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ABSTRACT 

CELIA JANET BORITZ WINTZ, M.A., M.S. 
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AUGUST, 1993 

The purpose of this study was to investigate the 

question: Is psychopathology in the adolescent related to 

the prevalence of maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal risk 

factors? The investigator recruited 50 mother-adolescent 

dyads to participate in an investigation which was a 

descriptive, non-experimental survey design, conducted 

retrospectively. 

Mother-adolescent dyads were assigned to either Group 

I or Group II dependent upon whether the adolescents' 

scores on the Youth Self-Report Form placed them in the 

normal or abnormal range. All mothers were asked to 

complete the Socioeconomic Data Sheet, evaluating 

demographic data for each dyad; the Stress During 

Pregnancy Questionnaire, evaluating maternal psychosocial 

V 



stress during pregnancy; the Maternal Health Assessment 

Interview Schedule, evaluating maternal physiological risk 

factors occurring during pregnancy; and the Perinatal 

Health Assessment Interview Schedule, evaluating the 

health of the adolescent at the time of his birth and 

during the neonatal period. 

A T-test failed to differentiate.between Groups I and 

II on the prevalence of maternal physiological risk 

factors; data analysis by Mann-Whitney U-test indicated 

that the mothers of adolescents with psychopathology 

experienced more psychosocial risk factors than 

adolescents without psychopathology. A T-test also 

revealed that adolescents with psychopathology experienced 

more perinatal risk factors than adolescents without 

psychopathology. The other research questions were not 

statistically significant. Among Group I adolescents, 

there was no difference in the prevalence in the three 

risk factors: maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal risk 

factors. Performance of MANOVA did not support the 

research hypothesis that race/ethnicity was associated 

with the prevalence of risk factors among the Group I 

adolescents. The level of significance for all the data 

analysis was set at Q�.05. 
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CHAPTER 1 

INTRODUCTION 

When Florence Nightingale wrote Notes on Nursing in 

1859, she commented that one of the functions of nursing 

was to determine "how to put the constitution in such a 

state as that it will have no disease" (Nightingale, 

1859/1969, p. 3). Over one hundred years later, nurses 

still acknowledge that the focus of modern day nursing is 

aimed at primary prevention, that is, the identification 

of potential health risks and problems (American Nurses 

Association, 1980). This emphasis on primary prevention 

is based on the knowledge that prevention of illness is 

less costly to the individual and society than is 

treatment of illness, both in fiscal terms as well as in 

the human effort expended. This principle applies equally 

to the prevention of psychological pathology as well as 

physiological pathology (Goldston, 1977). 

In American society, newspaper headlines as well as 

articles in professional journals describing the aberrant 

behaviors of adolescents are reminders that adolescent 

psychopathology is a serious problem. Although a 

government sponsored epidemiological survey has not been 
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undertaken, it is currently estimated that 15% to 22%, as 

many as 14 million of the nation's population 18 years or 

younger, suffer mental health disturbances serious enough 

to warrant treatment (U. S. Congress, 1986; Lamm, 1988; 

"14 Million," 1989). 

Research into causative or relational factors 

associated with mental illness has produced limited 

results. Various studies have demonstrated that there are 

a number of maternal and perinatal risk factors which are 

associated with developmental delays, physiological 

disabilities, and psychopathology that occur during the 

neonatal and early childhood periods (Lilienfeld, 

Pasamanick, & Rogers, 1955; Gershon, Dunner, & Goodwin, 

1971; Scheulte, Schrempf, & Hinze, 1971; Orvaschel, 

Weissman, & Padian, 1981; Belmont & Dryfoos, 1981). There 

is limited research, however, that has attempted to 

demonstrate a association between maternal risk factors, 

perinatal risk factors, and adolescent psychopathology 

(Werner & Smith, 1979; Salk, Sturner, Levat, Lipsett, & 

Reilly, 1985). 

Adolescent psychopathology is a major concern because 

it can lead to a lifetime of individual and family 

dysfunction. The intent of this research was to examine 

the relationship between maternal physiological and 

psychosocial risk factors and perinatal risk factors, and 



determine if these played a role in the development of 

psychopathology during adolescence. By studying an 

adolescent population with demonstrated psychosocial 

problems, comparing them to an adolescent group assessed 

as "normal," and retrospectively assessing the maternal 

and perinatal risk factors, it will be possible to 

identify a "population at risk for psychopathology" (Salk 

et al., 1985, p. 627). Identification of a significant 

relationship between maternal and perinatal risk factors 

and adolescent psychopathology will influence the type of 

nursing assessment performed during pregnancy. This 

assessment would require evaluation of not only 

physiological considerations, but psychosocial factors as 

well. Once risk factors were identified, appropriate 

nursing interventions for mothers could be planned which 

would constitute primary prevention of the development of 

psychopathology in the adolescent. 

Problem of Study 

3 

Relatively few studies have investigated the relationship 

between risk factors occurring during the perinatal period 

in relation to adolescent psychosocial outcomes. As a 

result, this investigation was designed to answer the 

question: Is psychopathology in the adolescent related to 
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the prevalence of maternal physiological, maternal 

psychosocial, and perinatal risk factors? 

Rationale for Study 

4 

The notion that health care is more effective in a 

preventive mode rather than in a treatment or 

rehabilitative mode has gained considerable popularity 

among both health professionals and the public in the last 

twenty years. Caplan (1964) identified three levels of 

psychiatric prevention: tertiary prevention which is aimed 

at preventing moderate psychiatric disturbances from 

becoming more severe; secondary prevention which focuses 

on preventing mild emotional disorders from becoming 

moderate; and primary prevention which is aimed at 

"preventing nothing from becoming something" (Anthony, 

1974, p. 164). Primary prevention has had the most 

questionable results principally because of the difficulty 

of recognizing when "nothing" may become psychopathology. 

Anthony (1974) argued that the dilemma of recognition has 

been resolved by focusing on dispositional or risk 

factors. 

Adolescent psychopathology is a pressing issue in 

American society. The outcomes of adolescent 

psychopathology exact a human and monetary toll from the 

adolescent, his family, and society. Psychopathology and 



emotional distress among adolescents are reflected in the 

excessive school drop-out rate, the increasing rate of 

pregnancy, the high crime rate, the statistical evidence 

of increasing substance abuse, the runaway rate, and the 

high incidence of suicide and suicide attempts (Hastings, 

1985; Hardy, 1985). 

5 

As distressing as these adolescent behaviors are, 

other factors tell an even more compelling story. Mental 

health services for Americans under the age of eighteen 

who have inadequate or no private insurance for 

psychiatric care are severely limited and in some areas 

non-existent. The federal government estimated that fewer 

than one-third of the children experiencing 

psychopathology receive treatment (U. S. Congress, 1986). 

Financial costs represent one of the major barriers which

adolescents find difficult to overcome in attempting to 

access the mental health system. Funding for children's 

mental health services frequently has been cut. Medicaid 

benefits which provide health care for eleven million 

children include no significant funding for mental health 

services. CHAMPUS, the Civilian Health and Medical 

Program of the Uniformed Services, reviewed its payment 

schedule and placed a cap on psychiatric hospitalization 

at sixty days, except under unusual circumstances (U. S. 

Congress, 1986). Private in-patient psychiatric care for 



a�olescents costs approximately $20,000 for a typical 

month long hospitalization, a sum which requires either a 

health insurance policy with liberal psychiatric benefits, 

wealthy parents, or both. 

6 

Even more distressing than the cost and the 

difficulty in accessing mental health services, were the 

treatment outcomes for those fortunate enough to receive 

therapy. Follow-up studies of children who were treated 

in psychiatric hospitals or residential treatment centers 

showed mixed results at best. In a review article 

summarizing the data from several studies, Blotcky, 

Demperio, and Gossett (1984) reported that among 

hospitalized children with neurotic or personality 

disorders, 50% exhibited a positive long term outcome, 

while those who were psychotic or neurologically impaired 

demonstrated a much lower percentage of improvement. In a 

more pessimistic review, Lewis, Lewis, Shanok, Klatskin, 

and Osborne (1980) found that only 32% of children 

hospitalized for an average of two years demonstrated a 

positive outcome. 

If the outcomes of psychiatric treatment for 

adolescents have failed to meet professional or societal 

expectations, neonatal intensive care on the other hand, 

has enjoyed spectacular success. Since the early 1970s 
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there has been a significant improvement in neonatal 

survival statistics. Modern medical and nursing practices 

have dramatically increased the survival rate for younger 

pretenn babies with very low birthweights. The cost of 

this care rivals psychiatric treatment; neonatal 

intensive care can cost as much as $2000 per day 

{Blackburn, 1982). 

In the continued effort to save more premature 

neonates, the problems of psychopathology and 

dysfunctional development in childhood and adolescence 

arising as a consequence of prematurity or problems 

iatrogenically imposed by the acute medical treatment 

necessary for saving these little lives has been given 

insufficient consideration. Yet, research clearly 

indicates that poor neonatal physiological health is 

associated with a variety of childhood disabilities which 

involve the cognitive, motor, and emotional spheres 

(Trotter, Chang, & Thompson, 1982; Gaiter, 1982; Allen, 

1984). Maternal physiological risk factors are also 

associated with negative neonatal outcomes (Adams, 1977; 

Taper, Hayes, Rogers, & Frary, 1984; Salk et al., 1985). 

Investigations substantiating a positive association 

between maternal psychosocial risk factors, specifically 

maternal psychopathology and childhood and adolescent 

psychopathology have been scarce in number and received 
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little attention, but they do exist (Downs, 1977; McNeil & 

Kaij, 1978; Norbeck & Tilden, 1983). Based on these 

findings, researchers maintained that the suggestion 

espoused by Lilienfeld and Pasamanick (1954) that there 

was a "continuum of reproductive casualty" appeared valid. 

What was less clear from the scientific investigations 

published to date is whether insults incurred perinatally 

exhibit themselves primarily in infancy and early 

childhood, or whether the effects lay dormant and 

seemingly arise during adolescence. Although very few 

studies exist to support this proposition (Cadoret, 1978; 

Salk et al., 1985}, that does not mean the hypothesis is 

invalid. On the contrary, the subject invites further 

investigation. 

In those medical and nursing fields concerned with 

physiological dysfunction, primary prevention is seen as 

the most desirable method of dealing with any disease 

entity (Leavell & Clark, 1965). Primary prevention of 

psychopathology has not been as well accepted because of 

the difficulty in operationalizing this seemingly vague 

concept (Anthony, 1977; Goldston, 1977). Since nursing as 

a profession is mandated by society to diagnose potential 

health risks, research into primary prevention of 

psychopathology which substantiates nurse-initiated 
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primary prevention interventions during pregnancy would 

eliminate some of the ambiguity inherent in this neglected 

area of mental health work. 

Conceptual Framework 

Scientific investigations conducted over the past 

fifty years strongly suggest that stressful life events 

have been associated with or causally implicated in a 

variety of undesirable effects on both physical and 

psychosocial health and functioning (Rabkin & Struening, 

1976). Beginning in 1936, Selye postulated his conceptual 

framework of a General Adaptation Syndrome. Since that 

initial work, Selye and a number of others {Selye, 1974; 

Fernandez, 1983, Eisdorfer, 1985) have researched the 

relationship of stressors in man's behavior---physiological 

and psychosocial, voluntary and involuntary. Selye (1974) 

indicated that his early research conceived of 

physiological stress nas a response to any type of demand 

made on the body" (p. 17). 

Central to Selye's concept of stress is the General 

Adaptation Syndrome (G.A.S). G.A.S. occurs in three 

stages: the alarm reaction, the stage of resistance, and 

the stage of exhaustion. Selye's concept is seen in 

Figure 1. 
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Figure 1. The three phases of the General Adaptation 
Syndrome. (From Selye, 1974). 
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In this illustration, stage A is the period of time when 

the alarm reaction occurs. "The body shows the changes 

characteristic of the first exposure to a stressor. At 

the same time, its resistance is diminished and, if the 

stressor is sufficiently strong, death may result" (Selye, 

1974, p. 39). Stage Bis the stage of resistance. During 

this stage resistance will occur if continued exposure to 

the stressor is compatible with adaptation. The 

physiological signs of the alarm reaction subside and may 

even disappear, and the level of resistance rises above 

the normal. Stage C is the stage of exhaustion. 

"Following long exposure to the same stressor, to which 

the body had become adjusted, eventually adaptation energy 

is exhausted. The signs of the alarm reaction 

reappear, .pabut now they are irreversible, and the 

individual dies" (Selye, 1974, p. 39). 
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Selye compared the three phases of G.A.S with what he 

identified as the three stages of man. He divided the 

life span into: "childhood (with its characteristic low 

resistance and excessive responses to any kind of 

stimulus}, adulthood (during which adaptation to most 

commonly encountered agents has occurred and resistance is 

increased}, and finally senility (characterized by 

irreversible loss of adaptability and eventual exhaustion} 

ending with death" (Selye, 1974, p. 39). Selye's choice 

of this analogy for his conceptual framework is 

significant since it provides further substantiation for 

the use of the general adaption syndrome as a framework 

for this study. 

The terms stress and stressors are used so frequently 

in every day language that their meanings have tended to 

lose precision. Selye was clear, however, in how he 

intended these concepts to be defined and used by 

researchers. The cornerstone of the General Adaptation 

Syndrome is the concept that stress constitutes a non

specific response of the body to any demand made upon it. 

Crucial to an understanding of this concept is an 

explanation of the term 11 non-specific. 11 As Selye (1974} 

indicated, every demand upon the body is specific. 

Exposure to cold, for example, causes shivering. This 

shivering response helps produce more heat, since the 
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blood vessels in the skin constrict, and diminish loss of 

heat from the body surface. In addition to this specific 

response, the stressor, exposure to  cold, produces a 

demand for readjustment. According to Selye "This demand 

is non-specific; it requires adaptation to a problem, 

irrespective for what the problem may be . . .  all agents 

to which we are exposed also produce a non-specific 

increase 1n the need to perform adaptive functions and 

thereby to  re-establish normalcy" {1974, p. 28). This 

theory, then indicates that the nonspecific response of 

the body (stress} results from stressors acting on the 

individual. 

Not all researchers in the field agree with this 

assertion. Eisdorfer {1985) contended that such thinking 

is tautological and argued that it is not merely a 

semantic problem, but that it reaches into the area of 

application. Eisdorfer noted that in the pure sciences, 

the investi gators apply stressors as an independent 

variable, and then study the response, while in the 

applied sciences researchers utilize stress as an 

intervening or independent variable. Additionally, 

clinicians use stress as a dependent variable. As a 

result of this lack of preciseness in the use of 

terminology, it is difficult to determine what factors are 
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necessary to produce stress and what the nature of the 

stress response will be. Since Eisdorfer (1985) suggested 

that this ambiguity constituted a conceptual problem, this 

study will use a conceptual framework which modifies the 

model developed by Selye (1974). 

In spite of these difficulties, the General 

Adaptation Syndrome can still provide a framework for this 

study. In an essay "On Stress and Coping Mechanisms" 

Selye and Tache (1978) indicated that the following 

essential points could be derived from the General 

Adaptation Syndrome: 

1. All life events cause some stress. Physical,

chemical, and psychological agents, directly or

indirectly, through emotions they provoke, can elicit

the stress reaction.

2. Stress is not bad per se, but excessive or

unnecessary stress should be avoided whenever

possible.

3. The stressor is the stimulus eliciting the need for

adaptation; stress is the response to the stimulus,

but it is not the total response of the body.

4. The nonspecific aspects of the body's reaction to an

agent may not be as obvious as the specific effects.

5. Stress should be monitored through a battery of

parameters, i. e.: the secretion of ACTH and



corticoids. 

6. Stress cannot be equated with ACTH, corticoid or

catecholamine secretion.

7. Removal of the stressor eliminates stress.

The General Adaptation Syndrome postulated a cause

and effect relationship between stressors and the 

resulting stress based upon a three stage response by the 

individual. To demonstrate the concept that stress is 

felt on an experience continuum Levi and Lennart (1972) 

developed a model: 

STRESS 

\ 
\ 
\ 

' 
,, 

Extremely '--
unpleasant 

I 

I 
I 

I 
I 

I 
/ 

// 
__ .,,,, Extremely 

pleasant 

EXPERIENCE CONTINUUM +·

Figure 2. The Relationship Between Stress and Life 
Experiences. (From Levi & Lennart, 1972).
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As an outgrowth of Selye's conception of stress as a 

response, he and his collegue developed a model that 

incorporated not merely physiological inputs and 

\ 
\ 



15 

responses, but psychological inputs and responses as well. 

These authors generated the model illustrated in Figure 3 

to describe how individuals cope with stress. 

COPlftG WITH ITRIII 
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Figure 3. Coping With Stress. (From Selye & Tache, 1978). 

This model indicated that dealing with stress in a 

positive manner requires finding the correct and specific 

response to the demand. However, research has indicated 

that although response specificity to stressors is well 

documented (Mason, 1974; Dimsdale & Moss, 1980), the total 

response of the individual which determines adaptation or 

lack thereof, has not been demonstrated. 

The complaint of tautology levied by Eisdorfer (1985} 

can be addressed by modifying Selye's Stress Theory. The 

DEM.ANO 
($Tl~UlU5) ~--r1 
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model in Figure 4, the Risk Factor-Total Response Model 

(RF-TRM} depicts risk factors---maternal physiological and 

psychosocial risk factors, and perinatal risk factors---as 

having an association with the individual's total response 

which will result in either homeostasis or maladaptation. 

Risk factoJ"■ 

Prraonal faccoJ"a 

ADAPTATION 

or 

NAI.Al)A!'TATIOII 

Dis.ea•�• o{ 
Adeptatton 

lleeth 

Figure 4. The Risk Factor-Total Response Model. (From 
Wintz, 1987). 

The conceptual difference between the notion of stressors 

resulting in stress and risk factors related to some total 

response is a significant one. Selye's theory (1974) 

postulated a cause and effect relationship. However, 

research has indicated that specific risk factors can be 

significantly related statistically to specific illnesses 

even though the scientific understanding of the 

physiological dynamics may not be fully understood. 
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Examples of risk factors related to illnesses include, but 

are not limited to smoking (the risk factor) related to 

lung cancer and hypertension related to strokes. A 

synthesis of Selye's stress theory along with Eisdorfer's 

(1985) criticisms indicated that stress is likely to be 

one risk factor among many, rather than a single causative 

£actor. 

Practitioners in the nursing profession have been 

interested in stress ever since the first professional 

nurse, Florence Nightingale, documented the patient's 

behavioral responses (Fagin, 1987). Only recently, 

however, has the profession been involved in the analysis 

and synthesis of scientific, medical, biological, and 

psychosocial conceptualizations of stress into clinical 

nursing practice. Nursing research is currently at a very 

early stage developrnently and theoretically; the goal of 

the research in nursing is to improve clinical nursing 

practice. Those nurses who practice liaison psychiatric 

nursing consultation direct their ef forts towards 

assisting nurses in the clinical setting to assess clients 

who are at risk, and initiate appropriate intervention. 

As Fagin (1987) noted "Clinical nursing research that 

would aim to fill gaps in our knowledge of stress and the 

behavioral response to it would provide nursing with the 



scientific basis for determining who is stressed as well 

as appropriate interventions 11 (p. 39) .
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The use of Selye's (1974) stress theory, Eisdorfer's 

{1985) concept of risk factors, Newnan's (1982) 

environmental concept and Fagin's (1987) insistence that 

clinically oriented nursing research will guide clinical 

practice in this area, has led to the formulation of the 

Wintz {1987b) Early Assessment Nursing Model (herein after 

identified as the WEAN model)i. The WEAN model is based on 

more than theoretical construct and as such can be 

considered an eclectic model (Thibodeau, 1983). The model 

is derived from Selye's General Adaptation Syndrome 

Theory(1974), Neuman's System Model {1982), Dohrenwend and 

Dohrenwend (1980) stress research, Eisdorfer's concept of 

risk factors, and research conducted by Lilienfeld and 

associates (1954, 1955) which posits a "continuum of 

reproductive casualty extending from death through varying 

degrees of neuropsychiatric disability" {McNeil & Kaij, 

1977, p. 92). 

Following the traditional theoretical format, the 

WEAN model incorporated the four metaparadigrns represented 

in nursing models: person, environment, nursing, and 

health. The metaparadigms are defined as follows: 

1. Person: a unique individual composed of biological 

and psychosocial components who is affected and 



2. 

3. 

4. 

influenced by environmental elements (Travelbee, 

1971). 
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Environment: is both exogenous and endogenous to the 

person. Exogenous and endogenous stimuli are 

constantly in interaction with the person causing the 

human organism to integrate these stimuli and react 

to them (Levine, 1973; Neuman, 1982). 

Health: the absence of distress and a sense of well

being both physiologically and psychosocially. The 

ability of the person to attain and sustain a healthy 

state is dependent upon the combined efforts of 

automatic physiologic functions and learned 

manipulations of the environment (Selye, 1974; 

Eisdorfer, 1985). 

Nursing: a caring profession concerned with the 

person's ability to adapt to his environment and 

actively engaged in the nursing process with the 

person when he is unable to integrate exogenous and 

endogenous stimuli so as to experience a sense of 

well-being (Neuman, 1982; Wintz, 1987a; Wintz, 

1987b). 

The assumptions of the WEAN model are based on the 

metaparadigms of nursing articulated previously, as well 

as the work of Travelbee (1971), Neuman (1974), and 



Coates, Moyer, Kendall and Howatt {1976). These 

assumptions are as follows: 

1. Every individual is unique, all mankind shares

certain characteristics; among these are basic

physiological and psychosocial components which

together comprise the individual (Travelbee, 1971).

20 

2. Every individual is exposed to risk factors; these

risk factors may be exogenous or endogenous to the

individual; all living organisms must be involved in 

a process of change in response to their environment 

(Neuman, 1974). 

3. Risk factors occur in the present time and are

conditioned by the individual's influencing factors

and non-specific responses (Coates, Moye�, Kendall, &

Howatt, 1976).

4. The specific reaction of each individual to risk

factors is determined by the interaction of a number

of elements which include influencing factors, the

non-specific response, and the influence of nursing

interventions (Selye, 1974; Neuman, 1974).

5. The total response of the individual impacted by risk

factors will be an adaptive response if intervention

occurs early and the negative total response is

averted (Selye, 1956; Wiedenbach, 1964; Neuman,

1974).



21 

6. If an individual is vulnerable to risk factors and is

unable to cope in an adaptive manner, then the total

response of the individual will be a maladaptive

outcome {Selye, 1956; Neuman, 1974).

The WEAN model depicted in Figure 5, postulated that

if an individual exhibits a disposition for encountering 

risk factors and this disposition is perceived, assessed, 

and then acted upon, through nursing interventions, then 

the total response will be adaptation resulting in 

homeostasis. 

The WEAN model could be especially useful in 

assessing risk factors in, and developing nursing 

interventions for, pregnant women. Pregnant women may 

experience physiological stressors which are peculiar to 

their parturient condition, for example: gestational 

diabetes, placenta previa, and pregnancy-induced 

hypertension (Nesbitt, & Aubry, 1969); these conditions 

have been identified as having some degree of negative 

impact on the neonate (Westberg, Clark, & Webb, 1973). 

Pregnant women may also encounter psychosocial stress, 

such as: death among immediate family members, or a 

significant decrease in income, which may impact 

negatively on the neonate. The WEAN model indicated that 

nursing assessment and intervention can be used to 
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identify and alter the client's potentially negative 

response to stressors so that the client may be enabled to 

demonstrate a response that is indicative of achieving 

homeostasis. 
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Figure 5. The Wintz Early Assessment Nursing Model (Wintz, 
1987b) 

Nursing models are useful in that they assist the 

profession in its search for independence and identity. 

Since the focus of nursing is the biopsychosocial 

functioning of the individual, an eclectic model (such as 

the WEAN model) which draws on a number of different 

theories is useful for client assessment, planning, and 

evaluation of nursing interventions. 
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This investigation is conceived as applied research 

focusing on the role of risk factors as independent 

variables related to the development of adolescent 

psychopathology. Since the role of risk factors in the 

perinatal period and their relationship to adolescent 

mental health is not well documented or understood, the 

WEAN model will not be tested. This research focused on 

testing the preliminary model, the Risk Factor-Total 

Response Model, which, if correct, would provide the basis 

for further research using the WEAN model. 

Assumptions 

The foundation for the Risk Factor-Total Response 

Model (RF-TRM) and the WEAN Model rests upon research 

published by Selye (1978), Neuman (1974), Dohrenwend and 

Dohrenwend (1980), Lilienfeld and associates (1954), and 

the WEAN model (Wintz, 1987b); the following assumptions 

have been derived: 

1. Physiological risk factors impacting on the

individual are associated with non-specific responses

and are then translated into specific responses

(Selye & Tache, 1978}.

2. Psychosocial risk factors impacting on the individual

are associated with non-specific responses and are



then translated into specific responses (Selye &

Tache, 1978; Fernandez, 1983). 
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3. Since physiological risk factors incurred perinatally

have been demonstrated to have an affect on the

fetus, infants, and children, it is assumed that

these effects may be extended into adolescence and

may manifest themselves in psychopathology such as

affective disorders, attention deficit

disorder/hyperactivity, identity disorder, and

substance abuse (Lilienfeld & Pasamanick, 1954; Salk

et al., 1985).

4. Exposure to psychosocial risk factors perinatally and

during early childhood is associated with childhood

and adult psychopathology (Garmezy, 1971).

5. All individuals are exposed to risk factors; the

individuals's vulnerability to those risk factors can

be mediated by endogenous ,environmental influences,

for example, strengthening of the adaptive

mechanisms, and exogenous environmental

influences, .pasuch as nursing (Neuman, 1974;

Dohrenwend & Dohrenwend, 1980; WEAN model, 1987b).

Research Questions 

This study was designed to explore the premise that 

there is a relationship between maternal and perinatal 



risk factors and adolescent psychopathology. The 

following research questions have been formulated: 

Research Question 1: Do the mothers of adolescents 

with psychopathology have more physiological risk 

factors during pregnancy than the mothers of 

adolescents without psychopathology? 

Research Question 2: Do the mothers of adolescents 

with psychopathology have more psychosocial risk 

factors during pregnancy than the mothers of 

adolescents without psychopathology? 

Research Q11estion 3: Have adolescents with 

psychopathology incurred more perinatal risk factors 

than adolescents without psychopathology? 
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Research Qnestjon 4: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than maternal psychosocial risk 

factors? 

Research Question 5: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Research Question 6: Are maternal psychosocial risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Research Question 7: Are there differences in the 

incidence of maternal physiological risk factors, 



maternal psychosocial risk factors, and perinatal 

risk factors among the adolescent sample with 

psychopathology based on race (Caucasian, non

Caucasian)? 

Definition of Terms 
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For the purposes of this study the terms listed below 

are defined as follows: 

1 . Adolescent QsychoQatholoQY. A constellation of 

behavioral problems and lack of social competencies 

exhibited by the adolescent, reported by the 

adolescent, and verified by the natural mother of the 

adolescent (Achenbach & Edelbrock, 1983). Adolescent 

psychopathology was measured by using the Youth Self

Report Form (Achenbach & Edelbrock, 1987) (Appendix 

A) a psychometric instrument completed by the

adolescent which measures the lack of behavioral and 

social competencies. Adolescent psychopathology was 

operationally defined as a T score of 62 or more for 

both boys and girls. The adolescent's natural mother 

was then asked to complete the Child Behavior 

Checklist (Achenbach & Edelbrock, 1983) (Appendix B) 

a psychometric instrument which measures the same 

behavioral and social competancies as the Youth Self-



Report Form in order to validate the self-report of 

the adolescent. The authors (1983) reported that T 

scores equaling 62 or more for both boys and girls 

are indicative of psychopathology. 
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2. Maternal Physiological Risk Factoks. The events

arising exogenously or endogenously impacting on the

mother which result in a non-specific, as well as a

specific response (Erickson, 1971; Hobel, Hyvarinen,

Okada, & Oh, 1973; Adams, 1977; Abel, 1980; Salk et

al., 1985; Main, Richardson, Gabbe, Strong, & Weller,

1987). Maternal physiological risk factors will be

operationally defined as a score greater than zero on

the Maternal Health Assessment Interview Schedule

(Wintz, 1987c) (Appendix C), a tool derived in part

from the research of Salk and his collegues (1985).

The instrument is scored from zero to twenty-two.

3 • Maternal Psychosocial Risk Factors. Those

psychosocial events arising exogenously or

endogenously impacting on the mother which result in

a non-specific, as well as a specific response

(Holmes & Rahe, 1967; Downs, 1977; McNeil & Kaij,

1978; Zajicek & Wolkind, 1978; Norbeck & Tilden,

1983). Maternal psychosocial risk factors will be

operationalized as a score of 3 or more derived from

the Stress During Pregnancy Questionnaire (Wintz,
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1988) (Appendix D), a tool developed in part from 

Holmes' and Rahe's (1967) Life Stress Events Scale 

and research conducted by Longo and Williams (1978). 

The scoring range for this instrument is zero to 

five, with a score of three or better indicating 

stressful experiences. 
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Perinatal Risk Factors. Those events arising 

exogenously or endogenously which impact on the fetus 

and/or neonate resulting in a non-specific, as well 

as a specific response. Perinatal risk factors will 

be operationally defined as a score of more than zero 

on the Perinatal Health Assessment Interview Schedule 

(Wintz, 1987d) (Appendix E) a tool which was derived 

from the research literature for this investigation 

(Lilienfeld et al., 1954; Trotter et al., 1982; 

Walther & Ramaekers, 1982; Salk et al., 1985). 

Limitations 

This study has a number of limitations which affect 

the generalizability of the findings and are as follows: 

1. Not all maternal physiological risk factors were

identified or evaluated in this study. Some maternal

physiological risk factors consist of data found only

in the mother's clinic and hospital records and the

mother had little or no knowledge of them (i.e.:
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white blood cell count during an infectious process; 

the blood pressure reading of a pre-eclamptic 

patient). As a result, the scores on the Maternal 

Health Assessment Interview Schedule (MHAIS) (1989), 

which are obtained through an interview of the 

mother, may be lower than the actual risk factors 

incurred, since those physiological risk factors 

usually found in a mother's chart were not available 

for this investigation. However, many of these 

specific measures have already been studied and found 

to be significant risk factors. Another limitation 

is that the mother may not remember all the maternal 

physiological risk factors which the MHAIS attempts 

to elicit. 

