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Parental Mental Illness

I.  Introduction

Families are the principal influence on development in the first years of life, so the mental health of
parents is an issue that affects every child in California.  The most common mental health concerns
facing parents involve stress and anxiety. These needs can be addressed through public health
messages that de-stigmatize mental illness and through the availability of private and publicly
subsidized counseling and social work services.  Further along the cost and service intensity spectrum
are parents who suffer from depression or panic disorder.  In the United States in any one year,
approximately 13% of adults of reproductive age suffer from depression, and another 2% suffer from
panic disorder (Kessler et al. 1994). Clearly, moderate mental illnesses affect large numbers of
families and children. Mothers and fathers of children under age 3 are particularly at risk, with rates
of depression in these parents estimated at 12-19% (Lyons-Ruth et al., in press; O’Hara 1995; Areias
et al. 1996). Severe mental illnesses, including manic-depressive disorder and schizophrenia, are less
common, occurring in approximately 2% of the population, but produce greater impairments in
parenting than do other mental illnesses. Severely mentally ill parents are at risk for homelessness and
substance abuse, further jeopardizing their parenting capacities.  While the number of parents with
major mental illnesses is small, their service needs, and the costs of failing to address those needs, are
substantial.

Efforts to address the mental health and mental illness issues of parents with young children therefore
face three broad challenges:

(1)  Addressing the relatively low-cost mental health concerns and needs of the entire
population of parents with young children;

(2)  Addressing the higher-cost, but somewhat less prevalent, issues associated with
moderate mental illness;

(3)  Addressing the highest-cost, but relatively rare, issues associated with major mental
health problems in parents of young children.

In the discussion that follows, we suggest that a balance of population-oriented prevention and
support services, together with more intensive and coordinated services for higher levels of need,
represents the most efficient way to meet the needs of parents with mental illness, and the children
who depend upon them. Because our orientation is toward Proposition 10 funding for infancy and
early childhood, we emphasize the ways in which infants and young children can benefit from the
supported involvement of their parents, even if those parents suffer from mental illness.  Both public
policy and long-standing tradition suggest that children should be with their parents whenever
possible.  Addressing the mental health needs of parents increases the likelihood that all children in
California will experience positive, nurturing, and enriching interactions with their parents.
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Parental mental
illnesses can

compromise parenting
and increase the

likelihood that a parent
will use harsh methods

of discipline.

II. Review of Research and Other Evidence

Impact of parental mental illness on children

A large body of literature indicates that parental mental illnesses can
compromise parenting and affect parent-child attachment patterns. The
impact of parental depression on children’s development has been
studied more than any other mental illness, and numerous studies have
found children of depressed parents are at risk for adverse outcomes
in social, emotional and behavioral development during infancy,
toddlerhood and later childhood. More communication difficulties,
including less mutually responsive patterns of interaction, have been
observed between depressed women and their 13- to-29-month-old children, compared to non-
depressed mothers and their children (Jameson et al. 1997; Stein 1991). At age 2, children of
depressed mothers have more difficulty with emotional regulation (Zahn-Waxler et al. 1984).  Their
self-esteem tends to be lower, they show more aggressive behavior toward their parents and peers
at ages 3-5 years (Sinclair and Murray 1998; Alpern and Lyons-Ruth 1993; Lyons-Ruth et al. 1997),
and display more negative affect towards others at ages 5-7 (Nolen-Hoeksema et al. 1995).  Further,
young children of depressed mothers are at risk for insecure attachment with the mother (Cichetti et
al. 1998; Demulder and Radke Yarrow 1991; Murray 1992; Teti et al. 1995;  Radke-Yarrow et al.
1985; Lyons-Ruth et al. 1986).

Research on the impact of parental depression on children’s long-term cognitive development has
produced inconsistent results. However, several studies indicate that parental depression is associated
with deficits in language development, problem-solving and attention among 4- and 5-year-old
children (Hay and Kumar 1995; Sharp et al. 1995; Cox et al. 1987; Coghill et al. 1986; Murray 1988)
even after controlling for vulnerability factors such as perinatal complications and social variables
(Hay and Kumar 1995; Sharp et al. 1995).

The adverse impact of parental depression on children appears to be mediated by negative behaviors
that depressed parents frequently direct toward their children. A recent study found that parental
depressive symptoms are powerful predictors of negative parental behaviors (e.g. yelling, spanking)
and of a reduced frequency of positive behaviors (e.g. playing, reading, hugging) even after
controlling for socioeconomic status and pre-birth stressful events (Lyons-Ruth et al., in press). 
Other studies have also found that depressed mothers tend to be less responsive to their children,
show less affection and involvement than non-depressed mothers (Gordon et al. 1989; Field 1990;
Tronick 1989; Cox 1987; Beck 1995; Orvashel et al. 1980), give more negative descriptions of their
children in infancy and at 2 and 4 years (Zajicek et al. 1979; Gross et al. 1994), and are more likely
to mistreat their children (Bishop and Leadbeater 1999).

Certain variables influence the impact of parental mental illness on children. In general, the younger
the child's age at the onset of the parent’s mental illness, the greater the risk that the child will
experience depression or anxiety disorders later in life (Beardslee 1998).  Also, children are at
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Although postpartum
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quickly diagnosed and
effectively treated,

perinatal clinics rarely
provide screening,

treatment or referrals.

greater risk for poor mental health outcomes if their parents experience a chronic, unremitting illness
or frequent relapses.

The potential negative impact of parental depression on children, combined with the high prevalence
of depression among parents, indicates that large numbers of children are at risk if steps are not taken
to identify and treat parental depression. A recent study of over 2000 parents found rates of
depression of 19% among mothers and 12% among fathers (Lyons-Ruth et al., in press). Rates of
depression among fathers became equal to those of mothers when the child care responsibilities fell
primarily on the father, suggesting that the burden of child care accounts in large part for the risk of
depression. Underscoring this point was the finding that  the presence of two or more children at
home significantly increases the risk of parental depression. Additional risk factors included ethnicity,
with black and Hispanic mothers experiencing the greatest rates of depression (29% and 22%,
respectively). Limited financial resources and lack of education beyond high school also added to the
risk of depression.

Environmental risk factors, including lack of social supports, stressful life events, parental
unemployment, homelessness and marital discord occur more frequently among mentally ill
individuals, including parents, than normal controls (Rutter and Quinton 1984; Silverman 1989) and
significantly elevate the risk that children will experience psychiatric difficulties (Rutter and Quinton
1984). Persistent marital discord and exposure to hostile behavior within the family especially increase
the risk of psychiatric disorders in children (Rutter and Quinton 1984). Also, children may inherit
genetic predispositions to mental illness that exacerbate their vulnerability to a parent’s mental
instability.

Postpartum depression
Postpartum depression, or depression following childbirth, is
estimated to occur in approximately 12% of new mothers (O'Hara et
al. 1996; Watson et al. 1984; Cooper et al. 1988), with rates doubling
for low-income mothers (Hobfoll et al. 1995), particularly if they are
adolescents (Panzarine et al. 1995; Leadbeater and Bishop 1994;
O'Hara et al. 1995; Koniak-Griffin et al. 1996; Barnet et al. 1996).
 Despite the high prevalence of postpartum depression, it is a widely
under recognized condition (Beck 1995; Barnett et al. 1993) and may
be mistaken for postpartum blues, a milder condition that frequently
occurs in the first few days following delivery. The lack of recognition of postpartum depression
results not only in under treatment of the mothers but has an additional impact on their children. Early
interventions are important, as the degree of risk to children appears related to the duration of the
mother's depression (Teti et al. 1995; Field et al. 1996; Campbell et al. 1997). Early treatment of
maternal depression can significantly reduce adverse consequences to the infant related to that
depression, including behavioral problems and patterns of insecure attachment (Cooper and Murray
1997).  Infants whose mothers remained depressed over the entire six months following delivery are
more likely to score below-average on developmental measures and have lower weight percentiles
and higher rates of behavioral problems as preschoolers; in contrast, infants whose mothers'
depression has lifted by the sixth postpartum month show normal development by 1 year of age (Field
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Early treatment of
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et al. 1996). While postpartum depression appears to have an impact on children’s outcomes, factors
in the infant, such as fussiness or irritability, can exert a negative influence on maternal mood,
producing bidirectional influences (Murray and Cooper 1997, p.127). However, maternal factors
appear to be of primary significance in the occurrence of infant behavioral disturbance (Murray and
Cooper 1997, p.127).

