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greater risk of developing emotional and behavioural problems compared to their

and behavioural difficulties. This study was part of a broader research project
examining the acceptability, feasibility and impact of a ‘Mental Health and Psychological Wellbeing Drop‐in Centre’ in a paediatric hospital providing access to
support and intervention for children and their families. This paper aimed to
investigate the impact of the centre on parents (n = 148).
Methods: Parental anxiety and depression were assessed using the GAD‐7 and
PHQ‐9 at baseline and 6‐month post‐baseline. Child mental health was assessed
using the parent‐report Strengths and Difficulties Questionnaire (SDQ). If parents
had significant mental health needs, a brief intervention/signposting to relevant
services was provided.
Results: At baseline, 48% of parents scored above clinical threshold for anxiety and
41% for depression, and parent reported child SDQ scores were correlated with
parental anxiety and parental low mood. Self‐reported parental anxiety and low
mood decreased at 6‐months post‐baseline (parental anxiety: mean decrease = 2.29
[1.22–3.36], d = 0.38; parental low mood: mean decrease = 1.81 [0.64–3.00],
d = 0.28). There were no significant correlations between change in parent reported
child wellbeing and changes in parental low mood and anxiety between baseline and
6‐month post‐baseline.
Conclusions: Assessing and providing a brief treatment to address the mental health
needs of parents of children with comorbidity may bring important benefits. It is
recommended that children's mental health services consider assessment of
parental mental health as part of routine care.
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INTRODUCTION
Key points
Children with chronic physical health conditions are at greater risk of
developing emotional and behavioural problems compared to their
physically healthy peers (Hysing et al., 2007; Pinquart & Shen, 2011a,
2011b, 2011c). This heightened risk is likely the result of a combination of psychological, social and biological factors including shared
underlying pathology, increased uncertainty, peer relations, changes
in parenting style and the side‐effects of medication (Holmbeck et al.,
2002; Miller et al., 2008; Sandstrom & Schanberg, 2004). Children
with psychological needs may also struggle more with treatment
compliance and self‐management of their health which both in turn
may lead to a reduced quality of life in the long‐term (Hood et al.,
2006; Lima et al., 2013). It is increasingly recognised that having
physical and psychological needs creates greater demand for services

� Children with chronic physical health conditions are at
greater risk of developing emotional and behavioural
problems compared to their physically healthy peers.
� Parents of children with physical health difficulties also
show elevated symptoms of depression and anxiety.
� The findings suggest that having a child with comorbid
physical and mental difficulties places a toll on parental
mental health.
� Assessing and addressing the mental health of parents of
children with comorbidity as part of routine treatment
for the child's mental health may bring important benefits to parents and children.

and therefore has a financial impact on the healthcare system (Naylor
et al., 2012).
Parents of children with physical health difficulties also show

A proposed method for overcoming the barriers to access for

elevated symptoms of depression and anxiety (Pinquart, 2019a,

children with physical and mental health needs, is a ‘mental health

2019b). Studies suggest that these parents are under increased strain

drop‐in centre’ located within a paediatric hospital setting. This

from balancing work and family commitments whilst also needing to

format of delivery may bring benefits both in terms of the immediacy

manage their own anxieties about their child's future (Barlow &

of the support, but also in terms of the quality of treatment. For

Ellard, 2006; Cousino & Hazen, 2013). The psychological impact on

instance, being situated in a multi‐disciplinary hospital setting allows

parents is particularly crucial to understand given the bi‐directional

for joint‐working and information‐sharing between professionals

relationship between parental mental health and child emotional

from different specialties, improvement of referral pathways and

and behavioural difficulties (Bagner et al., 2013; Stone et al., 2016).

