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Abstract  

The risks and economic pressures experienced by low-income families can lead to 

psychological distress such as depressive symptoms (Masarik & Conger, 2017), which can 

impact parenting behaviors. The present study addressed how parental depressive symptoms 

might be a risk associated to parent-child relationships, especially positive parental engagement. 

Using a risk and resilience framework, the current study is the first to explore three forms of 

partner support (emotional support, financial support, and emergency child-care support) as 

potential protective factors that buffer the association between depressive symptoms and parental 

engagement among N = 3,165 mothers and fathers of three-year-olds. Participants were 

predominantly unmarried and from diverse minority ethnic backgrounds (Hispanic= 24%, Black 

Non-Hispanic=57%, White Non-Hispanic=17%, and other race=2%). Results indicated that 

parental depressive symptoms are negatively associated with positive parental engagement. The 

more depressive symptoms a parent is experiencing, the less likely they are to participate in 

positive parental engagement activities (e.g., singing, playing). Findings also suggested that 

emergency child-care partner support was a protective factor only for fathers. Emotional partner 

support and financial partner support were not a significant buffer for mothers or fathers. 

Findings highlight the need to address mental health needs in low-income families and explore 

complex associations between parenting practices and potential protective factors that promote 

resilience. 

 

 

 



    

 

 

9 

Introduction  

According to a U.S. Census data, Child Trends reported that 1 in 5 children live with a 

parent who experienced depressive symptoms at some point during their childhood (Barlett, 

2017). In 2020, the poverty rate across the U.S. was around 11.4%, indicating that 3.3 million 

more people were living in poverty than the year before [2019] (Bureau, US., 2021).  In facing 

depressive symptoms, parents from low-income backgrounds often have to manage multiple 

stressors such as financial hardships, childcare issues, and challenging child behaviors that they 

must negotiate with their household members or social networks (Fagan et. al., 2016). These 

stressors or risks in low-income families contribute to mothers’ and fathers’ depressive 

symptoms, which can disrupt parental functioning and contribute to child maladjustment 

(Barnett et al., 2021; Farkas & Valdes, 2010; Masarik & Conger, 2017).  Specifically, levels of 

positive parental engagement might be lower when parents are struggling with depressive 

symptoms. On the other hand, little is known about the kinds of support needed in low-income 

communities and the best approaches to support parenting practices. As a result, the current 

study will examine how parental depressive symptoms are linked to parental engagement and if 

different kinds of partner support are a buffer in this relationship. This study empirically 

addresses multiple gaps in the field related to parental depressive symptoms, partner support, and 

positive parental engagement across mothers and fathers from low-income backgrounds. This 

knowledge will ultimately inform the development of programs to build resilience among 

economically disadvantaged families with young children.  

The data are from a national study called Building Strong Families (BSF), which was 

conducted by the Administration for Children and Families, U.S. Department of Health and 
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Human Services to test the effectiveness of healthy marriage and relationship education 

programs among unmarried parents who were expecting or recently had a child together (Wood 

et al., 2012). The current study includes several notable strengths, such as, the under-utilized 

approach of examining a national data sample and capturing both, mothers, and fathers’ reports. 

There is a lack of research on how fathers’ depressive symptoms are associated with parental 

practices, especially among low-income families where the focus of research is often on mothers 

(Schoppe‐Sullivan & Fagan, 2020). Therefore, in this study including the fathers’ perspectives 

can help us to understand the fathers’ contributions to child development and family resilience. 

In addition, the results of this analysis will contribute to understanding the processes linking 

parental depression, parental engagement, and partner support, which is important because 

families experiencing stress or exposure to risks might have disrupted parenting (Masarik & 

Conger, 2017; Davis et al., 2011).  

The innovative perspective in this study seeks to demonstrate how low-income parents 

are thriving in their environments, even in the presence of adversity. Hence, the examination of 

partner support as a buffer for mothers and fathers can inform identification and enhancement of 

parents’ resources that help them thrive in these challenging environments. Finally, the study 

will contribute to existing research on the need for mental health services in low-income 

families, as well as parenting challenges that mothers and fathers experience in their day-to-day 

practices. As a case in point, the significant risks related to the pandemic (Sabol et al., 2021), 

including those related to parental depression and social support among economically 

disadvantaged families with young children, can be informed by the knowledge from this study 
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since it can guide policy makers, professionals, and programs to better support parents in low-

income communities. 

Theoretical Framework based on Risk and Resilience Theory Perspective    

In this secondary data analysis, I will explore research gaps found in the literature and 

advance understanding of sources of support in low-income families, especially the overlooked 

role of children’s other biological parents in a sample of primarily unmarried parents. More 

specifically, I will investigate the needs and also the strengths among low-income families with 

young children by expanding the Risk and Resilience Model (Masten, 2018). The Risk and 

Resilience Model posits that an individual overcoming obstacles, surviving risks, and beating the 

odds despite their adversities can achieve resilience. Therefore, equally important is to state that 

resilience does not mean the absence of negative behaviors or problems, but thriving and 

positive behaviors even in adversity. According to Masten, resilience is a concept that defines 

the “capacity of a system to adapt successfully to significant challenges that threaten its function, 

viability, or development” (Masten, 2018, p.12). In this particular study, risks in parents are 

represented by the existence of depressive symptoms, while the resilience factor is positive 

parental engagement.  

The present study will investigate protective factors that may enhance positive parenting 

practices in the face of a common parenting risk. More specifically, partner support is examined 

as a buffer or protective factor that may help to mitigate the prevalence of the risk (depressive 

symptoms) and increase the amount of the resilient outcome (parental engagement). In low-

income communities, most of the research tends to focus on negative outcomes or negative 

behaviors yet identifying how and why many families in these communities thrive is critical to 
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move away from a deficit perspective and support positive development. Support is an effective 

factor that diminishes the negative effects of stress on mental health (Thoits, 2011), but it is an 

understudied concept in family science (Reid & Taylor, 2015). As a result, resilience in this 

particular study is seen as a process of successfully adapting and thriving despite challenges or 

adversities by demonstrating engaged parenting.  Therefore, the Risk and Resilience Model is 

applied to consider how risks in parents’ lives are associated to their parental engagement and 

how partner support might act as a buffer to build family resilience. Identifying protective 

factors for low-income primarily unmarried parents of young children can instigate constructive 

actions based on justifiable and informed knowledge (Watkins, 2012) 

Depressive Symptoms and Positive Parenting Practices. 

By applying this framework in this study, I am examining the role of parental depressive 

symptoms as a risk and positive parental engagement as the resilient process, including partner 

support as a protective factor. 

As well-recognized, families in low-income communities are exposed to a high number 

of risks and challenges in their daily lives, such as mental health problems, child-care access 

barriers, instability at home, and economic insecurity (Turney, 2011; Ayala-Nunes et al., 2016). 

For example, another study utilizing BSF data found that depressive symptoms were positively 

associated to higher levels of destructive conflict among parents (Kopystynska et al., 2021).  It is 

well documented that risks experienced by parents from low-income backgrounds tend to 

include financial, physical, emotional, and social challenges that are associated to the way 

parents behave (Delaney, 2017; Hashima & Amato, 1994). Parents who struggle with financial 

hardships tend to have poor physical and mental health, more specifically depressive symptoms 
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(Conger et al., 2010; Manuel et al., 2012). Depressive symptoms can last for years in low-

income communities because of the combination of high levels of stressors and resource barriers 

(Oh et al., 2018). In a longitudinal study, Turney (2012) presented the prevalenceof  depressive 

symptoms in 7% of mothers across an eight-year period of time in a low-income sample of 

unmarried couples due to  lack of treatment (e.g., intervention, therapy) because of their limited 

resources and prevalent barriers (e.g., socioeconomic status, financial and childcare difficulties).  

