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Abstract 

 

Title of dissertation:  Factors Associated with Changes in Parental Depressive Symptoms:   

A Longitudinal Multilevel Analysis of Parents at High Risk for Child Maltreatment  

 

Dissertation directed by:  Donna Harrington, PhD., Professor and PhD Program Director, 

University of Maryland, Baltimore, School of Social Work  

  

Depression interferes with a parentôs ability to adequately care for a child, which can lead 

to adverse consequences such as child maltreatment (National Research Council & 

Institute of Medicine, 2009).  Given this complex relationship, it is critical to understand 

factors associated with how depressive symptoms change over time.  Home visiting 

programs are strategies for addressing child maltreatment and parental depression 

(Paxson & Haskins, 2009).  The primary purpose of this study was to assess factors 

predicting changes in depressive symptoms for a sample of parents at high risk for child 

maltreatment participating in a home visiting and neglect prevention program.   

 

This dissertation used secondary data to explore (1) individual, (2) relationship, and (3) 

service delivery factors associated with changes in depressive symptoms over time for a 

diverse sample of 569 parents enrolled in the same program implemented across 7 sites 

and 18 different program types.  Factors predicting the likelihood of child maltreatment 

reports or substantiations after program participation were also examined. 

 

Two- and three-level multi-level growth models were used to address three of the 

research questions. Across all the models, there was a significant decrease in depressive 

symptoms over time.  The two-level models indicated that Black parents had lower levels 

of depressive symptoms, whereas Hispanic parents had higher levels.  Parents with less 

than 12 years of education were more likely to have lower levels of depressive symptoms.  

Higher levels of parental stress and a greater need for social support were associated with 

higher levels of depressive symptoms in all models.  Significant factors found in the 

three-level models included parentôs history of abuse or trauma and assigned program 

duration; however findings are exploratory given the small sample size (n=18) at this 

level.           

   

Logistic regression was used to predict the likelihood of child maltreatment after program 

completion.  Prior child maltreatment reports and increased need for social support were 

associated with a greater likelihood of subsequent reports or substantiations.  Other 

parent demographic factors, level of depressive symptoms, and parental stress were not 

significant.   

 

Findings can be used to prioritize areas for depression screening, comprehensive 

assessments, worker training, and support needed for this vulnerable population. 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

Factors Associated with Changes in Parental Depressive Symptoms:    

A Longitudinal Multilevel Analysis of Parents at  

High Risk for Child Maltreatment  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

by 

Melissa Lim Brodowski 

 

 

 

 

Dissertation submitted to the Faculty of the Graduate School of the 

University of Maryland, Baltimore in partial fulfillment 

of the requirements for the degree of 

Doctor of Philosophy 

 

2012 



 

 

 

 

 

Acknowledgements 

 

This dissertation is a secondary data analysis of data from grants supported by the 

Childrenôs Bureau, USDHHS from 2003-2009.  This study would not be possible without 

all the work of the Family Connections (FC) Prevention Replications projects.  Thank 

you to all the staff and participants who were part of that initiative.   

 

This dissertation is dedicated to my wonderful family.  To Jason Brodowski, my husband 

and soul mate ï thank you for your never-ending love and support and encouraging me to 

go back to school and making it possible for me to finish.  To my beautiful daughters, 

Skylar and Riley Brodowski- the two of you are and will always be - my greatest 

accomplishments.   

 

This dissertation was completed with a lot of guidance from many people who have been 

my steadfast supporters, mentors, colleagues, and general source of inspiration and 

wisdom over the last several years.  First, I want to acknowledge the wise counsel of 

Donna Harrington, my dissertation chair.  Thank you for always pointing me in the right 

direction and especially for the last two years working on the proposal and dissertation.  I 

also want to thank my wonderful dissertation committee ï Banghwa Casado, Bruce 

DeForge, Bethany Lee and Larke Huang ï each of whom raised important questions 

along the way that helped to refine my thinking and strengthen the final dissertation. 

 

My decision to return to graduate school at UMB would not be possible without Diane 

DePanfilis and the Family Connections program.  Working with her and the FC 

replications projects and her strong encouragement so long ago convinced me to go back 

to school in the first place.  Thank you Diane for always being so supportive and for 

being a wonderful role model for me to see how we can bridge research to practice!   

 

I also want to thank Jill Filene from James Bell Associates ï she deserves an honorary 

doctorate for all her work leading the cross-site evaluation.  Thanks Jill for your 

commitment to excellence on the project and also for supporting the grantees and sharing 

their perspectives in our work.  Thank you to Elliot Smith from the National Data 

Archive on Child Abuse and Neglect for getting the data in such great condition for me 

and others to use. 

 

I am forever grateful to Catherine Nolan, my supervisor, for always being so supportive 

of my return to school and her understanding of my school-work-life balance.  Thanks to 

my cheerleaders at OCAN, CB and ACF, especially Irene Bocella and Sally Flanzer and 

everyone else I work with now -- I am so blessed to have such wonderful, intelligent, 

strong women that I can call my friends and colleagues!  Thank you to other colleagues 

who reviewed drafts of the dissertation and provided excellent feedback, especially Deb 

Daro and Jackie Counts.  

 

iii



 

iv 

 

Table of Contents 

Chapter 1:  Problem Statementéééééééééééééééééééééé1  

A. Study Aimsééééééééééééééééééééééééé....2 

B. Statement of the Probleméééééééééééééééééééé..3 

General population prevalenceéééééééééééééééé.. 4  

Societal costs of depression and child maltreatmentéééééééé..5 

Course of depressionéééééééééééééééééééé..6 

Parental depression and child maltreatmentééééééééééé...9 

Parental depression in low-income and high-risk populationséééé.10 

Parental depression and home visiting programsééééééééé.11 

Need for evidence-based prevention and early intervention servicesé..13 

C. Theoretical Frameworkéééééééééééééééééééé..14   

D. Conceptual Framework for Parental Depression and Child Maltreatmenté17 

E. Relevance to Social Workééééééééééééééééééé..19 

Chapter 2:  Review of the Literatureéééééééééééééééééé....22  

A. Search Strategyééééééééééééééééééééééé...23 

B.  Microsystem:  Individual Parent Level Factorsééééééééééé..24 

Summary, strengths and limitations of the researchéééééééé.28 

C.  Mesosytem:  Relationship Level Factorsééééééééééééé...29 

Depression and parentingéééééééééééééééééé.30  

Parental depression and risk of child maltreatmentéééééééé.34 

Parental stress and social supportééééééééééééééé36 

Summary, strengths and limitations of the researchéééééééé39 

D.  Exosystem:  Service Delivery Program Level Factorséééééééé..42 

Home visiting and parental depressionéééé..ééééééé.é.43 

Parent engagement and retentionééééééééééééééé.48 

Summary, strengths and limitations of the researchéééééééé51 

E.  Overall Summary of the Literatureééééééééééééééé.....53 

F.  Research Aims, Research Questions, and Conceptual Frameworkéééé55 

Chapter 3:  Methodsééééééééééééééééééééééééé...61 

A. Research Questionsééééééééééééééééééééé.....61 

B. Study Designééééééééééééééééééééééééé63 

C. Data Sourceéééééééééééééééééééééééé......63 

Family Connections National Cross-site Evaluationéééééééé.63 

D. Sampleéééééééééééééééééééééééééé.....68 

E. Procedureéééééééééééééééééééééééééé.69 

National Cross-site dataééééééééééééééééééé.69 

Procedure for dissertation dataééééééééééééééé......70 

F. Measures and Constructsééééééééééééééééééé.....70 

G. Data Analysisééééééééééééééééééééééé.......85 

Research Questions 1, 2, and 3éééééééééééééééé..85 

Research Question 4éééééééééééééééééééé..88 

Chapter 4:  Results  éééééééééééééééééééééééééé90 

A. Data Cleaningéééééééééééééééééééééééé..90 

Assumption checkingéééééééééééééééééééé91 

B. Group Comparisons by Site and FC Program Type and Enhancementéé..92 



 

v 

 

C. Multilevel Modelséééééééééééééééééééééé..100 

Preliminary Two-level modelséééééééééééééééé.101 

Research Question #1ééééééééééééééééééé..103 

Research Question #2ééééééééééééééééééé..108 

Preliminary Three-level modelsééééééééééééééé..116 

Research Question #3ééééééééééééééééééé..118 

 D.  Logistic Regression Modelééééééééééééééééééé128 

Research Question #4ééééééééééééééééééé..128 

Chapter 5:  Discussionéééééééééééééééééééééééé...136 

A. Summary of Findingsééééééééééééééééééééé.136 

Depressive Symptoms and Change Over Timeééééééééé...137 

Parent Demographic Factorsééééééééééééééééé138 

Parent Relationship Factorsééééééééééééééééé.141 

Program-Level Factorsééééééééééééééééééé144 

Child Maltreatment and Parental Depressive Symptomséééééé147 

Summaryéééééééééééééééééééééééé..148 

B. Limitations, Strengths and Sample Size Adequacyééééééééé...150 

Sample size adequacyééééééééééééééééééé..154 

C. Implications for Theory, Research, Policy and Practiceééééééé...156 

The Socio-ecological Framework and Parental Depressionééééé156 

Researchéééééééééééééééééééééééé...158 

Policy and Practiceéééééééééééééééééééé..162 

 D.  Conclusionééééééééééééééééééééééééé.166 

  

Appendix A:  Descriptive Statistics..............................................................................169  

Appendix B:  Assumption Checkingééééééééééééééééééé176 

Appendix C:  Demographics by FC Program Type and Enhancementéééé...186  

Appendix D:  ANOVAs by FC Program Type and Enhancementééééééé188 

Appendix E:  Two-Level Model Buildingééééééééééééééééé191 

Appendix F:  Exploratory Three-level Model Buildingééééééééééé.238 

Referencesééééééééééééééééééééééééééééé..298 

 

 

 

 



 

vi 

 

List of Figures 

 

Figure 1:  Conceptual Framework for Parental Depression and Child Maltreatment.18                     

 

Figure 2:  Conceptual Model for Research Questions 1, 2, and 3ééééééé  56 

 

Figure 3:  Conceptual Model for Research Question 4ééééééééééé.  59 

 

Figure 4:  Interaction between Parental Stress and Depressive Symptoms for Low-Income 

and Higher Income Parentséééééééééééééééééééééé111 

 

Figure 5:  Interaction between Need for Social Support and Depressive Symptoms for 

Married and Non-married parentsééééééééééééééééééé.112   

 

Figure 6:  Interaction between Parental Stress and Depressive Symptoms for Asian 

parents compared to other ethnic groupséééééééééééééééé..113 

 

Figure 7:  Interaction between Need for Social Support and Depressive Symptoms for 

Black parents versus all other parentsééééééééééééééééé..114 

 

 

List of Tables 

 

Table 1:  Family Connections Program Types, Duration and Target Populationé..65 

 

Table 2:  Site-Specific Time Points for Research Measure Administrationééé..67  

 

Table 3:  AAPI Form and Subscale Internal Reliabilitieséééééééééé..76 

 

Table 4:  Research Questions 1 and 2: Two-Level Multilevel Growth Models   é..86 

 

Table 5:  Research Question 3:  Exploratory Three-level Multilevel Growth Models.87 

 

Table 6:  Research Question 4: Logistic Regression for Predicting Child Maltreatment.89 

 

Table 7:  Baseline Demographics (categorical variables) and Chi-Square Tests by Site.93 

 

Table 8:  Demographics and Measures (continuous variables) and F-tests by Siteé95 

 

Table 9:  Two-level Modelsééééééééééééééééééééé..104 

 

Table 10:  Exploratory Three-level modelsééééééééééééééé..119 

 

 

 

 



 

vii  

 

Table 11:  Logistic Regression Sample Demographics (categorical variables) and  

Chi-Square Tests by Siteéééééééééééééééééééééé.129   

 

Table 12:  Logistic Regression Sample Demographics and Measures (continuous 

variables) and F Tests by Siteéééééééééééééééééééé.130    

 

Table 13:  Binary Logistic Regressionééééééééééééééééé132   

 

Table 14:  The Observed and Predicted Frequencies for Child Maltreatment Reports  

and Substantiationséééééééééééééééééééééééé..134 



 

1 

 

 

 

 

 

 

 

 

CHAPTER 1:  PROBLEM STATEMENT  
 

Parental depression
1
 and child maltreatment are significant health and social 

problems that impact millions of adults and children each year (National Research 

Council, 1993, Chapter 3; National Research Council [NRC] & Institute of Medicine 

[IOM], 2009, Chapter 1).  Although a causal connection between parental depression and 

child maltreatment has not been directly established, parent mental health problems are 

common risk factors for child abuse and neglect (National Research Council, 1993, 

Chapter 4; NRC & IOM, 2009, Chapter 4). Depression is a mental health impairment that 

negatively impacts functioning related to work, household, caregiving, and other personal 

and social relationships, including the ability to provide adequate care for oneôs children 

(Beardslee, 2002; Nicholson, Beibel, Hinden, Henry, & Steir, 2001).  At the most 

practical and intuitive level, parents who are depressed are less likely to be available and 

attentive to their children.  They also demonstrate less attached and nurturing behavior, 

and, under certain circumstances, develop neglectful, aggressive, or hostile relationships 

with their children (Ammerman et al., 2009).  In extreme situations, these negative 

parenting behaviors may result in child maltreatment. 

Sheppard (1997a; 1997b) has described the co-occurrence of depression and child 

maltreatment as a ñdouble jeopardyò because of the devastating impact of both problems 

                                                 
1
 Throughout this document, parental depression is used synonymously with maternal depression and 

caregiver depression. Caregivers are individuals who provide primary care for a child if the parents are not 

available.  Caregivers may include other relatives or other adults in the role of primary caregiver. 



 

2 

 

 

on the lives of caregivers and their children.   Depression interferes with the ability of a 

parent to provide adequate care for a child; for example, a depressed parentôs inability to 

properly supervise their child may place them in neglectful situations.  In extreme cases, 

this parental incapacity can lead to adverse consequences, including severe emotional and 

physical neglect, and child physical and sexual abuse.   

Given the complexity of the factors associated with parental depression and child 

maltreatment, it is critical to understand the key factors that are associated with how 

depressive symptoms may change over time.  Over the last several years, prevention and 

early intervention have gained prominence as critical strategies for addressing child 

maltreatment and parental depression (NRC & IOM, 2009, Chapter 7; Paxson & Haskins, 

2009; Stagner & Lansing, 2009).   

A.  Study Aims 

This dissertation explores the key factors associated with changes in the level of 

depressive symptoms over time in a sample of parents
2
 who are at high risk for abusing 

or neglecting their children.  The parents in the sample were enrolled at one of seven 

different sites that participated in the Family Connections Prevention Replications Project 

to implement a child maltreatment prevention program and used home visiting as a key 

service delivery strategy.  This dissertation utilizes secondary data analysis with data 

                                                 
2
 In this dissertation, parent is used as a generic term to include mothers, fathers, legal guardians, and other 

relative or non-relative caregivers who are the primary caregivers for the target child/ren. 
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from the national cross-site evaluation data for this project
3
.  The specific aims of this 

dissertation are:   

1) To explore the key individual (i.e., parent demographics), relationship (i.e., 

parenting capacity, stress, and social support), and service delivery program (i.e., 

type of Family Connections program) factors that are associated with changes in 

the level of parental depressive symptoms over time;  

2) To examine the relationship between parental depressive symptomatology and 

child maltreatment. 

B.  Statement of the Problem  

This section begins with an overview of the prevalence and scope of parental 

depression and child maltreatment, and the societal costs associated with treating those 

problems.  The second section describes the course of depression and briefly highlights 

research on the co-occurrence of depression and child maltreatment.  This is followed by 

a short discussion regarding evidence-based home visiting programs as one possible 

strategy to address parental depression and prevent child maltreatment.  The next section 

provides the theoretical foundation and conceptual model for the key constructs of 

interest for this dissertation.  The chapter will conclude by illustrating the relevance of 

this dissertation for social work practice. 

 

                                                 
3
 The national cross-site evaluation for the Family Connections Replications Project was conducted by 

James Bell Associates with funding from the Childrenôs Bureau, Administration for Children and Families.  

The cross-site evaluation final report draft is being revised and will be resubmitted to the Childrenôs Bureau 

by early 2012.  
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General population prevalence  

According to results from the National Comorbidity Survey, 16.2% of adults 

suffer from a major depressive disorder at least once in their lifetime (Kessler et al., 

2003).  Women have prevalence rates of depression that are between one and half to three 

times greater than that of men (Kessler, 2003).  Depression is the leading cause of 

disability for women (Kessler, 2003).  For adults with at least one child under 18, the 

lifetime prevalence of major depressive disorder is approximately 14% to 19% (NRC & 

IOM, 2009, Chapter 1).  It is estimated that at least 15 million children (or 20% of all 

children under 18 years old in the U.S.
4
) are living in homes with caregivers who suffer 

from major depression (NRC & IOM, 2009, Chapter 1; Federal Interagency Forum on 

Child and Family Statistics, 2010).  Eleven percent of infants living in poverty are also 

living with a depressed mother (Vericker, Macomber, & Golden, 2010).  Moore, Hair, 

Vandivere, McPhee, McNamara, and Ling (2006) found that 6.4% of children who 

entered kindergarten in 1998-99 lived with a mother who had elevated depressive 

symptoms.   

Child maltreatment also impacts millions of lives.  In 2010, there were 

approximately 3.3 million reports of suspected child maltreatment, involving almost six 

million children.  An estimated 695,000
5
 children were determined to be victims of 

maltreatment.  Of these victims, 78.3% experienced neglect, 17.6% were physically 

abused, 9.2% were sexually abused, 8.1% were psychologically maltreated, 2.4% were 

                                                 
4
 This percentage is based on 2010 census data on the population of children under 18 years old living in 

the U.S. 
5
 This is the unduplicated count for unique child victims in 2010.  The duplicated number of victims is 

754,000. 
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medically neglected, and 10.3% experienced other forms of abuse (e.g., abandonment, 

threats of harm to the child).  Eighty-one percent of the victims were maltreated by a 

parent acting alone or with someone else (U.S. Department of Health and Human 

Services, 2011).  Data from the Fourth National Incidence Study (NIS-4) point to even 

higher numbers of children who may have experienced abuse or neglect, with estimates 

ranging from 1.25 million to 3 million depending on the definition of harm used in the 

study (Sedlak, Mettenburg, Basera, Petta, McPherson, Greene, & Li, 2010).  These NIS-4 

estimates are up to three times the number of victims of child maltreatment reported to 

child protective services.  Of the total number of children abused or neglected, 61% to 

77% experienced neglect, which is similar to the rates of neglect from official child abuse 

reports.  Parental mental illness was a factor for 7% of all children who were maltreated, 

across all types of abuse or neglect (Sedlak et al., 2010).  However, for the children who 

were emotionally abused, parental mental illness was a factor for 17% (Sedlak et al., 

2010).  

Societal costs of depression and child maltreatment.   

Depression and child maltreatment inflict a significant toll on society in dollars, in 

addition to the untold personal costs to children, families, friends, and communities 

impacted by the problem.  Mental health disorders are among the five most costly health 

problems to treat (Soni, 2009).  Serious mental illness, including depression, is estimated 

to cost $193.2 billion per year in lost productive time in the workplace alone (Kessler et 

al., 2008).  Child maltreatment has similarly exorbitant costs.  Recent estimates of the 

societal cost to address child maltreatment range from $65 billion to $124 billion dollars 

per year (Corso & Fertig, 2010; Fang, Mercy ïget other authors for CDC study, 2012; 
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Wang & Holton, 2007).  This includes direct system costs from child welfare, mental 

health, law enforcement, and hospitalizations due to injuries from child maltreatment.  

Indirect costs include special education, juvenile delinquency, health care, and lost 

productivity (Corso & Fertig, 2010; Fang et al., 2012; Wang & Holton, 2007).   

Furthermore, depression rarely occurs by itself; it is often associated with other 

problems that impact child and family well-being (NRC & IOM, 2009, Chapter 3).  Thus, 

the combined costs of treating both problems may be even higher.  These estimates need 

to be interpreted with caution because predicting long-term costs associated with 

individual problems is notoriously difficult given the challenges of isolating costs to a 

single problem (Corso & Fertig, 2010).  As stated previously, a compelling body of 

research has identified a strong relationship between parental depression and increased 

risk of child maltreatment, which are often co-occurring social problems (Conron, 

Beardslee, Koenen, Buka, & Gortmaker, 2009; NRC & IOM, 2009, Chapter 4; National 

Research Council, 1993, Chapter 4).   

Course of depression 

Depression can manifest itself in a number of ways.  Depression may be chronic 

or episodic and the experience of depression can be vastly different across individuals 

(Beardslee, 2002, Chapter 3; DePaulo & Horvitz, 2002, Chapter 4).  Some may 

experience episodes that last for a few weeks or months.  Others may experience 

depressive symptoms with even longer durations, sometimes lasting up to one year or 

more (Center on the Developing Child at Harvard University, 2009; NRC & IOM, 2009, 

Chapter 3).  In between depressive episodes, some individuals may have periods of time 

without experiencing any signs or symptoms of depression.  More than half of people 
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who experience an initial depressive episode have at least one recurrent episode in the 

next several years (NRC & IOM, 2009, Chapter 3).  Of the individuals who experience a 

second episode of depression, approximately 70-80% will experience a third episode.  Of 

those who experience a third depressive episode, approximately 90% will experience a 

fourth one (Burcuse & Iacono, 2010). 

 

A major depressive episode occurs when five or more specific symptoms are 

present within a two-week period and are accompanied by depressed mood and loss of 

interest in daily activities that affects normal functioning.  The symptoms include: 

 Depressed mood most of the day 

 Diminished interest of pleasure in activities 

 Significant weight loss or weight gain; increase or decrease in appetite 

 Lack of sleep or excessive sleep 

 Fatigue or loss of energy 

 Feelings of worthlessness 

 Diminished ability to think or concentrate 

 Recurrent thoughts of death or suicidal ideation,  

 

(American Psychiatric Association, 2000, pp. 349-356).  

 

Dysthymia is a form of chronic depression that is considered a less severe form of 

major depression (American Psychiatric Association, 2000; DePaulo & Horvitz, 2002, 

Chapter 4).  For individuals with dysthymia, the presence of depressive symptoms often 

has a longer duration; sometimes up to two years or longer. Individuals with dysthymia 

are able to conduct daily life activities however, they might seem consistently unhappy 

for extended periods of time. Although not disabling like major depression, dysthymia 

prevents individuals from feeling normal and functioning optimally. Dysthymia can 

begin in childhood or in adulthood and is more common in women.  The National 

Institutes of Health (2010) report that that 3.3 million adults over age 18 are affected by 
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dysthymia each year.  A person with dysthymia may also experience major depression at 

the same time (American Psychiatric Association; 2000; DePaulo & Horvitz, 2002, 

Chapter 4).    

Depression can be identified through a current diagnosis, a lifetime diagnosis, or 

through screening for the presence of elevated symptoms from self-report questionnaires 

(NRC & IOM, 2009, Chapter 3).  Brief self-report screening tools are used to identify 

individuals with elevated levels of depressive symptoms who may need further 

assessment.  The most common screening measures used include the Beck Depression 

Inventory (BDI), Edinburgh Postnatal Depression Scale (EPDS), Zung Depression Scale, 

and the Center for Epidemiological Studies Depression Scale (CES-D) (Gaynes et al., 

2005).  Each of the tools has a clinical cut-off range that is used to identify persons who 

need to be referred for a more formal assessment for possible depression.  Higher levels 

of depressive symptoms are associated with probable clinical depression (Gaynes et al., 

2005).  Finally, depression is formally diagnosed through a clinical interview by a 

licensed professional.   

Depression can manifest itself in multiple ways; however it is sometimes not 

recognized by professionals working with families.  Almost one-half of all adults with 

major depressive disorder did not receive any mental health treatment (Kessler et al., 

2003).  Left untreated, depression or high levels of depressive symptoms may lead to 

adverse outcomes for individuals and their children, including increased risk for negative 

parenting and child maltreatment.   
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Parental depression and child maltreatment 

Prior research supports the association between parental depression and risk of 

child maltreatment for children in their care; however, a definitive causal link has not 

been established (Zuravin, Bliss, & Cohen-Callow, 2005).   Previous studies have 

examined depression in the context of how it affects parenting behavior and ultimately 

child outcomes (Knitzer, Theberge & Johnson, 2008; Silver, Heneghan, Bauman & Stein, 

2006) and there are a number of ways that the presence of depressive symptoms can 

negatively impact caregiving behavior.  Depression that occurs during pregnancy places 

the unborn child at risk because the mother may not eat properly to provide adequate 

nutrition for the baby, or she may use alcohol and other substances that may cause harm 

to the baby (Ostler, 2009).  After the birth of the child, parents who are depressed may 

not have the capacity to provide adequate care and nurturing for the baby as well as for 

themselves (Chung, McCollum, Elo, Lee, & Culhane, 2004; Ostler, 2009; Paulson, 

Dauber, & Lieferman, 2006).  Infants and young children with depressed parents are 

especially vulnerable for poorer developmental outcomes than children of parents who 

were not depressed or suffering from mental illness (NRC & IOM, 2000, Chapter 4).     

It is important to note that not all individuals who are diagnosed or display 

depressive symptoms will maltreat their children.  For parents who were already reported 

for child maltreatment or involved with the formal child welfare system, and later 

identified with depression, it is sometimes difficult to determine the temporal sequence of 
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events.  In those situations, it remains unclear whether the parental depression led to the 

maltreatment or whether depression occurred after the maltreatment was identified.   

Parental depression in low-income and high-risk populations 

Rates of depression or depressive symptomatology in higher risk populations, 

such as those at greatest risk for child maltreatment, are up to four times higher than the 

general population (Ammerman, Putnam, Bosse, Teeters, & Van Ginkel, 2010).  A few 

studies have examined the prevalence of depressive symptoms in child welfare 

populations or other demographically similar populations.  Conron, Beardslee, Korean, 

Buka, and Gortmaker (2009) conducted secondary analysis on data from the National 

Survey of Child and Adolescent Well-being (NSCAW) using a sample of mothers who 

retained custody of their child (ages 0 to 15 years old).  Conron et al. (2009) found that 

more than one third (35.5%) of the sample of caregivers for children who were the 

subject of a child protective services investigation experienced an onset or remission of 

depression at some point during the study period and one-quarter of the sample met the 

depressive symptom criteria at each data collection point.  

Another study using a different NSCAW sub-sample found that 40% of mothers 

with children over two years who were investigated by child protective services reported 

depressive symptoms within the clinical range at some point during the three years after 

the initial investigation (Burns et al., 2010).   Other research with a Canadian sample of 

children served by child welfare services reported somewhat lower rates of maternal 

depression (29%) (Leschied, 2005). 
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Within low-income populations, the estimated prevalence rate for depression is at 

least 25% (Knitzer, Theberge, & Johnson, 2008).  The National Early Head Start 

Research and Evaluation Project (2006) found that more than half of the mothers (52%) 

reported depressive symptoms at the start of the program that were within the clinical 

range for depression, as measured by the CES-D.  Eligibility for the Early Head Start 

program is primarily determined by Federal poverty income guidelines.  However, 

individual Early Head Start programs identify local community needs and often use 

additional criteria for priority populations to be served, such as parents with mental health 

needs.  Over the last several years, the Head Start program has recognized that parental 

depression impacts a large proportion of families served and identified the need for more 

specialized training and programming to address these unique needs (Early Childhood 

Learning and Knowledge Center, 2010).  The identification and attention to parental 

depression for participants in Head Start programs may be a contributing factor to the 

higher prevalence rates found by the Early Head Start Research Project.  

Parental depression and home visiting programs 

Participants involved with other prevention programs, like home visiting, have 

consonant and often even higher prevalence rates for depression or depressive symptoms.  

Some home visiting programs use the presence of parent mental health problems as part 

of their referral criteria into the program (Gomby, 2005), which may partially explain the 

high rates of depression found in these samples.  Ammerman et al. (2010) conducted a 

systematic review of maternal depression in home visiting programs and found that 

depressive symptomatology for participants ranged from 29% to 61% at enrollment, with 

large proportions scoring above the clinical cut-off range for depression on various 
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screening measures such as the CES-D or the BDI.  The persistence of such high levels of 

depressive symptoms was found despite the participation in various home visiting 

programs.   

In addition, most of the screening for depression in the studies reviewed was often 

conducted as part of a research protocol (Ammerman et al., 2010). It was not typically 

part of intake or ongoing assessments for participants enrolled in the home visiting 

program.  Although Ammerman et al. (2010) raised questions regarding the capacity of 

many home visiting programs to address these high rates of mental health problems, they 

also highlighted the potential benefits of using home visiting as a key vehicle for meeting 

the needs of vulnerable parents.  (The Ammerman et al. systematic review is summarized 

in greater detail in Chapter 2.)   

Home visitors have the potential to reach large numbers of parents who are at 

high risk for parental depression and child maltreatment.  Home visitors go directly to the 

families, provide direct services and support, and are in a position to insure that linkages 

to critical mental health services are made (Johnson, 2009; Stolozfus & Lynch, 2009).  

Indeed, the use of mental health consultation is growing as an enhancement to home 

visiting and parenting programs in order to address the needs of caregivers at high risk 

for depression (Ammerman et al., 2007; Boris, Larrieu, Zeanah, Nagle, Steier, & McNeill, 

2006).  Early results from programs with these added mental health services have 

produced promising results at reducing caregiver depressive symptoms for participants 

who received in-home cognitive behavior therapy in addition to standard home visiting 

services (Ammerman et al., 2007; Borris et al., 2006; Stevens, Ammerman, Putnam, & 

Van Ginkel, 2002).   
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Home visiting as a program strategy is directly relevant to this dissertation 

because the parents in the study sample were all enrolled in the Family Connections (FC) 

neglect prevention program, which also uses home visiting as a primary strategy for 

service delivery.  In addition, the FC eligibility criteria include parent mental health 

problems (which may include depression), inadequate supervision, child mental health 

problems, and inadequate nurturance and attachment, which are circumstances that may 

be influenced by parental depression (DePanfilis, McDermott Lane, Strieder, & Girvin, 

2004; Girvin, DePanfilis, & Daining, 2007).  A more detailed review of efforts to address 

parental depression specifically in home visiting programs is found in Chapter 2.      

Need for evidence-based prevention and early intervention services  

Given the exorbitant social and human costs, identifying evidence-based and 

evidence-informed interventions that can prevent or ameliorate the effects of parental 

depression, promote optimal child health and development, and prevent child 

maltreatment is a significant priority for policy makers and funders (Administration for 

Children and Families, 2007; Health Resources and Services Administration, 2010; 

Hinden, Biebel, Nicholson, Henry, & Stier, 2002; National Research Council, 1993; NRC 

& IOM, 2009, Chapter 7).  Despite the prevalence of depression and the negative 

consequences on parenting ability, it is a condition that is receptive to treatment for some 

populations (NRC & IOM, 2009, Chapter 6).  There are a number of interventions that 

have been found to be effective, including cognitive and interpersonal therapies, 

medication, and mutual self-help groups, for certain groups of people (Knitzer et al., 

2008).  Targeted services for parenting are available through home visiting programs that 



 

14 

 

 

provide the opportunity for screening, linkages to mental health services and parenting 

support (Knitzer et al., 2008).   

 

C.  Theoretical Framework 

 

The social ecological perspective is a systems theory that is pertinent to parental 

depression as well as child maltreatment.  Bronfenbrenner (1979) originally developed 

the social ecological theory, which emphasizes the individual in context and that behavior 

is impacted and shaped by the interactions with the environment at multiple levels.  The 

social ecological theory is also the guiding theory that undergirds the FC program.  This 

multi-level systems approach to understanding the predictors, consequences, and inter-

relationships present in families impacted by or at-risk of child maltreatment is also 

known as an ecological or eco-behavioral perspective or the socio-ecological framework 

(Belsky, 1980; Belsky, 1993; Bronfenbrenner, 1979; Germaine & Gitterman, 1995).  In 

essence, this systems theory suggests that attempts to understand the complex interplay 

between caregiver depression and child maltreatment and the types of interventions 

needed to prevent and address those problems require an examination of the factors 

related to parent, child, family, community, and societal conditions (National Research 

Council, 1993; NRC & IOM, 2000, 2009).    

Belsky (1984) uses the ecological framework to guide his theory on parenting 

practices.  Belsky developed a framework for behavior that included three different 

domains: 1) characteristics of the parent; 2) characteristics of the child; and 3) level of 

stress and social support.  Belsky (1980, 1993) has applied the theory more specifically to 

child maltreatment and suggests that at the microsystem or individual level, oneôs 

personality, coping resources, and history of prior maltreatment or trauma should be 
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considered.  The mesosystem or relationship level describes factors that are based on 

interactions or relationships with others.  These characteristics include status of marital 

relationships, parenting and familial relationships, social support, and work situations.  

The exosystem involves community level factors such as service delivery systems and 

community support.  Finally, societal factors at the macrosystem include poverty, 

unemployment and cultural beliefs, which are also important for predicting risk and 

resilience (Belsky, 1980; 1993).   

The social ecological theory emphasizes that the various risk and protective 

factors interact and impact the developmental trajectory of an individual within the 

context of the larger ecological system in which they live (Ciccheti & Toth, 1995).  

Germaine and Gitterman (1995) describe this as reciprocity, which is an ongoing, 

interactive process between people and environments that influence each other over time.  

Meyers, Narkey, and Aguirre (2002) tested the relationships across parent and family 

relationships, other social relationships, and demographic factors and family functioning 

as a test of the social ecological theory.  They found that the significant predictors of 

family functioning were stressful life events, parental depression, and the maturity of the 

mother.  

Knitzer et al. (2008) write that depression needs to be considered through a 

ñparenting lensò and must include a broader definition that considers the adult within the 

context of their role as a parent.  The National Research Council and Institute of 

Medicine (2009) also reinforced this notion with the call to examine the factors at every 

social ecological level through the lens of the parent-child relationship.  A large body of 

research in the last decade has confirmed that there are a variety of risk and protective 
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factors associated with parental depression, as well as child maltreatment (Kendler, 

Karkowski, & Prescott, 2002; Runyan et al., 1998).  At the individual level, Riso, 

Miyatake, and Thase (2002) conducted a review of factors that were determinants of 

adult chronic depression including developmental factors, personality, psychosocial 

stressors, comorbid disorders, biological factors, and cognitive factors.  The authors 

found the strongest support for developmental factors, which emphasized that early 

experiences with adversity and stressful events contributed to later mental health 

problems.  It is important to note that the authors did not distinguish between results for 

parents or adults with no children.  Other research underscores certain negative parenting 

attitudes and beliefs that are more prevalent among depressed parents (NRC & IOM, 

2009, Chapter 4).    

At the second level of the social ecology, which includes interpersonal 

relationships, protective factors include the presence of a support network and 

emotionally satisfying relationships with others (Banyard, Williams, & Siegel, 2003; 

Silver, Heneghnon, & Bauman, 2006).  At the family level, some of the risk factors 

include parental stress and isolation, while the protective factors include the presence of 

an adult role model and the availability of support from family or friends (Cairney, Boyle, 

Offord, & Racine, 2003; Hammen, 2005, 2006).  At the community and societal levels, 

risk factors include unemployment, poverty, substance abuse, and lack of housing.  

Protective factors include access to health care and social services and safe 

neighborhoods (Runyan et al., 1998).   
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D.  Conceptual Framework for Parental Depression and Child Maltreatment 

Figure 1 depicts the overarching conceptual framework guiding the topics under 

study.  This framework is adapted from simplified versions of models developed by 

Belsky (1984), the NRC & IOM (2009), and Runyan et al. (1998).  The adapted version 

that follows uses many of the same risk and protective factors identified in the 

aforementioned conceptual models, but it does not include child characteristics, child 

outcomes, or community level factors.  There was limited information available in the FC 

data regarding parent level factors such as individual personality characteristics and 

spousal relationships, therefore those factors are not included in this model.  In the 

following theoretical framework, the focus is on the parent at the individual level; 

parenting capacity, social support, and parental stress at the relationship level; and service 

delivery program characteristics at the community level.  Child characteristics were not 

specifically examined in this dissertation and may be a topic examined for future studies.   