increased speed of access to evidence‐based treatments (Tyler et al.,

Genetically informed studies have highlighted the importance of

2017). Furthermore, the informality and flexibility of the drop‐in

environmental factors and parenting in the intergenerational trans-

approach may appeal to children and families who might otherwise

mission of anxiety (Eley et al., 2015), depression (McAdams et al.,

be discouraged by complicated referral pathways and long waiting

2015) and conduct problems (D'Onofrio et al., 2007). Parents with

times (Anderson et al., 2017). A drop‐in may also allow for earlier

mental health difficulties may find it more difficult to manage their

detection and intervention, relieving the pressure on more specialist

children's emotions and behaviours which may have negative con-

services which would in turn lead to economic benefits for the na-

sequences for their children's physical and psychological wellbeing

tional health service (Arango et al., 2018; Knapp et al., 2011). The

(Pierce et al., 2020; Reupert et al., 2013).

advantages of mental health drop‐in centres have been reported in

Psychological interventions have been successful in targeting

the general population (Barwick et al., 2013; Nath et al., 2016; Set-

distress among parents of children with a range of medical conditions

tipani et al., 2019), however, studies have yet to explore the use of a

such as cancer, traumatic brain injury, and asthma (Law et al., 2019).

mental health drop‐in centre in a paediatric hospital setting.

Research has also shown that treating parental mental health impacts

This study was part of a broader research project examining the

positively on both parent mental health and child emotional and

acceptability, feasibility and impact of a ‘Mental Health and Psy-

behavioural problems (Neece, 2014). Some research now also sug-

chological Wellbeing Drop‐in centre’ in a tertiary paediatric hospital

gests that treating child mental health problems may lead to more

setting. A separate study reports on the psychological outcomes for

positive outcomes for the parents' mental health (Creswell, Violato,

the children accessing the centre (Catanzano et al., 2020). Overall,

et al., 2020; Jarosz & Bayer, 2017; Wilkinson et al., 2013). These

the drop‐in centre was found to improve mental health and quality of

findings suggest that it may not be necessary to treat child and

life in children and young people accessing the drop‐in centre. The

parent separately to affect significant positive change for both.

present study aimed to investigate the impact of the drop‐in on

Despite evidence demonstrating adverse outcomes for both

parents; specifically (i) the prevalence of mental health difficulties in

parents and children with mental health difficulties in the context of

parents attending the drop‐in, (ii) the association between parent

chronic conditions, many are still not accessing evidence‐based

mental health and child mental health and quality of life at baseline

treatments for their mental health needs (Acri & Hoagwood, 2015;

and change over time, and (iii) whether attendance at the drop‐in was

Bennett et al., 2015, 2018). This unmet need may be in part due to

associated with change in parental mental health. Whilst existing

pressures within the family, such as time‐constraints and the cost of

research has demonstrated the level of mental health needs in par-

travel (Cousino & Hazen, 2013; Sav et al., 2015). However, structural

ents of children and young people with chronic physical health con-

barriers also exist within the healthcare system leading to long waits

ditions, there is no research regarding the prevalence in parents who

for treatment, rejected referrals when not meeting service criteria,

‘drop‐in’ to such a centre. It is possible that the prevalence may be

and a ‘postcode lottery of provision’ (Crenna‐Jennings & Hutchinson,

greater overall as they may either have a child with a mental health

2020).

need, which itself may be associated with parental mental health
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difficulties, or because they are accessing the centre for their own