The daily challenges that parents face can be complex and overwhelming. Parental 

psychological distress and risks (e.g., financial hardships) disrupt parents’ positive and effective 

parenting practices (Conger et al., 2010; Lee et al., 2009). Depression in mothers compromises 

their caregiving abilities, including sensitive parenting (Taraban & Shaw, 2018).  More 

specifically, psychological distress, such as depression, is associated with disengaged parenting 

practices (Lee et al., 2009). As a result, maternal depression is known to contribute to increases 

of negative parenting along with decreases in positive parenting engagement practices (Taraban 

& Shaw, 2018; Turney, 2011). However, there is a discrepancy in the amount of research done 

on parental depressive symptoms among fathers in comparison to mothers. Studies that have 

considered fathers have demonstrated a link between depressive symptoms and compromised 

parenting (Kopystynska et al., 2020), still there are plenty of unknowns in fathers’ mental health 

(Schoppe‐Sullivan & Fagan, 2020). Prior findings show the importance of interconnectedness 

between parental relationships and parenting practices in couples (Barnett et al., 2021). Hence, it 

is necessary to acknowledge the role of fathers to better understand parental depression in low-

income communities.   
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 In this study, the positive resilient outcome is a constructive behavior, which is positive 

parental engagement. Positive parental engagement in early childhood is defined as parent-child 

meaningful and beneficial interactions, such as reading to the child, practicing nursey rhymes, 

and playing with the child, among other activities (Baker et al., 2018). Positive parental 

engagement creates a stronger bond and leads to learning in the parent-child relationship, 

including future positive educational experience (Goodall & Vorhaus, 2011). However, when 

parents experience depressive symptoms, their positive parental engagement practices might 

decrease. Feeling lonely, lacking sleep and being overwhelming by emotions might make it hard 

to participate in positive parental engagement. The presence of depressive symptoms in new 

mothers is highly studied, since statistical records indicate that 1 in 7 mothers experience 

postpartum depression (Reid & Taylor, 2015), and increasing research points to a high 

prevalence of post-partum depression in fathers (Rao et al., 2020). If depressive symptoms are 

not diminishing or treated in parents, the negative impacts on parenting practices might extend 

across early childhood leading to impaired bonding with the child (Kerstis et al., 2016). 

Therefore, this study aims to find ways in which unmarried couples transitioning to parenthood 

can manage their depressive symptoms to achieve positive parental engagement despite their 

adversities. More specifically, the study will explore multiple approaches in which partner 

support might be a resource for parents as a buffer mechanism.    

Social Support as a Buffer Between Depressive Symptoms and Positive Parenting Practices 

Social support has been studied as a protective factor for at-risk families from low-

income communities. Support in low-income families matters in order to better understand 

parenting practices within vulnerable families in the face of adversities. It is imperative to learn 
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about unmarried parents and their potential positive functioning (Mallette et al., 2020) In ethnic 

minority and economically disadvantaged families, there might be unmeasured protective factors 

that buffer negative influences on parent-child engagement (Barnett, 2008). Thus, in this study 

the Risk and Resilience framework is being expanded by exploring how partner support might be 

a protective factor or resource to help parents in their adaptation and adjustment even in 

adversities (Cooke et al., 1988).  There is a buffering support effect that suggests that support 

decreases the impact of challenges on mental and physical health (Thoits, 2011). Hence, partner 

support is critical to study in families in order to understand potential buffers between depressive 

symptoms and parental interactions with their children, especially in low-income communities. 

Research on parenting indicates that depression impacts parent-child engagement, and social 

support can help to decrease these negative influences by decreasing depressive symptoms. 

Support has been shown to help decrease depression during early childhood (Reid & Taylor, 

2015). Variations in effectiveness of partner support as a protective factor remain unclear as the 

nature and impact of partner support varies depending on the relationship status (Taraban et al., 

2017). In addition, support from a partner might look different across ethnic groups or non-

traditional family structures (e.g., never-married parents) (Reid & Taylor, 2015).  

Biological parent support or parental support accounts for the perceived availability of 

psychological, financial, and behavioral support from the other biological parent of the target 

child when a difficulty or problem arises. Partner support has shown to have greater impact on 

depression in comparison to other types of support, especially during early parenthood for 

married and unmarried new mothers (Reid & Taylor, 2015). In this study, partner support is a 

multidimensional concept that describes three types of support from the biological parent. The 
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three categories are emotional partner support, financial partner support, and emergency child-

care support.   First, emotional partner support in this study is exploring how the partner 

perceives receiving support, advice or help from the partner during a problem or a moment of 

depression and confusion. If depression in early parenthood is a risk (Kerstis et al., 2016), then 

the support from the partner might help to mitigate the parental depressive symptoms. Second, 

financial partner support is related to borrowing money from the partner. Families tend to 

experience the highest financial hardships when children are young due to the inequity of new 

adjustments and expenses (Lucas et al., 2021), and also unmarried couples tend to experience 

more economic hardship due to their instability (Addo 2014; Manning 2006). Finally, emergency 

child-care support, was the only support directly related to the child, asks if the partner can be 

accountable to take care of the child in the face of an emergency.  Emergency child-care 

particularly plays an important role in the partnership roles because at this age children do not 

receive access to formal schooling and adult supervision is a necessity (Presser 2003). Thus, 

responding to any of the partner’s support needs can help buffer the effects of parental 

depressive symptoms on the other partner.  

Gender Differences in Support 

The role of social support as a buffer in parenting practices can be perceived differently 

based on the parental sex. Compared to fathers, mothers turn to their social network system 

(friends and family) more for parenting advice (Pew Research Center, 2020). Fathers might not 

have plenty of members in their social network system, and thus limiting themselves to partner 

support. The social network support approach is described as a system of people outside the 

household who interconnect in an affective or financial nature with the parents (Cochran & 
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Brassard, 1979). Among unmarried or unpartnered parents, support from social networks may be 

particularly helpful, or serve in a compensatory role, if they lack support from the child’s other 

parent (Barnett, 2008).  For example, Ayala-Nunes (2016) reported that social support had a 

protective role in decreasing psychological distress (e.g., anxiety, stress). While there is a vast 

amount of national and international research on parental depressive symptoms in mothers, not 

much is known about fathers (Schoppe‐Sullivan & Fagan, 2020). To strengthen family programs 

in the community, the mental health of fathers is crucial to address.  Overall, gaps in the 

literature suggest that parents high in depressive symptoms might benefit from support, but this 

approach to support lacks the specificity that might be needed for programs to target specific 

support needs and assets presented by mothers and fathers of young children.  

As a result, the quantity of support received from partners might help parents cope with 

their depressive symptoms and maintain warm interactions and communication with their 

children, yet little research has examined these pathways among low-income mothers and 

fathers. Identifying the association between depression and parenting practices and finding 

protective factors will inform the identification of targeted support programs and interventions to 

promote resilience. Finally, the study will contribute to addressing gaps as opportunities of 

resilience rather than limitations in research. Findings from the study can inform proactive 

changes to improvement program performance.  

