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Many parents with severe and chronic mental illness lose custody of their
children due to child abuse or neglect. These children may linger in foster
care for long periods of time until decisions about custody are made. Recent
proposals to shorten the time that children remain in the foster care system
include the use of categories of abuse to guide decisions about custody. One
proposal has been to “fast-track” cases involving parents with long-standing
mental disorders by automatically terminating parental rights. This approach
assumes that a severe and chronic mental disorder is incompatible with safe
parenting. This report describes three cases of mentally ill mothers who lost
custody of their children after they killed someone. The mothers were
nonetheless found to be at low risk for future child maltreatment and violence
according to evaluation with two current methodologies, Parenting Risk As-
sessment and Risk of Violence Assessment. The cases question the assumption
that mental illness is incompatible with safe parenting and underscore the
fact that evaluation of the parenting competency of mentally ill parents is
rarely clear-cut. (Psychiatric Services 49:650-657, 1998)

large percentage of parents
Awith severe and chronic mental
disorders lose custody of their
children at some point in their lives.
Two independent studies of clinical
samples estimated that about 60 per-
cent of mothers with chronic mental
illness do not raise their own children
(1,2). When there is confirmed evi-
dence of child abuse or neglect and a
mentally ill parent has lost custody,
decisions must be made about wheth-
er the parent is capable of resuming
parenting responsibilities or whether
parental rights should be terminated.
In the United States, a movement
has arisen to “fast-track” these and
other cases in the foster care system,

that is, to decide within a short time
span whether parental rights should
be terminated or whether children in
foster care should be returned to
their parents (3). This movement is
important because prolonged separa-
tions can have a long-term, negative
impact on the well-being and func-
tioning of children (4,5) and parents
alike (6,7). Children who are in foster
care are at heightened risk for psy-
chopathology (8).

One approach to fast-tracking is to
categorize different types of abuse to
guide custody decisions (3). This ap-
proach recommends using three cate-
gories of maltreatment to determine
the outcome of a given case. In this

Dr. Jacobsen is assistant professor of psychology in psychiatry and Dr. Miller is associate
professor of psychiatry at the University of Lllinois at Chicago. Address correspondence to
Dr. Jacobsen at the Institute for Juvenile Research, Department of Psychiatry, 907 South
Wolcott Avenue, Chicago, 1llinois 60612. This paper is one of several in this issue focused
on women and chronic mental illness.

system, type I abuse, which encom-
passes cases of sexual abuse and tor-
ture, as well as cases where a parent
has a long-standing and severe men-
tal illness or mental retardation,
would result in automatic termination
of parental rights unless it is proven
that this course of action is contrary to
a child’s best interests.

For type II abuse, which encom-
passes cases of serious physical
abuse, long-standing neglect and
abandonment, and long-standing al-
cohol and drug problems, the recom-
mended course of action is to return
the child home in 15 months or ter-
minate parental rights after 15
months if the parents have not
proven during that period that they
are capable of caring for their chil-
dren. For type III abuse, which in-
cludes cases of a parent who has en-
gaged in minor abuse and less seri-
ous neglect or who has had less seri-
ous drug and alcohol abuse prob-
lems, the recommended course of
action is to return the child home or
to resolve the case through social
work interventions outside of the
court system.

This system posits that in some cas-
es the risks to children are so obvious
and so extreme that allowing parents
time to improve their parenting skills
would be futile and thus damaging to
the children. A prime example of such
a case would involve a mother with a
major mental illness who had previ-
ously killed someone.

Substantial empirical evidence ex-
ists that major mental illness can com-
promise parenting abilities, although
the effects of mental illness on par-
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enting are not uniform (9-11). A men-
tal disorder can also be a significant,
albeit modest, risk factor for future vi-
olent behavior (12,13). At the same
time, some mentally ill individuals
are capable of raising their children
safely (9,14). What is not clear is
whether there is an empirical basis
for assuming that any category of par-
ents are permanently incapable of
safe parenting, even in the most ex-
treme instance of mentally ill mothers
who have killed someone.

