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Viewing individuals with schizophrenic disorders within a family life-cycle con- 
text promotes recognition of the range of family roles, particularly partnership 
andparenting roles, in clients’ lives. Knowledge of clients ’ stage of family devel- 
opment allows practitioners to view the client more holistically--as a family member 
with roles and responsibilities-instead of as an isolated, ill individual. Gender 
diflerences-in family roles and in manifestation of the illness-are considered. 

efore deinstitutionalization, individu- B als who developed schizophrenic dis- 
orders typically spent large parts of their 
lives after diagnosis in mental hospitals, 
where institutional rules prohibited the so- 
cial bonds of intimate, conjugal relation- 
ships and active parenthood. Court deci- 
sions enforcing both the legal right to re- 
ceive treatment in a nonrestrictive environ- 
ment and stricter standards for involuntary 
commitment, combined with the increasing 
cost of institutional care, resulted in a ma- 
jor shift in the environmental context in 
which those with schizophrenic disorders 
live (Mechanic, 1989). As the locus of treat- 
ment for schizophrenia changed from the 
institution to the community, people with 
schizophrenic disorders gained increased 
access to normative human relationships 
and the social roles and developmental 
tasks that accompany them. Researchers 
have also noted the variable course and sta- 
bility of schizophrenic disorders across the 
life cycle (Adler et al., 1995). 

Most people living in the community 
form intimate partnerships, marry, and rear 
children in adulthood. Society expects 
adults to have such relationships and roles, 
which are well understood to be gendered 
(McGol&ick Anderson, & W&h, 1989). The 
interaction of gendered societal role expec- 
tations and schizophrenia is further compli- 
cated by gender differences in the manifes- 
tation of schizophrenic disorders (Gold- 
stein, 1993; Seeman, 1988). Gender differ- 
ences observed in clinical studies of schiz- 
ophrenia include age at onset, symptoms, 
treatment outcome, and social hctioning. 
These gender differences are critical factors 
in understanding the social behavior and 
relationships that form the family context 
of individuals with schizophrenic disor- 
ders. 

In this paper, a life-cycle model that de- 
lineates normative family transitions and 
tasks, drawn from the work of Carter and 
McGoldrick (1989) and that of Rolland 
(1994), is extended to schizophrenia to con- 
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ceptualize its varied impact on individuals 
and families at different life stages. Be- 
cause researchers have found significant 
differences in the ways in which men and 
women experience schizophrenic disor- 
ders, the model will also be used to assess 
the differential impact on women’s and 
men’s familial roles. The literature on gen- 
der differences in schizophrenia will be re- 
viewed briefly, and implications for the 
family life cycle and for clinical practice 
will be examined. 

GENDER DIFFERENCES 
Age at Onset 

Researchers have consistently found an 
earlier onset of schizophrenia in men. 
More men than women appear to develop 
the disorder at an early age, and more 
women than men develop the disease later 
in adulthood (Goldstein, 1993). The NIMH 
Epidemiologic Catchment Area (ECA) Wave 
I study, a nationwide community-based 
random sample of households and institu- 
tions, found a mean age at onset of 19.9 
years for all people meeting DSM-III diag- 
nostic criteria for schizophrenia (Keith, Re- 
gier, & Rae, 1991). The age of onset for 
women appeared to lag three to four years 
behind that of men until age 37. Age at first 
inpatient treatment is also lower for men. 
In a review of 53 studies from around the 
world, men had a mean age at first admis- 
sion to a psychiatric facility that was more 
than eight years earlier than that of women 
(29.9 and 38.8 years, respectively) (Anger- 
meyer & Kuhn, 1988). Men’s earlier age at 
onset probably explains why acute psychi- 
atric services see more young men for first 
treatment (Hafher, Maurer, Lofler, & Riech- 
er-Rossler, 1993). 