The Current Study and Hypotheses 

Despite plenty of articles about depressive symptoms impacting parenting practices, this 

study is pointing to the importance of differentiating processes linking partner support, 

depressive symptoms and parenting behaviors among mothers and fathers. The existing research 
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acknowledges that low-income families are exposed to higher number of risks that may 

undermine parenting by increasing depressive symptoms (Conger et al., 2010), but little is 

known about possible parent support buffering effects. Additionally, most empirical articles 

collected data from mothers, and highlight the need to learn more about father’s mental health in 

the context of family dynamics, such as parental engagement (Roopnarine & Dede Yildirim, 

2017). To address these gaps in the literature, the current study utilized a secondary data analysis 

approach where the associations among depressive symptoms, parental engagement, and support 

from the father/mother of the child were explored.  

The research questions for this analysis include RQ1: Are depressive symptoms directly 

associated with less positive parental engagement among mothers and fathers? RQ2: Does 

emotional parental support, financial parental support, and/or emergency child-care parental 

support moderate the relationship between depressive symptoms and parental engagement (See 

Figure 1)? Do these moderation processes vary by parent gender? This study will test the 

following hypotheses.  H1: Depressive symptoms will be negatively related to parental 

engagement for mothers and fathers and H2: Each type of parental support will buffer the 

negative relationship between depressive symptoms and parental engagement. There are no 

specific hypotheses regarding gender differences given the lack of research in this area. The 

results of this analysis will contribute to understanding the potential buffering effect of support 

for mothers and fathers of young children among disadvantaged communities.  
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Methods  

Data  

  The data are from the Building Strong Families (BSF) multi-site impact study that 

provided relationship skills education to low-income, unmarried couples transitioning to 

parenthood (Wood et al., 2012). The sites where recruitment occurred are from the following 

U.S. communities: Atlanta, Georgia; Baltimore, Maryland; Baton Rouge, Louisiana; Houston, 

Texas; Oklahoma City, Oklahoma; San Angelo, Texas; and counties in Florida and Indiana 

(BSF; Wood et al., 2012). The sample for this study only included fathers and mothers, N= 6,330 

individuals post-imputation, who participated in the last wave of data collection when parenting 

practices were measured (child age = 36 months). Families in this study included racially diverse 

low-income couples who recently experienced parenthood but were not married when the child 

was conceived (see Table 1). The participants were randomly assigned to the control or treatment 

group; treatment aimed to improve couples’ relationship skills. Because the focus of the present 

study is not on the intervention, and the intervention failed to affect the key variables in this 

study, depressive symptoms and parental engagement (Wood et al., 2012), the treatment and 

control groups will be analyzed together in the same sample. 

Participants 

The current study included 3,165 mothers with the average age of 22 years old, SD=4.82 

and 3,165 fathers, whose average age was 24 years old, SD=6.2. Most families identified 

themselves as African American (57%), followed by Latinx or Hispanic (24%), then White 

(17%), and finally other race or ethnic group (2%). Most of the partners in this study were not 

married by the third point of data collection (child age 36-months); 74% of them had never been 
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married to each other, 23% were married, 1 % divorced and 2 % separated. However, many of 

them were romantically involved (56%), followed by the opposite, a non-romantic relationship 

(33%), and lastly involved in an on-again and off-again relationship (11%). The number of 

children who were identified as female included (n = 3,452) and male (n = 2,878). For the 

demographic statistics, see Table 1. 

Measures   

Depressive Symptoms (Independent Variable). Participants completed the Center for 

Epidemiologic Studies Depression Scale (CES-D), which is a well-established measure (Ross et 

al.,1983). The scale consisted of mother and father responses to 12-items regarding depressive 

symptoms within the last week. The survey included questions, such as, feeling lonely or sad, 

reduced appetite, restless sleep, and difficulty performing their daily activities. Answers for these 

questions ranged in a Likert scale from 1= rarely or none of the time to 4= most or all of the 

time. The Cronbach’s alpha for fathers was α=0.87, and for mothers α=0.88. After checking for 

alpha, a composite was created for parental depressive symptoms using the grand mean centered 

approach. 

Positive Parental Engagement (Dependent Variable). Participants responded to 9 self-

reported questions where mothers and fathers indicated their parental engagement practices 

within the last month (e.g., how often the parent played or interacted with the child, reading 

books, or singing songs). Items were reverse coded and averaged with higher scores indicating 

greater engagement After reverse coding, the responses ranged from 1= “Not at all” to 6= “More 

than once a day”. The measures for engagement were drawn from well-validated scales that were 

previously used in large-scale studies of demographically similar families, such as Fragile 
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Families and Child Wellbeing Study and the Early Head Start Research and Evaluation project 

(Wood et al., 2012). Again, with surpassing the minimum recommended Cronbach’s alpha level, 

fathers α=0.89 and mothers α=0.80, a composite was created for positive parental engagement 

using a grand mean centered approach.  

Support from the Partner (Moderator). The support measurements used in this project 

were originally created to measure the presence or absence of support received from the 

father/mother of the child. This approach included if the parent could count on the child’s other 

parent for three types of support: emergency child-care support, financial support, and emotional 

support. I named these 3 categories parental support. Using binary values, with 1= yes or 0= no 

options parents responded to the three following questions: emergency child-care support: 

“Would you be able to count on father/mother to take care of child in an emergency?”, financial 

support: “Could you turn to father/mother if you suddenly needed to borrow $100?”, and 

emotional support:  “Suppose you had a problem, and you were feeling depressed or confused 

about what to do. Could you turn to father/mother for help or advice if you had a problem and 

felt like that?”. 

Covariates. The covariates included the sex of the parent, (1 = male, 2=female), child’s 

sex, material hardship, parent’s residency, the current relationship with their study partner, and if 

they have seen the child in the past month.  All covariates were single items, except for material 

hardship, which was a composite of items. Material hardship included three binary indicators of 

whether the parent was unable to pay utilities, rent or was evicted from their place within the last 

year. The higher scores indicated the prevalence of events reflecting economic difficulties. The 
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Cronbach’s alpha for this composite was not calculated given its inclusion of only binary items 

(Spiliotopoulou, 2009).  

Analytic Strategy  

Bivariate correlations were calculated in order to identify significant correlations between 

the independent variables and the dependent variable, as well as correlations between predictors 

(see Table 3). Since this analysis include a nested group of participants, the violation of 

independence assumption was key to check.  The interclass correlation was utilized as a 

descriptive statistic that helps to test for independence by measuring variability in the dependent 

variable between couples (Srivastava & Keen, 1988). After computing the intercorrelation class 

value (2.939847e-09), 100 % of the total variability in parental engagement is concluded to be 

within dyads, compared to between couples. In addition, for diligence in the multilevel modeling 

steps to account for interdependence I performed three different approaches using the nlme 

(version 4.0) and mlm (version 4.0) packages in R (version 4.0). The first regression analysis 

performed in R was guided by a normal linear model (LM) regression, under the lm function, 

where the observations were treated as independent based on the intercorrelation score (Faraway, 

2016). Then, the second regression analysis included multilevel modeling, under the lme 

function, for linear mixed-effects (LME) models with random effects where I was accounting for 

the nested data (Bates, 2014). In this second analysis, the test included a random-intercept 

component for each dyad, demonstrating how different partners are within dyads in their report 

of parental engagement (SD= 1.56e-30, Residuals=0.83). 

