowledge of mental illness rather than
perceived knowledge, stigma, or attitudes towards mental illness.?#2243244 The DMCQ
had adequate reliability with a Cronbach’s alpha of 0.68 and was reviewed for validity by
experts in mood disorders and patients with depression.?*? While it was developed for use
with people with depression, it has been adapted for use in research with lay community
members.?*®> The KAST was developed with lay community members, family members,
police officers, and mental health professionals. For lay community members, it had a
Kuder-Richardson reliability coefficient of 0.78 and scores were significantly associated
with educational attainment and knowing someone with schziphrenia.?*3

A subset of questions from these measures were used to not overburden
participants. Questions were chosen based on their relevance to CPS workers and their
work with parents. For items from the DMCQ, items with low discrimination values in

Gabriel and Violato’s original development of the measure were not used.?*? Questions
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from each measure were sorted by constructs related to mental health knowledge. An
equal number of questions for each construct from the DMCQ and the KAST were then
chosen to increase the comparability of the final questions. For example, for the construct
of “treatment” the item from the DMCQ was: “Which is not a recognized treatment for
clinical depression?” and the item from the KAST was “The best treatment for the
symptoms of schizophrenia is.” See Appendix B for a chart of the items matched and
organized by construct.

Aim 2-R2 Measures. Attitudes towards mental illness were measured with a
subscale of The Opening Minds Scale for Health Care Providers. It is a self-report five
item Likert questionnaire that has been validated for healthcare workers (Cronbach’s
alpha =.79), including social workers (Cronbach’s alpha = .76), showing good
reliability.?? A 6-item subscale that measures the attitudes of health care providers
towards people with mental illness was used. Among the social work samples, the
subscale had a Cronbach’s alpha of 0.65.2% It includes questions that are relevant to the
relationship between a CPS worker and a parent with an SMI as well as the professional
setting of a child welfare system. Minor changes were made to items so that they were
more relevant to CPS workers. For example, for the item “I am more comfortable helping
a person who has a physical illness than | am helping a person who has a mental illness,”
physical illness was changed to physical disability based on pilot tester feedback. For the
item “healthcare providers do not need to be advocates for people with mental illness,”
healthcare providers was changed to child protective service workers. For all items,

“mental illness” was changed to either major depression or schizophrenia.
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Four additional study-specific items were developed to measure CPS worker
attitudes towards mental illness. These questions addressed attitudes specifically towards
parents with an SMI rather than mental illness in general. They included items based on a
previous survey of mental healthcare providers’ views of parents with psychosis:1% “A
parent’s recovery from (major depression or schizophrenia) can be enhanced by their role
as a parent.” They also include questions based on state policies that can affect
reunification efforts for parents with an SMI. “Parents with (major depression or
schizophrenia) are more likely to neglect their children than parents who do not have a
mental illness” was based on the concept of “predictive neglect”*® and “if a parent has
(major depression or schizophrenia), reasonable efforts to preserve or reunify the family
should not be required” was based on categorizing mental illness as an “aggravated
circumstance.”8

Aim 3-R1 Measures. For research question one, participants were asked to sort a
list of potential needs of parents with major depression or schizophrenia into three
groups: extremely important, somewhat important, or not important. They were then
asked to rank the potential needs in the order that they would prioritize them with
families. Items listed as potential needs were chosen based on Powell et al.’s conceptual
framework and research on predictors of outcomes for parents with an SMI and their
families.>11524 |tems reflected individual needs (mental health treatment, parenting skills
training); interpersonal needs (emotional support from family and friends, programs that
include the whole family); and structural needs (practical resources such as housing and

food, community participation resources such as employment or religious groups).
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Aim 3-R2 Measures. Five items were developed to measure CPS workers’
perceived capability to provide or refer parents with an SMI to services. Answer options
were a five item Likert scale from strongly agree to strongly disagree. Participants were
asked to rate their confidence in working with parents with (major depression or
schizophrenia) in the following areas: 1) develop a working relationship; 2) identify when
mental health screening was appropriate; 3) knowledge of mental health resources; 4)
identify non-mental health needs; 5) support parents’ engagement in recommended
services. These five areas were developed to cover various supports CPS workers may
provide parents with an SMI. Items one and four were based on research that parents feel
more engaged with CPS workers who build a positive relationship with them and are able
to provide them with concrete resources.'®-182 [tem four was also based on research on
the importance of structural support for parents with an SM1.2247 Item two was based in
research on the low rates of identification of the mental health needs of parents by CPS
workers.*>° Items three and five were based on the role CPS workers could play in
connecting parents with an SMI to treatment, many for the first time.2* Additionally,
item five was based on research on the increased efficacy of supportive referrals.4°

Aim 3-R3 Measures. For research question three, five items about CPS workers’
perceptions of the opportunities their agency provides were developed. Answer options
were a five item Likert scale from strongly agree to strongly disagree. Questions were
developed about adequacy of training to work with parents with (major depression or
schizophrenia), child welfare agency culture, and leadership support, as training and
agency culture have been shown to be associated with uptake of family centered practices

within CPS agencies.*® Previous research has also highlighted the importance of training
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about serious mental illness, particularly for a child welfare workforce that is increasingly
deprofessionalized.?3% Questions were also developed about collaboration with adult
mental health services based on research on the importance of interagency collaboration
for parents with an SM1.165

Additionally, participants were asked if their agency had standard assessments for
screening parents with (major depression or schizophrenia) and standard procedures for
referring parents with mental health and parenting resources. Answer options were yes,
no, and unsure. These questions were included based on previous research that CPS
workers were more likely to identify parents’ mental health needs if their child welfare
agency used a standardized mental health assessment.1%°

Aim 3-R4 Measures. To address research question four, participants were asked
to rate three statements “in an ideal world where you have the training, time, and
resources you needed.” Answer options were a five item Likert scale from strongly agree
to strongly disagree. Questions included whether participants should screen parents for
(major depression or schizophrenia) and whether child welfare agencies should provide
or refer parents with (major depression or schizophrenia) to services. These questions
were developed because CPS workers may not believe their role is to prioritize parents.’
They were also based on similar questions in surveys of adult mental healthcare providers
on whether ensuring child wellbeing is within their responsibilities.'® A third question
was developed on whether participants would encourage others at their agency to provide
or refer parents with (major depression or schizophrenia) to services. This was based on
research into the importance of individual champions of interagency collaboration

between CPS and adult mental health services.1’?
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Aim 4 Measures. Participants were randomized to receive either a survey that
asked about parents with major depression or schizophrenia. Different mental illness
knowledge questions were developed for major depression and schizophrenia. All other
guestions were the same across the two versions of the survey. The independent variable
was whether participants were asked about major depression or schizophrenia. The
dependent variables were the scale score for the measures of knowledge of major
depression (the abbreviated DMCQ) and schizophrenia (the abbreviated KAST); the
subscale and individual items of the Opening Minds Scale for Healthcare Providers; and
the individual items and scale scores for the four research questions pertaining to Aim
three (CPS worker perception of need, capability, opportunity, and motivation).
Analysis

GPower v.3.1 was used for a post-hoc power analysis to understand the study’s
power based on the sample collected.?*® With the probability of a Type I error (a) at 0.05,
a sample of 430 individuals gave us power of 0.99 to detect a medium effect of @=0.5 in
two-tailed independent samples t-tests. For categorical tests, with the probability of a
Type I error (o) at 0.05, a sample of 211 in group one and 217 in group two gave us a
power of 0.83 to detect a 0.1 proportional difference. Therefore, analyses had sufficient
power (i.e., at least .80) to detect at least medium effects.

SPSS version 29 was used to conduct all other analyses.?*® Demographic
characteristics of the sample were described. Item mean scores and standard deviations
were reported for the subscale of the Opening Minds Scale for Health Care Providers, the
extra CPS worker stigma scale, the capability scale, the opportunity scale, and the

motivation scale. Item scales were created by reverse coding applicable variables and

84



taking the mean of each item for all participants who had responded to at least two items
within that category. Reliability within the survey sample was also calculated for all
created scales with Cronbach’s alpha scores. All items were assessed for a correlation
with the Brief Social Desirability Scale. Spearman correlations and Q-Q plots were used
to assess the distribution of the data. If items and scales were compared with each other,
paired t-tests were used. To compare categorial items, Chi-square tests were used.

For the measures of knowledge of major depression (the abbreviated DMCQ) and
schizophrenia (the abbreviated KAST), percent of correct responses were reported for
each item. A total knowledge score was created by taking the percent of correct responses
from the total number of items. For the need items, the number and percent of
participants who placed an item in each group (extremely important, somewhat
important, not important) was reported. The mode and mean ranks that participants
ordered each item within the three separate groups were reported. Frequencies of
responses were reported for the standard assessments for screening parents with (major
depression or schizophrenia) and standard procedures for referring parents to mental
health and parenting resources.

To determine if there was a difference between the responses of participants who
were asked about parents with major depression and those with schizophrenia,
independent samples t-tests were calculated for the mental health knowledge total scores
as well as items and scales for the Opening Minds Scale for Health Care Providers, the
extra CPS worker stigma scale, the capability scale, the opportunity scale, and the
motivation scale. Equality of variances were tested with a Levene’s test. For the need

items, differences in number of items placed in each group was assessed with Chi-Square
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tests. Differences in the mean rank of each item within the three separate groups was
assessed with independent samples t-tests. Differences in frequencies of standard
assessments and procedures were assessed with Chi-Square tests. For all items with

statistically significant means p<0.05, effect size was reported with Cohen’s d.
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CHAPTER 6
RESULTS

Aim 1

Dependent variable one (DV1) was an agency’s referral or service provision rate
to mental health screening and/or treatment for the sample of parents who had symptoms
of dysphoric depression. The mean agency rate of referral or service provision was
17.8%. No agency referred or provided services to more than 58% of parents and 29.8%
of agencies did not refer or provide services to any parents in the sample. Dependent
variable two (DV2) was agency referral or service provision rate to parenting skills
training for the sample of parents who had symptoms of dysphoric depression. The mean
agency rate of referral or service provision for DV2 was 30.1%. See Table 7 for

univariate statistics for all dependent and independent variables.
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Table 7. Univariate Statistics

Variable

Mean (SD)

Min-Max

Percent
Responding
“Yes!!

Mental health screening/treatment referral or
service provision rate

0.178 (0.167)

0-.58

Parenting training referral or service provision
rate

0.301 (0.205)

0-.92

Local Conditions

Percent of county in poverty

14.84 (4.79)

3.8-29.1

Percent of county that is White

67.36 (21.89)

13.7-97.9

Availability of mental health services for adults

2.84 (0.8)

1-5

Partnerships & Connections

System of care in county

15.9

Collaboration with mental health services

1.85 (1.2)

0-4

Availability of mental health professionals for
investigations

1.7 (0.632)

1-4

Policies & Laws

Agency accredited by the Council on
Accreditation

59.5

Citizen review board to review practices

36.9

Subcontract services

82.4

Annual training requirement

2.44 (0.89)

1-4

Culture

Job satisfaction

49.42 (4.79)

32.73-58.21

Organizational commitment

49.79 (4.64)

31.05-59.54

Proficiency

50 (10)

25.89-77.07

Rigidity

10)

23.87-75.04

Resistance

10)

23.31-74.53

Engagement

9.54-75.45

Functionality

10)

27.38-72.08

Stress

50 (
50 (
50 (10)
50 (
50 (

10)

22.44-80.94

Structural Characteristics

Increase in agency caseload increase, past 12
months

48.2

Decrease in agency funding, past 12 months

24.7

One caseworker per case from beginning to
end

81.2

Annual turnover rate

14.72 (14.77)

Investigation tools used — parenting skills
assessment

72.9

Investigation tools used — mental health
assessment

70.6

Worker degree required

None

24

BA, non-social work

36.5

BA in social work

38.8

Advanced degree

22.4
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Aim 1-R1

R1: To what degree are agency-level factors predictive of a child welfare
agency’s rate of providing or referring parents with an SMI to mental health screening
and/or mental health services?

Bivariate analyses were used to assess the relationship between each independent
variable and the dependent variables. See Table 8 for DV1 bivariate analyses. No
independent variables were statistically significantly related to DV1 at the 0.05 level. The
following variables were approaching significance (p<0.15): the availability of mental
health professionals for help with child welfare investigations, organizational stress,
having one caseworker from the beginning to the end of a case, and requiring
investigators to have a degree in social work. Due to DV1 being a skewed continuous
variable with many zeros, transforming it from an interval variable into a dichotomous
one so that a logistic regression could be done was explored.?3® However, the bivariate
relationships remained non-significant. A regression model was not built as there were no

statistically significant bivariate relationships.
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Table 8. DV1 Bivariate Analyses

Independent Variables

Spearman’s rho

Mann-Whitney

P p

Group | N

Mean Rank

Local Conditions

Percent of county in poverty

0.01 .929

Percent of county that is
White

-0.085 441

Availability of mental health
services for adults

0.032 Jg71

Partnerships &
Connections

System of care in county

No 68
Yes 13

39.72
47.69

355

.257

Collaboration with mental
health services

-0.01 .93

Availability of mental health
professionals for
investigations

-0.177 107

Policies & Laws

Agency accredited by the
Council on Accreditation

No 32
Yes 50

42.28
41

775

.809

Citizen review board to
review practices

No 52
Yes 30

43.9
37.33

655

222

Subcontract services

No 15
Yes 69

44.8
42

483

.683

Annual training requirement

-0.049 .661

Culture

Job satisfaction

0.018 872

Organizational commitment

0.021 .850

Proficiency

0.003 977

Rigidity

-0.113 314

Resistance

-0.084 456

Engagement

0.125 .264

Functionality

0.089 430

Stress

-0.167 135

Structural Characteristics

Increase in agency
caseload increase, past 12
months

No 43
Yes 40

41.77
42.25

850

.926

Decrease in agency
funding, past 12 months

No 63
Yes 21

44.09
37.74

561

.295

One caseworker per case
from beginning to end

No 15
Yes 63

33.67
43.84

385

133

Annual turnover rate

-0.09 444

Investigation tools used —
mental health assessment

No 23
Yes 60

42.02
41.99

689.5

.996

Worker degree required

0.162 .140
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Aim 1-R2

R2: To what degree are agency-level factors predictive of a child welfare
agency’s rate of providing or referring parents with an SMI to parenting skills training?

