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threats, adverse childhood experiences and childhood 
trauma [2]. Without appropriate support it is estimated, 
that 41–77% of these young people develop mental disor-
ders during their lives [3, 4]. Although results vary between 
studies, a meta-analysis indicated that offspring of parents 
with severe mental illness had an increased risk of a range 
of psychiatric disorders and one third of them may develop 
a severe mental illness by early adulthood [5]. In addition 
to an increased incidence of mental and somatic diseases, 
more severe courses of illness and increased mortality 
have been observed [6–8]. Intergenerational transmission 
of mental illness constitutes a personal and socioeconomic 
risk factor [9]. Therefore, prevention, early detection and 
tailored therapeutic interventions are of personal, social and 
economic importance to interrupt transgenerational trans-
mission of mental disorders.

The aim of the present study was to evaluate the effects 
of Kidstime workshops on psychopathology and psychoso-
cial functioning from a multi-perspective view. In addition, 
the relative efficiency compared to other interventions for 
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1. Introduction

The 12-month prevalence of disorders of mental health in 
adults in Germany is 27.8% [1], which means that 17.8 mil-
lion people are affected. Approximately 3.8 million children 
and young people in Germany live with a parent with a men-
tal illness. These children are at high risk for developmental 
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Background  Kidstime workshops were conceptualized as a low-threshold intervention for children of parents with mental 
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based measures of psychological integrity and resilience, participation, life motivation and satisfaction in both children and 
parents. Our analysis suggests that Kidstime workshops can be more effective at improving capabilities, with better resource-
benefit ratio compared with nationwide data of general child support interventions.
Conclusion  The preliminary results suggest that Kidstime workshops show therapeutic potential by improving wellbeing 
and participation for both COPMI and their parents. The Kidstime workshops address an important gap in support for 
COPMI by implementing a multi-family-based approach in the families’ social environment and providing cross-system 
delivery with low costs and few hours of investment.

Keywords  Kidstime1 · Children of parents with mental illness2 · Prevention3 · Therapy4 · Resilience5

Received: 25 February 2025 / Accepted: 13 August 2025 / Published online: 27 August 2025
© The Author(s) 2025

Kidstime workshops: the evaluation of a multi-family intervention for 
children of parents with mental illness

Esther Strittmatter1 · Niklas Helsper2 · Jens Joas1 · Alan Cooklin3 · Eva Möhler1 · Klaus Henner Spierling4

1 3

https://doi.org/10.1007/s00787-025-02853-z
http://crossmark.crossref.org/dialog/?doi=10.1007/s00787-025-02853-z&domain=pdf&date_stamp=2025-8-27


European Child & Adolescent Psychiatry (2026) 35:263–273

children of parents with mental illness (COPMI) should be 
investigated.

Kidstime workshops were designed to address COPMI 
and their particular needs [10]. Primary goals were to

1.	 provide understandable explanations for the children 
about the parents’ illness,

2.	 reduce children’s fears, insecurities and confusion,
3.	 help parents talk to their children about their illness and 

its effects,
4.	 help parents rediscover and strengthen their trust, confi-

dence, skills and dignity,
5.	 reduce stigmatization, isolation and loneliness,
6.	 create an environment for growth and hope,
7.	 promote positive parent‒child interaction,
8.	 foster creativity and playfulness using play, drama and 

filming.
9.	 encourage children to engage in age-appropriate, joyful 

activities [11–13].

The workshop consisted of multi-family groups of up to ten 
families who met once a month for three hours with a mul-
tidisciplinary team of at least four practitioners. To reduce 
barriers to treatment, workshops were held in local commu-
nity settings. The workshops included:

	● a short social meeting with beverage and snacks upon 
arrival,

	● a psychoeducational workshop with the whole group on 
specific aspects of mental illness and support and treat-
ment options,

	● separate groups for parents and children and young peo-
ple of about one hour. In the children’s group this usual-
ly started with fun games, followed by drama activities, 
like filming or drawing of young peoples’ stories – if 
possible linked to the preceding psychoeducational in-
put. In the parents’ group the focus was on joint discus-
sions of ways to manage parental responsibilities, whilst 
coping with a mental illness,

	● a joint meeting with all participants- parents and chil-
dren- with Pizza supplied, reporting back from the par-
ents’ group, as well as viewing of the children’s work, 
followed by appreciating and reflecting on the children’s 
work.