The last regression analysis performed was the generalized least squares (GLS), also 

known as correlated residuals model, under the gls function, where marginal variance-covariance 
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was derived (Fox, 2002). The GLS model helped to examine the variability of predictor variables 

and confirmed that correlated residuals were normally distributed=1.13. Using a GLS model, the 

test was accounting for nested data and allowed the residuals to correlate rather than giving each 

dyad its own intercepts, as we previously did in LME. The correlation structure specified for the 

GLS model was guided by maximum likelihood (Beaujean, 2014). The compared results of the 

GLS and LME were the same, thus only LM results and procedures were considered. 

 Therefore, after the nested nature of the data was contemplated, the results demonstrated 

that the hypotheses could be tested using a linear regression analysis, instead of multilevel 

modeling due to the similar results across multiple approaches. Therefore, to test the current 

study hypothesis, all analyses were conducted by computing linear regression models (lm 

function in R), as described in detail further in the study. 

Treatment of missing data. As is the case in all longitudinal studies, not all participants 

completed all information at all three time points.  The first step in the analysis included the 

examination of missing data; see imputed descriptive values in Table 2 The data presented a 

missing rate of 6% missing, 94% observed. The main variables with higher missing data were 

related to race. Other variables with relatively high missingness were if the parent had seen the 

child in the past month and parent’s residency.  I created predicted missingness variables, which 

indicated that data were systematically missing not-at random. The missing values were 

identified in several observations using a series of linear regressions. In order to account for 

couple data and statistical power, the missing data were treated with a multiple imputation 

process utilizing the equation model of Mice package in the R Software version 4.0. (Enders, 

2010; Noghrehchi, 2015, Van Buuren et al., 2015). The descriptive information presented in this 
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study earlier includes only unimputed data. Therefore, analyses for descriptive information and 

all other procedures are performed again after the imputation processes.  

The method of multiple imputation consists of the chained equations of iterative process 

where regressions are implemented behind the scenes in order to estimate the missing data 

(Enders, 2010). The estimated data obtained from the multiple imputations is forming an 

“informed guess” based on the original observed data and the statistical model created by 

iterations (Grund et al., 2018; Enders, 2010). Mice package applied “pmm” predictive mean 

matching imputation approach, which consists of creating plausible values for imputation 

(Zhang, 2016). The values for composites, such as parental engagement, were imputed at the 

individual item level. The total iteration included 20 plausible data sets that replace the values for 

each missing value (Enders, 2010). Subsequently, the extraction of a single imputed data set was 

finished, followed by a procedure of testing predicted values for the model with the imputed 

data. The models demonstrated similar values to the original dataset, just accounting for non-

missing values; pooled final results included categorical variables that were not converted to 

factors during the imputation process. 

Analyses to Test Hypotheses 

The first model explored, through a linear regression, the relationship between parental 

depressive symptoms and parental engagement, controlling for the covariates previously 

mentioned (i.e., parent’s sex, child’s sex, living with the child, seen child in the past month, 

current relationship, and material hardship) to test Hypothesis 1. The second step of the analysis 

included testing two-way interaction(s) related to Hypothesis 2. Specifically, variables 

representing the three forms of parental support (i.e., emotional support, financial support and 
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emergency child-care support) along with terms representing the interaction of every support 

variable with depressive symptoms were added to the model.  To examine Research Question 2 

regarding potential differences for mothers and fathers in this current study, sex of the parent was 

added to the two-way interactions building third-way interactions (see Table 4, Model 2). 

Further investigating the statistical results demonstrated that emotional partner support 

and financial partner support were not statistically  significant protective factors in the negative 

relationship between parental depressive symptoms and parental engagement. Therefore, only 

emergency child-care support was explored to see how this type of support operated among 

mothers and fathers..  The levels of parental depressive symptoms were explored by the presence 

or absence of support among mothers and fathers based on their predicted parental engagement.  

Results  

Bivariate correlations are presented in Table 3. Among the selected predictors, parental 

depressive symptoms showed a small non-statistically significant correlation in the expected 

(i.e., negative) direction with parental engagement. Parental age was significantly correlated 

among all variables, except the independent variable, depressive symptoms (r=.02, p>.05). 

Parent’s residency with the child and current relationship with their partner were significantly 

correlated with almost all the variables included in the correlation matrix, except parental 

engagement. In addition, higher levels of all three forms of support were significantly associated 

with lower levels of depressive symptoms (financial parental support r=-.17, emotional parental 

support r=-18, and emergency child-care parental support r=-.10, p<.01). Older parents and 

those who lived with the child reported more parental engagement. Parental emotional and 
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emergency child-care support were negatively associated with parental engagement. Mothers 

reported higher depressive symptoms than fathers (See Table 5. Supplementary Table). 

Regression Results: Hypothesis 1 Main Effects of Depressive Symptoms  

  The first hypothesis, depressive symptoms will be negatively related to parental 

engagement for mothers and fathers is supported and the summary of the main effects are in the 

regression analyses described in Table 4. Results represent a hierarchical regression model that 

analyzed the total variance of the dependent variable (i.e., parental engagement) explained by 

parental depressive symptoms, when controlling for covariate variables. The findings represent a 

statistically significant negative association between parental depressive symptoms predicting 

lower levels of parental engagement, b = -0.06, t (6319) = 6.09, p <0.01 (Model 1). This main 

effects model also explains a significant portion of the variance in the levels of parental 

engagement F (10, 6319) =536.2, p<0.000, adjusted R² = 0.458. The findings from this model 

also indicated that parents who lived with the child all the time reported higher levels of parental 

engagement.   

Regression Results: Hypothesis 2 Parental Support as a Buffer and Exploratory Factor 

  Then, for the second hypothesis, each type of parental support will buffer the negative 

relationship between depressive symptoms and parental engagement. There are no specific 

hypotheses regarding gender differences given the lack of research in this area. Results showed 

that none of the two-way interactions for each parental category of support and depressive 

symptoms were statistically significant predictors of parental engagement. Further, none of the 

three types of partner support were significantly directly associated with parental engagement.  
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Nonetheless, depressive symptoms were consistently a negative predictor of parental 

engagement.   

To test the second hypothesis regarding gender differences a three-way interaction was 

included in the regression analysis. Every type of parental support, sex of the parent and 

depressive symptoms were included three-way interactions. Emotional support and financial 

support were not statistically significant in the third-way interactions. Which means, that 

emotional and financial support do not make a difference in the negative relationship of parental 

depressive symptoms and parental engagement for mothers or fathers. However, the emergency 

child-care support received by the mother or father of the child was statistically significant. This 

interaction was Parental Depressive Symptoms*Emergency Child-care Parental Support*Sex of 

the Parent., (b = .84, p = 0.001).  This statistically significant model explained a significant 

portion of the variance in the levels of parental engagement F=318 (17, 6312) =22.89, p<0.000, 

adjusted R² = 0.46 (Model 2). 