For DV2, there were statistically significant bivariate relationships between some
of the independent variables and agencies’ parenting training referral or service provision
rates. See Table 9 for DV2 bivariate relationships. DV2 was significantly correlated with
two characteristics of the agency’s county. Percent of the county living in poverty was
slightly positively correlated and the percent of the county that is White was slightly
negatively correlated with DVV2. There was also a statistically significant difference in the
mean DV2 rate between agencies that had a policy of one caseworker from the beginning
to the end of the case and those that did not. The average DV2 rate for agencies with a
one caseworker policy was 32.24% and the average rate for those that did not was
19.68%. No other independent variables demonstrated statistically significant
relationships with DV2. A multiple regression model was built from the three
independent variables that were statistically significant at the p=0.05 level. The model
accounted for 22.8% of variance in DV2 rates. Percent of the county that is White and
agency policy of one caseworker from beginning to end of a case remained statistically
significant at the p=0.05 level. The percent of the county that is White had the largest

standardized coefficient and was negatively associated with DV2 rates.
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Table 9. DV2 Bivariate Analysis

Independent Variables

Pearson Correlation

Independent samples t-test

r p

Mean difference (se)

T

Local Conditions

Percent of county in poverty

0.300 .006

Percent of county that is
White

-0.391 <.001

Availability of mental health
services for adults

0.065 .557

Partnerships &
Connections

System of care in county

0.019 (0.063)

0.309

.758

Collaboration with mental
health services

-0.01 .93

Availability of mental health
professionals for
investigations

-0.177 .107

Policies & Laws

Agency accredited by the
Council on Accreditation

-0.015 (0.047)

-0.326

.745

Citizen review board to
review practices

0.061 (0.047)

1.287

.202

Subcontract services

-0.008 (0.059)

-0.132

.895

Annual training requirement

0.044 .691

Culture

Job satisfaction

0.086 440

Organizational commitment

0.048 .669

Proficiency

-0.008 941

Rigidity

-0.085 451

Resistance

0.046 .681

Engagement

0.044 .696

Functionality

0.129 .250

Stress

-0.097 .387

Structural Characteristics

Increase in agency caseload
increase, past 12 months

-0.014 (0.046)

-0.297

767

Decrease in agency funding,
past 12 months

-0.035 (0.052)

-0.662

.510

One caseworker per case
from beginning to end

-0.126 (0.058)

-2.170

.033

Annual turnover rate

-0.011 .924

Investigation tools used —
parenting skills assessment

0.045 (0.057)

0.778

442

Worker degree required

0.031 779
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Aims 2-4
Survey Participants

Inclusion and enrollment. See Figure 3 for a flowchart of participant inclusion
and enrollment. There were 564 initial Qualtrics records and 554 participants were
consented and eligible for the study as indicated by selecting “yes” to the consent
question at the beginning of the survey. Cases were excluded due to insufficient
responses if they only completed the demographic section of the survey. Cases who
scored .8 or higher on Qualtrics’ straightlining variable were examined and excluded if
they straightlined two sets of questions that included reverse coded items (n=10). Cases
who were flagged as possible bots by Qualtrics were examined and included if they filled
out an open-ended question with an expected response or scored above a 50% on the
mental health knowledge questions. Based on those parameters, no cases were eliminated
for being bots. These parameters were chosen because the survey was only distributed to

closed networks and not posted publicly or on social media.
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Initial Qualtrics Records

n=564

¥

k4

Consented and Eligible

n=554

¥

¥

Randomized to Depression
or Schizophrenia

n=466

¥

l |

Did Not Consent or
Screened Ineligible

n=10

Insufficient Responses
{Only completed
demographic questions)

n=88

Excluded due to
straightlining

n=10

Depression Schizophrenia

n=224 n=232

Figure 3. Participant inclusion and enrollment flowchart
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The total sample size for the survey was 456 participants with 224 randomized to
the major depression survey and 232 to the schizophrenia survey. Of that sample, some
participants only completed the mental health knowledge questions. Items from the
Opening Minds subscale, Aim 2 study-specific questions, and all Aim 3 scales had a
sample size of 431 (212 depression and 219 schizophrenia). The group and then rank
section for Aim 3-R1 had a lower sample size of 399 (193 depression and 206
schizophrenia). All available data pertaining to each research question was analyzed.

Demographic Characteristics. Participants responded to demographic questions
about themselves, their work, and their agency (See Table 10). Participants’ mean time
spent with clients per week was 21.39 hours (standard deviation: 13.81). For the major
depression group the mean was 21.74 (14.44) and for the schizophrenia group it was
21.06 (13.2). The majority of participants were between the ages of 35 and 54 and
female. Slightly over half were non-White. The most common educational background
was a bachelor’s degree in a non-social work field and the second most common was a
Master of Social Work. Most participants had worked for six years or longer in the field
of child welfare. The two most common areas of work were investigations and case
management. Participants spent an average of 21.39 hours per week with clients.
Agencies were public (city, county, or state based) except for one participant from a
private agency. Agencies were located in urban, suburban, and rural settings. There were
no meaningful differences in the demographic characteristics between the major

depression group and the schizophrenia group.
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Table 10. Participant Demographics

Total (n=455) Maijor Schizophrenia
Depression Group (n=
Group 232)
(n=224)
Age
18-34 160 (35.1) 91 (40.6) 69 (29.7)
35-54 243 (53.3) 111 (49.6) 132 (56.9)
55 or older 53 (11.6) 22 (9.8) 31(13.4)
Gender
Male 44 (9.7) 22 (9.8) 22 (9.5)
Female 106 (89.8) 198 (88.4) 208 (89.7)
Non-binary/other 2(0.4) 2(0.8) 0 (0.0)
Race*
White or Caucasian 216 (47.4) 103 (46.0) 113 (48.7)
Black or African American 92 (20.2) 46 (20.5) 46 (19.8)
Hispanic or Latino 138 (30.3) 73 (32.6) 65 (28.0)
Asian 18 (3.9) 6 (2.7) 12 (5.2)
American Indian or Alaska Native 7(1.5) 2(0.9) 5(2.2)
Native Hawaiian or Other Pacific Islander | 4 (0.9) 3(1.3) 1(0.4)
Other 10 (2.2) 4 (1.8) 6 (2.6)
Education
Associate’s degree 15 (3.3) 11 (4.9) 4 (1.7)
Bachelor’s degree (non-social work) 180 (39.5) 94 (42.0) 86 (37.1)
Bachelor of social work 68 (14.9) 30 (13.4) 38 (16.4)
Master of social work 127 (27.9) 64 (28.6) 63 (27.2)
Other advanced degree 62 (13.6) 23 (10.3) 39 (16.8)
Time worked in child welfare
Less than 6 months 26 (5.7) 17 (7.6) 9(3.9)
6 - 11 months 31 (6.8) 14 (6.3) 17 (7.3)
1-2years 80 (17.5) 43 (19.2) 37 (15.9)
3 -5years 88 (19.3) 41 (18.3) 47 (20.3)
6 — 10 years 106 (23.2) 54 (22.8) 55 (23.7)
More than 11 years 125 (27.4) 58 (25.9) 67 (28.9)
Area of work*
Intake 50 (11) 24 (10.7) 26 (11.2)
Investigator 171 (37.5) 83 (37.1) 88 (37.9)
Legally mandated ongoing services 123 (27) 72 (32.1) 51 (22.0)
Voluntary services 66 (14.5) 38 (17.0) 28 (12.1)
Case management 245 (53.7) 128 (57.1) 117 (50.4)
Other 72 (15.8) 35 (15.6) 37 (15.9)
Agency location
Urban 199 (43.6) 102 (45.5) 97 (41.8)
Suburban 142 (31.1) 71(31.7) 71 (30.6)
Rural 114 (25) 50 (22.3) 64 (27.6)

2 Participants selected all that applied

Social Desirability Scale. Participants also responded to the four-item Brief

Social Desirability Scale. The scale was scored with a range of 1 to 2 with lower scores

96




indicating higher levels of social desirability bias. One hundred fifty-seven participants
(34.4%) scored a 1 and the mean score was 1.29 (£0.28). The difference between the
scale scores for the major depression (M = 1.28 £0.26) and schizophrenia (M = 1.31 +0.3)
groups was not statistically significant t(420.32) = -1.24, p=.216.

Aim 2-R1 & Aim 4 (Knowledge)

Aim 2; Research question 1: To what degree are child protective service workers
knowledgeable about mental illness?

Aim 4: Determine whether child protective service workers’ knowledge varies
between parents with major depression and parents with schizophrenia.

Participants who were given the survey with questions about major depression
had an average percent correct score of 83.65% (+0.18) on the abbreviated Depression
Multiple Choice Question (see Table 11). They had the highest score on a question about
the symptoms of depression. Participants who were given the survey with questions about
schizophrenia had an average percent correct score of 83.8% (+0.13) on the abbreviated
Knowledge about Schizophrenia Test (see Table 12). They had the highest score on a
question about treatment for the symptoms of schizophrenia. For both groups, the
question about the best source of information and support for family members had the
lowest percent of correct responses. There was not a statistically significant difference
between the depression knowledge scores and the schizophrenia knowledge scores

t(415.8) = -0.09, p=.922.
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Table 11. Depression Multiple Choice Question Results (N=224)

Percent of
respondents
with correct
answer

1. Which of the following is FALSE about the relapse of clinical depression? | 80.4

2. The following are indications of clinical depression EXCEPT: 78.4
3. Which of the following is NOT a symptom of clinical depression? 96.9
4. Which of the following statements about the speed of response to the 90.2
treatment with antidepressants is FALSE?

5. Which is NOT a recognized treatment for clinical depression? 81.3
6. Psychotherapy can help many people with depression. Which of the 924
following statements about psychotherapy is FALSE?

7. Which group is the best source of information and support for family 66.1

members of people with depression?

Table 12. Knowledge about Schizophrenia Test (N=232)

Percent of
respondents
with correct
answer

1. Acommon symptom of schizophrenia is: 91.8

2. With treatment, the most common long-term outcome for schizophrenia 81.9
is:

3. To help deal with stress, most patients with schizophrenia benefit from: 94

4. A person strongly believes that the FBI has put a computer chip in his/her | 89.7
body. This symptom is called a:

5. Most people who have schizophrenia need to be in some sort of 80.6
treatment for:

6. The best treatment for the symptoms of schizophrenia is: 96.1
7. Which group is the best source of information and support for family 511

members of people with schizophrenia?

Aim 2-R2 & Aim 4 (Attitudes)

Aim 2; Research question 2: To what degree do child protective service workers
hold stigmatizing attitudes towards people with an SMI?

Aim 4: Determine whether child protective service workers’ attitudes vary

between parents with major depression and parents with schizophrenia.
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An adapted version of a 6-item subscale of the Opening Minds Scale for
Healthcare Providers was used to assess CPS workers’ attitudes towards people with a
SMI. See Table 13 for participants’ scores on the Opening Minds subscale and the results
of independent sample t-tests comparing the major depression and schizophrenia groups.
Answer options were strongly agree (1) to strongly disagree (5) with higher scores

indicating lower levels of stigma. See Table 14 for participant response distribution. Item

two had a very low but statistically significant correlation with the Brief Social

Desirability Scale r(426) = -.128, p = .008. The scale had acceptable reliability with a

Cronbach’s alpha of .768.

Table 13. Adapted Opening Minds Subscale Scores and Independent Sample T-tests

Sample N Mean (sd) |t

1. I am more comfortable helping a person who Combined 430 | 3.19 (1.05)

has a physical disability than | am helping a

person who has major depression/ Depression 211 | 3.45(1.02) | 5.03**

schizophrenia.
Schizophrenia | 219 | 2.95 (1.02)

2. Despite my professional beliefs, | have Combined 430 | 4.27 (0.85)

negative reactions towards people who have

major depression/schizophrenia. 2 Depression 211 | 449 (0.73) | 5.41**
Schizophrenia | 219 | 4.06 (0.9)

3. There is little | can do to help people with Combined 428 | 3.91(0.85)

major depression/schizophrenia.
Depression 211 | 4.07 (0.82) | 3.9**
Schizophrenia | 217 | 3.76 (0.86)

4. More than half of people with major Combined 430 | 4.18 (0.86)

depression/schizophrenia don'’t try hard enough

to get better. Depression 211 | 4.22(0.89) | 1.03
Schizophrenia | 219 | 4.14 (0.83)

5. Child protective service workers do not need to | Combined 430 | 4.39 (0.81)

be advocates for people with major

depression/schizophrenia. Depression 211 | 4.47 (0.83) | 2.03*
Schizophrenia | 219 | 4.31 (0.79)
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Table 13. Adapted Opening Minds Subscale Scores and Independent Sample T-tests

(continued)

6. | struggle to feel compassion for a person with | Combined 430 | 4.44 (0.78)

major depression/schizophrenia.
Depression 211 | 4.49(0.74) | 1.46
Schizophrenia | 219 | 4.39 (0.81)

Scale score Combined 430 | 4.06 (0.59)
Depression 211 | 4.19 (0.59) | 4.74**
Schizophrenia | 219 | 3.93 (0.57)

2|tem correlated with desirability bias scale p<.05

** p<.001

* p<0.05

Table 14. Adapted Opening Minds Subscale Response Distribution
Strongly Neither N (%)| Strongly
agree/agree disagree/
N (%) disagree N

(%)

1. 1 am more comfortable helping a person who 111 (25.8%) | 158 (36.7%) | 161 (37.5%)

has a physical disability than | am helping a

person who has major depression/ schizophrenia.

2. Despite my professional beliefs, | have negative| 20 (4.7%) 43 (10%) 367 (85.4%)

reactions towards people who have major

depression/schizophrenia.

3. There is little 1 can do to help people with major | 32 (7%) 73 (17.1%) 323 (75.5%)

depression/schizophrenia.

4. More than half of people with major 18 (4.2%) 59 (13.7%) 353 (82.1%)

depression/schizophrenia don'’t try hard enough to

get better.

5. Child protective service workers do not need to | 16 (3.7%) 28 (6.5%) 386 (89.8%)

be advocates for people with major

depression/schizophrenia.

6. | struggle to feel compassion for a person with | 12 (2.8%) 23 (5.3%) 395 (91.8%)

major depression/schizophrenia.
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Overall, participants had high scores on the Opening Minds subscale, indicating
low levels of stigma. Item one (I am more comfortable helping a person who has a
physical disability than I am helping a person who has major depression/schizophrenia)
had the highest levels of agreement with 111 participants (25.8%) agreeing or strongly
agreeing. Item six (I struggle to feel compassion for a person with major
depression/schizophrenia) had the lowest level of agreement with 12 participants (2.8%)
agreeing or strongly agreeing.

Participants who were given the survey about major depression and those given
the survey about schizophrenia had statistically significantly different mean scores on
items one, two, three, and five, as well as on the overall subscale score. For item one, the
mean score of the depression group was 0.49 higher than the schizophrenia group with a
modest effect size as measured by Cohen’s d, d = 0.485. For item two, the mean score of
the depression group was 0.43 higher than the schizophrenia group with a medium effect
size, d = 0.522. For item three, the mean score of the depression group was 0.32 higher
than the schizophrenia group with a moderate effect size, d = 0.377. For item five, the
mean score of the depression group was 0.16 higher than the schizophrenia group with a
small effect size, d = 0.196. For the overall subscale score, the mean score of the
depression group was 0.26 higher than the schizophrenia group with a moderate effect
size, d = 0.457.

An additional four-item set of study-specific questions was also used to assess
CPS workers’ attitudes towards parents with an SMI. See Table 15 for participants’
scores on the attitude items and scale as well as the results of independent sample t-tests

comparing the major depression and schizophrenia groups. For item one, equal variance
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was not assumed. Answer options were strongly agree (1) to strongly disagree (5) with

higher scores indicating lower levels of stigma. See Table 16 for participant response

distribution. Item two was reserve coded for inclusion in the scale but presented in its

original form in Table 15. For item one, higher scores indicated higher levels of stigma.

The scale had unacceptable reliability with a Cronbach’s alpha of .388.

Table 15. Research Question Two Study-Specific Scores and Independent Sample T-tests

Sample N Mean (sd) |t

1. A parent with major depression/ Combined 431 | 3.82(0.88)

schizophrenia should not be a primary

caregiver to a child because of the effect it may | Depression 212 | 3.95(0.82) [ 3.2***

have on the parent’'s mental health.®
Schizophrenia | 219 | 3.68 (0.92)

2. A parent’s recovery from major depression/ Combined 431 | 2.47 (0.81)

schizophrenia can be enhanced by their role as

a parent.® Depression 212 | 2.34 (0.84) | -3.27*
Schizophrenia | 219 | 2.59 (0.77)

3. Parents with major depression/schizophrenia | Combined 431 | 3.24 (0.99)

are more likely to neglect their children than

parents who do not have a mental illness. Depression 212 | 3.23 (1.03) | -0.21
Schizophrenia | 219 | 3.25 (0.96)

4. If a parent has major depression/ Combined 429 | 4.3(0.89)

schizophrenia, reasonable efforts to preserve

or reunify the family should not be required. Depression 210 | 4.34 (.90) 0.9
Schizophrenia | 219 | 4.26 (.89)

Scale score® Combined 431 | 3.72(0.53)
Depression 212 | 3.79(0.49) | 2.78*
Schizophrenia | 219 | 3.65 (0.56)

b Equal variances not assumed

¢ Item was reverse coded for scale. Original item score is presented here.

**% <001
** n=.001
*p<0.01
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Table 16. Research Question Two Study-Specific Response Distribution

Strongly
agree/ agree
N (%)

Neither
N (%)

Strongly
disagree/
disagree N
(%)

1. A parent with major depression/
schizophrenia should not be a primary
caregiver to a child because of the effect it may
have on the parent’s mental health.