could approach a family/patient in other areas of the hospital with a

mental health needs. Given the anticipated high rates of parental

leaflet about the project (‘active recruitment’), (iv) clinicians within

mental health difficulties in this group, it is also important to un-

the hospital could signpost or (v) refer patients and/or families to

derstand whether such a drop‐in may be associated with improve-

the project. Families then consented and completed baseline mea-

ment in parents' own mental health as well as their child's, and

sures, either in person or over the telephone. Following this, an

whether this association was the same when parents received a

initial triage assessment, taking approximately 30‐min, was carried

signposting intervention from the drop‐in centre. Such information

out in accordance with a standardised protocol either over the

would provide preliminary evidence for whether such signposting

telephone or face‐to‐face depending on participant preference. All

interventions for parents are beneficial. Thirdly, given previous

patients were then discussed in a weekly meeting with a consultant

research demonstrating an association between parent and child

child and adolescent psychiatrist and allocated to an intervention

mental health, we aimed to further understand this relationship at

based on a clinical decision making algorithm that considered fac-

baseline, to determine whether our results replicated those of other

tors including clinical risk, relationship to physical health condition,

samples demonstrating a positive correlation between parent and

participant preference, neurodevelopmental factors, family factors

child mental health. We then wanted to extend this research through

and symptom severity. At no point in the study was there a waiting

examining the correlation between change in child mental health and

list for the initial triage assessment. Decisions were made at a

change in parent mental health. These correlations may help us to

weekly meeting, therefore, participants waited a maximum of seven

consider whether change in child mental health may be a causal or

days to be allocated to an intervention. All measures were

moderating factor in change in parental mental health in order to

completed at baseline after consent, and at 6‐months from baseline.

inform future controlled studies of interventions for either child or

Outcome measures were collected face‐to‐face or remotely by

parent mental health in populations of children and young people

phone/e‐mail (depending on participant preference) by a researcher

with chronic physical illness.

that was not involved in the delivery of the intervention. All parents/carers completed measures of their own mental health at
baseline and 6‐month follow‐up, whether seeking treatment for

METHODS

their child or themselves.

Design
Ethics
This study was part of an uncontrolled trial of a ‘psychological wellbeing drop‐in centre’ for young people, their siblings and carers

Written informed consent was taken for all participants included in

attending a national paediatric hospital (Catanzano et al., 2020).

the study by research assistants. In some instances, participants
verbally consented over the phone, which was recorded and the responses were written up by research assistants. All methods of data

Participants

collection were in the ethically approved protocol. Ethics approval
was granted by the London Riverside Research Ethics Committee

For the drop‐in centre study, we included patients attending the

(REC reference number: 16/LO/1915).

paediatric hospital for a physical health condition within the last 6‐
month and their parents/carers and siblings. The main inclusion
criteria was a common mental health need (anxiety, depression and/

Intervention

or behavioural difficulties) that was interfering with current functioning. Parents/carers could receive support from the booth for

Participants were allocated to interventions according to the

their own mental health needs as well as their child's. Families must

decision‐making algorithm. Specifically, they could be allocated to the

not have been under the care of paediatric psychology services

following:

within the hospital at the time and needed to process a sufficient
grasp of English to facilitate engagement with the assessment and
treatment processes.

Children (hospital patients and siblings) with mental
health needs

Procedure

(i) Provision of/direction to self‐help materials and/or online

Recruitment took place from March 2018 to December 2019. The

(ii) Further assessment in the form of either a neurodevelopmental

drop‐in centre served both as a focus for recruitment and for

assessment and/or computerised mental health diagnostic

raising awareness of the project. One volunteer/member of staff

assessment (the Development and Wellbeing Assessment;

resources

was present Monday–Friday (10 am–12 pm and 2–4 pm) with a

Goodman et al., 2000)

clinical psychologist and/or psychiatrist on call at all times. Partic-

(iii) Signposting/referral to appropriate internal or external services

ipants were recruited into the study via five routes: (i) the family/

(iv) A brief modular psychological intervention defined as up to six

patient could approach a staff member at the centre (‘physical drop‐

sessions (6 h total) of either telephone or face‐to‐face guided

in’), (ii) contact the team by e‐mail/telephone, (iii) a staff member

self‐help based on the Modular Approach to Therapy for
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(1) Determining the level of mental health need in the parents
attending the drop‐in centre

newly qualified clinical psychologists, trained psychological
wellbeing practitioners (i.e., individuals trained specifically in
low‐intensity therapies, usually through a specific program,

The percentage of parents scoring ≥10 (i.e., above clinical
threshold) on measures of parental mental health was computed.

associated with Improving Access to Psychological Therapies
initiative) and/or a junior doctor with specific training in the
intervention. The intervention was delivered to either the par-

(2) Examining the association between parental mental health and
child mental health and quality of life

ents or child depending on the child's primary difficulty, age and
intellectual ability. For further details of this intervention, see
Catanzano et al. (2020).

