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Abstract

This investigation analyzed baseline (i.e., pre-intervention) data from a large-
scale, randomized, controlled trial of a parenting intervention: the After Deployment
Adaptive Parenting Tools (ADAPT) program funded by the National Institutes of Health.
The total ADAPT sample included 336 one- and two-parent National Guard and Reserve
(NGR) families; however, this study focused on mother-child relationships for 6 toll
year old children, thus the final number of families in the study was 237 (n=237); with
data from 237 mothers, 237 children, and 181 teachers. All mothers enrolled in this study
had experienced deployment, either through their partners’ experience or through their
own.

The objective of this study was to capture possible associations between
theoretically-derived risk factors (i.e., maternal deployment, family social support,
maternal depression, and couple adjustment) and child functioning (i.e., internalizing and
externalizing symptoms) as well as parenting (i.e., parental locus of control) in a sample
of NGR families. Relationships were examined grounded in the family stress model
(FSM), which accounted for cumulative and reciprocal influences of risk factors in a
mediation analysis.

The analysis of choice was path analysis not only because it elucidates a path
model grounded in theory but also because it compares several multiple regressions
simultaneously. The model tested demonstrated: (i) a direct effect of social support on
child externalizing symptoms; (ii) a direct effect of maternal depression on child

internalizing symptoms; (iii) a direct effect of maternal depression on parental locus of
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control; (iv) a direct effect of parental locus of control on child externalizing symptoms;
and (v) an indirect effect of parental locus of control on the relationship between maternal
depression and child externalizing symptoms.

In brief, maternal depressive symptoms proved to be a crucial predictor of child
internalizing symptoms, which is in accordance with existing civilian and military
literature. More importantly, depressed mothers tended to have children with more
externalizing issues possibly because they did not believe they could affect their child’s
behavior (i.e. they reported poorer sense of control). Mothers with more symptoms of
depression also tended to have more children with internalizing issues despite their
perceptions of how they affected their child’s behavior.

Implications for public health policies include research investment and
interventions that prevent maternal depression and bolster social support. Furthermore,
policy initiatives that prepare military families (i.e., family-centered initiatives) should
focus on minimizing risk factors to prevent maternal and child psychopathology.
Efficient and reliable ways to enhance existing systems of care and to effectively respond
to the needs of the military families may be through community-based systems, including

schools, child-care providers, and health-care and mental health facilities.
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Introduction

All five branches of the U.S. Armed Forces have reserve components but only the
Army and the Air Force have guard components (i.e., Army National Guard and Air
National Guard). Both National Guard and Reserves (NGR) are military personnel who
serve on a part-time basis, alongside their Active Duty (AD) counterparts when fulfilling
their one weekend per month and two weeks per year service commitment. The NGR,
also known as the nation’s “civilian soldiers,” include more than 1.2 million members'
while the full-time, or Active Duty component, of the U.S. Armed Forces includes more
than 1.4 million soldiers (U.S. Army), sailors (U.S. Navy), marines (U.S. Marine Corp),
airmen (U.S. Air Force), and coastguardsmen (U.S. Coast Guard).* Nowadays, both full-
time and part-time components are commonly treated as a single operational force (i.e.,
Total Force Policy).? In addition, in the most recent conflicts in Iraq and Afghanistan, the
military began to place a greater reliance on the reserve component, to a point where
approximately 40% of deployed service members in combat operations have been drawn
from the NGR.

Despite the Total Force Policy, the NGR have important differences when
compared to AD personnel. On the one hand, 33.2% of the NGR personnel during the
2013 Department of Defense census® reported being married with children; 9.3% were
single parents, the predominant child age group was between 6 and 11 years old, and
18.5% of the total enlisted personnel were women. On the other hand, 37.8% of the AD

force was married with children, 5% were single parents, the predominant child age



group was between birth and 5 years old, and only 16.4% of the total enlisted personnel
were women. In addition, NGR families face particular stressors (i.e., risk factors), which
may have a different impact on their health, family functioning and child behavior
symptoms, when compared to AD personnel. For instance, Vogt and colleagues®
observed that NGR members were more likely to report family disruptions than AD
member veterans from the first Gulf War, due to three unique deployment features: (i)
reduced military training (i.e., one weekend per month and 2 weeks usually in the
summer), (ii) characteristics of the deployment (i.e., NGR tend to have fewer
deployments but of longer durations, tend to work alongside only a few other NGR
members in large AD units, etc.), and (iii) background characteristics (i.e., NGR
personnel tend to be older, married, need to transition back to civilian employment after
reintegration, etc.).

The purpose of this study was to assess the relationships between theoretically-
derived risk factors and child functioning as well as parenting in a sample of NGR
families who have experienced deployment. Moreover, it focused on the mother’s
perspective of the surrounding environment (i.e., deployment, community, family, mental
health, and mother-child relationship) as a mechanism through which stressors or risk
factors may exacerbate child functioning or behavioral issues. The decision to assess the
women’s perspective was because women are still the most frequent caregivers for
children in both civilian and military families, despite a general trend toward more
balanced caregiving roles between spouses or partners. In addition, military-related
stressors such as deployment can add an extra layer of complexity and/or burden to
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caregiving roles in military families. Moreover, the stress related to deployment and its
negative effects may start during the pre-deployment period and extend well beyond the
reintegration. For women experiencing deployment, either as the deployed service
member or the at-home spouse, reintegration can be a very turbulent period* because it
can be difficult to reestablish a united parenting front and to adjust to the “new normal”
of post-deployment life.>®

The surrounding environment in which NGR families are embedded into has
multiple levels of complexity.”®® Their children are nested within the core of such
environment and are affected by compounded risk factors simultaneously. Family Stress
Model (FSM)™ has been used in the NGR literature to explain the mechanisms through
which contextual risk factors derived from multiple contexts affect parenting and child
functioning by considering the behaviors of mothers and child. Whether or not a stressor
presents a risk to the family system is determined not just by the properties of the stressor
but also by family resources and appraisals.** Based on the FSM, families develop basic
skills, patterns of functioning and competencies to promote growth and development of
individuals and their family as a unit, in the face of stressors and changes. It is possible
that child functioning and parenting are directly and/or indirectly influenced by
deployment, social support, maternal depression, and couple adjustment. If this
association is problematic (i.e., families demonstrate no adaptation to the outside stressor)
a rupture in the bioecological system may happen and, consequentially, parenting

relationships as well as child outcomes may be jeopardized.



