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The Courts manage a child with mental illness as an invested yet impersonal steward of change or supervision. An invested
parent is the true personal steward of that child’s welfare. That stewardship can create trauma over time and therefore benefit
from technical supports to sustain attention, hope, and vitality. This article is a perspective-based article detailing the psycho-
logical experience of parenting the adolescent and young adult child with a mental illness and presents the current construct of
‘recovery’ as an evidence-based method to enhance parent competency.

Practitioner’s Key Points:
� Persons working within the court systems that manage families raising a child with a mental illness need to understand

each families’ basic resource needs.
� Properly training and supporting parents of a child with mental illness can lessen the burden of other court and social

service resources in servicing these families.
� Understanding the construct of recovery in managing mental illness provides professionals working within the court

systems with new tools to deliver better outcomes.
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INTRODUCTION

Understanding the impact of a child’s mental illness on a parent, through the prism of state judicia-
ries and social service systems, is as confounding as it is evocative. It is confounding because a con-
sensus is required by all parties (judges, attorneys, advocates) on what is lawful and safe for the child
and a functional family unit to serve the best interests of that child. (Supposedly, such a family unit is
functional if it is managing its affairs—economic hazard, disabilities, accessing public accommoda-
tions, etc.—without the services of the court, though the mental capabilities of its members impact that
effectiveness, and open to review if it fails.) It is evocative because that very review elicits diverse
opinions about parental rights, privacy, public safety, and the economic politics of social safety nets.

The constellation of authorities, qualified voices, and interested parties come together to review
and/or adjudicate a child/adolescent/young adult matter before the court; a mental illness, as a trait of
that person, is meaningful if some greater consideration regarding the person’s welfare or public
safety is at stake. But these contemplations, legal or otherwise, are not personal engagements of their
subject. The welfare of the person with the mental illness may be central, but within the scope of the
legal requirement to do so—not the personal or intimate commitment to desire to do so—that is the
stewardship of parenting. It is the parent that lives the experience of that stewardship day to day and,
in extreme cases, night to night.

The legal and social systems that require a parent to appear and perform on behalf of the child
expect them to take this responsibility as a solemn oath. In my experience, all parents take on every
medical or behavioral challenge of their child and anticipate a solution when applying a full dose of
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love and the right resources. However, this is not always the case, and most parents keep working
the problem despite high personal, marital, and financial prices. For those few parents with a more
profoundly psychiatrically disabled child, who requires 24/7 attention, they work to emotionally and
psychologically survive managing their child’s illness. It is this experience that slowly erodes the
welfare and abilities of the parent and is best described as a cumulative trauma over time.

This perspective article presents the experience of that parent, who is the singular member of that
legal constellation of players who bears the legal responsibility for a minor and the social and finan-
cial responsibility of parenting the child with a mental illness throughout their lifetime. I shall present
the construct of parent recovery as a legitimate need that is meaningful to the legal and social service
systems that seek to serve parents and their children with psychiatric disability. For the purpose of
relating shared experience, this discussion will not review cultural, ethnic, or socioeconomic differen-
ces across family systems. My purpose is to discuss similarities of experience for parents dealing
with the psychiatric disability of an adolescent or emerging adult child.

WHAT IS RECOVERY IN THE MENTAL HEALTH COMMUNITY?

Beginning in the 1990s, the concept of recovery emerged as a new construct for a defining con-
structive living experience, as living a fulfilling, rewarding life, even in the ongoing presence of a
mental illness (Deegan, 1988). The recovery model emerged from the best practitioners of psychiat-
ric rehabilitation, who believed that recovery outcomes needed to be measured in humanistic terms,
deemphasizing clinical or service-based definitions guided by traditional medical models (i.e., recov-
ery equals cure) to service-based definitions that pertain to the person leading a meaningful, purpose-
ful life (Slade, Amering, & Oades, 2008).

The driving idea was twofold: first, that therapeutic and service providers had to conceive a new
set of achievable outcomes for their patients that the medical world could not heal, and second, if
medical recovery was not likely, then the service providers needed to deliver functional, emotional,
and quality-of-life outcomes that recovered the patient’s daily life from the disabling effects of the
mental illness. The recovery paradigm shifted the view of a patient with an illness to a person with a
life affected by illness. Today, this modality is a foundation to all communities of mental health
across the United States and the declared essential best practice by the Substance Abuse and Mental
Health Services Administration (SAMHSA), which is the U.S. hub of federal funding for community
mental health (SAMHSA, 2012).

