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nlEORY & REVIEW 

MOTHERHOOD FOR 
WOMEN WITH SERIOUS MENTAL ILLNESS: 

Pregnancy, Childbirth, and the Postpartum Period 

Carol T. Mowbray, Ph.D., Daphna Oyserman, Ph.D., Judith K. Zemencuk, M.A., 
Scott R. Ross, B.S. 

Although women with serious mental illness have normal fertility rates, the 
literature points to multiple risk factors and a paucity of emotional and economic 
support during the initial phases of parenthood. Since most research hasfocused 
on child outcomes, the extent and nature of parenting problems experienced by 
these mothers are not adequately understood. An emphasis on the context of 
parenting and the meaning of pregnancy and childbearing to these mothers is 
called for and implications for research and clinical practice are discussed. 

D emographic trends and de institutional­
ization are among the reasons for the 

great increase in the number of persons 
with serious mental illness (SMI) who are 
now living in the community (Johnson, 
1990). SMI refers to long-tenn, persistent 
mental illness, usually encompassing diag­
nostic categories of schizophrenia and re­
lated disorders plus major affective disor­
ders, combined with utilization of intensive 
fonns of mental health services for a period 
of more than one year. The tenn "seriously 
mentally ill" is preferred over the fre­
quently used "chronically mentally ill" by 
psychiatric consumer groups. 

In community-based life, it is often nec­
essary to confront developmental tasks and 

life crises that might not have arisen in in­
stitutional environments, among them a 
greater likelihood of being involved in sex­
ual activity and, for women, becoming preg­
nant and bearing children (Apfel & Handel. 
1993; Miller, 1992). It is thus important 
that women with a serious mental illness 
(SM!) be as knowledgeable as possible in 
these areas and that service providers 
should make these concerns an important 
focus for intervention. 

Novelists have presented accounts of 
motherhood and madness that reflect the 
significance and diversity of this experi­
ence. Pregnancy has been seen as a loss of 
confidence in one's own body or even total 
loss of control over one's physical being. It 
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22 MOTHERHOOD FOR THE MENTALLY ILL 

can be seen as a forced accommodation to 
an internal rhythm of life that is not in har­
mony with one's own, or as subjection to 
the tortures of delivery. On the other hand, 
motherhood may also be seen as an op­
portunity for positive self-endorsement 
through creativity, as a chance to reinte­
grate the fragmented parts of the self, order 
and focus life's tasks, affirm life, overcome 
stigma, and experience an emotionally rich 
and rewarding role-even rebirth (Apfel & 
Handel, J993; falom, J975). Yet, pub­
lished research on seriously mentally ill 
women, particularly in regard to parenting, 
is notably lacking (Mowbray & Benedek, 
J986; Test & Berlin, J98J; Wahl & Hun­
ter, J992). Greater knowledge in this do­
main is vital for several reasons. Parenting 
is a central life task of adulthood, and preg­
nancy, childbirth, and the postpartum pe­
riod mark the often stressful entry points 
into the parent role. In addition, dysfunc­
tional parenting and parental psychiatric 
disorder have often been linked to psychi­
atric and behavioral problems in children 
(Benn, J994; Gizynski, J985). To help as­
sure effective parenting and to reduce the 
possible disruptive effects of a mother's 
mental illness on her children, a better un­
derstanding of the experience of mother­
hood and of maternal functioning, needs, 
and concerns must be reached. 

To determine what is known concerning 
pregnancy, childbirth, and the postpartum 
period for women with SMI, this article ex­
amines demographic data for the frequency 
of motherhood in this popUlation. A psy­
chiatric rehabilitation framework (Wallace, 
J986) is then used to put this information 
into perspective, examining: J) the envi­
ronmental circumstances or demands that 
form the context within which the mother­
ing takes place; 2) maternal competency 
and coping; and 3) emotional, informa­
tional, and economic resources and sup­
ports available to the mothers. Results ob­
tained by studies on pregnancy and child­
birth and on the postpartum period are pre­
sented. Implications for practice are dis-

cussed, as are recommendations concern­
ing future research directions. 

RESEARCH BASE 

Computerized literature searches on par­
enting and related experiences for women 
with SMI were conducted for the years 
1983-1992. A total of 36 research articles 
involving primary data collection were lo­
cated, along with reviews and epidemio­
logical studies. The primary data studies 
are summarized in TABLE 1, in terms of par­
ticipants' demographic characteristics (age, 
race, socioeconomic status (SES), marital 
status, age and number of children, when 
available); diagnosis, symptomatology and 
their determination; and the sources from 
which study participants were obtained. 

The limitations of the research base are 
evident from the table. Many of the studies 
use small convenience samples, over-rep­
resenting white and married women. Most 
use research participants from psychiatric 
treatment settings, usually inpatient, rather 
than individuals with a psychiatric history 
who are currently functioning in the com­
munity. This sampling strategy can bias re­
sults to emphasize dysfunction, deficits and 
problems among respondents. Omission of 
untreated persons with mental illness in the 
community may promote biases towards 
compliance and more acceptable behavior. 
Several of the studies not involving treat­
ment populations were conducted outside 
the United States, so that generalizations to 
U.S. populations may be problematic. As 
can be seen in TABLE 1, one research study 
used International Classification of Dis­
eases (ICD-9) (US. Department of Health 
and Human Services, J99J) and a few uti­
lized Research Diagnostic Criteria (ROC) 
(Spitzer, Endicott, & Robins, J98J) for di­
agnoses. Many others utilized DSM Ill, but 
were not specific as to the reliability of the 
assessment or used diagnoses from treat­
ment records. This heterogeneity of study 
samples is cause for concern in interpreting 
differences but, where findings converge 
across several different sites and methods, 
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STUDY 

Bagedahl-Strinlund 
(1986a, 1986b) 

Buist et al. (1990) 

Coverdala & Aruffo 
(1989) 

DeChilio et al. (1987) 

Dowlatshahi & Paykel 
(1990) 

Field (1984) 

Forcier (1990) 

Friedman & Harrison 
(1984) 

Goodman & Emory 
(1992) 

Gotlb et al. (1989) 

Gotlib et al. (1991) 

Hopkins et al. (1987) 

Table 1 

SUMMARY OF STUDIES ON MENTALLY ILL MOTHERS 

SUBJECTS SOURCE DIAGNOSISISYMPTOMS PERIOD COVERED 

N=177, Control=l77 Grps All women in Stockholm ROC diagnosis: 27.2% mood dis- Pregnancy-l yrpos1partwn 
matched on de~lI8ry date, (Sweden), giving bIr1h 1976- order,19.2%unspecifiedfunctional 
obst & neonatal dept, cach- 77, admitled ., any psych- psychosis, 12.4% schizoplnnia, 
ment area; age (M), birth pow- ialric depar1ment in region. 3.9% schizoallectill8, 37.3% oCher 
ity, sex 01 newbom, marital psychialric disorder. 
staU.P9!~oIindex: 27.8yrs. 

N=47 (mothers, 3 adrri1led Adrrissions., a moIher-baby DSM-Ilf diagnosis (by consultant 6.7-16.5 wks. pos1partwn 
twice). Age range: 1 ~ yrs. unit in an Aus1raIia psychialric ~ 38.3%" deprassiJ1, 
74% 11IlW!ied. 44 infants (35 hasp. over 51-month period. 29.8% sctizoptnribm, 17.1% 
female). sctizoplnnia, 8.5% bipoIir, 4.2% 

anxiety, 2.1 % not diagnosed. 