The Kidstime workshops were conceptualized as a “social 
event” for prevention, not therapy. However, could they also 
have therapeutic effects?

The present research aimed to find preliminary answers to 
this question. While prior research on Kidstime workshops 
had focused mainly on the effects on participating children 
[10], the present study also examined possible changes in 

the well-being of parents. Furthermore, Kidstime work-
shops were compared to other prevention programs, i.e. 
the state program KIPS prevention North-Rhine Westpha-
lia (KIPS-NRW) and to educational support from child and 
youth welfare organizations in terms of their input, effects 
and costs.

2. Materials and methods

2.1. Design, data collection and measures

With the funding of the BMG, the Kidstime approach was 
set up at eleven locations throughout Germany. For the 
selection of the Kidstime locations, different social contexts 
(large city, small town, rural community) and different fed-
eral states were considered. The main strand of the inves-
tigation was a quantitative impact evaluation, which was 
designed as a “pre-post design”. Data were collected from 
parents and practitioners involved in the project before (t0) 
and 6 months after the beginning of the intervention (t1).

In addition to sociodemographic characteristics, 
the following assessment tools were used for pre- and 
post-evaluation:

1)	 The “capability approach” [14] focuses on the capabili-
ties (and competencies) of parents and children for a 
successful life. The impact-oriented capability scale 
comprised a total of 16 capability dimensions. Although 
rarely employed in the field of medicine, a short set of 
the Capability Scale was used, as it allowed a quasi-
experimental study design with nationwide compara-
tive data of educational assistance provided by child 
and youth welfare. It could also be compared with other 
interventions for COPMI in Germany which were eval-
uated by the Institute for Child and Youth Welfare (IKJ). 
This innovative method is currently seen as being a 
“state of the art” in social-pedagogic discourses [15], as 
it allows multidimensional change measurement from a 
multi-perspective view.

For the present study, the following four capability 
dimensions (abbreviated as “Cap”) were key target 
areas:

	● Cap1: Life motivation and satisfaction (e.g., drive, abil-
ity to structure oneself).

	● Cap 2: Physical integrity (e.g., physical health, health-
related behaviour).

	● Cap 3: Psychological integrity and resilience (e.g., psy-
chological stability, emotional experience, tolerance of 
stress).
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	● Cap 10: Participation in community and society (e.g., 
participation in school, community or working life).

Other capability dimensions (such as housing, mobil-
ity, practical reasoning, values, leisure and recreation) 
were considered less important for the present study. 
They were also omitted for methodological reasons 
(risk of overfitting and decreasing generalizability, 
multi-collinearity and interactions).

2)	 The extended version of the Strengths and Difficulties 
Questionnaire (SDQ) in the three-subscale division was 
used. Furthermore, the impact of the problem and result-
ing impairment (chronicity, distress, social impairment, 
and burden to others) were assessed [16]. The scale was 
completed by the parents of the participating children 
(age 4–17). It shows acceptable internal consistency.

3)	 The “Brief Symptom Checklist” (BSCL) is the short ver-
sion of the SCL-90 and is based on the American ‘Brief 
Symptom Inventory’. It consists of 53 items covering 
nine symptom dimensions and three global indices of 
distress. Among the three global indices, the Global 
Severity Index (GSI) is the most sensitive indicator of 
respondents’ distress levels and combines information 
on the number of symptoms and the intensity of dis-
tress. The reliability of the global score is said to be very 
good [17].

4)	 The “Global Assessment of Functioning” (GAF) is 
a numeric scale of Axis V of the Diagnostic and Sta-
tistical Manual of Mental Disorders, Fourth Edition 
Text Revision. It briefly illustrates the severity of ill-
ness in a generic rather than a diagnosis-specific way. 
Scores range from 100 (extremely high functioning) to 
1 (severely impaired). Therefore, it rates psychological, 
social, and occupational functioning, covering the range 
from positive mental health to severe psychopathol-
ogy [18]. The GAF has acceptable internal consistency 
(with a Cronbach’s alpha of 0.74).

