
Citation: D’Angelo, A.; Ofosu, A.;

Preyde, M. Adolescents Hospitalized

for Psychiatric Illness: Caregiver

Perspectives on Challenges.

Adolescents 2023, 3, 651–666.

https://doi.org/10.3390/

adolescents3040046

Received: 29 July 2023

Revised: 13 October 2023

Accepted: 16 October 2023

Published: 31 October 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Article

Adolescents Hospitalized for Psychiatric Illness: Caregiver
Perspectives on Challenges
Alexia D’Angelo, Antonia Ofosu and Michèle Preyde *

College of Social and Applied Human Sciences, University of Guelph, Guelph, ON N1G 2W1, Canada
* Correspondence: mpreyde@uoguelph.ca

Abstract: Adolescents with psychiatric illness severe enough to be hospitalized experience many
challenges that are also experienced by their caregivers and other family members. The purpose of
this study was to explore the challenges experienced by these adolescents and their families from
the perspective of the caregivers. A cross-sectional survey with open-ended questions and stan-
dardized measures was administered to caregivers while their children were in hospital. Caregivers
(n = 24) reported significant challenges related to the psychological problems their adolescents were
experiencing, and additional burdens that influenced the family context in which the adolescents
were developing. Adolescents with psychiatric illness may be contributing to and developing in
stressful family contexts. Implications include the need for interventions for caregivers alongside the
psychiatric care provided for their children and specialized supports for their complex situation.
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1. Introduction

Mental illnesses are a major global burden [1], and mental illness in children and
adolescents is a growing concern. Approximately 18% to 22% youth are reported to have a
mental illness [2,3] and the prevalence is increasing as is the need for specialized care includ-
ing hospitalization [4]. There has been a 65% rise in hospitalization rates for mental illness
in children and adolescents [5]. Mental illness during childhood and adolescence can seri-
ously disrupt development; it can have adverse impacts on interpersonal relationships [6],
and thwart academic [7,8] and employment goals [9,10].

Children and adolescents with mental illness can experience many difficulties that may
also affect their families. It has been consistently reported that the onset of mental illness
in children and adolescents is experienced as disturbing and stressful [11,12]. Caregivers
and family members may also have difficulties with psychosocial and financial challenges
and barriers to accessing formal services stemming from managing the youth’s mental
illness [13]. It has also been reported that mental health problems among caregivers or
parents is associated with mental health problems of the children in their care [14].

Caregiver burden is defined as the negative impact on psychological, emotional, phys-
ical, social and economic domains that affects caregivers of people living with some sort
of impairment [15,16]. Caregiver burden consists of two domains: an objective burden
consists of tangible and easily identifiable responsibilities and consequences, while a sub-
jective burden is concerned with the thoughts, perceptions and feelings of caregivers [17].
The parents of adolescents with psychiatric illnesses are at most risk for high levels of
caregiver burden, in contrast to siblings and child caregivers [18,19]. Approximately 11% of
the general population is composed of parents who experience increased caregiver burden
related to their children’s mental illnesses [20]. Parents are also at increased risk for elevated
parenting stress, depressive symptoms, social withdrawal [21], and internalized strain,
such as grief, worry, sadness, guilt and fatigue [18,19,22].

High levels of caregiver burden can have damaging effects on caregivers. The adverse
effects of elevated caregiver burden include depression [23,24], anxiety, perceived stress,
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lower quality of life [24], decreased well-being, impacts on relationships within and outside
of families, and the restriction to pursuing personal activities [19]. Therefore, increased
caregiver burden could have detrimental consequences for caregivers which could affect
entire families. In addition to perceived parental stress, youth symptoms and youth school
refusal may adversely affect caregiver burden in parents.

Psychiatric symptoms are related to psychosocial functioning and behaviors in youth,
which can increase the demands placed on parents. Caregiver burden can be influenced
by the type and intensity of symptoms present in care recipients, as well as the level
of assistance and supervision needed from caregivers [16–18,20,21] and the duration of
time spent in the caregiver role and accommodating the needs of care recipients [19].
Therefore, caregivers involved in close relationships and/or mutual living conditions
are at an increased risk for high caregiver burden because of the increased exposure
to, and expectation of, taking on primary caregiving duties related to youth symptoms,
functioning and behaviors [17,23]. Youth who experience increased severity of symptoms
and impairment often require more time, energy and resources from caregivers, and so, the
caregiver role can become more demanding [22]. Parenting stress can be especially elevated
when symptoms and behaviors are disruptive to others [21]. Additionally, psychosocial
impairment in youth is related to anger, embarrassment and resentment in parents [22],
which could also impact adolescents and parent-adolescent relationships.

School can be a major stressor for youth with psychiatric illnesses. The social and
academic contexts and the difficulty of managing symptoms can be overwhelming for
youth [7,25]. These youth have reported that their mental illnesses and associated stigma,
impacted their ability to engage in school [7]. Youth school refusal could increase caregiver
burden and tension within parent-adolescent relationships. Parents may also need to
manage the effects school can have on their children and ensure that their children are
attending school and/or receiving adequate supervision when avoiding school. Caregiver
burden is significantly high in parents who spend increased amounts of time and energy
finding cooperative schools, decreasing work hours and taking leaves of absence or re-
signing from jobs to accommodate their children’s needs [21]). Families have reported a
lack of understanding by school personnel amplifying parents’ feelings of frustration and
abandonment [26]. Thus, perceived stress and youth symptoms including school refusal
have been shown to be important influences on caregiver burden.

The admission of youth into psychiatric units can potentially offer breaks and relief to
parents; however, it may also be considered another contributor to the caregiver burden
and family stress. Most children and adolescents (90%) are admitted at a time of crisis with
suicide risk as the most prevalent problem precipitating admission [27]. Thus, admission
to inpatient care often occurs when caregivers and their child are already in a state of crisis
and many are also experiencing conflict [28–30]. Very few studies have been focused on
the perspectives of caregivers of children hospitalized for psychiatric care, and sample
sizes within these studies have been small, for example, ranging from 12 in-person [28]
to 44 telephone [31] interview surveys with caregivers. In these studies, caregivers have
reported the need for knowledge of strategies to help their child and emotional support,
to improve their relationships [31], and reported exhausting all other mental health care
options before admission, worries related to discharge during admission, and a vacillating
recovery after discharge [28]. Including caregivers of children hospitalized for psychiatric
care in research has proven very difficult. Caregivers may have to travel significant distance
to reach the hospital, have employment-related and income-related barriers to participating
in research, experience time pressures such as maintaining employment and care for other
family members, and may feel stigma or distrust [30,32] and “need to adjust and resolve
seemingly insurmountable circumstances with little or no external support” [32] (p. 528).
Though research is needed to understand the complexity and heterogeneity of caregivers’
experiences and needs, these caregivers are hard-to-reach.

There is a dearth of research in which the burden and experiences of caregivers of
children hospitalized for psychiatric illness were reported. The purposes for this report
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were to explore the experiences of caregivers of children and adolescents hospitalized
for psychiatric care and self-reported caregiver burden and stress. A secondary purpose
was to explore the associations of parental perceived stress, youth symptoms and youth
school refusal to caregiver burden. This report on caregivers of hospitalized youth is part
of a larger study focused on the psychosocial characteristics of youth hospitalized for
psychiatric illness (e.g., [25]).