Literature on the parenting capa-
bilities and the potential for violence
of persons with severe mental illness
who have committed homicide, infan-
ticide, or neonaticide is scarce (14).
One study of mothers without mental
illness found that only a small per-
centage of mothers who kill are dan-
gerous and at risk for future violence
(15). On the other hand, some studies
of men without mental illness who
batter their wives have indicated a
greater propensity for violence to-
ward children as well (16). A major
reason for the lack of systematic re-
search on this topic is “sample cen-
soring” (17): mentally ill parents who
have killed and who regain custody of
their children are few in number, be-
cause most persons with mental ill-
ness who have committed murder are
considered to be at such high risk for
future violence that they do not re-
gain custody of their children.

Two different methodologies are
currently available for addressing is-
sues about future risk of violence. The
first methodology, Parenting Risk As-
sessment, involves determining
whether parents are at high risk for
child abuse or neglect or whether
they possess minimal parenting capa-
bility (18-20). The second methodol-
ogy, Risk of Violence Assessment, is
used to predict whether a mentally ill
individual who has been violent in
the past poses a substantial risk of
harming others (21,22). Both ap-
proaches view the risk potential of
mentally ill individuals as a multifac-
eted and complex phenomenon (22)
and underscore the importance of as-
sessing a comprehensive array of the-
ory-based risk factors in multiple do-
mains of functioning.

The approaches both emphasize
the direct assessment of specific risk

factors that are associated with child
maltreatment and risk of violence, re-
spectively; the direct assessment of
situations that could evoke risk be-
haviors; and the determination of the
likelihood of harm and its seriousness
if these situations change. Risk is also
treated in both methodologies as a
probability estimate that can change
over time and in different contexts
(22). Moreover, risk factors can vary
in their importance depending on
how they interact with other risk fac-
tors and situations. Finally, both ap-
proaches emphasize a careful exami-
nation of the contribution of the men-
tal illness and specific psychiatric

&=
When risk
assessments are
made in individual
cases of mentally ill parents,
a broad array of risk levels
is found, suggesting that
mental illness bas no
uniform effects on

Dparenting.

symptoms, the course and prognosis
of the illness, and the individual’s re-
sponsiveness to interventions or
treatment (13,19).

Although both types of assessment
have a similar methodological philos-
ophy, the Risk of Violence Assessment
is specifically geared to assess the risk
of future violence, including but not
limited to violence directed toward
children. The Parenting Risk Assess-
ment specifically examines the risk of
child abuse or neglect and also pro-
jects potential developmental path-
ways a child could take if he or she is
returned to the parent (4).
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The Parenting Risk Assessment fo-
cuses on parents’ caregiving capacity
(23,24) and uses tools that directly
assess various aspects of caregiving
and factors known to influence care-
giving. They include a parent’s sensi-
tivity and responsiveness to his or
her children’s cues and needs (25),
internal representations and knowl-
edge the parent has of his or her chil-
dren as individuals (26,27), a parent’s
attitudes about childrearing and
what can be expected of children of
different ages (28), the stress a par-
ent feels in the parenting role (29),
whether a parent experienced trau-
ma in childhood (30), a parent’s in-
sight into their mental illness (31)
and its impact on parenting, and a
patient’s support network for parent-
ing (32). Also assessed is whether
children can use their parent as a se-
cure base from which to explore
their surroundings (4). (A more de-
tailed description of specific assess-
ment tools used to measure these do-
mains and the empirical basis for
their predictive value is presented
by Jacobsen and colleagues [19] for
the Parenting Risk Assessment and
by Steadman and colleagues [22] for
the Risk of Violence Assessment.)
Table 1 summarizes the major do-
mains and factors that are examined
in the two types of assessment.