5)	 The “Clinical Global Impressions” (CGI) scale is well 
established, easy to use and applicable to all psychiat-
ric disorders [19]. The CGI comprises two companion 
one-item measures evaluating (a) the severity of psy-
chopathology (CGI-Severity) and (b) changes from 
the initiation of treatment (CGI-Improvement). Com-
pared with the baseline evaluation, the CGI-I assesses 
improvement on a seven-point scale.

As part of the project, two focus group discussions were 
conducted with all team leaders of the Kidstime workshop 
sites at the beginning and at the end of the project. These 
discussions aimed to provide qualitative insights into the 
structural, institutional, and case-related success factors, as 

well as into the challenges in implementing the Kidstime 
workshop model in Germany. The discussions were docu-
mented via detailed protocols and supplementary audio 
recordings to ensure accuracy and traceability in the data 
analysis.

2.2. Recruitment and participants

All families with at least one parent with mental illness 
were eligible to participate in the study. The only exclu-
sion criteria were acute suicidality, psychosis and intoxica-
tion. All children of the respective parents were welcome. 
Other attachment figures were invited to join the Kidstime 
workshops as well. The families were recruited through 
announcements in the media and through existing profes-
sional networks. Figure 1 shows the access paths to the Kid-
stime workshops.

Overall, 85 parents and 103 children (60 boys, 43 girls) 
participated in the Kidstime workshops. Eleven adults had 
no evidence of mental illness and thus could not take part 
in the study. All others were given the opportunity to take 
part in the evaluation of the Kidstime workshops. 59 parents 
(80%) with 60 children (33 boys, 27 girls) agreed to partici-
pate in the study at t0. The parental mean age was 40.4 years 
(range: 22–58 years). The mean age of the children was 7.4 
years (range: 0–16 years) [see Supplement 1 Table 1].

Eighteen children had no siblings, 38 had one sibling, 
and three had two siblings. The children’s assessment was 
carried out by mothers in 76% of the cases (n = 45) and by 
fathers in 24% of cases (n = 14). The main diagnoses of the 
parents were depressive disorder, personality disorder, anxi-
ety disorder, posttraumatic stress disorder and substance 
misuse. Comorbidities were present in 89% of the patients. 
A total of 36.6% of the children had a psychiatric diagnosis. 
The main diagnoses of the children were attention deficit 
hyperactivity disorder, conduct disorder, emotional disor-
ders with onset specific to childhood and anxiety disorders. 
An overview of all the diagnoses can be found in Supple-
ment 1 Table 2.

2.3. Nationwide comparative data

The data set used for the evaluation of KIPS NRW included 
data of 75 children and young people who participated in 
the program, with corresponding inputs from 95 profession-
als. Complete pre- and post-evaluation data (t0 and t1 after 
6–12 months, on average 8.7 months) were available for 31 
children. The average age of the children participating in the 
KIPS NRW program was 9.6 years (SD = 2.9, range: 5–14 
years).

Data from educational inputs from child and youth 
welfare organizations were extracted from the “EVAS 
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repeated-measures tool MANOVA was used in our evalu-
ation to identify potential differences. With respect to the 
MANOVA requirements, 7 extreme values were excluded 
from the parental data. There was no linear relationship 
in the SDQ. No transformation was carried out; instead, a 
decrease in statistical power was accepted, and the calcula-
tion continued, since the deviation was not that strong. Mul-
tivariate normality of residues was not given in any of the 
MANOVAs performed, but MANOVA is relatively robust 
against this violation of assumption when the sample size is 
reasonably large [20]. Multicollinearity was present in the 
BSCL: Pearson r-correlation 0.95 PST-T with GSI-T, PSDI-
T with GSI-T 0.91. Therefore, only GSI-T was included in 
the calculations. A significance level of 0.05 was used for 
all the statistical tests, and all the results were rounded to 
two decimal places. For GAF, one ANOVA with repeated 
measures was performed. All the requirements were met. 
For the change in CGI, a nonparametric test for binomial 
distribution was calculated with two-sided significance.

