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Current literature establishes a relationship between maternal depression and offspring
depression. Goodman and Gotlib’s “Developmental Model for Understanding Mechanisms of
Transmission” suggests possible mechanisms including attachment. Prior research also
demonstrates a link between fathers’ depression and pediatric psychopathology risk, but further
research is needed to elucidate the effect of other non-parental caregivers. Children raised by
both types of non-parental caregivers are vulnerable to attachment disruptions due to separation
from their parental caregivers and the prevalence of children residing with these caregivers is on
the rise in recent years. Using the Goodman and Gotlib framework, this study examined the
relation between caregiver depressive symptoms and child depressive symptoms via attachment.
Findings suggest that attachment indeed mediates the relation and further, that there were group
differences in child’s attachment level between foster children and grandchildren.
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CHAPTER I
INTRODUCTION
Depression can be a severe mental illness that has a significant impact on children and
adolescents. According to the National Surveys on Drug Use and Health, an estimated 3.2
million adolescents (ages 12 to 17) reported at least one major depressive episode over a yearlong period, with case numbers rising (National Institute of Mental Health, 2017). A major
depressive disorder is defined as an episode of 2-weeks or more with depressed mood or
anhedonia accompanied by four or more symptoms including depressed mood most of the day;
loss of interest in previously enjoyed activities; significant weight loss or weight gain; insomnia
or hypersomnia; psychomotor agitation or retardation; fatigue or less of energy; feelings of
worthlessness or excessive or inappropriate guilt; difficulties concentrating; or recurrent thoughts
of death (American Psychiatric Association, 2013). Pediatric depression has deleterious effects
that persist throughout adulthood, including functional and social impairment, which affects
employment opportunities and an individual's ability to develop and maintain supportive social
relationships (Clayborne et al., 2019). Pediatric depression has also been linked to recurrent
episodes of depression in adulthood, an increased risk for comorbid mental health disorders, and
poor psychosocial outcomes (Rao, 2009). Common comorbid mental health disorders with
depression include post-traumatic stress disorder, anxiety, and substance use (Vibhakar et al.,
2019; Lieb, 2002).
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A variety of risk factors make children and adolescents more vulnerable to depression.
These risk factors include familial transmission by both genetic and environmental pathways,
exposure to traumatic events, and home structure. Children of a parent who has major depression
are at a higher risk for developing depression, with prolific literature showing a risk of
transmission between a depressed mother and her offspring (Lieb et al., 2002; Goodman et al.,
2011; Pizeta et al., 2018; Thapar et al., 2012). Children are also more likely to be diagnosed with
depression if they have exposure to a traumatic event, as evidenced by Vibhakar and colleagues
(2019), who found children who were exposed to trauma were 2.6 times more likely to be
diagnosed with depression when compared to same-aged peers who had not been exposed to
trauma. Traumatic experiences may also precipitate a placement with a foster parent or
grandparent. Additionally, literature has shown that the home structure and family type in which
children are placed are indicative of risk of depression, with foster children being at a higher risk
of depression than grandchildren living with their grandparents (Garcia, 2015).
Identifying protective factors for depression is crucial to reducing the number of children
vulnerable to depression and the severity of negative long-term effects. Extant literature has
identified several protective factors for depression in children and adolescents. The quality of the
parent-child relationship, including their attachment level, is consistently described as an
important factor in the development of depression. The higher the perceived quality of the childparent relationship, the lower the risk for depressive symptoms (Guibord et al., 2011). A highquality relationship has also been shown to buffer the effects of transmission from a depressed
parent to their child or adolescent, emphasizing the importance of a positive child-parent
relationship (Taraban et al., 2020). A positive adjustment following trauma has been associated
with lower levels of depression as well, meaning that more positive outlooks following a
2

traumatic event are likely to contribute to lower levels of depression (Stoner et al., 2015;
Guibord et al., 2011).
Attachment plays an integral role in mental health and has applications for the
development of depression. Cawnthrope et al. (2004) argue that individuals with low attachment
to their caregivers often experience anxiety, anger and are more vulnerable to depression.
Furthermore, they argue that individuals who are unable to form stable and secure attachments
are more at risk for the development of depression.
Goodman and Gotlib’s Model
Children of a depressed parent have been identified as being more vulnerable to
developing depression than if their parents did not have depression (Goodman et al., 2011). The
model by Goodman and Gotlib is a theoretical framework to understand the mechanisms of
transmission of maternal psychopathology, specifically depression, to children. The model posits
several mechanisms between mother and child that increase the risk factors for transmission of
depression and encompasses both biological and environmental factors through four main
mechanisms: (1) heritability of depression; (2) innate dysfunctional neuroregulatory
mechanisms; (3) exposure to negative maternal cognitions, behavior, and affect; and (4) the
stressful context of the children's lives. Additionally, there are risk factors identified as
moderators in the model (Goodman & Gotlib, 1999; see Figure 1).
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Figure 1.
Goodman and Gotlib’s Model for Transmission of Depression from Depressed
Mother to Child.
Note: Figure from “Risk for psychopathology in the children of depressed mothers: A
developmental model for understanding mechanisms of transmission,” by S.H. Goodman and
I.H. Gotlib, 1999, Psychological Review, 106(3), 458-90.

The first mechanism identified in the model is heritability, which theorizes that the
heritability of depression plays a role in the transmission of depression from mother to child both
genetically and environmentally. Genetic heritability directly refers to the predisposition a child
may have for developing depression, given that their mother has depression. Environmental
heritability refers to the heritability of depression from the environment, which has been shaped
as an indirect result of the mother's depression. Examples of environmental heritability given by
Goodman and Gotlib include the mother's low self-esteem, the mother's low sociability, and an
4

increased probability of poor parenting quality as a result of the mother's depression. The
severity and onset of maternal depression are also argued to be important factors affecting the
heritability of depression. Goodman and Gotlib (1999) reported that children of mothers with
major depression have a higher risk of developing depression through genetic heritability, rather
than environmental. Conversely, children of mothers with subclinical levels of depression have a
higher risk of developing depression through environmental heritability from the mother, rather
than genetic. This underscores the importance of both genetics and environment in the
development of depression in children and adolescents. Natsuki and colleagues (2014) also
emphasize that genetic and environmental risk pathways are intertwined. Goodman and Gotlib
(1999) also found that risk increases with the number of affected relatives, such as grandparents.
A child’s neuroregulatory changes as a result of the mother’s depression are the second
mechanism of the Goodman and Gotlib model. Although these changes can be due to genetic
factors, the model evaluates them specifically from the causal perspective of adverse experiences
during pregnancy. Chiefly, if the mother has a depressive episode during pregnancy, there are
adverse effects for the fetus. Goodman and Gotlib (1999) argue these adverse effects
developmentally predispose the infant to be vulnerable to depression. Factors that have been
identified broadly in the literature which may affect the fetus include reduced blood flow to the
fetus, poor health behaviors, and the use of antidepressant medication. Ultimately, this
mechanism is concerned with whether the fetus developed normally from a neuroregulatory
perspective.
The third mechanism of the model considers the mother's cognitions, behaviors, and
emotional affect as factors that increase the child's probability of developing depression.
Goodman and Gotlib (1999) hypothesize that a mother’s negative cognitions, behaviors and
5

