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Mothers of young children are at considerable
risk for mental health problems such as depression and depressive symptoms, with an
estimated national prevalence of these mothers reporting 2 or more depressive symptoms
at 19%.1 Depression contributes considerably
to the burden of disease and is a chronic disease risk factor.2 Moreover, a large body of
literature suggests that maternal mental
health has a strong influence on child health
and development.1,3–10 Population-level data
identifying risks for poor maternal mental
health could be useful in efforts to address
such problems and their consequences.
Rearing young children requires considerable social, financial, and health care
resources.11,12 Psychological stress is likely to
result if such resources are scarce; for example,
evidence shows that low socioeconomic status1,13–16 and the absence of social support17,18
are associated with maternal mental health
problems such as depression and anxiety.
However, although many parents of young
children have difficulty paying for basic childrearing needs, feel they do not spend sufficient
time with their children, and have difficulty obtaining adequate access to health care for their
children,19,20 information is lacking on whether
such stressors are independently associated
with poor maternal mental health.
We examined individual and co-occurring
parenting-related stressors (hereafter “parenting stressors”) from the social (i.e., lack of social support, time spent with children), financial (i.e., difficulty paying for child-rearing
needs), and child health care (i.e., lack of
health insurance coverage, missed or delayed
needed care) domains. We view these stressors as intermediaries between socioeconomic
status and parent mental health; that is, low
socioeconomic status increases the likelihood
of these stressors, which influences parent
mental health. We hypothesized that the presence of individual social, financial, and health
care parenting stressors would increase the

Objectives. We assessed whether there were associations between maternal
mental health and individual and co-occurring parenting stressors related to
social and financial factors and child health care access.
Methods. We used cross-sectional data from the 2000 National Survey of Early
Childhood Health. The 5-item Mental Health Inventory was used to measure selfreported mental health.
Results. After we controlled for demographic covariates, we found that the following stressors increased the risk of poor maternal mental health: lack of emotional (odds ratio [OR] = 3.4; 95% confidence interval [CI] = 2.0, 5.9) or functional
(OR = 2.2; 95% CI = 1.3, 3.7) social support for parenting, too much time spent with
child (OR = 3.5; 95% CI = 2.0, 6.1), and difficulty paying for child care (OR = 2.3; 95%
CI = 1.4, 3.9). In comparison with mothers without any parenting stressors, mothers reporting 1 stressor had 3 times the odds of poor mental health (OR = 3.1;
95% CI = 2.1, 4.8), and mothers reporting 2 or more stressors had nearly 12 times
the odds (OR = 11.7; 95% CI = 7.1, 19.3).
Conclusions. If parenting stressors such as those examined here are to be addressed, changes may be required in community support systems, and improvements in relevant social policies may be needed. (Am J Public Health. 2007;
97:1261–1268. doi:10.2105/AJPH.2006.088161)

risk of poor maternal mental health and that
increasing numbers of stressors would result
in increased levels of risk.

grandparents (2%), or other guardians (less
than 1%). The study sample was made up of
mothers who provided information on all
study variables (n = 1747).

METHODS
Measures
Study Design and Sample
We used data from the 2000 National Survey of Early Childhood Health (NSECH), a
nationally representative, cross-sectional telephone survey of the parents of 2068 children
aged 4 to 35 months conducted by the National Center for Health Statistics. Interviews
were conducted in English or Spanish. The
response rate for the survey was 65.6%. We
used sampling weights to adjust for households with multiple telephones, households
that did not respond, households without telephones, and oversampling of minority children. A detailed description of the NSECH is
available elsewhere.20,21
Respondents, mostly mothers (87%;
n = 1793), were the adults primarily responsible for their children’s health care. In some
cases, respondents were fathers (11%),