FSM will be used in this study to examine the associations between risk factors
and child functioning via mothers’ parental locus of control (i.e., PLOC, which denotes
parental perceived influence over his/her child’s behavior). Hence, the proposed model
provides a mediation framework to explain the mechanisms whereby individuals react

differently to a variety of stressors (Figure 1).

Stressors

Maternal
Deployment

Child

Parenting Functioning

Social Support

Intern$izing Symptoms

Materqal PLOC l
Depression

Extern?izing Symptoms

Couple
adjustment

Figure 1. Family Stress Model diagram.

Contextual Risk Factors

The literature on family stress suggests that parental stress is a strong predictor of
poor child functioning.***** Among other stressors faced by the NGR population, the
impact of maternal deployment, lack of social support, maternal depression and couple
adjustment, specifically on children’s internalizing and externalizing symptoms, has not

been explored yet, creating a gap in the literature. Moreover, the mediation role of
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maternal locus of control on the relationships between risk factors and child functioning

has only been investigated in the civilian literature.

Deployment

A military deployment refers to the transfer of a military service member to
another location in the world to fulfill his/her contract of service. Deployment impacts
parenting and child relationships in many ways.** ***” Mothers who stay at home through
a partner’s deployment become solo caregivers and, in addition to their usual duties, have
to reassure and comfort their children while dealing with their own emotional
adjustments. For example, they may worry about the soldier’s safety and opportunities
for communication.’® Deployed mothers may face a range of stressors related to their
own well-being and safety abroad as well as related to the separation from family
members and from the anxiety of becoming passive caregivers.'* Moreover, unlike AD
personnel, NGR members may face additional challenges associated with deployment
and reintegration®?! because, as part of civilian communities, they tend to have reduced
access to military resources available to address stressors.

Gibbs and collegues™ reported that deployment adversely affected parent-child
interactions not only for deployed active-duty service members but also for caregivers
remaining at home. Data on child maltreatment incidents between January 1, 2000 and
December 31, 2004, involving military families who had experienced deployment,

indicated an increase in child maltreatment during deployment periods. Further, these



incidents were typically perpetrated by at-home spouses overwhelmed by stressors and
unable to seek assistance.

A recent meta-analysis of 32 studies by Creech, Hadley, and Borsari?® focusing on
the impact of deployment to Operation Iragi Freedom (OIF), Operation Enduring
Freedom (OEF), or Operation New Dawn (OND) on parent-child relationship and child
behavior concluded that, across all age groups, a parent’s deployment was associated

with increased emotional and behavioral difficulties for children.

Social Support

Social support is the combination of instrumental and emotional help as well as
access to resources and information. It is the perception that one is a part of a social
network where there is available assistance from others and the notion of being cared for.

NGR personnel may experience lack of social support® since they live outside
military installations, without the structure and resources of the military base, they
maintain civilian jobs, and their military units are not cohesive (i.e., NGR individuals or
small teams may be used to augment AD units).?*? Studies®®?’ have demonstrated that
instrumental and emotional support availability may buffer the deployment’s negative
impact on families by increasing coping mechanisms® under stressful circumstances.

Rom and Mikulincer® found that soldiers with higher levels of social and
emotional support reported higher levels of instrumental and socio-emotional functioning
during deployment. Therefore, the social support may diminish the stresses caused when
at-home parents have to fulfill both parents’ roles. In practical terms, Riggs and Riggs®
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believe that social support fosters good parenting because the presence of additional
support facilitates the maintenance of families’ routines (e.g., taking children to
extracurricular activities and providing them with emotional support), compensating for
distressed or absent parents. But they also caution that families must establish clear
boundaries to avail themselves of support and resources beyond the family while
maintaining their internal cohesion.

A systematic literature review performed by Bello-Uto and DeSocio® observed
that resilient military parents and children were surrounded by protective factors such as
social support, family cohesion, and stable living conditions as well as individual
protective factors that promoted effective adjusting to new circumstances. They also
found that military as well as community support were directly associated with lower
levels of children’s psychosocial symptoms. Interestingly enough, similar findings have

29,31

been observed in civilian studies=*" where the relationship between community support,

parental support and child functioning has been shown.

Maternal Depression

Depression is a combination of negative emotions (i.e., sadness, hopelessness)
and somatic symptoms. Some studies have noticed a higher incidence of depression, and
related disorders in NGR troops as compared to AD soldiers.?***** Renshaw, Rodrigues
and Jones** examined spouses of National Guard soldiers that returned from deployments
in Irag and observed that they presented higher levels of depressive symptoms (44%) as
well as PTSD (10%), when compared to civilians. They argued that at-home spouses’
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perceptions of soldiers’ depression symptoms impacted their own levels of mental health
symptoms, highlighting how important interpersonal perceptions of psychological
distress are in intimate relationships. Hence, women in military families are susceptible to
depression not only as a result of their own deployment experience but by sharing their
partner’s emotional distress. This “vicious cycle” may start before deployment and may
last well beyond reintegration.

The association between parental depression and poor parenting practices is well
established in both the civilian® and military literatures.®**” Sayers and colleagues®’
observed that parental depression symptoms were related to increased parenting stress
and impaired parenting especially after deployment. In addition, in Creech et al’s*
literature review, depression was a general marker for compromised parenting in military
families.

As expected, the association between parental depression and poor child
functioning is well documented.***** In a military sample, for example, Lester and
colleagues* observed that anxiety and depression symptoms in NGR caregivers were
predictive of internalizing and externalizing symptoms in children. Flake and
colleagues™ also noted that children of parents with depression symptoms demonstrated
more clinically significant psychosocial problems than parents without symptoms.
Finally, in a recent literature review performed by White and colleagues,*’ the most
robust finding across all studies was that children’s outcomes during any deployment
cycle is related to the level of concurrent family stressors, particularly maternal
depression. Nonetheless, the mechanisms underlying the relationship between parental
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depression and child functioning are unclear. Learning whether or not parenting factors
(i.e., specifically in this study, parental locus of control) mediates this relationship might
shed light on important preventive measures that foster better parenting practices and

decrease maternal depressive symptoms.

Couple Adjustment

Couple adjustment refers to the quality of the dyadic relationship. Its measure in
this study reflects women’s subjective interpretation of the dyadic relationship. Poor
marital quality or couple adjustment has consistently been found to be an important
predictor of poor child and adolescent functioning in the civilian literature.”®* In a
longitudinal study (i.e., 21-year period) assessing the marital quality and marital change
effects in a civilian population, Clavarino and colleagues** observed a significant increase
of depression symptoms in mothers and their children after a transition from a well-
adjusted relationship to a poor one. In the military literature, Huebner and collegues®
performed a systematic review on the Community Capacity-Building Programs available
for Military Families. They concluded that deployment impacts couple adjustment and
marriage stability. Further, most studies they evaluated observed that a strong marriage
increased the likelihood of adjusting well to separation and reintegration.