Bivariate correlations using Spearman's rho coefficients were
used to explore the associations between parent and child outcomes
(de Winter et al., 2016). Correlations of .10 are considered small, .30
are considered moderate and .50 are considered large. Confidence

Parents/carers with mental health needs

intervals for correlations were computed using SPSS syntax.

(i) Provision of/direction to self‐help materials and/or online

(3) Examining the outcome of the drop‐in centre on the parents'

resources

own mental health

(ii) Signposting/referral to appropriate internal or external services
including local Improving Access to Psychological Therapies
(IAPT) services

Descriptive statistics for GAD‐7 and PHQ‐9 total scores at
baseline (time one) and 6‐months (time two) were calculated.
Difference scores were based on the mean change in scores.
Changes were tested using paired samples t‐tests and converted

Outcome measures

into standardised effect sizes (Cohen's d) where .20 is considered
a small effect, .50 a medium effect, and .80 a large effect (Cohen,

Parental mental health

2013). A sensitivity analysis was conducted in which parents who
had been the primary recipient of the intervention were

Parental anxiety was assessed using the 7‐item, self‐report Gener-

removed.

alized Anxiety Disorder Scale (GAD‐7; Spitzer et al., 2006). Parental
depression was assessed using the 9‐item self‐report Patient Health
Questionnaire (PHQ‐9; Kroenke et al., 2001). Scores ≥10 were

RESULTS

considered to be above the clinical threshold.

Participant flow
Child mental health and quality of life

Three hundred and fourteen participants initially consented to take
part. No children or young people came to seek the service without

Child mental health was assessed using the Strengths and Difficulties

a carer/parent. One hundred and eighty‐six participants were allo-

Questionnaire (SDQ), a parent‐report measure for children aged 4–17

cated to the intervention. One hundred and thirty‐nine of those

(Goodman & Goodman, 2011) and child quality of life was assessed

attending had primary concerns relating to the hospital patient (i.e.,

using the parent report Pediatric Quality of Life Inventory (PedsQL;

child or young person), 36 had primary concerns relating to a

Varni et al., 2001). These measures have all been shown to demon-

parent of a hospital patient and 18 had primary concerns relating to

strate good psychometric properties (Varni et al., 2001; Goodman,

a sibling. The demographics of the 186 participants are reported

2001; Plummer et al., 2016; Ueki et al., 2013). They have been vali-

elsewhere (Catanzano et al., 2020). Figure 1 illustrates the flow of

dated in UK populations (Goodman & Goodman, 2011; Upton et al.,

participants through the study, with reasons for exclusion/attrition

2005).

at each stage of the pathway. Analyses were completed for all
parents and for their child who was the primary participant (either
patient or patient's sibling). Eleven families of those 186 allocated

Analysis

to an intervention included more than one participant. In these 11

For all analyses, missing data at 6‐months post‐baseline were

sibling data were removed. Returning patients (n = 5) and those

families, only the parent and patient data were included and the
managed using multiple imputation. All subscales of the relevant

with no baseline measures (n = 22) were also removed, leaving a

scale at both time points and participant characteristics (deprivation,

sample size of 148 in the analysis (Figure 1). Of the 148 parents

ethnicity and whether they received a brief psychological interven-

who had baseline data for both GAD‐7 and PHQ‐9, 120 parents

tion) were included in the multiple imputation model. Ten datasets

completed the GAD‐7 at 6‐months post‐baseline and 118 par-

were imputed. Total scores were used for all measures. All descrip-

ents completed the PHQ‐9 at 6‐months post‐baseline. Twenty‐eight

tive statistics, handling of missing data and analyses were undertaken

6‐month post‐baseline scores were imputed for GAD‐7 and 30 for

using SPSS statistical analysis software (V.25, IBM).

PHQ‐9.