affect, which are commonly exhibited in depression, inhibit the mother from being socially and
emotionally available to the child. This can lead to insensitive or unresponsive parenting, which
will likely lead to insecure and disorganized attachment in the child. Parents also serve as models
for their children. Through Bandura's social learning theory (1977), it can be hypothesized that
children learn negative behavior, cognition, and affect from their parents. That is, if a parent
models more negative behaviors, it is likely the child learns to display those behaviors. The
presence of these behaviors in children increases the risk of developing depression. Additionally,
the mother's depression and subsequent negative cognitions, affect, and behavior inhibits a
mother from providing adequate social and emotional support for the child, which impacts
attachment between mother and child (Goodman & Gotlib, 1999). Thus, attachment may mediate
the relation between mother and child’s shared depressive symptoms.
Finally, the fourth mechanism evaluates the extent to which the mother's situational
stressors and adverse experiences play a part in the risk of their children developing depression.
One major stressor identified by Goodman and Gotlib is the stress from the mother's marital and
social relationships. Depressed mothers are at an increased risk of having more tense and hostile
marriages than non-depressed individuals. Children exposed to the increased marital stress may
be at an increased risk for depression due to the adverse stress. Goodman and Gotlib (1999)
argue that a mother's stressful life and adverse experiences further increase the child's risk of
developing depression. Based on this component, it is important to evaluate the mental health of
children raised by non-parental caregivers, who have often been separated from their parents as a
result of their parent's divorce, abandonment, abuse, or other hostile relationship factors
(Edwards & Benson, 2010).
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There are potential moderators for the model, as well, such as gender. For example, the
temperament and gender of the child may moderate the relationship. Studies show that girls are
more susceptible to developing depression when they have depressed mothers because girls are
more likely to model behavior after their mother, especially during adolescence (Goodman &
Gotlib, 1999). Another key moderator, according to Goodman and Gotlib, is the presence and
emotional status of the father when the mother is depressed. An absent father or a father with
psychopathology may increase the child’s risk of developing depression. Conversely, the father
may act as a protective factor if he is present and actively involved in the child’s life in a
supportive way. As evidenced by this research on the impact of fathers, it is not only mothers
who influence their children’s risk of psychopathology (Goodman & Gotlib, 1999). Indeed,
more research is needed with other non-parental family members, as well, such as grandparents.
Maternal Depressive Symptoms
The link between maternal depression and depression in offspring has been well
established in the literature. Trussell and colleagues identified that approximately 10% of
children are cared for by a depressed mother. Research supports that both post-partum depression
and chronic depression impact the overall well-being of children (Trussell et al., 2018). In fact,
children of depressed mothers were three to four times more likely to develop depression
compared to children of non-depressed mothers (Thapar et al., 2012). Difficulties have been
recorded in children of depressed mothers as early as infancy but may also be onset throughout
later developmental periods (Cicchetti & Toth, 1998). Further research has shown that children
can correctly recognize expressions and emotions as early as seven months old (Cohn & Tronick,
1983; Trussell et al., 2018). By middle childhood, children of depressed mothers are more likely
to have developed symptoms of depression, internalizing and externalizing behaviors, and
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emotional problems (Goodman et al., 2011; Pizeta et al., 2018). Children of depressed mothers
tend to display higher levels of negative affect and an inability to properly regulate emotions,
thereby posing a risk for the development of a mood disorder or mood disorder symptomatology
later in life (Trussell et al., 2018). A longitudinal study of 1,443 children found exposure to
maternal depression during early childhood was associated with an increased risk for children to
develop major depressive, generalized anxiety, and social phobia symptoms (Cote et al., 2018).
Maternal depression has been studied in-depth, primarily because mothers are often the
primary caregiver of their children. However, a change of caregiver can occur if the mother is
unable or unwilling to care for the child. When a mother is unable or unwilling to care for their
child, the child is either placed in the care of a foster home or the home of a kin member. It is
pertinent to understand if the same pathology exists in children raised by depressed caregivers,
broadly, to better understand the risk of developing depression in children of non-traditional
families.
Non-Parental Caregiving Prevalence
Children can be removed from the care of their primary parental caregivers and placed
with their grandparents or into a foster home for a variety of reasons. Desertion by, drug use by,
or death of the primary parental caregiver(s) are cursory reasons that a child may be placed in the
care of a grandparent or foster parent (Edwards & Benson, 2010; Harrington-Meyer & Kandic,
2017). Additionally, the prison population in the United States has burgeoned in recent decades,
causing children of incarcerated parents to be displaced from their homes and increasing the need
for non-parental caregivers (Glass & Honeycutt, 2002). Non-parental caregivers include
grandparents, other related kin, as well as foster parents. For the scope of this project, the term
"non-parental caregivers" will reference grandparents and foster parents.
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The number of children displaced from their homes has proliferated over the last two decades.
Specifically, the number of grandparent-headed households in the United States rose from
2,400,000 in 2004 to an estimated 7,044,477 grandparents caring for their grandchildren in the
United States as of 2019 (American Community Survey, 2020). According to the American
Community Survey (“ACS”), more than half of the children in the care of their grandparents are
under the age of 11. By comparison, 437,283 children were estimated to be in the foster system
as of 2018. The median age of children in foster care was 7.6 years (Administration for Children
and Family Services, 2020).
Depression in Children Raised by Non-Parental Caregivers
Placement of children in foster care or kin care is the upshot of a parent being unwilling
or unable to care for their child, often due to a traumatic event. Children are likely to have
experienced abuse, neglect, or other maltreatment with their parent which is then compounded
by the separation from their parent (Baker et al., 2008). Exposure to traumas also leaves children
in foster care and kin care especially vulnerable to mental health disorders when compared to the
general population. Additionally, there are specific differences in characteristics of the caregivers
that can influence a child's vulnerability to depression.
Depression is a specific concern within foster care systems, as it tends to be one of the
most diagnosed mental health disorders in the welfare system. In fact, Stoner and colleagues
(2015) found that children in foster care are eight times as likely to have a diagnosed mental
illness when compared to children who are not in foster care. Researchers have emphasized an
environmental point of view to explain the increased prevalence of depression within foster
children. More specifically, researchers have pointed to the presence of trauma, which is present
for nearly every child who is in the foster care system, as a central cause of depression (Stoner et
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al., 2015). Research also shows that children removed from their primary caregiver and placed in
the care of a family member, namely a grandparent, experience depression (Nadorff, 2018).
Smith and Palmieri (2007) found that grandchildren raised by grandparents suffer higher rates of
mental health disorders and symptoms when compared to children raised by biological parents.
While increased rates of mental health disorders and symptoms may stem from prior
maltreatment, there are also factors related to care from the grandparent which may exacerbate
mental health issues. Custodial grandparents experience higher rates of depression than noncustodial grandparents (Hayslip & Kaminski, 2005), and this may contribute to poorer levels of
parenting. Poorer parenting in turn leads to an increased rate of depression for children (Musil et
al., 2009). Custodial grandparents may also face higher levels of depression due to stressors
related to familial strain and stress.
Garcia and colleagues (2015) studied the emotional outcomes of children raised by
depressed caregivers in both foster care and kin care, finding that children in kin care fared better
than children raised by foster parents. This was true for various conditions of depression,
including caregivers who were never depressed, those who became depressed, those whose
depression improved over time, and those who remained depressed. While Garcia and colleagues
identify that depression of caregivers is associated with increased risks of children’s depression,
there is still little known about the mechanisms by which depression transmits.
Attachment Theory
John Bowlby's attachment theory offers a framework in which attachment between
caregiver and child can be explained. According to Bowlby (1988), attachment patterns are
shaped by the environment and interactions with parents. A central tenet of Bowlby's attachment
theory derives from the thought that children should have a warm and constant relationship with
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their mother to develop healthy mental faculties. Attachment patterns are defined by interactions
between the sensitivity of a parent toward their child, as well as their responsivity to their
children’s needs (Bowlby, 1988). When parents are more sensitive and more responsive, the
child develops a secure attachment with their parent. Secure attachments support children in
exploring their environment, upon which subsequent relationships and behaviors in adulthood
are developed (Bowbly, 1977).
Secure attachment can be interrupted in a few different ways during the child's
developmental period, including when children are separated from their primary caregiver.
Bowlby argues children who experience sustained separation from their mother are more likely
to have an increased risk of developing psychopathology, including anger, depression, and
anxiety. Disrupted attachment can also create difficulty establishing close relationships with
parents and peers (Bowlby, 1944).
Disruptions to Parental Attachment
Insecure, or negative, attachment plays a salient role in the risk and formation of
depression in children, according to Bowlby (1980). Negative attachment can stem from the
inability to develop secure attachments with caregivers and may cause children to develop
negative internal representations of themselves based upon failed attachments (Abela et al.,
2009). Howes and Segal (1993) argue that the risk of negative attachment occurs in children
removed from their biological caregiver due to the severed relationship with their caregiver.
They posit children with a history of abuse or maltreatment by their parents tend to be avoidant
of forming new attachments with new caregivers. While children with lower levels of attachment
can form secure attachments with new caregivers, they may experience disorganized and
disoriented attachment styles as a result (Howes & Segal, 1993). Children with a disorganized or
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disoriented attachment may not be able to attach properly to new caregivers and exhibit
symptoms of an attachment disorder. Individuals with poor attachment can be prone to negative
internal working models and poor emotional regulation (Poehlmann et al., 2008; Abela et al.,
2009; Schechter & Willheim, 2009). Connor (2006) posits that during times of distress, children
need a secure attachment with a caregiver for comfort and protection.
Attachment in Custodial Grandfamilies and Foster Families
Children who are maltreated are more vulnerable to developing insecure attachment.
Cook and colleagues state as many as 80% of maltreated children develop insecure attachment.
Beyerlein and colleagues (2018) identified lower attachment levels in children raised by foster
parents and grandparents when compared to children raised by their biological parents. In an
exploratory study, Beyerlein and colleagues (2018) reported that there were no significant
differences in attachment between foster children and grandchildren raised by a grandparent.
There were limitations to this study, however as the measure used for attachment was one item
and non-standardized. Additionally, this finding is contrary to some studies which suggest that
children raised by their grandparents have more positive attachments than children raised by
foster parents (Chapman et al., 2004).
Hayslip and Kaminski (2005) posit that high-quality relationships with custodial
grandparents can promote resiliency in children with disrupted attachments. Further, studies have
documented that grandchildren who have a high-quality relationship with their custodial
grandparents have less behavioral and externalizing behaviors (Poehlmann et al., 2008; Garcia et
al., 2015). High-quality relationships promote secure attachments as well. In dyads with high
attachments, caregivers give positive feedback to the grandchild, thereby allowing the child to
obtain comfort and safety from the grandparent (Bowlby, 1977). Conversely, children who have
12