31 (7.2%)

102 (23.7%)

298 (69.1%)

2. A parent’s recovery from major depression/
schizophrenia can be enhanced by their role as
a parent.

237 (55%)

156 (36.2%)

38 (8.8%)

3. Parents with major depression/schizophrenia
are more likely to neglect their children than
parents who do not have a mental illness.

111 (25.5%)

143 (33.2%)

178 (41.3%)

4. If a parent has major depression/
schizophrenia, reasonable efforts to preserve
or reunify the family should not be required.

25 (5.8%)

39 (9.1%)

365 (85.1%)

Since item two was reverse coded, item three (parents with major

depression/schizophrenia are more likely to neglect their children than parents who do

not have a mental illness) had the highest level of agreement with 111 participants

(25.5%) agreeing or strongly agreeing. Item four (if a parent has major

depression/schizophrenia, reasonable efforts to preserve or reunify the family should not

be required) had the lowest level of agreement with 25 participants (5.8%) agreeing or

strongly agreeing.

Participants who were given the survey about major depression and schizophrenia

had statistically significantly different mean scores on items one, two, and the overall

subscale score. For item one, the mean score of the depression group was 0.27 higher

than the schizophrenia group with a moderate effect size, d = 0.308. For item two, the

mean score of the depression group was 0.25 lower than the schizophrenia group with a

moderate effect size, d = -0.315. For the overall subscale score, the mean score of the
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depression group was 0.14 higher than the schizophrenia group with a small effect size, d
=0.268.
Aim 3-R1 & Aim 4 (Need)

Aim 3; Research question 1: How do child protective service workers perceive the
needs of parents with major depression and schizophrenia?

Aim 4: Determine whether child protective service workers’ perceptions of need
vary between parents with major depression and parents with schizophrenia.

Participants sorted six potential needs of parents with major depression or
schizophrenia into three groups: extremely important, somewhat important, or not
important. (See Table 17.) Every item except community participation resources was
placed in the extremely important group by a majority of participants. Mental health
treatment and emotional support from family and friends were the two items most often
placed in the extremely important group. No participants grouped mental health treatment
and emotional support as not important. Very few participants placed items in the not
important group. Community participation resources was the item placed in the not

important group most often and only by 4.8% of participants.

104



Table 17. Need Items Sorted into Groups and Then Ranked

Group ltem N Percent Mode rank | Mean rank | SD
Extremely Mental health treatment | 387 97 1 2.04 1.37
important Emotional support 324 81.2 2 2.81 1.25
Practical resources 292 73.2 1 2.41 1.35
Family programs 235 58.9 3 2.82 1.17
Parenting skills 204 51.1 3 3.33 1.31
Community participation | 138 34.6 6 3.64 1.82
Somewhat | Mental health treatment 11 2.8 1 1.36 0.81
important Emotional support 75 18.8 2 1.81 0.75
Practical resources 101 25.3 2 2 0.81
Family programs 157 39.3 1 1.7 0.74
Parenting skills 179 44.9 2 2.02 0.87
Community participation | 241 60.4 1 1.8 0.88
Not Mental health treatment | 0 0 NA NA
important Emotional support 0 0 NA NA
Practical resources 3 0.8 1 1 0
Family programs 4 1 1 1.25 0.5
Parenting skills 11 2.8 1 1.18 04
Community participation | 19 4.8 1 1.05 0.23

Total N: 399
Mental health treatment missing: 1
Practical resources missing: 3
Family programs missing: 3
Parenting skills missing: 5
Community participation missing: 1

After grouping items, participants then ranked them within those groups by the
order they would prioritize them with families. Within the extremely important group,
mental health treatment and practical resources were most commonly ranked as one.
Emotional support’s most common rank was two, programs that include the whole family
and parenting skills training most common ranks were three, and community
participation resources most common rank was Six.

Within the somewhat important and not important groups, it is difficult to
interpret the rank order of items. Within the somewhat important group, all items had a

mode rank of one or two, as many participants only had one or two items in the group to

begin with. Within the somewhat important group, parenting skills had the lowest mean
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rank of 2.02 (with 179 participants placing it in the somewhat important group) and
mental health treatment had the highest mean rank of 1.36 (with only 11 participants
placing it in the somewhat important group). Similarly, within the not important group,
all items had a mode rank of one and the mean ranks ranged between one and 1.25.
Overall, there is not a clear picture of differences in priority for participants who felt
items were somewhat important or not important.

There were no statistically significant or substantive differences between the
major depression and the schizophrenia groups. Participants placed the items in the three
groups at similar rates and then ranked the items within those groups in a similar order.
Aim 3-R2 & Aim 4 (Capability)

Aim 3; Research question 2: What is the extent of child protective service
workers’ perceived capability to provide or refer parents with an SMI to services?

Aim 4: Determine whether child protective service workers’ perceived capability
varies between parents with major depression and parents with schizophrenia.

CPS workers’ perceived capability was assessed with a five-item set of study
specific questions. See Table 18 for participants’ scores on the capability items and scale
as well as the results of independent sample t-tests comparing the major depression and
schizophrenia groups. For all items equal variance was not assumed. Answer options
were strongly agree (1) to strongly disagree (5) with lower scores indicating higher levels
of perceived capability. See Table 19 for participant response distribution. The scale had

good reliability with a Cronbach’s alpha of .853.
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Table 18. Research Question Two Scores and Independent Sample T-tests

Sample N Mean (sd) |t

1. I am confident that | have the knowledge and | Combined 429 | 2.4 (0.96)

skills to develop a working relationship with

parents with major depression/schizophrenia.2 | Depression 211 | 2.11 (0.81) | -6.56**
Schizophrenia | 218 | 2.69 (1.01)

2. | am confident that | can identify when it is Combined 428 | 2.57 (1.02)

appropriate to screen or assess a parent for

major depression/schizophrenia.? Depression 210 | 2.26 (0.86) | -6.64**
Schizophrenia | 218 | 2.89 (1.08)

3. I am confident that | am knowledgeable Combined 427 | 2.55(0.99)

about mental health resources for parents with

major depression/schizophrenia.? Depression 209 | 2.25(0.83) | -6.39**
Schizophrenia | 218 | 2.83 (1.06)

4. | am confident that | can identify the non- Combined 428 | 2.06 (0.82)

mental health needs of parents with major

depression/schizophrenia (i.e. parent training, Depression 210 | 1.99(0.74) | -1.69

financial needs, social support).
Schizophrenia | 218 | 2.13 (0.89)

5. I am confident that | can support parents Combined 427 | 2.12(0.77)

with major depression/schizophrenia engage in

recommended services. Depression 210 | 2.05(0.75) | -1.96*
Schizophrenia | 217 | 2.2 (0.83)

Scale score? Combined 428 | 2.34 (0.73)
Depression 210 | 2.13 (0.66) | -6.08**
Schizophrenia | 218 | 2.55 (0.74)

For all items, equal variance was not assumed

2|tem correlated with desirability bias scale p<.05

** p<.001
*p=0.05
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Table 19. Research Question Two Response Distribution

Strongly Neither agree| Strongly

agree/agree | nor disagree | disagree/

N (%) N (%) disagree N
(%)

1. I am confident that | have the knowledge and | 275 (64.1%) | 88 (20.5%) 66 (15.4%)
skills to develop a working relationship with
parents with major depression/schizophrenia.

2. I am confident that | can identify when it is 242 (56.5%) 96 (22.4%) 90 (21.1%)
appropriate to screen or assess a parent for
major depression/schizophrenia.

3. I am confident that | am knowledgeable 246 (57.6%) | 95 (22.2%) 86 (20.1%)
about mental health resources for parents with
major depression/schizophrenia.

4. | am confident that | can identify the non- 347 (81.1%) | 50 (11.7%) 31 (7.3%)
mental health needs of parents with major
depression/schizophrenia (i.e. parent training,
financial needs, social support).

5. I am confident that | can support parents with | 328 (76.8%) | 72 (16.9%) 27 (6.3%)
major depression/schizophrenia engage in
recommended services.

The overall mean scale score was 2.34 £0.73, indicating that on average
participants fell between “agree” and “neither agree nor disagree” on the perceived
capability statements. Item four (I am confident that | can identify the non-mental health
needs of parents with major depression/schizophrenia (i.e. parent training, financial
needs, social support)) had the highest level of agreement with 347 participants (81.1%)
agreeing or strongly agreeing. Item two (I am confident that | can identify when it is
appropriate to screen or assess a parent for major depression/schizophrenia) had the
lowest agreement with 242 participants (56.5%) agreeing or strongly agreeing. Items one,
two, and three had a very low but statistically significant correlation with the social
desirability bias scale (item one: r(425) = .133, p = .006; item two: : r(424) = .118,p =

.015; item three: : r(423) =.098, p = .044).
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Participants who were given the survey about major depression and schizophrenia
had statistically significantly different mean scores on items one, two, three, and five, as
well as on the overall subscale score. For item one, the mean score of the depression
group was 0.58 lower than the schizophrenia group (where lower scores indicate higher
levels of perceived capability) with a medium effect size, d = -0.631. For item two, the
mean score of the depression group was 0.62 lower than the schizophrenia group with a
medium effect size, d = -0.64. For item three, the mean score of the depression group was
0.59 lower than the schizophrenia group with a medium effect size, d = -0.616. For item
five, the mean score of the depression group was 0.15 lower than the schizophrenia group
with a small effect size, d = -0.19. For the overall subscale score, the mean score of the
depression group was 0.41 lower than the schizophrenia group with a medium effect size,
d = -0.586.

Aim 3-R3 & Aim 4 (Opportunities)

R3: To what extent do child protective service workers feel that their agency
provides opportunities for them to provide or refer parents with an SMI to services?

Aim 4: Determine whether child protective service workers’ perceived
opportunity varies between parents with major depression and parents with
schizophrenia.

CPS workers’ perceptions of agency provided opportunities were assessed with a
five-item set of study specific questions. See Table 20 for participants’ scores on the
opportunity items and scale as well as the results of independent sample t-tests comparing
the major depression and schizophrenia groups. Answer options were strongly agree (1)

to strongly disagree (5) with lower scores indicating higher levels of perceived
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opportunity. See Table 21 for participant response distribution. Items one and three were
reverse coded for inclusion in the scale but presented in their original forms in Table 20.
For those items, higher scores indicated higher levels of perceived opportunity. The scale

had questionable reliability with a Cronbach’s alpha of .611.

Table 20. Research Question Three scores and Independent Sample T-tests

Sample N Mean (sd) |t

1. | feel inadequately trained for the task of Combined 429 | 3.01(1.03)

working with parents with major depression/

schizophrenia. ° Depression 212 | 3.23(0.99) | 4.44*
Schizophrenia | 217 | 2.79 (1.04)

2. My agency collaborates with adult mental Combined 429 | 2.18 (0.96)

health services when needed.
Depression 212 | 2.19(0.97) | 0.35
Schizophrenia | 217 | 2.16 (0.96)

3. Caseload expectations get in the way of Combined 427 | 2.78 (1.09)

providing services or referrals to parents with

major depression/schizophrenia. ° Depression 211 |1 2.75(1.09) | -0.49
Schizophrenia | 216 | 2.8 (1.1)

4. Leadership at my agency supports my Combined 427 | 2.52 (0.96)

spending time providing services and referrals

to parents with major Depression 210 | 2.32(0.93) | -4.18**

depression/schizophrenia.
Schizophrenia | 217 | 2.71 (0.96)

5. My agency’s culture is supportive of my own | Combined 428 | 2.82 (1.24)

mental health. @
Depression 211 1 2.8(1.25) -0.32
Schizophrenia | 217 | 2.84 (1.23)

Scale score 2 Combined 429 | 2.75 (0.66)
Depression 212 | 2.67 (0.66) | -2.43*
Schizophrenia | 217 | 2.82 (0.66)

¢Item was reverse coded for scale. Original item score is presented here.
Jtem correlated with desirability bias scale p<.05

** p<.001
*p<0.05
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Table 21. Research Question Three Response Distribution

Strongly
agree/agree
N (%)

Neither agree
nor disagree
N (%)

Strongly
disagree/
disagree N
(%)

1. | feel inadequately trained for the task of
working with parents with major depression/
schizophrenia.

152 (35.4%)

122 (28.4%)

155 (36.1%)

2. My agency collaborates with adult mental 325 (75.8%) | 56 (13.1%) 48 (11.2%)
health services when needed.

3. Caseload expectations get in the way of 183 (42.8%) 117 (27.4%) 127 (29.7%)
providing services or referrals to parents with

major depression/schizophrenia.

4. Leadership at my agency supports my 221 (38.2%) 145 (34%) 61 (14.3%)

spending time providing services and referrals
to parents with major
depression/schizophrenia.

5. My agency’s culture is supportive of my own
mental health.

205 (47.9%)

95 (22.2%)

128 (29.9%)

The overall mean scale score was 2.75 +0.66, indicating that on average

participants were close to “neither agree nor disagree” on the perceived opportunity

statements. Item two (my agency collaborates with adult mental health services when

needed) had the highest level of agreement with 325 participants (75.8%) agreeing or

strongly agreeing. Item one (I feel inadequately trained for the task of working with

parents with major depression/ schizophrenia) had the lowest level of agreement with 152

participants (35.4%) agreeing or strongly agreeing.

Participants who were given the survey about major depression and schizophrenia

had statistically significantly different mean scores on items one and four, as well as on

the overall subscale score. Items two and five were the same across the major depression

and schizophrenia versions of the survey and, as expected, there were very slight

differences in item scores across the two versions. For item one, the mean score of the
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depression group was 0.43 higher than the schizophrenia group with a moderate effect
size, d = 0.429. Fifty-four participants (25.5%) agreed or strongly agreed that they felt
inadequately trained for the task of working with parents with major depression while 98
(45.2%) felt inadequately trained in the schizophrenia group. For item four, the mean
score of the depression group was 0.38 lower than the schizophrenia group with a
moderate effect size, d = -0.405. For the overall subscale score, the mean score of the
depression group was 0.16 lower than the schizophrenia group with a small effect size, d
=-0.235.

Participants were also asked whether their agency had standard assessments for
screening parents with (major depression or schizophrenia) and standard procedures for
referring parents to mental health and parenting resources (see Table 22). There was a
statistically significant difference related to use of assessments and both procedures for
parents with major depression and parents with schizophrenia. The major depression
group used standard assessments for screening and standard procedures for referring
parents to both mental health and parenting resources at a higher rate than the

schizophrenia group.
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Table 22. Standard Assessments and Procedures

Depression Schizophrenia Chi-Square
N Percent | N Percent

Standard assessments to screen parents

for major depression/ schizophrenia. 211 217 11.42*
Yes 47 22.3 23 10.6
No 94 44.5 120 | 55.3
Unsure 70 33.2 74 341

Standard procedures for referring parents

with major depression/schizophrenia to

mental health resources. 209 216 24.21**
Yes 144 | 68.9 98 45.4
No 30 14.4 59 27.3
Unsure 35 16.7 59 27.3

Standard procedures for referring parents

with major depression//schizophrenia to

parenting resources. 210 217 38.97*
Yes 137 | 65.2 76 35
No 38 18.1 73 33.6
Unsure 35 16.7 68 31.3

** p<.001
*p<0.005

Aim 3-R4 & Aim 4 (Motivation)

Aim 3; Research question 4: To what degree are child protective service workers
motivated to provide or refer parents with an SMI to services?

Aim 4: Determine whether child protective service workers’ motivation varies
between parents with major depression and parents with schizophrenia.

CPS workers’ motivation was assessed with a three-item set of study specific
questions. See Table 23 for participants’ scores on the motivation items and scale as well
as the results of independent sample t-tests comparing the major depression and
schizophrenia groups. For the scale score, equal variance was not assumed. Participants
were instructed to rate items in “an ideal world where you had the training, time, and
resources you needed.” Answer options were strongly agree (1) to strongly disagree (5)

with lower scores indicating higher levels of perceived motivation. See Table 24 for

113



participant response distribution. The scale had questionable reliability with a Cronbach’s

alpha of .676, so the mean score was not used.

