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Abstract
This study compared parental psychiatric symptom severity, and the absence or presence of severe
substance abuse, as predictors of contact with minor children for a representative sample of adults
with diagnoses of serious mental illness (N = 45). Child contact and psychiatric symptom severity
were measured during regularly scheduled 6-month research interviews over a total 30-month period
following each participant’s entry into the project. Severe substance abuse was documented as present
or absent for the 6-month interval preceding each interview. Results revealed that incidence of severe
substance abuse was repeatedly associated with less frequent parent-child contact, even after
controlling for psychiatric symptoms, diagnosis, gender, age, ethnicity, and socioeconomic status.
Neither psychiatric diagnosis nor symptom severity predicted frequency of child contact when
substance abuse was taken into account. Mental health agencies offering parenting classes for adults
with serious mental illness should incorporate substance use interventions to reduce loss of child
custody and strengthen parent-child relationships.

Children who are separated from their parents in childhood often experience traumatic and
lingering feelings of rejection or desertion (Webb, 2006), regardless of whether separation is
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intended to prevent maltreatment (Haight, Kagle, & Black, 2003), a result of divorce (Pollack
& Mason, 2004), required for medical treatment (Hollenbeck, 1980), or essential to the family’s
survival during immigration (Pottinger, 2005) or periods of homelessness (Cowal, Shinn,
Weitzman, Stojanovic, & Labay, 2002). Parents who lose contact with their minor children are
also vulnerable to grief, desperation, and loss of self-respect (Miranda, Siddique, Der-
Martirosian, & Belin, 2005; Sands, Koppelman, & Solomon, 2004; Schen, 2005; Zeman,
2005). Fortunately, restoration of regular, nonconflictual parent-child contact can substantially
alleviate emotional distress (McWey & Mullis, 2004; Waterman, 2001), even in late childhood
or adolescence (Stewart, 2003).

Dissolutions of parent-child bonds are common among parents with diagnoses of serious
mental illness, who typically see their children infrequently (Gewurtz, Krupa, Eastabrook, &
Horgan, 2004; Hearle, Plant, Jenner, Barkla, & McGrath, 1999) and are continuously at risk
for losing custody and visitation rights (Ackerson, 2003; Barnes, 2001; Dipple, Smith,
Andrews, & Evans, 2002; Hollingsworth, 2004; Park, Solomon, & Mandell, 2006). Separations
from children are often court-mandated, ostensibly to prevent child neglect, abuse, or homicide
(Jacobsen & Miller, 1998; Leverton, 2003; Oates, 1997; Ramsey, Howard, & Kumar, 1998;
Stroud & Pritchard, 2001), but no doubt they are also intended to prevent the generational
transmission of psychiatric illnesses, especially depression and anxiety disorders (Bellis,
Broussard, Herring, Moritz, & Benitez, 2001; Hall, 2004; Smith, 2004).

Dissolution of parent-child ties is strongly associated with parental substance abuse
(Kovalesky, 2001; Suchman, McMahon, & Zhang, 2006), poverty (Holloway,
Fuller,Rambaud,&Eggers-Pierola, 1997; Kovach, Becker, & Worley, 2004; Turley, 2003), and
homelessness (Cowal et al., 2002; Zima, Wells, Benjamin, & Duan, 1996), all of which often
accompany severe mental illness (Cohen, 1993; Dixon, 1999; Draine, Salzer, Culhane, &
Hadley, 2002; Gonzales & Rosenheck, 2002; Mowbray & Bybee, 1998) and further complicate
the difficult lives of parents caring for minor children (Mowbray et al., 2000). Substance abuse,
in particular, has been identified as a primary threat to child well-being and parent-child
relationships for adults with serious mental illness (Hoffman & Rosenheck, 2001; VanDeMark
et al., 2005), but it is not clear whether dissolutions of parent-child ties are attributable to
gradual deterioration in parent traits and functioning due to sustained substance use, the
concurrent worsening of psychiatric symptoms, or static life disruptions caused by periodic
crises or binges. Nor is it evident to what extent negative parental influence contributes to child
misbehavior, and eventual child substance use, over and above the trauma of repeated life crises
(Mowbray & Oyserman, 2003). Parents’ dysfunctional behaviors that lead to child neglect or
maltreatment are likely to worsen during substance use–related crises, so that dysfunctional
behavior, psychiatric disturbance, and substance use all escalate over time (Center for
Substance Abuse Prevention [CSAP], 2000; Ventura, Nuechterlein, Subotnik, Hardesty, &
Mintz, 2000). Interventions in crisis situations depend heavily on service providers’ or family
members’ perceptions of causality because relationships between variables are so complex in
a natural environment.

