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Abstract

Background A considerable proportion of people attending mental health services are parents with dependent
children. Parental mental illness can be challenging for all family members including the parent’s children and partner.
The hospitalization of the parent and subsequent separation from dependent children may be a particularly challeng-
ing time for all family members. The aim of this paper was to review qualitative studies of family members'experi-
ences when parents, who have dependent children, were hospitalized for their mental illness. The experiences of
parents themselves, their children aged 0-18 (including retrospective accounts of adults describing their childhoods),
and other family members are included.

Methods This systematic review followed Cochrane Collaboration and PRISMA guidelines. A search was performed
with keywords relating to parents, mental illness, psychiatric treatment, inpatient units, family members and experi-
ences. Databases included CINAHL Plus, PsycINFO, ProQuest, MEDLINE, PubMed and Scopus. Quality assessment was
undertaken using an expanded version of the Critical Appraisal Skills Programme. Thematic synthesis was conducted
on the included papers.

Results Eight papers were identified. The quality assessment was rated as high in some papers, in terms of the clarity
of research aims, justification of the methodology employed, recruitment strategy and consideration of ethics. In oth-
ers, the study design, inclusion criteria and reporting of participant demographics were unclear. Family experiences of
pressure and additional responsibilities associated with the parent receiving inpatient treatment were identified along
with the family’s need for psychoeducational information, and guidance when visiting the parent in hospital. Children
expressed various emotions and the need to connect with others. The final theme related to adverse impacts on the
parent—child bond when the parent was hospitalized.

Conclusion The limited research in this area indicates that the needs of families are not being met when a parent is
hospitalized for their mental illness. There is a considerable need for adequate models of care, family-focused training
for staff, and psychoeducational resources for families. Additional research in this area is essential to understand the
experiences of different family members during this vulnerable time.
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children below the age of 18 [1]. Children who grow up
with a parent with a severe and chronic mental illness are
at substantial risk of acquiring their own difficulties with
mental health and/or substance abuse [2]. Other poten-
tial adverse outcomes include an increased risk of injury,
poor school readiness, and stress-related somatic health
conditions such as asthma [3-5]. Partners of those who
have a mental illness reported feelings of loss and isola-
tion, and described themselves as more of a caregiver
than a partner [6]. Likewise, grandparents reported
assuming major caring responsibilities for dependent
children when a parent has a mental illness, especially
when hospitalized [7]. Without targeted support for their
parenting role, some parents may have their parenting
compromised [8] and lose custody of their children [9],
which in turn impacts negatively on their mental health
and recovery [10].

The needs of children and other family members in
families where parents have a mental illness are not
always identified by mental health clinicians [11]. Due to
funding requirements and deficits in clinicians’ knowl-
edge and skill [12], parents’ treatment is often prior-
itized over the needs of children, unless there are issues
with neglect, abuse or the child presents with their own
psychological issues [13]. The needs of the parent’s part-
ner and other extended families is likewise not routinely
considered by clinicians, resulting in isolation, their own
mental health challenges and relationship strains [6].
However, adverse child and other family members’ out-
comes are not inevitable. Emerging results highlight the
efficacy of manualized interventions for these families
[14]. Instead, or in addition to standard care, organiza-
tions can offer a whole family approach, across screen-
ing, intake, treatment planning and delivery [15]. Such
guidelines see parenting status recorded at intake, tar-
geted support provided for the client’s parenting role, and
appropriate interventions and supports offered to chil-
dren and other family members.

Family focused practice (FFP) is a term that is often
used to describe the way in which clinicians might engage
with parents, their partners, children and other family
members. FFP extends the focus of care beyond the par-
ent’s mental health to assess and respond to the wellbe-
ing of all family members, including children, while also
acknowledging and supporting a client’s parenting role
[16]. Acknowledging and celebrating a client’s parenting
status can be instrumental in a client’s recovery journey
by offering hope and connectedness, as well as honoring
their identity as a parent [10]. It also facilitates parental
confidence and competence to nurture their children,
within the context of their illness [17].