With respect to parenting assess-
ment, responses to instruments that
measure parent-child attachment are
difficult to fake, because they rely on
not only the parent’s but also the
child’s behavior. The Parenting Risk
Assessment and the Risk of Violence
Assessment rely on several strategies
that minimize bias and invalidation of
the results due to inaccurate presen-
tation or deception by patients for
purposes of deliberate manipulation
to regain child custody. These strate-
gies include evaluation of individuals
across different settings, use of a
range of assessment tools, and use of
different sources of information. The
assessments include direct data col-
lection from the patient and the pa-
tient'’s family, extensive interviews
with collateral historians, and a re-
view of psychiatric, psychological,
medical, child welfare, and school
records. Past and current records are
reviewed to obtain a view of the pa-
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Table 1

Major domains and factors examined in the Parenting Risk Assessment and the

Risk of Violence Assessment

Assessment instrument

and domain Factor

Parenting Risk Assessment
Historical domain

Childhood attachment experiences of parent

Insight into effects of childhood experiences on

parenting

Past and present maternal
caregiving abilities

Quality of maternal behaviors and interaction
Internal representations of children and relationship

with children
Expectations about child development and childrearing

Demographic and environ-
mental domain

Maternal age
Economic resources

Social support
Number of children parent is raising
Presence of domestic or family violence

Past and present mental
illness and treatment

Diagnosis, prognosis, course of illness
Presence of concomitant addiction

Insight into mental illness
Presence of delusional system that involves child
Suicidality, homicidality

Treatment responsiveness and compliance

Children’s characteristics

Major medical or psychiatric problems

Learning or developmental delays

Risk of Violence Assessment
Dispositional domain Age

Social class

Anger

Impulsiveness

Psychopathy

Historical domain

Family history (patterns of childrearing, child abuse)

Employment
Educational history
History of psychiatric hospitalization

Contextual domain Arrests

Violence toward self and others
Incarcerations

Clinical domain

Psychiatric diagnoses

Presence of delusions or hallucinations
Severity of symptoms

Violent fantasies

Concomitant substance abuse

tient’s functioning over different pe-
riods of time.

When the Parenting Risk Assess-
ment and the Risk of Violence Assess-
ment are used in individual cases of
mentally ill parents, a broad array of
risk levels is found, consistent with
the idea that mental illness has no
uniform effects on parenting risk, in-
cluding the risk of violence toward
children. These findings suggest that
it is not possible to reliably identify,
based solely on diagnosis or history, a
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category of parents who will never be
capable of adequate parenting.

To illustrate this point, this paper
presents three cases of mothers with
mental illness, each of whom commit-
ted one of three categories of killing
pertinent to child welfare cases:
neonaticide, or killing of a newborn;
infanticide, or killing of a young child,;
and killing of an adult. A Parenting
Risk Assessment and a Risk of Vio-
lence Assessment conducted in each
of these cases suggested a low level of

risk for future maltreatment of chil-
dren. The names and identifying de-
tails in these cases have been changed
to protect patient confidentiality.

The sources of data used to assess
risk in each of these cases included
unstructured and semistructured pa-
tient interviews; psychiatric record
review; interviews of multiple collat-
eral historians; home visits; video-
tapes of a standardized observation of
parent-child attachment (25,33); re-
sponses to the Parent Opinion Ques-
tionnaire (28), the Parenting Stress
Inventory (29), the Parenting Support
Inventory (32), a childhood experi-
ences questionnaire (30), and the
Home Inventory (34); an assessment
of the parents internal representa-
tions of her children (26); responses
to the Insight Into Mental Illness
Scale (31); and a criminal background
check based on the Law Enforcement
Agencies Data Systems.

Case presentations

Case 1: neonaticide

Ms. A, a 16-year-old mother with
chronic dysthymia and posttraumat-
ic stress disorder, came to the atten-
tion of the state child protective
agency after she killed her newborn
infant. Unaware that she was preg-
nant, Ms. A delivered her infant in a
toilet. She subsequently placed the
infant in a plastic bag in the base-
ment and notified a relative. She was
charged with manslaughter and
spent several months in a juvenile
detention home. During that time,
Ms. A's mother raised Ms. A’s first
child, then age one.

Ms. A subsequently developed ad-
ditional psychiatric problems. She
suffered from vivid flashbacks of the
baby’s birth. She developed insom-
nia, crying spells, and intermittent
depressed mood. She withdrew from
friends. She became pregnant with a
third child. This time she was fully
aware of the pregnancy but con-
cealed it from others. Because she
deliberately concealed the pregnan-
cy, she lost custody of this baby at
birth.

