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C. Research Proposal. Identify a research question and how you intend to answer the 

question. This will include: overview of relevant research; rationale for your research; 

design method; ethical issues; critique. (4000 words) 

 

Proposed research question 

 

What are the psychosocial outcomes for people aged 21-31 years who have experienced a 

parent or carer being admitted to a psychiatric facility during their childhood?  

 

Rationale 

 

The aim of this research is to identify trends in the personal, social, and professional 

outcomes for people aged 21-31 years who have historically experienced a parent or carer 

being admitted to a psychiatric facility in the UK during their childhood (when the 

participant was aged 0-18 years). Dates of admission would therefore cover the period 

between 1989 and 2017 (inclusive). 

 

For clarity, a ‘psychiatric facility’ in the context of this study would be an in-patient medium 

/ highly secure unit. As the duration of an admission can vary widely and still have a 

significant impact on children and families, there would not be a minimum duration for 

admissions that could be included because I feel that any experience will offer a valid and 

important perspective to the study. Voluntary / informal admissions on the part of the 

patient would be included alongside formal sectioning under the Mental Health Act (1983). 

 

For the purposes of this proposed study, I have made a deliberate distinction between 

people whose parent or carer have / had a mental illness but have never been admitted to a 

psychiatric facility, and those who have. This is because I would expect to find that visiting a 

parent or carer at a psychiatric facility will have had a different impact on people who have 

done so than on those who haven’t. 

 

There are several reasons why I believe that this research is important. Firstly, there 

remains a stigma around mental health, and children who experience a parent or carer in 
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psychiatric care are often ashamed of this (Cooklin, 2011). There is often a scare that they 

will also struggle with their mental health, and that this will limit their future opportunities 

(SCIE, 2015). My hope is that this study would demonstrate that they don’t have to allow 

their experiences to hold them back in future, and that they can do and be anything they 

would like to be.  

 

I also hope that healthcare professionals will become more aware of this issue and the 

impact that it has on children and families so that education and health services can factor it 

in as part of their support provisions. As services increasingly seek to take a trauma-

informed approach to their work, I believe that a greater understanding of the impact that 

psychiatric admissions have on children and families would enhance this. Understanding the 

wider impact that these experiences can have can also enhance early-intervention measures 

to support children and families. 

 

 

The legal context 

 

There have been some important legal changes in the UK since 2013 that need to be taken 

into consideration, as they may have applied to the experiences of younger participants in 

the study. Prior to 2013, although psychiatric units had a duty to provide so-called ‘family 

rooms’ for children to visit parents or carers who have been detained there, there was no 

clear guidance as to the rules about children being able to visit their parent or carer on the 

ward itself (DoH, 2015: 86).  

 

This changed in 2013 when a government directive was issued setting out clear regulations 

for children visiting patients on psychiatric units: 

Arrangements to be put in place for visits  

7. (1) A hospital must ensure that—  

1. (a)  during a visit the child has direct contact only with the patient for whom permission has 

been given for that child to visit,  
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2. (b)  subject to paragraph (2), the child is accompanied by—  

(i) a person with parental responsibility for that child and with whom the child is living, or  

(ii) another person who is caring for the child,  

3. (c)  a visit takes place in an appropriate setting designated for visits by children and not in the 

ward area,  

4. (d)  if in exceptional circumstances, a visit takes place in an area or place other than an 

appropriate setting designated for visits by children as set out in sub-paragraph (c), it must be 

appropriate, not be detrimental to the child and approved by the nominated officer, and  

5. (e)  that there are sufficient staff of any appropriate grade and with requisite knowledge and 

understanding present to supervise a child’s visit at all times.  

(2) Sub-paragraph (1)(b) does not apply in the case of a child aged 16 or 17 where the nominated 

officer, having regard to the information they have received under direction 3, is satisfied that an 

unaccompanied visit is unlikely to prejudice the child’s welfare.  

NHS England. (2013). The High Security Psychiatric Services (Arrangements for Visits by 

Children) Directions. 