Notwithstanding the prevalence and needs of these
families, and the utility of a family focused approach,
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there is evidence that adult mental health services do
not adequately respond to the clients who are parents
caring for dependent children. Audits of clinicians’ case
notes indicate that FFP is not commonly employed in
adult mental health settings in the UK, New Zealand and
the USA [18-20]. Some clinicians do not believe that it
is appropriate, nor within their remit, to support clients’
children [21]. Even when issues relating to parenting
responsibilities and child wellbeing are considered within
their role, adult mental health clinicians have indicated a
lack of training that might address deficits in their skill
and knowledge [12]. Similarly, others have found that cli-
nicians rarely have the time nor the skills to engage with
partners of those with mental health challenges [6].

Additionally, services may not consistently identify nor
respond to the needs of families when a parent is hos-
pitalized for their mental illness. Previous research has
predominately investigated this field in relation to nurses’
experiences of children visiting their parents in psychiat-
ric facilities. Korhonen et al. [22] found that nurses rarely
met with the children of clients, while O’Brien et al. [23]
found that nurses were unsure of their role and not sure
what they might say to clients’ children. In a review of
studies that identified the practices of mental health
nurses in psychiatric facilities, Foster et al. [24] found
that there were logistical issues for children visiting units,
parenting status was not identified at intake, and an over-
all lack of organizational support for FFP. The experiences
of other family members, such as partners and grandpar-
ents, when the parent is hospitalized, is less clear.

The hospitalization, and often unexpected separation
of parents from their families, can be confusing and dis-
tressing for the parent, children and other family mem-
bers [25]. Knowing more about the experiences of family
members when a parent is hospitalized can be used to
inform service planning and delivery. Qualitative meth-
ods allow for in-depth, contextualized analysis and are
particularly relevant to the examination of lived experi-
ences of those impacted by mental illness. To facilitate
the translation of the extant body of available qualita-
tive research, a systematic synthesis of the research is
required. The aim of this review is to identify the expe-
riences of children under the age of 18 (including adult
children’s retrospective accounts of their childhood), the
parent, their partner and other family members, when
a parent is hospitalized for their mental illness. The
research questions were (i) what is the nature of exist-
ing qualitative research investigating the experiences of
families when a parent is hospitalized for their mental
illness? And, (ii) What does this research tell us about
these experiences of different family members during this
time, including the parent, children, partner, grandpar-
ents and other family members? Such information might
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be used to guide policy, and inform professional develop-
ment training and practice guidelines when working with
families.

Methods

The focus of the review was the experiences of parents
and other family members (e.g., children aged 0—18 years,
partner, grandparents, and other extended family mem-
bers) when a parent is hospitalized for their mental ill-
ness. For the purposes of this review, the concepts of
parent and family were defined broadly. Parenthood and
family were not restricted to biological relationships
or living arrangements. Studies relating to biologically
unrelated and non-custodial parents were considered rel-
evant, as long as the inpatient had some ongoing parental
involvement. Similarly, it was recognized that the con-
cept of family may vary across cultures, circumstances,
and time periods [26]. We utilize the definition provided
by Osher and Osher [27], where family is “defined by its
members, and each family defines itself” Therefore, no
restrictions were imposed on the types of families in this
review.

Design

This systematic review employed the Cochrane Collabo-
ration method [28, 29] and the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA)
model [30] for searching and retrieving eligible studies.

Search strategy

Preliminary searches were employed to determine the
quantity and nature of existing research relevant to the
review and to trial potential search terms. Searches
were conducted across six databases: CINAHL Plus,
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PsycINFO, ProQuest, MEDLINE, PubMed, and Scopus.
Relevant content areas for the review were identified
and used to generate subject headings and search terms.
These were refined through several preliminary searches
to promote maximum inclusiveness for the review. The
headings and terms utilized in this review are presented
in Table 1. Where databases provided the option, search
terms were mapped to subject headings to increase the
records identified by the search. Filters were used where
search platforms allowed, including peer-reviewed, Eng-
lish, and full-text. The search strategy was developed in
consultation with a university librarian. Two searches
were conducted; the first search captured papers pub-
lished between 2004 and 30th October 2020 when this
review was initiated and the second for papers published
between 30th October 2020 and 13th January 2022 to
provide an update of the review and ensure results were
as recent as possible. Results were revised (and not only
added to) in light of the two new papers identified. This
date range was employed to capture research of key pio-
neers within the field yet ensured the scope of research
addressed current practices within psychiatric units in
recent times.

