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Abstract

Teenage childbearing (ages 15–19) represents a significant public health issue that can generate 

considerable deleterious, multigenerational consequences for teen-childbearing mothers and 

their offspring. However, few studies have examined the potential mediating mechanisms that 

may explain if and how teen childbearing is associated with the development of offspring 

psychopathology. The current study used a developmental model to test the mediating role 

of chronic child maltreatment in the relationship between teen childbearing and offspring 

internalizing symptoms in childhood and emerging adulthood. Participants were 384 individuals 

from socioeconomically-disadvantaged, ethnically-diverse backgrounds, assessed across two 

longitudinal waves of data (i.e., ages 10–12 and 18–20). The sample included maltreated and 

nonmalreated children all of whom were comparable on family income. Structural equation 

modeling (SEM) was conducted to test direct and indirect pathways from teen childbearing 

to offspring psychopathology. A multigenerational developmental cascade was found such 

that individuals born to mothers who began their childbearing in adolescence were more 

likely to experience chronic maltreatment during childhood, which in turn predicted greater 

internalizing symptoms throughout childhood and emerging adulthood. Using a developmental 

psychopathology framework, results are discussed with regard to implications for prevention and 

early intervention.
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Introduction

Teenage childbearing (15–19-years-old) represents a significant public health issue with 

substantial societal burden and deleterious, multigenerational consequences for the teenage 

mothers and their offspring (Coyne & D’Onofrio, 2012). The considerable toll of teen 

childbearing signals a need for additional research on both the immediate and long­
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term outcomes of this phenomenon. Despite scientific evidence that teen childbearing 

negatively influences offspring outcomes (Coyne & D’Onofrio, 2012; D’Onofrio et al., 

2009; Fergusson & Woodward, 1999; Mollborn & Dennis, 2012; Mollborn, 2017), the 

empirical literature has historically focused on the effect of teen childbearing on the 

adolescent mothers themselves (see Coyne & D’Onofrio, 2012 for a review). For more 

clarity, a greater understanding of the proximal and distal factors that contribute to risk 

for teen pregnancy (e.g., socioeconomic disadvantage or psychopathology), as well as how 

teen childbearing influences the adolescent trajectories of the mother (e.g., low educational 

attainment or depression), are essential. However, in comparison, the extant literature has 

given less attention to investigating the long-term sequelae of teen childbearing on the 
offspring, an equally vital research area and the primary purpose of the current study.

Offspring Outcomes

The offspring of teen mothers experience a wide range of negative outcomes starting in 

the neonatal period and extending into adulthood (Fergusson & Woodward, 1999; Mollborn 

& Dennis, 2012). These outcomes encompass challenges in offspring cognition (Khatun 

et al., 2017), academic success (Dahinten et al., 2007; Hardy et al., 2006), interpersonal 

interactions (Pogarsky et al., 2006), and general life outcomes (Mok et al., 2017; Pogarsky 

et al., 2006). Although a range of negative academic, sociological, and economic outcomes 

have been identified for the offspring of teen mothers (see Coyne & D’Onofrio, 2012 for 

a review), the extant literature examining offspring psychopathology as a resultant adverse 

consequence of teen childbearing is more limited.

To date, studies on offspring psychopathology have primarily accentuated offspring 

externalizing psychopathology. Indeed, compared to the offspring of non-teen parents, 

the offspring of teen-childbearing parents demonstrate more externalizing symptoms (see 

Coyne & D’Onofrio, 2012 for review) including hyperkinetic disorders (e.g., Chang et 

al., 2014), aggression (e.g., Pogarsky et al., 2006), violent offending (Jaffee et al., 2001), 

criminal offending (Mok et al., 2017), and elevated levels of drug use (e.g., Coyne et al., 

2013). Moreover, research suggests that these effects on offspring persist after adjusting for 

confounding factors associated with teen pregnancy risk, such as poverty or family-level 

factors (Coyne & D’Onofrio, 2012; D’Onofrio et al., 2009).

Compared to the preponderance of findings on externalizing symptoms, there is only 

minimal evidence for the effect of teen childbearing on offspring internalizing symptoms. 

Shaw et al. (2006) revealed that the offspring of teen mothers have more internalizing 

symptoms at 14-years-old after accounting for maternal internalizing symptoms and 

family characteristics (Shaw et al., 2006). Relatedly, Harden et al. (2007) employed 

a quasi-experimental design to control for potential confounding variables and found 

that adolescent motherhood significantly predicted offspring internalizing symptoms (i.e., 

depressive episode criteria). Further, teen childbearing is associated with increased suicide 

risk in offspring (Mok et al., 2017). Finally, research by Fergusson and Woodward (1999) 

showed that the offspring of teen mothers had approximately five times the risk of 

developing anxiety and depressive disorders at 18 years of age.
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Mechanisms

Though there is evidence that teen childbearing is associated with offspring 

psychopathology, teen childbearing does not ineluctably lead to offspring mental health 

problems and when it does, it is still unclear exactly why or how teen childbearing 

may influence developmental pathways to offspring psychopathology (Mollborn, 2017; 

Mollborn & Dennis, 2012). Consequently, there is an unequivocal need for developmental 

psychopathology-guided research that further examines the putative risk for the offspring of 

teen childbearers to develop psychopathology by revealing possible explanatory mechanisms 

linking the two (Coyne & D’Onofrio, 2012). Thus, although there is existing confirmatory 

research evidence for teen childbearing as a risk factor for offspring psychopathology, this 

simply represents a starting point for further developmental psychopathology analysis to 

reveal mechanisms. Moreover, identifying modifiable mediators can inform and improve 

preventive interventions by detailing specific intervention targets.

A variety of mechanisms may plausibly mediate the association between teen childbearing 

and offspring psychopathology, as teen mothers are more likely to experience subsequent 

social disadvantage, to have lower educational attainment, to be depressed, and to be 

harsh, inconsistent, and unresponsive parents (Coyne & D’Onofrio, 2012; Lee & Gutterman, 

2010; Mollborn, 2017), all of which can lead to psychopathology in the offspring. Though 

some studies have examined parenting quality or compromised parenting as a mediating 

mechanism in the association between teen childbearing and offspring psychopathology 

(Dahinten et al., 2007; Fergusson & Woodward, 1999; Jaffee et al., 2001; Mollborn & 

Dennis, 2012; Pogarsky et al. 2006), there is limited research on the explanatory role of the 

most severe form of parenting dysfunction—child maltreatment (Cicchetti, 2011). In the one 

study examining maltreatment as a mediator, Fergusson and Woodward (1999) found that 

childhood sexual abuse mediated the relationship between teen childbearing and offspring 

internalizing psychopathology, but the study relied on adult retrospective reports of only 

one type of abuse (i.e., sexual abuse) and retrospective reports of maltreatment are known 

to have methodological limitations (Baldwin et al., 2019). The general omission of child 

maltreatment as an explanatory factor is noteworthy, as research suggests that the children 

of teen mothers are at considerable risk for child maltreatment (MacKenzie, Nicklas, 

Brooks-Gunn, & Waldfogel, 2011; Putnam-Hornstein, & Needell, 2011) and maltreatment 

experiences are strongly associated with subsequent psychopathology (Cicchetti, 2011; 

Jaffee, 2017).