The development of the disease after the 
age of 45, typically termed late-onset schiz- 
ophrenia, is significantly more common in 
women (Cmtle, Wessely, & Murray, 1993). 
Harris and Jeste (1988) reviewed 30 Euro- 
pean studies of late-onset schizophrenia 
and found that female patients predomi- 
nated in those who developed schizophre- 

nia after the age of 45. The clinical profile 
of late-onset schizophrenia includes more 
paranoid symptoms. 

Manifestations and Symptoms 
Despite the differences in age at onset, 

the prevalence of schizophrenic disorders 
appears equal in both genders (Keith et al., 
1991). However, men and women appear to 
experience the disease differently. Behav- 
ioral evidence suggests that young males 
seem especially prone to a severe neurode- 
velopmental form of schizophrenic illness 
associated with psychosocial problems oc- 
curring before the development of diagnos- 
able symptoms. Men with onset before the 
age of 25 have a higher incidence of severe 
schizophrenia of long duration and a 
greater association with poor social func- 
tioning before diagnosis (Castle et al., 
1993). However, women who develop the 
disease before the age of 25 have also been 
observed to show more severe symptoms 
than women who develop the disease later 
(Test, Burke, & Wallisch, 1990). 

Several lines of research seek to explain 
the different manifestations. Lewine (1981) 
proposed a model that attributes gender 
differences to two subtypes of the disease, 
one that generally affects men and one that 
primarily affects women. Goldstein and 
Tsuang (1990) suggested that gender places 
individuals at differing risks for developing 
the disease. Seeman ( I  988) hypothesized 
that women’s biochemistry, primarily high- 
er levels of estrogen, assists antipsychotic 
medication to mediate symptoms. 

Functioning 
Overall, women appear to have better 

treatment outcomes. They are less likely 
than men to be rehospitalized, have shorter 
lengths of stay if they return to the hospital, 
and remain in the community longer (An- 
germeyer, Goldstein, & Kuhn, 1990; Gold- 
stein, Tsuang, & Farina, 1989). Women dis- 
play higher social functioning on admis- 
sion and are more likely to be active in an 
occupational role and to be (and remain) 
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married after treatment (Golistein et al., 
1989). 

In a clinical sample, women with schizo- 
phrenic disorders were more likely than 
men to be parents, and they lived with and 
cared for their children for considerable pe- 
riods (Test et al., 1990). However, most of 
the mothers in this study were single, sepa- 
rated, or divorced, suggesting that the fi- 
nancial and child care issues that concern 
the general population of single parents are 
also factors for women with schizophrenic 
disorders. Women with a serious mental 
illness reported experiencing high satisfac- 
tion with the parenting role, and felt confi- 
dent in their parenting skills (Mowbray, 
Qyserman, & Ross, 1995). The women iden- 
tified many environmental barriers to ef- 
fective parenting, such as lack of financial 
resources and lack of social support. Stud- 
ies of the custody status of mentally ill 
mothers’ children suggest that most of 
these mothers have had to relinquish par- 
enting responsibility for at least some pe- 
riod (Coverdale & Arufo, 1989; Test et al., 
I990). 

Men and women have been found to dif- 
fer in their formation of conjugal families. 
Using the ECA data, Keith et al. (1991) 
found that men with schizophrenic disor- 
ders were more likely than women to re- 
main unmarried. However, when informal 
partnerships were included in a study of re- 
lationships using the same data, both men 
and women with schizophrenic disorders 
showed a high rate of partnership 
(Stromwall, 1996): 69% of men and 77% of 
women reported legal or informal partner- 
ships at some time in their lives, and differ- 
ences between the genders were not statis- 
tically significant. The partnerships were 
unstable, with more than 90% of those in 
relationships experiencing separation or di- 
vorce at some period. 

