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Abstract
Objective—Children of mothers with mental illness are at risk for multiple untoward outcomes,
including child maltreatment and foster care placement. The purpose of this analysis was to
determine the association between maternal mental illness and children’s long term safety and
stability.

Methods—A multi-sector administrative dataset from the Department of Social Services (DSS)
and Department of Mental Health (DMH) was analyzed. The sample was 4,895 low income
families (mother and child dyads) first reported to child welfare in 1993 or 1994. Families were
followed until March of 2009. Dates of new report and foster care placement were obtained from
DSS data. ICD-09 or ICD-10 diagnostic codes were obtained from Department of Mental Health
data. Schizophrenic disorders, episodic mood disorders, anxiety disorders and personality
disorders were examined.

Results—New reports were more likely for children of mothers with mental illness, regardless of
diagnosis. While overall 67% of children had a new report over the course of their childhood, rates
ranged from 80–90% for children of mothers with mental illness and occurred within a shorter
time frame than for other children. In the multivariate models, mood (HR=1.41, p<.001) and
anxiety disorders (HR=1.32, p<.05) placed children at greater risk for new reports. The proportion
of children with foster placements was more than double for children of mothers with mental
illness than for other children. In the multivariate model, anxiety disorders were strongly
associated with the risk of placement (HR = 1.75, p < .001).

Conclusions and Practice Implications—Important differences in safety and stability were
found between children of mothers with and without mental illnesses, as well as some variability
across diagnoses. Since these mothers had already received services our findings suggest that
access is not enough. The services they are receiving or have received may be an ineffective
approach to helping them parent safely.
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Introduction
Mental illness affects a substantial portion of the US population. Annual prevalence among
adults is 18% for anxiety disorders, 7% for major depression, 3% for bipolar disorder, and
1% for schizophrenia (Kessler, Chiu, Demler, & Walters, 2005; Regier et al., 1993). Nearly
4% of adults have antisocial personality disorder (Compton, Conway, Stinson, Colliver, &
Grant, 2005) and 2% have borderline personality disorder (Swartz, Blazer, George, &
Winfield, 1990). Of further concern is that two-thirds of women with mental illness are
mothers (Nicholson, Beibel, Hinden, Henry, & Stier, 2001) and maternal mental illness can
have negative consequences for children. The purpose of this analysis was to examine the
association between maternal mental illness and children’s long term safety and stability.

Mental illness influences parenting behaviors, which affect child safety. Depression elevates
the risk of coercive or hostile parenting, and corporal punishment (Chung, McCollum, Elo,
Lee, & Culhane, 2004; Lovejoy, Craczyk, O’Hare, & Neuman, 2000; Lyons-Ruth, Wolfe,
Lyubchik, & Steingard, 2002; Shin & Stein, 2008). Mothers with schizophrenia are less
responsive and emotionally involved with their children than depressed mothers and mothers
without mental illness---although depressed mothers have lower quality interactions than
undiagnosed mothers (Goodman & Brumley, 1990). Mothers with borderline personality
disorder are less sensitive to their children’s needs, and experience more distress in their
parenting role than mothers without this disorder (Newman, Stevenson, Bergman, & Boyce,
2007). Mothers with antisocial personality disorder also tend to engage in lower quality
parenting (Simons, Beaman, Conger et al., 1993).

Furthermore, anxious mothers demonstrate less warmth, more criticism, and higher levels of
control toward their children (Moore, Whaley, & Sigman, 2004); anxious mothers are also
more disengaged from their children than non-anxious mothers (Woodruff-Borden, Morrow,
Bourland, & Cambron, 2002).

Mental illness is associated with heightened risk of child maltreatment. Analysis of the
National Institute for Mental Health’s Epidemiologic Catchment Area survey demonstrated
that maternal depression places children at risk for abuse (Chaffin, Kelleher, & Hollenberg,
1996). Others have found a similar association between maternal depression and
maltreatment (Kotch, Browne, Dufort, & Winsor1999; Sheppard, 1997; Windham et al.,
2004). Children of parents with depression or schizophrenia are 2 times more likely to
experience abuse than children of parents without mental illness; children of parents with
antisocial behavior are 6 times more likely to experience abuse (Walsh, MacMillan, &
Jamieson, 2002). Parents with undifferentiated mental illness are also 2 times more likely to
abuse and neglect their children (Brown, Cohen, Johnson, & Salzinger, 1998). This
maltreatment risk suggests that a high proportion of mothers entering the child welfare
system have a mental disorder.