-
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Adapted CONSORT diagram showing patient flow

Participant and intervention characteristics

(11%). See Table S1 for details of the main medical conditions of
participants. According to the standardised measures, the 148 chil-

The full characteristics of the initial 186 participants in the main

dren and young people presented with elevated levels of: emotional

‘drop‐in centre’ study are reported elsewhere (Catanzano et al.,

problems (58%), conduct problems (39%), hyperactivity (34%) and

2020). For the 148 families with paired parent and child data that

peer problems (36%). The 148 parents presented with elevated levels

were included in the analysis, the recipient of the intervention was a

of: anxiety only (13.5%), depression only (6%), both anxiety and

hospital patient (n = 112), a parent (n = 30) or a sibling (n = 14). This

depression (34.5%), anxiety with or without depression (48%),

includes eight families where both parent and child were a recipient

depression with or without anxiety (41%).

of the intervention (i.e., Four parent and sibling; four parent and

Following initial assessment, considering interventions deliv-

patient). One hundred and thirty‐two of the 148 parents were

ered for child mental health problems, 41 of the 148 participants

mothers

years,

were provided with a brief modified version of the modular psy-

SD = 7.99 years). Fifty nine percent were married, 63% were

and

16

were

fathers

(mean

age

40.64

chological treatment MATCH‐ADTC, 55 were referred onwards, 10

employed (31% full‐time; 25% part‐time; 7% self‐employed) and 12%

had liaison work, 5 underwent a neurodevelopmental assessment

had a self‐reported disability.

and 44 were signposted to resources/services. Of the five children

Participants were from a number of hospital departments, most

and young people who underwent a neurodevelopmental assess-

commonly rheumatology (14%), ophthalmology (14%) and neurology

ment with a consultant child and adolescent psychiatrist, two were

6 of 11
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diagnosed with autism spectrum disorder, one with attention

to norms of approximately 6% for anxiety (Hinz et al., 2017) and 7%

deficit hyperactivity disorder, and one with intellectual disability.

for depression (Rief et al., 2004) in the general population.

The one other participant was not given a diagnosis from the
neurodevelopmental assessment. Participants could be provided
with more than one type of intervention. See Catanzano et al.

(2) Examining the association between parental mental health and
child mental health and quality of life

(2020) for further details.
Thirty of the 148 parents received an intervention for their

Parent‐reported child mental health at baseline, as measured by

own mental health. Thirteen of these 30 were referred to internal

the total score on the SDQ, was moderately positively correlated

psychological services. Twelve referrals were accepted, nine had

with parental anxiety as measured by the total score on the GAD‐7

been assessed, six had started treatment and three families had

(rs = .26, p = .002, N = 140; See Table 2) and parental low mood

declined the service by the time of 6‐months post‐baseline. They

as measured by the total score on the PHQ‐9 (rs = .29, p = .001,

were treated by: Family therapists (2), Clinical psychologists (3),

N = 140), at baseline, Child quality of life reported at baseline, as

and Assistant psychologists (1). The type of intervention included:

measured by the total score on the PedsQL, was correlated with

high intensity cognitive behavioural therapy (CBT) (2), family

parental anxiety (rs = −.21, p = .045, N = 91) and low mood at

therapy/other (2) and low intensity CBT (2). The number of

baseline (rs = −0.22, p = .040, N = 91). Correlations of .1 are

treatment sessions delivered by the 6‐month post‐baseline point

considered to be small and those of .3 are moderate.

ranged between 4 and 24. Thirteen parents were signposted to

There was a small correlation between change in parent reported

adult Improving Access to Psychological Therapies (IAPT) services,

child wellbeing (SDQ total) between baseline and 6‐months post‐

with one refusing support and another declining both the treat-

baseline and changes in parental low mood and anxiety between

ments offered (computerised CBT as they did not think this would

baseline and 6‐months post‐baseline (rs = .10, p = .306, N = 137 and

be helpful and subsequently phone CBT as this clashed with their

rs = .12, p = .242, N = 137, respectively). There was also a small

working hours) following assessment from their local IAPT. Of the

correlation between change in parent reported child quality of life

remaining 11, one has been recorded as having had three therapy

(PedsQL total) between baseline and 6‐months post‐baseline

sessions and three as not being seen by IAPT by the 6‐month

and changes in parental low mood and anxiety between baseline and

post‐baseline time point. The outcome of the IAPT signposting is

6‐month post‐baseline (rs = .09, p = .454, N = 92 and rs = −.14,

unknown for the remaining seven. The remaining four parents

p = .231, N = 92, respectively).

received single‐session counselling (1), were signposted to either
self‐help materials (1), other services (1), or to a psychologist
already involved with another member of the family (1).