Figure 1 depicts the key constructs that may influence the levels of parental 

depressive symptoms over time and were specifically examined in this dissertation.  The 

double sided arrows across the various constructs reflect the interactive relationships that 

may be present.  The individual level examines relevant demographic characteristics of 

the parent that may influence levels of parental depression:  age, race/ethnicity, education, 

employment, marital status, history of trauma and abuse, substance abuse, and household 

income.   
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Figure 1:  Conceptual Framework for Parental Depression and Child Maltreatment 

 

Parenting attitudes and capacity is a global concept that includes a parentôs beliefs about 

multiple aspects such as nurturing and attachment, disciplinary practices, parental 

expectations of their childôs behavior, childôs emerging independence, and parent roles 

and responsibilities (Bavolek & Keene, 2001) 

Families living in poverty may have additional stressors that increase levels of 

parental depression and household income is an important variable that is included in the 

analysis as a control variable (Chung, McCollum, Lee, & Culhane, 2004; Eamon & Zuehl, 

2001).  For this dissertation, parents are the primary focus of the study and therefore are 
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considered as the individual level for the model.  In this way, parent demographic 

characteristics are included as variables of interest within the microsystem.  Variables 

related to the characteristics of the child are not specifically examined within this 

dissertation in order to examine the parent factors in more detail.  Factors associated with 

parenting beliefs and attitudes and parental stress are dimensions of the parent-child 

relationship and considered within the mesosystem.  Social support is also examined 

within this second level.  The study examines the exosystem at the third level, which is 

represented by the service delivery program providing services to the families.  

Characteristics of the home visiting program (i.e., type of program and duration) are also 

examined at that third level. 

 

E.  Relevance to Social Work 

 

 The relationship between parental depression and child maltreatment is a critical 

issue for social work because the primary mission of the social work profession is ñto 

enhance human well-being and help meet the basic human needs of all people, with 

particular attention to the needs and empowerment of people who are vulnerable, 

oppressed or living in povertyò (National Association of Social Workers, 2008).  By 

definition, families impacted by parental depression and at risk for child maltreatment are 

vulnerable populations.  The primary aim of this dissertation is to understand the factors 

that may predict higher or lower levels of parental depression for a sample at high risk for 

child maltreatment.  The findings and implications from this study may be used by social 

work practitioners and administrators to develop more research-informed policies, 

programs, and practices for vulnerable parents at greatest risk for parental depression and 

child maltreatment. 
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 Every day many social workers across the country provide direct services through 

home visiting and parenting programs, and mental health, substance abuse, and other 

health and human services.  Given the high prevalence rates of undetected parental 

depression, a significant proportion of these social workers are likely working with 

parents who may be exhibiting high levels of depressive symptoms or have other mental 

health problems.  In order to best meet the needs of vulnerable families, it is critically 

important for social workers to understand the characteristics of the target population that 

they are trying to serve.   

Home visiting programs have moved into greater prominence given the new 

Federal investments in these programs through the Patient Protection and Affordable 

Care Act of 2010 (Public Law 111-148), which created the Maternal, Infant and Early 

Childhood Home Visiting Program.  One of the initial activities that home visitors must 

undertake with their families is a comprehensive parent and family needs assessment. 

Given the prevalence of parental depression within the populations receiving home 

visiting, it is important to build in upfront and regular ongoing screening that social 

workers, acting as home visitors, should incorporate into their initial assessment process 

and routine practice with families.   Results from this study can also help identify specific 

populations or key demographic characteristics of parents who may be at higher risk for 

depression.  These parents may need referrals for more in-depth mental health assessment 

and consultation, and mental health treatment, as appropriate. 

Social work administrators also need better, more precise information to plan 

more effective service delivery systems that meet the needs of the population they are 

trying to serve.  Results from this study may identify critical staff training topics needed 
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by social work home visiting staff and supervisors.  Ultimately, findings from this study 

can contribute to policy recommendations at the program or organizational levels.  For 

example, social work administrators may use the findings to develop a policy on the use 

of universal depression screening protocols for families who may be at greatest risk for 

parental depression and child maltreatment.      

To maintain consistency with social work values and principles, this dissertation 

builds on prior research efforts.  Other research has already been conducted with this 

population; however the level of parental depression has not been specifically examined 

as the primary variable of interest (DePanfilis & Dubowitz, 2005; Hayward, 2009).  

Participants in the Family Connections (FC) had reduced levels of depression from 

enrollment to case closure (DePanfilis & Dubowitz, 2005; Girvin, DePanfilis, & 

Dubowitz, 2008; James Bell Associates, (under review
6
).  Prior published studies on FC 

have used data from either the original site or one of the replicating sites (DePanfilis & 

Dubowitz, 2005; Theriot, OôDay, & Hatfield, 2009; Wu, Mimura-Lazare, Petrucci, 

Kageyama, & Suh, 2009); this study differs by using data from seven replication projects.  

This dissertation is grounded in using this research to inform practice and promote 

ongoing quality improvement for child maltreatment prevention programs.  The next 

chapter presents the detailed literature review, followed by a more detailed discussion of 

the research methodology in Chapter 3.   

 

 

 

 

 

 

                                                 
6
 The final draft is being revised based on feedback from the Childrenôs Bureau and will be resubmitted for 

final review in early 2012. 
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CHAPTER 2:  REVIEW O F THE LITERATURE  

 

This chapter provides a review of the literature on parental depression and child 

maltreatment.  Although a vast literature exists on each topic separately, research that 

isolates the specific relationship between parental depression and risk of child 

maltreatment is much more limited (Zuravin, Bliss, & Cohen Callow, 2005) and is the 

focus of this literature review.  After describing the literature search strategy, the rest of 

the chapter is organized according to the factors of interest at the different levels of the 

social ecological framework.  The first major section reviews the factors at the 

microsystem or the individual level, and addresses key parent demographic 

characteristics associated with parental depression and child maltreatment.  The second 

section examines factors at the mesosystem or relationships and interpersonal level of the 

social ecology and reviews the research on depression and parenting capacity and the 

specific intersection with child maltreatment.  This section also considers other risk and 

protective factors such as parenting stress and social support.  Empirical studies that 

examine factors associated with changes in level of depression over time are also 

reviewed.  The third section specifically examines parental depression (and child 

maltreatment wherever applicable) within the context of home visiting programs and 

other related programs at the exosystem level of the model.   Each section concludes with 

the strengths and limitations of the research design and analytical methods.  The final 

section of this chapter provides an updated conceptual framework for this dissertation and 

provides the rationale for the study aim and research questions.   
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A.  Search Strategy 

The overall search strategy for this dissertation was an iterative process that included 

searching through the traditional library databases and internet databases, consulting with 

professionals in the field, and seeking articles referenced within key systematic reviews, 

government publications, and other professional publications on the topic.  Social science 

databases including EBSCO Host (Academic Search Premier, ERIC, Medline, 

Psychology, and Behavioral Sciences), Social Science Citations, and the Child Welfare 

Information Gateway collection were used.  Google Scholar Search was used to 

supplement the database searches.  An initial search was conducted using the terms, 

ñparental depression,ò ñmaternal depression,ò ñchild maltreatment,ò and ñchild neglect.ò  

Additional searches were conducted using the terms ñdepression and parentingò  

ñdepression and stress,ò and ñdepression and social support,ò which also identified 

several additional studies.  Some of the studies addressed both parental depression and 

child maltreatment and other studies had a primary focus on only one topic.  The majority 

of the studies focused on maternal depression or included samples with female 

caregivers.   

Several key references included a recent monograph on parental depression from 

the National Research Council and the Institute of Medicine (2009); a systematic review 

of maternal depression in home visiting (Ammerman et al., 2010); a meta-analysis of 

depression and parenting (Lovejoy, Graczyk, OôHare & Neuman, 2000); systematic 

reviews of home visiting programs (Howard & Brooks-Gunn, 2009; Sweet & 

Appelbaum, 2004); and professional publications regarding maternal depression (Knitzer 

et al., 2008; National Scientific Council on the Developing Child, 2009; Onomaku, 
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2006).  Reference lists from these books and articles were reviewed to identify empirical 

studies that were relevant to the topic of this dissertation.  Ultimately, 58 references were 

identified including conceptual papers, review articles, qualitative studies, as well as 

observational and experimental research studies that were relevant for this dissertation.    

B.  Microsystem:  Individual Parent Level Factors 

   

This section summarizes the research that specifically examines key parental 

demographic characteristics and their association with depression (and child 

maltreatment whenever applicable).  The specific factors include:  parentsô age, race and 

ethnicity, level of education, marital status, personal history of maltreatment or trauma, 

substance abuse, employment, and household income. 

Parental age.  The age of the parent has been associated with differential levels of 

risk for depression.  In particular, younger mothers have higher rates of lifetime 

depression than older parents (NRC & IOM, 2009, Chapter 3).  Young parental age (25 

years or less) is associated with higher levels of reported depression (Mayberry, 

Horowtiz, & DeClearq, 2007) and having children at younger ages (less than 20 years) 

was associated with higher risk of developing depressive symptoms later on (Falci, 

Moritner, & Noel, 2010).  In addition, depressive symptoms worsened for young mothers 

(17 years or less) enrolled in home visiting programs (Ammerman et al., 2009).  In that 

study, younger mothers had higher BDI scores at both time points and researchers 

postulated that this group was less likely to improve over time. 

Teen parents and first time parents are widely known to be at high risk of negative 

parenting outcomes and a primary target population for home visiting programs (Howard 

& Brooks-Gunn, 2009).  Parents who have maltreated their children also have a similar 
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pattern with respect to parental age.  Slightly less than one-half (45%) of perpetrators of 

child maltreatment in the country were parents under 30 (U.S. Department of Health and 

Human Services, 2010).   

Parentôs race and ethnicity.  The parentôs race and ethnicity are other variables 

that have been associated with varying levels parental depression, although findings are 

mixed regarding the effects and directions.  Five studies examined the differential impact 

of race/ethnicity on depression (Ammerman et al., 2009; Kanazawa, White & Hampon, 

2007; Mora, Bennett, Elo, Matthew, Coyne, & Culhane, 2009; Riolo, Nguyen, Greden, & 

King, 2005; Williams, Gonzalez, Neighbors, Nesse, & Abelson, 2007).  Whites have a 

higher lifetime prevalence of major depressive disorder when compared to African 

Americans (Williams et al., 2007). Whites also have higher rates of depression when 

compared to African Americans and Hispanic Americans, even after controlling for age, 

gender, income, education, and marital status (Riolo et al., 2005).  However, the 

chronicity of major depressive disorder was higher for African Americans than Whites 

and a smaller proportion reported receiving any type of mental health treatment, even 

after controlling for socioeconomic status (SES) (Williams et al., 2007).  African 

Americans and Mexican Americans have higher rates of dysthymia than White samples 

(Riolo et al., 2005).  Nevertheless, in another study of predominantly low-income 

families, African Americans were less likely to be chronically depressed than Whites 

(Mora et al., 2009).  In contrast, African Americans had higher levels of depressive 

symptoms than White or other racial and ethnic participants enrolled in home visiting 

programs (Ammerman et al., 2009).  This difference may be due to the length of the 

study because the Ammerman et al. (2009) study only followed participants for nine 
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months, whereas Mora et al. (2009) tracked participants over a two-year period.  Finally, 

Asians reported lower levels of depressive symptoms, which may be due to cultural 

beliefs about depression and how symptoms were presented and diagnosed (Jang, Kwag, 

& Chirobaga, 2010; Kanazawa et al., 2007; Knitzer et al., 2008).   

Education.   Parents with lower levels of education (less than high school) had 

higher levels (Mayberry et al., 2007) and more persistent depressive symptoms (Horwitz 

et al., 2007).   In addition, mothers with less than a high school education were more 

likely to demonstrate higher levels of depressive symptoms two years post partum 

compared to parents with higher levels of education (Mora et al., 2009). 

Marital status.  Single mothers had higher rates of major depressive disorders 

(Barnett & Turner, 2005; Burns et al., 2010) than married mothers; and this relationship 

was more significant for Asian, Black, Latin American, and other ethnic minority single 

mothers than for White single mothers (Wang, 2004).  Wang (2004) found that single 

mothers suffered from depression (11%) at twice the rate of married mothers (5%).   This 

difference in rates by marital status was mediated by level of stress and social support in 

families in one study (Cairney, Boyle, Offord, & Racine, 2003).  That is, the higher levels 

of stress or lower levels of social support were associated with higher levels of 

depression, regardless of marital status (Cairney et al., 2003).  Finally, divorced or 

separated mothers had an increased likelihood for a range of mental health disorders such 

as depression, anxiety, and post-traumatic stress than never married or married mothers 

(Afifi, Cox, & Enns, 2006).   

Childhood abuse or trauma.  Other research has examined the impact of the 

caregiverôs own experience with abuse or neglect or exposure to trauma and its 
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relationship to depression as an adult (Banyard et al., 2003; MacMillan et al., 2004; 

Widom, DuMont, & Czaja, 2007).  About one-third of parents who were physically or 

sexually abused as a child are likely to abuse or neglect their own children or use harsh 

parenting practices, according to estimates from prior studies (Banyard et al., 2003).   

Children who were physically abused or experienced multiple forms of maltreatment 

have an increased risk of developing major depressive disorder and other kinds of mental 

health problems as adults (MacMillan et al., 2004; Widom et al., 2007). 

Parentôs substance abuse.  A review of several studies regarding the co-

occurrence of substance abuse and child maltreatment found that estimates ranged from 

11% to 79% of families involved with child welfare also have problems with substance 

abuse (Young, Boles & Otero, 2007).  This review cautioned that the low percentages 

likely represented undercounting or a failure to identify substance abuse problems by 

social workers or parentsô self-report.  Parentôs substance abuse is one of the primary risk 

factors for child maltreatment, particularly neglect (Chaffin, 2004; Young et al., 2007).   

Poverty, employment, and socioeconomic status.  Poverty and unemployment are 

consistently identified as risk factors for child maltreatment and depression (Berger, 

Paxson, & Walfogel, 2009; National Research Council, 1993; NRC & IOM, 2009, 

Chapter 3).  The highest rates of parental depression are found among low-income 

women (Beeghly, Weinberg, Olson, Kennan, Riley, & Tronick, 2002; Chung et al. 2004).  

Poverty is associated with parental depression (Eamon & Zuehl, 2001; Siefert, Bowman, 

Helfin, Danzinger, & Williams, 2000).  Mothers who were poor displayed higher levels 

of depressive symptoms, and an increased likelihood of using of physical punishment on 

their children (Eamon & Zuehl, 2001).  Residents of high poverty and crime census 
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tracks, living in hazardous neighborhoods, with poverty-related life stressors, exposure to 

domestic violence, and experiencing discrimination all predicted increased risk of major 

depression (Siefert et al., 2001).   

Depressive symptoms have been associated with unemployment and other 

negative outcomes for adults between the ages of 18 to 30 years old (Whooley, Kiefe, 

Chesney, Markovitz, Matthews, & Hulley, 2002).  Raver (2003) found that mothers 

enrolled in Head Start programs who had increased their workforce participation and the 

number of hours worked had decreases in their level of maternal depressive symptoms 

over time.  In addition, the NIS-4 study found that children of unemployed parents had 

two to three times the rate of reported neglect than children with employed parents.  

Children living in homes with the lowest income experienced child maltreatment at five 

times the rate of other children (Sedlak et al., 2010).  Finally, Conron et al. (2009) found 

a relationship for mothers who experienced changes in their employment status; as the 

work hours increased over time, there was a decrease in psychological aggression.  The 

researchers posited that being employed may provide an outlet from the parenting role by 

reducing direct contact with the child.  Maternal employment also places children in more 

structured child care environments during the day, and increases income to alleviate 

financial stress on the household.     

Summary, strengths, and limitations of the research   

The prior section underscores the importance of considering parent demographic 

characteristics to understand populations who may be at greatest risk for depression.  Age, 

race/ethnicity, education, marital status, history of abuse or trauma, substance abuse, 

employment and household income were common demographic variables included in 
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many studies.  A primary strength of the studies reviewed was the fact that five studies 

(Affifi et al., 2006; Mayberry et al., 2007; Riolo et al., 2005; Wang, 2004; Williams et al., 

2007) used data from other nationally representative, population-based studies, which 

strengthens the external validity of the findings.  Findings were relatively consistent 

across studies.  Younger parents, single parents, those with a history of abuse or trauma, 

those with lower incomes, or who were unemployed or underemployed, and had less 

education had a greater likelihood of experiencing higher levels of depressive symptoms 

or a diagnosis of major depression.  These demographic factors were also analogous to 

the ones associated with increased risk of child maltreatment.  The findings were less 

conclusive about a consistent relationship between race or ethnicity and level of risk of 

depression.  This relationship varied significantly depending on the study samples, other 

risk factors present for specific populations, and the timing and methods of assessments 

for depression.       

C.  Mesosytem:  Relationship Level Factors 

 

Relationship factors pertain to circumstances that arise from an individualôs 

interactions with other people, especially with their children and families, friends, co-

workers, and other types of relationships.  This section summarizes the literature on 

parenting and depression, as well as the research on the specific intersection between 

child maltreatment (which can be viewed as the most extreme negative form of 

parenting) and depression.  The latter part of this section examines the research regarding 

stress, social support, and depression.   
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Depression and parenting
7
 

The impact of parental depression on children is related to the timing, the severity 

of the symptoms, and how long the symptoms persist.   Some researchers suggest that 

parental depression during a childôs infancy may have the most negative impact on the 

childôs subsequent health and development (Knitzer et al., 2008).  Other researchers 

indicate that living with a depressed parent places the child at increased risk for a number 

of psychiatric and behavior problems later in life (Lovejoy et al., 2000).   

The following section reviews studies with mothers as the target population 

because there were limited studies that focused on fathers or other types of caregivers.  

Two literature reviews examined the relationship between depression and parenting (Dix 

& Meunier, 2009; Lovejoy et al., 2000).  Lovejoy et al. (2000) conducted a meta-analysis 

of 46 observational studies on parenting and depression from 1974-1996.  Three general 

categories of parenting behavior were explored:  negative/ hostile exchanges (e.g., threats, 

expressed anger), disengagement (e.g., ignoring, withdrawing), and positive social 

interaction (e.g., play, praise).  The review examined moderators related to depression 

such as the timing of the depression (i.e., currently depressed compared to lifetime 

diagnosis of depression); the definition of depression (i.e., clinical diagnosis or self-report 

measures); and socioeconomic status.  There was a moderate association between 

depression and negative parenting behavior (Lovejoy et al., 2000).  Specifically, 

depression was associated most strongly with irritability and hostility towards the child.  

In contrast, depression was less of a predictor for the other negative behaviors such as 

disengagement or withdrawal.  However another study using a sample of mothers 

receiving home visiting services that was not included in the Lovejoy et al. (2000) review, 

                                                 
7
 The term parent is used in this section however the majority of the research was conducted with mothers.    



 

31 

 

 

concluded that mothers with depressive symptoms had harsher discipline practices at 

follow-up assessment periods (McLearn et al., 2006).   

Lovejoy et al. (2000) found that certain characteristics moderated the 

relationships between positive behavior and depression and parenting.  These factors 

included socioeconomic status
8
, child age, and timing of depression.  Specifically, 

mothers who were currently depressed had moderate negative effects on parenting 

behavior, while those with a lifetime diagnosis had smaller effects (Lovejoy et al., 2000).  

Lower socioeconomic status was associated with stronger negative effects (moderate 

size) of depression on parenting behavior.  In contrast, for mothers at higher 

socioeconomic statuses, there were virtually no effects on parenting and depression, 

which may indicate that more financial resources buffer some of the negative impacts of 

depression on parenting (Lovejoy et al., 2000).  The review also found that the 

relationship between negative parenting and maternal depression was stronger when the 

child was an infant, as opposed to when the child was older (toddler and older ages) 

(Lovejoy et al., 2000).  This reinforces the importance of a critical period when the babies 

are born and for the first year of life when their parents may be at the greatest risk for 

negative parenting and maternal depression, commonly known as post-partum depression.  

Finally, there were no significant differences in the levels of depression based on 

assessment processes.  That is, parents who were assessed through a clinical diagnostic 

                                                 
8
 In this study, socioeconomic status (SES) was coded ñdisadvantagedò if participants were identified as 

living below the poverty level or met other study criteria for being disadvantaged.  Participants in 26% of 

studies were classified as disadvantaged; participants in 65% of studies were non-disadvantaged.  Data on 

SES was missing in 9% of studies. 
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interview and parents who completed self-report questionnaires had similar levels of 

depression (Lovejoy et al., 2000).       

Dix and Meunier (2009) conducted a more recent literature review that examined 

152 studies on depression and parenting competence.  They found that depression 

negatively impacts parenting because it reduces the parentôs focus on child goals, 

increases negative appraisals of children, and increases negative interactions between the 

parent and child.  In these instances, a depressed parent was found to be more focused on 

their own needs and may neglect their children or engage in negative behavior towards 

their children.  However, they concluded that research on variables that mediate the 

relationship between depression and parenting was very limited because the studies 

reviewed did not always measure mediating processes.  Using a cross-sectional design, 

not included in the Dix and Meunier (2009) review, La Rosa et al. (2009) found that 

compared with non-depressed mothers, depressed mothers were more likely to rate their 

children as below average or average on a number of developmental scales and they were 

less likely to enjoy positive interactions with their children.   

 Several studies examined factors associated with change in parental depression or 

depressive symptoms over time using longitudinal research designs (Beeghly et al., 2002; 

Beeghly, Olson, Weinberg, Pierie, Downey, & Monick, 2003; Horwitz et al., 2007; Mora 

et al., 2009; NICHD Early Child Care Research Network, 1999; Siefer, Dickstein, 

Sameroff, Magee, & Hayden, 2001).  These studies were not included in the Lovejoy et 

al. (2000) or Dix and Meunier (2009) reviews.  There was a significant correlation 

between CES-D scores at the most recent assessment and the motherôs subsequent CES-

D scores (Beeghly et al., 2002; Beeghly et al., 2003).  As the number of parental risk 
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factors increased, the level and persistence of depressive symptoms among parents also 

increased (Horwitz et al., 2007).  There are some mixed findings regarding the specific 

demographic factors that are associated with levels of depression over time.  The specific 

demographic factors associated with more persistent depressive symptoms included 

lower education and higher family conflict (Horwitz et al., 2007).  Horwitz et al. (2007) 

did not find with a relationship between marital status (single), poverty, child 

demographics, or social support and level of depression over the one-year follow-up.  

However, other researchers found associations between single parents and low-income 

status and CES-D scores at each time point (Beeghly at al., 2003).  Beeghly et al. (2003) 

developed a composite socio-demographic risk profile score and found that mothers with 

higher risk scores had higher levels of depressive symptoms over the 18-month 

assessment period.   

Family income was found to be a moderator for parentôs sensitivity to their 

children (NICHD Early Childhood Network, 1999).  Parental sensitivity was examined 

through observations of the mother-child interactions.  Trained observers rated mothersô 

behavior such as sensitivity to the childôs nondistress, positive regard, supportive 

presence, intrusiveness, and respect for autonomy.  Researchers found that mothers who 

were more chronically depressed had less positive interactions with their children over 

three years (NICHD Early Childhood Network, 1999).  This effect was different as the 

parentôs level of income increased.  Women with the highest incomes who reported 

chronic symptoms of depression were found to be more sensitive to the needs of their 

children, versus chronically depressed low-income women who had more negative 

interactions with their children (NICHD Early Child Care Research Network, 1999).   
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The persistence of high levels of depressive symptoms is associated with more negative 

perceptions of the child and problems reported by the mother (Beeghly et al., 2003; Siefer 

et al., 2001).   Women with chronic symptoms of depression had the least sensitive 

behavior with their infants over a three-year follow-up period (NICHD Early Child Care 

Research Network, 1999).  In contrast, mothers who never reported any symptoms of 

depression were rated by independent observers as having the highest levels of sensitivity 

(NICHD Early Child Care Research Network, 1999).   

Parental depression and risk of child maltreatment  

  The risk of extreme negative parenting and child maltreatment is more likely 

when parents are depressed and have other risk factors such as adverse life experiences 

and exposure to stressful events (NRC & IOM, 2009, Chapter 4).  Parents with persistent 

depressive symptoms reported using corporal punishment at twice the rate of parents who 

never had depressive symptoms. They were also less likely to use routine home child 

safety practices (i.e., have a smoke alarm or use safe infant sleeping practices) than those 

without depressive symptoms (Chung et al. 2004; Eamon & Zuehl, 2001).  

Five studies specifically examined child welfare populations or those at risk of 

child maltreatment and their levels of parental depression (Burns et al., 2010; Conron 

Beardslee, Korean, Buka, & Gortmaker, 2009; Lescheid, Chiodo, Whitehead, & Hurley, 

2005; Shepphard, 1997b; Zuravin, 1989).  Conron et al. (2009) examined whether 

changes in maternal depression status predict change in maltreatment.  More than one 

third (35.5%) of the study sample experienced an onset or remission of depression at 

some point during the study period; in most cases, the depressive episode lasted 12 to 14 

weeks.  Approximately one quarter of the sample met the depressive symptom criteria at 
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each data collection point.  More than half (54%) of the children were reported for 

neglect, one third for physical abuse (33%), and 10% for emotional abuse.  The authors 

found a strong association between changes in depressive symptoms and changes in 

parentsô psychologically aggressive acts toward their children; however the authors 

cautioned that they did not have enough data to support a causal relationship between 

maternal depression and child physical assault and neglect.  An earlier study by Zuravin 

(1989) that included parents brought to the attention of child protective services, found 

that the severity of depression was associated with physical aggression and child abuse.  

Specifically, moderately depressed mothers were more likely to have more frequent 

aggressive episodes. 

Another study with a child welfare sample examined the receipt of mental health 

services on caregiver depression and parenting (Burns et al., 2010).   Forty percent met 

some criteria for depression at some point during the study and these depressive 

symptoms persisted over time for a large proportion of the sample, ranging from 21.6% 

to 23.6% over three waves of data collection.  Caregivers who were depressed had lower 

incomes, more substance abuse, and children scoring in the clinical range based on scores 

on the Child Behavior Checklist than non-depressed caregivers (Burns et al., 2010).  This 

study also tested an interaction effect and found significant differences between parents 

who were depressed and not depressed and the impact of mental health services on their 

childôs placement into foster care.  Essentially, mental health services receipt was 

associated with decreased likelihood of placement into foster care for depressed parents 

who received services.  For non-depressed parents, the additional mental health services 
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did not appreciably change the foster care placement rates for their children (Burns et al., 

2010).   

Lescheid et al. (2005) examined the likelihood of child maltreatment for a sample 

receiving child protective services and whether it was associated with maternal 

depression.  They found no relationship between a parentôs depression status and history 

of child maltreatment.  A significant limitation to this study was that maternal depression 

was identified by medical records or caseworker judgment call.  This raised serious 

concerns about reliability and validity of their data and their overall findings on maternal 

depression because it was not clear what criteria caseworkers used to assess for 

depression. 

Finally, Sheppherd (1997b) examined outcomes for three groups:  1) families with 

no abuse present, 2) families with abuse but non-depressed mother, and 3) families with 

presence of abuse and depression.  As expected, the depressed and abused group had the 

highest frequency of severe problems.  Fifty-two percent of the parents in this group were 

more likely to report being a victim of sexual abuse or sexual violence, and experienced 

relationship and attachment problems with their children, as compared to the other two 

groups (25% for each comparison group).  This study also found that social workers were 

involved for longer periods with depressed families.   

Parental stress and social support   

Parenting places additional strains on adults and may result in higher levels of 

stress for caregivers who have multiple responsibilities with respect to child rearing.  

Caregivers who have experienced more chronic stress, stressful life events, and 

discrimination have higher rates of depression (Barrett & Turner, 2005; Hammen, 2006).  
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Social support can moderate stressful events and prevent social isolation, and has been 

associated with decreased levels of depressive symptoms (Barrett & Turner, 2005; NRC 

& IOM, 2009, Chapter 4).  Three literature reviews on stress generation and depression 

were examined (Hammen, 2006; Liu & Alloy, 2010; Riso, Miyatake, & Thase, 2002).  

The reviews focused on individual and interpersonal characteristics that may contribute 

to depression and highlighted the reciprocal nature of stress and depression.  In essence, 

the research identified specific personality factors that may influence the likelihood of 

depression.  Approximately one-third of the relationship between stressful events and 

depression was the result of individual characteristics such as personality or temperament 

that may predispose certain individuals to depression, as opposed to other external 

reasons related to relationship or environmental factors (Kendler, Karkowski, & Prescott, 

1999).  However, these studies did not directly address factors that relate to the impact of 

stress and depression on parenting. 

 The rest of this subsection examines studies that were not included in the prior 

literature reviews and focuses on stress, social support, parenting, and depression.  Two 

studies examined stress and depression in mothers and young adults (Barrett & Turner, 

2005; Cairney et al., 2003).  Cairney et al. (2003) assessed the mediating and moderating 

effects of stress and social support on family structure (i.e., single mothers versus married 

mothers) and depression.  Single mothers experienced more chronic stress, negative life 

events, and childhood adversities.  Using several logistic regression models, their final 

model demonstrated that stress and social support accounted for 40% of the relationship 

between depression and family structure.  That is, higher levels of stress were positively 

associated with depression and higher levels of social support were negatively associated 
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with levels of depression, and these effects were in addition to the impact of family 

structure.   

Barrett and Turner (2005) examined similar constructs and social support with a 

racially diverse sample.  Although race/ethnicity effects were found initially, these effects 

became non-significant as other variables such as SES and stress were entered into 

subsequent models.  Using hierarchical linear modeling, their final model included 

demographic characteristics (i.e., marital status, race/ethnicity, SES), and other variables 

such as family support, family cohesion, chronic stress, recent life events, chronic stress, 

and discrimination.  Higher levels of stress and trauma explained higher levels of 

depressive symptoms, with stronger effects for low-income families.  They also tested the 

interaction between socioeconomic status and positive family interactions and found that 

family support and cohesion had positive effects at higher levels of SES.  Single parents 

may be more vulnerable because they have less family support to buffer the impact of 

negative and stressful circumstances.    

Negative ratings of parenting competence, high parenting stress, and low social 

support were stronger predictors of higher levels of parental depressive symptoms than 

other demographic factors (Silver et al., 2007).  Of particular note in this study was the 

fact that the social support questions were part of the clinical interview and the questions 

were developed by the study team and were not tested for reliability and validity.  In 

contrast, participants from a high risk population with low social support reported higher 

levels of stress and were identified as at risk for substantiated child maltreatment (Kotch, 

Browne, Ringwolt, Dufort, & Ruine, 1997).  However, the findings regarding the impact 

of social support on depression are not consistent across different contexts.  For example, 
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Ammerman et al. (2009) found that social support was not a significant predictor in the 

levels depression for participants who were enrolled in a home visiting program.   

Summary, strengths, and limitations of the research   

The research on the relationships across depression, parenting practices, social 

support, and stress demonstrated that it was not a straightforward linear relationship and 

depended on the research questions for the particular study.  Some studies examined 

depression as the primary outcome of interest (Affifi, Cox, & Evans, 2006; Barrett & 

Turner, 2005;  Beeghly et al., 2003; Beeghly et al., 2002; Horwitz et al., 2007) whereas 

others examined depression as a mediating variable for other variables such parenting 

capacity (Dix & Meunier, 2009; Lovejoy et al., 2000); child maltreatment, trauma 

(Banyard, Williams, & Siegel, 2003; Siefert et al., 2000); and other child developmental 

or behavioral outcomes (Chung et al., 2004; LaRosa et al., 2009).  Other studies 

examined other mediators and moderators associated with depression and negative 

parenting practices such as poverty (Eamon & Zuehl, 2001; McLearn et al., 2006; 

NICHD Early Child Care Research Network), timing of parenting (Falci et al., 2010), and 

stress and social support (Cairney et al., 2003; Silver et al., 2006).    

Poverty was a strong moderator and consistently impacted the levels and change 

in depression over time.  Higher levels of poverty were associated with higher levels of 

depression.  Other demographic factors that were consistently associated with higher 

levels of depression included marital status (single parents) and education (lower levels).  

Although there were many consistent findings across studies, there were also significant 

differences.  First, the samples for each of the studies were diverse and included samples 

based on a number of attributes.  Some studies used data from nationally representative 
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studies.  Other studies included samples identified by certain risk factors present in the 

parent or family (e.g., presence of depression, child maltreatment, substance abuse, etc.).  

A few studies intentionally sampled households by income level (low versus middle 

income).  Finally, several studies included samples based on parenting characteristics 

(e.g., teen parents, new parents, parents with infants, and parents with toddlers and older 

children).   One of the strengths was the fact that several the studies included fairly large 

sample sizes and nationally representative samples, which increases the external validity 

of the findings.   

Each study used different definitions and constructs and measures for parenting 

that were being tested, which makes it difficult to compare results across studies.  Some 

studies used standardized self-report questionnaires, whereas others developed their own 

measures.  A few studies included independent observers who rated the quality of 

parenting behavior in vivo.  Each type of data collection may be tapping into different 

aspects of parenting.  Depression was typically measured using self-report instruments 

such as the CES-D and the BDI or through a diagnostic interview as part of their study.  

Interestingly, Lovejoy et al. (2000) found that the effects sizes were no different for 

parents diagnosed with depression through a clinical interview versus those identified 

through self-report measures.  This suggests that a self-report measure can be a valid way 

of identifying depression.    

Parenting stress was measured in several different ways such as the Parenting 

Stress Index, Chronic Stress Index, Recent Life Events, Life Experiences Survey, 

Everyday Stressors Index, and scales that were developed by the researchers themselves 

for the study.  It was not clear whether stress was consistently measured across the 
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studies, although stress was consistently associated with increased levels of depression.  

Social support suffered from the same lack of consistency of measurement and the 

findings were mixed across the studies reviewed.  The various studies used different sets 

of questions that addressed family support, perceived social support, family cohesion, 

social involvement, autonomy and relatedness, social well-being, and other related 

questions generated by the researchers.   

The type of research designs, cross sectional or longitudinal, were other 

significant differences that affected the strength of the findings.  Specifically, several 

studies examined outcomes at multiple time points, but not all of them had the same 

assessment periods.  Some of the longitudinal studies had a follow-up period of as little 

as three months and others had up to three years for follow-up.  The findings demonstrate 

that some risk factors such as poverty and single parent status were more strongly 

associated with negative changes over time than others.  For a large proportion of 

participants in the studies with these risk factors, depression was more chronic and 

persistent and was associated with more negative parenting behavior.   

The most common analytical approach was multiple or logistic regression, and 

often researchers also described the bivariate or univariate analysis conducted.  All the 

studies reviewed regarding the relationship between social support and parental stress 

utilized cross-sectional studies, which makes it difficult to attribute causality to the 

findings.  In addition, the timeframe examined for some of the variables within the cross-

sectional studies varied from recent life experiences to lifetime exposure, which makes it 

difficult to compare results across studies.   
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Finally, in contrast to the studies that focused on parenting and other interpersonal 

factors, the studies with child maltreatment populations included limited information 

regarding the parenting skills and potential negative impact of depression.  This is an area 

that points to a need for further research.  The impact of social support and stress and 

traumatic events are key variables that need to be examined for parents at the greatest risk 

for child maltreatment.  

D.  Exosystem:  Service Delivery Program Level Factors 

Home visiting has been identified as a promising approach for preventing child 

maltreatment (National Research Council, 1993, Chapter 5).  Recently, home visiting has 

also been recognized as a key strategy to identify and offer support for parental 

depression (Howard & Brooks-Gunn, 2009; NRC & IOM, 2009; Chapter 6).  By 

definition, home visiting is primarily a method for the delivery of services to families. 