A basic tenet of recovery is that the person living with a mental illness is experiencing trauma to
their self-concept, capabilities to live a developed life, and their environment (family, relationships,
support systems). There is no Food & Drug Administration–approved medicine to heal a broken life.
There is only a professional and peer community that works to restore hope, skills, perseverance, and
normalcy to the mental health consumer with recovering their quality of life as that life is lived. In
essence, the recovery model for consumers was born out of an ethical necessity to deliver humanistic
and functional outcomes in lieu of complete medical recovery from the illness.

“THERE’S SOMETHING WRONG WITH JOHNNY”—HOW INITIALLY DEALING
WITH A CHILD’S POTENTIAL MENTAL ILLNESS SETS THE STAGE FOR TRAUMA

First, let us revisit the concept of mental illness. The term mental illness infers that a brain-related
deficiency, pathology, or syndrome exists in the person, and based on how the medical world social-
izes us, it could be understood and resolved medically. That medical model seeks to identify
expressed symptoms, categorize them diagnostically, and provide a differential diagnosis to under-
stand the illness as a presentation of the patient. However, psychiatry, as a discipline within Western
medicine, studies the least understood and most complex organ within the human body: the brain. To
review a problem set of thoughts, behaviors, and emotions in a 10-year-old and tell a parent that (a)
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it is illness-driven and (b) that set may or is likely attributable to a particular diagnostic criteria imme-
diately reframes the child’s identity as affected or ill for the parent.

When a parent experiences their child’s initial distressing behaviors, they never know whether the
child’s symptoms are attributable to a known particular event (i.e., a hard fall, drug use, an emotion-
ally traumatic event) or whether those symptoms will possibly resolve or are just the beginning of an
emerging, potentially lifelong syndrome (i.e., a mental illness). Unlike diagnostics in physical medi-
cine (i.e., cardiology, orthopedics, pulmonology, etc.), whose tools (i.e., CT scans, lab work, mag-
netic resonance imagery, etc.) can differentially diagnose, identifying psychiatric pathology is highly
dependent on the observational trained abilities of the evaluator and the quality and reliability of self-
reporting by the patient. Consider the following confounding variables to the valid assessment of
each of these subjects—a 10- year-old patient with an unevolved vocabulary, a 15- year-old patient
living in the home of addicted or abusive parents, or an 18-year-old patient with an undisclosed sex-
ual trauma history. The distress of parenting a child with an emerging psychiatric picture almost
always blossoms in the face of the medical professionals (including the various therapy disciplines)
who cannot provide the absolute answers that are otherwise available in physical medicine.

Herein lies the first and sustained trauma to the parent whose child has psychiatric special needs:
the dissonance of urgently needing to know what’s wrong and the expectation of the behavioral
healthcare profession to deliver that answer, who, in most cases, do not know for sure. While the
clinical diagnostician cannot definitively know what is going on in the initial encounters, s/he will
follow the algorithm of removing variables that confound diagnosis, determining what it isn’t, and
making the most responsible determination of the most probable picture being formed. I have found
the best clinicians go a step further by informing parents that, while the initial picture looks like X,
the true understanding of the condition is best understood retrospectively as the young life continues
to present evidence to validate, invalidate, or simply inform the initial impressions. Young lives
mature with experience, as do the most responsible clinical consultations.

For the reasons stated above, it would better serve the parent of the young patient if the diagnos-
ing medical provider would qualify up front that every young life has a constellation of variables
that impact knowing what is clinically responsible for the set of observed symptoms. This message
alone would help parents understand that divining pathology is a somewhat longitudinal process,
thus detaching them from a reflexive (parentally speaking) need to know the answer to fixing their
child. This message alone would serve the mental welfare of parents, who are naturally hypervigi-
lant about answers and the hotwired guilt parents experience when they cannot make their child feel
better.