There are several reasons why adolescent mothers may be at risk of maltreating 

their children, including maternal history of being maltreated (Bartlett & Easterbrooks, 

2012), maternal psychopathology (Coelho et al., 2013), developmental immaturity (Deater­

Deckard, Wang, Chen, & Bell, 2012), lack of parental support, and a confluence of stressors 

and socioeconomic disadvantages that follow teen childbearing (see Coyne & D’Onofrio, 

2012). Additionally, rather than one single factor, it may be due to a constellation of risk, 

whereby the mounting socioeconomic hardships that follow teen childbearing converge with 

other teen parenting-stressors (e.g., parenting stress, relationship strain, and depression) to 

impart an engulfing strain on these mothers that render their offspring more vulnerable to 

Russotti et al. Page 3

Dev Psychopathol. Author manuscript; available in PMC 2022 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



maltreatment victimization, whether perpetrated by the parent or others (Easterbrooks et al., 

2011).

Categories of Teen Childbearing

Most previous studies examining associations between teen childbearing and offspring 

psychopathology have typically dichotomized the variable into two categories: 1) mothers 

who gave birth to the study target offspring when they were adolescents; and 2) all other 

mothers. However, this dichotomization fails to account for mothers who began childbearing 

in their adolescence, even if they birthed the study target in adulthood. Therefore, this study 

aims to address a limitation by examining teen childbearing as a three-category variable: 

Teen Parent (if the mother was less than 20-years-old when she gave birth to the study target 

offspring); Ever-Teen Parent (the mother of the study target had previously given birth to 

a child as a teenager, but was at least 20-years-old when she gave birth to the study target 

offspring); and Never-Teen Parent (the mother was at least 20-years-old when she gave 

birth to her first child and/or the study target offspring). Other studies have operationalized 

teen childbearing in a similar manner (e.g., Harden et al., 2007; Mollborn & Dennis, 2012; 

Pogarsky et al., 2006). This three-category distinction is important, as women who parent 

a specific child as teenagers (Teen Parents) and/or begin childbearing in their teen years 

(Ever-Teen Parents) may be uniquely different from women who begin childbearing in 

adulthood (Never-Teen Parents).

The contrast of two types of teen parents offers a valuable comparison. For example, if 

the target offspring of Teen Parents have significantly higher rates of child maltreatment 

and internalizing psychopathology than the offspring of Ever-Teen Parents and Never-Teen 
Parents, then the results might suggest that the negative effects of teen childbearing may 

be due to age-related, developmental, or biological factors that are dependent on the 

specific developmental timing of the target child’s birth (Mollborn & Dennis, 2012). Thus, 

one might hypothesize that the effects of teen childbearing on child maltreatment risk 

and offspring psychopathology are transitory and would expire (Pogarsky et al., 2003) 

if the mother delayed childbearing until she was at least 20-years-old. Alternatively, if 

the offspring of both Teen Parents and Ever-Teen Parents have similar risk for child 

maltreatment and psychopathology, then it suggests that teen childbearing at any point in 

the mother’s life may impart risk on all subsequent children and that teen childbearing at any 

time “reflects or initiates enduring circumstances that harm the entire family’s subsequent 

development” (Pogarsky et al., 2003, p. 1250).

Present Study

The aim of the present study was to investigate the mediating role of chronic child 

maltreatment in the relationship between teen childbearing and offspring internalizing 

symptoms in childhood (ages 10–12) and emerging adulthood (ages 18–20) within a 

socioeconomically-disadvantaged, ethnically-diverse sample of children. In doing so, the 

study addresses multiple gaps in the literature.

First, it adds to the existing, but limited, findings regarding the association between teen 

childbearing and offspring internalizing symptoms. Moreover, it examines this relationship 
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across developmental time points spanning the transition from childhood to adulthood. 

To date, only a few studies have observed this relationship beyond the childhood years 

(Fergusson & Woodward, 1999; Mok et al., 2017) and a lifespan view may be particularly 

important because the negative effects of teen childbearing on offspring development may 

worsen over time (Brooks-Gunn & Furstenberg, 1986; Jaffee et al., 2001). Additionally, 

some psychopathologies (e.g., depression) may not fully manifest until late adolescence 

or early adulthood and therefore require a longitudinal investigation (Kingsbury et al., 

2016). Further, a longitudinal design allows for examination of potential continuities and 

discontinuities in offspring internalizing symptoms across development (Cicchetti, 2011).

Secondly, the current study addresses an empirical gap by providing a more differentiated 

perspective on the association between teen childbearing and offspring internalizing 

symptoms by illuminating the presence of an under-examined intervening variable (i.e., 

child maltreatment) that may signify a mechanistic pathway. And, notably, the study 

measures child maltreatment with documented records, rather than retrospective reports.

Thirdly, this study addresses the role of economic disadvantage in the relationship between 

teen childbearing, child maltreatment, and offspring internalizing symptoms by examining 

this relationship within an economically-disadvantaged sample of mothers and children. 

Unmeasured social disadvantage and poverty have been indicated as potential confounding 

factors in the association between teen childbearing and offspring outcomes (e.g., D’Onofrio 

et al. 2009; Mollborn et al., 2014) and the majority of studies that have previously 

examined the meditational role of parenting behavior have also found that poverty accounts 

for a partial effect in the association between teen childbearing and offspring symptoms 

(Dahinten et al., 2007; Fergusson & Woodward, 1999; Mollborn & Dennis, 2012). Thus, 

the current study contributes to the existing literature because it was methodologically 

designed to account for the potential confounding effect of poverty on teen childbearing, 

child maltreatment risk, and internalizing symptoms, respectively.

Methods

Participants

The participants for the current investigation included 384 economically-disadvantaged 

individuals who were assessed across two longitudinal waves of data collection (childhood 

ages 10–12 and young adult ages 18–21). Wave 1 of data collection included 680 maltreated 

(n= 360) and non-maltreated (n =320) children who participated in a research summer camp 

(see Cicchetti & Manly, 1990 for a detailed description of the research camp setting) as 

10–12-year-olds (M = 11.28, SD = .97). At Wave 2, 427 of the original participants were 

followed up at 18–21-years old (M = 20.17, SD= 1.35) and asked to complete a series 

of individual interviews and research assessments. Due to missing data on the predictor 

variable (i.e., teen childbearing status), 384 maltreated (n= 201) and nonmaltreated (n=183) 

participants were included in the final analyses. The participants were racially and ethnically 

diverse (71.6% African-American, 11.8% Caucasian, 12.6% Hispanic, 4.0% biracial/other 

race) and were comparable in terms of gender (50.1% male). The families of participants 

were primarily headed by a single parent (68.7%) and had histories of receiving public 

assistance (96.1%).
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Recruitment

Participants were initially recruited based on documented records of child abuse and neglect 

reports through the Department of Human Services (DHS). A DHS liaison reviewed Child 

Protective Services records and identified children who had been maltreated. Children in 

foster care were not recruited. A random sample of eligible families was selected for 

recruitment. The DHS liaison then contacted eligible families and explained the study to 

parents who were free to either agree to participate or to decline to have their information 

released to project staff. Interested participants provided project staff with informed consent 

for both their child’s participation in the summer camp program and for full access to any 

DHS records pertaining to the family.

