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Parenting Among Mothers With a Serious Mental Illness

Daphna Oyserman, Ph.D,, Carol T. Mowbray, Ph.D., Paula Allen Meares, Ph.D.,

Kirsten B. Firminger, B.A.

In the past few decades, deinstitutionalization and community-based rehabilitation and
support programs have increased the likelihood that women with serious mental disorders
will be parents and will raise their children. This review describes what is known about
the parenting of these women, focusing on diagnosis, child characteristics, and other

contextual effects.

People with severe mental iliness share the universal aspira-
tions to form intimate relationships and have children.
—Caton, Cournos, Felix, & Wyatt, (1998, p. 86)

armth, nurturance, and provision of de-
erlopmentally appropriate and consis-

tent supervision, structure, and auton-
omy are the universal hallmarks of good parenting,
from infancy through adolescence. Yet, the spe-
cific challenges and focal issues of parenting are
closely linked to the particulars of the child’s de-
velopmental phase, the sociocultural context with-
in which parenting is embedded, and attributes of
the parents, including their mental health. The cur-
rent review focuses on parenting among North
American mothers with a long-term, serious men-
tal illness—unipolar or bipolar affective disorder
or schizophrenia (Dennis, Buckner, Lipton, &
Levine, 1991; Gonzales, Kelly, Mowbray, Hays, &
Snowden, 1991).

Understanding the parenting process among
these mothers is important because a sizable num-
ber of mothers experience a serious mental illness
either before or after childbirth, with risk of onset
remaining elevated during the early years of par-
enting. Risk of serious mental illness (SMI) is sep-
arable from simple postpartum depression, which

itself affects 5%—8.8% of women who give birth
(Richards, 1990). Context of parenting and mater-
nal mental health are inextricably linked. Being a
mother of young children (under five years of age)
increases risk of serious psychiatric symptoms
such as anxiety and depression (Romans-Clarkson,
Walton, Herbison, & Mullen, 1988) and psychi-
atric disorders are more likely when mothers are
stressed and caring for multiple, younger children
(Puckering, 1989).

To the extent that problematic parenting at ear-
lier developmental phases increases risk of prob-
lems in later developmental phases, risk due to ma-
ternal SMI may be cumulative. Further, because
SMI is by nature episodic, with episodes lasting up
to two years, children of parents with SMI are
likely to experience more than one episode of
parental mental illness influencing more than one
developmental phase (Hammen, 1997). Maternal
SMI is clearly a risk factor for children, who are at
increased risk of being placed in alternative set-
tings such as foster care (Oyserman, Benbenishty,
& Ben Rabi, 1992) and of exhibiting behavior
problems (Ghodsian, Zajicek, & Wolkind, 1984).
In their lifetime, 32%—56% of children of parents
with SMI (schizophrenia or affective disorder) will
themselves have a DSM diagnosable disorder (4m-
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minger et al., 1999; Rieder, 1973, Waters & Mar-
chenko-Bouer, 1980), with frequency depending
on the diagnostic method, the parents’ diagnoses,
and the length of follow-up. Moreover, as summa-
rized by Rutter, Silberg, O’Connor, and Simonoff
(1999) the heritability estimate of bipolar disorder
is 80%; for depression, it is 34%—48%; and for
schizophrenia, it is 75%.

Since appropriate parenting is importantly linked
to the developmental phase of the child, as well as
the particular sociocultural context in which it oc-
curs, the risk the child experiences due to maternal
mental illness is likely contingent on the interplay
among onset of illness or timing of episodes,
child’s developmental phase, and the sociocultural
context in which parenting takes place. The inter-
action among these factors may be complex.
Mothers with SMI may have difficulty dealing
with some but not all developmental phases in
their children’s lives, specific maternal diagnosis
may interact with children’s temperament and
characteristics, and some diagnoses may be more
risk-inducing in some cultural contexts than others
(Gelfand & Teti, 1990). Finally, ethnic and racial
groups differ in their likelihood of diagnosis for
depression and schizophrenia (Garb, 1997; Rut-
tenberg, Finello, & Cordeiro, 1997), an effect that
is as yet poorly understood. Therefore, the current
review examines parenting during each phase of
childhood (infancy, preschool, primary school,
adolescence) separately, attempts to look at both
the influence of diagnosis and the developmental
needs of the child, and explores what is known
about the interplay between child temperament
and characteristics and maternal diagnosis. Where
possible, we examine what is known about parent-
ing for mothers who vary in their race, ethnicity,
and socioeconomic status, in an effort to contextu-
alize our understanding of the processes by which
risk unfolds.

The review focuses on mothers with a mental ill-
ness, rather than parents with a mental illness, for
several reasons. First, while relatively little re-
search in this area is available, a recent literature
review suggested that parenting by a mother with
SMI is more likely than parenting by a father with
SMI (Nicholson, Nason, Calabresi, & Yando,
1999). In their own research on the caseload of a
large urban community mental health center,
Nicholson et al. found twice as many women who
were known to be mothers than men who were
known to be fathers. [n addition, even though they
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are at higher risk of lifetime onset of mental ill-
ness, women with SMI are likely to fare better
over time than men, but also experience high rates
of pregnancy—planned or unplanned (Mowbray,
Oyserman, Zemenchuk, & Ross, 1995). Further,
women with SMI are more likely to marry than are
their male counterparts (Mowbray, Oyserman,
Lutz, & Purnell, 1996; Mowbray et al., 1995). Lastly,
later onset of mental illnesses (other than depres-
sion) for women means that women are more
likely to have the opportunity to become parents
prior to the onset of SMI (Kessler, 1997). That
said, when fathers are at home during childhood,
the effect of their depression or other mental ill-
ness on their parenting may be similar to or differ-
ent from the effects of mental illness for mothers
(Jacob & Johnson, 1997).

MOTHERHOOD IN CONTEXT

Through midlife, parenting issues are often in-
tertwined with other stresses that themselves are
likely to affect parenting adversely (Cohler, Stott,
& Musick, 1996; Stott, Musick, Clark, & Cohler,
1983; Stotr et al., 1984). A recent review of preg-
nancy and the postpartum period for North Ameri-
can mothers with SMI highlighted the stresses that
both precede and co-occur with episodes of mental
illness, and that continue after the episode resolves
(Mowbray et al., 1995). Women with SMI have a
greater number of children and begin their child-
bearing early, and these women are at heightened
risk both of poverty and of raising their children as
single parents. Marital and family strife and vic-
timization are likely, adding to the difficulties that
these mothers and their children experience (Belle,
1990; Downey & Coyne, 1990; Olson & Banyard,
1993).

There is some evidence that parenting can have
positive and motivating effects for mothers with
SMI. These women have identified motherhood as
a central force keeping them involved with treat-
ment, a key outlet for expression of feelings of
care and concern, and a valued, normative social
role (Mowbray, Oyserman, & Ross, 1995; Oyser-
man, Bybee, Mowbray, & Khang, 2000; Perkins,
1992). In these and other qualitative studies, wom-
en with SMI articulated the significance of having
children, as well as their struggles to maintain or
obtain custody and to achieve normal lives for
themselves and their children (Nicholson, Sweeney
& Geller, 1998a; Sands, 1995; Schwab, Clark, &
Drake, 1991).
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It seems plausible that motherhood would be a
positive and central part of women’s lives, even if
they have a serious mental illness. Nurturance and
generativity (Erikson, 1968), as exemplified in
parenting, are arguably the central tasks of adult-
hood. Parenting is a major social role, a normative
sign of adult status, and an important developmen-
tal task (Belle, 1982, Cohler & Musick, 1983;
Gizynski, 1985; Luster & Okagaki, 1993). Given
its normative, social, and developmental status,
parenting is likely to be central to one’s sense of
self. Successes in this domain will therefore pro-
vide the self with a sense of worth and compe-
tence, while setbacks may be particularly stress-
inducing, providing the basis for a variety of nega-
tive self-images (Markus & Cross, 1990, Stott et
al., 1984).

However, mothers’ wishes to parent well may be
thwarted by difficulties due to specific aspects of
mental illness (a main effect), the interplay be-
tween the child’s needs and the limitations on the
mother’s capacities to meet these needs due to her
mental illness, or the interplay between other con-
textual and clinical features (interaction effects).
Therefore, it is critical that evidence for problem-
atic parenting be assessed in terms of the mother’s
clinical status and context as well as the age and
other characteristics of the children. The current
review attempts to do just that.

REVIEW OF PARENTING STUDIES
Overview of Method

To reduce variability in diagnostic technique
and criteria, and to insure that results described
women with access to community-based care, this
review is confined to English-language research
published since 1980. Studies were obtained via
searches of both Medline and Psych Abstracts on-
line from January 1, 1980, to January 1, 1999, us-
ing the following key words:
maternal mental iliness, parenting, child rearing, depression,
mother-child relations, schizophrenia, bipolar, preschool/
school-age children, adolescence, psychiatric symptoms, af-
fective disorders, infants, mental or psychological disorders.
To organize this review, we focused first on re-
search documenting differences in parenting due
to diagnostic differences—main effects of diagno-
sis—and then on research describing contextual
effects.

