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Abstract We followed Latino infants prospectively
through age 1 to determine whether maternal foreign-born
status conferred a protective advantage against reported
and substantiated maltreatment across Hispanic-origin
groups, and whether the likelihood an infant was reported
or substantiated for maltreatment varied by Hispanic origin. We drew data for all Latino infants born in California
between 2000 and 2006 (N = 1,909,155) from populationbased birth records linked to child protective services data.
We used v2 tests to assess distributional differences in
covariates and utilized generalized linear models to estimate the adjusted relative risk of report and substantiation
in models stratified by nativity. We observed significant
health advantages in reported and substantiated maltreatment for infants of foreign-born mothers within every
Hispanic-origin group. Risks of report and substantiation
among infants of Mexican and Central/South American
mothers were consistently lower than Puerto Rican and
Cuban mothers despite socioeconomic disadvantage. The

presence of disparities among Hispanic-origin groups in
child maltreatment report and substantiation during infancy
has implications for the health of Latinos across the life
course. Further research is warranted to unravel the complex processes underlying observed relationships.
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Introduction
Latino children represent the fastest growing child population in the United States and in the public child protection
system. National data indicate that the percentage of children confirmed as victims of maltreatment who are of
Latino ethnicity increased from 14.2 % in 2000 to 22.1 %
in 2011, [1] consistent with growth in the US child population. Latinos are highly diverse with regard to nativity,
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place of origin, socioeconomic status (SES), and cultural
orientation. However, with few exceptions, Latino children
who come to the attention of the US child protective service (CPS) system have been studied as a pan-ethnic group,
with comparisons limited to children of other races. This is
primarily because indicators that would differentiate Latino
subgroups are not routinely collected in CPS data.
Child maltreatment is a persistent social problem deeply
rooted in social, economic, and cultural contexts. In 2011,
approximately 675,000 children were confirmed as maltreated by CPS agencies in the United States [1]. With a
total lifetime cost of confirmed victims of child maltreatment estimated at $124 billion each year [2], the prevention
of child maltreatment is a significant public health goal [3].
Among maltreated children, infants are at greatest risk of
victimization at 21.2 per 1,000. The relation of child
maltreatment to a broad range of emotional, behavioral,
and physical health consequences is well established in the
research literature [4]. Consequences vary based on factors
such as the child’s age at victimization, the duration and
severity of maltreatment, and co-occurrence with other
adverse exposures such as parental mental illness, caregiver substance abuse, or domestic violence [4]. Infants are
particularly vulnerable to the consequences of maltreatment given their dependence on caregivers during a critical
period of human development, as maltreatment that occurs
during infancy has a disproportionate effect on a child’s
development and infants suffer injury and death more often
than other age groups [1, 5, 6].
Though studies inclusive of Hispanic-group origin have
been largely absent from the literature, the few studies of
CPS-involvement among Latinos inclusive of parent or
child nativity indicate important subgroup variations in the
prevalence of risk factors and substantiation patterns [7–9].
These studies suggest that while risk factors associated
with maltreatment are less likely to be present in foreignborn Latino families when compared to US-born Latino
families, substantiation patterns vary [7–9]. For example,
one study observed decreased odds of substantiation among
families with at least one immigrant parent [9] while no
significant differences in substantiation were observed in
other studies [7, 8]. A recent study arising from populationlevel linkages of birth records to CPS records in California
revealed patterns of CPS-involvement among young Latino
children consistent with the Latino health paradox [10].
Specifically, after adjusting for other risk factors, lowincome infants of US-born Latina mothers had significantly
lower rates of reported and substantiated maltreatment
when compared to low-income white infants; infants of
immigrant Latinas had lower rates of maltreatment than
those born to either US-born Latina or white mothers.
Notably, a growing body of literature on Latino health
points to important variations in health indicators based on
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Hispanic origin, whereby Mexicans tend to experience
health advantages and Puerto Ricans tend to demonstrate
poorer health [11]. Given the remarkable growth and
diversification of the Hispanic-origin populations living
within the United States, research is needed to elucidate the
social mechanisms and cultural processes that create and
sustain disparities in child maltreatment [4].
Epidemiologic data represent a valuable tool to both
enhance the field’s understanding of the diversity of Latino
children and families who come to the attention of the CPS
system and to provide population-level monitoring of the
success of prevention efforts over time. In the current
study, we sought to examine two critical yet unexplored
issues using population-based birth records linked to infant
CPS data for all Latino children born in California between
2000 and 2006. Latino infants were followed from birth
through age 1 to determine: (1) whether maternal foreignborn status conferred a consistent protective advantage
against reported and substantiated maltreatment risks
across Hispanic-origin groups, and (2) whether the likelihood an infant was reported or substantiated for maltreatment varied by Hispanic origin, both before and after
adjusting for maternal, infant, and socioeconomic indicators associated with CPS-involvement [12–14].
Note that ‘‘Hispanic’’ and ‘‘Latino’’ are used interchangeably in this study.