a low attachment with their custodial grandparents are less able to obtain comfort and safety
from their grandparents. Subsequently, these children also have an increased likelihood for
externalized behavior problems (Hill et al., 2007).
There is a need to examine the effects of a secure attachment between caregiver and child
to determine the possible protective effects for internalizing behavior, including depressive
symptoms. Evaluating attachment as a mechanism of increased risk for developing depressive
symptoms between caregivers and children is pertinent to understanding how to prevent
depression in children removed from their homes. Given that grandparents and foster parents are
the primary caregivers for children who are removed from their homes, it is important to
examine how attachment differs within different family types. This is especially true given the
mixed findings of previous literature as well as important characteristic differences between
children raised by biological parents, custodial grandparents, and foster parents.
Potential moderators have been considered to explain the increased risk between parent
and child depression, including the presence of a father, gender of the child, age of the child, and
marital status of the mother (Goodman et al., 2011). A study by Garica and colleagues (2015)
evaluated the transmission of depression from caregivers to children by comparing their
differences. Additionally, studies have evaluated the outcomes of children raised in different
groups but have not expressly looked at the association of caregiver and child depressive
symptoms differences between the two groups. However, no known studies have looked at the
way that different types of caregivers, such as custodial grandparents and foster parents may
affect the incidence of depression in children and adolescents as a moderating variable. Little is
known about which family types may have the highest risk factors for the onset of depressive
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symptoms in children. Given the increasing prevalence of non-traditional families, this
relationship should be examined to determine risk and protective factors for children.
Current Study
The current study advances the current literature on the association of depressive
symptoms between caregivers and children by examining attachment among children in nontraditional homes. It did so by extending a previous theoretical model which only applied to
biological mothers and their children. This new understanding of the association of depressive
symptoms between caregivers and children can help to inform interventions targeting nontraditional families, including grandfamilies and foster families. In addition, this study advanced
current literature by examining how these mechanisms differ between types of non-traditional
households (i.e., grandparent-headed households and foster homes).
Hypothesis 1 stated that caregiver depressive symptoms would be positively correlated with
children's depressive symptoms. Hypothesis 2 stated that there would be a significant group
difference by caregiver type for children's depressive symptoms. Hypothesis 3 stated that the
security of children's attachment levels would be negatively correlated with children's depressive
symptoms. Hypothesis 4 stated that the relation between caregiver depressive symptoms and
children’s depressive symptoms would be mediated by attachment level. Hypothesis 5 further
stated that caregiver type (i.e.., grandparent or foster parent) would moderate the relation
between caregiver’s depressive symptoms and attachment. Specifically, it was hypothesized that
children raised by their grandparents would have higher levels of attachment security than
children raised by foster parents.
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CHAPTER II
METHOD
Participants and Procedures
The current study consisted of 428 (75.5% custodial grandparent; 84.1% female)
caregivers recruited from a nationwide community sample using Qualtrics Panel Service
(“QPS”; https://www.qualtrics.com/). QPS maintains a pool of people who participate in
research opportunities for payment on an ongoing basis. Compensation for participation in
research is provided directly by QPS and exact amounts are not disclosed to researchers.
Qualtrics utilizes a double opt-in and identity verification process to ensure validity of
demographic information from participants (Qualtrics, 2021). This sampling methodology has
been found to be demographically representative and reliable for survey-based research (Boas,
Christenson, & Glick, 2020). See Table 1 for more detailed demographic information on
participants. To be eligible for this study, participants were screened for relevant background
information, including their caregiving status. Eligible participants endorsed “yes” to one of the
following questions in a pre-screen measure: “My grandchild lives with me,” or “At least one
foster child lives with me.” They then completed an IRB-approved (IRB-18-557; See Appendix
C) online questionnaire after giving informed consent. All participants were addressed in
compliance with the APA Code of Ethics.
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Measures
Disturbances of Attachment Interview (DAI)
Attachment style was measured using a modified self-report, Likert-type version of the
semi-structured interview, Disturbances of Attachment Interview (DAI) developed by Smyke
and Zeanah (1999; See Appendix B). The DAI consists of nine statements regarding a child’s
behavior, such as “The child is unlikely to go off with an unfamiliar adult,” with responses on a
scale of 0 (never) to 2 (often). Within the questionnaire, the DAI is modified to insert an
indication to refer to the study child, as well as response choices specific to that behavior (e.g.,
“When [CHILD] is hurt or upset, what does he/she do? 1. He/she will immediately look to me
for comfort. 2. It varies. He/she will sometimes look to me for comfort, but not often. 3. I will
need to go and see what is wrong. [CHILD] rarely looks/comes to me, first”). The values in the
DAI are summed for a global attachment score, with higher scores indicating lower attachment.
For ease of interpretability in this study, scores are reverse-coded, with higher scores indicating
higher attachment. The subscales related to “secure base distortions” are not used within this
study.
Center for Epidemiological Studies Depression Scale, Revised (CESD-R)
The caregiver's depressive symptoms were measured using the CESD-R (See Appendix
B). The CESD-R is a 20-item Likert-type scale screening measure for depression as defined by
symptoms of depression and major depressive disorder in the DSM-IV (Eaton et al., 2004). The
original validation study showed the CESD-R had excellent internal consistency (α = .92; Van
Dam & Earleywine, 2011). The CESD-R provides a global score of depressive symptoms as
well as subscales for sadness, loss of interest, appetite, sleep, thinking/concentration, guilt,
tiredness, movement, and suicidal ideation. Additionally, the CESD-R may be scored on either a
16