Table 23. Research Question Four Scores and Independent Sample T-tests

Sample N Mean (sd) |t

1. I should screen parents for major Combined 430 | 2.5(1.12)

depression/schizophrenia.
Depression 212 | 2.23 (1.08) | -5.06**
Schizophrenia | 218 | 2.76 (1.09)

2. Child welfare agencies should provide or Combined 430 | 1.56 (0.66)

refer parents with major

depression/schizophrenia to the services they Depression 212 | 1.55(0.69) | -0.27

need.
Schizophrenia | 218 | 1.57 (0.62)

3. I would encourage others at my agency to Combined 429 | 1.57 (0.68)

provide or refer parents with major depression/

schizophrenia to the services they need. Depression 211 | 1.55(0.69) | -0.5
Schizophrenia | 218 | 1.59 (0.65)

Scale score? Combined 430 | 1.88 (0.66)
Depression 212 | 1.78 (0.71) | -3.03*
Schizophrenia | 218 | 1.97 (0.59)

2 Equal variances not assumed

** p<.001

*p<0.005

Table 24. Research Question Four Response Distribution
Strongly Neither agree| Strongly
agree/agree | nor disagree | disagree/
N (%) N (%) disagree N

(%)
1. I should screen parents for major 239 (55.6%) 102 (23.7%) | 89 (20.7%)

depression/schizophrenia.

2. Child welfare agencies should provide or 407 (94.7%) | 19 (4.4%) 4 (0.9%)
refer parents with major depression/

schizophrenia to the services they need.

3. I would encourage others at my agency to 401 (93.5%) | 24 (5.6%) 4 (0.9%)

provide or refer parents with major depression/
schizophrenia to the services they need.
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Item two (Child welfare agencies should provide or refer parents with major
depression/schizophrenia to the services they need.) had the highest level of agreement
with 407 participants (94.7%) agreeing or strongly agreeing. Item one (I should screen
parents for major depression/ schizophrenia.) had the lowest level of agreement with 239
participants (55.6%) agreeing or strongly agreeing.

The mean score across these items of the depression group was 0.53 lower than
the schizophrenia group with a moderate effect size, d = -0.488. For the overall subscale
score, the mean score of the depression group was 0.19 lower than the schizophrenia

group with a small effect size, d = -0.293.
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CHAPTER 7
DISCUSSION

The purpose of this dissertation was to explore factors that contribute to the
provision of services and referrals by the child welfare system to parents with an SMI.
Parents with an SMI are more likely to come into contact with the child welfare system
and then more likely to experience adverse outcomes such as out of home placement of
their children compared to parents without a mental illness.? Despite this, little is known
about what factors contribute to the provision of services and referrals for these parents
by the child welfare system. This dissertation seeks to add a better understanding of these
factors to the existing literature around parental mental illness and the child welfare
system. This could help explain and improve outcomes for parents with an SMI.

Aim 1

The purpose of Aim 1 of this study was to determine whether child welfare
agency factors were related to CPS workers providing or referring parents with an SMI to
mental health and parenting services. This was done with a secondary data analysis of the
second National Survey of Child and Adolescent Well-Being (NSCAW I11). Agency
factors were grouped into the following domains based on the Consolidated Framework
for Implementation Research: local conditions, partnerships and connections, policies and
laws, organizational culture, and structural characteristics. To our knowledge, this is the
first study to examine agency-level predictors of rates of service provision and referral
for parents with an SMI. A better understanding of what agency-level factors are
associated with the provision of services and referrals for parents with an SMI could lead
to recommendations for structural changes to increase access to mental health services
and parenting skills training.
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Aim 1-R1 Findings

Research question one examined to what degree agency-level factors predict child
welfare agencies’ rate of providing or referring parents with an SMI to mental health
screening and/or mental health services. Bivariate analysis of NSCAW 11 data found no
agency-level factors that were statistically significantly related to an agency’s referral or
service provision rate to mental health screening and/or treatment for the sample of
parents with symptoms of dysphoric depression. However, not finding a statistically
significant association does not mean that one does not exist. Within the sample, there
were very low rates of referral or service provision to mental health screening and/or
treatment. The mean rate was 17.8% and 29.8% of agencies did not refer or provide
services to any parents in the sample. This restricted range may have meant an increased
possibility of a Type Il error given that the analysis may have lacked sufficient statistical
power.24° Alternative explanations for these non-significant findings are detailed below.

Local Conditions. No items within the local conditions domain were
significantly related to the provision of services or referrals. This is a surprising finding
given previous research that has shown living in an area of high socioeconomic need to
be associated with increased mental health needs.?*8 It is also surprising that the
availability of mental health services for adults was not associated with the provision of
services or referrals. It is possible that identification of parents’ mental health need was
too low for the availability of services to have an impact on referral rates.

Partnerships and Connections. Collaboration with mental health services and
having a system of care in the county were not significantly associated with higher rates

of provision of services and referrals to mental health screening and/or treatment. This
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was surprising given previous research on the importance of interagency collaboration
between child welfare agencies and mental health services.?> Both CPS workers and
mental health professionals have reported valuing collaboration.?*%13 However, previous
analysis of the NSCAW 11 data found that child welfare agency collaboration with mental
health services was not associated with the identification of parents with depression.*>® It
is possible that while collaboration might increase referrals and service provision, lack of
identification of parents with mental health needs may attenuate the impact of such
collaboration. It is also possible that collaboration focuses more on children than on
parents. Previous analysis of NSCAW data found an association between collaboration
with mental health services and an increase in mental health service use for children with
mental health needs.'61162 The availability of mental health professionals for
investigations approached significance, but had a very small negative correlation with the
provision of mental health services and referrals.

Policies and Laws. No items in the policies and laws domains were statistically
significantly related to the provision of mental health services and referrals. Items in the
policies and laws domain may not have been closely related enough to the dependent
variables to find an association. Policies with more direct impact on parents with an SMI
such as classifying mental illness as an aggravated circumstance or mandating short
timelines for child welfare cases could be the subject of further research. 8173

Culture. Out of the subscales of the Organizational Social Context measure, only
stress approached a statistically significant relationship with service provision or referral
rates, with a very small negative correlation. This association is consistent with literature

on stress and burnout for CPS workers.1’® High stress could lead to workers disengaging
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from their jobs and tasks outside of their immediate responsibilities such as the provision
of services and referrals to parents. All of the other subscales were not significantly
associated with the provision of mental health services and referrals. Some independent
variables may have been too distal from or not specifically related to the dependent
variables. For example, while agency culture has been shown to be associated with
successful implementation of family centered practices in child welfare,'® it is unclear
the degree to which it is directly related to referral to or provision of mental health
services. This might explain this study’s findings of no domains of organizational culture
being significantly associated with the provision of services and referrals.

Structural Characteristics. Within the domain of structural characteristics,
agency use of a parent mental health assessment tool and changes in agency caseload or
funding were not associated with rates of provision of services or referrals. The primary
purpose of assessment tools may be to determine the risk to the child and not to identify
the needs of the parent.'8 Thus, even if an assessment tool were used, it may not lead to
connecting parents to services. Previous analysis of NSCAW 11 data found that the use of
standardized mental health assessments was associated with CPS workers identifying
parents with an SMI1.*% It is possible that mental health assessments might not guide CPS
workers in how to then refer or provide parents with mental health resources. An
assessment tool on its own may not be sufficient to increase referrals and service
provision. Previous successful programs have combined assessment tools with clear steps
for referral from CPS to mental health services.!

It is not clear why caseload and funding were not associated with service

referral/provision rates as previous studies have found that lower caseload levels were
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associated with higher rates of identifying parents with depression®>® and higher rates of
reunification.?? However, it is possible that even among agencies where caseloads did not
increase, there were overly high caseloads that limited the ability to refer or provide
services to parents.

Two structural characteristics items approached statistical significance: having
one caseworker per case from the beginning to the end of the case and the educational
degree agencies required workers to have. Future research is needed to further explore
these potential relationships.

Aim1-R2 Findings

Research question two examined to what degree agency-level factors predict child
welfare agencies’ rate of providing or referring parents with an SMI to parenting skills
training. Within the sample, the rate of referral or service provision to parenting skills
training was relatively normally distributed with a mean rate of 30.1%. Bivariate analysis
of NSCAW I data found three agency-level factors that were statistically significantly
related to an agency’s referral or service provision rate to parenting skills training for the
sample of parents with symptoms of dysphoric depression. Two of the factors were local
conditions (percent of the county living in poverty and percent of the county that is
White) and one was a structural characteristic (agencies having a policy of one
caseworker from the beginning to the end of the case). In the regression model that
included these independent variables, the percent of the county that is White and agencies
having a policy of one caseworker from the beginning to the end of the case were

statistically significant. The model accounted for 22.8% of the variance in referral or
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service provision rates. Therefore, there may be factors at play that are not accounted for
by the independent variables used in this study.

Significant Findings. The finding that two local conditions were associated with
rates of referral to or provision of parenting skills training among parents with symptoms
of dysphoric depression is consistent with literature about the general population of
families involved with child welfare.*2325! Percent of county that is White was negatively
associated with rates of referral to/provision of parenting training and percent of county
living in poverty was positively associated with rates of referral to/provision of parenting
training, although percent of county living in poverty was not statistically significant in
the regression model. Thus, parents with an SMI from racial/ethnic minority backgrounds
and/or who are living in poverty may be perceived as needing parenting skills training to
a greater degree than White and/or more affluent parents with mental illness. Children
living in poverty are overrepresented in child welfare and research has suggested that this
is due to the presence of increased risk including at the neighborhood level.?5* However,
the evaluation of parenting by CPS workers may not be socioeconomically sensitive and
parents may be especially distrustful of CPS leading to misattributions of need.?>? These
findings about rates of referral to/provision of parenting trainings for parenting living in
more non-White areas are consistent with previous research on Black and Hispanic
families being more likely than White families to be referred to parenting classes.123124

An agency having a policy of one caseworker from the beginning to the end of a
case was significantly associated with the rate of referral to or provision of parenting
skills training in bivariate analyses and remained so in the regression model. This is

consistent with literature about the importance of a positive working relationship between
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parents and caseworkers.'?>174 Parents have reported that working with different
caseworkers over time means that no one understands the entirety of their case and can
lead to contradictory advice or decisions about services.*” An agency having one
caseworker from the beginning to the end of a case may also indicate more resources to
dedicate to families.

Non-significant Findings. No other variables were significantly associated with
the provision of parenting skills training services or referrals. Most of the variables within
the partnerships and connections domain, as well as the availability of mental health
services for adults from the local conditions domain, were focused on mental health and
may not have been relevant to addressing the non-mental health needs of parents. Having
a system of care within a county could have offered opportunity for wraparound services
for parents that might have been expected to promote parenting training services. Yet, it
is possible that fidelity issues surrounding wraparound services impeded connection to
parenting training. Previous research has found that a lack of fidelity to wraparound
programs may limit their effectiveness.4®

Similarly to the points made in the discussion of the findings of research question
one, variables in the policies and laws and culture domains may have been too distal to
have a strong effect on the provision of parenting training services and referrals. Other
variables, such as the subcontracting of services to private child welfare agencies, have
demonstrated mixed evidence in previous research regarding whether they affected the
experience of families involved in child welfare.??

Within the structural characteristics domain, agency use of a parenting skill

assessment tool was not associated with referral or service provision rates. There are
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several possible explanations for this lack of relationship. First, it is possible that even for
agencies that used parenting skills assessment tools, the quality of those assessments is
not known. This could lead to inaccurate results or non-participation from parents who
did not feel comfortable completing the assessment. Second, parents have reported
having negative experiences with assessment tools that do not gather all of the relevant
information or ones that focus on parental weaknesses instead of strengths.'’® Parents
have also reported perceiving assessments as coercive or threatening,*”® which could lead
to inaccurate assessment results. Third, the use of a parenting skill assessment tool might
accurately identify need without being associated with higher referral rates. For instance,
CPS workers may have prioritized other family needs above parenting skills training.
Limitations

In addition to the restricted range problem associated with DV1, several
limitations to Aim 1 merit discussion. First, the study may have been underpowered.
While there was a relatively large number of parents with symptoms of dysphoric
depression, the sample size was child welfare agencies of which there were only 85.
Additionally, for research question one, the nonparametric Mann-Whitney test was used
since dependent variable one was a zero inflated non-negative continuous variable.?3®
This test has less statistical power than a parametric t-test.?>3 These limitations suggest
that a larger, more diverse sample may have been needed to detect significant effects.

Second, agency referral or service provision rates were calculated based on the
number of parents with dysphoric depression symptoms at that agency. This meant that
each agency’s rate was calculated with a different number of parents. Some agencies only

had a few parents that qualified for the sample, so rates were calculated based on two or
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three data points, meaning that there is a greater likelihood that they are not reliable. For
research question two, while parents with an SMI frequently have parenting skills
needs, %13 the extent to which parents in the sample had these needs was unknown.
Therefore, we cannot interpret all those who were not referred or provided services as
needing services.

Third, the way that the sample of parents with a mental illness was
operationalized may have introduced bias. We were unable to assess whether parents
were already receiving services or were in need of additional services at the time of the
analysis, and thus the low rate of referral or service provision may be because there was
not a need for services.

Fourth, most of the independent variables were reported by the directors of each
agency. This could lead to demand characteristics wherein directors gave overly positive
responses to survey questions. Their responses and formal agency policies also may not
reflect the actual practice of the agency or CPS workers. For instance, having an
assessment tool does not mean that one is always used. Additionally, only items that were
included in the NSCAW |1 could be used in the analysis. It is possible that unmeasured
agency characteristics as outlined in the CFIR could impact the provision of services and
referrals to parents with an SMI.

Implications for Future Research.

There are several possible next steps for future research. The first would be using
data from the upcoming third wave of the NSCAW or other more recent dataset with a
more diverse sample. If there were more variability in the rate of mental health referral or

service provision, some of the statistical challenges of the current analyses could be
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mediated. Similarly, a study of a larger sample of agencies would increase statistical
power. More research on the nature of interagency collaboration between child welfare
agencies and mental health services is needed given the lack of association between
collaboration and referral or service provision rates. The quality and focus (on parents as
well as children) of collaboration may need to be examined.

Public Health Implications

One of the most important findings of this study for public health and child
welfare practice was that agencies had very low rates of referral to mental health
assessment or mental health services among parents with symptoms of dysphoric
depression. While this study did not identify significant predictors of rates of referral to
or provision of mental health services, worker degree and having one caseworker from
the beginning to the end of a case trended toward significance. These findings converge
with existing literature on the importance of the relationship between a parent and
caseworker.'8 It also supports the importance of social work education and training in
mental health for caseworkers in a field that is facing increasing levels of
deprofessionalization.

There are also implications from the non-significant findings. Identification of a
need may not be sufficient to guarantee referral or service provision. For both dependent
variables, the use of the relevant assessment tool by an agency was not associated with an
increase in referral or service provision rate. This implies that additional steps or
guidance may be needed to help CPS workers connect parents with the resources they

need after assessment.
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Aim 2

The purpose of Aim 2 of this study was to determine CPS workers’ knowledge of
and attitudes towards serious mental illness. This was assessed with a survey that was
distributed to CPS workers throughout the United States. Research question one dealt
with CPS worker knowledge and research question two dealt with CPS workers’
attitudes. To address research question one, participants were either given a knowledge
measure of major depression or of schizophrenia. To address research question two, an
adaptation of a subscale of the Opening Minds Scale for Health Care Providers was
included and four study-specific items were developed. To our knowledge, this is the first
United States survey of CPS workers about their knowledge of and attitudes towards
major depression and schizophrenia. A better understanding of their knowledge and
attitudes can guide the development of training and child welfare policy.
Aim 2-R1 Findings

Participants who completed the major depression (DMCQ) and the schizophrenia
(KAST) knowledge measures both had high mean scores. The major depression mean
percent correct score was 83.65% and the schizophrenia mean percent correct score was
83.8%. Item three on the DMCQ, which dealt with symptoms of depression, had the
highest percent correct (96.9%) and item six on the KAST, which dealt with treatment for
schizophrenia, had the highest percent correct (96.1%). For both measures, the lowest
percent correct was item seven which dealt with resources for family members (DMCQ:
66.1%; KAST: 51.1%).