N=80. Age (M): 31 yrs. 59% 
white, 41 % nonwhite (mostiy 
bIack).I6% I!IIIIIed. 51% prevo 
I1IlW!ied at least once. 

Outpatients of publicly-funded DSM-III diagnosis: 50% schizo- Retrospective study (single 
county MH clinic. phrenia, 28% major atIective, 11 % data collection, chid age vow-

schizoallective, 11 % other. led) 

Chart reviews, 121: 55% Ie- Private vol. leaching hasp. 
male. 32% 11IlW!ied, 31 % nev-

55% m~ aIIective; 16% schiz- Less than 3 ttvough 18 yrs 
ophrenic; 12% substance abuse; 

er married, 36% prevo _- 11% organic mental disorder, 
lied. SES: 46% I Of II, 16% III, personality disorder, anxiety, Of ad-

3% IV. No. children in home: justment disorder, 5% schizo-
66% none Of not noIed, 17% aIIective Of atypical. 
one, 13% two, 3% threeIIour. 

N=33, CoIta=33. Qps math- Consec. admissions to two ICD-9 diagnoses: 36% depression, N. 3 mos. postpartwn 
ed on age, birth parity, marital mother-and-baby in-patient 27% schizoallective, 9% schizo-
status, ethnicily. Age (M): 28 units, South London, England plnnia, 18% mania, 9% other. 
yrs. 78% white, 22% non-
white. 

N=12, CoIta=I2, Qps math- Obst social worker referrals 
ed on age, birth parity, SES, at university hasp. 

Depressed: Beck Depression In- N. 3 mos. pos1partwn 
I18ntlry score 16 Of abow. 

educ. lois: age 27.2, parity 
23, edue. 11.8 yrs. 

N=16. Age range: 20-40 yrs. Inpatient psychialric unft of Psychotic behavior, himry 01 psy- Pregnancy & &arty pos1partwn 
12.5% 11IlW!ied. gen. hasp. chialric hospitalizations. 

N=20, Control=15. Age (M): 
30.8 yrS. 80% black, 10% 
white, 10% Hispanic. 15% 
married, 75% single, 10% 
div./Widowed. 

Patients: female acute psy- DSM-III criteria fer schizophrenia. 
chiebic inpatient service. C0n-
trols/normal volunteers: mi-
nority female employees at 
several hasps. 

Retrospective study (single 
data coIec1ion, child age vow­
led) 

N=85, Control=31 (mother­
child pairs). 93% black, 75% 
single. Predom. low SES 

Inner-city outpatient clinics. DSM-III-R diagnosis: 67% schizo- Bir1II-5 yrs 
phrenic, 33% depressiw. 

N=295. Age range 16-40 yrs, 
AI: 17.8 yrs. 90% white, 10% 
nonwhite. Occ. staIus: 27.3% 
low, 53% middle, 19.7% high. 

Outpatients 01 obst dept of ROC diagnosis, major Of minor de- N. 23.8 & 35.9 wks. 01 prag­
urban hasp., private practice. pression: 10.2% at pregnancy, nancy; at 4.2 wks. pos1partwn 

3.4% at pos1parturn 

N= 730 (outpatients). Depres- Pregnant patients of obsl ROC diagnosis, major Of minor de- N. 23.1 wks 01 pregnancy; at 
sives and nondepressill8s dept of large, urban Cana- pression: 10.3% at pregnancy, 4.5 wks. postpartum 
matched on age, marital sta- dian hasp., private practices. 4.9% at pos1partum. 
Ius, no. of children in home; 
depressives had fewer yrs of 
fcrmaI edue. 

N=75 (depressed). Age (M): As aboll8. 
27.6 yrs. 93.3% 11IlW!ied. 
Edue. (M): 13.5 yrs. No. chil-
dren in home: 40% none, 
37.3% one, 17.3% two, 5.3% 
three Of more. 

As aboll8. As aboll8. 

N=25, Contrnls=24. All white, Patients on routine oIIice vis- ROC criteria fer major Of minor de- 6-11 wks. postpartum. 
11IlW!ied, primip;wous, middle its., I. obst practice. pression (excluded those wfth 
class. depressive onset during pneg­

nancy). 
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24 MOTHERHOOD FOR THE MENTALLY ILL 

Table 1 

SUMMARY OF STUDIES ON MENTALLY ILL MOTHERS (Continued) 

STUDY 

Krener at al. (1989) 

Martin at al. (1989) 

Mcevoy at at. (1983) 

McNail at at. (1983, 
1984) 

McNail at al. (1985) 

MaHzar & Kumar 
(1985) 

Miller (1990) 

Millar at al. (1990) 

Muqtadir at al. (1986) 

Naslund at al. (1985) 

O'Hara (1983), 
O'Hara et al. (1986) 

SUBJECTS 

N=27. Age (M):26.4 yrs. 39% 
maried. 90% lowest SES 

SOURCE DIAGNOSISISYMPTOMS PERIOD COVERED 

Obsl clinic, other convnunity DSM-III-R diagnoses: 30% schiz­
sources. ophrenia, 30% allective unipolar, 

19% allective bipolar, 21% atyp~ 
cal psychosis. 

Late pregnancy 

N=88, CootrcI=80. Mother-and-baby psychiabic ROC diagnosis: 43% depression 15 mos.: pregnancy through 
un~ & maternity unit of univer- wA schizoallective disorder, 57% postpartum 
sity hosp. other. 

N=23. Age: range 20-58 yrs; 
1.1 33 yrs. 52.2% had prevo 
births. Children up 10 9 yrs 
age. 

Inpatients in chronic care unil DSM-II/ criteria for chronic Retrospective study (single 
schizophrenia. data collection, ch~d age var­

ied) 

N=88, CootrcI=lD4. Age (M): 
28.7 yrs 64.8% naried, 26.1% 
unmarried, 9.1% div./Wid­
owed. 

Prenatal clinic, par1 of com- Diagnosis by project psychia- Pregnancy 
prehensive med. system in trists: 20.4% postpartum psy­
SIlUhemSweden.1973-1977. chosis, 19.3% schizophrenia, 

19.3% other psychoses, 17.1% 
cycloid psychosis, 17.1% affec­
tive disorder, 6.8% psychogenic 
psychosis. 

N--48, Control=80 (at 3.5 Prenatal c~nic, Sweden. 
mos.). N=52, Control=79 (at 6 

3.5 mos. sample: 29.2% nonen- N 3.5 & 6 mos. postpartum 
dogenous psychosis, 27.1% af-
fective disorder, 22.9% schizo-
phrenia, 20.8% cycloid. 6 mos. 

mos.). Grps malched on ma-
ternal parity, age, status at 

sample: 28.9% nonendogenous 
psychosis, 26.9% schizophrenic, 

pregnancy (when pass.), s0-

cial class. 
25.0% affective disorder, 19.2% 
cycloid. 

N=142. 63% primiparous. Case notes of admissions ROC diagnosis: 44.3% major & To 1 yr. postpartum 
with infant10psychiabichosp. minor depression; 23.9% manic 
in G. Britian wIn 12 mos. of disorders; 11.9% schizophrenic 
childbirth. disorders; 9.2% cyclothymic or 
40% with history of psychi- anti-social personality, unspeci-
abic ~Iness. lied functional psychosis; 4.2% 

generalized anxiety; 6.3% unclas­
sifiable. 