Moreover, children of mothers with mental illness have an increased likelihood of foster
care placement. Among Medicaid-eligible mothers in one urban city, mothers with a serious
mental illness (defined as schizophrenia or a major affective disorder) were 2.8 times more
likely to have their child placed into out of home care than mothers without a serious mental
illness (Park, Solomon, & Mandell, 2006). Nationally, children of caregivers with serious
mental health problems identified by their child welfare caseworker were more likely to be
placed into substitute care than other children (US DHHS ACF, 2005). Overall, estimates---
albeit dated---indicate that between 70 and 80% of mothers with serious mental illness will
experience the placement of a child into foster care (Burton, 1990).

The evidence of impaired parenting among mothers with mental illness is not without
limitations. Much of what is known is based on research using small sample sizes
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(Nicholson et al., 2001) and relies on self-report of mental disorders. Furthermore, with few
exceptions (Lewin & Abdrbo, 2009; Mowbray, Oyserman, Bybee, & MacFarlane, 2002),
researchers have not differentiated between diagnoses, instead aggregating disorders into a
single category---a practice that assumes “homogeneous effects on parenting” (Lewin &
Abdrbo, 2009, p. 201). Depression and schizophrenia are the focus of most research in this
area, while personality disorders and anxiety have had limited attention.

Finally, while substantial research has examined recurrent maltreatment (e.g., DePanfilis &
Zuravin, 1998; English, Marshall, Brummel, & Orme, 1999; Fluke, Yuan, & Edwards,
1999), only limited attention has been given to mothers with a mental disorder in the child
welfare system, despite the high rates of mental illness among this population. These
families are also likely to be facing parenting barriers due to poverty (Drake & Zuravin,
1998). We know comparatively little about whether maternal mental illness has an impact
on child safety and stability beyond the role of poverty. This hampers the ability to
effectively and efficiently target intervention for this high risk group.

This study helps overcome these gaps. We conducted a longitudinal analyses of a large
sample of children and their mothers (n = 4,895) using a multi-sector administrative
database from the Department of Social Services (DSS) and the Department of Mental
Health (DMH) in one Midwestern state. We focused on low income families with at least 1
maltreatment report and followed them for over a decade. This study advances knowledge
by examining the risk of maltreatment recurrence associated with specific types of maternal
mental disorders. Two hypotheses were tested: (1) Risk of new maltreatment reports is
higher for children of mothers with mental illness than for children of mothers without
mental illness; and (2) Risk of foster care placements is higher for children of mothers with
mental illness than for children of mothers without mental illness. We also examined the
following research question: Does the relationship between maternal mental illness and child
outcomes vary by diagnosis (schizophrenic disorders, episodic mood disorders, anxiety
disorders, and personality disorders)?

Methods
Data were extracted from state electronic information systems. While administrative data on
services use and service system contact cannot be used to assess unmet need and lacks the
ability to measure neurochemical or biological mechanisms discussed in theories of chronic
exposure to stress, the data have several strengths. Administrative data allow for precise
dating of maltreatment allegations and mental health treatment, avoiding the difficulties in
retrospective recall of maltreatment and/or services encountered in the past (Hoagwood,
Horwitz, Stiffman, et al., 2000; Widom, Raphael, & DuMont, 2004).

DMH data, obtained through mid-2006, included fee-for-service records submitted by public
and private contracted agencies (16 psychiatric facilities and 400 community mental health
centers). Although exact estimates of the proportion of mental health services funded by this
agency were unavailable, it is likely that most low-income individuals that received services
did so through these facilities and were captured in this analysis. DSS data included income
maintenance, Medicaid reimbursed mental health care prior to 1995, maltreatment reporting,
and child welfare services through March, 2009. Death records were available from vital
statistics to allow for censoring out children who died during the study period. A common
state-level identifier was available for most of the data; when this common identifier was
unavailable matching procedures were used. Data were matched according to personal
identifying information, including the first four letters of first and last name, as well as date
of birth. Several procedures were followed to ensure accuracy of the match: (1) agency
personnel were consulted, (2) results were compared against known and expected rates when
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available, and (3) data elements existing in multiple data bases were continually checked for
inconsistencies. After matching was completed, the PI of the parent study removed all
identifiers; hence no personal identifiers were retained in the data analyzed for this study.
The study was approved by the Washington University Human Research Protection office.