 

N.B. The key sections from this directive that are relevant to this proposed study are 1. (a) 

and 3. (c). 

 

The introduction of these changes suggests that previously it would have been at the 

discretion of each unit and the staff on shift as to whether or not children visiting a patient 

would be able to access the ward area. This reflects my own experience of visiting a parent 

in a psychiatric facility on multiple occasions throughout my childhood (between 1999 and 

2012). I have often wondered why this was the case, and so the changes in the law in 2013 

appear to offer something of an explanation. 

 

In the UK, the term ’young carers’ is an umbrella term that is applied to “all persons under 

the age of 18 who care for a family member or friend who has a physical or mental 

condition, or misuses drugs or alcohol” (Children’s Society, 2021). However, in Australia, 

Norway, Sweden, Denmark, Finland and Iceland, there is a separate legal designation for 
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children of parents with mental illness (COPMI) that places a legal duty onto services to 

provide specialist support for those identified specifically as COPMI (Our Time, 2015). The 

issue with using the term “young carers” in this proposed study is that not all participants 

will have been young carers in the way that is recognised in law, but may still have been 

affected by the impact of parental mental illness, especially if they were visiting a parent or 

carer in a psychiatric facility during childhood. Therefore, I feel it is more appropriate to use 

the designation COPMI throughout this proposal. 

 

Social Care policy changed in 2014 with the Care Act, which places a duty on local 

authorities (LAs) to adopt a whole-family approach to their work. This means that they must 

now assess young carers before they turn 18 in order to identify the likelihood of the young 

carer requiring support themselves, and how those needs can be met. This process is called 

a transition assessment, and the guidance for conducting these assessments stipulates that, 

“It is very important that a young carer’s statements about their desired outcomes are not 

simply taken at face value, but that practitioners check to make sure that they are not based 

on the default assumption that current caring responsibilities will need to continue” (SCIE, 

2015). The key issue with this directive is that it relies upon young carers, including COPMI, 

being known to the LA in the first place in order for a transition assessment to be 

conducted. As many participants are unlikely to have been eligible for this process to have 

been conducted, it would be interesting to learn what they think might have been different 

had such a process been available to them when they were turning 18. 

 

 

Literature review 

 

One of the things I have found particularly fascinating about the existing literature that I 

have read is that most of it acknowledges that there is an impact on children when a parent 

or carer has a mental illness, but it has not sought to identify exactly what the specific 

psychosocial outcomes have been for those affected when they go into adulthood. Instead, 

existing research focuses upon either how services can better support COPMI in the here-

and-now (RCPsych, 2011; Cooklin, 2013; NHS England, 2013; NSPCC, 2021), or upon the 

likelihood that COPMI will develop mental disorders themselves (Lauritzen et al, 2010; 
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Reedzt et al, 2019). This reflects the parallel process of children of psychiatric patients often 

being missed by legislation and professionals (“hidden in plain sight”), and thus a lack of 

consideration for the impact their experiences will already have had. 

 

Dr. Alan Cooklin (2011 / 2017) has presented some research into the here-and-now impact 

that having a parent or carer with mental health issues has on children and families. He 

found that children often respond to parental mental illness by, “attempting to fill the care-

taking space left by the parent by looking after parents and/or siblings; self-blame and 

taking undue responsibility for problems in the family or for the parent's illness; loyalty to 

the parent, through guilt and fear about the situation; depression, low self-esteem and/or a 

fatalistic acceptance of their situation” (Cooklin, 2010). This creates a paradox of children 

taking on adult responsibilities and often being encouraged and enabled to do so by their 

family and professionals, yet not being supported in their own emotional and mental 

wellbeing. I wonder if these traits are carried into adulthood, and if so, what impact this has 

on life prospects. 

 

Although Cooklin’s research provides some insights into some of the difficulties children 

may face and how to support them with those difficulties, it does not reflect upon outcomes 

in earlier cases as a way of evidencing how children may be affected in the future. This 

means that COPMI may have a limited view of the future opportunities available to them, 

especially as many children who have a parent or carer with severe and enduring mental 

health problems worry that they will also struggle with their mental health. It is important 

to note that Cooklin founded the Our Time charity, which supports children and young 

people dealing with parental mental illness. His qualitative findings emerged from feedback 

from children and young people who participated in workshops delivered by Our Time, and 

there is no indication that a control group of participants were asked for feedback. 

