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Abstract
Residential mobility and caregiver social support are two key factors influencing adolescents’ and their caregivers’ health
status. However, few studies have examined whether these factors vary across developmental periods. The present study
therefore adopted a life course perspective to investigate the longitudinal effects of residential mobility and caregiver social
support on a range of individual health outcomes (i.e., caregiver depression, adolescent internalizing problems, and
adolescent externalizing problems) among families exposed to disadvantaged social and economic conditions. Data were
obtained from the Longitudinal Studies in Child Abuse and Neglect, and 425 children and their caregivers who completed
the age 12, 14, 16, and 18 interviews were included in this study. Structural equation modeling was conducted to test the
measurement and structural models. The results showed that greater residential mobility was significantly associated with
higher levels of caregiver depression, which in turn led to more adolescent internalizing and externalizing problems.
Alternatively, higher levels of caregiver social support mitigated the levels of caregiver depression, which in turn resulted in
fewer adolescent internalizing and externalizing problems. Highly mobile children and their caregivers were found to be
vulnerable to several negative health outcomes and in high need of mental and behavioral health support and services. These
findings inform important policy and practice implications on social support for mobile caregivers to address their children’s
behavioral problems.

Keywords Residential mobility ● Caregiver social support ● Caregiver depression ● Adolescent internalizing problems ●

Adolescent externalizing problems

Highlights
● This study examined the associations between residential mobility, caregiver social support, caregiver depression, and

adolescent behavioral problems among disadvantaged families.
● Greater childhood residential mobility is associated with increased adolescents’ behavioral health problems.
● Caregiver social support is a significant protective factor for decreasing adolescents’ behavioral health problems.
● Caregiver depression mediates the associations between residential mobility and caregiver social support, respectively,

with adolescents’ health outcomes.
● The findings inform important policy and practice implications in addressing residential instability and behavioral health

problems.

Introduction

Housing instability, including moving frequently and lack
of affordable housing, has become one of the biggest threats
posed by the COVID-19 pandemic (National League of
Cities, 2020). Although temporarily expanded unemploy-
ment insurance, federal stimulus payments, and eviction
moratoria keeping most Americans in their homes, with
most of these supports now expired and political gridlock
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creating uncertainty around whether and how much they
may be extended, concerns about housing instability are
now taking on even greater urgency. Even before the pan-
demic, families and children experiencing homelessness
constituted a majority among the homeless population
(a January 2019 figure estimates 171,670 homeless families
with at least one adult and one child under the age of 18),
representing one-third of the overall homeless population in
the U.S. (Department of Housing and Urban Development,
2020). Highly mobile families in poverty, notably, homeless
families with children can exert substantial efforts on par-
ents and children, leaving them vulnerable to numerous
adverse health and developmental outcomes (Annor &
Oudshoorn, 2019; National Alliance to End Homelessness,
2020; Rog et al., 2015).

Children who grow up in disruptive environments, such
as frequent residential moves, have heightened vulnerability
to psychological and behavioral difficulties (Fowler et al.,
2015). Such issues in adolescence may influence function-
ing in social situations (Miller-Graff et al., 2017), academic
achievement (Voight et al., 2020), and overall well-being
throughout an individual’s life (Fowler et al., 2015). The
same life stressors that disturb the healthy development of
children and adolescents may also negatively affect care-
givers’ mental health and parenting capacity (Sheidow
et al., 2014), further deteriorating adolescent health devel-
opment over the long term (Anderson et al., 2014). One way
to help prevent adolescents from experiencing these diffi-
culties is to provide resources to help improve caregiver and
adolescent health outcomes, particularly for families
exposed to disadvantaged social and economic conditions
(Casale et al., 2015). Given these considerations, there is a
need to identify contributing factors and mechanisms
influencing the development of adolescents and their
families, as this information could be used to further meet
their needs and to inform the design of future preventive
interventions.

Social determinants of health are a theoretical perspec-
tive for understanding various factors influencing individual
health development and can provide research directions for
disadvantaged adolescents and their families (Braveman &
Gottlieb, 2014). This theory suggests that “the conditions in
which people are born, grow, live, work and age” shape
individual health outcomes. Groups or individuals must
make decisions related to their lifestyle and behavioral
habits within the social context where such choices occur
(World Health Organization, n.d.). It states that individuals’
health outcomes and qualities of life are determined by
factors from five key areas: economic stability (e.g., hous-
ing instability), education (e.g., early childhood education
and development), social and community contexts (e.g.,
social cohesion), health and health care (e.g., access to
primary care), and neighborhood and built environment

(e.g., environmental conditions; World Health Organiza-
tion, n.d.). Informed by these determinant factors, the pre-
sent study examined the linkages between two main
determinants of health (residential mobility as a risk factor
and caregiver social support as a protective factor) and a
range of individual health outcomes (caregiver depression,
adolescent internalizing problems, and adolescent externa-
lizing problems).

Residential Mobility, Caregiver Depression,
and Children’s Behavioral Health

Research into health disparities has consistently found an
adverse association between residential mobility in early life
and health outcomes throughout an individual’s life (Jel-
leyman & Spencer, 2008; Morris et al., 2018). Residential
mobility refers to a household or individual moving from
their primary residence to another residence (Theodos et al.,
2018). Although there is no universally recognized standard
definition for high residential mobility, it has generally been
demonstrated that the probability of behavioral problems
increase with more residential relocations, especially when
many of these moves occur during childhood (Morris et al.,
2018). High family mobility in poverty is a potential sign of
family homelessness. Most researchers agree that the
pathway leading highly mobile families to homelessness is
not an isolated process but is shaped in multiple contexts
(Annor & Oudshoorn, 2019; Howland et al., 2017; Teo &
Chiu, 2016). In early studies, homelessness was often
attributed to personal deficits, such as older age, gender,
race minority, low education level, long-term substance
abuse, serious physical or mental health issues, and/or
incarceration (Goering et al., 2002; Winetrobe et al., 2017).
Some research also identified family dysfunction char-
acterized by little/no social support, domestic violence, and/
or maltreatment as major causes of homelessness (Fisher
et al., 2014). Despite the effects of personal or family risk
factors on the pathway to homelessness, there has been a
growing recognition that poor economic conditions and
inadequate social services are leading social determinants in
shaping family homelessness (Abdul Rahman et al., 2015;
Gould & Williams, 2010). The lack of supportive policies
and resources on housing and other determinants of health
(e.g., education, employment, health care) may exacerbate
the adverse situations among disadvantaged families (Gould
& Williams, 2010).