Do Women’s Neeis Direr From Men’s? 
Differences in the way women and men 

develop and experience schizophrenic dis- 
orders suggest that more men than women 

will develop such a disorder while con- 
nected to their family of origin, whereas 
more women will develop the disorder af- 
ter they have formed partnerships and be- 
come parents. Although the social roles of 
partnership and parenting appear to be of 
special importance to women, the family 
life-cycle stages are not gender-exclusive. 
If these roles have a disproportionate im- 
pact on women, it may be because their 
later age of onset and higher levels of func- 
tioning place them in later stages of the 
family life cycle. However, the lack of at- 
tention to the development of relationship 
skills has a disproportionate impact on 
those men who spend their adolescence 
and early adulthood struggling with severe 
schizophrenia. 

THE FAMILY LIFE CYCLE MODEL 
Current practice with respect to people 

with serious mental illness includes analy- 
sis of needs across normative life domains. 
It is the thesis of this paper that the domain 
of intimate family relationships can be 
readily and usefully described by means of 
a family life-cycle model (Carter & Mc- 
Gol&ick, 1989; Rolland 1994). Assessment 
of both individual and family functioning 
depends on knowledge of the current fam- 
ily life-cycle stage and its associated social 
roles and relationships within the family. 
Rolland’s extension of the normative Cart- 
er and McGoldrick model to families in 
which one individual has serious physical 
health issues has been useful for develop- 
ing this conceptualization of life-cycle 
stages in families in which a member has a 
schizophrenic disorder. 

Lefley (1996) has also used Carter and 
McGoldrick’s model for work with the se- 
riously mentally ill, but her emphasis is on 
its implications for caregivers. The present 
paper will delineate a greater range and 
complexity of family roles. People with 
schizophrenic disorders are not only recipi- 
ents of care; they take on normative famil- 
ial roles: they care for their own children 
and parents at the same time as they are 
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managing their psychiatric illness and ben- 
efiting from the caregiving roles of other 
family members. 

Schizophrenia's Impact 
The conceptual model presented in TABLE 

1 delineates five major family life-cycle 
stages and the normative tasks associated 
with each. The last column describes the 
complexities the individual and family are 
likely to experience when the illness mani- 
fests during this stage. 

Stage I: Single young adults. Develop- 
ment of a schizophrenic disorder interferes 
with completion of the typical tasks of the 
young adult-formal education, develop- 
ment of a productive employment history, 
and acquisition of skills necessary to form 
and maintain partnerships and conjugal 
families. Because schizophrenia has halted 
their educational and vocational develop- 
ment, and because of an ongoing need for 
social support from family, young adults 
are less able to separate from the family of 

origin. The formation of fewer partnerships 
in this group may also result from the more 
severe form of schizophrenia typified by an 
earlier onset and reduced social compe- 
tence (Goldstein, 1993). More men than 
women develop schizophrenic disorders at 
this stage, so the loss of early social experi- 
ences affects men disproportionately. 

Family impact may include continued 
residence with the family of origin, finan- 
cial support or need for health insurance 
coverage under a parent's policy, caregiv- 
ing, and social support. The social with- 
drawal that characterizes schizophrenia's 
negative symptoms undermines the devel- 
opment of intimate partnerships that typi- 
cally result in independent living. As nor- 
mative social support systems shrink due to 
overt symptoms and stigma, the opportu- 
nity for potential mates lessens. If an indi- 
vidual experiences an acute schizophrenic 
episode while in the first stages of a rela- 
tionship, it is likely that the relationship 
will end. Just as families of origin are dis- 

Table 1 
STAGES OF THE FAMILY LIFE CYCLE IN SCHIZOPHRENIC DISORDERS 

STAGE 

1. Single Young Adults 

2. Forming Partnerships 

3. Families with Young Children 

4. Families with Adolescents 

DEVELOPMENTAL TASKS 

Seperation from family of origin. 
Development of peer-, work-, part- 

Formation of conjugal system. 
Extended family includes partner 

nership relationships. 

Welcome children to conjugal rela- 

Take on child-rearing, financial, 

Extended family to indude children. 

tionships. 

household tasks. 