(3) Examining the outcome of the drop‐in centre on the parents'
own mental health
Self‐reported parental anxiety demonstrated a decrease from an

Outcomes

estimated mean score of 9.20 (0.51) at baseline to 6.91 (0.48) at
6‐months post‐baseline, a mean decrease of 2.29, 95% CI (1.22–

(1) Determining the level of mental health need in the parents

3.36), t(78) = 4.20, p < .001, d = 0.38 (small effect size; see Table 1).
Self‐reported parental low mood also demonstrated a decrease from

attending the drop‐in centre

an estimated mean score of 8.78 (0.55) at baseline to 6.97 (0.52) at
Mean scores on the GAD‐7 and PHQ‐9 are presented in Table 1.

6‐months post‐baseline, a mean decrease of 1.81, 95% CI (0.64–

The results indicate an elevation in both parental anxiety and

3.00), t(85) = 3.02, p = .003, d = 0.28 (small effect size). When the 30

depression with 48% of the 148 parents scoring above clinical

parents who were the recipients of intervention were removed from

threshold for anxiety and 41% for depression at baseline, compared

these analyses, the pattern of results remained the same (Table 1).

TABLE 1

Comparison of GAD‐7 and PHQ‐9 parent‐reported scores at baseline and 6‐months post‐baseline
Baseline

6‐months Post‐baseline

M (SE)

M (SE)

Measure

n

Mean difference (CI) P

GAD total score (all participants)

148 9.20 (0.51) 6.91 (0.48)

2.29 (1.22; 3.36)

PHQ total score (all participants)

148 8.78 (0.55) 6.97 (0.52)

1.81 (0.64; 3.00)

GAD total score (parent is intervention recipient removed) 118 8.39 (0.55) 6.32 (0.56)

2.07 (0.94; 3.21)

PHQ total score (parent is intervention recipient removed) 118 7.76 (0.56) 6.57 (0.58)

1.19 (0.03; 2.34)

d

dfa

<.001*** .38 78
.003**

.28 85

<.001*** .02 70
.044*

.01 73

Note: Multiple imputations by fully conditional specification was used to account for missing data and degrees of freedom (df) were adjusted accordingly.
Means (M), standard errors (SE), 95% confidence intervals (CI) around the mean difference, p values for paired t‐tests and effect sizes (d) are shown for
all participants included in the analysis.
Abbreviation: CI, 95% Confidence Interval for Mean Difference.
a

Barnard J, Rubin DB. Small‐Sample Degrees of Freedom with Multiple Imputation. Biometrika.1999; 86(4):948–55.

*p < .05; **p < .01; ***p < .001.
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DISCUSSION
This study found that parents of children with mental health problems in the context of physical health difficulties have significant
mental health problems, with almost half reaching caseness on
standardised measures of anxiety and depression. The high proportion of parents reaching caseness in this study is higher than has
been reported in studies of children with physical health problems
alone (Pinquart, 2019a, 2019b; van Oers et al., 2014) and of children
with mental health problems alone (Campbell et al., 2020). The
mental health of parents attending the drop‐in centre improved
across time, both for all parents attending the drop‐in centre and for
those parents who received a signposting intervention or referral for
their own mental health. Together the findings suggest that having a
child with comorbid physical and mental difficulties places a toll on
parental mental health and that attendance at a drop‐in centre may
be associated with improvement in parent mental health. However,
whilst parent and child mental health were moderately correlated at
baseline, change in parent mental health and change in child mental
health demonstrated only a small correlation, therefore the nature of
the relationship between attendance at the drop‐in centre and
parent and child mental health is unclear in this study.
The findings demonstrate similar effect sizes to studies showing
parent mental health improves as a function of child mental health
(Creswell, Violato, et al., 2020; Lavallee et al., 2019; Silverman et al.,
2009) and shows that the findings extend to children and young
people with physical health comorbidity. The correlational findings
are also consistent with studies showing a relationship between
parent and child mental health in the general population (Bagner
Abbreviation: PedsQL, Pediatric Quality of Life Inventory; SDQ, Strengths and Difficulties Questionnaire.

