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Mothers’ Psychological Health

This study examines work and family charac-
teristics and depressive symptomatology among
over 700 working mothers of infants. Work-
ing mothers in poorer quality jobs, as well as
working mothers who were single or whose
infant’s health was poorer than that of other
infants, reported greater depressive symptoma-
tology. The effect of job quality on depressive
symptomatology was mediated by work-family
conflict, whereas infant health and marital status
had direct effects on depressive symptomatology.

Despite the dramatic rise in employment among
mothers of infants, we know very little about the
role of work-family conflict in the psychological
health of new mothers. Employment rates among
mothers of infants had risen to 55% by 2007
(U.S. Department of Labor, 2008), and most new
mothers return to work by the time their baby
is 3 months old (U.S. Department of Labor,
2004). This striking social change has given
rise to concerns about the effect of maternal
employment on children, but little research
has addressed the effects of employment on
the psychological health, including depressive
symptomatology, of new mothers. Given the
research on the effects of maternal depression
on children and families (Cummings & Davies,
1994), the lack of research on work-family
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conflict and the psychological health of new
mothers need to be redressed. What little we
do know comes from studies of the effects
of employment on health among women as a
group, or among workers as a group, with limited
attention to life-cycle stage.

We know that employment has many benefits
for women, as for men, including more
positive perceptions of health and improved
physical functioning (Ross & Mirowsky, 1995).
Combining work and family, however can lead
to experiences of work—family conflict and
other stressors that may negatively affect health
(Byron, 2005). The apparent paradox inherent in
these two research findings —that employment
status has health benefits, but combining
work and family may have negative health
consequences — has led to a body of research on
women’s employment and health. A recent study
of trends over time concluded that, on balance,
women’s employment has positive health
effects; however, these benefits are reduced for
working mothers of young children (Schnittker,
2007). The reduced health benefits for working
mothers of young children parallel research that
shows that these mothers report greater conflicts
between work and family responsibilities than
do mothers of older children (Higgins, Duxbury,
& Lee, 1995). work-family conflict is also more
common among working mothers than among
employed fathers (Marshall & Barnett, 1993),
reflecting, in part, the fact that mothers continue
to bear greater responsibility for day-to-day
parenting despite fathers’ increased involvement
with their children (Bianchi, Milkie, Sayer, &
Robinson, 2000).
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The question remains, what are the factors
that contribute to the greater health risk for
employed mothers of young children? We argue
that, with the combined demands of employment
and parenting, mothers of infants face particular
risks to their psychological health, including the
risk of increased depressive symptomatology. If
we are to understand family health in the 21st
century, with high rates of maternal employment
among mothers of infants, it is imperative that
we understand not only the effects of maternal
employment on children, but also the effects
of combining employment and parenting on
mothers of infants. In the present study, we
examined the experiences of working mothers of
infants and the implications for their depressive
symptomatology, using longitudinal data from
over 700 families in the NICHD Study of Early
Child Care and Youth Development.

Systems Theory in work-family Research and
Health

Westman and Piotrkowski (1999) called for the
use of systems theory as a starting point in the
theories used in work-family research because
‘it allows for a broad, unifying theoretical per-
spective in which both workplaces and families
are considered semiopen systems with perme-
able boundaries’” (p. 303). Ecological systems
theory views individual health and develop-
ment as nested within interconnected systems.
Microsystems, such as the workplace and the
family, are characterized by face-to-face connec-
tions among individuals. These interdependent
microsystems form a work-family mesosystem,
which consists of the work and family microsys-
tems and the linkages or processes that combine
or connect them (Bronfenbrenner, 1989). Since
Westman and Piotrkowski’s call, several articles
have appeared that use ecological systems the-
ory in health and/or work-family research (e.g.,
Grzywacz & Marks, 2000).