The vast majority of this work addresses parent-
ing and SMI as defined, perceived, and reacted to
within an American context; the few non-U.S.
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studies included here are explicitly noted. Every
attempt was made to include all studies describing
women with SMI. Studies using a research proto-
col such as the Beck Depression Inventory to as-
sess symptoms of depression in an otherwise nor-
mal community sample were excluded since these
are not typically measures of SMI. Finally, studies
of women with postpartum depression only were
also excluded, again because it is unclear if they
meet SMI criteria. However, these criteria ex-
cluded all studies on the interplay between child
characteristics and maternal SMI. Therefore, the
section dealing with child characteristics includes
research in which the child, but not the mother,
was previously diagnosed, and maternal depres-
sion was assessed for research purposes. As a rule,
studies are small in size and did not attempt to ob-
tain random or representative samples. However,
as will be seen, results form a relatively coherent
picture, so that, despite limitations, the studies
summarized do provide working hypotheses as to
the effects of maternal SMI on parenting and the
mother-child relationship (Lundy, Field, McBride,
Abrams & Carraway, 1997).

Analyzing this literature, we found that, al-
though a variety of diagnoses are contrasted, re-
search has typically compared women with de-
pression to control mothers or to mothers with a
single other diagnosis. For purposes of clarity,
studies of mental illness generally, studies compar-
ing diagnoses, studies taking into account other
clinical characteristics, and studies describing con-
textual influences will be reviewed here sepa-
rately, as will those on child characteristics, inter-
personal factors, socioeconomic influences, and
parental attitudes and beliefs. Within each section,
studies are organized by age of child, since age has
important consequences for the tasks of parenting.
This holds true, as well, for TaBLES 1a and 1b,
which present maternal sample size and demo-
graphic data, including socioeconomic status (SES)
and race/ethnicity (where available); maternal di-
agnostic categories and type of diagnostic assess-
ment; and parenting measures used in each study.
Review articles that did not present original data
are discussed in the text but not presented in the
tables. Similarly, studies focused on mothers with
depressed symptoms that help illuminate the re-
search on mothers with SMI are cited in the text
but not the tables. Where child ages were diverse,
the average reported age was used to locate a study
in the table.
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STUDY
DuanoSED vs. ConTROL MOTHERS
Infant (M=0-3 yrs}
Gross (1983)

Seifer et al. (1992)

Preschool (M=3-5 yrs)

Cohler & Musick (1983);
Musick et al. (1984)

Cohler et al. (1980)

Kiehr et al. (1983)

Stott et al. (1983)
Stott et al. (1984)

School-age (M=5-12 yrs) &

Adolescent (M= 13-18 yrs)
Scherer et al. (1996)

AFrFecTIVE DISORDER
Infant (M=0-3 yrs)

Cooper et al. (1988)
Stein et al. (1991)

Cohn & Tronick (1989)

Davenport et al., (1984)

Field (1984)

Field et al. (1989)

Field, Healy, et al. (1990)

Gaensbauer et al. (1984)

Ruttenberg et al. (1997)

Preschool (M=3-5 yrs)
Cox et al. (1987)

Kochanska et al. (1987)

Radke-Yarrow et al. (1985)

Radke-Yarrow et al. (1993)

PARENTING DEPENDENT

Table 1a
SUMMARY OF STUDIES: MAIN EFFECTS OF DIAGNOSIS
MATERNAL SAMPLE SIZE MATERNAL DIAGNOSIS OR
& DEMOGRAPHICS SYMPTOMS & SOURCE

20 mentally ill, 29 control

262 families: analyses based on
20 schizophrenia, 38 depression,
29 personality disorder, 36 con-
trols; heterogeneous, matched
for race/SES

24 treatment, 18 controls;
mixed ethnicity, SES

47 mentally ill, 48 control;
middle class

34 mentally ill, 34 control; 50%
Caucasian, 50% married, high
SES

65 mentally ill, 36 control;
matched for mother’s age &
marital status, race, SES

28 mentally ill, 30 control;
majority African-American, low
SES, 50% single-parent

49 depressed, 49 control;
mostly married, middle class

13 depressed;

low-SES, 7 single

7 manic-depressive parents, 20
cntrl; matched on social class, race,
education, family composition

12 depressed, 12 control;
low-SES

7 depressed, 9 control
African American, lower SES

24 depressed, 24 control
African American, low SES

7 bipolar, 7 control

4 mothers, 3 fathers

matched for age, race, SES
27 depressed, 19 control,
Hispanic with premature, very
low birthweight infant

49 depressed, 27 control; South
London urban working class

54 mother-child dyads, 33 con-
trol; middle-class

14 bipolar, 42 unipolar, 12 minor
depression, 31 control; mostly
white

Mental functioning not formailly
assessed

Current & Past Psychopathology
Scales, DSM-II diagnosis

Previous diagnosis of psychosis

Schizophrenia, schizoaffective,
manic-depressive, depression;
official diagnosis

Schizophrenia, character disorder,
schizoaffective/affective iliness;
hospitalized/official diagnosis

Schizophrenic, affective illness,
character disorder; formal diag-
nosis of psychosis

Schizophrenia, schizoaffective,
bipolar w/psychotic features
Official diagnosisfhospitalization

Depression
GHQ, PSE

Depression
CES-D

Manic depressive symptoms;
SADS

Depression;
8DI, STAI

Depression;
BDI
Depression;
BDI

Bipolar disorder;
SADS

Depression;
CES-D

Depressive symptoms;
PSE

Manic depression/depression
SADS-L, GAS

Unipolar, bipolar, & minor de-
pression, SADS

49 unipolar, 24 bipolar, 45 control Unipolar/bipolar;

middle, upper middle class, white

SADS-L

VARIABLES

Maternal sensitivity/effectiveness
in mother-child interactions
Mother-infant interactions during
distant, close, caretake, feed sit-
uations

Maternal Attitude Scale, mother-
child interactions

Maternal & child behavior ratings

Mother-child interaction during
feeding, structured task, unstruc-
tured play situation

Mother-child interactions during
feeding, structured task, unstruc-
tured play

Free play, drawing exercise, puz-
2le-construction, & clean-up time,
Parent Perception Inventory

Mother-child interaction in struc-
tured play, strange situation
Naturalistic observation, face-to-
face, structured social interactions
Strange Situation, Block Q-Sort,
home observation

Infants’ ability to detect mothers’
affective quality of displays & be-
havior in face-to-face play
Sharing & synchrony of behavior
states & heart rate
Attentive/affective behavior-state
matching & synchrony in interac-
tions

Free play observations, Strange
Situation

Mother-infant interaction, feeding

Mother-child social interaction

Maternal success, compromise,
use of power, confrontation
avoidance in mother-child inter-
actions

Attachment, modified Strange
Situation

Mother-child observations of pre-
dominant affect

(Continued)
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Table 1a (continued)
SUMMARY OF STUDIES: MAIN EFFECTS OF DIAGNOSIS

MATERNAL SAMPLE SIZE
STUDY & DEMOGRAPHICS
Preschool (M=3-5 yrs)

Cox et al. (1987) 49 depressed, 27 control;, South

tondon urban working class

Kochanska et at. (1987)
middle-class

Radke-Yarrow et al. (1985) 14 bipolar, 42 unipolar, 12 minor

54 mother-child dyads, 33 control;

MATERNAL DIAGNOSIS OR
SYMPTOMS & SOURCE

Depressive symptoms;
PSE

Manic depression/depression
SADS-L, GAS

Unipolar, bipolar, & minor de-

depression, 31 control; most white pression; SADS

Radke-Yarrow et al. (1993)
middle/upper-middle class, white
School-age (M=5-12 yrs)
Hamilton et al. (1993) 16 unipolar, 13 bipolar, 24 non-
depressed, 11 chronic physical
iliness; primarily unmarried, up-
per-middle SES, 30% nonwhite
Adolescent (M= 13-18 yrs)

Gordon et al. (1989) 12 unipolar, 12 bipolar, 11 medi-
cally ill, 23 control; mostly Cau-
casian, middle/upper-middie

class, unmarried

UNIPOLAR v8. BIPOLAR DEPRES-
SION
School-age (M=6-12 yrs)
Inoff-Germain et al. (1997) 10 bipolar, 27 unipolar, 4 minor
depression, 18 control families;
mostly white, middle class

Tarullo et al. (1995) 34 unipolar, 16 bipolar, 27 non-

depressed; primarily middie

class, white

DEPRESSION VS. SCHIZOPHRENIA

Infant (M=0-3 yrs)

