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Abstract

Context: Mental health professionals interact with substantial numbers of parents, mainly mothers, who suffer from severe mental
disorders and who are treated, acutely or chronically, with antipsychotic medication. The behavior of these clients is affected by
their primary illness but also by many other factors, including their drug regimen. The treating team, however, does not always
recognize that a drug can profoundly impact cognition and behavior. The aim of this paper is to inform non-medical mental health
workers how antipsychotic medication (AP) can influence client cognition and behavior, and thereby impact the safety of the client’s
children. Indirectly, APs can also affect the immediate and longer-term behavior of the children.
Evidence Acquisition: This article qualitatively reviews the very sparse literature on antipsychotic effects on cognition and behav-
ior in populations of mentally ill mothers of young children. This narrative review includes case illustrations taken from a clinic
for women with psychotic disorders. Also included are references to studies of rodent maternal behavior, as influenced by antipsy-
chotic drugs.
Results: Animal studies have shown that maternal behavior in rodents is impaired by antipsychotic drugs. In humans, drug effects
such as sedation, dizziness, indicated thinking, tardive dyskinesia, increased appetite, and sleepwalking, as well as client beliefs
about and attitudes toward their drugs, can affect their problem solving, decision-making, and behavior and, thus, play a critical
role in child custody determinations. Behavior induced by drugs includes issues of tolerance, withdrawal, and sensitization. Im-
portantly, there are major safety concerns related to APs.
Conclusions: Listening attentively when clients speak about their drugs and understanding potential drug effects help mental
health professionals increase their therapeutic efficacy and make sound decisions about clients and their children.
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1. Context

A recent survey found that 2.7 million parents in the
United States, most of them mothers, had suffered from
severe mental illness in the preceding year (1). Although
many effective strategies have been developed to support
parents with serious mental illness (2), one aspect of com-
prehensive treatment has been largely ignored – the ap-
preciation of the degree to which antipsychotic medica-
tion can affect the quality of parenting. Understanding the
impact of medication on critical human functions such
as parenting is essential because potent therapeutic drugs
have the potential to improve, but also to impair, parent-
ing adequacy and, consequently, the wellbeing of children.
This review is mainly intended for non-medical mental
health workers whose background and training may not
have sufficiently equipped them to assess the role that an-
tipsychotic drugs play in their clients’ parenting behaviors
and, potentially, in the subsequent behavior of their off-
spring. Because non-medical mental health workers are
usually the ones charged with making child custody deter-
minations, they need to understand in depth how medica-

tions such as APs can affect parental function.

2. Evidence Acquisition

This paper is a non-systematic narrative literature re-
view of medication-related issues with which health care
professionals need to be familiar when caring for moth-
ers with psychotic illnesses; the review focuses on issues
most capable of influencing child custody decisions. It
includes case illustrations taken from a clinic for women
with psychotic disorders. The article also references stud-
ies of rodent maternal behavior, as influenced by antipsy-
chotic drugs.

3. Findings

Non-medical mental health workers generally assume
that doctors always prescribe appropriate medication in
appropriate doses, that the medication their clients take
is free of adverse effects and that clients always take their
drugs as prescribed. None of these assumptions turn out
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to be totally true. An additional problem sometimes de-
scribed in the literature is the inherent distrust that some
mental health workers have for all forms of medication, a
distrust that can be tacitly communicated to patients and
that encourages non-adherence to prescribed APs. An im-
portant mistake that mental health workers can make is
to attribute to medication problems that result not from
drugs but from the client’s illness. Mental confusion, for
instance, can be drug-related, but it can also be an un-
dertreated symptom of psychosis. Client attitudes toward
medication are almost never sufficiently probed during
therapy, and yet they can be determinants of long-term
health and effective parenting. It is the basic premise
of this paper that it is important for non-medical men-
tal health workers to know as much as possible about the
drugs their clients are prescribed, their intended and unin-
tended effects, the degree to which their clients adhere to
their drug regimens, and the underlying reasons behind
any non-adherence. A further premise is that factors such
as cultural attitudes toward drug-taking, as well as life style
factors such as cigarette smoking, substance use, diet, and
the use of complementary herbal medicines all potentially
interact with APs and influence behavior. The drugs moth-
ers take can also affect the behavior of children, although
there is little solid evidence for this assertion. While there
are accumulating research data on the potential cognitive
and behavioral effects of maternal antipsychotics on the
neonate and developing child (3-5), there is very little re-
search on the secondary effects on growing children of ma-
ternal behaviors that are induced by antipsychotics.