2. Not all maternal psychosocial risk factors were

determined. Since the Stress During Pregnancy

Questionnaire (1988) deals principally with stressful

events and the mother's ability to recall the degree

of stress she experienced, the tool does not assess

significant emotional turmoil and intrapsychic

distress except to the degree that these problems are

related to other lifestyle difficulties. The

elicited responses may, therefore, be exaggerated in

either direction, but most likely the respondent is



likely to minimize the degree of stress she 

experienced since the passage of time tends to 

diminish the emotional pain. 
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3. Not all perinatal risk factors were evaluated in this

study. The Perinatal Health Assessment Interview

Schedule (1989) asks the mother to recall only

information about which she can reasonably be

expected to have knowledge. Some specific data were

lost to the study, for example the mother may know

that her baby exhibited anoxia, but is unaware of the

infant's blood gas values.

4. No data were collected regarding extraneous

variables, specifically those related to child

rearing practices, such as: marital status of

parents, age of parents, the competency skills of

parents, and whether both parents live in the home,

(Felner, Farber, & Primavera, 1980; Colletta, 1981;

Crnic, Greenberg, Ragozin, Robinson, & Basham, 1983}.

These extraneous variables may have some effect on

the dependent variable. The literature indicated

that children with emotional, intellectual, and/or

physical handicaps can have their projected poor

outcome altered by improving parenting skills,

increasing family income, and encouraging stable

family relationships (Greenspan, Wieder, & Nover,
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1985). Additionally, no adolescents were included in 

the study who were not raised by their natural 

mothers. 

5. The results of this study will not be generalizable

to a larger population since the subjects were

composed of a non-randomized convenience sample.

6. No cause and effect between the independent and

dependent variables can be established because the

design of the study prohibits drawing such

conclusions.

Summary 

The relationship of maternal physiological and 

psychosocial risk factors, and perinatal risk factors to 

adolescent psychopathology was the focus of this study. 

The rationale for conducting this study rests upon the 

increased incidence of adolescent psychopathology in our 

society. The conceptual framework for this study was 

based on Stress Theory (Selye, 1974; Dohrenwend & 

Dohrenwend, 1980), primary prevention in psychiatry 

(Anthony, 1977; Goldston, 1977), the "continuum of 

reproductive casualty" (Lilienfeld & Pasarnanick, 1954), 

the concept of risk factors (Eisdorfer, 1985), the Risk 

Factor-Total Response Model (1987a) and the WEAN Model 

(1987b). The assumptions applicable for the connceptual 



framework have been identified and relevant terms were 

defined. Seven research questions were formulated for 

this research and the limitations described. 
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CHAPTER 2 

LITERATURE REVIEW 

This study was designed to investigate the 

relationship between three independent variables--maternal 

physiological risk factors, maternal psychosocial risk 

factors, and perinatal risk factors and the dependent 

variable of adolescent psychopathology. The major portion 

of this literature review will be focused on those studies 

which indicate that exposure and/or vulnerability to a 

risk factor or a series of risk factors is related to a 

maladaptive infant outcome. A smaller portion of this 

review examined exposure and/or vulnerability to risk 

factors as they are related to maladaptive adolescent 

outcome. 

More specifically, the discussion of the literature 

was focused on a number of related topics. First, 

psychopathology in the adolescent population including 

prevalence, categories of emotional disturbances, and the 

outcomes for adolescents with a variety of emotional 

illnesses was discussed. Secondly, maternal physiological 

risk factors such as maternal age, maternal weight and 

nutritional status, infections, chronic illnesses, 
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pregnancy related illnesses, the effects of teratogenic 

substances, smoking and substance abuse, and stress and 

anxiety are described. Thirdly, the literature related to 

maternal psychosocial risk factors including maternal 

psychopathology and maternal life stress was reviewed. 

Fourthly, perinatal risk factors such as low birthweight, 

prematurity, small-for-gestational age status, and a 

variety of other perinatal risk factors are examined. 

Finally, the literature linking maternal risk factors, 

perinatal risk factors and the outcomes of offspring which 

were observed during adolescence and adulthood was 

explored. 

The premise of a "continuum of reproductive casualty" 

as postulated by Lilienfeld, Pasamanick, and Rogers (1955, 

p. 642) was that risk factors occurring during the

prenatal and/or perinatal period are related to a variety 

of negative offspring outcomes which are observed in 

infancy and early childhood as well as adolescence 

(Lilienfeld et al., 1955, p. 642). In fact, Lilienfeld 

and associates argued that negative offspring outcomes are 

often not observed until adolescence. Research related 

to this premise requires the commitment to long term 

longitudinal studies; there have been few such 

investigations and the published literature is limited. 

As a result, that portion of the literature review 



concerned with adolescent psychopathology focuses on 

prevalence, etiology, major diagnostic categories, and 

treatment outcomes. 

Psychopathology in the Adolescent Population 
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A recent article in Science (Fuchs & Reklis, 1992) 

noted that the children of today are more likely to be 

homicidal, suicidal, and obese, to suffer from behavioral 

disorders, and to perform poorly on standardized tests of 

knowledge and intelligence, in comparison to children 

thirty years ago. These negative indicators may not 

reveal why such differences have occurred in the child and 

adolescent population in the last thirty years, however, 

increased rates of children living in poverty, and 

decreased government spending on services targeted for 

children have been implicated. Whatever the cause, these 

negative indicators document the increasing anguish, 

anger, pain, and suffering of the population under 

eighteen years of age in the United States (Fuchs & 

Reklis, 1992). 

Prevalence 

The National Institute of Mental Health (NIMH) has 

never conducted a systematic epidemiological study to 

determine the prevalence of emotional disturbances, 



behavioral disorders, and psychotic states among the 

population under 18 years of age (Lamm, 1988}. However, 

the incidence of emotional disturbances and major mental 

illnesses which seriously affect the home life and school 

performance of children has been estimated by a number of 

different agencies other than NIMH. In 1977, the Joint 

Commission on Mental Health of Children published figures 

which claimed that 10% of American school age children 

were in need of professional assistance as a result of 

suffering from emotional problems (Phillips, 1977}. 
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In an article which reviewed the research estimating 

the prevalence of childhood psychopathology, Gould, 

Wunsch-Hitzig, and Dohrenwend (1981) discussed the 

difficulty of attaining precision in this endeavor. They 

noted that a major stumbling block to obtaining an 

accurate estimate of the incidence of childhood 

psychopathology stems from disagreement concerning the 

definition of psychiatric disorders for children (Gould et 

al., 1981). Some estimates of childhood psychiatric 

illness have been based on diagnostic categories 

established by the International Classification of 

Diseases (World Health Organization, 1979). In other 

prevalence studies, some authors have used the multiaxial 

system of the DSM-III (Mattison, Cantwell, Russell, & 

Will, 1979}. Both of these diagnostic schema have 
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assisted professionals to achieve more precision in 

diagnosis, but interrater reliability using the WHO 

classification system averaged only 67% (Rutter & Shaffer, 

1980), while interrater reliability among those using the 

DSM-III averaged an even lower 54% (Mattison et al., 

1979). This lack of agreement about diagnosis has tended 

to produce estimates that may be inadequate and misleading 

(Gould et al., 1981}. Gould and associates (1981) noted 

that most of the morbidity studies concerned with 

childhood psychiatric disorders were based on hospital 

records, these samples represented an estimate lower than 

that reflective of the entire population experiencing 

psychiatric problems. 

In a recent study based on a NIMH Sample Survey 

Program for 1970, 1975, and 1980, Thompson, Rosenstein, 

Milasso-Sayre and MacAskill {1986} noted that NIMH 

recently recognized that adolescents were a special group 

with attributes and needs which differed from both the 

adult and younger childhood populations. In this review 

of data gathered by NIMH, Thompson and collegues (1986) 

reported two significant findings. First, during the ten 

year period 1970-1980, there was less than a 3% change 

{statistically non-significant) in the number of 

admissions to inpatient hospital facilities. Since the 
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population of adolescents declined by 12% during this 

decade, the lack of change in admissions is notable and 

indicates a significant increase in adolescent psychiatric 

disturbances. 

A second significant finding indicated that males 

constituted 65% to 75% of the admissions to public 

hospitals (Thompson et al., 1986). In a report authorized 

by Congress in 1986, the Office of Technology Assessment 

cited the following figures: approximately 12% of 

American children (7.5 million) are emotionally disturbed 

and of this number 3 million are considered seriously 

disturbed, which is defined as being schizophrenic or 

psychotic. The report further noted that at least 2 

million of the severely disturbed children were not 

receiving needed treatment. The data also indicated that 

among the 4.5 million children who are classified as 

moderately emotionally disturbed, as many as 40% of the 

children were not receiving adequate or appropriate 

treatment {U. S. Congress, 1986). In a more recent 

article, Leckman, a spokesman for the Institute of 

Medicine, which is an advisor to the federal government on 

scientific and technical matters, argued that the 12% 

figure was too low and did not reflect the real nwnber of 

youth experiencing some form of mental disorder {"14 

Million, 11 1989}. The report from the Institute of 
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Medicine contended that the number of youth suffering from 

mental disturbances is 22%, which is approximately 14 

million of the nations' children (u14 Million," 1989). 

categories of Emotional Disturbance 
in Adolescence 

Like adults, adolescents exhibit a variety of 

emotional disturbances. The Diagnostic and Statistical 

Manual of Mental Disorders. Tbird Edjtion, Revised 

(American Psychiatric Association, 1987}, better known as 

the DSM-III-R, describes the signs and symptoms of 

psychiatric disorders as accepted by mental health 

professionals in the United States. The DSM-III-R 

discusses medical diagnoses of adults as well as those 

which are applied specifically to the child and adolescent 

population. These diagnoses include disruptive behavior 

disorders of which attention deficit 

disorder/hyperactivity, oppositional disorder, and conduct 

disorder represent subcategories, and identity disorder. 

Since many of these diagnoses have similar 

psychopathological diagnostic criteria not all of these 

diagnoses will be discussed here. Instead, this 

literature review focused on those illnesses which are the 

most prevalent and problematic; these diagnoses and 

behavioral patterns include: affective disorders, 



attention deficit disorder/hyperactivity, borderline 

disorder/identity disorder, and substance abuse. 

Affective Disorders 
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Affective disorders are one of the forms of 

psychopathology experienced by adolescents. In an article 

discussing affective disorders and violent behaviors 

manifested by adolescents, Miller (1986) commented "that 

many adolescent affective disorders are rooted in 

biological vulnerability to stress and a predisposition to 

mood variations" {p. 591). Although the incidence of 

affective disorders in children is in dispute, adolescents 

who are related to an adult with an affective disorder 

demonstrate a prevalence rate of 20-37% (Miller, 1986}. 

The etiology of affective disorders appears to be 

multifactorial; some affective disorders are thought to be 

sex-linked, others are acquired through heterogeneity 

(Miller, 1986}. 

The manifestation of affective disorders among 

adolescents is displayed in many different ways. The 

symptoms include: sleep disturbances, lack of appetite, 

morning irritability, drug abuse, delinquent behaviors, 

aggression, and disruptive classroom behavior. Miller 

(1986) argued that affective disorders may begin a 

lifelong cycle of failure. In adulthood, this failure is 
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manifested as substance abuse and/or depression, and 

typically there is an inability to develop trusting 

relationships. From infancy onward, the child experiences 

stimuli differently than his or her normal peers and 

develops defense mechanisms to cope with the perceived 

stress. These defense mechanisms take the form of 

disturbed and unacceptable behaviors which combined make 

the adolescent a very unlikable individual. As a result, 

affective disorders which clearly have biological 

underpinnings, have a biopsychosocial etiology and require 

a multifaceted treatment approach. 

Attention Deficit Disorde~ 
with Hyperactivity 

A significant number of adolescents are referred to 

school nurses and pediatricians by both school teachers 

and parents with complaints of disruptive behavior at home 

and at school. These adolescents have difficulty sitting 

still, staying on task, and paying attention. They have a 

low frustration tolerance, consistently underachieve in 

the academic environment, are impulsive, and demonstrate 

poor judgment; they also suffer from hyperkinesis. These 

adolescents exhibit what the DSM-III-R now designates as 

Attention Deficit Disorder with Hyperactivity. Attention 

Deficit Disorder {ADD/HD) is a serious form of 

psychopathology whose etiology is a dysfunctional central 
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nervous system (Silver & Brunstetter, 1986}. Current 

research indicated that hyperactivity results from a 

metabolic dysfunction in the brain which validated the 

contention that this mental illness has a physiological 

basis rather than just a psychological one ("Hyperactivity 

Linked,« 1990). 

Cantwell's research (1975) reported an interesting 

factor which supported the notion that ADD/HD is 

genetically transmitted. Through family history studies, 

Cantwell discovered that there was an increased incidence 

of female hysteria and male sociopathy in the "biological 

parents of adopted children with ADD/HD as compared with 

the adoptive parents" (p. 112}. Also, since the discovery 

of Adult Attention Deficit Syndrome, Wender, Reirnherr, and 

Wood (1981) reported that a significant number of adults 

who exhibit behaviors such as: instability in their job 

performance and personal lives, explosive tempers, 

impulsive behaviors, and the excessive use of alcohol, 

have a history confirmed by parents which was symptomatic 

of childhood/adolescent ADD/HD although it may have gone 

undiagnosed. 

Although many of these adolescents also exhibit 

learning disabilities, and frequently demonstrate anxiety 

and/or depression, these features are secondary to the 
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frustration and the failure the adolescents experience as 

a result of ADD/HD. In addition, these adolescents have 

negative peer relationships, and family stress is conunonly 

seen as the parents and siblings attempt to cope with the 

dysfunctional adolescent. Although almost 50% of the 

adolescents with ADD/HD outgrow their disorder by the time 

they reach young adulthood, treatment during childhood and 

adolescence is crucial. Pharmacologic treatment with 

stimulants is the most frequent intervention. If the 

adolescent is not treated, the individual may still 

outgrow the ADD/HD, but the poor self-esteem and sense of 

failure, plus the lack of educational attainment usually 

will affect the rest of the adolescent's life. 

Borderline Disorder/Identlty Disorder 

When DSM-III was published in 1980, it established 

the diagnosis of Borderline Personality Disorder as a 

psychiatric diagnosis. A Borderline Personality Disorder 

is identified by "instability in a variety of areas, 

including interpersonal behavior, mood, and self-image" 

(DSM-III, 1980, p. 290). According to DSM-III criteria, 

the diagnosis of Borderline Personality Disorder is used 

for those over 18 years old, while adolescents who present 

with a similar constellation of symptoms and behaviors are 

diagnosed as having an Identity Disorder. Clinically, 



little significance is attached to this difference in 

diagnostic categories, with both adolescents and adults 

being seen as having similar deficits (Egan, 1986). 
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A review of the psychiatric literature indicated that 

the concept of "borderline" has a long and evolving 

history. The first significant comment related to 

"borderline" was suggested by Oberndorf (1930) when he 

argued that there was no clear demarcation between 

neuroses and psychoses. Since that time numerous 

researchers have described the varying behaviors, 

symptoms, and psychodynarnics of Borderline Disordered 

patientsr describing 11 latent schizophrenia" (Federn, 1947} 

and a "space child" concept, that is children exhibiting 

fluctuating ego states and object relations {Ekstein & 

Wright, 1952). Prior to the publication of the DSM-III 

(American Psychiatric Association, 1980) the term 

Adjustment Reaction was used to describe a mental disorder 

which is now designated an Identity Disorder. In an 

important article reviewing the cases of adolescents who 

had been diagnosed as having Adjustment Reactions, 

Masterson (1967} reported that after five years of 

treatment, the adolescents continued to exhibit severe 

(Borderline) Personality Disorders. 

In 1967, Kernberg published a theoretical paper which 

postulated the existence of the Borderline Personality 
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Disorder and described this disorder in detail. Kernberg 

argued that individuals with Borderline Personality 

Disorders had a stable, predictable but pathological 

character structure, and that the major deficit was the 

lack of integration of personality. The symptornology and 

characteristics of Borderline Personality Disorder 

include: free-floating anxiety, impulse neurosis, 

perverse sexual behaviors, pre-psychotic personality 

structure of either the paranoid, schizoid, hypomanic or 

cyclothymic variety, addictions, and narcissistic or 

depressive-masochistic character disorders (Kernberg, 

1967). In concert with other researchers, Kernberg (1967) 

agreed that borderline disordered individuals manifested a 

non-specific ego deficit which resulted in anxiety 

intolerance and minimal impulse control. 

Adolescents with an identity disorder present with 

similar but distinctive behaviors. They tend to be ver:y 

aggressive, have significant difficulty in separation, 

exhibit incomplete individuation and regression. These 

adolescents are ver:y anxiety ridden and make inappropriate 

attempts to establish intimacy which increases their 

anxiety level and hostility. Primitive efforts to reduce 

anxiety may also lead to self-medication and substance 

abuse (Egan, 1986}. 
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Along with descriptions and definitions, the 

understanding of the etiology of Borderline Personality 

Disorder has undergone evolutionary change. Although many 

researchers are convinced that the source of the 

Borderline Personality Disorder is a disturbance in the 

early mother-child relationship (Kernberg, 1967; 

Masterson, 1967;Bradley, 1979), more recent research 

indicated a genetic/constitutional component (Stone, 1980; 

Akiskal, 1981; Palombo & Feignon, 1984). Stone's (1980) 

longitudinal study indicated that 23 borderline patients 

had 18 relatives with an affective disorder but no 

relativ~s who were schizophrenic. In a study of 100 

borderline patients, Akiskal (1981) found 45 had a 

coexisting affective disorder, 17 had close relatives with 

a major depressive disorder and 17 had close relatives 

with a bipolar affective disorder. 

Research conducted by Palombo and Feignon (1984) 

indicated that adolescents with attention deficit 

disorder, conduct disorder, and mood disorder frequently 

develop an antisocial personality disorder when they reach 

late adolescence. A large body of clinical data suggested 

that there is a significant group of adolescents who 

experience Antisocial Personality Disorder and Borderline 

Personality Disorder concurrently (Palombo & Feignon, 

1984). Based on these findings, Egan (1986} noted that 



even though the relationship is not: clear, there is "a 

correlation between borderline personality disorder and 

genetic-constitutional factors" (p. 616). 

S1Jl:>stance Abuse and Dependeoae 
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One of the most significant maladaptive behavioral 

disturbances in adolescents is substance abuse and 

subsequent dependence. Epidemiological studies have cited 

various figures concerning adolescent use and abuse of 

drugs. These differences in figures are due primarily to 

the lack of agreement about what specific behaviors 

constitute substance abuse and culminate in substance 

dependence. Research has indicated that the problem is 

widespread and increasing (Siegel, 1981; Kandel, 1982; 

Bell & Battjes, 1985). In a study conducted by the 

National Institute on Drug Abuse the following statistics 

were cited a·s evidence of the present drug problem: among 

adolescents 12 to 17 years of age, 65% admitted to use of 

alcohol, 27% used marijuana, 7t used amphetamines, St used 

hallucinogens, 7% used cocaine, 5% were using 

tranquilizers, 6% had used sedatives or hypnotics, 4% had 

used analgesics, 2% had used phencyclidine, and less 

than .5% had used heroin (Bell & Battjes, 1985). 

In view of the significant problem which adolescent 

substance abuse and subsequent dependence represents, it 
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is disturbing to note that in one large urban area no 

public in-patient facilities exist for children and 

adolescents in need of substance abuse treatment (Zodrow, 

1990). The etiological components of substance abuse are 

complex and multifaceted. Since the 1970s clinical 

research has demonstrated that there are physiological and 

genetic factors that contribute to alcohol abuse and 

dependency (McClearn & Erwin, 1982; u. S. Department of 

Health and Human Services, 1983; Holden, 1985}. 

Sociological and chemical dependency investigations have 

shown that children of alcoholics have a significantly 

higher rate of alcoholism than offspring of non-alcoholics 

(Holden, 1985). Holden also noted that children of 

alcoholics raised by non-alcoholics exhibit significant 

rates of alcoholism. These statistics are persuasive 

evidence that genetics plays some role in alcohol 

dependency. 

Research to determine the etiology of illicit drug 

use and dependence has not yielded the same amount of 

information about genetic and physiological factors that 

has been elicited from the research on alcoholism. A vast 

body of literature indicates that individuals who are 

dependent on drugs exhibit the following characteristics: 

low frustration tolerance, antisocial tendencies, and low 
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self-esteem associated with overt behaviors of fearfulness 

and dependency (Bry, 1983; Beschner & Friedman, 1985). 

Kolb (1982) noted that substance abusers are antisocial 

personalities who are hosti l e and aggressive. These 

behaviors bear a great deal of similarity to those 

exhibited by individuals who are diagnosed as having 

Borderline Personality/Identity Disorders. 

The prospective study conducted by Kellam, Ensminger, 

and Simon (1980) was the only one which has investigated 

the chi ldhood antecedents of adolescent drug use and 

psychopathology. This investigation found that there was 

considerable similarity between the variables which were 

seen as antecedents of psychiatric illness and those 

variables which are the antecedents of adolescent drug 

use. The study revealed that while environmental factors 

were among the antecedent variables related to drug use 

and psychiatric illness, a genetic and/or constitutional 

component was also associated with drug abuse behaviors 

and psychopathology (Kellam et al., 1980) . 

In swnmary, a review of the literature concerned with 

adolescent psychopathology has been presented. The 

research published to date has substantiated the idea that 

there exists a relationship (though t he nature of this 

relationship is not fully understood), between adolescent 



psychopathology and etiological factors which can be 

either genetic or constitutional. 

The outcome of bdQlescent Emotional Illness 
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When Congress commissioned the background paper 

Children's Mental Health; Problems and services in 1986, 

a major interest was in ascertaining which treatment 

programs were most effective for particular groups of 

emotionally disturbed children. Unfortunately, the report 

did not provide clear-cut answers to the Congressional 

inquiry. The deficiencies which prevented an accurate 

evaluation of treatment programs were numerous. For 

example, the report identified the following 

discrepancies: the lack of control groups, inadequate 

measurement of therapeutic, intervening, and outcome 

variables, lack of specific descriptions of subjects and 

treatments, and heterogeneity of subjects (Levitt, 1957; 

Levitt, 1963). Notwithstanding these serious criticisms, 

Levitt (1957} concluded that 67% of the children were 

improved at the end of treatment, and 78% of the children 

who had been treated were improved when evaluated at 

follow-up. 

Another group of investigators reported that among a 

group of adolescents seen as psychotic or neurologically 

impaired less than 50% were doing well at the time follow-
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up was conducted (Blotcky et al., 1984). In a follow-up 

study investigating the benefit of residential treatment 

for a group of 43 subjects, it was found that 29 children, 

representing 67.4% of the total, had poor outcomes {Lewis, 

Lewis, Shanok, Klatskin, & Osborne, 1980). Among those 

categorized as having poor outcomes, a significant number 

exhibited psychotic syrnptomology. Of further interest was 

the finding that children having a psychotic parent tended 

to be among those evaluated as having a poor outcome. The 

authors contended that this finding was related not only 

to the environmental stress of living with a psychotic 

parent, but also strongly suggested genetic transmission 

of vulnerability to disorganization (Lewis et al., 1980). 

The evidence that treatment improves outcomes for 

adolescents with psychopathology is not conclusive. The 

Congressional Report inclined towards optimism, contending 

that although hard core data was difficult to come by, 

some treatment yielded better results than no treatment 

(U. S. Congress, 1986). 

The outcome for AdQlescents with 
Affective Disorders 

For adolescents who are suffering from affective 

disorders the outcomes of treatment regimens are mixed. 

The lack of predictibility of treatment outcomes probably 

occurs because affective disorders are biopsychosocial in 



origin (with a heavy genetic loading), and, therefore, 

require a biopsychosocial intervention approach (Miller, 

1986) . 
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Tricyclic antidepressants have been used with some 

success in those adolescents with a major unipolar 

depression (Masterson, 1970}. Those adolescents who 

experience anxiety depression and express violent 

behaviors show some improvement with the use of trazodone 

(Miller, 1986). Lithium has been found to be effective 

with those adolescents who show evidence of a manic type 

disorder (Miller, 1986). 

Even the use of psychotropic medications yields mixed 

results. Many of these adolescents have experienced a 

cycle of failure, rejection, and disruption since they 

were young children. They are often referred to a variety 

of treatment facilities with frequent changes of 

psychotherapists. This lack of consistency feeds into 

their characterological disturbance which is exemplified 

by an inability to form close, trusting relationships and 

the failure to develop a conscious wish to change their 

maladaptive behaviors. Although Miller (1986) does not 

discuss statistics relating to improvement, his writings 

seem to suggest that the outcome for adolescents with 

affective disorders is not very promising. 



?be Qlltcome for Adolescents with Attention 
Peficjt Disorders with Hyperactivity 
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There now exits data from almost 15 years of 

investigation and treatment of children and adolescents 

with ADD/HD using methylphenidate (Weiss, Minde, & Werry, 

1971; Satterfield, Satterfield, & Cantwell, 1981; Gadow, 

1983). Unfortunately, the results from these 

investigations are conflicting. Weiss and his associates 

reported that 75 Canadian children who were treated with 

methylphenidate and followed for 12 years apparently 

benefited from the pharmacological treatment. At the 

conclusion of the study, 2 of the patients were diagnosed 

as severely psychotic and 5 demonstrated significant 

antisocial behavior. The remaining 68 patients were doing 

fairly well in their young adulthood, although their 

educational attainment was low (in comparison to matched 

controls} and they had a considerable number of automobile 

accidents (Weiss et al., 1971). 

Satterfield and his associates reported that their 

cohort of urban ADD/HD children did not fare as well as 

the Weiss· group. Living in a poverty stricken area with 

much violence may have had some impact on the outcomes for 

each individual child. During the follow-up phase of the 

investigation, a large number of the children who had been 
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treated with methylphenidate had been arrested for serious 

criminal behaviors (Satterfield et al., 1981). 

These studies while conflicting, may tell us 

something important. The medication does seem to have 

some mitigating effect on the illness, but clearly 

behavioral interventions would play a role in assisting 

these young people to overcome their handicaps. 

The Outcome for Adolescents with eorderU ne 
Disorder/Identity Disorde~ 

As indicated previously, adolescents with Borderline 

and Identity Disorders have serious problems with 

aggression, difficulty separating, and have not developed 

a sense of individuation. These factors taken together 

lead to regressive behavior. Anxiety frequently leads to 

self-medication with illegal drugs. Impulsive behaviors 

may be expressed as eating disorders, sexual acting-out, 

and aggression towards self and/or others. Depending upon 

the degree of dysfunctional behavior exhibited by the 

adolescent, treatment may consist of outpatient 

psychotherapy or hospitalization, usually in conjunction 

with pharmacological therapy. Outpatient psychotherapy 

has many inadequacies with this population. For example, 

intense transference and negative transference occurs very 

swiftly with these clients, resulting in psychotherapy 
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that is difficult and frequently unsatisfactocy (Kernberg, 

1975). 

Adolescents with Borderline Disorders whose behavior 

is destructive towards people or property are frequently 

hospitalized. Brief hospitalization tends to be 

unsatisfactory, however, and most adolescents require 

long-term hospitalization in a very structured setting 

(Egan, 1986). Many of these clients are also treated with 

psychopharmacological agents. 

Research conducted in the early 1980s demonstrated 

that among adolescents incarcerated in juvenile 

facilities, 20% of those who were diagnosed as having a 

Borderline Personality Disorder also had psychomotor 

epilepsy (Lewis, Pincus, Shanok, & Glaser, 1982}. When 

treated with c.arbamazepine many of the boys showed 

improvement, which was demonstrated by a decrease in 

impulsivity and aggressive behavior (Lewis et al., 1982). 

Certain adolescents with Borderline Personality 

Disorder exhibit an Affective Disorder, primarily 

depression. Some of these clients react favorably to 

tricyclic antidepressants, or, alternatively, monoamine 

oxidase inhibitors {Paykel, 1972; Quitkin, Rifkin, & 

Klein, 1979}. Other Borderline Personality Disordered 

adolescents with schizophrenic type syrnptornology have 

responded to imipramine and tranylcypromine (Klein, 1967}. 
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As previously discussed, some borderline clients have 

been treated with vacying degrees of success with 

psychopharrnacologic therapy. However, in a article 

reviewing psychopharmacologic treatment of borderline and 

identity disordered clients, Cole and his associates 

commented that they "hope(d) ... that the next review of 

this area would . not come up with as little as this 

review" (Cole & Sunderland, 1982, p. 60). 

The outcome for those in psychotherapy and/or 

hospitalized for treatment does not present a hopeful 

picture. In a seven year follow-up study of borderline 

disordered individuals Pope, Jonas, Hudson, Cohen, & 

Gunderson (1983) found that the clients with Borderline 

Personality Disorders functioned almost as poorly as a 

group of schizophrenics by comparison. Those clients who 

displayed the most positive outcomes are those who were 

treated with intensive psychotherapy concomitantly with 

long term hospitalization (McGlashan, 1983). 

The outcome for Adolescents w;ith substance 
Abuse and Dependence 

Adolescent substance abusers face many of the same 

problems confronted by adult substance abusers with the 

addition of adolescent impulsivity, which is characterized 

by a naturally rebellious attitude towards parents and 
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other adults, and poor insight into the personal and 

social consequences of their behavior. The coping 

strategy of a drug using life-style reflects rnaladaptation 

involves decreasing interest and involvement in or with 

family, friends, school, and work (Niven, 1986}. 

There are medical, psychological, and social 

consequences of a drug abusing life-style. Medical 

consequences include trauma related to accidents, 

assaults, and suicide attempts. Adolescents under the 

influence of drugs experience misperceptions about their 

physical environment and their own capabilities. 

Psychological consequences include major depression, acute 

panic reaction, and drug-induced psychosis (Bowers, 1977). 

The social consequences include violence and antisocial 

behavior with associated criminal conduct resulting in 

arrest and incarceration. 

Those individuals who experience the medical 

consequences of drug abuse frequently do not survive to 

receive biopsychosocial treatment. Depression which 

occurs as a result of drug abuse is almost never 

responsive to antidepressant psychopharmacological 

treatment (Niven, 1986). However, panic reactions are 

often treated with benzodiazepine successfully (Nivens, 

1986). Acute drug induced psychosis is treated with 

hospitalization in a very structured setting and includes 
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the use of haloperidol for highly agitated adolescents 

{Griffith, Oates, & Cavanaugh, 1968). This treatment 

successfully decreases the psychotic thinking and 

associated behaviors, but does not treat the underlying 

problem. Chronic psychosis induced by illicit drug intake 

is, fortunately, rare. When it occurs, however, it is 

difficult to treat, primarily because psychotic 

individuals have a reputation for self-medicating with 

illicit drugs, especially after discharge from in-patient 

settings, thereby compounding their problem and treatment 

course. 