Theoretical Framework

The developmental period of adolescence is characterized by biopsychosocial changes,
efforts to gain greater autonomy from caregivers and increased reliance on peers for
guidance and support [33]. Moreover, many mental illnesses have an onset before or during
the adolescent period [34] which can affect functioning. These changes and challenges
may have significant, adverse influences on caregivers. In the theory of stress and coping,
Lazarus and Folkman (1984) have reported that appraisal of the situation and of the
coping abilities and resources may affect how caregivers view the situation and how
stressful the situation may be. These theories can be used to enhance the exploration of
caregivers’ perspectives.

2. Methods
2.1. Ethics

Institutional approval was obtained from the Tri-Hospital Research Ethics Board
(Certificate number 2018-0664) and the University of Guelph’s Research Ethics Board
(18-08-026) in accordance with the Declaration of Helsinki regarding research on human
participants. To maintain privacy consistent with privacy laws in health care, the first point
of contact with any study participant must be a hospital member within the patients’ circle
of care who is only permitted to ask patients and caregivers if they would like to learn of a
study from a research assistant; hospital staff may not ask patients or caregivers for consent
to participate in this study because it could be perceived as coercive.

2.2. Setting

Patients admitted to the child and adolescent inpatient psychiatry unit often arrive
from an emergency department in the same hospital or from a hospital in the surrounding
region. The youth were hospitalized in a general psychiatry unit within a community
hospital in a medium-sized city in southwestern Ontario, Canada. This unit served a region
including urban and rural areas with a combined population of approximately 900,000.
The mean length of stay in the unit was approximately seven days. Upon admission,
caregivers are contacted by telephone by unit staff for intake purposes. Assessment,
stabilization and treatment with a multi-disciplinary team are provided and there is an
on-site classroom/school.

2.3. Study Design and Participants

This study was designed as a cross-sectional survey to explore and describe caregiver
experiences related to their child with psychiatric illness. In the original study, participants
included all patients consecutively admitted to the inpatient unit who provided consent
over the course of this study; patients with active psychosis and intellectual disability were
excluded. Participants for this report included a convenience sample of caregivers of these
patients admitted to a child and adolescent inpatient unit for stabilization and treatment
of psychiatric illness for whom consent was obtained. For inpatients less than 14 years of
age, on the caregivers’ first contact with the hospital, a staff member informed them that a
study was in progress and asked if they would like to speak with a research assistant (RA)
to learn about this study. For inpatients 14 years old and older, the staff member informed
the patient that a study was in progress and asked if they would like to speak with an RA;
for those who consented, the RA requested consent to speak with the patients’ caregiver.
The RA fully described this study to the caregivers, requested their informed consent and
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then administered the survey by telephone. Telephone surveys were chosen since it was
routine for caregivers to be contacted by phone by hospital staff. Telephone surveys are
also considered the least burdensome method [35,36] which is important since, as noted
above, caregivers were likely already experiencing considerable difficulties. The RA was a
University of Guelph student with extensive training and successfully completed tutorials
on (1) confidentiality and privacy in accordance with the Personal Health Information
Protection Act, 2004 (https://www.ontario.ca/laws/statute/04p03, accessed on 20 June
2023), and (2) ethics in research (https://tcps2core.ca/welcome, accessed on 20 June 2023).
The RA also engaged in training specific to this project.

2.4. Survey

A questionnaire was created for this survey that included demographic information,
questions on a family history of mental illness, open-ended questions on their child’s
experiences, their own experiences and their thoughts on services, and standardized
measures of caregiver burden, stress, youth symptoms and youth school refusal. Thus,
caregivers were asked to report on their experiences by answering open-ended questions
and rating items on measures.

Caregiver burden was measured with the Burden Assessment Scale (BAS) [37]. It
contained 19 items that captured both objective (10 items) and subjective (9 items) con-
sequences of providing continued care to individuals with severe mental illnesses, such
as financial problems, limitations on personal activity, household disruption and social
interactions. Objective burden refers to the observable behavioral effects of caregiving.
Caregivers were asked to respond to questions on a 4-point Likert scale ranging from 1 (Not
at all) to 4 (A lot). Responses were summed, and higher scores indicated greater levels of
caregiver burden. The measure has been shown to be reliable (α = 0.89–0.91) and valid [37].

Perceived stress was measured with the Perceived Stress Scale, 4-item version [38,39].
The scale included questions about feelings and thoughts that reflected chronic stress.
Response options ranged from 0 (never) to 4 (very often), range 0 to 16, with higher
scores indicating greater perceived stress. The measure showed internal consistency
(α = 0.84–0.86) and test–retest reliability (0.85) [38]. The 4-item scale has shown acceptable
reliability (α = 0.60) [39]. After these two questions on caregiver burden and stress, care-
givers were asked if there was anything else they wanted researchers to know about their
own experiences.

Psychiatric symptoms were measured with the parent-report Pediatric Symptom
Checklist (PSC) [40]. The PSC is a screening tool that can be used to identify cognitive,
emotional, and behavioral problems. It consisted of 35 items with response options that
range from 0 (Never) to 2 (Often) [40]. The PSC includes three subscales: attention problems
(5 items), internalizing problems (5 items) and externalizing problems (7 items). For
children aged 6 years and older a score of 28 or higher indicates psychological impairment.
For the three subscales, the cut-off points are seven for attention problems (AP), five for
internalizing problems (IP), and seven for externalizing problems (EP). The measure has
shown strong internal consistency (α = 0.91), test-re-test reliability (r = 0.84–0.91) and
validity [39]. Internal consistency on PSC subscales ranged from 0.71–0.82 [41].

Youth school refusal was measured with the parent version of the School Refusal
Assessment Scale Revised (SRAS) [42]. The SRAS is used to measure functions of school
refusal behavior. It consists of 24-items rated on a Likert-type scale that is scored by
deriving the mean item value for each functional condition. Response options ranged from
0 (Never) to 6 (Always). The measure has shown reliability (SRAS-P-R, mean correlations
for item sets for each functional condition/subscale were 0.63, 0.67, 0.78, and 0.61) [42].
After these two measures on their child’s symptoms and school behaviors, caregivers were
asked if there was anything else they wanted researchers to know about their child’s school
experiences or transition home from hospital.

https://www.ontario.ca/laws/statute/04p03
https://tcps2core.ca/welcome
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2.5. Data Analysis

Content analysis [43] was used to describe the caregivers’ experiences based on re-
sponses to the open-ended questions; their responses varied from a few words or point-form
bullets to a paragraph. In the preparation phase, caregivers’ responses were transcribed
verbatim. NVIVO was used to organize the data. The text was read in full to obtain a sense
of the overall meaning. In the organizing phase, open coding was performed, and an initial
grouping of the codes was produced to generate mutually exclusive categories. Content
was sorted into the categories and subcategories emerged. Categories and subcategories
were named to represent the content or caregivers’ experiences. If there was uncertainty
about the placement within a category, the full text was read again to secure reliability of the
categorical interpretation. In the reporting phase, a description of the levels of categories
was enriched with example quotations. The categories were solely based on caregiver
comments and were not based on any hypothesis or theory.