Paid Work and Women's Health

The paid work microsystem has been the
subject of extensive study by occupational
health psychologists. Existing research has
established the importance of working condi-
tions — particularly job demands, worker control,
and work-related social support—to health and
well-being (Karasek & Theorell, 1990). Begin-
ning in the 1980s, a growing body of research on
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employment and health specifically examined
women’s health and found that women, like
men, are susceptible to the health effects of poor
working conditions (see Swanson, Piotrkowski,
Keita, & Becker, 1997, for a review). In addi-
tion, longer work hours have been found to be
associated with both work-family conflict (van
Rijswijk, Bekker, Rutte, & Croon, 2004) and
poorer health and well-being among working
mothers of young children (Schnittker, 2007).

Families and Working Mothers’ Health

Family microsystem characteristics, such as
family size and the presence of a spouse or
partner, are also related to women’s health
and well-being. A large body of research has
found that women with more children, or who
were not married, were more likely to experi-
ence depressive symptoms (Ross, 1995; Segre,
O’Hara, Arndt, & Stuart, 2007). Larger fam-
ilies mean an increased workload, especially
for women, and are associated with greater diffi-
culty in combining work and family (Marshall &
Barnett, 1993; Voydanoff, 1989). Husbands or
partners can potentially alleviate some of this
workload; indeed, a meta-analytic review of the
research found that single parents experience
greater work-family conflict than do married
parents (Byron, 2005).

Child Health

By considering families as a microsystem, we
can incorporate the health of one family mem-
ber into our models of the health of other family
members. Among young children, the incidences
of the common illnesses of early childhood,
such as upper respiratory infections, ear infec-
tions, and gastrointestinal infections, peak at
around 12 months of age and then slowly decline
(NICHD Early Child Care Research Network,
2001). These infections can affect parenting
stress among working mothers (Frank et al.,
1991; Lee, Vernon-Feagans, Vazquez, & Kolak,
2003) and workers’ productivity (Grzywacz
et al., 2005).

Work-family Conflict

The relation between the paid work microsys-
tem and the family microsystem, on the one
hand, and mothers’ health and well-being, on
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the other, is sometimes conceptualized as addi-
tive —the effects of paid work are added to
the effects of family. Ecological systems the-
ory suggests, however, that there are additional
effects of paid work and family microsystems,
as a function of the connections between the
two microsystems. Microsystems have bound-
aries or borders of time, schedule, location, and
tasks; these borders are permeable, allowing
events, behaviors, stressors, and psychological
aspects of one microsystem to pass to the other
microsystem (Desrochers & Sargent, 2003). This
dynamic connection or interface between the
work and family microsystems can be character-
ized as both positive — work-family gains —and
negative — work-family conflict. In this article,
we focus on the health implications of work-
family conflict, which occurs when the tasks
or responsibilities of one system interfere with
those of the other system.

Frone, Russell, & Cooper (1992) posited a
model of work-family conflict as a mediator
of the relations between the work and fam-
ily microsystems, on the one hand, and health
and well-being outcomes, on the other (see
Figure 1). Research using this model has found
that work-family conflict mediates the effects of
the paid work and family systems on individual
and family outcomes, including job and family
satisfaction (Aryee, Srinivas, & Tan, 2005), psy-
chological health (Montgomery, Panagopolou,
& Benos, 2006), marital tension (Pittman, 1994),
and parenting (MacDermid & Williams, 1997).

The Present Study

Prior research has identified the importance of
the work and family microsystems to women’s
health and the role of work-family conflict as
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a possible mediator of this relationship. To
date, however, there has been no systematic
investigation of this model among working
mothers of infants, a group at particular risk
for work-family conflict and negative health
consequences. We focus our investigation on
depressive symptomatology as an indicator of
women’s psychological health, given the impor-
tance of maternal depressive symptomatology to
child and family well-being.

On the basis of ecological systems theory, we
posit:

Hypothesis 1: Characteristics of the work microsys-
tem, as well as characteristics of the family
microsystem, will be associated with working
mothers’ psychological health. Specifically, work-
ing more hours, poorer job quality, and having
more children will be positively related to greater
depressive symptomatology; however, living with
a spouse/partner and better child health will be
related to reduced depressive symptomatology.
Hypothesis 2: The relation between the work
and family microsystems, on the one hand, and
depressive symptomatology, on the other, will
be mediated by work-family conflict, such that
work-family conflict reduces the effect of the
work and family microsystems on depressive
symptomatology.