Sampling
Data were drawn from a larger study of poor and maltreated compared to poverty only
children. In the parent study families were limited to those whose children were all under the
age of 12 and living at home (not in foster care) at the time of sampling. This age range was
chosen to match the only similar study of its kind at the time of initial sampling (Widom,
2000) and to be able to track a child’s first entry into foster care. Moreover, families without
older children in the home were selected to preclude contamination of outcomes like
delinquency. This decision drew upon peer contagion theory. That is, children whose older
siblings had problems may themselves be more likely to develop problems. One child was
randomly selected within families; therefore, children were not nested within mothers and
observations were independent.

Only the low income and maltreated (as measured by a first maltreatment report in 1993 or
1994) sample group was used. This is because of our focus on understanding families
involved in child welfare and because the available mental health data did not include
private payer options that would be available to higher income families. Further exclusion
criteria were: (1) a limit to children born between 1987 and 1994 because Medicaid data
were not available prior to 1987, (2) families with the father identified as the primary
caregiver (n=124) because it is rare for father-only families to receive income maintenance
and there were too few for multivariate analyses, and (3) families with racial or ethnic
identities other than African American or Caucasian (n=40). This group was small due to the
demographics of the study region and too heterogeneous to analyze as a single group. A
total of 4,895 mother-child dyads were included in analyses.

Outcome measures
Safety was measured by new maltreatment reports made to the DSS Children’s Division
(CD) more than 7 days after the first report and before March, 2009. Reports occurring
within 7 days were considered to be related to the same incident and not a separate report.
Stability was measured by foster care placements occurring after the first report and before
March, 2009. Placement could have occurred as a result of the first report or later following
a subsequent report. The dates on which the report or placement occurred were obtained
from the DSS data. The entire study window was 1993 to 2009---approximately 15 years.

Mental illness measures
Mothers were identified as having a mental disorder if she had: (1) received services from a
public or private contract agency reimbursed through Medicaid or other DMH funds, and (2)
been assigned the ICD-09/ICD-10 diagnostic code for a diagnosis considered here:
schizophrenic disorders, episodic mood disorders (major depressive and bipolar mood
disorders), anxiety and dissociative disorders, and personality disorders (borderline and
antisocial personality disorders). These diagnoses were selected due to evidence of their
influence on parenting, as well as their prevalence rates. Others were available in the data;
however, small numbers precluded meaningful subgroup analysis.

Other measures
Maltreatment types of the first report were obtained from the DSS data and classified into
physical abuse, neglect or sexual abuse. For the multivariate models dummy coding was
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used to create two dichotomized categories: neglect (yes/no) or physical abuse (yes/no).
Referral to services after the first report included services initiated within 45 days of the
report but prior to a second report. Service categories were none, family centered (FC)
services, family preservation (FP) services, FP services and foster care, and foster care. FC
services included a range of treatment/support services. FP services were intensive, crisis-
oriented in-home services provided over a short period of time. The combined FP services
and foster care classification was created to account for families that received FP services
followed by foster care placement after the first report but before a second report. Census
track median income was used as a proxy for family income and was based on 1990 census
data (as this was closest to the study start years of 1993 to 1994).

Analysis strategy
Data were analyzed using SAS 9.2. Independent variables in the statistical models were the
mental disorders considered in this study. Demographics, census track median income,
maltreatment type and services received after first report were included.

Frequencies and means were calculated to describe the sample at the time of the first report.
Outcomes for children of mothers with and without mental illness were compared using
Pearson chi-square tests. Primary analyses were conducted using event history analysis
(Allison, 1995). The Kaplan-Meier method was used to test differences in survival rates
according to mental disorders and check for possible violations of proportionality prior to
multivariate analyses. Log-rank test of equality was used to test for differences between
groups. Survival curves are presented to show the rate of new reports or foster care entry
over time. The area under the curves represents those with no recurrence or entry into care.
Cox regression modeling was used to examine predictors of new maltreatment reports and
foster care placement controlling for a child’s time at risk. We also controlled for clustering
by census track to appropriately adjust the standard errors to account for inter-cluster
correlations. Hazard ratios (which are interpreted similarly to odds ratios) are reported.