Services typically include providing information about parenting, child health and 

development, linking families to other community services and resources, and providing 

social support.  The short term and intermediate outcomes for programs include 

facilitating changes in parent knowledge and behavior, decreasing stress, increasing 

social support, improving family functioning, and providing access and referral to needed 

services, including mental health assessment and treatment services. Long-term outcomes 

generally include improved child health and developmental outcomes, social and 

emotional support for the families, increased parenting capacity, and decreased abuse or 

neglect (Gomby, 2005; Howard & Brooks-Gunn, 2009).   

Although preventing parental depression is not an explicit goal for some home 

visiting programs, there is recognition that the provision of supportive services may 
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alleviate risk factors for depression by enhancing parenting skills and sense of 

competence, reducing stress, and increasing social support.  Some home visiting 

programs use parental mental health problems as part of referral for eligibility (Gomby, 

2005).  This is the case with the Family Connections neglect prevention program.   The 

presence of parent mental health problems is part of their referral criteria to identify 

families who may be eligible for services (DePanfilis et al., 2004). 

However, the evidence for the effectiveness of various home visiting programs to 

address parental depression and child maltreatment has been mixed (Gomby, 2005; 

Howard & Brooks-Gunn, 2009; Sweet & Appelbaum, 2004).  The presence of caregiver 

problems associated with mental health, substance abuse, and domestic violence have 

moderated the impact of home visiting programs, which were less effective when these 

problems were present (Chaffin, 2004).  This is a critical issue that must be addressed by 

these programs (Chaffin, 2004; Howard & Brooks-Gunn, 2009).  Howard and Brooks-

Gunn (2009) reviewed outcomes for nine different home visiting programs, and three 

programs reported mixed results in addressing mental health problems.  The other six 

programs reviewed did not provide any data related to their impact on parent mental 

health.  Many home visiting programs have had little success in addressing the needs of 

parents and caregivers with mental health problems (Chaffin, 2004; Chazan-Cohen et al., 

2007; LeCroy & Whitaker, 2005; Stevens, Ammerman, Putnam, & Van Ginkel, 2002).   

Home visiting and parental depression 

Several studies examined the relationship between home visiting and its impact 

on changes in caregiver depressive symptoms (Ammerman et al., 2010; Ammerman et al., 

2009; Chazan-Cohen et al., 2007; Chaffin & Bard, 2011; Duggan, Berlin, Cassidy, 
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Burrell, & Tadon, 2009; McLearn, Minkowitz, Stronbino, Marks, & Hou, 2007; Navaie-

Waliser, Martin, Tessoro, Campbell, & Cross, 2000; Stevens et al., 2002).   Ammerman 

et al. (2010) conducted a systematic review of the research on maternal depression in 

home visiting programs.  Although the exact number of articles reviewed was not 

specified, the review focused on previous studies that examined maternal depression and 

its impact on several nationally recognized home visiting programs such as Nurse Family 

Partnership and Healthy Families America.  Depression was common among parents 

receiving home visiting; from one quarter (28%) to almost two-thirds (61%) of 

participants had high levels of depressive symptoms at the start of the programs and one-

quarter continued to exhibit high levels at later time points (Ammerman et al., 2010).  

The review underscored the difficulty in providing home visiting services as intended to 

parents who were depressed because they were more likely to drop-out or not be fully 

engaged in services.  Because this is particularly relevant for this dissertation, the next 

section provides a more detailed review of some of the studies included in the 

Ammerman et al. (2010) review article, as well as relevant research on the FC program.    

 Ammerman and colleagues (2009) specifically examined changes in depressive 

symptoms for first time mothers enrolled in home visiting and used multi-level modeling 

to assess the impact of parent, home visitor, and program characteristics from enrollment 

in a home visiting program to nine months.  Variables examined for the study included 

interpersonal trauma, intimate partner violence, social support, and mental health 

treatment.  Demographic variables such as race, motherôs age, and income were included 

as control variables.  Notably, 74% of the women had a history of violence and trauma 
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prior to the start of the program.  The home visitation model, agency, and the home 

visitor were included as fixed effects in their hierarchical linear model.  

Ammerman at al. (2009) described the study as a two-level model that examined 

ñmothers who were nested within home visitors and home visitors who were nested 

within agenciesò (p.131).  The study examined change in depressive symptoms over two 

time points (i.e., BDI scores at baseline and 9 months).  Mothers were grouped into four 

different subgroups based on changes over the two time periods:  Never Depressed, 

Recovered (depressed at baseline but non-depressed at 9 months), Emerged (non-

depressed at baseline and depressed at 9 months), and Persistent (depressed at both time 

periods).  The final model identified the following predictors of higher depressive 

symptoms at nine months:  motherôs interpersonal trauma history, mental health 

treatment, motherôs age (younger), elevated BDI score at baseline, and being African 

American (compared to Caucasian).  Social support was not a significant predictor in the 

levels of depression.   

Chaffin and Bard (2011) examined changes in depressive symptoms for a 

population of parents receiving family preservation and parenting services.  This study 

tested three correlational models of change that focused on general changes in well-being, 

the quality of the home visitor and parent relationship, and linkages to other mental 

health services.  The researchers found that changes in general well-being is associated 

with corresponding changes in parental depressive symptoms and the quality of the home 

visitor and parentôs relationship was positively associated with improvements over time.  

Finally, the addition of other mental health services was not associated with changes in 

depressive symptoms. 
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The relationship between maternal depression and attachment insecurity was 

examined for mothers participating in the Healthy Families home visiting program over 

two years (Duggan et al., 2009).  More than one-quarter of the sample met criteria for 

clinical depression at baseline and these mothers were also more likely to have higher 

scores in their attachment anxiety.  Depressed mothers had a more difficult time forming 

relationships with others, which impacted their ability to care for their children and form 

important relationships with other people such as home visitors.  Program impacts were 

moderated by maternal depression and attachment insecurity.  That is, the program was 

more effective in reducing parenting stress, increasing the parental sensitivity to infant 

cues, and decreasing substantiated child maltreatment for mothers who were not 

depressed and did not have attachment anxiety.  Mothers who were depressed and who 

also had attachment insecurity did not benefit from the home visiting program (Duggan et 

al., 2009).  

A five-year longitudinal study of the Early Head Start (EHS) program examined 

whether there were differences in level of depression for families who received EHS 

services at ages 2 and 3 years old versus a control group (Chazan-Cohen et al., 2007).   

The analyses were intended to determine whether earlier program impacts on children 

and parents had an effect on mothersô level of depressive symptoms two years later. The 

parent level mediators tested included family conflict, parenting stress, parenting 

supportiveness or detachment, and routines with their child (e.g., bedtime reading).  The 

child level mediators tested included child aggression, development, and engagement 

during play.  Several factors mediated the level of depression two years later.  At the 

parent level, the significant mediators included motherôs supportiveness for learning and 
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development (e.g., reading), which was associated with lower rates of depression.  On the 

other hand, family conflict, parenting stress, and report of physical punishment were 

associated with higher rates of depression.  At the child level, child engagement with 

parent, cognition and vocabulary, and aggression were all significant mediators for 

maternal depression.  That is, children with higher cognitive skills and who were more 

engaged with their parent had parents with lower levels of depressive symptoms.  

Children who were more aggressive had parents who had higher levels of depressive 

symptoms (Chazan-Cohen et al., 2007).    

Stevens et al. (2002) conducted an earlier cross-sectional study on home visiting 

and factors associated with depression for first-time mothers.  Depression and violent 

trauma were associated with higher risk of child abuse and less parental sense of control 

and social support (Stevens et al., 2002).  Navaie-Wasiler et al. (2000) compared the 

results of intensive and less intensive social support offered through a home visiting 

program versus a control group.  Participants who received higher levels of home visiting 

support were significantly less depressed one year after delivery whereas those who only 

received low levels of support were not demonstrably different from the no-treatment 

control group (Navaie-Wasiler, 2000).   

There are only a few published studies on the FC program that included details 

regarding its impact on parental depression.  Early studies have found some promising 

effects, which include reductions in level of depressive symptoms over time (DePanfilis 

& Dubowitz, 2005).  DePanfilis, Dubowitz, and Kunz (2008) conducted a cost-

effectiveness study and found that parents in both the 3-month and 9-month version of 
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the FC program experienced lower levels of depressive symptoms, with the 3-month 

program costing less than the 9-month program.    

Another study using the same dataset from the original FC study found that 

participants who completed the FC program were more likely to have higher levels of 

depression, which may appear counterintuitive (Girvin, DePanfilis, & Daining, 2007).  It 

is possible that the FC program provides supportive services that address other short-term 

and urgent needs that may not have an immediate impact on the level of parental 

depression.  Recent preliminary analysis from the national cross-site evaluation indicates 

that the program does have short-term impacts on reducing level of depressive symptoms 

for participants by the end of the program; however the scores remained within clinical 

levels at the post-test assessments (Smith, Filene, & DePanfilis, 2010; James Bell 

Associates, under review).  The positive findings have been attributed to the programôs 

focus on concrete needs of the family, which may indirectly impact level of depression 

and also contribute to the familyôs ongoing participation in services (DePanfilis & 

Dubowitz, 2005; Girvin et al., 2007).  In fact, the number of direct services offered was 

associated with program completion for one of the replicating sites (Theriot et al., 2009).     

Parent engagement and retention  

 In order for home visiting programs to be effective, home visitors need to have 

the qualifications and competence to meet the needs of families, and families need to 

participate in the program long enough to realize some benefits (Gomby, 2005).  

Ammerman et al. (2006) conducted a longitudinal study of early engagement of first time 

mothers in home visiting.  Using hierarchical linear modeling, the researchers considered 

the contribution of agency variability because the women received services from several 
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different agencies.  The dependent variable of engagement in the first year was defined as 

duration (number of days between first and most recent visit), quantity (number of visits 

received), and consistency (number of days between visits).   More than one third 

(34.6%) of the mothers remained in the program after the first visit, which reflects a 

universal challenge with retaining parents in home visiting programs over the long-term.  

In addition, mothers who reported the presence of more risk factors at the initial family 

assessment were more likely to receive more home visits in the first year compared to 

mothers with more psychosocial resources.  The strongest predictors for engagement 

were mental health/ substance abuse, low levels of support, increased stress, and race 

(being Caucasian) (Ammerman et al., 2006).  Stevens et al. (2002) also confirmed that 

mental health and substance abuse problems, as well as low levels of support and 

increased stress were factors that predicted parent engagement in home visiting programs.        

Daro, McCurdy, Falconnier, and Stojanovic (2003) also reviewed factors 

associated with retaining parents in home visiting programs.  Hierarchical linear 

modeling was used to examine the characteristics of participants, providers, and the 

programs that contributed to longer lengths of stay in the program and number of 

completed home visits.  Parent characteristics that predicted longer service duration were 

older age, being unemployed, and being enrolled earlier in their pregnancies.  In addition, 

Hispanic and African American parents were more likely to stay in the program for 

longer periods, and the latter received more home visits than White participants.  Home 

visitorôs age was the only significant predictor, and the average caseload was the only 

significant factor at the program level.  That is, younger home visitors and those with 

smaller caseloads were associated with higher levels of participation for parents.  A 
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significant proportion of variance remained at the program and provider levels, which 

accounted for one-third of the variance in the duration of program and one quarter for the 

variance in the number of home visits.  Furthermore, the variables at the providers and 

program levels explained more of the variance than the participant level variables.  

McGuigan, Katsev, and Pratt (2003) also used hierarchical linear modeling to 

conduct an exploratory study of the community level, home visitor, and parental 

demographic factors associated with participant retention in Healthy Families home 

visiting programs.  They found that older mothers and families whose home visitors 

received more hours of supervision were more likely to remain in services.  In addition, 

families living in areas with higher levels of community violence were less likely to 

remain in the program for at least one year (McGuigan et al., 2003).     

Although some of the prior research on home visiting suggests that a longer 

duration of services may be needed, research on Family Connections has demonstrated 

positive impacts and higher completion rates for participants in a shorter version of the 

program (Girvin et al., 2007).  Specifically, families were much more likely to complete 

services if they were enrolled in the 3-month program versus the 9-month program.  

Outcomes were similar on several domains regardless of program length (DePanfilis & 

Dubowitz, 2005; James Bell Associates, under review). 

Stevens, Ammerman, Putnam, Gannon, and Van Ginkel (2005) conducted a 

qualitative study to analyze factors that contribute to home visiting engagement for 

mothers, home visitors, and supervisors.  Home visitors and supervisors emphasized that 

mental health problems of the mother often cause challenges in providing services 

because mothers with these problems often do not want to engage in services.  LeCroy 
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and Whitaker (2005) conducted a similar study that focused specifically on assessing the 

most difficult situations that faced home visitors in their efforts to provide services to 

families.  The most difficult situations identified were as follows:  working with families 

with limited resources, substance use in the home, families who are unmotivated, and the 

presence of family mental illness.  In fact, a majority of home visitors (78.5% - 86.7%) 

reported that parental mental illness was present in families they were serving.  

Summary, strengths, and limitations of the research 

Ammerman and colleagues (2009) raised the issue that it is challenging to 

synthesize the research across various studies given the diversity of the research methods 

and specific research questions examined.  Although the presence of nested data is 

inherent within home visiting programs given the service delivery structure, there were 

only four studies (Ammerman et al., 2009; Chaffin & Bard, 2011; Daro et al., 2003; 

McGuigan et al., 2003) that used hierarchical linear modeling or other mixed modeling 

analytical techniques.  The findings were mixed regarding the impacts at the program and 

home visitor level.  Daro et al. (2003) provided specific details regarding the variables 

they studied at each level, as well as the rationale for the study.  The McGuigan et al. 

(2003) study had limitations because the sample size for the Level 3 community variable 

(i.e., community violence index) was very small (n=12).  This study did not examine any 

variables at the program level, which may have a more direct contribution to the 

variability in participant retention than the community level factor used in the study. 

Ammerman et al. (2009) used a simpler model and used the home visitors and the 

agencies as the variables examined in their study.  There was little variability explained at 

these levels (1.5% and 0%, respectively).   Moreover, the Ammerman et al. (2009) study 
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measured change for only one time point (baseline to nine months).  It is unclear whether 

the data from the two time points would be sensitive enough to capture significant 

patterns regarding changes in depression due to the home visiting program versus what 

would happen within the natural course of the disease.  Others have suggested that a 

minimum of five or six observation points is needed to more accurately detect patterns of 

change over time (Jackson, 2010).  The study minimally addressed parenting capacity or 

level of stress that may also contribute to level of depression.  Finally, the study did not 

include child maltreatment as a variable of interest.   

Two qualitative studies (Daro et al., 2003; Stevens et al., 2005) highlighted 

important practice issues regarding the complexity of the family needs, especially those 

impacted by depression and risk for child maltreatment.  Daro et al. (2003) suggested that 

a home visiting programôs success in enrolling and retaining families in services is 

dependent on the characteristics of participants (including demographic, risk, and 

protective factors), the skills and competency of home visitors and their ability to engage 

families, and organizational values and culture of the program that can provide the 

support needed by their staff and supervisors.  Other authors (Chaffin & Bard, 2011; 

Stevens et al., 2005) highlighted components of programs that facilitate more parent 

engagement in the home visiting program.  Stevens et al. (2005) noted the provision of 

social support and concrete assistance, and matching participants to home visitors who 

have specific attributes in common (e.g., race/ethnicity and being a parent) and Chaffin 

and Bard (2011) found that the quality of the relationship between the home visitor and 

the parent was an important predictor for positive outcomes.   
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E.  Overall Summary of the Literature 

Overall, prior research and theory identified multiple factors at different levels of 

the social ecology associated with greater or lower risks for depression among parents 

and caregivers.  Parents (mostly mothers) who experience depression may also have other 

risk factors such as young age, social isolation, limited economic support or education, 

more stress and family conflict, personal history of child maltreatment or other traumatic 

events, intimate partner violence, poor health, substance abuse, and other mental health 

diagnosis (Center on the Developing Child at Harvard University, 2009).  Other parental 

risk factors include prior history of depression or abuse, socio-environmental 

characteristics, and poverty (Onomaku, 2005).  Protective factors associated with 

decreased risk and levels of depression include higher parental education, being married, 

better relationship quality with partners, being employed, and higher incomes (Lovejoy et 

al., 2000; Moore et al., 2006; Raver, 2003).  Although the research suggests that one of 

the highest risk groups includes parents at risk for child maltreatment, this group was not 

the target population of the majority of research reviewed for this dissertation, which 

points to a need for more research with this specific population.   

 Perhaps the most salient findings pertain to the reality that depressive symptoms 

change over time.  The question of whether these changes are simply part of the natural 

course of depression or can be influenced by supportive interventions such as home 

visiting is an important research question for further study.  Prior research demonstrates 

that some type of intervention, such as home visiting, does have impacts, albeit modest 

on the levels of parental depression.  Because of the nested nature of data associated with 

participants in home visiting programs, more research is needed that uses analytical 
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techniques such as multi-level modeling that can properly control for nested data.  A few 

studies have examined the impact of program and home visitor level variables, but the 

findings are still mixed regarding their relative contribution to parental depression 

(Ammerman et al., 2009; Chaffin & Bard, 2011; Daro et al., 2003; McGuigan et al., 

2003). 

As noted in the literature review, there is a complex constellation of factors at 

multiple levels of the social ecology that must be examined.  In addition, a developmental 

perspective is needed to understand the evolving and reciprocating nature of the 

relationships for parents and children.  Findings from studies that examine factors at the 

relationship level (i.e., parenting attitudes and capacity, parenting stress, and social 

support) present an assorted set of conclusions.  There is fairly strong evidence about the 

negative impact of depression on parenting.  There are also fairly robust findings 

regarding the negative impact of high levels of stress on parenting and depression.  The 

findings are less conclusive about the protective effects of social support on levels of 

depression.   

 There is emerging evidence that home visiting programs can produce positive 

impacts and promote improvements in parenting and alleviate depressive symptoms.  The 

importance of factors at the service delivery program level (i.e., type of home visiting 

programs and duration) presents other challenges to understanding these relationships.  

Given the complex challenges, the duration of the program is an important factor for 

further study.  Understanding the relative contributions of variables at the individual, 

family, and relationship, as well as the service delivery program level to address parental 

depression and risk of child maltreatment is the primary purpose of this dissertation.   
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F.  Research Aims, Research Questions and Conceptual Framework 

 

The overall purpose of this study is to assess factors that predict changes in 

depressive symptoms over time for a sample of parents at high risk for child maltreatment 

who are participating in a home visiting and child maltreatment prevention program.  

This study seeks to extend the analytical model that Ammerman et al. (2009) used in their 

study and include child maltreatment and parental stress as additional variables of interest.  

Using the social ecological framework as the organizing theory, the specific 

research questions examine variables identified as risk and protective factors at the 

individual and relationship levels.  Although no data are available to examine the factors 

at the societal level, several variables will be used to assess the service delivery at the 

program level using the type of home visiting program (including program duration), and 

other program-level characteristics that may influence the changes in the level of 

caregiver depressive symptoms.   

Based on the literature reviewed, Figure 2 depicts the revised overarching 

theoretical framework for understanding factors that influence changes in parental 

depression, the primary research questions for this dissertation.  A secondary research 

question examines factors associated with predicting the likelihood of child maltreatment 

and will be discussed toward the end of this section. 
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Figure 2:  Conceptual Model for Research Questions 1, 2, and 3                                        
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The revised conceptual framework delineates the multi-level factors that are 

examined in this dissertation (see Figure 2).  The arrows in the revised framework are 

pointing in only one direction from the independent variables to the dependent variable to 

reflect the direction of hypotheses that are tested through this dissertation.  The 

independent variables at the individual level include the parental demographic 

characteristics.  The arrow from the top box points to parental depression, which is the 

dependent variable.  The positive and negative signs on this arrow reflect the mixed 

findings from the literature review regarding parent demographics and parental 

depression.  Because of the variation in the target population for the FC programs in the 

dissertation study sample, individual parent characteristics were used as control variables 

in the model.   

As described previously, relationship level factors pertain to constructs that 

involves the parent and their interactions with their children, family, and/or others.  At 

the relationship level, the arrows from the three independent variables of need for social 

support, parental stress, and parenting attitudes and capacity point to parental depression 

and depict the hypotheses for each of those variables that may be associated with the 

level of parental depressive symptoms.  It is important to note that the literature review 

focused on studies that examined the availability and/or receipt of social support.  This 

dissertation uses an analogous construct that assesses the parentôs overall need for social 

support.  The arrow from need for social support to parental depression includes a 

positive sign to delineate the hypothesized relationship that was found in some of the 

prior studies.  That is, higher levels of need for support (or lower levels of social support) 

are associated with higher levels of depressive symptoms.  The arrow with a positive sign 
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from parental stress to parental depression depicts the positive relationship between these 

two variables based on prior research.  The arrow with the negative sign from parenting 

attitudes and capacity to parental depression depicts the negative relationship between 

these two variables.  Because of the interrelationships across the independent variables, 

there are two-sided arrows pointing towards each of these variables.  At the service 

delivery program level, a two-sided arrow points to the relationship variables given the 

potential impact of the type of program on the independent variables.    

Figure 3 depicts the conceptual model that was used to identify the factors that are 

associated with a greater likelihood of child maltreatment reports or substantiations at the 

follow-up.  This model controls for parent demographic factors and tests the moderating 

effects of the relationship factors (i.e., depressive symptoms, parental stress, and need for 

social support) on the likelihood of subsequent child maltreatment.  The variable for 

parenting attitudes and capacity was not included in this model because of the smaller 

sample size for this research question and the large number of predictors already included 

in the model.  The positive signs indicate areas where positive relationships with the 

likelihood of child maltreatment are hypothesized and the negative signs indicate a 

negative hypothesized relationship. 
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Figure 3:  Conceptual Model for Research Question #4 

 

 

Based on these conceptual models, the specific aims of this study were:   

1) To explore the key individual (i.e., parent demographics), relationship (i.e., 

parenting stress, parenting attitudes and capacity, and need for social support), 

and service delivery program (i.e., type of program and duration) factors that are 

associated with changes in the level of parental depressive symptoms over time; 

and 

2) To examine the individual factors (i.e., parent demographic) and relationship 

factors (i.e., parental depressive symptoms, parental stress, and need for social 

+ 

+ 

Child 

maltreatment 

Parental 

Depressive 

Symptoms 

Parental 

Stress 

Need for 

Social 

Support 

Parent 

Demographics: 

age, marital status, 

education, prior 

CPS reports, prior 

abuse or trauma, 

substance abuse, 

household income 

+ 

 



 

60 

 

 

support) associated with the increased likelihood of child maltreatment at program 

follow-up. 

A more detailed discussion of the research methods, research questions, variables 

included in the statistical models, and measures and constructs are provided in Chapter 3.
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CHAPTER 3:  METHODS  

 This chapter begins with an overview of the primary research questions.  The 

second section describes the study design for this dissertation.  This is followed by a 

description of the dataset and the sample for the study.  The final section provides 

information about the constructs and measures included in the analysis.  This section also 

provides information about the corresponding reliability and validity of measures used.  

The chapter ends with an overview of the data analytical approach used for this 

dissertation.   

A.  Research Questions 

The research questions examined in this dissertation are: 

Research Question 1:  What is the relationship between parent baseline demographic 

characteristics and the change over time in parental depressive symptoms? 

Hypothesis 1a:  Parents who are younger, single, have less education, work fewer 

hours per week, and have lower household incomes will have higher levels of 

depression at baseline and during the follow-up assessments. 

Hypothesis 1b:  Parents who have a history of substance abuse, trauma, prior 

child abuse, or adult victimization will have higher levels of depressive symptoms 

at baseline and follow-up assessments. 
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Research question 2:  What is the relationship between key relationship factors such as 

need for social support, parental stress, and parenting attitudes and capacity on the levels 

and change in parent depressive symptoms over time? 

Hypothesis 2a:  Parents with higher levels of stress and need for social support 

will have higher levels of depressive symptoms over time.   

Hypothesis 2b:  Parents with more positive parenting attitudes and capacity will 

have lower levels of depressive symptoms over time. 

 

Research question 3:  What is the impact of service delivery program characteristics (i.e., 

type of Family Connections replication program duration, enhancements, and other 

factors) on the levels and change in parent depressive symptoms over time? 

Hypothesis 3a:  Parents who received services for a longer time period will 

demonstrate lower levels of depressive symptoms overtime. 

 

Research question 4:  What are the parentôs individual and relationship factors that 

predict their childôs subsequent experience with child maltreatment (defined by the 

presence or absence of suspected or substantiated child maltreatment reports) at the six-

month follow-up period? 

Hypothesis 4a:  Higher levels of parental depressive symptoms will predict an 

increased likelihood of suspected or substantiated child maltreatment reports.  

Hypotheses 4b:  Higher levels of parental stress and need for social support will 

predict an increased likelihood of suspected or substantiated child maltreatment 

reports.   
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B.  Study design   

This study is a non-experimental, longitudinal study using secondary data analysis.  

Data from the national cross-site evaluation of the Family Connections Prevention 

Replications Project were used for this study.  Because the data were collected at multiple 

time points for each participant enrolled in different versions of a program, two-level and 

exploratory three-level multi-level growth modeling was used to answer Research 

Questions 1, 2, and 3.  The Level One variables pertained to the individual observations 

at each time point.  The Level Two variables included the individual demographic 

characteristics, as well as the relationship variables.   The Level Three variables included 

one variable to reflect the assigned duration for Family Connections (i.e., 3-months, 6-

months, 9-months, or 12-months) and other Level Three variables were constructed to 

reflect the demographic characteristics of the population served at each of the different 

versions of Family Connections programs in this study (See Section F:  Measures and 

Constructs below for more details).  The fourth research question was examined using 

binary logistic regression.  Section G: Data Analysis section provides more details about 

the approach used for each research question.  

C.  Data Source 

Family Connections National Cross-Site Evaluation 

 The cross-site evaluation of the Family Connections (FC) project is a federally-

funded national study that examines the extent to which eight different projects across the 

country were able to successfully replicate the program.  In fiscal year 2003, eight sites 

across the country were awarded five-year cooperative agreements from the Childrenôs 

Bureau, U.S. Department of Health and Human Services to replicate and evaluate the FC 
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program in their communities and with different target populations.  Data from one of the 

replication sites was excluded from all analyses because of data quality issues
9
 therefore 

only data about the seven sites included in this dissertation are presented here. 

The national evaluation included three components:  implementation, outcomes, 

and costs
10

.  The key goals for the national evaluation were to: 1) determine the extent to 

which each of the replication sites were able to implement FC with fidelity; 2) to examine 

any adaptations or modification made to meet the needs of various target populations and 

the impact of those adaptations on outcomes for families; 3) to determine the impact of 

the sites on reducing risk factors (i.e., parental stress and depression) and increasing 

protective factors (i.e., social support, parenting attitudes, and family functioning) that 

were found in the original study; 4) to determine the effect of each of the sites on 

preventing child maltreatment; and 5) to evaluate the costs of implementing FC (James 

Bell Associates, 2009). 

 Each of the projects conducted an experimental study using random assignment to 

assign participants to different treatment conditions.  Two sites included a ñno treatmentò 

control group in their experimental design.  Each site tested different dosages of the 

Family Connections model including 3-, 6-, 9- and 12-month versions of the program and 

some sites also included additional enhancements, such as parenting groups and parenting 

                                                 
9
 During the data cleaning process, Site 8 was found to have large amounts of missing data for several 

variables on the post-test and follow-up observations.  In fact, only 4 participants in their overall sample of 

85 had complete data across the three time points.  Because of the large amount of missing data and 

evidence of overall poor data quality from this site noted in their final grant report, Site 8ôs data were not 

included in any of the analyses for this study.   
10

 I was the former Federal Project Officer for the grants and the cross-site evaluation.  I received 

permission from the Childrenôs Bureau to allow me to use the cross-site evaluation data for my dissertation.  

I am no longer directly involved in the oversight for the cross-site evaluation.  As of December 2011, the 

final report draft is being revised and the final report will resubmitted for final review at the Childrenôs 

Bureau by early 2012. 
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classes.  Please see Table 1 for more information regarding the different versions of the 

Family Connections programs that were implemented at the seven sites included in the 

dataset for this dissertation.   

Table 1 

Family Connections Program Types, Duration, and Target Population 

 
Program, Duration and Type Target Population 

Site 1 

 

1a.  3 months 

1b.  6 months 

Families with children 5-11 years old in high risk neighborhoods in 

a large, urban Midwest city 

Site 2  

 

2a.  3 months 

2b.  3 months + parenting 

2c.  9 months 

2d.  9 months + parenting group 

At-risk families with children 0-11 years old in a high risk large 

urban city in the South. 

Site 3 

 

9 months 

At-risk families with 0-3 year old children living in a very large 

urban city on the West coast. 

Site 4  

 

4a.  3 months 

4b.  3 months + parenting group 

4c.  6 months 

4d.  6 months + parenting group 

At-risk families with children 5-14 years attending schools in the 

suburbs of a large Southwestern city. 

Site 5  

 

5a.  3 months 

5b.  6 months 

At-risk Cambodian and Korean immigrants with children 5-11 

years old in a very large urban city on the West coast. 

Site 6  

 

6a.  6 months 

6b.  12 months 

Families with children with disabilities within the ages 0-17 years 

living in a large, urban city in the Southwest.  

Site 7  

 

7a.  3 months 

7b.  6 months 

7c.  6-months + law and health 

 

At risk-intergenerational families caring for at least one grandchild 

ages 5-11 living in a large urban city in the Mid-Atlantic. 

Total of 18 different types of Family Connections replication programs within the sample 

Note:  Large cities denote those with populations greater than 500,000 people. 

Source:  James Bell Associates, 2009. 

 

All sites submitted de-identified cross-site data to a secure server at the National 

Data Archive on Child Abuse and Neglect as a requirement of their cooperative 



 

66 

 

 

agreement.  Each of the sites proposed to evaluate outcomes for families who participated 

in treatment conditions based on different lengths of the program (i.e., 3, 6, 9, or 12 

months of FC).  Each site agreed to collect data on a common set of cross-site outcomes 

that measure two risk factors (caregiver mental health and parenting stress) and two 

protective factors (social support and parenting attitudes) because the overall goal of the 

FC program was to reduce risk factors and increase protective factors to prevent child 

abuse or neglect (DePanfilis & Dubowitz, 2005; DePanfilis, McDermott-Lane, Strieder, 

& Girvin, 2004).  These data were collected at baseline, 3, 6, 9, 12, 15, and 18 months 

(depending on the length of the program at each site).  All sites collected data at three 

periods at a minimum:  baseline, post-test, and follow-up.  Some of the sites collected 

additional data at a mid-point; however these data are not available from the National 

Data Archive on Child Abuse and Neglect and therefore are not included in this 

dissertation.  See Table 2 for the specific time points when the cross-site outcome 

measures were administered for each site.   
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Table 2.  Site-Specific Time Points for Research Measure Administration  

 Base-

line 

(BL) 

Midpoint 11 

Collected 

during the 

service period 

Post-Test (PT) 

Collected at completion of services 
Follow-Up 

Collected at specified time 

following completion 

  3 mos. 

after 

BL 

6 mos 

after 

BL 

3  mos 

after 

BL 

6 mos 

after 

BL 

9 mos 

after 

BL 

12 

mos 

after 

BL 

3 mos 

after 

PT 

6 mos 

after 

PT 

9 mos 

after 

PT 

12 mos 

after PT 

Site 1            

3 months Á    Á     Á  Á    

6 months Á     Á    Á  Á    

Site 2            

3 months  Á    Á      Á    

9 months Á  Á     Á    Á    

Site 3            

9 months Á   Á    Á    Á    

Site 4            

3 months Á    Á      Á    

6 months Á  Á    Á     Á    

Site 5            

3 months Á    Á      Á    

6 months Á     Á     Á    

Site 6            

6 months Á     Á     Á    

12 

months 

Á   Á     Á   Á    

Site 7            

3 months Á    Á     Á  Á  Á   

6 months Á     Á    Á  Á  Á   

Source:  James Bell Associates, 2009

                                                 
11

 Midpoint data are not available in the cross-site dataset from the National Data Archive on Child Abuse 

and Neglect. 
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Sites were asked to collect child maltreatment data on suspected and substantiated 

child maltreatment on the target child in the study as an added outcome measure for the 

program (James Bell Associates, 2009).  Each of the sites provided incentives for 

participants to encourage participation in the required assessments.  These incentives 

typically included gift cards (ranging from $10 to $50 for an assessment) to discount or 

grocery stores or other vouchers and support services such as respite care or child 

tutoring.   

D.  Sample 

Participant eligibility for the FC program was determined by screening to identify 

families who lived within site-identified target communities who had at least two risk 

factors for neglect.  Common cross-site eligibility criteria were developed for the Family 

Connections Replications Project and included the following: 

1) The parent/caregiver and child were living together for at least six months and are 

expected to remain together. 

2) The parent/caregiver is not currently involved with child protective services at 

intake and has not been involved for at least 12 months before entry. 

3) Family is identified to be at risk for at least one type of neglect (i.e., 

inadequate/delayed health care, inadequate nutrition, poor personal hygiene, 

inadequate clothing, unsafe household conditions, unstable living conditions, 

unsanitary living conditions, shuttling, inadequate supervision, inappropriate 

substitute caregiver, drug exposed newborn, inadequate nurturance or affection, 

isolating, exposure to violence, permitting child substance abuse, permitting other 

maladaptive behavior, delay in obtaining needed mental health care, chronic 

truancy, or unmet special education needs). 

4) Either the parent/caregiver or his/her child presents two or more of the following 

risk factors: parent caregiver unemployed/over employed; mental health problem; 

alcohol/drug problem, homelessness, domestic violence, more than three children 

in the household; child behavior/ mental health problem, physical disability, 

developmental disability, learning disability; and 

5) The parent/caregiver agrees to participate in the project. 

 

(James Bell Associates, 2009, pp.  15-16) 
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There were a total of 569 parents in this study.  The majority of the parents were 

female (95.4%) and the average age for the sample was 37.6 years (SD=12.1) at baseline.  

The sample was very diverse.  Almost one-fourth of the parents were Caucasian (22.7%), 

more than two-fifths were African-American or Black (42.9%), 15.6% were Asian or 

other, and 18.8% were Hispanic.  Slightly less than half (49.0%) had less than a high 

school degree.  Two-thirds (66.8%) were single, divorced, or widowed.  Two-thirds 

(67.6%) had annual household incomes of less than $20,000.  On average, there were 

almost two (M=1.8, SD=0.9) adults living in each household.   

The parents in the sample also reported a few other risk factors identified at 

baseline and later assessments.  More than half of the parents (56.1%) had a history of 

abuse or trauma as a child and/or adult.  One-fifth (19.6%) reported that they had 

problems with current or prior substance abuse.  Results of the sample comparisons 

across a range of demographic characteristics and baseline measures are presented in 

Chapter 4.   

E.  Procedure 

National Cross-site data  

Families were recruited into the program through a variety of ways, most often 

through referrals to the FC replication site from other community-based social services or 

education providers.  Families were provided an overview of the research study and FC 

staff reviewed the informed consent form and procedures with the caregivers.  All sites 

collected demographic data for the caregiver and an identified target child at intake.  For 

research purposes, one target child was selected per family for tracking and data 

collection purposes.  Once informed consent was obtained, families were randomly 
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assigned to one of several different conditions (i.e., 3, 6, 9, or 12 months and type of FC 

program enhancement) depending on the siteôs local evaluation plan.  Baseline data were 

typically collected by program staff at each of the replicating sites within 30 days of the 

clientôs admission into the program.  Each site varied in their data collection processes.  