 

Further existing research such as the Adverse Childhood Experiences (ACEs) study (1998), 

identifies parental mental illness as one of the ACEs that has an impact on later-life health 

and wellbeing. However, as this particular study was conducted in the USA between 1995 

and 1997, it is likely that there will be differences in the outcomes for a UK study of 
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participants born between 1989 and 1999, due in part to the difference in healthcare 

systems, but also in legal and political policy. 

 

In 2010, researchers in Norway began a longitudinal study that sought to understand the 

support that COPMI were likely to need from services and the likelihood that COPMI would 

develop mental disorders themselves, and conducted a follow-up study in 2015 (Lauritzen 

et al, 2010 / 2015). The original study coincided with the introduction of a piece of 

legislation in Norway that requires all health professionals to “help safeguard the need for 

information and necessary support that minor children (0–18 years) of patients with mental 

illnesses, drug addiction or severe physical illness or injury may have due to parent’s 

condition” (Children’s Best Interests’ translation) (Norwegian MoHCS, 2009: 44). 

 

Both of these studies acknowledge that there is an impact upon COPMI, but the identified 

outcomes are either outdated, focus upon a non-UK population, or only consider whether 

or not COPMI develop mental disorders as a result of living with parental mental illness, and 

not upon the broader, more holistic psychosocial outcomes. This means that there is a risk 

that professionals, as well as COPMI themselves, will continue to focus solely upon the 

likelihood of whether or not they will develop a mental illness, rather than whether they will 

be able to develop a well-rounded life of their own.  

 

 

Methodology 

 

I would propose using Interpretative Phenomenological Analysis (IPA) as the methodology 

for this research. This is a qualitative approach that would help me to get a sense of the 

participants’ thoughts and feelings as a way to contextualise their psychosocial outcomes 

and experiences. It would enable me to identify emerging themes from the data, such as 

trends in employment, education and health, and would allow me to have a smaller sample 

size of participants that can be analysed in greater depth. It would also enable participants 

to offer further information and context to their responses that may not have been 

considered by the researcher. 
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The qualitative element of the data collection process would consist of semi-structured 

interviews with participants lasting approximately 60 minutes, ideally via video call. A list of 

the proposed interview questions would be provided in advance to give participants an idea 

of what will be covered. This would enable them to make an informed choice as to whether 

or not they wish to participate, or if there are some questions that are especially triggering 

for them, and this can be attended to. 

 

Arguably the most challenging aspect of this research would be in sourcing participants. 

There are two reasons for this: firstly, eligible participants are likely to be “hidden in plain 

sight”, but may themselves be in facilities such as prisons and psychiatric units that would 

be difficult to access. Secondly, I would expect those who meet the criteria to have taken a 

wide variety of paths and therefore, there isn’t a single “obvious” area to look into, which 

means that the scope of potential avenues, such as careers, is enormous.  

 

One option would be to utilise social media networks, and encourage others to share the 

post widely in order for it to reach the most people. I would ensure that there is a clear note 

to say that interested parties should contact me directly due to the sensitive nature of the 

research matter, and even if interested parties comment on the public post, if they choose 

to participate, their data will be anonymised. 

 

Another option would be to approach institutions such as prisons and psychiatric facilities, 

explain the study and eligibility criteria for participants, and see if they would be happy for 

me to provide them with a poster that includes contact information for potential 

participants to contact me directly. 

 

I would hope that there would be a diverse range of participants from all sorts of ethnic, 

cultural, and socioeconomic backgrounds that reflects how mental illness can affect anyone. 

I would seek to collect demographic information about participants, including age, gender, 

occupation, and education in order to identify possible trends in outcomes, but identifying 

information will be removed. 