McNeil et al. (1983)
Naesiund et al. (1984)
Naeslund et al. (1985)
McNeil et al. (1985); Pers-
son-Blennow et al. (1986)
Persson-Blennow, Binett
et al.(1988); Persson-Blen
now, McNeil et al.(1988)

Preschool (M=3-5 yrs)

Goodman & Brumley
(1990)

88 diagnosed, 104 control; sub-
sample of McNeil et al. (1983): 46
diagnosed, 80 control; prospec-
tive study, southwest Sweden

53 schizophrenic, 25 depressed,
23 control; mostly African-Ameri-
can, low income, single parent

29 schizophrenic, 58 depressed,
40 personality disorder, 57 control;
63% Caucasian, 34% African
American, 3% Puerto Rican;

74% married, mixed SES

Sameroff et al. (1983)

School-age (M=6-12 yrs)

Rogosch et al. (1992) 48 mothers; low SES, minority

sample

49 unipolar, 24 bipolar, 45 control;

Unipolar/bipolar;
SADS-L

Unipolar depression, bipolar dis-
order; SADS-L, RDC

Unipolar, bipolar disorder
SADS, BDI, RDC

Unipolar, bipolar disorder;
SADS-L, GAF

Unipolar depression, bipolar dis-
order; SADS-L

Nonendogenous psychosis,
affective iliness, schizophrenia,
cycloid psychosis; RDC

Schizophrenia, depression;
DSM 1t

Schizophrenia, depression and
personality disorder; psychiatric
interview

Schizophrenia, schizoaffective,
affective disorders; DSM Il clin-
ical interview diagnosis

PARENTING DEPENDENT
VARIABLES

Mother-child social interaction

Maternal success, compromise,
use of power, confrontation avoid-
ance in mother-child interactions

Attachment, modified Strange Sit-
uation

Mother-child observations of pre-
dominant affect

Mother-child conflict resolution
task videotaped observations

Unstructured interaction task,
mother-child interactions, Peer In-
teraction Rating System

Family System Test, videotaped
family interaction, structured/semi-
structured interviews, question-
naires, family meal, parent-child
interaction tasks

Observations of mother-child inter-
action, differential treatment; ma-
ternal report of child problems

Mother-infant interactions during
feeding & unstructured piay situa-
tion

Home Scale

Home and lab observations of
mother-child interactions;
Schaefer and Bell Parental Atti-
tude Research Instrument

Positive involvement, negative
control, lax discipline; social sup-
port

Note. Studies are listed only once; for studies with results pertaining to multiple sections, listing is in the first relevant section. Studies using
the same sample are cited together where possible; those with multiple age groups of children are cited by primary focus where possible.
Abbreviations of measures follow, in alphabetical order: BDI—Beck Depression inventory; CES-D—Center for Epidemiological Studies-
Depression Scale; DSM-lll—Diagnostic and Statistical Manual of Mental Disorder; FACES-IIl—Family Cohesion Scale of the Family
Adaptability and Cohesion Evaluation Scales-lll; GAF—Global Assessment of Functioning Scale; GAS—Global Assessment Scale; GHQ
General Health Questionnaire; MMPI—Minnesota Multiphasic Personality Inventory ; NIMH DiS—National Institute of Mental Health Diag-
nostic Interview Schedule; OPS—O'’Leary-Porter Scale; PRS-—Parental Role Stress; PSE—Present State Examination; PSI—Parenting
Stress Index; RDC—Research Diagnostic Criteria; SADS—Schedule for Affective Disorders and Schizophrenia; STAl—State-Trait Anxiety

Inventory. For more detail on measures, see cited study.
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SMI Mothers vs Control Mothers

Nine of the studies reviewed compared control
mothers to mothers with SMI, i.e., did not provide
analyses by diagnostic category. These studies
dealt primarily with parenting in the preschool
years. When mentally ill and control mothers are
contrasted without regard to diagnosis, the as-
sumption is that mental illness per se, rather than
the specific diagnostic category, impairs capacity
for empathetic, nurturant, and appropriate parent-
ing (Klehr, Cohler, & Musick, 1983). However,
since the research reports in this section provide no
analysis by diagnostic type, their findings cannot
constitute evidence for or against this assumption.
Further, while all of these studies reported that
subjects and controls were matched on SES or
race, only one of them provided this information
about sample mothers and none of the studies took
race or SES into account in their analyses; most
participants appear to be white and middle to high
SES.

Infants. Two studies compared diagnosed and
nondiagnosed mothers of infants. In a small clini-
cal sample, Gross (/983) found no main effect of
being mentally ill, but did find differences in in-
fant outcomes related to parenting style (as de-
scribed below, under context of parenting). In a
second, larger study of parenting, with relatively
few mothers who could be diagnosed as severely
mentally ill, Seifer, Sameroff, Anagnostopolou,
and Elias (7992) found that when infants were four
months old and again when they were 12 months
old, mothers with SMI were rated as less respon-
sive to their infants when they were close, i.e.,
within arms length of them. This finding presages
findings of differences in mother-infant commu-
nicative synchrony described below in the litera-
ture on maternal depression.

Preschoolers. Six studies conducted by Cohler
and his colleagues focused on comparisons of di-
agnosed and nondiagnosed mothers of preschool-
ers. Control and diagnosed mothers differed par-
ticularly in the context of feeding. Mothers with a
mental illness were less emotionally available, less
reciprocal, less involved, less positive, and more
likely to view denial as a means of dealing with
child-care concerns (Cohler, Gallant, Grunebaum,
Weiss, & Gamer, 1980; Cohler & Musick, 1983;
Klehr et al., 1983; Musick, Stott, Spencer, Gold-
man, & Cohler, 1984; Stott et al., 1983, 1984).
Compared to nondiagnosed mothers, mothers with
SMI viewed establishing a reciprocal relationship
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with their young child as less important and differ-
entiating their own needs from those of the child as
less likely than did nondiagnosed mothers (Cohler
et al., 1980). Klehr and colleagues (7983) found
differences between seriously mentally ill and con-
trol mothers on five of seven interpersonal dimen-
sions measured, even after a year-long intensive
intervention. In their discussion, the authors sug-
gested that women with SMI experience more dif-
ficulty in negotiating developmental tasks and are
not able adequately to resolve issues necessary for
good interpersonal relationships and happy lives.

School-aged children and adolescents. While
participants in the infancy and preschool studies
were mostly white and middle class, the single
study with school-aged children involved primar-
ily African-American, low-SES participants with
psychotic disorder diagnoses. School-aged chil-
dren of these mothers were more likely to have be-
havior problems as assessed by parent and teacher
child behavioral reports. Diagnosed mothers were
rated by outside observers as exhibiting less en-
couraging parenting behavior than low-SES com-
parison mothers. In addition, child behavior prob-
lems, as well as child self-competence ratings,
were significantly predicted by maternal encourag-
ing or negative-discouraging parenting style, con-
trolling for psychiatric symptoms (Scherer, Mel-
loh, Buyck, Anderson, & Foster, 1996).

Maternal Affective Disorders

Maternal depression is the most common diag-
nosis in research on parents with mental illness.
The 15 studies reviewed here focus on chronicity
or severity of mental illness; studies of other con-
textual issues or parenting attitudes are reviewed
later in this article. In this section, while two stud-
ies reported controlling for race and SES, only one
{Ruttenberg et al., 1997) involved Hispanic low-
income mothers; two (Field, Healy, Goldstein, &
Gutherz, 1990; Field, Healy, & Leblanc, 1989)
specified inclusion of African-American, low-SES
mothers; and three additional studies (Cohn &
Tronick, 1989; Cox, Puckering, Pound, & Mills,
1987, Field, 1984) specified non-minority-group,
lower-SES mothers. All examined parenting with
infants, except the Cox study, which was located
in London, England. Thus, again, most of our em-
pirical knowledge about the influence of maternal
depression comes from studies of white, middle-
class mothers. Only studies with infants utilized
more diverse samples.
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STUDY

CommuNITY FUNCTIONING,
Symptom SEVERITY, CHRONICITY

Infant (M=0-3 yrs)
Campbell et al. {1995)

Teti et al. (1995)

Preschool (M=3-5 yrs)
Franke! & Harmon (1996)

School-age (M=6-12 yrs)
Harnish et al. (1995)

Nolen-Hoeksema et al.