This study’s sample of CPS workers scored highly on the abbreviated DMCQ

compared to previous studies’ samples. The DMCQ was originally created and tested by
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Gabriel and Violato (2009) with a sample of people who were in treatment for
depression.?*? Select items from the original DMCQ were used in this study and item
seven was added. Participants in this study had a higher percent correct for all items,
except item five about recognized treatments for clinical depression, than the Gabriel and
Violato’s patient sample.?*? For example, in Gabriel and Violato’s study, 46% of
participants correctly responded to item two about the indications of clinical depression,
while 78.4% of this study’s sample responded correctly to this item.24> Another study by
Foster et al. was conducted with the general public and also used select items from the
DMCQ.?* The mean percent correct score among participants of this study was 65%.24°
While these studies are not directly comparable given differences in methodology, they
do suggest that CPS workers may have a relatively high level of knowledge about major
depression.

The KAST was developed and tested with various samples by Compton et al.?#3
This study’s sample of CPS workers had a higher mean score than the general public
(51.6%) and police officers before they participated in a mental health training
(79.4%).%*3 They had lower scores than mental health professionals (91.1%), which
would be expected. This study used an abbreviated version of the KAST, so direct
comparisons cannot be made. However, it does suggest that CPS workers have a
relatively high level of knowledge about schizophrenia compared to the general public
and police officers, which is also a population that may come into contact with people
with schizophrenia with relatively little training or knowledge related to this mental

health condition.?43
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Item three on the DMCQ (which of the following is not a symptom of clinical
depression) had the highest percent correct score (96.9%). The response choices were
restlessness, changes in appetite, good decision making, and lack of energy. The
identification of parents who have symptoms of a mental illness is a crucial first step for
CPS workers to be able to screen parents or refer them to mental health resources. It is
encouraging that most CPS workers scored correctly on this item, however the item on
the DMCQ with the second lowest percent correct (78.4%) also dealt with symptoms of
depression. Item two was “the following are indications of clinical depression except”
with response choices: changes in sleep patterns, poor concentration, frequent crying for
no obvious reasons, and occasional sadness. The most common incorrect response was
“poor concentration” instead of “occasional sadness.” This may imply that CPS workers
are more familiar with some symptoms than others. However, differences in item
difficulty may also have been a result of methodological distinctions in the design of the
questions and answer choices.

Participants scored relatively highly on both KAST items about treatment for
schizophrenia. This may suggest that CPS workers have the knowledge needed to refer
parents to appropriate treatment. However, participants had lower percent correct scores
on the two items about prognosis and length of treatment for schizophrenia.
Approximately 18% of the sample thought that “with treatment, the most common long-
term outcome for schizophrenia was” severe mental deterioration, mild to moderate
intellectual disability, or dementia instead of the correct choice of relief of symptoms,
with possibility of relapse. No respondents chose complete cure. The sample’s relatively

unfavorable view towards the prognosis of parents with schizophrenia could negatively
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impact their perceptions of the capabilities of parents with schizophrenia. At the same
time, approximately 19% of respondents underestimated the amount of time that “most
people who have schizophrenia need to be in some sort of treatment.” It is possible that
the underestimation of the duration of treatment need could lead CPS workers to create a
case plan that does not allow parents with schizophrenia enough time to reach the case
plan goals. CPS workers’ goal is often to move children through the child welfare system
as expeditiously as possible which can mean that the longer period needed for mental
health treatment to be effective is not considered.*8173

For both the major depression and the schizophrenia groups, the lowest percent
correct score pertained to item seven (“which group is the best source of information and
support for family members of people with depression or schizophrenia?”’). This was the
only question that asked participants about a specific referral or resource. The correct
answer choice was the National Alliance on Mental Iliness (NAMI), which is the nation’s
largest family and peer support organization and is well known within the mental health
community.?®* The most commonly selected incorrect answer was Schizophrenia/
Depression Family Association, which are organizations that do not exist. This suggests
that mental health support organizations may not be well known to CPS workers. Given
that children of parents with an SMI and other adults in the family could benefit from
support and information about mental illness,*® CPS workers being knowledgeable about
this type of support could be an important aspect of providing services and referrals.
Aim 2-R2 Findings

To understand CPS workers’ attitudes towards people with an SMI, participants

responded to an adapted version of a subscale of the Opening Minds Scale for Healthcare
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Providers and an additional four-item set of study-specific questions. The Opening Minds
subscale asked about people with major depression or schizophrenia and the study-
specific questions asked about parents specifically. Participants had low levels of stigma
on the Opening Minds subscale with a mean score of 4.06, where higher scores indicate
lower levels of stigma. Items one through three of the study-specific questions indicated
moderate levels of stigma and item four indicated low levels.

To our knowledge, the Opening Minds Scale has not been used in a child welfare
setting before. However, a study by Modgill et al. of the scale’s psychometric properties
conducted with different provider groups offers some basis for comparison.?® In their
study, social workers’ subscale scores indicated slightly lower levels of stigma than in
this study’s sample of CPS workers. CPS workers subscale scores were closer to family
doctors’, although doctors’ scores indicated very slightly higher levels of stigma than this
study’s sample.?®

Participants’ responses to the Opening Minds subscale suggest that they had
mixed views on working with parents with an SMI. Only 37.5% of participants strongly
disagreed or disagreed that they were more comfortable helping a person who has a
physical disability than a person who has major depression or schizophrenia. Fewer
participants felt that there was little they could do to help people with major depression or
schizophrenia (75.5% strongly disagreed or disagreed). Together, these two items might
suggest that a small portion of CPS workers do not feel comfortable helping people with
an SMI. However, 89.8% strongly disagreed or disagreed that CPS workers do not need

to be advocates for people with major depression or schizophrenia. This might suggest
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that participants, including some who do not believe that they can help parents with an
SMI, still want to be advocates for them.

Participants’ responses to items two and six suggest that they largely had pro-
social attitudes towards parents with an SMI. Only 4.7% strongly agreed or agreed that
despite their professional beliefs, they had negative reactions towards people who have
major depression or schizophrenia. However, this item did have a low correlation with
the Brief Social Desirability Scale. Only 2.8% strongly agreed or agreed that they
struggled to feel compassion for a person with major depression and schizophrenia.
Compassion and a lack of negative reactions are aspects of mental health stigma that can
be linked to wanting to help someone?’ and so could be necessary prerequisites to CPS
workers providing services and referrals to parents with an SMI. Additionally, only 4.2%
of the sample strongly agreed or agreed that more than half of people with major
depression or schizophrenia do not try hard enough to get better. Blaming individuals for
the challenges associated with their mental illness could affect CPS workers’ motivation
to help parents who they do not see as helping themselves. These findings suggest that
these forms of stigma are not prevalent for CPS workers. However, item two’s
correlation to the Brief Social Desirability Scale implies that levels of negative reactions
towards people who have major depression or schizophrenia may be higher than the
scores suggest.

The study-specific items were developed to assess CPS workers’ attitudes about
parents with an SMI and issues affecting parents in the child welfare system. Two items
addressed participants’ attitudes towards the impact of parenting on mental health.

Approximately 69% of participants strongly disagreed or disagreed that a parent with
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major depression or schizophrenia should not be a primary caregiver to a child because of
the effect it may have on the parent’s mental health. Slightly over half (55%) of
participants strongly agreed or agreed that a parent’s recovery from major depression or
schizophrenia can be enhanced by their role as a parent. This suggests that there was
some variability in attitudes towards the impact of parenting on mental health despite
strong evidence that parenthood can enhance recovery for those with an SMI. 58.6062
These attitudes could help explain why parents with an SMI experience worse placement-
related outcomes after coming into contact with CPS compared to parents without a
mental illness.? CPS workers could feel that parents’ caregiving roles may be too taxing
on their mental health.

Participants had the most varied responses to the item “parents with major
depression or schizophrenia are more likely to neglect their children than parents who do
not have a mental illness.” Despite the fact that parental mental illness is widely
considered to be a risk factor for child neglect,*6:84112 only 25.5% of the sample strongly
agreed or agreed. For the remainder, 33.2% neither agreed nor disagreed and 41.3%
strongly disagreed or disagreed. It is possible that CPS workers, given the high rates of
neglect among the families they are working with, do not see a difference between
parents with or without an SMI. It is also possible that CPS workers view other factors
that are associated with both parental SMI and child maltreatment as more salient to the
likelihood of child neglect. This would be consistent with studies that have found that
outside factors account for a large portion of the risk of maltreatment to children of
parents with an SM1.%6 Additionally, some participants may have been attending to the

limited evidence that parents with an SMI are directly responsible for cases of child
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maltreatment. While parental mental illness has been associated with child neglect, it is
typically not noted if or which parent was responsible.84#° This finding suggests that
many CPS workers do not assume that parents with an SMI are neglectful. This is in
contrast to previous studies where parents with an SMI have reported experiencing
stigma from professionals who assume they are not a safe or fit parent.®

Mental illness has been listed as an “aggravated circumstance” by certain states
which means that child welfare would not need to make a “reasonable effort” to keep
children with their parents.*® However, very few participants (5.8%) agreed or strongly
agreed with item four that if a parent has major depression or schizophrenia, reasonable
efforts to preserve or reunify the family should not be required. This implies that CPS
workers would have as a goal the preservation or reunification of families in which a
parent has an SMI and would want to provide services and referrals for parents to fulfil
that goal.
Aim 3

The purpose of Aim 3 of this study was to determine CPS workers’ perceptions
about providing and referring parents with an SMI to services. Specific areas of CPS
worker perceptions were: R1) the needs of parents with an SMI; R2) their own capability;
R3) agency provided opportunities; R4) their own motivation. For all research questions,
study-specific items were developed and included in the survey of CPS workers. To our
knowledge, this is the first United States study to ask CPS workers about their
perceptions about providing services or referrals to parents with an SMI. Gaining a better
understanding of their perceptions could help prevent some of the negative outcomes

parents with an SMI experience within the child welfare system.
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Aim 3-R1: Need Findings

To assess how CPS workers perceive the needs of parents with major depression
and schizophrenia, participants sorted six potential needs of parents into three groups:
extremely important, somewhat important, and not important. They then ranked the items
within those groups by the order they would prioritize them with families. The items
were: mental health treatment, emotional support from family and friends, practical
resources, family programs, parenting skills, and community participation. Very few
participants placed any of the items in the not important group.

Mental health treatment was placed in the extremely important group by 97% of
respondents. It also had the highest mean rank of 2.04 and its most common rank was
one. This implies that CPS workers felt that the need for mental health treatment was
both extremely important and that addressing this need was their first priority when
working with parents with major depression or schizophrenia. This is consistent with
previous research with professionals who have also frequently cited mental health
treatment as a need of parents with an SMI.%° It is also consistent with research that has
suggested mental health treatment may be a protective factor for child maltreatment.8512
Many parents with an SMI have also reported that mental health treatment is important to
them.®131 However, not all parents with an SMI feel that mental health treatment is their
most urgent need and may be more concerned with outside factors such as their family’s
exposure to violence or financial needs.5>®! Additionally, it should be noted that there is
mixed evidence on whether treatment of mental illness on its own, without a family
component, improves the parent-child relationship.> CPS workers may need greater

training in attending to the priorities of parents when providing services or referrals.
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Emotional support from family and friends was placed in the extremely important
group by 81.2% of respondents. It had the third highest mean rank within the extremely
important group (2.81) and its most common rank was three. This is consistent with
previous research on parents with an SMI and emotional support from family and friends.
Parents with an SMI may have limited social support and the experience of mental illness
itself can be isolating.5 Family social support can be protective for families where a
parent has an SM1.2%70 |t is also consistent with what parents with a mental illness who
are involved with child welfare report as one of their most important needs.*® For all
parents involved with child welfare, formal and informal social support have been linked
to higher rates of reunification.?? However, parents with an SMI and their families have
also reported that contact with CPS can cause increased tension between family
members.®%127 CPS workers may be in a place to increase the emotional support parents
with an SMI receive through providing services or referrals while keeping in mind that
not all support from family and friends is positive.

Practical resources had the third highest percent in the extremely important group
(73.2%). However, within the extremely important group, it had the second highest mean
rank of 2.41 and its most common rank was two. This is consistent with literature on the
importance of practical resources to parents with an SMI. Negative outcomes for families
where a parent has a mental illness may be due more to socioeconomic conditions than
mental illness itself.>13 For example, parents with a mental illness have low rates of
employment and are likely to be living in poverty® and parents have reported believing
that financial strain was one of the causes of their involvement with child welfare.?%” This

finding is also consistent with what parents with a mental illness who are involved with
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child welfare report; namely that they experience chronic deprivation and need practical
resources to support themselves and their children.'® CPS workers being aware of this
need speaks to their ability to connect parents with an SMI with necessary resources other
than mental health treatment. The importance of this awareness is highlighted by the fact
that socioeconomic stability can be a condition of reunification and parents who receive
practical resources such as housing and cash assistance have increased rates of
reunification.!8142

Approximately 50% of participants placed programs that include the whole family
(i.e. family therapy, family education) and parenting skills training in the extremely
important group. Their mean ranks within that group were 2.82 and 3.33 respectively and
both of their most common rank was 3. Prioritizing these needs less than others is not
entirely consistent with research on the role of family and parenting on parents with an
SMI. Family programs have been the subject of much research within the parental mental
iliness field and have shown promising results for outcomes such as child mental health
and family functioning.® However, there is limited availability of these programs and
CPS workers may not be aware of them where they do exist.?>2°¢ This could lead CPS
workers to view them as less important of a need. Further, parents with a mental illness
who are involved in child welfare have reported wanting help with their parenting
skills.?%” Other research supports their desire for parenting training as poor parenting
skills have been shown to be associated with children re-entering foster care'® and
parenting programs for parents involved in child welfare have been shown to reduce
parent stress and depression.3” However, parenting programs offered by child welfare

may not have a mental illness component or be responsive to the specific needs of parents
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with an SMI.1%8 Parenting programs without those components may not be as helpful,
which could lead to CPS workers not identifying parenting training as a need that they
can address for parents with an SMI. It is also possible that CPS workers believe that
parents with major depression or schizophrenia have a higher need for more fundamental
resources such as mental health treatment and practical resources before they can work
on the family environment.

The fewest participants placed community participation resources in the
extremely important group (34.6%). Within that group it had a mean rank of 3.64 and its
most common rank was 6. Many participants did think this need was somewhat
important, with 60.4% placing it in that group. Community participation activities, while
considered somewhat important by CPS workers, may simply be the last thing that CPS
workers would prioritize with families. They may be perceived as having more to do with
quality of life than with child safety, which is CPS workers’ primary concern.8
Alternatively, despite giving examples of employment and religious groups, CPS workers
may not have been familiar with the term “community participation” or may have
interpreted it differently. However, community participation has been identified by the
World Health Organization as an important component of health.?’ It has also been
found to be correlated with quality of life and recovery for people with an SM1.%258 This
suggests that training in its importance could be a part of continuing education for CPS
workers.

Items that were not placed in the extremely important group were
overwhelmingly placed in the somewhat important group and not in the not important

group. This finding implies that most CPS workers perceived all these needs to be
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relatively important, which might suggest that they are motivated to provide services and
referrals to meet these needs.
Aim 3-R2: Capability Findings

CPS workers’ perceived capability to provide parents with an SMI to services or
referrals was assessed with a five-item set of study-specific questions. All items began “I
am confident that [...” and covered different areas of working with parents with an SMI.
The overall mean scale score was 2.34, with higher scores indicating a higher level of
perceived capability.