 To interpret the meaning of this statistically significant three- way interaction, the 

function ggpredict was utilized. The R function, ggpredict, provided a numeric level of 

confidence intervals with the values of parental engagement at every level of depressive 

symptoms by the presence or absence of emergency child-care support in fathers and mothers. If 

the values in the confidence intervals did not overlap, then the associations between depressive 

symptoms and support were statistically significant.  The predicted values of parental 

engagement were not statistically significant for any of the levels of parental depressive 

symptoms in mothers. We can conclude then that the interaction is not statistically significant for 

mothers.  Examining fathers’ results, the confidence intervals yielded statistical significance for 
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the following levels of parental depressive symptoms: 1,3, and 4. Exploring more closely, 

fathers’ parental engagement with parental depressive symptoms is higher in level 1 with no 

support. This is the opposite pattern for all of the other values. As fathers’ parental depressive 

symptoms increase, their parental engagement worsens by decreasing when there is not support 

(see Figure 2). So, it appears that fathers with no depressive symptoms are actually more 

engaged when they have no emergency child-care support, while for fathers with more 

depressive symptoms, the presence of emergency child-care support buffers their parental 

parenting engagement practices (see Figure 3).   

Finally, to investigate the simple slopes of the fathers’ results, we reshaped the data to 

separate mothers’ and fathers’ values. Once, the data were reshaped, a new regression model was 

created accounting for the same variables and covariates, only with father’s data. A simple slope 

analysis was conducted to probe these three-way interactions. According to the results, 

depressive symptoms are negatively related to parental engagement only for fathers who report 

no emergency child-care (b = -.82, p<.001). (Figure 3). 

In sum, I found support for H1 that depressive symptoms were negatively related to 

parental engagement for mothers and fathers. Further, none of the parental supports (emotional, 

financial and emergency child-care) were a buffer in the negative relationship of parental 

depressive symptoms and parental engagement, indicating that I failed to support H2. Finally, for 

any gender differences, I specifically explored the interaction and found that for fathers, 

emergency child-care support was a buffer in the negative relationship of parental depressive 

symptoms and parental engagement. As a final result, depressive symptoms consistently were a 
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negative predictor in parental engagement in all the models tested, except for the model where 

emergency child support was present.  

Discussion  

The goals of this current study were to explore the associations among parental 

depressive symptoms and parental engagement in the context of partner support among low-

income families comprised of mothers, fathers, and young children. The examination of partner 

support as a buffer between depressive symptoms and parental engagement considered three 

categories: emotional parental support, financial parental support, and emergency child-care 

parental support. Results indicate that parental depressive symptoms are a risk factor for positive 

parental engagement in parent-child relationships. Emergency child-care support buffers the 

relationship between parental depressive symptoms and positive parental engagement for fathers. 

To our knowledge, this is the first study investigating support in three different categories 

(emotional, financial, and emergency child-care), from biological parent partner relationships. 

Thus, this approach of accounting for support is innovative in the research world of family 

dynamics, especially in underrepresented communities where mental health access is lacking, 

because professionals and program interventions need this information to better support families 

facing challenges. Without adequate representation to identify risks and sources of resilience it is 

impossible to serve low-income families’ needs in appropriate ways.  

Until recently in family science research, gendered parenting differences have been 

under-studied. For instance, for mothers, the identification of sources of support mitigating 

distress related to parenting is a promising route to enhance family wellbeing and child outcomes 

(Gonzalez & Barnett, 2014). However, the support received from the partner is understudied, 
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especially in fathers. The research literature includes mostly mothers because they are easier to 

access, might have more openness to answer (Connelly, 2016), and their involvement with the 

child might be greater. This maternal bias is especially prevalent in research on low-income 

families in which parents are unmarried and many fathers do not live with their children.  The 

need to conduct sex-specific research is recognized, especially among families where the father’s 

role is underrepresented (Schoppe‐Sullivan & Fagan, 2020). Therefore, it is encouraged to 

investigate paternal factors as well as maternal factors that influence wellbeing and parenting 

behaviors. The approaches that a mother takes to seek support, might be different than a father 

based on the social network system (Pew Research Center, 2020). Mothers might be more 

flexible to reach out to family members and friends whereas fathers might prefer to seek the 

partner support before reaching out to others.  

First, we discuss the findings regarding the main effects of parental depressive symptoms 

and parental engagement. Second, we consider the buffering effects of partner support and the 

relevance of parent sex. Next, we highlight the implications for practice and policy, including the 

directions of future research. Finally, we conclud with the study strengths and limitations. 

Main Effects of Depressive Symptoms and Support in Mothers and Fathers 

The high prevalence of depressive symptoms in parents from low-income backgrounds 

(Heflin & Iceland, 2009; Magnuson & Duncan, 2019) demonstrates a call to explore mental 

health problems impacting parenting. Guided by the Risk and Resilience Model (Masten, 2013), 

the current study explored how depressive symptoms were associated with parental engagement 

and if partner support was a potential protective factor. Our findings suggest that mothers and 

fathers experiencing higher parental depressive symptoms tend to have lower parental 
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engagement with their children (H1). Studies of family dynamics often underrepresent father’s 

mental health problems, highlighting the need to learn about fathers in parent-child relationships 

(Schoppe-Sullivan & Fagan (2020). The more depressed a parent might feel, the less he or she 

will engage with their child in positive parenting practices, such as playing, singing, and other 

activities.  When a parent is going through depression the consequences can have lasting effects 

on both parents and children (Turney, 2012) especially when there are impediments to access 

mental health resources. This finding supports our first hypothesis, as well as past results from 

research for mothers and fathers with young children (Magnuson & Duncan, 2019; Wang et al., 

2011). The findings highlight the need to better understand parental engagement since parent-

child relationships are associated to children’s behaviors, creating a spillover effect in low-

income families with young children (Barnett et. al., 2021). 

Buffering Influence of Support 

The potential buffering role of support for parents experiencing depression and poverty is 

critical to be studied in order to consider program objectives (Manuel et al., 2012). For fathers, 

the lack of research is well known (Schoppe‐Sullivan & Fagan, 2020), but for mothers none of 

the types of support were significant buffers in the presence of depressive symptoms. As a result, 

the results are making a clear call for research to identify what typse or sources of support is 

helping mothers to buffer their parental depression in connection with their parenting practices. 

Equally important is to look at differences  across ethnic groups or non-traditional family 

structures (e.g., never-married parents) (Reid & Taylor, 2015).  

In this study, there was no evidence that emotional partner support and financial partner 

support were buffers. The only statistically significant moderation finding was for support 
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related to emergency child-care need, and only for fathers (H2). Supported by the Risk and 

Resilience Model (Masten, 2013), parental depressive symptoms in low-income parents as the 

risk, and partner support, specifically emergency child-care for fathers, is the buffer that leads to 

a resilience process represented as positive parental engagement. The results indicate that 

parental depressive symptoms were a risk for both mothers and fathers, and negatively associated 

to positive parental engagement. Moreover, fathers with high depressive symptoms who did 

receive emergency child-care support from the child’s other parent were still engaged with their 

child, supporting our theory of resilience process. An explanation of why only emergency child-

care partner support was significant is that the way fathers seek support might be different and 

more complex than the way mothers do (Pew Research Center, 2020). Another explanation 

includes the consideration of the relationship between the two parents. For example, if the 

relationship is not supportive or healthy, then relying on the parent for emergency child care 

might not be the best option, from the mother’s perspective. Also, emergency child-care is a 

primary support need specific to  the child, whereas emotional and financial support are not 

related specifically to child wellbeing, but to the self Therefore, the emergency child-care 

support is a buffer for fathers who are in the immediate need of assistance during an unexpected 

event (e.g., emergency). 