3.1. Recognizing Side-Effects

Distinguishing among client personality problems, ill-
ness symptoms and drug side effects is a fundamental is-
sue (Figure 1). Examples of difficulties that have arisen in
the past are taken from the Women’s Clinic for Psychosis,
Toronto, Canada. Client and worker details have been al-
tered to ensure anonymity.

3.2. Examples

A vocational therapist, initially intent on helping a
young mother who was being treated for schizophrenia
find gainful employment, soon gave up trying. She ex-
plained that her client was not interested in pursuing the
recommended course of study because “the client spent all
her time flirting with the men in the group instead of at-
tending to the class.” It turned out that the client, who was
often observed winking and grimacing, was suffering from
tardive dyskinesia, a side effect of her antipsychotic drug
(6). She was not flirting.

A nurse visiting a young postpartum woman being
treated with clozapine, an AP, was concerned that the client

might have suffered a stroke because she had suddenly be-
gun to stutter. The nurse did not realize that stuttering
was a relatively common but not widely-reported side ef-
fect of clozapine (and other antipsychotics) and that the
dose, therefore, needed adjustment (7). The client had not
suffered a stroke.

A woman treated with antipsychotics knew that she
was sleepwalking at night so she barricaded her front door
with furniture every evening to prevent her leaving the
apartment. She did not want to put herself at risk, nor to
leave her young children unattended. Her case worker mis-
understood the situation and attributed the client’s barri-
cading behavior to paranoia. She recommended that her
antipsychotic dose be raised, which only made the sleep-
walking worse (8, 9).

A young mother being treated with olanzapine (an AP)
received increasing criticism from her social worker for
continuously putting on weight. Neither the client nor her
care provider realized that the heightened appetite and
subsequent weight gain were attributable to the AP she
was taking (10). A change of medication was required, not
a scolding.

One worker advised a client, also on olanzapine, to pur-
chase a series of expensive shampoos to try to counter-
act hair loss because clumps of hair fell out each time she
brushed. The worker was not aware of the fact that hair
loss can occur as a reaction to antipsychotic medication
(11). The client could have used her money to better pur-
poses.

Another worker, whose client began taking anticholin-
ergic medication to help counteract muscle contractions
caused by the AP she was on, noticed that the client had be-
come more confused. The worker attributed this to an ex-
acerbation of illness and suggested an increase of her AP
dose, but it turned out to be due, instead, to the cognitive
impairment induced by the anticholinergic drug (12).

Partially clouded consciousness and dizziness due to
the sedative and hypotensive effects of APs have several
times been mistaken for intoxication at the Women’s
Clinic for Psychosis. Distinctions are often difficult to make
accurately because of the reportedly strong association be-
tween substance abuse and serious mental illness (13).

The non-recognition of side-effects may be short-
lasting and trivial, but neglecting the common side ef-
fect of AP sedation can sometimes have far-reaching con-
sequences, interfering as it does with arousal, attention,
memory, and fine motor skills. Mothers newly treated with
antipsychotics may be so sedated that they do not wake in
the night when their baby is crying or may fall asleep dur-
ing the day and fail to appropriately monitor their child’s
activities. Childcare workers can miss the fact that this is
an AP side effect and can consider such mothers as alco-
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Figure 1. Personality

holic, neglectful or apathetic, evaluations that sometimes
lead to loss of child custody (14, 15). Maternal sedation
during an infant’s early weeks can constitute a serious im-
pediment to mother-child bonding and attachment (16)
and can become a critical safety issue, especially for single
mothers who live alone with their infants, which is not un-
usual in the context of serious mental illness (17). Individu-
als usually adapt to acute AP-induced sedation after a short
period (18) but, in the longer term, the chronic use of an-
tipsychotics increases the risk of sleep apnea (19), which
itself leads to day time sedation. AP-induced sedation is
a significant problem that interferes with most parenting
tasks.