For item one, 64.1% of participants strongly agreed or agreed that they were
confident that they had the knowledge and skills to develop a working relationship with
parents with major depression or schizophrenia. Only 15.4% strongly disagreed or
disagreed. Previous research has suggested that when CPS workers have positive
relationships with parents and collaborate with them on decision-making, there is an
increase in reunification.?28 Parents have reported that the development of a
relationship with a CPS worker is important to them and depends on CPS workers’
respect, interpersonal skills, and ability to collaborate with parents.’> However, parents
with a mental illness also report that they frequently do not feel that they have a positive
relationship with CPS workers.® This finding suggests that CPS workers may have a
different perception than parents with an SMI of their working relationship.

Participants had the highest rates of perceived capability, with 81.1% strongly
agreeing or agreeing, related to identifying the non-mental health needs of parents with
major depression or schizophrenia. Parent training, financial needs, or social support

were included as examples. This may be because this practice is consistent with what
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CPS workers do for other parents and due to the importance of practical stability for
reunification.?>14! However, findings should be interpreted with cautious optimism given
that identification of needs does not necessarily mean that proper resources are available
to meet them. 118

Participants had the lowest rates of perceived capability related to identifying
when to screen or assess parents for major depression or schizophrenia (56.5% strongly
agreed or agreed) and being knowledgeable about mental health resources for parents
(57.6% strongly agreed or agreed). This is consistent with previous research in which
CPS workers reported wanting more training and information on the mental health
aspects of working with parents with a mental illness and on how to connect them with
resources.5>173179 Previous research has also established that there are low rates of
identification of parents with a mental illness by CPS workers.*>® Lower levels of
confidence in their knowledge of mental health resources is also consistent with this
study’s findings in Aim 2 where the lowest percent correct scores of the knowledge
measures were on knowledge of a specific mental health resource for families. If CPS
workers do not have high levels of perceived capability in identifying when to assess
parents and being knowledgeable about mental health resources, their ability to provide
parents with services and referrals could be severely impacted. Additionally, the section
of the survey on CPS workers’ perceptions of the needs of parents with major depression
or schizophrenia found that the sample rated mental health treatment as the highest
priority need of parents. Combined with these findings, that suggests that participants had

the lowest perceived capability in the area they indicated to be the highest priority.
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For item five, 76.8% of participants strongly agreed or agreed that they were
confident that they could support parents with major depression or schizophrenia to
engage in recommended services. Previous research has found the most common referral
techniques by CPS workers were passive such as making suggestions or offering
information about treatment.**° The question in this study was subjective and did not ask
what types of referral techniques participants used. It may be that regardless of which
techniques participants used, they felt that it was enough to support parents engaging in
recommended services. However, research has shown that this is not the case and
supportive referrals are more effective in connecting parents to services.'4®

It should be noted that items one, two, three, and the overall scale score had a
very low but statistically significant correlation with the Brief Social Desirability Scale.
This suggests that participants may have felt social pressure to say that they were
confident in developing a working relationship with parents, identifying when to screen
or assess parents, and their knowledge of mental health resources. Participants may have
less confidence in these areas than the scores suggest. As participants already had lower
scores on these mental health related items than on items four and five, it is possible that
there is an even greater need for training and support for CPS workers to be able to
address the mental health needs of parents.

Aim 3-R3: Opportunity Findings

Perceived opportunity within CPS agencies to provide parents with an SMI with

services or referrals was measured by a five-item set of study-specific questions and by

three questions about the availability of standard assessments and procedures within an
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agency. The overall mean scale score was 2.75 with lower scores indicating higher levels
of perceived opportunity.

For item one (I feel inadequately trained for the task of working with parents with
major depression/schizophrenia), 35.4% of participants strongly agreed or agreed, 28.4%
neither agreed nor disagreed, and 36.1% strongly disagreed or disagreed. This finding is
consistent with previous literature which has reported CPS workers wanting more
training on how to work with parents with a mental illness.?>%> Research has suggested
that this may be especially important to CPS workers without social work training,?31%°
which accounted for 42.8% of the study sample. The variation in responses may suggest
that any future training should be adaptive to the level of training participants have
already. Alternatively, the relatively high number of participants who selected neither
agree nor disagree could imply that the concept of being inadequately training was not
specific enough. Thus, additional research on the type of training CPS workers feel they
need may be beneficial.

For item two, 75.8% of participants strongly agreed or agreed that their agency
collaborated with adult mental health services when needed. Collaboration between child
welfare agencies and adult mental health services has been cited by both as an important
element in serving parents with a mental illness and their families.1’® A previous
Australian survey of child welfare and mental health workers found that contact with the
opposite agency was common, such as making referrals.?> However, contact did not
constitute active collaboration, which was less common.?® Thus, the findings here should
be interpreted with cautious optimism. While there may have been relatively high levels

of collaboration, the type and quality of collaboration was not assessed in this study.
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For item three, 42.8% of participants strongly agreed or agreed that caseload
expectations got in the way of providing services or referrals to parents with major
depression or schizophrenia. High caseloads can lead to burnout, depersonalization, and
poor mental health for CPS workers.17717825% Additionally, high caseloads are a barrier to
CPS workers’ reunification efforts and reduce the likelihood of CPS workers identifying
parents with symptoms of depression.?21%° A lack of time and high workload have also
been shown to be a potential barrier to interagency collaboration between child welfare
and mental health services.?® A substantial portion of the sample indicated that their
caseload is a barrier to providing services and referrals to parents with an SMI, which is
consistent with this literature.

For item four, 38.2% strongly agreed or agreed, 34% neither agreed nor
disagreed, and only 14.3% strongly disagreed or disagreed that leadership at their agency
support their spending time providing services and referrals to parents with major
depression or schizophrenia. These findings indicate that many participants had
supportive leadership and very few had non-supportive leadership, which could be
important to increase the supports provided to parents with an SMI. The link between
leadership support and agency practices is underscored in an Australian study
demonstrating that organizational supports were related to an increase in family-focused
practice.t’* However, many participants neither agreed nor disagreed about their
leadership support, which could indicate that they did not know where their leadership
would stand on their spending time providing parents with an SMI with services and
referrals. There may also not be clear priorities at those agencies, which may impede the

provision of services and referrals.
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For item five, 47.9% of respondents strongly agreed or agreed that their agency’s
culture was supportive of their own mental health, while 29.9% strongly disagreed or
disagreed. This finding implies a wide range in the supportiveness of agency culture. This
item was also correlated with the Brief Social Desirability Scale indicating that
participants may have felt pressure to respond positively and may have overstated the
support they received from their agencies. Burnout and poor mental health are a large
concern in child welfare and may lead to CPS workers leaving their job or disengaging
from their jobs.t’®1"" This could in turn impact the energy and time CPS workers’ could
spend on the provision of services and referrals to parents with an SMI.

Participants were asked if their agency had standard assessments to screen parents
for major depression or schizophrenia, standard procedures for referring parents with
major depression or schizophrenia to mental health resources, and standard procedures
for referring parents with major depression or schizophrenia to parenting resources. Only
22.3% of respondents said they had a standard assessment to screen parents for major
depression and 10.6% said they had one for schizophrenia. This is compared to the
findings in Aim 1 from the NSCAW Il where 72.3% of agency directors said they had
assessment tools for mental health. This difference may be because this survey asked
about screening tools for specific diagnosis while the NSCAW 11 asked about general
mental health assessment tools. However, 33.2% of the depression respondents and
34.1% of the schizophrenia respondents said that they were not sure if their agency had
an assessment. It may be that while agencies have these tools, CPS workers are not aware
of them. This would be consistent with previous research where child welfare workers

reported a lack of training on assessment tools.'’3
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The depression group had relatively high rates of having standard procedures for
referring parents with major depression to mental health (68.9%) and parenting resources
(65.2%). The schizophrenia group had lower rates of having standard procedures for
referring parents with schizophrenia to mental health (45.4%) and parenting resources
(35%). It may be that participants felt that there were more accessible mental health
resources for parents with major depression and that parents with schizophrenia needed
more specialized mental health treatment. A lack of procedures for referrals to mental
health services has been cited as a contributing factor to lack of interagency
collaboration.?® Similarly, the depression group may have felt that the standard
procedures for referring parents to parenting resources would apply to parents with major
depression, while the schizophrenia group may have felt that parents with schizophrenia
needed more specialized parenting resources. CPS workers have previously reported that
there was a problem where parents with specialized needs were referred to the same
resources as all other parents.!8
Aim 3-R4: Motivation Findings

CPS workers’ motivation to provide or refer parents with an SMI to services was
measured with a three-item set of study-specific questions. Participants were instructed to
rate items in “an ideal world where you had the training, time, and resources you
needed.” For item one, 55.6% of participants strongly agreed or agreed that they should
screen parents for major depression or schizophrenia. For item two, 94.7% of participants
strongly agreed or agreed that child welfare agencies should provide or refer parents with
major depression or schizophrenia to the services they need. For item three, 93.5% of

participants strongly agreed or agreed that they would encourage others at their agency to
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provide or refer parents with major depression or schizophrenia to the services they need.
No items were correlated with the Brief Social Desirability Scale.

Item one had lower levels of agreement than items two and three, implying that
participants may be more willing to encourage others to provide or refer parents with
major depression or schizophrenia to services than to themselves screen parents. It is
possible that participants thought of the provision of services and referrals as the role of a
CPS worker but the screening of parents for major depression or schizophrenia as
something that should be someone else’s role, although it is not clear who that role would
belong to. It is also possible that participants did not fully adhere to the directions to
answer the items “in an ideal world where they had the training, time, and resources they
needed.” In that case, the barriers to screening parents (training in doing so, accurate
screening tools) might be perceived as greater than the barriers to referring or providing
parents with services.®>12 This is in part supported by the finding of a larger percent of
participants indicating that their agencies had standard procedures of referring parents
with major depression or schizophrenia to mental health and parenting resources than
standard assessments to screen parents.

The findings that items two and three were highly endorsed are in contrast to the
idea that CPS workers might not view working with parents with major depression or
schizophrenia as the role or responsibility of child welfare agencies.’® However, they are
consistent with previous research on the CPS workers’ views of interagency collaboration
and desire for training.?>%® The willingness of workers in this study to be champions of
providing or referring parents with major depression or schizophrenia to services is

important given that the existence of champions within CPS has been shown to promote
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similar practices.!’? Given this, child welfare agencies could train these champions to
increase CPS workers’ provision of services and referrals.
Aim 4

Participants were given either a survey that asked about parents with major
depression or a survey that asked about parents with schizophrenia. This was to address
an exploratory aim regarding whether CPS workers’ knowledge, attitudes, and
perceptions of need, capability, motivation, and opportunity varied between parents with
major depression and schizophrenia. This adds to literature around the different
experiences of those with major depression versus schizophrenia in healthcare and social
service settings.??23 It also could help inform the need for diagnosis-specific education
or resources for CPS workers.

Within the domains of worker attitudes, perceived capability, perceived
motivation, and perceived opportunity there were significant differences between the
major depression group and the schizophrenia group. This is consistent with existing
literature that has found that people, including social and healthcare providers, have
different attitudes towards people with major depression and schizophrenia. By and large,
people have more negative stereotypes about and desire greater social distance from
people with schizophrenia compared to people with depression.?7:228230231

There were not significant differences in the mental health knowledge and
perceived needs of parents with major depression and schizophrenia domains. Two items
within the opportunity domain did not specify a mental health condition but asked
generally about collaboration with adult mental health services and agency’s culture of

support. Neither item demonstrated a significant difference between groups, supporting
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that the differences found were due to differences in attitudes towards parents with major
depression and schizophrenia instead of other underlying differences between the
participant groups.
Mental Health Knowledge

There was no difference in the mean scores on the knowledge measures for the
major depression and schizophrenia groups. While we are not aware of previous research
testing CPS workers’ knowledge of major depression and schizophrenia, this is a
somewhat surprising finding. A previous study found that Australian social workers were
significantly better at identifying an example of depression than an example of
schizophrenia.?®® Additionally, members of the general public typically endorse more
negative stereotypes about people with schizophrenia than major depression.?® This
could be caused by misconceptions and a lack of knowledge about schizophrenia. It is
possible that there has been an increase in knowledge of schizophrenia since the survey
of Australian social workers was conducted and that CPS workers know more about
schizophrenia that the general public.
Attitudes

There were differences on some items measuring stigmatizing attitudes towards
parents with major depression and schizophrenia. On the adaptation of the Opening
Minds subscale, items one, two, and three all had a statistically significant difference with
a moderate to medium effect size. Specifically, these items had to do with participants’
comfort in interacting with people with an SMI (i.e. helping a person and having a
negative reaction towards them). These findings suggest that CPS workers may be more

comfortable interacting with someone with depression than with someone with
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schizophrenia. This is consistent with research on attitudes of the general public, mental
health professionals, and social service workers.?”228232 Studies have consistently found
people have a greater desire for social distance from those with schizophrenia than those
with major depression.?7:228.232

Items from the adaptation of the Opening Minds subscale that did not demonstrate
a significant difference between the major depression and schizophrenia groups (four and
five) were more focused on empathy towards those with an SMI. There was not a
difference in participants’ ability to feel compassion for those with major depression and
those with schizophrenia. This is a somewhat different finding than previous research,
where the public had more pro-social, or compassionate, attitudes towards people with
major depression than schizophrenia.?” Having compassion for parents with
schizophrenia could eliminate a barrier for CPS workers providing services and referrals
to those parents. There was also not a difference on the item “more than half of people
with major depression/schizophrenia don’t try hard enough to get better.” This is
consistent with previous research that has found that people are more likely to think that
those with major depression are to blame for or have control over their mental health
symptoms than people with schizophrenia.??230

For the study-specific items developed to assess CPS workers’ attitudes towards
parents with major depression or schizophrenia, items one and two were statistically
significantly different with a moderate effect size. Participants who completed the
schizophrenia survey tended to have greater stigmatizing beliefs related to these items
than participants who completed the depression survey. These items focused on the

possible negative effect parenthood may have on the parent’s mental health and whether
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a parent’s recovery could be enhanced by parenthood. Findings suggest that CPS workers
may have less favorable views about the impact of parenting on the mental health of
parents with schizophrenia compared to its impact on the mental health of parents with
major depression. A somewhat similar finding was derived from a survey demonstrating
that people believed those with schizophrenia were less likely to experience recovery
than people with major depression.?%

However, there was not a difference between how likely participants thought
parents with major depression or schizophrenia were to neglect their children, nor was
there a difference in whether reasonable efforts to preserve or reunify a family should be
required. Previous research has found that people view those with schizophrenia as less
predictable and, for some groups, more dangerous than those with depression,?”:2%
including a study of social service workers.?? This study’s findings suggest that while
CPS workers may perceive that parents with schizophrenia may especially be at risk for
poor mental health outcomes due to their status as parents, a specific mental health
diagnosis is less relevant to considerations about the impact of mental illness on
parenting behavior or the role of CPS in supporting family reunification.

Need

Participants did not differ in their grouping or ranking of the needs of parents with
schizophrenia and major depression. Parents with different mental ilinesses may benefit
from resources that are tailored to their condition.'% However, this does not mean that
parents with major depression have different needs than those with schizophrenia, and,

indeed, the findings indicate that CPS workers do not perceive their needs as different.
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Capability

Overall, there were differences in CPS workers’ perceptions of their capability to
work with parents with major depression and schizophrenia. All items except item four
had statistically significant differences, with items one, two, and three having a medium
effect size and item five a small effect size. Participants had higher perceived capability
in developing a working relationship with parents with major depression than
schizophrenia. This is consistent with the findings from the differences in the Opening
Minds subscale around comfort with someone with major depression or schizophrenia.
CPS workers may feel less familiar with schizophrenia as a mental illness than major
depression and work with parents with schizophrenia less often. A survey of social
workers in the community found that they worked with people with schizophrenia much
less often that people with depression.?®® This could impact their perceived capability in
developing a working relationship.