Study selection

The first search resulted in 1328 records. Dupli-
cates were removed, leaving 830 records. These were
screened in accordance with the inclusion/exclusion
criteria. Inclusion criteria included qualitative papers
that explicitly stated the parent had been hospitalized
for psychiatric treatment and described the experi-
ences of the parent or other family members during
this period. Studies of adult participants providing a
retrospective account of their childhood were included.

Table 1 Search terms used within the databases to find relevant papers

Content Search Terms

Parent parent* OR mother* OR father* OR spouse*
AND

Mental illness “mental illness*” OR "mental disorder*” OR “mental disabilit*” OR “psychotic disorder*” OR anxiety OR depression OR schizophrenia
OR“personality disorder*” OR “severe mental illness*” OR “‘chronic mental iliness*” OR “trauma-related disorder*” OR COPMI OR
FAPMI
AND

Psychiatric unit
health service*”

AND
Inpatient treatment
AND

Family member
grandmother* OR grandfather* OR relative*

AND
Experience

“psychiatric unit*” OR “psychiatric ward*” OR “psychiatric service*” OR “psychiatric hospital*” OR “mental health ward*” OR “‘mental

admission OR inpatient* OR consumer* OR client* OR hospitali*ation OR treatment OR “family-focused care”

“family member*” OR famil* OR child* OR mother* OR father* OR parent* OR spouse* OR husband* OR wife* OR grandparent* OR

experience* OR "life experience*” OR “childhood experience*” OR parenthood
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Those studies that outlined the experiences of parents
who had been hospitalized were also included, if the
focus was on their experiences as a parent not gener-
ally on their experiences of being a patient of a psychi-
atric unit. Exclusion criteria included those studies that
explored family members’ experiences of parental men-
tal illness, rather than how the hospitalization impacted
family members. Studies were removed if they inves-
tigated the experiences of mental health clinicians as
were those that focused on service provision for child
psychopathology, specialized settings, such as mother-
baby units, or specific interventions such as parenting
interventions. Given the different treatment needs of
parents who experience substance misuse issues [31,
32], studies with those parents were excluded. Studies
were omitted if they did not present primary qualita-
tive data. The removal of duplicates and initial screen-
ing was completed with the RAYYAN online software
[33]. As papers were screened, the reasons for exclu-
sion were recorded and tracked by the software.

One author screened all 830 records by title and
abstract. For instances where abstracts were missing from
the record, they were obtained through online searches.
The first and last 110 records (26%) were independently
screened by two other authors. A blind setting was uti-
lized on the RAYYAN software to ensure independent
screening decisions between authors. An inter-rater dis-
crepancy occurred for 12 (5%) of the double-screened
papers. All three researchers discussed these discrepan-
cies in relation to the inclusion/exclusion criteria until a
consensus was reached. This initial screening of titles and
abstracts resulted in 51 remaining entries. The reference
lists of all identified papers as well as relevant reviews
were hand searched, resulting in the inclusion of one
additional paper.

Full-text screening was conducted on the 52 identified
studies independently by two of the authors. As with the
initial screening, reasons for studies being excluded at
this stage were recorded. Discussions were undertaken
as necessary to clarify exclusion/inclusion criteria. The
main reasons for excluding studies at this stage were
because they focused on settings other than psychiatric
inpatient units or investigated the inpatient treatment of
people who were not parents. One study with a central
focus on substance abuse disorders was also excluded.
Studies with mixed methods were removed if qualita-
tive data were not developed into themes. Six papers
remained after this full-text round of screening. Follow-
ing an updated search and screening on 13th January
2022, two additional studies were identified, resulting in
a total of eight studies for final inclusion in this review.
A PRISMA diagram of the full search and screening pro-
cesses is shown in Fig. 1.
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Quality assessment

