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ABSTRACT

Postpartum depression affects approximately 15% of the childbearing population
in the United States and has been linked to a number of negative maternal and infant
outcomes. Mothers who rate low in areas of confidence and self-efficacy tend to have
lower satisfaction and view their infants as having more negative temperaments. Infants
of depressed mothers have been found to have delays in social and emotional growth
which can impair their health and future developmental outcomes.

The purpose of this study was to determine if there is any evidence to support the
hypothesis that maternal depression is associated with infant social and emotional
development and maternal role satisfaction among low-income women in rural Arizona.
This study employed a repeated measures correlational descriptive prospective
longitudinal design using chart reviews analyzing existing clinical data. Purposive
sampling was used to select charts of women who participated in the Verde Valley
Medical Center branch of the Arizona Healthy Families program. Chart reviews were
used to identify charts that met the inclusion criteria of mothers and their infants who
completed at least 18 months of the Arizona Healthy Families Program.

Findings of this study indicated evidence of a relationship between depression,
infant social and emotional development, and maternal role satisfaction. Mothers who
had infants that scored higher, with higher being indicative of concern, on the Ages &
Stages Questionnaire: Social-Emotional Edition 2 (ASQ:SE 2) had lower role satisfaction
scores on the Healthy Families Parenting Inventory (HFPI) and mothers who indicated

dissatisfaction at 6 months postpartum were more likely to continue to indicate lower



maternal satisfaction at 12 and 18 months postpartum when infant ASQ:SE 2 scores were
higher.

Investigating the role of the visiting service providers, such as Healthy Families,
and their impact on young families for risk identification and resource support will
provide information to policy and lawmakers to aid in decisions for funding and help
support young families with the goal of growing strong, healthy families in healthcare

deserts like rural Arizona.
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development, maternal role, maternal role satisfaction
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CHAPTER 1
INTRODUCTION

Statement of the Problem

There is a gap in research investigating the links among maternal depression,
infant social and emotional development, and maternal role satisfaction amongst rural
parenting populations. The dynamics of parenting role satisfaction, maternal depression,
and infant social and emotional development are instrumental in early childhood
development, and in rural areas are often overlooked both by researchers and lawmakers.
Although there are current initiatives aimed at improving access to healthcare in rural
settings, residents living in rural areas often face a multitude of challenges in obtaining
timely and appropriate care. The Arizona Department of Health Services (ADHS) notes
that while 14% of the U.S. population resides in rural settings, upwards of 25% of
Arizona residents live in rural areas (ADHS, 2024). Further, 42% of Arizonans live in
areas that are federally designated as Health Professional Shortage Areas or Arizona
Medically Underserved Areas (AzMUA) and of the 82 AzMUAs, 12 are within tribal
areas.

Postpartum depression has been linked to decreased parenting self-efficacy and
increases the risk of difficult infant social and emotional development, disturbed infant
sleep patterns, and disrupted cognitive, social, and emotional development in infants of
depressed mothers (Mollard at el., 2016; Vedova, 2014). The Pregnancy Risk Assessment
Monitoring System (PRAMS) data from Arizona in 2020 indicated that 13.9% of

participants experienced symptoms of postpartum depression and 29.9% of participants



participated in counseling for depression or anxiety (ADHS.gov, 2024). Few research
studies have investigated the impact of postpartum depression in rural areas and fewer
programs developed to support this vulnerable population.
Purpose of the Study and Research Questions

The purpose of this study is to examine the associations among maternal
depression, infant social and emotional development, and maternal role satisfaction.
Using data gathered by the Arizona Healthy Families program, this study will determine
if there are any correlations to support the hypothesis that maternal depression impacts
infant social and emotional development and maternal role satisfaction. Previous research
has shown that maternal mood disorders may impact infant development and is linked
with potential changes in parenting self-efficacy; however, less is known about how this
research translates in rural populations with limited access to healthcare and mental
health services. Using data available from the Arizona Healthy Families Program, the
following specific aim and research questions were developed:
SA: Determine the relationship between postpartum depression, infant social and
emotional development, and maternal role satisfaction during the first 18 months
postpartum.
RQI: Is early maternal postpartum depression associated with infant social and emotional
development?
RQ2: Is early maternal postpartum depression associated with maternal role satisfaction?
RQ3: Are infant social and emotional development and maternal role satisfaction

associated at the 6-, 12-, and 18-month time points?



CHAPTER 2
REVIEW OF THE LITERATURE

Maternal Mood Disorders

Postpartum depression is defined by the Diagnostic and Statistical Manual of
Mental Disorders, 5™ edition (DSM 5) as “a major depressive disorder that is identified in
pregnancy or within four weeks postpartum” (Langan & Goodbred, 2016). DSM 5
criteria for the diagnosis of postpartum depression falls under the category of major
depressive disorders. Symptoms of postpartum depression include, but are not limited to,
depressed mood for most of the day nearly every day, marked disinterest or diminished
pleasure in activities, weight changes, insomnia or hypersomnia, psychomotor agitation,
fatigue, feelings of worthlessness, diminished concentration, and recurrent thoughts of
death or suicidal ideation (Langnan & Goodbred). In order to meet diagnostic criteria,
symptoms must be persistent, cause clinically significant distress, and not be attributed to
substance use or other medical conditions (Langan & Goodbred). Risk factors for the
development of postpartum depression include psychological, social, and biological
components (Suri & Altshuler, 2012). Women with a prior history of mental health
disorders such as previous depressive episodes, anxiety, obsessive compulsive disorder,
or bipolar disorder are at higher risk for developing postpartum depression (Suri &
Altshuler). Postpartum depression has been linked to negative outcomes for both the
mother and her infant. Untreated depression poses the highest risk for potential negative
impacts and can lead to impaired infant development, delayed speech, cognitive deficits,

and behavioral problems (Suri & Altshuler). A review of the literature by Slomian et al.



(2019) found there were significant associations between postpartum depression and
infant health, with infants of mothers who experience depression being more likely to
suffer from childhood illnesses and colic. Specific findings of their literature review
included delayed motor development, impaired language development, more emotional
disorders and higher emotional scores, and lower social engagement at nine months
(Slomian et al.). Mothers with depression are less likely to bond with their infants and
show less sensitivity to infant cues, are less likely to breastfeed and are more likely to
discontinue breastfeeding early, have poorer caring practices and more disruptions in
caring, and infants of depressed mothers are less likely to obtain routine immunizations
or healthcare visits (Slomian et al.). Mothers who are depressed demonstrate less
confidence and competence in parenting practices, have fewer social and emotional
interactions, and have an overall negative view of her parenting practices and parenting
effectiveness (Slomian et al.; Rode & Kiel, 2014).

Pregnancy and postpartum are vulnerable times for women, particularly for
women with a history of mental health disorders including, depression and anxiety. The
Centers for Disease Control (CDC) data from the Maternal Mortality Review Committees
reports that nearly 9% of all maternal deaths are related to mental health conditions
(CDC, 2020). Of serious concern is the increasing trend of postpartum depression. In a
study based on a large hospital system located in southern California, Getahun et al.,
(2023) found that the prevalence of postpartum depression is increasing and that,
although persistent, the gaps in racial and ethnic disparities could be decreasing. Further

research from Do, et al., (2023) found significant increases in postpartum depression



during the 2020 COVID-19 pandemic by 23.7%, compared to prior to the pandemic, and
that nearly half of mothers experiencing postpartum depression did not receive treatment
for their depression. Further, there is discrepancy between maternal perception of
healthcare providers (HCP) asking about postpartum depression versus HCPs statements
that they screened for depression. Self-reports from mothers noted that only 12% of
mothers were asked about postpartum depression versus reports from HCPs that 87.4% of
mothers were asked about depression during postpartum visits (CDC, 2020). Anokye, et
al. (2018) noted that 10-15% of mothers experience postpartum depression and that
certain life events, such as single parenting, childcare stressors, and prenatal anxiety, are
predisposing factors to developing postpartum depression. Further, the American
Psychological Association (2022) notes that additional predisposing factors for
postpartum depression are first time motherhood, lack of social support, and financial or
employment problems.

Research by Ramakrishna et al., (2019) found that mothers who experience
comorbid mood disorders of anxiety and depression have the highest scores on the
Edinburg Postnatal Depression Screening tool (EPDS) and are less likely to be
breastfeeding, have a live in partner, have adequate social support, and are more likely to
be unemployed. These mothers had infants that scored lower on the Short Temperament
Scale Instrument (STSI) and with sleep and temperament difficulties (Ramakrishna et
al.). Challacombe et al. (2016) found that mothers with obsessive compulsive disorder
(OCD) were less sensitive and more intrusive across parenting tasks and this is consistent

with other research in mothers experiencing postnatal anxiety. Challacombe et al. note



that previous research has found that breastfeeding may offset some of the symptoms of
anxiety and increase maternal sensitivity. Since mothers in this study did not or could
breastfeed related to medications they were on or other factors, Challacombe et al. found
that this may have contributed indirectly to decreased maternal self-efficacy. It has been
found that breastfeeding has protective effects on maternal self-efficacy through both the
hormones produced by breastfeeding and the physical interactions and bonding that occur
between mother and child during breastfeeding (Challacombe et al.).
Depression and Infant Social and Emotional Development

Infant social and emotional development is comprised of two developmental
concepts: temperament and attachment (Malik & Marwaha, 2022). Infant temperament is
defined as “an innate attribute that defines the child’s approach to the world and his
interaction with the environment” and is comprised of three broad categories: easy or
flexible, active or feisty, and slow to warm up or cautious (Malik & Marwaha). Infant
social and emotional development is dependent upon the establishment of trust and
confidence between the infant and their caregiver during the first year of life. The
establishment of this trust and confidence allows for the infant to seek out caregivers in
times of stress and is known as attachment (Malik & Marwaha). It is expected that infants
follow a specific trajectory in developing socially and emotionally, forming positive
attachments, and learning self-regulation. Deviations from this expected trajectory may
indicate psychosocial disturbances and later social and emotional developmental issues
such as autism, attention deficit disorder, and conduct disorder, among others (Malik &

Marwaha).



Goodman et al. (2017) found that women with risk factors for perinatal
depression have higher rates of perinatal depression and anxiety. They rate their infant as
having higher negative affectivity and may be less able to help their infants regulate
stress. Findings from this research suggest that even one clinically significant period of
depression during pregnancy was linked to insensitive infant parenting at 12 months of
infant age (Goodman et al.) Research by Goodman et al. was important in developing a
broader understanding of the impact of any perinatal depression on infant outcome and
sensitive parenting during early infant social and emotional development. Findings from
Melchior et al. (2012) supported other research findings that infant temperamental
difficulties increase with maternal depression and socioeconomic status. Infants of
mothers who come from low-income families and families with psychopathological and
socioeconomic risks may have an increased incidence of developing issues with
temperament and emotionality from early infancy (Melchior et al.). Research by
Penacoba et al. (2021) found that there is a significant relationship between postpartum
depression and the mother’s perception of the infant as being unstable, being less alert,
and being more irritable during breastfeeding. Additionally, they found a significant
association between postpartum depression and the lack of security in baby care.
Penacoba et al. found that avoidant coping, characterized by actions taken to avoid direct
contact with the triggering stressor, exacerbated relationships between postpartum
depression and the perception of the infant and thoughts of maternal self-efficacy. When

maternal avoidant coping was high, postpartum depression was positively associated with



the perception of the baby as being unstable and without an easy temperament (Penacoba
etal.).

Seth et al., (2016) performed a systematic review of the literature investigating the
links between stress, cortisol production, and maternal depression. Cortisol is a key
hormone released in response to stress and additional cortisol is produced by the placenta
during pregnancy (Seth et al.). Finding from the literature review indicate that antenatal
cortisol production was linked to postpartum “baby blues” and that postnatal cortisol
withdrawal after delivery of the placenta was linked with more chronic depressive
symptoms (Seth et al.). Grey et al. (2013) found that breastmilk cortisol had a positive
association with infant temperament and infant negative affectivity was higher as milk
cortisol increased. Increased cortisol in maternal milk was associated with negative
reactivity and fearful temperament, increased shyness, and emotionality; however, these
associations were only observed in female infants and not in male infants. Hinde et al.
(2015) found in primates that milk cortisol was associated with variation in infant
temperament between male and female offspring. Changes in temperament were specific
to timing of cortisol levels in milk and higher levels of cortisol in early lactation was
associated with nervous temperament and peak lactation cortisol levels were associated
with lower confidence in female offspring. Male offspring were more sensitive to
breastmilk cortisol levels between early and peak lactation and demonstrated negative
temperament and lower confidence when cortisol levels were higher between early and
peak lactation (Hinde et al.). Kielbratowska et al. (2015) identified gender differences in

temperamental traits with boys scoring higher than girls on vigor, adaptability, and



sensitivity. Breastfed infants scored higher on vigor and bottle-fed infants scored higher
in regularity. Temperamental traits are related to feeding method, bottle versus breastfed,
and mothers who breastfeed are more confident in feeding and perceive their child to be
less irritable during feeding. Denis et al. (2012) noted that perception of infants as
difficult was a predictor of postpartum blues and there are links between maternal self-
esteem and lack of confidence in caretaking and maternal self-confidence.