A Parenting Risk Assessment was
requested three years after the
neonaticide to determine whether
Ms. A should regain custody of her
children, who were then one and four
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years old. The Parenting Risk Assess-
ment revealed that Ms. A had main-
tained regular contact with her chil-
dren since her loss of custody. In
both a home and a clinical setting,
she showed positive parenting skills
and responded readily and sensitive-
ly to her children’s cues (25). Her
children directly sought her out for
comfort when needed and were able
to freely explore their surroundings
in her presence (4,33). Ms. A had
positive internal representations of
her children and clearly valued her
relationship with them (26). She
could separate her own needs from
those of her children. She had appro-
priate expectations about what could
be expected of children of different
ages (28).

A psychiatric interview and record
review found that Ms. A had no cur-
rent psychiatric symptoms. She had
no history of violence or suicide at-
tempts. After the neonaticide, Ms. A
had occasional thoughts of wishing
she were dead but did not act on
these thoughts. Since the neonati-
cide, she had become involved in in-
dividual psychotherapy. She had de-
veloped a trusting relationship with
her therapist and was directly dis-
cussing the neonaticide, her role in
the death of her infant, and family
problems.

Ms. A's complete suppression of
her second pregnancy and her con-
cealment of her third pregnancy
were conditioned by substantial psy-
chological and family problems al-
ready evidenced at the time of her
first pregnancy at age 13. Her par-
ents made it clear at that time that
abortion was never an option. Her
father blamed her mother for allow-
ing the pregnancy to happen. He be-
gan drinking and often beat her
mother after this incident. Family
members repeatedly admonished
Ms. A for the pregnancy and asked
her how she could have done this to
her mother.

Denial of pregnancy followed by
neonaticide is a well-known phe-
nomenon (35). In these cases, the
mother is typically an unmarried,
immature teenager who experiences
the pregnancy as an overwhelming
stress. This phenomenon usually oc-
curs in a family context where the

girl fears that revealing a pregnancy
to her parents would have dire con-
sequences.

Sometimes the girl is aware she is
pregnant and deliberately conceals
the pregnancy from others. The
more dangerous situation involves
the girl who under intense psycho-
logical pressure suppresses aware-
ness of the pregnancy even from her-
self. She reinterprets or ignores
physical changes. In these cases, the
baby is typically delivered without
preparation, often in a toilet. The
sudden appearance of the baby trig-
gers overwhelming panic in the
mother, who either actively kills the
baby or leaves the baby in the toilet
to drown. After that, the mother may

B
The
psychological
and family problems
that led Ms. A to conceal
two pregnancies and kill
ber second baby were

substantial.

develop posttraumatic stress disor-
der, characterized by flashbacks, in-
somnia, and social withdrawal.

Ms. A’s case belonged to the more
dangerous scenarios for neonaticide
because she fully denied her preg-
nancy and had reinterpreted major
physical symptoms of the pregnancy.
For example, she believed that the
baby’s kicking was due to gas and in-
terpreted labor pains as signaling a
need for a bowel movement.

The psychological and family prob-
lems that led Ms. A to conceal two
pregnancies and kill her second baby
were substantial. An evaluation of
Ms. A’s social support network, un-
dertaken as part of the larger Parent-
ing Risk Assessment, revealed that
since the neonaticide, Ms. A had been
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living separately from her parents and
had become less emotionally and fi-
nancially dependent on them. She
had established a small, but viable,
support network for parenting. The
assessment produced no evidence
that her children were at risk of abuse
from her. It also seemed highly likely
that Ms. A’s growing maturity and in-
dependence would lead her to ap-
proach a future pregnancy in a differ-
ent manner.

The Risk of Violence Assessment
revealed that Ms. A had no history of
violent behavior. Several measures,
including self-report, criminal record
review, school reports, and interviews
with collateral historians, supported
this assessment. The one exception
was the instance when she placed her
newborn infant in a plastic bag and
left it in the basement. This behavior
had occurred in the context of a com-
plete denial of pregnaney and consid-
erable family pressure. Although Ms.
A denied her next pregnancy, it
seemed highly unlikely that she
would deny any subsequent pregnan-
cy or that she would kill a newborn.
She had matured considerably since
the neonaticide, had become inde-
pendent of her family of origin, and
was no longer influenced by pres-
sures regarding pregnancy.