(1995)

Oyserman, Bybee, Mowbray,
& Khang (2000); Oyser-
man, Bybee, Mowbray,

& McFarlane (2000)

Adolescent (M=13-18 yrs)
Andrews et al. (1990)

Focus on CONTEXT
Infant (M=0-3 yrs)
Gelfand et al. (1992)

Zahn-Waxler et al. (1990)

Preschool (M=3-5 yrs)
Free et al. (1996)

Goodman & Johnson (1986)

Radke-Yarrow et al. (1994)

Webster-Stratton & Ham-
mon (1988)

School-age (M=6-12 yrs)
Goodman et al. (1994)

Hammen et al. (1987)

Hammen et al. (1991)
Hammen et al. (1990)

Hirshfeld et al. (1997)

Hops et al. (1987)

Inoff-Germain et al. (1992)

Lundy et al. (1997)

Tarullo et al. (1994)

Table 1b

SUMMARY OF STUDIES: INTERACTION EFFECTS
MATERNAL SAMPLE SIZE MATERNAL DIAGNOSIS OR
& DEMOGRAPHICS SYMPTOMS & SOURCE
61 depressed, 60 control Depression;
married, white SADS, RDC
61 depressed; 43 control Depression;
mostly white, married BDI
30 depressed, 32 control Depression;
mostly married, white SADS, RDC, BDI
376 mothers and children Depression;
national cross-sectional sample CES-D
40 depressed, 40 control; mostly Depression;

white, middle-class, married

379 mentally ill: 43% depressed,
27% schizophrenia-schizoaffec-
tive, 19 % anxiety or adjustment
disorder, 11 % bipolar; primarily
African-American urban mothers

59 mothers, 76 daughters
British, working class

71 depressed, 53 control,
mostly white, married

22 depressed, 22 control;
mostly white, married

53 mentally ill, 31 control; mostly
white, middle/upper-middle class
56 schiz., 26 depressed, 29 con-
trol; mostly black, low-income

52 depressed, 38 control, mostly
middle, upper-middle class, white

46 depressed, 49 control

20 unipolar, 19 control,

white, middle class

13 unipolar, 9 bipolar, 22 nonde-
pressed, 14 medical, mostly
white, middle class

14 unipolar, 12 bipolar, 24 non-
depressed, 14 medical; mostly
middle, upper-middle class, white

30 mentally ill, 41 control

27 depressed, 25 control;
matched on SES

15 bipolar, 22 unipolar, 24 con-
trol; mostly middle class, white

20 depressed; low-SES, mixed
racial composition

31 unipolar, 22 bipolar, 30 con-
trol; mostly white, married

RDC, SADS, CEDS

Schizophrenia-schizoaffective,
depression, bipolar, anxiety or
adjustment disorder; research

DIS diagnosis, symptomatology,

community functioning score

Depression;
PSE

Depression;
BDI
Depression;
SADS-L, 8DI

Unipolar/bipolar;

SADS, GAS
Schizophrenia, depression;
DSM il

Unipolar/bipolar;

SADS-L

Depression;
BDI

Unipolar depression;

BOI

Unipolar, bipolar;

SADS-L, BDI, short-form MMP1

Unipolar depression, bipolar
disorder; SADS-L

Anxiety disorder;
NIMH, DIS, SADS

Depressive symptoms;
SADS, RDC, BDI
Unipolar, bipolar;
SADS-L, RDC

Depressive symptoms;
CES-D

Unipolar, bipolar,
RDC, SADS-L

PARENTING DEPENDENT
VARIABLES

Mother-child interactions during
feeding, face-to-face, & toy play
Feeding & free play & Strange
Situation observations; PSI

Early Relational Assessment
Scales and Strange Situation

Mother-child interaction tasks as-
sessed w/linteraction Rating Scale

Joint puzzle task

Parental Locus of Control Scale,
PSI, Block Child Rearing Practices,
Parenting Involvement in Educa-
tion Scale, Sensitivity to Children,
Parenting Satisfaction, meaning
of motherhood factor scores

Questionnaire regarding early
adverse family experiences/in-
adequate parenting

Mother-infant interactions during
feeding and free play, PSI

Mother-child interaction in play
and structured situation

Mother's ability to interpret and
communicate emotions

Role Functioning Scale

Mother-child aftachment relation-
ship observed in experimental
situation and home observation

Home observation w/Oyadic Par-
ent-Child Interaction Coding Syst.

Maternal expressed attitude

Mother-child interaction behavior

Mother-child interactions, Peer
Interaction Rating System

Maternal expressed emotion, 5-
Minute-Speech-Sample & tab ob-
servations of behavioral inhibition
Family interaction observations
of nonverbal affective behavior
Mother-child interaction with two
age-adjacent children in free play
and a snack

Observer ratings of 8 dimensions
of mother-child interaction

Mother-child interactions

(Continued)
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STUDY
Adolescent (M=13-18 yrs)
Davies & Windle (1997}

Tannenbaum & Forehand
(1994)

PARENTING AS THE LINK

Infant (M=0-3 yrs)
Jameson et al. (1997)

School-age (M=6-12 yrs)
Conrad & Hammen (1989)

Jacob & Johnson (1997)

Radke-Yarrow et al. (1995)

Teti & Gelfand (1991)

Teti et al. (1990)

Table 1b (continued)

SUMMARY OF STUDIES: INTERACTION EFFECTS
MATERNAL SAMPLE SIZE MATERNAL DIAGNOSIS OR
& DEMOGRAPHICS SYMPTOMS & SOURCE
443 adolescent-mother pairs; Depression
mothers primary caregivers; CES-D
mostly middle-class, married,
white
282 adolescents and parents; Depressive symptoms;
white, middle class BDI

29 unipolar depression, 14 con-
trol;
mostly white, married

Unipolar depression;
SADS-L, RDC

14 unipolar depression, 12 bipolar, Unipolar depression, bipolar dis-
14 chronic medical disord., 24 no order; SADS-L, BDI, short-form
major psych. disorder; 80% white, MMPI

12% Hispanic, 8% African-American

41 maternal depression, 50 pater- Major depression;

nal depression, 50 control SADS, RDC, BDI, MMPI

39 unipolar, 24 bipolar, 32 control; Unipolar, bipolar;
mostly middle/upper-middle class, SADS-L, RDC, GAS
white

48 depression, 38 controls; Maijor depression;
mostly white, married BDI

42 major depression, 10 dysthy-
mia, 7 adjustment disorder w/de-
pression; mostly white, married

Major depression, dysthymia,
adjustment disorder with de-
pression; BOI

PARENTING DEPENDENT
VARIABLES

Family discord, adolescent giris’
adjustment, low family intimacy,
parenting impairments w/FACES-
lll, PRS, parental coping, & OPS

Father-adolescent relationship as
a buffer for maternal depressive
mood measuring child's internal-
ing/externalizing problems

Mother-infant interaction, free play,
Strange Situation task

Mother-child interaction task

Mother-child, father-mother-child,
father-chiid, father-mother interac-
tion; problem-solving discussions

Mother-child interaction, Strange
Situation

PSI, Maternal! Self-Efficacy Scale,
mother-child interaction, feeding,
free play

Maternal Self-Efficacy Scale,
mother-child interaction, feeding,
& free play

Note. See Table 1a footnote.

Infants. In a review article, Gelfand and Teti
(1990) summarized the ways maternal depression
and concomitant lack of maternal responsiveness
can interfere with the child’s attainment of devel-
opmental goals, beginning with problems in infant
attachment and language. Frankel and Harmon
(1996) found that depressed mothers from a com-
munity sample rated themselves more negatively
as parents and felt less attached to their infants.
Mothers with a depressive episode in the 19
months after childbirth were lower in maternal
rapport and facilitation than were control mothers
(Cooper, Campbell, Day, Kennerley, & Bond,
1988, Stein et al., 1991). An 18-month follow-up
study, comparing primarily white, middle-class
control mothers to similar mothers with a bipolar
disorder (who were married to men with unipolar
or substance abuse diagnoses) also found evidence
of problems in parenting (Davenport, Zahn-
Waxler, Adland, & Mayfield, 1984). Specifically,
diagnosed mothers were disorganized, inconsis-
tent, ineffective and tense, less happy, and less ac-

tive in interactions with their infants than were
control mothers. The one study that did not find an
effect used a small community sample of low-
income, Hispanic mothers of low-birthweight in-
fants, half of whom received in-home prevention
services; the study assessed parenting and infants
at three points in time within the first 12 months of
the baby’s life. Thus, it is unclear if the difference
is due to the Hispanic sample, the intervention, or
the fact that the diagnosis was made after delivery
for purposes of the research (Ruttenberg et al.,
1997).

Mothers who are depressed may provide a less
than optimal environment for their infants to learn
social communicative skills; for example, a study
of mothers with depressive symptoms suggested
that their infants may be slower at learning to
match happy face to happy vocalization (Lundy,
Field Cigales, & Cuadra, 1997). Though this study
was not focused on mothers with SM1, it fits a gen-
eral line of research suggesting that mothers diag-
nosed with depression are less affectively and in-
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teractionally synchronized with their infants. Field
and her colleagues have highlighted the process of
interactional synchronization (Field, 1984, 1986;
Field et al., 1989, 1990). Building on similar re-
search by Tronick and his colleagues (Cohn, Ma-
tigs, Tronick, Connell, & Lyons-Ruth, 1986; Cohn
& Tronick, 1987, 1988, 1989, Tronick, 1989; Tronick
& Gianino, 1986a, 1986b) with mothers who are
not seriously mentally ill, Field’s research suggests
that while synchronicity normally rises in the in-
fants’ third to ninth month of life, as mothers learn
to attune their affect to the child, this is less likely
to occur for depressed mothers. Mothers of infants
aged three to 12 months were also found to engage
less in positive affect-eliciting play situations and
much more in negative affect-eliciting behavior,
such as poking, when they had depressive symp-
toms.