Erel and Burman*® suggested that poor marital quality and deteriorated dyadic
adjustment ““spill over’” into the rest of the family and can disrupt parenting. Similarly,
Gewirtz and colleagues*’ observed that better couple adjustment was associated with
more effective observed parenting practices. In addition, the mediating effect of parenting
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on the relationship between negative marital processes and child behavioral problems has
been previously described in the civilian literature.*®*

Kelley*® observed that marital conflict is a crucial predictor of child adjustment in
civilian families. Both, externalizing and internalizing symptoms, were more often found
in children of high-conflict marriages than of low-conflict ones. Furthermore, Dadds and
colleagues™ observed that, in school-age children and adolescents, the severity of marital
conflict had the largest and most consistent impact on children’s adjustment, among other
variables such as child’s anxiety, avoidant behavior, and ability to deal with previously

feared situations. Not surprisingly, high-intensity marital conflicts lead to more

externalizing as well as and internalizing symptoms, compared with low-intensity ones.

Parenting and Child Functioning

Parenting can be defined as the actions and behaviors one engages in to influence
a child’s behaviors and the attitudes within a specific context and socialization goal.>*
Deployment may affect a parent’s perceptions of their ability to control their children by,
for instance, lessening the mother’s confidence in her ability to control her child. For a
mother who stays at home during her partner’s deployment, not having the support of her
co-parent may decrease her confidence in guiding her children’s attitudes. For a deployed
mother, on the other hand, being absent from her children’s lives for a period of time may
impair her confidence in controlling her children’s behaviors.

Parental Locus of Control (PLOC) refers to a parent’s perceived influence over
their children’s behavior and has been shown to be correlated with parenting practices.>*
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> Parents can exhibit a range across two modes of control: internal or external. Parents
with higher internal PLOC tend to believe that their children’s behaviors result from their
parenting efforts while parents with higher external locus of parenting control who tend
to believe that they cannot influence their children’s behavior. Hence, those who
experience parenting problems may have higher external PLOC. Parenting locus of
control has been identified as a significant contributor to parenting practices and
children’s outcomes.”™*® In addition, both parents’ perceptions about good and effective
parenting practices (i.e., parenting locus of control) foster positive child functioning.>**’

Child psychosocial functioning includes adjustment in cognitive, behavioral, and
emotional domains, including academic achievement, internalizing and externalizing
problems, social and ethical competence, and emotion regulation. Further, Internalizing
behaviors include anxiety, fear, and depression, while externalizing behaviors include
aggression, attention deficit hyperactivity disorder (ADHD), conduct disorders (CD), and
oppositional defiant disorder (ODD).®

Most family and developmental scholars argue that there are reciprocal behavioral
influences of child and parent. Despite the fact that this is a cross-sectional study and that
its statistical model did not examine these reciprocal influences, it is important to note
that understanding directionality is important. Some argue that parenting is a primary
predictor of a child’s internalizing and externalizing problems®®; others suggest that the
child’s characteristics can moderate how the parents interact with that child.®®®* Kendall
and colleagues®® observed that increased child behavior problems correlated with higher
levels of distress in mothers and then were related to greater family conflict. Other
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studies have found that parenting stress levels predicted later child behavior
problems.®*®* As a result, the direction of parent-child behavioral influence has been
difficult to determine.®® The evidence of reciprocal influence, or a bi-directional
association, has been investigated in studies using hierarchical linear modeling (HLM).
For example, Williford, Calkins, and Keane®® found early externalizing problems at age 2
to be initially related to higher parenting stress. Nevertheless, they also found that, over a
3-year period, changes in children’s externalizing problems directly predicted changes in

parenting stress.

Relevance of this study

The consequences of contextual risks on the psychosocial adjustment of children
of deployed parents are of concern since parents’ cumulative stress may increase their
children’s risk for maladaptive coping and poor functioning. Moreover, a deeper
understanding of such associations is needed to prevent child maladjustment. Currently,
however, no study has explored (i) the simultaneous impact of a combination of risk
factors on mothers’ locus of control as well as on children’s internalizing and
externalizing symptoms and (ii) how mothers’ locus of control may mediate the
relationship between these risk factors and child functioning, revealing a gap in the
literature. Further, relatively few studies of military families utilize data from more than
one informant.?>°"% As a result, this study aimed at addressing this concern by utilizing

data from mothers’ and teachers’ reports.
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Of note, it is important to highlight that this is a cross-sectional study and,
consequently, causality as well as the mediation effects of parental locus of control are
not plausible inferences from such design. Rather, this is an investigation of the indirect
effects of this parenting variable on child functioning.

Finally, this study addresses other gaps in the NGR literature; specifically, by
providing a multiple-informant perspective in a military family context. In fact, the
objective of this investigation was to better understand associations between contextual
risk factors, perceived PLOC, and child behavioral issues in NGR families.

In light of the family stress model, and the literature reviewed, two research
questions deserve investigation:

() How do certain contextual risk factors (i.e., maternal deployment, lack of
social support, maternal depression, and couple adjustment) relate to child
functioning?; and

(i) Is the mother’s parental locus of control (PLOC) a putative mediator of
this relationship?

And, it is hypothesized that:

(i) Presence of maternal deployment and maternal depression will be
significantly associated with greater child functioning symptoms;

(ii) Greater social support and better couple adjustment will be significantly
associated with fewer child functioning symptoms; and

(iii) Parental locus of control (PLOC) will exert a mediating effect on the
relationship between risk factors and child functioning.
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Methods
Participants

This investigation analyzed baseline (i.e., pre-intervention) data from a large-
scale, randomized, controlled trial of a parenting intervention: the After Deployment
Adaptive Parenting Tools (ADAPT) program. The ADAPT study was funded by the
National Institutes of Health (National Institute of Drug Abuse, grant number DA030114
to Abigail Gewirtz, Ph.D.) and targeted military NGR families who had experienced the
deployment of a parent to the wars in Iraq and/or Afghanistan.”®"* Eligible families had
to have at least one child living in the household between the ages of 4 and 12 (i.e., the
target child) and at least one parent who had returned from at least one deployment to
OIF, OEF, or OND.

Recruitment of potential participants was performed in several ways: (a)
presentations at mandatory pre-deployment and reintegration events for all NGR
personnel, (b) mailings from the Minneapolis Veterans Affairs Medical Center to all
OIF/OEF veterans, (c) flyers posted throughout the Minneapolis/St. Paul area, (d) media
(i.e., newspaper and radio reports) and social media coverage (i.e., Facebook and
Twitter), and (e) word of mouth by fellow military parents and stakeholder groups.