N=26. Age (M):31.6 yrs. Consec. admissions 10 inpa- DSM-II/-R Diagnosis: 57.8% Pregnancy 
58.3% black, 41.7% white. tient program for pregnant schizophrenia, 19.2% major 
25% maried, 66.7% single, mentally il women in a l-yr. mood dis., 7.7% personality dis-
8.3% div. 100% unemployed. period. Data from charts, stall order, 7.7% adjustment disorder, 

interviews. 3.8% schizoaflective, 3.8% or-
ganic syndrome. 

N=57 admissions (ef 47 pa- Psychiabic charts of pregnant DSM-II/ diagnosis: 32% schizo- Pregnancy 
tients). Age: range 15-42 yrs, patients of psychiabic units, plvenia, 27% adjustment disor-
1.1 26.4 yrs. 58.3% black, 1982-1988. der, 18% substance abuse, 9% 
41.7% white. 34% married, Obsl follow-up determined depressive or bipolar disorder, 
52% single, 11% div./sep., through chart review and/or 7%conductdisorder,5%schizo-
2%...a-l84% IIIBf1lIIoyed. phone contacl allective, 2% atypical psychosis 

N=10. Age: range 22-37 yrs, Admissions 10 a medical-
1.1: 29 yrs. psychiatric un~ in general 

hosp. 

N=42, Control=60 (at 3 wks.). Prenatal clinic, Sweden. 

N=51, Control=78 (at 6 wks.). 

Grps. matched on matemal 
parity, age, social class, ~ 
tal status. 

DSM-II/ diagnosis: 60% schizo­
phrenia-paranoid, 20% schizo­
phrenifonn, 10% schizophrenia­
related, 10% brief reactive psy­
chosis. 

3-wI<. sample: 31.0% nonendoge­
nous psychosis, 26.2% schizo­
phrenia, 26.2% atfective disorder, 
16.5% cycloid. 6-wI<. sarnple: 
35.3% nonendogenous psycho-
sis, 27.5% schizophrenia, 19.6% 
atfective disorder, 17.6% cycloid. 

Pregnancy 

N 3 & 6 wks. postpartum 

N=99. Age (M): 26.5 yrs. 98% Ob.-Gyn. clinic, private prac- ROC criteria for major or minor 2nd trimester-9 wks. postpar-
white. tices. depression: 9% at 2nd trimester, tum 

12% at nine wks. postpartum. 
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Table 1 

SUMMARY OF STUDIES ON MENTALLY ILL MOTHERS (Continued) 

STUDY SUBJECTS SOURCE 

P8lSSOfI-Bienoow at aI. (1984) N=51, CcmF71 Gpo "'*"- Prenatal clinic, Sweden. 
ad on malsmal parily, age, 

OIAGNOS/SJSYMPTOMS PERIOD COVERED 

Diagnosis by project pscyhiatists: AI. 3 days poslpartum 
37.2% nonendogenous psychosis, 

Pfost at aI. (1990) 

Philipps & O'H;n (1991) 

Rogosch (1987) 

Rudolph et aI. (1990) 

Slain et aI. (1989) 

StewlWt (1989) 

Thiels & Kumar 
(1987) 

Verhulstetal. (1981) 

watson et aI. (1984) 

social class, rmritaI -.s. 21.6% schizophrenia. 21.6% aIIee· 
tive ilness. 19.6% cycloid psychosis. 

N=69 (pregnant women). ArJa Lamaze classes, Ob.-Gyn. Beck Depression InventDry antop •• AI. 8th mo. of pregnancy and 
(1.4): 27.7 yrs. 100% whi1ll. doc1cB. tIMn score (M)=7.8. at 1 mo. poslpartum 
95.7% manied. 49.3% mu1ti-
parous. Educ. (M): 14.4 yrs. 
Income (MD): S30lt 

N=70. Age (M): 31.4 yrs. Ob.-Gyn. public clinic. two prj. RDC diagnosis, major or minor de- 4-112 yrs. foIow-up study 
98.6% while. 91.5% manied, vate practices. pression. 
8.5%sepJdiv. Educ. (M):15.7 
yrs. 47% employed. 

N=48. ArJa: range 17-50 yrs, Inpatients of state psychiatric Hospital diagnosis: 65% schizophre- Retrospective study (single 
M 31.4 yrs. 65% black, 35% hasps. nia, 21% allective disorders, 13% data collection, child age v.· 
white. 21% now married, schizoallective. led) 
52% never married, 27% 
sep./div. M~ low SES 
No. children (M): 2.1 

N=35. ArJa range: 28-33 yrs. Mad. records of acute short· Hospital medical records: 66% Pregnancy 
68% white, 17% Native stay hosp., 1979-1984. schizophrenia, 26% atypical psy· 
Amer., 6% black, 6% Asian, chosis, 8% manic-depressive. 
3% Hisp. 9% manied, 82% 
single, 9% cohabilating. 

N=24 (with postnatal depres. Adnissions III hasp. antena- Montgomery Asbe'll Depression 6-lI weeks before deivery; 
sion, of 483 assessed) tal clinic, Oxford, E~. Scale, General Health Questionnaire, foIow·up 3 mos. poslpartum 

Pnesent S1aIe Exam: depression 

N=32 (joint admissions wi in- Admissions III a Canadian DSM-III diagnosis: Mother~nfant ad- 7-10 days poslpartum 
fant). N=26 (mother-only ad- general hasp. psychiatric unit missions: 56.3% major atIec1ive, 
onssions). with occasional mother~nfant 28.1% schizopl1renialschizophreni· 

patients. form, 9.4% aypicaI psychosis, 3.1% 
anxiety disorder, 3.1% mental reIa" 
dation. Mother·only admissions: )5 
major allective, 26.9% schizophre­
nialshcizophreniform, 3.8% atypical 
psychosis, 0% anxiety disorder, 
7.7% mental reia'dation, 0% pers0n­

ality disorder, 61.5% sub. abuse. 

N=26. Age range 19-37 yrs., Inpatients of mother·and· ICD·9 diagnosis: 46.2% schizo· To 1 yr. postplWtum 
M28yrs.lnfants'age(M):9.5 baby unit, G. Britian. 17 in- phrenic, 26.9%aflective psychoSiS, 
wks. rants less than 4 wks. 23.1 % neurotic disorders, 3.8% drug-

induced psychosis. 

N=12. Age: range 21-45 yrs, VoIum.y inpatient treatment DSM-III criteria for schizophrenia 
M 33 yrs. 17% sep.ated, unil 
33% single, 42% divorced, 
8%lI18ITied. 

Retrospective study, (single 
data collection, child age v.­
led) 

N=128. 82% II18ITied. 53% Antenatal cfinic, S. London, IDC diagnosis, aIIective disorder. 4% Pregnancy-1 yr. poslpartum 
planned preg. 73% white, 1977-1978. at pregnancy, 12%atpos1natal. 
14% West Indian. 

more confidence in conclusions may be 
warranted. 

69%), only a minority of women do not 
(25%-45%) (National Institute of Mental 
Health, 1986). Women with SMI are also 
less likely to be childless than men (Saug­
stad, 1989). Epidemiological studies have 
consistently found that women, compared 
to men, are more likely to have a later aver-

Demographic Data 
National weighted estimates have re­

vealed that while a majority of men with 
serious mental illness never marry (54%-
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age age of onset of severe psychiatric 
symptoms-27 years versus 21 years for 
DSM-JII schizophrenia (Gottesman, 1991), 
25 versus 23 for unipolar depression, and 
20 versus 18 for bipolar disorder (Burke, 
Burke, Regier, & Rae, 1990). Women are 
thus more likely to be sexually active and 
become parents prior to the onset of their 
illness. Furthermore, many women with 
SMI in treatment have children: 45% of fe­
male Intensive Case Management clients in 
New York (Final Report: Task Force on 
Mentally III Parents With Children, Febru­
ary 25, 1993; A. Blanch, personal commu­
nication), 4l.9% of women admitted to 
San Francisco General Hospital's psychi­
atric unit. In fact, birth rates among men­
tally ill women now appear to be approach­
ing those for the general population (Apfel 
& Handel, 1993). 