Descriptive statistics were used to present demographic information and scale scores
using SPSS Version 26. Data were entered into SPSS by a trained RA, and errors were
detected by scanning the values and analyzing frequencies (Statistics, Minimum and Maxi-
mum values). Multiple linear regression was used to examine the relationships between
caregiver burden, parent stress, youth symptoms and school refusal while controlling for
youth age and gender.

3. Results

Twenty-four caregivers completed the survey. Their ages ranged from 34 to 69 years
(M = 46.65, SD = 8.45), most caregivers were female (n = 22; 91.7%) and 19 were biolog-
ical mothers (Table 1). The caregivers reported incomes that ranged from CAN 9000 to
CAN 150,000 (M = CAN 83,521.74, SD = 42,748.59). Regarding their relationship status,
14 caregivers reported being in a couple relationship and 12 (50%) participants reported
college as their highest level of education. More than half of the caregivers (n = 16, 67%)
reported a family history of mental illness. The mean burden score for caregivers was 51.71
(SD = 14.28), which indicates that caregivers reported a moderate to severe level of burden.
The perceived stress mean score was 9.63 (SD = 1.86; range 6–12) indicating moderate to
high stress.

Table 1. Parent characteristics.

Characteristic

Age, m (SD) 47.14 (8.32)
Gender, n (%) (n = 23)

Female 21 (91)
Male 2 (9)

Primary Caregiver, n (%) (n = 16)
Yes 15 (94)
No 1 (6)

Relationship, n (%)
Mother 19 (79)
Father 2 (9)

Grandmother 2 (9)
Stepmother 1 (4)

Number of Children, m (SD) 2.59 (0.91)
Ethnicity, n (%) (n = 20)

Caucasian 20 (100)
Relationship Status, n (%) (n = 23)

Coupled 14 (61)
Divorced 4 (18)

Single 3 (13)
Separated 1 (5)

Widow 1 (5)
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Table 1. Cont.

Characteristic

Highest Education, n (%) (n = 23)
PhD 2 (8.3)

Masters 4 (16.7)
Bachelor 3 (12.5)
College 12 (50.0)

Highschool 3 (12.5)
Income, m (SD) CAN $81,863.64 (CAN $42,990.91)

Family history of MI, Yes, n (%) 16 (66.7)
Caregiver Burden, m (SD) (n = 23)

Total Burden 51.48 (14.56)
Objective Burden 28.70 (7.81)
Subjective Burden 22.78 (7.66)

Perceived Stress, m (SD) (n = 22)
Perceived Stress 8.68 (1.43)

Pediatric Symptoms, m (SD) (n = 23)
Pediatric Symptoms 68.04 (11.38)

School Refusal, m (SD) (n = 21)
Total School Refusal 2.47 (1.19)

Avoidance of Stimuli (Negative Affectivity) 3.25 (1.66)
Pursuit of Tangible Reinforcement 2.28 (1.42) *

Escaping Aversive Situations
(Social/Evaluative) 2.17 (1.80)

Pursuit of Attention 2.12 (1.60) *
Note. * = (n = 20).

For the 24 hospitalized youths, the ages ranged from 14 to 17 years (M = 15.33,
SD = 0.92); 17 were female, and half of them (n = 12) were in Grade 10 (see Table 2). The
mean length of stay was 7.13 days (SD = 3.79), and depression was the most common
primary diagnosis. The mean score on the PSC was 68.17 (SD = 11.15), and 23 (96%) were
rated as having moderate to severe psychological impairment. The PSC subscale means
indicated that 91.7% (n = 22) of youths scored high for attention problems, while 100%
(N = 24) scored high for internalizing and externalizing problems. The mean school refusal
score for youths was 2.50 (SD = 1.17). Subscale scores suggested that avoidance of stimuli
that provoke negative affectivity was the primary function of school refusal among youths
in this study (i.e., the highest mean function was at least 0.25 points higher than the second
highest scoring condition, See Table 2).

The caregivers’ moderate to high ratings of their burden and stress were reflected in
their comments. Analysis of these caregiver perceptions resulted in three categories related
to impacts of caregiver burden, challenges and coping facilitators (Table 3). Caregivers
reported considerable impacts of burden on their family from mental illness and addictions
in the hospitalized child but also themselves and other children. Parents reported instances
where their entire families were impacted by their children’s psychiatric illnesses, and a
number of caregivers reported caring for multiple people with severe and chronic condi-
tions. The parents also expressed challenging parent–youth relationships involving tension,
resentment and conflict between the parents and their children with psychiatric illnesses. A
number of parents reported rebellion and defiance from their children, as well as ongoing
friction in their interactions with their children. Caregivers reported role restrictions and
considerable psychological impacts such as feelings of guilt, embarrassment, frustration
and hopelessness. Caregivers also reported challenges with the mental health care system
such as long wait times for specialized care and challenges with the struggles their children
were experiencing. Caregivers also noted resources and supports from the school, family
and friends, and having hope as a personal resource.
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Table 2. Youths’ Characteristics (N = 24).

Characteristic

Age, m (SD) 15.33 (0.92)

Gender, n (%)
Female 17 (71)
Male 7 (29)

Education (Grades) n (%)

12 3 (12.5)
11 5 (20.8)
10 12 (50)
9 2 (8.3)

Missing 2 (8.3)
Length of Stay in Hospital (days), m (SD) 7.13 (3.49)

Diagnoses, n (%)

Pediatric Symptoms, m (SD)

School Refusal, M(SD)

Depression
Anxiety
ADHD

Adjustment Disorder
Parent–Child Relationship Disorder

Total Symptoms
Attention Problems

Internalizing Problems
Externalizing Problems

Total School Refusal
Avoidance of Stimuli (Negative Affectivity)

Pursuit of Tangible Reinforcement
Escaping Aversive Situations

(Social/Evaluative)
Pursuit of Attention

14 (58)
5 (21)
4 (17)
3 (13)
3 (13)

68.04 (11.38)
9.73 (2.40)
9.77 (2.17)

11.42 (3.43)
2.47 (1.19)
3.25 (1.66)
2.28 (1.42)
2.17 (1.80)

2.12 (1.60)

Table 3. Caregiver Perceptions.

1. Caregiver Burden
Family Impact

Family Challenges
“I have a diagnosed mood disorder.”

“I have uh, worse problems than [name of youth] though. . .I have a daughter
who’s a drug addict on the street who’s probably prostituting herself”

Parent–Youth Relationship “She blames me.”
“I can’t make my child go to school. . .and it frustrates me”

Role Restrictions “I took off from my job. . .”

Psychological Impacts “He attempted suicide. . .that’s embarrassing. . . you’re worried of being judged. . .
[as] a bad parent because your son. . .struggles with depression.”

2. Challenges
Mental Health Care System

Long Wait Times “She’s currently on a waitlist. . .”
Needing to Advocate “We felt that we had to fight the system. . .”

Youth Services Needed “There needs to be a lot more. . .inpatient care. . .”
Caregiver Services Needed “Caregivers really need. . .a break. . .”

Adverse Situations
Financial Concerns “I know there’s financial troubles. . .”

Lack of Control “I can’t make my. . .child go to counselling.”
Youth Symptoms

Youth Struggling with
Symptoms “She was so ill that there were days that it was. . .hard for her to get out of bed.”

Disruptive Behavior “The behavioural problems have gotten increasingly worse.”
Peer-Related Issues “Bullying was involved.”