Obstetric clinics rarely assess, much less  treat, maternal
depression. This situation is especially unfortunate as postpartum
depression can be quickly diagnosed and effectively treated. For
example, the Edinburgh Postnatal Depression Scale (EPDS)(Cox
et al. 1987) is a well-validated instrument that has been
successfully used as a screening tool for new mothers in a variety
of communities (Reighard and Evans 1995; Thompson et al. 1998;
Wickberg et al. 1996; Jadresic et al. 1995; Murray and Carothers 1990; Cox et al. 1993, 1996).  A
brief self-rated instrument, the EPDS can be completed in less than five minutes and scored
immediately (Reighard and Evans 1995), and its return rate of over 97% indicates a high degree of
acceptability among postpartum women (Murray and Carothers 1990).  It can be administered at
prenatal appointments and at birth hospitals and postnatal checks.  Another brief, self-rated scale is
the Center for Epidemiologic Studies, Depression Scale (CES-D) (Radloff 1977). The CES-D is a
20-item scale that has been validated in English and Spanish and is useful for men and women. Either
the EPDS or the CES-D can be administered at new mothers' six-week postnatal check-ups, and
women with elevated scores on these scales can be referred for evaluation and treatment. With
remission rates reported at over 90% (Stowe 1997), postpartum depression is a highly treatable
condition.

A recent study reported that postpartum depression, as measured with the Edinburgh Postnatal
Depression Scale, is a powerful predictor of child abuse potential (Cadzow et al. 1999). The use of
the EPDS therefore provides not only a method to screen for maternal depression but also identifies
families at risk for child maltreatment.

Severe parental mental illness
Severe mental illnesses, such as schizophrenia and bipolar disorder, can impair parents’ abilities to
identify their children’s nonverbal cues and to assist children in regulating their anger and mood
swings (Miller 1997; Riordan et al. 1999; Zahn-Waxler, Cummings, et al. 1984; Zahn-Waxler,
McKnew et al. 1984). While schizophrenia and bipolar disorder may predispose parents to be less
attentive and engaged with their children, these two illnesses do not appear to increase the risk of
child abuse (Chaffin et al. 1996; Dinwiddie et al. 1993).

Children of severely mentally ill parents experience more difficulty with social interactions and have
been found to share less and display more hostility and impulsiveness at age two (Zahn-Waxler,
Cummings, et al. 1984; Zahn-Waxler, McKnew et al. 1984). In addition to the illnesses, the
medications used to treat severe mental illness may impair parenting. For example, antipsychotic
medications can blunt an individual’s spontaneity and facial expressiveness (Nicholson 1994). 
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California’s mental
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Sedating medications given at bedtime may render a new mother unable to respond readily to her
baby’s cries.

Assessment of parenting capacity in parents with severe mental illness

Mental health providers do not routinely address the parenting status of mentally ill individuals, who
are typically viewed as patients rather than family members or parents (Nicholson 1994). In a national
survey of state mental health policies and services relevant to pregnant and parenting women, only
16 states indicated that adult patients receiving mental health services were routinely asked about
whether they had young children, and only two states, Nebraska and South Dakota, assessed
parenting skills (Nicholson 1994).

There is a need to expand the capacity of the mental health system to
support parents with mental illness. Services tailored to the special needs
of mentally ill families will promote the well-being of both the parents
and the children. Further, they will reduce family disruptions resulting
from foster care placements when mentally ill adults are unable to
function adequately as parents. Even simple and inexpensive
interventions, such as improving communication between the
departments of mental health, child protective services, child and family
services, and general medical services, are likely to have a positive impact in improving families’
health and functioning.

The parenting domains listed in Appendix A should be explored in the evaluation of a mentally ill
individual’s parenting capacity (adapted from Gopfert, Webster, Pollard and Nelki 1996).

Family planning among severely mentally ill individuals

In a study of family planning needs of severely mentally ill women, one-third of women who did not
want to become pregnant reported recent unprotected intercourse (Coverdale and Aruffo 1989).

Lack of education about adequate contraception significantly contributes to unplanned pregnancies
among severely mentally ill women (Coverdale and Aruffo 1989; Rudolph et al. 1990). Unfortunately,
psychiatric patients do not routinely receive education about contraception or family planning issues
in mental health facilities. In a survey of patients treated in outpatient mental health clinics, only 10%
reported that contraception and family planning issues had been discussed with them (Coverdale and
Aruffo 1992). In addition to the lack of knowledge about methods of contraception, multiple other
factors contribute to high rates of unprotected intercourse among mentally ill individuals. These
include the poor judgment that accompanies many mental illnesses, particularly if they are
inadequately treated, and the lack of financial means to pay for contraception.

These issues have become especially relevant now that newer antipsychotic agents (e.g. olanzapine,
clozapine) are increasingly used for chronically mentally ill patients. In contrast to the antipsychotic
medications that were widely used over the past forty years, most of the newer medications do not
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alter levels of reproductive hormones. The reproductive side effects of older antipsychotic agents
produced significant health problems, so most clinicians endeavor to switch women to the newer
agents. A potential consequence of the medication change is that more women will regain their ability
to conceive. This possibility makes it important that contraceptive counseling be provided for
mentally ill women who do not wish to become pregnant. Access to affordable means of
contraception should also be provided.

Regardless of the methods of contraception that a patient chooses, the use of condoms should be
encouraged, as they reduce the risk of HIV transmission. This is especially important for psychiatric
patients, who are at increased risk for AIDS compared to nonpsychiatric populations (Aruffo et al.
1990). A study examining knowledge of AIDS found that psychiatric patients showed little
understanding of risks of HIV transmission (Aruffo et al. 1990). Methods for reducing HIV risks are
particularly urgent for pregnant women because of the risk of transmission to the fetus.

Impact on children of exposure to psychiatric medications during pregnancy or nursing

Several medications used to treat mood disorders and other psychiatric conditions are linked with risk
of malformations in children exposed to them during pregnancy. For women on psychiatric
medications, it is important that clinicians regularly inquire about the possibility that they may be
pregnant, so that fetal exposure to psychiatric medications can be avoided or minimized. Nursing
women who begin trials of antidepressant medication often wean their infants because of concern
about exposing them to the medication. Recent research has identified several antidepressants that
can be safely used by nursing women (Nulman et al. 1996; Taddio 1996; Stowe et al. 1996; Wisner
et al. 1998; Yoshida et al. 1998; Hendrick et al. in press). Several studies have evaluated serum
concentrations of antidepressant medications in breast-feeding infants (e.g. for sertraline, paroxetine,
fluvoxamine) and found them to be undetectable or at very low levels (Stowe et al. 1999, 1996;
Hendrick et al. in press). With the exception of doxepin and fluoxetine, no adverse clinical sequelae
have occurred in any infant who is breast-fed by a mother on an antidepressant. Health care providers
who work with new mothers should be educated about the safe use of antidepressants during nursing,
so that they in turn can make recommendations to the nursing women that will not necessarily entail
discontinuation of nursing.

Custody issues among severely mentally ill parents

Children of women with severe mental illness frequently enter the foster care system or, less typically,
are given up for adoption (Miller and Finnerty 1996). In a study of children born to 80 severely
mentally ill women (mostly with schizophrenia), fewer than half were being raised by their mothers
(Coverdale and Aruffo 1989). Another survey, of pregnant female inpatients with severe mental
illness, found that almost half had previously lost custody of children (Miller 1990). A review of
medical records of 23 chronically mentally ill women who had one or more children found that only
two were living with their children (Rudolph et al. 1990). This review also noted that custody
decisions were typically made with little communication between the mother’s treatment team and
child protective services.
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A key question is whether children of chronically mentally ill women are better off remaining with
their mothers or being separated. While more research is needed in this area, the best outcomes
appear to be for children who remain with mentally ill parents whose parenting is adequate, even if
not optimal (Miller 1997).

III. Evaluation of Existing Systems and Programs

Identification of gaps and redundancies in the system

The public system of mental health care broadened the population of people served when the
management of Medi-Cal shifted from the state to counties.  The County of Los Angeles Department
of Mental Health facilities offer an array of services that are no longer limited to those with serious
and persistent mental illness.  Services include evaluation and treatment, rehabilitation services,
medication management, crisis intervention, assistance obtaining housing and entitlements, inpatient
treatment, as well as other case management services on an ability-to-pay-basis.  Most clients do not
pay anything for services or medications.  People in need of services can phone for an assessment
appointment (usually a wait of two weeks) or in an emergency walk in to be seen on the same day
(usually a several-hour wait).  Most facilities are open only during daytime hours.  Mental health
crises that occur after hours or on weekends are managed by a central phone triage system that can
dispatch mental health providers in an emergency. In addition to the county mental health system,
mental health services are provided through private primary care providers and mental health
clinicians, private psychiatric hospitals and clinics, general hospitals, state hospitals and VA medical
centers.

For individuals needing mental health services, a significant obstacle is the stigma attached to
attending a mental health facility. Parents of young children may worry that they will be deemed unfit
as caregivers if they are perceived as “mental patients.”