July 2007, Vol 97, No. 7 | American Journal of Public Health

Maternal mental health. Maternal mental
health, the dependent variable, was assessed
with the 5-item Mental Health Inventory, a
validated and reliable self-reported measure
of depressive and anxiety symptoms, behavioral–emotional control, and positive affect.22,23 Respondents were asked how often
during the past month they had been (1) very
nervous, (2) calm and peaceful, (3) downhearted and blue, (4) so down in the dumps
that nothing could cheer them up, and
(5) happy. Responses were rated on a 6-point
Likert-type scale ranging from “all of the
time” to “none of the time.” An average score
(range: 0–100) was calculated, with questions
2 and 5 reverse scored. Respondents with
scores below 65 (the value closest to the
20th percentile) were defined as being in
“poor mental health.”22
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Parenting stressors. Parenting stressors related to social and financial factors were examined. As a means of measuring emotional
and functional support for parenting, parents
were asked whether there was someone they
could (1) “turn to for day-to-day emotional
help with parenting” (emotional support) and
(2) “count on to watch your child if you need
a break” (functional support). Parents responded yes or no to each item.
To assess amount of time spent with the
child, parents were asked “Would you say
that you spend the right amount of time with
your child, or would you like to spend a lot
more, a little more, a little less, or a lot less
time?” The “a lot more time” and “a little
more time” responses were combined, as
were the “a little less time” and “a lot less
time” responses. Respondents in the resulting
2 categories were compared with respondents
who reported that they spent the right
amount of time with their child.
As a measure of financial parenting stressors, respondents were asked whether they
had “a lot of trouble, some trouble, or no
trouble at all paying for” (1) prenatal care
during pregnancy; (2) medical expenses for
their child’s birth; (3) their child’s health and
medical expenses; (4) supplies such as formula, food, diapers, clothes, and shoes; and
(5) child care. Financial difficulty was defined
dichotomously as “a lot of trouble” or “some
trouble” versus “no trouble at all.”
Absence of child health insurance during
the 12 months before the interview was used
as a measure of potential health care access
(i.e., characteristics of the health care delivery
system or the population at risk that influence potential care seekers’ use of health
services24). Realized access was defined as
actual use of health care services.24 Mothers
were asked whether, in the 12 months prior
to the interview, the child needed medical
care but (1) received it later than they would
have liked or (2) did not receive it. Mothers
who answered yes to either question were
defined as having a child with missed or delayed health care.

Study Covariates
Guided by the framework of Gershoff et
al.25 regarding child development and the role
of socioeconomic factors, marital status, race/

ethnicity, and other factors in parenting stress,
as well as by the existing literature on parenting and mental health,1,12–15,26,27 we examined
several child, maternal, and family demographic variables available in the NSECH data
as study covariates: child age, maternal age,
maternal race/ethnicity (Hispanics were divided into 2 groups according to whether they
were interviewed in English or Spanish), maternal education, maternal marital and employment status, annual household income,

and number of children younger than 18
years living in the household. When possible,
we dichotomized covariates to reduce degrees
of freedom. Sensitivity analyses showed that
different covariate categorizations did not lead
to changes in the results.

Data Analysis
We used Stata version 8.2 (Stata Corp, College Station, Tex) for the statistical analysis, adjusting variance estimations for the multistage

TABLE 1—Child, Maternal, and Household Characteristics: 2000 National Survey of Early
Childhood Health (n = 1747)
Characteristic
Child age, mo
4–11
12–23
24–35
Maternal age,* y
<30
≥30
Maternal race/ethnicity
White
Black
Hispanic, interviewed in English
Hispanic, interviewed in Spanish
Other
Maternal educational level
High school or less
More than high school
Maternal employment status*
Employed
Not employed
Household income,*** $
≤ 17 500
17 501–35 000
35 001–60 000
> 60 000
Don’t know/refused to answer
Maternal marital status***
Married
Single
No. of children*
1
2
3 or more

No.

