
No. 13: Depression Among Caregivers of Young Children Reported for Child 
Maltreatment 

Depression is a serious psychiatric disorder with 
symptoms that can impair physical, social, emotional, 
and cognitive functioning. Depression is common 
among mothers of young children and is a significant 
risk factor for child maltreatment.1 Moreover, 
depression among mothers has been associated with a 
variety of adverse outcomes in their children’s infancy 
and childhood.2 Depression may disrupt a mother and 
child’s early relationship, which is critical to the healthy 
development of the child.3,4 

Infants often react to depressed mothers with anger, 
distress, withdrawal behavior, avoidance, and 
disruptions in the ability to regulate their own 
emotions. Consequently, infants of depressed mothers 
tend to cry more than babies of nondepressed mothers. 
They tend to be drowsy and fussy, less relaxed, less 
sociable, and more insecurely attached to their mothers, 
as well.5-8 Subsequently, they tend to have poorer 
mental, motor, and language skills development; less 
capacity to concentrate; fewer abilities across a broad 
spectrum of emotional skills; more negative responses to 
their environment; and more behavioral difficulties 
than children of nondepressed mothers.2,6,7,9 Children 
of depressed mothers are also at increased risk for 
psychiatric illness.10 

It is important to note that depression is a treatable 
illness. Therapeutic interventions and antidepressant 
medications have been shown to improve mothers’ 
responsiveness to their infants, enhancing overall 
mother-child interaction.11,12 

Despite the high prevalence of maternal depression in 
families involved in the child welfare system (CWS), 
scarcely any research examines variations among 
individual mothers’ depression outcomes across time. In 
a nationally representative sample from the National 
Survey of Child and Adolescent Well-Being (NSCAW), 
a probability study of children involved in investigations 
or assessments by child welfare services in 1999 and 
2000,13,14 Burns et al. found that 40% of mothers of 
older children (aged 2 years or older) who had been 
involved in a CWS investigation of alleged child 

maltreatment suffered from depression at some point 
during the 3 years after the investigation.15 In addition, 
Burns et al. found high levels of clinical need among the 
children of these depressed caregivers. Using data from 
the same national CWS study, Libby et al. reported 
rates consistent with the Burns et al. findings and 
reported a link between clinically significant behavior 
difficulties in children and their caregivers’ mental 
health and substance abuse problems. Moreover, 
caregivers’ mental health and substance abuse problems 
were linked with impaired parenting.16 

To address the lack of information about depression 
across time among the mothers of young children 
reported to CWS, this research brief examines CWS 
population rates of depression longitudinally, as well as 
average individual change over time, among caregivers 
of young children. The following questions are 
addressed: 

•	 What percentage of the caregivers of young children 
involved with CWS suffer from depression? 

•	 How persistent is depression across time in the 
population? 

•	 What family and environmental characteristics 
predict a caregiver’s having depression at the time of 
contact with CWS (baseline) and afterward? 

•	 What family and environmental characteristics 
predict individual changes in depression over time? 

National Sample of Cases Involving Allegations of 
Maltreatment 
To explore caregivers’ depression across time, we used 
the child protective services sample component (N = 
5,501) of NSCAW. NSCAW used a random sample of 
agencies and children within agencies to produce the 
most accurate national estimates possible. Survey data 
were collected from caseworkers, children, parents and 
other caregivers, and teachers. Data were collected at 
baseline (an average of 4 months after the index 
maltreatment investigation) and at four follow-up 
points. 
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This research brief reports on the female caregivers of 
1,244 children who were living at home at baseline and 
at all follow-up points. Because of the importance of 
maternal depression for caregiver-child attachment and 
early childhood development, this brief focuses on 
children who were younger than 5 years old when they 
were involved in the index investigations of 
maltreatment. The data used here were collected 
between 1999 and 2006 and drawn from standardized 
measures of caregiver depression at baseline and at 12, 
18, and 36 months, as well as at the 5- to 6-year follow-
up. Also used are baseline caseworker data on 
maltreatment, data on caregiver and family problems, 
and caregivers’ data on child and family characteristics.  

For this research, caregiver depression is identified 
through a screening instrument for major depression, 
the World Health Organization’s Composite 
International Diagnostic Interview Short Form (CIDI-

 SF).17, 18 Here, average individual depression trajectories 
and average individual trajectories by various 
independent predictors were analyzed. For instance, a 
mother’s reporting being a victim of intimate-partner 
violence (IPV) was a risk factor for depression as 
assessed with the physical violence scale of the Conflict 

 Tactics Scales.19, 20 We tested for differences in average 
individual depression trajectories between caregivers 
who were victims of IPV and caregivers who were not 
victims of IPV. Other caregiver characteristics used as 
predictors were age, education, race/ethnicity, 
children’s age, children’s race/ethnicity, marital status, 
and poverty level. Family income and number of adults 
and children in the household determined poverty level, 

 in accordance with the U.S. Census Bureau guidelines.21 
Additional variables considered in the analyses included 
caseworkers’ reports at baseline on multiple family risks 
(i.e., caregiver history of childhood abuse or neglect, 
caregiver substance abuse, poor parenting skills, high 
stress in the family, and low social support). 