Substance abuse and mental health professionals are often at odds in their reactions to the life
crises of adults with co-occurring psychiatric and substance use disorders (Grella, 2006), and
child welfare workers and family members may choose to consult with either type of agency,
depending on their labeling of the immediate problem and which type of agency takes charge
of the situation. To be optimally effective, intervention should focus on parental dysfunction,
rather than formal diagnoses (Mowbray, Oyserman, Bybee, & MacFarlane, 2002), and crisis
intervention should be combined with efforts to prevent future crises. Optimally, child welfare
workers and family members can support and encourage continuity in parent-child contact
while the parent receives treatment for both mental illness and substance abuse, as well as
practical help to improve living conditions (Benjet, Azar, & Kuersten-Hogan, 2003; Mowbray,
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Oyserman, Bybee, MacFarlane, & Rueda-Riedle, 2001). Episodes of severe substance use and
psychiatric emergencies often precipitate a chain reaction of negative events (unemployment,
arrests, residential treatment, or temporary homelessness) that can radically alter a parent’s life
circumstances and limit his or her ability to care for a child (Menard, Bandeen-Roche, &
Chilcoat, 2004). To effectively guard against loss of child contact, professionals need to know
what types of parental dysfunction are most likely to precipitate the separation of parent and
child. Does family unity depend more on psychiatric stability or on moderation in substance
use?

The present study utilized existing longitudinal data for a sample of 45 parents with minor
children to test two research hypotheses derived from the parenting, substance use disorder,
and psychiatric illness literatures.

Hypothesis 1: Among adults diagnosed with a serious mental illness, frequency of
contact with minor children, as well as parent-child co-residence, are more strongly
associated with the presence or absence of a severe substance use disorder than with
other parent attributes, including psychiatric symptom severity, psychiatric diagnosis,
socioeconomic status, or demographic characteristics.

Hypothesis 2: Based on the assumption that substance abuse crises are a stronger
threat to parent-child contact than stable parent traits associated with prolonged
substance use, periods of low parent-child contact should temporally follow severe
episodes of parent substance abuse.

Method
Participants

The sample of 45 parents with minor children constituted a portion of a larger research sample
recruited in Worcester, Massachusetts, during 1996–1997 for a randomized controlled
evaluation of mental health service programs (Cook et al., 2005). Eligibility criteria were (a)
age 18 or older; (b) primary DSM-IV diagnosis of a serious mental illness such as
schizophrenia, bipolar disorder, or recurrent major depression; (c) absence of severe mental
retardation (IQ > 70); and (d) no current employment. Study enrollees (N = 177) were referred
by service organizations, as well as through family or self-referrals in response to local
advertisements. The percentage of participants who were parents of minor children (34%) was
equivalent to the 34% to 38% parent rates for recent psychiatric outpatient samples of 1,315
adults in Michigan (Mowbray et al., 2002), 806 adults in Massachusetts (Nicholson, Nason,
Calabresi, & Yando, 1999), and 181 adults in Ontario, Canada (Gewurtz et al., 2004). The
parent sample for this study included all enrollees with a child under age 18 who provided data
on child contact past the baseline interview (N = 45).