−0.171 (−0.36; 0.04)
8. Difference in PedsQL total scores

Note: Multiple imputations by fully conditional specification was used to account for missing data. Spearman's rho correlation coefficient (rs) and 95% confidence intervals (CI) are shown for all participants included in the
analysis. 1 = small effect size; .3 = moderate effect size; .5 = large effect size.

0.305 (0.10; 0.48)
−0.071 (−0.27; 0.14)

0.087 (−0.12; 0.29)

−0.137 (−0.33; 0.07)
0.355 (0.19; 0.50)
0.053 (−0.12; 0.22)
0.139 (−0.03; 0.30)
7. Difference in SDQ total scores

−0.138 (−0.33; 0.07)

0.115 (−0.05; 0.28)

−0.084 (−0.28; 0.12)
0.107 (−0.06; 0.27)
0.507 (0.37; 0.62)
0.378 (0.23; 0.51)

0.367 (0.21; 0.50)

−0.097 (−0.30; 0.11)

0.620 (0.50; 0.72)
−0.116 (−0.31; 0.09)

6. Difference in PHQ‐9 total scores

−0.210 (−0.40; 0.00)

0.538 (0.40; 0.65)
5. Difference in GAD‐7 total scores

3. SDQ total score at baseline

4. PedsQL total score at baseline

0.288 (0.12; 0.44)
0.263 (0.10; 0.41)

0.816 (0.74; 0.87)
2. PHQ‐9 total score at baseline

−0.215 (−0.40;‐0.01)

−0.405 (−0.57;‐0.21)

4
3
2
1
1. GAD‐7 total score at baseline

TABLE 2

Correlations between parental mental health and child wellbeing and quality of life scores at baseline

5

0.080 (−0.09; 0.24)

6

0.098 (−0.07; 0.26)

7

−0.162 (−0.36; 0.05)

8

DROP‐IN CENTRE FOR CHILDREN WITH CHRONIC ILLNESS: PARENT OUTCOMES

et al., 2013; Stone et al., 2016) and with research demonstrating that
treating maternal depression improves childhood depression
(Wickramaratne et al., 2011). Similarly, when a parent has an anxiety
disorder, rates of child recovery from the anxiety disorder is
approximately half compared to when there is no parental anxiety
disorder (Bodden et al., 2008; Hudson et al., 2014). This study suggests this relationship between parent and child mental health extends to the paediatric chronic health population, where parents
have elevated mental health problems, which may further compound
the vulnerability of this population to mental health difficulties.
Overall, it is clear that it is important to assess parent mental
health and to offer signposting to self‐help materials and signposting/referrals to services that can support them as part of the
child's care if needed. The benefits of providing effective, low
intensity interventions for children and adults are that they are cost‐
effective, acceptable, increase access and facilitate early intervention
with benefits for the parent and the child (Catanzano et al., 2020;
Creswell, Waite, et al., 2020; Robinson et al., 2020). It is notable that
child centred CBT for anxiety does involve parents at times to support with key strategies such as exposure and reinforcement and
that that intervention reduces anxiety in parents (Cobham et al.,
1998). However, the reduction in parental anxiety during such child
centred CBT is less than when additional mental health support is
provided during the therapy itself (Creswell et al., 2015). The
numbers of parents receiving direct support in the present study
were too small to statistically compare with those who did not, but
the findings appear similar for this group of parents with children
who have physical health comorbidities. It may be the case that a
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stepped care approach to parent support might be helpful during

children. This should be organised on site and integrated into pae-

treatment of child mental health difficulties, as parents with signifi-

diatric health care.

cant need may benefit from more direct support. These should be
integrated into the child's care to reduce barriers such as caregiving
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