The Caregivers and Their Children: Characteristics 
Eighty-five percent of the caregivers were younger than 
35 years old, 12.2% were 35 to 44 years old, and 2.4% 
were 45 or older. Most female caregivers were biological 
mothers (95.5%), 2.9% were grandmothers, 1.0% were 
aunts, and fewer than 1% were adoptive mothers or 
stepmothers. Half of caregivers were White (50.3%), 
followed by African American (23.2%) and Hispanic 
(15.5%). In terms of marital status, 22.7% were 
married, 26.9% were separated or divorced, and 50.4% 
had never married. 

Slightly more than half (53.2%) of the children were 
males; the mean age of children at baseline was 1.9 
years. For each index report to CWS, one form of 
maltreatment was identified as the most serious. The 
most common forms were lack of adult supervision 
(32.2%), caregiver’s failure to provide for the child 
(22.4%), and physical abuse (25.1%). Less than one fifth 
(18.4%) of the reports to CWS were substantiated, 
meaning the CWS decided the allegations of child 
maltreatment were valid. 

What Percentage of Caregivers of Young Children 
Involved with CWS Have Symptoms of 
Depression?  
A quarter of caregivers had a score indicating major 
depression at baseline. Although only some caregivers 
met the strict criteria used to define major depression, 
more than a third of caregivers (37.0%) met a broader 
criterion of having felt sad, blue, or depressed for 2 or 
more consecutive weeks during the 12 months before 
the assessment. Individuals who reported depressed 
mood also reported high levels of corresponding 
depressive symptoms, such as fatigue, losing interest in 
most things, and having trouble concentrating or 
sleeping (Figure 1). 

Figure 1. Depressive symptoms among caregivers of 
children younger than 5 years old at baseline 
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How Persistent Is Depression Across Time in the 
Population? 
At the 18-month follow-up (Wave 3), 23.6% of 
caregivers had depression; at the 36-month follow-up 
(Wave 4), 22.6% had depression; and at the 5- to 6-year 
follow-up (Wave 5), the percentage was almost the same 
as in previous follow-ups (21.6%). These changes were 
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not statistically significant, indicating that the odds of 
having depression for an individual in this population 
remained almost constant over the entire time period. 

Across all data collection points 46.4% of caregivers had 
a score indicating major depression at some point in 
time. Of particular relevance to the child’s 
development, many caregivers’ episodes of depression 
recurred. Although only a small percentage of caregivers 
(2.4%) were depressed at all points in time, 9.8% were 
depressed at two points, and 6.7% had three episodes; 
27.5% of all caregivers were depressed only at one 
point. All together, 18.9% of this population had major 
depression at more than one point in time, which is 
40.8% of all those who had any major depression 
during the study period (Figure 2). 

Figure 2. Number of depressive episodes across time 
among caregivers of children younger than 5 years old 
at baseline 
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What Family and Environmental Characteristics 
Predict Depression at First Contact with CWS 
(Baseline) and Afterward?  
Of all the factors analyzed for their potential 
relationship to depression at baseline (including the 
maternal factors of age, marital status, level of 
education, employment, health, history of childhood 
maltreatment, and IPV; the child-related factors of sex, 
race/ethnicity, and type of maltreatment; and the 
familial factors of poverty, high stress levels, low social 
support, and urbanicity), two were significantly 
associated with caregiver depression: IPV and caregivers’ 
health.  

Four factors were associated with caregiver depression 
after baseline: IPV, health, marital status, and the 
child’s race/ethnicity. At baseline, caregivers who 
reported ever having been victims of physical abuse by 
an intimate partner were more likely to be depressed 

(30.4%) than caregivers who had never been victims of 
IPV (21.0%). Caregivers who reported having fair or 
poor health were more likely to be depressed (39.3%) 
than caregivers who reported excellent, very good, or 
good health (22.7%). Caregivers who were single, 
widowed, or divorced were also more likely to be 
depressed (35.7%) than married caregivers (18.2%). In 
terms of race/ethnicity, the percentage depressed was 
32.9% for caregivers of White children, 18.9% for 
caregivers of Hispanic children, 17.1% for caregivers of 
Black children, and 16.0% for caregivers of other 
children (Figure 3).  

Figure 3. Factors associated with major depression 
among caregivers of children younger than 5 years old 
at baseline 
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Note: Statistical testing of differences in depression at 
baseline were significant by intimate-partner violence (IPV) 
status (p = .02), health (p = .007), and child’s race/ethnicity (p 
= .02). Marital status was of borderline significance at baseline 
(p = .06) and statistically significant at follow-ups (p < .05). 

Key Findings 
• Between 22% and 25% of caregivers had a score 

indicating major depression at some point in time. 

• Having been a victim of IVP, fair or poor health, 
being single, and being White were associated with 
symptoms of major depression.  