For comparison of Kidstime workshops to other kinds 
of support for COPMI [Kips NRW, EVAS], mean changes, 
standard deviations, mean hours of investment and mean 
costs were calculated.

3. Results

Table 1 shows the changes of the capability scales in chil-
dren and parents and changes of GAF in parents according 
to the professionals’ point of view. Our MANOVAs revealed 
statistically significant differences in professionals’ views 
with respect to both children’s overall Cap and caregivers’ 
overall Cap. Considering children’s capability, scales 1 and 

– Evaluation erzieherischer Hilfen1” system, which focused 
on interventions provided under § 31 (nonresidential educa-
tional support) and § 34 (residential educational support) of 
the German Social Code (SGBVIII). Our analysis was lim-
ited to cases with complete datasets, including both profes-
sional and child perspectives, collected at two time points 
(t0 and t1).

A special feature of the Kidstime workshops was the 
involvement of the entire family. Since parents were not 
actively involved in the nationwide comparative data of the 
IKJ (KIPS NRW, EVAS) and therefore no evaluation from 
the parents’ perspective took place in these interventions, 
the parents’ perspective was not included in the calculation 
of the results in Table 3 for reasons of comparability.

Participants of the § 31 Interventions: Total cases in data-
set: 268; cases with complete data (professional & child): 
112; age of children: mean = 10.4 years (SD = 3.2; range: 
5–17 years); gender distribution: 52% male, 48% female.

§  34 Interventions: Total cases in dataset: 4,867; cases 
with complete data (professional & child): 238; age of chil-
dren: mean = 12.1 years (SD = 2.8; range: 6–18 years); gen-
der distribution: 58% male, 42% female.

2.4. Statistical analysis

The evaluation was carried out independently by IKJ. Data 
was analyzed with IBM SPSS Statistics, version 28. The 

1   EVAS is a pedagogic system designed to structure and advance 
social pedagogic diagnostics and planning in child and youth wel-
fare services. It facilitates methodologically sound evaluations at the 
individual, institutional, and national levels, offering key insights into 
structural process and outcome quality. With over 50,000 documented 
cases, EVAS is the largest quality development tool for educational 
assistance in Germany and Austria.

Fig. 1  Access path to Kidstime
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3 had significant effects. Cap 2 was marginally significant. 
There was also a significant main effect in the ANOVA 
with repeated measures for the GAF. According to Cohen 
[21], Cap 3 (children), Cap 1 (parents) and GAF (parents) 
had large effects, whereas Cap 1 (children) and Cap 2 (par-
ents) had medium effects. With respect to changes in the 
CGI scores of the parents, there was a significant difference 
between improvements (n = 30) and unchanged or worse 
conditions (n = 4; p <.001).

Table 2 shows the results from the parents’ point of view. 
(M) ANOVAs detected significant differences in over-
all Cap as well as in BSCL and SDQ. Furthermore, there 
were significant effects for improvement in Cap 1 and Cap 
2 (parents), Cap 3 (parents and children), Cap 10 (parents 
and children), BSCL-GSI (parents) and SDQ-Impairment 
(children). According to Cohen (1988), parents Cap 2 and 
Cap 10 and children Cap 3 had medium effects. All further 
effect sizes were large.

Table 3 compares the two preventive interventions with 
nonresidential and residential forms of educational support. 
On the one hand, the number of cases (n) with the mean 
changes (ΔM) and standard deviation (SD) of the changes 
in the capacity scales (Cap 1, 2, 3, and 10) were shown. On 
the other hand, the intervention hours and costs per case in 
the different interventions were calculated.

For comparability of Kidstime workshops with the repre-
sentative comparative data of the IKJ, the degree of expres-
sion of the basic capabilities (using the six-point response 
scale) was transformed to a value range from 0 (not at all 
present) to 100 (fully present) and presented as an overall 
value across the individual perspectives. Positive values 
indicated an improvement in capabilities, while negative 
values indicated a reduction in capabilities. The maximum 
possible value range was from + 100 to −100.