Methods
Dataset
This study is based on a Latino subset of a larger California
dataset constructed by linking vital birth records to CPS
records [14, 15]. Records were matched using probabilistic
linkage software (Link Plus version 2.0), with potential
record pairs established based on a combination of unique
(e.g., maternal SSN) and non-unique (e.g., child first and
last name, child date of birth) personal identifiers common
to both files. After record pairs were generated, match
score thresholds were established for determining a record
pair to be a match or a non-match. All pairs falling between
the lower- and upper-bound scores were clerically
reviewed before a final match assignment was made. Our
analytic dataset consisted of all California births occurring
between 2000 and 2006 where maternal race/ethnicity was
coded as Hispanic origin (N = 1,909,155). For each child,
we longitudinally documented CPS-involvement through
age 1. This study received approval from state and university committees for the protection of human subjects
and was reviewed by the California Vital Statistics Advisory Committee.
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Variables

Analysis

Dependent Variable

We report covariate characteristics for all infants born to
Hispanic mothers between 2000 and 2006. Covariates are
stratified by maternal origin and birth place; v2 tests are
used to assess distributional differences among infants born
to foreign-born versus US-born mothers within each
country/region of origin. We also present the rates of
reported infant maltreatment (per 1,000) for each maternal
Hispanic-origin group, as well as adjusted relative risks
(RR) and 95 % confidence intervals (CI). Adjusted relative
risks provide a means of comparing the probability of an
event between one group relative to a reference group after
adjusting (controlling) for the effects of other observable
risk factors. These data are presented separately for infants
with foreign- versus US-born mothers. We then presented
these same statistics for the subset of infants for whom a
report was substantiated by CPS. We utilized generalized
linear models to estimate the adjusted relative risk of report
and substantiation [16, 17], with a Poisson distribution, log
link, and robust standard error adjustment. We excluded
the ‘‘other Hispanic’’ group from our multivariable analyses given our inability to determine meaningful origin/
background information for women in the ‘‘other Hispanic
group.’’ All statistical analyses were conducted using StataSE version 12 (StataCorp).

We defined two dichotomous measures of infant CPSinvolvement based upon: (1) whether any report of alleged
abuse or neglect was made or not during the first year of life
(reported, not reported) and (2) whether any report of alleged
abuse or neglect was substantiated during the first year of life
(substantiated, not substantiated). In California, substantiation refers to a maltreatment report determined by a CPS
investigator to constitute child abuse or neglect based upon
evidence that makes it more likely than not that maltreatment
occurred (Penal Code Sections 11165.12, 11165.6).
Independent Variable
Infants were categorized based on self-reported maternal
Hispanic origin in the birth record (Mexican, Puerto Rican,
Cuban, Central/South American, Other Hispanic). We
further stratified analyses based on maternal nativity (foreign-born, US-born).
Covariates
Covariates derived from birth records were used to explore
subgroup variations in correlates of CPS-involvement.
These included maternal characteristics and health behavior, infant characteristics and birth outcomes, and measures
correlated with SES. Maternal characteristics and health
behavior include maternal age (B19, 20–24, 25-29, C30);
number of children (one, two, three or more); and initiation
of prenatal care (first trimester, second trimester, third
trimester, no prenatal care). Infant characteristics and birth
outcomes include infant gender (male, female); infant birth
weight (low: \2,500 g, normal: 2500–3999 g, macrosomic: C4000 g); and birth abnormality (one or more abnormalities, none). Measures of SES include maternal
education (high school degree or less, some college, college?); paternity (missing, established); and birth payment
method (public, private).
Rates of missing values for all covariates were low,
ranging from\0.01 % (for gender) to 1.58 % (for maternal
education). It should be noted that among women giving
birth without health insurance in California, infants are
retroactively enrolled in the state’s public health insurance
program and therefore fall in the public birth payment
group. Paternity was coded based on whether or not a
father was named on the birth record. In California,
paternity is established through marriage or when a father
signs a voluntary declaration of paternity in the hospital.
The presence of a recorded abnormality at birth was
gleaned from a list of newborn health codes.
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Results
Table 1 characterizes Latino infants born in California
between 2000 and 2006 (n = 1,909,155) by maternal
Hispanic origin and nativity. Overall, the majority of
infants were of Mexican heritage (87.4 %; n = 1,668,200),
followed by Central or South American (9.7 %;
n = 184,310), ‘‘other Hispanic’’ (1.9 %; n = 37,139),
Puerto Rican (0.8 %; n = 14,438), and Cuban (0.3 %;
n = 5,068). A majority of infants (63.4 %; n = 1,210,439)
were born to foreign-born mothers.
Within each Hispanic-origin subgroup, infants of USborn mothers were more frequently born to adolescent
mothers and less likely to have paternity established when
compared to their foreign-born counterparts. Other birth
record covariates produced less consistent findings. For
example, lower proportions of infants born to foreign-born
Mexican and Central/South American mothers were of low
birth weight or had birth abnormalities when compared to
infants born to US-born mothers within the same Hispanicorigin groups, trends that were not observed for infants of
Puerto Rican or Cuban mothers. Differences also emerged
in markers of SES: US-born Mexican mothers had more
formal education and were less frequently publicly insured
when compared to foreign-born Mexican mothers, while
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Table 1 Birth characteristics by maternal Hispanic-origin and nativity, California 2000–2006
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\0.001
v2 tests were used to compare the distribution of each birth record covariate for Foreign-born versus. US-born birth mothers within Hispanic-origin groups
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Table 1 continued
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foreign-born Puerto Rican, Cuban, and other Hispanic
mothers were typically more formally educated and more
often privately insured than their US-born counterparts.
Table 2 presents rates per 100 and relative risks of
reported maltreatment among Latino infants stratified by
maternal nativity. Between 2000 and 2006, 4.4 %
(n = 83,348) of children born to Hispanic mothers were
reported to child protective services for possible maltreatment before age 1. Across Hispanic-origin groups, infants of
US-born mothers were significantly more likely to be
reported (7.2 %) than were infants of foreign-born mothers
(2.7 %). Variation was observed both between and within
foreign-born and US-born Hispanic-origin groups with
regard to maltreatment report dynamics: infants of foreignand US-born Puerto Rican mothers had the highest prevalence of reports (6.2 and 10.0 %) followed by infants of
Mexican (2.7 and 7.2 %), Cuban (3.0 and 6.5 %) and Central/South American mothers (2.9 and 4.8 %).
After adjusting for characteristics at birth among the
foreign-born cohort, we observed increased risks of
reported maltreatment among infants born to Puerto Rican
(RR: 2.80; 95 % CI 2.41, 3.24), Cuban (RR: 2.03; 95 % CI
1.53, 2.67), and Central/South American (RR: 1.22; 95 %
CI 1.18, 1.25) mothers versus the Mexican-origin group.
Differential risks of reported maltreatment given maternal
Hispanic origin were also observed in fully adjusted
models within the US-born cohort. However, when contrasted with the foreign-born cohort, relative risk estimates
were attenuated for infants of US-born Puerto Ricans (RR:
1.59; 95 % CI 1.51, 1.68) and Cubans (RR: 1.43; 95 % CI
1.26, 1.61) and non-significant for Central/South Americans when compared to infants of Mexican origin.
Table 3 presents rates per 100 and relative risks of
substantiated maltreatment among Latino infants stratified
by maternal nativity. Overall, 1.5 % (n = 29,384) of
Hispanic-origin infants born in California between 2000
and 2006 were substantiated as victims of abuse or neglect
before age 1. Infants of US-born mothers were more likely
to be substantiated than were infants of foreign-born
mothers across all groups. Infants of US-born Puerto Rican
mothers had the highest prevalence of substantiations
(3.7 %) followed by infants of Mexican (2.8 %), Cuban
(2.8 %), and Central/South American (1.5 %) origin.
Among infants of foreign-born mothers, the substantiation
risk was similarly graded.
Consistent with adjusted models of reported maltreatment for foreign-born mothers, infants of Puerto Rican
(RR: 3.24; 95 % CI 2.53, 4.17), Cuban (RR: 2.45; 95 % CI
1.49, 4.03), and Central/South American (RR: 1.19; 95 %
CI 1.12, 1.26) origin were at increased risk of substantiation relative to infants of Mexican origin. Relative risk
measures for substantiation associated with Hispanic origin were similarly attenuated in the US-born cohort when
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Table 2 Rates (per 100) and adjusted relative risk of reported maltreatment among infants between birth and age 1 by Hispanic-origin and
maternal nativity, California 2000–2006
Foreign-born mothers (N = 1,208,411)