What Do These Findings Mean? 
About a quarter of caregivers of young children were 
found to have a score indicating an episode of major 
depression within the 12 months preceding any given 
data collection point. For adults aged18 years or older, 
national data derived from the CIDI indicate much 
lower rates of major depression in the 12 months 
preceding assessment. Both the proportion of U.S. 



adults who had a major depressive episode in the 
previous year (6.7%) and the proportion of U.S. adults 
18 years old or older who had any mood disorder in the 
previous 12 months (9.5%) were about one third the 
proportion of caregivers of young children in NSCAW 
who were depressed during the 12 months preceding 
any point at which data collection occurred.22 Moreover, 
the percentage ever having suffered from major 
depression (46.3%) was almost 3 times the national 
estimate of adult lifetime prevalence of depression 
(16.6%).23 

National data for mothers of toddlers also indicate 
lower rates of depression. Rates of depression were 
about half (12.1%) among the general population of 
mothers of young children, with only 7.8% of the 
mothers in the general population showing depression 
after 18 months, a significant drop that contrasts with 
the persistent depression found among mothers of 
young children in the CWS.24 Despite this contrast, at 
least one previous study has reported the risk of 
persistent depression among the general population of 
mothers of young children: a study in Connecticut 
found that 17% of the general population of mothers of 
young children were depressed at baseline and 18% 
were depressed at the one-year follow-up, with almost 
50% of depressed mothers at baseline showing 
depression at the one-year follow-up.25 The high rate of 
depression among caregivers of young children reported 
to CWS is not only a serious public health problem for 
the caregivers, but also a risk to the healthy 
development of their young children. 

The most prevalent symptoms of depression among the 
caregivers of young children (i.e., fatigue, lack of interest 
in most activities, difficulty concentrating, difficulty 
sleeping, and feelings of worthlessness) can directly 
affect the quality of parenting. These symptoms, in an 
overwhelmed caregiver who may have difficulties 
performing the daily tasks associated with raising a 
young child, may exacerbate the risk of child 
maltreatment. Previous studies have established that the 
early relationship between the infant and his or her 
mother is critical for the healthy development of the 
child.3,4 In a healthy relationship, the mother acts as an 
organizer of the infant experience, conferring 
predictability, stability, and a sense of security from 
which the infant gradually learns emotional and 
behavioral self-regulation.24 

Research has extensively described how depression 
interferes with the emotional sensitivity and 
responsiveness of mothers toward their infants and 

young children.9,26 Depressed mothers are more 
helpless, hostile, critical, disorganized, avoidant, and 
impatient, as well as less competent, than nondepressed 
mothers.2,25 Moreover, studies have found that 
depressed mothers tend to have difficulties managing 
distressed infants, perceive parenting as difficult, tend to 
be inconsistent and feel irritated by the young child’s 
needs, and sometimes report thoughts of harming their 
children.10 All of these factors subtend a hostile 
interaction and can eventually lead to the physical abuse 
or neglect of the child.1,27,28 Maternal depression has 
also been associated with increased negativity and 
poorer communication within families in general.29 

The association between clinical depression and IPV 
highlights two critical public health problems. First, we 
know that the consequences of IPV for women’s 
physical and mental health include stress, generalized 
anxiety, abdominal pain, dysthymia, somatization, 
depression, phobias, and substance abuse.30-32 Second, 
we know that the impact of IPV extends beyond 
mothers to their children. The impact of IPV on the 
mental health of the new generation may last a 
lifetime.33-35 Clinical and community studies have found 
that the overlap between IPV and child abuse may be 
between 30% and 75%.36 Research suggests that 
between 3 and 10 million children in the United States 
are exposed to IPV each year.37 Some local studies have 
reported that children were at home during 50% to 
85% of IPV episodes and that most of these children 
were younger than 5 years old.33,38 Because young 
children lack the skills to protect themselves, sometimes 
they are “caught in the crossfire.” As the results show, 
many of them likely endure the double exposure to IPV 
and maternal depression, which increases their risk of 
developmental problems. 

Being single was also associated with depression at 
baseline, a risk factor that suggests that isolation, lack of 
social support, and the burden of providing and being 
solely responsible for young children may play a role in 
maternal depression and that interventions may need to 
take these features into account.  

The degree to which CWS should facilitate service 
access for caregivers with depression is an important 
area for future research and policy consideration. 
Symptoms of depression in the caregivers of young 
children reported for maltreatment likely reflect the 
complex and overwhelming reality surrounding many 
families with a history of CWS involvement. The 
demands and challenges these families face are unlikely 
to disappear with time. As children grow, many of the 
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problems that have surrounded their lives since early 
childhood may continue to impinge on their well-being 
and continued development. Among the many risk 
factors affecting maltreated children, maternal 
depression is at least amenable to treatment. The results 
of this research brief suggest that, in order to help young 
children reported for maltreatment, the mental health 
of their caregivers will likely need to be addressed, as 
well. 
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This is the 13th in a series of NSCAW research briefs focused on 
children who have come in contact with the child welfare system 
(CWS). Additional research briefs focus on the characteristics of 
children in foster care, the provision of services to children and their 
families, the prevalence of special health care needs, use of early 
intervention services, caseworker judgment in the substantiation 
process, and multiple outcomes for infants followed from CWS initial 
contact to school entry. 
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