Ms. A's behavior with the newborn
did not appear to be linked to dys-
thymia. When she was depressed,
she had thought of suicide occasion-
ally, but she had no history of suicide
attempts. Her posttraumatic stress
disorder appeared to be largely con-
ditioned by the neonaticide. None-
theless, when she was in individual
therapy, Ms. A began to recall memo-
ries of early sexual abuse and talked
openly about violence she witnessed
between her stepfather and mother
as a child. Although these factors
could contribute to her experiencing
anger and responding with violence,
this explanation also seemed unlikely
as she had been openly addressing
these issues in therapy and was seek-
ing out relationships and friends who
had more healthy patterns of interac-
tion. Finally, Ms. A had no history of
other risk factors, such as alcohol or
drug use.

Based on these recommendations,
Ms. A regained custody of her chil-
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dren. She had provided safe parent-
ing for about one year at the time this
report was prepared.

Case 2: infanticide

Ms. B, a 17-year-old single mother
with recurrent major depression, was
convicted of involuntary manslaugh-
ter of her second child, Mary. Ms. B’s
repeated hitting of her daughter over
a period of several months had con-
tributed substantially to her death at
age one. The autopsy revealed multi-
ple bruises on the small body and
head.

Ms. B lost custody of her first
child at the time of her conviction.
During her jail term, she delivered a
third child. Subsequently, after her
release from jail, she regained cus-
tody of her children. She again lost
custody of her children ten years lat-
er, when she told her therapist that
she was feeling the way she did
when she killed Mary. At that time
she was experiencing an episode of
major depression. Two years later a
Parenting Risk Assessment was re-
quested to determine whether Ms.
B could safely raise her children or
whether parental rights should be
terminated.

The Parenting Risk Assessment re-
vealed that many parenting stresses
were present when Ms. B killed
Mary. At that time, she had been a
teenage mother caring for two small
children under age five (John, age
three, and Mary, age one). When
John was born, Ms. B had lived with
her mother, who had helped care for
John. At the time of Mary’s birth,
Ms. B had moved in with the father
of her children. He was addicted to
drugs and alcohol and was beating
Ms. B regularly and severely. He
would not allow her to leave their
apartment or to socialize with any-
one.

Ms. B no longer had support from
her family of origin because they dis-
approved of her partner. Mary began
to have feeding problems and often
cried inconsolably. Ms. B became de-
pressed and began hitting Mary in
the head when she would not stop
crying, or after she herself was hit by
the children’s father.

Ms. B’s second custody loss and de-
pressive episode also occurred in the
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context of overwhelming stress: preg-
nancy complications, birth of a new
child, abandonment by her partner,
poverty, and use of medroxyproges-
terone acetate (Depo-Provera), a
birth-control hormone that can cause
depression as a side effect. At this
time, Ms. B had four children who
were younger than age 12.

Several current protective factors
emerged in the Parenting Risk As-
sessment. On various cognitive, affec-
tive, and behavioral measures, Ms. B
was found to have adequate caregiv-
ing abilities. She had appropriate
ideas about what could be realistical-
ly expected of children of different
ages (28). She had a balanced and re-
alistic internal representation of her
children and her relationship to them
(26), and her interactions with her
children were positive. She was able
to read their cues and was sensitive to
their needs. She showed no signs of
hostile or intrusive behaviors, which
are more prevalent in parents who
physically abuse a child (25).

As for her mental illness, Ms. B
could readily recognize the circum-
stances that triggered her depressive
episodes and had previously sought
and accepted help when she needed
it. Although she herself had experi-
enced an abusive and insecure child-
hood, she showed good insight into
the effects of childhood experiences
on her current parenting. She also ac-
knowledged responsibility and re-
morse for Mary’s killing and stated
that this experience had forced her to
mature and to try to be a better par-
ent. Ownership of problems is a criti-
cal prerequisite for changes to occur
in parenting (36).