Results
Case characteristics

Mean child age at time of first report was 4.7 years (SD = 3.3); mean age of the parent was
23.7 years (SD = 6.3). Most children were African American (75.8%) and had a mother
without a high school degree at the onset of the study (62.8%; Table 1). Child gender was
evenly distributed. Two-thirds (67.0%) of families were first reported to child protective
services due to neglect compared to 26.1% who were reported for physical abuse and 6.8%
who were reported for sexual abuse. Most families did not receive any child welfare services
following their first report (79.3%).

One percent of the women in our study (n= 50) were diagnosed with a schizophrenic
disorder, 3.0% (n=148) with an episodic mood disorder, 1.6% (n=76) with an anxiety
disorder, and 0.9% (n=46) with a personality disorder. Bivariate associations between
disorder and outcomes are shown in Table 2. Overall, 67.0% of the children experienced a
new maltreatment report and 23.6% had at a foster care placement over the study period.
Children of mothers with mental illness were even more likely to have new reports, as well
as foster care placements. For each of the diagnoses, between 80 and 90% of the children
experienced a new report compared to approximately 66% for children of undiagnosed
mothers. At least half of children of mothers with schizophrenic and anxiety disorders
experienced foster care placements compared to a quarter of children of undiagnosed
mothers.
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Survivor curves
Survivor curves for new maltreatment reports and foster care placements by mental disorder
are shown in Figures 1–4. The x-axis is the time (in years) between study entry and event
(i.e., new report or placement into care). The y-axis is the survivor distribution or percentage
of cases without the event. New report and foster care placement are included in the same
figure; comparisons should only be made between similar events. For example, when
interpreting Figure 1, the reader should only compare the lines for no diagnosis: new report
to diagnosis: new report. Likewise the reader should only compare the lines for no
diagnosis: foster care placement to diagnoses: foster care placement. Times to new report
were significantly different for mothers with and without schizophrenic disorders (Figure 1),
mood disorders (Figure 2), anxiety disorders (Figure 3) and personality disorders (Figure 4).
Children of mothers with diagnosed mental disorders all had higher rates of new reports
over time; however, the recurrence rate for children whose mothers had schizophrenic or
personality disorders had a much faster initial recurrence rate (as indicated by the steep
downward trend in the curve indicating mental health disorder compared to those without).
In contrast, the curves of mood disorders and anxiety disorders reveal initially similar
patterns of new reports for children of mothers with and without diagnoses. Half of children
of mothers with schizophrenic, mood and anxiety disorders experienced a new report prior
to 2½ years following the first report. It took approximately 5 years for this proportion of
children of undiagnosed mothers to experience a new report. Times to foster care
placements were significantly different for mothers with and without schizophrenic
disorders (Figure 1), mood disorders (Figure 2), anxiety disorders (Figure 3) and personality
disorders (Figure 4). The initial risk was much greater for children of mothers with episodic
mood disorders than for children of undiagnosed mothers. The curves then took on a similar
shape but with constant differences in survival rates over time.

Cox regression models
When modeling a new maltreatment report as a proxy for safety, episodic mood disorders
and anxiety disorders were associated with new reports (Table 3; Wald χ2 [sandwich] =
292.27, p < .001). The statistically significant hazard ratios (HR) of 1.41 and 1.32 indicated
that the risk of new reports was higher for children of mothers with mood disorders and
anxiety disorders, respectively, compared with children of non-diagnosed mothers. Although
bivariate analyses revealed an increased risk for new reports among children of mothers with
schizophrenic or personality disorders, the increased risk was mitigated when controlling for
other case characteristics in the multivariate model. Other variables were significant in the
model. For every $10,000 increase in the median family income within the census track in
which the family lived, the risk of a new report was lowered (HR = 0.91). Additionally, for
every one year increase in the child’s age, the risk of a new report was lowered slightly (HR
= 0.98). Children of mothers without a high school education (HR = 1.23) and whose first
report was for neglect (HR = 1.27) were more likely to have a new report. Receiving FC
services immediately after a first report was also associated with a lower risk of re-report
(HR = 0.52). Of note, when income and other case characteristics were taken into account
within the multivariate models, African American children were less likely to have a new
report than Caucasian children (HR = 0.89).