A comprehensive and extensive review of DHS records was performed to code for 

maltreatment information using the Maltreatment Classification System (MCS; Barnett, 

Manly, & Cicchetti, 1993), a reliable and valid nosological maltreatment classification 

system (Bolger & Patterson, 2001; Manly, 2005; Manly, Kim, Rogosch, & Cicchetti, 

2001) with operationalized determinations of child maltreatment parameters. The MCS 

criteria yield distinct information on multiple subtypes of child maltreatment (i.e., emotional 

maltreatment, neglect, physical abuse, and sexual abuse).

Maltreated children are predominantly from low-income families (Fourth National Incidence 

Study of Child Abuse and Neglect; Sedlak et al, 2010). Therefore, the DHS liaison identified 

demographically comparable families (i.e., families receiving Temporary Assistance for 

Needy Families) without histories of CPS involvement for recruitment for the non­

maltreated comparison group. As with the maltreated group, the DHS liaison contacted 

a random sample of eligible non-maltreated participants to discuss study details. If 

participants expressed interest, their information was passed to project staff who then 

obtained informed consent from participants to search family DHS records and further 

verify the absence of maltreatment information using the MCS. Further, trained research 

staff completed the Maternal Child Maltreatment Interview (Cicchetti, Toth, & Manly, 2003) 

with all mothers to confirm the lack of maltreatment. If any conflicting information was 

provided that suggested the non-maltreated participants may have experienced maltreatment, 

they were excluded from the comparison group.

Procedures

During Wave 1 of data collection, child participants attended a weeklong, full-day summer 

camp where they engaged in both traditional recreational camp activities and research 

assessments (see Cicchetti & Manly, 1990 for a full description of research camp 

procedures). At camp, participants were assigned to groups of eight (four non-maltreated 

and four maltreated) same-age and same-sex peers. Each individual group was directed by 

three trained camp counselors who were unaware of participant maltreatment status and 

study hypotheses. The trained research staff (i.e., camp counselors) closely interacted with 

the participants in their respective groups for 35 hours in the weeklong camp and then rated 

the children on a number of assessments based on their observations, including measures 

on psychopathology symptoms. Camp counselors would repeat this process throughout six 

consecutive weeks, with new participants each week. In addition, children provided assent 

Russotti et al. Page 6

Dev Psychopathol. Author manuscript; available in PMC 2022 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



to participate in several individual research sessions in which they completed research 

assessments administered by trained research assistants.

At Wave 2, at age 18–20, former camp participants were re-recruited for a follow-up study 

and completed a set of individual, private, center-based research sessions. Research sessions 

were conducted by trained research assistants who were unaware of the participants’ 

maltreatment status and study hypotheses. The research assistants administered an extensive 

battery of assessments, including self-report measures on psychopathology symptoms and 

diagnostic clinical interviews.

Measures

Child maltreatment—Child maltreatment was operationalized with the Maltreatment 

Classification System (MCS; Barnett et al., 1993) during Wave 1. The MCS is a 

multidimensional classification system that is applied to official, documented CPS records. 

This objective measure was developed to assess child maltreatment independently from 

parent-report and potential bias in reporting (Manly, 2005). The MCS is a reliable and 

validated measure of maltreatment (Bolger & Patterson, 2001; Manly, 2005; Manly, et al., 

2001). Specifically, the MCS goes beyond the CPS narratives and labels to systematically 

code dimensions of maltreatment including subtypes experienced, severity, developmental 

timing, and chronicity of maltreatment (Manly, 2005).

Based on the MCS coding system, maltreatment may occur in any or all of the following 

developmental periods: infancy, toddlerhood, preschool, early school age, and later school 

age (Manly, 2005). The number of developmental periods a child has experienced is utilized 

as an index of maltreatment chronicity (Manly, 2005). In this study, child maltreatment 

was examined as a continuous variable that indicates the number of developmental 

periods when maltreatment occurred. The number of developmental periods variable was 

coded on a scale of 0 (no maltreatment) to 5 (maltreatment in all five developmental 

periods). Among the maltreated children (N = 201), 55.2% experienced maltreatment 

in one developmental period, 23.9% in experienced maltreatment in two developmental 

periods, 13.9% experienced maltreatment in three developmental periods, 5.5% experienced 

maltreatment in four developmental periods, and 1.5% experienced maltreatment in five 

developmental periods. The mean score for number of developmental epochs among 

maltreated children is M = 1.74 (SD = 1.00).

To further characterize the maltreatment in this sample, the following indicates the 

percentage of each subtype of maltreatment experienced by those who had been maltreated: 

81.6% neglect, 54.2% emotional maltreatment, 30.8% physical abuse, and 9.5% sexual 

abuse. Among the maltreated children, 42.8% experienced one form of maltreatment, 40.3% 

experienced two forms of maltreatment, 14.9% experienced three forms of maltreatment, 

and 2% experienced four forms of maltreatment. Thus, the majority of maltreated 

children experienced multiple subtypes Additionally, the number of maltreatment subtypes 

experienced was highly correlated with the number of developmental periods in which 

maltreatment occurred (r = .80, p < .001).
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Teen childbearing—The mother’s age at the birth of her child(ren) was determined based 

on information obtained from Department of Human Services records and substantiated via 

maternal self report. Specifically, the mother’s age at birth was calculated by subtracting 

each child’s date of birth (DOB) from her DOB. Teen childbearing was then coded into 

a trichotomous categorical variable: Teen Parent (the mother was < 20-years-old when she 

gave birth to the study target offspring); Ever-Teen Parent (the mother of the study target had 

previously given birth to a child as a teenager, but was > 20-years-old when she gave birth 

to the study target offspring); and Never-Teen Parent (the mother was > 20-years-old when 

she gave birth to her first child and/or the study target offspring). We elected to map onto the 

classification of teen childbearing (i.e., < 20yrs) defined by the Centers for Disease Control 

and Prevention (CDC, 2019). Our ultimate aim is for the findings of this study to translate 

to actionable prevention efforts and early intervention programs designed to provide young 

mothers with the supports to help them recognize their inherent strengths and have resilient 

outcomes for their families.