Participants were either given a self-administered questionnaire or used a computer to 

enter data for some of the questions.  Some participants received assistance through an 

interpreter or through program staff who helped administer the instruments.  On average, 

the initial interview lasted approximately 90 minutes and the follow-up interviews were 

about two hours.  One site utilized interpreters for the assessments and instruments and 

also translated and back translated the measures into Korean and Cambodian because 

their target population included a majority of non-English speakers.    

Procedure for dissertation data 

The data used for this study were a subset of the larger FC cross-site evaluation 

sample and do not include data from control or comparison groups that were included in 

two of the seven sites.  The control or comparison groups were not included because the 

primary purpose of this study was to examine the factors associated with levels of 

caregiver depression over time for participants enrolled in the program.  Because 

participation in the FC program was an important variable that could impact the levels of 

depression over time, the decision was made to focus only on the sample receiving FC 

services for consistency in interpreting the results.   

F. Measures and Constructs 

Translated instruments.  Four of the seven sites (Sites 3, 4, 5, and 6) used 

translated measures because of the target populations that they were serving in their 
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programs.   Whenever possible, the sites used the translations provided by the instrument 

developer.  The Center for Epidemiological Studies Depression Scale (CES-D), Parental 

Stress Index (PSI), and Adult-Adolescent Parenting Inventory (AAPI) were available in 

Spanish and these versions were used in Sites 3, 4, and 6 for participants whose primary 

language was Spanish.  The Korean translated version of the CES-D was used in Site 5.  

When official translated versions were not available (i.e., Korean and Khmer for 

Cambodian), Site 5 developed their own translations for all of the measures (i.e., CES-D 

for Cambodian parents, AAPI, PSI, SFS, Family Assessment Form).  For this site, the 

measures were sent to an independent agency that specialized in translating materials into 

other languages to develop the instruments in Korean and Khmer.  The translations were 

pilot-tested with staff prior to use in Site 5ôs local evaluation.  The grantee organization 

for Site 5 was a long-standing and well-regarded community mental health agency that 

primarily served Asian populations and they were committed to ensuring the highest 

quality translation of the instruments and delivering culturally competent FC services.  

Unfortunately, there was no formal reliability and validity testing of the translated 

measures or the individual items within each instrument for this site
12

 (S. Wu, former 

Project Director, personal communication, October 24, 2011).  

 Depression.  Caregiver depressive symptoms were measured using the Center for 

Epidemiological Studies Depression Scale (CES-D) (Radloff, 1977).  This 20-item, self-

report measure is used to identify depressive symptoms in the general population.  There 

are four dimensions of depression examined in the scale, including positive and negative 

affect, physical activity, and interpersonal activities.  Seven of the questions pertain to 

                                                 
12

 Item level data were not submitted to the archive so item level analyses (e.g., calculating Cronbachôs 

alpha for internal consistency reliability estimates) are not possible for any of the measures used in this 

dissertation. 
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assessing the depressive affect of the respondent.  This includes questions asking about 

whether they felt depressed, lonely, or sad.  Four of the items are about positive affect 

and includes questions about whether they felt happy, hopeful, or good.  Seven items 

pertain to somatic or retarded activity and includes questions about the lack of energy, 

appetite, restless sleep or difficulty doing regular activities.  Finally, there are two 

questions that examine interpersonal activities:  whether they thought people were 

unfriendly or whether they felt people disliked them.   

The scoring of the instrument is straightforward.  The questions use a 4-point 

Likert scale for the response choices and ask how often the person felt this way in the 

past week.  The scoring of the responses ranges from Rarely or None of the time (0), 

Some of the time (1), Occasionally (2), to Most of time (3).  The four positively worded 

questions are reverse coded.  The possible range of scores is 0 to 60, with the higher 

scores indicating more depressive symptomatology.  Scores of 16 and above indicate the 

clinical cutoff score and highlight a strong need for more in-depth clinical assessment and 

treatment for mild to probable depression.  Some studies have used guidelines that 

consider scores of 17 to 22 as possible cases of depression and scores of 23 or above as 

probable cases of depression (Radloff & Locke, 1986).  Other studies have used 

guidelines indicating that scores of 0 to 15.5 indicate that an individual is ñnot depressedò, 

16 to 20.5 to indicate ñmild depressionò, 21 to 30.5 to indicate ñmoderate depressionò, 

and 31 or higher to indicate ñsevere depressionò (Office of Planning, Research and 

Evaluation, 2011).  Others also suggest that a low score does not necessarily indicate the 

absence of clinical depression (Office of Planning, Research and Evaluation, 2011).  The 

CES-D is designed to be used as a screening tool for individuals from the general 
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population who may be at-risk for depression and it is not a diagnostic instrument 

(Radloff, 1977).   

Subsequent reliability studies that have used the CES-D as a measure have 

consistently found strong internal consistency and reliability of the questions with 

Cronbachôs alpha ranging from 0.80 to 0.95 across a variety of different populations 

(Orme, Reis, & Herz, 1986; Radloff, 1991; Radloff & Teri, 1986).   Other research has 

confirmed the reliability and validity of the CES-D for low-income populations and 

parenting populations (Thomas, Jones, Scarinci, Mehan, & Brantley, 2001; Wilcox, Field, 

Prodromidis, & Scafaldi, 1998).   Nguyen, Kitner-Triolo, Evans, and Zonderman (2004) 

confirmed that the factor structure of the CES-D is reliable and valid for low-income 

African Americans.   

Noh, Avison, and Kaspar (1992) found that the Korean version of the CES-D 

performed well, but they also urge caution when using the results of the Positive Affect 

items for Korean populations because of cultural differences in the interpretation and 

meaning attributed to those questions.  Specifically, Korean and other Asian populations 

may fail to respond positively to positive affect items because of cultural values around 

modesty and self-effacement.  This bias in item response resulted in elevated scores on 

the CES-D, especially for less acculturated Korean immigrants and researchers urge 

caution when interpreting results based on clinical cutoff scores (Jang, Kwag, & 

Chiroboga, 2010)
13

. 

For this dissertation, the total CES-D score was used in the analysis as a 

continuous variable.   

                                                 
13

 See Chapter 5 Results, Table 8 for a comparison of CES-D scores for participants in Site 5 (which 

included Korean parents) versus other sites in this study. 
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Parental stress. Parental stress was assessed using the Parenting Stress Inventory 

Short Form (PSI-SF) (Abidin, 1995).  This is a 36-item self-report instrument that 

examines relationships between a parent and a child and identifies levels of stress that 

may lead to dysfunctional parent-child relationships.  All of the items from the short form 

were derived from the longer version of the instrument.  The three subscales are Parental 

Distress, Parent-Child Dysfunctional Interaction, and Difficult Child (Abidin, 1995).  The 

Parental Distress subscale examines the stress a parent is experiencing and the 

contributions of other personal factors.  The Parent-Child Dysfunctional Interaction 

subscale focuses on a parentôs negative perception and expectation for their child.  The 

Dif ficult Child subscale addresses factors that may make children difficult to care for.  

The responses choices are based on a five-point Likert scale with responses of Strongly 

agree (1), Agree (2), Not sure (3), Disagree (4), and Strongly disagree (5).  The responses 

are used to generate a diagnostic profile of the perceived stress between the parent and 

child (Abidin, 1995).     

The total score measures an overall level of parenting stress that a caregiver is 

experiencing based on their personal distress, stresses from interactions with their 

children, and stress from the childôs behavior.  In general, total stress scores of 90 or 

above indicate high levels of stress, which are considered clinically significant and 

require attention (Abidin, 1995).  The PSI has been validated in a number of different 

research samples in the U.S. and in other countries and with other ethnic and cultural 

groups.  The reliability for the Total Stress scale was determined to be 0.90 or greater.  

The PSI and PSI-SF are widely used because of their reliability and validity as diagnostic 

tools (Abidin, 1995).  Haskett, Ahern, Ward, and Allaire (2006) examined the factor 
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structure of the PSI-SF and identified two distinct factors instead of three:  parental 

distress and dysfunctional parent-child interactions.  They also found that the scales 

performed well with good internal consistency.  Whiteside-Mansell, Ayoub, McKelvey, 

Faldowski, Hart, and Shears (2007) tested the psychometric properties of two subscales 

of the PSI-SF, Parental Distress and Parent-Child Dysfunctional Interaction scales.  They 

identified a five-factor solution that provided a better fit for the data.  However, they also 

confirmed that the total PSI-SF total score showed strong concurrent and predictive 

validity.  The subscale scores along the different domains can also be analyzed 

separately; however for this study the total scores for Parenting Stress was used as a 

continuous variable.   

Parenting Attitudes and Capacity.  Parenting attitudes and capacity were 

measured by the Adult-Adolescent Parenting Inventory (AAPI-2); a 32-item self report 

instrument that examines parentsô attitudes and beliefs about parenting (Bavolek & 

Keene, 2001).  Five subscales measure the following constructs that have been associated 

with abusive parenting:  a) inappropriate expectations; b) lack of empathy; c) parental 

value of corporal punishment; d) parent child role-reversal; and e) power and 

independence.  The questions assess whether the respondents agree or disagree with 

certain behaviors that have been associated with child maltreatment using a five-point 

Likert scale.  The response choices range from Strongly agree (1), Agree (2), Uncertain 

(3), Disagree (4), and Strongly disagree (5).  The total scores for each of the subscales are 

recorded on an AAPI-2 profile worksheet.  These raw scores are converted to standard 

scores (a.k.a. sten scores) using norm tables from the AAPI.  The sten scores range from 

1 to 10.  According to the developer, low sten scores from one to four points generally 
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indicate high risk for practicing known abusive parenting practices.  Mid-range scores 

from four to seven points represent the parenting attitudes of the general population and 

high sten scores (from 7 to 10) represent positive, nurturing, and non-abusive parenting 

attitudes (Bavolek & Keene, 2001).  

The AAPI-2 comes in two alternate formsðA and Bðto reduce the practice 

effect when repeating the inventory in a short time period.  Table 3 lists the reliability for 

each of the subscales for Form A and B.  

 

Table 3:  AAPI Form and Subscale Internal Consistency Reliabilities 

 Subscales (constructs) 

 Parental 

Expectations 

Emphatic 

Awareness 

Corporal 

Punishment 

Role 

Reversal 

Power and 

Independence 

Form A      

   

Cronbachôs 

     Alpha 

0.82 0.84 0.92 0.85 0.80 

   Spearman  

      Brown r 

0.85 0.86 0.93 0.86 0.83 

Form B      

   

Cronbachôs 

     Alpha 

0.82 0.88 0.92 0.82 0.80 

   Spearman  

      Brown r 

0.81 0.90 0.93 0.80 0.82 

Reference:  Bavolek & Keene, 2001. 

 

This measure was originally developed by Bavolek and Keene (2001) as an 

evaluation tool for the Nurturing Parenting Program, a parenting program available for 

families at risk of child maltreatment.  It is now used by a variety of parenting and child 

maltreatment prevention programs for evaluation purposes.  The tool has been tested with 

different cultural and ethnic groups.  The AAPI has also been tested with adult parents 
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(both abusive and non-abusive); adolescents (both abused and non-abused); and teen 

parents living in 23 states across the U.S. (Bavolek & Keene, 2001).  Other researchers 

found strong reliability at 0.85 for a population of low-income rural families (Conners, 

Whiteside-Mansell, Deere, Ledet, & Edwards, 2006).    For this dissertation, the sten 

scores for the five subscales (i.e., developmental expectations, empathy, corporal 

punishment, role reversal, power and independence) were used as recommended by the 

developers. 

Need for Social Support.  The self-report Support Functions Scale (SFS) measures 

the extent of parentsô needs for different types of support (Dunst & Trivette, 1986).  The 

20-item version was used for the study.  The instrument asks parents to rate to what 

extent they feel a need for each type of assistance (e.g., financial, emotional, instrumental, 

and informational support) by marking on a five-point scale ranging from Never (1), 

Once in a while (2), Sometimes (3), Often (4), to Quite often (5).  The coefficient alpha 

for the scale is 0.87.  The split-half reliability is 0.88 (Dunst & Trivette, 1986).  The 

range of possible scores is 20 to 100 points with lower scores indicating more positive 

outcomes and the presence of adequate social support and higher scores indicating a 

greater need for social support for the caregiver.  For this dissertation, the total SFS 

scores were used as a continuous variable.         

Demographic characteristics.  All sites were asked to collect common 

demographic characteristics at baseline for each primary caregiver who was participating 

in the study.   

Age.  The primary caregiverôs age was collected as a continuous variable in years.   
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Marital status.  The response categories for this variable were never married (0); 

married or living together (1); separated (2); divorced (3); and widowed (4).  The primary 

caregiverôs marital status was recoded into a dichotomous variable (i.e., married or 

partnered (1) and single, widowed, separated or divorced (0) for this dissertation.    

Race/ Ethnicity.  There were two variables in the dataset for these variables.  The 

parent ethnicity response choices included:  Not Hispanic (0) or Hispanic or Latino (1).  

The parent race includes the following response categories:  Black or African American 

(1); Asian (2); American Indian or Alaska Native (3); Native Hawaiian or Pacific 

Islander (4); White or Caucasian (5); Some Other race (6); Multiple race (7).  For this 

study, the race and ethnicity variables were recoded to create a single variable.  The 

parentôs race or ethnicity was recoded into a four-level categorical variable called 

race/ethnicity:  Non-Hispanic White (0), Non-Hispanic and Hispanic African American 

(1), Non-Hispanic Asian and Pacific Islander (including Native Hawaiian or Pacific 

Islander) and Other races (2), Hispanic/ Latino (3). The ñOther racesò encompasses all 

other races, including American Indian or Alaska Native, some other race not listed, and 

multiple races.  The recoded Hispanic category included all parents who responded (1) 

Hispanic or Latino on the parent ethnicity variable and who were not Black, Asian, or 

Other race from the parent race variable
14

.  The four-level categorical variable was 

transformed into a set of three dummy variables for data analyses (i.e., pdummBlack, 

pdummAsianOther, pdummHispanic). 

Education.  The parentôs education was a variable for the highest grade completed.  

The response categories included:  Preschool/kindergarten (0); 1
st
 grade (1); 2

nd
 grade (2); 

                                                 
14

 Four parents were African American and Hispanic and they were recoded as African American.  There 

were no other parents who were non-White and Hispanic in the sample. 
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3
rd

 grade (3); 4
th
 grade (4); 5

th
 grade (5); 6

th
 grade (6); 7

th
 grade (7); 8

th
 grade (8); 9

th
 

grade (9); 10
th
 grade (10); 11

th
 grade (11); 12

th
 grade (12); some college (13); 

undergraduate degree (14); some graduate school (15); graduate degree (16).  For this 

dissertation, the parentôs education was recoded into a dichotomous variable:  less than 

12 years or high school (1), and high school degree or higher (0).   

Household income.  Household income was a categorical variable that asked for 

annual household income from all sources.  The response categories for this variable 

included:  Less than $5,000 (1); $5,000-$9,999 (2); $10,000-$14,999 (3); $15,000-

$19,999 (4); $20,000-$24,999 (5); $25,000-$29,999 (6); $30,000-$39,999 (7); $40,000-

$49,999 (8); $50,000 or more (9).  For this dissertation, this variable was recoded into a 

dichotomous variable:  less than $20,000 per year (1), and more than $20,000 per year (0).  

The $20,000 point was chosen as a cutoff because it was closest to the 2011 Federal 

poverty guidelines for a family of four (i.e., $22,350
15

) and also represented a large 

proportion of the sample (67.6%). 

Number of Adults in the home.  This was a continuous variable that represented 

the number of adults living in the home of the parent based on intake demographic 

questions.  

Employment ï Number of hours worked per week.  Parental employment was a 

continuous variable that indicated the total number of hours worked for pay for each 

week.   

Prior History of Abuse or Trauma. A composite variable was created using three 

questions from the Family Assessment Form (FAF) (Childrenôs Bureau of Southern 

California, 1997).  The developers of the FAF assessed the construct validity of the 

                                                 
15

 Source:  http://aspe.hhs.gov/poverty/11fedreg.shtml 
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instrument by conducting a factor analysis of the entire interview which yielded a six-

factor solution which explained 63% of the variance (Childrenôs Bureau of Southern 

California, 1997). Subsequent testing was used to determine inter-item reliability and 

researchers found that the internal consistency for the final subscales were fairly good, 

with Chronbachôs Alpha ranging from 0.68 to 0.93 (Childrenôs Bureau of Southern 

California, 1997).  More recent validity or reliability studies of the instrument are not 

available (J. Filene, personal communication, December 6, 2010).  This instrument was 

not intended for research; it was meant to be used as a tool for program practice that 

home visitors can use as they work directly with families in the program.  The response 

categories for all variables were used to assess level of strengths and needs as part of the 

comprehensive family assessment process.  Thus, the response categories included a 

range of different options from 1 to 5 that were similar to a Likert-scale.  The FAF 

allowed the option to enter a value of 0.5 to reflect the midpoint between each of the 

whole number values; and the instructions provided information regarding the 

approximate value that each number represented.  All of the FC replication sites received 

uniform initial training on the use of the FAF and scoring for programmatic purposes.   

For this dissertation, the composite variable for ñPrior History of Abuse or 

Traumaò included question G2:  Childhood history of physical abuse.  The response 

categories for this variable were:  None (1 or 1.5); Occasional spanking, not the routine 

mode of punishment (2 or 2.5); Spanking was a regular method of discipline; occasional 

incidents of excessive corporal punishment (3 or 3.5); and Routine excessive corporal 

punishment; physical abuse; hit with fist or objects (4 or 4.5); and Life threatening 

physical abuse (5).  The second variable was G3 childhood history of sexual abuse.  The 
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response categories were:  Parents proactively taught self-protection skills (1 or 1.5); No 

exposure or inappropriate sexuality (2 or 2.5); Some exposure to inappropriate sexuality 

(3 or 3.5); and Incidents of exposure to inappropriate sexuality (fondling, flashing, oral 

sex) causing confusion and/or problem, but no physical force involved (4 or 4.5); and 

One or more traumatic events (e.g. rape, incest, chronic sexual abuse) (5).  The final 

variable was G6 history of being an adult victim.  The response categories were:  Never a 

victim (1 or 1.5); Isolated incident (e.g. mugged, robbed by stranger) (2 or 2.5); Moderate 

verbal abuse; isolated serious incidents of physical abuse (e.g., violent rape or domestic 

violence) (3 or 3.5); Regularly physically threatened, pushed, and/or shoved in 

relationships; pattern of serious incidents of domestic violence resulting in injury (4 or 

4.5); and Chronic consistent victimization and exploitative relationships (5).  Scores of 3 

or more on each of those questions identified participants who experienced any child 

maltreatment or victimization as an adult.   For this dissertation, a dichotomous variable, 

ñPrior History of Abuse or Traumaò was constructed to indicate yes (1) for any form of 

past victimization and no history (0).  This meant that if the participant had a score of 3 

or more for ANY of the questions at baseline, post-test, or follow-up (i.e., G2 childhood 

history of physical abuse, G3 childhood history of sexual abuse, or G6 history of being an 

adult victim), they would have a value of ñ1ò for this new variable called Prior History of 

Abuse or Trauma.  If the participant scored 2.5 or less for all of the three questions, they 

would have a value of ñ0ò for this variable.   

Substance abuse. A composite variable was created to capture the presence of 

prior or current substance abuse using two questions from the FAF:  G4 Caregiver history 

of substance at intake and G4 caregiver history of substance abuse at exit.  The response 
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categories were No history of substance abuse (1 or 1.5); Social or recreational substance 

use (2 or 2.5); Frequent pattern of substance abuse and includes resulting social and 

health problems (3 or 3.5); Routine or daily use (4 or 4.5); and Chronic addiction (5).  A 

dichotomous variable, ñPrior History or Current Substance Abuseò was constructed to 

indicate yes (1) for any form of past or current substance abuse and (0) for no history of 

substance abuse.  This meant that if the participant had a score of 3 or more this the 

question at intake or exit (i.e., G4 caregiver history of substance abuse), they had a value 

of ñ1ò for this new variable called ñPrior History or Current Substance Abuse.ò  If the 

participant scored 2.5 or less for both intake and exit, they had a value of ñ0ò for this 

variable.          

Child maltreatment.  FC sites were required to collect data throughout the grant 

period on any reports of suspected child abuse or neglect and substantiations on the target 

child and primary caregiver.  Only four of the sites had usable individual level data on 

child maltreatment so analyses involving this variable were conducted with data from 

these four sites only (i.e., Sites 2, 5, 6, and 7).  One site received aggregate data on child 

maltreatment that could not be linked to individual cases (Site 1), and two sites were not 

successful in negotiating data sharing agreements to obtain the child maltreatment data 

for participants in their project (Sites 3 and 4).  Because the occurrence of child 

maltreatment is a relatively rare phenomenon and the sample size for this variable was 

smaller than anticipated, the reports and substantiations were combined into one variable 

to represent a generic construct regarding the presence of any suspected or confirmed 

child maltreatment.  Two dichotomous variables were created to indicate the presence of 

any child maltreatment reports or substantiations on the caregiver prior to receiving 



 

83 

 

 

Family Connections services (CPSprior), and another variable to indicate any reports or 

substantiations (CPSpost) at the six-month follow-up.  Both variables were coded as 

having any child maltreatment suspected or substantiated reports (1) or no suspected or 

substantiated reports (0).   

 Program service delivery characteristics.  One variable was constructed to 

represent the type of Family Connections replication program, including program 

duration and any enhancements called ñFamily Connections by program and 

enhancement.ò  There were 18 different versions of Family Connections implemented 

across the seven sites, which included the program duration and enhancements.  The 

value labels for this variable are as follows: 

Site 1a, 3-month program 

Site 1b, 6-month program 

Site 2a, 3-month program 

Site 2b, 3-month program, with parenting program enhancement 

Site 2c, 6-month program 

Site 2d, 6-month program, with parenting program enhancement 

Site 3, 9-month program 

Site 4a, 3-month program 

Site 4b, 3-month program, with parenting program enhancement 

Site 4c, 6-month program  

Site 4d, 6-month program, with parenting program enhancement   

Site 5a, 3-month program  

Site 5b, 6-month program  

Site 6a, 6-month program  

Site 6b, 12-month program  

Site 7a, 3-month program  

Site 7b, 6-month program  

Site 7c, 6-month program, with law and health enhancement 

 

Program and Level 3 Variables 

Additional variables were constructed as program-level variables and were included in 

the exploratory three-level multi-level growth models.  These variables include: 
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Assigned Duration was a continuous variable that represented the assigned 

duration in months for the type of FC program.  For example, a three-month FC program 

would have an assigned duration of 3 and a six-month version of FC would have an 

assigned duration of 6.  The possible values for this variable include 3, 6, 9, and 12. 

Mean Age of Caregiver was a continuous variable that represented the mean age 

of the caregiver at the different FC program types. 

Percent Married was a continuous variable that represented the percent of parents 

who were married at the different FC program types. 

Percent Low-Income was a continuous variable that represented the percent of 

low-income households at the different FC program types. 

Finally, as each of the sites had a different racial and ethnic breakdown of parents 

served, additional variables were created to account for the percentages of parents at the 

different sites and program types that could be used as covariates in the Level 3 models: 

Percent Black was a continuous variable that represented the percent of African-

American parents at the different FC program types.  The Percent Black variable was 

extremely positively skewed, therefore Ln_PercentBlack was the log-transformed 

variable that was created to normalize the distribution for analyses. 

Percent Asian or Other was a continuous variable that represented the percent of 

Asian or Other race parents at the different FC program types.  Like percent black, the 

Percent Asian variable was extremely positively skewed; therefore Ln_PercentAsian was 

the log-transformed variable that was created to normalize the distribution for analyses. 

Percent Hispanic was a continuous variable that represented the percent of 

Hispanic parents at the different FC program types. 



 

85 

 

 

 

 

G.  Data Analysis 

All multi -level and logistic regression analyses were conducted using IBM SPSS 

version 19.0.  Post-hoc power and sensitivity analysis for the logistic regression was 

conducted using GPower version 3.1.  Multi-level modeling is a powerful statistical 

technique for handling nested data (Bickel, 2007), such as the data from the Family 

Connections cross-site evaluation.  Participants completed multiple assessments at 

different time points and they were enrolled in a different version of Family Connections 

being implemented at a particular agency.  Please refer to Table 2 for information about 

the timing of the measurements for each of the seven sites.  The data violate the 

independence of observations assumption and thus, multi-level modeling is the 

recommended statistical approach (Bickel, 2007).  All independent variables were grand-

mean centered, as recommended by Gelman and Hill (2007) to reduce potential problems 

with multicollinearity and increase interpretability of the results.   

Research questions 1, 2, and 3: Multi-level modeling approach 

Singer and Willet (2003) outlined a general approach for conducting longitudinal 

multilevel analysis that was used to analyze the data for Research Questions 1, 2, and 3.  

This process was an iterative process of model building.  The first step was to check 

whether multilevel modeling was appropriate for the data.  Bickel (2007) recommends 

calculating the intraclass correlation coefficient (ICC) to measure whether there is lack of 

independence among the nested data.  If the correlation was greater than zero, multilevel 

modeling is the recommended statistical approach.  Table 4 provides information about 
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the predictor variables included in each of the models tested for Research Questions 1 

and 2.  Table 5 provides information about the predictor variables included in the 

exploratory models tested for Research Question 3. 

 

Table 4 

Research Questions 1 and 2: Two-Level Multilevel Growth Models for Factors 

Associated with Individual-Level Changes in Depressive Symptoms Over Time 

 

Two-Level Models 

 

Predictor Variables  

Included at Each Step 

  

Model A:  Unconditional Means 

Model 

 

None 

 

Model B:  Unconditional Growth 

Model 

 

 

Model RQ1-C:  Parent 

Demographic Variables 

TEST (time) 

 

 

Parent age, marital status, education,  

dummy-coded race/ethnicity, history of 

abuse/trauma,  

substance abuse, annual household income,  

hours of work per week, 

number of adults in household 

  

Model RQ2-D: Relationship 

Variables 

 

 

 

 

Model RQ2-E:  Exploratory 

Interaction Model 

Model RQ1-C variables plus  

parental stress,  

need for social support,   

parenting attitudes and capacity (AAPI-sten 

scores) 

 

Model RQ1-C and Model RQ2-D variables 

plus 

household income*parental stress, 

marital status*need for social support, 

dummy-coded race/ethnicity*parental stress 

dummy-coded race/ethnicity*need for social 

support 

 
*RQ= research question 
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Table 5 

Research Question 3: Exploratory Three-Level Multilevel Growth Models for Factors 

Associated with Program-Level Changes in Depressive Symptoms Over Time 

 

Three-Level Models 

 

Predictor Variables  

Included at Each Step 

  

Model A:  Unconditional 

Means Model 

None 

 

 

Model B:  Unconditional 

Growth Model 

 

 

Model RQ3-C:  Parent 

Demographic Variables 

 

 

 

 

 

Model RQ3-D:  

Relationship Variables 

 

TEST (time) 

 

 

Parent age, marital status, education,  

dummy-coded race/ethnicity, history of abuse/trauma,  

substance abuse, annual household income,  

hours of work per week, 

number of adults in household, 

assigned FC duration 

 

Parental stress, need for social support,   

parenting attitudes and capacity (AAPI-sten scores), 

assigned FC duration 

  

Model RQ3-E:  Program-

level Variables 

Model RQ3-D variables plus 

mean caregiver age by program type, 

percent married by program type, 

percent low-income by program type, 

percent Black by program type, 

percent Asian/Other by program type, 

percent Hispanic by program type 

 

 

  
*RQ= research question 
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Research question #4 

 Logistic regression was used to predict the likelihood of the target childôs 

suspected or substantiated maltreatment report at the six-month follow-up.  The 

dependent variable was any child maltreatment report or substantiation on the target child 

who participated in the Family Connections program at the six-month follow-up.  The 

independent variables tested included parent demographic variables (i.e., age, marital 

status, household income, race/ethnicity, and substance abuse), prior child maltreatment 

reports, and prior history of abuse or trauma.  These variables were selected because they 

were identified as important factors in the literature review and were consistent with 

variables that were significant in the prior multi-level models.  The parent relationship 

factors included parental depressive symptoms, need for social support, and parenting 

stress at program exit.  As mentioned in Chapter 2, the variable for parenting attitudes 

and capacity was not included given the large number of predictors already included in 

the model and the lack of significant effects found in the multilevel models for this 

variable.  The independent variables were entered using hierarchical entry in sequential 

steps as covariates in the model to control for the effects of those variables.  Table 6 

provides information for the variables included at each step of the analysis. 
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Table 6 

Research Question 4: Logistic Regression for Predicting Child Maltreatment Reports 

or Substantiations at Program Exit 

Logistic Regression Steps 

(hierarchical entry) 

Predictor Variables  

Included at Each Step 

  

Step 1:  Unconditional Model None 

 

Step 2:  Parent general demographics  

 

 

Step 3:  Parent race/ethnicity 

 

 

Step 4:  CPS prior reports, prior abuse 

or trauma, and substance abuse 

 

 

 

Step 5:  Relationship variables 

Parent age, marital status,  

education, household income   

 

Parent dummy-coded race/ethnicity  

(i.e., Black, Hispanic, Asian and Other) 

 

Prior CPS reports/substantiations at baseline, 

prior report of abuse or trauma, 

and any substance abuse 

 

 

Parental depressive symptoms,  

parental stress, and need for social support  
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CHAPTER 4:  RESULTS 

 This chapter presents the results of the analyses conducted for this dissertation.  

The first section begins with a description of the data cleaning process that was 

conducted to prepare the data for analysis.  The second section provides a summary of the 

results of bivariate analyses used to explore the differences across the FC program sites 

for the variables of interest.  The latter sections provide the results of the final models 

from the multivariate analysis (i.e., two-level and exploratory three-level multi-level 

growth modeling and logistic regression) conducted for each of the research questions. 

A.  Data Cleaning 

 To insure the integrity of the data used for this secondary analysis, several steps 

were undertaken to examine data quality.  Basic descriptive statistics and frequency 

distributions for each of the variables were used to check for normality, skewness, and 

kurtosis.   Histograms for continuous variables were also examined.  Responses to 

categorical variables were examined for accuracy.  Two of the constructed variables at 

the program level (i.e., PercentAsian and PercentBlack) were extremely skewed and log 

transformations were conducted to reduce the skewness and kurtosis prior to inclusion in 

the exploratory 3-level models.  See Appendix A for the descriptive statistics for all the 

variables used in this study and the results of the transformations.   

 

 



 

91 

 

 

Missing data 

 Missing or refusal data were examined carefully to determine whether there were 

any patterns of missing data or non-response.  One of the variables, WORK4 (i.e., 

number of hours worked per week), had a significant amount of missing data for Site 7 

across all time points.  In order to assess the impact of the WORK4 missing data on the 

results, the analysis was run with and without the WORK4 variable
16

; the data from 

WORK4 variable were retained in the final analysis because the added data improved the 

fit of the final models.    

 Assumption checking 

The data were checked for any violations of assumptions for multivariate analysis 

and multi-level modeling.  The tests examined normality, multicollinearity, linearity, and 

homogeneity of variance.  The normality assumption and heteroscedascity for the 

residuals were examined by plotting the residuals against the predicted values for the 

independent variables.  The correlation coefficients for the bivariate relationships 

between all of the variables included in the models tested were calculated to examine 

multicollinearity.  See Appendix B for histograms for continuous variables and 

correlations that were used to test assumptions.  According to the histograms and 

measures of skewness and kurtosis, continuous variables were reasonably normally 

distributed for almost all the variables.  Log transformations were used for the two 

extremely skewed variables (i.e., Percent Asian and Percent Black) and resulted in 

improved distributions for both variables.  Correlations were tested for variables used in 

the multi-level models to identify any concerns about multicollinearity.  Most of the 

                                                 
16

 One of the benefits of using multi-level modeling is that it handles missing data well (Bickel, 2007; 

Gelman & Hill, 2007).   



 

92 

 

 

correlations for the parent demographic and relationship variables were well below 0.80 

and therefore there were no concerns about multicollinearity.  Two program level 

variables did have correlations above 0.80 and reflected the characteristics of the 

different target populations served across the seven FC program sites.  Specifically, 

Percent Married was negatively correlated with Percent living in households making less 

than $20,000 per year, which meant that more single parent households had lower 

incomes than households with married parents.  Percent Black was negatively correlated 

with Percent Married, which meant that Black parents were most often not married.  

Otherwise, assumptions were adequately met for almost all the variables.   

B.  Group Comparisons by Site and FC Program Type and Enhancement  

To examine the differences across each of the sites, cross-tabs for all categorical 

independent variables were conducted by FC site and FC program type and enhancement.  

The results by FC site are presented in Table 7. The results for the cross-tabs by FC 

program type and enhancement are provided in Appendix C.  There were significant 

differences across each of the sites for each of the variables by FC site and FC program 

type.  

The most prominent differences were found within the parent demographic 

characteristics across the 7 sites.  Almost all the parents were female (95.4%).  Site 5 

parents were 100% Asian, whereas in Sites 1 and 7 parents were almost all African 

American (95.1% and 94.4% respectively).  Hispanic parents were the majority in Site 3 

(54.2%) and Site 6 (61.0%).   
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Table 7 
 

Baseline Demographics (categorical variables) and Chi-Square Tests by Family Connections 

Replication Site (7 sites) 

 
Characteristic 

 

Site 1 

(n=10

3) 

Site 

2 

(n=6

4) 

Site 3 

(n=59) 

Site 4 

(n=10

3) 

Site 5 

(n=74) 

Site 6 

(n=77) 

Site 7 

(n=89) 

Total 

(N=569) 

Pearson 

Chi-

Square 

(df) 

 

p  

(2-sided) 

   

 %  Female 

 

100.0 

 

96.9 

 

100.0 

 

94.2 

 

95.9 

 

89.6 

 

95.5 

 

95.4 

 

15.85 

(6) 

 

0.015 

 

Race/ethnicity 

   % 

Caucasian 

   % Black 

   % Asian 

Other 

   % Hispanic  

    

 

   

2.9 

95.1 

1.0 

1.0 

 

 

    

39.1 

 57.8 

   1.6 

   1.6 

 

 

  

15.3 

 22.0 

   8.5 

 54.2 

 

  

62.1 

   7.8 

   4.9 

 25.2 

 

 

     

0.0 

    0.0 

100.0 

    0.0 

 

 

  

29.9 

   5.2 

   3.9 

 61.0 

 

   

5.6 

94.4 

  0.0 

  0.0 

 

 

 

22.7 

42.9 

15.6 

18.8 

 

 906.44 

(18) 

 

 

<0.000 

Educationa 

   % Less HS 

   % HS above 

 

44.1 

55.9 

 

48.4 

51.6 

 

62.5 

37.5 

 

80.2 

19.8 

 

35.2 

64.8 

 

14.5 

85.5 

 

51.7 

48.3 

 

49.0 

51.0 

86.31 

(6) 

<0.000 

 

Marital 

Statusb 

   % Single 

   % Married 

 

 

72.5 

27.5 

 

 

95.3 

  4.7 

 

  

64.4 

 35.6 

 

   

56.3 

  43.7 

 

   

41.1 

  58.9 

 

 

46.1 

53.9 

 

  

92.1 

   7.9 

 

 

66.8 

33.2 

 

92.47 

(6) 

 

<0.000 

 

HH Incomec 

   Less than 

20K 

   20K or more 

 

 

 77.0 

23.0 

 

 

 

87.5 

12.5 

 

 

 

76.0 

24.0 

 

 

 

50.5 

49.5 

 

 

 

52.8 

47.2 

 

 

 

56.6 

43.4 

 

 

 

 78.7 

21.3 

 

 

 

67.6 

32.4 

 

47.09 

(6) 

 

<0.000 

 

% Hx of 

Abuse or 

Trauma 

% Hx of 

Substance 

   Abuse 

 

        

53.1 

 

 

17.3 

 

 

84.4 

 

 

32.8 

 

 

57.6 

 

 

18.6 

 

 

79.8 

 

 

32.0 

 

 

54.4 

 

 

12.7 

 

 

13.6 

 

 

1.2 

 

 

51.7 

 

 

22.5 

 

 

56.1 

 

 

19.6 

 

104.11 

(6) 

 

 

37.93 

(6) 

 

 

<0.000 

 

 

<0.000 

 
a Highest grade completed recoded into less that 12 years (High School, (H.S.)) and 12 years (H.S. graduate) or higher. 
b Marital status recoded.  Single includes divorced, separated or widowed.  Married includes living together or married. 
c Total household income per year from all sources. 
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There were also significant differences in the highest levels of education 

completed across the sites.  For example, four-fifths (80.2%) of the parents in Site 4 and 

almost two-thirds (62.5%) of parents in Site 3 had less than a high school education, 

whereas almost all of the parents in Site 6 (85.5%) and the majority in Site 5 (64.8%) had 

completed high school and beyond.  Five of the sites (Sites 1, 2, 3, 4, and 7) were mostly 

comprised of single parents (ranging from 56.3% to 95.3%) whereas in Sites 5 and 6, 

more than half of the parents were married or partnered (58.9% and 53.9%, respectively).  