 

Ethics 
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There is a risk of psychological and emotional harm to participants when discussing their 

experiences, particularly to those who have not discussed them previously. Therefore, 

participants would be provided with the questions in advance of the semi-structured 

interview, in order for them to gauge whether or not there are any questions that they 

would prefer not to answer. They would also be provided with information for support 

services as part of the de-brief should they experience any feelings of distress following the 

interview. 

 

I am also aware that my own personal connection to the focus of this research means that I 

will likely have my own biases and assumptions to contend with, and therefore a reflexive 

approach will be essential when analysing data. I would attend to this by: attending regular 

supervision; keeping a process journal of my insights, reflections, and thematic links, and by 

noticing and exploring my own biases and assumptions as they emerge, paying particular 

attention to things that surprise me. 

 

There is a chance that some interested participants may have a parent or carer who is a 

patient at the time of the interview. If such a situation were to emerge, the participant 

could decide whether or not to withdraw from the study, as there is a risk that the interview 

would be traumatic for them, but this would be at their own discretion.  

 

Some participants may still be living with their parents or carers, which may be as a result of 

the participants’ own financial or health circumstances. Research conducted by the Centre 

for Research in Social Policy at Loughborough University (2020) found that nearly two-thirds 

(3.5 million people) of childless single adults aged 20-34 in the UK have either never left or 

have moved back into the family home (Hill, Hirsch et al, 2020: 3). Participating in this 

research while living at home with their parent or carer may be an additional stressor for 

some participants, but may also provide some useful insights into the outcomes. 

 

There may be participants who are struggling with addiction to drugs and / or alcohol at the 

time of the study, and there is a risk that they would not have capacity to give informed 

consent to participate; if they were to take part, there is also a chance of an increase in risk 
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behaviours due to the nature of the research focus. However, not including these 

participants risks skewing the data for the study, and may also imply that this outcome is 

non-existent or minimal. 

 

All participants will be provided with a privacy statement in accordance with General Data 

Protection Regulations (GDPR), as some of the data that will be collected will be “sensitive 

data” (ICO, 2018). They will also be asked to complete a consent form, and will be advised 

that their consent can be withdrawn at any time without providing a reason or explanation. 

They would also be able to withdraw their consent after participation, but it would be noted 

that this request would need to be provided within three weeks of the data being collected, 

as data analysis will have begun after this point, and therefore withdrawal will not be 

possible. 

 

A confidentiality statement will feature within the consent form to explain that data will be 

kept confidential, but that in the unlikely event that any child protection issues arise, 

appropriate action will be taken. Any identifying information of participants will be 

removed. 

 

 

Critique 

 

Some of my assumptions about the psychosocial outcomes for participants are: 

 A significant proportion have gone into caring professions, e.g. social work, 

medicine, healthcare assistants; 

 A significant proportion will have their own mental health issues, likely ranging from 

depression and anxiety, to periods of psychosis; 

 Rates of suicide ideation and self-harm (current or historical) will be higher than the 

general population. 

 

These assumptions are based purely upon my own psychosocial outcomes, and therefore I 

would expect – and hope! – to be challenged on these. 
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Why should we be interested in identifying psychosocial outcomes in adulthood for COPMI? 

We should be interested because this builds upon ACEs research, could enhance trauma-

informed practice in health, education and social care sectors, and provides an opportunity 

for this community to set an example of what is possible for children today who may worry 

that there are no opportunities for them. If we understand how COPMI get into the careers 

and relationships that they do in adulthood, the systems of support that helped them along 

the way, and the things that they wish had been available, we can introduce measures to 

support today’s children as they go on into the next stage of their lives. 

 

Mental illness in and of itself does not discriminate based on social, cultural, economic or 

political grounds, but its treatment and impact can be discriminatory. People from a Black, 

Asian and Minority Ethnic (BAME) background are 6 times more likely to be sectioned than 

the white population (IRR, 2020), and I wonder if this will be reflected in the backgrounds of 

participants.  