Overall Sample,
% (95% CI)

Respondents With Poor
Mental Health,a % (95% CI)

485
708
554

25.0 (22.3, 27.7)
38.8 (35.6, 42.0)
36.2 (32.9, 39.5)

15.8 (11.8, 20.9)
20.4 (16.3, 25.1)
23.9 (18.9, 29.8)

978
769

53.2 (50.0, 56.6)
46.7 (43.4, 50.0)

24.0 (20.0, 28.5)
16.6 (13.3, 20.5)

688
372
276
357
54

63.1 (60.3, 65.9)
14.5 (12.6, 16.3)
7.5 (6.3, 8.7)
10.8 (9.3, 12.3)
4.1 (2.9, 5.4)

19.5 (15.9, 23.8)
24.5 (18.9, 31.2)
23.2 (16.9, 30.9)
19.9 (13.7, 28.0)
18.7 (8.5, 36.4)

939
808

54.7 (51.5, 58.0)
45.3 (42.0, 48.6)

23.0 (19.1, 27.4)
17.6 (14.0, 21.8)

963
784

53.5 (50.2, 56.8)
46.5 (43.2, 49.8)

23.3 (19.4, 27.7)
17.3 (13.8, 21.6)

469
491
307
299
181

23.0 (20.3, 25.6)
27.0 (24.0, 29.9)
19.6 (17.0, 22,2)
20.8 (18.1, 23.6)
9.6 (7.7, 11.7)

26.5 (20.8, 33.2)
24.9 (19.3, 31.5)
15.3 (10.5, 21.7)
13.2 (9.0, 19.0)
20.4 (12.0, 32.6)

1093
654

68.3 (65.2, 71.3)
31.8 (28.7, 34.8)

15.9 (13.1, 19.2)
30.5 (25.0, 36.7)

544
608
595

28.3 (25.4, 31.1)
35.7 (32.5, 38.9)
36.0 (32.8, 39.3)

18.7 (14.3, 24.1)
25.2 (20.1, 31.0)
17.3 (13.5, 22.0)

Note. CI = confidence interval.
a
Defined as a respondent with a score below the 20th percentile (i.e., with a score less than 65 out of 100) on the 5-item
Mental Health Inventory.
*P < .05; ***P < .001.
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cluster sampling survey design and weighting
procedure. We first assessed child, maternal,
and household characteristics and the bivariate associations of these characteristics with
poor maternal mental health. Second, we determined bivariate associations between each
parenting stressor and poor mental health. We
used the Pearson χ2 test of independence to
assess bivariate associations.
Third, we conducted logistic regression
analyses that included each parenting stressor
as a predictor (model 1), determining the
number of parenting stressors that exhibited
independent associations (at the P < .05 level)
with poor mental health in model 1. We categorized number of stressors as 0, 1, or 2 or
more because of the limited number of mothers reporting 3 or 4 stressors (n = 43). We
constructed a regression model that included
number of stressors as a predictor (model 2).
Both regression models were adjusted for the
study covariates. We used the score test for
trend of odds (a test used to identify a trend
of odds across ordered groups)28 to identify
whether there were increasing odds of poor
mental health with increasing numbers of
parenting stressors. Fourth, we used the Pearson χ2 test of independence to assess bivariate associations between family characteristics
and number of parenting stressors.
Finally, we examined specific maternal profiles based on parenting stressors that showed
independent associations with poor mental
health in model 1. All possible combinations
of parenting stressors were examined in terms
of their probability of leading to poor maternal mental health. We used logistic regression coefficients adjusted for the study
covariates to estimate these probabilities. We
conducted this analysis to provide additional
details on the probability of poor mental
health in the presence of specific co-occurring
parenting stressors.

TABLE 2—Bivariate Associations Between Specific Self-Reported Parenting Stressors and
Poor Maternal Mental Health: 2000 National Survey of Early Childhood Health (n = 1747)
Overall Sample,
% (95% CI)

No.