When modeling entry into foster care as a proxy for stability (Wald χ2 [sandwich] = 210.16,
p < .001), children of mothers with anxiety disorders were more likely to have foster care
placements than children of undiagnosed mothers (HR = 1.75); the other diagnoses were not
significant in this model. African American children were 1.3 times more likely to be placed
in foster care than Caucasian children (HR = 1.26); younger children had a higher risk of
placement than older children (HR = 0.94). Children of mothers without a high school
education were more likely to be placed into foster care than children of mothers with a high
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school education (HR = 1.34). The risk of a foster care placement was substantially lowered
for families living in census tracts with higher median incomes (HR = 0.85).

Discussion
This study is strengthened by its ability to follow low income families for 15 years and
provides insight into the risk to child safety and stability introduced by maternal mental
illness. At first glance it appears that the rates of mental disorders found in this study of
families who have entered the child welfare system are substantially lower than national
estimates for all but schizophrenic disorders, which are 1% here and in the general
population (Regier et al., 1993). However, the national estimates of episodic mood disorders
and anxiety disorders are based on self-report measures (Kessler et al., 2005). DMH data
were used in the current study to identify mothers with a diagnosis received through a
mental health service system. It is likely that we capture the more serious cases.
Comparisons with national estimates confirm this. Kessler and colleagues (2005) report
prevalence rates of 4% for serious anxiety disorders, 2% for major depressive episode and
2% for bipolar disorder (4% for major depression and bipolar disorders combined). These
estimates are much closer to our findings. Mothers with more severe disorders may be those
who pose the greatest threat to their children’s safety and stability. Furthermore, the majority
of mothers were diagnosed after the first maltreatment report---an indication that child
welfare entry may serve as a gateway to mental health services for some mothers.

Although the sample was comprised entirely of low income families, variability in income
(as measured by the census track median income) contributed to the safety and stability of
children. Children living in census tracks with lower median income were at greater risk for
both new maltreatment reports and placement into foster care.

Mental illness and reports
Analyses supported our first hypothesis. Overall, findings indicate that following low
income families who have been reported for child maltreatment for many years yields high
rates of recurrent maltreatment. In fact, two-thirds of the families in our study had at least 1
new report between 1993 and 2009. This risk was even higher for children of mothers with
mental illness. Analyses also determined that recurrence rates varied by diagnosis.

The increased risk associated with schizophrenia and personality disorders was no longer
significant when statistically controlling for demographics, case characteristics and other
disorders; mood and anxiety disorders remained significant. This finding suggests that these
two disorders are particularly potent as predictors of new reports. That depression is
important is consistent with extant literature. Comparisons are not possible for anxiety due
to lack of literature. Given its import, this relationship warrants further research to determine
if this is consistent for other populations and regions.

Mental illness and foster care
African American children were more likely to be placed in foster care than Caucasian
children. The over-representation of Black children in foster care has been clearly
demonstrated elsewhere (Derezotes & Poertner, 2005) and further discussion of this
relationship is outside the scope of the current study. Our second hypothesis was also
confirmed. The risk of foster care placement was higher for children of mothers with mental
illness than for children of mothers without mental illness. Consistent with the literature
(Burton, 2009; Nicholson et al., 2001), we found high rates of foster care placement for
children of mothers with mental illness. Again variation was found by diagnosis. Depending
on the diagnosis, up to half of children experienced at least 1 foster care placement; the
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highest rates were for children of mothers with schizophrenia or anxiety. These high rates
are more than twice the rate for other children. The risks associated with each disorder
except anxiety, however, are diminished when statistically accounting for other
characteristics and disorders. Foster care placement was nearly twice as likely for children
of mothers with anxiety disorders. The role of anxiety as a strong indicator is consistent for
both safety and stability. Schizophrenia’s lack of significance is surprising given other
findings that placement is highly associated with this disorder (Burton, 2009). This may, in
part, be associated with the fact that these mothers are receiving services. It is possible that
greater attention is given to parents with such disorders or that they have assistance in the
home from another caretaker.