METHOD

This study used data from the NICHD Study
of Early Child Care and Youth Development, a
prospective longitudinal study of 1,364 families
from 10 sites around the United States. Families
were randomly selected from all births in 1991
at hospitals in each of the 10 sites. Recruitment
was restricted to healthy mothers over the age
of 18. The response rate for families continuing
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in the study through 36 months postpartum was
89%. Further information on sampling can be
found in the NICHD Early Child Care Research
Network (NICHD ECCRN) (2005).

Analysis Sample

The analysis sample consisted of all women
employed at least 10 hours per week at 6 months
postpartum (n = 756). Descriptive statistics for
all analysis variables are provided in Table 1.

Data Collection and Measures

Mothers were interviewed in their homes at 1,
6, and 15 months postpartum. The interviews
collected standardized data on demographics,
employment, work-family conflict, maternal
depressive symptomatology, and child health,
among other variables. Further information on
data collection procedures can be found in
NICHD ECCRN (2005). Each of the measures
used in this paper are described below.

Paid work microsystem characteristics.  We
included two measures of paid work microsys-
tem characteristics, work hours and job quality.
Mothers were asked how many hours per week
they were working at all jobs at each assessment.
On average, women in the analysis sample were
employed 34.58 hours at 6 months and 35.56
hours at 15 months; 72% of the women were
employed full-time (35 hours/week or more) by
6 months.

We measured job quality using a short form
of the Job-Role Quality (JRQ) Scale (Marshall,
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Barnett, Sayer, 1997), completed by the respon-
dents at 6 and 15 months postpartum. The
JRQ includes items to measure job demands,
lack of advancement opportunities, skill discre-
tion, decision authority, recognition, and other
working conditions. Each item was rated on a
scale from 1 = not at all a rewarding part of
my job/not at all a concern to 4 = extremely
rewarding/of extreme concern. Positive items
were reverse scored; a total JRQ score was cal-
culated at each time point by summing the items
then dividing the sum by the total number of
items to yield an average-per-item score. A pos-
itive total JRQ score reflects a poorer quality or
more stressful job; a negative total JRQ score
reflects a higher quality job, as in a job with
greater skill discretion and decision authority
and fewer job demands. The theoretical range of
JRQ scores is from —4 to 4. The mean JRQ scores
for women in the analysis sample were —1.06 at
6 months (SD = 0.92) and —1.15 at 15 months
(SD = 0.90); the average job was rated as more
rewarding than stressful at both time points. The
Cronbach alpha for the JRQ was .82 at 6 months
and .84 at 15 months.

Family microsystem characteristics. We
assessed three family variables: number of
children, partner present (1 = yes; 0 = no), and
the health of the child. At 6 months postpartum,
88% of the women were married or living
with a partner, and women had a mean of
1.7 children. Mothers were asked to rate their
baby’s overall health on a scale from 1 = poor
to 4 = excellent. The mean child health rating
was 3.32 at 6 months and 3.19 at 15 months;

Table 1. Means (SD) for Analysis Variables (n = 756)

Time of Assessment (Months Postpartum)

_ 1Month 6 Months 15 Months
Variables M SD M SD M SD
Depressive symptomatology 10.28 8.41 8.08 7.28 8.11 7.30
Respondent age 28.75 5.23
Race 0.86 0.35
Family income-to-needs ratio 4.21 3.24 4.20 3.27
Negative affectivity 29.29 7.10
Number of children 1.70 0.83 1.73 0.84
Child’s health 3.32 0.72 3.19 0.75
Marital status 0.88 0.32 0.88 0.33
Job quality —-1.06 0.92 -1.15 0.90
Work hours per week 34.58 11.29 35.56 10.98
Work-family conflict 1.75 0.53 1.74 0.51
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48% of 6-month-olds and 40% of 15-month-
olds were rated as in excellent health. In
comparison, nationally, the mean health rating
was 3.37 among parents of children ages birth to
4 years (calculated from National Center for
Health Statistics Vital and Health Statistics,
2007). In the present study sample, the overall
health rating was significantly associated with
mothers’ reports of the number of illnesses at
6 and 15 months (NICHD Early Child Care
Research Network, 1994). The most common
illness was respiratory infections (colds, runny
noses, coughs)—76% of 6-month-olds and
73% of 15-month-olds had had at least one
respiratory infection in the previous 3 months.
Other common illnesses included ear infections
and gastrointestinal problems. At 6 months, 20%
of babies had not had any of these illnesses,
whereas 39% had had two or more in the past
3 months; rates at 15 months were 16% and
46%, respectively.