Respondents With Poor
Mental Health,a % (95% CI)

Social stressors
Emotional supportb
Yes
No
Functional supportb
Yes
No
Time spent with child
Right amount
Too little
Too much
Prenatal care
Yes
No
Birthing expenses
Yes
No
Medical expenses
Yes
No
Supplies (e.g., food, diapers) for child
Yes
No
Child care
Yes
No

1424
323

86.3 (84.2, 88.4)
13.7 (11.6, 15.8)

16.8 (14.1, 19.9)***
44.2 (36.1, 52.6)

1529
218

88.4 (86.3, 90.5)
11.6 (9.5, 13.7)

17.5 (14.8, 20.6)***
43.6 (34.0, 53.6)

893
51.6 (48.3, 54.9)
718
37.2 (34.1, 40.3)
136
11.2 (8.8, 13.7)
Financial stressorsc

14.0 (11.0, 17.6)**
22.7 (18.6, 27.5)
43.5 (32.1, 55.6)

151
1596

7.7 (6.0, 9.3)
92.3 (90.7, 94.0)

28.4 (19.0, 40.1)
19.9 (17.1, 23.0)

198
1549

12.4 (10.0, 14.7)
87.6 (85.3, 89.9)

24.1 (16.5, 33.7)
20.0 (17.2, 23.3)

221
1526

13.2 (10.8, 15.5)
86.8 (84.5, 89.2)

28.1 (20.1, 37.7)*
19.4 (16.6, 22.6)

379
1368

23.0 (20.1, 26.0)
77.0 (74.0, 79.9)

34.9 (27.9, 42.6)***
16.3 (13.6, 19.3)

231
14.0 (11.6, 16.4)
1516
86.0 (83.6, 88.4)
Child health care stressors

44.7 (35.4, 54.3)***
16.6 (14.0, 19.6)

Lack of health insurance for child in past 12 mo
Yes
348
No
1399
Missed or delayed care for child
Yes
228
No
1519

16.2 (13.9, 18.6)
83.8 (81.5, 86.0)

31.4 (24.1, 39.7)***
18.4 (15.6, 21.7)

12.5 (10.5, 14.6)
87.5 (85.4, 89.5)

27.4 (20.4, 35.7)*
19.6 (16.6, 22.8)

Note. CI = confidence interval.
a
Defined as a respondent with a score below the 20th percentile (i.e., with a score less than 65 out of 100) on the 5-item
Mental Health Inventory.
b
To measure emotional and functional support for parenting, parents were asked whether there was someone they could (1)
“turn to for day-to-day emotional help with parenting” (emotional support) and (2) “count on to watch your child if you need
a break” (functional support). Parents responded yes or no to each item.
c
Respondents were asked whether they had “a lot of trouble, some trouble, or no trouble at all paying for” different needs
related to child rearing. Financial difficulty was defined dichotomously as reports of “a lot of trouble” or “some trouble”
versus “no trouble at all.”
*P < .05; **P < .01; ***P < .001.

RESULTS
The data in Table 1 indicates that child age
and maternal educational level were not significantly associated with maternal mental
health; however, mothers who were younger,
employed, or single were more likely to be in
poor mental health, as were mothers living in
lower income households (P < .05). Also,

mothers with 2 children were more likely to
be in poor mental health than those with 1
child or with 3 or more children (P < .01).
Table 2 shows that nearly 14% of mothers
did not have emotional support for parenting
and that 12% did not have functional support. These mothers were more likely to be
in poor mental health than those who had
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support (P < .001). Thirty-seven percent of
mothers reported spending too little time with
their child, and 11% reported spending too
much time; in comparison with those who reported spending the right amount of time,
both groups (but the latter much more so)
were more likely to be in poor mental health
(P < .001).
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Financial difficulties were common: 23%
of mothers reported having trouble paying
for food, diapers, clothes, and other supplies
for their child; 14%, for child care; 13%, for
medical care; 12%, for birthing care; and 8%,
for prenatal care. Mothers who reported having trouble paying for supplies or child care
were more likely to be in poor mental health
than those who did not have such difficulties
(P < .001). About 16% of children were uninsured in the 12 months prior to the interview,
and nearly 13% missed medical care or
had delayed care. Mothers with uninsured

children and those with children with missed
or delayed care were both significantly more
likely to be in poor mental health (P < .05).
Table 3 shows results from the multivariate
logistic regression analysis of poor mental
health. Model 1 shows that 3 social stressors—
lack of emotional support, lack of functional
support, and reports of too much time spent
with the child—were independently associated
with poor mental health. Having trouble paying for child care was the only financial stressor independently associated with poor mental health. Child health care access was not