Participants also had higher levels of perceived capability in identifying when to
screen or assess for mental illness and being knowledgeable about mental health
resources. This is consistent with the previously mentioned survey of social workers
which also found that they were able to correctly identify an example of depression at a
much higher rate than schizophrenia.?®® Not being able to identify symptoms of
schizophrenia could mean that CPS workers would not know when to screen a parent.
However, this is not consistent with the findings from the mental health knowledge
measures Where participants were equally knowledgeable about major depression and
schizophrenia. An avenue for future research could be to examine whether actual

knowledge of major depression or schizophrenia is associated with perceived capability.
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The only item to not demonstrate a between-group difference related to
identifying the non-mental health needs of parents. This may be consistent with the need
findings from this survey in which there was no difference in the perceived needs of
parents with major depression or schizophrenia. Overall, these findings are consistent
with qualitative reports from CPS workers where they indicated wanting more training on
the mental health aspects of working with parents with an SM1.% They suggest that the
gap between CPS workers’ perceived capability in addressing the mental health needs
versus the non-mental health needs of parents with schizophrenia may be especially wide.
Opportunity

Items one and four both had a statistically significant difference between groups
with a moderate effect size. Participants in the schizophrenia group indicated that they
felt more inadequately trained for working with parents than participants in the
depression group. This is consistent with other findings from the survey where
participants, on certain items, had lower perceived capability scores for working with
parents with schizophrenia. Participants also indicated that leadership would be less
supportive of their spending time providing services and referrals to parents with
schizophrenia than parents with major depression. This perceived difference could be due
to variability in the expected effectiveness or usability of services and referrals offered to
parents with major depression vs. parents with schizophrenia. In other words, spending
already limited time working with parents with schizophrenia might be expected to yield
relatively little return.

Previous research has found that people, including non-psychiatric healthcare

providers, view people with schizophrenia as less likely to recover or be able to take care
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of their health compared to people with depression.?3%231 However, respondents
themselves did not appear to share these beliefs. The contrast between participants’ own
views and their perceptions of leadership could be explored further in future research.

Two opportunity items did not specify a mental health condition and there were
no differences between the groups. There were also no differences between groups about
caseloads getting in the way of providing services or referrals. This may indicate that
CPS workers do not see a difference in the amount of time they would need to provide
services or referrals to parents with major depression or schizophrenia. Thus, there would
not be a differential impact in the burden created by more cases.
Motivation

Of the motivation items, only item one (I should screen parents for major
depression/schizophrenia) demonstrated a significant difference between the major
depression and schizophrenia groups. Participants agreed more that they should screen
parents with major depression compared to schizophrenia. Despite instruction to answer
in an ideal world where participants had the training and resources they needed, this may
be tied to higher levels of perceived capability in knowing when to screen parents and
how to connect them with mental health resources. However, it may also reflect a
personal reluctance to screen for schizophrenia compared to major depression. This may
be consistent with previous findings from research with social service workers and non-
psychiatric healthcare providers that demonstrated that participants felt more need for
social distance from people with schizophrenia compared to major depression.??8.231

There was not a difference in participants’ views on whether child welfare

agencies should provide or refer parents to services. This indicates that even given
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different comfort levels with doing so, participants believe that child welfare can play a
role in supporting both parents with major depression and schizophrenia.
Survey Overall Discussion
Survey Limitations

A number of limitations to this survey study merit consideration when
interpreting results. First, the survey used a convenience sampling strategy and a response
rate could not be calculated as the number of people who received the survey from child
welfare-related organizations who agreed to disseminate it is not known. These issues
limit the generalizability of the findings. Previous child welfare survey research has been
conducted in partnership with state children and families offices to survey all CPS
workers employed by that state or in a specific jurisdiction.16%1%2 However, this approach
was not feasible for the scope of this dissertation. This is somewhat mediated by the
collection of demographic data that could be used in future research to stratify results or
as covariates. Additionally, the demographic data show that different populations were
represented within the results (i.e. 43.6% were from urban child welfare agencies, 31.1%
from suburban, and 25% from rural). Education, which has been shown to be associated
with the identification of parents with a mental illness and the uptake of family centered
practices,>169 was comparable to surveys that sampled all child welfare workers in a
state or jurisdiction.t69192

Second, those that responded to the survey may have been more interested in
mental health and therefore more knowledgeable about major depression, schizophrenia,
and parental mental illness. As such, findings on CPS workers’ relatively high level of

knowledge about mental health and motivation to work with parents with an SMI should

153



be interpreted with cautious optimism. This study’s sample may have yielded higher
scores than the general population of CPS workers would.

Third, participants overall scored highly on the Brief Social Desirability Scale.
This suggests that participants that responded to the survey experienced high levels of
social desirability bias and that may have had unmeasured effects on the survey results.
This may have introduced bias in the results, with participants wanting to choose the
more positive response or response that they thought was “correct.” While no specific
survey items were highly correlated with the Brief Social Desirability Scale, survey items
that had a small correlation have been noted and should be interpreted with the possibility
of bias in mind. These items could be further developed in future studies to minimize
potential bias. Future research could also consider ways to mitigate the impact on results
such as blinding participants to the topic of the survey or using methods to assess implicit
attitudes towards people with mental illness.

Finally, the two mental health knowledge measures used were not developed for
use with a population of CPS workers. While the KAST was developed with a range of
participants, the DMCQ was only developed for use with patients with depression. This
was in part addressed by selecting only items that were pertinent to CPS workers and
through cognitive interviews with pilot testers. Additionally, the two measures may not
have been directly comparable. While a concerted effort was made to streamline the
content of items across the two survey versions, these items require additional
psychometric evaluation. Such an evaluation was beyond the scope of this dissertation.
For example, the KAST had five answer options while the DMCQ had four. This means

that the KAST was more difficult due to having more distractor answers which can be
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seen by the different percent correct for item seven, the only shared item (DMCQ: 66.1%;
KAST: 51.1%).
Survey Next Research Steps

Based on this study’s findings, there are several possible next steps for research.
First is the examination of predictors of CPS worker perceptions, such as perceived
capability or motivation, that could be a target for training or action. For instance, an
analysis could explore what factors are associated with higher levels of perceived
capability in working with parents with an SMI, especially schizophrenia. Additional
analysis of this dataset could also include testing the conceptual model through structural
equation modeling or psychometric evaluation of survey items that had adequate
reliability.

Another possible next step is exploring knowledge, attitudes, and perceived
capability within more homogenous groups. This approach could aid in identifying the
needs of more specific populations of CPS workers (e.g., rural child welfare workers). It
has been suggested that for more homogeneous samples, a convenience sample can be
generalized to the wider population with greater confidence.2°

Future research could also explore whether CPS worker knowledge, attitudes, and
perceived capability are associated with the actual provision of services and referrals for
parents with an SMI. Particularly factors such as mental health knowledge whose
association with the provision of services and referrals has not been previously examined.

Finally, training in working with parents with an SMI has been identified as a

need of CPS workers. Future research could explore how to best train workers in
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identifying parents to screen, understanding available mental health resources, and
referring parents to mental health resources.
Survey Public Health Implications

Contributions to the literature. This was a novel study of child welfare workers
in the United States and their knowledge, attitudes, and perceptions about parents with an
SMI. To our knowledge, this is the first study to ask CPS workers about their knowledge
of major depression or schizophrenia. A better understanding of their knowledge of these
mental health conditions can contribute to training and education for CPS workers. To
address CPS workers’ attitudes towards mental illness, a subscale of the Opening Minds
Scale was adapted for a child welfare setting for the first time and the psychometric
properties were reported for a new population. This means that worker attitudes can be
put into context with those of other professionals who work with people with an SMI.
This research adds to existing literature about stigma experienced by parents with an SMI
and, to our knowledge, is the first time that stigmatizing beliefs were assessed in a
population of CPS workers.

This study adds quantitative data to the perspectives previously expressed by
child welfare workers in qualitative research. This includes quantitative data about their
perceptions of their capability in working with parents with an SMI. To our knowledge,
this is the first time this type of quantitative data has been collected from CPS workers in
the United States. Data about CPS workers’ perceptions of the needs of parents with an
SMI can be compared to literature about the needs that parents themselves express as
well as literature on empirical evidence of need. Data about CPS workers’ perceptions of

their opportunity to work with parents with an SMI adds to existing literature on
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interagency collaboration, child welfare caseloads, CPS worker mental health, and the
use of formal assessments and referral procedures. The study also contributes new
knowledge regarding CPS workers’ perceptions of support from their agencies in
working with parents with an SMI and their own support of others engaging in this work.

This study was strengthened by its use of theory and adds to the literature of how
theory can be applied. The CFIR was used to identify personal characteristics of CPS
workers that could be investigated. The findings from the study can be put into the
context of Powell et al.’s conceptual framework of how child welfare agency and worker
characteristics impact the inequities experiences by parents with a disability.

Implications. Results from this survey suggest the following for the field of
public health and for child welfare practice: 1) there is a need for additional training of
CPS workers; 2) there is a need for structural changes to support CPS workers in
providing services and referrals; 3) there are several possible causes for the inequities
experienced by parents with an SMI in the child welfare system.

Findings from the survey suggest that CPS workers may have several training
needs. First, CPS workers may need training related to the identification of parents who
might benefit from screening for an SMI and knowledge of what assessment tools are
used by their agency. Participants were less confident in their ability to identify parents to
screen than other areas of working with parents with an SMI. Their answers also reflected
lower motivation to screen parents themselves than to encourage others to provide them
with services or referrals. Additionally, many participants did not know if their agency

used mental health assessment tools.
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Second, CPS workers may need training related to making referrals to mental
health resources. Participants identified mental health treatment as the highest priority
need for parents with an SMI. However, they had relatively low levels of perceived
capability about their knowledge of mental health resources compared to their capability
in providing services and referrals for parents’ non-mental health needs. They also had
the lowest scores on the mental health knowledge measures on the question about a
specific mental health resource.

Third, training of CPS workers should emphasize the importance of parenthood to
the identity and recovery of parents with an SMI. Compared to other attitude items,
participants were more likely to think that parenthood had a net-negative impact on
people with an SMI. Participants were also less likely to view parenting skills training,
programs that included the whole family, and supports related to community participation
as extremely important needs of parents with an SMI compared to other needs.

Fourth, training should differentiate between CPS workers’ capability with
parents with major depression versus schizophrenia. There were consistent differences in
responses from participants who were given the survey about depression and those given
the survey about schizophrenia. In many areas, views of parents with schizophrenia were
more negative than those of parents with major depression. Participants reported lower
perceived capability, opportunity, and motivation in certain aspects of working with
parents with schizophrenia compared to parents with major depression. This suggests a
need for more training and support for child welfare workers in working with parents
with schizophrenia in particular. It also implies the importance of considering what

specific mental health condition a parent has. The development of this kind of training
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could include partnering with parents with lived experiences, both to develop training
materials that include sharing their experiences but also to share their experiences directly
with CPS workers.

In addition to the need for training, the results of the survey suggest that there
may be a need for structural changes for child welfare agencies. Participants had
uncertainty about their agency’s leadership support for them spending time providing
services and referrals to parents with an SMI. There were also low levels of standardized
procedures for making referrals to mental health resources, especially for parents with
schizophrenia. These two findings could be attributed to CPS workers not knowing about
their leadership’s views and standard procedures. However, it is also possible that
agencies have not created clear prioritization or guidance around working with parents
with an SMI. Given that CPS workers had high levels of belief in the role child welfare
could play in providing services and referrals for parents with an SMI, it is important for
agencies to have clear guidance on how to do so.

Finally, the findings from the survey also have implications for the causes of the
inequities experienced by parents with an SMI within the child welfare system. CPS
worker bias against mental illness is a possible explanation for part of those inequities.
However, by and large, participants in this study did not endorse stigmatizing views of
parents with an SMI. Contrasting with much of the existing literature on child
maltreatment, 1684229 most participants did not think that parents with an SMI were more
likely to neglect their children than parents without a mental illness. Participants felt that
part of their role as CPS workers was to be advocates for parents with an SMI. This study

suggests that at least a portion of CPS workers indicate they want to work positively with
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parents with an SMI, and that a lack of training and resources could be primary barriers

to that goal and more positive outcomes for parents and families.

Summary of Findings and Implications Across Aims

Table 25. Summary of Findings and Implications

Finding

Applicable research
questions

Discussion of finding and implications

Rates of provision of
mental health
services and referrals
among CPS agencies
are low.

Aim 1-R2; Aim 2-R1;
Aim 3-R1

In Aim 1-R1, agencies had a very low rate of
provision of or referral to mental health
screening/services. This is consistent with
survey respondents not being aware of a
specific mental health resource in Aim 2-R1.
The severity of this finding is highlighted in
Aim 3-R1 where survey respondents listed
mental health treatment as the most important
need of parents with an SMI. Thus, additional
research and training is needed to improve
the ability of CPS workers to address the
mental health needs of parents with an SMI.

CPS workers may be
more prepared to
address non-mental
health needs than
mental health needs
of parents with an
SMI.

Aim 1-R1&2; Aim 3-
R2

Multiple findings related to non-mental health
were more positive than those related to
mental health. For Aim 1, rates of provision of
services or referrals were higher for parenting
skills training than mental health services. For
Aim 3-R2, participants were more confident in
identifying non-mental health needs than
either of the mental health related items.
Again, this implies the need for additional
research and training to better address the
mental health needs of parents with an SMI.

CPS workers have
clear training needs
related to supporting
parents with an SMI.

Aim 2-R2; Aim 3-R2;
Aim 3-R3; Aim 3-4;
Aim 4

Aim 3-R3 found that many survey
respondents felt inadequately trained for
working with parents with an SMI. Other Aims
listed offer possible areas where training
might be focused. Findings from Aim 2-R2
suggest that the importance of parenting to
the identity and recovery of those with an SMI
should be included in training. Findings from
Aim 3-R2&4 highlight the importance of
training in when and how to screen parents
for an SMI. Findings from Aim 4 suggest that
training should be responsive to different
mental health conditions.
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Table 25. Summary of Findings and Implications (continued)

Structural changes
may be needed to
support CPS workers
in working with
parents with an SMI.

Aim 1-R1&2; Aim 2-
R2; Aim 3-R3

Findings from Aim 1 suggested that current
tools meant to identify mental health and
parenting needs did not increase the provision
of those services, suggesting that those tools
or the way they are used need to be changed.
Meanwhile, Aim 3-R3 found that many
participants’ agencies did not have standard
assessments and procedures around
screening and providing parents with
services. Aim 2-R3 found that CPS workers
may not agree with policies such as predictive
neglect and aggravated circumstance.
Collectively, these findings imply that
structural changes are needed to support
CPS workers working with parents with an
SMI.

CPS workers may
perceive that there is
a role of child welfare
in addressing the
needs of parents with
an SMI.

Aim 2-R2; Aim 3-R2;

Aim 3-R3; Aim 3-R4

Findings from these research questions all
suggest that many CPS workers who
responded to the survey believe that child
welfare has a role in working with parents with
an SMI and that CPS workers should be
advocates for parents. These findings imply
that new initiatives to further support parents
with an SMI may be effective, as workers may
be motivated to adopt them.

Conclusion

This dissertation’s purpose was to investigate factors that predicted the provision

of services and referrals for parents with an SMI by the child welfare system. Aim one
examined this at the agency level through a secondary data analysis of the NSCAW 11.
No predictors were statistically significantly associated with the provision of mental
health services or referrals. Only the percent of the county that was White, the percent of
the county living in poverty, and having one caseworker from the beginning to the end of
a case were statistically significantly associated with the provision of parenting training
services and referrals.

Aims two, three, and four were based on a survey of CPS workers. Child welfare
workers who participated in the study generally had high levels of knowledge about

major depression and schizophrenia. They had low levels of stigmatizing attitudes
161



towards those with major depression or schizophrenia in general, although they tended to
underestimate the positive effects of parenting for those with an SMI. Their assessments
of the needs of parents with major depression or schizophrenia were mostly consistent
with established literature. Their levels of perceived capability were lower for the mental
health aspects of working with parents than the non-mental health aspects. They had
some of the support they needed for working with parents with an SMI but wanted more
training. Their motivation for child welfare agencies working with parents with an SMI
was generally high. Throughout all domains, there were differences in how participants
responded to items about parents with major depression and schizophrenia.

