


Infants begin their lives with amazing abilities that serve as the foundation for their health and 

development throughout childhood and into adulthood. Every part of the child’s body is growing 

and developing. Health and development are intertwined from the moment of conception so 

that addressing the developmental needs of young children is just as important for physical and 

mental well-being as it is for preparing the child to succeed in school.1 

The first years of life are the foundation for later well-being.
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Particularly important is the growth that occurs in the child’s brain. During the first three years 
of life, the brain is more influenced by a child’s experiences than it will be later in development. 
Because young children are amazingly receptive to their environment, early childhood experiences 
are the foundation for later abilities. Children develop increasingly complex skills by building on 
their previous skills. A strong foundation increases the likelihood of positive outcomes; a weak 
foundation increases the likelihood of problems with learning, behavior, and health.2,3 
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From the beginning, infants have a built-in 
capacity to be social and engage with others. 
They send non-verbal messages or cues to 
indicate that they want attention, need a rest, 
or feel distress.4 How parents and caregivers 
respond to these cues has long-term effects on 
a child’s emotional development. For example, 
when a parent responds to a baby’s crying, the 
baby learns that the environment is safe and 
nurturing, and that care and attention will come 
promptly when needed. Being held, gently 
touched, and quietly talked to can show infants 
that they are safe, loved, and important. Infants 
whose needs are met feel safe and learn to trust 

their parents and caregivers. This security 
promotes emotional development and creates 
the foundation for trusting relationships to come.5 

How parents respond to their children’s cues 
is also important for cognitive development. 
When parents are sensitive to children’s signals, 
they naturally encourage learning by tailoring 
activities that are challenging but manageable. 
This is known as scaffolding.6 As they become 
more mobile and more independent, having an 
attentive parent nearby comforts a child in new 
or challenging situations and provides a secure 
base from which he can explore with greater 
confidence. Parental sensitivity and scaffolding 
during infancy and early childhood promote 
cognitive development throughout later childhood.7

Early relationships influence how 
children grow and develop.

Positive parenting is especially important during 
a child’s first few years.8 Hardships such as 
financial difficulties, stress, lack of support, and 
poor health reduce parents’ emotional resources 
and make it difficult for them to adjust to the 
demands of parenting.  Because risk factors like 
these can affect parenting quality, they can also 
affect children’s early development.

One widely studied risk factor is postpartum 
depression, the most common medical 
complication of childbirth.9 Many women—
about 70 percent—experience brief depressive 
symptoms shortly after giving birth. Often called 
“baby blues”, these feelings usually subside after 
about two weeks. Postpartum depression, by 
contrast, is a persistent and serious disorder 
affecting 10 to 20 percent of new mothers. 
Symptoms include insomnia, crying spells, poor 
appetite, and feelings of guilt and hopelessness.10,11 

Research has repeatedly found that adolescent 
mothers, African-American mothers, low-income 
mothers, and mothers with low education are 
at increased risk for postpartum depression.10,12 
Other risk factors include low self-esteem and 
lack of social support. Similarly, women who 
remember their own parents as unresponsive 
or neglectful are more likely to experience 
depression when they become parents themselves.13  

If left untreated, postpartum depression can 
impair a mother’s ability to provide the positive 
interactions that her baby needs. Research has 
linked maternal depression during infancy with 
parenting styles that are either withdrawn and 
uninterested or harsh and impatient.14 Mothers
who are depressed may not be emotionally available 
to their children and may be insensitive to their 
child’s cues. Depressed mothers have been found 
to play less often with their infants and engage 
in fewer activities to promote child development 
than mothers without depression.15

Postpartum depression is a health 
risk for mothers and their babies. 

45



Infants of depressed mothers are at risk for cognitive and social difficulties that 
can appear as early as two months. They tend to be less active, to make less 
eye contact, and to engage in more negative behaviors than other babies.16 
They are also at risk for depression, with symptoms sometimes appearing 
by four months.17 Long term effects have also been documented, including
emotional instability, conduct problems, and mental health disorders.11

Recent research has discovered distinct neurobiological patterns associated 
with maternal depression. For instance, brain activity and stress hormone 
levels are measurably different in children of depressed mothers.14 

Maternal depression affects children’s brain 
development and emotional health.
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In a study18 of Shelby County mothers and their young children, mothers’ parenting styles were 
observed as they taught their children to play with a new toy. 561 mother-child pairs were observed 
when the child was 12 months old and again at 24 months. Interactions were coded according to 
a widely accepted rating scale measuring effective parenting behaviors such as responsiveness and 
sensitivity. 22.5 percent of mothers at 12 months and 39 percent of mothers at 24 months scored 
in the At Risk range, indicating that their parenting styles were not fostering optimal development. 

Maternal Depression and Parenting Style among Shelby County Mothers

FIGURE 1: 
Percent of Mothers 
Who Scored At Risk 

on Mother-Child 
Interaction Scale
at 12 Months and 

24 Months by
Maternal Age.

Source: 
The Urban Child 

Institute & University 
of Tennessee Health 

Science Center. 
Conditions Affecting

Neurocognitive 
Development and 

Early Learning (CANDLE) 
data, 2011.
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Consistent with previous research, there were large variations according to 
mothers’ age, education, and race:

• Younger mothers were more likely to score At Risk at both 12 months and 
24 months (Figure 1).  

• At both time points, mothers with a college or graduate/professional 
degree were less likely to score At Risk than mothers with less education 
(Figure 2).  