US-born mothers (N = 663,605)

rate per 100

Adj. RR

(95 % CI)

Rate per 100

2.7

–

–

Mexican
Puerto Rico

2.7
6.2

Ref.
2.80***

–
(2.41, 3.24)

Cuban

3.0

2.03***

Central/S. American

2.9

B19 years
20–24 years

Adj. RR

(95 % CI)

–

–

7.2
10.0

Ref.
1.59***

–
(1.51, 1.68)

(1.53, 2.67)

6.5

1.43***

(1.26, 1.61)

1.22***

(1.18, 1.25)

4.8

0.98

(0.93, 1.04)

4.4

3.04***

(2.91, 3.16)

8.8

1.46***

(1.42, 1.51)

2.6

1.50***

(1.45, 1.55)

7.3

1.05***

(1.02, 1.08)

25–29 years

2.4

1.13***

(1.10, 1.17)

6.5

0.96**

(0.94, 0.99)

30? years

2.5

Ref.

–

6.2

Ref.

–

1

1.9

Ref.

–

4.9

Ref.

–

2

2.1

1.61***

(1.56, 1.67)

5.6

1.48***

(1.44, 1.52)

3?

3.8

3.45***

(3.34, 3.57)

12.0

2.82***

(2.75, 2.90)

1st Trimester

2.5

Ref.

–

Ref.

–

2nd Trimester
3rd Trimester

3.5
3.9

1.18***
1.25***

(1.14, 1.21)
(1.18, 1.32)

11.8
18.0

1.48***
1.94***

(1.44, 1.51)
(1.87, 2.01)

No Prenatal Care

6.4

1.99***

(1.89, 2.09)

28.3

2.74***

(2.66, 2.82)

Male

2.7

1.03**

(1.01, 1.06)

7.3

1.02

(1.00, 1.04)

Female

2.7

Ref.

–

7.1

Ref.

–

Low (\2,500 g)

4.4

1.46***

(1.40, 1.52)

1.38***

(1.34, 1.42)

Normal (2,500–3,999 g)

2.6

Ref.

–

7.0

Ref.