4-point scale (i.e., 0 to 3) or a 5-point scale (0 to 4). Using the 4-point scale allows for
comparable comparison to the original CESD scoring and uses a recommended cutoff score of
16-points to indicate that the participant is at risk of clinical depression.
Mood and Feelings Questionnaire—Parent Report on Child, Short Version (MFQ)
Children’s depressive symptoms were assessed using the Parent Report on Child-Short
Version of the Mood and Feelings Questionnaire (MFQ; Angold & Costello, 1988; See
Appendix B). The MFQ contains 13 questions regarding feelings such as happiness and
loneliness. Questions are answered on a Likert-type scale from 0-2, answering “not true,”
“sometimes,” and “true”. The answers are summed, with higher scores indicating increased
depressive symptoms. The MFQ uses scores of 12-26 to represent depressive symptoms. The
MFQ has demonstrated excellent internal consistency for both the child and parent report version
(α = .94 and .92; Wood et al., 1995).
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CHAPTER III
RESULTS
All analyses were tested with SPSS 28.0. For correlational analyses and analyses of
variances (ANOVAs), missing data were handled using pairwise deletion. For analyses
conducted within the PROCESS macro, the default method of listwise deletion was employed.
Sample demographics for caregivers and children, including age and gender, are found in Table
1. A descriptive summary of observed variables is found in Table 2 and correlations for all
observed variables are shown in Table 3. Hypothesis 1 stated that caregiver depressive symptoms
would be positively correlated with children’s depressive symptoms and was tested using a
bivariate Pearson correlation analysis. Results indicated that caregiver and children’s depressive
symptoms were indeed positively correlated, supporting Hypothesis 1 (r = .30, p < .01; See
Table 3).
To examine Hypothesis 2, a one-way analysis of variance analysis was conducted to
determine if there was a group difference by caregiver type for children’s depressive symptoms.
Caregiver status entered as the independent variable and children's depressive symptoms as the
dependent variable. Caregiver status was coded dichotomously as either foster parent or
custodial grandparent. Homogeneity of variances was assessed using Levene’s test. The
assumption of homogeneity of variances across groups was not met and corrected degrees of
freedom were used. Results indicated there were significant differences in children's depressive
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symptoms based on caregiver status (t(93.88) = 4.82, p < .001), with a mean score of 6.48 for
foster children and 2.81 for custodial grandchildren (See Figure 2).
Hypothesis 3 stated that children’s attachment levels would be negatively associated with
their depressive symptoms. This hypothesis was tested using bivariate Pearson correlations and
as predicted, there was a significant negative correlation between attachment and depressive
symptoms, r = -.45, p < .01 (See Table 3).
Finally, a moderated mediation was conducted using Model 7 of Hayes’ PROCESS
macro v3.5.3 (Hayes, 2013) to examine Hypotheses 4 and 5 simultaneously. As recommended
by Preacher and Hayes (2008), analyses were bootstrapped with 5000 samples. As shown in
Figure 3, results indicated that caregiver depressive symptoms were a significant predictor of
both children’s depressive symptoms and attachment. Caregiver depressive symptoms had a
direct effect on children’s depressive symptoms; Additionally, caregiver depressive symptoms
had a significant indirect effect on children’s depressive symptoms via attachment, consistent
with partial mediation. Approximately 28% of the variance in child depressive symptoms was
accounted for by the predictors, caregiver depressive symptoms and attachment, in this model.
Furthermore, caregiver status moderated the relation of caregiver depressive symptoms and
attachment, (F (3, 289) = 22.90, p = .011), with foster parents showing a negative correlation
between the variables (t = -3.41, p < .001), but no significant relation for custodial grandparents
(t = -4.33, p = .665; See Figure 4). The overall model supported moderated mediation (index of
moderated mediation = -0.06, 95% CI [-0.124, -0.005]).
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CHAPTER IV
DISCUSSION
The present study advanced the current literature on the relation between caregiver and
child depressive symptoms in non-traditional families by extending Goodman and Gotlib’s
Developmental Model of Maternal Transmission of Depression to be applicable for foster
parents and custodial grandparents. It also extends the model to describe the relation between
caregiver depressive symptoms and child depressive symptoms for foster families and
grandfamilies and demonstrates that similar pathology exists in children raised by depressed
caregivers as with children raised by depressed mothers. As predicted, caregiver depressive
symptoms were significantly and positively associated with children’s depressive symptoms.
That is, as caregivers reported more depressive symptoms, they also reported higher levels of
depressive symptoms in the children for whom they care.
Possible Explanations for Findings
The positive correlation between caregiver depressive symptoms and children’s
depressive symptoms supports the Goodman and Gotlib model; however, it does not imply
directionality, and it could be possible that the child’s depressive symptoms influence the
caregiver’s depressive symptoms. Additionally, children are often placed in the care of a foster
parent or grandparent due to potentially traumatic events with their biological parents, including
death, abandonment, and drug use (Edwards & Benson, 2010). These traumatic events may be a
risk factor in the development of depressive symptoms for children in non-traditional homes,
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regardless of their caregiver’s depressive symptoms. Similarly, traumatic experiences also
increase the risk of attachment disruptions, which may account for negative correlations between
attachment and children’s depressive symptoms in the current study.
Goodman and Gotlib posited several factors which may function as the explanatory
mechanism in the relation between maternal depressive symptoms and children’s depressive
symptoms, including attachment between mother and child (1999). In their Developmental
Model of Maternal Transmission of Depression model, they suggested that attachment is a
byproduct of the cognitions, behaviors, and affect of the mother, and mediates the relation
between maternal depression and children’s depression (1999). Accordingly, evidence from the
current study shows that attachment mediated the relation between caregiver depressive
symptoms and child’s depressive symptoms in non-traditional families. This is significant, as it
not only supports the model theorized by Goodman and Gotlib but also suggests that the relation
of caregiver and child depressive symptoms via attachment may apply to different types of
caregivers, not only biological mothers.
However, the results of the moderated mediation suggest that the relation between
caregiver depressive symptoms and a child's attachment level was only significant for foster
parents and foster children. Interestingly, there were no significant differences between custodial
grandparent and foster parent depressive symptoms. Conversely, there was a significant
difference between custodial grandchildren’s and foster children’s levels of attachment, with
custodial grandchildren having higher levels of attachment. This suggests that the depressive
symptoms, and thereby the negative behaviors, affect, and cognitions associated with the