Highly mobile individuals are vulnerable to numerous
internalizing and externalizing behavior problems (Ander-
son et al., 2014) and in higher need of mental health
screening and services (Susukida et al., 2016). Compared to
their more stable peers, adolescents who moved more often
during childhood showed a greater prevalence for drug

3056 Journal of Child and Family Studies (2021) 30:3055–3069



abuse (Stabler et al., 2015), higher rates of attempted sui-
cide (Tseliou et al., 2016), major depressive episodes
(Susukida et al., 2016), violent offenses and premature
death (Webb et al., 2016), as well as lower academic per-
formance and lower rates of school attendance (Voight
et al., 2020). Jelleyman and Spencer (2008) argued that
greater residential mobility rates influenced health outcomes
due to discrepancies between needs and resources. As a
result of frequent environmental changes in early life, an
individual’s education, employment, and family relation-
ships are likely to shift often, which might result in new life
event stressors affecting an individual’s mental health status
in negative ways (Tunstall et al., 2012). Previous studies
demonstrated that residential mobility affected women more
than men because women generally suffered more stress
from housework, childcare, and career sacrifices due to
moving, which predicted depression (Magdol, 2002).
Mobile children could be more vulnerable than mobile
adults due to living in unstable circumstances because they
have less power over mobility decisions and suffer more
complete losses of physical, social networks (Morris et al.,
2018). Therefore, frequent residential moves can be regar-
ded as a familial risk marker for adolescents and their
caregivers.

Some research suggests that family context, particularly
the well-being of highly mobile parents, could explain the
associations between residential mobility and children’s
health outcomes (Adam & Chase-Lansdale, 2002; Anderson
et al., 2014). Indeed, the environment of families that
exhibit with high residential mobility is likely to be char-
acterized by high degrees of family stress and dysfunction
(Bradshaw et al., 2010), which is significantly associated
with caregiver depression (Davis et al., 2008; Dempsey
et al., 2016). Caregiver depression can affect different
aspects of parenting, such as interactive behavior and dis-
cipline style. Additionally, adolescents who live with
depressed caregivers are at an elevated risk of developing
considerable internalizing and externalizing problems
(Benito-Gomez et al., 2019; Du & Kim, 2020; Foster et al.,
2008). However, if caregivers did not report experiencing
stress from a move, such associations were attenuated
(Anderson et al., 2014).

Caregiver Social Support, Caregiver
Depression, and Children’s Behavioral
Health

Caregiver social support is a significant protective factor for
promoting caregiver mental health and adolescent psycho-
social outcomes after adverse experiences (Casale et al.,
2015; Miller-Graff et al., 2017). Evidence suggests that
access to social support networks could alleviate some

aspects of caregivers’ depression by offsetting the chal-
lenges presented in their lives (Angley et al., 2015; García‐
Torres et al., 2020; Kingston, 2013), particularly when they
have experienced major disruptions, such as residential
change or the death of a spouse (Weiss, 1974). Moran et al.
(2019) found that the parents living in the disadvantaged
circumstance of a refugee center in Ireland relied heavily on
local services for emotional and financial support to cope
with their living conditions. The availability of different
types of social support might increase caregivers’ self-
esteem and self-efficacy, which could be regarded as a
critical component for living a positive, healthy, and pro-
ductive life (Chung-Yi et al., 2016).

Previous studies have also suggested that adolescents
could benefit directly and indirectly from their caregivers’
social support networks, especially at a younger age when
they tend to spend a great deal of time with their caregivers
(Miller-Graff et al., 2017). More caregiver social support
has predicted higher social competence (Miller-Graff et al.,
2017), better psychosocial well-being (Casale et al., 2015),
and fewer behavior problems (Marshall et al., 2001) among
adolescents. One possible explanation for this mechanism is
that a caregiver’s social support network could act as a type
of community parenting by providing adolescents with
informal social control and support to deter their proble-
matic outcomes (Maimon & Browning, 2010; Prince et al.,
2019). Furthermore, there is evidence for an indirect effect
of caregiver social support on adolescent development
through the impact of social support on caregiver mental
health and parenting behaviors (Casale et al., 2015). Parents
with high levels of social support are more likely to provide
a warm and responsive home environment, which, in turn,
leads to fewer behavioral problems in their children (Mar-
shall et al., 2001).

To sum up, prior research demonstrates that residential
mobility and caregiver social support are two key factors
that influence the health status of adolescents and their
caregivers. However, few studies have integrated residen-
tial mobility and caregiver social support into a unified
framework to better understand their longitudinal impacts
on adolescent health outcomes. Additionally, some studies
highlight the significance of caregiver depression in pro-
cesses linking residential mobility or caregiver social sup-
port to adolescent health outcomes (Anderson et al., 2014;
Casale et al., 2015). Therefore, there is also a need to
provide additional insights into the mediating effect of
caregiver depression in a unified framework. A life course
perspective allows for more detailed interpretations of
those associations in the unified model (Morris et al.,
2016). Specifically, the life course perspective emphasizes
two relevant themes: developmental risk and protection as
well as linked or interdependent lives (Elder, 1998).
Negative early life experiences or transitions have future
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impacts that shape the trajectory of one’s life (Hutchison,
2019). Furthermore, people are reciprocally linked on
several levels and those relationships can support or control
individuals’ behavior (Hutchison, 2019). These themes of
the life course perspective explain how experiencing major
disruptions or adverse life events in early life can track into
later life and influence health and development, as well as
the mitigating influence of social support on adverse events
(Clark, 2013).