TABLE 3—Results of Multiple Logistic Regression Analysis of Poor Maternal Mental Health
According to Self-Reported Parenting Stressors: 2000 National Survey of Early Childhood
Health (n = 1747)
Poor Mental Healtha
Model 1, Odds Ratio (95% CI)

Model 2, Odds Ratio (95% CI)

Social stressors
Social support
No emotional supportb
No functional supportb
Time with child
Right amount (reference)
Too little
Too much
Trouble paying for prenatal care
Trouble paying for birthing care
Trouble paying for medical care
Trouble paying for supplies for child
Trouble paying for child care
Lack of health insurance for child
Missed or delayed care for child

3.44 (2.02, 5.86)***
2.17 (1.27, 3.73)**
1.00
1.23 (0.81, 1.89)
3.47 (1.97, 6.11)***
Financial stressorsc
1.31 (0.69, 2.47)
0.89 (0.47, 1.69)
0.87 (0.49, 1.55)
1.38 (0.90, 2.13)
2.34 (1.41, 3.88)***
Child health care stressors
1.46 (0.87, 2.44)
0.94 (0.56, 1.57)
No. of parenting stressorsd

0 (reference)
1
≥2

1.00
3.14 (2.06, 4.77)***
11.70 (7.08, 19.33)***

Note. CI = confidence interval. Values were adjusted for child age, maternal age, maternal race/ethnicity, maternal education,
maternal marital and employment status, household income, and number of children in the household.
a
Defined as a respondent with a score below the 20th percentile (i.e., with a score less than 65 out of 100) on the 5-item
Mental Health Inventory.
b
To measure emotional and functional support for parenting, parents were asked whether there was someone they could (1)
“turn to for day-to-day emotional help with parenting” (emotional support) and (2) “count on to watch your child if you need
a break” (functional support). Parents responded yes or no to each item.
c
Respondents were asked whether they had “a lot of trouble, some trouble, or no trouble at all paying for” different needs related to
child rearing. Financial difficulty was defined dichotomously as reports of “a lot of trouble” or “some trouble” versus “no trouble at all.”
d
Defined as the sum of no emotional support, no functional support, having too much or too little time with child, and trouble
paying for child care. Stressors not showing independent associations with poor mental health were not included.
**P < .01; ***P < .001.
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independently associated with poor mental
health. Model 2 shows that there was a trend
toward increasing odds of poor mental health
with increasing numbers of parenting stressors
(P < .001, according to score test for trend of
odds). In comparison with mothers who did
not report any parenting stressors, those reporting 1 stressor had about 3 times the odds
of being in poor mental health, and those reporting 2 or more stressors had about 12
times the odds of being in poor mental health.
There was a trend toward increasing probability of poor mental health as number of
parenting stressors increased. Yet, there was
great variability in the probability of poor
mental health within profiles involving the
same number of parenting stressors (Figure 1).
The following stressor profiles were among
those with the highest probability of exhibiting an association with poor maternal mental
health: reports of trouble paying for child
care; reports of both trouble paying for child
care and lack of emotional support; reports of
both too much time spent with child and lack
of functional support; reports of both too
much time spent with child and no emotional
or functional support; reports of trouble paying for child care, too much time spent with
child, and lack of emotional support; and reports of all 4 stressors.
Table 4 shows that numbers of parenting
stressors (i.e., the stressors associated with
poor maternal mental health) were not evenly
distributed according to the demographic
characteristics of mothers and children. Mothers with children between ages 12 and 35
months tended to report more parenting
stressors than mothers with children in other
age groups (P < .05). Black mothers and Hispanic mothers who interviewed in Spanish
were more likely to report parenting stressors
(P < .001), as were mothers of low socioeconomic status (i.e., having less than a high
school education or being a member of a lowincome family; P < .01) and mothers who
were single (P < .01).