Hardin et al. (2021) found that mothers who were not depressed showed more
affectionate touch during breastfeeding than mothers who were depressed and depressed
mothers who breastfeed showed more affectionate touch than depressed mothers who
formula feed. Although there were differences in mothers who formula fed versus
breastfed, there were no significant differences in depressed versus non-depressed
mothers who breastfed in affectionate touch according to the research finding from
Hardin et al. Longer duration of breastfeeding was related to more mother and infant
affectionate touch across age (Hardin et al.). Feeding method affected outcomes for
infants of depressed mothers in the quality of affectionate touch as feeding method
affected electroencephalogram (EEG) asymmetry. Infant’s 3-month affectionate touch
behavior was predicted by breastfeeding, temperament, EEG asymmetry, maternal
depression and prior affectionate touch patterns, with breastfeeding having a positive
effect on maternal and infant affectionate touch. Maternal depression symptoms and
feeding method impact the socio-emotional relationship between mother and infant and
the infant’s temperamental and neurodevelopmental patterns (Hardin et al.). Mothers who

lack appropriate nurturing and protective behaviors, including diminished maternal infant



attachment, have infants with impaired social and emotional development (Li, 2023).
Fussy or difficult infant temperament was found to be negatively associated with
maternal infant attachment and significant associations between emotional regulation,
maternal infant attachment, social and emotional development, and behavioral problems
have been demonstrated in research (Li). Diminished sensitivity to infant cues, mental
health problems, and withdrawal from the infant may precipitate infant emotional
dysregulation and impaired infant social and emotional development (Li). Sorensen et al.
(2023) found that maternal anxiety was associated with more difficult infant temperament
at 18 month and that infant sex related differences exist in maternal anxiety and maternal
depression. Infant girls had increased susceptibility to temperamental issues when
mothers were more anxious prenatally and infant boys had increased susceptibility to
temperamental issues when mothers were more depressed in the postpartum period. Nieto
et al. (2019) found that maternal postpartum depression and maternal anxiety were both
linked to difficult infant temperament and this was statistically significant in mothers who
had symptoms of prenatal and postnatal depression.

Power et al. (2022) found that numerous factors around childbirth were associated
with perceived early infant behavior. Subjective and psychological factors with maternal
personality traits predicted perceived infant behavioral style and maternal confidence.
Mothers’ sense of wellbeing was reflected in higher self-confidence and perceptions of
easier infant behavior. Breastfeeding status was associated with less unsettled irregular
behavior over the first six months of infant life. Negative maternal emotional states were

associated with maternal reports of unsettled irregular infants, as did higher EPDS scores.
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Infant temperament, maternal mood, and personality were reciprocally associated. Kim et
al. (2020), found that elevated EPDS antenatally, postnatally, or both, was associated
with an increased odd of shorter sleep duration, and three of the five dimensions of
temperament were significantly associated with antenatal EPDS scores, Children of
mothers with high EPDS antenatal scores were 1.3 times more likely to have night
awakenings, which is evidence for a mediating pathway from antenatal maternal
depression to childhood sleep through infant temperament.
Depression, Maternal Role Attainment, and Maternal Role Satisfaction

Adopting the maternal role is a complicated process that starts during pregnancy
and continues throughout the first four to six months postpartum (Mercer 1985). Kordi et
al. (2017) state that maternal role attainment consists of four steps: waiting stage, official
stage, informal stage, and personal stage. Attainment of the maternal role supports
healthy attachments with the infant, increases confidence in maternal role, and increases
satisfaction (Kordi et al.). Aktas and Almemdar (2018) investigated the role of maternal
fatigue, maternal depression, and maternal insomnia in maternal role and attachment.
Their findings indicate that maternal fatigue negatively impacts maternal attachment,
maternal self-care power, and breastfeeding self-efficacy. Further, research on fatigue,
infant care, and maternal energy expenditure by Ozdemir and Ozcan (2023) found that
mothers who have lower self confidence in caring for their infants have a more difficult
time transitioning into the role of motherhood. This was impacted by the degree of
depression experienced by the mothers, with those who experienced higher levels of

depression having greater fatigue and stress and less energy to complete mothering tasks,
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which then precipitated guilt and a diminished confidence in obtaining a motherhood role
(Ozdemir & Ozcan). Rode and Kiel (2016) found that there is a relationship between
infant temperament, maternal depression, and maternal role attainment. Mothers who
experience depression tended to have a more negative view of maternal role attainment,
have fewer emotional resources, and have avoidant behavior towards their infants.
Abrams and Curran (2011) investigated the perception of maternal role in relation to
postpartum depression and poverty. They found that mothers who experience postpartum
depression in the setting of poverty experienced more negative views of themselves and
felt stigmatized by their socio-economic and mental health situations. Postpartum
depression was a stronger mediator as compared to poverty when applied to maternal
self-identity and maternal role attainment (Abrams & Curran). Research by Denis et al.
(2012) found that mothers who experience postpartum blues and postpartum depression
are more likely to lack confidence, have lower self-esteem, and view their infants as more
difficult. Further supporting this is research by Puente et al. (2020) that found statistically
significant correlations between mother’s experience of postpartum depression and a lack
of self-efficacy and security in caring for their infant. Postpartum depression was further
associated with maternal avoidant coping behaviors and a negative perception of the
infant and of the mother’s ability to care for the infant (Puente et al.). Ohan et al. (2000)
defined parenting self-esteem as the contentment and perceived effectiveness of themself
as a parent. Maternal satisfaction, maternal self-esteem, and maternal confidence is
related to parenting styles, and literature notes that parents with negative self-views,

lower self-esteem, and/or less parenting confidence rate their infants as more fussy or
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difficult and have more attachment issues with their child (Ohan et al.). Kleinman and
Reizer (2018) found that maternal self-efficacy is a contributing factor to postpartum
depression and that negative self-efficacy results in lowered self-esteem and a negative
view of one’s role as a mother.
Theory and Conceptual Model
Maternal Role Attainment Theory
Maternal role attainment was developed as a theory based on Reva Rubin’s work
describing the progressive stages of maternal adaptation to mothering (Mercer, 2004;
Rubin, 1976). Rubin’s work was based on four concepts; ensuring safe passage, ensuring
acceptance, binding-in, and giving of oneself (Rubin, 1976). Ensuring safe passage is
demonstrated by the mother in her concern and protectiveness around pregnancy,
childbirth and child-rearing. The mother is concerned with and is focused on protecting
the child from hidden and obvious dangers (Rubin). Ensuring acceptance is
conceptualized by the maternal actions taken to imbue the child with the known family
norms, attitudes, values, and behaviors that are significant to the family and society the
child will enter (Rubin). Binding-in is demonstrated by the mother through viewing the
child as one’s own and adopting the view of being the mother of the child (Rubin).
Finally, the giving of oneself is actualized by the mother through a sustained giving of
time, nurturing, and protection of the child from stressors, whether they are explicit or
construed (Rubin) . Rubin’s work formed the foundation of Mercer’s Maternal Role
Attainment Theory (Mercer, 2004). The process of maternal role attainment is

conceptualized in four stages: anticipatory, formal, informal, and personal identity. These
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concepts are based on Mercer’s work with Rubin and based on Thornton and Nardi’s
original role attainment stages (Mercer; Thorton & Nardi, 1975). The core concepts are
used to describe the way a new or expecting mother transitions from antenatal to
postnatal. Mercer defines the anticipatory stage as the stage that occurs prior to and
during pregnancy and encompasses the woman’s preparation for a mothering role. The
formal stage begins at the birth of the child and is when the woman begins to identify
herself as a mother and the child as independent from her physical being. During this
stage she moves into the caregiving role, relying on the advice and behaviors as those she
deems as “experts” (Mercer). The next phase of maternal transition is the informal stage.
During the informal stage the mother moves away from strict adherence to the advice of
others and leans into her own judgments on the best way to parent her child. The fourth,
and final, stage of maternal role attainment is personal identity. During this stage the
mother develops a sense of confidence and harmony with her role as a mother. This stage
is characterized by confidence, satisfaction, and infant attachment. Throughout this
process there are a multitude of variables that Mercer identified as having an impact on
transition from anticipatory to personal identity. Variable such as maternal age, socio-
economic status, birth experience, social support and social stressors, health status, infant
and maternal personality traits, and even infant appearance all can have an impact on
maternal role attainment (Mercer). Mercer noted in her work that mothers were more
likely to feel confident and satisfied at 4 month of infant age, but by 8 - 12 months of

infant age mothers reported feeling less confident and competent.
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Maternal role attainment offers a theoretical framework for evaluating the impact
of postpartum depression on perceptions of infant social and emotional behavior and
maternal role satisfaction. Although the focus is on the mother and mother-child
relationship, it demonstrates the complicated inter- and intrapersonal processes that
contribute to maternal role attainment. Further, for the purposes of this study, it
encompasses the interactions between mother and child that are integral to infant and
child development which fall under the heading of child’s outcome in Figure 1. As
depicted in Figure 1, the mother-child feedback loop is comprised of maternal sensitivity,
self-concept, attitude, personal history, mental health, and role strain, all of which feed
into the child’s temperament, appearance, responsiveness, and health. This creates a
constant feedback loop between mother and child that can be view as cyclical in nature,
rather than linear. The child’s outcome is dependent upon this feedback loop and the
mother’s role or identity as it pertains to the child. All these factors then further feed into
the mother’s perception of self, or role attainment, her confidence, her satisfaction as a
mother, and her attachment to the child. Interpersonal factors such as work, school,
extraneous stressors, paternal support, family support, and living situations make up the
larger, outer layers of the framework denoting that they have an influencing factor on the
mother and child but are not the sole factors contributing to maternal role attainment.
Further out are influencing factors such as cultural beliefs, social norms, and the larger
societal macrosystems, which may contribute but have less of an overall influence on the
mother/child couplet. The conceptual model below lays out the basic tenants of the

concept of maternal role attainment. This model was built upon the work of
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Bronfenbrenner (1974, 1975, 1994) and adapted by Ramona Mercer (1991) who replaced
exosystem with the word mesosystem.
Figure 1

Model of Maternal Role Attainment

Macrosystem

Mother-father relationship

/ Mother
Empathy—sensitivity to cues \
Self-esteem/self-concept Child
Parenting received as child Temperament
Maturity/flexibility Ability to give cues
Attitudes <| Appearance
zm:cy/bm O%PG":?YCG Characteristics
epre anx Responsiveness
Role conflict/strain Health g
Maternal Role/ldentity Child's Outcome
Competence/confidence in role |- Cognitive/mental
Gratification/satisfaction €| deve
Attachment to child Behavior/attachment
Health

Modified from Mercer, R. T. [1991]. Maternal role: Models and consequences.