Mental health screening and referrals
At present, most agencies and providers that see pregnant women and parents of young children do
not routinely screen for depression or other mental health problems. One exception is the screening
of alcohol and substance abuse, which is widely done, frequently with the use of standardized
questionnaires. If a pregnant woman or parent expresses symptoms of depression or other mental
health problem, she may be referred for evaluation. Agency staff and providers, however, are
frequently unaware of mental health resources for low-income parents, and therefore may provide
inappropriate or inadequate referrals. Medical clinics, departments of public social services and
children’s services do not reliably provide brochures or other informational literature describing
common mental disorders and treatment resources.

If a psychiatrist is available, a consultation may be obtained. Women with limited resources may not
be able to afford a mental health consultation. Alternatively, an appointment is made for the mother
at an outpatient mental health clinic or with a private clinician.
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Children of mentally ill parents rarely receive mental health screening despite being at elevated risk
for mental health problems.

Coordination of services
There is little communication between county departments of adult
mental health, children’s mental helth, departments of child and family
services, or departments of health services. For example, the
Department of Children and Family Services may do an evaluation
without ever communicating with the mental health clinicians who
have been treating the parent(s).

Services for children and their families are usually administered
separately from those offered for adults with very little cross-over in
terms of knowledge about the other programs’ services or referrals
between programs.

Communication between mental health facilities and other facilities that provide services to a client
cannot occur without that client’s signed consent for the release of information about his/her care.
This requirement can present a huge obstacle to effective collaboration and coordination of services.

Parenting skills training for severely mentally ill parents
Parenting skills among mentally ill patients are seldom evaluated, nor
are services to improve parenting skills readily available.

The public system incurs significant costs from foster care placements
due to parental mental illness, including the costs of litigation resulting
when the state moves to terminate parental rights (Blanch and
Nicholson 1994). Policies that enhance parenting capacities and
improve support systems for parents will promote family unity and
reduce such placements and their associated costs.   

Innovative approaches

Several creative approaches have emerged across the U.S. that address the needs of mentally ill
parents and their young children. We will review two such innovative programs: a county initiative
(Los Angeles County’s Mental Health Service Delivery Model for Families) and a private/public
partnership (The University of Illinois at Chicago’s Women’s Program).

Los Angeles County’s Mental Health Service Delivery Model for Families
The Mental Health Service Delivery Model for Families is an initiative working within CalWORKs
(California Work Opportunity and Responsibility to Kids) in Los Angeles County.  Many CalWORKs
parents suffer from mental health problems such as depression, anxiety, post traumatic stress disorder
and substance use disorders. These individuals may also face significant parenting demands if their
children have health or mental health disorders or function poorly at school or in the community.
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Recognizing that people on welfare are more likely to successfully transition to work if they
experience emotional well-being and family stability, the program has made their mental health and
parenting needs a priority. 

The components of the program include:

• Active outreach to parents and children, including home visits when necessary to engage
and support families.

• Formal linkages and close collaboration with multiple agencies, including the Department
of Public Social Services, Department of Children and Family Services, Probation
Department, domestic violence agencies, vocational assessment and training resources,
schools and child care facilities and substance abuse treatment agencies.

• Family- and child-friendly clinics that help children and parents of diverse cultures feel
welcomed and comfortable.

• Case management to support the family in obtaining services and resources and in
overcoming obstacles to care.

• Service plans that are developed in collaboration with families and are tailored to each
family’s specific needs and strengths.

• Family therapy to address family concerns and problems.

• Group treatment, including parent support groups, training in parenting skills, and anger
management groups.

• Crisis intervention to support families during times of crisis.

• Medication support, e.g., with antidepressants, anxiolytics and other medications.

• Training of mental health providers so that they are able to work effectively with families.
The specific skills needed by mental health professionals working in the CalWORKs
program include: expertise in working with victims of domestic violence; in diagnosing
mental disorders such as post traumatic stress disorder, mood and anxiety disorders, and
chemical dependency; in conducting therapy with families; in interviewing and screening
children for mental health problems.

The University of Illinois at Chicago’s Women’s Program
The University of Illinois at Chicago’s Women’s Program was founded in 1988 to address the needs
of parents with mental illness. The program offers multiple services, including the following:
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• Parents’ Clinic.  The program’s Parents’ Clinic provides parenting coaching and support
in addition to psychiatric evaluations and treatment. This services include psychometric
measurements related to parenting, home evaluations, and a therapeutic nursery that
provides one-on-one parenting training. Also, clinic staff videotape parent-child
interactions to review and discuss with parents. A child development specialist and an
early childhood educator assess children’s developmental outcomes. The start-up costs
of the Parents’ Clinic were funded by a grant from a private foundation. Funding from the
Cook County Department of Children and Family Services has allowed the Clinic to
remain in operation.

• Parenting Assessment Team.  Another service is the Parenting Assessment Team, which
performs forensic evaluations of parents who are at risk of losing custody of their
child(ren). Detailed multi-disciplinary custody evaluations are conducted in association
with the Cook County Department of Children and Family Services. This team is funded
by the Cook County Department of Children and Family Services.

• Inpatient Unit.  The program runs a six-bed inpatient unit for severely mentally ill women,
in which pregnant inpatients receive prenatal and obstetric care. A nursery close to the
psychiatric facility allows for frequent visits between the mother and her newborn. An
outpatient clinic offers individual and group psychotherapy, medication management, and
family planning services for mentally ill women.

• Outpatient Women’s Clinic.  An outpatient mental health clinic specializes in the treatment
of female-specific conditions, such as the use of psychiatric medications in pregnant and
nursing women.  This staff at this clinic also provides consultation/liaison services to
patients treated through the University of Chicago’s ob/gyn services.

• Training.  The program additionally trains family court judges and lawyers, staff from the
Department of Children and Family Services, pediatricians and family practitioners on the
impact of parental mental health on children and on screening techniques to assess
parental and child mental health.

While these two programs (CalWORKs and the University of Illinois at Chicago’s Women’s
Program) are examples of innovative approaches to address the mental health needs of parents of
young children, formal evaluations of these programs’ outcomes have not been undertaken to date.

IV. Integrating and Coordinating Programs and Funding

Sources of funding that are routinely being used

Funding for mental health services in California is provided through a range of public and private
sources.   For individuals with employer-based health insurance, some resources are available through
behavioral health plans associated with general insurance programs.
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However, notwithstanding efforts to equalize the treatment of mental and physical illnesses (parity),
access to behavioral health services is often severely limited for those with employer-based insurance,
and rehabilitative services, including case management, ongoing group support, peer support, and
linkages to social services, are rarely available. For parents and others with more severe mental
illnesses, regular employment may be difficult to maintain, so other mechanisms must be found to
meet their mental health needs.  A range of programs offered directly through the Department of
Mental Health, or coordinated with Department of Mental Health programs, are available. Efforts to
coordinate these programs are already under way, as described further below. While the focus here
is on programs administered through, or in coordination with, the Department of Mental Health, other
programs will also need to be considered as counties seek to provide care for parents that meets both
their needs and the needs of their children.

The Department of Mental Health Budget
The California Department of Mental Health (DMH) provides services through counties.  The 1999-
2000 Department of Mental Health budget allocated $1.5 billion, representing a 5.1% increase over
the previous year.  

Subsets of the Community Mental Health portion of the DMH budget that are funded from the $1
billion in local assistance money include:

• Children’s System of Care.  Approximately $26 million has been allocated for treatment
of severely emotionally disturbed children.  Currently, 41 counties are funded with a
mandate to coordinate a response between Mental Health  Social Services, Juvenile
Justice and Education agencies.

• Early Mental Health Initiative (EMHI).  $15 million from Proposition 98 has been
allocated to provide first-time and continuing grants to schools seeking to implement early
mental health intervention and prevention services to children 5 to 8 with mild to
moderate adjustment problems.

• Local Incentive Grants.  The DMH has been budgeted with $10 million in “one-time only
funds” for local incentive and expansion grants for counties seeking to integrate services
for severely mentally ill adults. 

• Brain-Damaged Adult Program/Caregiver Resource Centers (CRC).  $9.2 million has
been allocated for assessment, planning, respite care, counseling, referral, training, and
legal and financial consultation to support a caregiver’s efforts to maintain a brain-
damaged individual at home as long as possible.

• Supportive Housing.   The DMH has allocated $3 million from various sources to provide
permanent independent housing for people who are homeless or at a risk of homelessness,
including those whose needs involve mental illness.
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The Medi-Cal Specialty Mental Health Managed Care Program
This program provides “specialty” mental health services to Medi-Cal beneficiaries, by means of
mental health plans which are operated by county mental health departments in 57 of the 58 counties.
It has a budget of $169 million, which is matched by federal dollars.

Early Prevention, Screening, Diagnosis and Treatment (EPSDT)
EPSDT follows a federal requirement that all Medicaid beneficiaries ages 0-21 years are entitled to
early and periodic screening, diagnosis and treatment for any condition that can be corrected or
ameliorated by treatment. When that condition is a mental health disorder or condition, the child
receives EPSDT through the county Mental Health Plan. Approximately $200 million has been
allocated for this program. Therapeutic Behavioral Services (TBS) is a program that developed under
EPSDT and supports extended contact with a child by an experienced service worker when the child
or youth is experiencing an imminent life crisis or transitioning to a residential placement or other
situation.   An additional $1 million of funds supports this program.