Adults interested in participating in the study completed an informed consent.
Following that, they completed a baseline assessment (BL) which included the
completion of an online survey and a subsequent in-home assessment. The online survey
took approximately 45 minutes and consisted of questions on demographics,
psychological functioning, and parenting. A 15-minute study orientation call and an in-
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home assessment appointment were then scheduled. During the in-home assessment,
observational data on parenting practices (60 minutes of videotaped parent-child
interactions) were obtained, as well as self-report data from parents and a target child.
Teacher data were gathered subsequently. Further, the current study utilizes only
questionnaire measures gathered from mothers, and data about children gathered from
teachers.

The total sample included 336 one- and two-parent families. This study focused
on mother-child relationships, thus single-father families (n=24) were excluded. Mothers
and teachers were asked to answer questions about a target child (usually the
primogenital). The age of the children for the present study was limited to 6 to 11 years
old to facilitate the interpretability of the major measure of child adjustment obtained;
i.e., the Behavior Assessment System for Children, Second Edition (BASC-2). This
assessment instrument includes separate child and adolescent surveys in which responses
and number of items differ for children ages 6-11, ages 4-5, and 12-older. Moreover, in
the ADAPT sample, the majority of the children (237 of 336, or 70.53%) were between 6
and 11 years old at BL.

Therefore, the final number of families in the study was 237 (n=237), with data
from 237 mothers, 237 children, and 181 teachers. Mothers were predominantly
Caucasian (214 of 237, or 90.30%) of non-Hispanic background (218 of 237, or 91.98%),
and in their thirties (mean = 35.65 years). Approximately half (120 of 237, or 50.63%)
reported completing at least a bachelor’s degree, and most (98 of 237, or 41.35%) had a
family household income between $40,000 and $79,999, or between $80,000 and
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$119,999 (65 of 237, or 27.43%). The majority (214 of 237, or 90.30%) were married
and 38.78% (83 of 214) reported the length of their marriage between 6 to 10 years
(mean = 9.78 years). The number of children per household ranged from one to five, with
a mean of 2.41. Children’s ages in this sample ranged from 6 to 11 (mean = 8.46) and
55.7% (132 of 237) were girls while 44.3% (105 of 237) were boys. The demographics of

the sample are described in Tables 1 and 2.
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Table 1

Characteristics of the Sample (Independent Student t-test®; Wilcoxon test®)

Overall Deployed Nondeployed Comparison
(n=237) (n=39) (n=198) Deployed vs.
Nondeployed
Mean SD Min Max Mean SD Min Max Mean SD Min Max  pvalue Sig
Maternal age 3565 589 2300 5100 355 598 2500 47.00 3568 587 2300 51.00 0.715°
Child age 846 179 600 11.00 805 1.8 6.00 11.00 855 176 6.00 11.00 0.097°
Number of marriages 139 072 1.00 9.00 223 067 1.00 4.00 218 0.73 1.00 9.00 0.331°
Length of current marriage 978 538 100 2800 829 577 1.00 26.00 1000 230 1.00 28.00 0.095°
Number of children in 241 094 1.00 500 228 105 100 500 243 092 1.00 500 0.252°
household
Social support score 66.58 11.76 26.00 113.00 66.15 13.92 26.00 90.00 66.67 11.32 33.00 113.00 0.830°
Couple adjustment score 2274 6.02 000 3500 2089 802 000 3500 2309 554 600 3500 0.012¢0 =
Maternal depression score 157 050 1.00 3.27 1.79 058 1.00 3.27 152 047 1.00 327 0.004° =
Parental locus of control score 3.63 043 259 4.68 357 022 341 373 363 043 259 468 0.294°
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Table 2

Demographics of the Sample

Variable n %
Race Caucasian/White/Euro-American 214 90.30
African-American/Black 6 2.53
Native Hawaiian/Pacific Islander 1 0.42
Asian/Asian-American 2 0.84
Native American/Alaska Native 2 0.84
Multiracial/biracial 4 1.69
Missing 8 3.38
Ethnicity Non-Hispanic/Non-Latino 218 91.98
Hispanic/Latino 7 2.95
Prefer not to answer/don't know 5 2.11
Missing 7 2.95
Educational level Some high school or less 1 0.42
GED 2 0.84
High school diploma 15 6.33
Some college 54 22.78
Associate's degree (A.A.) 43 18.14
4-year college degree (B.S., B.A)) 88 37.13
Master's degree (M.A., M.S., M.B.A, M.P.H., MSW, etc.) 30 12.66
Doctoral or professional degree (Ph.D., MD, DD, JD, etc.) 2 0.84
Missing 2 0.84
Household income Less than $39,999 47 19.83
$40,000 - 79,999 98 41.35
$80,000 - 119,999 65 27.43
$120,000 or more 23 9.70
Missing 4 1.69
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Table 2 continued

Variable n %
Marital status Never married 7 2.95
Married 214 90.30
Divorced 10 4.22
Separated 3 1.27
Widowed 1 0.42
Missing 2 0.84
Length of current marriage 1to 5 years 46 24.49
6 to 10 years 83 38.78
11 to 15 years 61 28.50
16 to 20 years 16 7.48
21 years or more 8 3.74
Missing 23 9.70
Overall maternal depression No 163 68.78
Yes 61 25.74
Missing 13 5.49
Deployed maternal depression HSCL scores > 1.75 18 46.15
Nondeployed maternal depression HSCL scores > 1.75 44 22.23
Maternal deployment Yes 39 16.46
No -- military 21 8.86
No -- civilian 177 74.68
Nature of deployment Combat 15 38.46
Non-combat 24 61.54
Child gender Male 105 44.30
Female 132 55.70
Child grade in school Kindergarten 35 14.77
First 35 14.77
Second 27 11.39
Third 30 12.66
Fourth 31 13.08
Fifth 22 9.28
Sixth 18 7.59
Missing 39 16.46
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Measures

Family demographics. The demographic characteristics used as control variables
in this study were maternal educational level, household income, maternal age, length of
current marriage, and target child’s age as well as gender. They were obtained via the
online structured interview administered at BL. Maternal educational level and household
income were scored categorical in ranges; maternal and child age were measured in years
since birth; length of current marriage was measured in years and later categorized in
ranges; and child gender was scored as 1 (males) and 2 (females).