Discussions about substance abuse and dependence fail 

to cite statistics about the numbers of individuals who 

have achieved or maintained abstinence. This, of course, 

frustrates many health professionals, patients, and 

society since it is not possible to identify those 

treatment approaches which are fully or even partially 

successful, as well as those which are unsuccessful and 

need to be abandoned. In general, current treatment 

efforts combine a mix of hospitalization, individual and 

family psychotherapy, and self-help groups, all aimed at 

assisting the client to achieve sobriety (Niven, 1986}. 

Anecdotal evidence seems to suggest that those individuals 

with substance abuse and dependence problems, but absent 
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other psychiatric diagnoses, are more likely to benefit 

from treatment and maintain abstinence. Finally, Rickel 

and Allen (1987) have noted that "Substance cessation 

programs have had marginal success regarding outcome with 

adult programs, and success with adolescents is even more 

discouragingu (p. 92). 

Maternal Physiological Risk Factors 

Prompted by grim national statistics on prematurity 

and perinatal morbidity and mortality, the March of Dimes 

recently began to stress the need for preconception care 

(Brody, 1988}. Although the focus of the March of Dimes 

is directed toward effecting positive neonatal outcomes, 

research indicated that negative outcomes may affect not 

merely infancy, but the remainder of the child's quality 

of life (Trotter et al., 1982; Holmqvist & Svenningsen, 

1985; Green, 1986). As a result, the March of Dimes has 

now included primary prevention, interventions instituted 

prior to and during early pregnancy, as a major component 

of its program in attempting to prevent birth defects 

(Brody, 1988). 

Research suggested that there are a variety of 

maternal physiological factors which are either associated 

with or have a direct causal relationship with negative 

neonatal outcomes. The Maternal Health Assessment 
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Interview Schedule, an instrument used in this 

investigation, seeks to evaluate the prevalence of 

maternal physiological risk factors as it relates to the 

study subjects (Wintz, 1989). These maternal risk factors 

include, but are not limited to: age, weight, infections, 

chronic illness, poor nutritional status, substance abuse, 

stress and anxiety, and pregnancy related disorders. 

Maternal Age 

Numerous investigators have identified maternal age 

at both ends of the child bearing spectrum as a risk 

factor associated with perinatal morbidity and mortality 

{Hobel et al., 1973; Adams, 1977; Main et al., 1987). 

Although consensus as to which specific maternal age 

during the adolescent years represents a risk factor to 

the neonate has not been reached, investigators are in 

agreement that adolescence represents not only a 

psychosocial risk factor, but also has significance 

physiologically for the offspring of the adolescent mother 

(Hardy, 1986). Various researchers have demonstrated that 

there is a significant correlation between the adolescent 

age of the mother, low birthweight infants and preterm 

births. Adolescent mothers were found to have shorter 

gestational periods than mothers over 18 years of age 

(Carey, Mccann-Sanford, & Davidson, 1981; Makinson, 1985). 
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Offspring who are premature, defined as less than 37 weeks 

gestation, or low birthweight, defined as infants weighing 

less than 2500 grams at delivery have been noted to be 

present in statistically significant numbers among the 

adolescent population under 16 years old (Carey et al., 

1981). In the same study, the authors also found that 

adolescent mothers were at greater risk for cepholopelvic 

disproportion, pregnancy induced hypertension, 

malnutrition, iron deficiency anemia, and prolonged labor 

than older mothers {Carey et al., 1981). 

Advanced maternal age, generally considered to be 

over 35 years old, has also been associated with 

reproductive casualty. Although late pregnancies have 

become more common, only 5% of the births in the United 

States are attributable to women in this age group 

(National Center for Health Statistics, 1977}. Advanced 

maternal age is associated with higher rates of 

spontaneous abortion, maternal morbidity and mortality, 

and neonatal morbidity and mortality (Hogan, 1979; Trotter 

et al., 1982). The most frequently occurring negative 

neonatal outcomes associated with advanced maternal age 

are the result of trisomy disorders. Mothers whose ages 

range between 35 and 40 years old have a ratio incidence 

of Down's syndrome which is 1:290; in the 40 to 45 year 

old group the incidence is 1:100, and in those mothers 
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over 45 the incidence is 1:46. These figures compare very 

unfavorably to mothers in the age group 20 to 25 years 

old, whose incidence of Down's syndrome is 1:1600 (Hook, 

1976}. 

Maternal weight and Nutritional Status 

For many years the literature pertaining to prenatal 

care and obstetrical risk was concerned almost exclusively 

with the issue of how much weight gain was healthy during 

the antepartum period. Recently, clinical studies have 

also examined the issue of maternal prepregnancy weight 

status. 

Obesity existing prior to pregnancy represents a 

significant risk factor {Erickson, 1971; Hobel et al., 

1973; Scott, Strickland, Hankins, & Gilstrap, 1989}. Even 

during a normal pregnancy with a subject of normal weight, 

there is a significant increase in circulating blood 

volume which places additional stress on the 

cardiovascular system. Therefore, obesity combined with 

pregnancy represents an even greater workload for the 

heart. Obese pregnant women tend to have pregnancy 

induced hypertension and pre-eclampsia, disorders which 

may be life threatening to the mother and tend to cause 

preterm deliveries and low birthweight babies. 
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Undernutrition, associated with both pregravid and 

gravid underweight and occasionally overweight, has also 

been related to negative reproductive outcomes. Various 

investigations have demonstrated that individuals who are 

undernourished suffer clear-cut iron deficiency anemia, 

and deficits in vitamins A, c, and riboflavin, and a 

deficit of amino acids (Kotelchuck, Schwartz, Anderka, & 

Finison, 1984). Recent research indicated that low blood 

levels of amino acids in pregnant women was positively 

correlated with low intelligence levels among their 

offspring. Undernutrition has also been identified as one 

of the causes of low birthweight infants (Jacobson, 1983). 

Infections, Chronic Illness, Pregnancy 
Related Illnesses 

Although most infectious diseases do not adversely 

affect the pregnant woman or her offspring, some have 

produced profound deleterious effects. Sexually 

transmitted diseases encompass a variety of conditions 

ranging from those which are mild and easily treated to 

serious illnesses requiring rigorous treatment. Until 

recently, public health efforts have been successfully 

decreasing untreated gravid cases of syphilis. Lately, 

however, the number of cases of congenital syphilis has 

risen 38% and has been found to be disproportionally 

distributed among blacks and foreign-born Hispanics 
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{Leary, 1988). Syphilis can be transmittted through the 

placenta after the 18th week of pregnancy. Once the 

organism passes through the placenta, the fetus is at high 

risk for contracting congenital syphilis which usually 

results in congenital anomalies. 

Gonorrhea is of special concern to health 

professionals caring for gravid women because the sufferer 

tends to be asymptomatic and, therefore, may not seek 

treatment. Although neither the mother nor the fetus 

experience difficulty during pregnancy as a result of 

neiisseria gonorrhoeae, the mother may experience a 

serious puerperal infection if the organism is present in 

the cervix at the time of delivery. Likewise, the neonate 

may experience permanent blindness after passing through 

the birth canal of its infected mother (Osborne & Pratson, 

1984). 

Recent research has revealed that Acquired Immune 

Deficiency Syndrome (AIDS} represents a significant risk 

factor for off-spring of infected mothers. AIDS is 

transmitted in utero and neonates who are born HIV 

positive have a mortality rate of 81% within a two year 

period (Klug, 1986). As with adults, the most common 

cause of fatalities are opportunistic infections. The 

signs and symptoms of AIDS in infants include: failure to 
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thrive, hepatosplenomegaly, cell-mediated immunodeficiency, 

evidence of Epstein-Barr virus, and neurologic 

abnormalities (Cowan, Hellman, Chudwin, Wara, Chang, & 

Ammann, 1984). In a recent article discussing the effects 

of AIDS on children, it was noted that a pediatric AIDS 

patient, who was diagnosed at age two and is now eight 

years old, is attending classes for children who are 

neurologically impaired and is currently two years behind 

developmentally as compared to her identical twin who is 

not infected with the AIDS virus (Esper, 1989). 

A major group of infectious diseases which have 

caused serious harm to neonates are identified as the 

TORCH group. The acronym refers to the following viruses: 

rubella, cytomegalovirus, and herpesvirus-type 2; it also 

includes toxoplasmosis which is a protozoal infection. 

Toxoplasmosis is benign in adults, but when contracted in 

utero it causes severe neonatal disorders, such as 

hydrocephalus and microcephaly, as well as other 

congenital damage which often does not manifest itself 

until adolescence or young adulthood (Olds, London, & 

Ladewig, 1988). 

Herpesvirus-type 2 has been associated with 

complications in 2% of all pregnancies. Although 

transmission of the disease from the mother to her fetus 

is rare, its occurrence is clearly associated with 
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spontaneous abortions and severe fetal abnormalities. 

Neonates can also contract the herpesvirus as they descend 

through the birth canal of a mother with either a primary 

or secondary stage infection. The fetus who contracts the 

herpesvirus during the first trimester may experience 

mental retardation, microcephaly, cerebral calcification 

and chorioretinitis (Olds et al., 1988). The neonate 

exposed to the virus during delivery may contract a 

fulminating infection which can cause death, or result in 

permanent neurological damage (Osborne & Pratson, 1984). 

For quite some time it has been known that rubella 

poses a grave risk to the fetus and neonate because it 

causes a chronic infection that begins in the first 

trimester of pregnancy and may persist for many months 

after birth. The clinical signs of congenital rubella 

infection are numerous, they include: heart disease, 

intrauterine growth retardation, cataracts, mental 

retardation, and cerebral palsy. 

Cytomeglovirus (CMV) is related to the herpesvirus 

group and has been found responsible for both congenital 

and acquired infections. The virus can cross the placenta 

or the fetus can be infected by passage through the birth 

canal (Pritchard et al., 1985). Cytomeglovirus represents 

a serious infectious process, which is a silent cause of 
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fetal and neonatal morbidity and mortality. The prevalence 

of CMV in neonates is 2% which makes it the most common 

viral infection (Pritchard et al., 1985). The virus is 

capable of causing mental retardation, auditory deficits, 

cerebral palsy, and learning disabilities which are 

frequently not diagnosed until the child begins school. 

Maternal chronic illness may predispose the fetus and 

the neonate to problems of their own. Although pregnancy 

is a normal physiological condition, it does place 

additional demands on the woman physiologically. Three 

percent of all pregnancies are complicated by diabetes 

mellitus (Gabbe, 1986). The disordered carbohydrate 

metabolism characteristic of diabetes is responsible for 

perinatal mortality and morbidity. Gravid women with 

advanced diabetes may give birth to infants who 

demonstrate intrauterine growth retardation (IUGR) as a 

result of vascular changes leading to diminished placental 

profusion. Many of the neonates of diabetic mothers 

experience rnacrosomia, hypoglycemia, respiratory distress 

syndrome, and hyperbilirubinemia. Although medical 

advances and close nursing observations have reduced the 

perinatal morbidity and mortality rate, diabetic 

pregnancies have an incidence of congenital anomalies 

which are four times greater than those in non-diabetic 

pregnancies (Steel, 1985}. Congenital anomalies commonly 



seen in offspring of diabetic mothers includes: cardiac 

dysfunction, and central nervous system and skeletal 

system disorders (Steel, 1985). 
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Neonatal morbidity has also been associated with a 

number of maternal anemic conditions. Sickle cell anemia 

has been identifies as a significant risk factor 

associated with prematurity and intrauterine growth 

retardation (Miller, 1981; Kelton & Cruickshank, 1988). 

Iron deficiency anemia can cause fetal hypoxia and 

neonatal respiratory distress (Olds et al., 1988). 

In addition to maternal chronic illness, there are a 

number of physiological conditions peculiar to pregnancy 

which can impact negatively on neonates. Abruptio 

placenta, with incomplete separation, causes serious 

neonatal complications arising from preterm labor, 

hypoxia, and anemia. Lilienfeld et al., (1955) noted that 

mothers who experienced placenta previa had a 

statistically significant incidence of giving birth to 

children who were later diagnosed as having cerebral 

palsy. This same study noted that children diagnosed as 

behavior disorder (confused or hyperactive) were born to 

mothers who had an increased frequency of pregnancy 

related complications, and also indicated a statistically 



significant association between infant epilepsy and 

maternal pregnancy related complications. 
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Pregnancy induced hypertension is a serious disorder 

which results in maternal hypertension, proteinuria, and 

edema. As a result of maternal vasospasm and hypovolemia 

the offspring frequently exhibit hypoxia, malnutrition, 

and they are small for gestational age (Olds et al., 

1988). Many of these neonates are born prematurely 

because of the necessity for early delivery in order to 

relieve their mothers of the risks associated with 

carrying the pregnancy to term. 

Rh incompatibility and sensitization can result in 

severe fetal and neonatal morbidity and mortality. 

Maternal sensitization can be prevented by the 

administration of RhoGAM, but in cases where the 

appropriate treatment has not been instituted, neonates 

are at high risk for hydrops fetalis, congestive heart 

failure, and severe jaundice (icterus gravis) which leads 

to permanent neurologic damage (kernicterus). 

Teratogenic substances. smoking 
and substance Abuse 

Teratogens are substances which adversely affect the 

normal growth and development of the fetus. The adverse 

effects of teratogenic substances may be apparent at the 
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or later. Many known and suspected teratogenic substances 

exist. Diethylstilbestrol (DES} taken by pregnant women 

to prevent miscarriage during the 1940s and 1950s was 

found to cause cervical cancer in their female offspring 

which was discovered during adolescence (Howard & Hill, 

1979). Prescription drugs meant to benefit mothers may 

have adverse affects on the fetus. Sulfanamides are known 

to result in neonatal jaundice (Knothe & Dette, 1985). 

Warfarin, an anticoagulant, is associated with multiple 

congenital anomalies when taken during the first trimester 

(Rao & Arulappre, 1981). Environmental factors, such as 

X-rays, radioactive iodine, atomic fallout and pesticides 

have been implicated in a variety of neonatal congenital 

defects (Hayes, 1981). In addition, women who live in 

high altitude areas have an increased incidence of small

for-gestational age {SGA) babies (Olds et al., 1988}. 

Many studies conducted over the past few years 

indicate that maternal smoking represents a risk factor to 

both the mother and her offspring. Smoking has direct 

effects on the mother, affecting maternal metabolism of 

calcium, vitamins, hormones, glucose, fatty acids, and 

amino acids {Deibel, 1980). Naeye (1981} found that 

mothers who smoked heavily were likely to produce infants 

who were IUGR. Smoking has also been related to the 



delivery of low birthweight infants and an increased 

incidence of preterm delivery (Shiono, Klebanoff, & 

Rhoades, 1986). Further research has substantiated the 

finding that maternal smoking during pregnancy is 

associated with reduced growth during the infant's first 

year of life (Taper et al., 1984). 
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Substance abuse by pregnant women affects short-term 

and long-term reproductive outcomes. Substantiating a 

direct causal relationship between drug use and neonatal 

pathology has presented a problem because it is difficult 

to rule out intervening variables as having an impact on 

the offspring's outcome. Pregnant women who abuse 

substances tend to have a poor nutritional status, a low 

socioeconomic status, and generally receive little or no 

prenatal care. Additionally, individuals who abuse drugs 

frequently abuse alcohol as well. Notwithstanding the 

problems raised by the possibility of intervening 

variables, substance abuse places the offspring of the 

abusing mother at significant risk. The available 

research indicates that congenital malformations, 

intrauterine growth retardation, and genetic defects have 

been implicated as resulting from or associated with the 

use of marijuana, barbiturates, amphetamines, 

tranquilizers, and psychotropics, such as PCP and LSD 

(Connaughton, Reeser, Schut, & Finnegan, 1977; Chasnoff, 
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Hatcher, & Burns, 1980; Woodward, Brackbill, Doering, & 

Robinson, 1982; Linn, Schoenbaum, Monson, Rosner, 

Stubblefield, & Ryan, 1983). Approximately half the 

infants born to mothers addicted to heroin or barbiturates 

experience withdrawal symptoms severe enough to require 

treatment. 

Drugs, especially cocaine, induce maternal 

physiologic changes which result in placental dysfunction, 

fetal hypoxia and respiratory depression (Chasnoff, Burns, 

Schnoll, & Burns, 1985). Neonates who were exposed to 

cocaine in utero and who were tested on the Brazelton 

Neonatal Behavioral Assessment Scale had poor state 

organization and decreased interactive behaviors (Chasnoff 

et al., 1985). Newald (1986) reported that cocaine 

addicted neonates had increased heart and respiratory 

rates, fed poorly, had diarrhea, irregular sleep patterns 

and were generally irritable. Current research at both 

the University of California at Los Angeles and 

Northwestern University School of Medicine indicates that 

unlike babies addicted to heroin at birth, who appear to 

suffer no long lasting affects, babies addicted to cocaine 

in utero have continuing developmental problems 

{Blakeslee, 1989). 

In a longitudinal study of cocaine and crack addicted 
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babies, it first appeared that their neurological 

performance had improved on standardized instruments since 

their birth. However, it was noted at eighteen months of 

age that although their motor skills had improved, play 

skills were poor. They were apathetic to toys and had far 

less attachment to their caregivers than non-addicted 

premature babies used as matches. The researchers 

expressed concern because they became toddlers they seemed 

to show signs of autism and personality disorders and 

theorized that as cocaine crosses the placenta it alters 

the neurological pathways in the baby's brain and 

interferes with the brain chemical dopamine. Alterations 

in dopamine production have been implicated in a number of 

psychiatric illnesses. Both groups of researchers feel 

that the current investigations are demonstrating that 

cocaine addicted babies have a poorer outlook 

developmentally and psychosocially than had previously 

been suspected (Blakeslee, 1989). 

Fetal alcohol syndrome, which was described in 1973, 

indicates that prenatal and postnatal growth deficiency, 

developmental delay, cardiac defects, mental retardation, 

and congenital defects of the skeletal system are 

associated with even small amounts of alcohol consumption 

during pregnancy (Lindor, McCarthy, & McRae, 1980). 

Consumption of alcoholic beverages during the first 



74 

trimester impacts on fetal structure, frequently causing 

abortion. During the second trimester, alcohol ingestion 

tends to affect the infant's weight (Hingson, Alpert, Day, 

Dooling, Kayne, Morelock, Oppenheimer, & Zuckerman, 1982). 

Stress and Anxiety 

In discussing maternal stress as a factor in the 

production of neonatal pathology, Downs (1977) reported 

findings of animal studies showing that cortisone, 

adrenalin, and adrenocorticotropic hormones produced such 

defects as cleft palate, low birthweight, stillbirth, and 

abortion. Fraser and Fainstat (1951) reported findings 

similar to those of Downs; pregnant mice were treated 

with cortisone and their offspring were born with obvious 

congenital anomalies. While a clear cause and effect 

relationship has rarely been established between maternal 

physiological risk factors and negative infant outcomes, 

the research conducted by Downs (1977} implied that 

certain conditions affecting the mother are associated 

with lethal or damaging results to the neonate. Not only 

may these maternal risk factors be observed as 

dysfunctions among offspring, but even more significantly 

the non-lethal damage is clearly associated with .some form 

of brain damage, either organic or functional (Downs, 

1977} . 



75 

Maternal Psychosocial Risk Factors 

During the past thirty years investigators have 

demonstrated that physiological risk factors incurred 

during pregnancy impact on the fetus (Lilienfeld et al., 

1955; Erickson, 1971; Hogan, 1979; Trotter et al., 1982; 

Olds et al., 1988). In the fields of psychology, 

psychiatry, and psychosomatic medicine, considerable 

attention has been devoted to the concept of stressors and 

their role in causing, either directly or indirectly, 

pathophysiology. Research investigating the role of 

psychosocial risk factors incurred during pregnancy and 

their relationship to problematic infant outcomes has not 

been as prolific. In this study, the Stress During 

Pregnancy Questionnaire was utilized in order to determine 

the type and degree of psychosocial stress which was 

incurred by the subject mothers (Wintz, 1988}. 

Maternal Psycbopatholoo:;y 

Assessment of vulnerability is a necessary component 

of the effort to institute primary prevention. In 1974, 

Anthony formulated what was termed a vulnerable

invulnerable continuum. This investigation indicted that 

a child was vulnerable to mental illness or emotional 

disturbance when he was exposed to one or more of the 

following: constitutional factors (temperament}, 
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reproductive factors (prematurity), genetic loading, 

parental pathology or loss, disadvantaged environment, and 

prolonged illness in the child (Anthony, 1974). 

A large body of clinical investigations supports the 

contention that offspring of mothers with psychopathology 

are at risk for development of emotional disturbances of 

some sort. In 1965, Fish, Shapiro, Halpern and Wile 

analyzed early developmental profiles in an attempt to 

identify infants vulnerable to schizophrenia. A pilot 

study was undertaken at a baby clinic; 16 infants whose 

families had a high incidence of psychosocial disorders 

were examined periodically from the age of one month and 

predictions of schizophrenia in these infants based on 

uneven neurological development were made. The children 

were followed as part of a longitudinal study, and were 

given a battery of psychological tests between nine and 

ten years of age. Those who had originally been 

identified as vulnerable to schizophrenia had a signifi

cantly higher incidence of emotional disturbances than the 

others (Fish et al., 1965). 

The assumption that the offspring of mentally ill 

mothers are at risk for development of their own emotional 

disturbances is further supported by another investigation 

studying women who were identified as having a psychiatric 

illness such as schizophrenia or psychosis. Research 
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findings indicated that these women sustained a higher rate 

of obstetrical complications than a control group 

(Samaroff & Zax, 1973). The same study noted that 

neurotically depressed women also incurred a higher rate 

of obstetrical complications. The crucial factor observed 

in both of these groups of schizophrenic and neurotic 

patients appeared to be the degree of illness manifested 

by the mother. The more severe the mother's illness, the 

higher the rate and severity of obstetrical complications 

(Samaroff & Zax, 1973). 

A proliferation of research undertaken since the 

1960s indicates that maternal psychopathology is 

positively related to obstetric complications (Pollin & 

Stabenau, 1968; McNeil & Kaij, 1978). In these studies, 

the term obstetric complications was used to denote both 

negative occurrences impacting on the mother as well as 

those impacting on the neonate. ln a longitudinal 

investigation begun in Denmark in 1962, Mednick and 

Schulsinger followed the offspring of women who were 

identified as a high risk population because of their 

chronic schizophrenia. The children were between 9 and 20 

years of age when the study was begun, and the authors 

performed the first follow-up in 1968. The original 

Population of high risk offspring numbered 207, and of 
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these 15 were diagnosed as schizophrenic and 58 cases were 

considered borderline schizophrenia. Schulsinger (1976) 

later determined that high risk pregnancies {defined as 

pregnancies of schizophrenic women) were positively 

related to the development of schizophrenia in their 

offspring. 

Further evidence for the proposition that offspring 

of schizophrenics constitute a high risk group for the 

development of schizophrenia is supported by a number of 

other prospective, longitudinal studies. Statistics 

indicated that only 1% of the general population is likely 

to develop schizophrenia, but two studies indicated that 

10% to 16% of the offspring of schizophrenics manifested 

schizophrenia themselves {Yolles & Kramer, 1969; Gottesman 

& Schields, 1972). Research assessing high risk offspring 

who were raised in adoptive homes found that these 

offspring had a higher incidence of schizophrenia than 

control groups (Heston, 1966; Wender, Rosenthal, Rainer, 

Greenhill, & Sarlin, 1976). This data supports the belief 

that heredity rather than environment constitutes the 

predisposing factor to schizophrenia. Mednick (1970) 

investigated the development of adolescents with 

schizophrenia and noted that their schizophrenic mothers 

had a high number of obstetrical complications when 

compared to a group of normal adolescents who were the 



offspring of schizophrenic mothers without obstetrical 

complications. 
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In a study expanding the concept of high risk, 

Beuhring, Cudek, Mednick, Walker, and Schulsinger (1982) 

investigated the role of a number of factors as predictors 

of the development of schizophrenia. They defined high 

risk offspring as children who met one or more of the 

following criteria: their mothers were schizophrenic, 

their mothers were schizophrenic and had experienced 

obstetric complications, the infant (and the young child) 

experienced parental absence, and the child was raised in 

an institutionalized child care setting. The findings of 

this investigation noted that: the development of 

schizophrenia and schizoaffective behavior in male 

offspring was positively related to having a schizophrenic 

mother, schizophrenic mothers were more likely to have 

obstetrical complications, and the absence of parental 

figures, especially the mother, was directly related to 

psychiatric pathology in offspring as was 

institutionalized child care, but neither of these 

directly related to obstetrical complications (Beuhring et 

al., 1982}. The authors determined that while all the 

factors were significantly related to a psychopathological 

outcome for the offspring, the high risk factors were not 



related to each other (Beuhring et al., 1982). 

Significantly, male offspring were more likely to be 

affected by high risk factors than females. 

Maternal Life sthess 
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It has been recognized for 20 years that stressful 

life events may impact negatively on individuals causing a 

disruption of their normal emotional homeostasis. In the 

late 1960s, Holmes and Rahe (1968) developed a rating 

system to measure stressful life events as part of a 

psychosocial assessment. Since that time, a significant 

body of research has discussed the role of psychosocial 

stressors on the individual's emotional status, but little 

research has investigated the role of stress and anxiety 

on pregnant women and the resulting effects on the 

neonate. 

A nursing investigation studied the report of 

maternal psychosocial stressful experiences and their 

relationship to the "presence of pathology in the human 

newborn infant" (Downs, 1977, p. 129}. Among the 

stressful life experiences which were examined were 

geographical moves, strife in the family, death or illness 

in the family, financial disruption, and marital 

disturbances. The categories of birth conditions that 

were observed were: stillbirth, neonatal death, 
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prematurity, congenital malformations, prematurity with 

congenital malformation, and stillbirth with congenital 

malformation. The findings of the study indicated that 

the group of women reporting stressful experiences during 

the first trimester of pregnancy sustained a significantly 

higher incidence of infant damage (Downs, 1977). 

In a prospective study designed to determine the 

effects of selected psychosocial variables on pregnancy 

related complications the investigators discovered 

statistically significant findings in two areas: 

obstetrical complications and problematic neonatal 

outcomes (Norbeck & Tilden, 1983). The authors found that 

high levels of stress combined with low levels of social 

support predicted obstetric complications and a high level 

of emotional disequilibrium predicted neonatal 

complications. 

In 1984, Newton and Hunt described their prospective 

study investigating the relationship between psychosocial 

stress and birthweight. Their data indicated that mothers 

of preterm and low birthweight infants experienced 

considerably more stressful life events in the last 

trimester of pregnancy than did control subjects. This is 

especially interesting since fetal weight increases 

dramatically during the third trimester. In discussing 

the life events that were reported to cause significant 
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stress, the researchers noted that of the 17 subjects, 6 

single women severed their relationship with their 

boyfriends and 3 married women were separated from their 

husbands; these events occurred during the last trimester 

(Newton & Hunt, 1984}. Since the women were all forced to 

give up working in the last trimester, they suffered a 

considerable decrease in income (another stressor} along 

with separation from their mate. More recently, The Edell 

Health Letter reported that severely stressful events, 

such as losing a loved one within one year prior to 

pregnancy, is related to the delivery of low birthweight 

babies (Edell, 1992). On a positive note, however, the 

investigators, Rothberg and Lits reported that when the 

mothers received as little as twenty minutes of counseling 

during 8 prenatal visits, the vast majority of infants 

were of normal birthweight as compared to a control group 

of mothers who experienced equivalent stress and prenatal 

care but no counseling (Edell, 1992). 

One factor which has been neglected in the research, 

until recently, has been the impact of an unwanted 

pregnancy on the resulting offspring when termination was 

not possible. In a longitudinal investigation conducted 

jointly by psychologists in the United States and 

Czechoslovakia, the psychological development of children 
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born to women who had desired, but were denied pregnancy 

termination, was found to be far less positive than 

individuals who were products of wanted pregnancies 

( 11 Research Charts," 1990). At nine years of age the 

unwanted children were performing poorly in school and had 

difficulty with peer relationships; their relationships 

with their parents were described as "stormy" ("Research 

Charts, 11 1990). At the present time, these offspring who 

are now in their twenties, exhibit more clinical 

depression, see therapists more often, have more problems 

with substance abuse and crime and continued difficulties 

with interpersonal relationships than their 11 wanted 11 peers 

("Research Charts," 1990). 

An analysis of published research, then, indicates 

that severe psychopathology diagnosed in pregnant women is 

clearly associated with psychopathology in their 

offspring. However, the role of life stress or emotional 

risk factors and their relationship to neonatal outcomes 

has not been well delineated and the results of the few 

studies completed, while suggestive, have not proven 

conclusive. 

Perinatal Risk Factors 

Although pathophysiology occurring prenatally is 

frequently associated with obstetrical complications, many 
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pregnancies run an uncomplicated course, yet the neonate 

suffers a pathophysiological disorder. Many neonates 

experience perinatal dysfunction alone, which may 

constitute a risk factor of either a mild or severe 

nature. In this investigation the Perinatal Health 

Assessment Interview Schedule was utilized to evaluate the 

prevalance of perinatal risk factors incurred by the 

adolescents who participated as subjects (Wintz, 1989). 

Low Birthweight, Preterm. and small
for-GestatiaoaJ Age Infants 

Statistics indicate that 7% of all live births in the 

United States consist of infants who are low birthweight 

(Trotter et al., 1982). With the introduction of neonatal 

intensive care units, the mortality rate for these infants 

has declined. Since more of these infants are surviving, 

their developmental outcome has become a major concern. 

Many low birthweight infants experience Respiratory 

Distress Syndrome (RDS). Infants who suffer from RDS 

frequently inc~r acidosis, hypoxia, and hypotension, 

stresses which have been associated with developmental 

delays {Fisch, Bilek, Miller, & Engel, 1975). Trotter and 

associates (1982) found that low birthweight infants with 

severe RDS, which they defined as requiring mechanical 

ventilation with positive-end expiratory pressure, had the 



highest percentage of developmental delays when measured 

at one year of age. 
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Preterm infants and small-for-gestational age infants 

(SGA) are another population diagnosed as high risk. 

Research indicates that these two populations have a 

higher incidence of perinatal complications and a higher 

incidence of chronic neurological handicaps than infants 

who do not incur these high risk factors {Ounsted, Moar, & 

Scott, 1981}. Numerous studies have documented that SGA 

infants have reduced muscle tone, less activity, reduced 

lifting movements, are easily startled and are more 

tremulous than normal infants (Schulte et al., 1971). 