Work-family conflict. =~ Work-family conflict
was measured by two scales from Wortman,
Biernat, and Lang (1991). The extent to which
work interfered with home was measured by
a six-item scale; sample items include ‘“Your
working creates strains for your children,”” and
““Working leaves you with too little energy to be
the kind of parent you want to be.”” The extent
to which home interfered with work was mea-
sured by a five-item scale; sample items include
““Thinking about your children interferes with
your performance at work,”” and ‘‘Because of
your family responsibilities, you have to turn
down work activities or opportunities that you
would prefer to take on.”” Response categories
for all items ranged from 1 = “‘not at all true”’
to4 = “‘verytrue.”’ Each scale was scored as the
mean of the scale items. The Cronbach alpha on
the work-to-home interference scale was .85 at
6 and 15 months; the Cronbach alpha on home-
to-work interference scale was .69 at 6 and
15 months. Work-family conflict was calculated
as the mean of these two scale scores; a higher
score indicates higher levels of conflict between
work and family systems. The mean work-family
conflict score at 6 months was 1.75, and 1.74 at
15 months.

Depressive symptomatology. ~ We assessed
depressive symptomatology using the Center for
Epidemiological Studies Depression (CES-D)
Scale (Radloff, 1977), administered at 1, 6, and
15 months postpartum. The CES-D is a 20-item
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checklist measuring the presence and frequency
of depressive symptoms in the previous week.
Response categories range from 0 = “‘rarely or
none of the time (less than once a week)’’ to
3 = ““Most or all of the time (five to seven times
a week).”” Sample items include ‘I felt sad,”
““‘I had crying spells,”” and ‘I felt that I could
not shake off the blues even with the help of my
family/friends.”” Radloff reported reliabilities in
the .84—.90 range. The CES-D is one of the most
widely used research measures of depressive
symptoms and has been extensively tested for
validity and reliability (Cho, Moscicki, Narrow,
& Rae, 1993). Alphas in this sample ranged from
.8510.90. The CES-D theoretical range of scores
is 0—60; a score of 16 or higher is considered
to warrant further screening (Vazquez, Blanco,
& Lopez, 2007). The mean CES-D score in this
sample was 10.28 at 1 -month postpartum, 8.08
at 6 months, and 8.11 at 15 months.

Controls.  All analytic models in this paper
included demographic controls commonly used
in work-family research (LaPierre & Allen,
2006): mother’s age (mean age = 28.75, SD =
5.23), race/ethnicity (1 = non-Hispanic White,
0 = all other; 86% of the sample was non-
Hispanic White), and income-to-needs ratio.
Income-to-needs ratio was calculated as annual
family income divided by the federal poverty
level for that year adjusted for family size. In
this sample, the mean income-to-needs ratio
was 4.21 at 6 months postpartum, indicating
that the average family income was 421% of the
federal poverty level; the average family was
middle class, based on family income. Age and
race/ethnicity were measured at one point in
time; family income was measured at all time
points.

All analytic models in this paper controlled
for negative affectivity —the propensity to view
the world negatively — which was assessed at
6 months postpartum. Individuals predisposed
to negative affectivity may be more likely to
report poorer job quality and greater depres-
sive symptomatology, introducing a bias into
the analyses in studies using self-report mea-
sures (Brennan & Barnett, 1998; Noor, 1997).
Negative affectivity is measured by the 12-item
Neuroticism subscale of the NEO Five-Factor
Inventory (Costa & McCrae, 1985), which mea-
sures a predisposition to respond with negative
affect. Sample items include ‘I often get angry
at the way people treat me,”” and ‘“Too often,
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Table 2. Correlations Among Analysis Variables (6 Months n = 746, 15 Months n = 738)
6 Months