Evidence from clinical research comple­
ments these findings. Thus, in a sample of 
12 female schizophrenic patients between 
21 and 45 years of age (M=33), only four 
were single; the remaining women were 
married, separated, or divorced. Age at 
first intercourse for these women ranged 
from 12 to 25, and the little clinical re­
search that has been done on sexuality sug­
gests that women with SMI are likely to be 
sexually active, although casual sexual en­
counters often come to replace stable sex­
ual relationships (Verhulst & Schneidman. 
1981). Sexual intercourse within the last 
year was reported by 73% of female outpa­
tients interviewed by Coverdale and Aruffo 
(1989). Of these women, 72% reported in­
tercourse during the prior three months. 
Similarly, McEvoy, Hatcher, Appelbaum, 
and Abernethy (1983) found that the ma­
jority of women with chronic schizophre­
nia in their study reported both an interest 
in sexual activity and actual sexual inter­
course during the previous three months, 
including time hospitalized. Nursing staff 
corroborated this high level of sexual activ­
ity (McEvoy et aI., 1983). Finally, many 
women in Friedman and Harrison's (1984) 
small sample of women who were acute 

psychiatric inpatients reported having in­
tercourse frequently (5% daily or more of­
ten; 40% on a weekly to monthly basis). 

Burr, Falek, Strauss, and Brown (1979) 
found schizophrenic women in psychiatric 
outpatient care to have normal fertility 
rates. In a study of medical records of 35 
pregnant hospitalized women, Rudolph, 
Larson, Sweeny, Hough, and Arorian 
(1990) found 12% had had one pregnancy, 
38% two pregnancies, 20% three pregnan­
cies, 20% four pregnancies, and 9% five or 
six pregnancies. Other studies have found 
that women with SMI have a higher than 
average number of children (Rudolph, et 
al., 1990; Test & Berlin, 1981), and that 
32.5% are responsible for childcare (Test, 
Burke, & Wallisch. 1990). 

EXPERIENCES DURING PREGNANCY 

Contextual Issues 
In the general population, stress and ma­

ternal functioning during pregnancy and 
the postpartum period are related to factors 
such as the planning or desirability of the 
pregnancy, concerns about the health of the 
fetus, and the support received from the 
father of the child and from the family in 
general (Benn, 1994). Problematic circum­
stances before childbirth, such as unplanned 
pregnancies, use of psychotropic medica­
tion, and health factors, appear more likely 
for women with SM!. 

Unplanned pregnancy. Despite Bach­
rach's (1985) contention that family plan­
ning for women with SMI is a "fully estab­
lished area of professional concern, with a 
sophisticated literature and several tested 
solutions" (p. 1066), recent clinical studies 
suggest that this topic still suffers from 
serious neglect (Coverdale, Aruffo, & Grune­
baum, 1992). Unplanned pregnancies were 
reported by 61 % of women in a study by 
Rogosch (1987), by 53% in one by Buist, 
Dennerstein, and Burrows (1990), and by 
52% in one by Forcier (1990). 

Clinical studies suggest that lack of edu­
cation concerning birth control may be a 
major factor in unintentional pregnancies 
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of women with SMI. Thus, McEvoy et al. 
(1983) found that only ten of 23 women 
understood that they could use birth control 
to avoid pregnancy. Although 74% of the 
sexually active women in Coverdale and 
Aruffo's (1989) study indicated that they 
did not wish to become pregnant within the 
next year, 33% reported they had not used 
birth control at the time of last intercourse. 
McNeil, Kaij, and Malmquist-Larsson 
(1983) found that unintentional pregnan­
cies occurred most often when women in 
their sample were not using contraceptive 
measures. A review of the hospital records 
of psychotic pregnant patients showed that 
in 19 of 35 cases there was no record of 
whether birth control had been discussed 
(Rudolph et al., 1990).* Finally, Cook 
(1992), describing the experience of a psy­
chosocial rehabilitation agency working 
with groups of women with SMI, com­
mented on the difficulties these women 
have utilizing birth control methods: many 
are unfamiliar with their bodies and reject 
insertion devices,. the consistency required 
to take birth control pills presents prob­
lems, and requesting a male partner to use 
a condom requires assertiveness skills that 
these women often lack. 

Health factors. A number of clinical 
studies indicate that prenatal care may be 
either lacking or inadequate for most wom­
en (Forcier, 1990; Krener, Simmons, Han­
sen & Treat, 1989; Miller, Resnick, Wi/­
liams, & Bloom, 1990; Muqtadir, Hamann, 
& Molnar, 1986). Goodman and Emory 
(1992) found less adequate prenatal care 
and more complicated births for women 
with a schizophrenic diagnosis (compared 
to depressed or well women). Relatively 
high rates of miscarriage may also be 
likely: 23% were reported by Coverdale 
and Aruffo (1989) in their sample of 
women with SMI. 

Early pregnancies, which can also pro-
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duce health problems for women and their 
babies, are frequent among women with 
SMI. Thus, the average age at fIrst preg­
nancy of the mothers in Rogosch' s (1987) 
study was 20.4 years (ranging between 11 
and 36), and their average age at childbirth 
was 21.1 years. Almost a third (29%) had 
given birth before age 18 and 36% were 
pregnant before that age. 

Psychotropic medication. Although many 
women undergo remission of psychosis 
during pregnancy (Driscoll and Sozanski, 
1990), some may require continuation of 
psychotropic medication. The safety of an­
tipsychotic drugs used in the first trimester, 
when organ development occurs and ter­
atogenetic risk is greatest, has been ques­
tioned (Cohen, 1989). The use of tricyclic 
antidepressant drugs has been associated 
with an increased risk of birth defects (Ber­
kowitz, Coustan, & Mochizuki, 1981; Gold­
farb & Keating, 1981); and the teratogenic­
ity of lithium carbonate is well established 
(Schou, 1990). This issue is of particular 
concern because so many pregnancies of 
women with SMI are unplanned. Further­
more, physicians often disagree about the 
relative risks to the fetus of psychotropic 
drugs and severe maternal psychiatric 
symptoms (Cohen. 1989). Psychiatric care­
givers may make these decisions on behalf 
of patients (Krener et al., 1989), but con­
cerns surrounding the issue of medication 
may nevertheless be particularly stress­
inducing to pregnant women with SMI 
(Packer, 1992). No studies have been 
found on this matter in the literature, how­
ever. 