Although the majority of the parents across all sites reported incomes of less than 

$20,000 per year, four of the sites had higher proportions (Sites 1, 2, 3, and 7 ranged from 

76% to 87.5%) of families living in poverty than the rest (Sites 4, 5, and 6 ranged from 

50% to 57%).  Almost all of the sites had parents with more than half reporting some 

history of abuse or trauma (Sites 1, 2, 3, 4, 5, and 7 ranging from 51.7% to 84.4%).  Only 

Site 6 had a much lower percentage reporting this history at 13.6%.  Site 6 also had a 

much lower percentage of parents who reported problems with substance abuse (1.2%) 

versus other sites that reported anywhere from 12.7% to 32.8%.
17

          

The group means for all continuous independent variables were examined using 

Analysis of Variance (ANOVA) for multiple groups (by FC site and FC program type 

and enhancement)
18

.  The results for this analysis by FC site are presented in Table 8.  

                                                 
17

 It is not clear whether these were real differences or due to site-level differences.  Site 6 served parents 

with children with disabilities which was very different from other sites across a number of demographic 

factors.  The implications are discussed further in Chapter 5:  Discussion. 
18

 These analyses were only conducted to provide descriptive information about the sample and therefore 

no additional corrections on p-values for the multiple comparisons were needed.     
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Table 8 

 

Demographics and Measures (continuous variables) and F-tests by Family 

Connections Replication Site (7 sites) 

 
Variable 

Mean (S.D.) 

 

Site 1 

(n=103) 

Site 2 

(n=64

) 

Site 3 

(n=59) 

Site 4 

(n=103

) 

Site 5 

(n=74) 

Site 6 

(n=77) 

Site 7 

(n=89) 

Total 

(N=569) 

F-test 

(df) 

P  

 

Parent Agea 32.9 

(8.9) 

 

32.2 

(10.7) 

 

25.9 

(9.0) 

 

35.6 

(8.1) 

 

41.7 

(8.2) 

 

36.0 

(8.9) 

 

54.6 

(8.1) 

 

37.6 

(12.1) 

 

86.40 (6) 

 

 

<0.000 

 

 

# Adults in  

   Household 

 
 

Employment 

   Hrs 
workedb  

 

Baseline 
Scores 

   CES-Dc 

      Baseline 
       

      Post-test 

       
      Follow-

Up 

   
   

 

PSId       
      Baseline 

       

      Post-test 

 

      Follow-up 

 
  

   SFSe 
      Baseline 

       

      Post-test 
 

      Follow-up 

1.5 

(0.7) 

 
 

15.6 

(19.3) 
 

        

 
 

18.7 

(11.0) 
16.6 

(10.9) 

14.8 
(12.8) 

 

 
 

 

 
94.3 

(25.6) 

85.4 

(17.9) 

84.8 

(18.8) 
 

 
51.3 

(17.8) 

51.4 
(16.5) 

43.51 

(13.7) 

1.4 

(0.9) 

 
 

8.9 

(15.7) 
 

 

 
 

23.5 

(12.8) 
19.0 

(10.9) 

19.7 
(12.6) 

 

 
 

 

 
96.2 

(18.0) 

94.5 

(20.7) 

94.0 

(13.6) 
 

 
57.7 

(10.8) 

57.0 
(10.7) 

58.6 

(10.2) 

2.6 

(1.3) 

 
 

5.3 

(12.8) 
 

 

 
 

19.3 

(12.6) 
18.4 

(13.7) 

18.2 
(11.6) 

 

 
 

 

 
84.3 

(20.7) 

77.5 

(22.3) 

74.9 

(21.5) 
 

 
52.4 

(16.1) 

46.9 
(15.7) 

41.1 

(10.9) 

1.8 

(0.8)    

 
          

    17.3 

(19.7) 
 

 

 
 

23.1 

(13.1) 
14.9 

(11.5) 

15.8 
(11.7) 

 

 
 

 

 
103.0 

(20.0) 

85.7 

(19.3) 

86.0 

(22.32) 
 

 
55.8 

(14.6) 

47.4 
(11.7) 

48.0 

(13.1) 
 

1.7 

(0.5) 

 
 

7.8 

(22.2) 
 

 

 
 

22.7 

(11.1) 
19.1 

(10.8) 

17.1 
(9.8 

 

 
 

 

 
110.5 

(20.4) 

107.0 

(22.2) 

103.9 

(22.5) 
 

 
53.5 

(14.6) 

55.4 
(13.4) 

53.3 

(12.0)  

1.8 

(0.6) 

 
 

8.0 

(14.4) 
 

 

 
 

34.8 

(10.2) 
33.1 

(10.9) 

32.4 
(8.6) 

 

 
 

 

 
95.7 

(23.5) 

90.7 

(24.6) 

85.4 

(23.1) 
 

 
59.7 

(14.5) 

54.1 
(14.4) 

49.1 

(12.7) 
 

1.9 

(1.2) 

 
 

38.4* 

(9.8) 
 

 

 
 

18.1 

(12.8) 
13.8 

(12.1) 

14.6 
(11.5) 

 

 
 

 

 
94.0 

(20.3) 

90.7 

(19.1) 

88.5 

(19.4) 
 

 
59.8 

(15.2) 

53.3 
(13.0) 

54.2 

(13.6) 

1.8 

(0.9) 

 
 

12.4 

(18.9)      
 

 

 
 

22.8 

(13.0) 
18.3 

(12.6) 

18.2 
(12.5) 

 

 
 

 

 
97.4 

(22.5) 

90.5 

(22.0) 

89.3 

(22.1) 
 

 
55.8 

(15.3) 

51.8 
(14.4) 

49.58 

(13.5) 

12.68 (6) 

 

 
 

10.88 (6) 

 
 

 

 
 

17.42 (6) 

 
15.12(6) 

 

12.63(6) 
 

 

 
 

 

9.93 (6) 
 

11.17 (6) 

 

7.10 (6) 

 

 
 

4.12 (6) 
 

4.33(6) 

 
7.05(6) 

<0.000 

 

 
 

<0.000 

 
 

 

 
 

<0.000 

 
<0.000 

 

<0.000 
 

 

 
 

 

<0.000 
 

<0.000 

 

<0.000 

 

 
 

<0.000 
 

<0.000 

 
<0.000 
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AAPI-2 Sten 
subscale 

scoresf 

Developmen
tal 

expectations 

  Baseline 
 

  Post-test 

 
  Follow-Up 

 

 
Empathy 

  Baseline 

 
  Post-test 

 

  Follow-Up 
 

 

Corporal 
punishment 

  Baseline 

 
   

   
   Post-test 

 

  Follow-Up 
 

 

Role 
reversal 

  Baseline 

 

  Post-test 

 

    Follow-Up 
 

Power and 

 
Independence 

  Baseline 

    
  Post-test 

    

  Follow-Up 
     

 

 

 
 

 

4.1 
(1.6) 

4.2 

(1.5) 
4.2 

(1.5) 

 
 

 

 
 

3.8 

(2.0) 
4.3 

(1.8) 

5.1 
(1.9) 

 

 
 

3.8 

(1.5) 
 

 
3.9 

(1.6) 

4.1 
(1.6) 

 

 
4.3 

(2.1) 

5.1 

(2.1) 

5.7 

(2.2) 
 

 

4.0 
(2.2) 

4.0 

(2.2) 
5.4 

(2.5) 

 

 
 

 

4.4 
(1.5) 

4.5 

(1.7) 
4.5 

(1.2) 

 
 

 

 
 

3.8 

(1.9) 
3.9 

(1.9) 

3.7 
(1.7) 

 

 
 

4.4 

(1.7) 
 

 
4.3 

(1.5) 

3.9 
(1.5) 

 

 
3.9 

(1.7) 

4.4 

(2.0) 

5.3 

(2.4) 
 

 

4.4 
(2.0) 

4.7 

(2.1) 
4.6 

(2.4) 

 

 
 

 

4.9 
(1.7) 

5.6 

(1.8) 
6.1 

(1.5) 

 
 

 

 
 

3.7 

(1.9) 
4.3 

(2.1) 

4.8 
(2.0) 

 

 
 

5.3 

(1.7) 
 

 
5.3 

(2.1) 

5.7 
(1.3) 

 

 
4.0 

(1.9) 

4.9 

(2.4) 

5.7 

(2.1) 
 

 

4.9 
(2.1) 

4.9 

(2.5) 
5.7 

(2.4) 

 

 
 

 

4.2 
(1.6) 

4.5 

(1.7) 
4.5 

(1.7) 

 
 

 

 
 

4.1 

(1.7) 
4.4 

(2.0) 

4.3 
(1.7) 

 

 
 

3.4 

(1.6) 
 

 
3.6 

(1.6) 

3.8 
(1.6) 

 

 
4.6 

(1.8) 

5.2 

(1.9) 

5.34 

(2.0) 
 

 

2.7 
(1.9) 

3.2 

(2.6) 
4.4 

(2.6) 

 

 
 

 

3.4 
(1.8) 

3.9 

(1.9) 
3.9 

(1.7) 

 
 

 

 
 

2.0 

(1.4) 
2.0 

(1.8) 

2.1 
(1.6) 

 

 
 

3.3 

(1.3) 
 

 
3.5 

(1.4) 

3.6 
(1.5) 

 

 
2.1 

(1.4) 

2.2 

(1.4) 

2.0 

(1.4)  
 

 

3.6 
(1.7) 

4.0 

(1.9) 
3.7 

(2.0)  

 

 
 

 

4.5 
(1.8) 

4.7 

(1.9) 
4.6 

(1.8) 

 
 

 

 
 

4.1 

(2.1) 
4.1 

(2.3) 

4.4 
(1.9) 

 

 
 

4.7 

(1.6) 
 

 
5.0 

(1.7) 

5.2 
(1.4) 

 

 
4.9 

(2.2) 

5.3 

(1.8) 

5.6 

(2.4) 
 

 

4.7 
(2.6) 

5.2 

(2.6) 
5.0 

(2.3) 

 

 

 
 

 

4.3 
(1.5) 

4.4 

(1.5) 
4.6 

(1.5) 

 
 

 

 
 

3.2 

(1.9) 
3.2 

(1.7) 

3.4 
(1.8) 

 

 
 

4.1 

(1.4) 
 

 
4.0 

(1.6) 

4.0 
(1.6) 

 

 
3.9 

(1.8) 

3.9 

(1.8) 

4.6 

(1.9) 
 

 

3.8 
(2.0) 

3.9 

(1.4) 
3.5 

(1.6) 

 

 
 

 

4.3 
(1.7) 

4.5 

(1.7) 
4.5 

(1.7) 

 
 

 

 
 

3.6 

(1.9) 
3.8 

(2.1) 

4.1 
(2.0) 

 

 
 

4.1 

(1.7) 
 

 
4.1 

(1.7) 

4.2 
(1.6) 

 

 
4.1 

(2.0) 

4.6 

(2.1) 

5.0 

(2.3) 
 

 

3.9 
(2.2) 

4.1 

(2.3) 
4.5 

(2.4) 

 

 
 

 

 
3.69 (6) 

 

3.61(6) 
 

3.96(6) 

 
 

 

 
 

7.31 (6) 

 
13.53 (6) 

 

8.69(6) 
 

 

 
 

11.44(6) 

 
 

 
11.89 (6) 

 

7.74(6) 
 

 

 
7.27(6) 

 

9.93 (6) 

 

13.87(6) 

 
 

 

13.21(6) 
 

9.93(6) 

 
5.93(6) 

 

 
 

 

 
 

 

 
0.001 

 

0.002 
 

0.001 

 
 

 

 
 

<0.000 

 
<0.000 

 

<0.000 
 

 

 
 

<0.000 

 
 

 
<0.000 

 

<0.000 
 

 

 
<0.000 

 

<0.000 

 

<0.000 

 
 

 

<0.000 
 

<0.000 

 
<0.000 

 

 
 

 
a 
Parentôs mean age in years. 

b 
Total number of hours worked for pay per week.  * Significant proportion of data missing for this variable 

in Site 7; less than 18% of data reported for this site.   
c  

Center for Epidemiological Studies ï Depression Scale 
d  

Parenting Stress Index 
e  

Support Functions Scale 
f  
Adult-Adolescent Parenting Inventory ï 2.  
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There were significant differences in the group means for each of the variables 

tested by FC site.  The mean parent age across all sites was 37.6 years.  However, Site 3 

included younger parents (M=25.9, SD=9.0), whereas Site 7 served an older population 

of grandparent caregivers (M=54.6, SD=8.1).  Site 3 also had slighter more adults living 

in the household (M=2.6, SD=1.3) than the rest of the sample (M=1.8, SD=0.9). 

The average number of hours that parents worked per week was 12.4 hours 

(SD=18.9), but there were significant differences across the seven sites.  Site 3 had the 

lowest number of hours worked (M=5.3, SD=12.8) and this may be due to their target 

population of young parents with children zero to three years who are often not working 

full -time.  In contrast, Site 7 had a mean of 38.4 hours (SD=9.8), however the large 

amount of missing data from this site for this variable is likely to affect these results.  The 

average from the other five sites ranged from 7.8 to 17.3 hours of work, which was closer 

to the overall average. The results for the analysis by FC program type and enhancement 

are provided in Appendix D. 

The average baseline Center for Epidemiological Studies ï Depression Scale 

(CES-D) score for the entire sample was 22.8 (SD=13.0), which was well above the 

clinical cut-off score of 16.  General scoring guidelines
19

 suggest that scores ranging from 

16 to 20.5 points indicate possible mild depression and scores of 21 to 30 points indicate 

probable moderate depression.  Finally, scores of 31 points or more may indicate severe 

depression.  The average baseline CES-D scores across six of the sites was 18.1 to 23.5 

                                                 
19

 Source: Performance Measures for Early Head Start 

http://www.acf.hhs.gov/programs/opre/ehs/perf_measures/reports/resources_measuring/res_meas_phid.htm

l 
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points.  Site 6 was an extreme outlier with an average baseline CES-D score of 34.8 

(SD=9.8) at baseline. This may be attributable to their primary service population (i.e., 

parents with children with disabilities) who were specifically targeted because they were 

at high risk for depression and at risk for negative parenting.  It was notable that across 

all three time periods, a large proportion of the sample had CES-D scores above the 

clinical cut-off of 16 (i.e., baseline=66%; post-test=50%; follow-up=52%)   

The average Parental Stress Index (PSI) score was similarly high at 97.4 (SD= 

22.5), which indicated clinically significant levels of parental stress at baseline.  Parents 

in Site 5 had higher average baseline PSI scores (M=110.5, SD=20.5) than the rest of the 

sites, which may be due to the refugee parents served at this site, many of whom had 

recently arrived in the U.S. and were still experiencing stress from ravages of war.  In 

contrast, Site 3 had much lower mean scores (M=84.3, SD=20.7) at baseline.  At the 

follow-up, the average PSI score (89.3) across all the sites was slightly below the clinical 

cut-off score of 90.    

The parents in the sample demonstrated moderate need for social support with the 

mean average Support Functions Scale (SFS) score of 55.8 (SD= 15.3) at baseline.  Sitesô 

SFS mean baseline scores ranged from a low mean of 51.3 points (SD=17.8) in Site 1 to 

a high of 59.8 points (SD=15.2) in Site 7.  The average SFS score at follow-up was 49.6 

(SD 13.5).  Site 3 had the lowest average SFS score with 41.1 (SD =10.9) indicating 

lower need for support and Site 2 had the highest average SFS score with 58.6 (SD 

=10.2) indicating a moderate need for support. 
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Finally, the Adult-Adolescent Parenting Inventory (AAPI) sten subscale scores 

indicated a wide range of parenting attitudes and capacity from high to moderate risk 

levels.  The baseline developmental expectations average score across the seven sites 

(M=4.3, SD= 1.7) was in the moderate risk range, but Site 5 had a lower mean score 

(M=3.4, SD=1.8), which placed it within the higher risk range for abusive parenting
20

.  

The average baseline score on the empathy subscale was 3.6 (SD= 1.9), however there 

were significant differences in the means across the sites.  The mean for Site 5 was 2.0 

(SD=1.4), which indicated high risk for abusive parenting practices.  Sites 4 and 6 both 

had the highest mean score on the empathy subscale at 4.1 (Site 4 SD=1.7; Site 6 

SD=2.1), which is consistent with average parenting attitudes.   

The corporal punishment subscale average (M=  4.1, SD= 1.7) was within the 

average scores for the general population.  Site 3ôs average was slightly higher (M=5.3, 

SD=1.7), which reflected common parenting attitudes towards corporal punishment.  In 

contrast, Site 5ôs scores were lower than the sample mean (M=3.4, SD=1.6), which may 

possibly reflect a greater receptiveness to the use of corporal punishment or less social 

desirability and lack of awareness of U.S. parenting discipline norms among the Asian 

caregivers at this site because of their recent immigration to this country.       

                                                 
20

 For this measure, the scores range from 0 to 10, with lower scores (0-3) indicating higher risk for abusive 

parenting and high scores (7-10) indicating more positive and nurturing parenting practices.  The moderate 

risk scores range from 4 to 7 points. 
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Site 5 also demonstrated significant differences in their baseline average scores on 

the role reversal subscale (M=2.1, SD=1.4) compared to the average sample mean 

(M=4.1, SD= 2.0).  This may reflect the fact that Asian families, especially new 

immigrants, are more likely to maintain traditional hierarchical roles between the parent 

and the child that may not be reflective of the general populationôs parenting attitudes.  

Finally, the average for the power and independence subscale was 3.9 (SD= 2.2), which 

fell just within the higher risk range (under 4 points).  Site 4 had the lowest mean scores 

(M=2.7, SD =1.9), which may indicate higher levels of conflict between parents and their 

target child with respect to power and independence at this site.  Site 6 reported the 

highest mean score in this subscale (M=4.7, SD=2.6), which places this group within the 

national average for this construct.   

C.  Multi -level Models 

Following the recommendations of Gelman and Hill (2003), models were built 

and tested incrementally, and each variable was added one at a time to examine the effect 

of each additional variable.  Using this approach, two preliminary models (A and B 

described below) were tested before tests of the research questions were conducted.  The 

covariance structure used was auto-regressive heterogeneous structure because of the 

repeated measures (Heck, Thomas, & Tabata, 2010; Singer & Willet, 2003).  The only 

random effect tested was a random intercept as a varying component.  The sample sizes 

for the multi-level models were as follows:  Level 1 (observations) =1626; Level 2 

(individuals)=569; and Level 3 (program types)=18.  To compare the different models at 

each step and identify the best fitting model, the models were estimated using maximum 
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likelihood (ML) estimation, which allows for comparison using the information criteria 

statistics for each subsequent model (Heck et al., 2010).  Chi-square statistics were 

examined to compare whether there were significant differences between each 

subsequent model (Singer & Willet, 2003).  Some models did not converge, and in those 

instances, the relevant variables were added or deleted until the models converged.  Final 

models by research question are presented in this chapter and the results of the various 

models tested and the sequence of model building are presented in Appendices E and F, 

for the two and three level models, respectively.   

 Preliminary Two -level Models 

Model A:  Unconditional means model.   After checking that assumptions were 

adequately met, the first model tested an initial model without any predictors.  The 

intraclass correction coefficient (ICC) provided information regarding the magnitude of 

the within-person and between-person variance (Singer & Willett, 2003).  For Model 

RQ1-A, the test was significant, F(1, 539.1)=1778.01, t=42.17,  p<0.0001, CI=[19.54, 

21.45] with an ICC of 0.55, which indicated that that multi-level modeling was 

appropriate.  Specifically, this meant that 55% of the variability in the CES-D scores 

occurred between individuals, and 45% of the variability occurred within the different 

time points for the observations.       

Model B:  Unconditional Growth Model.  The second model tested examined the 

impact of adding time as a predictor.  This model was also significant, F(1, 791.4)=64.70, 

t= -8.04, p<0.0001, CI=[ -3.14, -1.91] with an ICC of 0.57 and we can conclude that there 

was a significant impact of time in the model and one can proceed with building more 
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complex models.  Consistent with the pattern from the first model, 57% of the variability 

in CES-D scores occurred between individuals.  There was a significant difference in the 

level of depressive symptoms across each testing period.   Over time and with each 

subsequent test period, the mean scores on the CES-D, on average, decreased by 2.53 

points.   The guidance for comparing model fit from Willet and Singer (2003) uses the 

deviance statistics (-2 log likelihood) for the chi square difference test, with the smaller is 

better criterion.  Model B was a better fitting model than Model A based on an 

examination of the information criteria.  The -2 log likelihood for Model B= 9664.67 

which is 62.11 points smaller than the Model A statistic (see Table 9). 

The corresponding chi-square critical value for p<0.001 with 1 df was 10.83, 

which was significantly smaller than 62.11 and means than Model B was a better fitting 

model.  Other indices of model fit were Akaikeôs Information Criterion (AIC)=9672.67 

and Schwartzôs Bayesian Criterion (BIC)=9693.22.   Having established that multi-level 

modeling is appropriate, data analysis moved to testing the primary research questions for 

this study.  

The following section presents results from all the primary models tested for 

Research Questions 1, 2, and 3.  Although all the models for Research questions 1 and 2 

were significant, the relationship factors model (Model RQ2-D) was considered the best 

fitting model for the sample because the results remained the most consistent across the 

various models tested considering the various site-level differences.  A more detailed 

explanation regarding the selection of the best fitting models is presented in the 

ñSummary of the Findingsò section towards the end of this chapter and also revisited in 
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Chapter 5.  As described previously, the results from the models tested for Research 

Question 3 are considered exploratory given the relatively small sample size at the third 

level (n=18). 

Research Question #1:  What is the relationship between parent baseline demographic 

characteristics and the change over time in parental depressive symptoms? 

 Model RQ1-C:  Parent Demographic Factors.  The third model (Model RQ1-C) 

tested included the parent demographic characteristics (see Table 9).  Of the 11 

demographic variables tested in this model, 3 variables were associated with significant 

changes in mean CES-D scores over time.  These results did not confirm Hypotheses 1a 

or 1b.  On average, Black parents had mean CES-D scores 3.61 points lower than parents 

in other racial/ethnic groups across time, F(1, 451.87)=6.47, t= -.2.54, p=0.01, CI=[-6.40, 

-0.82].  Parents with less than a high school education, on average, had mean CES-D 

scores 2.85 points lower across different time points compared to parents with more 

education, F(1, 485.40)=6.90, t=  -2.63, p=0.009, CI=[ -4,99, -0.72].  In addition, for 

every additional adult in the home, on average the mean CES-D scores decreased by 1.49 

points over time, F(1, 773.88)=5.98, t=  -2.45, p=0.015, CI=[ -2.69, -0.29].   
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Table 9 

Two-Level Models 

Fixed Effects Estimates (Top) and Variance-Covariance Estimates (Bottom) for Models of 

the  

Factors Associated with Change Over Time for Parental Depressive Symptoms 
Parameter Model A 

Unconditional 
Means 

Model B 

Unconditional 
Growth 

Model RQ1-C 

Parent 
Demographic 

Variables 

Model RQ2-D 

Relationship 
Variables 

Model RQ2-E 

Interactions Model 
 

 Fixed Effects 

 

Intercept 20.50*** 

(0.49) 

19.91*** 

(0.49) 

20.15*** (0.58) 20.54***  (0.54) 20.85***  (0.52) 

Time (test period)  -2.53*** 
(0.31) 

-2.52*** (0.36) -1.15*  (0.42) -1.13**  (0.39) 

      

Parent Age   -0.02 (0.06) -0.03  (0.05) -0.03  (0.05) 

Parent Marital 

Status  

  -0.70 (1.23) -1.39  (1.15) -1.29  (1.10) 

Race/ethnicity 

   Black  

   

-3.61*  (1.42) 

 

-2.86*  (1.34) 

 

-2.23  (1.27) 

   Asian & Other    -0.74  (1.65) -1.81  (1.63) 1.11  (1.62) 

   Hispanic    2.01 (1.60) 3.95*  (1.51) 4.57**  (1.46) 

Less than High 

School  

  -2.85** (1.09) -2.07*  (1.03) -1.75  (0.99) 

History of child 
abuse or trauma 

  1.05  (1.19) 0.16  (1.10) -0.017  (1.06) 

History of 

substance abuse  

  -0.62 (1.42) -0.34  (1.31) -0.23 (1.25) 

Household 

income less than 

25K per year 

  1.92  (1.16) 2.04  (1.09) 1.82  (1.05) 

Number of hours 

worked per week 

  -0.003  (0.03) 0.004  (0.03) 0.003   (0.024) 

Number of Adults 
in home 

  -1.49* (0.61) -1.06  (0.58) -0.84  (0.56) 

      

Parental Stress 

Index 

   0.16***  (0.02) 0.18***  (0.02) 

Support Functions 
Scale 

   0.19***  (0.03) 0.19***  (0.03)                     

AAPI-STEN 

developmental 
expectations 

    

-0.05  (0.26) 

 

0.04  (0.25) 

AAPI-STEN 

empathy 

   0.45  (0.26) 0.55  (0.26) 

AAPI-STEN 

corporal 

punishment 

   0.12  (0.26) 0.21  (0.26) 

AAPI-STEN role 

reversal 

   -0.05  (0.25) -0.06  (0.24) 

AAPI-STEN 

power and control 

   -0.01  (0.17) 0.07  (0.16) 

      

Household 

income*Parental 

Stress Index 

     

0.07*   (0.03) 

Marital 

Status*Support 

Functions Scale 

     

-0.17*  (0.05) 
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Black*Parental 

Stress Index 

     

-0.04  (0.05) 

Asian & Other* 
Parental Stress 

Index 

     
-0.25***  (0.05) 

Hispanic*Parental 

Stress Index 

     

-0.05  (0.05) 

 

Black*Support 

Functions Scale 

     

 

-0.17*  (0.07) 

Asian & 

Other*Support 

Functions Scale 

     

-0.11  (0.08) 

Hispanic*Support 
Functions Scale 

    -0.07  (0.08) 

 Random parameters 

(Variance-Covariance Estimates) 

Level 1 Repeated 

Measures 

     

   Baseline   80.06***(10
.21) 

68.93***  
(10.71) 

73.87***  (12.70) 

   Post-test   80.18***  (14.61) 81.54***  

(14.81) 

84.00***  (15.58) 

   Follow-Up   66.93***  (10.08) 75.56***  

(11.94) 

78.63***  (12.83) 

   ARH1 rho   0.11  (0.11) 0.22  (0.11) 0.29*  (0.11) 

Level 2  

   Intercept 

[Subject] 

 

93.58*** 

(8.08) 

 

95.95*** 

(8.03) 

 

79.37***  (11.04) 

 

57.99***  

(11.35) 

 

43.89***  (12.54) 

 

Information Criteria 

  

-2 log likelihood 9726.78 9664.67 7467.38 7089.73 7030.91. 
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Comparison of 
deviance statistics 

using chi-square 

(df) 
 

Akaike 

Information 
Criterion (AIC) 

 

Schwartzôs 
Bayesian 

Criterion (BIC) 

 

 
 

 

 
 

 

 
9732.78 

 

 
 

9748.19 

 

62.11***  (1) 
 

Fit improved 

 
 

 

 
9672.67 

 

 
 

9693.22 

 

2197.29***  (14) 
 

Fit improved 

 
 

 

 
7503.38 

 

 
 

7591.26 

 

377.65***  (7) 
 

Fit improved 

 
 

 

 
7139.73 

 

 
 

7260.99 

 

58.82*** (8) 
 

Fit improved 

 
 

 

 
7096.91 

 

 
 

7256.96 

 
 

      

Note:  Standard errors are in parentheses.  Parent marital status variable coded 1=married/partnered and 0=single/divorced.  

Race/ethnicity recoded into three dichotomous variables:  Black (1=Black, 0=all others); Asian and Other (1=Asian and Other ethnic 

minority group; 0=all others); Hispanic (1=Hispanic; 0=all others).  Less than high school variable coded 1=less than high school and 
0=high school or above.  History of child abuse or trauma variable coded 1=history of abuse or trauma and 0=no history.  History of 

substance abuse variable coded 1=history of substance abuse and 0=no history.  Household income variable coded 1=less than 

$25,000 per year and 0=more than $25,000 per year.  AAPI-STEN = Adult Adolescent Parenting Inventory STEN scores (normalized 
subscale scores).   

*p<0.05 

**p<0.01 
***p<0.0001
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For this model, parents who were Black, had lower levels of education, and lived 

with more adults in the home reported lower levels of depressive symptoms over time 

after controlling for the other variables in the model.  Several predictors were non-

significant in this model:  parent age, parent marital status, Asian or Other and Hispanic 

parents, history of abuse or trauma, history of substance abuse, household income, and 

the numbers of hours worked per week.  The time variable (test period) continued to be 

significant and the CES-D scores decreased by 2.52 points with each subsequent test 

period, F(1, 305.80)=47.74, t= - 6.91, p<0.001, CI=[ -3.24, -1.80], which is very similar 

to the 2.53 point effect observed in Model B. 

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=7.842, 

p<0.0001; post-test Wald Z=5.487, p<0.0001; follow-up Wald Z=6.642, p<0.0001) (see 

Table 9), indicating that the slopes of the CES-D scores over time still varied across 

individuals.  At level 2 a random intercept was also tested; the random intercept was 

significant (Wald Z = 7.192, p<0.0001) indicating that there was significant unexplained 

variability in intercepts across individuals.  The ICC for this model was 0.26, indicating 

that although the model does not fully explain the variability in the slopes or intercepts 

for individualsô CES-D scores, this model has less unexplained variability than the 

preliminary models. 

Model RQ1-C was a better fitting model than Model B based on an examination 

of the information criteria.  The -2 log likelihood for Model RQ1-C= 7467.38, which is 
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2197.29 points smaller than the Model B statistic (see Table 9).  The corresponding chi-

square critical value for p<0.001 with 11 df was 31.26, which was significantly smaller 

than 2197.29 and confirms that Model RQ1-C was a better fitting model.  Other indices 

of model fit were Akaikeôs Information Criterion (AIC)=7503.38 and Schwartzôs 

Bayesian Criterion (BIC)=7591.26, both of which are smaller than those found for the 

previous models suggesting improved model fit. 

Research Question 2:  What is the relationship between key interpersonal factors such 

as need for social support, parental stress, and parenting attitudes and capacity on 

the levels and change in parent depressive symptoms over time? 

Model RQ2-D:  Relationship Factors Model.  The fourth model added 

relationship factors (i.e., measures of parental stress, need for social support, and 

parenting attitudes and capacity) to the existing parent demographics model.   These 

results confirmed Hypothesis 2a but did not confirm Hypothesis 2b.  After adding the 

relationship factors, the number of adults in the home became non-significant, whereas 

being a Hispanic parent became significant and was associated with a 3.95 point increase 

in CES-D scores over time F(1, 466.74)=6.83, t=2.61, p=0.009, CI=[ 0.98, 6.92] for this 

model.  The time variable (test period) continued to be significant and the CES-D scores 

decreased by 1.15 points with each subsequent test period, F(1, 356.16)=8.82, t= - 2.97, 

p=0.011, CI=[ -1.92, -0.39]; however, this decrease is much smaller than in the previous 

model where the change in CES-D scores was 2.52 points for each subsequent time 

period.   As reported previously, Black parents continued to have significantly lower 

CES-D scores than other groups, F (1, 450.14) =4.58, t= -2.14, p=0.033, CI= [-5.48, -
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0.23].  Black parents, on average, had 2.86 points lower CES-D scores over time than 

parents of all other racial and ethnic groups, after controlling for other variables in the 

model.  As in the prior model, parents with lower levels of education had lower CES-D 

scores over time, F (1, 495.43) =4.06, t= -2.02, p=0.044, CI= [-4.09, -0.05].    

Parental stress was significant and positively associated with level of depressive 

symptoms. On average, for every one point increase in Parental Stress Index (PSI) scores, 

there was a corresponding 0.16 point increase in the CES-D scores over time, F(1, 

917.28)=74.51, t=8.63, p<0.0001, CI=[0.12, 0.19].  In addition, for every one point 

increase in the reported need for social support, there was a 0.19 point increase in CES-D 

scores over time, F(1, 902.85)=58.23, t=7.63, p<0.0001, CI=[ 0.14, 0.24].  There were no 

significant changes in level of depressive symptoms associated with AAPI subscale 

scores.  Furthermore, other parent demographic variables such as parentsô age, marital 

status, prior history of child abuse or trauma, prior substance abuse, household income, 

and number of hours worked per week were not significant.  Thus, Hispanic parents, 

those with higher levels of stress, and those who had a higher need for social support had 

an increased level of depressive symptoms.  In contrast, Black parents and those with 

lower levels of education, on average, had lower CES-D scores over time.   

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=6.436, 

p<0.0001; post-test Wald Z=5.507, p<0.0001; follow-up Wald Z=6.330, p<0.0001) (see 

Table 9), indicating that the slopes of the CES-D scores over time still varied across 
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individuals.  At level 2 a random intercept was also tested; the random intercept was 

significant (Wald Z = 5.111, p<0.0001) indicating that there was significant unexplained 

variability in intercepts across individuals.  The ICC for this model was 0.20, indicating 

that although the model does not fully explain the variability in the slopes or intercepts 

for individualsô CES-D scores, this model has slightly less unexplained variability than 

the prior model. 

Model RQ2-D was a better fitting model than Model RQ1-C based on a 

comparison of the information criteria.  The -2 log likelihood for Model RQ2-D= 

7089.73 which was 377.65 points smaller than the Model RQ1-C statistic (see Table 9).  

The corresponding chi-square critical value for p<0.001 with 7 df was 24.32, which was 

significantly smaller than 377.65 and confirms that Model RQ1-D was a better fitting 

model.  Other indices of model fit were Akaikeôs Information Criterion (AIC)=7139.73 

and Schwartzôs Bayesian Criterion (BIC)=7260.99, both of which are smaller than those 

found for the previous models suggesting improved model fit.  

 Model RQ2-E:  Interaction Model.  Because of the significant site-level 

differences across several demographic characteristics and based on the prior research in 

these areas, the final two-level model (RQ2-E) tested eight interactions in an exploratory 

fashion to examine differences in outcomes that may be moderated by differences in 

household income, marital status, race and ethnicity, parental stress and social support.   

The interactions included: 1) household income*parental stress; 2) marital status*need 

for social support; 3) dummy-coded Black*parental stress; 4) dummy-coded Asian and 

Other* parental stress; 5) dummy-coded Hispanic* parental stress; 6) dummy-coded 
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Black*need for social support; 7) dummy-coded Asian and Other*need for social 

support; and 8) dummy-coded Hispanic*need for social support. These interaction terms 

were added to the variables included in the previous model (as seen in Table 9).   