Maternal Deployment. Maternal deployment status was scored 1 (deployed) and
2 (nondeployed) and entered the model as a dichotomous variable due to its non-normal
distribution. Since all families enrolled in the study had at least one parent deployed,
those who stayed at home (i.e., nondeployed) had partners who had deployed.

Social support. Each mother completed the Parenting Support Index, >’ which is
a 24-item questionnaire using a 5-point Likert scale of 0 (“not at all/not applicable”) to 4
(“a great deal”). Mothers indicated the parenting social support available to them within
four domains: (i) emergency child care (e.g., during parent illness), (ii) nonemergency
child care (e. g., time for fun), (iii) practical parenting assistance (e.g., advice, doctor
referrals), and (iv) financial assistance with parenting. An overall social support score,
which was the average of the four domains, was used in this study, and its reliability was
good (Cronbach’s alpha = 0.84).

Maternal depression. Maternal mental health status was assessed via the

Hopkins Symptoms Checklist (HSCL),”* which is a 25-item, self-report measure,
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including 10 items assessing anxiety and 15 assessing depression. Each item is scored on
a 4-point Likert scale of 1 (“not at all”) to 4 (“extremely”). Three scores may be
calculated: the mean of the total scale (i.e., overall psychological distress score), and each
of the two subscales (i.e., anxiety and depression scores). A cutoff score of 1.75 was used
to identify clinically significant depression symptoms.” The HSCL has an acceptable
degree of sensitivity and specificity as a formal psychiatric diagnostic criteria’® and it has
been previously used in studies with NGR populations.” The depression score used
demonstrated an appropriate level of internal consistency (Cronbach’s alpha = 0.92).

Couple adjustment. The Dyadic Adjustment Scale-7 (DAS-7)"® was used to
assess how often respondents perceive that they and their partners agree about major life
domains (i.e., mutual goals, spending time together, and exchanging ideas) as well as
how satisfied they are in their relationship. It includes a total of 7 items to measure
couple agreement (three items), dyadic cohesion (three items), and global satisfaction
(one item) on a 6-point Likert scale ranging from O (“never or always disagree”) to 5
(“more often or always agree”). The measure of total adjustment, which is the sum of all
seven items, was used in this study. This instrument has been validated for both married
and cohabitating couples and was found to have significant discriminant validity”® and
good internal consistency.”® Reliability for the overall adjustment score was good
(Cronbach’s alpha = 0.87).

Child internalizing and externalizing symptoms were assessed using scales
from the Behavior Assessment System for Children, Second Edition (BASC-2).2° The
BASC-2 provides for reports by parents (PRS), teachers (TRS), and children (SRP). The
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composite scores for internalizing behaviors were a sum of anxiety (14 items; e.g.,
“worries about what teachers think), somatization (12 items; e.g., “expresses fear of
getting sick), and depression (14 items; e.g., “is easily upset”) subscales. The composite
scores for externalizing behaviors were a sum of aggression (11 items; e.g., “teases
others”), hyperactivity (10 items; e.g., “cannot wait to take turns”), and conduct problems
(9 items; e.g., “breaks the rules”) subscales. Each item was rated on a 4-point Likert scale
ranging from 1 (“never”) to 4 (*almost always”). The reliability for internalizing and
externalizing behavior symptoms scales were found to be acceptable (Cronbach’s alphas
= 0.73 internalizing mother; 0.87 internalizing teacher; 0.89 internalizing child; 0.83
externalizing mother; 0.64 externalizing teacher; 0.87 externalizing child).

Parental locus of control was assessed with the Parental Locus of Control Scale
(PLOC)." The PLOC-24 is a 24-item shortened version of the original 47-item
questionnaire and was created by selecting the items from each subscale that had the
highest factor loadings in the original study.®’ It is a parent-self report measure that
assesses parental locus of control in four domains: (i) parenting self-efficacy, (ii) parental
responsibility, (iii) child control, and (iv) parental control. In other words, it measures the
degree to which parents believe they can impact their children’s behavior. Items are rated
on a 5-point scale, ranging from 0 (“not at all or strongly disagree”) to 4 (*very often or
strongly agree”). Good construct and discriminant validity have been previously
described.?® Cronbach’s alpha for the total scale was 0.75. Table 3 lists all measures

used in this study.
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Table 3

Measures
Domain Measure/questions Informant
Demographics  Racial identity? Mother
Educational level’
Household income®
Marital status®
Number of marriages®
Length of current marriage’
Branch of service®
Total months deployed in current (_:onfli(:th
Nature of duty during deployment'
Maternal age’
Child’s age*
Child’s gender
Risk factors Maternal deployment status' Mother
Social support for parenting via Parenting
Support Index (PSI)
Maternal depression via Hopkins Symptom
Checklist (HSCL)
Couple adjustment via Dyadic Adjustment
Scale (DAS)
Parenting Perceived parental locus of control via Mother
Parental Locus of Control Scale (PLOC)
Child Child internalizing psychopathology via Composite of mother and teacher scores
functioning Behavior Assessment System for Children
checklist (BASC-2) Composite of mother and teacher scores
Child externalizing psychopathology via
BASC-2
a. Caucasian; African American; Pacific Islander; Asian; Native American; Multiracial; Prefer not to say
b.  Some high school; GED; High school; Some college; AA; BS or BA; Masters; PhD; Not reported
c. Less than $39,999; $40,000-49,000; $50,000-59,000; $60,000-69,000; $70,000-79,000; $80,000-89,000; $90,000-
99,000; $100,000-109,000; More than $110,000
d. Never; Married; Divorced; Separated; Widowed
e. None; 1; 2; 3; More than 4 times; Not reported
f.  1-5years; 6-10 years; 11-15 years; 16-20 years; 21 years or more
g. Civilian; Air National Guard; Army National Guard; Army Reserve; Navy Reserve; Air Force Reserve; Marine
Reserve; Other
h. I have not been deployed; 6m or less; 7-12m; 13-18m; 19-24m; 25-30m; 31-36m; 37m or more
i.  Combat; Non-combat
j. Lessthan 25; 25-30; 31-35; 36-40; 41-45; 46-50; More than 50; Not reported
k. 6to 11 yearsold
I

Deployed; non-deployed
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Analytic Strategy

The nature of missing data for dependent and independent variables were
analyzed via the Little’s Missing Completely at Random test and found to be missing at
random. Hence, statistical analysis utilized full-information maximum likelihood to
estimate the models. The hypotheses were tested with Path Analysis using structural
equation modeling (SEM) in MPlus7.2* Path Analysis was the analysis of choice not only
because it elucidates a path model grounded in theory (i.e., FSM) but also because it
compares several multiple regressions simultaneously.