Maternal Competency and Coping 
Rogosch (1987), Rudolph et al. (1990), 

and McNeil et al. (1983; 1984) have de­
scribed problematic functioning in many 
pregnant women with SMI, despite differ­
ences in research designs (two small clini-

• At one time, competency to provide infonned consent for contraceptive procedures appears to have been an 
ethical issue (Grunebaum & Abernethy, 1975); recognition of the rights and abilities of psychiatric patients to 
make infonned decisions seems to have minimized this factor in the last 15 years. 
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cal samples and a national registry sample 
with a control group, respectively) and dif­
ferences in sample characteristics (hospi­
talized women, unemployed women, and 
working women in stable familial circum­
stances, respectively). In Rogosch's (1987) 
study, 34% of the participants experienced 
psychiatric hospitalization during a preg­
nancy. All the seriously mentally ill preg­
nant women in Rudolph et al.'s (1990) 
study were hospitalized for behavior dan­
gerous to themselves or their fetus (inabil­
ity to carry out activities of daily living, 
lack of resources, psychotic behavior, and 
suicidal ideation, in that order). In a study 
by McNeil et al. (1984), 39% of pregnant 
women with a history of hospitalization for 
nonorganic psychosis (versus 4% of con­
trols) were found to have significantly in­
creased rates of active mental disturbance 
during pregnancy, whether based on self­
report or assessed by an interviewer. In the 
same sample, 20% of mentally ill women 
versus 7% of controls were "panicked" 
about the coming delivery, 19% versus 3% 
were concerned about the state of their 
mental health in the near future, and 24% 
versus 4% expressed great concern about 
mothering (McNeil et al., 1983). 

Denial of pregnancy is reported occa­
sionally in the clinical literature describing 
women with SMI (Apfel & Handel, 1993), 
often due to fear of losing the baby. Such 
denial reduces the chances of receiving 
prenatal care and increases the risk of post­
partum emotional disturbance, precipitous 
or unassisted delivery, fetal abuse, and 
neonaticide (Miller, 1990). In two studies, 
(Forcier, 1990; Miller, 1990), a majority 
of the pregnant, women with SMI exhib­
ited psychotic denial or related behavior, 
often attributing their enlarged abdomens 
to other causes (e.g., weight gain, a blood 
clot) and attempting to reverse these condi­
tions. The women who denied their preg­
nancies had significantly more often lost 
custody of previous children, in most cases 
due to inability to care for them. They were 
also significantly more likely to expect 

separation from the babies they were carry­
ing immediately after birth. Apfel and 
Handel (1993) noted that, in their experi­
ence, pregnancy denial often fluctuates and 
can coexist with both normal and delu­
sional feelings about the baby. 

Resources and Supports 
Emotional. Emotional support may serve 

as a buffer from stresses involved in preg­
nancy (Benn, 1994). During pregnancy, the 
social contacts of mentally healthy women 
with family and friends usually increase 
(Oyserman, Radin, & Benn, 1993). In­
creased social contact has not been re­
ported, however, for pregnant women with 
SMI in either clinical samples (Rudolph et 
al., 1990) or larger, more representative ones. 
Thus 49% of psychotic pregnant women 
versus 17% of the control group in McNeil 
et al.'s (1983) study lacked support for 
their pregnancies from near relatives. Simi­
larly, though 64% of controls met all of the 
same study's optimal conditions for preg­
nancies (intentional pregnancy, a positive 
relationship to the child's father and her 
own parents, and emotional support for the 
pregnancy from important relatives), this 
was true for only 26% of women with SMI. 

Frequently, women with psychiatric dis­
orders are not married when they become 
pregnant or give birth. Marital rates of 
34% to 38% at time of pregnancy have 
been reported in clinical samples (Krener 
et al., 1989; Miller et al., 1990; Rudolph et 
al., 1990). While 92.5% of Test et al. 's 
(1981) "ever married" sample had borne 
children, not all of these children were 
born while the women were married. Simi­
larly, Rogosch (1987) found that only 21 % 
of hospitalized mothers with SMI were 
currently married, while 52% had never 
been married, and 69% had given birth 
while not married. Only two of the 16 pa­
tients in Forcier's (1990) study were mar­
ried and very few were still in contact with 
the men who impregnated them. For sev­
eral of the women, the paternity of their 
child was unknown. 
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Other studies suggest that even when a 
spouse is present, the relationship may be 
conflictual or that spouses may not be 
functioning optimally and therefore may 
not be supportive. Thus, Talovic (1984) re­
ported Danish fmdings that 66% of schizo­
phrenic women had a spouse with a DSM­
I/I principal disorder, 42.4% of them with 
schizophrenia). Krener et al. (1989) found 
that many women reported conflicts with 
or abuse from spouses, conditions not con­
ducive to a healthy adjustment to preg­
nancy (Benn, 1993). 

For mentally ill women who live with 
their families of origin, conflicts with their 
mothers regarding fmances, housekeeping, 
and childrearing are common (Casiano & 
Hawkins, 1987). Furthermore, pregnant 
women with SMI have been found to have 
little contact with significant others, family 
members, or community-based profession­
als (Rudolph et al. 1990). 

Economic. Women with SMI appear to 
have inadequate access to the economic re­
sources needed to support them while preg­
nant or rearing children. Thus, there are re­
ports that pregnant women with SMI are 
likely to be low SES (Krener et al., 1989), 
receiving disability payments or other 
types of public assistance (Rudolph et al., 
1990), unemployed and indigent (Forcier, 
1990; Miller, 1990), undomiciled or home­
less, and not in treatment (Miller, 1990; 
Rudolph et al., 1990). 

POSTPARTUM PERIOD 
Postpartum depression (as measured 

with standardized instruments) affects 5% 
to 8.8% of women who give birth 
(Richards, 1990), and women with post­
partum depression may experience long­
term or recurrent psychiatric problems 
(True-Soderstrom, Buckwalter, & Kerfoot, 
1983). Postpartum psychosis is a severe ill­
ness, and a first psychotic episode occurs 
only after one in 500 to 1000 births 
(Bagedahl-Strindlund. 1986b; Buist et al .. 
1990; Thiels & Kumar, 1987). It usually 
manifests with clinical features similar to 
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nonpuerperal psychosis, with additional 
delusional content related to childbirth, 
confusion, and mania (Beck, 1991). Post­
partum psychosis may also fulfill ROC cri­
teria for manic disorder or major depres­
sive disorder, but with an admixture of 
schizophrenic and confusional symptoms 
(Kendell, 1985). For women with a pre­
existing mental disturbance, there appears 
to be a significant increase in psychiatric 
episodes during the postpartum period, es­
pecially within one month of delivery, com­
pared to pregnancy or to the nine months 
following the postpartum period (Bage­
dahl-Strindlund 1986a; Kendell, 1985). 
Gotlib, Whiffen, Wallace and Mount 
(1991) found that, of the 6.8% of a large 
sample of women found to meet diagnostic 
criteria for post-partum depression, 50% 
had also been depressed during pregnancy. 

Women with a first episode of depres­
sion or psychosis in the postpartum period 
may be at increased risk of future episodes 
(Casiano & Hawkins, 1987; Dean, Wil­
liams, & Brockington, 1989; Dowlatshahi 
& Paykel, 1990; O'Hara & Zekoski 1988; 
Philipps & O'Hara 1991; Watson, Elliott, 
Rugg, & Brough, 1984), especially women 
with bipolar disorder (Packer, 1992). Re­
currences may be so severe as to eventually 
fit the criteria for a long-term or chronic 
mental illness. For example, an epidemio­
logical study of psychiatric problems dur­
ing and after pregnancy found that of 
10.3% of a representative sample of wom­
en obstetric patients who fit a depressive 
diagnosis, 28% maintained this diagnosis 
at a postpartum assessment (Gotlib, Whif­
fen, Mount, Milne, & Cordy, 1989). Mc­
Neil (1986) similarly found that 28% of 
women with a psychiatric history experi­
enced postpartum psychotic episodes, com­
pared to those with no such history. On the 
other hand, a subgroup of these women ex­
perienced dramatic reductions in postpar­
tum psychotic episodes with each child­
birth experience (McNeil, 1988). 