Department of Rehabilitation
In the 1999-2000 budget for the Department of Rehabilitation,  $416 million is allocated for a wide
variety of programs, including Vocational Rehabilitation Services Program (assists individuals  in
securing, retaining, regaining employment), the Americans with Disabilities Act Implementation Unit
(assists state officials in implementing the ADA), Habilitation Services Program (provides funds for
community rehabilitation programs oriented toward increasing clients vocational functioning), Work
Activity Services (provides paid work/training to reach vocational objectives of clients), Supported
Employment (assists clients to maintain competitive employment) and Independent Living Services
(associated with the Department of Rehabilitation’s programs to assist clients to maintain independent
living) and other programs.

CalWORKs
Approximately $50 million in mental health treatment and $55 million in substance abuse treatment
funds are made available annually to local Departments of Social Services to be used to fund services
by the local mental health and substance abuse departments to serve CalWORKs recipients who need
treatment in order to get and maintain employment.

New approaches to mental health systems

In recent years, adult mental health services have been moving toward new models which have
developed from novel approaches to children’s mental health services in California and throughout
the U.S.  One such model is the Adult Systems of Care (ASOC), which involves the use of a personal
service plan for each client, and a collaborative arrangement that leverages or purchases services to
meet a members’ needs, including housing, supported and competitive employment, socialization,
education, rehabilitation, legal assistance, money management, mental health treatment, and physical
health and dental care, counseling and respite care. This model includes strong consumer
involvement, both in the design of the program and the determination of each individual treatment
plan. Funding is typically through a case rate or a capitation. Programs utilize performance outcomes
to gauge success. The ASOC model has been developed for adults of reproductive age but has been
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Mental health screening
and treatment services

should be provided at or
near sites that parents

frequently attend.

funded for only four areas of the state (Ventura, Los Angeles, Stanislaus and Sacramento) and so is
not comprehensive. In addition, the ASOC model does not include routine, tested methods for linking
services to the treatment needs of children, even though the personal service plan for each client
should include parental needs.

V. Recommendations

Ø Identify/Screen parents for mental illness

Multiple public agencies and providers have routine contact with women and men who are depressed
or have mental health problems while parenting young children. These include family planning centers,
obstetricians and gynecologists, birth hospitals, WIC programs, pediatric offices, Head Start, and
child care centers.  At a minimum, these public agencies and providers could provide handouts (in
multiple translations) that describe symptoms of common mental disorders and list appropriate
community resources for evaluation and treatment.  Additionally, parents attending these sites could
be screened for depression and other mental health issues. For pregnant women and new mothers,
a quick screening can be obtained with the Edinburgh Postnatal Depression Scale or the CES-D, two
scales mentioned earlier in this chapter.

Ø Facilitate access to care

Mental health services could be provided at or near sites that parents frequently attend, e.g., WIC
centers, child care centers and schools. This strategy would greatly facilitate access to mental health
care and would also help reduce the stigma that some individuals associate with mental health
facilities.

Public agencies and providers can be provided with lists of local
referral agencies and their telephone numbers so that parents can be
easily referred for further evaluation.

Services should be offered in nontraditional settings (e.g., schools,
churches), or at nontraditional hours, if such approaches will facilitate parents' attendance.
Transportation can be provided to mentally ill parents to attend parenting classes and other
rehabilitative activities. Couples counseling should be offered to mentally ill parents experiencing
marital discord.

Ø Provide training to non-mental health providers who have contact with parents

Child care service staff, preschool teachers, WIC providers, primary care providers,
obstetricians/gynecologists, judges and Department of Children and Family Services (DCFS) staff
should be educated about typical symptoms of depression and other mental illnesses so that parents
and parents-to-be needing mental health services will receive appropriate referrals. These providers
can also be trained about how parental mental illness affects children. In particular, it is important
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that the training address commonly held stereotypes about the impact of parental mental illness, e.g.,
that psychiatric disorders prevent individuals from being adequate parents.

Ø Provide training to mental health providers

Mental health clinicians should be trained to understand the impact of mental illness on parenting
skills and family stability, and to ensure that parenting needs are addressed in clinical planning. 
Mental health clinicians treating women of reproductive age with psychiatric medications can be
trained in methods in the early identification of pregnancy (e.g., asking about the date of the last
menstrual period, obtaining beta-HCG) to avoid or minimize fetal exposure to medication.

Mental health clinicians treating sexually active men and women can be trained about methods of
contraception so that they can provide informed counseling to their patients.

Mental health clinicians can be educated about child protective services’ laws and permanency
planning issues so that they can better understand patients’ experiences with DCFS and communicate
more effectively with staff from child protective services.

Ø Coordinate systems/programs

One priority is greater coordination between adult and children’s mental health services and other
services. To facilitate this coordination, record-keeping requirements and  forms can be made uniform

across agencies. Clients served by more than one agency
(e.g., adult mental health programs, children’s mental
health programs, social service programs) can receive a
single case manager to coordinate all services, rather
than a case manager at each agency. Further, any service
offered by either program could be offered at either site,
allowing clients to choose the site at which to receive

services. Some clients may prefer to attend a mental health clinic for all their needs (including parent
training, welfare needs), while others may feel more comfortable receiving help (including psychiatric
services) at the local social services program or health care facility.

Any site can be a point of entry into other service. For example, when adults or children enter the
health care system through general medical or pediatric services, these could facilitate links with adult
and children’s mental health services and social services. 

Ø Increase collaboration among agencies serving severely mentally ill

Collaboration between multiple agencies, including DMH, the Department of Public Social Services
(DPSS), DCFS, probation departments, schools, child care facilities, domestic violence agencies,
substance use treatment programs, and vocational rehabilitation programs, is essential for diverse
needs of families to be effectively addressed.  Staff from child protective services should involve the
parents’ treating clinicians when making custody decisions. These clinicians (psychiatrists, social
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workers, etc.) are sources of essential information: the specific symptoms of the parent’s mental
illness, the parent’s compliance with treatment, his/her insight into their illness, his/her prognosis,
and other clinical issues that are highly relevant to parenting.  Clinicians can also be of great
assistance in reducing stigma and stereotypes about parenting among mentally ill individuals.

A significant obstacle that providers face in trying to communicate with one another about an
individual client is the need for the client’s signed consent to have information released about him/her.
Decisions that significantly affect the life of a child (such as removal of the child from parental
custody) should be made only once providers responsible for the care of both the parent and the child
have exchanged information. To facilitate such communication, providers should encourage all clients
to sign confidentiality waivers, helping them understand that the purpose of interagency
communication is to promote family functioning, well-being, and unification.

Ø Intervene with children of mentally ill parents

Mental health providers who work with parents should receive training in the assessment of parenting
skills and in screening children for indicators of mental health problems.

Intake evaluations of adults with mental illness should routinely assess parenting status. If the
patient’s illness is severe or prolonged and the patient is parenting a young child, mental health
professionals should recommend that the children undergo mental health screening. 

For many children, a parent's mental illness produces marked confusion, shame and guilt. These
children should be provided with opportunities to express their feelings with mental health
professionals and to get their questions answered about their parent's illness.

Ø Optimize parenting abilities among severely mentally ill individuals

Parenting assessments and education should routinely be offered to mentally ill parents.

Parental status should be added to DMH uniform patient intake forms to prompt clinicians to explore
this issue.

Permanent or temporary housing, with various levels of
supervision, should be developed to meet the diverse needs of
mentally ill parents and their children.

Ø Provide family planning for severely mentally ill adults

Contraceptive counseling can be offered at mental health clinics.
These clinics are frequently the only health care facility that
mentally ill individuals attend on a regular basis. If they do not
receive access to contraception at the mental health facility, they
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may not receive it all. Contraceptive methods that should be made available include condoms, as they
provide for both contraception and protection against STDs and HIV transmission.

Adults who receive services in mental health facilities should be asked about their plans for future
pregnancies. Strategies for contraception should be reviewed for men and women not wishing to
conceive.

Intake forms of adult clients should include items about current methods of contraception, to
routinely prompt these questions.

Ø Bolster community support

Peer educators can be trained to deliver direct, in-person family planning and counseling, as in Maine,
where ongoing TANF recipients work as peer counselors to new TANF recipients.