Developmental evaluations have demonstrated that SGA 

infants scored lower than appropriate-for-gestational age 

(AGA) infants on measures of visual fixation and response 

to auditory and visual stimuli (Als & Brazelton, 1975). 

In a study which looked at the neurological development of 

SGA neonates, Parmalee and Schulte (1970) found that of 

187 high risk neonates, 26 SGA neonates had fewer 

neurological abnormalities than their AGA controls. 

However, when the children were reexamined between the 

ages of three and six, the SGA children demonstrated 

considerably more neurological impairment than the 

controls, indicating that abnormalities are less likely 

to be identified using current research techniques, during 



86 

early infancy; rather, they become more obvious during 

early childhood. Although various investigators reported 

conflicting findings when looking at older children who 

were high risk neonates, Schulte and colleagues (1971) 

reexamined their own population between the ages of two 

and six and determined that they demonstrated significant 

neurologic pathology. 

Walther and Remaekers (1982) contended that an 

investigation demonstrating that there was no significant 

neurological irnpainnent among preterm and SGA infants, 

when tested at 10 months of age, is misleading. A group 

of three year old children who had been SGA infants were 

tested; there appeared to be no major handicaps, but they 

did demonstrate a statistically significant incidence of 

hyperactivity, behavioral problems, difficulty in 

concentrating, and subtle neurological disturbance (so

called "soft" neurological signs) when compared to 

controls who were AGA {Walther & Remaekers, 1982). 

Testing of a sample of SGA children has shown that 

they have a high incidence of speech and language related 

problems (Fitzhardinge & Stevens, 1972}. The issue of 

intelligence quotients in SGA infants has also been the 

subject of a number of investigations; Drillien (1970) 

found that mean IQ scores were lower for SGA children only 
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if they came from poor or working class families, however, 

other studies have demonstrated that there is some 

relationship between SGA status and a lower IQ. Westwood, 

Kramer and Munz {1983) found that full term SGA infants 

had significantly lower verbal and full scale WISC or WAIS 

IQ scores as compared to controls, when they were tested 

between 13 and 19 years of age. 

In a retrospective study of 1,345 mentally retarded 

patients conducted in Australia, medical records indicated 

that over 14% had been SGA at birth; this figure was 

determined to be three times higher than the expected 

incidence (Collins & Turner, 1971). A summary of the 

literature concerned with developmental outcomes for SGA 

children indicates that they have a statistically higher 

risk of cerebral palsy, minimal cerebral dysfunction, 

11 soft 11 neurological findings, school failure (even in the 

presence of IQ>l00), and behavior and attention deficit 

disorders than is found among control groups (Allen, 

1984) . 

A recent series of articles about low birthweight and 

preterrn babies citing the latest research findings, notes 

that race (being Black), age (adolescence}, and the use of 

alcohol, cigarettes, and illicit drugs, is likely to lead 

to preterrn birth, low birthweight, and very low 

birthweight babies {Whitmire, 1992a}. One mother addicted 
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to Dilaudid, delivered a 2 pound, 4 ounce infant twelve 

weeks early. A brain scan confirmed that the child, now 2 

1/2 years of age, has irreversible brain damage and is 

attending an educational day care center for children with 

disabilities (Whitmire, 1992b). This series of articles 

noted that the medical technology which permits saving the 

lives of preterm, low birthweight, and very low 

birthweight babies has produced a significant group of 

children with subtle and/or severe handicaps {Whitmire, 

1992c). The severe disabilities observed in these 

children include cerebral palsy, blindness, deafness, and 

severe mental retardation; the subtle disabilities 

include behavioral problems, lowered IQ, developmental 

problems, learning disabilities, and attention disorders 

(Whitmire, 1992a; Whitmire, 1992d). 

Other Perinatal Factors 

One of the significant problems which affects small 

preterrn infants is intraventricular hemorrhage (IVH). 

Relatively few investigations have followed the 

developmental patterns of children who have survived this 

neurological insult. Gaiter (1982) studied a group of 

infants with Grade II hemorrhage, defined as a rupture of 

the hemorrhage into the ventricular area of the brain with 

the ventricles remaining nonnal in size, and Grade III 
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hemorrhage, defined as hemorrhaging causing enlargement of 

the brain ventricles, and compared these infants to a 

control group without IVH. The infants were tested on the 

Bayley Scales at 12 months and at 18 months of age 

corrected for preterm status. Both Grade II and Grade III 

babies were one month behind control infants on fine motor 

skill performance at 12 months. Further analysis 

indicated that the seven most severely impaired babies 

demonstrated depressed social, language, and gross motor 

performance on the Reuter, Stancin and Craig Scales. At 

18 months of corrected age testing revealed that IVH 

infants had a two month delay in language skills in 

comparison to a control group (Gaiter, 1982). In summary, 

Gaiter {1982) found that at 18 months of age, 57% of the 

infants in the IVH group as compared to 38% of the infants 

in the control were at risk for continued developmental 

deficits. Investigations conducted by Volpe (1987, 1989) 

and Lewis and Bendersky (1989} substantiated Gaiter's 

findings. Their research indicated that infants who 

experienced Grade III hemorrhages were likely to suffer 

motor deficits, hydrocephalus, blindness, and hearing loss 

(Volpe, 1987, 1989; Lewis & Bendersky, 1989). 

Rapid delivery has been suspected as a culprit in 

brain trauma. Perkins (1984) substantiated this suspicion 
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by noting that infants who experienced precipitate delivery 

were later found to have motor deficits. 

Respiratory distress syndrome (RDS) is a significant 

problem for preterm infants and is associated with much of 

the developmental delay experienced by that population 

{Trotter et al., 1982). However, for a variety of other 

reasons, term infants may experience RDS which impacts on 

their subsequent development. Various studies have 

indicated that survivors of RDS have developmental delays 

ranging from 3% in neonates mildly affected to 48% in 

severely affected infants {Fisch et al., 1975; Gupta, 

Harrington, & Hollows, 1976). 

Two groups of neonates, preterrn and infants of 

diabetic mothers, frequently experience hypoglycemia. 

Although hypoglycemia is easily diagnosed, the symptoms 

which include tremors, cyanosis, convulsions, cardiac 

arrest, and hypotonia, may not be recognized until they 

become severe and the results are irreversible. The 

outcome of sustained or severe hypoglycemia is cerebral 

damage (Olds, London, & Ladewig, 1992). 

Preterm infants who are born before their third 

trimester are especially vulnerable to morbidity. During 

the third trimester, the fetus' brain neurons move into 

their proper position and nerve synapse connections form; 

these physiological functions help determine IQ. Infants 



who are born prior to the third trimester are exposed to 

much manipulation: IV lines, respirators, chest monitor 

electrodes, oral feedings tubes, and other forms of 

technology. While these machines and the required 

physical manipulation of the infant may ultimately help 

save the infant's life, they can have an iatrogenic 

influence {Whitmire, 1992b}. 
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Nature intended that the brain growth take place in 

the quiet of the mother's womb; for a preterm infant this 

brain growth takes place in the bright light and noise of 

a neonatal intensive care unit. Bennett, a developmental 

pediatrician stated "It isn't normal for a brain to be out 

there at that age .... There's a price to pay . 

the new morbidity 11 {Whitmire, 1992c). The new morbidity 

includes: large and small motor delays and deficits which 

can affect balance and coordination, reduced IQ ranging 

from 70 to 84 (the dull normal range), behavior problems 

which are noted as irritability in infancy and attention 

deficit disorder with or without hyperactivity diagnosed 

during latency, and communication problems which include 

delayed speech, poor memory and reasoning ability, a 

limited vocabulary, and difficulty following oral 

directions (Whitmire, 1992c). 
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Many factors occurring in isolation and interrelated 

with each other may influence the neonatal outcome. The 

preponderance of the research indicates that infants who 

have been impacted during the perinatal period by any one 

or a series of high risk factors, demonstrated some type 

of developmental delay in late infancy and early 

childhood. 

Maternal Risk Factors, Perinatal Risk Factors, 
and Outcomes of Offspring Observed During 

Adolescence and Adulthood 

A search of the literature revealed that a variety of 

obstetrical high risk factors and perinatal high risk 

factors are associated with a number of significant 

devel opmental delays among older infants and young 

children. Documenting a continuum of reproductive 

casualty is more difficult and as a result fewer studies 

have attempted to follow high risk or potentially high 

risk infants for an extended period of time. 

Genetic studies focusing on psychotic processes 

indicated that offspring of psychotics have a much higher 

incidence of developing psychosis than a population not at 

risk (Anthony, 1974). Although Anthony conceded that 

environment must certainly play some role in the 

development of schizophrenia and manic-depression, the 

research supported the theory that offspring of psychotics 
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tended to exhibit their psychiatric disability in 

adolescence and adulthood, rather than during the early 

childhood years. A recent investigation has confirmed 

that the etiology of schizophrenia is partly heredity and 

partly biochemical. Gurling (nBritish Scientists," 1988} 

identified the faulty gene while experimenting on DNA 

samples. Current research predictions indicate that 

offspring of one schizophrenic parent have a 15% risk of 

developing schizophrenia and a 50% risk of developing the 

disorder if both parents are schizophrenic. 

When Lillienfeld, Pasamanick, and Rogers (1955) 

postulated the theory of a continuum of reproductive 

casualty, their subjects were children between the ages of 

10 and 15 years, who had been referred to the 

investigators by their teachers because they exhibited 

behavior problems. As indicated previously, the findings 

of this investigation revealed that the behavior 

disordered children had a statistically significant 

incidence of obstetrical complications (their mothers had 

exhibited high risk characteristics) when compared to a 

control group. Prematurity was also indicated as another 

high risk factor of statistical significance related to 

behavior disorder in this group of children. 

Corah, Anthony, Painter, Stern, and Thurston (1965) 

followed a group of infants who had experienced anoxia at 
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birth. During the seven year follow-up, the investigation 

did not support the hypothesis that perinatal anoxia was 

related to hyperkinetic behavior, but the researchers did 

find that a significant number of anoxic infants 

demonstrated impaired social competence. This finding is 

of importance since the preadolescent and adolescent years 

require reformulation of social competencies both with 

peers and adults, and an earlier deficit in this area 

would place the adolescent at a distinct disadvantage. 

In an epidemiological investigation looking at a 

possible relationship between maternal physiological risk 

factors, perinatal risk factors, and their relationship to 

rising rates of adolescent suicide, Salk and his 

colleagues (1985) determined that when the suicided 

adolescents were matched with controls a statistically 

significant difference was found. Since some of the risk 

factors did not occur in the studied population, the 

investigators narrowed the focus of their research. Three 

high risk factors were found most commonly among the 

suicide victims: respiratory distress for more than one 

hour after birth, an absence of prenatal care before the 

20th week of pregnancy, and chronic maternal disease 

during pregnancy. Each of these factors was statistically 

significant when examined alone and also in combination 
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with each other. The authors concluded that although they 

could establish no direct cause and effect relationship 

between maternal physiological risk factors, perinatal 

risk factors, and adolescent suicide, 

it would seem plausible, however, that whatever 
environmental conditions, such as family stresses, 
economic pressures, or adolescent turmoil, might 
precipitate suicide, those individuals whose early 
life experience included adverse perinatal conditions 
are more vulnerable to suicide during adolescence 
(Salk et al., 1985, p. 627). 

Summary 

This chapter has examined the published literature 

focusing on the question of whether exposure or 

vulnerability to risk factors incurred during the 

perinatal period predisposed the fetus to a maladaptive 

adolescent outcome. Since the literature in this area is 

scant, a number of related topics were explored. 

The prevalance of emotional and/or behavioral 

disturbance, diagnostic categories, and outcomes for 

adolescents with emotional and/or behavioral disturbances 

was explored to indicate the significance of this problem 

in American society. current studies indicated that as 

many as 14 million children may have emotional and/or 

behavioral disturbances, and only a small portion of these 

adolescents have been identified and treated. 

Risk factors impacting on adolescents which were 
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incurred during the perinatal period were examined. The 

investigation by Salk and his associates {1985) suggested 

maternal physiological and perinatal risk factors as two 

of the independent variables impacting on the dependent 

variable, adolescent psychopathology, for this study. A 

search of the literature provided guidance in developing 

instruments to measure these independent variables. The 

identification of maternal psychosocial risk factors, as 

an independent variable in relation to adolescent 

psychopathology was suggested by decades of research on 

the concept of stress {Anthony, 1974; Selye, 1974; 

Dohrenwend & Dohrenwend, 1975). Instrument development 

related to stress measurement by Holmes and Rahe (1967) 

and Sarason and collegues {1978) provided guidance for the 

development of the instrument used in this study. The 

literature concerned with maternal physiological, maternal 

psychosocial and perinatal risk factors were then explored 

to determine their relationship to poor perinatal, infant, 

childhood, as well as adolescent mental health. 

The evidence while scant, is intriguing. Risk 

factors, whether physiological or psychosocial, impacting 

on either the mother or the fetus or both, are implicated 

~n a broad range of behavioral and organic dysfunctions, 

as reported by both objective and subjective measures. 

Obviously more work needs to be done in order to determine 



what variables, in what combinations will yield negative 

adolescent outcomes. 
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CHAPTER 3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

A descriptive, non-experimental, retrospective survey 

design was used to examine the problem of study: Is 

psychopathology in the adolescent population related to 

the prevalence of maternal physiological, maternal 

psychological, and perinatal risk factors? Wilson (1985) 

indicated that the purpose of descriptive research is "to 

obtain complete and accurate information about a 

phenomenon" {p. 15). According to Wilson (1985), the 

methods used for conducting descriptive studies include 

"interviews, questionnaires, direct observation ... 

(p. 15}. Wilson (1985} suggested that comparative 

surveys are appropriately used nto compare or 

contrast ... 2 or more groups of subjects in relation to 

certain designated variables 0 (p. 142}. This 

investigation involved comparison as part of the 

methodology. Statistical comparison was accomplished by 

differentiating between Groups I and II based on the 

dependent variable---adolescent psychopathology. 

In order to conduct research with a minimum of unwanted 

influences, the investigator must exercise control over 

98 
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some portion of the variables (Brink and Wood, 1983). A 

specific characteristic of a comparative survey is the 

utilization of two groups paired on the basis of at least 

one variable that is not the focus of the research 

{Wilson, 1985}. In this instance, the mother-adolescent 

dyads were paired on three variables; the gender of the 

adolescent, race/ethnicity, and the socioeconomic status 

of the mother at the time of the adolescents' birth. 

A number of theorists have discussed the role of 

nurturance or its lack thereof, as it relates to mental 

health; therefore, further control over environmental 

variables was attained by excluding all adolescents from 

the study who were not raised by their natural mother 

(Rutter, 1979; Kunkel, 1981). This investigator did not 

ignore, but rather sought to control the role of 

differences in nurturance so that the focus would remain 

on risk factors which were limited to the perinatal 

period. 

This study is considered non-experimental since there 

was not and could not be any attempt to manipulate the 

independent variables. A nwnber of investigators {Brink & 

Wood, 1983i U.S. Congress, 1986} have explicitly referred 

to the unethical practices which would occur if 

experimental designs were attempted in this type of 

research. 
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Finally, this study was conducted retrospectively; 

that is, it is an ex post facto investigation in which 

phenomena which occurred in the past was analyzed to 

determine if there was a relationship between these 

historical maternal and perinatal risk factors, the 

independent variables, and adolescent psychopathology, the 

dependent variable. Polit and Hungler (1987) have com

mented that retrospective studies are "interested in some 

'effect'" and so they seek to explore the factors that 

caused it (p. 145}. The term "cause" is used loosely in 

these circumstances, since non-experimental designs cannot 

yield information on cause and effect. 

Setting 

This investigation was conducted in a large, urban 

area of a Southwestern state. The population of the city 

consists of almost three million people in the 

metropolitan area. Adolescent subjects for groups one and 

two were chosen from selected high schools in the city's 

school district. The schools in this district are public 

and funded in part from state funds with the remainder of 

the funds coming from local property taxes. Subjects for 

Group I were recruited from a population of students at 

High School 11 x~, an alternative high school for 

emotionally and behaviorally disturbed adolescents. This 
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school which is funded in part by the State Department of 

Mental Health and Mental Retardation serves the 1% of the 

school district's population which has serious emotional 

and behavioral problems that cannot nbe handled in a 

normal school setting" (Roberts, 1988, p. G-6). The 

school, administered by a principal and an assistant 

principal, is staffed by 23 teachers, one full-time social 

worker, five part-time social workers and a consulting 

psychologist. In addition, there are four full-time 

security guards. All students are assigned to a 

psychotherapist when they are enrolled at High School "X" 

and must meet with their therapists at least once a week. 

The subjects for Group II were recruited from High 

School 11 Y" another secondary school in the same school 

district as High School 11 X", and reflects the approximate 

racial/ethnic makeup of the school district generally, 

although the percentage of Black students is somewhat 

higher and the percentage of Caucasian students somewhat 

lower than in the district as a whole. High School 11 Y 11 is 

staffed to meet the needs of the usual high school 

population. The guidance counselors assigned to this 

school provide mainly vocational and educational 

counseling. While some students at this school might, in 

fact, have emotional problems, these students were not 
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identified as having problems by the teachers or guidance 

counselors in the school setting. 

Population and Sample 

For the purposes of this study, two groups of mother

adolescent dyads were established. The subjects in Group 

I, the group whose adolescents demonstrated 

psychopathology, and the subjects in Group II, adolescents 

who demonstrated no psychopathology, were derived from a 

convenience sample. Two senior high schools in a 

Southwestern urban school district were utilized; the 

selection of High School "X" was determined by the fact 

that all of the students at this high school were 

identified by school district personnel as having moderate 

to severe emotional and/or behavioral problems. The 

selection of High School "Y" was based on ethnic/racial 

considerations. The student bodies of High Schools "X 11 

and 11 Y11 were very similar in their racial/ethnic 

composition. Since one of the research questions for this 

study sought to examine the differences in adolescent 

psychopathology among Caucasians and non-Caucasians, it 

was felt that choosing schools with similar racial/ethnic 

populations would be likely to yield a similar sample. 

Additionally, since research questions 1 through 6 matched 

the subjects on race/ethnicity, as well as other criteria, 



it was important to seek out a population where the 

appropriate subjects would most likely be found. 
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After completing all protection of human subjects 

research proposal proceedings with both Texas Woman's 

University (Appendix F) and the school district (Appendix 

G), the investigator met with the principal and selected 

faculty members at each school to explain the purpos~ of 

the study and enlist their cooperation. A letter 

(Appendix H) was then sent home with all adolescents who 

were present at school within a given one week period, 

requesting mothers to provide their telephone numbers so 

they could be contacted by the investigator to discuss 

their participation in the study. These forms were 

returned to the respective schools by the mothers and were 

picked up by the researcher. 

Telephone contact was then established between the 

mother and the investigator. During the telephone 

conversation the mother was asked if she was the birth 

mother of the adolescent, if she reared the adolescent 

from birth, and if the adolescent was between the ages of 

12 and 18 years of age. A negative response from the 

mother to any of these three questions constituted 

criteria for exclusion from the study. If the mother 

responded positively to these questions, a meeting was 

arranged between the researcher, the mother, and her 
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adolescent. At this meeting che investigation was explained 

orally to both the mother (Appendix I) and the adolescent 

(Appendix J). Following the oral explanation they were 

then given written consent forms to sign which further 

explained the research protocol (Appendices Kand L}. To 

summarize, in order to be included in the study the 

mother-adolescent dyads had to meec the following 

criteria: the adolescents had to be 12 to 18 years old, 

the mothers had co be the birth mothers of the 

adolescents, and the adolescents had to be raised by their 

birth mothers and currently living in their home. 

Wilson (1985) indicted that certain groups of 

subjects are difficult to access, specifically, the 

mentally ill and children under the age of eighteen. It 

was, therefore, expected that the sample for this study 

would not be large. Ultimately, fifty mother-adolescent 

dyads met the inclusion criteria and agreed to participate 

in the inquiry. Since this investigation consisted of a 

convenience sample, minimizing error variance was achieved 

by matching the subjects in Groups I and II on the 

variables of gender, socioeconomic status, and 

racial/ethnic background. More specifically, each mother

adolescent dyad in Group I was matched with a mother

adolescent dyad in Group II based on having the same 
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gender adolescent, the same family socioeconomic status at 

the time of the adolescent's birth, and the same broad 

racial/ethnic background. 

Protection of Human Subjects 

Permission to conduct this study was obtained from 

the Human Subjects Review Committee of Texas Woman's 

University (Appendix F) and the Institutional Research 

Department of the urban school district (Appendix G). The 

rights of all participants in the investigation were 

protected according to federal guidelines which have been 

established for human subjects (National Commission for 

the Protection of Human Subjects of Biomedical and 

Behavioral Research, 1987). Specifically, all 

participants were provided with the following information: 

1. The subjects were informed about the purpose, 

benefits, and risks of the study and asked to sign 

appropriate consent forms (Appendices Kand L). In 

accordance with federal guidelines, oral and written 

explanation and consent forms were developed by the 

investigator (Appendices I, J, K, and L} to explain 

the study and obtain consent for participation from 

both the adolescent and his/her mother. The consent 

forms were approved by the Human Subjects Review 

Committee of Texas Woman's University and the 
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adolescent's consent form was reviewed for appropriate 

reading level and approved by a certified school 

teacher at the hospital facility where the pilot 

project was conducted. 

2. The subjects were assured that all information 

related to each mother-adolescent dyad would remain 

confidential. Neither the names of the participants 

nor the names of the schools would be identified in 

the study report. The questionnaires, interview 

forms, and tests.completed by the mother-adolescent 

dyads were coded in order to keep the mother

adolescent dyads together and to enable identifica

tion of the population from which the sample was 

derived. Except for the signatures required on the 

consent forms, names were not used on any other 

forms. All coded information (questionnaires, 

interview forms, and tests) were kept in a locked 

file cabinet available only to the researcher. 

Although this part of the investigation has been 

completed, the investigator anticipates using part or 

all of the data in future investigations. Therefore, 

the raw data has been retained in a locked file 

cabinet. 

3. The subjects were advised that although individual 

results would not be available, the subjects may 
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receive a summacy of the final report if desired. 

4. The subjects were informed that they could withdraw 

from participation in the study at any time, without 

adverse consequences. 

Instruments 

The six instruments used in this investigation were: 

the Youth Self-Report Form (Appendix A}, the Child 

Behavior Checklist (Appendix B), the Maternal Health 

Assessment Interview Schedule {Appendix C), the Stress 

During Pregnancy Questionnaire {Appendix D), the Perinatal 

Health Assessment Interview Schedule (Appendix E), and the 

Socioeconomic Demographic Data Sheet {Appendix M). 

The XQ1,1th self-Report Form 

The Youth Self-Report Form (YSR) was designed 

{Achenbach & Edelbrock, 1987} to solicit information from 

pre-adolescents and adolescents, 11 to 18 years old, about 

their behavioral problems and social competencies. The 

categories assessed by the YSR were devised to yield 

information which would assist in diagnosing a pre

adolescent or adolescent according to the criteria 

established by the DSM-III {American Psychiatric 

Association, 1980). This manual was compiled by the 

American Psychiatric Association; it lists the terminology 
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of identified mental illnesses and describes the diagnostic 

criteria required for establishing a psychiatric 

diagnosis. Since this form is a self-report, the 

questions are worded in the first person. The YSR is 

composed of both a Behavior Problem Scale and a Social 

Competence Scale and yields interval level data. The 

authors indicated that boys receiving a T score of 62 or 

more, with a raw score equal to 69 or more, and girls 

receiving a T score of 62 or more, with a raw score equal 

to 71 or more, on the Behavior Problem Scale have 

identified psychopathology. Social Competence Scale T 

scores of 30, raw score equal to 3 and below for boys, and 

T score for girls of 30, raw score equal to 2.8 and below 

are indicative of lack of social competence. 

Since the YSR was designed to obtain self-reported 

information about the adolescent's own functioning, 

Achenbach & Edelbrock (1987) assessed the reliability of 

the YSR twice at a seven day interval. The relationship 

between time 1 and time 2 was analyzed by the use of two 

statistical tests: Pearson correlations which reflect 

similarities in rank ordering between the two sets of 

scores, and T tests which reflect differences between the 

mean magnitude of the two sets of scores. Results of the 

initial testing of the Behavior Problem scales were 

reported as follows: boys ~=.78, girls ~=.86, L=.86. The 
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second testing o f the Behavior Problem scales yielded the 

following results: boys ~=.4 3 , girls ~=.78, ~=.67. 

Construct validity of the YSR was established by 

comparison with the Child Behavior Checklist (CBCL). 

Achenbock and Edelbrock (1987) performed Pearson 

Correlations between the YSR and the CBCL scores for boys 

and girls. The sample size used for this analysis 

consisted 431 boys and 388 girls. St atistical analysis 

revealed the following results all significant at Ll,S..05; 

on the Social Competence Scales boys' l:,cy=.45 and girls' 

I.,cy=,53; the Behavior Problem Scales boys' ~xy=.41 and 

girls' ~=.45. 

Criterion validity was verified by testing the 

association between adolescents' YSR responses and 

referral for mental health services and 779 

demographically similar non-referred adolescents. The 

referred adolescents scored significantly higher on 89 of 

the 102 specific problem items. The authors performed 

Analysis of Covariance on the raw scores for adolescents 

grouped by age, sex, and referral status. Referred 

adolescents scored 12% higher which was significant at 

~.01 than non-referred adolescents on the total problem 

score. The authors (Achenbach & Edelbrock, 1987) reported 

that statistical anal ysis of the Social Competence Scales 
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indicated that adolescents from higher socioeconomic 

classes rated themselves higher on social competence 

irrespective of referral status than adolescents from 

lower socioeconomic groups and, therefore, this scale 

should not be used to determine clinical status. For the 

purposes of this study, only the scores on the behavior 

scales were used to group the adolescents on the variable 

of psychopathology. 

The Child Behavior Checklist 

The Child Behavior Checklist (CBCL) developed by 

Achenbach and Edelbrock (1979), assesses behavior problems 

and social competence in children and adolescents. The 

categories assessed by the CBCL provide information which 

assists in diagnosing children and adolescents according 

to the established criteria of the DSM-III {American 

Psychiatric Association, 1980). The CBCL is completed by 

the mother of the adolescent and yields interval level 

data. The CBCL norms were established through repeated 

testings on different sex and age groups. The reliability 

of the CBCL was established by a number of different 

statistical tests. Achenbach and Edelbrock (1983) 

computed the intraclass correlation coefficient (ICC} from 

one-way Analysis of Variance nto assess various types of 

reliability in scoring the behavior problem and social 
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competence items of the CBCL 11 {p. 40). When used this way, 

the ICC indicates the proportion of total variance in item 

scores that is associated with differences among the items 

themselves. The authors (Achenbach & Edelbrock, 1983) 

indicated that test-retest reliability of item scores was 

computed from CBCLs performed by a single interviewer who 

visited the mothers of non-referred children at a one week 

interval. The scores of non-referred children were used 

to assess test-retest reliability because they would be 

less susceptible to regression toward the mean than the 

scores of referred children. Using a sample of 72, the 

overall ICC was .952 for the 118 behavior problems 

and .996 for the 20 social competence items. Longer term 

stability was measured by computing ICCs for CBCLs about 

12 children at a three month interval. This test ing 

revealed an ICC of . 838 for the behavior problems and .974 

for the social competence items (llS.001). 

In addition to test-retest reliability of the item 

scores, Achenbach and Edelbrock (1983) also calculated 

test-retest reliability for the raw scale scores by using 

Pearson correlations. Test-retes t reliability was 

obtained for boys 12 to 16 years old, rxx=.89 on the 

Behavior Problem Scale and ~x= .93 on the Social Competence 

Scale. Pearson correlation for girls aged 12 to 16 years 



old revealed ~)0(=.87 on the Behavior Problem Scale and 

~=.91 on the Social Competence Scale. 
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Achenbach and Edelbrock (1983) established content 

validity by the manner in which they assembled items for 

both the Behavior Problem scale and Social Competence 

Scale. Numerous parents and mental health workers were 

questioned for their input into developing the items. 

Analysis of the Behavior Problem Scales indicated that 

clinically referred children received significantly higher 

scores on 116 of the 118 items than non-referred children 

(Achenbach & Edelbrock, 1981). Similarly, clinically 

referred children scored significantly lower than non

referred children on the Social Competence Scale 

(Achenbach & Edelbrock, 1981). The authors contended that 

these findings confirm that the items of the CBCL relate 

to independently identified mental health concerns. 

Since the development of the CBCL was spurred on by 

the fact that there was not a well-documented instrwnent 

which measured that which the CBCL measured, the authors 

used referral for mental health services as the criterion 

against which to test the validity of both the Behavior 

Problem and the Social Competence Scales {Achenbach & 

Edelbrock, 1983). Scores on children who were referred 

for outpatient mental health services were compared to a 

demographically similar group of children who had not been 
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referred for mental health assistance for a least one year. 

Regression analysis was used to test the statistical 

significance of the scores. Regression analysis revealed 

that on the Behavior Problem Scale a total score of 44% 

for boys is indicative of variance accounted for by 

clinical status, for girls the variance was 47%. Analysis 

of the Social Competence Scale indicates that 34% of the 

variance is attributable to clinical status in boys and 

33% of the variance in girls. In summary, T scores for 

boys lower than 38 (raw score=16) on the Social Competence 

Scale, and higher than 63 (raw score=38) on the Behavior 

Problem Scale are indicative of male adolescents with 

psychopathology. Girls having T scores below 38 (raw 

score=16.5} on the Social Competence Scale and scores 

higher than 63 (raw score=34-38} on the Behavior Problem 

are also identified as adolescents with significant mental 

health problems. 

The Maternal Health Assessment 
Interview schedule 

The investigator-developed tool, was designed to 

assess the type and amount of physiological stress 

experienced by the mother during pregnancy. This 

instrument is based on a survey of the literature of 

obstetrical complications and risks (Lilienfeld & 



114 

Pasamanick, 1954; Parapakkham, 1979; Carey et al., 1981; 

Woodward et al., 1982; Taper et al., 1984; Salk et al., 

1985). The MHAIS consists of 36 items, some are scored 

individually, receiving a zero if they did not occur and a 

one if they did occur. An example of such an item is 

question 24: Was the umbilical cord knotted or tied 

around the baby's neck? If the mother answered "yes" then 

one point was added to the score, if she answered "no" 

then a score of zero was recorded. 

Many of the items are paired, with the respondent 

required to answer these paired questions positively in 

order to receive a score of one. An example of paired 

items is as follows: question 11: Did you have a great 

deal of vomiting during your pregnancy? and question 12: 

Was this adolescent a single birth, or was he a twin or 

multiple birth? The mother would have to say that she had 

a great deal of vomiting and that her adolescent was a 

twin or multiple birth in order to receive one point. A 

positive answer to one question and a negative question to 

one question would result in a score of zero. Two 

negative responses would also result in a score of zero. 