Child internalizing symptoms (Wave 1)

Child Depression Inventory (CDI; Kovacs, 1982; 2004)—The CDI was utilized to 

assess self-reported child depressive symptoms at the first wave. The CDI is a 27-item 

questionnaire designed to assess depressive symptoms in school-aged children. Children 

are asked to respond to a series of items (e.g., feelings of worthlessness) by selecting 

the response that best describes their feelings within the past two weeks. The CDI is a 

widely-used measure with strong psychometric properties (Kovacs, 2004). The current study 

relied on a summary score of the 27 items as an indicator of internalizing pathology. A 

total sum score equal to or greater than 19 indicates clinical-level depressive symptoms 

(Kovacs, 2004). In the current sample, 7.8% of children had sum scores that met the clinical 

threshold.

Revised Children’s Manifest Anxiety Scale (RCMAS; Reynolds & Richmond, 
1978)—The RCMAS is a widely used 37-item self-report instrument designed to assess 

manifest anxiety reactions in children and adolescents. Participants were asked to respond to 

each of the 28 anxiety items (e.g., “I worry about what other people think about me”) and 

9 Lie items (e.g., “I am always kind”) by indicating if the statement was true (yes = 1) or 

not true (no = 0). The RCMAS has extensive evidence indicating its reliability and validity 

properties (Reynolds & Richmond, 1985). The measure produces a total anxiety score 

and three subscale scores (worry-oversensitivity, physiological arousal, and concentration). 

The present study used the total anxiety score as an indicator of childhood internalizing 

symptomology. In the current sample, 9.8% of children had sum scores that met the clinical 

threshold.

Child Behavior Checklist Teacher Report Form (TRF; Achenbach, 1991)—
Children’s internalizing symptomatology was assessed by camp counselors using the TRF 

at Wave 1. Camp counselors relied on weeklong observations of the children (35 hours) 

to provide an assessment of behavioral disturbance from a non-related adult. The TRF is a 

well-validated and reliable measure (Achenbach, 1991; Achenbach, Dimenci, & Rescorla, 

2003) that assesses internalizing and externalizing symptom domains across 118 items. 
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The TRF can yield validated syndrome subscales and DSM-oriented subscales (Achenbach, 

1991; Achenbach et al., 2003). Children were independently rated by two separate camp 

counselors and the counselor scores were averaged to create one T score for each symptom 

dimension (i.e., internalizing) and counselors had an average interrater reliability of (k) 0.68. 

The internalizing subscale T-score was used as an other-informant indicator for childhood 

internalizing pathology. In the current sample, 8% of children had sum scores that met the 

borderline or greater clinical threshold.

Adult internalizing symptoms (Wave 2)

Adult Self-Report (ASR; Achenbach, 1991)—The ASR is a self-report measure 

of internalizing and externalizing symptoms for adult participants (18–35-years). The 

questionnaire asks participants to rate their symptoms over the last six months across 

120-items on a 3-point scale (0 = not at all; 1 = sometimes; 2 = always). The ASR produces 

normed scales for adaptive functioning, psychological syndromes, internalizing problems, 

externalizing problems, and DSM-oriented scales. All scales are normed for gender and age 

based on nationally-representative samples. The ASR has strong psychometric properties, 

including strong test-retest reliability (r = .80 or greater on all scales; Achenbach, 1991). 

The DSM-oriented subscales for anxiety and depressive disorders were used as indicators 

for adult internalizing pathology. Within the sample, 11.7% of participants met the threshold 

for borderline (or higher) clinical symptoms of depression and 11.1% met that threshold for 

anxiety symptoms.

Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996)—The BDI is 

a commonly used 21-item self-report measure of depressive symptoms. Participants were 

asked to respond to each item (e.g., “I feel sad”) by choosing one of four statements (0 = 

never, 1 = sometimes, 2 = often, 3 = always) that best represented their symptomatology 

over the past two weeks. Clinical-range symptoms are indicated by sum scores of 20 or 

greater (Beck et al., 1996). In the current sample, 20.7% of the young adults reported 

sum scores in the clinical range. The BDI-II has good psychometric properties (Wang & 

Gorenstein, 2013), including test-retest reliability scores ranging from 0.73–0.96 and strong 

convergent validity with other depression measures (Wang & Gorenstein, 2013). A sum 

score of all 21 items was used as an indicator of adult internalizing pathology in the current 

study.

Diagnostic Interview Schedule (DIS-IV: Robins et al., 1995)—The DIS-IV is a 

structured clinical interview designed to be administered by lay interviewers, via computer 

software, to provide clinical psychiatric diagnoses based on Diagnostic and Statistical 
Manual of Mental Disorders-IV criteria (DSM-IV; APA, 1994). The total counts of Major 

Depressive Disorder (MDD) and Generalized Anxiety Disorder (GAD) symptoms in the 

past year were used as indicators of adult internalizing pathology. In the current sample, 

20.3% of participants met diagnostic criteria for Major Depressive Disorder and 6.5% met 

diagnostic criteria for Generalized Anxiety Disorder.
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Data Analytic Plan

Descriptive data analyses were performed using SPSS 25 and structural equation models 

(SEMs) were conducted using Mplus Version 8.1 (Muthén & Muthén, 2017). Measurement 

modeling was conducted to confirm the factor structure of the three proposed indicators of 

childhood internalizing symptoms (CDI sum score, RCMAS total anxiety score, and the 

TRF internalizing subscale t-score) and the five proposed indicators of adult internalizing 

symptoms (BDI sum score, ASR:DSM-oriented subscales for anxiety and depression, and 

the DIS symptom counts for MDD and GAD). The robust maximum likelihood estimator 

was used for this confirmatory factor analysis (CFA) because one of the indicator variables 

was non-normally distributed. The results of the CFA were used to inform SEM model 

specification.

The SEM was specified as follows: two teen childbearing variables (dummy coded, with 

Never-Teen Parent as the reference group; see Table 1) were entered as exogenous variables; 

chronicity of child maltreatment was specified as a mediating variable predicted by teen 

childbearing dummy codes; offspring internalizing symptoms in childhood (Wave 1) was 

modeled as a latent factor predicted by teen childbearing and child maltreatment; and 

offspring internalizing symptoms in adulthood (Wave 2) was modeled as an endogenous 

latent factor predicted by teen childbearing, child maltreatment, and childhood offspring 

internalizing (see Figure 1). Sex (coded as Female = 0 and Male= 1) was entered as a 

covariate predicting offspring internalizing symptoms in childhood and adulthood. The SEM 

was assessed using a resampling (i.e., bootstrapping) method with 1,000 sample replications 

so that sequential mediation significance (i.e., indirect effects) could be determined via the 

bootstrapping technique (MacKinnon, Fairchild, & Fritz, 2007).