This review of the literature concerning 
depression and psychosis in the postpartum 
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period excludes, to the extent possible, re­
search samples of women with "maternity 
blues." However, few investigators have 
used operational criteria to define postpar­
tum mental illness (Kendell, 1985). As can 
be seen from TABLE 1, many studies do not 
adequately describe the seriousness of the 
mental disturbances in their samples. Other 
methodological limitations include con­
founding of diagnosis with SES, small 
sample sizes, and use of nonstandard diag­
nostic approaches (Benn, 1993). Thus, only 
tentative conclusions can be reached. 

Contextual Issues 
Etiology. Given the findings that preg­

nant women with SMI are likely to receive 
less support, be more stressed, and be at 
risk of less adequate prenatal care, compli­
cations in delivery might be expected. Few 
studies have addressed this. Difficulties in 
pregnancy or labor were reported in 28% 
of a small sample of women with SMI, 
while 19% required the use of instruments 
in delivery, 19% had a lower Caesarian, 
and 8.5% had postpartum hemorrhage 
(Buist et al., 1990). Chang & Renshaw 
(1986) reported that schizophrenic women 
had shorter gestation periods, babies of 
lower birth weight, and more neonatal 
deaths than did controls. Similarly, a larger 
Swedish study (Bagedahl-StrindJund, 1986a) 
found a higher frequency of pregnancy and 
delivery complications reported in records 
of mentally ill women obstetric cases; how­
ever, these were primarily experienced by 
acute, not long-term mentally ill patients. 
Only one study examined the experiences 
of the latter group. Forcier's (1990) clinical 
research described these women as fre­
quently going through labor with no pain, 
discomfort, or even verbalizations-perhaps 
reflecting medication side effects. Apfel 
and Handel (1993) noted that schizophre­
nia has sometimes been associated with 
failure to register pain and report similar 
case studies. 

Antecedents of postpartum psychosis re­
main unclear (Kendell, 1985) and no major 

recent research findings have further il­
luminated its etiology (Murray & Gal­
lahue, 1987). Obstetrical complications are 
not consistently related to postpartum de­
pression (Kendell, 1985; True-Soderstrom 
et al., 1983), nor have consistent results 
been obtained in establishing a relationship 
between hormone levels and postpartum 
psychiatric diagnoses (Murray & Galla­
hue, 1987; Richards, 1990). Personal and 
family history of mental illness, marital 
status, poor social support (particularly 
from the spouse), unplanned pregnancy, 
psychiatric distress before childbirth, and 
negative life events associated with child­
birth are more strongly associated with 
postpartum depression (Kendell, 1985; Mel­
huish, Gambles, & Kumar, 1988; O'Hara, 
& Zekoski, 1988; Stein et al., 1990; True­
Soderstrom et al., 1983; Watson et aI., 
1984). Postpartum depression has been 
found to be significantly predicted by de­
pressive symptoms during pregnancy and 
by perceptions of low parental care during 
the mother's own childhood (Gotlib et al.; 
1989) and by low family income and lack 
of a confidant (Stein et al., 1989). How­
ever, McNeil (1988) found no relationship 
with complaints during pregnancy, nega­
tive birth attitudes, current material or in­
terpersonal problems, or support from rela­
tives. 

Psychotropic drug use and nursing. The 
extent to which psychiatrically ill mothers 
are breastfeeding has not been established, 
although in a clinical study of an inpatient 
unit which encouraged its use, 38% of 
mothers did so (Buist et al., 1990). Psy­
chotropic medications are secreted in 
breast milk; however, concentrations vary 
greatly among individual women--even 
those on comparable dosage levels-be­
cause of metabolic differences (Mortola, 
1989; Cohen, Heller, & Rosenbaum, 
1989). These differences, combined with 
the interaction of specific drug effects and 
infant characteristics mean that while many 
infants are unaffected, others may have 
symptoms such as apnea, lethargy and hy-
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potonia (Cohen, 1989). Lithium carbonate, 
used as a treatment for mania, has been 
found to produce toxic effects in nursing 
infants under certain conditions (Guze & 
Guze, 1989; Mortola, 1989). Potential risks 
to infants means difficult choices for moth­
ers: they must weigh the immunological 
advantages of breast milk against potential 
long-term effects of psychotropics on the 
infant's developing brain, as well as take 
into account their own psychiatric status 
and, possibly, the positive or negative ef­
fects of the drugs on their mothering cap­
abilities. These choices are made more dif­
ficult by the fact that medical authorities 
themselves do not agree on the advisability 
of breastfeeding while taking psychotropic 
medication, Cohen (1989), for example, 
takes a different position from Buist et at. 
(1990). Technical reviews (Mortola, 1989; 
Thiels, 1987) make differential recommen­
dations with regard to breastfeeding, de­
pending on the specific psychotropic drug. 
However, mental health practitioners may 
not possess such differentiated knowledge 
of psychotropic drug effects. 

Maternal Competency and Coping 
A few studies have reported on the psy­

chiatric status of the mother postpartum. 
Most have used research participants from 
specialized mother-baby psychiatric units 
located outside the U.S., have presented 
qualitative rather than quantitative data, 
and often involve atypical women (e.g., 
more often married) (Buist et al., 1990; 
Meltzer & Kumar, 1985). In addition, re­
ported results do not differentiate women 
diagnosed with puerperal mental iIlness 
(onset within two to four weeks of delivery 
and of supposedly short duration) from 
those whose postpartum psychiatric prob­
lems reflect a pre-existing psychiatric his­
tory. The latter group has been found to 
constitute anywhere from 14.4% (Bage­
dahl-Strindlund, 1986b) to 40% (Meltzer & 
Kumar, 1985) of samples. 

In considering the results from the quan­
titative studies that follow, findings should 

31 

be used with caution in view of these limi­
tations. Thiels and Kumar (1987) found 
that severity of psychiatric iIIness corre­
lated strongly with disturbances of mater­
nal activities. A Swedish prospective study 
of mothers with a history of psychiatric ill­
ness found that, three days after delivery, 
they had more negative mother-infant 
interaction scores than did matched normal 
controls (Persson-Blennow, Naslund, Mc­
Neil, Kaij, & Malmquist-Larsson, 1984). 
Follow-up studies of this cohort of women 
continued to fmd decreased social contact 
and responsiveness to infants' needs at 3 
weeks, 6 weeks, 3.5 months and 6 months 
of age, for all except those diagnosed with 
an affective disturbance (McNeil, Naslund, 
Persson-Blennow, & Kaij, 1985; Naslund, 
Persson-Blennow, McNeil & Kaij, 1985). 
In all of these Swedish studies, raters were 
blind to the mother's psychiatric status. 