DISCUSSION
We found that parenting stressors related
to social and financial factors and child
health care were commonly reported. More
than one third of the sampled mothers
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Note. T = too much time spent with child, F = lack of functional support, E = lack of emotional support, P = had trouble paying
for child care. Poor mental health was defined as scores below the 20th percentile on the 5-item Mental Health Inventory. As
a means of measuring emotional and functional support for parenting, parents were asked whether there was someone they
could “turn to for day-to-day emotional help with parenting” (emotional support) and “count on to watch your child if you
need a break” (functional support). Parents responded yes or no to each item. The number at the base of each bar represents
the proportion of the total weighted sample in that profile category.
a
Probabilities were adjusted for child age, maternal age, maternal race/ethnicity, maternal education, household income,
maternal marital status, maternal employment, and number of children in the household.

FIGURE 1—Probability of poor mental health for all possible combinations of parenting
stressors: National Survey of Early Childhood Health, 2000.

reported 1 or more social or financial parenting stressors associated with poor mental
health. The risk of poor mental health was
particularly high when social and financial
parenting stressors were both present. Those
who lacked emotional support and had trouble paying for child care were at heightened
risk of poor maternal mental health, as were
those who lacked functional support and reported spending too much time with their
child. Approximately 36% of mothers experienced at least 1 or more of these parenting
stressors, suggesting an important focus for
intervention.
Social and financial parenting stressors
were disproportionately found among lowincome families and families from racial/
ethnic minority groups. Given the higher
rates of multiple parenting stressors in these
groups, one would expect to see concomitantly higher rates of poor maternal mental
health. Although our results confirmed findings
of higher rates of poor mental health among

mothers in low-income families,13,14,17,18,26 we
found no significant differences in poor mental
health according to race/ethnicity. The reasons
why relationships between parenting stressors
and maternal mental health may differ in different racial/ethnic groups are unclear, but
there may be differences in the expression of
mental health symptoms according to cultural
background, or perhaps certain minority populations are more resilient in terms of mental
health status despite limited social and financial parenting resources.
Because we found a high frequency of
parenting stressors and a substantially higher
risk of poor maternal mental health in the
presence of multiple stressors, we suggest an
examination of relevant social policies and
community services that can address these
stressors (e.g., addressing poor coverage
rates and low benefit caps for safety-net programs).29 It is estimated that only about half
of eligible families in the United States are
enrolled in the Temporary Assistance for
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Needy Families (TANF) program30 and the
Special Supplemental Food Program for
Women, Infants, and Children (WIC).31
Changes in coverage policies for welfare recipients under the Personal Responsibility and
Work Opportunity Reconciliation Act (Pub L
No. 104-193) require further scrutiny. For example, this legislation requires parents, as
early as 6 weeks after the birth of their child,
to participate in employment, training, or
other employment-related activities if they are
to continue receiving benefits. This situation,
in conjunction with reductions in the availability of child care assistance in many
states32 (child care subsidies are projected to
fall from 2.4 million in 2003 to 2 million by
2009 if federal funding remains flat33), may
have a significant impact on the parenting
stressors examined in this study, particularly
the stressors shown to be associated with
poor maternal mental health.
The balance of time necessary for parenting
young children is in jeopardy for many US
families with young children, with more than
one third of mothers in this study reporting
too little time spent with their children and
10% reporting spending too much time.
Public- and private-sector family leave policies
for parents with young children are more restrictive in the United States than in other top
industrialized countries, probably at the detriment of parents’ well-being as well as that of
their children. Parents must make significant
sacrifices in terms of either the time they have
for parenting or the income they need to build
a family. Ensuring that adequate paid family
leave policies for parents with young children
are in place and ensuring that family leave insurance and quality child care are affordable
and accessible may help address the parenting
stressors examined in this study.
At the community level, the capacity of organizations serving families with young children might be improved to help families meet
parenting and psychosocial needs.34 For example, family resource centers can provide a
single portal for families to access a network
of community support services.35 Other possible strategies include home visiting models in
which information about child rearing and
development, information on availability of
health and social services, and functional
social support are provided to underserved
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given appropriate referrals for mental health
services.41 According to the parenting stressor
profile in question, the clinician can refer
families to community resources. However, if
such strategies are to succeed, adequate primary care, mental health care, and community resources must be in place and be well
coordinated.