Substance Use “He still takes drugs. . .”
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Table 3. Cont.

3. Coping Facilitators
Resources

School Support “We’ve got a good support system at the school.”
Informal Support “I go to church and I find that helps. . .”
Family Support “He talks to me. . .if he has a problem. . .”

Peer Support
Personal Resources

“I feel more relieved knowing that I’m not the only person in the world that seems
to be going through this.”

Positive Cognitions
Hope “It’s getting better. . .”

Adaptation “We’ve had to learn to adapt. . .”

Comments on services and financial situations affecting access to service were par-
ticularly important and are elaborated here. Services and supports were identified as:
(a) concerns about services and support, (b) satisfaction and positive attitudes towards ser-
vices, and (c) suggestions for improvement of services and support. Some caregivers (n = 5)
were concerned that they were not receiving sufficient or adequate support. Others were
concerned with the quality of services and support that was provided. These participants
mainly focused on issues with referral and communication. Furthermore, they explained
that the problem was not resolved, or services were not properly integrated, which was
time-consuming and/or frustrating. Comments were as follows:

“I think that it, it’s still hard to find follow-up care after. I don’t really know that
in [youth’s name] case, that he gained a lot from it, but I felt like we still had a
hard time with doctors and psychiatrists after the fact to help. . .but I understand
them not wanting to you know. . .form bonds with the kids because it was a
short-term care and it was just giving them the tools. . .but something should
still be done after, that makes sense. Yeah, it was still kind of in the dark for the
kids. Like you have to be at the family doctor, and unfortunately the psychiatrist
was leaving to move, and he referred us to a new one and we still haven’t heard
anything yet, you know. At the doctor’s office we kind of got the run around
between the counsellor and the doctor and I had let the counsellor know that. . .I
let them know that it wasn’t very helpful cause they just kept shifting the answers
over to the other [. . .] and I said this has to stop. Like, somebody needs to actually
take the responsibility and help.” (#145)

“I just feel that there was a lot of communication that was, they didn’t communi-
cate very well with me. There came a point when she didn’t want to visit with
me when she was in there and, they weren’t keeping me in the loop. I didn’t even
know she was released. . .so she was back home and I thought she was in there,
so that was disappointing.” (#80)

“Umm basically CAIP just seemed like a temporary fix. Seemed like a band aid
solution and then they just basically assessed her and told us what her needs
were, and then sent her on her way. But, really nothing was resolved. . .” (#117)

“. . .I don’t think the help’s gunna get any better. . . I think it’s gunna get worse.”
(#135)

“If a parent goes into hospital 2 or 3 times with their child saying like, she has a
diagnosis and she’s currently struggling, and she’s suicidal, I just don’t even get
why we would be questioned over and over and over again. If I may just give
a little bit of a story here. So, she was completely in crisis, medication was no
longer working, her moods and everything was changing by the minute, she had
gone to her regular psychiatrist who assessed her and said she needed to go to
the hospital and wrote a letter thinking that the letter would help expedite the
process and maybe we could jump some hurdles, but as soon as we got to the
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hospital, like we were triaged and then had to be seen by like a social worker.”
(#160)

Some caregivers (n = 4) also expressed satisfaction with services and had a positive
attitude towards their experiences. The caregivers focused on benefits such as coping skills,
social interaction of the child with others, communication, and their commendation for
the unit:

“I think that she received—my daughter received—good help there. I think it
was beneficial and I know she’s made friends with some of the other people who
are in there, as far as my personal—I feel that they did a good job too” (#80)

He gained some coping skills and what not. . ., so like the CAIP program was
good. . .” (#145)

“Uhm, I know everybody does the best they can and obviously the CAIP unit is
awesome. They do, they do a great job.” (#49)

“All I can say to them is to keep up the great work!” (#10)

Suggestions for improvement of services were made by caregivers (n = 6) who pro-
vided comments about services for their child but also for themselves as caregivers. They in-
clude

“Okay. What I would, what I would say is that. . .more services for kids with
special needs. . .in general, so that would include things like autism. . .it’s still a
little bit piecemeal. . .making it easy for parents to get in the system. . .or some
type of case worker to help you through it. . .We’re doing a lot of things privately.”
(#74)

“I think more help from the doctors.” (#47)

“Uhm. . .I guess caregivers really need like a break or they kind of need like, uh,
rest. Or, uhm, they need maybe a service where they could go and get help in
terms of somebody coming into the home and dealing with, with the child so that
the parent could get a break.” (#97)

“Well, unless the government helps and changes things with the umm, Canadian
mental health situation, then.” (#135)

“I think that there needs to be a lot more, inpatient care for kids with her issues”
(#117)

“. . .just like you do need help to get through it. You do need a good support
system, you do.” (#127)

Financial concerns were expressed by caregivers (n = 4) that were related to the child’s
condition, the situation at home, and the cost of youths’ treatment:

“I know there’s financial troubles and his mother is sick 90% of the time, so you
know, [youth’s name] spends a lot of time helping his older brother look after
her.” (#148)

. . .they’re allowed to control their own care (Mhmm), at 16 to 18 that there’s really
nothing else there except for private care that costs tens of thousands of dollars
(right), that will actually force them to get help. . .because of her age there’s a lot
of difficulty trying to get kids that have their own, you know. . .” (#117)

“My circumstances have changed. . .I can’t work outside of the home because I’m
a full-time caregiver for my handicapped grandson.” (#125)

“Both my husband and I have very poor health benefits. . ., she does receive a
disability tax credit that helps, but because her medications change frequently
as well, some months can be more expensive than others. And then, particularly
if you’ve just filled a prescription, and then she’s gone to the doctor and it
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changes. . .you have got this whole bottle of medicine that you might have spent
$300 on, and suddenly you’re putting money out for something else and probably
never going to use the other one.” (#160)

A multiple linear regression was performed to examine the extent to Ih perceived
parent stress scores (stress), youth symptoms (symptoms) and youth school refusal (school
refusal) contributed to parents’ total caregiver burden scores (caregiver burden), while
controlling for youth age (age) and youth gender (gender). There were statistically signifi-
cant correlations between caregiver burden, perceived stress, youth symptoms and youth
school refusal (Table 4); increased caregiver burden was positively related to increased
stress, increased child psychiatric symptoms and school refusal.

Table 4. Relationships between Youth Age, Youth Gender, Caregiver Burden, Perceived Parent Stress,
Youth Symptoms and Youth School Refusal.

Age Gender Caregiver
Burden Stress Symptoms School Refusal

Age -
Gender −0.18

Caregiver Burden −0.15 −0.12
Stress −0.09 −0.22 0.49 *

Symptoms −0.04 −0.07 0.58 ** 0.29
School Refusal −0.45 * −0.07 0.70 ** 0.62 ** 0.64 ** -

Note. * p < 0.05; ** p < 0.01.

The results of the multiple regression indicated that age and gender of youth did
not contribute significantly to the variance in caregiver burden scores (R2 = −0.07,
F(2, 17) = 0.41, ns). Parent stress, youth symptoms and youth school refusal contributed
37% of the variance to caregiver burden scores (R2 = 0.37, F(5, 14) = 3.22, p < 0.05). However,
when all the variables were entered int the multiple regression to explore their relative
contribution to caregiver burden, all the values were nonsignificant (Table 5).