This scoring system reflects the input of consultants who 

argued that not all risk factors bear the same weight in 

terms of negative outcomes as reflected by published 

research findings. 
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Risk factors which were assessed by this tool 

included: age {Main et al., 1987), smoking (Abel, 1980), 

interval between pregnancies (Adams, 1977), previous 

abortions (Adams, 1977), previous stillbirth (Hobel et 

al., 1973), elevated blood pressure and albuminuria 

(Erickson, 1971), hyperemesis (Westberg, Clark & Webb, 

1973), multiple birth (Hobel et al., 1973}, lack of 

antenatal care prior to 20 weeks gestation {Nesbitt & 

Aubry, 1969; Salk et al., 1985}, maternal infections 

{Lawrence & Merritt, 1981; Salk et al., 1985}, maternal 

chronic diseases (Hobel et al., 1973), prescription use 

during pregnancy (Erickson, 1971), bleeding during 

pregnancy and Rh or other blood group incompatibilities 

(Nesbitt & Aubry, 1969), prolonged rupture of membranes 

(Salk et al., 1985), cord prolapse, placenta previa or 

abruptio {Nesbitt & Aubry, 1969; Salk et al., 1985), 

method of delivery (Adams, 1977; Salk et al., 1985), 

duration of second stage of labor (Salk et al., 1985), 

fetal presentation other than vertex {Hobel et al., 1973}, 

chronic alcohol and/or drug abuse (Hobel et al., 1973; 

Main et al., 1987), anesthesia (Salk et al., 1985}, 

amniotic fluid containing blood or rneconium (Salk et al., 

1985), fetal heart rate (Salk et al., 1985), and nuchal or 

knotted cord (Salk et al., 1985). The instrument is 
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scored from Oto 22 points and yields interval level data. 

Logical validity (Wilson, 1985) was determined by having 

expert nurses evaluate the congruence between the criteria 

and the instrument questions. 

The questionnaire was piloted using test re-test 

reliability at 2 month intervals. Forty five women ages 

31 to 57 participated in the first testing, while 32 

women participated in the second testing. The women were 

all mothers of adolescents from a diverse ethnic and 

racial background, and consisted of housewives, and 

working women, both professional and non-professional. 

The results of the first testing were: ~=.87, the second 

testing yielded ~=.83. 

Stress Puring Pregnancy Questionnaire 

This instrument was developed by the investigator to 

assess the level of psychosocial risk incurred by the 

mother during pregnancy and was formulated by surveying 

the literature in the field of life stress. Many of the 

questions were adapted from the research conducted by 

Holmes and Rahe (1967), whereby, individuals were asked to 

rank order various life events in terms of degree of 

stressfulness. Based on these findings, Holmes and Rahe 

developed a point system for determining stressful life 

events. No validity was reported for the Social 



Readjustment Rating Scale, but the authors reported a 

reliability of L=,90 (Holmes & Rahe, 1967). The Social 

Readjustment Rating Scale provided the basis for the 

development of questions 1-8, 10, 11, 13-20, 22-26, and 

28-38 of the Stress During Pregnancy Questionnaire. 
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The Sarason Life Experiences Survey (1978) was also 

used as a basis for the development of the Stress During 

Pregnancy Questionnaire. Sarason, Johnson, and Siegel 

(1978) reported that this test allows respondents to 

indicate the desirability of events that have occurred 

within the prior year. The authors claimed that the 

validity of their instrument was established through 

statistically significant correlations with other stress 

related measurement tools, however, these tools were not 

identified; reliability ranged from ~=.56 to ~=.88 over a 

six week period. Questions 2-9, 13-21, 23-25, and 30 were 

derived from the Sarason Life Experiences Survey (Sarason 

et al., 1978) . 

Other literature sources which were consulted for 

assistance in developing the Stress During Pregnancy 

Questionnaire included: a study to assess psychological 

stressors during antepartum hospitalization suggested the 

development of questions related to the effects of 

moderate to severe physical illness, changes in eating 

habits, feeling depressed or lonely, experiencing a change 
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in body image (not related to pregnancy), a husband's abuse 

of drugs and/or alcohol, the mother's concern about her 

ability to parent, and fear of the process of labor and 

delivery (White & Ritchie, 1984); research aimed at 

eliciting if a relationship exists between psychosocial 

stress during pregnancy and low birthweight infants 

influenced the development of questions related to the 

degree of stress experienced during a separation or 

divorce, the illness of one's spouse, the death of one's 

parents, the illness of one's siblings or child(ren), the 

death of one's child, moderate or severe illness of the 

pregnant woman, significant changes in income, the death 

of a close friend, a change in the number of spousal 

arguments, the unemployment of the husband, encountering 

civil or criminal legal problems, a verbally or physically 

abusive husband, and fear that the baby would be 

physically or mentally disabled (Newton & Hunt, 1984); an 

article by Zajicek and Wolkind (1978) which looked at the 

prevalence of emotional difficulties during pregnancy and 

factors that are related to emotional problems suggested 

the development of questions to ascertain whether learning 

she was pregnant and the decision to stop working were 

significant psychosocial stressors. 
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Finally, research conducted by Downs {1977) which 

investigated maternal stress as a factor in the production 

of neonatal pathology assisted in the generation of 

questions concerned with the effects of getting married, a 

husband asking for a divorce or separation, a family 

member leaving the house, a reconciliation with the 

spouse, changing jobs on the part of the husband or wife, 

experiencing difficulties with members of the extended 

family, having to go to work, a change in work hours or 

conditions for the husband, the husband's displeasure with 

the pregnancy, experiencing a change in living conditions 

and experiencing family tension. 

A synthesis of the published literature aided in the 

development of a modified Likert scale (62 items) yielding 

ordinal level data. The respondents were given a a 

statement and asked to indicate whether the item was very 

stressful, moderately stressful, stressful, slightly 

stressful, not stressful, or did not occur. Thirty two 

subjects participated in the pilot testing of this 

instrument; the participants (all mothers of teenagers) 

included college students, faculty members in nursing 

schools, secretaries, and women employed in blue collar 

positions. The Stress During Pregnancy Questionnaire was 

used and scored as follows: the respondent is asked to 

check the column which corresponds to the degree of stress 
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she experienced (if any) in response to each of the 

questions. Each column has a number value ranging from 

five, which is gi ven for checking the "very "stressful" 

column, to zero, which is obtained by marking the column 

"did not occur". Each column of the questionnaire is 

labeled, "very stressful" = A, "moderately stressful 11 = B, 

stressful'' = C, "sl ightly stressful" = D, "not stressfuln 

= E, and "did not occur"= F. The number of responses in 

columns A through E are counted and multiplied by the 

appropriate values. For example, if a respondent 

indicates that six items were very stressful, multiply six 

by the value of five which equals 30. Proceed as directed 

for each column. Then add the total score for columns A 

through E. Subtract the number of items marked "did not 

occur" (column F) from the t otal number of items which 

equals 44. This will give you N. Divide the sum of 

columns A through Eby N. This yields a total s t ress 

score. The maximum score for any individual is five. If 

the respondent scores three or more it suggests t hat she 

experienced significant stress during her pregnancy. This 

scoring system is sugges t ed by Nunnally (1978). 

Reliability testing of the instrument was conducted 

by the use of a Pearson correlation in a test-retest modei 

Ixx= . 88. This particular measure of reliability is useful 
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since it "measures the extent to which performance on any 

one item in the test is a good indicator of performance on 

any other item in the same test 0 (Waltz & Bausell, 1983, 

p. 63). The validity of the instrument was ascertained by 

measurement of the point biserial for each item. Items 

with a positive point biserial of 0.2 or better were 

retained. As a result of the statistical analysis, the 

questionnaire was revised and now contains 44 items. 

Reliability of the instrument after revision yielded an 

alpha coefficient of ~=.87. 

Once preliminary validity and reliability were 

established, factor analysis was performed to identify 

constructs which could be labeled as high risk factors 

during pregnancy. This procedure isolated five constructs 

as high risk factors. Constructs were accepted as 

meaningful if they accounted for more than 3.5% of the 

explained variance. Table 1 depicts each of the five 

factors and the questionnaire items which were indicative 

of those factors. Factor I-Acute Stressors, accounted for 

10.5% of the explained variance. This construct indicated 

that high risk factors which were overwhelmingly exogenous 

to the individual, involving irranediate family members and 

revolving around death and illness, accounted for most of 

the experienced stress during pregnancy. Factor II

Employment Stressors, accounted for 6.06% of the explained 
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variance. Again this construct indicated exogenous risk 

factors, in this case employment; employment problems 

were almost equally divided between those of the subject 

and the subject's husband. 

Table 1 

Factor Analysis of Stre~s During Pregnancy Questionnaire 

Factors Qu'astionnaire Percent of 
Isolated I'tema Exnlained Varience 

Factor 1 4, 6-10, 14, 15, 20, 2 10.501 
.Acute Stressora )3, 34, 39-4~, 43 

Factor 2 12, 13, 17, 18, 19, 6.06\ 
Eiaploymant Streasora 21-25, 28, 29, 42 

Factor 3 5, 16, 26, 31 4.99% 
Life-Style Stressors 

Factor 4 3, 30, 32 4.04% 
Change stressors 

Factor 5 1, 2, 11, 35-38, 44 3.70% 
Affective Stressors 

Total Percent of Variance E%plainad by 19.29% 
Factors 1-S 

Factor III-Life-Style Stressors, accounted for 4.99% of the 

explained variance. Once again these risk factors were 

external to the individual, revolved around life-style 

changes and included both the subject and the subjects 

extended family. Factor IV-Change Stressors, accounted 

for 4.04% of the explained variance. This construct 

measured risk factors which were primarily endogenous, 

concerned with change, and all of the items related to the 
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subject herself. Factor V-Affective Stressors, accounted 

for 3.7% of the explained variance. This construct 

measured risk factors which were endogenous, concerned 

with feelings, such as loneliness, fear, and depression, 

and were primarily related to the subject. 

The eerjnatal Health Assessment 
Interview schedule 

The Perinatal Health Assessment Interview Schedule 

was developed by the investigator to assess the number and 

type of high risk factors which impacted on the adolescent 

during the perinatal period. A review of the literature 

was conducted to identify those factors which were 

mentioned consistently as being associated with negative 

neonatal outcomes. 

Prematurity and postmaturity have been associated 

with a number of neonatal problems (Trotter, Chang, & 

Thompson, 1982; Allen, 1984), as has low birthweight 

{Perkins, 1984). The need for vigorous resuscitative 

measures at birth, respiratory distress lasting more than 

one hour after birth, and the need for prolonged assisted 

ventilation are all factors which have been associated 

with short-term and long-term deficits such as minimal 

brain damage and cerebral palsy (Trotter et al., 1982; 

Perkins, 1984; Holmquist & Svenningsen, 1985). Elevated 
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temperature which is often indicative of an infectious 

process is an identified risk factor for neonates 

{Rorones, Todaro, & Roane, 1970; Monif, Egan, Held, & 

Eitzman, 1972; Horn, Zimmerman, Rnostman, & Meyer, 1974; 

Allen, 1984). Mild to moderate congenital anomalies have 

been associated with problems in parenting and self-image 

problems for the child (Drotor, Bashiewicz, & Irvin, 1975; 

Waechter, 1977), while severe congenital anomalies are 

associated with chronic illness and bonding difficulties 

(Owens, 1964; Mercer, 1974; Taylor & Hall, 1974; Drotor et 

al., 1975}. 

A variety of other risk factors have been associated 

with neonatal and early childhood morbidity and were, 

therefore, included in the assessment instrument as well. 

These high risk factors included: elevated bilirubin 

levels requiring phototherapy (Boggs & Bishop, 1965; Wu, 

Lim, & Hodgeman, 1974), convulsions (Seay & Bray, 1977; 

Krishnamoorthy, Shannon, & DeLong1 1979), cold stress 

(Adamson, Gandy, & James, 1965), the need to withhold oral 

feedings (Brown & Sweet, 1982), perinatal surgery 

(Randolph, Altman, & Anderson, 1981), and the need for 

placement of the neonate in an intermediate or intensive 

care nursery {Desmond, Rudolph, & Pineda, 1970; Silverman, 

197 0) . 
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The instrument was evaluated by three neonatal nurse 

specialists who agreed that the items included constituted 

a gross assessment of the neonates health status. 

Reliability of the instrument was evaluated by test-retest 

reliability. The initial 45 subjects were all mothers of 

adolescents, aged 31 to 57, of various racial and ethnic 

backgrounds, some of whom worked outside the home in both 

professional and non-professional positions, while some 

were homemakers. Initial testing resulted in an L=,82, 

the second testing occurring 2 months later yielded L=.86. 

The instrument is scored from zero to twelve, the higher 

the score the more physiological insults the neonate has 

incurred. The data collected from this instrument yields 

information at the interval level of measurement. 

Socioeconomic DemQg~apbic Data Sbeet 

The Socioeconomic Demographic Data Sheet, which will 

be referred to as the SES Demographic Data Sheet, was 

developed by the investigator to elicit data which would 

provide information necessary to the study design, as well 

as other items of information which might shed light on 

demographic factors associated with high risk pregnancies 

and less than optimal adolescent outcomes. 

The data sheet elicits from the mother her current 

age as a way of ascertaining her age at the time of the 
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adolescent's birth. The mother's racial/ethnic group is 

requested since one of the research questions clearly 

seeks to determine if there are differences in adolescent 

outcome between the various racial/ethnic groups. The 

data sheet also seeks information about citizenship and 

educational status. Two of the questions seek infonnation 

about where the mother received her prenatal care and 

where the baby was delivered. Finally, four of the 

questions on the data sheet are specifically aimed at 

eliciting infonnation about the mother's economic status. 

One question asks the mother to describe the income level 

of her household at the time of her pregnancy, while three 

other questions seek to elicit this same information by 

asking questions that imply a certain income level so as 

to reveal any discrepancies. 

This SES Demographic Data Sheet is a revision of one 

developed and used in the pilot project for this study. 

The instrument was revised after consulting two literature 

sources for guidance. Adams (1977), the principal 

investigator of a study looking at the relationship 

between intrapartum risk factors and neonatal mortality 

suggested most of the criteria that has been incorporated 

into the SES Demographic Data Sheet. Main and her 

associates (1987) specifically noted that asking 

participants about their income will not necessarily yield 
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accurate information. Instead, the researchers asked 

questions aimed at eliciting information which they could 

then employ to ascertain the individual's socioeconomic 

status. For example, it was assumed that people would not 

willingly live in overcrowded conditions if they could 

afford a more comfortable living arrangement, so subjects 

were asked about the number of people living in the 

household, the number of bedrooms in the home, and the 

number of bathrooms in the home. A large number of 

individuals with few bedrooms and bathrooms implies a low 

income level; the opposite implies a high income level. 

The SES Demographic Data Sheet incorporates these 

questions and, in addition, asks the mothers to identify 

whether they were living in poverty, or were low, middle, 

or high income at the time of the adolescents' birth. It 

was presumed that the collection of data in this manner 

would be less threatening and would elicit truthful 

responses. This research study used the socioeconomic 

data collected to match the subjects as a form of control 

since a convenience sample was used. This instrument 

yields nominal level data (Appendix M). 

Data Collection 

Data for this investigation were gathered solely by 

the investigator and occurred in the following manner. 
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The school district provided a letter to the investigator 

which was then brought to the principals of the schools 

which were selected for the study. When the principals 

indicated they were in agreement with the project, another 

letter was sent home with all students present during a 

one week period asking their mothers to participate in the 

study by signing the letter and providing their telephone 

numbers. These letters were then retrieved by the 

investigator and the mothers were called. 

If the mothers tentatively agreed to participate in 

the study a meeting was arranged between the mother, her 

adolescent, and the investigator. At this meeting the 

investigation was described in detail to both the mother 

and the adolescent, and the written consent forms were 

signed. The adolescent was then given the YSR, given a 

brief explanation about how to fill it out, and then 

provided the opportunity to complete it. During this 

time, the mother was interviewed using the MHAIS and the 

PHAIS, then asked to fill out the Stress During Pregnancy 

Questionnaire, the SES Demographic Data Sheet, and, 

finally, given a brief explanation of the CBCL and asked 

to complete it. 

Since a convenience sample was used, there was no 

preassignment of the mother-adolescent dyads to groups. 
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Rather, data were collected until no further subjects were 

forthcoming, at which point the investigator ceased 

collecting data and proceeded with the data analysis. The 

YSR was the first instrwnent to be scored for each mother

adolescent dyad. Instructions for scoring the YSR were 

fully described by Achenbach and Edelbrock (1987). T

scores for both boys and girls of 62 or greater are 

indicative of psychopathology. Based on these scores the 

mother-adolescent dyads were then placed in Group I if the 

adolescent tested as abnormal, or in Group II if the 

adolescent tested in the normal range. The authors 

reported that a L=61 or less for boys and girls is 

considered the normal score. The CBCL was then scored. 

Although the scores of the CBCL were not used in the final 

data analysis, they were used as a check on the YSR. CBCL 

scores that varied by more than 10 points plus or minus 

from the score of the YSR would cause the mother

adolescent dyad to be eliminated from the data analysis. 

Two mother-adolescent dyads were eliminated from the 

data analysis because of this 10 point discrepancy between 

the adolescent's view of himself/herself and the mother's 

view of her adolescent. The rationale for this procedure 

is based upon the counsel provided by Achenbach and 

Edelbrock (1987) that "even though adolescents' presumably 

know their own behavior better than others do, this does 
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not mean that adolescents' self-reports shoul d be the 

ultimate criterion for accuracy 11 (p.2). The authors 

further suggest that "adolescents' self - reports are one 

facet of assessment that should include reports by 

informants" (Achenbach & Edelbrock, 1987, p . 2). Aside 

from the YSR, the psychological assessment tests developed 

by Achenbach and Edelbrock include the CBCL (Achenbach & 

Edelbrock, 1983), which can be completed by parents, and 

the TRF (Teacher's Report Form, 19 86) which would be 

completed by the adolescents' teacher. 

did not employ the TRF in this study; 

The investigator 

therefore, the CBCL 

was used as a check against the self-report of the 

adolescent. 

Once the initial grouping and screening for inclusion 

was completed, the remainder of the tests---MHAIS, PHAIS, 

Stress During Pregnancy Questionnaire, and the SES 

Demographic Data Sheet were scored. At the completion of 

this process, the mother-adolescent dyads from Group I 

were matched with mother-adolescent dyads in Group II 

based on gender (of the adolescent), race/ethnicity, and 

i ncome level. 

Pilot Project 

A pilot project was conducted prior to this 

investigation to answer the question: Are maternal 
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physiological risk factors, maternal psychosocial risk 

factors, and perinatal risk factors related to adolescent 

psychopathology? The pilot study consisted of a non

experimental, explanatory, retrospective survey design. 

Eight mother-adolescent dyads served as the research 

subjects for this project and constituted a convenience 

sample. The mother-adolescent dyads who constituted the 

subjects in Group I were selected by the staff at a 

child/adolescent long-term in-patient psychiatric 

treatment facility. The staff selected the patients based 

on the criteria that the families who were selected were 

not likely to be disturbed by the nature of the 

investigation. Three of the mothers in Group I were 

interviewed in the in-patient treatment facility, while 

one mother was interviewed at her office at her request. 

This group constituted the group of interest since the 

adolescents had measurable psychopathology. Group II 

constituted the comparison group; the adolescents in 

these mother-adolescent dyads were presumed to have no 

psychopathology since they had not been treated for an 

emotional illness for at least 12 months. The subjects in 

Group II were selected from employees and adult students 

at an urban community college. The only criteria for 

inclusion was that they be the natural mothers of their 



132 

adolescents and that they agreed to participate. The 

mothers in Group II were all interviewed privately at 

their places of employment, again at their own request. 

The tota l number of participants consisted of four mother

adolescent dyads in Group I and the same number in Group 

II. 

After receiving an explanation of the pilot study, 

the mothers in Groups I and II were requested to respond 

in written form to the Stress During Pregnancy 

Questionnaire and the SES Demographic Data Sheet. 

Subsequently, both groups of mothers were interviewed by 

the researcher in order to gather the information 

necessary to score the MHAIS and the PHAIS. Scores on the 

CBCL for the adolescents in Group I had already been 

entered on the respective charts and the investigator 

obtained these scores from the patients charts. The CBCL 

scores for the adolescents in Group II were obtained by 

requesting the mothers to complete the CBCL. The CBCL for 

Group II was then scored by the investigator. 

The analysis of the data collected for the pilot 

project indicated that the instruments employed were 

basically adequate to inves t igate the problem, although 

some changes were called for. The SES Demographic Data 

Sheet was revised because it appeared to e l icit dishonest 

responses with respect to income. Revisions included 
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asking the respondents to indicate an income level, 

instead of a dollar amount, and checking thi s against the 

responses to other questions about the number of 

individuals residing in the home, and the number of 

bedrooms and bathrooms in the home. The YSR was 

substituted for the CBCL as the primary measure of 

psychopathology in the adolescent sampl e. This was done 

at the suggestion of a psychologist, and was substantiated 

by Achenbach and Edelbr ock (1987). The authors contend 

that the adolescent population can be t ested with 

generally reliable results (Achenbach & Edelbrock, 1987, 

p. 2) , instead of relying on their parents' completion of 

the CBCL as the only measure of the adolescents' 

psychopathology. Therefore, in this investigation, the 

CBCL was used as a screening mechanism to eliminate 

adolescents who may have distorted their responses on the 

YSR. 

The statistical anal yses which were performed on the 

data collected included both parametric and non-parametric 

tests. Research question 1: Do the perinatal, maternal 

physiological and mat ernal psychosocial risk factors 

affect the psychopathology scores of the adolescents? was 

subjected to discriminant analysis to determine which of 

the ris k factors was associated with psychopathology. The 
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results yielded~.9387, p=.962. The group means were 

found to be as follows: Group I=.22126 and Group 

II=.22126. Regression was also performed in order to 

predict which adol escents were at risk for psychopathology 

based on their risk factors. Both statistical tests 

yielded no significance. 

Both research question 2: Do mothers of adolescents 

with psychopathology have more maternal physiological risk 

factors than mothers of adolescents without 

psychopathology? and research question 3: Are there more 

perinatal risk factors among adolescents with 

psychopathology than among adolescents without 

psychopathology? were subjected to statist i cal analysis 

using the t-test for independent samples. The statistical 

results for question 2 were £=4.26 and the pooled variance 

~=.58, ~.05. The results for question 3 are E=l.09, 

separate ~=.36, ~.05. Non-significant f i ndings under 

these circumstances were not unexpected. Roscoe (1975) 

noted that a non-significant finding may indicate that the 

sample size was too small to detect existing differences. 

Research question 4: Do mothers of adolescents with 

psychopathology have more psychosocial risk factors than 

mothers of adolescents without psychopathology? was 

subjected to statistical analysis using the Mann-Whitney U 

test. Roscoe (1975) noted that the Mann-Whitney u is a 
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powerful non-parametric test which can be used as an 

alternative to the t-test. Statistical analysis revealed 

ll=6.5, ~=.6857. Pearson Correlations were used t o analyze 

research question 5: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? (x=.2597, 

~.01), research question 6: Are maternal physiological 

risk factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? (r=.2867, 

~.01), and research question 7: Are maternal 

psychosocial risk factors more likely to be associated 

with adolescent psychopathology than perinatal risk 

factors? <r=.2941, ~.01). Pearson's r was non

significant for these three questions. Again, Roscoe 

(1975) noted that the small sample size would easily 

distort the statistical significance of the Pearson 

correlation coefficient. 

Simple frequencies were performed on the demographic 

data which revealed that 75% of the mothers who 

participated in the study were currently between 36-45 

years old; 87% of the mothers were Caucasian, 13% were 

Asian; all of the mothers were citizens; 75% of the 

mothers had attended college; 13% had not graduated from 

high school; 62% of the mothers were either divorced or 
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separated; 37% of the mothers had only one child and all 

of these mothers were in Group II; 87% of the mothers 

reported they were employed full-time; 75% of the mothers 

reported they were employed in a professional capacity. 

Although statistical analysis yielded non - significant 

findings, the pilot project proved useful in that it 

provided guidance for revising many of the instruments as 

wel l as t he procedure of obtaining subjects. Research 

questions were also revised as a result of the pilot 

project. 

Treatment of Data 

The data obtained from the SES Demographic Data Sheet 

were analyzed using descriptive statistics. The mother

adolescent dyads in Groups I and II were matched on the 

variables of adolescent gender, income level, and 

race/ethnicity. Ethnicity/race, citizenship, education, 

household income level, location of prenatal care, and 

location of delivery were described by frequency 

distribution. Maternal age, the number of individuals 

living together at the time of birth, and the number of 

bedrooms and bathrooms in the home at the time of birth 

were described using the mean as a measure of centra l 

tendency and the standard deviation as a measure of 

variability. 
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Inferential statistics were used to evaluate the 

research questions. Research question 1: Do the mothers 

of adolescents with psychopathology have more physiological 

risk factors than the mothers of adolescents without 

psychopathology? was statistically analyzed by employing 

the t-test for independent samples. This allowed the 

investigator to test the proposition that there is no 

difference in the means of Groups I and II with respect to 

the mothers' physiological risk factors. 

Research question 2: Do the mothers of adolescents 

with psychopathology have more psychosocial risk factors 

than the mothers of adolescents without psychopathology? 

was analyzed by use of the Mann-Whitney U, a non

parametric equivalent of the t-test. The Mann-Whitney U 

tests the null hypothesis that the means of the groups are 

equal, or the alternative hypothesis that mothers of 

adolescents with psychopathology experience a higher 

degree of psychosocial stress than the mothers of 

adolescents without psychopathology. 

Research question 3: Have adolescents with 

psychopathology incurred more perinatal risk factors than 

adolescents with psychopathology? was statistically 

analyzed by the use of the t-test for independent samples; 

the hypothesis being that the means of the two groups are 

equal. Research question 4: Are maternal physiological 
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risk fact ors more likely to be assoc i ated with adolescent 

psychopathology than perinatal risk factors? was analyzed 

by the use of a non-parametric correlation procedure---the 

Spearman rank-order correlation. Research question 5: 

Are maternal physiological risk factors more likely to be 

associated with adolescent psychopathology than perinatal 

risk factors? was analyzed by the use of the Pearson 

Product-Moment correl ation. 

Research question 6: Are maternal psychosocial risk 

factors more likely to be associated with adolescent 

psychopa thology than perinatal risk factors was analyzed 

by use of the Spearman rank-order correlation. Finally, 

research question 7: Are there differences in the 

incidence of maternal physiological risk fac tors, maternal 

psychosocial risk factors, and perinatal risk factors 

among the adolescent sample with psychopathology based on 

race/ethnicity, which was categorized as Caucasian and 

non-Caucasian? were analyzed by the use of a one-way 

MANOVA which indicates whether the differences among the 

racial/ethnic groups on the incidence of risk factors 

occurs by chance or is statistically significant. The 

investigator fixed the level of significance for all data 

analyzed by the use of inferential statistics at ~.OS. 
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Summary 

This investigation utilized the methodology of a 

descriptive, non-experimental, retrospective survey design 

to examine the question: Is psychopathology 1n the 

adolescent population related to the prevalence of 

ma t ernal physiological , maternal psychosocial, and 

perinatal r isk factors? The subjects cons i sted of a 

convenience sample of 50 mother-adolescent dyads. The 

mot her-adolescent dyads were assigned to Group I if the 

adolescent tested in the abnormal range on the YSR; 

mother-adolescent dyads were placed in Group II if the 

adolescent tested in the normal range on the YSR . Mothers 

were then interviewed to complete the following 

instruments: the MHAIS, the Stress During Pregnancy 

Questionnaire, the PHAIS, the SES Demographic Sheet. 

Finally, the mothers completed the CBCL as a check on the 

adolescent's score on the YSR. 

Seven research questions were formulated to answer 

the question of study. Statistical tests used were: the 

t-test, the Mann-Whitney U test, the Spearman Rank 

Correlation Coefficient, the Pearson Product-Moment 

Correlation Coefficient, and one-way MANOVA. Statistical 

analysis indicated that 2 of the 7 research questions 

proved statistically significant. Demographi c variables 

were also analyzed to determine if these variables 



demonst r ated a relationshi p to the p r evalenc e of risk 

factors . 
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CHAPTER 4 

ANALYSIS OF DATA 

This investigation was undertaken to examine the 

rel ationship between maternal physiological risk factors, 

maternal psychosocial risk fac tors, perinatal risk 

factors, and adolescent psychopathology. The data which 

were ana l yzed and reported in this chapter were reflective 

of the sample subjects who agreed t o participate in this 

resear ch study. Demographic data were examined by the use 

of descriptive statistics. Inferential statistical 

measures, both parametric and non-parametric were employed 

to analyze t he data collected to answer t he res earch 

questions. 

Description of Sample 

The total sample participat ing in this investigation 

consisted of 100 individuals , 50 female adults, a nd 50 

participants who were offspring adolescents between 12 to 

18 years of age, o f whom 24 {48%) were males and 26 (52% ) 

were females (Figure 6). The racial/e thnic data for the 

entire sample of mother-adolescent dyads indicated that 22 

(44% ) of the mother-adolescent dyads were Caucasian, while 
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28 (56%) of the mother-adolescent dyads were non-Caucasian 

(Figure 7). 

Following testing of the adolescents on the YSR and 

their mothers on the CBCL, the adolescents were arranged 

into two groups; Group I consisted of mother-adolescent 

dyads who tested in the abnormal range on the YSR, while 

Group II consisted of mother-adolescent dyads who tested 

in the normal range on the YSR. As indicated previously, 

the subjects were paired on the following variables: 

gender, race/ethnicity, and household income level at 

birth. For those mother-adolescent dyads who were placed 

in Group I, the data reveals that 11 (44%) were Caucasian 

and 14 {56%) were non-Caucasian. 

The data (as indicated in Figure 3) demonstrated that 

the household income level fell within a narrow range; 

none of the subjects was living at poverty level, and none 

was in the high income bracket at the time of the 

adolescents' birth. Thirteen (26%) of the total sample 

indicated their household income level to be in the low 

income range, while 37 (74%) mothers indicated they were 

in the middle income bracket at the time of the 

adolescents' birth. In Group I, information retrieved 

from the SES Demographic Data Sheet established that six 

(24%) of the mothers were in the low income category at 

the time their adolescents were born, while 19 (76%) were 
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in the middle income bracket. Income level for Group II 

subjects indicated that seven (28%) of the mothers were in 

the low income category and that the remaining 18 (72%) 

mothers were in the middle income bracket at the time of 

their adolescents' birth (Figure 8). 