Direct and indirect effects were tested by regressing child internalizing and
externalizing symptoms as well as parental locus of control on the hypothesized risk
factors. Parental locus of control was evaluated as a putative mediator of the relationship
between the hypothesized risk factors and child outcomes. The effects of both parenting
and child functioning variables were estimated while controlling for education level,
household income, maternal age, length of current marriage, child’s age, and child’s
gender (i.e., covariates). Several different ways to combine parent and teacher reports, as
well as separating them completely in distinct models, were attempted in the search for a
model with acceptable fit. A good-fitting model emerged only after using composite
parent and teacher scores for internalizing and externalizing behaviors. Parent and teacher
scores demonstrated moderate correlations (r = 0.367 and p = 0.000 for internalizing and
r =0.273 and p = 0.000 for externalizing).

Finally, the factor loadings were estimated in the model and goodness of fit
statistics were calculated. Model fit was assessed using fit parameters recommended by
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Byrne®® and Kline® including a chi-square minimization p value above .05, a root mean
square error of approximation (RMSEA) below .08, a comparative fit index (CFI) above
.95, a chi-square ratio (y*/df) less than 2.0, a Tucker-Lewis index (TLI) above .95, and a

standardized root mean square residual (SRMR) less than .05.
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Results

The prevalence of maternal deployment in the sample analyzed was 16.45% (39
of 237). The mean scores for social support, couple adjustment and depression for the
overall sample were respectively: 66.58, 22.74, and 1.57. Deployed and nondeployed
mothers had similar mean scores for social support (66.15 vs. 66.67, p = 0.830). But
deployed mothers had statistically significant lower mean scores for couple adjustment
(20.89 vs. 23.09 nondeployed, p = 0.012) and statistically significant higher mean scores
for depression (1.79 vs. 1.52 nondeployed, p = 0.004). A quarter of the total women (61
of 237, or 25.74%) reported clinical levels of depression (i.e., scores >1.75); 46.15% (18
of 39) in the deployed group and 22.23% (44 of 198) in the nondeployed group.

The model tested had a good fit (y*= 1.658, df = 4, p = .798;: RMSEA = .000; CFI
=1.00; TLI =1.172; SRMR = 0.008) and it demonstrated direct as well as indirect effects

between contextual risk factors and child functioning (Figure 2).
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Controlling for: education, income, =3 Direct effect
maternal age; length of current marriage; D Indirect effect
child’s age; and child’s gender «— Correlation
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Deployment
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-0.193; 0.264;
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Figure 2. Relationships between risk factors, parental locus of control, and child internalizing as well as externalizing symptoms. Non-
significant effects are not depicted in the figure. Standardized coefficients () and p values are provided for significant relationships.

Model fit: y°= 1.658, df = 4, p = .798; RMSEA = .000; CFI = 1.00; TLI = 1.172; SRMR = 0.008.
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As shown in the figure, mothers who reported lower social support (f =-.138, p =
0.023) tended to have children with higher levels of externalizing symptoms, while
mothers who reported greater depression symptoms (B = .292, p = 0.000) tended to have
children with higher levels of internalizing symptoms. Moreover, mothers who reported
greater maternal depression symptoms (B = -.156, p = 0.029) tended to have poorer
parental locus of control, while those with lower parental locus of control scores ( = -
.311, p = 0.000) tended to have children with higher levels of externalizing symptoms.

A statistically significant indirect effect was found for mothers with greater
depression symptoms to children with higher externalizing symptoms through parental
locus of control (B = .049, p = .044, 95%CI: 0.009, 0.088). That is, mothers who were
more depressed tended to report poorer parental locus of control (i.e., lower parenting
sense of control of child’s behavior), which in turn was associated with higher levels of
child externalizing behavior symptoms.

Only a few of the covariates explained additional variability in child adjustment
(Table 4). For instance, child’s age was associated with internalizing symptoms ( = .156,
p = .018) and child’s gender was associated with both internalizing and externalizing
symptoms (B =.122, p =.048, and p =-.179, p = .002). That is, older children tended to
have higher mother and teacher-reported levels of internalizing symptoms. Further, girls
were more likely to have higher levels of internalizing symptoms while boys were more
likely to have higher levels of externalizing symptoms.

Many predictors correlated amongst themselves. In addition, significant
correlations were also found between covariates and independent variables as well as
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amongst themselves (Table 5).

Table 4

Factor Loadings (SEM)

Parental Locus of Control ON  Estimate S.E.  p value Sig
Maternal Deployment -0.018 0.066 0.788
Social Support 0.033 0.068 0.621
Couple Adjustment 0.053 0.072 0.465
Maternal Depression -0.156 0.071 0.029*
Education 0.019 0.071  0.795
Income 0.104 0.074  0.159
Maternal Age -0.048 0.093 0.603
Length of Marriage -0.042 0.090 0.637
Child Age 0.133 0.069  0.053
Child Gender 0.080 0.066  0.222
Internalizing ON

Maternal Deployment -0.022 0.062 0.719
Social Support 0.002 0.063 0.972
Couple Adjustment -0.090 0.067 0.180
Maternal Depression 0.292 0.068 0.000*
Education 0.047 0.067 0.485
Income 0.060 0.071 0.393
Maternal Age 0.102 0.086 0.239
Length of Marriage -0.043 0.088 0.625
Child Age 0.156 0.066  0.018*
Child Gender 0.122 0.062  0.048*
Parental Locus of Control -0.113 0.064  0.078
Externalizing ON

Maternal Deployment 0.034 0.059 0.568
Social Support -0.138 0.061 0.023*
Couple Adjustment -0.076 0.065 0.241
Maternal Depression 0.110 0.066 0.097
Education 0.065 0.065 0.310
Income -0.069 0.068  0.310
Maternal Age 0.122 0.083 0.142
Length of Marriage -0.114 0.086 0.186
Child Age -0.079 0.063  0.210
Child Gender -0.179 0.058  0.002*
Parental Locus of Control -0.311 0.059 0.000*
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Table 5
Bivariate Correlations (SEM)