Findings from qualitative research and 
studies using small samples are mixed. In a 
laboratory study with observers blind to the 
mother's depression rating, but using a 
small patient sample, interactions between 
depressed mothers and their infants aged 
three months and younger were found to be 
less responsive to context, less positive, 
more negative, and less frequent (Field, 
1984). Thiels and Kumar (1987) found 
eight of 26 infants in a London Mother­
Baby Unit to be definitely or possibly at 
risk of harm from their mothers, though 
ratings did not differentiate between risk 
from the mother's impulses to harm the 
child and risk from unintentional neglect 
(often due to overmedication). Some men­
tally iII women, often multiparous, have 
been found to care for and interact with 
their infants normally, in spite of severe 
mental disorganization, even when first ad­
mitted to the hospital (Stewart, 1989; 
Thiels & Kumar, 1987). The literature also 
contains reports of multiparous women 
who have been consistently hospitalized 
for their psychiatric condition following 
childbirth and who come to blame their in­
fants and appear to welcome loss of cus-
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tody (Stott, Musick, Clark, & Coh/er, 
1984). Data from one case study found that 
nursing staff tended not to leave infants 
alone in their mother's care due to their 

. concerns about the mother's unpredictabil­
ity (Forcier, 1990). However, this pattern 
appears to characterize very few of the 
women studied in Mother-Baby Units. In 
most cases, over the course of hospitaliza­
tion, recovery from illness is associated 
with improved interactions with infants 
and greater caregiving abilities, even for 
thought-disordered and delusional patients 
(Buist et al., 1990; Stewart, 1989; Thiels & 
Kumar, 1987) although this was not true 
for the study by Cross ling, Brooker, and 
McGrath (1988). There may be numerous 
women with a long-term persistent psychi­
atric illness who care for infants and have 
not been studied because they have not 
been identified or referred by their treating 
physicians; if so, their number and mother­
ing capabilities are not known. In their re­
view, O'Hara and Zekoski (1988) con­
cluded that postpartum mood disturbances 
are on a continuum and consequently re­
flect a heterogeneity of impairment levels. 

Resources and Supports 
Benn (1994) summarized research indi­

cating that mothers with fewer resources 
and supports (e.g., black female heads of 
households, adolescents) have higher rates 
of depressive symptomatology. Yet few of 
the identified research reports specifically 
studied stress and social supports and their 
relationship to psychiatric illness in the 
puerperium. O'Hara and colleagues (0 'Hara, 
1986; O'Hara, Rehm, & Campbell, 1983) 
found that women experiencing postpar­
tum depression reported more stressful life 
events and less support following delivery 
than did nondepressed women. Watson et 
al. (1984) found postnatal affective disor­
der to be associated with marital dissatis­
faction. In contrast, studying recent stress­
ful life events, Martin, Brown, Goldberg, 
and Brockington (1989) found that women 
with a postpartum onset of depression were 

less likely to have had such experiences. 
Other studies (Dowlatshahi & Paykel, 
1990; Gotlib, et aI., 1991; Hopkins, Camp­
bell, & Marcus, 1987) found no differences 
between controls and mothers who were 
psychiatric patients. However, Hopkins et 
al. (1987) did find that infant-related stres­
sors differentiated depressed from non de­
pressed women. It should be noted that the 
samples studied varied across a number of 
significant domains that could account for 
divergent findings: the inclusion of women 
with major and minor depressive episodes 
or women entering a psychiatric hospital, 
the range of SES represented, and the pro­
portion of women who were married. 
Krener et al. (1989) suggested that the dis­
crepant findings might be due to underre­
porting by psychiatric patients of the actual 
instability and stressful events in their 
lives. Thus, despite conflicting research re­
sults, it seems appropriate to assume that, 
overall, resources and supports available to 
seriously mentally ill women in the post­
partum period are below average and that 
this can adversely affect functioning. 

Though treatment or services might help 
buffer the stress experienced in caring for a 
new baby, it appears that treatment pro­
viders rarely consider parenting issues. Re­
views of the records of women in inpatient 
psychiatric treatment have found that clini­
cal documentation normally does not men­
tion the patient's children (DeChillo, Ma­
torin & Hallahan, 1987; Rogosch, 1987). 
In surveying state Mental Health Depart­
ments, Nicholson, Geller, Fisher and Dion 
(1992) found that less than one-third of the 
states even collect data on whether men­
tally ill clients have children. If even the 
children's existence is not noted, it seems 
unlikely that issues of childcare or parent­
ing are given much attention in mental 
health service provision. Waldo, Roath, 
Levine, and Freedman (1987) noted that 
most mental health facilities are not able to 
provide targeted assistance in mothering to 
their SMI clients. Conversely, psychiatric 
disorders appear to be insufficiently con-
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sidered in hospital obstetric units, and it 
has been suggested that consultation liaison 
psychiatrists should playa bigger role in 
hospital obstetric practice (Casiano & 
Hawkins, 1987; Krener et al., 1989). Apfel 
and Handel (1993) have noted that mental 
health professionals often disapprove of fe­
male clients' active sexuality and that ward 
staff in psychiatric hospitals frequently ex­
perience negative feelings towards psychi­
atric patients who are pregnant or have re­
cently given birth, feeling they do not de­
serve a child. Also, staff often resent the 
extra work that such clients create. 

Custody. The extent to which mothers 
with SMI retain responsibility for their 
children is unclear, although a number of 
studies have indicated that such mothers 
are not caring for their children. In a study 
of children born to 80 chronic psychiatric 
patients, I % had died, 5% had grown up 
and were living independently, 33% were 
being reared by their biological mothers, 
and 60% were being reared by others, most 
commonly the child's father or an adoptive 
family (Coverdale & Aruffo, 1989). A 
study by Test et al. (1990) found that of 14 
women in long-term community care pro­
grams who had living children, 2 mothers 
had relinquished parental responsibility for 
their children at birth; the remaining 12 had 
given up parenting responsibilities over 
varying periods, in some cases due to hos­
pitalization. Of 26 patients admitted to a 
program for the care of pregnant mentally 
ill women, ten had experienced prior cus­
tody loss and 13 anticipated such loss 
(Miller, 1990). Spielvogel and Wile (1986) 
reported, on placement outcomes of infants 
born to nine disturbed patients, that four in­
fants were placed in foster care, one was 
adopted, and four remained in their biolog­
ical mothers' custody. Case workers in a 
California social service department esti­
mated that 60% to 75% of the mentally ill 
mothers on their caseloads were likely to 
lose custody of their children (Bazar, 1990). 

Three review articles were identified that 
described state appeals court decisions of 
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termination of parental rights hearings for 
seriously mentally ill mothers. Of 22 ap­
peals, 19 decisions affirmed the termina­
tion (Mental and Physical Disability Law 
Reports, 1985; 1986a; 1986b). In a clinical 
study of new mothers in a psychiatric unit, 
the infant was reportedly placed separately 
from the mother in most cases(Forcier, 
1990). In a large national study in Sweden, 
nearly 40% of children of mentally ill 
mothers who had a psychiatric hospitaliza­
tion after the 20th week of pregnancy or 
within one year following confmement did 
not live with their biological mothers dur­
ing the preschool ages (Bagedahl-Strind­
lund, 1988). However, it should be noted 
that loss of custody may not mean loss of 
contact or of caretaking responsibilities. In 
some cases, the extended family may as­
sume custody and the mother may inhabit 
the same house with them and her children. 
In general, it appears that custody and care­
taking have been insufficiently studied. 

DISCUSSION 

The fmdings in the research literature on 
pregnancy, birth, and the postpartum pe­
riod for women with SMI are diverse. For 
purposes of maximum generalizability of 
the results, only those that have been repli­
cated across studies, especially studies with 
larger, more representative samples and 
with greater methodological rigor are con­
sidered. Topics on which there is consider­
able disparity of fmdings are discussed in 
terms of their implications for future re­
search. 