Subsequently, emotional and financial partner supports are demonstrated to be 

nonsignificant buffers perhaps because emergency child-care partner support is the only source 

of support directly associated to the child. Then, under the circumstances of the need for 

emergency for child-care, the father is almost compelled to look for the support from the other 

biological parent. Therefore, emergency child-care support is a significant assistance in parenting 
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practices for fathers. The results may be explained in part by  evidence that fathers and mothers 

seeksupport from different sources; mothers tend to seek more support from family members and 

friends and fathers tend to go directly to seek partner support (Pew Research Center, 2020). In 

conclusion, in this study only emergency child-care is a significant buffer, for fathers only, that 

can enhance the parent-child positive engagement in the presence of depressive symptoms.  

Strengths and Limitations  

 The results reported should be considered in light of some limitations. The first is the 

fact that although this study was a longitudinal project, the analysis comes from a cross-sectional 

data point, where parental engagement was measured only at the last timepoint of the project 

when children were three years-old. A longitudinal study could potentially provide a better 

understanding of parenting practices and changes for future needs. This statistical limitation 

prevents the ability to infer the directionality of the findings presented.  For example, fathers 

might find hope, motivation, and enthusiasm (unacknowledged buffers/protective factors) from 

spending time with their children, which might alleviate or put the depressive symptoms to the 

side, instead of undermining their parenting (Sabol et al., 2021). Also, support was measured by 

one question that asked only about three kinds of support that could be expanded in future 

studies in order to obtain validity of the concept measured (parental support). In order to inform 

practice with families focused on enhancing buffers, in research, we first need to identify a 

buffer and make sure it is reliable and consistent with the population needs. Otherwise, the 

efforts to create resources would not be as effective. On the other hand, the protective factors that 

might be associated to support in the theoretical framework include but are not limited to social 

or instrumental support, mental health treatments (therapy access, disparities based on social 
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capital, among others) (Bartlett, 2017) Moreover, the addition of community based participatory 

research programs and mixed methods (Creswell, 2017) would enrich and present a more holistic 

perspective about parental depressive symptoms, the kinds of support parents receive and want 

from the child’s other parent, and parental engagement.  

A second limitation concerns the fact that the current analysis was focused on examining 

mothers and fathers, from a gendered perspective, and not evaluated through a more 

intersectional lens in relation to race. As a result, the limitations are an invitation to replicate this 

research through a more inclusive and attentive manner in relation to support concepts across 

multiple minority groups from low-income backgrounds, or to engage in an in-depth 

examination of one group to identify potential protective factors (e.g., further research in fathers’ 

population). The purpose of using intersectionality as the lens speaks to a focus on both gender 

and racism, such as gendered racism, to understand identities of those who are ‘multiply 

marginalized’ and in understanding systems of power, oppression, and privilege 

(Crenshaw,2019; Few-Demo, 2014). 

In contrast, a major strength of the current study is that the data are from a large national 

sample of ethnically diverse families of low-income background. The challenges that low-

income families face might intensify their risks, therefore this sample is a good representation to 

learn about what concepts need to be further studied to strengthen families. Another strength 

includes the exploration of fathers’ parenting roles, not just in the context of depression but also 

the type of support that might be more beneficial in their challenges as parents. The study 

included parents from nontraditional families because fathers in the study included those who 

were married and unmarried as well as, residential and non-residential with their children. As a 
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result, this study moves past focusing on support from partners in intact romantic relationships 

and adds to the call for research on nonresidential fathers. Research has demonstrated how 

fathers are influenced by the concepts of parenting alliance and gatekeeping because they might 

feel replaced by a new partner or limited to be in child’s life (Fagan & Kaufman, 2015). 

The limitations of the present study from the cross-sectional design and lack of 

qualitative research might be bridged by the creation of future mixed-methods investigations. 

The interconnection of qualitative and quantitative methods will enrich the investigation of 

understudied concepts, such as support. Ultimately, the better we measure and explore risks and 

protective factors in low-income families, the better interventions can be designed.  

Implications for Practice  

In sum, the results from this study revealed new contributions not just to support the need 

to address mental health problems, such as depressive symptoms, in parents but also to find 

where support might be more beneficial for mothers and fathers in their parenting practices.  

The results indicate that there is much to still learn from fathers. In line with existing research, 

the results from this study suggest that fathers with a prevalence of depressive symptoms are a 

prime population for intervention since depressive symptoms were negatively associated with 

parental engagement and emergency child-care support represents a significant buffer for their 

parenting practices.  In general, professionals working with low-income families and/or from a 

minority background should be aware of the lack of support for mental health, especially 

considering that depressive symptoms are associated with parenting practices for mothers and 

fathers. The reconsideration of needs in programs serving low-income families is crucial to be 

investigated from a more holistic perspective where families’ voices are heard and protective 
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factors are identified to better address their challenges and risks (Creswell, 2017; Watkins, 

2012). Suggestions for professionals might include to implement more participatory action 

research that enables professionals to include their population in their investigations. For 

instance, giving families a voice to express their needs and sources of support, instead of just 

assuming their needs based on certain background characteristics or intake forms. In addition, 

given the findings for mothers and the lack of buffering for either parent by two of the types of 

partner support, practitioners must explore other sources of support such as, family and friends, 

in attempts to strengthen the role of support as a buffer to parental depression. These suggestions 

would better holistically inform an intersectional perspective for a call to action in the population 

of parents with mental health challenges.   

Equally important, is to think about how families in low-income environments face 

multiple challenges and risks which leads to crucial conversations related to policy and 

programs. To strengthen family programs in the community, the mental health of fathers and 

mothers is crucial to address.  Prior findings show the importance of interconnectedness between 

the parental relationship and parenting practices in couples (Barnett et al., 2021). Hence, it is 

necessary to acknowledge the role of fathers to better understand depression in the context of 

poverty or low-income communities. The findings regarding the buffering role of emergency 

child-care for fathers only might highlight the importance of strengthening the research about 

mother’s support and buffer for fathers’ parenting to increase father engagement, even among 

parents who are not living together or in a romantic relationship.  

Future Research  

Given the current situation of the global pandemic, we cannot address these results in 

programs and policy without acknowledging how poverty rates were exacerbated during the 
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pandemic. The poverty rate increased by 3.3 million more individuals facing poverty (Bureau, 

US., 2021). Therefore, trying to understand how depression was also intensified globally in 

families is a key. A longitudinal research project showed that mothers experienced more 

depressive symptoms (35.21%) related to COVID-19 compared to previous results collected in 

2019 (Racine et al., 2021). Another study found how COVID-19 impacted parents negatively 

and spilled over to their parenting practices, and as a result increased their psychological mental 

health problems (Kerr et al., 2021). As families experience more economic hardship, their risks 

of experiencing depressive symptoms increase (Turney, 2011; Ayala-Nunes et al., 2016), as well 

as their opportunity to overcome challenges and promote resilience processes. The shutdown of 

childcare centers and frequent loss of child-care due to COVID-19 exposures and staff shortages 

is a critical risk that families arduously negotiate during COVID-19 due to the workforce 

demands and resources available (Elias & D’Agostino, 2021). Consequently, policy makers and 

practitioners in community programs need to be aware of the current impacts of the pandemic. 