Model fit for the CFA and SEM were determined using the following criteria: Comparative 

fit index (CFI), root mean square error of approximation (RMSEA), and standardized root 

mean square residual (SRMR; Yu & Muthen, 2002). Acceptable model fit was determined 

by RMSEA values less than 0.06, CFI greater than 0.95, and SRMR less than 0.08 (Kline, 

2011; Yu & Muthen, 2002). The sequential mediation from teen childbearing—to child 

maltreatment—to offspring child internalizing symptoms—to adult internalizing symptoms 

was tested with the distribution of the product of the coefficients method with 95% 

confidence intervals (MacKinnon, Lockwood, & Williams, 2004). Confidence intervals that 

did not include the value of zero determined significant sequential mediation.

Descriptive Statistics and Preliminary Analysis

Table 1 describes the demographic characteristics of Teen Parents, Ever-Teen Parents, and 

Never-Teen Parents. Table 2 provides the zero-order correlations among study variables. 

Table 3 provides the descriptive information for study variables. An ANOVA was 

conducted to test whether the teen-childbearing groups significantly differed on mean 

scores of offspring maltreatment chronicity (i.e., number of developmental periods in 

which maltreatment occurred). The groups significantly differed on the mean number 

of developmental periods in which maltreatment occurred as determined by a one-way 

ANOVA, F (2, 383) = 8.77, p < .001. A Bonferroni post hoc test revealed that maltreatment 

chronicity was significantly greater in the offspring of Teen Parents (p < .01) and Ever­
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Teen Parents (p < .001) compared to the offspring of Never-Teen Parents. There was no 

statistically significant difference between the offspring of Teen Parents and Ever-Teen 
Parents (p = 0.99). These results informed our decision to use Never-Teen Parents as the 

reference group in the SEM.

Test of Measurement Model

CFAs were conducted to determine the factor structure of both latent variables (child and 

adult internalizing). Results suggested good model fit χ2 (19) = 17.55 p = .60, CFI = 1.00, 

RMSEA = .00 (90% CI: .00–.04), SRMR = .02 and standardized factor loadings were all 

statistically significant (λ = .22–.87) and mostly large (>.70).

Test of Structural Model

The fit indices for the SEM indicated good fit χ2 (44) = 61.25, p = .04, RMSEA=.03 (90% 

CI: .01–.05), CFI=.98, SRMR=.03 (see Figure 1 for graphical representation of model and 

results). Results suggested that compared to being the child of a Never-Teen Parent (i.e., 

reference group), being born to a Teen Parent (b = .18, p < .01)1 and Ever-Teen Parent 
(b = .22, p < .001) predicted greater maltreatment chronicity for offspring. However, there 

were no significant direct effects of teen childbearing (Teen Parent or Ever-Teen Parent) on 

offspring internalizing symptoms in either childhood or young adulthood.

Regarding the effects of maltreatment, more chronic maltreatment was associated with 

greater offspring internalizing symptoms in childhood (b = .15, p < .05), but not in young 

adulthood (b = .09, ns). However, results indicated symptom continuity, as higher levels 

of offspring childhood internalizing symptoms predicted greater levels of internalizing 

symptoms in adulthood (b = .36, p < .001). Finally, female offspring reported more 

internalizing symptoms in young adulthood than did male offspring (b = −.20, p < .001); 

gender did not have a significant effect on childhood internalizing symptoms2.

To examine whether child maltreatment chronicity represents a mechanism by which teen 

childbearing affects offspring internalizing symptoms, 95% bootstrap confidence intervals 

were calculated (MacKinnon et al., 2004). Comparing the offspring of Teen Parents 
to Never-Teen Parents (reference group), teen childbearing indirectly affected offspring 

childhood internalizing symptoms through chronic child maltreatment [LCL = .003, UCL = 

.06]. Moreover, there was significant two-sequence mediation from teen childbearing→child 

maltreatment→offspring child internalizing symptoms→adult internalizing symptoms [LCL 

= .001, UCL = .02]. Similarly, comparing the offspring of Ever-Teen Parents to Never­
Teen Parents (reference group), teen childbearing exhibited an indirect effect on offspring 

internalizing symptoms in childhood via chronic child maltreatment [LCL=.004, UCL=.08] 

and in adulthood via multiple mediators (chronic child maltreatment and offspring child 

internalizing) [LCL=.02, UCL= .40].

1Standardized effects are reported.
2The model was re-estimated to include maternal demographic factors (i.e., high school education, whether they were a first-time 
parent, and race) as covariates predicting offspring maltreatment. Because the pattern of results remained unchanged and because of 
missing data on these maternal variables, the decision was made to trim the covarites from the final model and present the more 
parsimonious model.
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The model was re-specified with Ever-Teen Parents as the reference group, allowing for 

direct comparisons between Teen Parents and Ever-Teen Parents in the prediction of child 

maltreatment chronicity. The fit indices for this model indicated good fit χ2 (44) = 59.70, 

p = .06, RMSEA=.03 (90% CI: .01-.05), CFI=.98, SRMR=.04. Results suggested that 

compared to being the child of an Ever-Teen Parent (i.e., reference group), being born to 

a Never-Teen Parent predicted significantly less maltreatment chronicity for offspring (b 
= −0.22, p < .001). The offspring of Teen Parents did not experience significantly greater 

maltreatment chronicity compared to Ever-Teen Parents (b = −0.05, p = 0.50). There were 

no significant direct effects of teen childbearing status on offspring internalizing symptoms 

in either childhood or young adulthood. Regarding the effects of maltreatment, greater 

maltreatment chronicity was associated with greater offspring internalizing symptoms in 

childhood (b = .15, p < .05), but not in young adulthood (b = .09, ns). However, 

results indicated symptom continuity, as higher levels of offspring childhood internalizing 

symptoms predicted greater levels of internalizing symptoms in adulthood (b = .36, p < 

.001).

Discussion

The aims of the current investigation were to use a longitudinal design to examine whether 

teen childbearing imparts an enduring effect on offspring internalizing symptoms in both 

childhood (ages 10–12) and into young adulthood (ages 18–21) and to examine the role 

of offspring child maltreatment chronicity as a mediating factor within a socioeconomically­

disadvantaged, ethnically-diverse sample. The current findings buttress existing literature 

on the association between teen childbearing and offspring psychopathology outcomes 

(Coyne & D’Onofrio, 2012) and expand on previously explored mediating mechanisms, 

such as ineffective or impaired caregiving behavior (e.g., Dahinten et al., 2007; Jaffee et al., 

2001), by examining chronic child maltreatment—an extreme form of impaired caregiving 

(Cicchetti, 2011)—as an intervening variable. Moreover, although prior studies have 

established a predictive relationship between teen childbearing and offspring maltreatment 

(Bartlett & Easterbrooks, 2012; Lee, 2009; Putnam-Hornstein, & Needell, 2011) and 

between chronic maltreatment and offspring internalizing psychopathology (Cicchetti & 

Toth, 2016), this study unpacks the processes by which offspring of young mothers may 

be at risk for internalizing symptoms throughout development—namely, via heightened 

maltreatment risk.

Teen childbearing and offspring internalizing

A direct effect of teen childbearing on offspring internalizing symptoms was not supported. 