Nuclear family allows adolescent 

Parent focus on mid-life issues. 
Care for older generation. 

flexible boundaries. 

IMPACT OF DISORDER 

Parents involved with young adult child 

New partner with schizophrenic disorder 
has difficulty devoting energy to dyad. 

Partner w/out disorder may lose commit- 
ment. 

Young partner with schizophrenic disor- 
der may have difficulty relating to/caring 
for child. 

Partner must take on more responsibility 
for all adult roles in household. 

Young child's needs not optimally met. 

Parent with schizophrenic disorder needs 
care and support from partner and chil- 
dren. 

Partner's expectations for relief of care- 
giving not met. 

Adolescent child must take on adult roles. 

5. Families with Adult Children Renewal of partnership. 
Development of adult relationships 

Extended family includes child's 

Parent with disorder has continued need 
for support from partner and young 
adult child; separation difficult. 

partners to family due to stigma. 

with children. 

partner. 

Note. The model is adapted from Carter and McGoldrick (1989) and Rolland (1994). 

Young adult child may not admit potential 
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tressed by symptoms, so too are potential 
partners who choose to end a nascent rela- 
tionship. Shrinking support systems of in- 
dividuals and families result in greater de- 
mands on the family itself. 

Stage 2: Forming partnerships. Those 
who experience the onset of schizophrenic 
disorders after entering into committed re- 
lationships can be predicted to have prob- 
lems in the formation of their conjugal 
family (Anderson & Holder, 1989). The 
overwhelming demands of the schizo- 
phrenic disorder, like those of any illness, 
may reduce the amount of emotional en- 
ergy available to partners in forming a 
durable bond. Simultaneously, stress over 
the well partner’s long-term commitment 
to the relationship may affect psychiatric 
outcome. Anderson and Holder have iden- 
tified stress arising from relationship issues 
as a particular problem for women with 
schizophrenic disorders. 

In both Stage 1 and Stage 2, women have 
reproductive health needs that may be 
missed by mental health systems. Women 
typically develop the disease three to four 
years later than men, giving women more 
time to complete the developmental tasks 
of separating from the family of origin, 
completing education, beginning a work 
history, and forming an independent social 
support system. Many have already taken 
on the developmental tasks of partnership 
and formation of their own household be- 
fore developing their illness. Women who 
develop schizophrenia in either of these 
stages have more opportunity to assume 
and complete developmental tasks after the 
onset of symptoms because of women’s 
generally higher functioning (Goldrtein & 
Tsuang, 1990). Thus, clinicians should note 
that women with schizophrenic disorder 
have the same needs for reproductive 
health care as do all women at this time of 
life (Coverdale & Aruflo, 1989; Handel, 
1988), an issue too rarely addressed in men- 
tal health settings. 

As new partnerships form, more people 
are affected by the illness. When a spouse 

develops a chronic or life-threatening 
physical illness, society expects the partner 
to remain supportive. However, when a 
spouse develops a psychiatric illness, the 
partner may not feel the same social obli- 
gation. Stigma and lack of information 
about the disorder may provide reasons for 
the partner to abandon the relationship. For 
example, the partner may be confused by 
symptoms, without understanding their 
source, or may attribute the symptoms to 
normative concerns, such as relationship, 
parenting, or work problems. Where rela- 
tionship difficulties have been present in 
the past, or where the spouse projects 
blame, the partner may even feel responsi- 
ble for the spouse’s symptomatic behavior. 

Stage 3: Families with young children. 
Here, individuals begin families by bearing 
children and caring for them. Early in the 
process, parents typically experience high 
stress when the intense demands of young 
children are added to the burdens of em- 
ployment and the need to develop a social 
network. More women than men develop a 
schizophrenic disorder after becoming par- 
ents because of their later age at onset. 
However, there is considerable evidence 
that these women do not receive much sup- 
port fiom either the mental health or child 
welfare systems for their existing roles as 
parents (Apfel & Handel, 1993; Bachrach, 
1988a, 19886; Coverdale & Aruflo, 1989; 
Mowbray, Oyserman, & Zemencuk, 1995; 
Zemencuk, Rogosch, & Mowbray, 1995). 
Since stress is a factor in the management 
of mental disorder, services and supports 
for parents with schizophrenia are greatly 
needed. 