Variable Maternal Social Couple Maternal ~ Parental Internalizing Externalizing Maternal Household Maternal Length of Child’s  Child’s
Deployment? Support  Adjustment Depression Locus of Symptoms Symptoms Education  Income Age Marriage Age  Gender’
Control
(n=236) (n=235) (n=232) (n=228) (n=233) (n=233) (n=233) (n=235) (n=233) (n=226) (n=214) (n=237) (n=235)
Maternal
Deployment®
Social Support 017 B
Couple * Sk
Adjustment 149 475 B
Maternal o . -
Depression -193 224 378%**
Parental Locus -018 033 053 - 156%* B
of Control
Internalizing 55, 002 -.090 202%%% - 113 -
Symptoms
Externalizing ok - ek
Symptoms .034 -.138 -.076 110 311k .264 -
Maternal ¢ 715 110 -179%* 019 047 065 -
Education
Household 5, 119 096 -142% 104 060 -.069 4135
Income
Maternal Age g3 124 062 -043  -048 102 122 256%%  364rex
Length of  ; 095 009 -.028 -.042 -.043 -114 190%*  294%kx G35k _
Marriage
Child's Age 147 041 093 -088 133 156 -079 045 130%  3BErex 334wer
14 b
Child’s Gender” 54 -148%  -047  -082 080 122 - 179 000 000 000 S118% 000 -
*p <.05; **p <.01; ***p <.001
® Deployed (1) and Nondeployed (2); ® Male (1) and Female (2)
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Discussion

The overall prevalence of depression in this study (25.74%) was higher than the
national prevalence for women (20.2%),%” which is a common finding in the NGR
literature.®* It is important to note that this study used the HSCL questionnaire to assess
depression symptoms, which includes 15 self-report assessment items on depression. A
cutoff score of 1.75 was used to identify clinically significant symptoms.” The national
prevalence for women was derived from the National Comorbidity Survey Replication
(NCS-R, 2002), which used the Quick Self-Administered version of the Inventory of
Depressive Symptoms (16 self-report assessment items on depression). The nationally
representative sample reported was based on a sample size of 9,282 males and females
who responded to a household survey.

In studies of Goff and Smith,%® as well as Renshaw, Rodrigues and Jones,*
similar elevated depression rates were reported. The authors suggested that deployed
soldiers return with higher levels of depression symptoms, increasing their partner’s risk
of developing similar psychological symptoms themselves. Goff and Smith®® speculated
the following explanations for this phenomenon: (i) the partner’s emotional needs remain
unfulfilled; (ii) the soldier’s PTSD symptoms act as a chronic stressor for the partner; (iii)
the partner absorbs the soldier’s trauma symptoms through identification and empathy;
(iv) the soldier projects depression symptoms that influence the partner to think and act in
ways that are consistent with the soldier’s behavior; and (v) increased physiological

reactivity in the partner occurs due to increased negative interactions with soldier.®®
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Four major risk factors (i.e., maternal deployment, lack of social support,
maternal depression, and couple adjustment), which are particularly relevant to NGR
personnel, were assessed under the lens of Family Stress Model (FSM). As mentioned
before, a slight variation of the traditional FSM model, as proposed by Patterson,
incorporates resilient factors as well, suggesting that the degree of stress families
experience through the deployment cycle depends on: (i) the source of the stressor, (ii)
the family’s resources or strengths; and (iii) the perceptions of the stressor.™

The first hypothesis suggested that the presence of maternal deployment and
maternal depression would be significantly associated with greater child internalizing and
externalizing symptoms. The association between deployment and child symptoms was
not observed in this sample. Despite the fact that all families had experienced
deployment, only 16.46% of the women were actually deployed themselves. The low
prevalence of deployed mothers might have obscured any possible significant association
related to this variable. For instance, in a study involving Operation Desert Storm
veterans, Vogt and colleagues®® noticed that deployed women reported having less social
support during deployment compared with deployed men. They also noted that lack of
social support predicted more externalizing issues in children. In addition, Gewirtz and
colleagues,”” studying NGR mothers, observed that those who had deployed reported
greater distress than the non-deployed ones. However, they found no difference between
the two groups regarding couple adjustment, parenting, and child behavior.

Nonetheless, consistent with the first hypothesis, maternal depression proved to
be a significant predictor of child functioning. Mothers reporting higher levels of
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depression symptoms tended to have children with higher levels of internalizing
symptoms, which is in accordance with existing civilian literature.**®* For instance,
Laskey and Cartwright-Hatton,*® assessed a sample of 88 civilian parents of children 4-10
years old and observed that maternal depression was significantly associated with child
internalizing symptoms. In the NGR literature, Herzog, Everson, and Whitworth™ also
found that child internalizing problems were associated with their parents’ mental health
status. They also found that spouse’s depression symptoms served as a mediating variable
between the soldier’s posttraumatic stress symptoms and the child’s internalizing
problems. Similar to this study, they only found such a relationship with child
internalizing symptoms, not externalizing behaviors.

Maternal depression was associated with poorer parental locus of control, that is,
depressed mothers tended to believe that they had less control over their children’s
behaviors. The behavioral parenting literature suggests that when mothers believe they
cannot affect their children’s behavior, poorer performing parenting practices may follow
suit.® Another explanation for this finding could be shared method variance (i.e., reliance
on a single method/reporter), such that mothers with depression symptoms are more
likely to judge themselves more harshly (i.e., reporting less sense of control of children).

The second hypothesis suggested that greater social support and better couple
adjustment would be significantly associated with fewer child symptoms. This hypothesis
was partially supported in that families with greater social support had children with
fewer externalizing issues, but no association was found between social support and
internalizing symptoms. Internalizing symptoms data were gathered from mothers and
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teachers; ideally this information should have been obtained directly from child self-
reports. Perhaps then, a significant association would have been observed between social
support and internalizing issues.

The FSM theorizes that multiple stressors, including lack of social support, might
create a burden in family relations which impair communication, foster individual
isolation, and may result in antisocial behaviors in children (i.e., externalizing
symptoms).*° This is consistent with the findings of Flake and colleagues™ who studied
deployed Army families with children aged 5-12 years old. They reported that greater
social support was associated with lower levels of internalizing and externalizing, but
was more strongly associated with internalizing symptoms. Crow and Seybold® reported
similar findings with another military sample (i.e., lack of social support associated with
child externalizing symptoms) and recommended that special attention be paid to
establishing support networks prior to the first deployment. Doing so would help children
to better adapt and create coping mechanisms that could be used in future deployment
and reintegration situations. The findings of Rom and Mikulincer® as well as Griffith and
West,* demonstrate that social support can enhance coping mechanisms under stressful
circumstances not only for the children but also for the mother.

Moreover, in this study, there were no associations between couple adjustment
and child functioning. Contrary to the hypothesized relationship, mother reports of couple
adjustment did not play a significant role in child functioning. This is in contrast with
several other studies that highlighted the importance of functional couples on a child’s
adaptability and well-being during all cycles of deployment.®”® Davis and colleagues,'®*
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analyzing a sample of NGR fathers, found no association between couple adjustment and
post deployment parenting effectiveness. They speculated that “a father may return to a
post deployment family environment in which he must work hard and quite proactively to
reconnect with his children, regardless of the couple relationship.”***?") Another
possible explanation was offered by Renshaw, Rodrigues, and Jones* who reported that
spouses whose deployed partners exhibited significant psychological symptoms upon
reintegration tended to exhibit less hostility and criticism when evaluating their
relationship. Further, they speculated that these partners may have viewed the symptoms
as an uncontrollable sequel of the combat-related events the service members
experienced, with this rationale providing a buffering mechanism against marital distress.