 

The proposed question could cover an enormous number of people who are “hidden in 

plain sight” but in all walks of life, which means that the scope for potential participants is 

much larger than an initial study is likely to be able to cover. I propose reaching out to 

potential participants aged between 21 and 31 years old at the time of the study because 

they would be well above the minimum age of consent, and their experiences will likely 

cover a period prior to the introduction of new legislation in 2013. It would also cover the 

period of life in which people tend to go through the most shifts, such as establishing and 

maintaining a career, significant romantic relationships, and moving to new places to live 

and work. 

 

I identify as a white British female and grew up in a predominantly white area with a wide 

range of socioeconomic backgrounds. I have always been “academically minded”, and 

school gave me a sense of safety and consistency that was absent from my home life. 

Although this was my experience and it enabled me to move away from my family and start 

forging my own path, I’m mindful that it may be a very different experience to that of many 

of the participants, and that it is important not to assume that all participants will have 

chosen to pursue a formal education at university. 
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I would expect to see a variation in outcomes depending upon the individual’s 

socioeconomic background and aspirations. For example, an individual who has grown up in 

a more financially affluent area may have been encouraged – and expected - to aspire to 

attend university. I would also be interested to see if internal family dynamics around 

education and employment have had an influence upon participants’ choices. 

 

The impact of experiences may be thought of as expanding across a spectrum rather than as 

a polarity, and it is likely that there will be some variation in the support services that were 

available to participants at the time of their experiences. I would expect to find that some 

participants never visited the psychiatric facility while their parent / carer was detained, 

while others would do so regularly for the duration of their parent / carer’s admission. 

 

I also wonder about the impact that a parent or carer being admitted to a psychiatric facility 

has on participants with learning difficulties and neurodiversity, such as autism and ADHD. 

The mental health system, and the policies and procedures that inform it, is complex and 

one of the key things that existing research has identified is the importance of explaining 

what is happening to a patient’s children (Cooklin, 2010; Reedzt, 2019). The apparent lack of 

safeguarding legislation to protect children visiting psychiatric patients pre-2013 is 

particularly concerning, and given that COPMI are already a highly vulnerable group, COPMI 

with their own additional needs are likely to be even more vulnerable. 

 

It is difficult to gauge how many people would meet the criteria to participate in the 

proposed research because estimates of the number of young carers in the UK, including 

those who care for an adult with severe and enduring mental health issues, vary 

enormously. Aldridge and Becker (2003) suggest that between 6000 and 17000 children in 

England and Wales will be caring for a parent or carer with a mental illness at any one time. 

Yet at the time of their research, it was estimated that 170000 children were caring for a 

parent or carer with physical or mental illness, and that it was likely that in a third of these 

cases (55000 to 60000), the parents had predominantly mental illnesses. 
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The Children’s Society (2021) now estimate that there are 800000 young carers in the UK, 

and so it stands to reason that if Aldridge and Becker’s estimate that in a third of the total 

number of cases, the parents have predominantly mental illnesses, then it is likely that 

there are 266000 children caring for them. This is in line with the Royal College of 

Psychiatrist’s research, which found that 29 per cent of all young carers are caring for 

someone with mental health problems (2011: 17). The scale of this issue, even with mere 

estimated figures, suggests that an enormous number of people will have been affected, yet 

so many will be unknown to local authorities, health and education services as a result of 

the stigma that is still attached to mental illness. 

 

Further areas of potential research to consider: 

 

(a) What impact – if any – has the change in legislation in 2013 had on children today? 

(b) Given that 75% of suicides in the UK are by men, is there an increased risk of (or 

correlation with) suicide for men who have grown up with a parent or carer with 

mental illness? 

(c) What proportion of the prison population were COPMI, and does parental mental 

illness increase the likelihood of committing offences resulting in custodial 

sentences? 

(d) Is there a significant difference in psychosocial outcomes for COPMI with learning 

difficulties and / or neurodivergence? 

(e) If the parent / carer was admitted to a unit outside their local area, what impact did 

this have on the children? 

(f) Is there a difference in psychosocial outcomes between siblings, e.g. one struggling 

with addiction, another is in prison, Etc.? 

 

Words: 4139 
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