Household Income Level 

74% 76% 
72¾ 

60% · -· · · · · · · .... · · · · · · · · · .. · · ... --... -· · · · · · · --· · ---· 

40% --- ............. ........ . · · ... · ······· ........... . 

20% 

0% ......_.....______. 
Total Group I Group II 

I □ Middle Income Ill Low Income 

Figure 8. Household Income Level at Time of Birth. 

These figures are substantiated by the data which 

were elicited on the SES Demographic Data Sheet to support 

the mothers' statement of income level. The 

substantiating data included questions about the number of 

individuals living in the household, and the nwnber of 

bathrooms and bedrooms available in the home during the 
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time of the pregnancy. Table 2 demonstrates that among the 

50 mothers, the mean number of individuals living in the 

household at the time of the adolescents' birth equaled 

3.32 with an SD of 1.57. 

Table 2 

Socioeconomic Data Substantiating 
Household Income Level 

All Mothers Group I 
(N=50) (N=25) 

Variable M SD M SD 

No. persons 3.32 1.57 3.28 1. 27 
living in 
household 

No. bedrms. 2.60 0.83 2.52 0.71 
in home 

No. bathrms. 1.40 0.53 1.44 0.50 
in home 

Group II 
(N=2 5) 

M SD 

3.36 1.84 

2.68 0.94 

1.36 0.56 

Group I mothers had a mean number of 3.28 individuals 

living in the home, with an SD of 1.27. Additionally, 

Group I mothers had a mean number of 2.52 bedrooms, with 

an SD of .71, and a mean number of 1.44 bathrooms with an 

SD of .50. Group II mothers had a mean number of 3.36 

individuals living in the home, with an SD of .94. These 



same mothers had a mean number of 2.6 bedrooms, SD=.94, 

and a mean number of 1.36 bathrooms, with an SD of .56. 
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Data was collected about a number of other variables 

which have been of interest to researchers investigating 

factors associated with less than positive neonatal, 

childhood, and adolescent outcomes. The mothers were 

asked whether they had been born in the United States or 

elsewhere. 

Mothers' Birthplace 
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Figure 9. Mothers' Birthplace. 

Their responses indicated that the vast majority of them 

were native born; 47 (94%) mothers were born in the 

United States, only three (6%) mothers were born 

elsewhere. Of the mothers in Group I, 23 (92%} were born 
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in the United States, while two (8%) of the mothers were 

born in another country. Similar figures can be seen for 

the mothers in Group II; 24 (96%) mothers were born in the 

United States and only one (4%} mother was born elsewhere. 

Figure 9 depicts this data. 

The mothers' ages at the time of their adolescents' 

birth were also extracted from the SES Demographic Data 

Sheet. Age data indicate that the mothers were virtually 

the same age at the time of birth. The mean age of all 

the mothers was 24.56 years; Group I mothers had a mean 

age of 24.92, while the mean age for Group II mothers was 

24.2 years of age (Figure 10). 
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Figure 10. Mothers' Age at Time of Birth. 
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The educational status of mothers demonstrated more 

differences than did age. Among the total group of 50 

mothers, seven (14%) indicated they were college 

graduates, 20 (40%) indicated they had attended some 

college, 13 (26%) stated they were high school graduates, 

and the remaining 10 (20%) mothers indicated they had 

completed less than 12 years of school. 

Mothers' Educational Level 
At Time of Birth 
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Figure 11. Mothers' Educational Level at Time of Birth. 

Mothers in Group I had achieved the following educational 

attainment: only two (8%) mothers were college graduates, 

while a large number of the mothers, 13 (52%) had some 

college education; six (24%} of the mothers were high 

school graduates and four (16%) mothers had less than 12 
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years of schooling. Mothers in Group II demonstrated the 

following educational attainment: five (20%) of the 

mothers were college graduates, seven (28%) mothers had 

attended some college, seven (28%) mothers were high 

school graduates, and, finally, six (24%} mothers had less 

than a high school education (figure 11). 

Mothers were also asked from whom they obtained their 

prenatal care. Among the total sample of mothers the vast 

majority, 36 (72%) mothers, indicated that they had 

received their prenatal care from either a private 

physician or nurse midwife. 
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Figure 12. Provision of Pre-Natal Care. 
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Eight (16%) mothers acquired their prenatal care in a 

public clinic setting, while six (12%) mothers received 

their prenatal care in a private clinic {Figure 12). None 

of the mothers indicated that she had received her 

prenatal care from a lay midwife; likewise, none of the 

mothers had no prenatal care. 

Mothers who were placed in Group I indicated the fol

lowing information about who provided their prenatal care: 

private physician or nurse midwife= 17 (68%); public 

clinic= 6 (24%); and, private clinic= 2 (8%). Mothers 

who were placed in Group II stated that 19 (76%) of them 

received their prenatal care from either a physician or 

nurse midwife, two (8%) of them obtained their prenatal 

care in a public clinic, and four (16%) of them received 

their prenatal care in a private clinic. 

Data from the SES Demographic Data Sheet indicated 

that 47 (94%) of the total adolescent sample were born in 

the United States, with only three (6%) of the adolescents 

having been born elsewhere. Of the adolescents in Group 

I, 23 (92%) were born in the United States, while two (8%) 

were born outside of this country. Among the adolescents 

in Group II, 24 (96%) were born in the United States and 

only one (4%} was born elsewhere. 

Finally, the mothers were queried about where the 

delivecy of their adolescents occurred (Figure 13). None 
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of the mothers indicated that their deliveries at home. 

Thirty-five (70%} of the mothers noted that their 

delivery took place in a private hospital, while 15 (30%) 

mothers gave birth in public hospitals. Private hospitals 

were the site for the delivery of 17 (68%) of the 

adolescents in Group I, while eight (32%} of the Group I 

adolescents were delivered in public hospitals. The 

adolescents in Group II demonstrated similar birthplace 

patterns, as those in Group I; 18 (72%) of the 

adolescents were delivered in private hospitals and the 

remaining seven (28%) adolescents were born in public 

hospitals. 

Adolescents' Birthplace Facility 
80% 

_.n 
-

60% ······------········--------· ................. _ .. _ ..... 

40% ............................... ~--·----------------------

... • ... 
20% 

Total Group I Group II 

[□ Private Hospital • Public Hospital I 

Figure 13. Adolescents' Birthplace Facility. 
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Findings 

This investigation was undertaken to answer the 

question: Is psychopathology in the adolescent related to 

the prevalence of maternal physiological, maternal 

psychosocial, and perinatal risk·factors? Seven research 

questions were developed to analyze the data and answer 

the problem under study. This portion of the 

investigation discusses the seven research questions, the 

statistical tests employed, and the results of these tests. 

Research Question 1: Do the mothers of adolescents 

with psychopathology have more physiological risk 

factors than the mothers of adolescents without 

psychopathology? 

This question was evaluated by subjecting the 

collected data to statistical analysis by using the t-test 

for independent samples. The t-test, an inferential 

parametric test, was used to examine whether there was a 

difference in means, in this case, between Groups I and II 

in relation to the number of maternal physiological risk 

factors {Jendrek, 1985). Table 3 indicates the data 

analysis output from the statistical program SPSS/PC+ 4.0 

(SPSS Inc., 1990). As seen in Table 3, data analysis 

shows no significant difference of means. Jendrek (1985) 

indicated that the SPSS/PC+ program does not give results 

for one-tailed tests, so the investigator is forced to 



divide the results of the two-tail probability by two, 

resulting in .086, a non-significant finding. 

Table 3 

Two-tail T-test Measuring Differences in Means 
Between Groups I and II on Prevalence 

Source 

Group I 

Group II 

.t. value 

1.38 

*:o s;.05 

of Maternal Physiological 
Risk Factors 

Number of Cases 

25 

25 

Mean 

3.44 

2.80 

Pooled Variance 

Degrees of Freedom 

48 

SD 

1.55 

1.70 

2-tail P 

.173 

SE 

.31 

.34 
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Research Question 2: Do the mothers of adolescents 

with psychopathology have more psychosocial risk fac

tors than the mothers of adolescents without 

psychopathology? 

Question 2 was analyzed by the use of the Mann

Whitney U-test. Roscoe {1975) noted that the Mann-Whitney 



U-test is a good alternative to the t-test; as a non

parametric equivalent of the t-test, it can be employed 

when the assumptions of the t-test cannot be met. 

Table 4 

Two-tail Mann-Whitney U-test Measuring Differences 
in Means Between Groups I and II on Prevalence 

of Maternal Psychosocial Risk Factors 

Source 

Group I 

Group II 

u 

139.0 

Nwnber of Cases 

w 

25 

25 

811.0 

z 

-3.3719 

Mean Rank 

32.44 

18.56 

2-tail P 

.0007* 
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The rationale for using the Mann-Whitney U-test was to 

test the null hypothesis that the means of Groups I and II 

are equal, or the alternative hypothesis that mothers of 

adolescents with psychopathology experienced a higher 

degree of psychosocial stress than the mothers of 

adolescents without psychopathology. Once again, since 
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the SPSS/PC+ program does not give a one-tail test, it is 

necessary to divide the value of u by two; this yields 

~.001* which is statistically significant. 

Research Question 3: Have adolescents with 

psychopathology incurred more perinatal risk factors 

than adolescents without psychopathology? 

Table 5 

Two-tail T-test Measuring Differences in Means 
Between Groups I and II on Prevalence 

Source 

Group I 

Group II 

t. value 

1.86 

of Perinatal Risk Factors 

Nwnber of Cases 

25 

25 

Pooled Variance 

Degrees of Freedom 

48 

Mean 

1.56 

0.76 

SD 

1. 75 

1.23 

2-tail P 

.069* 

SE 

. 35 

.24 

This question was analyzed by use of the t-test for 

independent samples, the null hypothesis being that the 



means of the two groups are equal, or the alternative 

hypothesis that there is a difference between the two 

groups as regards the prevalence of perinatal risk 

factors. Table 5 indicates the data analysis. 
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Again, as in question one, the data analysis provided 

by the SPSS/PC+ program does not provide a one-tail test. 

A one-tail value is derived from dividing the two-tail 

probability by two, i.e.: ~.04*. This~ value is 

statistically significant, thereby demonstrating that 

adolescents with psychopathology have a greater incidence 

of perinatal risk factors than adolescents without 

psychopathology. 

Research Question 4: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than maternal psychosocial risk 

factors? 

Question four was analyzed by use of the Spearman 

Rank Correlation Coefficient. One statistician noted that 

it is sometimes necessary to compute a correlation 

coefficient when "one or both of the variables is on the 

ordinal scale" (Roscoe, 1975, p. 106}. This statistical 

test is analogous to the Pearson Product Moment 

Correlation Coefficient for use with ordinal level data. 

Table 6 provides the data analysis from the SPSS/PC+ 

program. The Spearman Rank Correlation Coefficient 
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procedure performed on the data to answer question four, 

indicates no statistical significance; that, is, maternal 

physiological risk factors are not more likely to be 

associated with adolescent psychopathology than are 

maternal psychosocial risk factors. 

Table 6 

Two-tail Spearman Rank Correlation Coefficient to 
Determine the Relationship Between Maternal 

Physiological Risk Factors and Maternal 
Psychosocial Risk Factors Among 

Group I Adolescents 

Statistic Value MORE Approx. Significance 

Spearman Corr. .348 .087 

Research Question 5: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Data analysis from the SPSS/PC+ program indicated no 

significant statistical difference between maternal 

physiological risk factors and perinatal risk factors in 

association with adolescent psychopathology. Table 7 

provides the output from the SPSS/PC+ data analysis for 

question five. 



Table 7 

Two-tail Pearson Product-Moment Correlation Coefficient 
to Determine the Relationship Between Maternal 

Physiological Risk Factors and Perinatal 
Risk Factors Among Group I Adolescents 
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Correlations Maternal Physiological Perinatal Risk 
Risk Factors Factors 

YSR .097 .063 

Cases (25) ( 25) 

ll = .643 ll = .762 

Research Question 6: Are maternal psychosocial risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Question six was analyzed by use of the Spearman Rank 

Correlation Coefficient because some ordinal level data 

was used. Table 8 provides the statistical analysis from 

the SPSS/PC+ program. As Table 8 indicates there was no 

statistical significance between maternal psychosocial 

risk factors and perinatal risk factors in terms of their 

association with adolescent psychopathology. 



Table 8 

Two-tail Spearman Rank Correlation Coefficient 
to Oetennine the Relationship Between Maternal 

Psychosocial Risk Factors and Perinatal 
Risk Factors Among Group I Adolescents 

Statistic Value MORE Approx. Significance 

Spearman Corr. .048 .819 

Research Question 7: Are there differences in the 

incidence of maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal 

risk factors among the adolescent sample with 

psychopathology based on racial/ ethnic group 

(Caucasian, non-Caucasian)? 
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Research question seven was analyzed by use of 

Multiple Analysis of Variance (MANOVA). MANOVA is a 

statistical operation which is used to examine the effect 

of multiple independent variables measured on two or more 

dependent variables concurrently (Hair, Anderson, Tatham, 

& Grablowsky, 1984). In this case, race/ethnicity 

(Caucasian, non-Caucasian) was the independent variable 

being measured in order to determine its effect on the 

dependent variables of maternal physiological risk 
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factors, maternal psychosocial risk factors, and perinatal 

risk factors among adolescents with psychopathology. The 

mathematical principles which apply to ANOVA also apply to 

MANOVA. The benefit of using MANOVA is that it accounts 

for correlations among the dependent variables while 

simultaneously testing all the variables. Table 9 

provides the SPSS/PC+ program data analysis. 

Table 9 

One-Way MANOVA to Determine the Effects of Race/ 
Ethnicity on the Prevalence of Maternal 

Physiological Risk Factors, Maternal 
Psychosocial Risk Factors, and 
Perinatal Risk Factors Among 

Group I Adolescents 

·univariate .E-tests with (1,23) D. F. 

Variable MPSYS MPHYS NATAL 

Hypoth. ss 1.017 7.595 4.322 

Error SS 18.319 50.564 69.837 

Hypoth. MS 1.017 7,595 4.322 

Error MS 0.796 2.198 3. 03 6 

.E 1.277 3.454 1.423 

~ 0.270 0.076 0 .245 
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Table nine demonstrates that there were no statistically 

significant effects between the risk factors and 

race/ethnicity. 

Summary of Findings 

The first three research questions examined the 

problem of whether maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal risk 

factors were associated with adolescent psychopathology. 

The data analysis determined that in comparison to a group 

of adolescents without psychopathology, the adolescents 

with psychopathology had no significant difference in 

maternal physiological risk factors. On the other hand, 

adolescents with psychopathology did have more perinatal 

risk factors and their mothers had more psychosocial risk 

factors during pregnancy than the adolescents without 

psychopathology . 

Research questions four through six examined the 

adolescents with psychopathology to determine if one type 

of risk factor was more prevalent than another. There 

were no statistically significant findings to any of 

these questions, indicating that no one risk factor was 

more prevalent than another. 

Finally, research question seven explored the issue 

of whether race/ethnicity has any effect on the prevalence 
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of risk factors among the adolescent group with 

psychopathology. Since the data analysis indicated no 

statistically significant finding, this study does not 

provide the evidence that race / ethnicity is implicated in 

the prevalence of risk factors among emotionally and/or 

behaviorally disturbed adolescents. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The objective of this study was to investigate the 

question of whether psychopathology in the adolescent is 

related to the prevalence of maternal physiological, 

maternal psychosocial, and perinatal risk factors. In 

order to investigate the problem of study, seven research 

questions were developed to determine if a relationship 

exists between risk factors and adolescent emotional and/or 

behavioral disturbance, The seven research questions which 

were formulated and subjected to statistical analysis were 

as follows: 

Research Question 1: Do the mothers of adolescents 

with psychopathology have more physiological risk 

factors than the mothers of adolescents without 

psychopathology? 

Research Question 2: Do the mothers of adolescents 

with psychopathology have more psychosocial risk 

factors than the mothers of adolescents without 

psychopathology? 

Research Question 3: Have adolescents with 

psychopathology incurred more perinatal risk factors 

163 
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than adolescents without psychopathology? 

Research Question 4: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than maternal psychosocial risk 

factors? 

Research Question 5: Are maternal physiological risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Research Question 6: Are maternal psychosocial risk 

factors more likely to be associated with adolescent 

psychopathology than perinatal risk factors? 

Research Question 7: Are there differences in the 

incidence of maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal risk 

factors among the adolescent sample with 

psychopathology based on racial/ethnic group 

(Caucasian, non-Caucasian)? 

Summacy 

Fifty mother-adolescent dyads were recruited from an 

urban southwestern school district's high school population 

to provide a convenience sample for this retrospective, 

descriptive investigation. Mother-adolescent dyads were 

self-selected into either Group I , constituting those 
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adolescents with psychopathology, or Group II, constituting 

those adolescents without psychopathology. 

The focus of the study was to determine if three risk 

factors: maternal physiological, maternal psychosocial, 

and perinatal risk factors, which are often discussed in 

the research literature are associated with adolescent 

psychopathology. Six instruments were used to test 

variables which pertain to the investigation. The CBCL and 

the YSR are standardized instruments (Achenbach & 

Edelbrock, 1983, 1987) which were used to assess 

psychopathology, or the lack of psychopathology, in the 

adolescent sample who participated in the study, and, 

thereby, permitted the assignment of the mother-adolescent 

dyads to either of the groups. 

The remaining four instruments, the MHAIS, the PHAIS, 

the Stress During Pregnancy Questionnaire, and the SES 

Demographic Data Sheet were developed by the investigator; 

validity and reliability were established for these 

instruments where appropriate. The MHAIS was developed to 

assess the amount of physiological stress incurred by 

mothers during their pregnancy, while the PHAIS was 

formulated to appraise the amount of physiological stress 

incurred by the adolescent during the perinatal period. 

The Stress During Pregnancy Questionnaire was constructed 

to assess the degree of psychosocial stress the mothers 
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experienced during their pregnancy. Finally, the SES 

Demographic Data Sheet was developed to evaluate the 

various factors, such as income, education, and age which 

have been associated with negative offspring outcomes. 

Discussion of Findings 

The obstetrical literature is replete with research, 

both retrospective (Erickson, 1971; Carey et al., 1981; 

Salk et al., 1985) and prospective (Nesbitt, Jr. & Aubry, 

1969; Hobel et al., 1973; Main et al., 1987) which 

substantiate that either one or a series of maternal 

physiological risk factors impact negatively on the 

neonate. Other studies have implicated maternal 

physiological risk factors in poor childhood and adolescent 

outcomes, such as: cerebral palsy and suicide (Lilienfeld 

et al., 1955: Lesinski, 1975; Salk et al., 1985), however, 

the statictical analysis for this study did not support 

such a finding in relation to adolescent psychopathology. 

The findings of this study substantiated that maternal 

psychosocial risk factors incurred during pregnancy are 

associated with adolescent psychopathology. This outcome 

concurs with the findings of recent research which is just 

beginning to give credence to the idea that emotional 

distress may be associated with physiological pregnancy 

complications (Norbeck & Tilden, 1983; Newton & Hunt, 1984) 
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and negative neonatal, childhood, and adolescent outcomes 

(Downs, 1977; Zajicek & Wolkind, 1978; Edell, 1992). The 

investigation reported by Edell (1992) is of particular 

significance, since it implicates death of a loved one with 

the delivery of low birthweight babies; the same study 

noted that providing emotional support in the form of 

counseling and social support to emotionally stressed 

pregnant women, decreased the incidence of low birthweight 

babies significantly when compared to a control group with 

similar stressors who were provided prenatal care but no 

emotional support or counseling. 

The alternate hypothesis of question three was 

supported by the data analysis. Group I adolescents did 

experience more perinatal risk factors than adolescents in 

Group II. This finding is substantiated by a host of 

studies which demonstrate that maternal ingestion of 

teratogenic substances (Chasnoff et al., 1980; Blakeslee, 

1989; Rosenthal, 1990; ttFetal effect," 1991; APregnant 

smokers, 11 1992), respiratory distress syndrome (Trotter et 

al., 1982), intraventricular hemorrhage {Gaiter, 1982), 

infection (Esper, 1989; »undiagnosed syphilis," 1990; 

Jackler, 1992) and a variety of other factors (Werner & 

Smith, 1979; Blackburn, 1982; Allen, 1984; Holmqvist & 

Svenningsen, 1985) either singly or in combination with 
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each other, are associated with negative developmental and 

emotional outcomes for infants, children, and adolescents. 

In this investigation statistical analysis yielded a 

non-significant finding in relation to the issue of whether 

maternal physiological risk factors are more likely to be 

associated with adolescent psychopathology than maternal 

psychosocial risk factors. A literature search failed to 

produce any studies which focused on these independent 

variables in association with adolescent psychopathology. 

However, many investigations have determined that maternal 

physiological risk factors are associated with offspring 

who develop emotional disturbances (Lilienfeld et al., 

1955; Lindor et al., 1980; Salk et al., 1985). Likewise, a 

number of other studies have implicated maternal mental 

illness {Sameroff & Zax, 1973; Anthony, 1977; McNeil & 

Kaij, 1978; Kuyler et al., 1980; Beuhring et al., 1982) and 

maternal emotional stress (Zajicek & Wolkind, 1978; Norbeck 

& Tilden, 1983; Newton & Hunt, 1984; White & Ritchie, 1984) 

with offspring who are emotionally disturbed. 

The question of whether maternal physiological risk 

factors are more likely to be associated with adolescent 

psychopathology than perinatal risk factors was found to be 

statistically non-significant. Since numerous studies have 

implicated both maternal physiological risk factors 

(Lilienfeld et al., 1955; Abel, 1980; "Schizophrenia, 
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prenatal," 1987) and perinatal risk factors {Werner & 

Smith, 1979; Trotter, Chang, & Thompson, 1982; Allen, 1984; 

"Low infant," 1990) in poor childhood and adolescent 

outcomes, perhaps both are equally culpable. 

A review of the literature did not reveal other 

investigations studying the question of whether maternal 

psychosocial risk factors or perinatal risk factors are 

more likely to be associated with adolescent 

psychopathology. The statistical analysis did not reveal a 

significant difference. As mentioned previously, perinatal 

risk factors have been mentioned frequently in the 

scientific literature as having a positive association with 

poor infant, childhood, and adolescent outcomes. Far fewer 

studies have evaluated the effects of maternal psychosocial 

stress on maternal offspring. 

Finally, race/ethnicity did not seem to be a factor 

associated with maternal physiological risk factors, 

maternal psychosocial risk factors, and perinatal risk 

factors among the adolescent population with 

psychopathology. Although race/ethnicity has been 

implicated in some maternal physiological and perinatal 

risk factors (African-Americans have more low birthweight 

babies, and a higher incidence of pregnancy induced 

hypertension), and these risk factors have been linked to 
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childhood emotional and physical developmental delays, 

cause and effect has yet to be established. The research 

literature is silent about any relationship between 

race/ethnicity, maternal psychosocial risk factors and 

adolescent psychopathology; as a result, it comes as no 

surprise that there was not a significant statistical 

finding in regards to question seven. 

Relating the investigation's findings to the Risk 

Factor-Total Response Model reveals that the model has some 

validity. The RF-TRM asserts that maternal physiological 

and psychosocial risk factors, and perinatal risk factors 

have an association wi.th the individual's total response 

which will result in either homeostasis or rnaladaption, 

which was defined as adolescent psychopathology. Although 

statistical analysis did not reveal an association between 

maternal physiological risk factors and adolescent 

psychopathology, maternal psychosocial risk factors and 

perinatal risk factors proved to be associated with 

adolescent psychopathology. Further testing of the model 

with a larger, more heterogeneous sample, including mothers 

who did not receive prenatal care, would probably reveal an 

association between maternal physiological risk factors and 

adolescent psychopathology. This assertion is based on 

findings in the literature which have found a positive 

association between this risk factor and negative child and 
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adolescent outcomes (Lilienfeld & Pasamanick, 1954; Salk et 

al . , 19 8 5) • 

Conclusions and Implications 

The results of this investigation lead to the 

following conclusions with this sample: 

1. Statistical analysis between the comparison groups 

indicated that maternal physiologicial risk factors 

are not associated with adolescent psychopathology. 

2. This investigation indicated that between the 

comparison groups maternal psychosocial risk factors 

are associated with adolescent psychopathology. 

3. Adolescent psychopathology was also demonstrated to be 

associated with perinatal risk factors between the 

comparison groups. 

4. The statistical analysis did not indicate a 

relationship between race/ethnicity and adolescent 

psychopathology within Group I. 

5. None of the risk factors was more likely to be 

associated with adolescent psychopathology than any of 

the others within Group I. 

There are a number of implications which can be drawn 

as a result of this investigation. Since 2 of the 3 risk 

factors were positively associated with adolescent 

psychopathology the inference can be made that some insults 
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incurred during pregnancy do have a negative impact on 

offspring which is expressed in the psychosocial realm. 

While the investigation did not demonstrate an association 

between maternal physiological risk factors and 

psychopathology, further research is indicated. The sample 

for this study was rather small and all of the mothers 

stated they received prenatal care. Since many women in 

this country do not receive prenatal care, there is still 

likely to be an association between maternal physiological 

risk factors and adolescent psychopathology which did not 

come to light in this investigation. Statistical analysis 

did not reveal an association between race/ethnicity and 

adolescent psychopathology. This finding bears further 

study. 

Recommendations for Further Study 

The results of this study demonstrate that this 

subject is ripe for further investigation. Therefore, the 

following recommendations are made pursuant to 

understanding the role of the independent variables 

measured in this investigation: 

1. This study should be replicated using a larger 

convenience sample of adolescents with psychopathology 

to determine if maternal physiological risk factors do 



impact on the development of psychopathology among 

adolescents. 
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2. A prospective, longitudinal randomized investigation 

with a control group should be undertaken measuring 

the same variables, with the precision permitted by 

having maternal prenatal and perinatal records 

available to the investigators, instead of having to 

rely on the incomplete knowledge and/or memo:ry of the 

mothers. 

3. A prospective, longitudinal randomized investigation 

with a control group should be undertaken using two 

only two independent variables, such as a low Apgar 

score and documented fetal distress in utero, to 

ascertain if an association with adolescent 

psychopathology exists. 

4. This study should be replicated using a larger 

convenience sample of mother-adolescent dyads and 

looking at factors such as family dynamics as an 

intervening variable in association with the 

development of adolescent psychopathology. This would 

involve using path analysis to develop a more 

inclusive model which would consider nature and 

nurture as factors implicated in the development of 

adolescent psychopathology. 
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5. On the assumption that maternal physiological risk 

factors, maternal psychosocial risk factors, and 

perinatal risk factors are associated with adolescent 

psychopathology, a prospective, randomized 

longitudinal study should be undertaken. A nursing 

intervention in the form of counseling for those 

mothers experiencing psychosocial stress should be 

provided for an experimental group, along with the 

traditional prenatal care, while another group 

receives only prenatal care . 

6. A prospective, longitudinal investigation should be 

conducted in an society where pregnant women are under 

extreme stress (such as war-torn nations) to determine 

the outcome for these offspring. 

All of these recommendations require a commitment of 

time and money, and many difficulties would have to be 

surmounted. Yet the health and welfare of children in this 

country is in decline; professional efforts on the part of 

health care providers, especially nurses, may be able to 

promote child and adolescent welfare in this country. 
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- IOI Oftioe UU Otlly -

10£NT1FIComON • 

YOUTH SELF-REPORT FOR AGES 11-18 

'!'OUR AGE VOUR SEX I GRADE IN &CHOOI.. YOUR Hi\ME Ort/ D BO)' 0 Gir1 

'!'OUR RACE lODAY'S ~ PAAEN!'S TYPE OFWORK(P/11uabesp,,c/fi<: - frlroam~••uto mecMnie, 

0 Black 
high &c:hool reE:1111r, homem•,,_,, 18-bolrr, lat!» o~rttor; 1'1~ salesman. •rmr 

Mo. ___ Date ___ Yr. ___ NfS/1!'8rlf;.} 

□ White FATHER'S 
0 Ol~•• (spec:ll)'j DATE OF BIITTH TYPE OF WORIC: 

MOTr-lER'S Mo. ___ Oa!e ___ Yr. ___ TYPE. OF WORK: -

I. Please 11st the sports ~ mast Ilka Colllpa.Nd IO others of :,vur 1ga, Compa111d to athe111 of :,vur age, 
to tab part In. For example: swimming, about how much time do :,vu how -11 do ~u do each 
basebilH, skating, skate boarding, bllle 1ij19nd In .. ,;:ti? onll? 
ridin~. fish inQ, otc.. 

Lass 111019 

D None 
Than TI!an llekJlor Abaft 
Affll4lt Aoerage -"'II" ,,,.. .. 91 ,._,,'II, '---1'1 

a. D D □ □ D D 
b. D D D □ □ D 
c:. D D □ □ □ □ 

II. Please 11st ~ur f■WDrile hobbiea, ColllpaNCI to others of yaur ag■, Com pa red to other. ot yaur age, 
■cllrttlea. ■nd {lamae, other than 1pcnte. about how tnuch tl111e ho1111 "811 do :,vu do Nch 
For e:,:ample: carda, books. plane, do :,vu spend In eaef11 one? 
crafts, etc. (Do not Include T.v.J 

1.811 111.,.,, 

D None 
Tllan Thall llelcM .Ai-. 
,be,. .. Aftrage -n,ga -g• Aoerag,, ...... II" 

a. □ D D D □ □ 
b. □ □ □ D □ □ 
C. □ □ □ D □ □ 

Ill. Please IISI any orgenlz:adon, clubs, teams Compand to OUlarB DI :,vur age, 
or groups you bdong to. h- actlw ■111 you In each? 

0 None 
, ..... IIIDnl 
loc\M AwtegeMII.., 

L □ □ 0 
b. □ D □ 
C. □ D □ 

IV. Pl•••• 11st any )obi or c:flcns yau 11111118- CDrllpaNCI to atllers af yaur 
For example: Paper route. biibysiniri~. ■!la. i- well dCI you 
making bed, etc. GIIIY th1m out? 