The following statistical guidelines applied to the inter-
pretation of the absolute level and the difference between 
values in Table  3: significant large effects were assumed 
from a mean change of approximately 13.5 points. Signifi-
cant medium effects were present from a mean change of 
approximately 8.5 points. Significant small effects were 
present from a mean change of approximately 3.5 points. 
Below a value of 3.5 points, there was no statistically sig-
nificant difference [22].

Distribution analysis of the data sets of MANOVA and 
Table  3 are shown in Supplement 2. Information from 
the research network of the German Youth Institute and 
the Technical University of Dortmund was used to calcu-
late the costs of educational assistance. A total sum of € 
5.343.957.000 was provided for 121.005 cases in 2022 in 
relation to help according to § 34 SGBVIII, which resulted 
in costs of €44.165,81 per case per year. For non-residental 
educational assistance, a total sum of € 1.247.373.000 was 
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provided for 139.113 cases in 2022, which resulted in costs 
of €8.970,85 per case per year. The costs of Kidstime work-
shops were approximately 20 000€ per year. This included 
staff costs, room rent, materials for the workshops as well 
as the costs of pizzas and beverages provided for the fami-
lies. By contrast, KIPS NRW sessions were held weekly, 
excluding school holidays and cancellations, resulting in 
approximately 35 sessions per year in the region. Each ses-
sion lasted 1.5 h and involved an average of 5 children. The 
sessions were facilitated by two professionals. The cost per 
session was approximately €1,500. For non-residential edu-
cational assistance approximately 180  h of specialist ser-
vices per year were assumed.

4. Discussion

There is ample empirical evidence of the negative effects of 
parental mental illness on children’s individual and interper-
sonal functioning [4]. According to Döhnert and Wiegand-
Grefe (2020) “the preventive and therapeutic interventions 
now available show inadequate efficacy to effectively 
improve the situation” for this high risk population [23]. 
Research mainly focused on individual psychiatric symp-
toms and/or diagnoses as outcome variables. Therefore, 
future interventions should also address the intrafamil-
ial and contextual level [24]. Through the multi-family 
approach and the integration into the local community set-
ting Kidstime workshops offer the opportunity to include all 
these levels. Furthermore, our capability focused evaluation 
tried to broaden the scope towards a broader understand-
ing of wellbeing and participation in a more progressive, 
human-rights-based model of care [14]. The present study 
was designed as a feasibility study not as a randomized 
controlled trial. A major limitation is that blinded raters 
and children’s perspectives were missing, which should be 
considered in future studies. Furthermore, effects may be 
inflated because the raters had an investment in the treat-
ment being successful [25]. However, the qualitative feed-
back seemed to support the findings of the quantitative 
evaluation.

Although Kidstime workshops were not conceptualized 
as a therapeutic intervention, the present preliminary find-
ings emphasize that they could have positive therapeutic 
effects for both children and parents. In the children, there 
was a significant reduction in impairment and distress. 
However, parents and practitioners slightly differed: while 
both observed a moderate improvement in the children`s 
psychological resilience, the parents observed a strong 
improvement in their children`s social skills and participa-
tion. The practitioners, on the other hand, found that their 
agency improved significantly. The medium to large effect 
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This was reflected in the qualitative feedback comments 
(see Supplement 1 Table 3) and in previous studies [11].

In the literature there is a lot of evidence that reliable sup-
port made substantial difference in lives of COPMI [28, 29, 
32]. Support was related to better health-related quality of 
life [30], better functioning and less psychopathology, and a 
decreased likelihood of having a psychiatric disorder [33]. 
These factors can also be seen in the Kidstime workshops, 
where all relevant related people are welcome and a consis-
tent team of practitioners is available over a long time.

As regards parents’ mental health, improvements in 
severity of psychopathology, distress, psychological and 
social functioning, agency, life satisfaction and resilience 
were observed. While the quality of life of parents of chil-
dren with mental illness had been studied [34] and it is 
known that interdisciplinary support can strengthen paren-
tal capabilities and well-being when raising children with 
developmental disabilities [35], there is almost no literature 
about the effects of family based interventions on the par-
ents with mental illness.