(Meighan, 2017)
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Specific Aims and Research Questions

Using data available from the Arizona Healthy Families Program, the following
specific aim and research questions were addressed by examining associations among
the study variables:
SA: Determine the relationship between postpartum depression, infant social and
emotional development, and maternal role satisfaction during the first 18 months
postpartum.
RQ1: Is early maternal postpartum depression associated with infant social and emotional
development?
RQ2: Is early maternal postpartum depression associated with maternal role satisfaction?
RQ3: Are infant social and emotional development and maternal role satisfaction

associated at the 6-, 12-, and 18-month time points?
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CHAPTER 3
RESEARCH DESIGN AND METHODS

Study Design

This pilot study examined associations among maternal depression, infant social
and emotional development, and maternal role satisfaction. The purpose of this study is
to determine if there is any evidence to support the hypothesis that maternal depression
alters infant social and emotional development and maternal role satisfaction among a
sample of mothers in rural Arizona who participate in the Arizona Healthy Families
program. This study will employ a repeated measures correlational descriptive
prospective longitudinal design using chart reviews; thus it is an analysis of existing
clinical data. This pilot study seeks to analyze data collected through home visits by the
Verde Valley branch of the Arizona Healthy Families Program on maternal depression
scores, infant social and emotional development, and maternal role satisfaction based on
the Edinburg Postnatal Depression Screening tool, Ages and Stages Questionnaire: Social
and Emotional 2 tool, and the Arizona Healthy Families Parenting Inventory. Since this is
a secondary analysis of existing data, there will be no variable manipulation and no
intervention planned in this study. As there is still limited understanding of the complex
interplay between maternal depression, infant social and emotional development,
maternal role satisfaction in rural populations, this study will be the basis for future larger

scale prospective and intervention-based studies.
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Sample

Purposeful sampling was used to select charts of women who participated in the
Verde Valley Medical Center branch of the Arizona Healthy Families program. Healthy
Families Arizona is a legislative based, publicly funded home visiting program for
families at risk for child neglect or abuse and who meet the inclusion criteria listed
below. Between October 1, 2021 and September 30, 2022, Healthy Families Arizona
provided service to 3,540 families in 15 counties through 11 different program sites.
There are two program branches in Yavapai County, one in Prescott and one in
Cottonwood that services the greater Verde Valley. The Verde Valley branch has two
home visitors and one supervisor who also conducts family home visits when one or
either of the home visiting providers is unavailable. Data is collected at the participants
home and then recorded in charts which are stored in the contract office located at Verde
Valley Medical Center. Chart reviews were used to identify charts that meet inclusion
criteria of mothers and their infants who completed at least 18 months of the Arizona
Healthy Families Program. There were no exclusion criteria due to the limited sample
size. Data was collected from participant chart between May 2023 and August 2023.
Charts from participants that initiated care beginning in 2019 were selected for
longitudinal purposes to meet the 18-month timeframe and due to the limited number of
completed charts post 2020 COVID-19 pandemic. The Arizona Healthy Families
Program was designed to identify and support families who are childbearing and
childrearing in Arizona with the goal of supporting families through the first five years of

their child’s life. Inclusion criteria for referral to the Healthy Families program were:
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e Infants must be under three months of age at the time of enrollment.

e Parents who are experiencing any of the following stressors: poverty,
unemployment, lack of prenatal care, low birth weight of the enrolled child, single
or teen parenting, children with special needs or disabilities, history of abuse or
child neglect, social isolation, substance abuse, history of intimate partner
violence, or mental health concerns such as postpartum depression.

e Mothers who score nine or greater on the EPDS are automatically referred to a
Healthy Families home visiting program in Verde Valley Arizona.

This sample was selected without exclusions with the understanding that their
scores on the EPDS, ASQ:SE 2, and HFPI may not be reflective of the general population
due to their specific inclusion factors, i.e., low socio-economic status, higher proportion
of referrals for elevated EPDS scores, history of social issues including Child Protective
Service referrals or history of Intimate Partner Violence, or lack of stable housing.

Based on charts reviewed a total of 35 participants met inclusion criteria for
completing at least 18 months of the Healthy Families Verde Valley program. Of those
35 participants, 29 met all milestone timeframes for data collection, early EPDS, ASQ:SE
2 at 6, 12, and 18 months, and HFPI at 6, 12, and 18 months. Milestone timepoints were
set for each timeframe for collection as follows:

e Birth or day 0: 10 days prepartum to 30 days postpartum
e 6 months: 154-212 days postpartum
e 12 months: 336-394 days postpartum

e 18 months: 519-577 days postpartum
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These timeframes were identified to most closely match key developmental milestones
while allowing for some variation in collection time due to home visiting schedules and
the impact of visiting restrictions during the COVID-19 pandemic. Figure 2 depicts the
milestone timeline with associated n of responses for each milestone timepoint, birth to 1
month, 6 months, 12 months, and 18 months for each measurement tool.
Setting

The investigator was on the advisory board of the Verde Valley branch of the
Arizona Healthy Families Program and obtained permission from the program director to
access charts for review. Charts were identified through the Verde Valley Medical Center
section of Health Families. Eligible charts were identified in collaboration with the staff
who specifically work with the patient population that has delivered at Verde Valley
Medical Center. All participants who were visited by this branch of the Healthy Families
program previously delivered at Verde Valley Medical Center. Chart reviews were
blinded to ensure patient confidentiality and data will be stored onsite at the Health
Families location at Verde Valley Medical Center. No data was accessed until human
subjects exemption was received from the IRB at Arizona State University and
permission was granted by the program director for the Verde Valley branch of the
Arizona Healthy Families Program and the department director of Maternal Child Health
at Verde Valley Medical Center.
Measures and Procedures
The following data were collected during Health Families visits by Healthy Family

Program Staff:
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e Ages and Stages Questionnaire 3 and Ages and Stages Questionnaire : Social and

Emotional 2 (at 6, 12, and 18 months of infant age)

e Edinburgh Postnatal Depression Screening (2 days post-delivery)
e Healthy Family Parenting Inventory (at 6, 12, and 18 months of infant age)
Measures

Demographic Information. Eight demographic questions were included in the
data collection to assess the social and economic characteristics of the sample. Questions
about maternal characteristics included relationship status (married, single, not
disclosed), ethnicity (Hispanic, white, multiracial, not disclosed), infant gender (male,
female, not disclosed), living situation (rents, owns, living with family, not disclosed),
food insecurity (yes, no), employment (employed, full time, part time, not employed, not
employed-student, not disclosed), insurance type (Medicaid only, none, private and
Medicaid, private only), and income ($0-$5,000, $5,001-$10,000, $10,001-$15,000,
$15,001-$20,000, $20,001-$25,000, $25,001-$30,000, and $30,001+).

Infant social and emotional development. Infant social and emotional
development were assessed using data from the Ages and Stages Questionnaire 3 and
Ages and Stages Questionnaire: Social and Emotional 2 (ASQ:SE-2). Both
questionnaires include screening for social and emotional behaviors. The ASQ:SE-2
assesses seven behavioral areas: self-regulation, compliance, social-communication,
adaptive functioning, autonomy, affect, and interaction with people. “Using ASQ:SE-2 in
addition to ASQ-3 gives parents and programs a much more thorough understanding of

social and emotional behaviors than they’d get from ASQ-3 alone” (Agesandstages.com,
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2015). “Social-emotional development is foundational—in order to be successful
learners, children need to get along well with others and they also need to feel good about
themselves and excited about the world around them” (Clifford, et al., 2015). ASQ:SE-2
has an internal consistency that ranges from 71%-91%, test-retest reliability at §89%,
overall validity of 84%, and sensitivity and specificity at 81% and 83%, respectively;
Cronbach’s alpha for reliability ranges from .71 at 2 months to .9 at 60 months with an
overall value of .84 (Agesandstages.com, 2015). Validity was assessed through a two-
step process, initial scores were identified then compared with score the child received on
the Devereux Early Childhood Assessment for Infants and Toddlers (DECA-I/T), the
Infant Toddler Social Emotional Assessment (ITSEA), Child Behavior Checklist
(CBCL), and professional diagnosis of a social and emotional disability (Squires et al.,
2015). Scores for the ASQ:SE are measured based on a 23-, 27-, 31-question evaluation
for infant ages 6, 12, and 18 months, respectively. Infants are scored based on the
evaluation questions. Scores at the 6-month timeframe range from 0 to >45, with scores
between 30-45 indicating the infant requires monitoring for the development of social
and emotional concerns and scores >45 indicating the need for referral. Scores at the 12-
month timeframe range from 0 to >50, with scores between 40 and 50 indicating that the
infant requires further monitoring and scores >50 indicating the need for referral. Scores
at the 18-month timeframe range from 0 to >65, with scores between 50 and 65 indicating
that the infant requires further monitoring and scores >65 indicating the need for referral.
Scores that indicate areas of concern and the need for referral or further evaluation and

were selected for this study were 45, 50, and 65 at 6, 12, and 18 months, respectively.
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Maternal depression. The Edinburgh Postnatal Depression Scale (EPDS) was
used to assess maternal depression. The EPDS is a 10-question, self-rated assessment
scale used to assess for postnatal depression. Developed in 1987, the EPDS has been
widely implemented in clinical settings across the United States and in Australia and is
considered to be a valid measurement tool when scoring is in the 9/10 range (Gibson et
al., 2009). Kernot et al., (2014) found a high rate of agreement in test, re-test of the EPDS
among women at low, moderate, and high risk for postnatal depression. They found a
high rate of agreement (90.7%), with a Cohen’s Kappa of 0.61 (Kernot, et al.). Cox et al.
(1987) found that sensitivity of the EPDS was 85%, specificity was 77%, and the positive
predictive value was 83% at re-test. In a review of the literature by Park and Kim (2021),
they found that:

The sensitivity (of the EPDS) ranged from 0.56 to 1.00 and the specificity ranged

from 0.54 to 0.99. In meta-analysis, pooled sensitivity and specificity were 0.79

(95% C1 0.74-0.84) and 0.88 (95% CI 0.82—-0.92), respectively, with RE

correlation of -0.506, SROC AUC** of 0.89 (SE=0.02), and Q* value of 0.82

(SE=0.02).

For this study population a score of nine or greater was considered as the cutoff
score for concern as this score was included in the referral process to the Healthy
Families Program, in which the participants were enrolled.

Healthy Families Parenting Inventory. The Healthy Families Parenting
Inventory (HFPI) was used to assess maternal role satisfaction. The HFPI is a 63-

question, self-report instrument used to assess nine parenting domains: Social Support,
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Problem-Solving, Depression, Personal Care, Mobilizing Resources, Role Satisfaction,
Parent/child Interaction, Home Environment and Parenting Efficacy
(LecroyMilligan.com, 2019). Krysik and Lecroy (2012) found the HFPI subscales to have
good to excellent reliability with estimates of Cronbach’s alpha ranging from a low of .76
to a high of .92 using. The authors of the tool expect to improve upon the internal
consistency of the subscales of the tool with continued revisions (Krysik & Lecroy,
2012). Scores of concern for each domain are as follows: Social Support 17 or lower,
Problem-Solving 19 or lower, Depression 33 or lower, Personal Care 16 or lower,
Mobilizing Resources 18 or lower, Role Satisfaction 21 or lower, Parent/child Interaction
40 or lower, Home Environment 33 or lower, and Parenting Efficacy 22 or lower. As the
aims of this study include understanding associations among maternal depression, infant
social and emotional development, and maternal role satisfaction, only role satisfaction
scores will be included in analysis. All other data is housed at the storage site at the
Healthy Families Program at Verde Valley Medical Center and analysis of additional
variables could provide information for future studies.
Variables and Limitations

Variables for this study include maternal depression, infant social and emotional
development, and maternal role satisfaction.

Limitations include lack of objective measure for infant social and emotional
development, subjective nature of maternal reporting of infant social and emotional
development, possible bias in home visitor assessment of maternal-infant interaction,

nature of self-reporting, nature of home visiting, and potential attrition. Additional
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limitations include small sample size that is homogenous, low income, and have a
generally unstable living situation. As data is collected, information that is gathered may
reveal additional, extraneous variables which may impact internal validity and be a
limitation for this study.

Potential sources of bias within this study include selection bias due to the
homogeneity required by the home visitor, maturation bias if patients deliver early or
relocate during the study, and observational bias related to the home visitor, which could
be related to maternal “best-behavior” or researcher subjective bias. Potential bias from
observation bias at any observation intervals will be addressed by confirming inter-rater
reliability with another Maternal Child Health expert. Consistent practice in follow up
calling and ensuring that home visitor keeps assigned appointment times can help reduce
bias due to relocation and attrition.

Finally, as there are other areas of the HFPI that were not included in this study
but that may have an impact on the study variables, the investigator acknowledges that
this is an additional limitation on this pilot study.

Data Analysis

Preliminary analyses. Preliminary analyses checked for out of range and
logically impossible values and for patterns of missing data.

Statistical Analysis. Each participant’s data as collected during home visits were
transcribed to text files in Microsoft Word and then transcribed and organized in
spreadsheets using Microsoft Excel. Further data organization, subsequent data cleaning,

and data coding were performed using R version 4.3. A key coding step was the
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assignment of observations to selected developmental milestone time points. First, the
difference (in days) between the child’s date of birth and the date of each assessment was
computed. Each observation was then assigned a specific milestone time point (0 to 1
month, 6 months, 12 months, or 18 months) based on the value of this difference.
Because assessments rarely fell exactly on the actual day corresponding to the milestone
(e.g., 183 days postpartum for the 6 months milestone), assessment “windows” were
constructed to capture the 29 days on either side of the milestone day. For example, the 6
months assessment window started 154 days postpartum (i.e., 183 days — 29 days) and
ended 212 days postpartum (183 days + 29 days). Assessments falling within these
windows were assigned to the corresponding milestone time point (see Figure 2 for
details). When multiple assessments of the same variable fell within the same assessment
window, the assessment closest to the milestone day was assigned to the time point.
Cleaned data were then exported from R to SPSS (.sav) data files for analysis. All
analyses described below were performed in the Statistical Package for Social Sciences
(SPSS) version 29.0.2.0.