In terms of representativeness, the total sample was heterogeneous (Jones et al., 2004) and
similar to a larger epidemiological sample from the same state (Dickey, Normand, Weiss,
Drake, & Azeni, 2002) in regard to age, gender, ethnicity, and prevalence of chronic physical
illness and lifetime occurrence of substance abuse. The subsample of parents was similar to
the total sample in baseline characteristics reflective of functioning: 93% were not married,
64% received Social Security benefits, 42% had less than a high school education, 47% had
not worked for pay in the previous 5 years, and 57%had a history of substance abuse. However,
as would be expected, parents of minor children were younger than other study participants
(mean age = 36 vs. 39 years), more likely to be women (67% vs. 39%), and less likely to have
a diagnosis of schizophrenia (31% vs. 58%). Similar to the sample as a whole, parents of minor
children were 70% Caucasian, 13% African American, 11% Hispanic, and 6% Asian or Native
American. This ethnic distribution was similar to that for another Massachusetts parent sample
(Nicholson et al., 1999; Nicholson, Sweeney, & Geller, 1998a) and a Canadian sample
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(Gewurtz et al., 2004), but was in striking contrast to the predominantly (60%) African
American parent sample of the Michigan study (Mowbray et al., 2002). However, ratings of
neighborhood safety (1 = terrible, 7 = delighted) from the Brief Quality of Life Scale (Lehman,
Kernan, & Postrado, 1997) by the parents in our study (M = 4.67) were similar to neighborhood
ratings by African Americans (M = 4.11) and non–African Americans (M = 4.56) in the
Michigan study sample (Mowbray, Oyserman, Bybee, Callahan, & MacFarlane, 2004),
suggesting cross-study comparability in level of poverty and risks associated with urban living.

The current study’s sample had greater variability in frequency of parent-child contact than
the planned samples of previous studies, which were often restricted to parents who had regular
contact or child care responsibilities (e.g., Bybee, Mowbray, Oyserman, & Lewandowski,
2003; Mowbray et al., 2001; Mullick, Miller, & Jacobsen, 2001; Nicholson, Sweeney, & Geller,
1998b). Variability in contact frequency is necessary for the identification of predictor
variables, so this sample difference was essential to the purpose of the present study.

Most important, the present study’s parent sample was similar to previous parent samples
(Gewurtz et al., 2004; Mowbray et al., 2001; Nicholson et al., 1998a, 1999) in psychiatric
diagnoses and number of children. Number of minor children ranged from 1 to 6, with a median
of 2 children (M = 2.07±1.21). Six babies were born during the project to single mothers, so
number of children per parent increased slightly over time. As in other research studies, mothers
reported having more children than fathers. Whereas 37%of mothers reported having more
than two children, only one father listed more than two.

Measures
Data other than diagnosis were collected through structured private interviews conducted with
participants on a 6-month basis, beginning at each individual’s study enrollment and continuing
across the project’s 2.5 years. Half of the sample participated in at least four interviews (M =
4.36±1.33; range: 2 to 6 interviews per participant).

BACKGROUND CHARACTERISTICS—Demographic variables included gender, age at
enrollment, and ethnicity (minority status, 1; Caucasian, 0). Socioeconomic status (SES) was
coded as either high (1) or low (0), with high SES defined as having a postsecondary education
or having held a white-collar or managerial job lasting more than 5 years. Primary psychiatric
diagnoses were retrieved from medical records and were broadly classified as schizophrenia
spectrum disorder (n = 14), bipolar disorder (n = 12), or recurrent major depression (n = 19).
ANOVAs revealed no significant (p > .30) differences between any two of these three
diagnostic categories in frequency or proximity of child contact or incidence of severe
substance abuse, so diagnosis was dummy coded as schizophrenia (1) versus affective disorders
(0) to conserve statistical power.

PSYCHIATRIC SYMPTOMS SEVERITY—Psychiatric symptoms were measured at each
6-month interview as each individual’s total score on the Positive and Negative Syndrome
Scale (PANSS; Kay, Fiszbein, & Opler, 1987), with the positive, negative, and general
subscales equally weighted. The PANSS is a structured clinical interview that assesses a variety
of positive (e.g., hallucinations, delusions), negative (e.g., blunt affect, cognitive impairments),
and general (e.g., anxiety, depression) symptoms. Higher scores indicate more severe
symptoms. The validity of the PANSS is well-established (Bell, Milstein, Beam-Goulet,
Lysaker, & Cicchetti, 1992), and it is used extensively in clinical research, requiring about 45
minutes to administer. Interviewers administering the PANSS were trained by instrument co-
designer Lewis Opler, and had adequate interrater reliability (Salyers et al., 2001) for the
positive (r = .95), negative (r = .89), and general (r = .94) subscales. Two-week test-retest
reliability was also acceptably high, with scores (rs) of .93, .95, and .87 for the positive,
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negative, and general subscales, respectively. PANSS baseline scores for the total study sample
(Mdn = 66, M = 67±14; range: 38–104) and the parent subsample (Mdn = 66; M = 66±14;
range: 40–97) were comparable to scores for samples of adults with severe mental illness
recruited in seven other states (Razzano et al., 2005).