This is not surprising, given the mixed findings regarding the isolated and independent effect 

of maternal age at birth on offspring outcomes (D’Onofrio et al., 2009; Geronimus et al., 

1994; Harden et al., 2007). Rather, the results further support the second aim of the study, 

which was to identify potential mediating or indirect effects that initiate a cascading link 

from teen childbearing to offspring symptoms.

Russotti et al. Page 12

Dev Psychopathol. Author manuscript; available in PMC 2022 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Teen childbearing and child maltreatment

Regarding the first path of the two-mediator sequential chain, we found that the offspring of 

teen-childbearing parents (both Teen Parents and Ever-Teen Parents) were predictably more 

likely to experience child maltreatment that persisted across more developmental periods 

than the offspring of Never-Teen Parents. Although the link between teen childbearing and 

offspring maltreatment chronicity is not deterministic, this finding aligns with other studies 

that have similarly found a probabilistic relationship between the two phenomena (e.g., 

Bartlett & Easterbrooks, 2012; Putnam-Hornstein, & Needell, 2011).

According to complex ecological-transactional perspectives on the development of child 

maltreatment, no single risk factor, such as teen childbearing, could entirely account for 

the etiology of maltreatment (Cicchetti & Lynch, 1993). Although child maltreatment has 

been shown to be multiply determined (Cicchetti & Toth, 2016), there are a variety of 

explanations for why teen childbearing may be a salient risk factor for the chronic offspring 

maltreatment observed in this study. Though speculative, some of these determinants will be 

briefly reviewed to further contextualize the study findings.

Development—One explanation may be that having a child during a developmentally 

vulnerable time (i.e., adolescence), when the mother is less prepared to navigate the 

challenges of parenting, may result in a coalescence of adversity, stress, and developmental 

immaturity (e.g., weaker executive function skills and more emotional volatility) that 

compounds and impairs her capacity to provide a salubrious caregiving environment and 

exacerbates the propensity for chronic maltreatment exposure for her offspring. A unique 

finding of this study is that the offspring of Teen Parents and Ever-Teen Parents are both at 

risk for more chronic maltreatment.This suggests that simply beginning childbearing during 

the teen years may initiate a set of enduring conditions that place subsequent children at risk 

for chronic maltreatment, even by adult parents, as is seen with the offspring of Ever-Teen 
Parents in this study.

Early entry into parenting during the teen years may disrupt development and the 

achievement of stage-salient developmental tasks associated with high-quality caregiving. 

Individuals who successfully master stage-salient tasks integrate those adaptations into an 

internalized hierarchy and are more equipped to adaptively negotiate future life challenges; 

individuals who struggle to resolve stage-salient tasks may develop liabilities in their 

internal resources and increase the likelihood of maladaptive responses to subsequent 

life challenges (Cicchetti & Rogosch, 2002). Applied to Ever-Teen Parents, the internal 

parenting resources (e.g., emotional autonomy and affect regulation) that Ever-Teen Parents 
have available for their offspring during adulthood depends substantially on how they were 

able to negotiate stage-salient tasks during their prior teen years (Cicchetti & Rogosch, 

2002)—the very time when they began childbearing. It is possible that teen childbearing 

thwarted the successful resolution of stage-salient tasks (e.g., emotional autonomy or 

competence) for these mothers, suspending their developmental growth and compromising 

their caregiving ability, fixing a maladaptive parenting pattern that persists with future 

children (Geeraert, Van den Noortgate, Grietens, & Onghena, 2004).
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Identity shift—The precipitous shift in identity from adolescent to parent may also 

contribute to maltreatment risk for the offspring of teen-childbearing mothers. That is, 

the dependent needs of the child may compete with a teen mother’s stage-salient efforts 

to establish her own autonomy and independence (Feldman, 2012). The dissonance that 

arises from these competing demands may impede the formation of a healthy attachment 

with the child (Osofsky et al., 1993), increasing the risk for maltreatment (Stith et al., 

2009). For example, the majority of teen pregnancies are unwanted (OAH, 2016) and teen 

parents may develop ambivalent feelings towards the child (e.g., “I love you and I resent 

being a parent”) and/or negative representations (e.g., “My child stole my teen years”) that 

leave them feeling resentful of, and less emotionally connected to, the child (Berlin et al., 

2002; Fergusson & Woodward, 1999), which are strong predictors of offspring maltreatment 

(Berlin et al., 2002; Lee & Gutterman, 2010; Stith et al., 2009). For Ever-Teen Parents, it 

may be that they experienced these processes during their initial experiences of child rearing 

in adolescence and have unresolved or unprocessed grief pertaining to the loss of their 

adolescence that emerges in their dyadic interactions with all their children. The activiation 

of these previously established negative representations of the caregiving relationship may 

then result in maltreatment (Stith et al., 2009).

Pre-existing factors—Similarly, although this study demonstrated an association between 

teen childbearing and offspring maltreatment, it is certainly possible that factors which 

predate teen childbearing contribute to this association (e.g., socioeconomic disadvantage, 

maternal maltreatment history, or maternal characteristics). For example, instead of a causal 

relationship between teen childbearing and offspring maltreatment, it may be that adolescent 

girls with pre-existing psychopathology or traits such as impulsivity and risk-taking are 

selected into teen childbearing (Coyne et al., 2013), and then it is these same propensities

—which predate teen childbearing—that directly predict offspring maltreatment (Mulder 

et al., 2018). Thus, the individuals who are most likely to have offspring who experience 

maltreatment (i.e., individuals with risky traits; Mulder et al., 2018) are also most likely to 

be selected into teen childbearing (Jaffee et al., 2001).

Child Maltreatment and Offspring Internalizing Symptoms

Chronicity of child maltreatment predicted greater offspring internalizing symptoms in 

childhood. This finding is consistent with a robust literature establishing a link between 

child maltreatment and risk for internalizing symptoms (see Li, D’Arcy, & Meng, 2016 for 

review). Indeed, some have even suggested that the majority of internalizing disorders are 

related to child maltreatment histories (see Jaffee, 2017 for review). Exposure to the aberrant 

conditions of chronic child maltreatment compromises development and likely initiates 

the emergence of lasting vulnerabilities that dramatically elevate the risk for internalizing 

symptoms that extends from childhood to emerging adulthood (Cicchetti & Toth, 2016). 

Further, childhood internalizing symptoms predicted subsequent internalizing symptoms ten 

years later during the transition into emerging adulthood. This developmental symptom 

continuity is in accordance with other findings on the unfolding of internalizing symptoms 

across development (Jaffee, 2017).
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Sequential Mediation

Taken together, our results support a two-mediator, developmental sequence in which teen 

childbearing potentiates chronicity of child maltreatment for offspring, which in turn acts as 

a catalyst for these same children to develop emergent internalizing symptoms in childhood 

that continues and endures into young adulthood. Further, this indirect pathway exists 

over and above the sex differences that are commonly observed in the development of 

internalizing and depressive symptoms during the transition from adolescence to adulthood 

(Cyranowski, Frank, Young, & Shear, 2000). Therefore, our results suggest that although 

teen childbearing may not be the reason for offspring psychopathology, it may act as an 

initial push that results in a cascade toward disorder (Hyde, 2015). In other words, the 

pathway to offspring internalizing symptoms may be initiated as a result of the mother 

beginning childbearing in adolescence; however, the path is then sustained and maintained 

by subsequent mechanisms (i.e., child maltreatment).