RAISING A CHILD AND MANAGING THE ADULT CHILD WITH A MENTAL
ILLNESS: THE PARENTING EXPERIENCE

I have never met a parent or parents who did not overspend, overfunction, or otherwise work tire-
lessly to understand how and why their child is (a) psychologically suffering, (b) not learning with
his/her school peers, or (c) in some way not socially or behaviorally fitting in with his/her peers.
Parents are the ever-vigilant observers, assessors, and judges of how their child is growing up, and
growing up normal. Their frame on normal is first a functional, nonmedical orientation; it is relatable
to all parents as they describes their child’s problems to another parent. It is an observed (sometimes
intuitive) understanding that a child’s emotional, thinking, energy, or performances are out of sync.
Lastly, it is informed by the feedback from adults within the child’s daily social communities (clubs,
school, church) as well as the parent’s observations of behavior within their own community (the
family unit). The parent’s conclusions are that the child is not moving (as expected) through develop-
mental stages (neurologically, emotionally, socially).

But the parent watches the life ‘from the outside’: what is happening in the brain of that child, say
between the ages of 10 and 20, and what is the neuroscience in the matter? During the adolescent
era, the brain is developing its intellectual capacities, emotional range and responsiveness, and
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complexities in processing the external environment. We know that the limbic system (which regu-
lates emotions) is a key culprit in undermining better judgment, as these systems develop faster than
the decision-making and control centers in the prefrontal cortex, and this imbalance indicates less
recruitment of decision-making and cognitive controls when the chips are down. The amygdala in
particular has been implicated as a key instigator of emotional dysregulation in anxious and
depressed children and adults. Therefore, there is inherent incapacity of the adolescent brain to
always do the right thing when the brain’s control mechanisms cannot beat back impulsivity or emo-
tional spikes (Casey, Jones, & Hare, 2008).

A young person’s development of self-concept, world views, identity, and narratives are dependent on
intact neurological processes, but can become skewed or forever distressed and thus indicative of a psy-
chiatric or psychological pathology. Pathology, as an interfering phenomenon of normal development,
undermines or erodes thought processing, emotional stamina, mood regulation, and coping skills. Again,
from our parent viewpoint or frame, the question being asked is always “Is my kid sick or just acting
out?” along with its sister question: “Is this normal?” Psychiatry must do a better job of providing the
average parent with an understanding of these confounding influences on brain development. For the ado-
lescent patient, it is better to conceptualize the presenting personality and purported disabilities as a transi-
tional development period (Spear, 2000) rather than a meaningful fixed point. I believe this counsel alone
would help parents take a longer (frankly hopeful) view of their child’s development and reduce their
own traumatic projective fear of potential lifelong disability.

Most distressing to the parent is the reality that the identity of the child is changing in front of
them. As a result, the parent’s trauma is twofold: the loss of the child they know or knew and the
active, daily distress of watching the child’s functional failure in their own world and their hotwired
expectation that they are supposed to fix it. For the parent of the minor child, these traumas get
embedded in the daily experience of parenting; for the parent of the young adult or emancipated
child, the trauma experience continues but in different domains—specifically, the derailment of oth-
erwise linear progression through schooling or college and then working life (fulfillment of one’s
socialization) and the derailment of social inclusion and relationships (fulfillment of a parent’s desire
for their child’s quality of life). From a public court’s standpoint, these derailments manifest as adju-
dicated unlawful behaviors or reviews of individual capacity to live a self-determined life.

A healthy developed life is dependent on a healthy brain. Conversely, the life-altering effects of
the disabled brain reveal themselves in manifest behaviors and living. More importantly for the par-
ent, it is a process of observing that life, and therefore a slow assault on a parent’s conceptions of a
child’s identity and his/her abilities to live an intact life. The parent of an 18-year-old son with an
emerging bipolar disorder cannot know how the condition will effect academic performance and
occupational development because the unique disability (think functional effects) of the illness in
that life have not fully revealed themselves.

This experience creates a unique trauma for the parent of a child with emerging mental illness and
varies psychologically from the parent whose child experiences a physically disabling event. A par-
ent whose child experiences a physical disabling event (e.g., lower spinal cord injury) knows that the
psychological insult and loss of a pre-injury identity will take time to heal, but the brain’s ability to
developmentally perform over time, so to speak, remains intact. As a result, the parent, managing an
event with known losses and predictable disabilities can begin integrating the changed identity of the
child. By contrast, though, the parent of a child with emerging psychiatric illness (with not yet fully
manifested functional loss) never knows in the initial years what the true, full loss in identity, ability,
and mental health will be. Therefore, one parent can begin the healing process immediately while the
other remains in psychological and emotional flux for an unknown period.