SUBSTANCE USE DURING PROJECT—Presence of substance use was identified
through routine interviews with participants, as well as through participant-approved retrieval
of hospital and Medicaid claims data and occasional telephone calls to treating clinicians and
family members. Substance use during any 6-month interval qualified as severe if it was
described as severe or life disruptive by the interviewee, if the participant was described as
inebriated and dysfunctional by the interviewer, or if hospital or Medicaid claims data indicated
substance abuse treatment lasting more than 5 days. After each participant’s 30th month in the
project, retrospective interviews were conducted in which the participant reviewed a personal
timeline generated from the research data, which had approximate dates of severe use episodes
clearly labeled, along with other important positive and negative life events (e.g., family deaths,
hospitalizations, imprisonment) that had been reported in previous interviews or by treating
agencies. Participants were asked to verify the accuracy of their timeline, add any missing life
events they considered important, and rate the impact of each event on their personal well-
being. Newly identified substance use episodes were considered severe if they were given a
“very strong impact” rating by the participant. The 6-month interval preceding each regularly
scheduled 6-month interview was coded 1 if the participant had at least one episode of severe
alcohol or drug abuse during that period and 0 if there was no substance use or substance use
was evident but not severe.

Count of substance use crises during the project did not correlate with participants’ mean scores
on the PANSS at any interview or across interviews (r = .07, p > .60), and there were no
differences in crisis counts between individuals with different psychiatric diagnoses (t tests,
p > .30).Within the total project sample, participants who had at least one substance use crisis
during the project were fairly comparably distributed across categories of schizophrenia (n =
48, 53%), bipolar disorder (n = 15, 48%), and major depression (n = 31, 57%). Although study
participants diagnosed with substance dependence by a referring clinician had more severe
psychiatric symptoms at baseline than those without a diagnosis of substance dependence (t =
2.45, df = 2, p < .05), these correlations between severity of psychiatric illness and substance
use reflect lifetime comorbidity, not temporal associations (Kraemer, Wilson, & Hayward,
2006).

PARENT-CHILD CONTACT—Two self-report measures of contact with minor children
were included in every 6-month research interview.

Residential proximity: Does your child live with you (6), in the same neighborhood (5), less
than an hour away (4), a few hours away (3), within a day’s drive=ride (2), or further away
(1)?

Frequency of contact: How often do you have contact with your child? every day (7), several
times a week (6), once a week (5), a few times a month (4), once a month (3), a few times a
year (2), or once a year or less (1).

Each parent rated his or her proximity and frequency of contact with each minor child,
beginning with the oldest child under age 18 and continuing in descending order of age.
Following standard procedures in family research, the youngest child was the index child for
all data analyses.
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Descriptive findings are presented for both variables, but analyses of the immediate impact of
substance use and psychiatric symptoms were conducted only for frequency of contact. Few
parents in the study sample lived with their minor children, and, once lost, residential custody
is difficult to regain, so temporal changes in parent-child residential proximity and co-residence
were expected to be minimal during the study years.

Statistical Analysis Plan
Hierarchical regression analyses were conducted to test the first hypothesis that the presence
or absence of co-occurring substance abuse is the primary determinant of frequency of child
contact for parents with serious mental illness. An omnibus analysis was first conducted based
on mean scores for the entire 30-month study period. Six separate regression analyses were
then conducted that corresponded to the timing of each of six semiannual interviews.
Timepoints were based on individual timeframes, extending from baseline through each
participant’s 30-month point of project participation. The study hypothesis had to be supported
by the omnibus test before findings from any of the six time-specific analyses were assessed.
Each parent’s interview report of the frequency of current child contact was the dependent
variable in every analysis. Incident versus no incident of serious substance abuse during the 6-
month period preceding each interview was entered as a predictor variable in Block 1 of each
analysis to test our basic assumption that parental substance use predicts less frequent contact
with children. Interviewer ratings of parents’ psychiatric symptoms were then entered in Block
2 to rule out the assumption that co-occurring psychiatric illness might account for the negative
relationship between substance use and child contact. A final block containing five parent
baseline characteristics (age, gender, ethnicity, SES, and psychiatric diagnosis) was then added
to check on the robustness of the relationship between substance use and child contact when
these background variables were statistically controlled.