This dissertation has multiple implications for public health and child welfare
practice. There are currently very low rates of referrals to mental health assessment or
mental health services for parents with depression. Both the secondary analysis of the
NSCAW and the study-specific survey highlighted the importance of CPS workers
having the time and resources they need to work with parents with an SMI. Additionally,
this dissertation points to specific training needs of CPS workers. It serves as a
foundation for future research designed to enhance the ability of CPS workers to serve as

a resource to parents with SMI in order to improve parent, child, and familial outcomes.
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APPENDIX A
SURVEY DISTRIBUTED TO CPS WORKERS

32524, 12:44 AM Qualtrics Survey Software

Consent

You are about to participate in a survey that aims to understand child protective
service and child welfare workers’ views on mental illness and providing
parents with a mental iliness with referrals and services. For the purpose of this
research, child protective service workers include workers at public and private
agencies who have direct contact with families and are not in leadership or
management positions. Workers must be 18 or older, understand English, and
have worked at a child welfare agency for at least two months.

Please download and review this consent form for more information. If you
have any questions, concerns, or comments about the consent form before
continuing with the survey, please contact Irene Casey at
irene.casey@temple.edu.

| am a child protective service worker or child welfare worker who has direct
contact with families and | agree to participate in this survey:

O Yes
O No

Demographics

How old are you?
O 18-34

hiips/fchpswiemple col qualtnics com/QUEduSection/Blocks/ A GetSurvey Print Proview XConlextSurveyID=SV_OpsIL5SGIbyzaN4&ConteatLibrary[D=UR_39.,
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O 35-54
QO 55 or older

Choose one or more races/ethnicities that you consider yourself to be

[J Whnite or Caucasian

[ Black or African American

(O Hispanic or Latino

(O American Indian/Native American or Alaska Native

(O Asian
[ Native Hawaiian or Other Pacific Islander
O Other (please specify):

What is your gender identity?

O Male

O Female

O Non-binary / third gender

O Other (please specify):

What is your educational background? Please indicate your highest degree.

QO Associate's degree

QO Bachelor's degree (not in social work)
QO Bachelor of social work

O Master of social work

QO Other advanced degree
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Do you currently work at a child welfare agency?

O Yes
O No

When did you last work at a child welfare agency?

O Less than one year ago
O Between one and five years ago
O Between six and ten years ago

O More than ten years ago

How long have you worked at your child welfare agency?
O Less than 6 months

O 6 months to 11 months

Ot year to 2 years

O3 years to 5 years

Os years to 10 years

O More than 11 years

How many hours per week do you spend with clients (parents or children)?

How would you describe the location of your child welfare agency?
QO Urban

QO Suburban

O Rural

hiips/fchpswiemple col qualtnes com/QEduS ection Blocks/Aj/ GetSurvey Print Preview NontexiSurvey1D=SV_0IL5SG 1byzaN4&ConteatLibrary [D=UR_39
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What best describes your agency type?
QO Public (city, county, or state based)
QO Private provider or subcontractor

O Other (please specify):

What best describes your service area within your child welfare agency? Select
all that apply.

[ Intake
(O Investigator
(O Legally mandated ongoing services

O Voluntary services (i.e. prevention services, alternative response)
[0 case management

O Other (please describe):

Depression Knowledge

The following questions are about major depression. Please answer based on
your knowledge of the condition.

Which of the following is FALSE about the relapse of clinical depression?

(O The number of previous episodes of clinical depression increases the chances
of subsequent episodes.

QO After the first episode of clinical depression, there is an increased risk of a
second episode.

(O Maintenance treatment can reduce the chances of relapse.

O After recovery, there is zero risk for recurrence.
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The following are indications of clinical depression EXCEPT:

QO Changes in sleep patterns
QO Poor concentration
QO Frequent crying for no obvious reasons

O Occasional sadness

Which of the following is NOT a symptom of clinical depression?

QO Restlessness

O Changes in appetite
O Good decision making
O Lack of energy

Which of the following statements about the speed of response to the
treatment with antidepressants is FALSE?

O symptoms improve immediately after treatment is begun.
O Many antidepressants may take several weeks to start to work.

O It is important to continue taking medication even if there is initial
improvement.

O Not all symptoms respond to antidepressants at the same rate.

Which is NOT a recognized treatment for clinical depression?

O Medication
QO Talk therapy

O Light therapy (photo-therapy)
QO Kiekie therapy
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Psychotherapy can help many people with depression. Which of the following
statements about psychotherapy is FALSE?

O Both individual and group talk therapy provides an opportunity to express and
discuss thoughts and feelings with the therapist.

QO Therapy may help to resolve life issues that may contribute to depression.
QO All depressed individuals benefit from psychotherapy.

O In psychotherapy, negative, and self-defeating thoughts can be replaced by
more positive, realistic thoughts.

Which group is the best source of information and support for family members
of people with depression?

O American Medical Association (AMA)

QO Association of Psychologists and Psychiatrists (APAP)

O National Alliance on Mental lliness (NAMI)

O Depression Family Association (DFA)

Aim 2&3 Questions - DEPRESSION

These questions ask you to agree or disagree with a series of statements about

major depression. There is no correct answer. Please mark the box that best fits
your opinion.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree
1. | am more comfortable helping O O O @) O

a person who has a physical
disability than | am helping a
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Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree
person who has major
depression.
2. Despite my professional

beliefs, | have negative reactions
towards people who have major O O O O O

depression.

3. There is little | can do to help
people with major depression. O O O O O

4. More than half of people with

major depression don't try hard O O O O @)
enough to get better.

5. Child protective service

workers do not need to be O O O O O

advocates for people with major
depression.

6. | struggle to feel compassion

for a person with major O O O O O

depression.

This series of statements is about parents with major depression. Please mark
the degree to which you agree or disagree with each statement. There is no
correct answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree
1. A parent with major depression
should not be a primary caregiver

to a child because of the effect it O O O O O
may have on the parent’s mental

health.

2. A parent’s recovery from major

depression can be enhanced by O (@) O O O

their role as a parent.
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Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

3. Parents with major depression

are more likely to neglect their
children than parents who do not O O o o O

have a mental illness.

4. If a parent has major

depression, reasonable efforts to

preserve or reunify the family O O o O O
should not be required.

This series of statements is about your confidence in working with parents with
major depression. Please mark the degree to which you agree or disagree with
each statement. There is no correct answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

1. | am confident that | have the

knowledge and skills to develop
a working relationship with o o o o O
parents with major depression.

2. | am confident that | can

identify when it is appropriate to O O O O [®)

screen or assess a parent for

major depression.

3. | am confident that | am

knowledgeable about mental O O 0O 0O o)

health resources for parents with
major depression.

4. | am confident that | can
identify the non-mental health

needs of parents with major O O O O O
depression (i.e. parent training,
financial needs, social support).

5. | am confident that | can O O O O O

support parents with major
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recommended services.
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Strongly

agree  Agree disagree Disagree disagree

Neither
agree nor

Strongly

This series of statements is about your child welfare agency. Please mark the

degree to which you agree or disagree with each statement. There is no correct

answer.

1. | feel inadequately trained for
the task of working with parents
with major depression.

2. My agency collaborates with
adult mental health services
when needed.

3. Caseload expectations get in
the way of providing services or
referrals to parents with major
depression.

4. Leadership at my agency
supports my spending time
providing services and referrals
to parents with major depression.

5. My agency's culture is
supportive of my own mental
health.

Strongly
agree

@)

O

O

Neither
agree nor

Strongly

Agree disagree Disagree disagree

O

O

O

@)

O

@)

O

O

O

Please indicate whether your child welfare agency has the following standard
procedures regarding parents with major depression.

1. My agency has standard
assessments to screen parents

Yes

O

No

O

Unsure

O
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Yes No Unsure
for major depression.

2. My agency has standard

procedures for referring parents

with major depression to mental o o o
health resources.

3. My agency has standard

procedures for referring parents
with major depression to O O O
parenting resources.

In an ideal world where you had the training, time, and resources you needed,
rate the following statements about parents with major depression. There is no
correct answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

1. | should screen parents for
major depression. O o O O O
2. Child welfare agencies should
provide or refer parents with
major depression to the services O o O O O
they need.
3. | would encourage others at
my agency to provide or refer ®) '®) ®) ®) ®)

parents with major depression to
the services they need.

Sort the following potential needs of parents with major depression into these
groups: extremely important, somewhat important, or not important. Then rank
them within their group in the order that you would prioritize them with families.
Each group can have as many or as few items as you prefer.

ki Extremely important
Mental health

treatment
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Parenting skills training

Emotional support
from family and friends

Programs that include

the whole family (i.e. Somewhat important
family therapy, family
education)

Practical resources (i.e.
housing, food)

Community
participation resources
(employment, religious

groups) Not important

Schizophrenia Measure

The following questions are about schizophrenia. Please answer based on your
knowledge of the condition.

A common symptom of schizophrenia is:

O Being overly happy and having extra energy

O Overeating and weight gain

O sudden anxiety attacks

O Thinking that others are watching or following
O Vviolence, theft, or physical attacks toward others
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With treatment, the most common long-term outcome for schizophrenia is:

O Complete cure

O Dementia

O Mild to moderate intellectual disability

O Relief of symptoms, with possibility of relapse

QO Severe mental deterioration

To help deal with stress, most patients with schizophrenia benefit from:

QO Alcohol use

O Counseling or psychotherapy
O Cutting back on social activities
O Pain-relief medications

QO Physical therapy

A person strongly believes that the FBI has put a computer chip in his/her body.
This symptom is called a:

QO Daydream
O Delusion

QO Hallucination
O Phobia

O worry

Most people who have schizophrenia need to be in some sort of treatment for:

O Days
O Weeks
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O Months
O Years
O Notat all

The best treatment for the symptoms of schizophrenia is:
O Medicine

QO Operation

QO Relaxation

QO strict diet

O Vitamins

Which group is the best source of information and support for family members
of people with schizophrenia?

O American Medical Association (AMA)

QO Association of Psychologists and Psychiatrists (APAP)

QO Centers for Disease Control and Prevention (CDC)

O National Alliance on Mental lliness (NAMI)

QO Schizophrenia Family Association (SFA)

Aim 2&3 Questions - SCHIZOPHRENIA

These questions ask you to agree or disagree with a series of statements about
schizophrenia. There is no correct answer. Please mark the box that best fits
your opinion.
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Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

1. | am more comfortable helping
a person who has a physical
disability than | am helping a o o o o o
person who has schizophrenia.
2. Despite my professional

beliefs, | have negative reactions
towards people who have O ©) O O O

schizophrenia.

3. There is little | can do to help
people with schizophrenia. O o O O O

4. More than half of people with

schizophrenia don’t try hard O O O O O
enough to get better.

5. Child protective service

workers do not need to be

advocates for people with O O O O O
schizophrenia.

6. | struggle to feel compassion '®) ®) ®) ®) '0)

for a person with schizophrenia.

This series of statements is about parents with schizophrenia. Please mark the
degree to which you agree or disagree with each statement. There is no correct
answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree
1. A parent with schizophrenia
should not be a primary caregiver
to a child because of the effect it O O O O @)

may have on the parent’s mental
health.

2. A parent'’s recovery from
schizophrenia can be enhanced O @) O O O
by their role as a parent.

hiips/fchpswiemple col quaitnes com/QEduS ection Blocks/Aj/GetSurvey Print Preview NContexiSurveyID=SV_0lL5SG 1byzaN4& ConteatLibrary[D=UR_39., 1420

200



325724, 12:44 AM Qualtrics Survey Software

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

3. Parents with schizophrenia are

more likely to neglect their O @) @) @) @)

children than parents who do not
have a mental iliness.

4. If a parent has schizophrenia,

reasonable efforts to preserve or

reunify the family should not be O o o O O
required.

This series of statements is about your confidence in working with parents with
schizophrenia. Please mark the degree to which you agree or disagree with
each statement. There is no correct answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

1. | am confident that | have the

knowledge and skills to develop
a working relationship with o o o o O
parents with schizophrenia.

2. | am confident that | can

identify when it is appropriate to

screen or assess a parent for O O O O O
schizophrenia.

3. | am confident that | am

knowledgeable about mental

health resources for parents with o o o o O
schizophrenia.

4. | am confident that | can
identify the non-mental health

needs of parents with O O O O O
schizophrenia (i.e. parent training,
financial needs, social support).

5. | am confident that | can O O O O O

support parents with
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schizophrenia engage in
recommended services.

Qualtrics Survey Software

Strongly

agree  Agree disagree Disagree disagree

Neither
agree nor

Strongly

This series of statements is about your child welfare agency. Please mark the
degree to which you agree or disagree with each statement. There is no correct

answer.

1. | feel inadequately trained for
the task of working with parents
with schizophrenia.

2. My agency collaborates with
adult mental health services
when needed.

3. Caseload expectations get in
the way of providing services or
referrals to parents with
schizophrenia.

4. Leadership at my agency
supports my spending time
providing services and referrals
to parents with schizophrenia.

5. My agency's culture is
supportive of my own mental
health.

Strongly
agree

@)

O

O

Neither
agree nor

Strongly

Agree disagree Disagree disagree

O

O

O

©)

O

@)

O

O

O

Please indicate whether your child welfare agency has the following standard

procedures regarding parents with schizophrenia.

1. My agency has standard
assessments to screen parents

Yes

O

No

O

Unsure

O
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Yes No Unsure
for schizophrenia.

2. My agency has standard

procedures for referring parents

with schizophrenia to mental o o o
health resources.

3. My agency has standard

procedures for referring parents
with schizophrenia to parenting O O O
resources.

In an ideal world where you had the training, time, and resources you needed,
rate the following statements about parents with schizophrenia. There is no
correct answer.

Neither
Strongly agree nor Strongly
agree  Agree disagree Disagree disagree

1. | should screen parents for
schizophrenia. O o O O O
2. Child welfare agencies should
provide or refer parents with
schizophrenia to the services o o o o O
they need.

3. | would encourage others at

my agency to provide or refer ®) '®) ®) ®) ®)

parents with schizophrenia to the
services they need.

Sort the following potential needs of parents with schizophrenia into these
groups: extremely important, somewhat important, or not important. Then rank
them within their group in the order that you would prioritize them with families.
Each group can have as many or as few items as you prefer.

ki Extremely important
Mental health

treatment
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Parenting skills training

Emotional support
from family and friends

Programs that include

the whole family (i.e.

family therapy, family
education)

Practical resources (i.e.
housing, food)

Community
participation resources
(employment, religious

groups)

Brief Social Desirability Scale

Qualtrics Survey Software

Somewhat important

Not important

Answer the following questions yes or no. There is no correct answer.

1. Would you smile at people every time
you meet them?

2. Do you always practice what you
preach to people?

3. If you say to people that you will do
something, do you always keep your
promise no matter how inconvenient it
might be?
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Qualtrics Survey Software
Yes No
4. Would you ever lie to people? O O

Block 6

Please consider sharing this survey with other child protective service workers.
You can download and share this flyer with information about the study.

Would you like to enter a raffle to win a gift card? Your responses will remain
anonymous.

O Yes
O No

Powered by Qualtrics
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APPENDIX B

COMPARISON OF MENTAL ILLNESS KNOWLEDGE ITEMS

Construct Depression measure Schizophrenia measure

Symptoms of The following are indications | A common symptoms of

illness of clinical depression except: | schizophrenia is:

Which of the following is not | A person strongly believes that

a symptom of clinical the FBI has put a computer chip

depression: in his/her body. This symptom is
called:

Family No comparable item so item Which group is the best source
from KAST was repeated of information and support for
with “depression.” family members of people with

schizophrenia?

Treatment Which is not a recognized The best treatment for the

treatment for clinical
depression?

symptoms of schizophrenia is:

Treatment, therapy

Psychotherapy can help many
people with depression.
Which of the following
statement about
psychotherapy is false?

To help deal with stress, most
patients with schizophrenia
benefit from:

Treatment, Which of the following Most people who have

timeline statements about the speed of | schizophrenia need to be in
response to the treatment with | some sort of treatment for:
antidepressants is false?

Outlook Which of the following is With treatment, the most

false about the relapse of
clinical depression?

common long-term outcome for
schizophrenia is:
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