HOW PARENTS ARE CONFOUNDED IN SEEKING HELP AND SUPPORT

What I have found most confounding to parents seeking psychiatric services for the first time is
when their child is a minor, they are legally empowered, as custodial guardians, to dictate to a
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medical provider how, when, where, and so on the child will be treated. But I have never met a par-
ent (who was not a physician or healthcare provider themselves) who did not confess privately that s/
he was fully unqualified to participate in those decisions. Second, when that child might become a
patient or consumer of psychiatric treatment services, and need those services on an ongoing basis,
the same parent is wholly unknowledgeable about how to shop for those services or assess quality
within that marketplace.

Naturally, parents seek out the experts representing a variety of therapeutic and educational serv-
ices (both private and public) meant to assess and interpret the child’s syndromes and advise a course
of treatment or correction. It is reasonable, and frankly competent parenting, to seek out these
answers. But parents are not equipped by the courts, the school systems, or the behavioral healthcare
community with the tools and knowledge to qualify the data they are receiving and then operational-
ize it. This problem is magnified because the various disciplines advising parents (the school evalua-
tor, the private therapist, the treating doctor, the guardian ad litem, etc.) are major actors in the
child’s health and welfare, yet only interact as a team during two life circumstances: (1) the Individ-
ual Education Plan for minor students with disabilities, mandated as an integrated information plat-
form by the Individuals with Disability Education Act, and (2) a court-mandated adjudication
process. Outside of these two societal oversight systems, parents of all other children (the vast major-
ity) are left on their own to coordinate various professionals’ services and critical thinking regarding
their affected child.

In my professional experience, parents report that the community of professionals medically
empowered to manage their child’s life treats them as secondary stakeholders. This most demoraliz-
ing experience for parents (most at stake in a young adult child’s healthcare planning) only worsens
when that child reaches 18 years of age. While the parent is legally obligated to participate in all
healthcare decisions as custodial guardian of a minor child, the parent (and his/her wealth of clinical
history and experience with the child/patient) is immediately disregarded when the healthcare com-
munity at large legally complies to manage protected health information of their adult patient under
the Privacy Rule of the Health Insurance Protection and Accountability Act (45 CFR Parts 160 &
164) (with the exception of persons under a guardianship order).

THE CONSTRUCT OF PARENT RECOVERY

The recovery paradigm is built on validating and strengthening the communities in which the per-
son with mental illness lives and associates—family, school, work—and how those communities
mirror their strengths, hopes, and skills back upon the effected person/patient. It is relational. In its
most intimate form, it is the family unit and, specifically, the parent–child relationship.

Today, quality providers of psychiatric treatment and rehabilitation teach parents the concepts of
recovery so the lessons and behaviors learned can be brought home and modeled by the parent, thus
enhancing outcomes for the child (Foundation for Excellence in Mental Health Care, www.mental-
healthexcellence.org; Families Healing Together, familieshealingtogether.com; Family Education
Program, Cooper Riis Healing Community, Asheville, NC; Family to Family, National Alliance for
the Mentally Ill). Community mental health associations across the United States have also begun to
disseminate a recovery-model training to parents. Its goal is to shift parental focus from treatment-
centric solutions for recovery from the illness to psychological and social recovery of the life, which
will have mental illness as an ongoing characteristic.

Recovery-oriented trainings exist as either online courses, facility-based workshops, or whole-
family retreats (child and parent/family together). While the affected child’s experience is central to
most curriculums, the parent’s unique experience is addressed as well. Trainings, which focus on the
parent’s experience, address the following core concepts:

� that their experience is shared and thus common and valid;
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� that looking objectively at how your disabled child relates to you helps you understand the
illness affecting him/her;

� that effectively parenting the disabled child requires a skill-based competency; and
� that the long-term experience of parenting such a child erodes hope and emotional stamina,

and the parents themselves need a recovery-oriented support system.