Present Study

The present study adopted social determinants of health
and life course perspectives to investigate the longitudinal
effects of differing levels of residential mobility and care-
giver social support on a range of individual health out-
comes (caregiver depression, adolescent internalizing
problems, and adolescent externalizing problems) among
families exposed to disadvantaged social and economic
conditions. Specifically, we hypothesized that: high resi-
dential mobility would have a direct and negative effect on
caregiver depression as well as on adolescent internalizing
and externalizing problems (H1); lower levels of caregiver
social support would have a direct and negative effect on
caregiver depression as well as on adolescent internalizing
and externalizing problems (H2); caregiver depression
would mediate the association between residential mobility
and both adolescent internalizing problems and adolescent
externalizing problems, respectively (H3); and caregiver
depression would mediate the association between care-
giver social support and both adolescent internalizing
problems and adolescent externalizing problems, respec-
tively (H4).

Methods

Data Source and Sample

The current study utilized secondary data from the
Longitudinal Studies in Child Abuse and Neglect
(LONGSCAN; Runyan et al., 2014), a survey investi-
gating predictors and developmental consequences of the
maltreatment of children and the risk of such maltreat-
ment. As a multi-site research project, the LONGSCAN
collected data from four primarily urban sites (Baltimore,
Chicago, Seattle, and San Diego) and one statewide site
that included urban, suburban, and rural communities
(North Carolina). The sampling criteria varied across the
five sites, ranging from the child participants in San Diego
and Seattle who had a history with local Child Protective
Services (CPS) to a portion of the child participants in

Baltimore, Chicago, and North Carolina with no known
CPS records beyond low-income status. Each site shared
common protocols for data collection, entry, and man-
agement (Runyan et al., 1998). The data collection pro-
cess commenced in 1991 when the child participants were
four years old. A total of 1,354 children and their families
and teachers were followed in this survey. Evaluations of
the children, their caregivers, and their teachers were
conducted every two years; seven age-specific waves of
data (at ages 4, 6, 8, 12, 14, 16, and 18) have been
gathered so far. A more detailed description on the
LONGSCAN survey can be found in studies by Runyan
et al. (1998, 2014). Ethical approval for this study was
waived by the Institutional Review Board of Louisiana
State University because we were doing secondary data
analysis of the publicly available dataset. Informed con-
sent was not sought for the present study as the recorded
information of participants cannot readily be identified.

The sample in this study included all children and their
primary caregivers who completed the age 12, 14, 16, and
18 interviews, which resulted in a final sample size of 425
dyads. Salient features of the samples are displayed in
Table 1. In our sample, the participants from Baltimore,
Seattle, North Carolina, San Diego, and Chicago site
accounted for 22.8%, 21.9%, 19.8%, 18.4%, and 17.2%,
respectively. Among the child participants, 51.2% were
males, and 48.8% were females. African Americans
represented a majority (54.1%), followed by European
Americans (27.3%), multiracial people (18.0%), and
others (0.6%). Regarding maltreatment status at recruit-
ment, the majority (70.5%) of our study sample had
substantiated reports of maltreatment, and 20.2% had
been reported as well as being believed to be at risk for
maltreatment; the other (9.3%) sample were children from
low-income families, without involvement with CPS.
Most of the primary caregivers were female (96.7%). At
the initial (age 4) interview, the average age of caregivers
was 31.4 years old (SD= 9.9), with about two-thirds
(67.9%) of the caregivers reported their marital status as
single/separated/divorced and 42.4% of them were
either unemployed or did not work. With regard to the
highest education level, 43.7% of the caregivers reported
that they did not finish high school, 52.6% had obtained a
high school diploma or equivalency certificate, and 3.7%
had obtained a bachelor’s degree or a higher level of
education. The average family size was 4.4 members
(SD= 1.7), with 72.4% of the caregivers reporting a gross
household income below $20,000, which means more
than two-thirds of our samples come from low-income
families at the initial interview (1992–1996) considering
that the poverty threshold for a four-person family
was around $15,000 (U.S. Census Bureau., n.d.) during
that time.
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Measures

Adolescent internalizing and externalizing problems
[Endogenous variables]

Adolescent internalizing and externalizing problems were
measured separately using subscales derived from the
caregiver-reported Child Behavior Checklist/4-18 (CBCL/
4-18; Achenbach, 1991) at the age 16 interview. The
CBCL/4-18 is a widely used questionnaire employed to
examine child and youth behavior/emotional problems and
competencies, and it has shown good performance on
content, construct, and criterion validity (Achenbach &
Ruffle, 2000). Measures of internalizing problems com-
prised three subscales: anxiety/depression, somatic com-
plaints, and social withdrawal, while measures on
externalizing problems consisted of two subdomains:
aggressive behavior and delinquent behavior. Primary
caregivers reported the frequencies at which their children
exhibited various behavioral/emotional problems (e.g.,
“sudden changes in mood or feelings,” “impulsive or acts
without thinking,” and “physically attacks people”) within
the prior six months. The responses were rated on a three-

point Likert scale ranging from 0 (not true) to 2 (very true
or often true). Age-standardized T-scores were used in the
statistical analyses, with a possible total T-score range of
30–100. Higher scores suggested more adolescent inter-
nalizing or externalizing problems. The Cronbach’s alphas
for the sample on adolescent internalizing and externalizing
problems were 0.90 and 0.91, respectively.