0 lllor,e Below Abaft 
Aftrage A-11'" A--e-

a. □ D D 
b. □ D □ 
C. □ □ D 

c ColJ)'l1ght 1981 lhofNs M. ~enblch Ind CAlg Edelb!ock 
Thol!lal M. Aenenbadl. Pri.D.. U. ol 'tleffllont I Sa ~ SL. 9\/lli!IQl!ltl. VT ct.01. 
\/NAIITHOIIIZED REPRODUCTION FORSIDOEH l't' LAW 
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V. 1. Aboul h- many clo,e tr1end5 do you hnll? D None □ 1 D 2 or3 0 4 or more 

2. About haw man, llmN • wNlc do J0U do lhlngs MIii lhell'I? D lesstnao1 D 10,2 D 3ormore 

VL Compallld 10 othffl ot rour ■u■• h- wen do you: 

'Mlrse About 1M .. 11"11 Bener 

a. Get along with your blotlH!rs &. si111er,,? □ □ □ 
b. Get along with other kid s1 □ □ D 

c. Get along with your panmts? 0 D D 

d. Do things by ~ursell? D □ D 

Vil Cum1nt1cllaolpe~om1ance 

D I do r,ol go lo school Falling Bel-•r■ge ~r"IPI ~ A-erave 

e. English D □ D □ 
b. Math D □ D □ 

OI her su blacts: C. □ □ D □ 
d. D □ D □ 
e. □ □ D □ 
I. □ □ D D 

g. □ □ D □ 

Please describe any concerns or problems you have about school 

PAGl:2 



VIII. Below is a Ii$! of item$ th.it cle$cribe k!d&. For each Hem that dOSl.ri~ yw nvw or within ht past 6 monthl, plu,e c:ircle lhe 2 If the 
11em is wry true or oflen 1/ue of )OU. Cin:le the 1 It lhe llem Is lllfflewllal or aometlmes INI or )'Ou. It \he Item Is nol true of rou. Circle Ille o. 

0 
Q 

0 
0 
0 

0 

0 

a 

0 

0 
0 
0 
0 
0 
a 
0 
0 

0 

0 
0 

0 
0 

0 
0 

0 
0 

0 

0 

0 

0 

0 

0 
0 

0 
0 

0 
0 

0 

0 

2 

2 

2 
2 
2 
2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 
2 

2 

2 

2 
2 

2 

o = Not T1111 1 = Sonwwtial « Sometlmn True 2 = Yrry Tnle or Often True 

1. I ac:I too ywng for my ag" 0 2 «I. I hear things l!'oat nobody else 
2. I haw an llllBIIIY (de8Q1b8); ____ _ -,s able l'O t,e,ar (desc:rlbe): ___ _ 

0 1 2 -41, I act W~CU! stopping 10 lh Ink 3, I argue .. IOI 
0 1 2 ,S2. I 11"8 10 De alclne 

4, I ha.a utnma 
0 1 2 43, I lie or Cheal 

5. I a.ct like the OP!'OSi!e &ex 
1 2 '-4, I bile rny flngemalls 0 

6 I lib! a.nlmals 
0 2 ~ I am IH!IVOUS or tenee 7. I brag 
0 2 -46. Fllots of my body t..itch or 

B. I have trouble concen!1111ing 
muoe nenous mCMlf!lents (da&cribel: c, paying attentkln 

9, I cart! get mv ml nd off cenaln 
thougl\11 (desc~ be); 

0 2 47. I ha;,e lliOhbnM!a 
0 2 4a. l am nOI lll<ed ll)' Other kid:. 

0 2 "9. I can do certain lhings betler 
10. I Ila ... IJOUble ,ming sllll than meet kids 
11. rm 100 dependent en adults 0 2 !IO. I em too !earlul or arwo11s 
,2. fe,el tor.el), 0 2 51. I feel dizzy 
13. feel contused er In a fog 0 2 52. I 1"1 ttlO guilty 
14. cry a 101 0 2 M. I eat 100 much 
15. am pretty honer! 0 2 54. I feel Offl'llffl(j 
16, am mean to othlml 0 2 5S. I am <M!rwelght 
17. da\ldream a la! M. F'hyalcal prtrblems wlthQu1 known medi-aJ ,a. delil)e1111ety Irv to hurt or kJII myse~ ~use: 
19. 1 ty to c,e1 a IM o! 8!1ention 0 2 a. Ache& °' pains 
20. de•t'°I' my t~lngs 0 2 b. Headaches 
21. destro,, things belongillQ ID Mheri 0 2 c. Naus■a, INI sick 
2'i. disobey my pa,i,nts 0 2 d. Plcblem$ with .,es (Cl~rlbe~ 
:r.l. c ,sot,,ey at 11Cnool 

24, don'I HI as "911 IS I l!l'rOuld 

2$. I dC<fl get along Wilh ct11er kid$ 

26. 1 acwn feel guilty after doi"g 
s,ometn ,ng I strouldrtt 

0 2 a. Rashn or 01har ekln problems 
27, I Ml jealous o! 01ners 

0 2 I. Slr:lmach.aclin or r;nunps 
'Z8 I 811'1 wlmng 10 tletp 'Cffll!!S 

0 2 o. \.tlmltlng, ttlrowl rig up wn,m tti..y need help 
0 2 h. Other (dnctlbe): 

~. I •m afraid ol cer1111n arttmals, 
5ltuation5. or places, other 
than !C hool (Cesr::r1be), 

(l 2 51. I physlc:ally arrack peopl• 

0 2 M I pr.It my lkln or Olher pa.r1s 

JO. I am 1111.id of SO!n'1 to $dlCOI ot my body (de~be}: 

31. 1 am amid I might 1111 nk er 
do 80ffl8thl ng bar:! 

l2. I !eel lhBI I hlM to be peffeet 

33. 1 feel mat no o-,e I"""" me 

34, I lee I 11181 111ne:s ·llt8 cul ID 1)111 me 0 2 59. I can tao prmty lr1endly 
35. I fee I IIIIO'Th less or I nferlcr 0 2 G:l. I like 10 II)' new things 
36, I accldeMBI ly gel hur1 a let D 2 81. My IIChool WOiie II poor 
37. I oat in many !lghh, 0 2 62. I a,n Pl)O~y l;OC)ldi"aiect Ot Clumsy 
38. 1 get teaflld a lot 0 2 6.3. 1 woulc! ralhat 'Oe with older 
39. I hang an,uml with kids wl\0 111!1 In t1011ble kids than with kids my own age 

PAGE3 Ple•n see orher side 
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0 ., Nol True 1 • SalMW!iet o, Sometimes TrlNI 2 = Vwy Tn1e or Olten T11111 

0 2 8&. I would ra1her be wilh ,aunger 0 1 2 85. I !IM 1hougllt:S 1hal .,,,.., 
kids 1han with kids "'7 ""'" aae peep le would 1n1 Ilk an, s1range 

D 2 !i!!. I rtlu.se l0 11.lk 

D 2 66. I ~118,11 certain ae1Jons """' 
(descnbe~ ---------

and o.er (describe); 

I run _.,. fan home 
0 2 66. I "" stubbom 0 2 67. 

0 2 611. I ,ieream a lot 0 1 2 67. My moods or feelings "~oe sudden ly 

0 2 69. I am •ecl9!I¥9 or keep 1hlngs l0 myself 0 I! 88. I enj01 oelng wl1h olher people 

0 1 2 70. I aee thtnga tha1 ~ else 0 2 89. I am suspicious 

-m• able l0 - (Cle&albe): 0 2 9:J. I ._ or use dirty language 

0 2 91. I think aboul killing m)'!lell 

0 I 2 92. I likl? 10 ""'"" 01hets laugh 

0 1 2 93. I 1atk too much 

0 71. I am self~or,scious er eully embami••~ 
0 2 94. ! l&a.58 Olller11 a lo! 

2 
0 2 n. I NI f ires 0 2 95. I ha-e & hCII ll!mper 

0 2 T.I. I can wo.- well with my hands 0 2 96. I 1hlnk about S!lt 1DO much 

0 , 2 74. I show ofl « c lown 0 2 9t. I th r!IIINII\ to hun people 

0 1 2 75. lamllhy 0 1 2 9S. I II lo:ll 10 ~el~ olhets 
0 2 78. I -p leS$ lhan !1"0$1 klCIS I) 1 2 951. I 11m 1c,o l'oncem&d about being 
0 2 n. I sleep m019 1han most kids neat c, cleen 

during day endlo• night ll'"Crlba): ___ 
2 100. I ha..., trouble sleeping ~rfbe): ___ 

0 2 7& I hll"'I! a gooCI lmaglnaUon 
0 2 T9. I hll¥9 a Ii-ch probfllm 

ld111er1ber- 0 2 10l. t l'Ut Cla888S or skip school 

0 2 102. I dorl'l ha~ n,uct, ef'W!lY 

0 2 100, I am unhappy, sad. or <1ep,es88d 

0 2 104. I am loU'CMlr thfln O'lher kids 

0 1 2 ,os. I 1118 al cone I or drugs other 

0 1 2 80. I stand up !Cl' "'7 r1ghts than lor ff'ltdi~ Conditions (describe~ 

0 2 8\. I IIIHI ffll ngs II heme 
0 ~ 82. I •iaal U,Jngs flom l)IIC88 

other than l!Qme 

0 2 81 I ""'" UP lt!IIIGI I dcrl'\ neeCI (a1scr\bet, 

0 1 2 1116.. I try to be fair ID <>1hers 

D 1 :z 107. I en,lcry a gooCI Idle 

0 I !lo thlr!QS olher l>eCllle think 
D 1 2 1116.. I lika 10 ta• l~e easy 

2 84. 
are mange (dtu1,: rib&~ 0 2 100. I try lo help cthar people ""'e,, I c:.an 

0 % 110. I wl8h I ..... Df o,., ol)O()llle ~ 

C 2 111, I kaep llom gelling ln-oh•1d with Cllhe1$ 

0 :z 112. r worry • tCII 

Please write down anything else that describes your feellngs, behavior, or Interests 

PAGE 4 PLEASE BE SURE 'YOU HAVE ANSWERED ALL /TEMS 
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CHILD BEHAVIOR CHECKLIST FOR AGES 4-16 l "0' owe."" cnl)-
IDt 

CHILD'S 01'/ PARENTS' USUAL TYPE OF WORK, onn II nol "'°r.ln; now. (Plef/at 
NA.ltlE 

Pe 1/Htmc- rw onmp/o, •uro mtc1ro11i<, ltigh ,choo/ 1-ie/rir. l>Gmemabr. 

I A.GE 

l•bo,.,, """' Ot,erilor. ·- ultSlltirt, 1,my Hl'f/Un/~ 
SEX I ETHNIC 

□ Bey 0Gitl 
GROii" MtHM'6 
Ol'!RAC..E TYPE OF WORK: 

TOO...'l"S DATE CHILD'S Bl 111H D"' 1'1! 
MOTHE'" 
TY~E OFWCRIC: ""---- o..,. __ v,. ___ Mo, __ g,,. __ ~r. __ 

GRA.DE IN 
Tl-11S FORM FIU.EO OUT IJJ: 

SCHOOL Pleue iii I out !hie form lo re Heel your 0 MOlhor(~u,,1, 
view of the chll(I'$ behavior ev,n If other 
Pi!Ople mlQht no! agree. Feel rree to write D F1ffier 1n1me): 

NOT A TIENOIN G acldl11onal comments beslda each Item 
SCHOOL □ and In the space pl"!Mded on pa11e 2. D Ocn1,- fllmt & Mli'bonsnip tci en lld.: 

I. Pl Hu ll•t lhi 11p011s ~r i=t, lld 111011 likes Compared to olher cllHdren ol Vie Compared 10 olher children of the 
lo take part In. For example: swimming. """' ~oe. about how m11ch time 11me age, how wall da.• he,.he do 
baeeball, ak&tlng, Skf.te bo.Rting, bike doll ... ,..,. lptnd In ••eh? each one? 
rlellng, fishing, ate. 

i..n .,._ 
□ None Donl Thlln A11•nioe Thi~ Don, a- --· l(r,ow ..... ,.91 ,.,.,.go Kno,, Awo,ag1 

.._nrag• 
,. __ 

.. □ □ □ □ □ □ □ □ 
b. □ □ □ □ □ □ □ □ 
C, □ □ □ □ □ D □ D 

II. Ple■H ll•t rour child's laworlte hobblea, C(lmpared to DIiier children of the Compand to other children al the 
actl•~leL and gamH, other llwln 1portL Hm• age, aboul how much fims s1m1 age, how wall does he/1lle do 
For example, ,tamps, dolls, books, piano, do■s hel&he •pend In net,? each ona? 
era Tts, sl n 111 n g, etc. (Do nol incl uge 

Lan 111 ... Ii sHn Ing to lad io c r TV.) °""'~ ,,... Ater.19e Tllan Don, B•low ........ 
D None """" A""'III AH,-gl 11 .... Anrs91 

A,•J'IV- AY11n1pa 

.. □ D □ □ □ □ □ □ 
b. □ D □ D □ □ □ D 
C. □ D □ □ □ □ □ □ 

m. PIHM Hsi any 01'11&nlu.Uon1, elub1, Compi rtd lo olher ch lldren of the 
IHm1, or groups your child belongs to. Hfflt age, how active Is htllh1 In 

D None aa=h"l 

°""'~ i.. .. 
-n,91 

.... 
lln"" focll .. ArilH 

ll, □ D □ □ 
b. □ D □ □ 
"· □ □ □ □ 

IV. Pl&,11 1111 an1 Joba or cho .. , ya1.11 chHd Compand ta oilier CllllClren or the 
hes. For example: pap"r rcu!&. bat,ygllling. ••rn• age. how w tll doe a ha/:lhe 
making bed, ate. (Include DO\h paid trld Cll!Y !hem out? 
unpaid /obs and chores.) 

Doo,1 hlow Abooi. 

□ None Know """'"" 
_.._, ... _. 

a. □ □ □ □ 
b. □ D □ □ 
c:. □ □ □ □ 

Copyrignt 1981! T.M. ACl'U)tlb8C~. u. or Velfflont. 
1 S Pmspect St .• Burlington, VT 05401 UNAUTHORIZED Rl;PRODUCTION FCA81DDEN BY LAW 11-88 Edition 
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V. 1. About how many close friend• does rour chlld have? 0 Nont □, 0 2or a D &ormore 
(Do not Jncllld• brothers • slst•rsl 

:t. About how many llmes • ..,,.k does your clllld do th.111111 11111h lrt.nds aut,.lde al regular adoaot hDu,.? 
(Do not lnch1ae brollHrs • ,111en1) 0 Less than 1 0 1 or 2 0 3 ormoN 

VI. Compared to OIJltr chlldrtn al 11111/IN!r •se, h- well doH rour child: 

WorM About Av■rage Bttler .. Get along with hill/her brothers &. siste117 □ □ □ 0 Has no .brcthera or siat11rs 

b. Ge1 along with olher children? □ □ □ 
C. Behave witn bis/h<!r parents'? □ □ 0 
d. Play and wcrK by himseU/1\ereelf? □ □ □ 

VII , 1. Far ag11 S and older-pertcrmaRC11 i,, ■c■demlo 1ubjects: (II cllltd Is not being t■ughl, pleaea ghe renO<I) 

a. Reading, English, or uinguage Aris 

b. Hlslory or Social Stud ies 

c . Arl1hm~ ic or Math 

d . Science 

Otller academ,: 
~ubjecis-f0r •~· a. ___________ _ 

lllllpia: computer 
couraes, lc,raign !. 
language, busi• 
ness. Do n01 In- g. ___________ _ 

elude gy,n, 1hop, 
dli...,r's ed., etc;_ 

Falllng 

□ 
□ 

□ 

□ 

□ 

□ 
□ 

81low 1n1r1g11 

□ 
D 

□ 

□ 

□ 
□ 

□ 

it. Is your child I" • opeclal c:lau or apo,clol school? Cl No 

3, Hes 70ur chlld .repHled a g,•de? C Ho 

4. HH '°'" dllld had any academic or othu pr1lbllms In •c:hoon C No 

W~n did the■• problems sun? 

H1w1 lhete problems ended? O No □ Y••-wh1n? 

DDH -,our l:!llld hlff lnJ IIJneH, plly1lc1I dlHbllHr, or mental h1ndlcap? □ No 

Wllet ~ncems JOU mast eboul ,our c~ld? 

Please dooecribe lite best 1t1l11gs 1boul -,our child: 

PMU. Z 

AN<age 

□ 

□ 
D 

□ 

□ 

□ 
0 

Mio"' ever■ ge 

□ 
□ 

□ 

□ 

□ 
□ 
□ 

□ Yes -grade and ,. • .,,n 

□ YH-plHII d.si;rlbe 
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Below is a list 01 Items that describe children, For each Item that describes your child no,., or within the past 6 months, please 
ci rcle the 2 if the Item ts wery tnse or olien !Ne ol y,;iur child . Circle the 1 II the Item Is ao111H1h1t or aometlmn tn1e of yoyr 
child. If the Item le not tNe of yo1Jr child, circle the O. Please answer all items ll$ well as you can, even If some do not seem 
to apply to your child. 

O"' Not True {as far as you know) 1 "'Somewhat or Sometimes Tnte 2=Vary Tn,a er Often Tnie 

0 2 1. Acts too young tor his/her age 0 1 2 31. FNFS he/she might lllink or do something 
D 2 2. Allergy (describe): bi.d 

0 2 32. Feels he/she has to be pertec t 
0 2 33. Feels or complains lhat no one IO"tres hlm,lher 

0 1 2 3. Araues a lot 
0 1 2 4 . Asthma 0 2 34. Feels others are out to get hlmlher 

0 2 35. Feels worthless or Inferior 

0 1 2 5. Behaves like oppot1i1e sex 
0 2 36. Gets hun a lot, accident-prone 

0 1 2 6. Bowel movements outside lollet 
0 2 37. Gets In many fig his 

0 , 2 7. Bragging, boasting 0 2 38. Gets teased a lot 
0 1 2 8. Can't conoantrate, can't pay attention for long 0 2 39. Hangs around with children who get In 

trouble 
0 2 9. Can't get hililher mind off certain lhoughts; 

obsessions (describe): 0 1 2 <IQ. Hears sounds or voices t ha I a ran 't there 
(describe): 

0 2 10. Can't sit still, restless, or hy?9ractive 

0 2 41. Im pu lslve or acts w lthout th i nkl ng 
0 2 11. Clings to adults or too de~endent 
0 1 2 12. Complains of lonel ineu 0 1 2 42. Likes to be al one 

0 1 2 43. Lyin!; or cheallng 
D 2 13. Conlused or seems to be in a fog 
0 1 2 14. Cries a lot 0 2 44. Bites fl nge rnall s 

0 2 45. Nervous, hfghslrung, or tense 

0 2 15. Cruel to animals 
0 2 16. Cruelty, bullying, or meanness t o others 0 2 46. Nervous mCJ¥ements or twitching (describe): 

0 2 17. Oay-,d reams or gets I os1 In h I &Jher t houg his 
0 2 18. Dellberately harms self or attempts suicide 0 1 2 47. Nightmares 

a 2 19. Demands a lot ot attention 0 1 2 48. Not Ii ked by other Ch I ldr-en 
0 2 20. Ot'ls troys his/ her own things 0 1 :I 49. Constipated, doesn"t ITlOYfl bowels 

D 1 2 21. Destroys 1hlngs belonging to hl&Jher family 0 1 2 50. Too fearful or anx lous 
or other chUdren 0 , 2 51. Feels dizzy 

0 1 ,2 22. Disobedient at home 
0 1 2 52. Feels too guilty 

0 1 2 23. Disobedient at sehool a 1 2 53. Overeatlrig 
0 t 2 24. Doesn't e11t well 

0 1 2 5-4. Overtlnid 

0 2 25. Doesn't get along with ether children 0 1 2 55. Overweight 

0 2 26. Doesn't seem to feel guilty after misbehaving 
5'6. Physical problems w!thout known medical 

0 , 2 27. Easlly Jealous 
cauae: 

0 , 2 28. Eats or drinks things that are not food- 0 1 2 a. Aches or pal ns 

don't Include sweets (describe): 0 1 2 b. Headaches 

0 1 2 e,_ Nausea, fools sick 

0 1 2 d, Problems with eyes (describe): 

0 1 2 29. Fears certain animals, situations, or places, 0 1 2 e. Rashes or other akin problems 

other than school (describe): 0 1 2. f. Stomachaches or cramps 

0 1 2. g. Vomiting, thrQWlng up 

0 1 2 h. Other{descrlbe): 
0 1 2 30. Fears going to achool 

i,.11.GIEl 
Please see other side 
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O .. Not True {as far as you know) 1 .. semewh:at or Snmellm@s True 

0 1 2 57. Physical ly attacks people 0 1 2 64. Strange behavior {describe): 
0 1 2 58. Picks nose, skin, or other parts of body 

{d'ltscrlbe); 

- 0 1 2 85. Strange Ideas (describe): 

0 , 2 59. Plays with own sex parts In public 
0 , 2 60. Plays with own sex parts too much 0 1 2 86. S 1 u bborn, su lien, or Irritable 

D 1 2 61. Poor school worl!. 0 1 2 87. Sudden changes In mood or feelings 
0 1 2 62. Poorly coordinated or clumsy 0 1 2 88. Sulks II lot 

0 , 2 63. Prelefll playing with older children 0 1 2 S9. Suspicious 
0 1 2 64. Frelere playing with younger children 0 1 2 90. swearing or obscene language 

0 1 2 65. Refuses to !al~ 0 1 2 91. Talks about killing sell 
0 1 i &6. Repeats ce rte In acts over and over. 0 1 2 92. Talks or wal~s in sleep (describe): 

compulsions (describe): 

0 1 2 93. Talks too much 
0 1 2 67. Runs away trom home 0 1 2 94. Te.ises a lot 
0 1 2 68. Screams a lot 

0 1 2 95. Temper tantrums or hot temper 
D 1 2 69. Secnttive, keeps things to sell 0 1 2 96. Thinks about se,c too much 
0 1 2 70. sees things that aren't there (describe): 

0 1 2 97. Tllreatens people 
0 1 2 98. Thumb-sucking 

0 1 2 99. Too concerned with neatness or cleanliness 
0 1 2 100. Trouble sieaplng (describe): 

0 1 2 71 . Self-conscious or easily embarrassed 
0 1 2 72. Sets fires 

0 1 2 73. Se,cual problems (describe): 0 1 2 101. Truancy, skips school 
0 1 2 102. UnderacUva, slow moving, or lacks energy 

0 , 2 103. Unhappy, sad, or depressed 
0 , 2 104. Unusually loud 

0 1 2 7'1. Showing off or clowning 
Uses alcohol or drugs for nonmedical 0 1 2 105. 

0 1 2 75 . Shy or timid 
purpoees (describe): 

0 1 2 76 . Sleeps less than most children 0 1 2 106. Vandalism 

0 , 2 n . Sleeps more than most children dunng day 
0 1 2 107. Wets sel f d11ring the day 

and/or n I g ht (describe]: 0 1 2 108. Wets the bed 

0 1 2 109. Whining 
0 , 2 78. Smears or plaf!I with bowel movements 0 1 2 110. Wishes to be ot opposite sex 

0 , 2 7'il. S;>Nch problem(describe): 0 1 2 111. Withdrawn, doesn't get Involved with others 
0 1 2 112. Worrying 

0 1 2 80. Stares blankly 113. Please write In any problems your child has 

0 1 2 81 . Steals at home 
that were not listed above: 

0 1 2 82. Steals outside the home 0 1 2 

0 , 2 83. Stores up thing, hel$~e doosn·t ne11d 0 1 2 
(describe): 

0 1 2 

PLEASE SE SURE YOU t-tAVE ANSWERED ALL ITEMS. UNDERLINE ANY YOU ARE CONCERliED ABOUT. 
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Total Score _______ _ SUbject ~ ______ _ 

Maternal Health Assessment Interview Schedule 

Mothers will be asked daring an interview with the researcher to 
respond to the following qgestions related to their pregnancy. 

l, "How old were you when your adolescent was born?" 

were you< 18 yeare old _________________ _ 

were you> 35 years old _________________ _ 

2. "If you have a cb1ld older than thls adolescent, what was 
the period ot tine between these two pregnancies?" 

spacing of pregnancy between th1s child and previou. ~hild 

<12 months 

3. "Did you smoke regularly while you were pregnant with this 
adolescent?" 

smoking during your pregnancy _____________ _ 

(Score 1 only if 2 of the above 3 questions sre answered y~s.) 

4 . "It you were trying to get pregnant , dJd it take you more 
than one year to do eo?n 

prolonged unwanted infertility _____________ _ 

5. nPrior to the birth of your adolescent, dicS you have any 
m1ecarr1agee, and 1f so, bow tnany?" 

prevJous spontaneous abortions; > 2 

6. "Prior to the birth ot your adoleecent, did you have an. 
elective abortion, and if so, how a.any?• 

previous elective abortions:> 2 ____________ _ 

(Score 1 only if 2 of the above 3 questions were answered yes.) 

7. "In previous pregnancies, did you go into early labor, and 
tf so, how nrany times?" 

previous preter111 labor (after 20 wks ge5tation) 

1 
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a. "Prior to the birth of your adolescent did you have any 
stillbirths, and if so, how many?" 

previous stillbirths 

(Score 1 only if questions 7 & 8 were answered yes,) 

9. "Did you have high -blood pressure during your pregnancy?" 

elevated B/P during pregnancy(> 140/90) 

10. "Did you have protein in your urine?n 
albuminuria ________________________ _ 

(Score l only if questions 9 & 10 are answered yes.) 

11. "Did you have a great deal ot vomiting during your pregnan
cy?n 

hyperem.esie 

12. 11 Was this adolescent a single birth, or wae he a twin or 
multiple birth?" 

twins or m.ultiple births this pregnancy _________ _ 

(Score 1 only if questions 11 & 12 are answered yes.) 

13, "Did you have prenatal care prior to your fifth month of 
pregnancy?" 

no antenatal care before 20 wks. 

U. "Did the doctor have to use 111.edication to start your labor 
or to help your labor progress?" 

labor was induced 

(Score 1 only if questions 13 & lt are answered yes.) 

15. •WhJ.le you were pregnant did you have any infections or 
other serious medical problems?" 

• infections, other acute medical problems during this 
pre£1Nl?\CV ________________________ _ 

16, "While you were pregnant, did you have any chronic illness
es, euch ae diabetes, heart condition, etc.?" 

any chronic diseases 

2 

209 



17, "Did your physician prescribe any medications for you to 
take during your pregnancy, aside from vi tam ins or 
minerals?" 

you were prescribed drugs during your pregnancy ____ _ 

(Score 1 only if questions 15 & 16 or questions 16 & 17 are an 
swered yes . ) 

18. "])id you have any vaginal bleeding during your pregnancy?" 

bleeding during pregnancy 

19. "Did you have any problems with your blood type and your 
adolescent's blood type being different?" 

Rh or other blood group incompatibilities 

20, "How many hours before you gave birth did your water break?" 

membrane rupture: > 12 bours prior to delivery 

21. "How was your adolescent delivered? Vaginally, with forceps, 
or c-eection?" 

method of delivery: 

forceps 
C-section ________________________ _ 

22. "Bow long were you in labor?" 

duration of first atage of labor: < 3 hrs. 

duration of first stage of labor: > 20 brs. 

2 3. "How long did it take from the time you started to push 
until the time your adolescent was born?" 

duration of second stage of labor: < 10 min. 

duration of second stage of labor:> 2 bre, 

24. 11 Nas the umbilical cord knotted or tied around the adoles
cent's neck?" 

nueb•l or knotted cord _________________ _ 

25. "Did your adolescent have a very slow heart rate or a very 
rapid heart rate while he was still in your uterue?" 

fetal heart rate during labor: < 101 

fetal heart rate during labor:> 159 

3 
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26. "Did the umbilical eord protrude out of your vagina before 
the birth took place?" 

cord prolapse 

27. "While you were pregnant did you abue,e alcohol, i, e. wine, 
beer, hard liquor?• 

chronic alcohol abuse during pregnancy _________ _ 

28. "While you were pregnant did you abuse drugg, i.e. "uppere.", 
"downers 11 , cocaine, etc.?" 

chronic drug abuse during pregnancy __________ _ 

29. "Did the doctor give you anything to help ease the pain of 
delivery, 1.e. general anesthesia, spinal, or local?" 

general anesthesia 

spinal anesthesia _____________________ _ 

local anesthesia {epidural/paracervical block) 

30. "When your water broke did it contain blood or feces from 
the fetus?" 

amniotic fluid containing blood or neconium _______ _ 

31, "What pos1 tion was your adolescent in when he was being 
born, i.e. head first, feet first, croeewise?" 

fetal presentation other than vertex ___________ _ 

32. "Did your placenta separate from your uterus before the 
birth, or did your placenta partially cover or completely 
cover your cervix?" 

placenta previa or abnptio 

4 
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Subject # -------
Total score ------

A B C D E F 
-d :I: ~ v., z 0 

!DIRECTIONS: The pmpose of. this question-
CD 0 " ..... 0 t--
'1 ~ '1 .... rt ~ 
'< $ (ll OIi 

!Daire .is to aacertain rhe lewe1 of strea ;l tll ':I' (II = Ill tll rt " 0 

you incurred during )'OllJ' pregmmcywith your 
I"' " "" I-' :t ,.,. 
"I CD = '<I 
CD I-' I-' ~ 0 

adnJenm. Please indicate byplacing an "X" t!l "" !II I") 
t!l r't H, n ..., Ill '1 = = in the ii!.ppmprfate ammm the amomit of C: " 

., f-" '1 
f-" l"I Cll 

1str• that each of these events CaDSeci }'Oll 
,, Cll 
Ill "" «l ~ Ito fed (or •ttier you did not ClpCrifnce 
,.,, 
e. 

t.msffl:Ut) 

1. T .eamm2 that ynu 1Rll'e ,,._ , ___ 

12. Gettim! married. 
I 

3. Yaur spmge aabd for a separation or a 
dimtte. 

4. Yoar spouse became seriomly ill or was . 
· mimed. 

I 

s. Oneof wur narem died. i 

6. One of )'Dar Jiblings ezperienced saiom I 
illness orinm. I 

7. One of your childrm became aaiamlyill 
OI' W11S iniured. 

8. One of your diikhn became modemtly iD 
orivasiniumd. 

I I 
9. Ou uI your childrm wuuperieming f I behavioral er social problems in school or I I at home. I 

10. One of wm children died. I 
I 

11. One of yum cbildren .bar.a cbnmic 
illness 1 ~---~:...: or mental). 
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Stml:sDuringPrcgoancyQomicmnaire Pagc2 

A n C D E p · 

< ~ tll t,:l :z: ~ 
1DIRECTIONS: The purpme of this question-

ft) rt ..... g 
'1 =- ., ..... rt Q,, 
'< Ill Ill 00 

l=&m""""8inlbeie,,iof...,. 
'1 (l,J ::r ID ::r 

(ll Ill ID l'1' rt 0 
l'1' rt '"" .... '1 rt 

incmred dariugyourpregaaocywith your ., !I) i:: '< Ill 
II) .... ..... OI 0 

adolescmt. Please indicate by placing 3D "X" ti] '< tll Ill 0 
!ll rt 

'""' 0 ..,, Ill ., i:: C 

~ ........ .,p, ............. _cl C rt Ill .... "1 .... ., OI 

stress that each of these events caused )'OU 
!I) CD 
Ill ""' Ill =-feel ( or whether you did DOt eiperienc:e H> .... 
C 

this event) 
I-' 

12. Yon feltsfu!htlvffi ., ..• ~ •. I 

13. You e.xperienccd moderat.e to se,m 

illness or iniurv ' • ft 

! lb 

14. Yao experienced a rccanciliation with your 
snonse. 

15. You • sexual difficulties. 

16. You lost a family member (not your spmse: I this rerson mUYed out of wur hume). 
I 
i 
117. Yaarhusband 

. 
• a iob CMnl!C. 