While these training curricula are a great start, they have emerged almost exclusively within the
mental health service and treatment communities and have not yet emigrated to other social service
domains where they are needed; most importantly, the courts and the school systems. Second, while
they have been widely accepted and valued by their participants, recent clinical peer review of online
versions have concluded that those same participants craved ongoing professional and peer social
networking for sustained support (Rue, Estrada, & Siegrist, 2013).

CONCLUSION

I have listened to nearly a thousand parents tell their stories and have heard parents strike the fol-
lowing themes—

1. They become exhausted looking for the medical answers for why a child (young, adoles-
cent, or young adult) cannot get well;

2. Parenting a child with a mental illness can financially bankrupt a family and emotionally
bankrupt a marriage/partnership;

3. Guilt is potent and disabling to parenting as each child believes the parent can fix them
and few parents fulfill that expectation; and

4. They crave professionals who will be personal and have a stake in their child’s recovery
instead of a detached clinical, legal, or academic role.

In my view, parent recovery requires a marriage of coaching and technical assistance with the
functional management of the child’s day-to-day life. Parents crave what current training and support
systems do not deliver: a consistent, engaged training/coaching partner invested in the life of the
child.

In conclusion, my caution for the courts and its related community agencies is this: Not only are
parents of a ward/defendant/patient the best long-term asset to the system serving that individual, but
exhausted, ineffective parents are a liability to that same system. My value proposition for the courts
and its serving community agencies is this: parents are the greatest stakeholders in the child’s life,
regarding long- term emotional and financial investment. As long as they are respected and supported
in their role, a tremendous offset for the public expense of social services, justice, and public entitle-
ments is a likely outcome. I submit that the return on investment of direct (dollars) and indirect
(time) investment in programming and social support for parents/families will yield more private
investment of time and dollars supporting that child in his/her lifetime, decreasing the default man-
agement costs the state would otherwise provide. Remember that, in most families, parents are the
lifelong fiduciary and caregivers of that disabled child; and the continual investment of a parent in
fulfilling those two roles provides better health for the child, as well as reducing public burden man-
aging that child later as an adult.

A critical trait of all recovery-based systems is that, in practice, they include the user (in this case,
parents) in assessing efficacy and outcomes of public services, unlike the default construct of most
such systems (i.e., the professional/observers review of that participant’s experience is sufficient in
itself). Parents, as that user, are psychologically unprepared for the experience of being systemati-
cally marginalized by the public and healthcare systems designed to serve their children. Thus, the
only unconditionally dedicated participant is undervalued as a stakeholder. Investing time and
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dollars in parents’ recovery-oriented training and support systems, within the court and social service
systems, will only ensure better outcomes for all involved.

REFERENCES

Casey, B. J., Jones, R. M., & Hare, T. A. (2008). The adolescent brain. Annals New York Academy of Sciences, 1124,
111–126.

Deegan, P. E. (1988). Recovery: The lived experience of rehabilitation. Psychosocial Rehabilitation Journal, 11(4), 11–19.
Rue, L. A., Estrada, S., & Siegrist, M. (2013). University of Colorado study on recovering our families. Online training.
Slade, M., Amering, M., & Oades, L. (2008). Recovery: An international perspective. Epidemiologia e Psichiatria Sociale, 17,

128–137.
Spear, L. P. (2000). The adolescent brain and age-related behavioral manifestations. Neuroscience and BioBehavioral Review,

24, 417–463.
Substance Abuse and Mental Health Services Administration. (2012). National consensus statement on mental health recov-

ery. Rockville, MD: Author.

Thomas J. O’Connor, MEd, CRC, is a specialist in managing psychiatric disability. Over the past 25 years,
he has developed his expertise serving families with adult children with mental illness and third-party profes-
sionals charged with managing the affairs of beneficiaries, defendants, and/or wards with mental illness.
From 1990 to 2000, he developed innovative models of psychiatric rehabilitation for adults recovering from
a mental illness. From 2000 to 2014, he operated O’Connor Associates, LLC, a psychiatric care management
firm, providing specialized treatment, complex case planning, and long psychiatric interventions for families
with adult children with mental illness. In 2013, he founded DFS Family Services and Disability Financial
Services LLC to specifically advise parents and fiduciaries regarding long-term life-care planning and finan-
cial case management services.

O’Connor/THE SOCIAL SERVICE AND COURT COMMUNITIES 67