A quality assessment tool, based on the Critical
Appraisal Skills Programme [34], was employed to
assess the quality of included papers. It evaluated the
study context (appropriate research design to address
aims; identification of inclusion/exclusion criteria),
quality of analytical methods (inter-rater reliability;
multiple analysis to demonstrate the rigor of research),
and the involvement of relevant parties during the
study (development of interview schedules; member
checks). The quality of papers was assessed by rating
whether the study met each criterion fully (2 points),
partially (1 point), or not at all (0 points). This process
provided a quality rating for each paper ranging from
0 (poor quality) to 62 (high quality). Quality assess-
ments were completed by two of the authors for each
paper. Discrepancies were small and ranged between
0-3 points (0-5% of the total score), with the mean
of the authors’ scores being calculated as the final
assessment score. The final assessment ratings ranged
between 18.5 indicating low quality [35] and 52.5 indi-
cating high quality [36] with a mean of 44.9 (medium
quality). Quality ratings for each paper are presented
in Table 2. Given the limited number of studies identi-
fied, all papers were considered equally in the synthesis
of results, regardless of their assessed quality. Studies
rated highly had clear research aims, provided a sound
justification for the methodology employed, consid-
ered the ethics involved in conducting the research
and provided clearly articulated recruitment strategies
appropriate to the aims of the study. Studies rated low
were not clear in their research aims, nor how they jus-
tified the study design employed and the reporting of
participants’ demographics and participants’ inclusion
criteria.

Data extraction

An excel spreadsheet was established to extract data
including the country in which the study was con-
ducted, participant demographics, study design, qual-
ity rating, study aim/s, and qualitative findings related
to family’s experiences of the hospitalization of parents.
When recording results, both primary data (participants’
excerpts) as well as secondary data (authors’ interpre-
tations of participants’ experiences) relevant to family
experiences when a parent is hospitalized were reviewed,
with notes made to distinguish the two.

Data analysis
Thematic synthesis, an inductive approach that adapts
a ‘critical realist’ approach [42], was undertaken to
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Fig. 1 PRISMA flow diagram
analyse results. Thematic synthesis was selected Results

because it is an established, effective method for iden-
tifying, evaluating and reporting themes in system-
atic reviews [43], and is well suited to our objective of
aggregating and distinguishing participants’ experi-
ence, as per Johns et al. [44]. Informed by the approach
of Thomas and Harden [43], two members of the
research team read and re-read all articles several times
to become thoroughly familiar with the content. In this
process, the results of each study were coded line-by-
line, after which the second author produced an initial
list of codes (see the last column in Table 2). The initial
list of codes was then reviewed across papers by two
team members and amended, refined and restructured
by going back to each individual study, and subse-
quently categorized into “descriptive themes”. Analyti-
cal themes, that went beyond the reported data, were
developed, by iterative rereading of the original data
and descriptive themes, and discussion amongst the
author team, resulting in the four overarching themes
presented here. Commonalities amongst, and differ-
ences between, family members were highlighted as
appropriate.

Study characteristics

There were two papers each from Australia and Norway,
and the other four were from Sweden, Iran, the USA, and
the UK. Five studies investigated the experiences of the
parent who received psychiatric inpatient treatment [25,
35, 37, 38, 40]. One presented the recollections of adult
children of when their parent was hospitalized [36]. Three
studies presented the experiences of children under
18 years of age [25, 38, 39] and one study presented the
views of children aged 17-26 years [41]. Three included
the views of grandparents (parents of the individual who
had been hospitalized) [25, 39, 41]. Four studies included
multiple family members [25, 38, 39, 41]. Two papers
exclusively focused on mothers receiving inpatient treat-
ment [35, 37], and one focused specifically on fathers
in forensic inpatient care [40]. Four studies included
families where a parent of any gender was admitted to a
psychiatric unit [25, 36, 38, 41]. See Table 2 for further
details. Please note that the final column in Table 2 pre-
sents the initial codes identified by the research team,
during the early stages of the analytic process, not verba-
tim themes identified in the primary studies.
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Thematic synthesis

Four themes were identified: pressure and responsibil-
ity; a need for information and guidance; the emotional
needs of children; and the parent—child bond during
hospitalization.