Residential mobility [Exogenous variable]

Residential mobility was measured using questions created by
LONGSCAN investigators (Runyan et al., 2014) for the age
18 interview. Adolescents were asked questions such as
“How many different homes or apartments did you live in
before you started the first grade?” and “How many different
homes or apartments did you live in from first grade through
11 years of age?” Possible responses to each question ranged
from 1 (1) to 5 (5 or more). To capture the number of resi-
dence changes experienced from birth through age 11, the
responses for the two questions were added to create an
observed factor representing residential mobility through age
11. The total score could range from 2 to 10, for which greater
values indicated greater residential mobility through age 11.

Table 1 Demographic
Characteristics of the Sample at
the Initial Interview (N= 425)

Variable % (n) Variable % (n) M (SD)

Site Age of Caregiver 31.4 (9.-
9)

Baltimore (Eastern) 22.8 (97) Marital Status

Seattle (Northwestern) 21.9 (93) Married 32.1 (136)

North Carolina (Southern) 19.8 (84) Single and never married 45.3 (193)

San Diego (Southwestern) 18.4 (78) Separated/Divorced/Widowed 22.6 (96)

Chicago (Midwestern) 17.2 (73) Caregiver Highest
Education Level

Child Gender Below high school 43.7 (186)

Male 51.2 (218) High school or equivalency 52.6 (223)

Female 48.8 (207) Bachelor’s or above 3.7 (16)

Child Race Caregiver Employment

African American 54.1 (230) Employed or homemaker 57.6 (245)

European American 27.3 (116) Unemployed or disabled to work 19.4 (82)

Multiracial people 18.0 (77) Didn’t work due to retired or
student

23.0 (98)

Others 0.6 (2) Household Income per Pear

Maltreatment Status at Recruitment <$5,000 13.7 (58)

Reported 70.5 (300) $5000–$10,000 28.6 (122)

At risk 20.2 (86) $10,000–$15,000 18.0 (77)

None 9.3 (39) $15,000–$20,000 12.1 (51)

Caregiver Gender >20,000 27.6 (117)

Female 96.7 (411) Household Size 4.4 (1.7)

Male 3.3 (14)
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Caregiver social support [Exogenous variable]

The Social Provisions Scale (SPS), developed by Cutrona
and Russell (1987) and based on Weiss’s (1974) social
provisions theory, was used to examine the extent to which
respondents’ social relationships provided social support
at the age-12 interview. The SPS captures the functions of
social relationships in meeting individual’s emotional and
instrumental social support needs as well as the functions
in influencing their perceived responsibility of offering
support to others. It is useful for measuring the bidirec-
tional nature of social support among people, especially
among those who experienced major disruptions in their
lives (Chiu et al., 2016). Previous studies have demon-
strated that the SPS has strong reliability and validity in
examining social resources among various adult samples,
including first-time mothers, teachers, and college students
(Cutrona et al., 1994). The 24-item SPS consists of six
dimensions of social support: (1) attachment, (2) social
integration, (3) reassurance of worth, (4) reliable alliance,
(5) guidance, and (6) opportunity for nurturance. Sample
items included statements such as “There are people I
know that will help me if I really need it,” “There are
people who call on me to help them,” and “I feel a strong
emotional tie with at least one other person.” Primary
caregivers rated these statements on a four-point Likert
scale ranging from 1 (strongly disagree) to 4 (strongly
agree). Item scores were summed into a total score that
could range from 24 to 96, with higher scores indicating
higher levels of social support. The Cronbach’s alpha for
the current sample was 0.74.

Caregiver depression [Mediating variable]

The measures of caregiver depression at the age 14-
interview came from the Center for Epidemiologic Studies
Depression Scale (CES-D; Radloff, 1977). Evidence for
construct validity and concurrent validity by clinical and
self-report criteria of this scale for the general population
is well documented (Radloff, 1977). The original CES-D
includes 20 items assessing four subdomains of major
depression symptoms: depressed affect, low positive
affect, somatic complaints, and interpersonal problems.
Primary maternal caregivers were asked to report the fre-
quencies at which they had experienced depressive
symptoms over the prior week on a four-point Likert scale
ranging from 0 (rarely or none of the time/less than one
day) to 3 (most or all of the time/5-7 days). Sample items
included “I felt lonely”, “I did not feel like eating”, and “I
felt people were unfriendly”. The possible total score
range was 0 – 60, with higher scores indicating higher
levels of depressive symptoms. The Cronbach’s alpha for
the current sample was 0.89.

Adolescents’ gender and family functioning [Control
variables]

Adolescents’ gender and their family functioning at the age-
12 interview were selected as control variables because
previous research has suggested that these variables tend to
affect adolescent behavior problems. For example, by
exploring changes in self-rated emotional and behavioral
problems in adolescents, Konowałek and Wolanczyk
(2018) found that male adolescents were more likely to
increase their externalizing behaviors; whereas, female
adolescents were at greater risk of internalizing their
behavioral problems. Regarding family functioning, there is
evidence that high levels of family functioning were sig-
nificantly associated with lower levels of caregiver depres-
sion which, in turn, was associated with lower levels of
adolescent internalizing and externalizing problems (Du &
Kim, 2020).

In our study, adolescents’ gender was coded as 1=male
and 0= female. Their family functioning was measured
using the 36-item Self-Report Family Inventory (SFI;
Beavers et al., 1990). Adolescents’ primary maternal care-
givers were asked to rate each statement (e.g., “Grownups
in the household compete and fight with each other,” “We
argue a lot and never solve problems”) on a five-point
Likert scale ranging from 1 (fits our household very well) to
5 (does not fit our household at all). The total scores can
range from 44 to 220, with higher scores indicating better
family functioning. The Cronbach’s α for the current sam-
ple was 0.85.