Evaluating the continuous impacts of the world is essential to facilitate and inform what needs to 

be changed, improved, or removed in policies and community programs. Thus, the study is 

lacking examination of group differences across different ethnic minority groups, or examination 

of the focal processes within a single racial/ethnic group, that might tell us important approaches 

to better understand family dynamics, especially parenting practices (Knight et al., 2009). Last 

but not least, research on families needs to consider embracing and acknowledging differences 

across ethnic groups that would help move us away from deficit perspectives, while providing a 

better understanding and validation of peoples’ real-life stories and experiences. A mixed-

methods approach might be a research tool to be used in order to voice the statistical results that 
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have been recognized in the literature and fill gaps in the scientific world that cannot be justified 

by just numbers, but real-life stories too.  

Conclusion 

Overall, the gained knowledge in this study might help improve intervention design, 

implementation and evaluation that can better serve the needs of many low-income families. In 

sum, the field still needs to continue exploring support as a protective factor among low-income 

mothers and fathers of young children. The power to honor how fathers are involved in 

childrearing practices can lead to an essential role for future research, as well as the need to 

address support as a multidimensional factor that might come from different sources for mothers 

and fathers (e.g., family, friend, community) The current study has the purpose to highlight not 

only particular needs related to low-income families, but also strengths and resilience for parents, 

recognizing their struggles while also highlighting their positive actions or resources of support 

that might enhance their capacity to overcome their challenges and thrive under risks.  
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Tables 

Table 1. Characteristics of the Sample (N=6,330 parents post imputation) 

Sociodemographic Descriptions Percentages 

Father (M= 24 yrs., SD= 6.2) 50% 

Mother (M= 22 yrs., SD= 4.82) 50% 

Race/Ethnicity 

Black 

 

57% 

Hispanic 24% 

White 17% 

Other  2% 

Material Hardship (Yes)   

    Could not make payment  32% 

    Turned off service (gas, water) 15% 

    Evicted 6% 

Current Relationship with BSF partner  

Romantically involved on a steady basis 56% 

Not in a romantic relationship 

An on-again and off-again relationship 

33% 

11% 

Relationship Status in General  

     Married 

     Divorced 

Separated  

Never been married to each other  

25% 

1% 

2% 

72% 
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Table 2. Descriptive Statistics of Study Variables (post-imputation). 

   Fathers  Mothers  

Variables M  SD M  SD M  SD 

Material hardship  0.17 0.26 -- -- -- -- 

Seen child in the past month (No) 0.22 0.41 -- -- -- -- 

Parent’s residency 2.22 1.36 -- -- -- -- 

Current relationship with BSF partner    1.77   0.91 -- -- -- -- 

Parental engagement (DV) 5.23 1.13 4.47 1.1 5.98 .43 

Parental depressive symptoms (IV) 1.36 0.49 1.35 .48 1.38 .5 

Parental financial support 0.70 0.46 .71 .45 .68 .47 

Parental emergency childcare support 0.90 0.29 .97 .17 .84 .37 

Parental emotional support 0.78 0.41 .82 .39 .74 .44 

Notes. Multiple imputation of study variables may result in out-of-range values. T2 = 36 months, IV= independent variable, DV = dependent 

variable  
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Table 3. Bivariate Correlation Matrix.  

Correlations among model variables for mothers and fathers together. 

Variable 1.  2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 

1. Parent Race --             

2. Parent Age -- --            

3. Parent sex -- .03* --           

4. Child sex    -- .03* 1.00** --          

5. Material hardship    -- .04** .01 .01 --         

6. Parent residency -- -.13** .04** .03** .04** --        

7. Seen child in the 

past month (No) 
-- -.11** .02 .02 .00 .42** --     

  

8. Current 

relationship with 

BSF partner 

-- -.11** .04** .04** .05** .78** .24** --    

  

9. Parental depressive 

symptoms (IV) 
-- -.02 -.03* -.03* -.00 .17** .07** .17** --   

  

10. Parental 

engagement (DV)    
-- -.16** .00 .00 .19** .01 .23** .01 -.01 --  

  

11. Parental financial 

support 
-- .06** -.01 -.01 -.12** -.48** -.13** -.37** -.17** -.02 -- 

  

12. Parental emotional 

support 
-- .08** .00 .00 -.06** -.52** -.16** -.55** -.18** -.05** .43** -- 

 

13. Parental 

emergency 

childcare support 

-- .06** -.01 -.01 -.03 -.37** -.16** -.50** -.10** -.16** .50** .60** -- 

Note. T2 = 36 months, IV= independent variable, DV = dependent variable. Parents Sex, 1=Male, 2=Female, Children Sex, 1=Male, 

2=Female. *p < .05.  **p < .01.  ***< .001.  
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Table 4.  Model 1 (Linear Regression) 

Summary of Regression Results Predicting Parental Engagement from Depressive Symptoms Accounting for 3-Way Interaction with 

Emergency Support and Parent Sex 

 

 

  
 Model 1  

 
Model 2  

        b SE p        b SE p 
Parental Depressive Symptoms (IV) -.06 .02 .009** .09 .06 .89 
Intercept 6.09 .07 <.001*** 5.99 .12 <.001*** 
Parents sex -1.47 .02 <.001*** -.17 .26 .51 
Children sex    -.01 .02 .78 -.01 .02 .81 
Material hardship    -.03 .04 .44 -.02 .04 .54 
Seen Child in the Past Month (No) .04 .03 .14 .04 .03 .12 
Current Relationship: Not in a romantic rel. .10 .04 <.01* .09 .04 .01* 
Current Relationship: Romantic involved .10 .04 .009** .10 .03 .01** 
Live with the child: Most of the time -.40 .05 <.001*** -.39 .05 <.001*** 
Live with the child: Some of the time -.25 .05 <.001*** -.25 .05 <.001*** 
Live with the child: None of the time -.11 .04 <.01* -.11 .05 .02* 
Parental emergency child-care support -- -- -- .08 .12 .48 
Parental emotional support -- -- -- -.00 .04 .99 
Parental financial support -- -- -- .02 .03 .62 
Dep sym X Parents sex  -- -- -- 16.3 23.59 <.001*** 
Dep sym X Emergency child-care support -- -- -- .7 1.02 .31 
Parents sex X Emergency child-care support -- -- -- 16.7 24.21 <.001*** 
Dep sym X Parents sex X Emergency child-care 

support 
-- -- -- 

15.8 22.89 <.001*** 

Note. *p < .05.  **p < .01.  ***< .001. Parents Sex Reference Group 1=Male, Children Reference Group 1=Male. 
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Table 5. Supplementary Table  

Descriptive analyses and bivariate correlations for key study constructs and covariates among fathers and mothers (N= 6,330 individuals)  