Those with onset of schizophrenic disor- 
ders before this stage may also become 
parents. Obtaining needed services outside 
the mental health system can be problem- 
atic when service providers do not under- 
stand the disorder. Negotiating the health 
care system for support during pregnancy 
and childbirth is an issue of particular con- 
cern for women (Mowbray et al., 1995; 
Rudolph, Larson, Sweeny, Hough, & Aror- 
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iun, 1990). Both men and women must deal 
with the child protective service system 
when issues arise regarding their ability to 
parent (Nicholson & Blanch, 1995; Zemen- 
cuk et al., 1995). These parents must often 
weigh the need for inpatient treatment of a 
developing schizophrenic disorder against 
the need to remain in the household and 
care for children. Faced with the prospect 
of leaving home and relinquishing respon- 
sibility for their children, parents may re- 
sist treatment. 

Studies of mothers with a mental illness 
have identified many environmental barri- 
ers to effective parenting, such as lack of 
financial resources and social supports 
(Mowbray et al., 1995). Many mothers with 
a mental illness appear to have relin- 
quished parenting responsibility for at least 
some period (Coverdale & Arufo, 1989; T a t  
et al., 1990). Child protective service work- 
ers in a California study estimated that 
60%75% of mentally ill mothers referred 
to their department would lose custody of 
their children (Bazar, 1990). The circum- 
stances around loss of custody, and wheth- 
er loss of custody results in loss of contact 
with the child, are less clear (Mowbray et 
al., 1995). 

When the person with the schizophrenic 
disorder has been the primary caregiver for 
the family’s young children, the partner 
must assume these responsibilities or seek 
the assistance of extended family or out- 
side services. Partners who are faced with 
taking on many roles typically shared by 
adults in the household (e.g., financial sup- 
port, child care, maintaining the home, 
community involvement) may experience 
the stresses common to single parenthood, 
in addition to the burden of caring for the 
ill spouse. The presence of young children 
in the family can affect decisions about 
staying in the relationship: perceptions of 
the illness’s effect on children can become 
reasons for sustaining or dissolving the re- 
lationship. 

Young children may find their environ- 
ment chaotic and inexplicable if the par- 

ent’s symptoms include overt delusions or 
frequent hallucinations (Webster, 1992). 
The parent with a schizophrenic disorder 
may have trouble both relating to and car- 
ing for a child, depending on the unique 
characteristics of the disorder. In some 
cases, symptoms may cause behavior that 
is interpreted as (or actually is) dangerous 
to the child. Simultaneously, beliefs about 
the capacities of individuals with schizo- 
phrenia affect decisions about parenting 
capabilities. Family members or outside 
authorities may believe that schizophrenia 
prevents effective parenting in all situa- 
tions, even when symptoms are well man- 
aged. Well intended but overly cautions in- 
terventions, including the removal of chil- 
dren from parents when it is unwarranted, 
can cause permanent suffering for all par- 
ties. 

Stage 4: Families with adolescent chil- 
dren. In this stage, parents normally expect 
some relief from intense demands of young 
children. They also expect time for renewal 
of the spousal relationship. As is common 
with any chronic illness, schizophrenia in- 
terferes with normative expectations. Ado- 
lescent children who do not understand the 
nature of the psychiatric disability, or who 
experience social stigma, may reject the 
parent. Consequently, just when the person 
with a schizophrenic disorder needs more 
support from the partner and child, there 
may be less available-or it may come at 
significant cost to the relationship. 