Data Analysis

All the analyses in this study were conducted using the R
computer program (R Core Team, 2019). Preliminary ana-
lyses including descriptive statistics and examination of
bivariate correlations among variables, were performed first.

The primary analyses that involved testing the mea-
surement model and the structural model were conducted
with the “lavaan” package (Rosseel, 2012) using R. We use
the full information maximum likelihood (FIML) method to
address missing data (<17%). In non-normality among
variables, the MLM estimator denoting maximum like-
lihood estimation with robust standard errors, and the
Satorra-Bentler scaled test statistic via R were utilized to
estimate the model parameters (Rosseel, 2012). Values of
TLI and CFI exceeding 0.95 indicated an adequate model fit
to the data (Hu & Bentler, 1999). An RMSEA value of less
than 0.05 indicated a close model fit, and values between
0.05 and 0.08 suggested an acceptable approximation
(Browne & Cudeck, 1992).

We started with estimating a proposed measurement
model. The proposed measurement model included four
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latent variables (i.e., caregiver social support, caregiver
depression, adolescent internalizing problems, and adoles-
cent externalizing problems). The relevant measures of
these variables acted as indicators in the model. Once a
measurement model with an adequate fit was confirmed, a
proposed structural model was tested to assess the hypo-
thesized relationships among the variables. In the structural
model, residential mobility and caregiver social support
were denoted as exogenous variables because other vari-
ables in the model could not predict them; adolescent
internalizing and externalizing behavior problems were
endogenous variables because they were dependent vari-
ables in this study and could be explained by one or more
other variables; caregiver depression served as a mediating
variable that would explain the process through which two
variables were related. Specifically, the model estimated the
direct paths among residential mobility through age 11,
caregiver social support at age 12, caregiver depression at
age 14, and adolescent internalizing and externalizing pro-
blems at age 16, as well as indirect paths in which caregiver
depression at age 14 played a mediation role.

Results

Correlations

Table 2 describes the correlations among primary variables
(adolescent internalizing problems, adolescent externalizing
problems, residential mobility, caregiver social support,
caregiver depression) and control variables (family func-
tioning and gender) in our study. Regarding primary vari-
ables, adolescent internalizing problems had a significant
and positive correlation with their externalizing problems
(r= 0.72, p < 0.001). Likewise, adolescent internalizing
problems had significant and positive correlations with
residential mobility (r= 0.11, p < 0.05) and caregiver
depression (r= 0.21, p < 0.001). On the other hand,

adolescent externalizing problems were only positively
correlated with caregiver depression (r= 0.18, p < 0.001).
They were not significantly correlated with residential
mobility or caregiver support. Furthermore, caregiver
depression was positively correlated with residential mobi-
lity (r= 0.15, p < 0.01) and negatively correlated with
caregiver social support (r=−0.40, p < 0.001). However,
residential mobility was not significantly correlated with
caregiver social support. In terms of control variables,
family functioning significantly correlated with other vari-
ables except gender, and gender was not significantly cor-
related with any variables.

Measurement Model

The initial measurement model of the current study
demonstrated an acceptable fit to the data (χ2 (84)=
159.111, p < 0.001; TLI= 0.947; CFI= 0.951; RMSEA=
0.054, 90% CI [0.049, 0.67]). All indicators in the initial
model had a factor loading that was larger than 0.50 and
were significant at the p < 0.001 level, except the positive
effect indicator for the latent variable called caregiver
depression. Given this indicator was not well mapped on its
latent variable in this study, it was excluded from the final
model. This operation is also supported by previous studies
demonstrating the advantages of deleting the four items
related to the positive effect of the original CES-D
(Edwards et al., 2010; Stansbury et al., 2006), the instru-
ment that was used to measure caregiver depression in this
study. Furthermore, the modification indices of the initial
measurement model suggested that the model fit could be
improved by allowing (1) the residuals of depressed affect
and somatic complaints of caregiver depression and (2) the
residuals of somatic complaints of caregiver depression and
delinquent behavior for the covariance of adolescent
externalizing problems. With the reduced number of indi-
cators and the incorporation of the error covariances, the
results of the final measurement model showed an excellent

Table 2 Intercorrelations and
descriptive statistics among
study variables and control
variables (N= 425)

1 2 3 4 5 6 7

1. Adolescent internalizing problems_16 –

2. Adolescent externalizing problems_16 0.72*** –

3. Residential mobility ≤11 0.11* 0.09 –

4. Caregiver social support_12 −0.00 −0.01 −0.07 −

5. Caregiver depression_14 0.21*** 0.18*** 0.15** −0.40*** −

6. Family functioning_12 −0.16** −0.17*** −0.12* 0.42*** −0.39*** –

7. Gender 0.04 0.09 −0.08 −0.07 −0.01 0.03 –

Range 31–84 32–91 2–10 34–96 0–51 74–174 –

M 48.88 52.89 4.53 79.11 11.03 144.85 –

SD 11.54 11.57 2.00 10.35 9.96 16.75 –

*p < 0.05, **p < 0.01, ***p < 0.001.
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fit for the observed data (χ2 (67)= 103.503, p < 0.05; TLI=
0.981; CFI= 0.986; RMSEA= 0.039, 90% CI [0.026,
0.049]). The final measurement model is presented in Fig. 1.

Structural Model

The results of the structural model are shown in Fig. 2 and
Table 3, explaining both direct and indirect effects of the
exogenous variables (residential mobility during childhood
and caregiver social support) on the endogenous variables
(internalizing and externalizing problems) through the
mediator (caregiver depression). The fit indices indicated
that the proposed model fit the data well (χ2 (79)= 131.194,
p < 0.001; TLI= 0.975; CFI= 0.981; RMSEA= 0.042,
90% CI [0.029, 0.051]).