3.3. Effects on Parenting Tasks

Human parenting behaviors are so complex that it is
difficult to study the effects of antipsychotics on any one
individual parenting behavior. The effect is clearer in ro-
dents where antipsychotics have been shown to substan-

tially interfere with maternal behaviors such as pup re-
trieval, pup licking, nest building and pup nursing (20-23).
By extension, there is every reason to believe that the med-
ication that mothers with psychosis need to take makes
their parenting tasks more difficult than they would oth-
erwise be. They need to work very hard to overcome both
their illness symptoms and their medication side-effects
in order to fulfill the tasks of motherhood. Mothers with
severe mental illness constantly worry that AP side-effects
such as slow movements, clouded thinking, delayed re-
sponses, and emotional blandness will cause their child
care workers to conclude that they are not able to care for
their children. For these reasons, they may stop taking
their drugs, exposing themselves to the dangers of reacti-
vated psychotic illness.

3.4. Example

When a mother who had temporarily lost custody of
her daughter was told by her Children’s Aid worker, “You
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cannot have your daughter back yet. You are still on too
much medication,” the client immediately stopped her
medicine and, unfortunately, relapsed into a psychotic
state. The amount of medication one takes should have
nothing to do with the assessment of function.

3.5. Drug Interactions

Side-effects are relatively straightforward to identify if
they start when the offending drug is first taken and stop
when it is removed. It is, however, much more difficult to
associate a drug and its effects when first drug use and ad-
verse effect occur asynchronously as in the examples de-
scribed earlier of tardive dyskinesia and of hair loss. In
both the instances, the side-effect was delayed. A major
source of such delays are drug interactions that emerge
only when a second interacting factor is added to the orig-
inal drug. The second factor can be a new drug or it can be
an auxiliary condition.

3.6. Examples

A young woman treated with a long-acting antipsy-
chotic complained of stiff muscles from time to time. Her
occupational therapist did not believe this was a side-effect
of her long-acting depot antipsychotic drug because it only
occurred sporadically. She thought the patient was us-
ing stiff muscles as an excuse to not take part in a recom-
mended parenting group. But the stiff muscles were, in
fact, an extrapyramidal side effect of the antipsychotic that
emerged only after exercise, whenever extra drug from the
muscle injection site was released into the blood stream
(24).

Another patient’s complaints of extrapyramidal side
effects (EPS) were also initially dismissed because she had
been taking the same medication at the same dose for years
without EPS. What the treatment team did not initially take
into account, however, was that the client had aged and
that age exerts a powerful effect on drug metabolism. Her
antipsychotic dose now needed to be reduced (25).

Antipsychotic drug levels vary not only with age and
exercise but also with smoking (and smoking cessation),
with substance abuse, and, in certain cases, with diet (e.g.
caffeine, grapefruit juice). The prescribed drug can in-
teract with herbal supplements to cause side effects or,
very commonly in women, with contraceptives and with
other medicines (26-30). The metabolism of some antipsy-
chotic drugs is also powerfully affected by variation in es-
trogen levels (31) over the course of reproductive cycles
– menstrual phase, pregnancy, postpartum, menopause.
Episodic or late-appearing side-effects are difficult to rec-
ognize for what they are. Consultations are in order when-
ever the cause is unclear.

3.7. Tolerance, Dependence, Withdrawal, Sensitization, and Re-
bound

There are mental health professionals who view all
drugs as potentially addictive and consider concepts such
as tolerance, dependence, withdrawal effects and sensiti-
zation applicable to antipsychotic drugs. In some ways,
they are right. Tolerance means the need for higher and
higher doses over time to achieve the same results. Al-
though higher doses of drug are often prescribed over time
to individuals with schizophrenia to prevent the return of
psychotic symptoms, this is not necessarily tolerance but,
rather, a progressive loss of responsiveness due to known
and unknown factors, one known factor being the loss of
estrogen at menopause (32). In humans it is almost im-
possible to dissociate tolerance to drug effects from the
contribution of the many factors capable of decreasing
the responsiveness of antipsychotic symptoms to antipsy-
chotic drugs. Animal experiments, however, have been
able to show evidence of true tolerance to antipsychotics
(33). Too often, care providers attribute breakthrough psy-
chotic symptoms to the client’s stopping medication, but
there is a variety of other explanatory possibilities.