• Black mothers were more likely to score At Risk than white mothers at 
both 12 months and 24 months (Figure 3).
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FIGURE 3:
Percent of Mothers 
Who Scored At Risk 
on Mother-Child 
Interaction Scale
at 12 Months and 
24 Months by 
Maternal Race 

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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FIGURE 2: 
Percent of Mothers 
Who Scored At Risk 
on Mother-Child 
Interaction Scale
at 12 Months and 
24 Months by 
Maternal Education

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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Mothers also completed a brief assessment to determine their risk for postpartum depression. At 
4 weeks after birth and again at 12 months, they answered a brief questionnaire designed to screen 
for possible depression. At 4 weeks, 13.8 percent of all mothers scored At Risk. At 12 months, 11.2 
percent scored At Risk. While not an actual diagnosis, an At Risk score indicates that a mother is 
likely to be suffering from postpartum depression and that further assessment is recommended.

Consistent with past research, depression risk scores varied by age, education, and race:

• At both assessments, 19-25-year-old mothers were more likely than other mothers to score 
At Risk. Additionally, the likelihood of risk increased from 4 weeks to 12 months for 
19-25-year-olds, while it decreased for the other two age groups (Figure 4).  

• Mothers with a college or graduate/professional degree were less likely to be at risk for depression 
than mothers with less education. Risk levels decreased from 4 weeks to 12 months for more 
educated mothers and increased slightly for mothers with a high school education or less (Figure 5).

• Black mothers were more likely than white mothers to be at risk for depression at 4 weeks and 
at 12 months. The percentage of At Risk scores decreased for both groups between the first and 
second assessments, but the gap between white and African American mothers increased, with 
African American mothers now more than twice as likely to be at risk (Figure 6).

FIGURE 4: 
Percent of Mothers 

Who Scored At
Risk for Depression

at 4 Weeks
and 12 Months

by Maternal Age

Source: 
The Urban Child 

Institute & University 
of Tennessee Health 

Science Center. 
Conditions Affecting

Neurocognitive 
Development and 

Early Learning (CANDLE) 
data, 2011.
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FIGURE 6:
Percent of Mothers 
Who Scored At 
Risk for Depression
at 4 Weeks
and 12 Months
by Maternal Race

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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FIGURE 5: 
Percent of Mothers 
Who Scored At 
Risk for Depression 
at 4 Weeks
and 12 Months by 
Maternal Education

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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The current study also examined how 
mother-child interactions related to maternal 
risk for depression. Among mothers who scored 
At Risk for depression at 4 weeks, 30 percent 
also scored At Risk on the 12 month interaction 
assessment. Among mothers who scored At Risk 
for depression at 12 months, 35 percent also had 
At Risk interaction scores.

For mothers at risk for depression, there were 
variations in mother-child interaction quality:

• Among mothers who scored At Risk for 
depression at 4 weeks, those who were 
18 and younger were slightly more likely 
to have at-risk interactions with their 
infants at 12 months. Among mothers 
who were at risk for depression at 12 
months, 19-25-year-old mothers had the 
highest percentage of At Risk interaction 
scores (Figure 7).

• Surprisingly, mothers with less than a high 
school education had the lowest percentage 
of At Risk interaction scores among mothers 
with depression risk at 4 weeks. If they had 
depression risk at 12 months, however, they 
were almost three times more likely to have 
At Risk interaction scores (Figure 8). 

• Mothers with a college degree showed the 
opposite pattern: those with depression 
risk at 12 months were less likely to have 
At Risk interaction scores than those with 
depression risk at 4 weeks (Figure 8).

• Black mothers had a higher percentage of 
At Risk scores for mother-child interactions 
at 12 months among mothers with depression 
risk at 4 weeks. For mothers who were at risk 
for depression at 12 months, interaction 
scores were similar, with white mothers 
slightly more likely to score At Risk (Figure 9).

FIGURE 7:
Percent of Mothers 

Who Scored
At Risk on

Mother-Child 
Interaction Scale 

at 12 Months 
and 24 Months 

by Maternal Age 
(among mothers 
with depression)

Source: 
The Urban Child 

Institute & University 
of Tennessee Health 

Science Center. 
Conditions Affecting

Neurocognitive 
Development and 

Early Learning (CANDLE) 
data, 2011.
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FIGURE 9: 
Percent of Mothers 
Who Scored At Risk 
on Mother-Child
Interaction Scale 
at 12 Months and 
24 Months by 
Maternal Race 
(among mothers 
with depression)

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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FIGURE 8: 
Percent of Mothers 
Who Scored At Risk 
on Mother-Child
Interaction Scale 
at 12 Months and 
24 Months by 
Maternal Education 
(among mothers 
with depression)

Source: 
The Urban Child 
Institute & University 
of Tennessee Health 
Science Center. 
Conditions Affecting
Neurocognitive 
Development and 
Early Learning (CANDLE) 
data, 2011.
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Most women suffering from postpartum depression do not seek help. This 
may be due to scheduling difficulties involved in caring for a newborn baby, 
the stigma of mental illness, or a lack of motivation caused by the depression 
itself.11 In many cases, the disorder remains undiagnosed and untreated, despite 
the existence of effective treatments. Many antidepressant medications are 
considered safe for breastfeeding mothers. Psychotherapy is another option 
with proven results.10,19

Improving providers’ awareness of postpartum depression can help depressed 
mothers understand their symptoms and seek treatment.10 There are several 
brief screening tools that are effective at identifying mothers who may be clinically 
depressed. These take only a few minutes to administer and have a high success rate. 
Screening for postpartum depression should be an integral part of routine 
health care visits for mothers with infants.10,11

Infants and toddlers have fewer coping strategies than older children and are 
more dependent on their parents. They are more likely, therefore, to experience 
the negative environment associated with maternal depression.20 Early
identification and treatment of postpartum depression is essential for protecting 
our most vulnerable children during this sensitive period of development.

Improved screening and treatment can better protect 
children against the developmental threats associated 
with maternal depression.
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