TABLE 4—Child, Maternal, and Household Characteristics, by Number of Parenting
Stressors: 2000 National Survey of Early Childhood Health (n = 1747)
No. of Parenting Stressors,a % (95% CI)

Child age, mo*
4–11
12–23
24–35
Maternal age, y
< 30
≥ 30
Maternal race/ethnicity***
White
Black
Hispanic, interviewed in English
Hispanic, interviewed in Spanish
Other
Maternal educational level**
High school or less
More than high school
Maternal employment status
Employed
Not employed
Household income,** $
≤ 17 500
17 501–35 000
35 001–60 000
> 60 000
Don’t know/refused to answer
Maternal marital status**
Married
Single
No. of children
1
2
≥3

No.

0

1

2 or more

485
708
554

73.7 (68.0, 78.6)
62.9 (57.8, 67.8)
58.8 (52.8, 64.5)

18.3 (14.1, 23.4)
25.7 (21.4, 30.4)
11.4 (8.4, 15.5)

8.1 (5.3, 12.1)
11.4 (8.4, 15.5)
12.6 (9.2, 17.1)

978
769

61.2 (56.6, 65.6)
67.4 (62.7, 71.8)

26.1 (22.2, 30.4)
23.6 (19.7, 27.9)

12.7 (9.9, 16.3)
9.1 (6.7, 12.2)

688
372
276
357
54

67.7 (63.0, 72.0)
65.1 (58.3, 71.3)
68.6 (61.1, 75.2)
35.2 (28.7, 42.4)
73.0 (56.8, 84.7)

23.1 (19.3, 27.5)
23.2 (18.1, 29.4)
24.9 (18.8, 32.0)
39.3 (32.3, 46.8)
19.8 (9.9, 35.8)

9.2 (9.7, 12.6)
11.7 (7.6, 17.5)
6.6 (3.8, 11.1)
25.4 (19.9, 31.8)
7.2 (2.3, 20.2)

939
808

59.3 (54.7, 63.7)
69.9 (65.3, 74.1)

27.6 (23.5, 32.0)
21.7 (18.0, 25.8)

13.2 (10.4, 16.6)
8.4 (6.0, 11.8)

319
784

63.4 (58.9, 67.7)
64.9 (60.1, 69.4)

27.0 (23.0, 31.4)
22.5 (18.9, 26.7)

9.6 (7.3, 12.6)
12.6 (9.6, 16.5)

469
491
307
299
181

54.8 (48.2, 61,2)
61.6 (55.2, 67.7)
70.7 (63.1, 77.3)
74.9 (67.8, 80.8)
56.5 (45.3, 67.1)

31.3 (25.5, 37.8)
25.4 (20.2, 31.6)
20.4 (15.0, 27.0)
18.1 (13.0, 24.6)
32.0 (22.0, 43.9)

13.9 (9.8, 19.3)
13.0 (9.3, 17.8)
8.9 (4.8, 16.1)
7.0 (4.1, 11.9)
11.6 (6.6, 19.5)

209
1538

68.0 (64.1, 71.6)
55.7 (49.9, 61.4)