Parents of adolescent children may also 
care for older relatives. When a psychiatric 
disorder prevents or limits their caring for 
elders, women in this stage of the family 
life cycle may experience feelings of guilt 
or inadequacy. Caregiving roles with re- 
gard to these elders may not be abandoned, 
however, and the stress of undertaking 
them may contribute to psychiatric out- 
come. 

For the partner, child care demands may 
be reduced, but continued care for the dis- 
abled partner adds to relationship stress. 
Nonnative caring for the older generation 
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further compounds the stressors at this 
stage. Partners who earlier had chosen to 
maintain the family system for the sake of 
the children, may find their motivation to 
be weaker at this stage, making divorce or 
separation more likely. 

Adolescent children’s normative needs 
to separate from the family can be under- 
mined if the parent requires assistance. The 
family may expect the adolescent to take 
on caregiving and other adult roles in the 
household. Adolescents in these circum- 
stances may also withdraw from peer rela- 
tionships due to stigma. They may forgo 
educational or vocational objectives in or- 
der to remain at home, particularly if the 
parental relationship ends at this time. If 
the family does remain intact, its bound- 
aries are likely to become more rigid, mak- 
ing it difficult for the young adult children 
to introduce their own partnership relation- 
ships into the extended family. In effect, 
the last two stages blur into one, as the fam- 
ily struggles with its developmental tasks. 

Stage 5: Families with adult children. 
Here, the family shrinks to the partners 
and, in some cases, adult members (parents 
or children) who require care or support. 
Developmental tasks include renewal of 
the partnership, forging of adult relation- 
ships with children, and inclusion of adult 
children’s partners in the extended family. 
Onset at this stage has particular implica- 
tions for family life. The clinical profile of 
late-onset schizophrenia, beginning after 
the age of 45, includes more paranoid 
symptoms. This symptom type can alienate 
the family and the support system, particu- 
larly if the paranoid beliefs are directed at 
them; e.g., the individual is suspicious of 
family members as a result of the disorder. 
Since more women than men develop a 
schizophrenic disorder during this family 
life-cycle stage, women may need support 
and care from adult children, as well as a 
partner with realistic expectations. The 
stigma of mental illness often precludes 
family members from behaving as they 
would when a mother develops any other 

chronic illness. The family can become 
more insular, moving away from natural 
support systems. Additionally, natural sup- 
port systems themselves may withdraw due 
to misunderstanding of the nature of the 
disorder. For example, a friend may be- 
lieve that accusations about the relation- 
ship are interpersonal dimculties when 
they are paranoid symptoms of schizophre- 
nia. This set of dynamics exacerbates the 
difficulties of the person with schizophre- 
nia in meeting her needs for connection 
with her partner, relations with her adult 
children, and inclusion of her children’s 
partners in the family. 

IMPLICATIONS FOR PRACTICE 
Practitioners can use the family life cycle 

as a framework for assessment and evalua- 
tion, clinical interventions, and program 
planning in work with individuals with 
schizophrenic disorders. Services specific 
to different stages of the family life cycle 
include: information about partnership 
(Stage 2) and parenting (Stages 3,4) role& 
collaborative involvement of partners 
(Stages 1 4 )  and children (Stages 2-5) in 
psychoeducational programs and support 
groups, and collaboration between practi- 
tioners working in child welfare and in 
mental health. 

Improving the ability of those with schiz- 
ophrenic disorders to handle their roles as 
partners and parents through specific inter- 
ventions may ease stress, foster more per- 
manent relationship, and reduce the possi- 
bility of relapse. A focus on clients’ family 
life-cycle stages broadens outcome beyond 
overt symptomatology, general social skills, 
and employment. Competent functioning 
in family roles is as important to clients as 
more traditional psychiatric outcomes. 
Family life-cycle assessment can also assist 
in identifying previously unrecognized 
strengths. 