These regression analyses relied only on data available at each point in time, so lack of data
for 5 participants who had died (n = 2) or moved out of state (n = 3) at varying points during
the study biased only later analyses. However, all 5 parents who left the study had at least one
severe substance use incident, and both deaths were substance use related, so any bias due to
missing data favors the null hypothesis and thus strengthens confidence in the present findings
if our hypotheses are supported by the existing data.

We relied on a pattern-matching analysis (Campbell, 1966; Shadish, Cook, & Campbell,
2002) to test our second hypothesis that substance use crises are a stronger threat to parent-
child contact than stable negative traits associated with a parent’s prolonged substance use.
We plotted the pattern of significant correlations between substance use crises and child contact
between all time points, and then examined the frequency, causal sequence, and duration of
predicted versus unpredicted correlations. Temporal trends in child contact frequency
associated with substance abuse and psychiatric symptoms were also examined in a random
regression analysis using SAS PROC MIXED, with substance abuse and PANSS-rated
symptoms entered as random effects.

Results
Descriptive Findings

Table 1 depicts parents’ mean self-ratings for residential proximity and frequency of contact
with youngest minor child. As would be expected, frequency of contact was strongly dependent
on physical distance between parent and child residences, and the two outcome variables were
highly correlated (r = .73, p < .01). On average, parents with severe mental illness lived less
than an hour away from their child (Mdn = 4, M = 4.07±1.57) and saw the child about once a
week (Mdn = 5, M = 5.27±1.50). However, as Table 2 reveals, patterns of child contact were
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extremely diverse, and this diversity was apparent both across individuals and within individual
lives. Nearly half (42%, n = 19) of the parent sample generally saw their children less than
once a week, but every parent reported seeing their child at least once a month, except when
visitation rights were temporarily lost or the parent had moved out of state. Of the 8 parents
who lost or regained regular contact with their child during the project, 5 experienced losses
and 3 regained custody or visitation rights with substantial help from psychiatric rehabilitation
agencies. No parent both lost and regained rights during this 30-month follow-up period,
although 2 losses were regained shortly afterward. Median length of time required to regain
child contact rights was 4 years; no participant regained lost contact rights in less than 3 years.

DIFFERENCES BETWEEN MOTHERS AND FATHERS—Pattern of contact (residential
vs. visitation) and residential proximity were heavily influenced by gender. Mothers were more
likely than fathers to live with their children at some point during the project (n = 16, 53%, vs.
n = 3, 20%), and fathers were twice as likely as mothers (n = 9, 60%, vs. n = 10, 33%) to have
sporadic, infrequent contact. Because more mothers lived with their children, mothers had
higher proximity ratings than fathers (M = 4.42±1.45 vs. 3.38±1.62; t = 2.18, p < .05), but there
was no significant gender difference in frequency of contact (M = 5.55±1.37 vs. 4.71±1.64,
ns). This was possibly because almost half (n = 7) of the mothers who lived with a minor child
lost custody rights immediately before or during the project.

The greater percentage of mothers who co-resided with their minor children does not appear
attributable to gender differences in level of functioning. More fathers (53%) than mothers
(20%) had a primary diagnosis of schizophrenia (χ2 = 5.18, p < .05), but more fathers (80%)
than mothers (40%) worked for pay in the 5 years preceding project enrollment (χ2 = 6.43, p
< .05). Rate of severe substance abuse incidents during the project was fairly comparable across
mothers and fathers (53% vs. 60%, respectively; χ2 = .67, ns).

CORRELATES OF CHILD CONTACT—Severe substance abuse during the 30-month
follow-up was the only participant characteristic correlated with both frequency and proximity
of parent-child contact. By contrast, severity of psychiatric symptoms and psychiatric diagnosis
correlated with neither frequency nor proximity of child contact in bivariate analyses. Average
self-ratings for residential proximity and frequency of child contact (Table 1) were significantly
lower for parents who had a documented incident of severe substance abuse during the 30
months of the project. This was particularly evident for the larger subsample of mothers,
although mean scores for the smaller subsample of fathers were in the predicted direction.

As Table 2 shows, parents who had any episode of severe substance abuse during the project
were less likely to live with their child or to have at least weekly visitations, and, again, this
difference was primarily evident for mothers. The majority of mothers who co-resided
continuously with their children (7 of 9) had no documented incidence of severe substance
abuse during the project, while the majority of mothers who saw their children less than once
a week (9 of 10) had one or more incidents of severe substance abuse.