Figure 2

Milestone Timepoints for Analysis
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Milestone day:

Days postpartum [o(Birth) | (183 days] 365 days | 548 days]
Milestone
timepoint mo 6 mos 12 mos 18mos
Assessment 10 days prepartum - 154 - 212 days 336 - 394 days 519 - 577 days
i windowi 30 days postpartum postpartum postpartum postpartum
EPDS n=29 IASQ:SE 2 n=25 IASQ:SE 2 n=20 [ASQ:SE 2 n=22
HFPI n=12 HFPI n=10 HFPI n=6

First, EPDS scores were examined to determine the proportion of participants
who scored 9 or more on the EPDS. An EPDS score of 9 or higher is interpreted as
“depression is possible” and at a score of 9 or greater referral to the primary care provider
is recommended (Cox et al., 1987).

Next, ASQ:SE 2 scores were examined to determine the proportion of participants
reporting scores above age-specific cutoffs. ASQ:SE 2 scores above 45, 50, and 60, at 6,
12, and 18 months of age, respectively, indicate social and emotional delays and the need
for further intervention.

To address RQ1 (Is early maternal postpartum depression associated with infant
social and emotional development?), prospective associations between early EPDS scores
(i.e., from an assessment within 1 month of the child’s birth) and ASQ:SE 2 scores at 6,
12, and 18 months of child age were estimated using Pearson correlation coefficients.

To address RQ2 (Is early maternal postpartum depression associated with
maternal role satisfaction?), prospective associations between early EPDS scores and
HFPI role satisfaction scores at 6, 12, and 18 months of child age were also estimated

using Pearson correlation coefficients.
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Finally, to address RQ3 (Is infant social and emotional development associated
with maternal role satisfaction?), cross-sectional and prospective associations between
ASQ:SE 2 scores and HFPI role satisfaction scores at 6, 12, and 18 months of child age
were estimated using Pearson correlation coefficients. Due to the limited sample sizes
available for analyses, interpretation of the findings focuses on the magnitudes of
associations rather than on tests of statistical significance. Correlations with absolute
values of .50 or greater (i.e., [r| > .50) are considered to be strong, correlations with
absolute values between .30 and .50 are considered to be moderate, and correlations less

than .30 are considered to be weak.
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CHAPTER 4
RESULTS
Characteristics of the Sample

A total of 29 mothers and their infants were included in this study. Of the study
participants, 41% were married, 37.9% reported they were single, and 20.7% declined to
state relationship status. Of the participants 62.1% had a female infant, 34.5% had a male
infant, and 3.4% did not disclose the gender of their infant. In regard to ethnicity, 69% of
the participants were Hispanic, 24.1% were white, and 3.4% were multiracial. Most
participants were covered by the Arizona Healthcare Cost Containment system
(AHCCCS) at 69%, and only 10% or 3 participants had private insurance. Of the sample
population, 13.8% were employed, 31% were employed full-time, 37.9% were not
employed, 3.4% were a student, 13.8% were employed part-time, and 3.4% was
undisclosed. Of the sample population 13.6% reported living with a family member,
58.9% rented, 24.1% owned their home, and 3.4% declined to disclose their living
situation. A total of 20.5% reported an income above the Federal Poverty Guideline of
$24,860, (Healthcare.gov, 2023), and the remaining 76.1% reported an income of less
than $25,000 or declined to report their income.

Data from Yavapai County, where the greater Verde Valley is located and the
area in which the sample population resides and participates in the Healthy Families
Program, denotes the following population characteristics. According to the 2022 US
Census Bureau Statistics, there were a total of 110,928 households within Yavapai county

(U.S. Census Bureau, n.d.). Of these households 52.1% were married, 7.2% were
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cohabitating, 21% were single, 56.9% are white, 42.8% are Hispanic, 36.7% are two or
more races, and 46% of females aged 16 and over are in the workforce (U.S. Census
Bureau). Of those aged 18-34, 20.3% fell below the poverty level, 15% of those with
households with a child five or under were below the poverty level, 11.3% of white
households, 17.2% of Hispanic households, and 18.6% of multiracial households fell
below the poverty level (U.S. Census Bureau). When compared to the U.S. Census data
for Yavapai County, participants in the Healthy Families Program are more likely be
Hispanic in ethnicity, lower in socio-economic status, and more likely to rent than own
their homes. They are also less likely to be married and more likely to be unemployed.
Table 1

Demographic characteristics of the sample (n=29)

Variables n Percent
Relationship Status
Married 12 41.4
Single 11 37.9
Not disclosed 6 20.7
Employment Status
Employed 4 13.8
Full time 9 31.0
Not employed 11 37.9
Not employed, student 1 34
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Part time 4 13.8
Not Disclosed 1 34
Living Situation

Lives with family member 5 13.6
Not disclosed 1 34
Owns 8 24.1
Rents 15 58.9
Insurance Status

Medicaid only 22 75.8
None 3 10.3
Private and Medicaid 1 34
Private only 3 10.3
Child Gender

Female 18 62.1
Male 10 34.5
Not Disclosed 1 34
Ethnicity

Hispanic 20 69.1
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White 7 24.1

Multiracial 1 34
Not disclosed 1 3.4
Income

0-5,000 5 17.2
5.001-10,000 3 10.3
10,001-15,000 4 13.7
15,001-20,000 5 17.1
20,001-25,000 5 17.1
25,001-30,000 3 10.3
30,001+ 3 10.2
Missing 1 34

Of the 22 mothers who provided a valid score for the EPDS at the 0—1-month
milestone, seven (31.8%) reported an EPDS score of nine or higher. ASQ:SE 2 scores at
6-, 12-, and 18- months were evaluated for scores above 45, 50, and 65, respectively. Of
the 25 mothers with valid ASQ:SE 2 scores at 6 months of infant age, none reported a
score above 45. Of the 18 mothers with valid ASQ:SE 2 scores at 12 months of infant age
two (11.1%) reported a score of 50 or higher. Of the 21 mothers with valid ASQ:SE 2
scores at 18 months of infant age, one (4.8%) reported a score of 65 or higher. HFPI

scores were evaluated at 6-, 12-, and 18-months postpartum. Scores below 21 are
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considered concerning, and of the 11 mothers with valid scores at 6 months postpartum,
one (9.1%) scored 21 or lower. Of the 10 mothers with valid HFPI scores at 12 months
postpartum, none reported a score of 21 or lower. Of the 5 mothers who had valid HFPI
scores at 18 months, one (20%) reported a score of 21 or lower. All values are reflected
in Table 2.

Table 2

Frequencies and percentages of the variables

Variable n of valid n ( % meeting clinical
scores* threshold)

EPDS at 1 month postpartum 22 7(31.8)

Score 9 or greater indicate area of

concern

ASQ:SE 2 at 6 months 25 0(0.0)

Score of 45 or greater indicate area of

concern

ASQ:SE 2 at 12 months Score of 50 18 2 (11.1)

or greater indicate area of concern

ASQ:SE 2 at 18 months Score of 65 21 1(4.8)

or greater indicate area of concern

HFPI at 6 months 11 1(9.1)

Score of 21 or less indicate area of

concern

HFPI at 12 months 10 0(0.0)

Score of 21 or less indicate area of

concern

HFPI at 18 months 5 1(20)

Score of 21 or less indicate area of

concern

*Full sample comprised of 35 participants, 29 included in analytical sample, six excluded
due to lack of consistent data across the timelines.

The primary aims of this study were to examine (a) associations of early

postpartum depression with subsequent infant social and emotional development (RQ1),
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(b) associations of early postpartum depression with subsequent maternal role satisfaction
(RQ2), and (c) associations among infant social and emotional development and maternal
role satisfaction (RQ3). EPDS scores from within the first month of the child’s birth,
ASQ:SE 2 scores at 6 months, 12 months, and 18 months, and HFPI role satisfactions
scores at 6 months, 12 months, and 18 months were used in the analyses reported below.
Not all participants provided responses to each variable at each time point. In the tables
below, the number of valid responses for each variable are indicated in the column
labeled “n of valid responses” and the number of responses used to compute each
correlation is given in parenthesis below the correlation coefficient. For example,
although a total of 25 participants responded to the ASQ:SE 2 at 6 months of infant age,
only 14 of those same respondents had an early (1-month) EPDS score—this pairwise
sample size appears in parenthesis below the corresponding correlation.
Research Question 1: Is early maternal postpartum depression associated infant social
and emotional development?

Results indicate that there is no association between early EPDS scores and infant
social and emotional development at 6 months of age (» = .12, p = .69), but there is a
moderate association between early EPDS scores and infant social and emotional
development at 12 months of age (r = .45, p = .11), and a weak association between early
EPDS scores and infant social and emotional development at 18 months of age (» = .30, p
=.29). Findings did indicate a strong and significant positive correlation between infant
social and emotional development at 6 months and 12 months of age (»r = .69, p <.01)

and a moderate association between infant social and emotional development at 6 months
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of age and 18 months of age (» = .41, p = .00). There was also a moderate correlation
between infant social and emotional development at 12 months of age and 18 months of
age (r= .48, p = .08). Correlations between early EPDS scores and infant social and
emotional development at 6-months, 12-months, and 18-months of infant age were
estimated and the findings are summarized in Table 3.

Table 3

Means, Standard Deviations, Pearson Correlations, and Sample Sizes® for Maternal

Postpartum Depression and Infant and Social and Emotional Development

nofvalid M SD

Variable responses 1 2 3
1. EPDS at I mo 22 7.8 6.2 —
2. ASQ:SE 2 at 6mos 25 122 116 .12 -
(14)
3. ASQ:SE 2 at 12mos 18 189 20.0 45 697 -
(14) (15)
4. ASQ:SE 2 at18mos 21 181 293 .30 41 A48

(14) (19) (14)

2Pairwise sample sizes are presented in parentheses beneath their corresponding
correlation coefficients.

Abbreviations:

ASQ:SE 2 = Ages and Stages Questionnaire: Social and Emotional 2

EPDS: Edinburgh Postnatal Depression Scale

HFPI: Healthy Families Parenting Inventory

**p<.01

Research Question 2: [s early maternal postpartum depression associated with maternal

role satisfaction?
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The findings summarized in Table 4 indicate that there were only weak negative
associations between EPDS scores at the one-month timeframe and HFPI scores at 6 and
12 months postpartum (r =-.18, p = .63 and r = -.24, p = .61, respectively). There was a
moderate negative association (» = -.46, p = .69) for HFPI role satisfaction at 6 months
predicting HFPI role satisfaction at 18 months. Other cross-time point associations
between role satisfaction scores were weak (|r|s <.30). These findings indicate that early
maternal depression did not strongly predict maternal role satisfaction across the 0 to 18
months postpartum timeframe. However, early maternal role satisfaction at 6 months was
moderately negatively associated with later role satisfaction at 18 months postpartum.
Table 4
Means, Standard Deviations, Pearson Correlations, and Sample Sizes® for Maternal

Postpartum Depression and Maternal Role Satisfaction

n of valid
Variable responses M SD 1 2 3
1. EPDS at 01 month 22 7.8 6.2 —
2. HFPI role satisfaction at 11 282 3.0 -.18 —
6 months )
3. HFPI role satisfaction at 10 27.6 2.0 -.24 .29 —
12 months (7 (7
4. HFPI role satisfaction at 5 256 8.7 b -.46 -.29
18 months (2) 3) “4)

2Pairwise sample sizes are presented in parentheses beneath their corresponding
correlation coefficients.

®Could not be computed due to one of the variables being a constant.
Abbreviations:
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ASQ:SE 2 = Ages and Stages Questionnaire: Social and Emotional 2

EPDS: Edinburgh Postnatal Depression Scale

HFPI: Healthy Families Parenting Inventory

Research Question 3: Is infant social and emotional development associated with
maternal role satisfaction?

Findings indicate a significant negative correlation between HFPI maternal role
satisfaction scores at 6 months postpartum and ASQ:SE 2 scores at 6 months of infant
age (r=-.65, p <.04). Maternal role satisfaction showed a weak association at 12 months
postpartum and 12 months of infant age ( = -.22, p = .57). Maternal role satisfaction and
ASQ:SE 2 showed a strong positive association with infant ASQ:SE 2 scores at 18
months postpartum and 18 months of infant age (» = .80, p = .19). This may indicate that
maternal mood and infant social and emotional development had stabilized by 18 months
postpartum. However, maternal role satisfaction scores tended to trend negatively at 18-
months postpartum when compared to 6 month and 12-month HFPI role satisfaction
scores, (r =-.46, p =.69, r =-.28, p = .71, respectively) indicating that mothers who
reported relatively higher dissatisfaction at 6 and 12 months postpartum, were more
likely to report lower role satisfaction at 18-months postpartum. Correlations among
infant social and emotional development scores at 6, 12, and 18 months of infant age and
HFPI maternal role satisfaction at 6, 12, and 18 months of infant age were estimated. The

findings are summarized in Table 5.
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Table 5
Means, Standard Deviations, Pearson Correlations, and Sample Sizes® for Infant Social and Emotional Development and

Maternal Role Satisfaction at 6, 12, and 18 months Postpartum

n of valid
Variable responses M SD 1 2 3 4 5
1. ASQ:SE 2 at 6mo 25 12.2 11.6 -
2. ASQ:SE 2 at 12mo 18 18.9  20.0 697 -
(15)
3. ASQ:SE 2 atl8mo 21 18.1 29.3 41 A48 -
(19) (14)
4. HFPI role satisfaction at 11 28.2 3.0 -.65" -75 .09 -
6 months (10) (7) 9)
5. HFPI role satisfaction at 5 27.6 2.0 -.29 -22 -45 .29 -
12 months 8) ) 8) (7)
6. HFPI role satisfaction at 10 25.6 8.7 .69 .66 .80 -46 -29

18 months 4 3) 4 3) 4
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2Pairwise sample sizes are presented in parentheses beneath their corresponding correlation coefficients.
*p <.05 (2-tailed).