Some risk factors were also present.
Ms. B had four children to care for.
Two had major developmental delays,
and two were under age five. Her
partner had frequently abandoned
her in the past. Her continued re-
liance on his inconsistent support for
parenting prevented her from identi-
fying and maintaining other supports.
Ms. B’s depression was also a major
risk factor. Record review revealed
that when Ms. B had a major depres-
sive episode, her parenting became
impaired. She was less responsive to
her children’s cues, less able to meet
their needs, and less apt to stimulate

them. However, when Ms. B was not
depressed, observations showed that
her children enjoyed her presence
and could use her as a secure base
from which to explore their surround-
ings (4).

Several key issues needed to be
considered in determining Ms. B’s
level of risk for future child maltreat-
ment. They included the likelihood of
relapse into depression, the likeli-
hood that Ms. B would seek and ac-
cept help if she became depressed
again, and the likelihood that Ms. B
would abuse or grossly neglect her
children if she became depressed.

Although there were no certain an-
swers to these questions, there were
probable answers. Ms. B’s past de-
pressions had all occurred under con-
ditions of overwhelming stress. Her
depression remitted when the stress-
es were no longer so acute. If over-
whelming stress recurred in Ms. B’'s
life and if she had inadequate sup-
port, her depression would probably
recur.

As for her likelihood of seeking
help when she became overwhelmed,
the prognosis was good. When she
was a teenager and killed her baby,
she was socially isolated and was be-
ing abused herself. Since then, she
had generally sought, accepted, and
received help when she became de-
pressed. Her recent custody loss was
triggered by her acknowledging that
she felt depressed and overwhelmed
and needed help. Therapists working
with her had uniformly found her to
be responsive to therapy.

The likelihood of future abuse or
neglect was also closely linked to Ms.
B’s relationship with her partner. At
times he was supportive, showing a
long-standing pattern of sporadic ef-
forts to improve, followed by reneg-
ing on family responsibility. Unless
this relationship could change, the
risk of future maltreatment of the
children was viewed as high. When
Ms. B received feedback about the
evaluation, she completely broke off
her relationship with her partner and
began to build a solid support net-
work with family members and
neighbors. Although Ms. B had killed
an infant, the findings from the evalu-
ation indicated that if she could build
and maintain a solid support network
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for parenting, she would be at low
risk for future maltreatment.

The Risk of Violence Assessment
revealed that except for her repeated
hitting of Mary, Ms. B had no history
of violence toward anyone else. She
denied ever having suicidal thoughts
or attempting suicide, and there was
little evidence that she was an angry,
impulsive person. Ms. B also had no
history of drug or alcohol abuse.
These findings were corroborated by
criminal background checks, by her
therapist, and by interviews with col-
lateral historians. Her beating of
Mary was not an isolated instance of
violence, however, and had occurred
repeatedly over the course of several
months.

Although this history should not be
minimized, it is significant that it oc-
curred in the context of depression,
extreme stress, and social isolation,
when Ms. B was young and was her-
self being beaten. Substantial evi-
dence existed that she had matured
considerably since that time. She had
left her abusive partner. She had be-
come engaged in and had responded
well to therapy. In therapy, she had
also explored her own sexual abuse
by a relative in childhood and her
witnessing of domestic violence be-
tween her mother and stepfather.
When her depression recurred ten
years after the first episode, she im-
mediately told her counselor, as she
was concerned that she could poten-
tially place her children in danger
again.

Ms. B had also developed a solid,
though small, support network for
parenting. Moreover, after Mary’s
death, Ms. B had been able to safely
care for her four children for ten
years. If Ms. B could maintain her
support network, she appeared to be
at low risk for future depression and
violence. Ms. B is still in the process
of regaining custody of her children.

Case 3: killing of an adult

Ms. C, a 22-year-old woman, killed a
friend by beating her repeatedly in
the face. The killing occurred during
a psychotic break. Ms. C called the
police after the event and stated that
although she could not recall killing
her friend, she must have done so be-
cause she had found her friend dead,

the door was locked, and no one else
was present. She was found not guilty
of homicide by reason of insanity and
was admitted to a psychiatric unit,
where she remained for three years.
During that time, she delivered a
daughter and voluntarily relinquished
her care to a relative. She was dis-
charged on haloperidol, asympto-
matic, with a diagnosis of schizoaffec-
tive disorder.