Table 5. Perceived Parent Stress, Youth Symptoms and Youth School Refusal contributing to Total
Caregiver Burden, controlling for Youth Age and Youth Gender.

Unstandardized
Coefficients

Standardized
Coefficients Collinearity Statistics

Model B Std. Error Beta t Sig. Tolerance VIF

1
(Constant) 89.17 48.86 1.83 0.09
Youth Age −2.27 3.03 −0.18 −0.75 0.46 0.97 1.03

Youth Gender −4.59 7.28 −0.15 −0.63 0.54 0.97 1.03

2

(Constant) −4.75 46.70 −0.10 0.92
Youth Age 1.50 3 0.12 0.50 0.63 0.58 1.72

Youth Gender −0.73 5.77 −0.02 −0.13 0.90 0.91 1.10
Parent Stress 0.26 0.87 0.08 0.30 0.77 0.51 1.96

Youth Symptoms 0.20 0.29 0.19 0.71 0.49 0.47 2.12
Youth School Refusal 6.19 3.98 0.58 1.56 0.14 0.24 4.22

4. Discussion

Caregivers of youth hospitalized for psychiatric care provided important experiences,
both good and bad, related to the services their child received and offered suggestions
for improvement mainly on continuity of care for their child and respite for themselves.
They also reported considerable burden and stress and several psychosocial and financial
impacts on their well-being and the families’ well-being. There was consistency between
their subjective ratings on the burden and stress measures and the comments they provided.
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Some families were already dealing with difficulty such as scarce financial resources com-
pounding the stress experienced from having a child hospitalized for a severe mental illness.
The findings suggest that parents may need services to address multiple concerns related to
the management of their situation that include an adolescent with severe psychiatric illness.

These findings are consistent with reports that suggest that caregiver burden is associ-
ated with difficulty in the management of psychiatric symptoms [20,44] especially severe
symptoms and psychosocial impairments [45]. This burden can be exacerbated by financial
challenges and challenges accessing formal services [13,46]. Caregivers deal with the lack
of availability and access to resources that could potentially help in decreasing caregiver
burden, but instead act as risk factors for heightening it. Risk factors include stigma [47],
lack of support in the caregiver role [15], social isolation and financial stress [23,44]. A lack
of support for the caregiver role and social isolation resulting from caregiver responsibilities
can further increase burden [15,44]. Caregivers may benefit from additional professional
support to manage youth psychiatric symptoms, as well as their own circumstances.

Our findings that caregivers reported struggling with intense feelings of worry and
guilt, particularly with regard to their children’s well-being was consistent with other
research on strain reported by caregivers [19,22,48–50]. Parents’ feelings of worry typically
stem from concern for their children’s safety, future and well-being, and guilt tended to be
related to parents’ perceptions of feeling like they are not doing enough and/or that they
have somehow contributed to their children’s psychiatric illnesses [22,51].

The reported feelings of embarrassment are common. Parents can be blamed or judged
by their children’s school faculty or health care providers, as well as family and friends, for
their children’s mental health issues, which can lead to increased fear of judgement and
feelings of guilt [22,51]. Stigma and embarrassment can also impact parents’ willingness to
seek and accept support for the demands of caregiving, as well as the distressing thoughts
and emotions common in individuals raising youth with mental illnesses [47]. Parents who
do not access formal and/or informal supports face greater risk for high and unmanaged
caregiver burden [15]. Additionally, youth are affected by their own experiences with
embarrassment and stigma [7,48,52]; and so, cases where parents’ embarrassment of their
children’s mental illnesses affect their children’s well-being and ability to access supports
can be particularly harmful to youth [52,53].

Caregivers also reported feelings of frustration, hopelessness and exhaustion related
to trying to manage their children’s symptoms and behaviors, and concerns about supports
available to them. Reported concerns with their children’s treatment in the mental health
care system, communications from care providers, and the need to advocate in order
to receive treatment for their children were consistent with previous research [48,50].
The gaps in available supports and experiences of social isolation were noted by the
caregivers have also been reported [50,54]. It is important to note that there are reports on
treatments available for adults with mental illness; however, a number of factors tend to
inhibit caregivers from receiving care, such as lack of childcare, lack of financial resources,
transportation, insurance coverage, stigma and the fear that accessing services will lead
to a loss in parental rights [55]. Furthermore, the parents of youth who are struggling
with mental illness who are living in poverty and/or belong to marginalized groups are
increasingly impacted by these factors [55].

In viewing these findings through Lazarus and Folkman’s theory of stress and coping
(1984), the caregivers’ responses are consistent with primary (e.g., what is at stake or at
risk) and secondary (e.g., am I able to cope with this situation) appraisals though the
caregivers are not necessarily conducting separate appraisals. The caregivers’ responses
suggest that the situation of having a child with psychiatric illness severe enough to be
admitted to hospital is quite complex and involves many active and interacting aspects
including caregivers themselves having a mental illness, their child experiencing bullying
and substance use, and financial difficulties. In addition, caregivers related past and
current circumstances they deemed relevant to understanding the current situation which
is consistent with Lazarus and Folkman’s idea that coping (i.e., the behavioral and cognitive
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efforts people make to manage the demands of a situation they perceive as stressful) is
an on-going process. The caregivers’ responses do highlight the transactional nature
of perceived stress and coping, and that the situation can include many diverse and
dynamic considerations.

Notably, more than half of the caregivers in this study reported a family history of
mental illness. A family history of mental illness may exert intergenerational influences.
For example, offspring of parents with severe mental illness are at high risk for a range of
psychiatric illnesses [56]. While the exact etiology of mental illness is not known, parental
mental illness has been correlated with poor family functioning including poor parent–
child interactions, adaptability and cohesion which place the child at increased risk for
psychological problems [57]. Comorbidity is common; hence, emerging evidence suggests
that many mental illnesses share many common environmental and genetic risks [58]. A
history of mental illness could potentially impact burden and increase perceived stress for
caregivers while they manage their own symptoms as well as that of their children. Thus,
attention should be given to help manage burden of caregivers with a reported history of
mental illness.

5. Implications for Research

An important discovery was the difficulty in recruiting parents of child and adolescent
inpatients. In the original study with inpatients [25] of the 161 youth who participated,
only 24 of their caregivers participated. There are many influences on parent participation.
Many of the youth experienced difficult relationships with their parents, and for this
study, youth were asked to provide consent in order for research assistants to contact their
parents; many youth did not provide this consent. Moreover, contacting caregivers can
be difficult; they may have occupations, other children or family members who require
their care or other time pressures. Moreover, visiting hours at the inpatient unit fall outside
structured day treatment that includes academic work in the classroom and treatment
from a multidisciplinary team. Many caregivers were overwhelmed with their situation
and experience emotional and psychological burdens related to admission of their child to
psychiatric hospital and other challenges so they may have less availability to participate
in research. Furthermore, to protect privacy, the first point of contact for research must be
someone within the circle of care of the child; thus, staff may assess whether it is reasonable
to ask caregivers about research if the caregivers are experiencing high stress. Staff must
also ensure the clinical aspects of care are completed and take precedent over an optional
research opportunity. Stigma may also pose as a barrier to participation in research. In the
future, researchers may increase inclusion of this hard-to-reach group by offering caregivers
supports (e.g., parking) and token thanks (e.g., gift cards), extending the time frame for
data collection, and connect with caregiver support group if one exists [59]. However, how
to include caregivers for whom the youth has not provided consent to contact would still
pose as a barrier.