–

Macrosomic (C4,000 g)

2.5

0.94**

(0.91, 0.98)

5.6

0.85***

(0.82, 0.88)

12.1

All Hispanic births

7.2

Origin

Maternal age

Number of Children

Prenatal care
5.5

Gender

Birth weight
12.4

Birth abnormality
Abnormality

4.1

1.37***

(1.31, 1.43)

1.37***

(1.33, 1.41)

None

2.6

Ref.

–

6.8

Ref.

–

2.9

1.57***

(1.45, 1.71)

9.1

3.62***

(3.35, 3.90)

Maternal education
High School or Less
Some College

1.9

1.49***

(1.36, 1.63)

3.7

2.25***

(2.08, 2.43)

College?
Paternity

1.0

Ref.

–

1.1

Ref.

–

Missing

6.6

2.45***

(2.38, 2.52)

Established

2.4

Ref.

–

Public

3.1

1.39***

(1.35, 1.44)

Private

1.8

Ref.

–

18.1
5.5

2.15***

(2.10, 2.19)

Ref.

–

Insurance Coverage
10.7
3.9

1.78***

(1.74, 1.82)

Ref.

–

Ref reference group, Adj adjusted, CI confidence interval
* P \ 0.05; ** P \ 0.01; *** P \ 0.001

compared to the foreign born cohort. Within the US-born
cohort, risk of report substantiation was higher for infants
of Puerto Rican (RR: 1.50; 95 % CI 1.37, 1.64) and Cuban

(RR: 1.62; 95 % CI 1.33, 1.97) mothers when compared to
infants of Mexican heritage but lower for infants of Central/South American (RR: 0.89, 95 % CI 0.80, 0.98) origin.
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Table 3 Rates (per 100) and adjusted relative risk of substantiated maltreatment among infants between birth and age 1 by Hispanic-origin and
maternal nativity, California 2000–2006
Foreign-born mothers (N = 1,208,411)

US-born mothers (N = 663,605)

Rate per 100

Adj. RR

(95 % CI)

Rate per 100

0.8

–

–

Mexican
Puerto Rico

0.8
2.3

Ref.
3.24***

Cuban

1.1

Central/S. American

Adj. RR

(95 % CI)

2.8

–

–

–
(2.53, 4.17)

2.8
3.7

Ref.
1.50***

–
(1.37, 1.64)

2.45***

(1.49, 4.03)

2.8

1.62***

(1.33, 1.97)

0.9

1.19***

(1.12, 1.26)

1.5

0.89*

(0.80, 0.98)

B19 years

1.2

2.89***

(2.67, 3.12)

2.7

1.01

(0.95, 1.07)

20–24 years

0.9

1.72***

(1.62, 1.82)

2.9

0.93***

(0.89, 0.97)

25–29 years

0.7

1.18***

(1.12, 1.25)

2.7

0.90***

(0.86, 0.94)

30? years

0.7

Ref.

–

2.8

Ref.

–

1

0.6

Ref.

–

1.5

Ref.

–

2

0.6

1.67***

(1.57, 1.79)

2.0

1.61***

(1.54, 1.69)

3?

1.2

3.82***

(3.58, 4.06)

5.3

3.25***

(3.10, 3.40)

1st Trimester

0.7

Ref.

–

1.8

Ref.

–

2nd Trimester
3rd Trimester

1.1
1.4

1.31***
1.49***

(1.24, 1.38)
(1.35, 1.64)

4.8
8.8

1.75***
2.64***

(1.68, 1.81)
(2.49, 2.78)

No Prenatal Care

3.0

2.99***

(2.76, 3.23)

18.4

4.55***

(4.36, 4.75)

Male

0.8

1.07**

(1.03, 1.11)

2.8

1.03*

(1.01, 1.06)

Female

0.8

Ref.

–

2.7

Ref.

–

Low (\2,500 g)

1.7

1.70***

(1.58, 1.83)

6.2

1.57***

(1.50, 1.65)

Normal (2,500–3,999 g)

0.8

Ref.

–

2.6

Ref.

–

Macrosomic (C4,000 g)

0.6

0.81***

(0.75,0.88)

0.73***

(0.68, 0.77)

All Hispanic Births
Origin

Maternal Age

Number of Children

Prenatal care

Gender

Birth weight

1.8

Birth Abnormality
Abnormality

1.6

1.64***

(1.53, 1.77)

6.4

1.64***

(1.57, 1.72)

None

0.8

Ref.

–

2.5

Ref.

–

0.9

2.39***

(1.98, 2.89)

3.6

5.27***

(4.53, 6.13)

Maternal Education
High School or Less
Some College

0.5

2.11***

(1.72, 2.58)

1.2

2.72***

(2.33, 3.17)

College?
Paternity

0.2

Ref.

–

0.3

Ref.

–

Missing

2.5

3.26***

(3.10, 3.42)

8.6

2.68***

(2.60, 2.76)

Established

0.7

Ref.

–

1.9

Ref.

–

Public

0.9

1.29***

(1.22, 1.37)

4.3

1.84***

(1.77, 1.90)

Private

0.5

Ref.

–

1.4

Ref.