depressive symptoms of the custodial grandparent do not have a significant impact on the
attachment levels of their grandchildren.
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One possible explanation for the discrepancy of attachment between grandfamilies and
foster families is described by Baumeister and Leary’s “belongingness hypothesis.” The
belongingness hypothesis states that the “need to belong” is a fundamental human need and that
relationships that are stable and positive help establish and reinforce the feeling of belonging
(1995). While the concepts of attachment and belongingness are similar, belongingness is
described by Baumeister and Leary as an “overarching” need, and not specific to any one
individual, whereas attachment focuses on the responsivity and warmth received from a
particular person, typically a caregiver. When the fundamental need to belong is not met, the risk
for psychopathologies, such as anxiety and anger outbursts, increases (Van Orden et al., 2011).
Children who are raised by their grandparents may feel they are maintaining an identity
within their broader family unit, thereby reinforcing a sense of belonging, whereas foster
children may be prone to thwarted belongingness, or a sense of not belonging, causing an
increased risk of psychopathology and making it more difficult to attach to their new caregiver.
The present study also found a significant difference in duration of care between foster parents
and custodial grandparents, with foster children spending more time with their foster parents than
grandchildren with their grandparents. This finding may imply that attachment relationships
between child and caregiver are not significantly influenced by the duration of time in the
household, and may be susceptible to concepts related to belonging. This also underscores an
element of Bowlby’s theory of attachment, which suggests the environment is a contributor to
developing a secure attachment. Further research to understand the potential role of
belongingness should be investigated.
The results show that there are higher levels of attachment and lower levels of child
depressive symptoms in custodial grandparent-headed homes compared to foster homes,
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suggesting that children who reside with custodial grandparents may be more likely to
experience protective factors compared to foster parents. Specifically, the current study’s results
suggest that the pre-existing relationship between grandchildren and grandparents as well as
feelings of belonging merit further exploration in this population.
Limitations
A major limitation of this study is the cross-sectional design. Given the emphasis on
"transmission" of depression in the Goodman and Gotlib model, which implies temporal effects,
future research on this topic should seek to employ a longitudinal design to adequately assess
this component. Additionally, a multi-informant approach would strengthen the design, as the
current study utilized a single informant for all measures. The caregiver's report of the child's
depressive symptoms and attachment may be skewed by their own depressive symptoms (i.e., a
more depressed caregiver may be more likely to over-report their child as depressed;
Schaughency & Lahey, 1985). A final limitation of this study is the use of self-report measures.
While all measures used in the study have valid psychometric properties, there were two main
restrictions to the self-report measures in the current study: a) the Disturbances of Attachment
Interview was not validated on custodial grandchildren and therefore may not be sensitive to this
population; and b) the CESD-R and MFQ are designed to screen for depressive symptoms, rather
than provide a diagnosis of depression. More severe cases, in which the depression significantly
impairs the caregiver or child (i.e., depression in the clinical range) may lend to different
findings. Additionally, research supports an increased risk of developing depression with a
higher number of affected relatives (Goodman & Gotlib, 1999). This study did not consider if
other relatives in the children's lives were affected by depression. Therefore, future studies
should seek to control for this biological component.
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Implications and Future Directions
The results from this study were an important addition to attachment literature given
previously mixed findings on differences in attachment levels between children raised in
custodial grandparent-headed homes and foster homes. Some studies cited no differences
between household types, while others suggested that children raised in custodial grandparentheaded households have higher levels of attachment (Beyerlein et al., 2018; Chapman et al.,
2004); results from the current study support the latter. The time that a child was in the custody
of a grandparent or foster parent was not controlled for in the present study, however, and may
have contributions to attachment levels. Future research would benefit from controlling for this
demographic variable. And while group differences from the present study support the notion of
higher levels of attachment in custodial grandchildren, further examination of this finding is
warranted given the cross-sectional design of the study.
A strength of this study is the nationwide sample of custodial grandparents and foster
parents. Given the nationwide sample, participants are representative of caregivers across the
United States and results may be generalizable to this population. Although the present study
was in a community sample, rather than a clinical sample, the results have potential clinical
implications for the treatment of depression and depressive symptoms in both children and
caregivers in non-traditional families. If a child from a non-traditional home seeks treatment for
depressive symptoms, it may be beneficial to assess (and, if necessary, treat) the caregiver for
depressive symptoms, first. As mentioned in the limitations, future research should seek to
clarify how clinical diagnoses of depression may affect findings from this study, and whether
these findings would translate to a clinical setting. Additionally, future research should seek to
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account for previous traumatic experiences to control for any impact that trauma may have on
depressive symptoms.
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CHAPTER V
CONCLUSION
The current study elucidated the relation of caregiver depressive symptoms and child
depressive symptoms in non-traditional households by extending Goodman & Gotlib’s
Developmental Model of Maternal Transmission of Depression. This extension provided an
enhanced understanding of depressive symptoms in grandfamilies and foster families and
allowed for the identification of potential risk and protective factors for children in these homes.
Specifically, this study identified the role of attachment in this relation. Given that there have
previously been mixed findings on attachment differences between non-traditional dyads (i.e.,
foster families and grandfamilies), this study provided valuable results representative of a
nationwide, community sample, which suggest that children raised by custodial grandparents
have higher levels of attachment than those raised by foster parents. Additionally, the current
study highlighted the strengths of custodial grandparenting relationships on the outcomes of
children. Researchers should seek to utilize a longitudinal design to further evaluate the
transmission of depression from caregiver to child and to establish temporal effects. Future
research would also benefit from understanding the effects of belongingness on both attachment
and psychopathology within this population.