The age of consent was very well considered for this project from several viewpoints.
This study was conducted in a hospital in Ontario, Canada. In this province there is no
particular age of consent for medical treatment (College of Physicians and Surgeons of
Ontario; CPSO, 2006). Clinicians must consider the child’s maturity, not chronological age,
to determine if the child is capable of understanding the nature of proposed treatments, their
effects and consequences of not receiving the treatment. In routine practice, medical staff
must continually assess patients’ capacity for decision making (all patients regardless of age)
and this practice was extended to this study for patients 14 years and older. It is important
to know that these patients were already hospitalized in a secure setting. It should also be
noted that parent–child conflict is not uncommon in this population, and it was important to
allow patients capable of making decisions the latitude of deciding whether their caregivers
participated or not. This procedure is consistent with patient-centred care and efforts for
inclusivity (e.g., Patient Voices Network; https://patientvoicesbc.ca/2021/10/25/nothing-
about-me-without-me-the-patients-as-partners-initiative/, accessed on 20 June 2023).

https://patientvoicesbc.ca/2021/10/25/nothing-about-me-without-me-the-patients-as-partners-initiative/
https://patientvoicesbc.ca/2021/10/25/nothing-about-me-without-me-the-patients-as-partners-initiative/
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Telephone surveys were used in an attempt to circumvent some of the challenges
caregivers were known to be experiencing. In a feasibility review conducted before ethics
review, clinicians indicated that trying to administer an in-person survey if the caregiver
visited the hospital was not sensible since it could not be predicted when the caregiver might
arrive (any time of day or evening), and caregivers were often upset with the situation.
Caregivers were often present at discharge; however, at discharge, caregivers are often
overwhelmed with the need for continuing care for their child. Moreover, online surveys
have been reported as having very low response rates especially with patients/families
with ongoing illness [35]. Telephone emerged as the most viable option.

5.1. Implications for Practice

Caregivers, including mothers, fathers, grandparents and step-parents, may benefit
from engaging in professional care programs while their child is hospitalized, and after their
child is discharged. Providing both hospital-based and community-based options may help
reduce barriers to accessing supports for caregivers who are struggling to care for several
children, juggling financial constraints, navigating complex mental health care systems
(e.g., hospital and community) and managing the serious symptoms of mental illness their
child is experiencing. Parents who are involved and offered supports can be beneficial to
the well-being of their children, especially in psychiatric treatment settings and contexts of
promoting coping and mental health [48,60]. Effective resources for promoting health and
self-care targeting parents of youth with psychiatric illnesses could potentially help parents
remain instrumental caregivers to their children. Given the high contribution of family and
caregiver history of mental illness and family functioning to child mental illness, much
consideration should be given to caring for the caregiver. Caregivers may benefit from the
provision of professional programming designed to help caregivers support their child
with mental illness and simultaneously enhancing the caregivers’ well-being. For example,
there is some evidence to support offering clinician-led interventions (e.g., [61]) and some
may benefit from peer support (e.g., [62–64]) to address caregiver and family challenges,
and isolation and its associated risk of burden.

5.2. Limitations

It is important to note this study’s limitations. While the sample size was adequate
to capture caregivers’ experiences with open-ended questions, the small sample size only
permitted exploratory analysis of the associations with burden. It was important to sam-
ple caregivers of youth accessing the highest level of psychiatric care available which
necessitated recruitment from hospital but which also posed barriers to accessing and
recruiting parents. Youth with mental illness represent a vulnerable, hard to reach group;
however, recruiting parents or caregivers of youth hospitalized for psychiatric illness has
been reported to be extremely difficult [30]. The structure of the inpatient unit and the
availability of parents among other challenges posed as significant barriers to caregiver
participation in the present study. Furthermore, many youth hospitalized for psychiatric
illness have strained relationships with their caregivers, and for youth 14 years old and
older, permission to involve their caregiver in the research was sought. Some youth did
not want their caregiver involved in the research which adversely affected the sample size.
The reliance on self-reported responses also introduces the possibility of bias such as social
desirability and response bias.

6. Conclusions

This novel study on a hard-to-reach population makes a significant contribution to the
field. Caregivers of children and adolescents hospitalized for psychiatric illness reported
considerable burden related to caring for their children with mental illness, as well as
other children who were also experiencing challenges, impacts to their psychological
well-being, financial strain and a need for supportive resources. Caregivers suggested the
importance of hospital staff involving and communicating well with caregivers and helping
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them navigate the mental health care system including ensuring their children receive
post-discharge care. The caregivers themselves may benefit considerably from specialized
parenting interventions to increase their repertoire of skills to manage their child’s mental
illness, and professional supports for parents to manage their own varied challenges.
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19. Hadryś, T.; Adamowski, T.; Kiejna, A. Mental disorder in Polish families: Is diagnosis a predictor of caregiver’s burden? Soc.

Psychiatry Psychiatr. Epidemiol. 2010, 46, 363–372. [CrossRef]
20. Angold, A.; Messer, S.C.; Stangl, D.; Farmer, E.M.; Costello, E.J.; Burns, B.J. Perceived parental burden and service use for child

and adolescent psychiatric disorders. Am. J. Public Health 1998, 88, 75–80. [CrossRef]
21. Perez Algorta, G.; MacPherson, H.A.; Youngstrom, E.A.; Belt, C.C.; Arnold, L.E.; Frazier, T.W.; Fristad, M.A. Parenting stress

among caregivers of children with bipolar spectrum disorders. J. Clin. Child Adolesc. Psychol. 2017, 47, S306–S320. [CrossRef]
22. Heflinger, C.A.; Brannan, A.M. Differences in the experience of caregiver strain between families caring for youth with substance

use disorders and families of youth with mental health problems. J. Child Adolesc. Subst. Abus. 2006, 15, 83–104. [CrossRef]
23. Chen, W.-Y.; Lukens, E. Well being, depressive symptoms, and burden among parent and sibling caregivers of persons with

severe and persistent mental illness. Soc. Work. Ment. Health 2011, 9, 397–416. [CrossRef]
24. Weisman de Mamani, A.; Weintraub, M.J.; Maura, J.; Martinez de Andino, A.; Brown, C.A. Stigma, Expressed Emotion, and

Quality of Life in Caregivers of Individuals with Dementia. Fam. Process. 2018, 57, 694–706. [CrossRef] [PubMed]
25. Preyde, M.; Parekh, S.; Warne, A.; Heintzman, J. School Reintegration and Perceived Needs: The Perspectives of Child and

Adolescent Patients During Psychiatric Hospitalization. Child Adolesc. Soc. Work J. 2017, 34, 517–526. [CrossRef]
26. Farmer, C.; Thienemann, M.; Leibold, C.; Kamalani, G.; Sauls, B.; Frankovich, J. Psychometric Evaluation of the Caregiver Burden

Inventory in Children and Adolescents With PANS. J. Pediatric Psychol. 2018, 43, 749–757. [CrossRef] [PubMed]
27. Greenham, S.; Persi, J. The state of inpatient psychiatry for youth in Ontario: Results of the ONCAIPS benchmarking survey.