–

Insurance Coverage

Ref reference group, Adj adjusted, CI confidence interval
* P \ 0.05; ** P \ 0.01; *** P \ 0.00

As was true in our model of reported maltreatment, initiation of prenatal care after the first trimester, low birth
weight, the presence of a birth abnormality, maternal
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education less than a college degree, lack of established
paternity, and public insurance utilization were significant
predictors of substantiation.
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Discussion
Our study documents significant within-group heterogeneity among Latinos in the risk of reported and substantiated maltreatment, and the maternal, infant, and
socioeconomic correlates of CPS-involvement. The prevalence of reported and substantiated maltreatment was
significantly lower for infants of foreign born mothers
within every Hispanic-origin group, even after adjusting
for other factors. This reduced risk of CPS-involvement
across Hispanic-origin groups aligns with previous
research involving these data that found children of
immigrants were less likely to be reported or substantiated
as victims of maltreatment than children of US-born
mothers [10, 14]. Our findings are also consistent with the
broader health literature that has identified health advantages among immigrants in the United States [18]. In this
study, infants of foreign-born mothers were more likely to
have paternity established at birth and less likely to be born
to adolescent mothers, trends we observed across Hispanic
origin groups. Yet, important variations also emerged
between Hispanic origin groups by a number of other
covariates. Notably, infants of Puerto Rican mothers had
the highest rates of reported and substantiated maltreatment
when compared to other Hispanic-origin and nativity
groups. This trend comports with patterns in infant mortality rates that have been observed for Latino subgroups
over the past decade [19–21] and with discernible health
disparities observed among Puerto Ricans in adult health
[11, 22]. Another variation consistent with past research
concerns the lower frequency of low birth weight and birth
abnormalities among infants born to immigrant Mexican
mothers when compared to infants of US-born mothers of
the same origin despite lower SES and poorer utilization of
prenatal care [23–25]. Our findings suggest that these
paradoxical relationships, which historically have been
observed in maternal and child health among Mexicanorigin populations, also extend to CPS-involvement among
infants in the first year of life.
A goal of the study was to determine if Hispanic-origin
group disparities exist in the risk of reported and substantiated maltreatment among infants of foreign-born and USborn Latino mothers, after adjusting for covariates. We
observed decreased risks of child maltreatment reporting
and substantiation among Mexican and Central/South
American families when compared to other Latino subgroups. Such differences may be explained by variation in
the distribution of unmeasured risk factors for CPS
involvement such as substance use and mental health
concerns [26, 27] and domestic violence [28–34]. For
example, data from national studies suggest that Mexican,
Central/South American, and Cuban women are less likely
to have a history of substance abuse disorders and
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psychiatric disorders when compared to Puerto Rican
women [27] with Mexican groups afforded foreign nativity
advantages in these conditions [35–37] that are not extended to all other Latino subgroups [18, 26, 36]. Moreover,
Mexicans and Central Americans are the largest Hispanicorigin populations within California, and many reside
within well-established ethnic communities [38, 39].
Lower rates of reported and substantiated maltreatment
among infants of foreign-born Mexicans and US-born
Mexican and Central/South Americans, respectively, may
be related to the protective benefits that exist within ethnic
communities that, despite low SES, confer social support
and resources that prevent CPS system involvement [40].
While infants of US-born and foreign-born mothers
were characterized by similar risks of CPS-involvement
(e.g., young maternal age, the absence of established
paternity), the risk associated with low maternal education
was substantially higher in the US-born cohort when
compared to the foreign-born cohort, even after adjusting
for other covariates. Moreover, within the US-born cohort,
the relative risk estimates associated with low maternal
education were substantially greater than other risks for
substantiation. The finding that education is a more powerful determinant of CPS-involvement for US-born Latinos
than immigrants is consistent with past research that has
identified more modest social gradients in health within
foreign-born populations when compared to their US-born
counterparts [41, 42]. Modest gradients among immigrants
have been attributed to the migration of healthy individuals
of limited education (i.e., the ‘‘healthy migrant’’ hypothesis) and the fact that some unhealthy behaviors require a
minimum level of income and/or occupational status.
Conversely, among infants of US-born mothers, limited
maternal education may reflect a number of unmeasured
factors that inform parenting capacity including differences
in employment conditions and occupational status, cognitive skills, sense of control over life, social-psychological
resources, health behavior, and differential diffusion of
health information through social networks [43, 44]. Given
the role of Hispanic origin and acculturative status in distinguishing gradients, future research is needed to determine how the SES-CPS relationship varies across Latino
subgroups by nativity and other markers of cultural orientation [22].
Our results also indicate that Hispanic-origin group
differences vary by nativity given that relative risk estimates for CPS-involvement were attenuated in the US-born
cohort when compared to the foreign-born cohort. These
findings suggest that among immigrants, Hispanic group
membership likely captures a host of unmeasured factors
related to the distinct histories and migration patterns of
Hispanics in the United States. For example, since Puerto
Ricans experience fewer obstacles to migration to the US
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when compared to other groups, they may share a health
profile similar to their islander counterparts. Attenuation of
the ‘‘healthy migrant’’ effect may subsequently place
Puerto Ricans at greater vulnerability for poorer outcomes
when compared to other Hispanic-origin groups [18].
Future research should seek to determine the extent to
which these hypotheses explain Hispanic subgroup
differences.
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A strength of this study lies in its demonstration of the
considerable heterogeneity within and between Hispanicorigin/nativity groups. Future research should seek to
include elements such as cultural orientation, generation in
the US, social support, and citizenship status as well as
country specific data for Central and South American
regions to better identify important differences among
Hispanic-origin groups.