Clinical and Programmatic Interventions 
Partnership. For both men and women, 

spousal relationships, often a key compo- 
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nent of life satisfaction, involve issues of 
sexuality, sexual orientation, reproductive 
health, genetics, and choice of intimate 
partners. Although many psychosocial re- 
habilitation programs incorporate training 
in social skills that can enhance the ability 
to develop intimate relationships, such pro- 
grams rarely cover such common concerns 
as coercion, sexual orientation, contracep- 
tion, and sexually transmitted diseases. 
These can be critical issues for women who 
are susceptible to rape and for whom preg- 
nancy has such significant implications. 
Additionally, potential parents may have 
concerns about the implications of the 
schizophrenic disorder that should be ad- 
dressed in genetic counseling. 

Just as people require specific skills to 
initiate and manage early stages of roman- 
tic relationships, they must call on different 
skills to maintain ongoing committed rela- 
tionships. Supporting client efforts to ac- 
quire and employ clear communication 
strategies, reasonable expectations, and 
mutuality in decision-making is a key com- 
ponent in supporting their efforts to de- 
velop and maintain a partnering role. 

With some exceptions (Mannion, Mues- 
er, & Solomon, I994), psychoeducational 
programs for families are primarily ori- 
ented to clients’ families of origin. The 
egalitarian nature of the partnership rela- 
tionship and its voluntary commitment 
suggests that partners’ needs are different 
from those of parents of adult children with 
schizophrenia. Although basic principles 
of illness management, communication, 
and problem-solving may remain the same, 
the social support component of psychoed- 
ucational programs can be enhanced by 
specific programs for partners. 

Parenting. It is now generally agreed 
that practitioners should include all of the 
family members affected by schizophrenia 
in any assessment and evaluation effort. In 
particular, clients’ children need attention 
as they learn to cope with the disruptions 
and differences in parenting. A parent’s 
psychiatric disorder will not affect all chil- 

dren equally. Children’s resilience when 
parenting is disrupted varies, as does these 
parents’ degree of disability in the parent- 
ing role. 

Among interventions for clients with 
schizophrenia that aim to build skills, few 
focus on parenting, although this is a 
highly valued role to those with psychiatric 
disorders (Nicholson & Blanch, 1995). Ex- 
isting efforts to enhance parenting skills 
(Webster-Stratton & Herbert, 1994) could 
be incorporated to meet the specific needs 
of parents who have schizophrenia. These 
group-based interventions typically in- 
clude both didactic information on child 
development and discipline strategies, as 
well as opportunities to practice new mod- 
els of interaction with one’s children. Par- 
ents with schizophrenic disorders may 
need additional assistance in developing 
support systems around their role as par- 
ents. Children can also be helped through 
psychoeducational interventions. Informa- 
tion, a supportive and encouraging adult, 
bibliotherapy, and group work can provide 
clients’ children with needed help. Practi- 
tioners should tailor their content and for- 
mat to meet the requirements of the child’s 
developmental level and focus on the par- 
ent’s particular symptoms and disability. 

Traditionally, research on child rearing 
among the mentally ill was limited to clini- 
cal studies analyzing the effects of moth- 
ers’ parenting deficits on the child’s behav- 
ior or emotional health (Cohler & Musick, 
1984; Goodman & Brumley, 1990; Web- 
ster, 1992). More recently, several articles 
have addressed parenting competency and 
needs from the point of view of the men- 
tally ill mother (Mowbray et al., 1995; Oy- 
serman, Mowbray, & Zemencuk, 1994). In 
supporting the parenting role of clients 
with schizophrenia, mental health profes- 
sionals should include collaboration and 
coordination with child welfare agencies. 
Child welfare workers who do not under- 
stand the nature of a parent’s mental illness 
cannot appropriately support these fami- 
lies. In-service training in schizophrenia, 
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particularly emphasizing variations in b c -  
tioning and teaching skills in assessing 
dangerousness (Louis, Condon, Shute, & 
Elzinga, 1997), could have a significant im- 
pact on clients and their children. At the 
same time, mental health practitioners who 
do not understand the value clients place 
on their parenting role cannot appropri- 
ately support their client's recovery. 
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