To date, only one prior study has examined a maltreatment-mediated pathway from teen 

childbearing to offspring internalizing symptoms into emerging adulthood (Fergusson & 

Woodward, 1999). In their study, Fergusson and Woodward (1999) relied on retrospective 

reports of sexual abuse to measure child maltreatment, whereas this study utilized 

documented reports to record chronic child maltreatment via multiple forms of abuse and 

neglect to advance the current understanding of the mediating role of child maltreatment.

Strengths and Limitations

This study should be interpreted within the context of the strengths and limitations 

inherent in its design. First, although we have offered several speculative explanations 

for why teen childbearing increases risk for offspring maltreatment based on existing 

literature, the current study was unable to systematically explore explanatory mechanisms 

of this aspect of the developmental cascade, such as maternal representational models, 

maternal mental health, and cumulative maternal stress. Second, and relatedely, it should 

be noted that the study sample represents a high-risk sample (i.e., low-income, maltreated/

nonmaltreated children) that was enriched for child maltreatment and is not representative 

of the entire population of teen-childbearing parents. Thus, it is possible that the effects 

of teen childbearing on offspring maltreatment may be inflated or amplified in this 

sample. The results of this study are not intended to generate incidence data and the 

association between teen childbearing and offspring maltreatment may not be as robust 

when using a nationally-representative sample of teen childbearing parents. An alternative 

approach would be a prospective design that identified a representative sample of low­

income participants based on teen-childbearing status (rather than offspring maltreatment 

status) and then followed parents and offspring to examine the developmental cascade 

to subsequent offspring maltreatment and offspring internalizing pathology in childhood 

and into emerging adulthood. This design would allow for the exploration of additional 

demographic risks that may be operating for teen-childbearing parents and allow for the 

examination of mechanisms underlying the relationship between teen childbearing and 

offspring maltreatment.
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Additionally, we were unable to control for a variety of maternal factors known to influence 

offspring symptoms that may confound results, such as maternal depression or maternal 

maltreatment history, the wantedness of the pregnancy, cultural views of teen pregnancy, 

prenatal environmental factors, infant birthweight, and gestational age (Cornelius et al., 

2009; Rogers, Lenze, & Luby, 2013). Also, we relied on record data from the child 

welfare system to determine maltreatment chronicity and it is possible that children in 

the nonmaltreated group experienced maltreatment that did not come to the attention of 

Child Protective Services (CPS). Relatedly, we were unable to subsequently examine CPS 

records at Wave 2 of the study to determine if maltreatment continued into adolescence. 

Future studies would ideally continue to track subjects’ involvement with CPS throughout 

adolescence. Finally, the associations between teen parenthood and negative offspring 

outcomes are not deterministic, and many children experience resilient, positive outcomes. 

Although it was beyond the scope of the present study, future research should aim to 

examine buffering factors (e.g., family support; Mollborn, 2017) that may interrupt negative 

cascades.

Even with the limitations, this study contains a range of methodological strengths. The 

multi-informant measurement design is an example. Rather than over-relying on self-report 

measures that are prone to have validity issues (e.g., response bias), the current study draws 

on a multi-informant approach including self- and other-reports, as well as objective records. 

Specifically, the use of documented records to prospectively measure child maltreatment 

addresses the recognized limitations of retrospective self-reports of abuse (Baldwin et al., 

2019; Manly, 2005). Additionally, the use of a multi-informant latent construct to measure 

childhood internalizing symptoms is a principal strength, as research suggests that the 

self-directed nature of internalizing symptoms tends to result in variations and discrepancies 

between reporters (Tandon, Cardeli, & Luby, 2009).

The developmental longitudinal design and recruitment procedures also confer substantial 

methodological advantages. For instance, the temporal ordering of variables facilitated 

the examination of a sequential-mediational chain across the life course into emerging 

adulthood. Also, because nonmaltreated comparisons were recruited to be comparable 

on economic status to the maltreated sample, we were able to observe the impact of 

teen childbearing on offspring symptoms (via child maltreatment) within a low-income 

population, neutralizing income as a major confounding factor related to all three study 

constructs (i.e., teen childbearing, child maltreatment, offspring internalizingy symptoms) in 

the extant literature.

Implications

Internalizing psychopathology (i.e., depression and anxiety) is one of the leading causes 

of disability in the United States (National Institutes of Health, 2019) and elucidating its 

developmental origin to inform intervention is critical. We have presented a developmental 

model of psychopathology that traces the roots of child and adult internalizing symptoms 

to chronic child maltreatment that is influenced by the timing of the mother’s initiation of 

childbearing. This perspective can inform preventive interventions that are developmentally­
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timed in a way that can prevent or ameliorate psychopathology outcomes for at-risk 

individuals.

For example, though a variety of programs exist to effectively prevent teen pregnancy 

(Koh, 2014), this is not the only way to prevent risk pathways and ensure healthy 

offspring development, as many teen parents and their children experience resilient 

outcomes (Easterbrooks et al., 2013). Rather, the current findings can be translated into 

early interventions designed to interrupt the detrimental pathway from teen childbearing 

to child maltreatment within these vulnerable dyads, thereby reducing the emergence of 

psychopathology before risks accumulate and the pathway becomes further entrenched 

(Toth, Petrenko, Davis, & Handley, 2016).

Delivering home-based and/or relational interventions that empower teen parents, promote 

emotionally sensitive parenting, and foster secure attachment relationships may stall 

or suppress the detrimental cascade presented in this study before it can engulf the 

offspring’s development (Cicchetti, 2011; Masten & Cicchetti, 2010). For example, insight­

oriented relational interventions that address parental trauma histories, psychopathology, and 

maladaptive representational models about caregiving—all common in teen parents—are 

effective in preventing child maltreatment (e.g., Valentino, 2017). Similarly, comprehensive 

intervention programs for teen mothers that utilize home-visiting (reducing treatment 

barriers for teen parents) to seamlessly integrate services addressing the socioeconomic (e.g., 

employment and educational support), psychological (e.g., maternal mental health and abuse 

history), and parenting needs of teen mothers may alleviate the cumulative burdens and 

challenges facing teen parents and minimize the risk for maltreatment in offspring (Paradis 

et al., 2013; Toth & Manly, 2011)

Furthermore, this study also has important implications for screening vulnerable individuals 

for prevention services. Because the results of this study demonstrate that the offspring 

of both Teen Parents and Ever-Teen Parents are at risk for chronic maltreatment and 

subsequent internalizing psychopathology, teen childbearing history should be considered 

as an indicator for the need for prevention services for families. Although prevention 

services exist for teen parents and their children (Olds, 2006; Paradis et al., 2013), programs 

rarely consider a history of teen childbearing when working with adult mothers and their 

later-born children. However, the current findings suggest teen-childbearing history should 

be assessed with all pregnant women because it represents an excellent screening tool to 

identify families who may benefit from preventive services.