Ø Hold public hearings

New York created a task force in 1992 to examine the prevalence of parenthood among mentally ill
individuals, identify ways for the child welfare system to work effectively with mentally ill parents and
their children,  and identify strategies to reduce family disruption and foster care placements due to
parental mental illness. The task force consisted of clients and professionals from New York's
Departments of Mental Health and of Social Services and held public hearings (Blanch and Nicholson
1994).  Similar hearings could be held in California to provide a forum for people who suffer from
mental illness or who deliver services to mentally ill individuals to help identify the unmet needs of
mentally ill parents.
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VI.  Appendix A: Parenting Domains to be Explored in Parents with Mental Illness

Focus on parenting:
• Capacity to attend to child's physical, intellectual, social and emotional needs
• Capacity to provide a stable and nurturing environment
• Age-appropriate understanding and expectations of child
• Capacity to initiate or follow and enjoy child-centered activity
• No evidence of physical or sexual abuse

Focus on mentally ill parent:
• Level of disturbance, instability and violent tendencies (impulse control)
• Behavior and psychiatric symptoms directly affecting parenting capacity and ability,

including alcohol and drug addiction
• Sense of responsibility for self, child and family
• Capacity to acknowledge any risk to child
• Level of paranoia
• Capacity to form trusting relationships
• Use of help/clinical interventions

Focus on other parent, if relevant:
• Attitude toward partner’s  illness
• Relationship to child
• Commitment to maintaining the family
• Capacity to intervene on child's behalf if and when necessary

Focus on the marriage/partnership if relevant:
• Style and intensity of marital conflict
• Ability to communicate
• History of domestic violence

Focus on the child:
• Developmental progress
• Child's attachment status
• Capacity for self-protection
• Unusual behaviors or characteristics
• Relationships outside nuclear family

Focus on context:
• Financial/housing status
• Environmental stress
• Quality of non-family network
• Quality of home environment (ideally assessed through home visit)
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VII.  Appendix B: Resources

Useful web sites

1. Clearinghouse on Elementary and Early Childhood Education: www.ericeece.org

2. Boston Institute for the Development of Infants and Parents: www.medicalboston.com/bidip

3. Zero to Three – National Center for Infants, Toddlers and Families: www.zerotothree.org

4. Positive Parenting: www.positiveparenting.com

5. PACER Center (nonprofit organization that serves families of children with physical, mental
or learning disabilities): www.pacer.org

6. Department of Mental Health, State of California: www.dmh.ca.gov

7. California Council of Community Mental Health Agencies: www.cccmha.org

8. California Network of Mental Health Clients: www.cnmhc.org

9. People Who Information Center: www.peoplewho.net

10. Mary Ellen Copeland, MS, MAS – Self-Help Strategies for Dealing with Depression, Manic
Depression and other Psychiatric Disorders: www.mentalhealthrecovery.com

11. Monterey Mental Health Network: www.mentalnet.com

12. National Alliance for Mentally Ill: www.nami.org

13. Mental HealthNet: www.cmhc.com

14. National Institute of Mental Health: www.nimh.nih.gov

15. Internet Mental Health: www.mentalhealth.com

16. Center for Mental Health Services (CMHS): www.samhsa.gov/cmhs/cmhs.htm
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List of relevant California experts by county

Claire Brindis, Dr. P.H.
Associate Adjunct Professor, Department of Pediatrics
University of California, San Francisco
Director, Center for Reproductive Health Policy Research
Institute for Health Policy Studies, UCSF

Christine Dunkel-Schetter, Ph.D.
Professor, Department of Psychology, UCLA

Connie Hammen, Ph.D.
Professor, Department of Psychology, UCLA

Claire Kopp, Ph.D.
Professor, Department of Psychology, Claremont Graduate University

Jeree H. Pawl, Ph.D.
Department of Psychiatry, UCSF and California Infant-Parent Program, San Francisco General
Hospital

Alicia Lieberman, Ph.D.
Department of Psychiatry, UCSF

Chris Dunkel-Schetter, Ph.D.
Professor, Department of Psychology, UCLA

Marian Sigman, Ph.D.
Professor, Department of Psychiatry, UCLA

Anna Spielvogel, M.D.
Department of Psychiatry, UCSF

Bonnie Zima, M.D.
Associate Professor and Director, Child Psychiatry Training Program,
Department of Psychiatry, UCLA

William Vega, Ph.D.
Professor, School of Public Health
University of California, Berkeley



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -20-

VIII.  Appendix C: References/Bibliography

Alpern L, Lyons-Ruth K. Preschool children at social risk: chronicity and timing of maternal depressive symptoms and
child behavior problems at school and at home. Development and Psychopathology 1993; 5: 371-387.

Areias MEG, Kumar R, Barros H, Figueiredo E. Correlates of postnatal depression in mothers and fathers. Br J
Psychiatry 1996; 169: 36-41.

Aruffo JF, Coverdale JH, Chacko RC, Dworkin RJ. Knowledge about AIDS among women psychiatric outpatients.
Hospital and Community Psychiatry 1990; 41: 326-328.

Barnet B, Joffe A, Duggan AK, Wilson MD, Repke JT. Depressive symptoms, stress, and social support in pregnant and
postpartum adolescents. Archives of Pediatrics and Adolescent Medicine 1996; 150:64-69.

Barnett B, Lockart K, Bernard D, Manicavasagar V, Dudley M. Mood disorders among mothers of infants admitted to a
mothercraft hospital. J Pediatrics and Child Health 1993; 29: 270-275.

Bazar J: Mentally ill moms aided in keeping their children. APA Monitor 32, 1990.
Beardslee WR, Bempora, J, Keller MB and Klerman GL: Children with parents with major affective disorder: a review.

American Journal of Psychiatry 140: 825-32, 1983
Beardslee WR, Versage, EM, Gladstone TG: Children of affectively ill parents: A review of the past 10 years. J. Am.

Acad. Child Adolesc. Psychiatry 37(11): 1134-1141, 1998.
Beardslee WR, Versage EM, Wright, EM: Examination of preventative interventions for families with depression:

evidence of change. Dev. Psychopathol 9: 109-130, 1997.
Beardslee WR, Wright E, Salt P: Examination of children’s responses to two preventive intervention strategies over

time. J Am Acad Child Adolesc Psychiatry 36:196-204, 1997.
Beck CT. Screening methods for postpartum depression. J Obstetric, Gynecologic, and Neonatal Nursing 1995; 24:

308-312.
Beck CT. The effects of postpartum depression on child development: a meta-analysis. Archives of Psychiatric Nursing

1998; 12: 12-20.
Bendersky M, Lewis M. Prenatal cocaine exposure and impulse control at two years. Annals of the New York Academy

of Sciences 1998; 846: 365-367.
Biederman J, Rosenbaum JF, Hirshfeld DR, Faraone SV, Bolduc EA, Gersten M, Meminger SR, Kagan J, Snidman N,

Reznick JS: Psychiatric correlates of behavioral inhibition in young children of parents with and without
psychiatric disorder. Archives of General Psychiatry 47: 21-26, 1990.

Bishop SJ, Leadbeater BJ. Maternal social support patterns and child maltreatment: comparison of maltreating and
nonmaltreating mothers. Am J Orthopsychiatry 1999; 69: 172-181.

Blanch A, Nicholson J, Purcell J. Parents with severe mental illness and their children: the need for human services
integration. J Mental Health Administration 1994: 21: 388-396.

Brindis CD, Berkowitz G, Clayson Z, Lamb B. California's approach to perinatal substance abuse: toward a model of
comprehensive care. Psychoactive Drugs 1997 Jan-Mar;29(1):113-22.

Brindis CD, Clayson Z, Berkowitz G. Options for Recovery: California's perinatal projects. J Psychoactive Drugs 1997
Jan-Mar;29(1):89-99.

Buist AE, Dennerstein L, Burrows GD: Review of a mother- baby unit in a psychiatric hospital. Australian and New
Zealand Journal of Psychiatry 24: 103-108, 1990.

Cadzow SP, Armstrong KL. Stressed parents with infants: reassessing physical abuse risk factors. Child Abuse and
Neglect 1999; 23:845-53.

Campbell SB, Cohn JF. The timing and chronicity of postpartum depression: implications for infant development.  In:
Postpartum Depression and Child Development. Murray L, Cooper PJ, eds. New York: Guilford 1997, pp
165-197.

Chaffin M, Kelleher K, Hollenberg J. Onset of physical abuse and neglect: psychiatric, substance abuse and social risk
factors from prospective community data. Child Abuse and Neglect 1996; 20: 191-203.

Chang SS, Renshaw DC. Psychosis and pregnancy. Comprehensive therapy 1986; 12: 36-41.
Chasnoff IJ, Anson A, Hatcher R, Stenson H, Iaukea K, Randolph LA. Prenatal exposure to cocaine and other drugs.

Outcome at 4 to 6 years. In JA Harvey and BE Kosofsky (eds). Cocaine: Effects on the Developing Brain. New
York: the New York Academy of Sciences 1998; pp. 314-328.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -21-

Cichetti D, Ganiban J, Barnett D. Contributions from the study of high-risk populations to understanding the
development of emotion regulation. The Development of Emotion Regulation and Dysregulation. Garber J,
Dodge K, eds. Cambridge, England: Cambridge University Press 1991.