15 months 1 2 3 4 5 6 7 8 9 10 11 12
1. CES-D* 48 —.12  —.07 .16 .64 02 —.14 -—.14 .34 .06 .37
2. CES-D .52 —.14  —-.10 13 48 01 —-09 —-.07 =25 .03 .26
3. Age —.13 —.12 .16 46 —.15 21 11 23 —.15 .00 —.02
4. Race —-.09 —-.09 17 20 —.03 —.09 .03 30 —-05 —-.04 -—-.02
5. Income-to-needs ratio  —.18 —.16 .40 22 -20 .17 13 30 =22 .06 —.08
6. Negative affectivity 45 61 —15 —.04 .14 .01 —11 —-.05 42 .05 .38
7. N children .03 .03 23 —.10 18 .02 —.08 05 —-.03 -.06 .02
8. Child’s health —.16 —.14 .08 .07 09 —14 —-.01 02 —.11 —-.06 —.06
9. Marital status —.15 —.16 .26 32 31 —.08 .02 .05 -.09 —-.02 -.02
10. Job quality .33 28 —.09 -—-.01 12 32 —.02 —-.08 -—-.05 .09 41
11. Work hours .03 .05 —-.01 —-.09 -.00 .00 .01 —.11 —.06 .06 .29
12. Work-family conflict 29 —06 —-.01 —-.02 -—.06 .32 .03 —.11 -.03 .35 .19

2CES-D as dependent variable.

PCES-D as independent variable (time period prior to time period of dependent variable).

when things go wrong, I get discouraged and
feel like giving up.”” The Cronbach’s alpha for
the Neuroticism scale was .84.

RESULTS

We estimated the relationships specified in
Hypotheses 1 and 2 using ordinary least squares
regression techniques. Because we wanted to
examine the joint effects of family and work
microsystems on mother’s psychological health,
we included all covariates and microsystem vari-
ables in a single analysis for each hypothesis.
Both models controlled for negative affectivity,
mother’s age, mother’s race/ethnicity, family
income-to-needs ratio, and depressive symp-
tomatology at the immediately prior assessment
point (i.e., 6-months CES-D regressed onto
I-month CES-D, 15-months CES-D regressed
onto 6-months CES-D). Table 2 shows the cor-
relations among analysis variables at 6 and
15 months postpartum.

Hypotheses 1: Unmediated Model

We hypothesized that characteristics of both the
work microsystem and the family microsystem
would be associated with employed mothers’
depressive symptomatology. The results of the
model estimating the unmediated effects of work
microsystem variables and family microsystem
variables are given in Table 3 (Model 1). At
both 6 and 15 months, the predictive value

of the models was high (R?> = .46 and .34,
respectively, p< .001).

Control variables. Negative affectivity consis-
tently predicted depressive symptomatology at
each time point. The only other control variable
predicting depressive symptomatology was the
previous level of symptomatology; in this sam-
ple, mother’s age, race/ethnicity, and income-to-
needs ratio did not uniquely predict depressive
symptomatology.

Work characteristics and family characteristics.
Atboth 6 and 15 months postpartum, job quality
was significantly associated with depressive
symptomatology, whereas hours worked was
not. At 6 months, single mothers reported
higher depressive symptomatology than did
married or partnered mothers; marital status
was in the same direction but did not reach
significance at 15 months. In addition, child’s
health was negatively associated with depressive
symptomatology.

Hypothesis 1 was partially supported in that
some, but not all, of the characteristics of both
the work and family microsystems significantly
predicted working mothers’ depressive symp-
tomatology. Specifically, job quality but not
number of hours worked was a significant pre-
dictor of depressive symptomatology. Similarly,
as hypothesized, marital status at 6 months and
child’s health at both 6 and 15 months predicted
mother’s depressive symptomatology, whereas
the number of children in the household did not.
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Table 3. Regression Coefficients for Unmediated and Mediated Models
Model 1 Model 2 Model 3
Predictors of Predictors of Work- Model 1 with Work-