3.8. Example

A woman with schizophrenia, a divorcee with an ado-
lescent son, had been successfully treated for many years
with a low dose of the AP, perphenazine. As she ap-
proached menopause, her dose was constantly increased
because of increasing psychotic symptoms. When dose
escalation was unable to control the symptoms, differ-
ent antipsychotics were tried. The patient responded to
none and had to be hospitalized because of mounting
dysfunction. Her ex-husband took over the care of their
son. She was eventually discharged from hospital on an
intramuscular depot injection with her symptoms under
good control. Looking back, it was not possible to know
whether she had developed progressive tolerance and now
required a higher drug blood level or whether, because of
menopausal changes, she was no longer absorbing oral
drugs.

Sensitization is the opposite of tolerance. It refers to
altered sensitivity to a drug that increases rather than de-
creases some (not necessarily all) of the effects of the drug
(33). Many people taking antipsychotic drugs report wors-
ening adverse effects as time goes on. This can be the result
of drug accumulation and subsequent release of drug pre-
viously sequestered in fatty tissue.

3.9. Example

A young woman who had been taking antipsychotics
for several years went on a strict diet and lost 20 pounds
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in four months. Her antipsychotic dose remained un-
changed. As proud as she was of losing weight, she was
made miserable by the sudden appearance of extrapyrami-
dal symptoms, something she had not experienced prior
to her weight loss. Weight loss had released accumulated
drug from her lipid stores.

Tardive dyskinesia is a side effect of APs that has been
hypothesized to result from the sensitization of dopamine
receptors after long-term exposure to antipsychotics (34).

Withdrawal from antipsychotics (whether from low-
ering the dose or discontinuing the drug or switching
to a new drug) may result in physical withdrawal ef-
fects such as difficulty falling or staying asleep, mood
changes, increases in anxiety/agitation, difficulty concen-
trating/completing tasks, headaches, memory loss, night-
mares, nausea, and vomiting (35). These effects do not
mean that the client is physically dependent on or “addict-
ed” to the drug. There is no accompanying craving for the
drug, but there may be a psychological dependence, the ef-
fect of learning from previous discontinuation experience
that one’s wellbeing depends on regular intake of the AP.

3.10. Supersensitivity Psychosis

Rebound or supersensitivity psychosis refers to in-
creased psychotic symptoms after a dose reduction or
a drug discontinuation (34, 36-39). Taking a dopamine
blocker over a long stretch of time multiplies postsynaptic
receptors on dopamine neurons so that, when the drug is
stopped, endogenous dopamine floods the receptors and
triggers psychotic symptoms (40). The lesson for mental
health workers is that an increase in psychotic symptoms
does not necessarily mean non-adherence on the part of
the client nor does it signal a downhill course of illness. It
may be a temporary and readily fixable drug-related phe-
nomenon. On the other hand, stopping drugs can, on rare
occasions, lead to irreversible non-responsiveness.

3.11. Example

A young woman was diagnosed with schizophrenia in
High School but her illness was well controlled on a small
dose of the AP, olanzapine. She successfully completed post
secondary studies, married, and maintained steady em-
ployment. She was doing so well that she was recruited for
a study in which olanzapine was administered every sec-
ond day and then every third day (41). At the end of the
study, this young woman continued to experience no psy-
chotic symptoms so decided to stop olanzapine altogether.
Within four months she was back in hospital with a full-
blown psychosis only, this time, olanzapine did not work
no matter how high the prescribed dose. She was tried on
a number of other treatments but, tragically, after another

two years of being in and out of hospital with persistent
threatening hallucinations, she took her own life by jump-
ing out of a bathroom window.