Cichetti D, Rogosch FA, Toth SL. Maternal depressive disorder and contextual risk: contributions to the development of
attachment insecurity and behavior problems in toddlerhood. Development and Psychopathology 1998; 10:
283-300.

Cogill SR, Caplan AL, Alexandra H, Robson KM, Kumar R. Impact of maternal postnatal depression on cognitive
development of young children. British Medical Journal 1986; 292: 1165-1167.

Collins NL, Dunkel-Schetter C, Lobel M, Scrimshaw SCM. Social support in pregnancy: psychosocial correlates of
birth outcomes and postpartum depression. J Personality and Social Psychology 1993; 6: 1243-1258.

Condon JT. The spectrum of fetal abuse in pregnant women. Journal of Nervous and Mental Disease 1986; 174: 509-
516.

Cooper PJ, Campbell EA, Day A, Kennerley H, Bond A. Non-psychotic psychiatric disorder after childbirth--a
prospective study of prevalence, incidence, course and nature. Br J Psychiatry 1988; 152: 799-806.

Copper RL, Goldenberg RL, Das A, Elder N, Swain M, Norman G, Ramsey R, Cotroneo P, Collins BA, Johnson F,
Jones P, Meier A. The preterm prediction study: maternal stress is associated with spontaneous preterm birth at
less than thirty-five weeks gestation. Am J Obstet Gynecol 1996; 175: 1286-92.

Cooper P, Murray L. Prediction, detection, and treatment of postnatal depression. Arch Dis Child 1997 Aug;77(2):97-9.
Coverdale JH, Aruffo JA: Family planning needs of female chronic psychiatric outpatients. Am. J. Psychiatry 146:11,

1489-1491, 1989.
Coverdale J, Aruffo J, Grunebaum H: Developing family planning services for female chronic mentally ill outpatients.

Hospital and Community Psychiatry 43: 475-478, 1992.
Coverdale JH, Aruffo J. AIDS and family planning counseling of psychiatrically ill women in community mental health

clinics. Community Mental Health Journal 1992; 28: 13-20. 
Cox JL, Chapman G, Murray D, Jones P. Validation of the Edinburgh Postnatal Depression Scale (EPDS) in non-

postnatal women. J Affective Disorders 1996; 39: 185-189.
Cox JL, Murray D, Chapman G. A controlled study of the onset, duration and prevalence of postnatal depression. Br J

Psychiatry 1993; 163: 27-31.
Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal

Depression Scale. Br J Psychiatry 1987; 150: 782-786.
Cytryn L, McKnew DW, Zahn- Waxler, C. and Gershon, ES: Developmental issues in risk research: The offspring of

affectively ill parents. In Rutter, M., Izard, C.R. and Read, P.B. (eds) Depression in Children: Developmental
Perspectives, Guilford  Press, New York, 1984

D’Angelo EJ, Krock LA, O’Neil LD, Boyle MP: Developmental and temperamental characteristics of infants at risk for
serious pschopathology. In J.D. Call, E. Galenson, and RL Tyson (Eds.), Frontiers of infant psychiatry (Vol.11,
pp.190-200). New York: Basic Books.

DeMulder E, Radke-Yarrow M. Attachment with affectively ill and well mothers: concurrent behavioral correlatees.
Development and Psychopathology 1991; 3: 227-242.

Department of Health and Human Services. The Statement of the Advisory Committee on Services for Families with
Infants and Toddlers. September 1994.

Dinwiddie SH, Bucholz KK. Psychiatric diagnoses of self-reported child abusers. Child Abuse and Neglect, 1993; 17:
465-476.

Downey G, Coyne JC: Children of depressed parents: An integrative review. Psychological Bulletin 108: 50-76, 1990.
Dunkel-Schetter C. Maternal stress and preterm delivery. Prenat Neonat Med 1998; 3: 39-42.
Emde RN, Robinson J. Guiding principles for a theory of early intervention: a developmental-psychoanalytic

perspective. Submitted for publication, 1997.
Feldman P, Dunkel-Schetter C, Woo G, Hobel C. Socioeconomic status and ethnicity in psychosocial processes during

pregnancy. Ann Behav Med 1997; 19: S039.
Field T, Lang C, Martinez A, Yando R, Pickens J, Bendell D. Preschool follow-up of children of dysphoric mothers. J

Clinical Child Psychology 1996; 25: 275-279.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -22-

Finkelstein N. Treatment programming for alcohol and drug-dependent pregnant women. International Journal of
Addictions 1993; 28: 1275-1309.

Forcier, KI: Management and care of pregnant psychiatric patients. Journal of Psychosocial Nursing 28: 11-16, 1990.
Galler JR, Harrison RH, Biggs MA, Ramsey F, Forde V. Maternal moods predict breastfeeding in Barbados. J Dev

Behav Pediatr 1999; 20: 80-87.
Garvey MJ, Tuason VB, Lumry AE, Hoffman NG. Occurrence of depression in the postpartum state. J Affective

Disorders 1983; 5: 97-101.
Goodman SH, Van Buskirk A: Schizophrenic and depressed mothers ratings of their children’s temperament.

Unpublished manuscript, Emory University.
Goodman SH, Emory EK: Perinatal complications in births to low socioeconomic status schizophrenic and depressed

women. Journal of Abnormal Psychology 101: 225-229, 1992.
Gopfert M, Webster J, Pollard J, Nelki JS. The assessment and prediction of parenting capacity: a community-oriented

approach. In: Gopfert M, Webster J, Seeman MV, eds. Parental Psychiatric Disorder. Cambridge: Cambridge
University Press, 1996, pp 271-309.

Gopfert M, Webster J, Seeman MV, eds. Parental Psychiatric Disorder:: Distressed Parents and Their Families.
Cambridge: Cambridge University Press, 1996.

Gunther-Genta F, Bovet P, Hohlfeld P. Obstetric complications and schizophrenia: a case-control study. Br J Psychiatry
1994; 164: 165-170.

Gordon D, Burge D, Hammen C, Adrian C, Jaenicke C, Hiroto D. Observations of interactions with depressed women
and their children. Am J Psychiatry 1989; 146: 50-55.

Gross D, Conrad B, Fogg L, Wothke W. A longitudinal model of maternal self-efficacy, depression and difficult
temperament during toddlerhood. Res Nurs Health 1994; 17: 207-15.

Hans S, Marcus J, Auerbach J: Jerusalem Infant Development Study. Paper presented at the Schizophrenic Consortium
Conference on Risk in Infancy, Newport, RI.

Hay DF. Postpartum depression and cognitive development. Postpartum Depression and Child Development. Murray L,
Cooper PJ, eds. New York: Guilford 1997, pp 85-110.

Hay DF, Kumar R. Interpreting the effects of mothers' postnatal depression on children's intelligence: a critique and
reanalysis. Child Psychiatry and Human Development 1995; 25: 165-181.

Hedegaard M, Henriksen TB, Sabroe S, Secher NJ.  Psychological distress in pregnancy and preterm delivery. BMJ.
1993 Jul 24;307(6898):234-9.

Hendrick V, Stowe ZN, Altshuler LL, Hostetter A, Fukuchi A. Paroxetine use during breast-feeding. Journal of Clinical
Psychopharmacology, in press, 2000.

Hirshfeld DR, Rosenbaum JF, Biederman J, Bolduc EA, Faraone SV, Snidman N, Reznick JS,
Kagan J: Stable behavioral inhibition and its association with anxiety disorder. Journal of the American Academy of

Child and Adolescent Psychiatry 31: 103-111, 1992.
Hobel CJ, Dunkel-Schetter C, Roesch S. Maternal stress as a signal to the fetus. Prenat Neonat Med 1998; 3: 116-120.
Hobfoll SE, Ritter C, Lavin J, Hulsizer MR, Cameron RP. Depression prevalence and incidence among inner-city

pregnant and postpartum women. J Consult Clin Psychol 1995 Jun;63(3):445-53.
Hodgkinson S, Sherrington R, Gurling H, Marchbanks R, Peeders S, Mallet J, McInnis M, Petursson H, Brynjolfsson J:

Molecular genetic evidence for heterogeneity in manic depression. Nature 325: 805-806, 1987.
Holden C: Probing the complex genetics of alcoholism. Science 251: 163-164, 1991.
Jadresic E, Araya R, Jara C. Validation of the Edinburgh Postnatal Depression Scale (EPDS) in Chilean postpartum

women.  Psychosom Obstet Gynaecol 1995 Dec;16(4):187-91.
Kendler KS, Eaves LJ. Models for the joint effect of genotype and environment on liability to psychiatric illness.

American J Psychiatry 1986; 143: 279-289.
Kennell J, Klaus M, McGrath S, Robertson S, Hinkley C. Continuous emotional support during labor in a US hospital. A

randomized controlled trial. JAMA 1991 May 1;265(17):2197-201.
Kessler RC, McConagle KA, Zhao S, et al. Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the

United States. Results from the National Comorbidity Survey. Arch Gen Psychiatry 1994; 51: 8-19.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -23-

Klaus MH, Kennell JH, Robertson SS, Sosa R.Effects of social support during parturition on maternal and infant
morbidity. Br Med J (Clin Res Ed) 1986 Sep 6;293(6547):585-7.