Limitations
Conclusion
Despite the strengths of this large-scale, population-based
examination of reported and substantiated infant maltreatment, several limitations inherent to administrative data
sources must be considered when interpreting findings. First,
our analysis is based on a dataset constructed by linking vital
birth records to CPS records. Systematic differences in the
quality of information collected in these two data sources
may have influenced our examination of reported and substantiated maltreatment by Hispanic-origin and maternal
nativity. Second, our analysis may suffer from a possible
undercount of births to foreign-born mothers arising from
initiatives that have reduced immigrant participation in
public programs [45–48] and may have had implications for
counts of hospital births to foreign-born mothers in California, particularly among women without documentation.
Other potential sources of bias stem from variable exposure
windows in which an infant could be reported to CPS given
differential patterns of eligibility, access, and utilization of
various health and social services [49, 50] and the mobility of
groups to and from California in cyclical patterns responsive
to US labor demand [51, 52].
An undercount of Latino births in the US-born cohort may
have also influenced our findings when Hispanic origin was
not indicated in the birth record. Survey research suggests
that while a majority (51 %) of Latinos identify with their
family’s country of origin, important differences in selfidentification exist based on generation in the US, education
level, and language dominance [53]. Notably, nearly half
(48 %) of third or higher generation Latinos report ‘‘American’’ when given a choice among Hispanic country of origin, Hispanic/Latino, or American identities [53]. Moreover,
it is possible that a single choice from the categories provided
in the birth record did not capture the cultural identity of all of
the Latina women in the study, leading some women to
choose a pan-ethnic ‘‘other Hispanic’’ label.
Finally, this study is only able to address variations in
CPS-involvement and assumes that this reflects actual
underlying abuse or neglect dynamics. However, it is
important to note that substantiation is solely a measure of
observed maltreatment as determined by a CPS investigator, rather than a measure of actual maltreatment in the
general population.
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Recognition of the diversity among Latinos in child maltreatment dynamics in prevention strategies is essential to
advancing the health and well-being of Latinos throughout
the life course. In this study, we observed significant
nativity and Hispanic-origin disparities in child maltreatment report and substantiation among Latino children
during the first year of life, a critically important developmental period marked by infant dependence on caregivers for survival. Our major findings comport with
studies that have observed better health outcomes among
foreign-born Latinos when compared to US born Latinos,
poorer infant health among Puerto Ricans when compared
to other Hispanic-origin groups, and paradoxical birth
weight relationships among Mexican-origin populations.
The Centers for Disease Control’s (CDC) National Center
for Injury Prevention and Control recently launched
Essentials for Childhood, a complement to the Public
Health Leadership for Child Maltreatment Prevention Initiative toolkit, which assists state departments in enhancing
their child maltreatment prevention efforts through existing
public health infrastructure [54]. State and local level
information regarding the diversity of Latino children and
families that come to the attention of CPS is crucial to the
success of this and other strategic prevention strategies.
Therefore, replication of these analyses in other states and
jurisdictions will be necessary to build knowledge that
reflects the heterogeneity of local CPS dynamics and
Latino populations. Additional research is also needed to
examine the unique composition of SES, cultural, and risk
and protective characteristics within each Hispanic-origin/
nativity group to inform group specific child maltreatment
prevention efforts.
Acknowledgments This analysis was funded by First 5 LA through
a grant to the Children’s Data Network. The authors would like to
acknowledge colleagues who assisted in the preparation of data
underlying this analysis from the California Child Welfare Indicators
Project, and the California Department of Social Services. Ongoing
infrastructure support for the Child Welfare Indicators Project is
provided by the California Department of Social Services and the
Stuart Foundation; the Children’s Data Network is funded by First 5
LA and the Conrad N. Hilton Foundation. The authors gratefully
acknowledge Mindi Moses for her editorial assistance.