** p <.01 (2-tailed).

Abbreviations:

ASQ:SE 2 = Ages and Stages Questionnaire: Social and Emotional 2

EPDS: Edinburgh Postnatal Depression Scale

HFPI: Healthy Families Parenting Inventory



CHAPTER 5
DISCUSSION

The findings from this study will be discussed in relation to the three studied
concepts: postpartum depression, infant social and emotional development, and maternal
role satisfaction. Postpartum depression has been found to be a contributory factor in
other research to infant social and emotional development and maternal role satisfaction
(Denis et al., 2012; Puente et al., 2020; Rode & Kiel, 2014; Slomian et al., 2019; Suri &
Altshuler, 2012)).
Depression and Infant Social and Emotional Development

In this study, seven of the 29 participants reported an EPDS score of nine or
greater at the one-month baseline. Nationally, about one in seven, or about 15%, of
women suffer from postpartum depression (Mughal et al., 2022). In this study 24% of
participants scored at levels on the EPDS that indicated they were at risk for or may have
symptoms of postpartum depression. This data indicates that women in the Verde Valley
branch of the Healthy Families Program are more likely to suffer from postpartum
depression when compared to national statistics. Risk factors for the development of
postpartum depression are previous mental health diagnosis, stressful life events at or
around the time of delivery, history of intimate partner violence, medical complications
of the mother or the child at or around the time of delivery, lack of social support, having
a “challenging child”, and financial or employment problems (American Psychological
Association, 2022). Of the study population, 37.9% reported being single as their

relationship status. This indicates that these mothers may lack the adequate social support
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and resources to help them navigate the many steps and milestones that occur within the
first 18 months of their child’s life and this lack of social support could be a contributing
factor to the higher reported rate of depression among these mothers. Further, 37.9% of
the participants stated they were unemployed and 79.5% stated they had an income level
below $25,000 annually. Employment concerns and poverty are both contributors to the
risk factors for developing postpartum depression. Although the study did not indicate a
correlation between depression scores, based on the EPDS, and infant social and
emotional developmental scores, based on the ASQ:SE 2, at 6 months of infant age,
results did indicate a correlation between the EPDS score and the ASQ:SE 2 scores at 12
months and 18 months of age. Additionally, the findings indicate that there is a
correlation between the 6 month ASQ:SE 2 and the 12 month ASQ:SE 2 indicating that
infants who have issues in social and emotional development will demonstrate those
behaviors as early as 6 months of age and those behaviors will persist into the first year
of life. Findings from Porter et al. (2019) found that mothers who reported higher levels
of anxiety and depression across the first year of their infant’s life also reported more
negative social and emotional behaviors from their infant. The findings of this study at
the 12- and 18-month timeframes of analysis further add to the work by Porter et al. by
providing some evidence, trending towards significance (p <.01) that these negative
social and emotional behaviors may persist beyond the first year of life.
Depression, Maternal Role Attainment, and Maternal Role Satisfaction

Rubin wrote extensively on maternal role and the experiences of motherhood. Her

work on maternal role attainment and maternal role satisfaction is the basis of the
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conceptual model used for this study. Rubin (1984) noted that motherhood is a time of
role learning and growing in the maternal role and that disparity between the idealized
version of motherhood and actual motherhood can lead to self-disparagement,
hopelessness, and despair, which can then become depression (Rubin, 1984, p. 110).
Ramona Mercer built upon the work of Rubin and developed the theory of Maternal Role
Attainment (2004). Mercer identified several variables as influencing factors in maternal
role attainment, namely socio-economic status, social stress, social support, self-concept,
role strain, and health status. Participants in this study identified having many of the
influencing factors noted by Mercer as possible impedances to maternal role attainment
such as poverty, lack of social support, dependence on publicly funded health insurance,
and unemployment. Participants in the study were more likely to fall below the Federal
Poverty Lines be unemployed, be single and 75.8% were on Medicaid and 10.3% were
uninsured. However, in this study postpartum depression was not an indicator of maternal
role satisfaction, but early maternal satisfaction was associated with longer-term role
satisfaction. Mothers who expressed role satisfaction at 6 months postpartum were more
likely to indicate role satisfaction at 18 months postpartum. In a study by Julian et al.
(2021), maternal confidence and control were contributing factors to moderating the
effects of maternal depression. As this study took place in a rural population with women
who face disparity and adversity simply by living in a “healthcare desert” (ADHS, 2022),
it may be that their confidence and resilience play a role in mitigating the previously
noted effects of depression on maternal role satisfaction. This was not addressed in this

study but would be an area for future research within this population.
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Infant Social and Emotional Development, and Maternal Role Satisfaction

Analyses addressing Research Question 3 did show evidence of a relationship
between infant social and emotional development and maternal role satisfaction. Findings
indicated that mothers who had infants that scored higher, with higher being indicative of
concern, on the ASQ:SE 2 had lower role satisfaction scores on the Healthy Families
Parenting Inventory (HFPI). Mothers who indicated dissatisfaction at 6 months
postpartum were more likely to continue to indicate lower maternal satisfaction at 12-
and 18-months postpartum when infant ASQ:SE 2 scores were higher. Similar to findings
in Leerkes and Crockenberg (2002), mothers who had lower self-efficacy had a more
negative experience with their infants when their infants were perceived as more difficult
to soothe. Barnes et al., (2007) found that mothers who viewed their children in a
negative light were more likely to view themselves in a negative way, and this was
associated with maternal depression, infant health status, and infant temperament. Puente
et al., (2021) found that mothers that described their infants as being irritable or unstable
demonstrated avoidant coping and that avoidant coping was associated with a lack of
self-confidence in caring for their infant. The associations between infant social and
emotional development and maternal role satisfaction were strongest at the 6- and 12-
month time intervals, but associations were strongly positive by 18 months postpartum
and 18 months of infant age. This may indicate that by 18 months of age parents had
learned coping mechanisms or received the resources needed to support infants with
social and emotional developmental issues. This finding warrants further study to

determine any correlating factors that this pilot study was unable to account for.
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Implications for Practice

The Healthy Families Program in Arizona is a free and voluntary program aimed
at helping childbearing and childrearing families enhance their parenting skills, promote
early childhood development, and decrease the incidence of child abuse and neglect
(Healthy Families, n.d.). In 2022 Healthy Families Arizona served all 15 counties with a
total of 3,540 families through 11 different program service sites and 44 Family Support
Specialists home visiting teams. This study provides preliminary analysis of some of the
data gathered by the Healthy Families Support Specialists in the Verde Valley branch.
Further studies based on the data gathered by the Healthy Families Family Support
Specialists can help with program expansion and the continued support, resource referral,
and the ability to reach more families. As most referrals come from healthcare providers
or healthcare facilities, this research supports the value of continued work by the Healthy
Families program.
Implications for Future Research

The findings in this study indicate that there is a relationship between infant social
and emotional development and maternal role satisfaction. The negative correlation,
where higher social and emotional scores (i.e., scores suggesting a developmental
concern) were related to lower maternal role satisfaction warrant further investigation.
The participants in this study had multiple social disparities that impacted their ability to
receive timely care and limited their access to services. In spite of these facts, the mothers
in this study seemed to demonstrate resilience to their situation and generally related their

satisfaction in their maternal role in a positive light even when they scored higher on the
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EPDS. Future research that investigates the links between rural mothers’ postpartum
depression and resilience would provide perspective on the potential mediating factors on
postpartum depression, infant social and emotional development, and maternal role
satisfaction. Further, there were many variables included in the Healthy Families
Parenting Inventory that may be contributors, but due to small sample size, these could
not be fully investigated. Future research to investigate the role of the visiting Healthy
Families service provider, resources made available to these mothers, and the impact on
their maternal role satisfaction would be an additional area of future study.
Limitations

This study had several limitations. The single greatest limitation was the small
sample size, which was greatly exacerbated by the coronavirus pandemic that began in
2020. Participants were less likely to allow outsiders into their home and a majority of
time between 2020 and 2023 was spent limiting social contact, quarantining, and visitor
restrictions. This led to attrition throughout the data collection and delays in visiting
which altered collection timelines and thereby altered assessments at the designated 1-, 6-
, 12-, and 18-month timeframes. Additional limitations include the subjective nature of
maternal reporting and potential subjectivity in the reporting of data for all measures.
There is the potential of bias in the home visitor’s assessment of maternal-infant
interactions due to the nature of home visiting and preconceptions of ethnicity and social
status. An additional limitation for this study is the relative homogeneity of participants

as all were required to meet inclusion criteria for the Healthy Families Program.
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Conclusion

This study contributes to the limited research on postpartum depression, infant
social and emotional development, and maternal role satisfaction in low income, rural
mothers in Arizona. As the Healthy Families Program is a statewide initiative and there
are multiple home visiting agencies throughout the state, this research provides some of
the first analysis of the data gathered by the Healthy Families Program specific to the
research variables. Findings in this study do show relationships between postpartum
depression and infant social and emotional development in rural mothers who are at high
risk for negative parenting and early childhood outcomes. This study provides a basis for
additional research in this area and the continued support of programs such as Healthy
Families in providing resources to high-risk and vulnerable childbearing and childrearing

families.
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Edinburgh Perinatal/Postnatal Depression Scale (EPDS)
SCORING GUIDE

1. | have been able to laugh and see the funny side

of things

0 As much as | always could
1 Not quite so much now

2 Definitely not so much now
3 Notatall

2. | have looked forward with enjoyment to things
0 As much as | ever did
1 Rather less than | used to
2 Definitely less than | used to
3 Hardly at all
3. | have blamed myself unnecessarily when things
went wrong
3 Yes, most of the time
2 Yes, some of the time
1 Not very often
0 No, never

4. | have been anxious or worried for no good
reason
0 No, not at all
1 Hardly ever
2 Yes, sometimes
3 Yes, very often
5. | have felt scared or panicky for no very good
reason
3 Yes, quite a lot
2 Yes, sometimes
1 No, not much

6.

10.

Things have been getting on top of me

3 Yes, most of the time | haven’t been able to
cope

2 Yes, sometimes | haven't been coping as well
as usual

1 No, most of the time | have coped quite well

0 No, | have been coping as well as ever

| have been so unhappy that | have had difficulty
sleeping

3 Yes, most of the time

2 Yes, sometimes

1 Not very often

0 No, not at all

| have felt sad or miserable
3 Yes, most of the time
2 Yes, quite often

1 Not very often

0 No, not at all

| have been so unhappy that | have been crying
3 Yes, most of the time

2 Yes, quite often

1 Only occasionally

0 No, never

The thought of harming myself has occurred to
me

3 Yes, quite often

2 Sometimes

1 Hardly ever

0 No, not at all 0 Never
EPDS Score Interpretation | Action
Lessthan 8 Depression not likely | Continue support
9-11 Depression possible | Support, re-screen in 2—4 weeks. Consider referral to primary care provider
(PCP).
12-13 Fairly high possibility | Monitor, support and offer education. Refer to PCP.

of depression

14 and higher
(positive screen)

Probable depression

Diagnostic assessment and treatment by PCP and/or specialist.

Positive score
(1,20r3)on
question 10
(suicidality risk)

Immediate discussion required. Refer to PCP + mental health specialist or
emergency resource for further assessment and intervention as appropriate.
Urgency of referral will depend on several factors including: whether the
suicidal ideation is accompanied by a plan, whether there has been a history
of suicide attempts, whether symptoms of a psychotic disorder are present
and/or there is concern about harm to the baby.
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HEALTHY FAMILY PARENTING INVENTORY
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Site Number

Interval

Healthy Families Parenting Inventory©

(e.g., baseline, 6-month, 12-month, etc.)