3.12. Meaning of Medication to Client

Non-medical mental health workers sometimes feel
unqualified to talk to clients about their medications and,
when the issue surfaces, refer them instead to their doc-
tors. But there are many aspects of taking drugs that need
to be sorted out repeatedly in discussion; listening to in-
dividual concerns about drugs is therapeutically impor-
tant. Depending on past experience and cultural tradition,
all individuals hold strong beliefs about drugs, endowing
medications with a personal meaning (42). Some people
with schizophrenia view their antipsychotic medication
as a shield against stress; some see the drug as an unwel-
come imposition by powerful others; some see needing to
take medication as a character weakness; some see it as a
crutch; some see it as a effective weapon against torment-
ing voices. A potentially useful therapeutic intervention
is to help clients untangle the complex weave of symbolic
meaning that can attach to medications (42).

Depending on the precise definition of adherence, be-
tween 20% - 89% of clients with schizophrenia are said to be
non-adherent from time to time (43). This is important be-
cause the maintenance of health, especially in the context
of parenting, is critical in schizophrenia and health usu-
ally means faithful adherence to one’s medication sched-
ule. It is important to try to understand why individuals
often stop medication or omit some of their doses. Some
do it because they are afraid to gain weight, some do it to
try to maintain control over decision-making, some feel
medication interferes with creativity, some stop because
they don’t like the prescriber, some believe that medica-
tion interferes with their relationships. Mothers, for in-
stance, may sense that drugs spoil their rapport with their
children.

The reason for abandoning medication may be un-
resolved issues in the client’s relationship with the pre-
scriber. It may also be a result of friends or family mem-
bers sharing fears that the drug is “addictive”. Many stop
their drugs because they experience specific side-effects
that they find especially distressing. Very commonly in
the context of schizophrenia, the aversion to a drug can
be traced to feeling coerced to take it, not being given a
choice in deciding treatment. It is noteworthy that many
individuals are willing to take alternative rather than pre-
scribed medicines (44) because they feel they have chosen
it for themselves. Time spent listening to and discussing
such feelings is valuable; it clarifies important issues for
both client and care provider.
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3.13. Safety

A medication-related safety issue is pills that are acces-
sible to small children (45, 46). House hazards such as
these are important to the health of children; this means
that periodic home visits are recommended to check on
matters of safety.

The literature also mentions late-appearing hazards of
parental medication for offspring. For instance, the in-
creased appetite and sedentary life style of a mother on
antipsychotic medication may be mimicked by children as
they grow up (47-49). Child obesity may be a result. Behav-
ioral mimicry may make it more likely that children who
see their parents taking pills will also want to self-medicate
when distressed. In a review paper on self-medication in
adolescents, Shehnaz et al. (50) found that one of the risk
factors for self-medication in adolescents was use of medi-
cation within the family. The literature encourages parents
and care providers to talk to children about the pros and
cons of medication and how best to balance health needs
against addiction risks.

4. Conclusions

The literature on the subject of APs affecting parental
behavior is sparse. Animal studies show that early mater-
nal behavior in rodents is definitely impaired by antipsy-
chotic medication, strongly suggesting that this could be
the case for humans. Drug-related sedation interferes with
mother-child secure attachment and with mother’s energy
levels and cognitive sharpness. It also interferes with par-
ents’ ability to provide consistency, stimulation, and so-
cialization for their children. Other important findings are
that tardive dyskinesia signs can be easily misinterpreted
and that drug-induced appetite and metabolic changes
can lead to obesity, the risk of which can be transmitted
to the next generation. Sleepwalking secondary to antipsy-
chotics is a neglected potential danger to clients and their
children. An important issue in child custody determina-
tion is the accurate assessment of maternal behavior that
might be drug-induced. Concepts such as tolerance, with-
drawal, dependence and sensitization may sometimes be
applied to the use of antipsychotic drugs and need to be
understood more fully than they are at present. Listening
attentively to client concerns about the drugs they take fa-
cilitates understanding of drug effects and helps mental
health professionals increase their therapeutic efficacy.
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