18. You • a Eb cba:rme. I 

19. Y011 and/or your spouse esperieliced a 
sigmfiamt (greater than SS,cm) dJanF 
iD finaDc:ial status. 

21J. A close Irieml died. l I 

121. You and yom- spoose apeiieoced a dlange I ! ! in the nmnbcr of armmc:ma J011 had. ! 
I I ! 
22. You~ difiicully Mlh memhen ul" I 

yam- extended family (i.e.; pan:ms. 

I 
t 

m-lmvs, covsins, amrtl and nudes; the)' I wc:rc not 1ivinl! with vou). 
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Stress Durmg Pn.-goancy Qucstionmme 

I 
A B C D E F 
~ ~ t.r.l tl.l g: i:::, 

DIRECTIONS: The porpme of this question.. 
("t I-' to-

'"I p. "1 .... l'T Q, 
'< 11) ll) oc 

naire .is to ascertain the level of s1rm9 
"I ~ =- IIJ ::i (II 01 Ill r, l'T 0 

r"" l'T 1-1, I-' "I " you incw1ed Juring ,our pregmmcym your 
., r., = '< r., 
Ill i-' I- QI 0 

,adolescent. Please indicate byplaciDg an "X" 
al '< I'll Q) n 
I'll " "'h n H) m ., i:: ;::: 

Jin the app, opriate cnhmm the amount of i:: l'T Ill .... '"I I-' .., 
tll 

('0 Ill r that each of theae evam camed )OU 
m 1-h 
Ill i:: 

fed ( or whether you did not eiperience 1-1\ I-' 
I: 
I-' 

ltbis event) 

23. Yon had tn go to 'lfflfk for finandal 
I5S0DS. 

24. You ~ .. I 
25. Your mouse became un . " 

•26. Your spouse ezperiencedacbangein wad 
boors or amditiom. 

'J:1. Your spouse was disp1t:ased by your I I . 
28. You started to attcld sr.booL 

29. Yoo auit sciu>oL 

30. Yau aperiencedacbange:inlivmg 
conditions. I 

~1. You • .;:._-~ ,rnrwith J0llr boss. 

I 
132 You e:merienced a chan!e in eatim! balm. 

133. Yau and your spouse ~civil 
I lcn1 problems. 
I 
134. You and yam spame eiperienced criminal 

le2al problems. ! 



216 

Stress Doring Pregnaney Q"OMiomiairo Pagc4 

l IA n C D EI F 

~lRECllONS: The purpme of this question-
i< ~ en 1:1.l 2:lt::i 

fl> " I-' 
0 '°'" '1 0.. ., ... " 0.. 

'< (1) (1) DO 1na1re. to ascertain the level at~ 
., en ::r r.ll ::, 

ti) Ill QI " " 0 
l't l't t-t, I-' '1 " !YOU incurred dnring your pregnancy with your ., (II C: '-< (II 
!D I-' ~ tll 0 

\adolescent. Please indicate bypladng an 'T Ill '-< r.o Ill n 
Ill r, .... n 
"" Ill ., ~ C 

in the app,op, iatt: aihmm the amount af C " (I) ~ ... 
I-' ., II) 

stre. that eacll of these events caused yoa 
(II Ill 
DJ to+, 
DI r:: 

to feel ( or whether you did not eq,e:rieDce HI I-' 
I: 

dmevent) 
I-' 

35. YCJUfelt 
. 

I 
36. Youfeltlonelv. 

37, You . , f'--i.. temian. 

38. You eipeaienced a change in body image 
(asidefmm -~- , .. 

39. Your spouse abmeddrll!Sand/or akoboL 

40. Yuur mouse verbaJlv abused YDIL 

kl. Yoursooase - . ,,.., abased you. 

42. You wa-e concerned ahom yrmr ability 
lo 'P"dn:IJL 

I 
43. YCJU wme afraid Ihm ,our baby would I 

~~.~..-:ormcntil ·· - -... 

144. Yuu wmeafnrid oflhcproa::a of hibm-
! and deliverv. 

Total of cohmms A-E --
N __ _ 

Stress Score ---
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Total score subject• ______ _ 

PERINATAL HEALTH ASSESSMENT INTERVIEW SCHEDULE 

Mother will be asked during an interview with the researcher _ to 
reepond to the following questions about the subject of this 
study. 

1. "How long waa your .pregnancy? 11 or 11Did the doctor tell ycu 
that your adolescent was early or late?" 

yestat1onal age; < 38 weeks 

gestational age:> 42 weeks 

2. ~HOM 111Uch did your adolescent weigh at birth?a 

birth weight: < 2500 gas. 

3. "Did your adolescent have trouble breathing when he was 
born, and did he need special help to start breathing and 
continue breathing for about an hour?" 

respiratory distress for> 1 hour after birth 

4. "Did your adolescent need continuing help to breath~ after 
he was more than an hour old?n 

aeeisted ventilation 

(Score l if the answer to questions 3 & 4 ie yes}. 

5, "D1d your adolescent have any sort of 1nrec~ion, or dld you 
hear the doctor mention sepsis, ehortly after birth?" 

infection (sepsis) 

6, 11Dld your adolescent have a temperature shortly after 
birth?" 

elevated temp.> 99.9 F 

(Score 1 if the anSMer to queet1ons S & 6 le yes). 

7. 11Was your adolescent born with any congenital ano111al1es, 
such as club foot, hare lip, clett palate?" 

congeaital anomalies (mil~ to moderate) 

8. "Was your adolescent jaundiced, or did the doctor tell you 
he was yellow, at birth or shortly after, and was he placed 
under special lights?" · 

elevated bilirubin requiring phototherapy 

1 
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(Score 1 if th& answ~r to questiong 7 « 8 is yes). 

9. "Was your adolescent born with any severe congenital anoma
lies, such ae heart problems, spina bifida, hydrocephalus?" 

congenital anomalJe& {severe} 

10. "Did your adolescent have any metabolism problems, such as 
d1abetee at birth?" 

aetabolic dysfunction 

11. "Did your adolescent have seizures or convulsion$ at birth 
or shortly after?" 

seizures 

12. "Did your adoleecent have difficulty maintaining warmth 
after birth and need to be placed under a warmer or in an 
incubator?• 

below normal temp. < 97.5 Pin room air> 16 hours after 

birth 

13. "Were you told that your adolescent was not supposed to have 
any formula, other 11quide, or breestfeed during the first 
46 hours after being born?" 

feeding withheld orally in first ,a hours 

(Score 1 if answer to questions 12 & 13 is yes). 

1,. "Did your adoleecent have to have surgery during the first 
month of his 11fe? 8 

perinatal surgery 

17. "Was your adolescent having physical problems which could 
not be treated in the regular newborn n\treery, and ,rae he 
placed 1n the lnter111ediate or intensive care nursery?" 

placement in neonatal intermediate or intensive care 

nursery 

2 
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TE:XAS W01,HN'S UNJVERStTl'
IJl!Mtlh' DAI..UJ Hcvm>I 

HUM.Vi SllllJVCT.li llVDIW COMMJTraB 

APPLICA.TION iO HUMAN SUBJECTS REVIE\V COMMITTEE 
Autar-c!, •"d In..-esli a1lc11, fn,.ol\,ln Humans 

Wrcmt-, t bY P 'Qll(ll'!' � ee1rarc/r Q(UfC!2" an4 A PPMWdky Ptoomnt!lt Cbot-?Alt1 

Befol'l: com�!c:l.ing questions iJI rht appliczti011 ruer ID rhe Huma11 Subjet1 Progf31!1 Gu.idelincs. on fl.It i11 
your &pmm.:111 arr1te, p�Llllrty A.wend.I=, E. F 111d o. 

This ronn is �igned for dc.smbln1 p,uposcd propn5 in .,hicll lh� invuipot c011siders then: will be 
j1.btiriabl� risk 10 human pu\icipani,. If any acmbcr of !he H11111111 S11bjc.:u Review Commillec shal&ld
requln addiuan.al inf'clmaoon, Ille ilr..enigatorwill be so ID!Uicd. 

Si1. copies of lhis Applk:alion and S11�mcnt or lnfonned CON1rJ1t sbc.ild be submlcicd aa last nwo weeks 
bdore Ille p!an11a!. sianlng daic 10 \hr; HSRC chahmail on t.'ii: lpp"Oprim 1:1111p111-

TTTI..E OF STUDY: A Study of che Relationship Betvee n Materna 1 

Physioloa1caJ ftjsx Enctors Mnternal Psychosocial Risk 

Factors Perinatal Risk Factors @nd Adole5ttnt Psvch0pa�ho1o@J 

i'AOGRAM DIR.ECTOJt(S}: Dr. CaroirAdamson, Chair,; Dr. Vokaty;

D r: Robertson J)r, Mcfarlane, l)r. Jl. lok.keberg

ClRADUATI:: STV!)Ef,.i(S): Celf"a J. liinU 

'.cmT,olled �ginnin1 cim& 0i w mxir.--'K""a1.iruc...ibii......1.J ..i.S-...i.1;;,.9�9�0.__ __________ _ 

E.aiiN.wi dw-,uon 0£ the lllldy: seven mont:hs 

Addral •bcn approql Lcaa Is 10 be IICIIC 

Celis J. Whltz 

12153 Fpuls�n Drive

Houston, Texas 77031 

Is lhis rucarc II being a,nd»c1i:d for I.he lhtiis or profcss:112\ PIP= ? 
for tllt dwcnalioa Ye,1 ...J_ No _. 

Is !his IUUICh being ccndUC'ted for a IIOMJni.WBiey lpOJUQI' ? 

Yes __ No_; 

Yu ___ no_l_ 

Na,ru: o( 1J1111nmr. _________________________ _ 
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DENTON DAIJ.,,,S HOUSlON "2f&':. . TEXAS WOMAN'S UNlVERSITV O'. 
h"UMAN StraJBC'!S l!\II?W CCMMITI'EI! • V. • 

PROSPECTUS FOR THE D(SSERTATION 
APPLICATION TO HUMAN SUBJECTS REVIEW COMMITTEE 

Th~ prospectus propo.sed by:,_......;;c.e_l_i_a. ____ J..;._W_i_n_t._z __________ _ 

.Entitled: A Study of the Relation5hip Be t 'jjeen Maternal Physiological 

Risk Factors, Haternal Psychosocial Risk Fac~ors, Perinatal 

Risk Factors, and Adolescent Psychopathology 

Has been re.ad and aPl)lt)W'td by lhc manbcri of hi.1.11a n:scartb CUllmim&. 
Thi& t~h i.s (dlc:c.t one): 

____ uempl fnlm HUIII.III Subjects Revi.ew Commiriu revir'lf btamc: 

(II uemp1 is se!~ for lhis .rucan:h, complec& !arm "Elcmpt From Hs.RC ReYi&111"} 

~ R~uirn Human Svbjcca R:vv:.,. Comm.iacc R'View biause: 

ldolescerrs s;JJ be ,sked to take a test {standardized) 

vhich can be used for diagnosing e~otional and/or behavior•l 

disturbances. 

R~hCommi;:.:..; 
T-. a:mi, 
Dr. Carol:i=Adamson 

Dr, D, Vokaty 

Dr. J. l'lcFarlane 

Dr. \J Robertson 

Dr. R. loklceberg 

(Oiair) 

°'1110n Pallas 
(MlcOM} 

fSubmlt 0111 copy 10 the Dun or Gradiule Scbooll 

HSRC F;ul, 1988 
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T£XA.S WO.MAN'S UNIVERSITY 0 
-------------=,.,..,....,.,~=-=-=~De'n)~~N,,_.;D~AU.==U:,_~M~=Jrol:.::::..~ .• 

:s'1JMAN smncrs ll.Vi.l!W COM~ - • 

HSRC ..\PPROVAL FORM 

Nlll'.eoflnve:sar,uor: Ce lie J. Wintz 

Address: _ __ J ... 3 ... 1_5.,.3,_.P_.o .. u ... I...,s .. o'"'n""""'D""'r""i .. v"""e"----------------
Ho us ton, Texas 77031 

Dar. ___ __.c .. e ... 1 ... i._.a.....,J.....,_. _w._1._· n"-C.t.::.2 _____ _ 

Yowstudycntilleii; A Sr11dy at rbe Relationship Betwe en Maternal Physiologic.al 

Risk Factors, Mater nal P&ychosocial Risk Fae.tore, Perinatal Ri sk Factors 
.{1fplh,a11r1 ouat complue llae IOf panloa ot r~I• t1ma} and Adolescent Psychopa th ology 

hu teen rev:iewc.d by die Hwnan Subjc.as Review Comniiaee IIU1 i1 appcm to meet our RqUirelllcniJ in 
n gltd 10 pro.cx;tion of iM illdillil:l\lal's rig.hiJ. 

Plusc be n:mitldcd lhar. bolh die Urriversiry and Ille Dcpanmcnc ol Hca.llh and Hlll!Wl Scrvi::1:11 regulations 
typica.1.ly mi~ uw signaJUmS in4.icaung infonned ~nacnt b& obiai~ &om al.I hlllNII s@jcr:u in yow
srudy. These an. ro be: filed wilh Ille Hum.an S11bja::u Re-new Commiur.c C'lllimwl. Ally CICCIJDOll 10 
W1 r11qu.ln:ment is noted below. Funhumorc. accanlin1 IO HHS regubtiuni.. anorh.,. review by &lie HSRC 
iJ ~cd if your project clmnsu or if ii ca&ndl bc:,cncl one year !'mm Iha cl&~ ol ;a~al. 

Any special provwons pt.nainil\g m ,.aur stlldy are IIOl&d bdor. 

______ Ad.1 :o infmmt4 caonsent fam: •no mcdicaJ rcrrice or ccrnpenution is prvvidt:d ID 

svbja::11 by 1h: Un.iv~ u a ruu.11 or injmy r- P""ir•~!k-n ii! ~~-. 

______ A~ ~ :..~= e::--~t ~: -: lil"~.d &ti.Ill iite marnoi my qKUiomwre 
cmstiani:s 111.y inConncd COILlltlU 10 mu i 1ubja:1 in IIIU rt~·. 

______ The riling of sipauns of suh,i=J with the Human Subjcru RCYie.., C'offl.lftillttl is 1101 

~ 

_____ Oiber. mt ana:llte.d sheet. 

______ Ho rpecial ,irovisions apply. 

[)ale 
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TEXAS 'WOl'IAN' S UN I VE'RS ITY 
COLLEGE OF NURSING 
DENTON. TEXAS 76204 

DALLAS CENTER HOUSTON CEH1!R 
1810 INWOOD ROAD 
DALLAS, TEXAS 75235 

1130 M. D. ANDERSON BLVD. 
HOUSTON, TtXAS 77030 

AGENCY PERMISSION FOR CONDUCTING STUDYw 

THE ___ _ 

G.it.NTS TO Celia J, lrlintz 
a student enro 11 ed , n a program of nu rs 1 ng 1 ea d, tig to ~ doctoral degree at Texas 
Woman's University, the privilege of its facilities in order to study the fallowing 
pro bl em: 

ls psychopathology in the adol~seent related to the prevalence of 'lllaternal 
physiological, matel'llal psychosocial, and perinatal risk factors? 

The conditions mutually agreed upon are as follows: 

1. The agency (may) ~e identified in the final report. 

2. The nam~sultative or administrative personnel in the agency 
(may) (~e identified in the final report. 

3. The agency~does not i,,ant) a conference with the student • 
when the r~~ompleted. 

4, The agency is~ (unwi11ing) tc allow the comple~ed report 
to be circulat~h interlibrary 1oan. 

5, Other----------~----------------

Di!te: -/P-90 _____ ...:....;::;_ ______ _ 
Signature of Student Sig1l&!oture of Fac11lty AC!visor 

• Fill out and sign three copies t0 ~e distributed as fo11ows: Original-Student; 
First cooy - agency; Second copy - TWU College of Hursin9. 

/':le. 
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SCHOOL DISTRICT 
38:IO RK:~ONO AVENUE 

PERMISSION FOR CONDUCTING STUDIES 

The. )cpamnent of Researt'h and Evaluation grants the priwcge of its facilities 
to C~LJA 1, Wl!\TZ in ardcr to study 
the following problem: 

RELA.TTONSHIP BETWEEN MATERN 4,L PHYSIOLOGICAL RISK 
FACTORS. MATERNAL rsfcnosocrAL RISK fACATOBS, 

PERINATAL RISK FACTORS, A~D ADOLESCENT 
PSYCHOPATHOLOGY 

The conditions mutual!)' agreed upon ~ as fellows: 

1. The HISD (may) (may riot) be identified in process or final reports. 

2. The narnes of consulting or administrative personnel in the HISD (may) 

(may nol) be identified in process "Jr finaJ reports. 

3. The HtSD (wants) (docs not want) a conf'creni:c with the investigator when 

process or final reports an: complc1cd. 
4. The HISD (wants) (does not want) copies of completed process or final 

reports. 
:5. The HISD is (willing) (unwilling) 10 allow completed pnx:c:ss or f'uutl 

~poru 10 be mulatcd lhrough inter-library Joan. 

6. Schools: 

OalC 

Rcscan::h and Evaluation 

_Prin~pal: ~ Nwrita.Daniels 

'Pnncipa1: Ms. Celcscinc 'Barnes 

Principal: Mr. Paul Hanser 

~ eZ~· 
Pauline Clansy, Ph.D. p 
Din:cllx 
Psycho.logical Scv:iecs Bureau 
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Dale: April 3, 1990 

To: Principal 

From: Dr. Kathryn Sanchez 
AssiSl3ltt Supcrint~dcnt 
Resc.an:h a.nd Evaluation 

Subject: Rc:se&d\ Project 

The Deparunent or Research and Evaluation has aulhoriud C.el.ia J. Wintz:, a doctoral candidate, u, 
galhi:r data relate4 to her doctoral dissertation at your school. This information is of significant 
benefit to the school district since it will identify adolescents who an at risk for developing 
emotional and/or behavior problems which can interfere with the learning process and successful 
com_plclion or sc;hool. 

You can be of assistance by identifying mothers of your students who have demonstrated an 
intcn:st in their adolescents education. Please make a list of these molhm ( and !heir adolescents), 
lhcir address and phone numbers. For the purposes of !his ttsearch, only Caucasian, Black and 
Hispanic mothers and adolescents need io be identified. 

Ms. Wintz will make ht:'1 irutial contact with you during the next several -weeks. 

Thank you for your SUPJ)OR. 

Approved 

J.t:;}ri-
Deputy Superintendent 
Campus Management 
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LETTER SENT HOME TO PARENTS FROM SCHOOL DISTRICT 

TO ELICIT PARTICIPATION 
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Dear Parent: 

HOUSTON. nlCAS 
(7131 

229 
The purpose of this letter is to request permission to 
speak with you. I am a registered nurse and a graduate 
student at Texas Woman's University. I am beginning a 
research project. The topic area of my research is 
teenager's behavior, emotional status and their mother's 
experience during her pregnancy. 

My project has been approved by the Research 
Department and the Psychological Services Bureau. I 
nave discussed this research with the Director or 
Psychological Services and the principal of your 
teenager's school. 11 you are willing to talk with me, 
please sign and print your name below and write your 
telephone number. Please be aware that you have not 
agreed to do anything. This will just give me the chance 
to talk with you about being part of the research that I 
am doing. Please return this form to school with your 
teenager. 

Thank you very much and I hope that I wfll be speaking 
with you soon. 

Slnceie Y,j .7. {t~ ~ 
Celia . Wint 

APPRO\IED; 

G:?L. ✓ t1L 
Pauline A. Clansy. Oirector7 
Psychological Service Bureau 

- .. - ... --- - - ... --- - - - - - - - - - - - ... . - - --- - - - - - ... -.- - - - - - - - - - -

Date 

Printed Name of Parent 

Parent Signature 

Telephone Number 



APPENDIX I 

ORAL CONSENT FORM FOR MOTHER 
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Oral Description of Informed Consent for the Mother 

Hello. My name is Celia J. Wintz and I am a doctoral student in 
nursing at Texas Woman's University, I am conducting a study as 
part of the requirements for my graduate degree. The purpose of 
the study is to determine if there is a relationship between 
certain events which occurred durino- your pregnancy and your 
adolescent's personality. 

If you agree to participate in this study and to permit your 
adolescent to participate in this study, then both of you will be 
asked to take some tests. Your adolescent will be asked to take 
the Youth Self-Report t2.tJ!l which is a companion test to the £hill 
Behavior Checklist which you will be asked to fill out, You will 
be asked to complete one questionnaire which asks about events 
which may have occurred during your pregnancy. A few of these 
questions are of a personal nature. You will also have an inter
view with me and I will be asking you questions about your health 
and your adolescent's health during your pre-gnancy. Finally, 
there will be- a short form for you to complete concerning yc-u:
liv!ng arrangement!!' and economic status during your pregnancy. 
The testing and interview process will t&ke approximately 1 hour 
and 45 minutes. 

3 
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ORAL CONSENT FORM FOR ADOLESCENT 
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Oral Description ot Informed Consent for the Adolescent 

Hello. My name is Celia Wintz and I am a graduate student 
in college at Te,tas Woman's University working on my doctoral 
degree in nursing. I am carrying on a titudy as part of the 
school work I have to do for my doctoral college degree. The 
reason I am doing this study is to find out if there is a connec
tion between certain events which happened when your mother was 
pregnant with'you and your own personality characteristics. If 
you agree to be a part of this study you will be asked to take a 
personality test called the Youth Self-Report Form. This test 
will take about 40 minutes to do. If you agree to take part in 
this study you will not be paid any money and you will be asked 
to sign a consent form. I will share the results of the research 
with you 1 f you want and I wi 11 be around to answer any ques
tions. 

l 
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WRITTEN CONSENT FORM FOR MOTHER 
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Maternal Intormed Consent Porm to Participate in a 
Reeearch Project Conducted by Celia J. Wintz 

I understand that Celia s. Wintz is conducting a study which is 
part of the requirement for a doctoral degree in nursing at Texas 
Wo111an•s University. I further understand that the purpose of 
th1& etudy is to deterl'lline if there is a relationship bet..een 
certain events occurring during my pres,nancy and my adolescent's 
personality. 

I understand that if I participate in this study it will take 
approximately l hour and 4~ minutes of my time. I have been 
informed that I will be asked to complete some tests. I will be 
asked to complete a Stress During Pregmms:Y Questionnaire which 
aeks about 11tvents which occurred during my pregnanc:y. I have 
been 1nforbled that a few of the questions are of a personal 
nature. I will also be interviewed by Celia S. Wintz in order to 
obtain infot'fflation about my physical health durin; pregnancy, 
labor and del.tvery and about 111y adolescent's health during the 
time im111ediately after he or she was born. twill also be inter
viewed to obtain information about eocial and econo~ic facts in 
my 11 fe during ary pregnancy. l will be asked to complete the 
~ Behavior Checklist which ie a companion teet to the Youth 
Self-Report !2.tl!J which my adoleecent will complete. 

I understand that my participation is th1s study 1e volW1tary. I 
und.eretand that information obtained from these tests are not 
expected to benefit myself or my adolescent directly. The infor
mation g-athered in this etudy may be used by health care peraon
nel in order to better und.erstan~ the influences that impact on 
adolescents and to care tor pregnant wo111en. I have been told 
that the researcher will share the t1nd1n;s of the study as a 
~hole should I request it, 

l am aware that I will receive no monetary compensation; I will 
not be asked to pay for any of the tests given. I am aware that 
should I or =Y adolescent feel uncomfortable with our participa
tion we may withdraw -at eny ti11e •dthout consequences. .Mone of 
the information obtained in this study will be placed in my 
adolescent's school record or reported individually to any other 
agency. The nacne of the agency will not be reported in the 
study. I understand that my nacne and adolescent'• name will not 
be used, but inetead we will be 111ven a coda. I have been in
toned that I and/or my adolescent may feel that our privacy hae 
been invaded or we 11ay fear dieclosure of our names and the 
results of the tests. However, the information collected from us 
will be kept confidential and locked in a file cabin&t at all 
timee. When the rHearc.:h is completed even these codes will be 
destroyed. 

I understand that no injury to me or ~Y adolescent is expected, 
but that I or cny adolescent may e,cperiencs some anll:iety wh1le 
taking the tests. I underatancl that Celie. J. Wintz will be 
available to answer questions and provide support both during and 
atter the test tak1n; and interv:iew. If she is not phyGieally 
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present when questions er conce~ns •rise I bay reach her at 772-
07!14. I do understand that it any injury or discomfort does 
occur, n0 monetary compensation will be paid to me by Ce l 1 a :J. 
Wintz, or the school district. In the event of phyeical injury 
reeu 1 ting fro111 this research, Texas Woman' a tln i vers1 ty 1 a not 
able to offer financial eornpenea.tion nor to absorb the costs of 
medical treatment. However, e~ergency care will be provided as 
necessary, I understand that there is no alternative study about 
this same subject going on at this time. 

By signing below, I BM indicating my willingness to participate 
1n this study and to per~it rit'f adolescent to participate if he or 
she chooses. 
Signature of Mother ______________________ _ 

Signature of Researcher ____________________ _ 

Signature of Witness ______________________ _ 

Date 

5 
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Infor:a&d Ooneent Porw tor Adoleecent to Part.tcipate in 
. • Jleeearcb Study Conducted bf Celi• J. MJ.ntir. 

I under■t:and that eel.la :, • W1ntc 1• carryJng cm • etudy 
nic:b Ja pert of the ecbool work •he ha• to do to get ber ·doctor
•l college degree. I understand that the reaaon for doJng th.le 
etudy 1• to find oct if there Se • connec:t.lon between c:ertaJn 
evente WhJch happened when ay ■other ... pregnant wJth •• and .., 
per.on.H ty characteriet.1 ce. 

I know that 1t I agree to tab part in th.le etudy I •ill be 
.. 1:ed. to tab a persone.Uty teet called tbe I23!1h Self-Report 
l.2a• I underetand that tbe ree•an J u taking th.le teet 1e to 
place ■e in a pereonality category and not to give ■e • ■edJc&l 
diagnoeie. Th.I• teat ■ay take ,o ainutea. 

I underetand that ■y being patt of tb1• etudy Je 'Y'Oluntary 
(nobody Je -king ae do thie) and that I cen etop being Sn the 
etudy whenever I nnt to . !here 1• no pani•h■ent tor not being 
1n th1• etudy. I baYe been told that there le no other etudy I 
can be in that Ja about the eae •abject. 

I have been told that I will not be paid any aoney nor will 
I pay any ■onwy to be in tbie et:ady. 

I haft been told that none of the intorMtion that ie gotten 
from tbi• etw!y will be placed in ay •c:hool tile or reported to 
any individual• or any agency. t have been told that the renlte 
ot the atudy will be told to ■1' ■other and ■e if we .ant to know. 
I have been told tbat .,, identity (Who I .. , •ill be bpt • 
aecret and will be tnown only by Cella J. Nintz. 

I have been told tbat I will not be hurt by being 1n thia 
study, bat th■t I ••Y becoae a little nervou if I take the Im!Sh 

· Self-Report l!?m· I haft been told that Celia 3. Wintz will 
answer ■1' queeUona and t .bat I can cell bar at '172-0'7!9' 1f I want 
to talll: with ber. J do underetand that .1t IIJl'f' un•xpected injury 
occqre to ••• that r will not receive cny aoney trom eeue .:s. 
tUntz, 'l'eue Wo■uJ '• Vniverai ty, or Bou•tOD Indapendent School 
D1•trict. I ,mderetand tbat ay ■other and I will both be awked 
tor pera1Hion tor llY being pert cf thJe •t:Qdy. 

By e1gn1ng below, I • ••y1ng that I u wUUn; to be in 
tbie ~y. 
Signature of Adoleecent __________________ _ 

SJc,naure of Mother ____________________ _ 

SJgnat'\lre of Reaevcber __________________ _ 

Signature or WJtn••• ____________________ _ 

Date ____________________________ _ 

2 
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Suhject I ______ _ 

SES DemogTaphic Data Sheet 

INSTRUCTIONS: Please write in the requested information or check 
the appropriate space related to personal data. 

1. How old were you when you gave birth to your adolescent? 
(Give age in years) 

2. What ls your racial/ethnic background? 

Caucasian 
Black ---------Hispanic ________ _ 

3, What educational level had you attained when you gave birth 
to your adoleecent? 

Less than 12 years of school 
High School Graduate 
Some College 
College Gradu-a~t-e--=c~,-ye-a_r_d~e_g_r_e_e~)------

4. At the time you gave birth, how many people were living in 
your home including ycurself? (Write number} 

5. At the time you gave birth, how many bedrooms were 1n your 
home? (Write number) 

6. At the time you gave birth, how many bathrooms were in your 
home? (Write number) 

7. At the time you gave birth. how would you describe the 
income of your household? 

Poverty level (receiving food stamps and/or other forms of 
public assistance, excludin~ Medicare) 
Low incotae (working poor, may receive Medicare) 
Middle income _______ _ 
High income _________ _ 

a. During your pregnancy with your adolescent, where were you 
receiving your prenatal care? 

Private physician or nurse midwife 
Private clinic PU.bllc clinic __________________ _ 
Lay midwife ___________________ _ 

No prenatal care 

l 
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9. Where did you give birth? 

Rome 
Private hospital 
Public hosp! ta] 

10. Where ""re you born? (Write na111.e of cowitry) 

11. If you ""re not born in tbe On1ted States, how long ""'re you 
living in this country when yon gave birth to YOTJ.r adoles
cent? (Write time in years) 

12. What country was your ac.1oleecent born in? (Write naae of 
country) 
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