Child ID #

Date

) ) Rarely A little Some Good Always
Directions: Please choose ONE answer that best fits or ofthe  ofthe partof  ormost
for you and color in the circle. @ never  time time  thetime ‘ﬁ:::

@ @ ©) ) ®
1. Ifeel supported by others. ©) @ ®
2. Ifeel that others care about me. O} (@) (©) @ ®
3. Idiscuss my feelings with someone. @ @ ©) O] ®
4. IfIhave trouble, I feel there is always someone I can
turn to for help. @ @ @ ® ©
5. Ihave family or friends who I can turn to for help. @ @ ©) @ ®
6.  Ilearn new ways of doing things from solving
problems. @ @ © @ ©
7.  Ideal with setbacks without getting discouraged. @ @ ©) @ ®
8. When I have a problem, I take steps to solve it. @ @ ©) ) ®
9.  When I am faced with a problem, I can think of
several solutions. o @ &) @ ®
10. Iam good at dealing with unexpected problems. @ @ ©) @ ®
11. Iremain calm when new problems come up. @ @ ©) @ ®
12.  Ifeel sad. @ @ ©) ) ®
13.  Ifeel positive about myself. @ @ ©) ©) ®
14.  The future looks positive for me. @ @ ©) ) ®
15. Ifeel unhappy about everything. @ @ ©) @ ®
16. Ifeel hopeless about the future. @ ) ®
17.  There isn’t much happiness in my life. @ @ ©) @
Rarely Alittle Some of Good Always
or of the the time part of or most
never time the time of the
time
@ @ ©] O] 6]
©Copyright LeCroy & Milligan Associates, Inc. 2004 JULY 2012
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Child ID #

. " Rarely A little Some Good Always
Directions: Please choose ONE answer that best fits or ofthe  ofthe partof  ormost
for you and color in the circle. @ never  time time  thetime ‘ﬁ:::

©) ©) Q ® ®
18. Thave so many problems I feel overwhelmed by
them.
19. It is hard for me to get in a good mood. @ @ ©) @ ®
20. My life is fulfilling and meaningful. ) @ ©] @ ®
21. Ifind ways to care for myself. @ @ ©) ) ®
22.  Itake care of my appearance. @ @ ©) @ ®
23. I get enough sleep. @ @ ©) O] ®
24. 1am a better parent because I take care of myself. @ @ ©) @ ®
25. Itake time for myself. @ @ ©) @ ®
26. 1know where to find resources for my family. ) @ ©) @ ®
27. 1know where to find important medical information. @) @ ©) @ ®
28.  Ican get help from the community if I need it. ) @ © ) ®
29. Iam comfortable in finding the help I need. ) @ ©) ) ®
30. Iknow community agencies I can go to for help. )] @ ©) @ ®
31. Itis hard for me to ask for help from others. @ @ ©) @ ®
32.  Because I’'m a parent, I’ve had to give up much of ® ® 1) @ ®
my life.
33. Ifeel trapped by all the things I have to do for my ® @
child.
34. 1feel drained dealing with my child. ) @
Rarely A little Some of Good Always
or of the the time part of or most
never time the time of the
time
@ @ ® @ ®
©Copyright LeCroy & Milligan Associates, Inc. 2004 JULY 2012
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Child ID #

. " Rarely A little Some Good Always
Directions: Please choose ONE answer that best fits or of the of the partof ormost
for you and color in the circle. @ never  time time  thetime "J:::

©) ©) Q ® ®
35. There are times my child gets on my nerves. @) ®
36. Ifeel controlled by all the things I have to do as a ® ) o) @ ®
parent.
37. 1feel frustrated because my whole life seems to
revolve around my child. o @ © ® ©
38. Thave a hard time managing my child. ©) @ © ) ®
39. Ican be patient with my child. @ @ ©) ) ®
40. Irespond quickly to my child’s needs. (@) (@) (©) @ ®
41. Ido activities that help my child grow and develop. @ @ ©) @ ®
42.  When my child is upset, I’m not sure what to do. @ @ ©) @ ®
43. Tuse positive words to encourage my child. @) @ ©) @ ®
44. 1can tell what my child wants. @ @ © @ ®
45. Tam able to increase my child’s good behavior. ) @ ©) ) ®
46. Icanremain calm when my child is upset. @ @ © ) ®
47. 1praise my child every day. @ @ ©) @ ®
48. My child has favorite things to comfort him/her. ) @ ©) @ ®
49. Iread to my child. @ @ ©) @ ®
50. Iplan and do a variety of activities with my child ® ® ) @ ®
every day.
51. Ihave made my home exciting and fun for my child. @) @
52.  Thave organized my home for raising a child. @ @
Rarely Alittle Some of Good Always
or of the the time part of or most
never time the time ofthe
time
@ @ [©) O]
©Copyright LeCroy & Milligan Associates, Inc. 2004 JULY 2012
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Directions: Please choose ONE answer that best fits
for you and color in the circle. @

Child ID #

Rarely A little Some Good Always

or of the of the part of or most
never time time the time of the
time

@ @ ® O] ®

53. Icheck my home for safety. @ ®
54. My child has a schedule for eating and sleeping in
my home. ©) @) Q ® ®
55. Iset limits for my child consistently. @ @ ©) ) ®
56. Imake plans for our family to do things together. @ @ © ) ®
57. Isetrules for behavior in my home. @ @ ©) ) ®
58. Ifeel I'm doing an excellent job as a parent. (@) (@) (©) @ ®
59. Iam proud of myself as a parent. @ @ ©) @ ®
60. Iam more effective than most parents. @ @ ©) @ ®
61. Ihave set goals about how I want to raise my child. @) @ ©) @ ®
62. Iam a good example to other parents. @ @
63. Ilearn new parenting skills and use them with my
child. o @ © ®
Rarely Alittle Some of Good Always
or of the the time part of or most
never time the time of the
time
Q@ @ ® @ 0]
Thank you for completing this survey!
©Copyright LeCroy & Milligan Associates, Inc. 2004 JULY 2012
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Name:

Date:

Child ID #

Site #

What visit is this

2. Under the “Scale Score” column, enter the same score for all questions except the ones marked “reverse.’

Healthy Families Parenting Inventory — Score Sheet
1. Enter each score from the inventory under the “Raw Score” column.

>

For these Reversed questions, the raw score (these are in a box) will need to be reversed as follows:

If the raw score is 1, enter 5 as the Scale Score

If the raw score is 2, enter 4 as the Scale Score

If the raw score is 3, enter 3 as the Scale Score

If the raw score is 4, enter 2 as the Scale Score

If the raw score is 5, enter 1 as the Scale Score

3. Total the “Scale Score” column for each area and review for any low scores. *1
4. The shaded boxes indicate RED FLAG QUESTIONS. These questions should be of particular concern if the

SCALE Score is a 1 or 2 (Questions 12, 15, 16, 18, 33, 34, 37).

5. The Total HFPI Score is achieved by adding together all the Subscale Totals.

Social Support

Raw Score Scale Score

S N O R S

TOTAL

A score 17 or lower indicates
area of concern

Problem-Solving

Raw Score Scale Score

—— 0 00 0 O

—_ o

TOTAL

A score 19 or lower indicates
area of concern

Depression

Raw Score Scale Score

12 l:l reverse I
13

14 -
1 5 reverse I
] 6 reverse |
17 reverse .
] 8 reverse |
19 reverse

20

TOTAL

A score 33 or lower indicates
area of concern

Personal Care

Raw Score Scale Score

21
22

23

24

25

TOTAL

A score 16 or lower indicates
area of concern

Mobilizing
Resources
Raw Score Scale Score
26 -
27 o
28 -
29 7
30 o
31 D reverse .
TOTAL

A score 18 or lower indicates
area of concern

Role Satisfaction

Raw Score Scale Score

32 reverse
33 reverse
34 reverse
35 reverse
3 6 reverse
37 reverse
TOTAL

A score 21 or lower indicates
area of concern

Parent/Child
Interaction

Raw Score Scale Score

38 i:l reverse .
39

40

41
420 reverse
43 _

44

45

46

47

TOTAL

A score 40 or lower indicates
area of concern

Home Environment

Raw Score Scale Score

48

49

50

51
52
53
54
55
56

57

TOTAL

A score 33 or lower indicates
area of concern

Parenting Efficacy

Raw Score Scale Score

58
59
60
61
62

63

TOTAL

A score 22 or lower indicates
area of concern

Total HFPI Score
Add all subscale totals
to get total HFPI Score

Soc Support

Prob. Solving

Depression

Personal Care

Mob. Resources

Role
Satisfaction

Parent/Child

Home Environ.

Parenting
Efficacy

TOTAL

*1. Cutting scores are based on an analysis of base rate data on over 2,500 Healthy Family participants. Most cutting scores will
identify approximately 20% of the population.

© Copyright LeCroy & Milligan Associates, Inc. 2004
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APPENDIX C

AGES & STAGES QUESTIONNAIRE: SOCIAL-EMOTIONAL EDITION 2
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r
6 Month Questionnaire 3 months 0 days through 8 months 30 days

SASQSED)

Important Points to Remember:

not behavior when your baby is sick, very tired, or hungry. [0 Thank you and please look forward to filling out another

Questions about behaviors babies may have are listed on the following pages. Please read each question carefully and check the
box E[ that best describes your baby’s behavior. Also, check the circle @ if the behavior is a concem.

[} Answerquestions based on what you know about your [d Please return this questionnaire by:
baby’s behavior. O !fyou have any questions or concerns about your baby
[3 Answer questions based on your baby’s usual behavior, or about this questionnaire, contact:

[ Caregivers who know the baby well and spend more than ASQ:SE-2 in months.
\o 15-20 hours per week with the baby should complete ASQ:SE-2, )
CHECKIF
OFTEN OR SOME- RARELYOR | THISISA
ALWAYS | TIMES NEVER | GONCERN
1. When upset, can your baby calm down within a half hour? O Clv [Ix OV
2. Does your baby smile at you and other s ’;" Oz v CIx Ov
family members? 3 i
HE 1)
[
3. Does your baby like to be picked up and held? Oz Clv Ox Qv
4. Does your baby stiffen and arch her back when picked up? Ox v CI- Ov
5. When you talk to your baby, does he look at you and seem to O Ov O« Ov
listen?
6. Does your baby let you know when she is hungry or sick? = Ov Ox Ov
7. Does your baby seem to enjoy watching or listening to people? O- Ov [x Ov
For example, does he turn his head to look at someone talking?
TOTALPOINTS ONPAGE
Stages Quastionnaires®; Sacial-Emational, Sacond Edition {ASQ:SE-2™), Squires, Bricker, & Tvombly.
P201060100 HOSE RIS SIS 70"2615 Paul H. Bmal:uz':'ubl‘;ﬁﬁang Co..';:glﬁﬁrighu resewqe‘él.l o Eufchae e Tovombly page 10f4
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6 Month Questionnaire

ASQ:SE2

Check the boxm that best describes your child’s behavior.

= =/ Also, check the circle (¥ if the behavior is a concer.
CHECKIF
QFTEN CR SOME- RARELYOR | THISISA
ALWAYS TIMES NEVER CONCERN
8. Is your baby able to calm herself down (for .
example, by sucking her hand or pacifier)? ~3 U= Ov L O
i ,‘: \ ($
f{\ % /
9. Does your baby cry for long periods of time? Ox Ov 0- Ov
10. Is your baby's body relaxed? Oz Ov Ox Qv
11. Does your baby have trouble sucking from a breast or bottle? O« O« O-= Ov
12. Does it take longer than 30 minutes to feed your baby? O=x Qv O: Ov
13. Do you and your baby enjoy feeding times together? Lz v = Ov
14. Does your baby have any eating problems, such as gagging, Ox v O Ov
vomiting, or 7 {Please describe.)
15. During the day, does your baby stay awake for an hour or longer O v = Ov
at one time?
16. Does your baby have trouble falling asleep at naptime or at night? O« Cv Oz Ov
TOTALPOINTS ON PAGE

P201060200

e

Ages & Stages Qi

ol B

I, Second Edition {ASQISE-2™), Squlres, Bricker, & Twombly.

© 2015 Paul H, Braokes Publishing Co., Inc. Al rights resarved.

page 2 of4
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6 Month Questionnaire

SASQSE2

Check the box. m’ that bast describas your child’s behavion
Also, check the circle @ if the behavior is a concern.

CHECKIF
OFTENOR | SOME- i RARELYOR | THISISA
ALWAYS §  TIMES NEVER | CONCERN
17. Does your baby sleep at least 10 hours -"\.E: S
in a 24-hour period? C -:;,“;_;J b} BE O 0= Ow
B e
18. Does your baby get constipated or have diarrhea? O Ov O- Ov
19. Does your baby make sounds and look at you while playing " 8
with you? O o m Ov
20. Does your baby make sounds or use gestures to get your O- Ov Clx Ov
attention?
21. When you smile at your baby, does he smile back at you? O- Ov Ox Ov
22. When you talk or make sounds to your baby, does she make 5 ” S G
sounds back? o 0 = o
23. Has anyone shared concerns about your baby’s behaviors? If Clx Ov 0= Ov
“sometimes"” or “often or always,” please explain:
TOTALPOINTS ON PAGE ___
Ages & Stages Questi ©: Socal-E }, Socond Edition {ASQ:SE-2™), Squiros, Brickos, & Tvombly.
P201060300 graishges © 2015 Paul H, Brookes Fubli‘s,ﬁl‘:xng Cn.:!;::‘:ﬁ'ﬁghvs ru?nrv?v:l.r RNy page3of4
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6 Month Questionnaire

OVERALL use the space below for additional comments.