 Due to the exploratory nature of the analysis for this interaction model, the 

following results are presented with caution because it was difficult to ascertain whether 

the significant interaction effects were confounded by the site-level demographic 

characteristics.  The implications of these site level differences on the findings will be 

discussed in greater detail in Chapter 5.  Several moderating effects were found through 

the interaction models.   There was a significant interaction between household income 

and parental stress, F(1, 920.49)=5.33, t=2.31, p=0.021, 95% CI [0.01, 0.14].  At low PSI 

levels, predicted CES-D scores were very similar for both income levels, however at 

higher levels of PSI, those with lower incomes (less than $20,000 per year) had higher 

predicted CES-D scores (see Figure 4).  

Figure 4:  Interaction between Parental Stress and CES-D Scores for  

Low-Income and Higher Income Parents 
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There was also a significant interaction between marital status and social support, 

F(1, 920.49)=10.11, t= -3.18, p=0.002, 95% CI [-0.28, -0.07].  Parents who were married 

or partnered reported similar levels of depressive symptoms at both low and high levels 

of need for social support.  For non-married or single parents, on the other hand, higher 

levels of need for more social support were associated with higher predicted depressive 

symptoms across the different time points (see Figure 5).             

Figure 5:  Interaction of Need for Social Support and Depressive symptoms for 

married and non-married parents  
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Several interactions between race and ethnicity, parental stress, and need for 

social support were tested because of the significant site-level differences in their target 

populations.  There was a significant interaction between Asian parents and their level of 

parental stress, F(1, 936.62)=24.92, t= -4.99, p<0.0001, 95% CI [-0.35, -0.15] (see Figure 

6).  The relationship between PSI scores and level of depressive symptoms differed 

depending on the race/ethnicity of the parents.  For White, Black, and Hispanic parents 

higher levels of the PSI predicted higher CES-D scores.  This was a similar positive 

relationship found in the previous RQ1-C and RQ2-D models.  However, an opposite 
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pattern was found for Asian and Other parents who demonstrated a slight negative 

relationship between parental stress and CES-D scores such that higher PSI scores 

predicted slightly lower CES-D scores.           

Figure 6:  Interaction of Parental Stress and Level of Depressive Symptoms for 

Asian parents compared to other ethnic groups 
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 There was another moderating effect between the need for social support and the 

levels of depressive symptoms for Black versus all Other ethnic groups (see Figure 7).  

Specifically, the predicted CES-D scores for Black parents were very similar across the 

levels of the need for social support.  On the other hand, for parents who were White, 

Hispanic, Asian and other ethnic groups, this pattern had a much stronger and clearly 

positive relationship,  F(1, 904.98)=6.40, t= -2.53, p=0.012, 95% CI [-0.30, -0.04].  That 

is, for non-Black parents, higher levels of need for social support were associated with 

higher levels of depressive symptoms, which was consistent with the results from the 

previous RQ2-D model.  
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Figure 7:  Interaction of Need for Social Support and Depressive symptoms for 

Black parents versus all other parents. 
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Four of the five variables that were significant main effects in Model RQ2-D 

remained significant in Model RQ2-E.  The time variable (test period) continued to be 

significant and the CES-D scores decreased by 1.13 points with each subsequent test 

period, F (1, 363.65) =8.48, t= - 2.91, p=0.004, CI= [-1.89, -0.37].  In this model, being a 

Hispanic parent continued to be significant and was associated with a 4.60 increase in 

CES-D scores over time, F (1, 468.83) =9.94, t=3.15, p=0.002, CI= [1.73, 7.47].    

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=5.818, 

p<0.0001; post-test Wald Z=5.391, p<0.0001; follow-up Wald Z=6.131, p<0.0001) (see 

Table 9), indicating that the slopes of the CES-D scores over time still varied across 

individuals.  At level 2 a random intercept was also tested; the random intercept was 

significant (Wald Z = 3.500, p<0.0001) indicating that there is significant unexplained 

variability in intercepts across individuals.  The ICC for this model was 0.16, indicating 
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that although the model does not fully explain the variability in the slopes or intercepts 

for individualsô CES-D scores, this model has slightly less unexplained variability than 

the prior model. 

The final 2-level model (Model RQ2-E) included several significant interactions 

of key demographic characteristics (marital status, household income, and race/ethnicity) 

with several independent variables.  However, the overall magnitude of the significant 

interaction effects were relatively small (ranging from 0.07 to -0.25).  Although the final 

model (RQ2-E) fit was better than the previous model (RQ2-D) according to the 

information criteria, the relative difference between the two models in terms of the 

structure, magnitude, and significance of the variables and interactions between the two 

models (Model RQ1-C and RQ2-D) was small.   The -2 log likelihood for Model RQ2-

E= 7030.91, which was 58.82 points smaller than the Model RQ2-D statistic (see Table 

9).  The corresponding chi-square critical value for p<0.001 with 8 df was 26.12, which 

was smaller than 58.82.  The Akaikeôs Information Criterion (AIC)=7096.91 and 

Schwartzôs Bayesian Criterion (BIC)=7256.96, both of which were slightly smaller than 

those found for the previous models suggesting improved model fit.    

   To summarize, despite the slightly improved model fit for the final interaction 

model (RQ2-E), the relationship factors model (RQ2-D), which examined parent 

demographic characteristics and parent relationships factors together, was the best fitting 

two-level model tested.  In this model, parental stress and need for social support were 

positively associated with the level of depressive symptoms over time.  Specifically, 

higher levels of parental stress and the need for social support were associated with 
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higher levels of depressive symptoms over time.  There were also differences by 

race/ethnicity.  Black parents had lower levels of depressive symptoms, on average, than 

other groups.  In contrast, Hispanic parents generally had higher levels of depressive 

symptoms over time compared to other groups.  There were also some significant 

interactions (i.e., parental stress by household income, marital status by social support, 

Asian and other races by parental stress, and Blacks by social support), however these 

findings should be considered with caution given the exploratory nature of this analysis 

and concerns about differences in site-level characteristics that may have confounded the 

results.   

Preliminary Three-level Models 

Model A:  Unconditional Means.  As discussed previously, several exploratory 

three-level models were tested.  Although the level 3 sample size was small (n=18), the 

three-level models were tested to examine the effects of program-level variables on 

parental depressive symptoms.  The same approach to model building was used for the 

exploratory three-level models (see Table 10) as was used for the two-level models 

presented above.    

The first exploratory model was the unconditional means model that was used to 

test an initial model without any predictors.  Model A was significant, F(1, 

18.67)=268.21, t=16.38, p<0.0001, CI=[17.82, 23.05], with an ICC of 0.15, which 

indicated that that multi-level modeling was still appropriate.  Specifically, this meant 

that 15% of the variability in the CES-D scores occurred between the different FC 

programs.       
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Model B:  Unconditional Growth.  The second exploratory model tested was the 

unconditional growth model to examine the impact of adding time as a predictor.  This 

model was also significant, F(1, 804.39)=61.95, t= -7.87, p<0.0001, CI=[-3.08, -1.85], 

and there was a significant impact of time in the model and one can proceed with 

building more complex models.  There was a significant difference in the level of 

depressive symptoms across each testing period.  Over time and with each subsequent 

test period, the mean scores on the CES-D, on average, decreased by 2.46 points.   The -2 

log likelihood for Model B= 9495.37, which is 59.46 points smaller than the Model A 

statistic (see Table 10).  The corresponding chi-square critical value for p<0.001 with 1 df 

was 10.83, which was significantly smaller than 59.46 and affirms that Model RQ3-B 

was a better fitting model.  Other indices of model fit were Akaikeôs Information 

Criterion (AIC)=9505.37 and Schwartzôs Bayesian Criterion (BIC)=9531.02, which are 

also smaller than the prior models, suggesting improved model fit.  The ICC was 0.17 

which means that 17% of the variability in the CES-D scores occurred between the 

different FC programs.   

The following section presents all the results from the exploratory three-level 

models tested.  Of these models for Research question #3, the relationship factors model 

(Model RQ3-D) was considered the best fitting model for the sample based on a 

comparison of the information criteria from the various three-level models tested.  A 

more detailed explanation regarding the selection of the best fitting model is presented in 

the ñSummary of Findingsò section at the end of this chapter and also in Chapter 5.   
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Research question 3:  What is the impact of service delivery program characteristics 

(i.e., type of Family Connections replication program duration and other 

characteristics
21

) on the levels and change in parent depressive symptoms over time? 

Model RQ3-C:  Parent Demographics.  The third exploratory model tested 

included parent demographic characteristics and one program level variable (Assigned 

Duration) (see Table 10).  The results did not confirm Hypothesis 3a regarding the 

presumed positive relationship between program duration and depressive symptoms.  Of 

the 11 parent demographic variables and one program variable tested, only one variable 

was associated with significant changes in mean CES-D scores over time at the program 

level.  On average, parents who reported that they were abused as a child or experienced 

adult victimization had mean CES-D scores 4.70 points higher than parents who did not 

report a history of abuse or trauma, F(1, 438.36)=17.27, t=4.16, p<0.0001, CI=[2.48, 

6.93].  The history of abuse and trauma variable was not significant in the level 2 models, 

which suggests that controlling for the level 3 variables affects the significance of this 

variable.  Several predictors were non-significant:  parent age, parent marital status, 

parent race or ethnicity, parent education, history of substance abuse, household income, 

and the numbers of hours worked per week, and assigned duration.   

                                                 
21

 The impact of the FC enhancements at 3 of the 7 sites were not specifically tested within the three-level 

model given the large number of predictors and small sample size at this level. 



 

119 

 

 

Table 10 

Exploratory Three-Level Models 

Fixed Effects Estimates (Top) and Variance-Covariance Estimates (Bottom) for 

Models of the  

Factors Associated with Change Over Time for Parental Depressive Symptoms, 

including Program-level factors 

Parameter Model A 
Unconditional 

Means 

Model B 
Unconditional 

Growth 

Model RQ3-C 
Parent 

Demographic 

Variables 
 

Model RQ3-D 
Relationship 

Variables 

Model RQ3-E 
Program-level Factors 

 

 Fixed Effects 

 

Intercept 20.44***(1.25)   19.84*** (1.24) 20.15*** (1.40) 20.19***  (1.28) 20.29***  (0.98) 

Time (test 

period) 

 -2.47*** (0.31) -2.53*** (0.36) -1.17**  (0.38) -1.19**  (0.38) 

      

Parent Age   -0.07 (0.05) -0.06  (0.05) -0.06  (0.05) 

Parent Marital 
Status  

  -0.24 (1.13) -0.95  (1.04) -1.01  (1.05) 

Race/ethnicity 

   Black  

   

-0.55 (1.63) 

 

-0.46  (1.52) 

 

0.21  (1.62) 

   Asian & Other    3.81  (2.40) 2.50  (2.22) 3.31  (2.48) 

   Hispanic    -1.20 (1.54) 0.32  (1.43) -0.06  (1.44) 

Less than High 

School  

  -0.01 (1.06) 0.61  (0.99) 0.37  (0.99) 

History of child 
abuse or trauma 

  4.70***  (1.13) 3.62**  (1.04) 3.64**  (1.04) 

History of 
substance abuse  

  -0.07 (1.28) -0.11  (1.17) 0.18 (1.18) 

Household 

income less than 
20K per year 

  1.63  (1.07) 1.77  (1.00) 1.79  (1.01) 

Number of hours 

worked per week 

  0.01  (0.02) 0.01  (0.02) 0.01  (0.02) 

Number of 
Adults in home 

  -0.94  (0.58) -0.68  (0.54) -0.77 (0.54) 

      

Parental Stress 

Index 

   0.16***  (0.02) 0.16***  (0.02) 

Support 
Functions Scale 

   0.16***  (0.02) 0.16***  (0.02) 

AAPI-STEN 

developmental 
expectations 

    

0.01  (0.25) 

 

-0.01  (0.25) 
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AAPI-STEN 

empathy 

   0.48  (0.26) 0.48 (0.26) 

AAPI-STEN 

corporal 

punishment 

    

0.12  (0.25) 

 

0.11  (0.25) 

AAPI-STEN 
role reversal 

    
-0.14  (0.24) 

 
-0.15  (0.24) 

AAPI-STEN 
power and 

control 

    
-0.10  (0.16) 

 
-0.08  (0.16)   

      

Assigned 

Duration for 

program type 

   

0.97  (0.53) 

 

1.23*  (0.48) 

 

0.42  (0.41) 

Mean Parent 

Age at program 

type 

     

0.20  (0.16) 

Percent Married 

at program type 

     

0.09  (0.18) 

Percent Black at 
program type 

     
-0.08  (1.67) 

Percent Asian or 
Other at program 

type (Ln 

transformed) 

     
-0.92  (1.15) 

 

Percent Hispanic 

at program type 
Percent Low-

income at 

program type 

     

 

0.20*  (0.07) 
 

0.08 (0.14) 

  

 Random Parameters 

Variance-Covariance Estimates 

Level 1 

Repeated 

Measures 

     

   Baseline   80.04***  (9.44) 70.62***  (10.08) 70.35***  (10.04) 

   Post-test   72.46***  (12.57) 72.27***  (12.75) 71.37***  (12.69) 

   Follow-Up   64.74***  (9.29) 71.89***  (10.87) 72.27***  (10.90) 

   ARH1 rho   0.06  (0.11) 0.17  (0.11) 0.17  (0.11) 

Level 2  

   Intercept 
[Subject] 

 

    66.48*** (6.49) 

 

69.08*** (6.47) 

 

56.06***  (9.12) 

 

37.78**  (9.78) 

 

38.06**  (9.78) 

Level 3 

   Intercept  
  [FC Program 

type] 

 

 
24.16**  (9.15) 

 

 
23.87**  (9.03) 

 

 
29.20*  (11.61) 

 

 
24.35*  (9.77) 

 

 
11.23*  (5.12) 

      

 

 

Information Criteria 
 

-2 log likelihood 9554.83 
 

9495.37 7394.95 7016.02 7004.55 

Comparison of 

deviance 
statistics using 

chi-square 

(df) 
 

 

 
 

 

 
 

59.46***  (1) 

 
Improved fit 

 

 
 

2100.42***  (15) 

 
Improved fit 

 

 
 

378.93***  (7) 

 
Improved fit 

 

 
 

11.47 (6) 

 
   Fit did not 

improve 

 
 



 

121 

 

 

Akaike 

Information 
Criterion (AIC) 

 

Schwartzôs 
Bayesian 

Criterion (BIC) 

9562.83 

 
 

9583.35 

9505.37 

 
 

9531.02 

7434.95 

 
 

7532.60 

 

7070.02 

 
 

7200.98 

7070.55 

 
 

7230.61 

 

Note:  Standard errors are in parentheses.  Parent marital status variable coded 1=married/partnered and 

0=single/divorced.  Race/ethnicity recoded into three dichotomous variables:  Black (1=Black, 0=all others); Asian and 

Other (1=Asian and Other ethnic minority group; 0=all others); Hispanic (1=Hispanic; 0=all others). Less than high 

school variable coded 1=less than high school and 0=high school or above.  History of child abuse or trauma variable 

coded 1=history of abuse or trauma and 0=no history.  History of substance abuse variable coded 1=history of 

substance abuse and 0=no history   Household income variable coded 1=less than $20,000 per year and 0=more than 

$20,000 per year.  AAPI-STEN = Adult Adolescent Parenting Inventory STEN scores (normalized subscale scores).   

*p<0.05  

**p<0.01 

***p<00 0 

The time variable (test period) was significant and, on average the CES-D scores 

decreased by 2.53 points with each subsequent test period, F(1, 312.49)=48.94, 

t(312.49)= - 6.70, p<0.0001, CI=[ -3.24, -1.82].  This was a similar decrease found in the 

previous model.  

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=8.482, 

p<0.0001; post-test Wald Z=5.766, p<0.0001; follow-up Wald Z=6.967, p<0.0001) (see 

Table 10), indicating that the slopes of the CES-D scores over time still varied across 

individuals.  At level 2 a random intercept was tested; the random intercept was 

significant (Wald Z = 6.148, p<0.0001) indicating that there was significant unexplained 

variability in intercepts across individuals.  At level 3 a random intercept was also tested; 

the random intercept was significant (Wald Z = 2.515, p=0.012) indicating that there was 

significant unexplained variability in intercepts across Family Connections (FC) program 

types.  The ICC for this model was 0.11, indicating that although the model does not fully 
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explain the variability in the slopes or intercepts for individualsô CES-D scores, this 

model has less unexplained variability than the preliminary models. 

Model RQ3-C was a better fitting model than Model B based on the information 

criteria.  The -2 log likelihood for Model RQ3-C= 7394.95, which was 2100.42 points 

smaller than the Model B statistic (see Table 10).  The corresponding chi-square critical 

value for p<0.001 with 12 df was 32.90, which was significantly smaller than 2197.29 

and confirms that Model RQ3-C was a better fitting model.  Other indices of model fit 

were Akaikeôs Information Criterion (AIC)=7394.95 and Schwartzôs Bayesian Criterion 

(BIC)=7532.60, which were also smaller than the prior models, suggesting improved 

model fit.    

Model RQ3-D:  Relationship Factors. The fourth exploratory three-level model 

(Model RQ3-D) added relationship factors (i.e., measures of parental stress, need for 

social support, and parenting attitudes and capacity) to the existing parent demographics 

model.  This model confirmed Hypothesis 3b because the relationship between parental 

stress and need for social support and depressive symptoms was consistent with the 

hypothesized directions.  As found in the two-level models, parental stress and the need 

for social support were significant and positively associated with the level of depressive 

symptoms. On average, for every one point increase in PSI scores, there was a 

corresponding 0.16 point increase in the CES-D scores over time, F(1, 906.30)=90.20, 

t=9.50, p<0.0001, CI=[0.13, 0.20].  In addition, for every one point increase in the 

reported need for social support, there was a corresponding 0.16 point increase in CES-D 

scores over time, F(1, 922.45)=44.30, t=6.67, p<0.0001, CI=[0.11-0.21].    
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The time variable (test period) continued to be significant and the CES-D scores 

decreased by 1.08 points with each subsequent test period, F(1, 360.47)=9.35, t= -3.06, 

p=0.002, CI=[-1.93,-0.42]; however, this effect was much smaller than in the previous 

model where the change in CES-D scores was 2.53 points for each subsequent time 

period.   As reported previously, parents with a history of abuse or trauma continued to 

have higher rates of CES-D scores than other groups, F(1, 418.78)=12.12, t= 3.48, 

p=0.001, CI=[1.57-5.66].  Parents with abuse or trauma, on average, had 3.62 points 

higher CES-D scores over time than parents who did not report any history of abuse or 

trauma at the program levels.  Finally, for every increase in the assigned duration of the 

FC program, there was an associated increase of 1.07 points in the CES-D scores over 

time, F(1, 17.39)=5.39, t=2.32, p=0.033, CI=[-0.10, 2.14]. 

There were no significant changes in level of depressive symptoms at the program 

levels associated with any of the AAPI subscale scores or other parent demographic 

characteristics (i.e., parentsô age, marital status, race/ethnicity, education, prior substance 

abuse, household income, number of hours worked, and numbers of adults in the 

household).   

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=7.006, 

p<0.0001; post-test Wald Z=5.667, p<0.0001; follow-up Wald Z=6.613, p<0.0001) (see 

Table 10), indicating that the slopes of the CES-D scores over time still varied across 

individuals.  At level 2 a random intercept was tested; the random intercept was 
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significant (Wald Z = 3.863, p<0.0001) indicating that there was significant unexplained 

variability in intercepts across individuals.  At level 3 a random intercept was also tested; 

the random intercept was significant (Wald Z = 2.492, p=0.013) indicating that there was 

significant unexplained variability in intercepts across FC program types.  The ICC for 

this model was 0.10, indicating that although the model does not fully explain the 

variability in the slopes or intercepts for individualsô CES-D scores, this model has less 

unexplained variability than the preliminary models.  However, it has almost the same 

amount of explanatory power as the parent demographics model (RQ3-C). 

Model RQ3-D was a better fitting model than Model RQ3-C based on an 

examination of the information criteria.  The -2 log likelihood for Model RQ3-D= 

7016.02 which is 378.93 points smaller than the Model RQ3-C statistic (see Table 10).  

The corresponding chi-square critical value for p<0.001 with 8 df was 26.13, which was 

significantly smaller than 378.93; therefore Model RQ3-D was a better fitting model.  

Other indices of model fit were Akaikeôs Information Criterion (AIC)=7070.02 and 

Schwartzôs Bayesian Criterion (BIC)=7200.98, which were also smaller than the prior 

models, suggesting a much improved model fit.    

Model RQ3-E:  Program Level Variables.  The final exploratory model added 

five constructed program level variables (i.e., mean age at program entry, percent married, 

percent low-income, log transformed percent Black, log transformed percent Asian, and 

percent Hispanic) in addition to the variables included in Model RQ3-D (i.e., assigned 

duration, parent demographics, and relationship variables).  There were no hypothesized 

relationships predicted for the additional program level variables in this model because of 
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the exploratory nature of the research question.  The time variable (test period) continued 

to be significant and the CES-D scores decreased by 1.19 points with each subsequent 

test period, F(1, 359.25)=9.64, t= -3.10, p=0.002, CI=[-1.95,-0.44].  This decrease is 

almost the same amount as the prior model.   Consistent with the prior model, parents 

with a history of abuse or trauma reported continued to have higher CES-D scores than 

other groups over time, F(1, 417.73)=12.25, t= 3.50, p=0.001, CI=[1.59-5.68].  Parents 

with abuse or trauma, on average, had 3.64 points higher CES-D scores over time than 

parents who did not report the same history at the program levels.  The levels of parental 

stress and need for social support were again significant and positively associated with 

level of depressive symptoms. On average, for every one point increase in PSI scores at 

the program level, there was a corresponding 0.16 point increase in the CES-D scores 

over time, F(1, 907.40)=91.46, t=9.56, p<0.0001, CI=[0.13, 0.20].  In addition, for every 

one point increase in the reported need for social support at the program level, this was 

also associated with a 0.16 point increase in CES-D scores over time, F(1, 920.12)=43.61, 

t=6.60, p<0.0001, CI=[0.11-0.21].  The magnitude of the effects for these variables was 

very similar to the previous model.     

The Percent Hispanic variable was the only significant program-level variable in 

the model.  For every one percent increase in the percentage of Hispanic parents 

participating in the program, there was a corresponding 0.20 point increase in the CES-D 

scores over time, F(1, 18.70)=8.95, t=2.99, p=0.008, CI=[0.06, 0.34].        

 All the other parent demographic and relationship variables were non-significant 

(i.e., parent age, marital status, race/ethnicity, education, history of substance abuse, 
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household income, number of hours worked, and number of adults in the home, all of the 

AAPI subscales).  Finally, the rest of the program variables were non-significant (i.e., 

mean parent age at the program, percent married, percent low-income, percent Black and 

percent Asian). 

At level 1, the random effect of time, representing individual patterns of change in 

CES-D scores (i.e., slopes) was tested.  The variance-covariance estimates for the 

repeated measures for each time point were all significant (baseline Wald Z=7.009, 

p<0.0001; post-test Wald Z=5.625, p<0.0001; follow-up Wald Z=6.632, p<0.0001) (see 

Table 10), indicating that the slopes of the CES-D scores over time still varied across 

individuals.  At level 2 a random intercept was tested; the random intercept was 

significant (Wald Z = 3.892, p<0.0001) indicating that there was significant unexplained 

variability in intercepts across individuals.  At level 3 a random intercept was also tested; 

the random intercept was significant (Wald Z = 2.193, p=0.028) indicating that there was 

significant unexplained variability in intercepts across FC program types.  The ICC for 

this model was 0.04, indicating that although the model does not fully explain the 

variability in the slopes or intercepts for individualsô CES-D scores, the predictors in this 

final model have explained much of variability in the models.       

Model RQ3-E was not a better fitting model than Model RQ3-D based on an 

examination of the information criteria.  The -2 log likelihood for Model RQ3-E=7004.55, 

which is 11.47 points smaller than the Model RQ3-C statistic (see Table 10).  The 

corresponding chi-square critical value for p<0.05 with 6 df was 12.59, which is larger 

than 11.47 and the AIC (7070.55) and BIC (7230.61) statistics were also larger than 
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previous models.  The BIC includes a correction for increasing the number of parameters 

and the higher statistic in this model indicates that the more complex model (RQ3-E) 

versus the previous simpler model (RQ3-D) did not result in an improved fit.  The 

opposing directions across the -2 log-likelihood, the AIC and the BIC statistics suggest 

that adding the program-level variables do not improve model fit.  Therefore, one must 

conclude that Model RQ3-E was not a better fitting model.   

The results from the exploratory three-level model produced several interesting 

findings, some of which reinforced the findings from the two-level models, but these 

findings must be considered with caution.  Specifically, the three-level models confirmed 

that higher levels of parental stress and need for social support continued to be positively 

associated with increases in depressive symptoms over time.  The three-level model also 

found that parents with a prior history of abuse or adult victimization also had higher 

levels of depressive symptoms over time.  These models replicated earlier patterns for 

CES-D scores that continued to decrease by approximately one point over each time 

period, which was a similar finding found in the two-level models.  However, as stated 

previously, the final exploratory model (RQ3-E), which added program-level variables 

was not a better fitting model.  Finally, the extremely small sample size at the third level 

likely attenuated the strength of the overall results in all of the three-level models tested. 
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D.  Logistic Regresssion Model 

Research question 4:  What are the factors that predict the likelihood of their childôs 

experience with child maltreatment (defined by reported or substantiated child 

maltreatment reports)? 

Hierarchical binary logistic regression was used to predict the likelihood of a 

child maltreatment report or substantiation six months after receiving FC services.  This 

analysis was conducted on a subset of four FC sites (i.e., Sites 2, 5, 6, and 7) with 

complete individual level child maltreatment data.  See Tables 11 and 12 for a 

comparison of the demographic and baseline characteristics in the logistic regression 

sample with four sites versus the total sample that included seven sites.  
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Table 11 

 

Logistic Regression Baseline Demographics (categorical variables) and Chi-Square 

Tests by Family Connections Replication Site  

(4 sites) 

 
Characteristic 

 

Site 2 

(n=64) 

Site 5 

(n=74) 

Site 6 

(n=45) 

Site 7 

(n=89) 

Total 4 

sites 
(n=272

) 

Pearson 

Chi-
Square (4 

sites) (df) 

p  

(2-sided) 
(4 sites) 

Total 7 

sites 
(N=569) 

Pearson 

Chi-
Square (7 

sites) (df) 

p  

(2-sided) 
(7 sites) 

 

   

 %  Female 

 

96.9 

 

95.9 

 

91.1 

 

95.5 

 

95.2 

 

2.16 (3) 

 

0.541 

 

95.4 

 

15.85 (6) 

 

0.015 
 

Race/ethnicity 

   % Caucasian 
   % Black 

   % Asian 

Other 
   % Hispanic  

    

 

    

39.1 
 57.8 

   1.6 

   1.6 
 

 

     

0.0 
    0.0 

100.0 

    0.0 
 

 

  

35.6 
   6.7 

   4.4 

 53.3 

 

   

5.6 
94.4 

  0.0 

  0.0 
 

 

  

16.9 
   45.6 

   28.3 

 9.2 
 

 

443.52 

(9) 
 

 

<0.000 

 

 

 

22.7 
42.9 

15.6 

18.8 

 

 906.44 

(18) 
 

 

<0.000 

Educationa 

   % Less HS 

   % HS above 

 
45.3 

54.7 

 
35.2 

64.8 

 
11.1 

88.9 

 
52.8 

47.2 

 
39.4 

60.6 

23.242 
(3) 

 

 
 

<0.000  
49.0 

51.0 

86.31 (6) <0.000 

 

Marital Statusb 

   % Single 

   % Married 

 

 
90.6 

  9.4 

 

   
41.1 

  58.9 

 

 
50.0 

50.0 

 

  
94.4 

   5.6 

 

   
71.9 

  28.1 

 

78.02 (3) 

 

<0.000 
 

 

 
66.8 

33.2 

 

92.47 
(6) 

 

<0.000 

 
HH Incomec 

   Less than 20K 

   20K or more 

 
 

90.0 

10.0 
 

 
 

52.8 

47.2 
 

 
 

50.0 

50.0 
 

 
 

 83.6 

16.4 
 

 
 

69.1 

30.9 
 

 
33.31 

(3) 

 

 
<0.000 

 

 
 

67.6 

32.4 

 
47.09 

(6) 

 
<0.000 

 

% Hx of Abuse 
or Trauma 

 

% Hx of 
Substance 

   Abuse 

 
# w/ prior CPS  

# w/ post CPS 

 

 
84.1 

 

 
31.3 

 

 
15 

16 

 

 
54.4 

 

 
12.7 

 

 
4 

2 

 

 
13.6 

 

 
0.0 

 

 
1 

3 

 

 
51.1 

 

 
22.5 

 

 
14 

12 

 

 
53.6 

 

 
18.1 

 

 
34 

33 

 

52.12 (3) 
 

 

19.90 (3) 
 

 

 
16.06 (3) 

18.29 (3) 

 

<0.000 
 

 

<0.000 
 

 

 
0.001 

<0.000 

 

 

 
56.1 

 

 
19.6 

 

 
n/a 

n/a 

 

104.11 
(6) 

 

 
37.93 (6) 

 

 

<0.000 
 

 

<0.000 

a Highest grade completed recoded into less that 12 years (High School, (H.S.)) and 12 years (H.S. graduate) or higher. 
b Marital status recoded.  Single includes divorced, separated or widowed.  Married includes living together or married. 
c Total household income per year from all sources. 
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Table 12 

Logistic Regression Demographics and Measures (continuous variables) and F-tests by 

Family Connections Replication Site  

(4 sites) 

 
Variable 

Mean (S.D.) 

 

Site 2 

(n=64) 

Site 5 

(n=74) 

Site 6 

(n=43

) 

Site 7 

(n=89) 

Total 4 

sites 

(N=270) 

F-test 

(4 sites) 

(df) 

p  

(4 sites) 

 

Total 7 

sites 

(N=569) 

F-test 

(7 sites) 

(df) 

p 

(4 sites) 

 

Parent Agea 32.6 
(10.6) 

 

41.7 
(8.2) 

 

38.5 
(9.7) 

 

54.9 
(8.1) 

 

43.4 
(12.5) 

 

89.98 (3) 
 

 

<0.000 
 

 

37.6 
(12.1) 

 

86.40 (6) 
 

 

<0.000 
 

 

# Adults in  

   Household 

 
 

Employment 

   Hrs workedb  
 

 Scores 

   CESDc 
      Post-test 

       

  
 PSId 

      Post-test 

 
   

  SFSe 

      Post-test 

1.4 

(0.9) 

 
 

8.9 

(15.7) 
 

 

 
19.0 

(10.9) 

 
 

94.5 

(20.7) 
 

 

57.0 
(10.7) 

1.7 

(0.5) 

 
 

7.8 

(22.2) 
 

 

 
19.1 

(10.8) 

 
 

107.0 

(22.2) 
 

 

55.4 
(13.4) 

1.8 

(0.6) 

 
 

8.0 

(14.4) 
 

 

 
33.1 

(10.9) 

 
 

90.7 

(24.6) 
 

 

54.1 
(14.4) 

1.9 

(1.2) 

 
 

38.4* 

(9.8) 
 

 

 
13.8 

(12.1) 

 
 

90.7 

(19.1) 
 

 

53.3 
(13.0) 

1.8 

(0.8) 

 
 

11.0 

(20.0)      
 

 

 
20.3 

(13.1) 

 
 

96.4 

(22.6) 
 

 

54.7 
(13.1) 

 

2.10 (3) 

 
 

 

10.92 (3) 
 

 

25.94(3) 
 

 

 
7.87 (3) 

 

 
 

0.72 

(3) 
 

 

 

 

0.101 

 
 

 

<0.000 
 

 

<0.000 
 

 

 
<0.000 

 

 
 

0.539 

 

1.8 

(0.9) 

 
 

12.4 

(18.9)      
 

 

 
18.3 

(12.6) 

 
 

90.5 

(22.0) 
 

 

51.8 
(14.4) 

 

12.68 (6) 

 
 

 

10.88 (6) 
 

 

15.12(6) 
 

 

 
11.17 (6) 

 

 
 

4.33(6) 

 

 

<0.000 

 
 

 

<0.000 
 

 

<0.000 
 

 

 
<0.000 

 

 
 

<0.000 

 

a Parentôs mean age in years. 
b Total number of hours worked for pay per week.  * Significant proportion of data missing for this variable in Site 7; less than 18% of 

data reported for this site.   
c  Center for Epidemiological Studies ï Depression Scale 
d  Parenting Stress Index 
e  Support Functions Scale 
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The primary differences between the logistic regression sub-sample and the full 

sample used for the multi-level models were most evident in the parentsô age, 

race/ethnicity, education, and marital status.  The parents in the logistic regression sample 

were slightly older on average (43.4 years versus 37.6 years for full sample) (see Table 

12).  The logistic regression sample had fewer Caucasian parents (16.9%) compared to 

the full sample (22.7%) and more Asians and Other races (28.3% versus 15.6% for the 

full sample).  The full sample had double the percentage of Hispanics (18.8%) compared 

to the logistic regression sample (9.2%).  Almost two-thirds of the 4-site sample (60.6%) 

had completed more than high school, whereas approximately one-half (51%) of the 7-

site sample completed the same level of education.  There were slightly more single 

parents (71.9%) in the logistic regression sample compared to the full sample (66.8%).  

Other demographic characteristics (i.e., gender, household income, parental history of 

abuse or trauma, substance abuse) were comparable across the two samples (see Table 

11).   

There were slight differences in the relationship factors between the two samples.  

Parents in the logistic regression had slightly higher average scores on the CES-D 

(M=20.3, SD=13.1) versus the full sample (M=18.3, SD=13.6).  Sub-sample parents also 

had higher levels of stress (96.4 versus 90.5) and need for social support (54.7 versus 

51.8) than the full sample (See Table 12).   

Predictors were entered in five steps, starting with parent demographic variables, 

prior history of abuse or trauma, prior child maltreatment reports.  Parent relationship 

factors, including parental stress, need for social support were entered in the fourth step 
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and parental depressive symptoms was entered in the final step.  The results of the final 

model are presented in Table 13. 

Table 13 

 
Binary Logistic Regression Predicting Child Maltreatment Reports or Substantiations at Six-

Months after Program Exit for a Sub-Sample of Parents Participating in Family Connections 

ï Final Model 
(4 Sites)(n=192)  
Predictor B S.E. Wald Df p 

 

 

Odds 

Ratio 

Ex(B) 

CI for  

Ex(B) 

 

Step 1        

   Parent age -0.02 0.45 0.45 1 0.50 0.98 0.94-1.03 

   Parent marital status -0.39 0.84 0.21 1 0.65 1.47 0.28-7.66 

   Education -0.71 0.61 1.36 1 0.24 0.49 0.15-1.62 

   Household Income 0.51 0.77 0.45 1 0.50 1.67 0.37-7.53 

 

Step 2 

       

   Black (dummy coded) 0.77 0.80 0.91 1 0.34 2.15 0.45-10.38 

   Asian and Other groups 

(dummy coded) 

 

-2.06 

 

1.13 

 

3.33 

 

1 

 

0.07 

 

0.13 

 

0.01-1.17 

   Hispanic (dummy coded) 0.38 1.14 0.11 1 0.74 1.46 0.16-13.7 

 

Step 3 

   Prior child maltreatment 

reports or substantiations 

      

 

3.28 

 

 

 

 

0.68 

 

 

23.11 

 

 

1 

 

 

<0.0001 

 

 

 

26.55 

 

 

7.00-100.75 

   Prior abuse or trauma -0.07 0.69 0.01 1 0.92 0.94 0.24-3.65 

   Any substance abuse -0.29 0.87 0.11 1 0.74 0.75 0.14-4.10 

 

Step 4 

       

   PSI total scores 0.02 0.02 1.29 1 0.26 1.02 0.99-1.05 

   SFS total scores 0.05 0.02 4.12 1 0.04 1.05 1.00-1.10 

 

Step 5 

       

   CES-D total scores 

 

Constant 

-0.01 

 

-6.59 

0.03 

 

2.72 

0.01 

 

5.875 

1 

 

1 

0.76 

 

0.02 

0.99 

 

0.00 

0.94-1.05 
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The results did not confirm the Hypothesis 4a, which predicted a positive 

relationship between parental depressive symptoms and likelihood of child maltreatment.  