Time Point Depressive Symptomatology Family Conflict Family Conflict Added

Variables B SE B B SE B B SE B

6 months postpartum (n = 746) (n = 746) (n = 746)
CES-D at 1 month 19 .04 .01+ .00 187 .04
Age .01 .02 .01 .01 .02 .01
Race .08 .06 .02 .03 —.04 .02
Income-to-needs ratio .02 .04 —.00 .03 .02 .02
Negative affectivity S 15 027 .00 49x 13
N children .08 .05 .02 .02 .05 .03
Child’s health —.58* 24 .01 .00 —.60* .26
Marital status —2.26%* .56 .02 .00 —2.30%* .53
Job quality S1F 25 7 .04 24 13
Work hours .01 .00 01 .00 —.01 .01
WF conflict 1.63%* 34
R? 46 30 47
F 62.61"** 31.50%* 59.17%*

15 months postpartum (n =1738) (n =738) (n =738)
CES-D at 6 months 38 .08 .01+ .00 37 .09
Age —.02 .01 .01 .00 —.03 .03
Race —.28 .16 .01 .01 -.29 15
Income-to-needs ratio —.09 .05 —.00 .00 —.09 .07
Negative affectivity 7 .05 N0) .00 ] 5 .04
N children .16 12 .00 .01 .16 .09
Child’s health —.61*% 24 —.02 .02 —.59* .29
Marital status —1.16 .61 .03 .02 —1.19 .63
Job quality 1.32%* .37 145 .04 1,170 .29
Work hours —.01 .00 N0) .00 —.01 .02
WF conflict 1.03* .52
R? .34 21 .34
F 37.50™* 19.33%** 34.00™*

p < .05 **p < .0l. ***p < .001.

Hypothesis 2: Mediated Model

Following Baron and Kenny (1986), we
tested the mediation hypothesis by estimat-
ing three models. The first model, discussed
in the previous section, regressed the depen-
dent variable (depressive symptomatology) on
the independent variables (microsystem vari-
ables and controls). The second model in the
sequence regressed the hypothesized mediator
(work-family conflict) on the independent vari-
ables. The third model regressed the dependent
variable (depressive symptomatology) on both
the independent variables and the work-family
conflict mediator. Mediation is supported if
(a) the independent variables of interest (in this
case, work and family characteristics) predict
both the mediator and the dependent variable,
(b) the mediator predicts the dependent variable,

and (c) the inclusion of the mediator in predict-
ing the dependent variable decreases the effects
of the independent variables of interest (Baron
& Kenney).

Model 2: work-family conflict. ~ As shown in
Table 3, Model 2, both work characteristics
were significantly associated with work-family
conflict at both 6 and 15 months. Because
work hours were not related to depressive
symptomatology in Model 1, however, work-
family conflict could not serve as a mediator of
the relation between work hours and depressive
symptomatology. In addition, none of the family
characteristics was significantly associated with
work-family conflict; therefore, work-family
conflict could not serve as a mediator of
the relation between these family microsystem
variables and depressive symptomatology.
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Model 3: Depressive symptomatology with
work-family conflict added. As Table 3,
Model 3, shows, work-family conflict was sig-
nificantly related to depressive symptomatology
at 6 and 15 months. In addition, the effect of job
quality was reduced to nonsignificance, meeting
the requirements for a test of mediation (Baron
& Kenny, 1986). Therefore, we can describe
the relationship between job quality, on the one
hand, and depressive symptomatology, on the
other, as mediated by work-family conflict, par-
tially supporting Hypothesis 2.

Bi-directionality  of  work-family  conflict.
Frone et al. (1992) argued that work-family con-
flict is bi-directional, encompassing both work-
to-home interference and home-to-work inter-
ference. A recent meta-analysis of 61 studies of
work-family conflict found support for this argu-
ment (Byron, 2005). Byron found, however, that
the two measures—work-interferes-with-home
and home-interferes-with-work — were strongly
related to each other. In addition, Byron found
that job stress and family stress have strong asso-
ciations with both work-interferes-with-home
and home-interferes-with-work. In the present
study, the two work-family conflict scales (work-
to-home interference and home-to-work interfer-
ence) were combined because separate analyses
showed few differences in the models and there
were strong intercorrelations between the two
scales (r = .58 at 6 months).