Overall, a review of the literature sug­
gests that psychiatric disability and preg­
nancy can interact to produce problems and 
stresses for mothers and infants. As is gen­
erally true for individuals with a major psy­
chiatric disorder, women with SMI are of­
ten disadvantaged to begin with, having 
few social supports and low SES. In addi­
tion, their mental illness makes them more 
vulnerable to job and housing discrimina­
tion, sexual exploitation or coercion, and 
stigma within their community (Bachrach 
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& Nade/son, 1988). SMI may impede a 
woman in securing and comprehending in­
formation on contraception, and the result 
may be an unwanted pregnancy. Psychi­
atric disability may also mean that prob­
lems are experienced as more stressful; ex­
periences of stress, whatever their cause, 
are likely to be debilitating and related to 
increased dysfunction (e.g., Belle, 1982). 

In addition to the usual stresses of preg­
nancy, a woman with SMI faces significant 
obstacles to a safe and healthy pregnancy. 
Economic hardships, lack of information, 
or previous experience of having children 
removed from her care may prevent her 
from seeking appropriate prenatal care, en­
dangering her health and that of her fetus. 
Without prenatal care, issues relating to her 
role as a mother will probably not be ad­
dressed. A significant number of women 
with SMI give birth out of wedlock, and 
the social support available to them may be 
inadequate; lack of such support during 
pregnancy may increase the stress already 
being experienced; and increased stress, 
particularly when coupled with cessation 
of medication during pregnancy could 
cause exacerbation of the mental illness. In 
addition, a woman with SMI must face the 
possibility of losing custody or contact 
with the child she carries, and may fmd this 
especially difficult if she has lost custody 
or contact with previous children. 

Pregnancy may thus precipitate hospital­
ization for psychosis and delivery during 
that state. Even if she is not actively psy­
chotic, delivery for a woman with SMI 
may be extremely problematic due to lack 
of prenatal care, pre-existing psychiatric 
problems, lack of support, poverty level, 
and consequent inability to obtain adequate 
medical care. After delivery, the same 
problems of lack of social and economic 
support continue, exacerbating parenting 
problems. Loss of custody becomes a con­
tinual threat. Not surprisingly, studies doc­
ument maternal dysfunction, especially con­
cerning social contacts and responsiveness 
to the infant, for most women with SMI. 

By and large, it seems clear that women 
with psychiatric histories are seriously at 
risk on all scores for problems associated 
with childbirth. Accordingly, the low rate 
of response from treatment providers is dif­
ficult to explain. Nevertheless, reviews of 
records suggest that birth control, sex edu­
cation, and family planning issues are not 
addressed in mainstream programs, even 
though individuals with serious mental ill­
nesses frequently experience thought disor­
ders, cognitive deficits, and medication- re­
lated complications that make it difficult to 
exercise good judgment. 

These, then, are issues that must be ad­
dressed by those who provide these women 
with professional care. It is necessary that 
therapists and case managers be aware of 
the sexual activity of their female clients on 
an ongoing basis, and that, for women who 
are heterosexually active, attention to sex­
ual safety and birth control issues are in­
cluded as an important part of treatment 
planning. Choice of appropriate methods 
for such interventions and their correct and 
consistent use need to be made. Women 
with SMI must be provided with assistance 
and support in taking control of their 
reproductive experiences if they are to 
function and be integrated into their com­
munities in any meaningful sense. 

Unfortunately, training programs for men­
tal health professionals often omit sexual 
topics, which indicates that academicians 
also need to be educated in them. Complex 
issues are involved, including ethical con­
siderations about the clinician's support for 
a client's short-term wishes versus longer­
term outcomes, the rights and protection of 
unborn children, among others. Psychoso­
cial rehabilitation approaches (Farkas & 
Anthony, 1989), which emphasize giving 
clients assistance and support in making 
choices, may be helpful. 

Those women with SMI who bear chil­
dren are not likely to fmd that the status or 
even existence of children is frequently 
noted in treatment plans, according to the 
research literature. Clearly, a major aware-
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ness-building and educational effort needs 
to be put into place so that treatment pro­
grams pay attention to the childcare and 
parenting problems faced by their female 
clients. Intake assessments should mandate 
the collection of information concerning 
whether a woman has children, her attitude 
toward them, the extent and quality of her 
relationship with them, and how she feels 
about her situation as a mother. Attention 
to parenting issues should be included in all 
treatment plans for women who are moth­
ers. Even if clients have lost custody, sup­
port and counseling are needed to adjust to 
the loss and to explore the possibility of 
getting the children back. Women who 
have caretaking responsibilities for their 
children may need parenting education, 
respite, or assistance for their children. 
Even when stable functioning has been 
achieved, mothering issues should be mon­
itored. 

A few specialized programs, that focus 
on psychiatrically ill women and their ba­
bies have been described in the literature. 
Many, however, are in specialized inpa­
tient settings with somewhat nonrepresen­
tative samples. Other, outpatient-oriented 
programs reportedly experience high (av­
eraging over 50%) drop-out rates (Oyser­
man, Mowbray, & Zemencuk, 1994). Con­
tinued efforts to develop relevant interven­
tions for SMI women with children are 
necessary. They would be strengthened, of 
course, if a more empirical basis for their 
development were available. 

Clearly, more and better-designed re­
search is necessary. Improvements would 
include, at minimum, more representative 
samples, use of comparison groups, stan­
dardized instruments, and more reliable as­
sessment techniques. In addition to these 
design issues, there are also major gaps in 
research content that are not, perhaps, so 
obvious. First, the extent to which social 
supports function to mediate the relation­
ship between serious mental illness and 
problems during pregnancy and after child­
birth should be explored. Groups of wom-
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en with naturally or artificially provided 
social support systems should be systemati­
cally contrasted to those without such sys­
tems. Such research would permit recon­
textualization, allowing researchers and prac­
titioners to make sense of the ways in 
which context affords and constrains out­
comes for these women. Affonso and Dom­
ino (1984) note that substantial research 
has focused on improving the survival and 
health of newborns and that the same level 
of attention should now be given to new 
mothers and their risk of postpartum psy­
chiatric disturbance. 

Secondly, no research study was identi­
fied which sought to understand the mean­
ing of pregnancy and childbirth from the 
perspective of the mother herself. Research 
must go beyond measures of anxiety levels, 
fears, problematic maternal attitudes, etc., 
to fmd out how the mother perceives her 
own status and feels about her infant. Re­
search has ignored the positive aspects of 
parenting for women with a psychiatric 
history (Perkins, 1992), yet client anec­
dotes reveal the pride of having taken care 
of someone else and the motivating force 
that resumption of parenting can have for 
attaining wellness (Schwab, Clark, & 
Drake, 1991). Clinical notes suggest that 
becoming pregnant can bring about a ral­
lying of resources for patients and be a pos­
itive event (Casiano & Hawkins, 1987; 
Krener et al., 1989). Thus, understanding 
pregnancy and childbirth experiences must 
incorporate the perspective of the mothers 
themselves. From this perspective, it may 
be possible to uncover personal strategies 
and get information on the ways in which 
natural support systems can intervene to 
make the experience of maternity reha­
bilitating to the benefit of both mother and 
child. 

In the meantime, researchers and clini­
cians alike should recognize that parenting 
represents a major problem area for women 
with SMI. It is an area that has been ig­
nored in treatment, and one that has been 
studied infrequently, usually by inadequate 
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methods. Perkins (1992) has criticized the 
lack of attention to parenting experiences 
of women with serious mental illness. She 
concluded: 

... neither feminists nor service providers hav shown 
any serious concern about the 'interests of the 
mother' when that mother is severely socially dis­
abled by a major psychiatric problem. (p. 111) 

Let us make sure that this situation does not 
continue. 
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