The non-significance of some disorders in our statistical models suggests that it is not the
disorder itself that impedes safety and stability, but it is the contribution of other factors---
unmeasured in this study---that coexist in households with maternal mental illness. Further
investigation is needed to better understand the complex associations between mental illness
and maltreatment risk.

Limitations
It is possible that mothers in the study had received mental health services and been
diagnosed with a mental disorder through a non-publicly funded agency and were not
captured in the study. Although this may result in an underestimation of mental illness, we
believe that we have largely mitigated this by limiting study inclusion to low income
families. Further if this was occurring for significant numbers of mothers in the non-
diagnosed group, one would expect a lack of significant differences. This was not the case.
We also were unable to include information about severity and chronicity of mental
disorders or treatment quality. Small sample sizes prevented our ability to separately analyze
outcomes according to whether the initial diagnosis occurred prior to the first contact with
child welfare or after. Future studies should attempt to examine whether the timing of
mental health services has an effect on safety and stability. Small sample sizes may also
have impeded our power to detect significant differences. That is, if we had higher numbers
of mothers with schizophrenia and personality disorders in our data, it is possible that the
hazard ratios for these two disorders for foster care placement would have been statistically
significant.

Our 15-year follow-up period is a positive attribute of the study; however, it does also
introduce the potential for sample attrition due to mobility. These concerns are diminished
by analysis of the parent study’s complete dataset which demonstrated that families in the
study are mobile, but typically only move short distances. Therefore, we believe the vast
majority do not relocate outside of the area. Furthermore, the metropolitan region from
which our sample was drawn has very low levels of outmigration (Tranel, 2000). While the
multi-sector administrative database allowed us to include specific information not available
elsewhere, it precluded the inclusion of some potentially informative contextual information.
We were unable to assess the role of protective factors such as realistic expectations about
children, ability to read children’s cues and social support, and additional risk factors such
as parental stress (Azar, Robinson, Hekimian, & Twentyman, 1984; Crittenden, 1988;
Belsky, 1993). These factors may have mediated the relationship between mental disorder
and child outcomes. Additionally, data on families’ actual income were unavailable in the
dataset. Although inclusion of census track median income strengthened our analyses, it is a
proxy measure and lacks precision.
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Practice implications
Maternal mental illness impedes the long term safety and stability of children in the child
welfare system. Study implications extend beyond the need for improved access to mental
health services. Analysis of this services data provided the opportunity to examine outcomes
for children of mothers with mental illness who had already accessed mental health services.
While it is possible that following an initial diagnosis, the mental illness may have
spontaneously remitted or responded positively to treatment, the large differences in safety
and stability found between children of mothers with and without mental disorders suggest
that access to services is not enough. The services they are receiving are either ineffective or
are insufficient. Coordination between child welfare and adult mental health services is
necessary (Alakus, Conwell, Gilbert, Buist, & Castle, 2007; Nicholson et al., 2001). Mental
health practitioners may be unaware that their client is a parent and mothers may be
reluctant to disclose problems they are having with their children (Cowling, Luk, Mikeshkin,
& Brileson, 2004). Better assessment of parenting competence is needed (Ackerson, 2003;
Mowbray et al., 2002). Emerging efforts have begun that seek to develop interventions to
meet maternal mental health needs and promote safe and stable environments for their
children (Nicholson, Hinden, Biebel, Henry, & Katz-Leavy, 2007). Additional efforts are
needed to further test these interventions and to disseminate them more broadly.
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Figure 1. Survivor Function Estimated by Kaplan Meier Method: Stratified by Schizophrenic
Disorders
New Report: Log Rank chi-square = 7.20, p < .01; Log Rank chi-square = 24.85, p < .001
Note: DX = diagnosis, Rpt = new report, FC = foster care placement. The lines do not
represent mutually exclusive groups; cases with a new report may also have a foster care
placement.
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Figure 2. Survivor Function Estimated by Kaplan Meier Method: Stratified by Episodic Mood
Disorders
New Report: Log Rank chi-square = 24.68, p < .001; Log Rank chi-square = 22.68, p < .001
Note: DX = diagnosis, Rpt = new report, FC = foster care placement. The lines do not
represent mutually exclusive groups; cases with a new report may also have a foster care
placement.
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Figure 3. Survivor Function Estimated by Kaplan Meier Method: Stratified by Anxiety
Disorders
New Report: Log Rank chi-square = 23.33, p < .001; Log Rank chi-square = 38.60, p < .001
Note: DX = diagnosis, Rpt = new report, FC = foster care placement. The lines do not
represent mutually exclusive groups; cases with a new report may also have a foster care
placement.
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Figure 4. Survivor Function Estimated by Kaplan Meier Method: Stratified by Personality
Disorders
New Report: Log Rank chi-square = 7.80, p < .01; Log Rank chi-square = 16.19, p < .001
Note: DX = diagnosis, Rpt = new report, FC = foster care placement. The lines do not
represent mutually exclusive groups; cases with a new report may also have a foster care
placement.
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Table 1