J. Can. Acad. Child Adolesc. Psychiatry 2014, 23, 31–37. [PubMed]
28. Hayes, C.; Simmons, M.; Palmer, V.J.; Hamilton, B.; Simons, C.; Hopwood, M. Experiences of an adolescent inpatient model of

care: Adolescent and caregiver perspectives. J. Child Adolesc. Psychiatr. Nurs. Off. Publ. Assoc. Child Adolesc. Psychiatr. Nurses Inc.
2020, 33, 109–124. [CrossRef] [PubMed]

29. McBee-Strayer, S.M.; Thomas, G.V.; Bruns, E.M.; Heck, K.M.; Alexy, E.R.; Bridge, J.A. Innovations in Practice: Intensive crisis
intervention for adolescent suicidal ideation and behavior—An open trial. Child Adolesc. Ment. Health 2019, 24, 345–349. [CrossRef]

30. Preyde, M.; Vanderkooy, J.; Chevalier, P.; Heintzman, J.; Warne, A.; Barrick, K. The Psychosocial Characteristics Associated with
NSSI and Suicide Attempt of Youth Admitted to an In-patient Psychiatric Unit. J. Can. Acad. Child Adolesc. Psychiatry 2014, 23,
100–110.

31. Blizzard, A.M.; Weiss, C.L.; Wideman, R.; Stephan, S.H. Caregiver perspectives during the post inpatient hospital transition: A
mixed methods approach. Child Youth Care Forum 2016, 45, 759–780. [CrossRef]

32. Weller, B.E.; Faulkner, M.; Doyle, O.; Daniel, S.S.; Goldston, D.B. Impact of patients’ psychiatric hospitalization on caregivers: A
systematic review. Psychiatr. Serv. 2015, 66, 527–535. [CrossRef] [PubMed]

33. Blakemore, S.J.; Mills, K.L. Is adolescence a sensitive period for sociocultural processing? Annu. Rev. Psychol. 2014, 65, 187–207.
[CrossRef] [PubMed]

34. Solmi, M.; Radua, J.; Olivola, M.; Croce, E.; Soardo, L.; de Pablo, G.S.; Shin, J.I.; Kirkbride, J.B.; Jones, P.; Kim, J.H.; et al. Age at
onset of mental disorders worldwide: Large-scale meta-analysis of 192 epidemiological studies. Mol. Psychiatry 2022, 27, 281–295.
[CrossRef] [PubMed]

35. Anhang Price, R.; Quigley, D.D.; Hargraves, J.L.; Sorra, J.; Becerra-Ornelas, A.U.; Hays, R.D.; Cleary, P.D.; Brown, J.; Elliott, M.N.
A Systematic Review of Strategies to Enhance Response Rates and Representativeness of Patient Experience Surveys. Med. Care
2022, 60, 910–918. [CrossRef] [PubMed]

36. Dillman, D.A.; Smyth, J.D.; Christian, L.M. Internet, Phone, Mail, and Mixed-Mode Surveys: The Tailored Design Method; John Wiley &
Sons: Hoboken, NJ, USA, 2014.

37. Reinhard, S.C.; Gubman, G.D.; Horwitz, A.V.; Minsky, S. Burden assessment scale for families of the seriously mentally ill. Eval.
Program Plan. 1994, 17, 261–269. [CrossRef]

38. Cohen, S.; Kamarck, T.; Mermelstein, R. A global measure of perceived stress. J. Health Soc. Behav. 1983, 24, 385–396. [CrossRef]
[PubMed]

39. Cohen, S.; Williamson, G. Perceived stress in a probability sample of the United States. In The Social Psychology of Health: Claremont
Symposium on Applied Social Psychology; Spacapam, S., Oskamp, S., Eds.; Sage: Thousand Oaks, CA, USA, 1988.

40. Jellinek, M.S.; Murphy, J.M.; Little, M.; Pagano, M.E.; Comer, D.M.; Kelleher, K.J. Use of the Pediatric Symptom Checklist (PSC) to
screen for psychosocial problems in pediatric primary care: A national feasibility study. Arch. Pediatric Adolesc. Med. 1999, 153,
254–260. [CrossRef]

41. Borowsky, I.W.; Mozayeny, S.; Ireland, M. Brief psychosocial screening at health supervision and acute care visits. Pediatrics 2003,
112, 129–133. [CrossRef]

https://doi.org/10.1093/geronb/50B.2.S110
https://www.ncbi.nlm.nih.gov/pubmed/7757839
https://doi.org/10.1177/002076402128783208
https://www.ncbi.nlm.nih.gov/pubmed/12182510
https://doi.org/10.1016/S0883-9417(96)80070-7
https://doi.org/10.1186/1471-2431-11-110
https://www.ncbi.nlm.nih.gov/pubmed/22151428
https://doi.org/10.1007/s00127-010-0200-8
https://doi.org/10.2105/AJPH.88.1.75
https://doi.org/10.1080/15374416.2017.1280805
https://doi.org/10.1300/J029v15n03_06
https://doi.org/10.1080/15332985.2011.575712
https://doi.org/10.1111/famp.12325
https://www.ncbi.nlm.nih.gov/pubmed/29034464
https://doi.org/10.1007/s10560-017-0490-8
https://doi.org/10.1093/jpepsy/jsy014
https://www.ncbi.nlm.nih.gov/pubmed/29547961
https://www.ncbi.nlm.nih.gov/pubmed/24516475
https://doi.org/10.1111/jcap.12266
https://www.ncbi.nlm.nih.gov/pubmed/32068327
https://doi.org/10.1111/camh.12340
https://doi.org/10.1007/s10566-016-9358-x
https://doi.org/10.1176/appi.ps.201400135
https://www.ncbi.nlm.nih.gov/pubmed/25686810
https://doi.org/10.1146/annurev-psych-010213-115202
https://www.ncbi.nlm.nih.gov/pubmed/24016274
https://doi.org/10.1038/s41380-021-01161-7
https://www.ncbi.nlm.nih.gov/pubmed/34079068
https://doi.org/10.1097/MLR.0000000000001784
https://www.ncbi.nlm.nih.gov/pubmed/36260705
https://doi.org/10.1016/0149-7189(94)90004-3
https://doi.org/10.2307/2136404
https://www.ncbi.nlm.nih.gov/pubmed/6668417
https://doi.org/10.1001/archpedi.153.3.254
https://doi.org/10.1542/peds.112.1.129


Adolescents 2023, 3 666

42. Kearney, C.A.; Lemos, A.; Silverman, J. The functional assessment of school refusal behavior. Behav. Anal. Today 2004, 5, 275–283.
[CrossRef]

43. Elo, S.; Kyng¨as, H. The qualitative content analysis process. J. Adv. Nurs. 2008, 62, 107–115. [CrossRef]
44. Adelman, R.D.; Tmanova, L.L.; Delgado, D.; Dion, S.; Lachs, M.S. Caregiver burden: A clinical review. JAMA J. Am. Med. Assoc.