Direct effects

As shown in Fig. 2, a total of eight direct paths were esti-
mated. Six of these direct paths were statistically significant:
(a1) the direct path from residential mobility to caregiver
depression was positively significant (β= 0.143, p < 0.01);
(a2) the direct path from caregiver social support to care-
giver depression was negatively significant (β=−0.359,

p < 0.01); (b1) the direct path from caregiver depression to
adolescent mental problems was positively significant (β=
0.280, p < 0.001); (b2) the direct path from caregiver
depression to adolescent behavioral problems was posi-
tively significant (β= 0.232, p < 0.01); (ć2) the direct path
from residential mobility to adolescent behavioral problems
was positively significant (β= 0.098, p < 0.05); (ć3) the
direct path caregiver social support to adolescent mental
problems was negatively significant (β=−0.151, p < 0.01).
These results showed that residential mobility had a direct
effect on adolescent externalizing problems but did not
directly relate to adolescent internalizing problems; care-
giver social support had a direct effect on adolescent
internalizing problems but did not directly relate to ado-
lescent externalizing problems; but, the two exogenous
variables (residential mobility and caregiver social support)
were both directly associated with the mediator (caregiver
depression) and the mediator was directly associated in the
SEM model with the two endogenous variables, adolescent
internalizing and externalizing problems, respectively.
Besides, high residential mobility was associated with
higher levels of caregiver depression, and lower levels of
caregiver social support were also associated with higher
levels of caregiver depression. Then higher levels of

Fig. 1 Measurement model with
standardized coefficients. χ2

(67)= 103.503, p < 0.05, TLI=
0.981, CFI= 0.986, RMSEA=
0.039, *p < 0.05, **p < 0.01,
***p < 0.001
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caregiver depression were positively associated with ado-
lescent internalizing and externalizing problems.

Indirect effects

As described in Table 3, there were four significant med-
iating effects: caregiver depression mediated (1) the rela-
tionship between residential mobility and internalizing

problems (β= 0.038, p < 0.01); (2) the relationship between
residential mobility and externalizing problems (β= 0.030,
p < 0.05); (3) the relationship between caregiver social
support and internalizing problems (β=−0.099, p < 0.01);
and (4) the relationship between residential mobility and
externalizing problems (β=−0.078, p < 0.01). The results
showed that greater residential mobility was significantly
associated with higher levels of caregiver depression, which
led to more adolescent internalizing and externalizing pro-
blems. However, higher levels of caregiver social support
could mitigate the levels of caregiver depression, which in
turn resulted in fewer adolescent internalizing and exter-
nalizing problems later. Moreover, the indirect effect sizes
of caregiver social support on adolescent internalizing (β=
−0.099) and externalizing (β=−0.078) problems were
greater than that of residential mobility on adolescent
internalizing (β= 0.038) and externalizing (β= 0.030)
problems, respectively.

Discussion

The primary focus of the current study was to investigate
the longitudinal effects of two main determinants of health
(residential mobility and caregiver social support) on a
range of individual health outcomes (caregiver depression,
adolescent internalizing problems, and adolescent externa-
lizing problems) among families exposed to disadvantaged
social and economic conditions, based on the theoretical
framework of social determinants of health and a life course
perspective. Overall, the results partially supported our

Table 3 Results of the mediated path analysis (standardized estimates)

β SE t p

Direct Effect

RM ≤ 11 → AIP_16 0.073 0.057 1.625 0.104

RM ≤ 11→ CD_14 0.143 0.030 2.701 0.007

RM ≤ 11 → AEP_16 0.098 0.069 1.983 0.047

CSS_12 → AIP_16 −0.151 0.092 −2.503 0.012

CSS_12 → CD_14 −0.359 0.025 −3.368 0.001

CSS_12 → AEP_16 −0.070 0.086 −1.250 0.211

CD_14 → AIP_16 0.280 0.053 3.541 <0.001

CD_14 → AEP_16 0.232 0.067 3.058 0.002

Indirect Effect

RM ≤ 11 → CD_14 → AIP_16 0.038 0.039 2.601 0.009

RM ≤ 11 → CD_14 → AEP_16 0.030 0.034 2.251 0.024

CSS_12 → CD_14 → AIP_16 −0.099 0.041 −3.202 0.001

CSS_12 → CD_14 → AEP_16 −0.078 0.042 −2.712 0.007

RM ≤ 11 Residential Mobility through age 11, AIP_16 Adolescent
Internalizing Problems at age 16, AEP_16 Adolescent Externalizing
Problems at age 16, CSS_12 Caregiver Social Support at age 12,
CD_14 Caregiver Depression at age 14.

Bold values indicates statistically significant P values.

Fig. 2 Structural model with
standardized path coefficients.
χ2 (79)= 131.194, p < 0.001,
TLI= 0.975, CFI= 0.981,
RMSEA= 0.042, *p < 0.05,
**p < 0.01, ***p < 0.001
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hypotheses. First, slightly different from H1 in which we
supposed high residential mobility would have a direct and
negative effect on caregiver depression as well as on both
adolescent internalizing and externalizing problems, the
findings showed that high residential mobility had direct
and negative effects on caregiver depression and adolescent
externalizing problems, but it was not directly associated
with adolescent internalizing problems. Specifically, the
direct association between residential mobility and care-
giver depression is consistent with prior studies that fre-
quent moving had adverse effects on mental health
outcomes among caregivers, including depression, stress,
and anxiety (Anderson et al., 2014; Magdol, 2002; Morris
et al., 2018; Roze et al., 2018). According to Magdol
(2002), residential mobility affects women more than men
because women generally suffer more stress from house-
work, childcare, and career sacrifices due to moving, which
predicts depression. Since 96.7% of caregivers in our study
were female and lived in disadvantaged families, it is not
surprising to see that caregivers with higher residential
mobility experienced higher levels of depressive symptoms.