There were only two variables significantly associated with subsequent child 

maltreatment reports or substantiations:  prior child maltreatment reports or 

substantiations and need for social support.  Thus, for parents with any prior 

reports/substantiations in the six months before the start of the FC program, the odds ratio 

for receiving a subsequent report at the six-month follow-up after the end of the program 

was 26.55, p<0.0001. 

 The need for social support was significant and for each additional point increase 

in the need for social support, the odds ratio for receiving a subsequent child 

maltreatment report or substantiation was 1.05, p=0.042.  All the other parent 

demographic characteristics (i.e., age, marital status, education, household income, 

race/ethnicity, prior history of abuse or trauma, substance abuse), parental stress, and 

level of depressive symptoms were not significant. 

The overall final model was significant, p<0.0001, ɢ
2
(15)=46.76  and accounted 

for 21.1% of the total variance (Cox and Snell R square).  The final model correctly 

predicted 90.1% of the cases, however this was not much of an improvement over the 

null hypothesis model, which predicted 88.5% of the cases.  As a result, the predictive 

efficiency of the model was only 13.9%.  The final model had very good specificity 

(97.1%), which meant that the model correctly identified parents who did not receive a 

subsequent child maltreatment report or substantiation in almost all of the cases.  

Unfortunately, the sensitivity of the model was only 36.4% and the model failed to 
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predict more than half of the parents who received child maltreatment reports and 

substantiations at the six-month follow-up (see Table 14).  

There were only 13 cases in the smaller group of parents who later experienced a 

child maltreatment report or substantiation at the six-month follow-up compared to 179 

cases without any child maltreatment reports.  A post-hoc sensitivity analysis was 

conducted because of the small sample size and large number of predictors.  The final 

logistic regression model was powered to detect an odds ratio of 2.35 or greater with a 

critical p-value of 0.05 and power of 0.8. 

Table 14 
The Observed and Predicted Frequencies for Child Maltreatment Reports 

and Substantiations in a Sub-sample 4 of the FC sites (N=192) 

 Predicted  
Observed No Yes % Correct 
No 165 5 97.1 
Yes 14 8 36.4 
    
Overall % Correct   90.1 

    

  

To summarize, there were only two variables that were significantly associated 

with predicting a greater likelihood of child maltreatment reports or substantiations.  

Prior reports or substantiations before the start of the FC program were strongly 

associated with subsequent child maltreatment reports or substantiations.  The increase in 

the need for social support was weakly associated with a greater likelihood of child 

maltreatment reports or substantiation at the follow-up.  In contrast to the original 

hypothesis for this research question, the level of parental depressive symptoms was not 

associated with the likelihood of subsequent child maltreatment reports.  In addition, 
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other parent demographic (i.e., parent age, marital status, parent race/ethnicity, education, 

history of abuse or trauma, substance abuse) and parental stress were all non-significant.  

However, the power to detect significant differences for this analysis was limited by the 

small sample size (n=192) and extremely small number of cases with child maltreatment 

reports and substantiations prior to the program (34 parents), as well as at the six-month 

follow-up (33 parents).    
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CHAPTER 5:  DISCUSSION 

 

 This final chapter begins with a summary of the findings from each of the 

research questions, highlights the results from the best fitting models, and places the 

results within the context of prior research.  The second section provides a discussion of 

the strengths and limitations of the study.  The final section provides implications for 

theory, research, policy and practice for addressing the needs of parents with depressive 

symptoms at high risk for child maltreatment. 

A. Summary of Findings  

The results from this study identify several key factors associated with changes in 

parental depressive symptoms over time for parents participating in the FC program.  The 

bivariate analysis of categorical and continuous independent variables confirmed that 

there were significant differences across the different FC program sites and across the 

different versions of the FC program types (i.e., duration and enhancements) included in 

this study and these differences must always be considered in the context of the results 

presented.  There were several participant demographic factors such as age, race/ethnicity, 

marital status, education, household income that were significantly different across the 7 

sites and 18 different FC programs in the study.  Although the diversity of the sample 

added many layers of complexity to the analyses, the diversity was beneficial from a 

programmatic perspective.  The overall goal of the Family Connections replications 
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projects was to test the feasibility of implementing the program with other target 

populations and in different settings.  The results from this study point to outcomes that 

are more likely to be seen in real-world implementation and thus added strength to the 

external validity of these findings.   

Depressive Symptoms and Change Over Time 

Across all the models tested, there was a significant decrease in the level of 

depressive symptoms over time for parents participating in the FC program across the 7 

sites.  This confirmed a similar finding from the Family Connections national evaluation 

(James Bell Associates, under review).  More than two-thirds (66.4%) of the sample had 

CES-D scores of 16 or above at baseline and this decreased to 50% at the post-test and 

52.8% at the follow-up which indicated that the population served by the FC replicating 

sites were an extremely high risk population across the board and across all time points.  

The average decrease found in the multi-level analyses was approximately two and a half 

points over time and the average scores at follow-up (M=18.22, SD=12.49) remained 

above the clinical cut-off for the CES-D.  Because the mean CES-D baseline score was 

high at baseline (M=22.8, SD=13.0), the decrease of one to two points found in the 

various multi-level models tested was statistically significant, but it was unclear if those 

decreases were actually clinically significant.  CES-D scores that range from 18 to 22 

indicate possible to probable moderate depression (Office of Planning, Research and 

Evaluation, 2011) and suggest that parents who completed the Family Connections 

program continue to have compelling mental health issues at the follow-up.  Ammerman 

et al. (2010) raised questions about the impact of home visiting in general because any 
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decreases in symptomatology may be due to the natural course of depression regardless 

of participation in the program.   Lovejoy et al. (2000) suggested  that ñthe recurrent 

nature of depression, presence of residual cognitive and social impairments, and the 

continued difficulties of children of depressed parents after remission suggest that 

parenting difficulties may continue in formerly depressed mothersò (p. 565).  Finally, 

these high CES-D scores across all observations for the FC sample may reflect a higher 

proportion of more chronically depressed parents with symptoms that may be more 

difficult to change (Beeghly et al., 2003; NICHD Early Childhood Research Network, 

1999; Siefert et al., 2001). 

Parent Demographic Factors 

Findings from the best fitting two-level multi-level growth model indicated that 

there were several parent demographic factors associated with changes in depressive 

symptoms over time.  With respect to differences by race/ethnicity, Black parents in the 

sample reported lower levels of depressive symptoms over time compared to parents who 

were White, Hispanic, Asian, and other ethnic groups.  This finding was consistent with 

other studies that found Black women with lower levels of depression than Whites (Riolo 

et al., 2005; Williams et al., 2007) and that there were varying levels of depressive 

symptoms found across different ethnic groups (Kanazawa et al., 2007; Mora et al., 2009).  

This finding may also reflect that fact that the FC sites (Site 1 and Site 7) with large 

proportions of Black parents (more than 94%), had lower mean CES-D scores, on 

average, than the other sites.  It is also possible that depressive symptoms are expressed 

in different ways across various racial and ethnic groups.  Jang et al. (2010) found a bias 
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in responses on the CES-D for Korean immigrants who reported more elevated symptoms.  

In contrast, other researchers have found that Blacks are more likely to be under-

diagnosed for clinical depression (Bailey, Patel, Barker, Ali, & Jabeen, 2011) and this 

may be partially attributed to differences in how Blacks self-report their depressive 

symptoms.  This may be manifested by Blacks having lower scores on various screening 

measures used by practitioners, such as the CES-D. 

This study found that Hispanic parents had higher levels of depression over time 

compared to other racial and ethnic groups.  Prior research found that Hispanic parents 

had higher rates of depression than White parents (Riolo et al., 2005), which was a 

similar finding for this study sample.  Other research has found that Hispanic parents 

have higher rates of depressive symptoms than other parents in general, though some of 

the findings are mixed (NRC & IOM, 2009).  A recent Early Head Start (EHS) evaluation 

reported that Hispanic parents had lower levels of depressive symptoms than White 

participants (Vogel et al., 2011).  Other studies have also confirmed lower levels of 

depression for Mexican American parents (Mora et al., 2009).  In contrast, Riolo et al. 

(2005) found that Mexican Americans had higher rates of dysthymia than Whites.   

Some of the differences found in this study were likely due to the differences in 

each siteôs target population.  Hispanic parents were a greater proportion of the 

populations served in the longer versions of the FC program (i.e., 9-month and 12-month 

programs) for Sites 3 and 6 (54.2% and 61% respectively).  In this case, site level 

differences must be considered because Site 6 had the highest mean CES-D relative to all 

the other sites (Tukey HSD p<0.000 for all sites individually compared with Site 6) and 
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also served an unusual target population: parents with children with disabilities.  Because 

of the different patterns of relationships found for Hispanic parents across multiple 

studies, this area needs further exploration.     

Although not significant in the best fitting two-level model (RQ2-D), the number 

of adults in the home was negatively associated with the level of depressive symptoms in 

the parent demographics model (RQ1-C).  In these cases, an increase in the number of 

adults in the home was associated with lower depressive symptoms and may be a proxy 

for social support available and was consistent with prior research (Cairney et al., 2003).   

Finally, in contrast to some of the prior research (Horwitz et al., 2007) lower 

levels of education were associated with lower levels of depressive symptoms in two of 

the models, including the best fitting two-level model (RQ2-D).  It is possible that the 

parents with higher levels of education in this sample may have other risk factors for 

depression such as parental stress and a lack of social support.  It is also conceivable that 

more educated parents were much more likely to recognize and self-report problems with 

depression.  This finding may also reflect the characteristics of the different target 

populations at various sites.  For example, 85% of the parents in Site 6 had more than a 

high school degree, and this site also had the highest baseline mean CES-D scores 

(M=34.8, SD=10.2).  Site 6 specifically served parents with children with disabilities, a 

special population identified as being at high risk for depression (NRC & IOM, 2009, 

Chapter 3).  The final program report from Site 6 also indicated that their program was 

implemented at a time when other mental health services for parents of children with 

disabilities were being cut within their immediate service area, which may have resulted 
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in an influx of parents with existing clinical depression enrolling in their program 

(Magrane & Casillas, 2009).  Finally, parents of children with disabilities may also 

represent a more motivated group of caregivers (with higher education and income in 

some cases) who want to seek services for their children and themselves. 

Some of the non-significant findings were also surprising and not consistent with 

the prior research.  For example, there were no differences in level of depressive 

symptoms for younger parents, single parents, parents from low-income households, or 

parents with a history of abuse or trauma.  Prior research has suggested that those factors 

were associated with higher levels of depression (Affifi et al., 2006; Banyard et al., 2003; 

Barrett & Turner, 2005; Berger et al., 2009; Mayberry et al., 2007; Wang, 2004).  Other 

authors (Conron et al., 2009; Raver, 2003) also suggested that increased work hours may 

have some protective effects and be associated with decreased levels of depressive 

symptoms but a similar variable used for this study was not significant.  Some of these 

prior studies used samples from the general population, which may be very different from 

the extremely high risk sample participating in the FC program and may explain why 

different factors have become more or less significant in this study. 

Parent Relationship Factors 

 This study replicates the findings from other research that point to the strong 

positive relationship between parental stress and depression (Barrett & Turner, 2005; 

Cairney et al., 2003; Hammen, 2006; Kotch et al., 1997; NRC & IOM, 2009, Chapter 3).  

The findings from the best fitting two-level (RQ2-D) and three-level (RQ3-D) models 

confirm that higher levels of stress were associated with increased levels of depressive 



 

142 

 

 

symptoms.  In addition, the relationship between an increased need for social support and 

increased parental depressive symptoms was also consistent with prior research on this 

topic.  For this dissertation, the concept of increased need for social support was 

considered analogous to parents reporting lower levels of social support examined in 

other studies.   A few studies found that lower levels of social support were associated 

with increased depression among parents (Cairney et al., 2003; Horwitz et al., 2007).  

McKnight-Eily et al. (2009) also found similar relationships in a cross-sectional study 

with national sample of Black women.  The parents participating in the Family 

Connections programs across the various sites for the data used in this dissertation 

demonstrated a consistently moderate to high level of need for social support.   

Several interactions were tested in an exploratory fashion and the results are 

considered with caution because of the site level differences that may be unduly 

influencing the direction of the findings.  Nevertheless, the final two-level interaction 

model (RQ2-E) provided additional information that may help explain some of the 

relationships across key variables of interest.  Specially, parents living in low-income 

(less than $20,000 per year) households had a steeper positive relationship between 

parental stress and CES-D scores than those with higher incomes.  For these families, 

higher levels of parental stress were associated with even higher levels of depressive 

symptoms as compared to parents living in households with incomes of more than 

$20,000 per year; a pattern found in prior studies (Beeghly et al., 2002; Eamon & Zuehl, 

2001).   
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Interestingly, the relationship between parental stress and depression was different 

for Asian and Other parents as compared to White, Black, or Hispanic parents.  

Specifically, Asian parents with higher levels of parental stress reported somewhat lower 

levels of depressive symptoms and those with lower levels of stress were found to have 

slightly higher CES-D scores over time.  However, this was a small difference and 

program staff at Site 5 reported that completing the PSI was particularly challenging for 

the Cambodian parents, which may explain some of the unusual results (S. Wu, former 

Project Director, personal communication, November 7, 2011). This interaction effect for 

Asians and other races with the PSI may be the result of other factors such as the level of 

stress that some Asian families, particularly the Cambodian refugee families in one site, 

were already experiencing.   These parents reported extremely stressful and traumatic life 

events especially for those who were refugees fleeing from war-torn countries (Wu, 

Mimura-Lazare, Petrucci, Kageyama, & Su, 2009).  This type of stress and trauma from 

migration was very different from the more typical parenting stress that the questions on 

the PSI were trying to capture.  These contextual issues for Site 5 may explain the 

difference in the findings for the Asian parents.   

Finally, two other interactions were also significant within the final two-level 

model (RQ2-E); however these findings continue to be considered exploratory given the 

site-level differences for the full sample.  The first interaction examined the relationships 

between marital status, social support, and CES-D scores.  There was a slightly positive 

relationship found; parents who were married had similar levels of depressive symptoms 

at high and low levels of need for social support.  In contrast, single and not married 
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parents had a positive relationship between need for social support and depressive 

symptoms.  It is possible that being married provides a certain level of social support 

within families and thus, married parents in this sample did not have the same level of 

need for additional social support.  This finding is consistent with other research that 

found higher levels of depression for single parents (Affifi et al., 2006; Cairney et al., 

2003; Wang, 2004).   

This pattern was similar when race effects were considered.  Specifically, Black 

parents reported similar levels of depressive symptoms at low and high levels of need for 

social support and in general, their CES-D scores appeared relatively stable across levels 

of need for social support.  In contrast, there was a positive relationship between the 

CES-D scores for all other parents (i.e., White, Hispanic, Asian, and Other), with a higher 

need for social support associated with higher levels of depressive symptoms over time.  

One of the other factors that may be contributing to this relationship is the greater 

likelihood for Black parents to be single parents in this sample.  Eighty-five percent of all 

Blacks were single, while the percentage of single parents from other races ranged from 

45.5% to 62.8%, ɢ
2
(1)=55.73, p<0.0001.  

Program-Level Factors 

The exploratory three-level models highlighted additional factors that may 

contribute to the change in parental depressive symptoms at the program level.  Although 

not significant in the two-level model, in the three-level model, the parentsô prior history 

of abuse or trauma was significant and positively associated with a more than three point 

increase, on average, in the CES-D scores over time.  This was a similar finding to other 
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research that examined prior personal history of abuse or trauma with parental depression 

(Banyard et al, 2003; MacMillan et al., 2004; Widom et al., 2007).  Other studies had 

similar results with samples of parents enrolled in home visiting programs (Ammerman et 

al., 2005; Ammerman et al., 2009; Stevens et al., 2002).  Because this finding was found 

after controlling for other factors at the program level, it is possible some programs were 

more successful at engaging families who reported their prior abuse or trauma experience.  

Using various strategies to engage parents was definitely a focus of several of the 

replication projects (Stephens, Mills, Williams, Bridge, & Massie, 2009; Wu et al., 2009; 

Zaid, Eames, Driver, & LeGendre, 2009).  The prevalence of prior abuse or trauma 

among parents varied (13.6% to 84.4%) across the different versions of FC programs in 

the study (see Table 7).  These differences in the rate of reporting may reflect a 

programôs ability to obtain this sensitive and personal information.  Thus, it was possible 

that parentôs self-report of prior abuse or trauma may be under-reported or over-reported 

in particular FC sites or types of FC programs.  It was difficult to ascertain whether this 

finding was confounded by other factors such as the demographic differences in the 

populations being served across the various sites, which may also impact the level of 

engagement and motivation to participate in a particular program.  For example, Site 6 

was an outlier for several variables and may represent a very different group than the rest 

of the sample
22

.  Site 6 had the highest mean CES-D scores across all time periods and 

had the lowest proportion of parents with a prior history of abuse or trauma (13.6%).  

More than one-half to four-fifths of the parents in the other six sites included parents 
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 See Chapter 4, Tables 7 and 8. 
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reporting a history of abuse or trauma.  Site 6 also had the lowest percentage of parents 

with substance abuse problems (1.6%) compared to the rest of the sites (which ranged 

from 12.7% to 32.8%).  In addition, Site 6 had the highest proportion of parents with 

more than a high school education (85.5%) compared to the average across all the sites 

(51.0%) Thus, it was unclear if true differences at the program-level existed based on the 

parentôs actual experience of prior abuse or trauma or whether other factors were more 

likely to account for those differences.   

The assigned duration of the program was another significant program level factor, 

though the effects were only sustained in one model (RQ3-D).  Although this variable 

was not significant in prior models (RQ3-C), this variable became significant after the 

parent relationship variables (i.e., parental stress, need for social support, parenting 

attitudes, and capacity) were added.  There was a positive association between an 

increase in the assigned duration of the program and a corresponding 1.12 point increase 

in the CES-D scores over time.  Thus, parents who were participating in the longer 

durations of the FC program had higher levels of depressive symptoms over time, on 

average.  This is similar to an earlier study that found parents who completed the Family 

Connections program were more likely to have higher levels of depression (Girvin et al., 

2007).  However, this finding is also in contrast to other research on the FC program that 

indicated a longer duration was associated with more positive child behavior outcomes, 

while the shorter version produced positive findings in other areas (DePanfilis, Dubowitz, 

& Kunz, 2008).  James Bell Associates (under review) found no difference in outcomes 

by duration across the replication sites in the national evaluation.  Nonetheless, it is 
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conceivable that parents who stay more engaged and participate in services for longer 

durations may reflect a population with more challenging circumstances with increased 

risk factors that require more assistance.       

Although the results from Model RQ3-E were exploratory, there was an 

interesting result by race/ethnicity, particularly for programs with large percentages of 

Hispanic parents.  For each 1% increase in the percentage of Hispanic parents in the 

program, the scores on the CES-D also increased 0.20 points over time.  This is 

consistent with the findings from the best-fitting two-level model.  However, it is 

important to reiterate that the three-level models were conducted in an exploratory 

fashion and given the small sample size at the third-level, findings should be considered 

with extreme caution. 

Child Maltreatment and Parental Depressive Symptoms      

The fourth and final research question pertained to identifying factors that 

predicted child maltreatment reports or substantiations at the 6-month follow-up 

observation point.  Prior child maltreatment reports or substantiations were the strongest 

predictor of subsequent reports or substantiations.  The odds ratio for receiving a 

subsequent report was 26.55 [CI=7.00, 100.75] for parents with prior reports or 

substantiations.  This finding reinforces that for parents who were previously reported for 

abuse or neglect are at very high risk for recurrence of child maltreatment; however the 

wide confidence interval and low predictive efficiency of the overall model makes this 

estimate very imprecise.  Nevertheless, this finding replicates other research that found 

prior CPS reports and substantiations as a key predictor of child maltreatment recurrence 
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(Fuller & Nieto, 2009).  The need for social support was also positively associated with 

increased likelihood of subsequent child maltreatment reports and substantiations, but 

this was a relatively weak relationship.  Unfortunately, the extremely low incidence of 

child maltreatment reports coupled with the relatively small sample size available for this 

particular research question made it difficult to identify any other significant predictors 

and no differences in outcomes were found for parents with higher levels of depressive 

symptoms. 

 

Summary  

Overall, the results from this study provide support for several factors that may 

increase or decrease the level of depressive symptoms for parents over time and across 

multiple levels of the social ecology.   At the individual level, the initial bivariate analysis 

confirmed that there were already significant differences across the programs by key 

parent demographic factors, with race/ethnicity being one of the strongest differences.  

For the multi-level models, certain parent demographic characteristics contributed to 

change over time for parental depressive symptoms with the most prominent changes 

found within the parentôs race/ethnicity.  Specifically, Black parents were found to have 

lower CES-D scores, whereas Hispanic parents had much higher CES-D scores over time, 

even after controlling for other factors in the two-level models.  It is important to note 

that the concept of depression may have different meanings and expressions across 

different racial and ethnic groups.  These differences were highlighted even further 

through the findings from the interactions involving race/ethnicity, which may reflect the 
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fact that site-level and program-level differences may be contributing to some of the 

patterns from the multi-level models tested.       

The number of adults in the home was also significant and had a negative 

association with parental depressive symptoms in an early two-level model (RQ1-C); 

however this finding was not sustained in the final best fitting model (RQ2-D).  A similar 

pattern was found for parentôs level of education, which was significant in the initial 

models (RQ1-C and RQ2-D) but became non-significant in the final model (RQ2-E).  As 

mentioned previously, it was possible that the significant site-level demographic 

differences in the sample may have limited the ability for this study to detect other parent 

demographic factors that were previously found in the literature to predict depressive 

symptoms and change over time.  

With respect to the exploratory three-level model and relationship factors, this 

study confirmed the original hypothesis and prior research that has consistently found 

strong positive relationships between the level of parental stress and depressive 

symptomatology (Barrett & Turner, 2005; Hammen, 2006; NRC & IOM, 2009).  This 

study also extends the knowledge base around the importance of social support, which 

can be used to buffer negative outcomes and decrease the risk of parental depression.  In 

contrast to prior research, this study did not find an impact of parenting attitudes or 

capacity on the level of depressive symptoms (Dix & Meunier, 2009; Lovejoy et al., 

2000). 

Despite the limited sample size at the third level, this study supports the need to 

further examine program level differences and its contribution to risk of parental 
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depression.  One interesting finding pertained to the history of abuse or trauma that was 

consistently significant in all the three-level models tested, despite being non-significant 

in the two-level models.  Although this finding may be confounded by the diversity of the 

population served at each of the different sites, unpacking other variables associated with 

parentôs self-reported history of abuse or trauma may point to other factors such as parent 

engagement at some of the different programs and bears further examination.  Prior 

studies have confirmed that parent engagement is an important factor for predicting 

outcomes in home visiting programs (Ammerman et al., 2006; Daro et al., 2003).  Finally, 

two program-level factors (i.e., assigned duration and Percent Hispanic) were weakly 

associated with change over time for parental depressive symptoms and identifies factors 

that are worth additional research with larger sample sizes at the third level.     

B.  Limitation s, Strengths, and Sample Size Adequacy 

 

There were a number of limitations and strengths in this study.  First of all, this 

dissertation used an existing dataset and the research design and analytical approach was 

limited to the data available for this study.  In addition, there were specific problems with 

the data that had to be addressed in the data cleaning process.  The data from one of the 

sites could not be included in the analyses because of data quality issues and high levels 

of missing data across the different observations.  There were only three observation 

points and some have suggested that more assessments are needed to more accurately 

predict the form of the relationships and patterns over time (Jackson, 2010).  The dataset 

for the logistic regression was limited to a sub-sample of four out of the seven sites that 

were able to provide individual level child maltreatment data, and resulted in a smaller 
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sample and less power for the analysis than originally anticipated for this research 

question.      

Another limitation was that the data had already been collected, the replication 

projects have ended, and there was no ability to ask participants follow-up questions and 

only very limited ability to seek additional information about the programs.  

Consequently, it was not possible to include all the variables that may potentially 

contribute to the relationship between parental depression and child maltreatment in the 

dissertation conceptual framework.  Specifically, there were no variables regarding the 

childôs characteristics, temperament, and behavior
23

 included in the analyses for this 

dissertation; however these are also important contributing factors for parental depression 

(Gunlicks & Weissman, 2008; NRC & IOM, 2009).  In addition, there were a limited 

number of parent characteristics examined, and other factors such as parent physical 

health or disability, personality and personality disorders, development, attachment 

insecurity, biology, and cognitive capacities that were deemed important from other 

studies were not examined (Duggan et al., 2009; National Scientific Council on the 

Developing Child, 2008; Riso et al., 2002).  Other relationship factors that may be 

important to consider (e.g., domestic violence or intimate partner violence) were not 

included in the dataset so they were not available for this dissertation. 

 There were no data to confirm whether any of the parents in the sample had an 

actual diagnosis of depression; however others have suggested that measures of 
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 Cross-site data regarding the childôs demographic characteristics and child behavior are available but the 

decision was made to exclude variables related to the child in this dissertation to allow for a more in-depth 

examination of parent characteristics.   
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depressive symptoms were valid indicators of probable depression (Gaynes et al., 2005).  

Dix and Meunier (2009) highlighted the importance of understanding the diagnosis, 

timing, severity, and chronicity of depression because of its relationship to parent-child 

outcomes.  Furthermore, there was no information available regarding any mental health 

services or other community services that may have been provided to the families 

participating in FC while they were in the program.  A key feature of the program was the 

referral to other support services and it was possible that other mental health services 

were also offered to the families to address parental depression.  Unfortunately, there was 

no way to account for other services received within the dataset.  This may attenuate the 

findings because the level of depression may be impacted by other services provided to 

families that were not available in the dataset.  However, a recent study found that the 

provision of mental health services was not associated with decreased levels of 

depressive symptoms and the authors recommended examining the overall quality of 

services provided (Chaffin & Bard, 2011).   

At the program level, there was no specific measure of client engagement in the 

home visiting program.  Parent engagement is a critical component of all service 

programs, particularly home visiting programs.  Prior research had confirmed that the 

level of parent engagement and active participation in the program has been associated 

with more positive outcomes (Ammerman et al., 2006; McCurdy & Daro, 2001).   

Almost all of the variables are based on parent self-report measures that may 

include some level of bias in reporting.  Unfortunately, the individual item scores for 

each measure were not included in the cross-site dataset and therefore it was not possible 
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to calculate the internal consistency reliability for the measures used in this study.  In 

addition, some of the measures were translated into other Asian languages and there was 

no information about the validity or reliability of the translated measures, which may 

impact the scoring for those measures collected, particularly for parents within Site 5
24

.  

Language translation does not always guarantee that the constructs being measured have 

the same meaning across different cultural groups.  Nonetheless, each of the measures 

has been widely used in other studies and had fairly strong psychometric properties.     

Finally, it is important to recognize that each of the sites served very different 

target populations across a range of key demographic factors such as age, race and 

ethnicity, marital status, education, household income, and employment.  Though the 

sites prioritized certain populations in response to the original funding announcement and 

by design to respond to local needs and program implementation, these significant site-

level differences may account for differences in the levels of parental depression, parental 

stress, need for social support, parenting attitudes and capacity, and child maltreatment 

within the overall sample and may be confounding some of the results found in this study 

for the entire sample.  Moreover, there may be any number of other variables, both 

measured and unmeasured, observed and unobserved, that impacted the findings for this 

study.  This is an issue that may be fairly common with any cross-site dataset and is an 

important contextual factor that must be considered with any analyses using data from 

multiple sites.  

                                                 
24

 None of the sites provided Cronbachôs alpha for their data.  
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Despite these limitations, there are a number of strengths in this study.  As stated 

in Chapter 2, there is limited research regarding the intersection of parental depression 

and child maltreatment and identifying the factors associated with changes over time.  

Many of the prior studies have examined relationships using cross-sectional study 

designs and this study uses a longitudinal research design.  The sample for this study 

represents a diverse group of families, and includes families identified as being at 

significant risk for child maltreatment and who have many adverse experiences.   

The overall analytical approach uses an innovative and appropriate statistical 

method:  multi-level growth modeling.  This approach is particularly relevant for multi-

site datasets like the one used for this dissertation and is the most appropriate method to 

use with nested data collected at multiple time points.  Families were served at seven 

different sites replicating the Family Connections program with different target 

populations.  These seven sites also implemented different versions of the FC program 

with varying duration for the intervention, as well as adding enhancements to the 

program.  In addition, researchers have identified a need for more studies using this 

methodology for home visiting and child maltreatment prevention programs (McGuigan 

et al., 2003).   

Sample Size Adequacy 

Mass and Hox (2005) suggest that a reasonable sample for multi-level models 

should have at least 50 cases at each of the higher levels.  The sample size for the multi-

level analyses conducted was more than adequate for the two-level models (i.e., Level 1 

n=1626; Level 2 n=569).  However, the sample size for the three-level models was small 
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(n=18), and although the three-level models provide more accurate estimates of the 

standard errors than analyses not controlling for nesting at the program level, the power 

for these analyses was limited.  Consequently, the three level models were conducted in 

an exploratory fashion.  Although some researchers have suggested that bias is not as 

problematic with smaller sample sizes at the higher levels based on computer simulation 

models (Bell, Morgan, Krommey, & Ferron 2010), nonetheless, any significant findings 

from these analyses are considered with caution. 

 The sample size of the logistic regression was smaller than anticipated for the 

number of variables of interest.  Some (Peng, Lee, & Ingersoll, 2003; Wilson, 

VanVoorhis, & Morgen, 2007) have recommended that the sample size for logistic 

regression include 10 to 15 observations for each predictor in the smaller of the two 

categories of the dependent variable.  The analysis for research question #4 included one 

primary dependent variable, child maltreatment reports or substantiations at the six-

month follow-up, which was a dichotomous variable.  There were 13 independent 

variables of interest, including parent marital status, education, household income, a set 

of three dummy-coded race/ethnicity variables, substance abuse, prior history of abuse or 

trauma, prior child maltreatment reports, need for social support, parenting stress, and 

depressive symptoms.  Because there were only four sites included in this analysis, the 

sample size for the logistic regression was 192 participants, with 13 (7%) participants 

experiencing subsequent child maltreatment reports and 179 (93%) participants without 

any reports at the follow-up.  This logistic regression was powered to detect an odds-ratio 

of 2.35 or greater with a p-value of 0.05 and power of 0.80.  Consequently, only one of 
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the variables, prior child maltreatment reports had an odds ratio above this threshold at 

26.55.  The need for social support was still significant; however the smaller odds-ratio of 

1.05 was under the threshold of 2.35 and meant that the power to detect differences in the 

outcome for this independent variable was relatively weak. 

C. Implications for Theory, Research, Policy, and Practice   

This final section begins with an overview of how this study can be used to 

advance social work theory and research.  This section concludes with policy and practice 

recommendations to improve service delivery for families at high risk for parental 

depression and child maltreatment. 

The Socio-ecological Framework and Parental Depression 

 The results from this study provide support for the need to examine factors across 

multiple levels of the social ecology.  Many researchers have emphasized that an 

ecological-developmental perspective is the most appropriate framework for 

understanding child maltreatment and parental depression.  This theory focuses on 

transactions between the parent-child and social environment and underscores an 

understanding of the contributing factors rather than determining factors (Belsky, 1993, 

1980; Kendler, Gardner, & Prescott, 2002; National Research Council, 1993).  Although 

only a few of the individual level variables tested were significant, the key differences in 

race/ethnicity, education, and household composition reinforce the fact that demographic 

characteristics are considerations for identifying populations at high risk for depression.  

The different patterns of relationships found for race and ethnicity point to a need to 
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examine these factors further and may require a more complex and nuanced approach to 

unpacking this variable at the individual level.   

This study reinforces the importance of the parent relationship factors that 

contribute to levels of depressive symptoms.  Parental stress and need for social support 

were significant and this finding highlights the moderating effects that come into play 

with respect to changes over time in parental depression and risk for child maltreatment.  

There may other dimensions of parent relationships that should be explored further, 

including other family interactions (e.g., level of discord and cohesion) and quality of 

social networks and other relationships.      

Although the findings must be considered with caution, this study confirms the 

need to further examine factors at the service delivery program levels.  Each of the 

different FC programs served different populations, included different service 

components (e.g., assigned duration and program enhancements) and had slightly 

different outcomes with respect to level of depressive symptoms.  The small sample sizes 

precluded more detailed analysis of the relative contributions of the various program-

level factors.  Nonetheless, this study reinforces the importance of including these factors 

in future studies. 

Finally, this study did not attempt to examine other important factors at the 

organizational and community level that may contribute to parentsô risk for depression.  

Each of the programs implemented were situated within larger organizations with their 

own cultures and climates that may support or impede a home visitorôs ability to 

successfully implement the home visiting programs and engage families as intended.  
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Others have proposed a systems framework for examining the organizational and 

community capacity to support the infrastructure for home visiting programs (Del Grosso 

et al., 2011).  More careful examination of formal and informal resources within and 

outside of the parentsô communities that may also contribute to levels of depression and 

risk of child maltreatment over time is needed.   

Research 

 This study points to several areas for further research.  As mentioned several 

times, it will be important to conduct a similar study with a much larger sample size at 

the program level to better understand the intersection between parental depression and 

child maltreatment.  Although one area of interest for this study was to understand both 

parental depression and child maltreatment within the same multi-level growth model, the 

limitations of the existing dataset precluded this type of analysis for this dissertation.  The 

prior research and results of this study point to many associations and similarities across 

risk and protective factors; however the direction of the relationship between parental 

depression and child maltreatment is still not well-understood, especially within the 

context of service delivery and home visiting.  Prior research has confirmed that parental 

depression can negatively impact oneôs parenting ability and may place children at 

greater risk of child maltreatment (National Research Council and Institute of Medicine, 

2009).  However, a direct causal link has not yet been established and more research is 

needed to understand whether the provision of additional services or supports can 

alleviate depressive symptoms and reduce the risk for child maltreatment.   
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This study underscores the need to continue utilizing research opportunities 

through analysis of existing cross-site data or possibility using data from multiple studies 

that have implemented the same or similar programs serving high-risk parents.  Parental 

depression, child maltreatment, social support, and parental stress are all important 

outcomes of interest and should be variables included in future studies.  The measures 

used this in study (i.e., CES-D, PSI, SFS, AAPI-2 child maltreatment reports) can be (and 

has been) used in other multi-site and cross-site studies and identifying common 

measures and outcomes across samples may foster more opportunities for combining 

datasets across multiple programs.     

Parents at risk for parental depression and child maltreatment are served within a 

wide range of programs that are intended to improve outcomes.  Unfortunately, little is 

known about the various program level factors that impact the ability to achieve expected 

outcomes.  One key factor is whether the parents were engaged and participated in the 

home visiting programs for a long enough period to produce positive outcomes.  

Ammerman and colleagues (2006) examined the predictors of early engagement in home 

visiting programs and found that several factors contributed to the ability of participants 

to actively participate in the program, including being Caucasian, increased risk factors 

associated with mental health (and depression) and substance abuse history, low social 

support, and higher levels of stress.  Daro et al. (2003) found that the home visitorôs age 

and caseload level were predictors of client engagement.  Although parent engagement 

was not specifically measured in this dissertation, other program level factors were 
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considered.  Multi-level modeling provides a powerful analytical technique that can be 

used to examine these factors in greater detail.     