26

REFERENCES
Abela, J. R. Z., Zinck, S., Kryger, S., & Zilber, I. (2009). Contagious depression: Negative
attachment cognitions as a moderator of the temporal association between parental
depression and child depression. Journal of Clinical Child & Adolescent Psychology,
38(1), 16-26. Doi: 10.1080/15374410802575305.
Administration for Children and Family Services. (2020, June 23.) AFCARS Report No. 27.
United States Department of Health and Human Services.
https://www.acf.hhs.gov/cb/report/afcars-report-27
American Community Survey. (2020). United States Census Bureau.
https://www.census.gov/programs-surveys/acs
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders
(5th ed.).
Agnold, A., & Costello, E. J. (1988). Scales to assess child and adolescent depression: checklists,
screens, and nets. Journal of the American Academy of Child and Adolescent Psychiatry,
27, 726-737.
Baker, L. A., Silverstein, M., & Putney, N. M. (2008). Grandparents raising grandchildren in the
United States: Changing family forms, stagnant social policies. Journal of Societal &
Social Policy, 7, 53-69.
Bandura, A. J. (1977). Social learning theory. Prentice-Hall.

27

Baumeister, R. F., & Leary, M. R. (1995). The need to belong: Desire for interpersonal
attachments as a fundamental human motivation. Psychological Bulletin, 117(3), 497530. Doi: 10.1037/0033-2909.117.3.497.
Beyerlein, B. A., Briggs, E. C., Vivrette, R. L., Theodore, P., & Lee, R. (2018). Examination of
child placement, emotional, behavioral and attachment problems among children with
caregiver-perpetrated trauma histories. Journal of Child & Adolescent Trauma, 12(2),
245-255. Doi: 10.1007/s40653-018-0206-z.
Boas, T.C., Christenson, D.P., & Glick, D.M. (2020). Recruiting large online samples in the
United States and India: Facebook, Mechanical Turk, and Qualtrics. Political
Science Research and Methods, 8(2), 232-250. Doi: 10.1017/psrm.2018.28
Bowlby, J. (1944). Forty-four juvenile thieves: Their character and home life. International
Journal of Psychoanalysis, 25, 19-53.
Bowlby, J. (1977). The making and breaking of affectional bonds: I. Aetiology and
psychopathology in light of attachment theory. The British Journal of Psychiatry, 130,
201-210.
Bowlby, J. (1980). Attachment and Loss (Vol. 3: Loss, Sadness and Depression). Basic Books.
Bowlby, J. (1988). Developmental psychiatry comes of age. American Journal of Psychiatry,
145, 1-10.
Cawnthrope, D., West, M., & Wilkes, T. (2004). Attachment and depression: The relationships
between the felt security of attachment and clinical depression among hospitalized female
adolescents. Canadian Child and Adolescent Psychiatry Review, 13(2), 31-35.

28

Chapman, D. P., Whitfield, C. L., Felitti,. V. J., Dube, S. R., Edwards, V. J., & Anda, R. F.
(2004). Adverse childhood experiences and the risk of depressive disorders in adulthood.
Journal of Affective Disorders, 18(2), 217-225. Doi: 10.1016/j.jad.2003.12.013.
Cicchetti, D., Rogosch, F. A., & Toth, S. L. (1998). Maternal depressive disorder and contextual
risk: Contributions to the development of attachment insecurity and behavior problems in
toddlerhood. Development & Psychopathology, 10(2), 283-300. Doi:
10.1017/s0954579498001618.
Clayborne, Z. M., Varin, M., & Colman, I. (2019). Systematic review and meta-analysis:
Adolescent depression and long-term psychosocial outcomes. Journal of the American
Academy of Child & Adolescent Psychiatry, 58(1), 72-79. Doi:
10.1016/j.jaac.2018.07.896.
Cohn, J. F., & Tronick, E. Z. (1983). Three-month-old infants’ reaction to simulated maternal
depression. Child Development, 54, 185-193.
Connor, S. (2006). Grandparents raising grandchildren: Formation, disruption and
intergenerational transmission of attachment. Australian Social Work, 59(2), 172184. Doi: 10.1080/03124070600651887.
Cote, S. M., Ahun, M. N., Herba, C. M., Brendgen, M., Geoffroy, M. C., Orri, M., Liu,
X., Vitaro, F., Melchior, M., Boivin, M., & Tremblay, R. E. (2018). Why is maternal
depression related to adolescent internalizing problems? A 15-year population-based
study. Journal of the American Academy of Child & Adolescent Psychiatry, 57(12), 916924. Doi: 10.1016/j.jaac.2018.04.024