2014, 311, 1052–1059. [CrossRef] [PubMed]
45. Song, K.; Markoulakis, R.; Levitt, A. Predictors of strain for Canadian caregivers seeking service navigation for their youth with

mental health and/or addictions issues. Health Soc. Care Community 2022, 30, 735–743. [CrossRef] [PubMed]
46. Boulter, E.; Rickwood, D. Parents’ experience of seeking help for children with mental health problems. Adv. Ment. Health 2013,

11, 131–142. [CrossRef]
47. Gonzalez, J.M.; Perlick, D.A.; Miklowitz, D.J.; Kaczynski, R.; Hernandez, M.; Rosenheck, R.A.; Culver, J.L.; Ostacher, M.J.; Bowden,

C.L. Factors associated with stigma among caregivers of patients with bipolar disorder in the STEP-BD study. Psychiatr. Serv.
2007, 58, 41–48. [CrossRef] [PubMed]

48. Jivanjee, P.; Kruzich, J. Supports for young people with mental health conditions and their families in the transition years. Best
Pract. Ment. Health 2011, 7, 115–133.

49. Pejlert, A. Being a parent of an adult son or daughter with severe mental illness receiving professional care: Parents’ narratives.
Health Soc. Care Community 2001, 9, 194–204. [CrossRef] [PubMed]

50. Scharer, K.; Colon, E.; Moneyham, L.; Hussey, J.; Tavakoli, A.; Shugart, M. A comparison of two types of social support for
mothers of mentally ill children. J. Child Adolesc. Psychiatr. Nurs. 2009, 22, 86–98. [CrossRef]

51. Murdoch, D.D.; Rahman, A.; Barsky, V.; Maunula, S.; Cawthorpe, D. The use of the Burden Assessment Scale with families of a
pediatric population. Community Ment. Health J. 2014, 50, 703–710. [CrossRef]

52. Preyde, M.; Parekh, S.; Wei, Y.; Heintzman, J. Are attitudes, mental health literacy and clinical characteristics predischarge related
to perceived stigma reported by adolescents discharged from inpatient psychiatry? Psychiatry Res. Commun. 2023, 3, 100099.
[CrossRef]

53. Chandra, A.; Minkovitz, C.S. Stigma starts early: Gender differences in teen willingness to use mental health services. J. Adolesc.
Health 2006, 38, 754.e1–754.e8. [CrossRef]

54. Oruche, U.M.; Gerkensmeyer, J.; Stephan, L.; Wheeler, C.A.; Hanna, K.M. The described experience of primary caregivers of
children with mental health needs. Arch. Psychiatr. Nurs. 2012, 26, 382–391. [CrossRef] [PubMed]

55. Acri, M.C.; Hoagwood, K.E. Addressing parental mental health within Interventions for children: A Review. Res. Soc. Work Pract.
2015, 25, 578–586. [CrossRef] [PubMed]

56. Rasic, D.; Hajek, T.; Alda, M.; Uher, R. Risk of mental illness in offspring of parents with schizophrenia, bipolar disorder, and
major depressive disorder: A meta-analysis of family high-risk studies. Schizophr. Bull. 2014, 40, 28–38. [CrossRef] [PubMed]

57. Wiegand-Grefe, S.; Sell, M.; Filter, B.; Plass-Christl, A. Family Functioning and Psychological Health of Children with Mentally Ill
Parents. Int. J. Environ. Res. Public Health 2019, 16, 1278. [CrossRef] [PubMed]

58. Fuller, T.; Reus, V. Shared genetics of psychiatric disorders. F1000Research 2019, 8, 1626. [CrossRef] [PubMed]
59. Bonevski, B.; Randell, M.; Paul, C.; Chapman, K.; Twyman, L.; Bryan, J.; Brozek, I.; Hughes, C. Reaching the hard-to-reach: A

systematic review of strategies for improving health and medical research with socially disadvantaged groups. BMC Med. Res.
Methodol. 2014, 14, 42. [CrossRef] [PubMed]

60. Hazel, N.A.; Oppenheimer, C.W.; Technow, J.R.; Young, J.F.; Hankin, B.L. Parent relationship quality buffers against the ef-fect of
peer stressors on depressive symptoms from middle childhood to adolescence. Dev. Psychol. 2014, 50, 2115–2123. [CrossRef]

61. Doupnik, S.K.; Hill, D.; Palakshappa, D.; Worsley, D.; Bae, H.; Shaik, A.; Qiu, M.K.; Marsac, M.; Feudtner, C. Parent Coping
Support Interventions During Acute Pediatric Hospitalizations: A Meta-Analysis. Pediatrics 2017, 140, e20164171. [CrossRef]

62. Boritz, T.Z.; Sheikhan, N.Y.; Hawke, L.D.; McMain, S.F.; Henderson, J. Haw Evaluating the effectiveness of the Family Connections
program for caregivers of youth with mental health challenges, part i: A quantitative analysis. Health Expect 2021, 24, 578–588.
[CrossRef]

63. Fraser, E.; Pakenham, K.I. Resilience in children of parents with mental illness: Relations between mental health literacy, social
connectedness and coping, and both adjustment and caregiving. Psychol. Health Med. 2009, 14, 573–584. [CrossRef]

64. Markoulakis, R.; Turner, M.; Wicik, K.; Weingust, S.; Dobbin, K.; Levitt, A. Exploring peer support needs of caregivers for youth
with mental illness or addictions Concerns in Family Navigation Services. Community Ment. Health J. 2018, 54, 555–561. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1037/h0100040
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1001/jama.2014.304
https://www.ncbi.nlm.nih.gov/pubmed/24618967
https://doi.org/10.1111/hsc.13188
https://www.ncbi.nlm.nih.gov/pubmed/33064317
https://doi.org/10.5172/jamh.2013.11.2.131
https://doi.org/10.1176/ps.2007.58.1.41
https://www.ncbi.nlm.nih.gov/pubmed/17215411
https://doi.org/10.1046/j.0966-0410.2001.00301.x
https://www.ncbi.nlm.nih.gov/pubmed/11560735
https://doi.org/10.1111/j.1744-6171.2009.00177.x
https://doi.org/10.1007/s10597-014-9724-9
https://doi.org/10.1016/j.psycom.2022.100099
https://doi.org/10.1016/j.jadohealth.2005.08.011
https://doi.org/10.1016/j.apnu.2011.12.006
https://www.ncbi.nlm.nih.gov/pubmed/22999034
https://doi.org/10.1177/1049731514546027
https://www.ncbi.nlm.nih.gov/pubmed/26527857
https://doi.org/10.1093/schbul/sbt114
https://www.ncbi.nlm.nih.gov/pubmed/23960245
https://doi.org/10.3390/ijerph16071278
https://www.ncbi.nlm.nih.gov/pubmed/30974758
https://doi.org/10.12688/f1000research.18130.1
https://www.ncbi.nlm.nih.gov/pubmed/31559010
https://doi.org/10.1186/1471-2288-14-42
https://www.ncbi.nlm.nih.gov/pubmed/24669751
https://doi.org/10.1037/a0037192
https://doi.org/10.1542/peds.2016-4171
https://doi.org/10.1111/hex.13205
https://doi.org/10.1080/13548500903193820
https://doi.org/10.1007/s10597-017-0191-y

	Introduction 
	Methods 
	Ethics 
	Setting 
	Study Design and Participants 
	Survey 
	Data Analysis 

	Results 
	Discussion 
	Implications for Research 
	Implications for Practice 
	Limitations 

	Conclusions 
	References