Similarly, in a small clinical study of mothers
with postpartum depression, depressed mothers
were found to have interactions of shorter duration
characterized by more variable maternal onset of
response to infants (Zlochower & Cohn, 1996).

All of this research suggests that the nature of
the mother-infant interaction may be influenced by
maternal depression. These findings paralle!l re-
search in Sweden, where depressed mothers were
found to talk to their infants less and received less
social contact from their infants during feeding
than did other mothers (Persson-Blennow, Naes-
lund, McNeil, & Kaij, 1986). Only one study con-
trasted bipolar with control mothers, using a small
sample (N=7), at ages 12, 15, and 18 months
(Gaensbauer, Harmon, Cytryn, & McKnew, 1984).
Whereas control infants were less likely to have
insecure attachment over time, infants of mothers
with a bipolar disorder were more likely to evi-
dence insecure attachment style.

Preschool. Insecure and avoidant attachment
has been found to be relatively frequent in families
with major affective disorders. Insecure attach-
ment is particularly likely when mothers have been
depressed for a larger portion of the child’s life,
have had a more severe depressive episode, re-
ceived more intensive treatment for depression, or
are single parents (Radke-Yarrow, Cummings,
Kuczynski, & Chapman, 1985). When their chil-
dren were preschoolers, mothers with an affective
disorder were found to express more negative af-
fect in extended observations of simulated family
interactions and were less likely to achieve com-
promise with their children in videotaped interac-
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tions (Radke-Yarrow, Nottelmann, Belmont, &
Welsh, 1993; Kochanska, Kuczynski, Radke-Yar-
row & Welsh, 1987).

Converging evidence of the effect of maternal
depression on parenting in the preschool years
comes from a six-month prospective study of
South London urban, working class mothers of
two-year old children (Cox, Puckering, Pound, &
Mills, 1987, Pound, Cox, Puckering, & Mills, 1985;
Mills, Puckering, Pound, & Cox, 1985). These moth-
ers were less able to sustain social interactions,
more likely to ignore and use a less positive tone,
and more likely to disengage, give fewer explana-
tions, and ask fewer questions than were compari-
son mothers. In general, depressed mothers and
their children were found to engage in more physi-
cal play and affectionate touching but not to en-
gage in sustained or “linked” verbal interchanges.
It was not that depressed mothers were not warm
and affectionate with their children; it was that
their warmth, expressed in physical contact, was
not in tune with their child’s current needs.

School-aged children. In a laboratory-based, con-
flict resolution task, using a racially heterogeneous
sample, mothers with affective disorders were
more negative in their affective style (critical, in-
trusive, guilt-inducing statements) than control
mothers, but had no more problems communicat-
ing in interactions with their 8—16-year-old (A=12)
children (Hamilton, Jones, & Hammen, 1993).

Adolescence. Mother-child interactions were ob-
served as part of a longitudinal study of mostly
Caucasian, middle class, high-risk, 8—16-year-olds
(M=about 13 years) and their unipolar and bipolar
diagnosed mothers. It was found that mothers with
unipolar depression were less positive, more criti-
cal, and showed less task-oriented behavior in a
conflict discussion task with their children (Gor-
don, Burge, Hammen, & Adrian, 1989).

Unipolar vs Bipolar Depression

Preschool to adolescence. None of the compar-
isons of unipolar and bipolar disorders involve in-
fants. Some studies reviewed in the previous sec-
tion included a comparison of mothers with unipo-
lar depression and those with a bipolar diagnosis
(Gordon et al., 1989; Hamilton et al., 1993; Ko-
chanska et al., 1987; Tarullo, DeMulder, Ronsav-
ille, Brown, & Radke-Yarrow, 1995). Effects were
more severe for mothers with unipolar as com-
pared to bipolar disorder. (Additional studies, dis-
cussed below under child characteristics, show in-
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teractions of maternal unipolar vs. bipolar diagno-
sis with child characteristics.) A single study with
school-aged children suggested higher risk for
bipolar mothers; insecure and avoidant attachment
was particularly frequent in children of mothers
with a bipolar diagnosis; and, though interaction
problems overall were evident when the mother
had a unipolar depressive disorder, mothers with a
bipolar disorder showed more anger in family in-
teractions (Inoff-Germain, Nottelmann, & Radke-
Yarrow, 1997).

Depressed, Schizophrenic, and Control Mothers
Relatively few studies distinguish parenting of
mothers diagnosed with schizophrenia from con-
trol mothers or those diagnosed with depression.
Of the four studies with North American samples,
two look at preschool and two at school-aged chil-
dren; all involve samples with a mixed or low SES
and racially or ethnically diverse samples.
Infancy. In the past two decades, the only com-
parisons across these diagnoses with infants came
from a large-scale, longitudinal study of women
giving birth in southwestern Sweden over a 4.5-
year period, in which children and their mothers
were followed from three days postpartum until
the child was one year of age. Mothers later hospi-
talized with a variety of nonorganic psychoses, in-
cluding schizophrenia and affective disorders,
were compared to never-hospitalized mothers
(McNeil et al., 1983; McNeil, Naeslund, Persson-
Blennow, & Kaij, 1985; Naeslund, Persson-Blen-
now, McNeil, & Kaij, 1985; Malmquist-Larsson,
1984, Persson-Blennow et al., 1986, Persson-
Blennow, Binett, & McNeil, 1988; Persson-Blen-
now, McNeil, & Blennow, 1988). In this sample,
fewer differences were found when mothers were
observed feeding their children than when they
were observed at play with their children, although
later-hospitalized and control mothers differed in
both feeding and play situations. Specifically, di-
agnosed mothers were more uncertain about their
infant’s needs, provided less social contact, were
less involved with their infant, and were less able
to create a positive emotional climate. These dif-
ferences were especially pronounced in the first
six weeks postpartum, diminishing thereafter.
Specific differences were found across diagnosis
in the later-hospitalized group. Mothers diagnosed
with cycloid psychosis (a variety of schizoaffec-
tive diagnosis) differed most from comparison
mothers, followed by those diagnosed as having
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schizophrenia. At the one-year assessment period,
infants of these mothers were less likely to exhibit
secure attachment, and more likely to exhibit de-
viant fear of strangers than were comparison in-
fants. Mothers diagnosed as having an affective
disorder were observed to have interactions that
were at least as positive as the comparison group
until the one-year assessment. At this time, these
mothers were found to talk less with their infant
during feeding; reciprocally, the infant showed
less social contact with the mother.

Preschool. In a longitudinal study following an
American sample of racially and economically di-
verse mothers from pregnancy through four years
of age, differences in the group with schizophrenia
occurred mostly in the first four months (Sameroff;
Seifer, & Barocas, 1983). In these first months,
mothers with schizophrenia were less involved;
however, all other significant between-group dif-
ferences focused on mothers with depression, who
were more anxious and less socially competent. At
30 months, these mothers reported that their infant
showed less adaptive behavior. Conversely, in
terms of cognitive development, the children of
mothers with schizophrenia showed highest risk.
In a subsequent study comparing African-Ameri-
can control mothers to African-American mothers
with schizophrenia or depression, Goodman and
Brumley (7990) found that mothers with schizo-
phrenia had the lowest quality parenting.

School-aged children. A small clinical study
of hospitalized mothers with schizophrenia or an
affective disorder failed to find significant differ-
ences on self-rated maternal sensitivity by diagno-
sis (Rogosch, Mowbray, & Bogat, 1992). In a large-
scale study of mothers with SMI receiving treat-
ment in a metropolitan area, Oyserman, Bybee,
Mowbray, and Khang (2000) found that, while di-
agnoses did not differentiate maternal responses,
level of symptomatology and community func-
tioning did predict maternal identity. Positive ma-
ternal identity, in turn, related to more self-
reported nurturant parenting styles.

Diagnoses vs Other Clinical Characteristics
Although studies of maternal depression gener-
ally suggest that it is a clear risk factor for children
(Hammen, 1997), its relative risk is difficult to de-
termine for a number of reasons. First, as is shown
in the present review (see TABLE la), research nor-
mally involves specific diagnostic comparisons
between mothers with depression and one other
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group, making ranking of the relative risk of each
diagnosis impossible. Second, research typically
focuses on parenting within a specific child age
group (e.g. 0-3 years) or does not analyze parent-
ing by age of child. The bulk of current research
contrasts depressed and control mothers (depres-
sion is studied in 14 of 23 studies with infants, 8 of
17 studies with preschoolers, 15 of 23 studies with
school-age children, and all studies with adoles-
cents). Third, the published studies we found did
not analyze the possible interplay among maternal
diagnosis, race, and SES. Further, when men-
tioned, race of participants was nearly always
white, and SES nearly always middle class or
higher, severely limiting generalizability of findings.