Ms. C took her medication regular-
ly and remained asymptomatic until
she became pregnant again. At that
time her medication was discontin-
ued due to the pregnancy. In her sev-

B
The Risk
of Violence
Assessment revealed
that Ms. C could engage
in dangerous and violent
bebaviors when she became
psychotic. However, she bad
never exhibited violent
bebavior when she
was not

Dpsychotic.
B

enth month of pregnancy, she had
hallucinations and paranoia. She de-
cided to “wait it out” until she deliv-
ered, because then she would be able
to resume her medication. During
this time, she missed a probation ap-
pointment and was psychotic when
the judge saw her in court. She was
subsequently admitted involuntarily
to a psychiatric unit. She voluntarily
relinquished custody of her second
child to a close relative.

After delivery she resumed taking
haloperidol, this time in the form of
long-acting decanoate injections.

PSYCHIATRIC SERVICES ¢ May 1998 Vol. 49 No. 5

Her psychotic symptoms remitted
within a few weeks. She remained
asymptomatic until her next preg-
nancy, when her physician discontin-
ued her haloperidol. Psychosis again
recurred in the seventh month of
pregnancy.

This time Ms. C asked her doctor
for haloperidol. He prescribed a small
dose but not her regular amount. Al-
though this regimen kept her out of
the hospital during pregnancy, she
became psychotic the day she deliv-
ered her third child. At that time she
was paranoid and made threats to “kill
myself, kill my child, kill everyone.”
The state child protective agency took
custody of her newborn. She was sub-
sequently placed back on her usual
dose of haloperidol; she quickly be-
came asymptomatic and remained so.

A Parenting Risk Assessment was
requested two years later to deter-
mine the anticipated level of risk if
Ms. C’s youngest child, then a two-
year-old boy, was returned to her
care. An examination of her parenting
abilities and of factors that are known
to directly influence parenting re-
vealed a mixed picture. Ms. C had
good cognitive understanding of dif-
ferent childrearing practices and dis-
ciplinary techniques (28), and she had
a large social support network (32).
The viability of this network was con-
firmed through interviews with col-
lateral historians.

At the same time, several risk fac-
tors were present. Ms. C had a ten-
dency to minimize the stresses of par-
enting (29). In interacting with her
son, she tended to strongly direct and
correct his behavior, rather than al-
lowing him to initiate activities on his
own (25). She also had somewhat neg-
ative perceptions of what her son was
like and described him as “noncom-
pliant and difficult.” In observations
with his mother both in the clinic and
at home, Ms. C’s son seemed apathet-
ic and passive in her presence. His
performance on a standard develop-
mental test (37) showed that he had
several delays in cognitive and lin-
guistic development.

A mental status examination, un-
dertaken as part of the larger Parent-
ing Risk Assessment, revealed that
Ms. C had coherent thought process-
es, with no loose associations, halluci-
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nations, delusions, or suicidal or
homicidal ideation. Her past symp-
toms were consistent with the diagno-
sis of schizophrenia (38). Ms. C had
been highly responsive to pharma-
cotherapy with antipsychotic medica-
tion and was asymptomatic whenever
she had taken medication regularly.
She had demonstrated an excellent
ability to manage her own self-care
and function on a high level. When-
ever she was without medication,
however, her psychosis had recurred,
sometimes with highly dangerous be-
haviors.

Thus while she was psychotic, Ms.
C would be at high risk of neglecting
and abusing a child due to behaviors
that could be highly influenced by
delusional beliefs, as had happened in
her past episodes. When she was not
psychotic, she did not exhibit violent
behavior.

Some parents with schizophrenia
have difficulty reading and respond-
ing to subtle nonverbal cues, which
are essential for parenting (39). The
Parenting Risk Assessment suggested
that Ms. C had difficulties in this area,
but because she had never had the
opportunity to parent her children, it
was not fully clear whether her diffi-
culties were due to residual symp-
toms of schizophrenia, lack of experi-
ence, or both. There were some indi-
cations that she would benefit from
interventions designed to improve
her parenting. She was highly moti-
vated and was taking medication reg-
ularly. She was also regularly attend-
ing group therapy.

Parenting rehabilitation efforts,
such as coaching in the context of a
therapeutic nursery, have successful-
ly improved the parenting capability
of many patients with schizophrenia
(40). Thus a trial of intensive parent-
ing rehabilitation could demonstrate
whether Ms. C could respond to such
intervention. If she could respond,
the risk to her parenting would be
considerably less.