In follow-up analyses, we examined sepa-
rately the role of work-to-home interference
and home-to-work interference as mediators.
At 6 months, we found no differences in these
models. At 15 months, work-interferes-with-
home did not reach significance as a predic-
tor of depressive symptomatology, although
the association was in the expected direction
(B = .05, p = .18); home-interferes-with-work
was significant (8 = .08, p < .001), indicating
that home-to-work spillover plays a role in the
mediation between job quality and depressive
symptomatology.

DISCUSSION

Maternal employment rose dramatically over
the second half of the 20th century. Although
employment has had positive effects for women
and for their families, working mothers of young
children are less likely than other women to
reap these benefits. With more than half of all
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mothers of infants returning to work within the
first 3 months postpartum and the majority of
these women working full-time, understanding
women’s postpartum health requires an exami-
nation of both family factors and work factors,
as well as the work-family interface.

Our research extended prior research on work
and family by focusing on a group, working
mothers of infants, who are not experiencing
the expected health benefits of employment
(Schnittker, 2007). Second, we have argued that,
to address the health needs of this group, it is
important to use an ecological systems model,
which calls our attention to not only the work and
family microsystems but also the intersections
of these microsystems.

We had expected that both hours worked
and job quality would be important contribu-
tors to women’s health. Although we found that
working more hours was associated with greater
work-family conflict, this greater conflict did not
translate into greater depressive symptomatol-
ogy. In this sample, where 72% of women were
employed full-time by 6 months postpartum, the
demands associated with working longer hours
contributed to conflicts of time, schedule, and
energy, but did not seem to contribute to crying
spells, feelings of loneliness or sadness, or other
symptoms of depression.

In contrast, poorer quality jobs led to greater
feelings of work-family conflict and to greater
depressive symptomatology. Although we found
the expected work-family process—poorer
quality jobs spilled over into the home—we
also found that women with poorer quality jobs
reported more interference from home to work.
The fact that both work-to-home and home-to-
work interference link job quality to depressive
symptomatology may reflect the high correlation
between the two interference measures, but this
finding is not limited to the present study or
the specific measures (Byron, 2005). Instead, it
may reflect processes within the larger work-
family mesosystem. For example, one parent
with a poor job can take that stress home,
which then crosses over to the other parent,
creating home stress, and that home stress can
then feed back to the first parent’s job. In fact,
other researchers have found that home stressors
can spill over into the workplace for individual
workers and that work and home stressors can
cross over within families from one individual
to his or her spouse (e.g., Bakker, Demerouti, &
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Dollard, 2008; Bolger, DeLongis, Kessler, &
Wethington, 1989).

The family microsystem was also important to
working women’s postpartum health. This study
provides important evidence of the connections
between infants’ common illnesses and mothers’
psychological health; mothers with less healthy
infants reported greater depressive symptoma-
tology. This relationship may reflect the stress
of caring for a sick infant, maternal sleep disrup-
tion as part of the required caretaking, or other
factors; future research is necessary to determine
the processes in this relationship between child
and maternal health.

Contrary to research on the importance of mar-
riage to women’s psychological health (Ross,
1995), we found that, although marital status
was associated with depressive symptomatology
at 6 months, it was not at 15 months. This may
reflect differences in the support and involve-
ment of husbands and partners at 6 months
compared with 15 months, such that new fathers
are more involved with new babies than with
toddlers. Conversely, it may reflect the fact that,
at 6 months, mothers have been back at work for
only a few months, many babies are not yet sleep-
ing through the night, and mothers may have a
greater need for their husband’s active involve-
ment, a need that is not as pressing at 15 months.

This study has provided important evidence
of the value of examining models of work and
family within a specific life-cycle stage — among
working mothers of infants. Research on women
as a group, or workers as a group, masks the
specific processes within this population and
limits our ability to understand and address both
the challenges and strengths of this period in
family life. Future research should confirm these
findings in other samples of working mothers
of infants, including among larger samples
of women of color and low-income women,
whose experiences of work-family conflict may
differ from those of white, middle-class women.
In addition, this study focused on depressive
symptomatology; future research should address
other health indicators.