24. Do you have concerns about your baby's eating or sleeping behaviors? If yes, please explain: Ovws Owno

25. Does anything about your baby worry you? If yes, please explain: Ovwvs Owno

26, What do you enjoy about your baby?

Agoes & Stages Questit iros®: Sacial-Emational, Second Edition {ASQ:SE-2™), Squlres, Bricker, & Twomnbly.
P201060400 © 2015 Paul H. Braokes Publishing Co., Inc. All sights resarved. pagedof 4
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(6 Month |nformati0n Summary 3 months 0 days through 8 manths 30 days N As ! SE2

Baby's name: Date ASQ:SE-2 completed:
Baby's 1D #: Baby's date of birth:
Person who completed ASQ:SE-2: Baby's age/adjusted age in months and days:
Administering program/provider: Baby'sgender: (OMale () Female
1. ASQ:SE-Z.SCORING CHART: TOTAL FOINTS ON PAGE 1 Cutoft Total
* Scoreitems {Z=0, V=5, X= 10, Concern = 5). © score
* Transfer the page totals and add them for the total score. TOTAL POINTS ON PAGE 2
» Record the baby's total score next to the cutoff. JOTAL POINTS ON PAGE 3 45
Total score

2. ASQ:SE-2 SCORE INTERPRETATION: Review the approximate location of the baby’s total score on the scoring graphic. Then,
check off the area for the score results below. |
L ! z 1
) no or fow risk moniter refor ———>-
85
30 & (90%ite)

___ The baby’s total score is in the (T area., It is below the cutoff. Social-emotional development appears to be on schedule.
____ The baby’s total score is in the T area. It is close to the cutoff, Review behaviors of concern and monitor.
___ The baby'’s total score is in the Ml area. It is above the cutoff. Further 1t with a professional may be led,

3. OVERALL RESPONSES AND CONCERNS: Record responses and transfer parent/caregiver comments, YES responses require
follow-up.

1-23. Any Concerns marked on scored items? YES no Comments:
24. Eating/sleeping concerns? YES no Comments:
25. Other worries? YES no Comments:

4. FOLLOW-UP REFERRAL CONSIDERATIONS: Mark all as Yes, No, or Unsure (Y, N, U). See pages 98-103 in the ASQ:SE-2 User’s Guide.
____ Setting/time factors (e.g., Is the baby’s behavior the same at home as at school?)
. Davelopmental factors (e.g., Is the baby's behavior related to a developmental stage or delay?)
— Health factors {e.g., Is the baby’s behavior related to health or biological factors?)

Farnily/cultural factors {e.g., Is the baby's behavior acceptable given the baby's cultural or family context? Have there been
any stressful events in the baby’s life recently?)

Parent concerns {e.g., Did the parent/caregiver express any concerns about the baby’s behavior?)

5. FOLLOW.UP ACTION: Check all that apply.
__ Provide activities and rescreen in ___ months.
____ Share results with primary health care provider.
— Provide parent education materials.
___ Provide information about available parenting classes or support groups.
— Have another caregiver complete ASQ:SE-2. List caregiver here (e.g., grandparent, teacher):

— Administer developmental screening {e.g., ASQ-3).

— Refer to early intervention/early childhood special education.
. Refer for soctal-emotional, behavioral, or tal health eval
___ Other:

Ages & Stages Questionnaires®: Social-Emotional, Second Edition {ASQ:SE-2™), Squlres, Brickor, & Twombly.
P201060500 © 2015 Paul H. Brookes Publishing Co,, [nc. All ights rasorved.
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R o

Baby's information

Date ASQ:SE-2

1 2 Month

Questionnaire
¢ months 0 days thrqugh 14 months 30 days

latad:
P

Ages & Stages
Questlonnanres
§SocialEmotionald

SECOND EDITION

Baby's first name: Baby's middle initial: Baby's last name:
1§ baby was born 3 or mere wecks premature,
Baby's date of birth: please enter the number of wecks:

Baby's gender: O Male

O Femala

Person:filling out questionnaire

First name: Middle initial: Last name:
Straet address:
State/

City: province: ZIP/postal code:
Home Other
telephone telephone

Country: number: number:

E-mail address:

Relationship to baby: O Parent O Guardian O Teacher O Other:
O Grandparent/ O Fostor Child care
other relative parent provider
People assisting in questionnai leti
Program information {For program use only.)
Age at administration
Baby's ID #: in months and days:
If premature, adjusted age
Program ID #: in months and days:
Program name:
Ages & Stages Q ®: Soclal-Er {, Second Edition (ASQ:SE-2™), Squires, Bricker, & Tvombly.

P201120000

O 2015 Paul H, Broakes Publishing Co., Inc, All rights reserved,
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7
1 2 Month Questionnaire 9 months 0 days through 14 months

30 days

N

Important Points to Remember:

Y Answer questions based on what you know about your ]
baby’s behavior.

[ Answer questions based on your baby's usual behavior,
nat behaviar when your baby is sick, very tired, or hungry. O

Please return this questi

If you have any questions or concerns about your baby

by:

Questions about behaviors babies may have are listed on the following pages. Please read each question carefully and check the
box [ that best describes your baby's behavior. Also, check the circle (@ if the behavior is a concem.

or about this questionnaire, contact:

Thank you and please Jook forward to filling out another

[} Caregivers who know the baby well and spend mare than ASQ:SE-2in months,
\_ 1520 hours per week with the baby should complete ASQ:SE-2. .
CRECK (F
OFTEN OR SOME- RARELY OR THISIS A
ALWAYS TIMES NEVER CONCERN
1. Does your baby laugh or smile at you and @\ O Ov = Ov
other family members? . ~.;’-'-‘ —_—
o
k i
2. Does your baby look for you when a stranger comes near? = Cv 0= Ov
3. Does your baby like to play near or be with family and friends? O: Ov Ox Ov
4, Does your baby like to be picked up and held? 0= Clv O]x Ov
5. When upset, can your baby calm down within a half hour? O= Clv Clx Ov
6. Does your baby stiffen and arch her back when picked up? O Clv 0= Ov
. PR
7. Does your baby like to play games such 5 @ 3 v % v
as Peekaboo? é;:l ia' O = o O
=
%,
TOTALPOINTS ONPAGE
Ages & Stages Questionnaires®: Social-Emotional, Second Editlon (ASQ:SE-2"), Squiras, Bricker, & Twormbly.
P201120100 g © 2015 Paul H. Brookes Pubn:m; Co. l::.{:lfrights ms)arviz.m’ o & Tuanbly page 1 of 4
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. . @ o QI 17 | Check the box [ that best describes your child’s bet
1 2 Month Questionnaire @“AS 'SEZ_ Also, check ﬁ\e%cle@ if the behavior is a concem.
CHECK IF
OFTEN OR SOME- RARELY OR THISIS A
ALWAYS TIMES NEVER CONCERN
8. Is your baby's body relaxed? O: Ov Ox Qv
9. Does your baby cry, scream, or have tantrums for long periods of Ox Ov 0O- Ov
time?
10. Is your baby able to calm himself down {for &0
example, by sucking his hand or pacifier)? \: O- o 0= Ov
foa N “
Cz\"\_ \/ )'
11. Is your baby interested in things around her, such as people, toys, = Ov = Ov
and foods?
12. Does it take longer than 30 minutes to feed your baby? Ox Ov Iz Ov
13. Do you and your baby enjoy mealtimes together? = Ov Ox Ov
14. Does your baby have any eating problems, such as gagging, s - . 3
vomiting, or _______? (Please describe.} u O O O
15. Does your baby have trouble falling asleep at naptime or at night? = v = Ov
16. Does your baby make babbling sounds? For example, does he put ” v % -
sounds together such as “ba-ba-ba-ba" or “na-na-na-na?” O t L O
TOTALPOINTS ONPAGE ____
Si Quostionnail Social fonal, Second Editl Q:SE-2™Y, Squires, Bricker, & Twombly.
P201120200 Agos & Stages © 2015 Paul H. Brookes Publl:l‘l:;ng Co.i I::.b:lfrighu r:?nrvzy.r e Bicker, & Twombly, paga2of4
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1 2 Month Questionnaire

SASQSE2

Check the box E that bast describes your child’s behavior
Also, check the circle @ if the behavior is a concern.

CHECKIF
OFTENOR | SOME- ! RARELYOR | THISISA
ALVAYS TIMES NEVER CONCERN
17. Does your baby sleep at least 10 hours
in a 24-hour period? L L O (e
18. Does your baby get constipated or have diarrhea? Cix Ov O Ov
19. Daes your baby let you know when she is hungry, hurt, or tired? [z Ov [x Ov
20. When you talk to your baby, does he turn his head, look, or smile? O Ov [« Ov
21. Does your baby try to hurt other children, adults, or animals (for
example, by kicking or biting)? 0= Ov Q- &
22. Does your baby try to show you things? For example, does she s " -
hold cut a toy and look at you? g 0 L O
23. Does your baby respond to his name when you call him? For % G & 5
example, does he turn his head and laok at you? o O O O
24, When you point at something, does your baby look in the A v ” '
direction you are pointing? o i - O
25. Does your baby make sounds or use gestures to let you know she O Ov O~ Ov
wants something {for example, by reaching)?
26. When you copy sounds your baby makes, daes your baby repeat = Ov O Qv
the same sounds back to you?
27. Has anyone shared concerns about your baby's behaviors? [f Ox Ov = Ov
“sometimes” or "often or always,” please explain:
TOTAL POINTSON PAGE __
Ages & Stages Quostionnaires®: Sacial-Ematianal, Second Editlon (ASQ:SE-2™), Squlres, Bricker, & Twombly.
P201120300 g amgs © 2015 Paul H. Brookes Publizhczlng Con lz'i{:lfﬁghu m!ew‘é&.’“ PR page3ofd
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1 2 Month Questionnaire SRASQ SE2

OVERALL use the space below for additional comments.

28. Do you have concerns about your baby's eating or sleeping behaviors? If yes, please explain: Ovws Onwo

29. Does anything about your baby worry you? If yes, please explain: Ows Ono

30. What do you enjoy about your baby?

i Social-Emotional, Second Edition (ASQ:SE-2™}, Squiros, Bricker, & Tivombly.
© 2015 Paul H. Brookes Publishing Co., Inc. All rights resesved. paged of4
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(1 2 Month Information SUMMArY 9 months 0 days through 14 months 30 days ARASQ:SE

Baby's name: Date ASQ:SE-2 completed:
Baby's ID #: Baby's date of birth:
Person who completed ASQ:SE-2: Baby's age/adjusted age in months and days:
Administering program/provider: Baby's gender: O Male O Female
1. ASQ:SE-2 SCORING CHART:
TOTAL POINTS ON PAGE 1 Total
» Scoreitems (Z=0, V=5, X= 10, Concern = 5). Cutoff scare
¢ Transfer the page totals and add them for the total score. TOTAL POINTS ON PAGE 2
¢ Record the baby's tatal scare next to the cutoff. TOTAL POINTS ON PAGE 3 50
Tatal score

2. ASQ:SE-2 SCORE INTERPRETATION: Review the approximate location of the baby's total scare on the scoring graphic. Then,
check off the area for the scare results below. |

[ [

I

no or law risk

monitor >

40 50 refer —— o,

(90%ilc}
The baby's total score is in the T3 area. It is below the cutoff. Sacial-emotional development appears to be on schedule.
____ The baby’s total score is inthe T area, It is closa to the cutoff, Review behaviors of concern and monitor.
____ The baby's total scare is in the Bl area. [t is above the cutoff. Further assessment with a professional may be needed.

3. OVERALL RESPONSES AND CONCERNS: Record responses and transfer parent/caregiver comments. YES responses require
follow-up.

1-27. Any Concerns marked on scored items? YES no Comments: .
28, Eating/sleeping concerns? YES no Comments:
29, Other worries? YES no Comments:

4, FOLLOW-UP REFERRAL CONSIDERATIONS: Mark all as Yes, No, or Unsure {¥, N, V). See pages 98-103 in the ASQ:SE-2 User’s Guide.
____ Setting/time factors (e.g., Is the baby's behavior the same at home as at school?)
___ Developmental factors {e.g., Is the baby's behavior related to a developmental stage or delay?)
___ Health factors {e.g., Is the baby's behavior related to health or biclogical factors?)

____ Family/cultural factors (e.g., Is the baby’s behavior acceptable given the baby's cultural or family context? Have there been
any stressful events in the baby's life recently?)