After the Parenting Risk Assess-
ment, Ms. C became involved in an
intensive parenting rehabilitation
program that included daily partici-
pation with her son for several hours
at a time. A follow-up evaluation six
months later showed marked
progress. Her interactions with her
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son were more positive, as were her
internal representations of him and of
their relationship. Ms. C’s son’s de-
velopmental quotient had also im-
proved.

A central remaining question con-
cerned the likelihood of a relapse of
her illness, given that she could be-
come violent if she became psychotic
again. However, once a person is re-
sponsive to a medication, the re-
sponse generally persists over time.
The major issue, then, was the likeli-
hood that Ms. C would continue to
take her medication. Ever since be-
ginning a regimen of decanoate injec-
tions, she had adhered successfully to
her medication regimen and had re-

Cases
like these call
into question the
assumption that all
mentally ill individuals
who bave killed in the past
are permanently incapable
of caring safely
for children.

mained asymptomatic. There was no
absolute assurance, however, that she
would never relapse. As a back-up
safety plan, it was suggested that she
could arrange a standby guardianship
in which legal custody of her children
would automatically, but temporarily,
revert to someone else in the event of
relapse and revert back to her when
she was well.

The Risk of Violence Assessment
revealed that Ms. C could engage in
dangerous and violent behaviors
when she became psychotic. She
also had violent fantasies of killing
herself and others when she was
paranoid. However, she had never
exhibited violent behavior when she

was not psychotic, and she had no
history of arrests or incarcerations.
When she was not psychotic, Ms. C
was not an angry or impulsive per-
son. She also had no problems with
substance abuse. Her husband did
have a long history of addiction
problems, however, which could po-
tentially influence Ms. C’s ability to
parent. Nonetheless, by all accounts,
Ms. C’s husband had taken his ad-
diction treatment seriously and was
maintaining sobriety. Overall, Ms. C
appeared to be at low risk for future
violence. Ms. C has not yet regained
custody of her child, so it is not
known whether the assessment’s
prediction of low risk for child mal-
treatment was accurate.

Conclusions

Recent proposals to “fast-track” cases
in the foster care system are impor-
tant, as many children may spend
prolonged periods in foster care be-
fore decisions are made about cus-
tody. Prolonged separations, especial-
ly when a child is young, can have a
powerful and negative impact on
long-term development and function-
ing (4,5). At the same time, careful
consideration needs to be given to
criteria that are used to determine
how to fast-track foster care cases.

The three cases described in this
paper all involved mentally ill moth-
ers who had lost custody of their chil-
dren because they had killed a person
in the past. Using recently proposed
categories of abuse (3), these cases
would be fast-tracked by automatical-
ly terminating parental rights. On the
other hand, when these cases were
examined individually with standard
risk assessment methodologies, the
mothers were deemed to be at low
risk for future child maltreatment and
violence.

It should be underscored that long-
term outcome data on the parenting
capabilities of the mothers are not yet
available. The decisions in the cases
reviewed here should not be general-
ized to other cases, as each case pre-
sents its own dynamics and constella-
tion of issues to be addressed.

Cases like these, however, call into
question the assumption that all men-
tally ill individuals who have killed in
the past are permanently incapable of
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caring safely for children and that
parental rights should, therefore, be
terminated automatically (3). The cas-
es also illustrate the fact that deci-
sions about the parenting competen-
cy of mentally ill individuals are
rarely clear-cut.

Careful consideration needs to be
given to how to fast-track cases that
involve individuals with chronic and
severe mental disorders. Assessments
that are performed when an individ-
ual first enters the mental health sys-
tem would allow a thorough evalua-
tion and speed up any future deci-
sions about child custody. At present,
many individuals with severe and
chronic mental disorders are evaluat-
ed several times over a long period
using unsound methodologies that do
not directly assess parenting compe-
tency or potential for violence (41).
Use of comprehensive, sound assess-
ments when a case first enters the
system could help considerably in
shortening the length of time that
children of mentally ill parents re-
main in foster care. ¢
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