The screening process could potentially be modeled after the new 2018 recommendations 

by the U.S. Preventive Services Task Force for screening pregnant women and new mothers 

for depression (U.S. Preventive Services Task Force, 2018). The Task Force recommends 

that physicians screen all pregnant women and new mothers for depression risk factors 

(e.g., unwanted pregnancy, abuse history, stressful live events, and teen pregnancy) so that 

these women can be offered preventive services, before the onset of symptoms, during 

the prenatal and postnatal periods. Similarly, based on the results of the current study, we 

would recommend that pregnant women and new mothers are screened for teen-childbearing 

Russotti et al. Page 17

Dev Psychopathol. Author manuscript; available in PMC 2022 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



histories so that they may be offered preventive services that may avert chronic maltreatment 

and psychopathology for their offspring.

Conclusion

In conclusion, the present study illuminates a lesser studied mechanism (i.e., child 

maltreatment), with implications for lifespan development, involved in the relationship 

between teen childbearing and offspring internalizing symptoms. Reaching back to 

explore the risk mechanisms that initiate (i.e., teen childbearing) and sustain (i.e., child 

maltreatment) the developmental path to offspring internalizing symptoms can help direct 

the allocation of resources to more effective interventions that target appropriate etiological 

constructs. Informed by this research, practitioners will be better able to screen pregnant 

women and new mothers for teen childbearing histories and direct developmentally-timed 

preventive services, which may prevent offspring maltreatment and psychopathology and 

promote positive, resilient trajectories for mothers and their children following teen 

childbearing.
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Figure 1. 
Standardized path coefficients are reported. CDI = Child Depression Inventory sum score; 

RCMAS = Total anxiety symptom T score; TRF: Intx = Teacher Report Form internalizing 

subscale T score; BDI = Beck Depression Inventory-II sum score; DSM: Depx = Adult Self 

Report DSM-oriented depressive symptom subscale T score; DSM: Anx = Adult Self Report 

DSM-oriented anxiety symptom subscale T score; GAD = Diagnostic Interview Schedule—

General Anxiety Disorder symptom count; MDD = Diagnostic Interview Schedule—Major 

Depressive Disorder symptoms; Gender is coded 0 = female, 1 = male; *p < .05, **p < .01, 

***p < .001.
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Table 1.

Descriptive statistics for teen childbearing among parents

Teen Parent Ever-Teen Parent Never-Teen Parent

N % N % N %

118 31.0% 119 31.0% 147 38.0%

HS diploma 52.0% 42.0% 69.0%

First-time Parent 68.6% 0.00% 47.3%

Employment (past year) 38.1% 32.8% 38.5%

Living with partner (past year) 31.4% 26.1% 31.1%

Race

 Black 76.1% 71.3% 63.5%

 White 11.1% 12.2% 30.0%

 Other 12.8% 16.5% 15.5%

Note. Percentages for HS diploma, first-time parent (i.e., the mother was a first-time parent of the target offspring), employment (i.e., if parent was 
employed at Wave 1 or at any point in the year prior), living with partner (i.e., if parent reported living with a partner at Wave 1 or in the 12 prior 
months), and race represent the percentages within each category of teen childbearing status.
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Table 2.

Zero-order correlations among study variables (N = 384)

1. 2. 3. 4. 5. 6. 7. 8. 9. 10.

1. Maltreatment Chronicity

2. CDI .16**

3. RCMAS .11* .64***

4. TRF .05 .21*** .12*

5. BDI .11* .27*** .22*** .09

6. ASR: Depx .12* .25*** .25*** .11* .65***

7. ASR: Anx .08 .26*** .21*** .06 .48*** .61***

8. DIS: GAD .09 .11* .09 −.04 .27*** .30*** .27***

9. DIS: MDD .03 .16** .19*** .02 .31*** .35*** .27*** .20***

10. Gender .03 .03 −.01 −.05 −.22** −.14** −.01 -.11** −.13*

Mean/SD NTP .62/1.1 7.2/6.1 45.4/10 47.3/8.9 11.7/8.6 55.4/7.0 55.6/5.9 .30/1.2 2.4/3.3

Mean/SD TP 1.1/1.1 8.8/7.8 47.3/11 48.0/7.8 13.0/8.8 56.4/7.3 57.3/7.0 .21/.95 1.8/3.0

Mean/SD ETP 1.0/1.1 7.9/6.4 46.6/11 47.2/8.0 12.1/8.4 55.6/6.7 56.6/6.8 .50/1.5 2.3/3.2

n 384 382 380 382 384 379 379 379 379 384

Notes: CDI = Child depression; RCMAS = Child anxiety; TRF = Child internalizing; BDI = Beck Depression Inventory-II sum score; ASR Depx 
and ASR Anx = Adult Self Report depression and anxiety; DIS: GAD and DIS: MDD = Diagnostic Interview Schedule—general anxiety and 
major depressive symptoms; Gender is coded 0 = female, 1 = male; NTP = Never-Teen Parent; TP = Teen parent; ETP = Ever-Teen Parent.

*
p < .05

**
p < .01

***
p < .001.
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Table 3.

Descriptive statistics of offspring study variables

N Minimum Maximum M SD Skewness Kurtosis

CDI 382 00.00 42.00 7.91 6.76 1.43 2.58

RCMAS 380 18.00 78.00 46.36 10.35 0.34 0.60

TRF 384 36.00 76.00 47.47 8.29 0.68 −0.01

BDI 384 0.00 44.00 12.20 8.58 0.84 0.30

DSM: Depx 379 50.00 84.00 55.75 7.00 1.40 1.50

DSM: Anx 379 50.00 77.00 56.35 6.54 1.00 0.06

DIS:GAD 379 0.00 6.00 0.33 1.23 3.61 3.65

DIS: MDD 379 0.00 9.00 3.15 1.15 0.13 −0.40

Notes: CDI = Child Depression Inventory sum score; RCMAS = Total anxiety symptom T score; TRF = Teacher Report Form internalizing 
subscale T score; BDI = Beck Depression Inventory-II sum score; DSM: Depx = Adult Self Report DSM-oriented depressive symptom subscale 
T score; DSM: Anx= Adult Self Report DSM-oriented anxiety symptom subscale T score; DIS: GAD = Diagnostic Interview Schedule—General 
Anxiety Disorder symptoms; DIS: MDD = Diagnostic Interview Schedule—Major Depressive Disorder symptoms.
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