Thus, when describing the influence of maternal
mental illness on parenting among infants, our
knowledge base comes primarily from research on
the influence of depression in white and middle-
class mothers. Few studies have included system-
atic comparisons across the spectrum of psychi-
atric diagnoses, and inclusion of racial and socioe-
conomic factors in analyses is almost nonexistent.
In addition, as will be elaborated on in the next
section, only seven of the 66 articles reviewed at-
tempted to isolate the effect of diagnosis from that
of other clinical variables such as chronicity,
symptom levels, and current community function-
ing. Further, because the seven studies that as-
sessed these other clinical variables primarily in-
volved maternal affective disorders, our knowl-
edge of the effect on parenting of diagnosis, as
compared to symptom severity or chronicity, is
limited to depression.

Community functioning. In a sample of mothers
with a unipolar or bipolar depression diagnosis and
school-aged children, Inoff-Germain and col-
leagues (/997) found that community functioning
related strongly to almost all the parenting vari-
ables assessed. Although the independent effect of
functioning, controlling for the effect of diagnosis,
was not presented, the authors showed that moth-
ers who functioned better in the previous year had
fewer affective problems in family interactions. In
our own ongoing research with low-SES, African-
American mothers with affective and schizophren-
ic disorders, we also found a promotive effect of
current community functioning on parenting out-
come variables, with no effect of diagnosis (Oyser-
man, Bybee, Mowbray, & McFarlane, 2000).

Symptom severity. Four studies described the
significant influence of severity of symptoms on
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outcomes. In a longitudinal study of mothers with
depression, severity of depression was predictive
of insecure attachment when the infant was both
one and two years of age (Teti, Gelfand, Mess-
inger, & Isabella, 1995). Women with “double de-
pression” (unipolar episodes and dvsthymia) were
less emotionally available and more negative, and
had preschool-aged children who were less se-
curely attached than did women with simple de-
pression (Frankel & Harmon, 1996). In a national
cross-sectional sample of school-aged children,
severity of depressive symptoms was inversely re-
lated to the quality of the mother-child relationship
(Harnish, Dodge, & Valente, 1995). A second large-
scale study of mothers with depression used a
pattern-matching test of solvable puzzles to show
that level of mothers’ depressive symptoms corre-
lated significantly with their negative affect and
with their school-aged children’s enthusiasm, per-
sistence, and frustration on the tasks overall (No-
len-Hoeksema, Wolfson, Mumme, & Guskin, 1995).

Chronicity. Six studies reported influence of
psychiatric history on parenting in North Ameri-
can samples. Lifetime history (Gordon et al.,
1989), number of episodes and duration of current
episode (Nolen-Hoeksema et al., 1995), and por-
tion of child’s lifetime during which mother expe-
rienced depressive episodes (Radke-Yarrow et al.,
1993) did not influence parenting behavior in the
three studies cited. However, three other studies
did find a negative impact of chronicity of mental
illness on parenting. Campbell, Cohn, and Meyers
(1995) found that chronicity of maternal depres-
sive symptoms influenced mother-child interac-
tions at two, four, and six months of age. Rogosch
et al. (1992) reported that frequent recent rehospi-
talizations significantly predicted lower parenting
sensitivity in mothers of school-aged children.
Lastly, Gross (/983) found that chronicity, rather
than mental illness diagnosis per se, negatively af-
fected parental sensitivity and effectiveness. A sin-
gle study with a British sample also suggests an
impact of chronicity: Andrews, Brown, and Creas-
ey (1990) found significant differences in adoles-
cent or young adult daughters’ reports of early in-
adequate parenting based on whether mothers had
a single short episode or a chronic, recurrent psy-
chiatric disorder.

Focus on Context
Explicating the parenting context of mothers
with SMI is critical since contextual factors may
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bolster or constrain mothers’ abilities to provide
age- and culturally appropriate, “good enough”
parenting. This section examines the literature on
influences of children’s ages and other characteris-
tics, support available to the mother, and ecologi-
cal maternal stresses such as poverty.

Child’s Age/Developmental Phase

The child’s age or developmental phase can af-
fect maternal behavior and responsivity in a num-
ber of ways. First, traditional American theories of
child development hold that maternal illness epi-
sodes during the child’s first year of life and fre-
quent separations may be quite damaging. This ap-
plies particularly to infants and younger children,
since it is through interactions with their primary
caregivers that their basic social skills, sense of
self, and self-competence are established (Lundy,
Field, Cigales et al. 1997). As children develop,
mature, and become more independent, their out-
comes may be shaped less by parents and more by
interactions with nonfamilial adults and peers, so
that weaker effects with age would result (Harris,
1995). For example, Klehr and colleagues (1983)
suggested that early separations are more predic-
tive of problems in the child’s capacity for object
relations and use of defense mechanisms than are
specific maternal diagnostic category or chronicity
of illness. Alternatively, it is possible that maternal
mental illness is particularly problematic after in-
fancy. For example, if the effects of maternal psy-
chiatric condition and parenting problems are cu-
mulative, then we might expect stronger relation-
ships between maternal disorder and problematic
child outcomes for older children.

Unfortunately, systematic comparisons of re-
sults across various developmental stages of child-
hood are rare. When tested, age effects are explored
either by examining interactions between maternal
psychiatric variables and children’s ages or by uti-
lizing child age as a covariate. Several of the more
comprehensive investigations utilized a narrow
child age range (e.g., Nolen-Hoeksema et al., 1995),
and studies with a wider child age range did not
test for age differences (e.g., Hamilton et al., 1993).
However, Inoff-Germain et al. (1997) did report that
the highest rates of behavioral problems were for
younger children (average age about nine) versus
older children (average age about 13), especially
in the children of mothers with a bipolar disorder.

Perhaps because studying both child age and
other relevant factors requires large and diverse
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samples, it is rarely undertaken. When possible
age effects have been studied for children within a
particular developmental phase, none was found in
preschool (Free, Alechina, & Zahn-Waxler, 1996;
Goodman & Brumley, 1990; Kochanska et al.,
1987; Radke-Yarrow et al., 1993; Radke-Yarrow,
Zahn-Waxler, Richardson, Susman, & Martinez,
1994) or school-age samples (Hirshfeld, Bieder-
man, Brody, Faraone, & Rosenbaum, 1997). In
addition, Tarullo et al. (7995) and Inoff-Germain
et al. (1997), both having examined relationships
between mother-child interactions and maternal
psychiatric variables for younger versus older sib-
lings, found no differential effects. However, ma-
ternal age, children’s age, and duration of mental
illness are likely to be confounded; as mothers age,
s0 do their children and there is a parallel increase
in number of years with a mental illness diagnosis.
To the extent that some problematic symptoms—
such as active symptoms—are associated with the
onset of a mental illness, then younger children are
more likely to experience parenting from a severe-
ly impaired mother. This muiticausality has yet to
be addressed empirically.

Child/Parent Characteristics

In addition to developmental shifts, parenting
and parenting contexts interact with child charac-
teristics and behavior recursively and in multiple
ways over time to affect child outcomes (Green-
berg, 1998, Patterson, 1998; Reid, 1998; Sameroff
et al, 1983). Two recent studies of mothers with
depressive symptoms suggest that newborns of
these mothers show less orientation toward faces,
less interest in them, and more “pre-cry” responses
(Lundy, Field & Pickens, 1996) and that, at four
months, these infants are rated as more vulnerable
and engage in less exploratory play (Field et al.,
1996), suggesting that parenting may be more dif-
ficult and less rewarding for depressed mothers of
such more difficult infants.

Child gender. A few studies focus on the inter-
play between child gender and parenting. First, in
a study of unipolar, bipolar, and control mothers
(Radke-Yarrow et al., 1993), unipolar depressed
mothers of daughters had more sustained bouts of
negative affect, more negative affect overall, and
more anxious, sad, and downcast affect than other
mothers. In interactions with sons, depressed
mothers were no more negative than were control
mothers. Radke-Yarrow and colleagues (/993)
found a significant correlation between the total
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amount of negative affect expressed by depressed
mothers and their daughters. Similarly, Tarullo,
DeMulder, Martinez, and Radke-Yarrow (7994)
found that, among school-aged offspring of moth-
ers with affective, especially bipolar disorder, chil-
dren were less engaged in interactions with moth-
ers and generally less happy and at ease with their
mothers; mothers were more negative and critical,
especially if children had behavioral problems.
These findings are amplified for mother-daughter
interactions and increase as daughters reach ado-
lescence. This effect may be mediated by family
functioning: Davies and Windle (7997) found that
family discord mediates the effect of maternal de-
pressive symptoms on adolescent girls’ adjust-
ment. Overall, girls may be more responsive to
maternal depression, such that lower levels of ma-
ternal depression are needed to elicit caring re-
sponses from girls than they are from boys (Radke-
Yarrow et al., 1994).