23.1 (19.8, 26.7)
28.8 (23.7, 34.5)

9.0 (6.9, 11.6)
15.5 (11.5, 20.4)

544
608

64.5 (59.8, 69.9)
60.9 (55.2, 66.3)

24.9 (20.4, 30.0)
26.9 (22.1, 32.3)

10.6 (7.1, 15.6)
12.3 (9.0, 16.6)

595

67.0 (61.3, 72.2)

23.0 (18.4, 28.3)

10.1 (7.3, 13.8)

Limitations

Note. CI = confidence interval.
a
Defined as the sum of no emotional support, no functional support, having too much or too little time with child, and trouble
paying for child care. Stressors not showing independent associations with poor mental health were not included.
*P < .05; **P < .01; ***P < .001.

families with young children.36 There are
many potential community-based approaches
to assisting families; however, research is required to assess the impact and cost-effectiveness of such programs.37
Given that parenting stressors increase the risk
of symptoms indicating poor mental health,
health care providers that serve families with
young children can play a role in addressing
stressors. The frequent interactions between such

health care providers and families represent
important opportunities to screen parents,38–40
discuss their mental health needs, and refer
them to relevant services in the community.
Family practitioners and pediatricians can
discuss parenting stressors as well, especially
those that involve a high risk for poor mental
health. Should these doctors suspect parents
of having mental health problems such as depression, the parents can be screened or
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Our study had several limitations. First, our
use of secondary NSECH data limited the
scope of our study as well as our ability to
control for potential confounders such as parents’ physical health, children’s developmental
transitions, and changes in children’s health
status that could have influenced depressive
symptoms. Second, the NSECH response rate
of 65.6% may have affected the generalizability of our results; however, the survey
weights we used in the analyses were designed to adjust for nonresponse. Third, because our data were cross-sectional, they did
not allow for demonstrations of causality.
Fourth, although the parenting stressors we
assessed were associated with poor maternal
mental health, relationships may have been
bidirectional. For example, depressed parents
may have had greater difficulty obtaining
social support, feeling satisfied with the
amount of time they spent with their child,
and achieving financial stability. Fifth, our
measure of maternal mental health was based
on self-reported symptoms rather than clinical
diagnoses. However, research has shown that
depressive symptoms are sensitive predictors
of poor child health and development.42 The
Mental Health Inventory does not specifically
measure depression; rather, it assesses general symptoms of common affective problems
that are closely associated with depression.43
Therefore, our data should be viewed with
caution until causality is established through
prospective studies involving clinical assessments of depressive symptoms and more objective measures of parenting stressors.
Sixth, the findings of this study can be generalized only to mothers of young children,
even though the stressors examined here may
be equally common among fathers and parents of older children. Finally, because of the
small number of fathers who took part in the
NSECH, we focused only on mothers. Future
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research is needed to examine the effects of
parenting stressors on paternal mental health.

KT, Schuster MA, eds. Child Rearing in America: Challenges Facing Parents With Young Children. Cambridge,
England: Cambridge University Press; 2000:217–259.

Conclusions

2. Murray CJL, Lopez AD, eds. The Global Burden of
Disease: A Comprehensive Assessment of Mortality and
Disability From Diseases, Injuries, and Risk Factors in
1990 and Projected to 2020. Cambridge, Mass: Harvard
School of Public Health; 1996.

Our findings showed that parenting stressors related to social and financial factors and
child health care are commonly reported by
mothers with young children, especially lowincome mothers and those who are members
of racial/ethnic minority groups. Social and
financial parenting stressors increase the risk
of poor maternal mental health, and mothers
who report multiple stressors are at particularly high risk. Minimizing these types of
stressors in families with young children may
require shifting societal resources to support
programs such as TANF, WIC, and child care
support; family leave; and community programs. Further efforts can focus on encouraging primary care providers to identify parenting stressors, screen parents for depression,
and help them gain access to available resources in the community.
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