Parent concerns (e.g., Did the parent/caregiver express any concerns about the baby's behavior?}

5. FOLLOW-UP ACTION: Check all that apply.
Provide activities and rescreen in months.

____ Share results with primary health care provider.
Provide parent education materials.
. Provide information about available parenting classes or support groups.

___ Have another caregiver complete ASQ:SE-2. List caregiver here {e.g., grandparent, teacher):
— Administer developmental screening (e.g., ASQ-3).

— Refer to early intervention/early childhood special education.

____ Refer for social-emotional, behavioral, or mental health evaluation.
- Other:

Agos & Stages Questionnait Social fonal, Second Edition (ASQ:SE-2™), Squires, Bricker, & Tivombly.
P201120500 © 2015 Paul H. Brookes Publishing Ca., Inc. All rights reserved. ' ’
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18 wvon &ASQ:SE2
Mont h Ages & Stages
Questionn aire Questionnaires

SocialiEmotiona)
15 months 0 days through 20 months 30 days { on 10 >

Date ASQ:SE-2 leted

Child’s ififormation

Child’s first name: Child's middle initial: Child’s last name:

If child was born 3 or more wacks premature,
Child's date of birth: please enter the number of weeks:

Child’s gender O Male o Famale

Person filling out questionnaire

First name: Middle initiak: Last pame:
Street address:
State/

City: province: ZIP/postal cade;
Home Other
telephone telephone

Country: number: number:

E-mail address:

Rolationship to chifd: O Parent O Guardian OTnachnr O Other:
O Grandparent/ O Fostar O Child care
other rolative parent provider
People assisting in questi ire compl
Program information {Far program use only.}

Age at administration

Child’s ID #: in months and days:
If premature, adjusted age

Program ID #: in months and days:

Program name;

Ages & Stages Questionnalros®: Soclal- jonal, Second Edition {ASQ:5E-2™), Squires, Bricker, & Tivombly.
P201180000

© 2015 Paul H, Brookes Publishing Co., Ine, All rights reserved.
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5 iy
1 8 Month Questionnaire 1smonths o dsys through 20 months 30 days £ ASO 'SE2

Important Points to Remember:

[d Answer questions based on what you know about your 3
child’s behaviar.

[ Answer questions based on your child’s usual behavior,
not behavior when your child is sick, very tired, orhungry. [

Questions about behaviors children may have are listed on the following pages. Please read each question carefully and check the
boxM that best describes your child’s behavior, Also, check the circle @ if the behavior is a concem.

Please return this questionnaire by:

If you have any questions or concerns about your child or
about this questionnaire, contact:
Thank you and please Jock forward to filling out another

[ Caregivers who know the child well and spend more than ASQ:SE-2in_______ months.
\_ 15-20 hours per week with the child should complete ASQ:SE-2. Y,
CHECK IF
OFTENOR | SOME- | RARELYOR | THISISA
ALWAYS { TIMES NEVER | CONGERN

1. Does your child look at you when you talk to him?

2. When you leave, does your child stay upset and cry for more than Ox Ov O Ov

an hour?

SO
3. Does your child laugh or smile when you E"ﬂ
play with her? Z '(,

4, Does your child look for you when a stranger comes near?

5. s your child’s body relaxed?

6. Does your child like to be hugged or cuddled?

7. When upset, can your child calm down within 15 minutes?

0= Ov = Ov PR

O-= Ov Cx Ov | —

O: {OviO | O | —

TOTALPOINTS ONPAGE .

Ages & Stages Questionnaires®: Socinl-Emotional, Second Edition {ASQ:SE-2™), Squiras, Brickar, & Twombly.
P201180100 © 2015 Paul H, Brookes Publishing Co., Inc. All rights reserved. ’ ’ page 1of5
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1 8 Month Questionnaire

Check the box [ that best describes your child's behavior.
=/ Also, check the circle @ if the behavioris a concern,

CHECKIF
OFTENOR | SOME | RARELYOR | THISISA
ALWAYS TIMES NEVER CONCERN
8. Does your child stiffen and areh his back when picked up? O Ov O- Ov
9. Does your child cry, scream, or have tantrums for long periods of Ox Ov O- Ov
time?

10. Is your child interested in things around her, such as people, toys, O- v Clx Ov
and foods?

11. Does your child do things over and over and get upset when you Ox Ov = Ov
ry to stop him? For example, does he rock, flap his hands, spin,
or 7 {Please describe.)

12, Does your child have eating problems? For example, does she .
stuff food, vomit, eat things that are not foed, or L O O- O
{Please describe.)

13. Does your child have trouble falling asleep at naptime or at night? Ox v O- Ov

14. Do you and your child enjoy mealtimes together? Oz Ov Ol Ov

15. Does your child sleep at least 10 hours in a 24-hour period? 0= Ov = Qv

16. When you point at something, does your child look in the 5 > 2 v
direction you are pointing? o O = O

TOTALPOINTSONPAGE
Soclal-Ematianal, Sacand Edition {ASQ:SE-274, , Brlekar, & Twomly
P201180200 Ages &Stogos @ o 2015 Paul H. Brookas Publ;l:;:; Co. ";::.(Au sights r:;}uﬁ‘::m R, page 20f5
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1 8 Month Questionnaire

SRASQ:SE2

Check the hoxm'that best describes your child's behavior
Also, check the circle @ if the behavior is 3 concern.

CHECKIF
OFTEN OR SOME- RARELYOR | THISISA
ALWAYS TIMES NEVER CONCERN
17. Does your child get constipated or have diarrhea? Ox Ov O Ov
18. Does your child let you know how he is feeling with gestures or O: Ov Clx Ov
words? For example, does he let you know when he is hungry,
hurt, or tired?
19. Does your child follow simple directions? For example, does she 5 v S »
sit down when asked? O L [ O
20. Does your child like to play near or be with family and friends? O- Ov O« Ov
21. Does your child check to make sure you are near when exploring O- O Ox Ov
new places, such as a park or a friend's home?
22. Does your child like to hear stories or sing songs? P O v O Ov
e
&1
N
23. Does your child hurt himself on purpose? Ox i O Oz | Ov
N ; A
24. Does your child like to be around other children? fed i 3 v - %
For example, does she move close to or look at dﬁ = = o O
other children? A S
25, Does your child try to hurt other children, adults, or animals {for Ox Cv 0O- o v
example, by kicking or biting)?
TOTAL POINTS ON PAGE ___
Agus & Stagos Questi Socia i, Second Edition (ASQ:SE-2"4, Squiras, Bricker, & Twomb
P201180300 Ut S © 2015 Paut H. Brockes Publx:;ﬁ\"g Co. llI:Z(All rights r:;{mﬂ:lm! Hidkes S Tty page3of5
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. . @ ° ) | Check the box [ that best describes your child's bek
1 8 Month Questionnaire &AS { SEZ_ Also, check the circle (¢ if the behavior is a concern.
CHECKIF
OFTEN OR SOME- RARELYOR | THISISA
ALWAYS NMES NEVER CONCERN
26. Does your child try to show you things by pointing at them and
looking back at you? U= v e Ov
27. Does your child make sounds or use words or gestures to let you
know he wants something {for example, by reaching)? L= D O Ov
28. Does your child play with objects by pretending? For example,
does your child pretend to tatk on the phone, feed a doll, or fly a - N 0= O
toy airplane?
29. Does your child wake three or more times during the night? [ v O Ov
30. Does your child respond to her name when you call her? For e
example, does she turn her head and look at you? o Qv D= O
31. Has anyone shared concerns about your child's behaviors? if o %
“sometimes” or "often or always,” please explain: [ o 0 Ov
TOTALPOINTSONPAGE
Ages & Stagos Questionnaires®: Social-Emational, Second Edition (ASQ:SE-2™), Squires, Bricker, & Tvombly.
P201180400 granoiages @ 2015 Paul H. Brookes Fuh)l:li;’; Co.:‘;::(ﬁiflighu r:?nrv?x:'.m ekt BTy pagedof §
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1 8 Month Questionnaire

OVERALL Use the space below for additional comments.
32. Do you have concerns about your child’s eating or sleeping behaviors? If yes, please explain: Qs QOwno

33. Does anything about your child worry you? If yes, please explain: Ovws Owno

34. What do you enjoy about your child?

Ages & Stages Q ®: Social: I, Second Editlon (ASQ:SE-2"™), Squlres, Bricker, & Twombly.
P201180500 © 2015 Paul H, Brookes Publishing Co., Inc. All rights teserved, pageSofs
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(1 8 Month Information Summary 15 monts o days thraugh 20 months 30 days &ASC :SE'Z

Child's name: Date ASQ:SE-2 completed:
Child's ID #: Child’s date of birth:
Person who completed ASQ:SE-2: Child’s age/adjusted age in months and days:
Administering program/provider: Child’s gender: O Male O Female
1. ASQ:SE-2 SCORING CHART:
OTAL POINTS ON PAGE

« Score items (Z= 0, V= 5, X = 10, Concern = 5). s . Cutoff seore

« Transfer the page totals and add them for the total scare. AOIL OIS ON PA0E =

¢ Recard the child’s total score next to the cutoff. TJOTAL POINTS ON#AGE 3

TOTAL POINTS ON PAGE 4 65
Total score

2. ASQ:SE-2 SCORE INTERPRETATION: Review the approximate location of the child’s total score on the scoring graphic. Then,
check off the area for the score results below. |

no or low risk monitor refer——» 44c,
s¢ &5 (90%le)
. The child's total score is in the T area. It is below the cutoff. Social ional development appears to be on schedul
____ The child's total score is in the T3 area. It is close to the cutoff. Review behaviors of concern and monitor.
dadl

— The child’s total score is in the Ml area. |t is above the cutoff. Further 1t with a professional may be r ]

3. OVERALL RESPONSES AND CONCERNS: Record responses and transfer parent/caregiver comments, YES responses require
follow-up.

1-31.  Any Concerns marked on scored items? YES no Comments:
32, Eating/sleeping concerns? YES no Comments:
33, Other worries? YES no Comments:

4. FOLLOW-UP REFERRAL CONSIDERATIONS: Mark all as Yes, No, or Unsure (Y, N, U). See pages 98-103 in the ASQ:SE-2 User’s Guide.
____ Setting/time factors {e.g., Is the child’s behavior the same at home as at school?)
___ Davelopmental factors (e.g., Is the child's behavior related to a developmental stage or delay?)
___ Health factors (e.g., Is the child’s behavior related to health or biclogical factors?)

Family/cultural factors {e.g., Is the child's behavior acceptable given the child's cultural or family context? Have there been
any stressful events in the child’s life recently?)

Parent concerns {e.g., Did the parent/caregiver express any concerns about the child’s behavior?)

5, FOLLOW-UP ACTION: Check all that apply.
___ Provide activities and rescreen in ____months.
—_ Share results with primary health care provider.
____ Provide parent education materials.
—_ Provide information about available parenting classes or support groups.
___ Have her caregiver complete ASQ:SE-2. List caregiver here (e.g., grandparent, teacher):

____ Administer developmental screening (e.g., ASQ-3).

___ Refer to early intervention/early childhood special education.
Refer for social-emotional, behavioral, or mental health evaluation,

___ Other:

Ages & Stages Questionnai Social-Emotional, Second Edition {ASQ:SE-2™), Squires, Bricker, & Twombly.
P201180600 © 2015 Paul H. Brookes Publishing Co., Ine. All rights tesorvad,
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" Arizona State
University

This activity is not research so 45 CFR part 46 does not apply. To see
the regulation [45 CFR 46.102(1)] click here.

Other Federal, State, and local laws and/or regulations may apply
to the activity.
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El’ Knowledge Enterprise
Development

NOT HUMAN SUBJECTS RESEARCH DETERMINATION

Elizabeth Reifsnider

602/496-1394
Elizabeth.Reifsnider@asu.edu

Dear Elizabeth Reifsnider:

On 3/29/2024 the ASU IRB reviewed the following protocol:

Type of Review: | Initial Study

Title: | Investigating the Relationship Between Maternal
Depression, Infant Social and Emotional
Development, and Maternal Role Satisfaction

Investigator: | Elizabeth Reifsnider

IRB ID: | STUDY00019887

Funding: | None

Grant Title: | None

Grant ID: | None

Documents Reviewed: | « IRB Wizard, Category: IRB Protocol;

The IRB determined that the proposed activity is not research involving human subjects
as defined by DHHS and FDA regulations.

IRB review and approval by Arizona State University is not required. This determination
applies only to the activities described in the IRB submission and does not apply should
any changes be made. If changes are made and there are questions about whether the
activities would change the determination, contact the IRB at research.integrity@asu.edu
to determine the next steps.

Sincerely,

Page 1 of 2
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IRB Administrator

cc: Autumn Argent

Autumn Argent

Page 2 of 2
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