29

Eaton, W. W., Smith, C., Ybarra, M., Muntaner, C., & Tien, A. (2004). Center for
Epidemiological Studies Depression Scale: Review and Revision (CESD and CESD-R).
In M..E. Maruish (Ed.), The use of psychological testing for treatment planning and
outcomes assessment: Instruments for adults (pp. 363-377). Lawrence Erlbaum
Associates Publishers.
Edwards, O. W., & Benson, N. F. (2010). A four-factor social support model to mediate stressors
experienced by children raised by grandparents. Journal of Applied School Psychology,
26(1), 54-69. Doi: 10.1080/15377900903368862
Garcia, A., O’Reilly, A., Matone, M., Kim, M., Long, J., & Rubin, D. M. (2015). The influence
of caregiver depression on children in non-relative foster care versus kinship care
placement. Maternal Child Health Journal, 19, 459-467. Doi: 10.1007/s10995-014-15259.
Glass, J. C. & Honeycutt, T. L. (2002). Grandparents parenting grandchildren: Extent of
situation, issues involved, and educational implications. Educational Gerontology, 28,
139-161. Doi: 10.1080/03601270252801391.
Goodman, S. H., & Gotlib, I. H. (1999). Risk for psychopathology in the children of depressed
mothers: A developmental model for understanding mechanisms of
transmission. Psychological Review, 106(3), 458-490. Doi: 10.1037/0033295x.106.3.458.
Goodman, S. H., Rouse, M. H., Connell, A. M., Robbins Broth, M., Hall, C. M. & Heyward, D.
(2011). Maternal depression and child psychopathology: A meta-analytic review. Clinical
Child and Family Psychology Review, 14, 1-27. Doi: 10.1007/s10567-010-0080-1.

30

Guibord, M., Bell, T., Romano, E., & Rouillard, L. (2011). Risk and protective factors for
depression and substance use in an adolescent child welfare sample. Children and Youth
Services Review, 33(1), 2127-2137. Doi: 10.1016/j.childyouth.2011.06.019
Harrington-Meyer, M., & Kandic, A. (2017). Grandparenting in the United States. Innovation in
Agin, 1(2). Doi: 10.1093/geroni/igx023
Hayes, A. F. (2013). Introduction of mediation, moderation, and conditional process analysis: A
regression-based approach. Guilford Press.
Hayslip, B., & Kaminski, P. L. (2005). Grandparents raising their grandchildren: A review of the
literature and suggestions for practice. The Gerontologist, 45, 262-269. Doi:
10.1093/geront/45.2.262.
Hill, J., Fonagy, P., Lancaster, G., & Broyden, N. (2007). Aggression and intentionality in
narrative responses to conflict and distress story stems: An investigation of boys with
disruptive behavior problems. Attachment & Human Development, 9, 223-237. Doi:
10.1080/14616730701453861.
Howes, C., & Segal, J. A. (1993). Children’s relationships with alternative caregivers: The
special case of maltreated children removed from their homes. Journal of Applied
Developmental Psychology, 14, 71-81. Doi: 10.1016/0193-3973(93)90024-P.
Lieb, R., Isensee, B., & Hofler, M., Pfister, H., & Wittchen, H. U. (2002). Parental major
depression and the risk of depression and other mental disorders in offspring: A
prospective-longitudinal community study. Archives of General Psychiatry, 59(4), 365374. Doi: 10.1001/archpsyc.59.4.365.

31

Musil, C., Warner, C., Zauszniewski, J., Wykle, M., & Standing, T. (2009). Grandmother
caregiving, family stress and strain, and depressive symptoms. Western Journal of
Nursing Research, 31(3), 389-408. Doi: 10.1177/0193945908328262.
Nadorff, D. K., & Patrick, J. H. (2018). Predicting child safety: The effect of custodial
grandparents’ depression, home safety, knowledge and gender. Journal of
Intergenerational Relationships, 16(3), 225-242. Doi: 10.1080/1535070.2018.1477398.
National Institute of Mental Health. (2017). Major Depression. National Institute of Mental
Health. https://www.nimh.nih.gov/health/statistics/major-depression
Natsuki, M. N., Shaw, D. S., Neiderhiser, J. M., Ganiban, M. J., Gordon, T. H., Reiss, D., &
Leve, L. D. (2014). Raised by depressed parents: Is it an environmental risk? Clinical
Child and Family Psychological Review, 17(4), 357-367. Doi: 10.1007/s10567-0140169-z
Pizeta, F. A., Loureiro, S. R., & Pasian, S. R. (2018). Maternal depression, social vulnerability
and gender: Prediction of emotional problems among schoolchildren. Journal of Child
and Family Studies, 27(6), 1981-1991. Doi: 10.1007/s10826-018-1023-6
Poehlmann, J., Park, J., Bouffiou, L., Abrahams, J., Shalfer, R., & Hahn, E. (2008).
Representations of family relationships in children living with custodial
grandparents. Attachment & Human Development, 10(2), 165-188. Doi:
10.1080/14616730802113695.
Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strategies for assessing and
comparing indirect effects in multiple mediator models. Behavior Research Methods,
40(3), 879-891. Doi: 10.3758/BRM.40.3.879.
Qualtrics. (2021). https://www.qualtrics.com
32