Implications for Policy and Practice

Although we found that work and family
experiences are related to work-family conflict,
depressive symptomatology, or both, it is
important to point out the overall positive picture
of these working mothers. On average, they
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describe their jobs as providing more positive
than negative experiences and their children as
being in very good health, and report that they
experience low levels of work-family conflict
and depressive symptomatology. Our research
should not contribute to calls for reductions in
maternal employment, given the many women
for whom this is a positive experience.

Our concern here is with those women
at greater risk for depressive symptomatol-
ogy because they have poorer quality jobs or
children whose health is only fair or poor and
are experiencing elevated levels of work-family
conflict. Higher levels of depressive symptoma-
tology are indicators of the mother’s greater
risk for other health consequences (Murray &
Lopez, 1997), as well as greater risk for work
absenteeism (Clumeck et al., 2007), poor parent-
ing, and negative child outcomes (Cummings &
Davies, 1994).

For these women, prevention and intervention
efforts must address all aspects of the work-
family system. First, employers need to improve
job quality. Although all workers benefit from
improved working conditions, working mothers
of infants are particularly likely to benefit from
greater control over their work, including the
opportunity to work from home or to flex their
schedule on a day-to-day basis. Most formal
flextime policies require workers to commit to
a specific work schedule for a particular time
period; these policies do not consistently make a
difference to work-family conflict (Christensen
& Staines, 1990). When workers can adjust their
work hours as needed, however, they report
improved work-family balance and greater job
satisfaction (Glass & Camarigg, 1992; Hill,
Hawkins, Ferris, & Weitzman, 2001).

Working mothers of infants also face demands
unique to their life-cycle stage — the responsibil-
ities of parenting an infant. These life-cycle
stage demands are evident in the impact of
child health on the depressive symptomatology
of mothers of infants and in the importance
of a spouse or partner to mothers of 6-month
olds. The trend of fathers’ increasing involve-
ment in parenting is positive; as men become
more involved in the day-to-day family care and
housework, the demands on working mothers
should be lessened. Family Life Educators can
support fathers’ involvement in parenting as a
way to support working mothers, as well as
encourage working mothers who are experienc-
ing work-family conflict, depressive symptoms,
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or both to address job quality issues with co-
workers or supervisors or to consider alternative
employment arrangements.

We have argued throughout this paper, how-
ever, that work and family microsystems are
interconnected. Although changes within the
work microsystem or family microsystem are
important to the health of mothers of infants,
we also need changes at the work-family nexus.
When employers provide family-friendly ben-
efits, they support workers in their negotiation
of the borders between work and family. For
example, greater availability of sick leave that
employees can use for the care of sick children
would reduce the stress of combining employ-
ment with caring for a sick infant.

Government policy can also operate at the
intersection of work and family. The current
U.S. Family and Medical Leave Act (FMLA)
provides 3 months of unpaid leave to eligi-
ble employees in covered establishments (U.S.
Department of Labor, 1993). According to a
survey conducted in 2000 for the Department of
Labor, about one third (35%) of working moth-
ers of young children had taken FMLA leave to
care for a newborn child or newly adopted child
in the previous 18-month period (Waldfogel,
2001). But 80% of FMLA leaves were shorter
than 6 weeks (Casta, 2000). Employees reported
that they did not take leave because they could
not afford it, took a shorter leave for financial
reasons, or found it difficult to make ends meet
during their leave (Waldfogel, 2001). In a sepa-
rate study, Hyde, Klein, Essex, & Clark (1995)
found that women who took shorter leaves (6
weeks or less) were more likely to experience
symptoms of depression than were women who
took longer leaves. Changes in public and pri-
vate parental leave policies that provide paid
leave would allow more families to take leaves
when needed or to take longer paid leaves.

Addressing the psychological health of work-
ing mothers of infants requires a considera-
tion of the full work-family mesosystem, with
efforts to improve job quality within the work
microsystem, improve support within the family
microsystem, and address the work-family inter-
face through family-friendly employee benefits
and expanded leave policies that allow families
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more choices in their navigation of the first few
months postpartum.
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