Child behavior. two comprehensive reports
studying parenting of mothers with a mental ill-
ness addressed interactive effects of mother and
child variables. Utilizing data from the UCLA
Family Stress Project and structural equation mod-
eling, Hammen, Burge, and Stansbury (7990) found
that child outcomes are best predicted by the inter-
action between maternal functioning and child be-
havior. Second, Cox and colleagues (7987) re-
ported that when the children of depressed mothers
showed significant behavior disturbance, mothers
were less likely to connect with or follow the cues
of their children.

Eight smaller, clinical studies corroborate these
findings. Gelfand, Teti, and Fox (7992) found in-
teraction between maternal depression and infant
temperament, such that mothers of difficult infants
reported increased parenting stress. In another
study of mothers with depression, mothers’ parent-
ing problems and childhood aggression at age two
predicted child externalized problems at age five
(Zahn-Waxler, lannotti, Cummings, & Denham,
1990). School-aged children with externalizing
disorders were found to have fewer interactions
with and less positive affect toward their depressed
mothers (Lundy et al., 1997). Mothers with an anx-
iety disorder were more critical of their behav-
iorally inhibited school-aged children (Hirshfeld et
al., 1997). Mothers with a history of unipolar dis-
order made more self-blaming statements, but also
were more likely to have school-aged children
with a history of depression or anxiety (Goodman,
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Adamson, Riniti, & Cole, 1994). In a series of hier-
archical regression analyses, Gordon et al. (/989)
showed that mothers’ chronic stress reduced the
quality of maternal communication in a discus-
sion-interaction task with adolescent children
above and beyond the contribution of current
symptoms. Children who viewed their mothers as
having more symptoms were rated as less compe-
tent and rated their own self-worth as lower; this
effect was most pronounced when mothers and
their children had conflicting reports of maternal
symptoms (Scherer et al., 1996). Finally, in a study
of the interactions between mothers with depres-
sion and two close-in-age preschool or school-
aged siblings, mothers with bipolar depression
were found to have the most negatively interacting
family groups while mothers with unipolar depres-
sion were found to have a dearth of negativity
compared with control families (Inoff-Germain,
Nottelmann, & Radke-Yarrow, 1992).

Social/Interpersonal Context

Marital discord and social isolation are common
for seriously mentally ill mothers and their chil-
dren (Cox et al., 1987; Downey, & Coyne, 1990),
as are conflicts with extended family (Nicholson,
Sweeney, & Geller, 1998b) and histories of sexual
abuse (Alexander & Muenzenmaier, 1998). More-
over, once in place, marital conflict is likely to per-
sist between episodes of depression (Puckering,
1989). Further, depressed persons tend to marry
spouses with a psychiatric illness, a family history
of psychopathology (Davenport et al., 1984, Meri-
kangas & Spiker, 1982; Wang & Goldschmidt, 1994),
or substance abuse (Davenport et al., 1984). When
depressed persons have psychiatrically disturbed
spouses, their own symptoms are more severe, and
child symptoms (Zahn-Waxler et al., 1990) and
marital and family disturbances are more likely
(Puckering, 1989; Quinton, Rutter, & Liddle, 1984).

Compared to control mothers, mothers diag-
nosed with depression are more likely to have ad-
verse life experiences, particularly in the domain
of close relationships (Cox et al., 1987; Downey &
Coyne, 1990; Goodman & Johnson, 1986; Mills et
al., 1985; Pound et al., 1985; Webster-Stratton &
Hammond, 1988). For mothers with a depression
diagnosis, marital discord contributes to negative
interactions with children (Hops et al., 1987). Ma-
ternal depression, stressful life events, and child
depression are likely to interact, such that the ex-
perience of stressors might explain the temporal
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association of depressive episodes in mothers and
diagnoses of depression in their children (Ham-
men, Burge, & Adrian, 1991; Hammen et al., 1987).
In addition, multiple hospitalizations and the
chronicity of mental health problems can con-
tribute to marital breakups and reduce paternal in-
volvement. At least one report has suggested that
this is likely when husbands give up hope of their
spouse’s eventual recovery and begin to fear that
their children will become mentally ill like their
mother (Cohler & Musick, 1983).

Both unstable living arrangements and erratic
contacts with fathers have been found to character-
ize families with a maternal schizophrenia diagno-
sis (Caton et al., 1998). Absent fathers are a risk
factor, in that a positive father-adolescent relation-
ship can act as a significant buffer for maternal de-
pressed mood (Tannebaum & Forehand, 1994),
and better outcomes for mothers and their children
are reported when the spouse or partner is support-
ive (Puckering, 1989). Higher levels of chronic
stress, lower rates of positive life events, and sin-
gle parenthood are all predictive of more negative
maternal affective style (Hamilton et al., 1993). In
a small sample of hospitalized mothers, social sup-
port correlated with increased self-esteem, which
in turn correlated with more adaptive parenting
style (Rogosch et al., 1992). Lack of social sup-
port, family discord, and marital stress have all
been linked to negative outcomes for the children
of mothers with SMI. However, in a small study of
low-income African-American mothers, social
support received in the past month did not improve
parenting (Goodman & Johnson, 1986).

Economic Context

Stresses of single parenting under conditions of
poverty with concomitant social isolation and mar-
ital discord can at least partly account for the initi-
ation or maintenance of child disorders (Ghodsian
et al., 1984; Hammen et al., 1987, Sameroff et al.,
1983). Mothers with less education and lower
SES, whether diagnosed with a mental illness or
not, may be less effective in their maternal roles.
Harnish et al. (/995) found a significant relation-
ship between mother-child interaction quality and
SES for a large representative sample of children
(see also, Gross, 1983). And women with SMI are
at risk of chronic economic hardships (Belle, 1982;
Dennis et al., 1991; Goodman & Johnson, 1986;
Sameroff et al., 1983), such as poverty and over-
crowding. These factors, as well as living on an
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upper story in a building with no elevator and
spending many days alone with one’s baby, pre-
dicted child behavior problems in a longitudinal
study of British-born mothers in central London,
with little additional variance explained by mater-
nal depression (Puckering, 1989).

Other Contextual Variables

Because separations from children may be par-
ticularly damaging, community-based treatment
should be used to mediate the effects of stressors
on mothers with SMI. For example, Free et al.
(1996) reported that depressed mothers receiving
treatment were better able to speak accurately with
their preschool children about emotions than were
depressed mothers not receiving psychotherapy.
However, it is unclear to what extent women en-
rolled in ongoing mental health interventions typi-
cally receive any treatment that addresses, or even
considers, their needs as mothers or the needs of
their children. For example, 44% of psychiatric in-
patient records at a private teaching hospital did
not indicate whether the patient had children;
when parenthood was documented, whereabouts of
children were recorded in only 20% of cases, and
children were contacted in only 32% of cases (De-
Chillo, Matorin, & Hallahan, 1987). In the U.S,,
several outpatient programs supporting mothers
with SMI have been reported (Cohler & Musick,
1983; Gonzales et al., 1991; Oates, 1988; Stott et
al., 1984; Tableman, 1987; Waldo, Roath, Levine,
& Freedman, 1987), but their numbers are limited
(Oyserman, Mowbray, & Zemencuk, 1994).

Parenting as the Link Between
Psychiatric Variables and Child Outcomes

A number of authors have articulated possible
frameworks through which psychiatric variables
(particularly depression) affect parenting and thus
contribute to problem behavior in children (Gel-
Jand & Teti, 1990; Hammen, 1991b; Puckering,
1989). For example, Hammen (7991b) suggested
that depression may reduce maternal receptivity to
children’s cues. Lack of adequate and sensitive
caregiving during infancy affects the infant’s later
capacity to regulate tension and experience per-
sonal integrity. This dampened capacity, in turn,
results in a lifelong deficit in the child’s ability to
soothe tensions and manage transactions in the
world, creating a sense of personal depletion and
despondency (see Hammen [//997], for a more de-
tailed review of this literature).
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Some empirical evidence supports the notion
that mothers with depression are at risk of more
problematic parenting styles, increasing risk for
their children. Among depressed mothers of in-
fants in a clinical sample, those who felt effica-
cious as parents were more competent in their ob-
served parenting interactions than were those who
did not (Teti, Gelfand, & Pompa, 1990), and effi-
cacy fully mediated the relationship between de-
pression and parenting (Teti & Gelfand, 1991).
Depressed mothers of 13-29-month-old toddlers
were less able to focus on and sustain interactions
with their toddler than were nondepressed mothers
(Jameson, Gelfand, Kulcsar, & Teti, 1997). In a
sample of depressed and nondepressed mothers of
children, aged 3-8 years, who were receiving ser-
vices for their behavior problems, depressed moth-
ers reported more negative attitudes about their
children (Goodman et al., 1994) and their own par-
enting, and more parental stress (Webster-Stratton
& Hammond, 1988). Use of affectively charged, hos-
tile, critical, and negative statements in describing
one’s children has been linked to maternal history
of depressive episodes (Goodman et al., 1994).