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

Key Study Constructs            

1. Mother’s parental engagement (DV)  5.98 0.43 --          

2. Father’s parental engagement (DV)  4.47 1.10 0.06 --         

3. Mother’s parental depressive symptoms (IV) 1.38 0.50 -0.07 0.01 --        

4. Father’s parental depressive symptoms (IV) 1.35 0.48 -0.01 -0.04 0.14 --       

5. Mother’s parental financial support 0.68 0.47 0.02 -0.05 -0.20 -0.17 --      

6. Father’s parental financial support 0.71 0.45 -0.01 0.00 -0.05 -0.14 0.29 --     

7. Mother’s parental emergency childcare support 0.84 0.37 -0.01 -0.05 -0.13 -0.14 0.55 0.26 --    

8. Father’s parental emergency childcare support 0.97 0.17 0.02 -0.02 -0.04 -0.03 0.13 0.24 0.08 --   

9. Mother’s parental emotional support 0.74 0.44 0.02 -0.03 -0.20 -0.15 0.67 0.32 0.61 0.14 --  

10. Father’s parental emotional support 0.97 0.17 0.01 -0.00 -0.05 -0.15 0.35 0.51 0.30 0.29 0.38 -- 

Covariates 

11. Parent Race  -- -- --          

12. Age. Mothers 21.94 4.82 -0.05 --         

13. Age. Fathers 24.28 6.2 -0.01 -0.03 --        

14. Children sex. Males  -- -- 0.00 0.01 -0.04 --       

15. Children sex. Females -- -- 0.00 0.01 -0.04 -0.01 --      

16. Mother’s material hardship 0.18 0.26 -0.07 0.04 0.22 0.03 -0.12 --     

17. Father’s material hardship    0.17 0.26 -0.01 -0.00 0.08 0.15 -0.07 -0.11 --    

18. Mothers’ residency -- -- -0.03 -0.01 0.14 0.17 -0.55 -0.35 -0.49 --   

19. Fathers’ residency  -- -- -0.01 -0.01 0.10 0.19 -0.50 -0.41 -0.45 -0.20 --  

20. Mother seen child in the past month  -- -- -0.03 -0.16 0.09 0.10 -0.20 -0.12 -0.10 0.02 -0.21 -- 

21. Father seen child on the past month -- -- -0.04 0.05 0.05 0.02 -0.01 0.01 0.04 -0.03 0.01 -0.03 

22. Mother current relationship with BSF partner -- -- -0.03 0.01 0.15 0.15 -0.56 -0.35 -0.49 -0.17 -0.59 -0.17 

23. Father current relationship With BSF partner -- -- -0.01 -0.02 0.10 0.18 -0.46 -0.43 -0.41 -0.19 -0.48 -0.19 

Note. Bolded are bivariate correlations that were significant at p<.05 (wo-tailed) level. T2 = 36 months, IV= independent variable, DV = 

dependent variable. Parents Sex, 1=Male, 2=Female, Children Sex, 1=Male, 2=Female. Further information about BSF available upon request. 
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Table 5. Supplementary Table (cont.) 

Descriptive analyses and bivariate correlations for key study constructs and covariates among fathers and mothers (N= 6,330 individuals)  

 M SD 11.  12.  13.  14.  15.  16.  17.  18.  19.  20.  

Key Study Constructs            

1. Mother’s parental engagement (DV)  5.98 0.43           

2. Father’s parental engagement (DV)  4.47 1.10           

3. Mother’s parental depressive symptoms (IV) 1.38 0.50           

4. Father’s parental depressive symptoms (IV) 1.35 0.48           

5. Mother’s parental financial support 0.68 0.47           

6. Father’s parental financial support 0.71 0.45           

7. Mother’s parental emergency childcare support 0.84 0.37           

8. Father’s parental emergency childcare support 0.97 0.17           

9. Mother’s parental emotional support 0.74 0.44           

10. Father’s parental emotional support 0.97 0.17           

Covariates 

10. Parent Race  -- -- -- -- -- -- -- -- -- -- -- -- 

11. Age. Mothers 21.94 4.82 -- --         

12. Age. Fathers 24.28 6.2 -- 0.63 --        

13. Children sex. Males (reference group) -- -- -- 0.03 0.03 --       

14. Children sex. Females -- -- -- 0.03 0.03 0.10 --      

15. Mother’s material hardship 0.18 0.26 -- 0.05 0.02 0.01 0.01 --     

16. Father’s material hardship    0.17 0.26 -- 0.01 0.04 0.02 0.02 0.23 --    

18. Mothers’ residency -- -- -- -0.14 -0.12 0.02 0.02 0.02 0.05 --   

19. Fathers’ residency  -- -- -- -0.15 -0.12 0.05 0.04 0.00 0.05 0.83 --  

20. Mother seen child in the past month  -- -- -- -0.07 -0.07 0.04 0.04 -0.02 0.02 0.61 0.45 -- 

21. Father seen child on the past month -- -- -- -0.03 -0.02 -0.01 -0.01 -0.01 0.01 0.07 0.14 0.03 

22. Mother current relationship with BSF partner -- -- -- -0.12 -0.09 0.03 0.03 0.05 0.06 0.79 0.71 0.37 

23. Father current relationship With BSF partner -- -- -- -0.13 -0.09 0.05 0.05 0.03 0.04 0.67 0.77 0.30 

Note. Bolded are bivariate correlations that were significant at p<.05 (two-tailed) level. T2 = 36 months, IV= independent variable, DV = 

dependent variable. Parents Sex, 1=Male, 2=Female, Children Sex, 1=Male, 2=Female. Further information about BSF available upon request. 
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Table 5. Supplementary Table (cont.II) 

Descriptive analyses and bivariate correlations for key study constructs and covariates among fathers and mothers (N= 6,330 individuals)  

 M SD 21.  22.  23.         

Key Study Constructs            

1. Mother’s parental engagement (DV)  5.98 0.43           

2. Father’s parental engagement (DV)  4.47 1.10           

3. Mother’s parental depressive symptoms (IV) 1.38 0.50           

4. Father’s parental depressive symptoms (IV) 1.35 0.48           

5. Mother’s parental financial support 0.68 0.47           

6. Father’s parental financial support 0.71 0.45           

7. Mother’s parental emergency childcare support 0.84 0.37           

8. Father’s parental emergency childcare support 0.97 0.17           

9. Mother’s parental emotional support 0.74 0.44           

10. Father’s parental emotional support 0.97 0.17           

Covariates 

10. Parent Race  -- --           

11. Age. Mothers 21.94 4.82           

12. Age. Fathers 24.28 6.2           

13. Children sex. Males (reference group) -- --           

14. Children sex. Females -- --           

15. Mother’s material hardship 0.18 0.26           

16. Father’s material hardship    0.17 0.26           

18. Mothers’ residency -- --           

19. Fathers’ residency  -- --           

20. Mother seen child in the past month  -- --           

21. Father seen child on the past month -- -- --          

22. Mother current relationship with BSF partner -- -- 0.03 --         

23. Father current relationship With BSF partner -- -- 0.03 0.68 --        

Note. Bolded are bivariate correlations that were significant at p<.05 (two-tailed) level. T2 = 36 months, IV= independent variable, DV = 

dependent variable. Parents Sex, 1=Male, 2=Female, Children Sex, 1=Male, 2=Female. Further information about BSF available upon request. 
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Figure 1. Conceptual Map  

 

  

 

 

 

 

 
 
 
 

 

 

Figure 2. Emergency Child-Care Support among Parents in the Association of Parental 

Depressive Symptoms and Positive Parental Engagement  
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Figure 3.  Emergency Child-Care Support only in Fathers in the Association of Parental 

Depressive Symptoms and Positive Parental Engagement  
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