Rao, U. (2009). Characteristics, correlates, and outcomes of childhood and adolescent depressive
disorders. Dialogues in Clinical Neuroscience, 11(1), 45-62. Doi:
10.31887/DCNS.2009.11.1/urao
Schaughency, E. A., & Lahey, B. B. (1985). Mothers' and fathers' perceptions of child deviance:
Roles of child behavior, parental depression, and marital satisfaction. Journal of
Consulting and Clinical Psychology, 53(5), 718-723. https://doi.org/10.1037/0022006X.53.5.718
Schechter, D. S., & Willheim, E. (2009). Disturbances of attachment and parental
psychopathology in early childhood. Child and Adolescent Psychiatric Clinics of North
America, 18(3), 665-686. Doi: 10.1016/j.chc.2009.03.001.
Smith, G. C., & Palmieri, P. A. (2007). Risk of psychological difficulties among children raised
by custodial grandparents. Psychiatric Services, 58(10), 1303-1310. Doi:
10.1176/appi.ps.58.10.1303.
Smyke, A. T., & Zeanah, C. H. (1999). Disturbances of Attachment Interview. Unpublished
manuscript. Tulane University.
Stoner, A. M., Leon, S. C., & Fuller, A. K. (2015). Predictors of reduction in symptoms of
depression for children and adolescents in foster care. Journal of Child & Family Studies,
24, 784-797. Doi: 10.1007/s10826-013-9889-9.
Taraban, L., Feldman, J.S., Wilson, M.N., DIshion, T.J., & Shaw, D.S. (2020). Sad dads and
troubled tots: Protective factors related to the stability of paternal depression and early
childhood internalizing problems. Journal of Abnormal Child Psychology, 48, 935-949.
Doi: 10.1007/s10802-020-00649-0

33

Trussell, T. M., Ward, W. L., & Conners Edge, N. A. (2018). The impact of maternal depression
on children: A call for maternal depression screening. Clinical Pediatrics, 57(10), 11371147. Doi: 10.1177/0009922818769450
Thapar, A., Collishaw, S., Pine, D. S., & Thapar, A. K. (2012). Depression in adolescence. The
Lancet, 379(9820), 1056-1067. Doi: 10.1016/S0140-6736(11)60871-4
Van Dam, N. T. & Earleywine, M. (2011). Validation of the Center for Epidemiological Studies
Depression Scale-Revised (CESD-R): Pragmatic depression assessment in the general
population. Psychiatry Research, 186, 128-132. Doi: 10.1016/j.psychres.2010.08.018.
Van Orden, K. A., Cukrowicz, K. C., Witte, T. K., & Joiner, T. E., Jr. (2011). Thwarted
belongingness and perceived burdensomeness: Construct validity and psychometric
properties of the Interpersonal Needs Questionnaire. Psychological Assessment, 24(1),
197-215. Doi: 10.1037/a0025358.
Vibhakar, V., Allen, L. R., Gee, B., & Meiser-Stedman, R. (2019). A systematic review and
meta-analysis on the prevalence of depression in children and adolescents after exposure
to trauma. Journal of Affective Disorders, 255(5), 77-89. Doi: 10.1016/j.jad.2019.05.005.
Wood, A., Kroll, L., Moore, A., & Harrington, R. (1995). Properties of the Mood and Feelings
Questionnaire in adolescent psychiatric outpatients: A research note. The Journal of
Child Psychology and Psychiatry, 36(2), 327-334. Doi: 10.1111/j.14697610.1995.tb01828.x.

34

APPENDIX A
TABLES AND FIGURES

35

Table A1
Sample Demographics

Duration of care (years)
Caregiver age
Child age
Caregiver gender
Male
Female
Child gender
Male
Female

M

Foster Families
SD

%

Custodial Grandfamilies
M
SD
%

2.80
34.45
7.86

1.09
7.95
4.14

-

2.17
55.66
8.25

1.38
9.52
5.04

-

-

-

22.9
77.1

-

-

13.6
86.1

-

-

-

55.2
44.8

-

-

51.4
47.1

-

t
2.93
-22.58
-.80

Sig. (2tailed)
.004
<.001
.42

Note. “Duration of care” measured on a Likert-type scale, 1 = “Less than 1 year,” 2 = “1-2 years,” 3 = “3-5 years,” 4 = “5-10 years,”
5 = “More than 10 years.”
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Table A2
Descriptive Summary of Observed Variables

Attachment

Foster Families
M
SD
14.05
3.09

Caregiver Depressive Symptoms

37.16

10.58

36.77

9.22

.327

.74

Child Depressive Symptoms

6.48

6.32

2.81

3.65

4.82

.00

Note. Independent t-test results.
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Custodial Grandfamilies
M
SD
16.00
2.23

t
-5.98

Sig. (2-tailed)
.00

Table A3
Matrix of Correlations for Observed Variables

1. Attachment
2. Caregiver Depressive Symptoms (CESD-R)
3. Child Depressive Symptoms (MFQ)
4. Caregiver Type
5. Duration in Care
6. Child Gender
7. Caregiver Gender

1.
1
-.159**
.454**
.323**
-.067
-.080
-.117*

2.

3.

4.

5.

6.

7.

1
.302**
-.017
.201*
.080
.020

1
.337**
-.021
.034
.046

1
-.245**
.090
.230**

1
.090
.230**

1
.073

1

Note. Correlations represent relations between variables for all caregivers (i.e., both foster parents and custodial grandparents). Gender
dichotomously coded (Male = 0, Female = 1). Caregiver Type dichotomously coded (0 = Foster Parents, 1 = Custodial Grandparents).
* indicates p < .05; ** indicates p < .01.
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Figure A1.

Mean Scores of Mood and Feelings Questionnaire (MFQ) for Grandchildren and Foster Children
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Figure A2.

Caregiver Depressive Symptoms and Attachment by Caregiver Status.

Note. Caregiver depressive symptoms were measured using the Center for Epidemiological Studies Depression Scale – Revised
(CESD-R). Child depressive symptoms were measured using the Mood and Feelings Questionnaire (MFQ). Attachment was measured
using a modified self-report version of the Disturbances of Attachment Interview (DAI).
* indicates p < .05; ** indicates p <.01.
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Figure A3.

Influence of Caregiver Depressive Symptoms on Attachment

Note. Attachment measured by Disturbances of Attachment Interview (DAI) and caregiver depressive symptoms measured by the
Center for Epidemiological Studies Depression Scale, Revised (CESD-R).
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Table B1
Disturbances of Attachment Interview

DISTURBANCES OF ATTACHMENT INTERVIEW (DAI)
Disturbances of Non-attachment
0 = behavior clearly present; 1 = behavior somewhat or sometimes present; 2 = behavior
rarely or minimally present
1. Prefers specific adults, has “favorites”
2. When hurt or distressed, seeks comfort from you
3. Responds to comfort from you when upset, frightened, or injured
4. Interacts, plays with, speaks, and gestures with you
5. Is generally happy
6. Is generally sad or serious
7. Is generally angry or irritable
8. Is unlikely to wander off in unfamiliar areas
9. Is shy or wary around strangers
Note: Within the questionnaire, the DAI is modified to insert an indication to refer to the study
child, as well as response choices specific to that behavior.
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Table B2
Center for Epidemiologic Studies Depression Scale, Revised:
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Table B3
Mood and Feeling Questionnaire – Parent Report on Child, Short Version:
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