Multivariate Hypothesis Tests
Our first hypothesis was that parents’ interview reports of current child contact would be
predicted by the absence or presence of parental substance abuse in the 6-month period
preceding each interview. To test this hypothesis, we first conducted an omnibus regression
analysis with mean rating of each parent’s reports of child contact frequency across the six
interviews conducted during the study as the dependent variable, and total count of substance
use crises and interviewer mean ratings of psychiatric symptoms as the two predictor variables.
Number of substance use incidents was a negative predictor of contact frequency, whether
considered alone, adjusted R2 = .28, F(1, 43) = 17.92, p < .001) or while statistically controlling
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for psychiatric symptoms and background characteristics, adjusted R2 = .29, F(7, 37) = 3.61,
p = .005. In keeping with our hypothesis, no other variable was significant in this analysis.

We next conducted six separate regression analyses, one for each 6-month time period in the
30-month study. As Table 3 shows, the first variable block containing only substance abuse
significantly predicted frequency of parent-child contact in four of the six hierarchical
regression analyses (at baseline, 6, 24, and 30 months). Substance abuse remained a statistically
significant predictor of child contact frequency in these four models even when parent
psychiatric symptoms, and then background variables (gender, age, ethnicity, SES, and
psychiatric diagnosis), were added to each regression model. Parent psychiatric symptoms did
not predict frequency of child contact at any time point when controlling for substance abuse,
and the negative impact of substance use incidents on child contact does not appear to have
been mediated by a worsening of psychiatric symptoms attributable to substance use, since
prerequisites for mediation (Hoyle & Kenny, 1999) were not evident. The block of background
variables was significant only in the 12-month analysis, and this single finding may have been
spurious. However, the addition of the block of background variables to the regression model
raised the beta for substance abuse by .05 to .10 in four analyses. Since none of the background
variables correlated with both child contact frequency and substance abuse at any time point,
or across time points, it appears that the statistical control of these individual differences
enhanced the substance abuse beta through the reduction of random error.

We tested the second hypothesis that the impact of severe substance use on parent-child contact
is immediate and crisis-related, rather than attributable to more stable negative factors (parent
traits or home environment) associated with prolonged substance use, by visually examining
whether the pattern of significant relationships between substance abuse and child contact
followed a temporal pattern reflective of short-term impact. Table 4 illustrates the pattern of
significant correlations between substance abuse measured in the 6 months prior to each time
point and child contact reported at every time point. Out of 36 total variable comparisons, 16
were statistically significant, 13 of which were in the predicted cause-effect direction. As was
evident in the regression analyses, the presence of a substance abuse crisis during any 6-month
interval predicted a report of less child contact in the interview that immediately followed the
incident in four out of six instances. Closer visual inspection reveals that substance abuse crises
in these four time periods continued to predict lower child contact at a second time point, or
for a total duration of about a year. In one of the two time periods that showed no immediate
impact of substance use on child contact (6 to 12 months), the predicted negative correlation
was evident after a delay of 6 months. This overall pattern of findings matches the predicted
cause-effect sequence of correlations between substance use crises and child contact, with only
3 out of 16 total significant correlations not in the predicted sequence. The impact of severe
substance use on child contact appears to be relatively short-term and crisis-related, generally
lasting about a year. As Table 4 shows, there was no discernible pattern of correlations between
child contact and psychiatric symptom severity.

These same findings were produced when time-varying measures of substance abuse and
PANSS-rated symptoms were entered as random effects in a longitudinal random regression
analysis. Substance abuse during each pre-interview period (estimate = −.93, SE = .42; t =
−2.22, df = 146, p < .05) and parent gender (estimate = −.62, SE = .30; t = −2.43, df = 40, p < .
05) were the only significant covariates in the full model. Average magnitude of contact
frequency remained largely unchanged over the 30-month period.

Supplemental Analyses
To check on the possibility that a significant correlation between psychiatric symptoms and
child contact might be obscured by our use of the total PANSS score in lieu of subscale scores,
we repeated the six analyses depicted in Table 3 substituting PANSS positive, negative, and
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general subscale scores. None of the betas for these more specific measures approached
statistical significance. Likewise, recoding of diagnosis to allow a comparison between bipolar
disorder, major depression, and schizophrenia revealed no significant difference in child
contact between any two diagnostic categories.