At various levels of social support, the so-called “social 
return on investment” needs to be considered, balancing 
financial expenditures and potential benefits from psy-
chosocial interventions [36]. Parenting interventions for 
COPMI had positive economic returns through reduced 
healthcare and education costs and increased productivity 
[36]. Recent studies indicated a high prevalence of child 
and adolescent psychiatric disorders among children in 
residential care [37]. Thus, the comparison of preventive 
approaches with (non)residential forms of child rearing 
support can offer important information about intervention 

sizes, reported in the results, indicate the clinical relevance 
of these findings.

In accordance with these findings, a Spanish research 
group reported significant pre-post differences after the 
attendance of Kidstime workshops with regard to improved 
parental emotional support for their children and reduced 
self-stigma [26]. Furthermore, we assume that Kidstime 
workshops work through basic, dignity-based factors that 
were inadequately reflected in quantitative impact assess-
ment. The qualitative feedback of the families indicated the 
importance (i.e. ’you are always welcome’, ’meeting on 
equal terms’, ’be taken seriously in the stresses and strains 
of family life’, ’you can be who you are’ or ’The feeling that 
you are understood, no matter what problems you have’).

In another study that evaluated a psychosocial group 
intervention for COPMI group comparisons failed to show 
statistically significant intervention effects [27]. A further 
investigation showed beneficial relationship between social 
connectedness and adjustment [28]. A systematic review and 
meta-analysis of twenty trials reported of 50% risk reduc-
tion on the incidence of mental disorders in children [29]. In 
a systematic review [24] five protective factors for COPMI 
emerged: providing information for children, social sup-
port, family functioning and connectedness, child coping, 
and parenting. As different studies found no association of 
family functioning with health-related quality of life, prob-
lems or psychiatric diagnosis in COPMI [24, 30, 31], we 
decided not to focus family functioning in the quantitative 
evaluation of the present study. Nevertheless, our clinical 
impression was that family connectedness, child coping and 
parenting were improved through the Kidstime workshops. 

Intervention Kidstime Kips NRW Nonresidential educa-
tional assistance (§ 31 
SGB VIII)

Residential 
educational 
assistance (§ 34 
SGB VIII)

Change measurement of
• Cap 1 N 54 29 268 4867

ΔM 5.31 7.93 2.7 −2.7
SD 17.98 19.53 21.73 19.35

• Cap 2 N 53 31 268 4862
ΔM 3.87 7.10 −0.4 −2.7
SD 15.46 20.36 26.64 18.18

• Cap 3 N 54 28 268 4869
ΔM 14.23 12.14 4.3 −0.4
SD 21.67 26.30 16.13 18.44

• Cap 10 N 50 31 267 4866
ΔM 8.1 6.45 3.2 −1.6
SD 22.6 16.44 27.45 23.73

Intervention hours per 
case per professional per 
year

3 10.5 180 unknown

Costs per case per year 
(€)*

2000 per fam-
ily with 1–3 
children

approximately 
3000 per child

8.970,85 per child 44.165,81
per child

Table 3  Comparison of kidstime 
with Kips NRW and educational 
support
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barriers through sensitive, non-stigmatizing outreach and 
communication strategies is essential to foster engagement 
and foster trust among families.

Given the lack of progress in reducing the prevalence, 
incidence and carer burden of mental illness, a paradigm 
shift in intervention research and clinical practice is needed 
[41]. It is important to integrate prevention and treatment 
interventions including involving non-traditional service 
providers, improving multidisciplinary collaborations and 
accessing peer support [42]. Social resilience is based on 
building a ‘wider self’ [43] by strengthening affiliations, 
connections and networks.

Therefore, a main paradigm shift would be to broaden the 
perspective (see Fig. 2). In psychotherapy, it is sometimes 
wrongly assumed that those seeking help have positive free-
dom to improve their symptoms with the help of disorder-
specific interventions. The focus on strengthening personal 
resilience appears to be missing. Rather, to have the abil-
ity to make a choice for a successful life, it is necessary to 
strengthen capabilities.