Theme 1: pressure and responsibility

Six of the eight studies described pressures experienced
by family members when a parent received inpatient
treatment [25, 36, 38—41]. Seeking admission for the
parent was challenging for families. According to Skund-
berg-Kletthagen et al. [39], “..they describe it as a bat-
tle to get help” (p. 119). One participant highlighted how
difficult admission was even though the parent had pre-
viously engaged with the system: “It shouldn'’t be so dif-
ficult to be admitted to a psychiatric ward. It’s the same
old story every spring..” ([39] p. 119). Convincing the
parent to seek help was difficult for some with one child
saying, “I use thousands of tricks to take him to hospital”
([41] p. 99).

When parents were admitted, there were changes to
children’s responsibilities. Knutsson-Medin et al. [36]
found that adult children’s recollections from their
childhood when they experienced “..feelings of relief
when someone was responsible for their parent during
his or her hospitalization” (p. 748). One participant in
their study illustrated this by saying “I appreciated it
when my mother was taken care of in hospital. I knew
that she ate, took her medicine, slept well and felt bet-
ter” (p. 748). Conversely, Skundberg-Kletthagen et al.
[39] reported adult children’s concerns about the qual-
ity of care their parents were receiving: “...there were a
number of temporary staff and many people to relate to,
and the doctor was away for six weeks when dad was
admitted” (p. 120). Simultaneously, the authors noted
that children felt “more secure when they experience
the health personnel are accessible and observe changes
in the patient” (p. 120).

Other pressures and responsibilities were identified.
Two studies [36, 38] found that some adolescent children
did not have relatives or other adults to care for them
and accordingly experienced financial difficulties and
“were required to find their own accommodation” ([38]
p. 5). O'Brien et al. [25] and Wells et al. [40] highlighted
the inconvenient appointment times for families wish-
ing to visit the parent. Relatives caring for children were
burdened with making decisions about whether children
should visit their parents, and felt caught between the
respective needs of children and parents. Likewise, Wells
et al. [40] found the responsibility fell to other family
members (primarily the mother) to support and maintain
the father-child relationship. Supervising young children
on the ward was another responsibility that other family
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members found difficult, especially when expected to
attending interviews with hospital staff. O’Brien et al.
[25] reported: “Several parents and carers indicated that
they had disagreements about children visiting, with the
carer/parent not wanting to facilitate children visiting”
(p. 140).

Despite the relief of seeing their parents, O’Brien et al.
[25] found that children shouldered multiple responsi-
bilities when visiting. Some children viewed these visits
as a form of support directed to their parents rather than
for their own benefit. One child (age not reported) com-
mented, “seeing us would make him want to get better
faster” (p. 140). This is a notion that was sometimes rein-
forced by other family members. “One child commented
that his mother had said: ‘Don’t be too anxious about it...
we are just there for Dad, so just be there for Dad” (p.
140). One concern for children was that they would say
or do something to upset their parents. One remembered
thinking, “Maybe I shouldn’t have said that... maybe I
have made her worse” ([25] p. 141).

Discharge was another stressful time and when chil-
dren wanted to know “when are you coming home?”
([40] p. 17). Discharge was also challenging for families
and children when they had to resume care for the par-
ent before they were ready. Skundberg-Kletthagen et al.
([39] p. 120) reported, “the period of hospitalisation was
too short ... the treatment had not been completed and
... the patient was not well enough to be discharged — all
of which put a great burden on relatives: “We said she
couldn’t just be discharged; she wasn’t capable of manag-
ing herself, but in fact that’s what they intended to do!
([adult] daughter)” When single parents were discharged,
children felt pressured with one adult recalling a prior
experience, “I had to take care of my mother myself”
([36] p. 748).