We also examined individual rates of substance use incidents to see if a distinct group of
repeater parents might account for the overall negative correlation (r = −.45, p = .02) between
count of substance use incidents and frequency of child contact depicted in Table 4. The
percentage of parents with incidents of severe substance abuse at one time point who also had
a substance use incident at another time point exceeded 80% in 6 out of 30 time-point
comparisons, of which 4 comparisons involved the baseline 0- to 6-month time point. Mean
rate of sample overlap across all other time points (24 comparisons) was 56%. Apparently, the
observed proximal (6 to 12 month) effects of substance use crises were more attributable to
the events themselves than to a distinct group of parents who were continually in crisis.

Discussion
Substance abuse is prevalent among adults who have diagnoses of serious mental illness,
including those who are parents of minor children, and crisis episodes of severe substance
abuse appear to repeatedly disrupt parent-child contact. Our findings reveal a strong association
over time between occurrence of substance abuse crises and parents’ concurrent or subsequent
interview reports of decreases in frequency of child contact following each crisis. By contrast,
parent psychiatric diagnosis, SES, demographic characteristics, and even psychiatric symptom
severity did not correlate with level of child contact when substance abuse was taken into
account. Although severe psychiatric symptoms can reduce quality of parenting (Mowbray,
Lewandowski, & Bybee, 2004; Mowbray, Lewandowski, Bybee, & Oyserman, 2005;
Mowbray et al., 2002), parental psychiatric symptoms alone do not appear to reduce frequency
of contact with minor children, and the impact of substance abuse on child contact does not
appear to be mediated by a concurrent worsening of psychiatric symptoms.

Patterns of maternal child contact were nearly equally divided between continuous co-
residence (n = 9), fluctuation in custody and visitation schedules (n = 11), and infrequent contact
(n = 10). Among mothers, continuous co-residence was characterized by an absence of
substance abuse, while infrequent contact was correlated with a high rate of severe substance
use incidents. Fathers’ contact with their children tended to be primarily infrequent with a high
incidence of active substance abuse. In keeping with previous research (Knight & Wallace,
2003; Rittner & Dozier, 2000), parents with dual diagnoses of mental illness and substance
use disorders, and fathers with these co-occurring disorders in particular (Styron, Pruett,
McMahon, & Davidson, 2002), appear vulnerable to the loss of parental rights. Over the 30-
month follow-up period of the present study, mothers and fathers who were able to regain lost
custody or visitation rights did so only with substantial legal aid and help from mental health
service agencies. Once lost, child custody and visitation rights for either parent were difficult
to regain, invariably resulting in separations lasting 3 to 4 years.

The present study did not collect interview data on child well-being or quality of parenting, so
our assumptions that frequent parent-child contact is generally beneficial and that separations
are often detrimental cannot be directly confirmed. The small study sample was adequate for
detecting the strong impact of substance abuse on parent-child contact but inadequate for
testing moderation hypotheses, such as whether receipt of certain types of mental health
services might ameliorate the negative effects of substance abuse on parent-child contact.
Randomized studies are needed to examine reciprocal causal relationships between study
variables, such as whether strengthening a sense of parental responsibility through more
frequent child contact might reduce the incidence or severity of parental substance use.
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Conclusions
Mentoring, support groups, and education interventions have been designed to improve the
parenting skills of adults with serious mental illness (e.g., Brunette & Dean, 2002; Fischer,
2002; Grella, 1996; Hoagwood, 2005; Kovach et al., 2004; Mowbray et al., 2000), and these
innovative services address many of the daily hassles that beset psychiatrically disabled parents
of young children, including loneliness associated with single parenthood, poverty, lack of safe
housing, and poor job qualifications (Brandon & Fisher, 2001; Cairney, Boyle, & Offord,
2003; Emerson-Davis Family Development Center, 2000; Hoard & Anderson, 2004; Kost,
2001; Strug, 2003). However, few parenting programs are designed to serve parents of minor
children who are dually diagnosed with a serious mental illness and a severe substance use
disorder. Moreover, most programs, and most recent research studies of parenting by adults
with mental illness, have targeted parents who have regular child-care responsibilities,
excluding parents who see their children infrequently. Considering the prevalence with which
substance abuse crises separate parents and children, it appears imperative to implement
parenting programs that integrate mental health and substance use services with efforts to
safeguard or restore parental rights.
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