Through the multifamily approach Kidstime workshops 
were more syntonic with, and therefore acceptable to, peo-
ple’s natural social systems than many other therapeutic 
interventions. From a clinical perspective, this enabled low-
threshold access for families who are often socially disad-
vantaged [39] and would otherwise not have qualified for a 
formal therapeutic intervention. From a research perspec-
tive, this has made it more difficult to collect a larger dataset 
and more complete data.

Particularly in times of financial restraints, personnel 
shortages and increased difficulties in adolescents’ men-
tal health [45] different and more economic approaches to 
therapy need to be considered. A recent review of 27 inter-
vention trials produced good evidence that nonspecialist 
providers (peers or community health workers) can suc-
cessfully deliver treatments with fewer than 10 sessions 
over 2–3 months in low- and middle-income countries [46]. 
These and other examples highlight new opportunities in 
delivering innovative mental health services to effectively 
and efficiently reduce the burden of mental illness.

Known system-related barriers to access (lack of a com-
mon language, poor cooperation and case management, dif-
ferent financing structure bases, etc.) [47] were confirmed 
by the focus groups. Cooperation with child welfare offices 
varied widely across regions. Competition for financial 
resources hindered collaborative efforts. Uncertainties 
regarding long-term funding created challenges in sustain-
ing Kidstime workshops. This emphasizes the need for 
greater collaboration and coordination to standardize access 
for COPMI across local communities. Regarding the access 
paths to Kidstime workshops, it was striking that there 
were hardly any referrals from schools and kindergartens. 

effects on children’s well-being and their participation, as 
well as about cost-effectiveness. Comparing the capability 
scales of our study with those of other studies (Kips NRW, 
EVAS), it must be acknowledged that different profession-
als (social pedagogues, psychologists, doctors) rated these 
with different professional backgrounds and experiences. 
This made it difficult to compare case severity. For this rea-
son, Table 3 focused on the change measurement of capa-
bilities to enable some approximate comparison. However, 
the case numbers of the preventive interventions were lower 
than those of the youth welfare services and were therefore 
more prone to error.

Nevertheless, our preliminary results suggest an inverse 
relationship of the positive clinical effects of preventive 
approaches in improving capabilities in the children with 
low number of intervention hours and costs in contrast to 
child-rearing support. Kidstime workshops showed large 
effect sizes regarding improvement in psychological integ-
rity and resilience and nearly medium effects regarding 
participation. The changes in life satisfaction and physical 
integrity were small. Furthermore, the results indicate that 
capabilities deteriorate in the most intense and expensive 
residential care. This could hint at the fact that the edu-
cational interventions might be implemented too late and 
thus had less effects. Nonresidential child rearing support 
had four times greater costs for less than half of the posi-
tive effects. Compared with other preventive interventions, 
Kidstime workshops showed better results in strengthening 
mental health, psychological well-being and participation. 
One explanation could be that Kidstime workshops included 
the whole family, while parents were not actively involved 
in the other interventions (KIPS NRW, EVAS). Interven-
tions often take place side by side in an uncoordinated man-
ner in healthcare system. By contrast, Kidstime workshops 
support the establishment of cross-sectoral network struc-
tures for all family members with a mentally ill parent.

One other low-frequency family-oriented intervention 
for COPMI, CHIMPS (“Children of mentally ill parents”), 
was based on the early identification of children and young 
people at risk in psychiatry and child and youth psychia-
try [38]. However, only 18.9% of adults with mental illness 
received guideline-based therapy [39]. There is therefore a 
danger that the main risk group that does not seek treatment 
will be overlooked, endangering children with a particularly 
high risk.

In the Kidstime workshops, some parents also expressed 
reluctance to participate because of feelings of inadequacy 
or a fear of being judged as “bad parents”. It is not uncom-
mon for parents to develop strong feelings of guilt and 
shame, withdraw socially and avoid help for fear of stigma. 
This is considered a significant risk factor for the emotional 
well-being of children [40]. Addressing these motivational 
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