Kochanska G: Patterns of inhibition of the unfamiliar in children of normal and affectively ill mothers. Child
Developmemt 62: 250-263, 1991.

Koniak-Griffin D, Walker DS, de Traversay J. Predictors of depression symptoms in pregnant adolescents. J
Perinatology 1996; 16: 69-76.

Lamb ME:  The effects of social context on dyadic social interaction. In ME Lamb, ST Suomi, GR Stephenson (Eds.),
Social interaction analysis: Methodological issues (pp. 253-268). Madison: University of Wisconsin Press,
1979.

Leadbeater BJ, Bishop SJ. Predictors of behavior problems in preschool children of inner-city Afro-American and
Puerto Rican adolescent mothers. Child Development 1994; 65: 638-648.

Lobel M, Dunkel-Schetter C, Scrimshaw S. Prenatal maternal stress and prematurity: a prospective study of
socioeconomically disadvantaged women. Health Psychol 1992; 11: 32-40.

Lyons-Ruth K, Wolfe R, Lyubchik A, Grogan J, Steingard R. Depressive symptoms in parents of children under three:
sociodemographic predictors, current correlates and associated parenting behaviors. In: The Health and Social
Conditions of Young Children in American Families. Halfon N, Schuster M, Taffe Young K, eds. In press.

Lyons-Ruth K, Easterbrooks MA, Cibelli CD. Infant attachment strategies, infant mental lag, and maternal depressive
symptoms: predictors of internalizing and externalizing problems at age 7. Developmental Psychology 1997;
33: 681-692.

Lyons-Ruth K, Alpern L, Repacholi B. Disorganized infant attachment classification and maternal psychosocial
problems as predictors of hostile-aggressive behavior in preschool classroom. Child Development 1993; 64:
572-585.

Lyons-Ruth K, Connell DB, Grunebaum HU, Botein S. Infants at social risk: maternal depression and family support
services as mediators of infant development and security of attachment. Child Dev 1990; 61(1):85-98.

Lyons-Ruth K, Zoll D, Connell D, Grunebaum HU. The depressed mother and her one-year-old infant: environment,
interaction, attachment, and infant development. New Dir Child Dev 1986; (34):61-82.

Mayes LC, Bornstein MH, Chawarska K, Granger RH. Information processing and developmental assessments in 3-
month old infants exposed prenatally to cocaine. Pediatrics 1995; 95:539-545.

McCantz-Katz EF. The consequences of maternal substance abuse for the child exposed in utero. Psychosomatics 1991;
32: 268-274.

McNeil TF, Kaij L, Malmquist-Larson A. Women with nonorganic psychosis: mental disturbance during pregnancy.
Acta Psychiatr Scand 1984; 70: 127-139.

McNeil TF, Kaij L, Malmquist-Larson A. Women with nonorganic psychosis: pregnancy's effect on mental health during
pregnancy. Acta Psychiatr Scand 1984; 70: 140-148.

McNeil TF, Kaij L, Malmquist-Larson A. Women with nonorganic psychosis: factors associated with pregnancy's effect
on mental health. Acta Psychiatr Scand 1984; 70: 209-219.

Midmer D, Wilson L, Cummings S. A randomized, controlled trial of the influence of prenatal parenting education on
postpartum anxiety and marital adjustment. Family Medicine 1995; 27: 200-205.

Miller LJ. Psychotic denial of pregnancy: Phenomenology and clinical management.  Hospital and Community
Psychiatry 1990; 41: 1233-1237.

Miller LJ, Finnerty M. Sexuality, pregnancy and childrearing among women with schizophrenic-spectrum disorders.
Psychiatric Services 1996; 47: 502-505.

Miller LJ. Sexuality, reproduction and family planning in women with schizophrenia. Schizophrenia Bulletin 1997; 23:
623-635.

Miller LJ: Psychotic denial of pregnancy: Phenomenology and clinical management. Hospital and Community Psychiatry
41: 1233-1237, 1990.

Miller LJ: Comprehensive care of pregnant mentally ill women. Journal of Mental Health Administration 19: 170-177,
1992.

Mowbray CT, Oyserman D, Zemencuk JK, Ross SR. Motherhood for women with serious mental illness: Pregnancy,
Childbirth and the Postpartum Period. Amer J Orthopsychiatr 1995; 65: 21-38.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -24-

Murphy JM, Jellinek M, Quinn D, Smith G, Poitrast FG, Goshko M. Substance abuse and serious child mistreatment:
prevalence, risk, and outcome in a court sample. Child Abuse and Neglect 1991; 15: 197-211.

Murray L. Effects of postnatal depression on infant development: direct studies of early mother-infant interactions. In:
Motherhood and Mental Illness. Kumar R, Brockington IF, eds, 1988.

Murray L. The impact of postnatal depression on infant development. J Child Psychol Psychiatry 1992
Mar;33(3):543-61.

Murray L, Carothers AD. The validation of the Edinburgh Post-natal Depression Scale on a community sample. Br J
Psychiatry 1990 Aug;157:288-90.

Murray L, Cooper PJ. Postpartum Depression and Child Development. London: Guilford University Press, 1997.
Myers RE. Maternal psychological stress and fetal asphyxia: a study in the monkey. Am J Obstet Gynecol. 1975 May

1;122(1):47-59.
Nicholson J, Geller JF, Fisher WH, Dion GL. State policies and programs that address the needs of mentally ill mothers

in the public sector. Hospital and Community Psychiatry 1993; 44: 484 -489.
Nicholson J, Blanch A. Rehabilitation for parenting roles for people with serious mental illness. Psychosocial

Rehabilitation Journal 1994; 18: 109-119.
Nolen-Koeksema S, Wolfson A, Mumme D, Guskin K. Helplessness in children of depressed and nondepressed

mothers. Special Section: Parental depression and distress: implications for development in infancy, childhood
and adolescence. Developmental Psychology 1995; 31: 377-387.

Nulman I, Rovet J, Stewart D, Wolpin J, Gardner A, Theis JGW, Kulin N, Koren G. Neurodevelopment of children
exposed in utero to antidepressant drugs. N Engl J Med 1997; 336: 258-262.

Nulman I, Koren G. The safety of fluoxetine during pregnancy and lactation. Teratology 1996; 53: 304-308.
O'Hara MW, Swain AM. Rates and risk of postpartum depression--a meta-analysis. International Review of Psychiatry

1996; 8: 37-54.
O'Hara MW. Postpartum Depression: Causes and Consequences. New York: Springer-Verlag 1995.
O'Hara MW, Zekoski EM, Phillips LH, Wright EJ. Controlled prospective study of postpartum mood disorders:

comparison of childbearing and nonchildbearing women. Journal of Abnormal Psychology 1990; 99: 3-15.
Orvashel H, Weissman MM, Idd KK. Children and depression: the children of depressed parents; the childhood of

depressed patients; depression in children. J Affective Disorders 1980; 2: 1-16.
Paarlberg, KM, Vingerhoets JJM, Passchier J, Dekker GA, Van Geijn HP. Psychosocial factors and pregnancy outcome:

a review with emphasis on methodological issues. J Psychosomatic Research 1995; 39: 563-595.
Panzarine S, Slater E, Sharps P. Coping, social support, and depressive symptoms in adolescent mothers. J Adolescent

Health 1995; 17: 113-119.
Poole R. General Adult Psychiatrists and their Patients’ Children. In:  Parental Psychiatric Disorder. Gopfert M,

Webster J, Seeman MV, eds. Cambridge: Cambridge University Press, 1996, pp. 3-6.
Pritchard CW, Teo PY. Preterm birth, low birthweight and the stressfulness of the household role for pregnant women.

Soc Sci Med 1994 Jan;38(1):89-96.
Radke-Yarrow M, Cummings EM, Kuczynksi L, Chapman M. Patterns of attachment in two and three year olds in

normal families and in families with parental depression. Child Development 1985; 56: 884-893.
Radloff LS. The CES-D scale: a self-report depression scale for research in the general population. Appl Psychol

Measur 1977; 1: 385-401.
Reighard FT, Evans ML. Use of the Edinburgh Postnatal Depression Scale in a southern, rural population in the United

States. Progress in Neuro-Psychopharmacology and Biological Psychiatry 1995; 19: 1219-1224.
Rini CK, Dunkel-Schetter C, Wadhwa P, Sandman CA. Psychological adaptation and birth outcomes: the role of

personal resources, stress and sociocultural context in pregnancy. Health Psychology 1999; 18: 333-345.
Riordan D, Appleby L, Faragher B. Mother-infant interaction in postpartum women with schizophrenia and affective

disorders. Psychol Med 1999; 29: 991-995.
Ritsher JEF, Coursey RD, Farrell EW. A survey on issues in the lives of women with severe mental illness. Psychiatric

Services 1997; 48: 1273-1282.
Rosenbaum JF, Biederman J, Gersten M, Hirshfeld DR, Meminger SR, Herman JB, Kagan J, Resnick JS, Snidman N:

Behavioral inhibition in children of parents with panic disorder and agoraphobia. Archives of General
Psychiatry 45: 463-470, 1988.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -25-

Rudolph B, Larson LG, Sweeny S, Hough EE, Arorian K. Hospitalized pregnant psychotic women: characteristics and
treatment issues. Hospital and Community Psychiatry 1990; 41: 159-163.