 Although the decreases in the depressive symptoms over time in this study were 

significant, the actual decreases in CES-D scores were quite modest and more research is 

needed to identify factors associated with clinically significant decreases, as well as 

identifying thresholds for improvement.  A one to two and a half point decrease in CES-

D scores may not be clinically significant, but it is possible that a 4 to 5 point decrease 

may be meaningful and more research is needed in this area.  In addition, the impact of 

the duration of FC services was only significant in one of the models (RQ3-D), and more 

research is needed to understand the relationship between dosage and outcomes.  It will 

be important to conduct further research with a longer follow-up observation period with 

multiple assessment points to determine if depressive symptoms continue to decrease 

over the long-term.   

Because the course of depression is so variable across individuals, more careful 

examination of the relative contributions of personal characteristics is warranted.   Future 

research should examine differences for individuals with or without a clinical diagnosis 

and those with higher versus lower levels of depressive symptoms to identify protective 

and promotive factors that can help prevent negative outcomes for parents and their 

children. 

 As mentioned previously and recommended by others, additional research should 

be conducted across different racial and ethnic groups at high risk for child maltreatment 

to better understand the impact of race and culture on parental depression (Reis, Barbara-
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Stein, & Bennet, 1986).  Although other studies have examined the issue of depression 

for certain racial and ethnic groups, it will be important to isolate the population of 

parents who may be at greatest risk for child maltreatment within each of the different 

groups.  This research must carefully examine the impact of race, ethnicity, country of 

origin, immigrant status, history/experience of immigration, acculturation level, and 

language and communication to identify the most salient cultural factors that may be 

associated with higher or lower levels of risk to help create more tailored and effective 

culturally relevant services.   

 The findings with respect to prior experience with abuse or trauma are important 

to examine further.  Although previous studies have found that a parentôs a history of 

abuse or trauma is a key factor (Ammerman, Putnam, Chard, Stevens & Van Ginkel, 

2011; Ammerman, Shenk, Teeters, Noll, Putnam & Van Ginkel, 2011; Banyard et al., 

2003; Tandon, Perry, Mendelson, Kemp & Leis, 2011), more research is needed on the 

actual impact of personal abuse and trauma and other factors such as substance abuse, as 

well as its cumulative impact on parenting capacity, parental depression and risk of child 

maltreatment.  Although this was not examined in the current study, prior research 

suggests that domestic violence is also another important factor (Chaffin, 2004).  The 

presence of domestic violence and childrenôs exposure to violence and its relationship to 

parental depression and child maltreatment is an area that should be included in future 

research in this area. 

It will be important to examine child behavior and temperament and its 

relationship to parental depression and child maltreatment.  There is a strong body of 
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research that confirms the interaction between child behavior and parenting capacity and 

this is likely a contributing factor to the change in depressive symptoms for parents 

(National Research Council and Institute of Medicine, 2009).  Finally, the multi-level and 

multi-dimensional nature of parental depression and child maltreatment underscore the 

need for more mixed-methods research designs that should be used to explore these 

variables in greater depth.  The findings and limitations from this dissertation emphasize 

the need for more comprehensive and innovative approaches to both quantitative and 

qualitative data collection, analysis, and interpretation.   

Policy and Practice 

As stated in Chapter 1, parental depression and child maltreatment impact 

millions of children and families and places a significant socio-economic toll on society.  

In this study, two-thirds (66.4%) of the parents in the sample had scores above the 

clinical cutoff for depressive symptoms at baseline and more than half (52.8%) continued 

to have elevated scores at the follow-up.  Given the constellation of multiple level factors 

that must be considered to address this complex problem, policy and practice must also 

address various levels of the social ecology.  This study provides further support for 

recommendations for policy and practice in three key areas:  (1) parental depression 

screening and assessment; (2) linkages to evidence-based mental health and other family 

services to reduce parental stress and increase social support; and (3) the importance of 

culturally competent and culturally relevant services.   

First of all, this study confirms earlier research that found high prevalence rates of 

depressive symptoms among participants in home visiting programs (Ammerman et al., 
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2010; Early Head Start Research and Evaluation Project, 2006).  It is likely that large 

proportions of parents in existing programs may be suffering from undiagnosed clinical 

depression and it is important to incorporate universal depression screening into all home 

visiting programs, especially those serving populations at high risk for child maltreatment 

(Nicholson & Clayfield, 2004).  Many valid and reliable screening tools, such as the 

CES-D, are available to screen for depression at minimal to no cost (Gaynes et al., 2005).  

In addition, once an initial screen has been conducted, all parents that score above a 

clinical cutoff point should automatically be referred for a comprehensive mental health 

assessment by licensed providers, with those scoring significantly higher (e.g., CES-D 

score >22) sent for immediate assessment.  The mental health assessment and the initial 

needs assessment by home visitors should examine the parentsô own history of abuse or 

trauma and its potential impact on their ability to provide care for their children.  

Whenever possible, service providers should examine whether the parent or children have 

prior child maltreatment reports as part of the family history.  Special attention must be 

paid to parents with children who have any prior child maltreatment reports given the 

increased likelihood of subsequent reports.  This initial assessment should also examine 

other social or environmental stressors and whether parents lack adequate social support 

that may be additional risk factors for parental depression and child maltreatment.   

 Once mental health or other socio-emotional needs have been identified, it is 

critical that appropriate and effective services are provided to parents as soon as possible.  

There are now a growing number of evidence-based and evidence-informed programs to 

treat parental depression or address high levels of depressive symptoms (National 
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Scientific Council of the Developing Child, 2009).  Some of these programs may be 

provided through home visiting programs or other strategies such as mental health 

therapy.  There are some promising results with several evidenced-based mental health 

programs, such as in-home cognitive behavioral therapy, found to significantly reduce the 

level of participantsô depressive symptoms versus those in control groups (Ammerman et 

al., 2010; Tandon et al., 2011).  A recent meta-analysis of prevention and intervention 

programs to address parental depression highlighted some additional programs for 

consideration (Cujipers, van Staten, Smith, Mihapoulous, & Beeleman, 2008).  The 

National Scientific Council on the Developing Child (2009) recommends the replication 

and expansion of evidence-based programs in mental health.   

In addition, the differential findings by racial and ethnic groups in the study 

reinforce the importance of considering race and culture in our service delivery system.  

Understanding the results using a cross-cultural lens is essential because the differences 

in parent ratings for various measures may be attributable to cultural beliefs and 

expectations about their children, as opposed to other factors like depression (L. Huang, 

personal communication, January 9, 2011).  It will be important for service providers to 

increase their understanding of the target population that they serve.  Different racial and 

ethnic groups have unique cultural beliefs and varying levels of knowledge about 

depression, child maltreatment, parenting, stress, and social support.  Others have 

suggested that we need to develop more culturally competent services (Cardemil, Kim, 

Davidson, Sarmineto, Ishikawa, Sachez, & Torres, 2010).  Recent research has found that 

a worker being rated as being more culturally competent was associated with a clientôs 
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higher rate of goal attainment and satisfaction with their home visitor (Damashek, Bard, 

& Hecht, 2011).   

The manifestation of parental depressive symptoms is likely the result of each 

individualôs response to other stressors and supports and influenced by their cultural and 

ethnic backgrounds.  To a certain extent, this study demonstrated that the level of risk 

such as parental stress and need for social support may be influenced by oneôs racial and 

ethnic background.   

This underscores the need for a culturally competent workforce and culturally 

relevant service delivery system that can engage and retain families in services.  However, 

this will not be easy and programs will need to provide more specific training around 

these issues for their home visitors.  Prior research suggests that parents with mental 

health problems and complex, multi-problem families are the most difficult and 

challenging clients for home visitors to serve.  The modest impacts from home visiting 

programs point to many areas, including initial and ongoing training and supervision, 

which must be addressed to improve the workforce and service delivery infrastructure 

(Chaffin, 2004; Johnson, 2009; LeCroy & Whitaker, 2005). 

Finally, this study points to the need for other types of evidence-informed services 

such as family support or other programs that offer strategies to help parents alleviate 

stress and increase social support.  In many respects, these findings point to opportunities 

to impact participant outcomes that are actually within a home visiting programôs control.  

There is little a program can do to change parent demographic factors; however program 

planners can offer services that can more specifically alleviate parental stress and 
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strengthen support networks for families.  First of all, programs must utilize screening 

tools that can identify parents who are already experiencing high levels of stress or are 

experiencing social isolation.  Depending on the nature of the stress, the provision of 

concrete support such as food, shelter, and rent may reduce parental stress associated 

with financial needs.  In addition, many programs can strengthen social support for 

parents by offering parenting groups or finding mentors to work with parents in groups or 

individually.   It is important to recognize that the availability and provision of services 

alone are not sufficient and some of these programs may not be effective for all parents.  

Chaffin and Bard (2011) suggest that a much more careful examination of the quality of 

services offered is warranted.  This attention to quality and continuous quality 

improvement is needed when implementing all kinds of programs, even evidence-based 

programs. 

Conclusion 

This study provides an important contribution to the field by addressing research 

questions that are timely and relevant to the current public policy landscape.  The new 

Maternal, Infant, and Early Childhood Home Visiting Program that is funded through the 

Affordable Care Act is a significant large-scale investment of $1.5 billion in evidence-

based and promising home visiting programs over a five-year period.  This program 

includes a requirement for states to track and monitor key benchmarks that include 

maternal and infant health (including maternal depression), family self-sufficiency, and 

the prevention of injuries and child maltreatment, to name a few.  At this time, almost 

every state in the country is in the midst of wide-scale implementation of various home 
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visiting programs (Health Resources Services Administration, 2011).  No doubt many 

states are currently developing systems that provide linkages to mental health, parenting 

support, and other prevention programs as part of their home visiting system.  The 

guidance for this grant program indicates that ñhome visiting should be viewed as one of 

several service strategies embedded in a comprehensive, high-quality early childhood 

system that promotes maternal, infant, and early childhood health, safety, and 

development, as well as strong parent-child relationshipsò (Health Resources Services 

Administration, 2011, p. 2).   In addition, one of the priority target populations to be 

served in this program includes participants who ñhave a history of child abuse or neglect 

or have had interactions with child welfare servicesò (Health Resources Services 

Administration, 2011, p. 16).  Funds are provided to States to implement high-quality, 

evidence-based home visiting programs that are integrated within an early childhood 

system for promoting health and well-being for pregnant women, children through age 

eight, and their families.    

Prior research indicates that more than half of adults with major depression did 

not receive any form of treatment (Kessler et al., 2003).  Some of the fundamental 

implementation issues that home visiting programs must address are how to effectively 

identify, prevent, and respond to parental depression and child maltreatment and promote 

childrenôs optimal health and development.  There is a tremendous opportunity to ensure 

that parents at greatest risk for parental depression, especially those at risk for child 

maltreatment, are better served through a more targeted, effective, and culturally 

competent service delivery system.  Findings from this study have reiterated and 
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identified several important factors at the individual, relationship, and program levels that 

can be used for designing such a system.



 

169 

 

 

Appendix A:  Descriptive Statistics 
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Descriptive Statistics, all time points (non-centered variables) 
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Descriptive Statistics, all time points (centered variables) 
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Appendix B:  Assumption Checking 

 

Histograms for Continuous Variables 
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P-P Plots of continuous Variables 
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Correlations for all independent variables (non-centered) 

Parent Demographics 
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Program Level Variables 
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Relationship Factors 
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Appendix C:  Demographics by FC Program Type and Enhancement, Part I ï  

Sites 1 to 4 

 

Sample Baseline Demographics (categorical variables) and Chi-square tests by Family 

Connections Program Type and Enhancement 

 
Characteristi

c 

(Total 
N=569) 

Site 

1a 

3-
mont

hs 
 

(n=5

5) 
 

 

Site 1b 

6-

months 
 

(n=48) 

Site 

2a 

3-
month

s 
 

(n=16

) 

Site 2b 

3-

months 
parenti

ng 
(n=16) 

Site 2c 

9-

months 
 

(n=16) 
 

 

 Site 

2d 

9-
months 

parenti
ng  

(n=16) 

 

Site 3 

9-

months 
 

(n=59) 
 

 

Site 

4a 

3-
months 

 
(n=25) 

Site 4b 

3-

months 
parenti

ng 
(n=25) 

 

 

Site 4c  

6-

months  
 

(n=27) 
 

 

Site 4d 

6-

months 
parenti

ng 
(n=26) 

 

 

Caregiver 

   % Female 

 

100.0 

 

100.0 

 

100.0 

 

93.8 

 

100.0 

 

93.8 

 

100.0 

 

96.0 

 

92.0 

 

100.0 

 

88.5 

Race/ethn 
    

   % Caucas. 

   % Black 
   % Asian/Ot 

   % Hispanic 

   
 

1.8 

96.4 
0.0 

1.8 

    
 

4.2 

 93.8 
   2.1 

   0.0 

  
 

50.0 

 50.0 
   0.0 

 0.0 

  
 

43.8 

   56.3 
   0.0 

 0.0 

 
 

43.8 

50.0 
6.3 

0.0 

 
 

18.8 

75.0 
0.0 

6.3 

 
 

15.3 

22.0 
8.5 

54.2 

 
 

60.0 

8.0 
12.0 

20.0 

 
 

56.0 

8.0 
4.0 

32.0 

 
 

55.6 

7.4 
3.7 

33.3 

 
 

76.9 

7.7 
0.0 

15.4 

Educationa 

   % Less HS 

   % HS 

above 

 
36.4 

63.6 

 
53.2 

46.8 

 
31.3 

68.8 

 
62.5 

37.5 

 
37.5 

62.5 

 
62.5 

37.5 

 
62.5 

37.5 

 
88.0 

12.0 

 
70.8 

29.2 

 
85.2 

14.8 

 
76.0 

24.0 

Marital 

Statusb 

   % Single 
   % Married 

 

 

76.4 
23.6 

 

 

68.1 
  31.9 

  

 

100.0 
 0.0 

  

 

100.0 
  0.0 

 

 

87.5 
12.5 

 

 

93.8 
6.3 

 

 

64.4 
35.6 

 

 

52.0 
48.0 

 

 

60.0 
40.0 

 

 

51.9 
48.1 

 

 

61.5 
38.5 

HH Income 

   % Less 
20K 

   % 20K 

more 

 

 75.9 
24.1 

 

78.3 
21.7 

 

93.8 
6.3 

 

93.8 
6.3 

 

81.3 
18.8 

 

81.3 
18.8 

 

76.0 
24.0 

 

44.0 
56.0 

 

45.8 
54.2 

 

51.9 
48.1 

 

60.0 
40.0 

% Hx of 

Abuse or 

Trauma 
% Hx of 

Substance 

   Abuse 

 

50.0 

         
 

15.4 

 

56.5 

 
 

19.6 

 

81.3 

 
 

18.8 

 

81.3 

 
 

43.8 

 

87.5 

 
 

31.3 

 

87.5 

 
 

37.5 

 

57.6 

 
 

18.6 

 

76.0 

 
 

44.0 

 

79.2 

 
 

29.2 

 

80.0 

 
 

30.8 

 

84.0 

 
 

24.0 

 
a Highest grade completed. 
b Marital status recoded.  Single includes divorced, separated or widowed.  Married includes living together or married.
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Appendix C:  Demographics by FC Program Type and Enhancement, Part II ï  

Sites 5 to 7, Total, and Chi-Square Statistics 

 

Sample Baseline Demographics (categorical variables) and Chi-square tests by Family 

Connections Program Type and Enhancement,  

Sites 5 to 7 and Total 

 
Characteristic 

 

Site 5a 

3-

months 
 

 
 

(n=34) 

 

Site 5b 

6-

months 
 

 
 

(n=40) 

Site 6a 

6-

months 
 

 
 

(n=37) 

Site 6b 

12-

months 
 

 
 

(n=40) 

Site 7a 

3-

months 
 

 
 

(n=30) 

 Site 

7b 

6-
months 

  
 

 

(n=29) 

Site 7c 

6-

months 
Law & 

Health 
 

(n=30) 

Total 

sample 

 
 

 
(N=569) 

Pearso

n Chi-

Square 
(df) 

p 

(2-

sided) 

Caregiver 

   % Female 

 

91.2 

 

100.0 

 

89.2 

 

90.0 

 

96.7 

 

89.7 

 

100.0 

 

96.0 

 

30.48 

(17) 

 

0.023 

 

 

Race/ethnicity 

   % Caucasian 
   % Black 

   % Asian 

Other 
   % Hispanic  

    

 

   

 
0.0 

0.0 

100.0 
0.0 

 

 

    

 
0.0 

0.0 

100.0 
0.0 

 

 

  

 
27.0 

 2.7 

   8.1 
 62.2 

 

  

 
32.5 

   7.5 

0.0    
 60.0 

 

 

 

 
10.0 

90.0 

0.0 
0.0 

 

 

 
3.4 

96.6 

0.0 
0.0 

 

 

 
3.3 

96.7 

0.0 
0.0 

 

 

 
22.7 

42.9 

15.6 
18.8 

 

922.63 

(51) 

 

<0.000 

Educationa 

   % Less than 

HS 
   % HS and 

above 

 

31.3 

68.8 

 

38.5 

61.5 

 

16.7 

83.3 

 

12.5 

87.5 

 

53.3 

46.7 

 

55.2 

44.8 

 

46.7 

53.3 

 

49.0 

51.0 

97.25 

(17) 

<0.000 

 
Marital Statusb 

   % Single 

   % Married 

 
 

42.4 

57.6 

 
 

40.0 

 60.0 

 
  

48.6 

51.4 

 
   

43.6 

56.4 
 

 
 

90.0 

10.0 

 
 

93.1 

6.9 

 
 

93.3 

6.7 

 
 

66.8 

33.2 

 
95.32 

(17) 

 
<0.000 

 

HH Income 

   % Less than 
20K 

   % 20K or 

more 

 

 

  
57.6 

42.4 

 

 

 

 
48.7 

51.3 

 

 

 

 
63.9 

36.1 

 

 

 

 
50.0 

50.0 

 

 

 

 
90.0 

10.0 

 

 

 
65.5 

34.5 

 

 

 
80.0 

20.0 

 

 

 
67.6 

32.4 

 

 

56.44 
(17) 

 

 

<0.000 

 

% History of 

Abuse or 
Trauma 

 

 

 

48.6 

 

 

57.1 

 

 

12.8 

 

 

14.3 

 

 

53.3 

 

 

55.2 

 

 

46.7 

 

 

43.9 

 

105.78 

(17) 

 

<0.000 

 
 

% Prior or 
Current 

Substance 

abuse 

 

 
 

13.5 

 
 

11.9 

 
 

0.0 

 
 

2.3 

 
 

16.7 

 
 

17.2 

 
 

33.3 

  
48.62 

(17) 

<0.000 

 
a 

Highest grade completed. 
b 

Marital status recoded.  Single includes divorced, separated or widowed.  Married includes living together or married. 

 

  

 



 

188 

 

 

Appendix D:  Analysis of Variance (ANOVAs) by FC Program Type and 

Enhancement, Part I ï Sites 1 to 4 

 

Demographics and Measures (continuous variables) and F-tests by Family Connections 

Program Type and Enhancement 
  

Characteristi
c 

(Total 

N=569) 
 

Mean  
(S.D.) 

Site 1a 
3-

months 

 
(n=55) 

 
 

Site 1b 
6-

months 

 
(n=48) 

Site 2a 
3-

months 

 
(n=16) 

Site 2b 
3-

months 

parenti
ng 

(n=16) 

Site 2c 
9-

months 

 
(n=16) 

 
 

 Site 2d 
9-

months 

parenti
ng  

(n=16) 
 

Site 3 
9-

months 

 
(n=59) 

 
 

Site 
4a 

3-

months 
 

(n=25) 

Site 4b 
3-

months 

parenti
ng 

(n=25) 
 

 

Site 4c  
6-

months  

 
(n=27) 

 
 

Site 4d 
6-

months 

parenti
ng 

(n=26) 
 

 

 
Parent Agea 

 
33.2 

(9.6) 

 
32.6 

(8.1) 

 

 
35.2 

(13.9) 

 
32.6 

(13.0) 

 
30.1 

(6.4) 

 
30.2 

(7.7) 

 
25.9 

(9.0) 

 
34.2 

(8.4) 

 
37.2 

(8.6) 

 

 
34.0 

(6.5) 

 

 
37.0 

(8.7) 

# Adults in  

   Household 

 
Employmen

t 

   Hrs 
workedb  

 

Scores 
   CESDc 

       Baseline 

     
     Post-test 

      

    Follow-
Up  

    

   
 PSId 

     Baseline 

      
     Post-test 

      

     Follow-
Up  

 

   SFSe 

     Baseline 

      

     Post-test 
      

     Follow-

Up  
 

 

1.6 

(0.7) 

 
14.8 

(19.6) 

 
 

 

18.8 
(12.0) 

18.7 

(11.1) 
12.9 

(13.0) 

 
 

91.6 

(26.7) 
87.7 

(19.0) 

83.5 
(20.1) 

 

51.9 
(19.4) 

50.5 

(15.2) 
44.2 

(15.6) 

 

1.4 

(0.5) 

 
16.5 

(19.1) 

 
 

 

18.6 
(9.9) 

14.2 

(10.2) 
17.3 

(12.5) 

 
 

97.6 

(25.4) 
83.9 

(16.5) 

86.5 
(17.3) 

 

50.5 
(15.9) 

52.5 

(18.1) 
42.5 

(10.7) 

 

1.1 

(0.3) 

 
6.5 

(13.4) 

 
 

 

21.1 
(14.0) 

16.6 

(10.8) 
15.7 

(12.8) 

 
 

97.0 

(17.7) 
95.2 

(14.6) 

92.6 
(15.6) 

 

59.6 
(11.0) 

55.3 

(7.9) 
57.6 

(7.1) 

1.6 

(1.1) 

 
10.0 

(16.0) 

 
 

 

23.3 
(14.1) 

24.6 

(12.5) 
20.8 

(15.2) 

 
 

97.2 

(19.9) 
106.0 

(22.5) 

93.0 
(16.3) 

 

60.0 
(14.4) 

56.5 

(17.4) 
57.3 

(15.3) 

1.6 

(1.0) 

 
10.6 

(16.7) 

 
 

 

25.2 
(11.5) 

16.0 

(9.0) 
19.3 

(10.1) 

 
 

95.1 

(20.4) 
83.5 

(22.7) 

94.0 
(10.6) 

 

54.8 
(6.1) 

57.0 

(9.8) 
58.0 

(13.9) 

1.6 

(0.9) 

 
8.4 

(17.7) 

 
 

 

25.6 
(12.2) 

20.3 

(7.1) 
27.7 

(12.3) 

 
 

95.4 

(15.2) 
92.7 

(22.5) 

99.3 
(10.7) 

 

56.2 
(10.2) 

60.7 

(6.7) 
62.8 

(3.4) 

2.6 

(1.3) 

 
5.3 

(12.8) 

 
 

 

19.3 
(12.6) 

18.4 

(13.7) 
18.2 

(11.6) 

 
 

84.3 

(20.7) 
77.5 

(22.3) 

74.9 
(21.5) 

 

52.4 
(16.1) 

46.9 

(15.7) 
41.1 

(10.9) 

1.9 

(0.8) 

 
14.1 

(19.4) 

 
 

 

21.3 
(11.9) 

15.7 

(12.3) 
19.1 

(10.3) 

 
 

102.3 

(24.2) 
89.7 

(18.1) 

92.0 
(23.2) 

 

54.3 
(13.5) 

49.0 

(11.2) 
50.4 

(11.2) 

1.8 

(0.9) 

 
21.7 

(23.1) 

 
 

 

25.7 
(12.2) 

17.8 

(12.2) 
15.4 

(6.5) 

 
 

105.3 

(22.3) 
88.7 

(18.6) 

81.9 
(15.2) 

 

51.8 
(9.4) 

46.8 

(11.4) 
45.0 

(13.0) 

1.7 

(0.8) 

 
16.5 

(17.9) 

 
 

 

23.6 
(13.9) 

14.4 

(13.5) 
12.6 

(15.0) 

 
 

101.6 

(15.3) 
81.3 

(23.1) 

78.00 
(20.0) 

 

59.6 
(17.3) 

47.8 

(14.0) 
46.9 

(15.0) 

1.8 

(0.7) 

 
17.2 

(18.6) 

 
 

 

21.9 
(14.5) 

11.6 

(6.4) 
14.9 

(14.0) 

 
 

102.9 

(18.7) 
82.7 

(16.2) 

90.4 
(28.0) 

 

57.2 
(16.0) 

45.8 

(10.4) 
49.1 

(14.5) 
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a Mean parent age in years. 
b Parentôs number of hours worked per week. 
c  Center for Epidemiological Studies ï Depression Scale 
d  Parental Stress Index 
e  Support Functions Scale 
f  Adult-Adolescent Parenting Inventory ïstandardized subscale scores 

Developmen

tal 
expectations 

     Baseline 

      
     Post-test 

      

     Follow-
Up  

 

 
Empathy 

     Baseline 

      
     Post-test 

      

    Follow-
Up  

 

Corporal 
Punishment 

     Baseline 

      
 

     Post-test 

      
     Follow-

Up  
 

 

Role 
Reversal 

     Baseline 

      
     Post-test 

      

     Follow-

Up  

 

Power and 
Independenc

e 

     Baseline 
      

     Post-test 

      
     Follow-

Up 

 

 
 

4.3 

(1.8) 
4.5 

(1.7) 

4.3 
(1.7) 

 

 
 

3.8 

(1.8) 
4.2 

(1.6) 

5.0 
(1.9) 

 

 
 

3.7 

(1.7) 
 

4.0 

(1.6) 
4.0 

(1.7) 
 

 

 
 

4.2 

(1.9) 
5.3 

(1.9) 

5.5 

(2.3) 

 

 
 

 

3.9 
(2.3) 

3.8 

(2.2) 
5.4 

(2.5) 

 

 
 

3.8 

(1.3) 
3.8 

(1.2) 

4.0 
(1.2) 

 

 
 

3.8 

(2.2) 
4.4 

(2.1) 

5.1 
(1.9) 

 

 
 

3.8 

(1.3) 
 

3.6 

(1.7) 
4.1 

(1.6) 
 

 

 
 

4.5 

(2.3) 
4.7 

(2.3) 

5.9 

(2.0) 

 

 
 

 

4.0 
(2.1) 

4.3 

(2.1) 
5.4 

(2.6) 

 

 
 

4.8 

(1.7) 
4.8 

(2.1) 

4.3 
(1.1) 

 

 
 

3.6 

(1.9) 
4.3 

(2.1) 

3.6 
(1.6) 

 

 
 

5.5 

(0.7) 
 

5.1 

(1.4) 
4.7 

(1.4) 
 

 

 
 

4.1 

(1.7) 
4.8 

(2.1) 

5.6 

(3.2) 

 

 
 

 

4.1 
(2.3) 

4.4 

(2.2) 
4.6 

(3.0) 

 

 
 

4.8 

(1.2) 
4.1 

(1.6) 

5.0 
(1.4) 

 

 
 

3.6 

(1.9) 
3.6 

(1.8) 

4.2 
(1.9) 

 

 
 

4.2 

(1.6) 
 

4.4 

(1.8) 
3.7 

(1.9) 
 

 

 
 

3.7 

(1.7) 
4.1 

(2.6) 

5.2 

(2.1) 

 

 
 

 

4.7 
(2.1) 

5.1 

(2.0) 
4.2 

(2.1) 

 

 
 

4.1 

(1.6) 
4.4 

(1.5) 

3.3 
(0.6) 

 

 
 

3.8 

(2.3) 
3.3 

(2.3) 

3.0 
(1.7) 

 

 
 

3.8 

(1.5) 
 

3.6 

(0.7) 
3.0 

(1.0) 
 

 

 
 

4.0 

(2.0) 
4.5 

(2.0) 

5.0 

(1.7) 

 

 
 

 

4.8 
(1.7) 

5.6 

(2.0) 
4.0 

(1.0) 

 

 
 

4.1 

(1.5) 
4.4 

(1.0) 

5.0 
(0.0) 

 

 
 

3.9 

(1.5) 
4.1 

(1.2) 

4.0 
(1.7) 

 

 
 

4.1 

(2.1) 
 

3.6 

(1.4) 
3.3 

(0.6) 
 

 

 
 

3.8 

(1.6) 
4.1 

(1.2) 

5.0 

(2.6) 

 

 
 

 

4.1 
(1.9) 

3.9 

(2.0) 
6.3 

(2.4) 

 

 
 

4.9 

(1.7) 
5.6 

(1.9) 

6.2 
(1.5) 

 

 
 

3.7 

(1.9) 
4.3 

(2.1) 

4.8 
(2.0) 

 

 
 

5.3 

(1.7) 
 

5.3 

(2.1) 
5.7 

(1.3) 
 

 

 
 

4.0 

(1.9) 
4.9 

(2.4) 

5.7 

(2.2) 

 

 
 

 

4.9 
(2.1) 

4.9 

(2.5) 
5.7 

(2.4) 

 

 
 

4.6 

(1.5) 
4.6 

(1.7) 

4.7 
(1.8) 

 

 
 

4.4 

(1.5) 
4.8 

(2.2) 

4.5 
(1.7) 

 

 
 

3.2 

(1.8) 
 

3.4 

(2.0) 
4.2 

(1.5) 
 

 

 
 

5.1 

(1.7) 
5.8 

(1.8) 

5.4 

(1.9) 

 

 
 

 

2.6 
(2.1) 

3.4 

(2.8) 
4.4 

(2.6) 

 

 
 

3.9 

(1.7) 
4.6 

(1.8) 

4.1 
(1.6) 

 

 
 

4.0 

(1.8) 
4.1 

(2.1) 

3.9 
(1.5) 

 

 
 

3.6 

(1.7) 
 

3.5 

(1.5) 
3.5 

(1.5) 
 

 

 
 

4.5 

(1.5) 
5.1 

(1.4) 

5.2 

(1.7) 

 

 
 

 

2.6 
(1.8) 

2.9 

(2.4) 
3.7 

(2.1) 

 

 
 

4.3 

(1.9) 
4.2 

(1.7) 

4.1 
(1.8) 

 

 
 

3.9 

(1.9) 
4.0 

(2.0) 

4.3 
(2.1) 

 

 
 

3.4 

(1.4) 
 

3.5 

(1.3) 
3.4 

(1.9) 
 

 

 
 

4.4 

(2.2) 
4.6 

(2.1) 

5.1 

(2.4) 

 

 
 

 

2.4 
(1.8) 

3.0 

(2.5) 
4.7 

(2.8) 

 

 
 

4.0 

(1.3) 
4.7 

(1.5) 

4.9 
(1.4) 

 

 
 

4.0 

(1.7) 
 4.7 

(1.9) 

4.6 
(1.7) 

 

 
 

3.5 

(1.6) 
 

4.1 

(1.4) 
4.0 

(1.6) 
 

 

 
 

4.4 

(1.5) 
5.5 

(2.1) 

5.6 

(1.9) 

 

 
 

 

3.2 
(2.0) 

3.3 

(2.8) 
4.7 

(2.8) 
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Appendix D:  Analysis of Variance (ANOVAs) by FC Program Type and 

Enhancement, Part II ï Sites 5 to 7,  

Total, and F-test Statistics 

 

Demographics and Measures (continuous variables) and F-Test by Family Connections 

Program Type and Enhancement,  

 
Characteristic 

 

 
 

Mean  
(S.D.) 

 

Site 5a 

3-

months 
 

 
 

(n=34) 

 

Site 5b 

6-

months 
 

 
 

(n=40) 

Site 6a 

6-

months 
 

 
 

(n=37) 

Site 6b 

12-

months 
 

 
 

(n=40) 

Site 7a 

3-months 

 
 

 
(n=30) 

 Site 7b 

6-

months 
  

 
 

(n=29) 

Site 7c 

6-

months 
Law & 

Health 
 

(n=30) 

Total 

sample 

 
 

 
(N=569) 

ANOV

A 

 F-test  
(df) 

p 

 

 

Parent Agea 

 

41.9 

(9.0) 

 

41.6 

(7.5) 

 

35.0 

(8.1) 

 

36.9 

(9.6) 

 

54.3 

(7.7.) 

 

55.1 

(6.9) 

 

54.5 

(9.6) 

 

37.6 

(12.1) 

 

30.72(17

) 

 

<0.000 

 

# Adults in  
   Household 

 

Employment 
   Hrs workedb  

 

Scores 
   CESDc 

     Baseline 
      

     Post-test 

      
     Follow-Up  

    

    

PSId 

     Baseline 

      
     Post-test 

      

     Follow-Up  
 

   

SFSe 
     Baseline 

      

     Post-test 
      

     Follow-Up  

 

 

1.8 
(0.6) 

 

7.2 
(16.8) 

 

 
 

21.6 
(10.4) 

19.3 

(11.2) 
17.4 

(9.4) 

 

 

109.9 

(21.4) 
108.4 

(25.0) 

108.4 
(25.0) 

 

 
52.3 

(14.0) 

54.5 
(14.1) 

50.8 

(13.6) 
 

 

1.7 
(0.5) 

 

8.3 
(26.2) 

 

 
 

23.7 
(11.7) 

18.8 

(10.6) 
16.9 

(10.3) 

 

 

111.0 

(19.7) 
105.8 

(19.8) 

99.7 
(19.4) 

 

 
54.5 

(15.2) 

56.1 
(13.0) 

55.2 

(10.2) 
 

 

1.7 
(0.7) 

 

10.3 
(17.0) 

 

 
 

34.1 
(10.4) 

37.1 

(9.4) 
34.4 

(8.9) 

 

 

96.4 

(26.0) 
93.4 

(24.7) 

89.2 
(24.0) 

 

 
59.9 

(16.7) 

54.1 
(14.8) 

50.1 

(14.6) 

 

1.8 
(0.5) 

 

5.6 
(11.0) 

 

 
 

35.4 
(10.1) 

29.6 

(11.1) 
30.1 

(7.9) 

 

 

95.1 

(21.5) 
88.2  

(24.7) 

80.4 
(21.6) 

 

 
59.5 

(12.4) 

54.1 
(14.4) 

48.0 

(10.3) 
 

 

1.7 
(1.0) 

 

40.4* 
(6.4) 

 

 
 

18.6 
(12.7) 

14.0 

(14.1) 
13.3 

(14.0) 

 

 

97.7 

(19.2) 
92.0 

(21.1) 

91.2 
(17.0) 

 

 
59.3 

(16.6) 

52.3 
(14.0) 

52.3 

(13.6) 

 

2.0 
(1.1) 

 

28.8* 
(13.2) 

 

 
 

16.5 
(12.4) 

11.0 

(9.0) 
15.4 

(9.2) 

 

 

91.8 

(15.7) 
81.9 

(13.3) 

80.0 
(15.9) 

 

 
60.7 

(14.9) 

54.0 
(14.3) 

55.5 

(16.8) 

 

2.0 
(1.3) 

 

42.4* 
(6.4) 

 

 
 

19.1 
(13.4) 

16.3 

(11.9) 
15.1 

(11.1) 

 

 

92.5 

(25.1) 
96.5 

(18.7) 

92.7 
(22.6) 

 

 
60.0 

(14.6) 

53.8 
(11.0) 

54.9 

(11.2) 

 

1.8 
(0.9) 

 

12.4 
(18.9) 

 

 
 

22.8 
(13.0) 

18.3 

(12.6) 
18.2 

(12.5) 

 

 

97.4 

(22.5) 
90.5 

(22.0) 

89.3 
(22.1) 

 

 
55.8 

(15.3) 

51.8 
(14.0) 

49.6 

(13.5) 

 

5.03(17) 
 

 

4.14(17) 
 

 

 
 

6.35(17) 
 

6.34(17) 

 
4.97(17) 

 

 

 

3.67(17) 

 
4.84(17) 

 

3.26(17) 
 

 

 
1.80(17) 

 

1.62(17) 
 

2.74(17) 

 

<0.000 
 

 

<0.000 
 

 

 
 

<0.000 
 

<0.000 

 
<0.000 

 

 

 

<0.000 

 
<0.000 

 

<0.000 
 

 

 
0.026 

 

0.056 
 

<0.000 

AAPI-2 Sten 

subscale scoresf 

          