A significant association was found between PLOC and child internalizing
symptoms. This could be related to the fact that mothers were rightfully perceiving that
they did not have control over their child’s behaviors. In this case, mothers permissive
attitude and poor control over children reaped in increased externalizing issues.>*

Finally, the last hypothesis suggested an indirect effect of parental locus of
control on the relationship between risk factors and child functioning. In other words,
mothers reporting greater depression symptoms tended to have children with more
externalizing behavioral issues, likely related to their higher perceived external locus of
parenting control, which is the belief that they cannot influence their children’s behavior.
In fact, August and colleagues'® reported a similar phenomenon when studying child
behavioral problems in a civilian population of school age children. They observed that
mothers with higher external locus of control and depression symptoms applied more
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disciplinary parenting practices and had children with more externalizing issues.

No significant indirect effect of the PLOC was found for maternal depression and
internalizing symptoms, possibly due to the fact that child self-report of internalizing
symptoms was not used in this study. Interestingly enough, a direct relationship between
maternal depression and internalizing symptoms was found. The explanation for this
could be related to the behavior of mothers with depression symptoms. They may model
internalizing symptoms for children. They may also react to their children’s interactions
by withdrawing, or by responding negatively to children’s emotions. According to the

work of Hirshfeld and colleagues,'®®

under stressful situations, mothers with anxiety
disorders expressed higher levels of criticism towards their children who, in turn,
demonstrated higher levels of behavioral inhibition, a risk factor for anxiety disorders.
Despite the fact that Puff and Renk®* studied a younger population (2-6 years old) and did
not assess mothers’ depression, they recommended that parenting interventions meant to
ameliorate children’s internalizing and externalizing issues should also address mothers’
individual characteristics.

Additional variability in the relationships between risk factors and child
functioning could be explained through two child characteristics: age and gender. Older
children in this study tended to have higher levels of internalizing symptoms. Kelley and

colleagues, ™

studying Navy mothers and their children, observed that, even though
military and civilian families presented similar levels of child behavior problems, older
children presented significantly greater internalizing symptoms than younger ones. They

suggested that younger children may show less cognitive capacity to understand
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deployment, protecting them from understanding associated danger. In addition, in this
study, girls were more likely to have increased internalizing symptoms while boys were
more likely to have increased externalizing behaviors, which is in accordance with the
civilian and military literatures. Lester and colleagues,*! for instance, observed that boys
and girls responded differently to military deployment in the family. They assessed youth
at different deployment stages, reporting that girls showed increased externalizing
symptoms when a parent was deployed while boys showed these symptoms when
adjusting to the “new normal” after reintegration. Since this study collected data in
families who had experienced deployment in the past (i.e., reintegration), the fact that
boys here had more externalizing symptoms makes sense. Nonetheless, Lester and
colleagues* did not find increased internalizing symptoms in girls at any stage, which is
in contrast with this study. Moreover, military studies usually find higher levels of
internalizing symptoms in children, which in accordance to the phenomenon observed
here for girls.® Creech, Hadley, and Borsari** suggested that military families tend to
cultivate a highly disciplinary and controlled environment in their homes which may

result in higher levels of children with internalizing issues.
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Conclusions

This study aimed to capture the association of theoretically-derived risk factors
with child functioning in NGR families. All mothers enrolled in this study had
experienced deployment, either through their partners’ experience or through their own.

When specific risk factors related to child functioning were assessed in this multi-
method, multi-informant study, it was observed that only lack of social support, maternal
depression, and maternal locus of control had direct effects on child adjustment.
According to FSM, the association between lack of social support and higher child
externalizing symptoms could have been due to excessive stressors coexisting
simultaneously. As such, they may impair family communication and may foster
individual isolation, which, in turn, may promote antisocial behaviors as well as
externalizing symptoms in the child. Therefore, special attention is warranted to the
creation of a solid support network, preferably prior to the first deployment, to provide
the family with coping mechanisms that may be helpful during all stages of deployment
and across deployments.

Maternal depression symptoms were associated with child internalizing
symptoms, which is in accordance with existing civilian and military literature, and with
more external parental locus of control. More importantly, PLOC exerted an indirect
effect only on the association between maternal depression symptoms and children’s
externalizing symptoms. Therefore, it is possible that depression symptoms in mothers
are associated with more externalizing problems in children because these mothers may
have lower perceptions of control over their children, and that, in turn, affects how
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children behave.

Finally, it was observed in this study that older children tended to have higher
levels of internalizing symptoms probably because they have more cognitive capacity to
understand deployment. In addition, girls were more likely to have increased
internalizing levels while boys reported to have higher levels of externalizing symptoms,
in agreement with previous studies.

Implications for public health policies include research investment and
intervention to prevent or address maternal depression and enhance social support.
Furthermore, policy initiatives that prepare military families for deployment (i.e., family-
centered initiatives) should focus on minimizing risk factors to prevent psychopathology.
Likely, the most efficient and reliable way to enhance existing systems of care to more
effectively address military families’ needs is through community-based systems,
including schools, child-care providers, and health-care and mental health facilities. For
example, a school with children from military families could train its teachers to identify
at-risk students and refer them to appropriate venues where they can receive evidence-
based psychological assistance during all cycles of deployment.

Despite the limitations of this study, its results point to certain directions that
warrant further investigation. For instance, it would be interesting to utilize child report
of internalizing symptoms and compare them to mother and teacher reports. It is possible
that children may report more internalizing symptoms that have not been captured by
their mothers and/or teachers’ reports. In addition, longitudinal data is needed to
understand whether the associations found in this study hold true over time, and if the
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indirect effect of parental locus of control on the association between maternal depression
and child externalizing symptoms remains significant longitudinally.

Future studies should collect and report data on military families that were not
exposed to deployment, as well as at specific stages of deployment. These may unravel
additional details of coping and resilience mechanisms. In addition, since NGR families
face not only unique military hardships, but also the normative challenges of civilian
lives, the knowledge drawn from this study may elucidate more generally how adversity
and stress affect child functioning. The ultimate goal of this research is to contribute to

knowledge of how to prevent and ameliorate psychopathology within families.
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