Furthermore, adolescents who lived in a family with
frequent residential moves in early life showed more
externalizing problems during adolescence. This finding
supports prior research displaying a significant link between
childhood residential mobility and their outer-directed
behavioral problems during adolescence, such as physical
aggression, verbal bullying, drug use, and delinquent
behaviors (Jelleyman & Spencer, 2008; Stabler et al., 2015;
Voight et al., 2020; Webb et al., 2016). However, childhood
residential mobility was not directly associated with ado-
lescent internalizing problems in our sample; it was only
indirectly associated with adolescent internalizing problems
through caregiver depression. This finding contradicts with
previous studies that have found a significant direct rela-
tionship between childhood residential mobility and inner-
directed distress in adolescents (Susukida et al., 2016;
Tseliou et al., 2016). Nevertheless, our results conform to
Mok and colleagues’ work (2016) in which the adverse
influence of childhood residential mobility was particularly
strong for adolescent behavioral problems (e.g., antisocial,
substance misuse, and cannabis misuse). In contrast, the risk
of mental health problems (e.g., anxiety disorders) was
found to be little to none.

In H2, we hypothesized that lower levels of caregiver
social support would directly and negatively relate to
caregiver depression and both internalizing and externaliz-
ing problems. While the findings showed that lower levels
of caregiver social support were directly associated with
caregiver depression and adolescent internalizing problems,
caregiver social support was not directly linked to adoles-
cent externalizing problems, which aligns with previous
research (Angley et al., 2015; García‐Torres et al., 2020;

Kingston, 2013). Previous research highlighted that the
alleviation effect of social support on depression is parti-
cularly strong for individuals who have experienced major
disruptions (Weiss, 1974), which provides further support
for our findings because our sample came from families
exposed to disadvantaged social and economic conditions.
Although there is a consistent finding with previous studies
(Brown, 2015; Casale et al., 2015) demonstrating that
caregiver social support is a protective factor for adolescent
mental health, our finding of an insignificant connection
between caregiver social support and adolescent externa-
lizing behavioral health is discrepant from previous
research, where more caregiver social support predicted
fewer adolescent outer-directed behavioral problems (Mar-
shall et al., 2001; Miller-Graff et al., 2017). This may be
because the operationalization of caregiver social support in
this study is more related to the emotional provision of
social support for caregivers, including attachment (refers to
feelings of intimacy, peace, and security), social integration
(denotes a sense of belonging to a group), and reassurance
of worth (refers to having others validate one’s competence
and value). Weiss’ social provisions theory (1974) also
emphasizes the effects of social resources on individuals’
emotional and somatic symptoms (e.g., loneliness, dis-
turbed sleep, and generalized dissatisfaction) rather than
behavioral problems.

This study found that all of the mediating (indirect)
effects of the hypothesized model were significant, sup-
porting H3 and H4, which proposed caregiver depression
would mediate the direct effects of residential mobility and
caregiver social support, respectively, on both adolescent
internalizing and externalizing behavior problems. The
findings contribute to the literature by expanding the pre-
vious research to include the mediating effect of caregiver
depression on the relationship between residential mobility
and adolescent behavioral health outcomes. Previous
research was focused only on associations among unstable
family context (i.e., mobile parents’ compromised well-
being), high residential mobility, and children’s health
outcomes in general (Adam & Chase-Lansdale, 2002;
Anderson et al., 2014). We found that more frequent resi-
dential change was associated with caregiver depression,
which led to more adolescent internalizing problems and
externalizing problems, respectively (H3). Furthermore, the
results revealed that caregiver depression significantly
mediated the association between caregiver social support
and internalizing problems, as well as the association
between caregiver social support and externalizing pro-
blems (H4). These findings are consistent with prior studies.
For example, Casale et al. (2015) investigated the effects of
caregiver social support on adolescent psychological out-
comes among 2477 South African adolescents in two South
African AIDS-affected communities and found that the
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direct effects of caregiver social networks on adolescent
psychosocial well-being were mediated by caregiver mental
health. Our study highlights how social support reduces
caregiver depression symptoms which in turn is likely to
benefit children’s health behaviors. Moreover, the indirect
effect sizes of caregiver social support on adolescent mental
and behavioural problems were greater than those of resi-
dential mobility on adolescent internalizing and externaliz-
ing problems. This finding provides an important
implication that strengthening caregivers’ social support
may prevent the deterioration of their mental health and
children’s health outcomes in adolescence associated with
the adverse influence of childhood residential mobility.

Limitations

The findings described in this study should be taken with
consideration of the context of their limitations. First, this
study used purposive sampling, which means the sample
was not representative. The participants came from fragile
families and were maltreated, neglected, or in danger of
maltreatment and/or neglect. Thus, this sample might show
higher prevalence rates of residential mobility, lower social
support, and poorer health outcomes. Second, the measures
of all variables except residential mobility relied upon
caregivers’ self-reporting. Thus, response bias cannot be
avoided. Third, our structural model was limited to include
only one mediator in the family context: caregiver depres-
sion. In fact, the indirect pathways from residential mobility
and caregiver social support in early life to adolescent
health outcomes in later life may be intertwined with other
contextual factors, such as school and peers, particularly
considering that children interact not only with their family
units but also systems outside their families as they mature
(Catalano & Hawkins, 1996). Future research should con-
sider the additional mediating or moderating variables in the
model. Fourth, choosing the variables at different times
(i.e., residential mobility through age 11, caregiver social
support at age 12, caregiver depression at age 14, and
adolescent behavioral problems at age 16) rather than at
each age provides a better understanding of the timing and
links among variables in a specific temporal order regarding
child developmental periods (childhood/early adolescence
to middle adolescence to late adolescence). However, this
design cannot capture the changes that occur over time. This
may potentially produce some bias, as it does not consider
the contemporaneous and lagged correlations among the
variables (MacKinnon et al., 2007). For future research, we
suggest the use of longitudinal mediation models to handle
various correlations and temporal order. Additionally, our
structural model was limited to examine only one of the
possible relationships between residential mobility, parent
functioning, and adolescent behavioral health. In this study,