Moreover, Goodman et al. (/1994) found that
positive parenting moderated outcomes for chil-
dren of depressed, but not of well mothers, De-
pressed mothers of children 3-16 years of age ex-
pressed more dysphoric and less positive parenting
affect; and positive parenting reduced the likeli-
hood that their children would respond aggres-
sively to the mother (Hops et al., 1987). While ma-
ternal depression is a risk factor, parenting vari-
ables were found to be significant predictors of
child social behavior and IQ, controlling for ma-
ternal psychiatric diagnosis (Goodman & Brumley,
1990). Independent of diagnosis, when mothers
believed in encouraging individuation, mastery,
and positive interactions, their children performed
better on cognitive and socioemotional measures
(Cohler et al., 1980). Maternal anticipatory and re-
spectful guidance for children two years of age
predicted fewer problems for these children when
they were five years old (Zahn-Waxler et al., 1990).

Mothers low in maternal effectiveness and sen-
sitivity, whether mentally ill or not, had unrealistic
expectations of their children’s cognitive capaci-
ties and were unable or unwilling to allow their
children to take initiative in play, requiring that
children control their own interests and affect and
follow maternal interests. At the same time, chil-
dren of these mothers were less able to control
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their anger and more resistant to maternal bids for
affection than were children of more sensitive and
effective mothers (Gross, 1983). Maternal depres-
sion increases risk of family conflict, which in turn
increases adolescent psychiatric symptoms (Da-
vies & Windle, 1997). Maternal depression may
also reduce mothers’ positivity bias: while mothers
generally underestimate their child’s problems, de-
pressed mothers are accurate in reporting the be-
havior problems of their school-aged children (Con-
rad & Hammen,1989). The one study we found
that contrasted the effects of maternal and paternal
depressive symptoms concluded that maternal
symptoms had a larger negative effect on overall
family positivity and the positivity of parent-child
interactions specifically, especially when the child
was a daughter (Jacob & Johnson, 1997).

However, even when children are able to form a
secure attachment to their affectively disordered
mother, the close nature of the bond may function
to channel children toward affectively disordered
coping styles later in life. Thus, in a longitudinal
study of the interplay between security of attach-
ment and maternal mental illness, children at age
six, especially girls, who had been securely at-
tached as infants to mothers with severe depres-
sion were more likely to display depressive symp-
toms themselves, while children who were inse-
curely attached as infants to mothers with a bipolar
disorder did not display problematic levels of anxi-
ety when they were six-year-olds (Radke-Yarrow
etal, 1995).

CONCLUSIONS

This review of what is known about parenting of
women with a serious mental illness suggests that
detrimental effects of maternal depression emerge
by the time the infant is one year of age, and that a
diagnosis of depression may be useful in making
predictions about some aspects of parenting be-
havior and about mothers® parenting style. De-
pressed mothers are less likely to develop the syn-
chronized interactions with their infants that aid
the child’s emerging sense of competence. They
are more likely to have anxiously attached tod-
dlers, even though they maintain extensive physi-
cal contact with their children. When their children
are school-aged and adolescent, mothers with de-
pression are at risk of continued negative interac-
tional styles. They are also more prone to hold par-
enting attitudes that do not result in responsive and
effective parenting,.
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Results are similar when general, non-diagnosis-
specific comparisons are made. When contrasted
with bipolar diagnosis, unipolar depression ap-
pears more detrimental. Fewer studies of schizo-
phrenia are available, and these deal mainly with
infancy and the preschool years. Mothers with
schizophrenia are reported to be less involved,
more uncertain, and less able to create a positive
climate for their infant in the first few months of
life. During the school-age years, their children are
most likely to have cognitive deficits.

A few studies emphasized the importance of
symptom severity, chronicity of mental illness,
and level of community functioning in predicting
both parenting behavior and child outcomes when
mothers have depression. However, the literature
makes it clear that mental illness is likely to be
only a small part of the total risks mothers experi-
ence; these include family disruptions and con-
flicts, single-parent status, social isolation, and fi-
nancial and other stresses associated with living in
poverty. These difficult life circumstances are of-
ten concomitant with chronic long-term depression
and potentiate and exacerbate risk. Further, very
few studies focus on issues related to parenting of
adolescents—a particularly glaring gap, since
many mental health problems begin to emerge
most sharply at this age.

While negative effects of maternal mental ill-
ness have been reported across the full spectrum
from infancy through adolescence, little attention
has been paid to longitudinal assessment of risk
over time and developmental phases. Perhaps due
to the cross-sectional nature of most research, no
evidence currently exists that particular phases are
more risky than others. With regard to child char-
acteristics, some studies suggest exacerbation of
negative effects for daughters and for behaviorally
inhibited children. However, unanswered ques-
tions about the context of parenting and appropri-
ate comparison groups limit generalization from
the current research base.

The impact of timing or sequencing has also
been neglected. Yet, it seems likely that sequenc-
ing—the ordering of onset of mental illness and
childbirth or episodes of mental illness and child
developmental phases—will critically color both
parenting and outcomes for children. A number of
authors have also proposed that episodes of mental
illness during infancy are likely to undermine the
mother’s capacity to build positive interactions
with her child. This lack of positive maternal struc-
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ture is said to increase risk of poor attachment and
undermine children’s sense of competence (Ham-
men, 199]a). Since context clearly matters, it may
be critical to compare how mothers with similar
life circumstances cope with long-term and epi-
sodic chronic physical illnesses, in order to deter-
mine the extent to which findings are specific to
mental illness.

The likelihood that many mentally ill women
will raise their children makes it important to draw
on the current empirical literature to extrapolate
appropriate assessment and intervention applica-
tions. Since women with a mental illness are likely
to have children, their existence, age, and where-
abouts should be one of the initial foci of assess-
ment. When children are involved, plans should be
developed for their stable care, and parenting
should be bolstered by appropriate supports. In our
own research (Oyserman, Bybee, Mowbray, & Mc-
Farlane, 2000), we have found that current
stresses and functioning, rather than diagnosis and
provision of social supports to mothers, is particu-
larly important in predicting positive parenting at-
titudes and behavior (e.g., nurturance and involve-
ment with children’s education). Careful assess-
ment of the course of the mother’s mental illness,
its interplay with childbirth and child rearing, and
detailed attention to the current expression of the
illness may provide a road map for interven-
tion—although the current cross-sectional research
base does not offer much to build on.

Because their children are at risk of exhibiting
social, emotional, and behavioral problems at
home and school, the parenting challenges these
mother face should be assessed and appropriate
supports provided, including interventions with
mothers and children. Mothers are more likely to
be effective when given the opportunity to take on
responsibilities (Goepfert, Webster, Pollard, &
Nelki, 1996), yet they need ongoing support in par-
enting to reduce the negative sequelae of past and
future episodes of mental illness.

It seems reasonable to conclude that mothers’
capacity to parent will be framed by their past and
current experiences and life situations, and not
simply by their diagnostic category. Research to
date has not provided a window into the way that
women’s past life experiences—not only mental
illness, but related stresses such as poverty, victim-
ization, and involvement in mental health ser-
vices—are incorporated into maternal identities,
shaping their current focus, motivation, skills, and
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abilities. Within this general framework, it is clear
that current and ongoing supports can bolster
women’s efforts to parent, just as current and on-
going stressors can siphon their energies and atten-
tion (Klehr et al., 1983; Stott et al., 1984). Though
few studies have focused directly on mothers’ ma-
ternal identity, some research suggests that moth-
ers with a mental illness find parenting to be an
important and fulfilling aspect of their lives (Oy-
serman, Bybee, Mowbray, & Khang, 2000; Per-
kins, 1992). Though mothers may exhibit prob-
lematic parenting practices, they may well be in-
terested in and amenable to interventions that fa-
cilitate increased sense of maternal self-compe-
tence and efficacy.

Future research must build on previous work by
utilizing larger, more representative samples of
women; following the women and their children
over time; and analyzing the impact of demo-
graphic, material-economic, and social-relational
support and stress factors, as well as diagnosis, on
women’s sense of themselves as mothers. The di-
rect and indirect effects of these factors on parent-
ing and outcomes for children must be studied, as
well. Only by means of much larger samples can
such analyses proceed; without these more costly
study designs, our ability to make sense of the
ways in which serious mental illness influences
parenting and outcomes for children will be
severely impaired. Research that addresses more
adequately the current gaps in our knowledge can
be the basis for interventions that provide cultur-
ally appropriate support networks for these wom-
en—not as people with mental illness, but as moth-
ers who must guide and support their growing
children and carry out the tasks of parenting in par-
ticularly difficult circumstances.
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