Rutter M: Commentary, some focus and process considerations regarding effects of parental depression on children. Dev
Psychology 26: 60-67, 1990.

Rutter M. and Quinton D. Parental psychiatric disorder: Effects on Children. Psychological Medicine 14: 853-80, 1984.
Sameroff AJ, Seifer R, Zax M: Early development of children at risk for emotional disorder. Monographs of the Society

for Research in Child Development 47 (7, Serial No. 199), 1982.
Sameroff AJ, Barocas R, Seifer R: The early development of children born to mentally- ill women. In N.F. Watt, E.J.

Anthony, L.C. Wynne, and J. Rolfe (Eds.), Children at risk for schizophrenia: A longitudinal perspective (pp.
482-514). Cambridge, England: Cambridge University Press.

Sandman CA, Wadhwa PD, Chicz-DeMet A, Dunkel-Schetter C, Porto M. Maternal stress, HPA activity and fetal-infant
outcome. Annals New York Acad Sciences 1997; 814: 266-275.

Seifer R, Dickstein S. Parental Mental Illness and Infant Development. In: Handbook of Infant Mental Health. Zeanah C,
Jr. ed. London: Guilford Press, 1993, pp. 120-142.

Sharp D, Hay DF, Pawlby S, Schmucker G, Allen H, Kumar R. The impact of postnatal depression on boys' intellectual
development. J Child Psychology and Psychiatry and Allied Disciplines 1995; 36: 1315-1336.

Silverman MM. Children of psychiatrically ill parents: a prevention perspective. Hospital and Community Psychiatry
1989; 40:1257-1265.

Sinclair D, Murray L. Effects of postnatal depression on children's adjustment to school. Teacher's reports. Br J
Psychiatry 1998 Jan;172:58-63.

Speltz ML, The treatment of preschool conduct problems: an integration of behavioral and attachment concepts. In:
Greenberg M, Cichetti D, Cumming EM, eds. Attachment in the preschool years: theory, research and
intervention. Chicago: University Press 1990, pp 399-426.

Spencer B, Thomas H, Morris J. A randomized controlled trial of the provision of a social support service during
pregnancy: the South Manchester Family Worker Project. Br J Obstet Gyneacol 1989; 96: 281-288.

Spielvogel A, Wile J. Treatment of the psychotic pregnant patient. Psychosomatics 1986; 27: 487-492.
Stein A, Gath DH, Bucher J, Bond A, Day A, Cooper PJ. The relationship between post-natal depression and

mother-child interaction. Br J Psychiatry 1991 Jan;158:46-52.
Stowe ZN. The treatment of postpartum depression. Presented at the American Psychiatric Association's Annual

Conference, San Diego, California, May 1997.
Stowe ZN, Owens MJ, Landry JC, Kilts CD, Ely T, Llewellyn A, Nemeroff CB. Sertraline and desmethylsertraline in

human breast milk and nursing infants. Am J Psychiatry 1997; 154: 1255-1260.
Stowe ZN, Cohen LS, Hostetter A, Ritchie JC, Owens MJ, Nemeroff CB. Paroxetine in human breast milk and nursing

infants. Am J Psychiatry 2000; 157: 185-189.
Streissguth AP, Landesman-Dwyer S, Martin JC, et al. Teratogenic effects of alcohol in humans and laboratory animals.

Science 1980; 209:353-361.
Taddio A, Ito S, Koren G. Excretion of fluoxetine and its metabolite, norfluoxetine, in human breast milk. J Clin

Pharmacol 1996; 36: 42-47.
Teti DM, Gelfand DM, Messinger DS, Isabella R. Maternal depression and the quality of early attachment: an

examination of infants, preschoolers, and their mothers. Developmental Psychology 1995; 31: 364-376.
Thompson WM, Harris B, Lazarus J, Richards C. A comparison of the performance of rating scales used in the

diagnosis of postnatal depression. Acta Psychiatr Scand 1998 Sep;98(3):224-7.
Tronick EZ. Emotions and emotional communication in infants. Am Psychol 1989 Feb;44(2):112-9.
Tronick EZ, Weinberg MK. Depressed mothers and infants: failure to form dyadic states of consciousness. Postpartum

Depression and Child Development. Murray L, Cooper PJ, eds. New York: Guilford 1997, pp 54-84.
Van Ijzendoorn MH, Van Vliet-Visser S. The relationship between quality of attachment in infancy and IQ in

kindergarten. J Genetic Psychology 1988; 149: 23-28.
Villar J, Farnot U, Barros F, Victora C, Langer A, Belizan JM. A randomized trial of psychosocial support during high-

risk pregnancies. The Latin-American Network for Perinatal and Reproductive Research. N Engl J Med 1992;
327: 1266-1271.



Building Community Systems for Young Children

UCLA Center for Healthier Children, Families and Communities -26-

Wadhwa PD, Sandman CA, Porto M, Dunkel-Schetter C, Garite T. The association between prenatal stress and infant
birth weight and gestational age at birth: a prospective investigation. Am J Obstet Gynecol 1993; 169: 858-
865.

Walker E, Emory E. Infants at risk for psychopathology: offspring of schizophrenic parents. Child development 1983;
54: 1269-1285.

Warner R, Appleby L, Whitton A, Faragher B. Demographic and obstetric risk factors for postnatal psychiatric
morbidity. Br J Psychiatry 1996; 168: 607-611.

Watson JP, Elliott SA, Rugg AJ, Brough DI. Psychiatric disorder in pregnancy and the first postnatal year. Br J
Psychiatry 1984 May;144:453-62.

Watt N, Anthony EJ, Wynne LC and Rolf, E: Children at the Risk for Schizophrenia: A Longitudinal Perspective.
Cambridge University Press, Cambridge 1984.

Whiffen VE, Gotlib IH. Infants of postpartum depressed mothers: temperament and cognitive status. J Abnorm Psychol
1989 Aug;98(3):274-9.

Wickberg B, Hwang CP. The Edinburgh Postnatal Depression Scale: validation on a Swedish community sample. Acta
Psychiatrica Scandinavica 1996; 94: 181-184.

Williams-Peterson MG, Myers BJ, Degen HM, Knisely JS, Elswick RK, Schnoll SS. Drug-using and nonusing women:
potential for child abuse, child-rearing attitudes, social support and affection for expected baby. Int’l J of
Addictions 1994; 29: 1631-1643.

Wisner KL, Perel JM, Blumer JF. Serum sertraline and N-desmethylsertraline levels in breast-feeding mother-infant
pairs. Am J Psychiatry 1998; 155: 690-692.

Wolock I, Magura S. Parental substance abuse as a predictor of child maltreatment re-reports. Child Abuse and Neglect
1996; 20: 1183-1193.

Wrede G, Mednick SA, Huttunen MO, Nilsson CG. Pregnancy and delivery complications in the births of an unselected
series of Finnish children with schizophrenic mothers. Acta Psychiatr Scand 1980; 62: 369-381.

Yoshida K, Smith B, Craggs M, Kumar RC. Fluoxetine in breast-milk and developmental outcome of breast-fed infants.
Br J Psychiatry 1998; 172: 175-179.

Zahn-Waxler C, Cummings EM, McKnew DH, Radke- Yarrow M: Altruism, aggression, and social interactions in
young children with a manic-depressive parent. Child Development 55: 112-122, 1984.

Zahn-Waxler C, McKnew DH, Cummings EM, Davenport YB, Radke- Yarrow M: Problem behaviors and peer
interactions of young children with a manic- depressive parent. American Journal of Psychiatry 141: 236-240,
1984.

Zajicek E, de Salis W. Depression in mothers and young children. Child Abuse and Neglect 1979; 3: 833-835.
Zambrana RE, Scrimshaw SC, Collins N, Dunkel-Schetter C. Prenatal health behaviors and psychosocial risk factors in

pregnant women of Mexican origin: the role of acculturation. Am J Public Health 1997 Jun;87(6):1022-6.
Zima BT, Wells KB, Benjamin B, Duan N. Mental health problems among homeless mothers. Arch Gen Psychiatry

1996; 53: 332-338.
Zima BT, Wells KB, Freeman HE. Emotional and behavioral disorders and severe academic delays among homeless

children in Los Angeles County. Am J Public Health 1994; 84: 260-264.