Theme 2: a need for information and guidance

Identified in seven studies were family members’ needs
for information and guidance about how the experi-
ence of hospitalization [25, 35, 36, 38—41]. However,
these needs were often unmet by hospital staff. Some
family members believed that parent confidentiality
was prioritized at the expense of them being involved
in treatment planning or being informed about the par-
ent’s progress [39]. Children felt especially excluded
from information about their parent’s treatment. One
child (age unreported) said, “You shouldn’t be left in
the dark because you're a kid and maybe they don’t give
us credit... you can handle it. It is much more scary not
knowing” ([25] p. 141). According to Knutsson-Medin
et al. [36], “some children claimed that they were not
given any information even after their parent attempted
suicide” (p. 748).
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O’Brien et al. [25] found that parents, children, and
other relatives were all disappointed at the lack of infor-
mation or guidance about children visiting their parents
in the hospital. When bringing children to the hospital,
family members wanted advice on planning the visit and
preparing children. They also wanted “assistance with
the hellos and the goodbyes” (p. 141). Children wanted
information about how to behave on the ward. However,
“there was little assistance available when children visited
or when the decision about visiting needed to be made.
One carer noted: ‘No one took an interest in whether the
child came in or not... I cannot say there was one staff
member that counselled us” ([25] p. 141). Fathers wanted
professionals to help them build their bonds with chil-
dren during hospital visits as they did not feel confident
about doing this on their own [40]. Drawing on a single
case study, Kosman et al. ([35] p. 282) recommended that
mothers with postpartum depression be provided with
“frequent and extended supervised visitations with the
newborn; offering lactation consultation and a private
space to pump and store breastmilk”

Parents who were inpatients wanted staff to provide
their children and partners with psychoeducation about
their mental illness [38]. Children also said that they
wanted this information [25, 36, 41]. O’Brien et al. [25]
found that: “Children (particularly older children), who
had been part of family interviews while their parent
was hospitalized, appreciated being included and gain-
ing some understanding of their parent’s illness” (p. 141).
Finally, some children wanted guidance about how to
interact with their parents after discharge: “We need to
know how to deal with him and how to treat him... They
should educate us about how to treat him to prevent con-
flicts” ([41] p. 99).

Theme 3: children’s emotional needs

Children experienced a range of emotions when their
parents were hospitalized. Some children became
lethargic, depressed and withdrawn [38, 41] while oth-
ers described experiences of anxiety “that thought [that
the parent is not going to get well] will stay with you...
you don’t think logically... you think with your emotions”
([25] p. 141). Being in the hospital setting was emotion-
ally difficult for some children. Recalling her childhood
experiences of visiting a parent in hospital, one adult
said, “The gloomy atmosphere and furnishings frightened
me..” ([36] p. 749).

In four studies [25, 36, 38, 41], children of various ages
described a need for connection and “someone to talk
things through with” ([38] p. 5). An older child noted,
“I need someone to sit and talk with me, throw me in
another mood, and avoid remembering my past” ([41]
pp. 98-99). Children sought this support from various
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sources. Parents who were inpatients and children both
recognized that siblings often supported each other
[38]. Extended family members were also important.
An adult child recalled, “..we go to my grandmother or
uncle’s home to avoid being alone. Our morale is dam-
aged seriously when we are alone. However, when some-
body comes to our home, greets us, and consoles us, our
morale is boosted considerably” ([41] p. 99). One child
relied on his dog for comfort: “my dog is the closest thing
I have to human contact for days when my mum is in
hospital” ([38] p. 6).

Despite families wanting hospital staff to provide sup-
port for children, they reported “..a lack of support from,
and almost no contact from the staft” ([36] p. 750). Par-
ents and children both indicated that children should
be debriefed by staff after parents were admitted [38].
Similarly, one child said that “someone should see that
the child is okay before they leave” the hospital after
visiting parents ([25] p. 141). Likewise, some children
wanted their own professional support with one adult
participant reflecting, “I wished that I could have seen a
social worker or a psychologist, someone who could have
asked me about my reactions..” ([36] p. 749). Another
suggested, “our school welfare officer should have been
informed” ([36] p. 749) so that they could receive support
through their school.

Theme 4: the parent—child bond during hospitalization

Four papers [25, 35, 37, 40] presented findings related
to experiences of the parent—child bond when the par-
ent received inpatient treatment. Some parents felt
ambivalent about psychiatric hospitalization, and
where as one mother described, she benefited from
hospitalization for her mental health [35] but at the
same time, reported that bonding with her child and
being involved in childcare and parenting was a chal-
lenge, an experience also reported by fathers admitted
in forensic inpatient care [40].

Two studies found that some parents experienced a
sense of disconnection from their children when hospi-
talized [35, 40]. Even though they remained in contact
with their children through telephone calls or visitation,
two papers, one study with mothers ([35] p. 280) and
the other with fathers ([40] p. 14) described “missing out
on” th