Matern Child Health J (2015) 19:958–968

References
1. US Department of Health and Human Services. Child Maltreatment. Children’s Bureau. http://www.acf.hhs.gov/programs/cb/
resource/child-maltreatment-2011. Published December 12,
2012. Accessed November 12, 2013.
2. Fang, X., Brown, D. S., Florence, C. S., & Mercy, J. A. (2012).
The economic burden of child maltreatment in the United States
and implications for prevention. Child Abuse Neglect, 36(2),
156–165.
3. Centers for Disease Control and Prevention. Preventing child
maltreatment through the promotion of safe, stable, and nurturing
relationships between children and caregivers. http://www.cdc.
gov/violenceprevention/pdf/cm_strategic_direction–long-a.pdf.
Accessed November 12, 2013.
4. Institute of Medicine. New directions in child abuse and neglect
research. http://www.iom.edu/Reports/2013/New-Directions-inChild-Abuse-and-Neglect-Research.aspx. Published September
12, 2013. Accessed November 12, 2013.
5. Schnitzer, P., & Ewigman, B. (2005). Child deaths resulting from
inflicted injuries: Household risk factors and perpetrator characteristics. Pediatrics, 116(5), 687–693.
6. Sorenson, S., & Peterson, J. (1994). Traumatic child death and
documented maltreatment history Los Angeles. American Journal of Public Health, 84(4), 623–627.
7. Dettlaff, A. J., Earner, I., & Phillips, S. D. (2009). Latino children
of immigrants in the child welfare system: Prevalence, characteristics, and risk. Children and Youth Services Review, 31(7),
775–783.
8. Dettlaff, A. J., & Johnson, M. A. (2011). Child maltreatment
dynamics among immigrant and U.S. born Latino children:
Findings from the National Survey of Child and Adolescent Wellbeing. Children and Youth Services Review, 33(6), 936–944.
9. Johnson-Motoyama, M., Dettlaff, A. J., & Finno, M. (2012).
Parental nativity and the decision to substantiate: Findings from a
study of Latino children in the second National Survey of Child
and Adolescent Well-being(NSCAW II). Children and Youth
Services Review, 34(11), 2229–2239.
10. Putnam-Hornstein, E., Needell, B., King, B., & Johnson-Motoyama, M. (2013). Racial and ethnic disparities: A population-based
examination of risk factors for involvement with child protective
services. Child Abuse Neglect, 37(1), 33–46.
11. Hajat, A., Lucas, J. B., & Kington, R. (2000). Health outcomes
among Hispanic subgroups: Data from the National Health
Interview Survey, 1992–95. Advance Data, 310, 1–14.
12. Wu, S. S., Ma, C.-X., Carter, R. L., et al. (2004). Risk factors for
infant maltreatment: A population-based study. Child Abuse
Neglect, 28, 1253–1264.
13. King, B., Lawson, J., & Putnam-Hornstein, E. (2013). Examining
the evidence: Reporter identity, allegation type, and sociodemographic characteristics as predictors of maltreatment substantiation. Child Maltreatment, 18(4), 232–244.
14. Putnam-Hornstein, E., & Needell, B. (2011). Predictors of child
welfare contact between birth and age five: An examination of
California’s 2002 birth cohort. Children and Youth Services
Review, 33(11), 2400–2407.
15. Putnam-Hornstein, E., Webster, D., Needell, B., & Magruder, J.
(2011). A public health approach to child maltreatment surveillance: Evidence from a data linkage project in the United States.
Child Abuse Review, 20(4), 256–273.
16. McCullagh, P., & Nelder, J. A. (1989). Generalized linear models
(2nd ed.). London, England: Chapman & Hall/CRC.
17. Zou, G. (2004). A modified Poisson regression approach to prospective studies with binary data. American Journal of Epidemiology, 159(7), 702–706.

967
18. Acevedo-Garcia, D., & Bates, L. M. (2008). Latino health paradoxes: Empirical evidence, explanations, future research, and
implications. In H. Rodriguez, R. Saenz, & C. Menjivar (Eds.),
Latinas/os in the United States: Changing the face of America
(pp. 101–113). New York, NY: Springer.
19. Mathews, T. J., & MacDorman, M. F. (2013). Infant mortality
statistics from the 2009 period linked birth/infant death data set.
National Vital Statistics Reports, 61(8), 1–28.
20. Mathews, T. J., Menacker, F., & MacDorman, M. F. (2004).
Infant mortality statistics from the 2002 period linked birth/infant
death data set. National Vital Statistics Reports, 53(10), 1–32.
21. Mathews, T. J., Menacker, F., & MacDorman, M. F. (2007).
Infant mortality statistics from the 2004 period linked birth/infant
death data set. National Vital Statistics Reports, 55(14), 1–32.
22. Zsembik, B. A., & Fennell, D. (2005). Ethnic variation in health
and the determinants of health among Latinos. Social Science and
Medicine, 61(1), 53–63.
23. Acevedo-Garcia, D., Soobader, M. J., & Berkman, L. F. (2007).
Low birth weight among US Hispanic/Latino subgroups: The
effect of maternal foreign-born status and education. Social Science and Medicine, 65(12), 2503–2516.
24. Fuentes-Afflick, E., Hessol, N. A., & Perez-Stable, E. J. (1999).
Testing the epidemiologic paradox of low birth weight in Latinos.
Archives of Pediatrics and Adolescent Medicine, 153(2),
147–153.
25. Fuents-Afflick, E., & Lurie, P. (1997). Low birth weight and
Latino ethnicity: Examining the epidemiologic paradox. Archives
of Pediatrics and Adolescent Medicine, 151(7), 665–674.
26. Alegria, M., Canino, G., Shrout, P. E., et al. (2008). Prevalence of
mental illness in immigrant and non-immigrant US Latino
groups. American Journal of Psychiatry, 165(3), 359–369.
27. Alegria, M., Mulvaney-Day, N., Torres, M., Polo, A., Cao, Z., &
Canino, G. (2007). Prevalence of psychiatric disorders across
Latino subgroups in the United States. American Journal of
Public Health, 97(1), 68–75.
28. Firestone, J. M., Lambert, L. C., & Vega, W. A. (1999). Intimated
violence among women of Mexican origin: Correlates of abuse.
Journal of Gender, Culture and Health, 4, 119–134.
29. Frias, S. M., & Angel, R. J. (2005). The risk of partner violence
among low-income Hispanic subgroups. Journal of Marriage and
Family, 67, 552–564.
30. Jasinski, J. L. (1998). The role of acculturation in wife assault.
Hispanic Journal of Behavioral Sciences, 20(2), 175–192.
31. Kaufman Kantor, G., Jasinski, J. L., & Aldarondo, E. (1994).
Sociocultural status and incidence of marital violence in Hispanic
families. Violence and Victims, 9(3), 207–222.
32. Menjivar, C., & Salcido, O. (2002). Immigrant women and
domestic violence, common experience in different countries.
Gender & Society, 16(6), 898–920.
33. Perilla, J. L., Bakeman, R., & Norris, F. H. (1994). Culture and
domestic violence: The ecology of abused Latinas. Violence and
Victims, 9(4), 325–339.
34. Sorenson, S. B., & Telles, C. (1991). Self-reports of spousal
violence in a Mexican-American and non-Hispanic White population. Violence and Victims, 6(1), 3–15.
35. Grant, B. F., Stinson, S. F., Hasin, D. S., Dawson, D. A., Chou, S.
P., & Anderson, K. (2004). Immigration and lifetime prevalence
of DSM-IV psychiatric disorders among Mexican Americans and
non-Hispanic whites in the United States: Results from the
National Epidemiologic Survey on Alcohol and Related Conditions. Archives of General Psychiatry, 61(12), 1226–1233.
36. Ortega, A., Rosenheck, R., Alegria, M., & Desai, R. (2000).
Acculturation and the lifetime risk of psychiatric and substance
use disorders among Hispanics. The Journal of Nervous and
Mental Disease, 188(11), 728–735.