we hypothesized high residential mobility had a direct and
negative effect on caregiver depression, which further
impacted adolescent internalizing and externalizing pro-
blems. However, it should be noted that mothers with
greater depressive symptoms may have difficulty securing
consistent income, and thus, they may experience more
residential mobility as a result of their depressive symp-
toms. Therefore, future studies should examine alternative
directions of effects so as to better understand their com-
plicated associations with adolescent behavioral health.

In addition, we did not assess within-group differences
regarding the nature of mobility. A move can be a positive
response to housing-related problems and bring beneficial
changes for households, such as getting employment
opportunities, improving housing conditions, etc.; it can
also be a negative choice when households gain little by
moving and/or keep suffering from housing-related issues
after moving due to eviction, loss of financial resources,
divorce, or other involuntary reasons (Kang, 2019). Some
researchers have suggested that a failure to differentiate
health-selective migration from other passive migration may
confuse the relationship between mobility and health
(Morris et al., 2018). In contrast, only a few studies have
explicitly examined the effects of different kinds of mobility
on health. Blackman and colleagues (2003) suggested that
individuals experienced a decrease in depression when their
motives for relocation were voluntary and positive.
Woodhead and colleagues (2015) found that residents who
moved due to a lack of options for stable residence were
more likely to have poorer mental health compared to those
who experienced a desired move. This certainly warrants
further exploration of the motives and decisions behind
mobility to provide valuable empirical information in
explaining the associations between residential mobility,
caregiver social support, and a range of individual health
outcomes.

Implications

This study highlights the importance of residential stability
for family well-being and child development and redounds
to the social benefit of considering that we cannot have a
healthy society when half a million families or more are
homeless or struggling to attain residential stability. Highly
mobile families in poverty were vulnerable to numerous
internalizing and externalizing behavior problems and in
higher need of mental health screening and services,
increasing their risk of being homeless. Notably, families
experiencing homelessness have many common character-
istics to families in poverty, except the latter have inde-
pendent housing (Annor & Oudshoorn, 2019). Without
responsive structural support, it will be difficult for the
existing homeless families with children to escape
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homelessness and easy for vulnerable families in poverty to
enter homelessness. Evidence shows that the availability of
affordable housing significantly decreases a family’s dura-
tion of homelessness (Cobb-Clark et al., 2014). Contrast-
ingly, a lack of supportive policies and resources on
housing and other determinants of health (e.g., education,
employment, health care) may exacerbate adverse situations
among disadvantaged families. As such, we suggest that
policymakers secure the availability of affordable housing
by rethinking current tenant-landlord laws in the face of
rising public concerns about evictions and provide diverse
housing options, such as housing subsidies or supportive
housing, based on assessments of family needs. Policy-
makers should also consider reducing structural deficits
related to housing issues, including but not limited to high
unemployment rates, income inequality, discrimination, and
disparities in health care. In terms of the long-term negative
impacts of early-life residential instability on future health
outcomes of individuals and families, strengthening
housing-first policies and services that aim at helping people
move from emergency/transitional housing status to stable
housing as fast as possible is necessary. Housing first
principles have proven effective in promoting housing
retention and reducing homelessness (Collins et al., 2016;
Ly & Latimer, 2015).

Additionally, our findings recommend the use of inter-
ventions to address adolescent internalizing and externa-
lizing problems that include a focus on caregiver social
support and depression, especially when caregivers and
their children have greater residential mobility. The effec-
tiveness of intervention efforts designed to prevent adoles-
cent behavioral health problems may be improved by
providing social support for caregivers. Mental health
practitioners, school social workers, and psychiatrists must
continue to observe and record instances of adolescent
mental health and behavior problems and their caregiver’s
mental health, such as depression. This monitor is especially
important for adolescents and their caregivers who have
experienced greater residential mobility and lack of social
support. After screening the families living in dis-
advantaged housing status, social service providers may
consider prevention and intervention programs to capitalize
on support within these families’ existing social networks
and teach them general psychosocial skills (e.g., cognitive
behavioral therapy) in ameliorating environmental stress.
Furthermore, policymakers, school staff, and service pro-
viders working with families should consider high resi-
dential mobility as an important risk factor for children and
adolescents and should consider social support for care-
givers to address the internalizing and externalizing pro-
blems among their children. Given the bidirectional nature
of social support – meeting individual’s emotional and
instrumental social support needs and influencing their

perceived responsibility to offer support to others, support
groups may be particularly useful because they can be
sources of available community, information, and accep-
tance for people similar experiences. Belonging to these
groups may provide an element of support that augmented
other-network support; meanwhile, in support groups,
people have opportunities to offer support to others, reas-
sure their worth, and attain reliable alliances, thus improv-
ing their mental health.

Conclusion

By applying social determinants of health and a life-course
perspective, our longitudinal analysis revealed that frequent
residential mobility as a risk factor has a negative long-term
impact on caregivers’ mental health and their children’s
internalizing and externalizing problems. In contrast, care-
giver social support as a protective factor reduces the
negative impact on overall individual health outcomes.
Highly mobile children and their caregivers were found to
be vulnerable to numerous negative health outcomes and in
high need of mental and behavioral health support and
services. These findings inform important policy and prac-
tice implications on social support for mobile caregivers to
address their children’s mental and behavioral problems.
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Data Archive on Child Abuse and Neglect.
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