Case Characteristics

Characteristic (number missing) Frequency Percent

Child Gender (0) … …

 Female 2403 49.1

 Male 2492 50.9

Child Race (40) … …

 Caucasian 1174 24.2

 African American 3681 75.8

Parent High School Education (7) … …

 Less than high school education 3068 62.8

 High school education or more 1820 37.2

Maltreatment Type of First Report (3) … …

 Neglect 3279 67.0

 Physical abuse 1279 26.1

 Sexual abuse 334 6.8

Child Welfare Services Following First Maltreatment Report (0) … …

 None 3881 79.3

 Family Centered Services 608 12.4

 Family Preservation Services (FPS) 127 2.6

 FPS and foster care 45 0.9

 Foster Care Placement without FPS 234 4.8
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Table 2

Association between Maternal Mental Disorder and Safety and Stability Measures

Diagnosis(ICD-9/ICD-10 Code)

New Maltreatment Report Foster Care Placement

Yes Yes

Total 67.0% 23.6%

Schizophrenic Disorders (295) … …

 Yes 80.0%* 50.0%***

 No 66.9% 23.3%

Episodic Mood Disorders (296) … …

 Yes 84.5%*** 39.2%***

 No 66.5% 23.1%

Anxiety and Dissociative Disorders (300) … …

 Yes 89.5%*** 52.6%***

 No 66.7% 23.1%

Personality Disorders (301) … …

 Yes 84.8%** 47.8%***

 No 66.8% 23.4%

*
p < .05

**
p < .01

***
p< .001
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Table 3

Cox Regression Models of Safety and Stability

New Maltreatment Report Foster Care Placements

Hazard Ratio (95% CI) Hazard Ratio (95% CI)

Census track median income 0.91 (0.87, 0.94)*** 0.85 (0.80, 0.91)***

Child age 0.98 (0.96, 0.99)*** 0.94 (0.92, 0.96)***

Child race (African American: Caucasian) 0.89 (0.81, 0.97)* 1.26 (1.07, 1.48)**

Child gender (Male: female) 1.00 (0.93, 1.07) 1.06 (0.94, 1.19)

Mother age 1.00 (0.99, 1.01) 1.03 (1.02, 1.04)***

Mothers education (less than high school education: high school or more) 1.23 (1.14, 1.33)*** 1.34 (1.18, 1.53)***

Physical abuse (yes: no) 1.11 (0.95, 1.29) 1.25 (0.93, 1.67)

Neglect (yes: no) 1.27 (1.10, 1.47)*** 1.24 (0.94, 1.63)

Family centered services (yes: no)a 0.52 (0.47, 0.59)*** …

Schizophrenic Disorders (yes: no) 1.02 (0.70, 1.48) 1.37 (0.83, 2.25)

Episodic Mood Disorders (yes: no) 1.41 (1.16, 1.73)*** 1.16 (0.79, 1.70)

Anxiety Disorders (yes: no) 1.32 (1.01, 1.73)* 1.75 (1.18, 2.60)**

Personality Disorders (yes: no) 0.97 (0.68, 1.40) 1.26 (0.76, 2.10)

a
Some children went into foster care after the first report resulting in a 0 probability of receiving Family Centered Services after the first report.

This variable was therefore excluded from the foster care placement model.

*
p<.05

**
p<.01

***
p<.001
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