123

968
37. Vega, W. A., Alderete, E., Kolody, B., & Aguilar-Gaxiola, S.
(1998). Illicit drug use among Mexicans and Mexican Americans
in California: The effects of gender and acculturation. Addiction,
93(12), 1839–1850.
38. Arreola, D. D. (2004). Hispanic spaces, Latino places: Community and cultural diversity in contemporary America. Austin, TX:
University of Texas Press.
39. Portes, A., & Rumbaut, R. G. (2006). Immigrant America: A
portrait (3rd ed.). Berkeley, CA: University of California Press.
40. Li, P. S. (2004). Social capital and economic outcomes for
immigrants and ethnic minorities. Journal of International
Migration and Integration, 5(2), 171–190.
41. Goldman, N., Kimbro, R. T., Turra, C. M., & Pebley, A. R.
(2006). Socioeconomic gradients in health for white and Mexican-origin populations. American Journal of Public Health,
96(12), 2186–2193.
42. Kimbro, R. T., Bzostke, S., Goldman, N., & Rodriguez, G.
(2008). Race, ethnicity, and the education gradient in health.
Health Affair, 27(2), 361–372.
43. Cutler, D. M., & Lleras-Muney, A. (2008). Education and health:
Evaluating theories and evidence. In R. F. Shoeni, J. S. House, G.
A. Kaplan, & H. Pollack (Eds.), Making Americans Healthier:
Social and Economic Policy as Health Policy (pp. 29–60). New
York, NY: Russell Sage Foundation.
44. Drake, B., Lee, S. M., & Jonson-Reid, M. (2009). Race and child
maltreatment reporting: Are Blacks overrepresented? Children
and Youth Services Review, 31(3), 309–316.
45. Borjas, G. J. (2011). Poverty and program participation among
immigrant children. Future of Children, 21(1), 247–266.

123

Matern Child Health J (2015) 19:958–968
46. Fix, M. E., Passel, J. S. (2002) The scope and impact of welfare
reform’s immigrant provisions. (Discussion Paper No. 02-03).
Washington, DC: Urban Institute.
47. Gibbs, J. T., & Bankhead, T. (2001). Preserving privilege: California politics, propositions, and people of color. Westport, CT:
Praeger.
48. Zimmerman, W., & Fix, M. E. (1998). Declining immigrant
applications for Medi-Cal and welfare benefits in Los Angeles
County. Washington, DC: Urban Institute.
49. Flores, G., Fuentes-Afflick, E., Barbot, O., et al. (2002). The
health of Latino children: Urgent priorities, unanswered questions, and a research agenda. JAMA, 288(1), 82–90.
50. Karoly, L. A., & Gonzalez, G. C. (2011). Early care and education for children in immigrant families. Future of Children, 21(1),
71–101.
51. Dockterman, D. (2011). Hispanics of Mexican origin in the
United States, 2009. Washington, DC: Pew Hispanic Center.
52. Passel, J. S., & Cohn, D. (2009). Mexican immigrants: How many
come? How many leave? Washington. DC: Pew Hispanic Center.
53. Taylor, P., Lopez, M. H., Martinez, J. H., & Velasco, G. (2012).
When labels don’t fit: Hispanics and their view of identity.
Washington, DC: Pew Hispanic Center.
54. Centers for Disease Control and Prevention. (2014). Strategic
direction for child maltreatment prevention: Preventing child
maltreatment through the promotion of safe, stable, and nurturing relationships between children and caregivers. Atlanta, GA:
Centers for Disease Control and Prevention. National Center for
Injury Prevention and Control.

Copyright of Maternal & Child Health Journal is the property of Springer Science & Business
Media B.V. and its content may not be copied or emailed to multiple sites or posted to a
listserv without the copyright holder's express written permission. However, users may print,
download, or email articles for individual use.

