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Intergenerational transmission of child maltreatment in 
South Australia, 1986–2017: a retrospective cohort study
Jason M Armfield, Emmanuel S Gnanamanickam, David W Johnston, David B Preen, Derek S Brown, Ha Nguyen, Leonie Segal

Summary
Background The extent of intergenerational transmission of child maltreatment is unclear due to methodological 
limitations in previous studies. In this study, we aimed to examine factors associated with intergenerational transmission 
of child maltreatment and quantify its extent in a population sample over a 30-year period in South Australia.

Methods In this retrospective cohort study, we used linked administrative data from the South Australian Birth Registry 
to identify dyads of mothers and their children both born in South Australia between July 1, 1986, and June 30, 2017. 
Three child protection system (CPS) outcomes (any CPS involvement, substantiated maltreatment, and time spent in 
out-of-home care) were computed from data obtained from the South Australian Department for Child Protection. 
Multivariable Cox regression models were used to estimate hazard ratios (HRs) for child CPS outcomes according to 
their mother’s CPS exposure.

Findings 38 556 unique mother–child dyads were included. 458 (2·0%) of 23 437 children whose mothers had no CPS 
involvement in childhood had a substantiated report of maltreatment and 127 (0·5%) spent time in out-of-home care. 
By comparison, 970 (22·1%) of 4382 children whose mothers experienced substantiated maltreatment in childhood 
had substantiated maltreatment and 469 (10·7%) spent time in out-of-home care. After adjusting for potential 
confounders, children of mothers with any CPS involvement in childhood had an increased risk of CPS contact 
compared with children whose mothers had no CPS involvement; this risk was greatest for children of mothers who 
had both substantiated maltreatment and spent time in out-of-home care (HR 6·25 [95% CI 5·59–6·98] for any CPS 
involvement, 13·69 [10·08–16·92] for substantiated maltreatment, and 25·78 [18·23–36·45] for any time in out-of-
home care). Risks of child CPS outcomes were substantially increased for children of mothers who had a first CPS 
notification under the age of 1 year or who had any CPS notification at age 13–17 years.

Interpretation Children are at high risk of maltreatment if their mother experienced maltreatment as a child. Assisting 
survivors of childhood maltreatment, particularly female survivors, provides a crucial intervention opportunity to 
help prevent further child abuse and neglect.
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Introduction
Child maltreatment is a major public health problem 
worldwide. As many as one-quarter of the world’s popula-
tion are estimated to have been physically abused as a 
child1 and more than one-third emotionally abused.2 
Although there are appreciable differences in the reported 
pre valence of child maltreatment across countries and 
studies, children are universally acknowledged to be a 
uniquely vulnerable population who need protection from 
abuse or neglect, whether by parents or other adult 
perpetrators.3,4

The many adverse social, behavioural, mental, and 
physical health consequences of child maltreatment5 can 
per sist into adulthood, including unplanned pregnancies, 
unemployment and welfare dependency, violence and 
criminal activity, suicide, and homelessness.5–8 Child 
maltreatment can also have long-term relational effects, 
which can hinder an individual’s subsequent capacity to 
adequately care for their own children.6,9 A history of 

maltreatment is one of the most prominent risk factors 
for perpetration of maltreatment;10 this is known as 
intergenerational transmission of child maltreatment.

Many studies have found that people who were 
maltreated as children are more likely to abuse or neglect 
their own children; however, rigorous quantitative evidence 
for intergenerational transmission of child maltreat-
ment is insufficient to allow for conclusions regarding the 
strength of the association.11–13 A widely cited systematic 
review concluded that most studies that support the 
intergenerational hypothesis have weak study designs and 
cannot provide a definitive confirmation of this associ-
ation.14 A systematic review published in 2020 by Greene 
and colleagues15 investigated associ ations between a 
parent’s reported childhood maltreatment and their 
subsequent parenting behaviours. This study showed 
intergenerational transmission of child maltreat ment, but 
whether the maltreatment reached serious concern thresh-
olds is difficult to establish for many of the included 
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studies and the heavy reliance on self-reporting in 
adulthood is problematic.

To date, only four studies11,16–18 have used population-
based cohort designs to rigorously study the extent of 
intergenerational transmission of child maltreatment. 
However, perpetration of maltreatment by the parent 
was not confirmed in two of these studies11,16 and one 
study17 used parental self-reporting of their own and 
their child’s history of maltreatment, which is subject to 
recall and reporting bias. Only one study18 used adminis-
trative records of substantiated maltreatment from a 
population sample, finding a two-times risk of child 
maltreatment for individuals whose mothers had been 
the subject of unsubstantiated maltreatment reports in 
childhood, and a three-times risk for individuals whose 
mothers had experienced substantiated child maltreat-
ment. However, this study18 measured second-generation 
maltreatment only up to age 5 years and did not report 
on mothers older than 19 years, which restricts the 
generalisability of the findings. Additionally, maternal 
history of maltreatment was based only on reports occur-
ring after the mother’s tenth birthday, further restrict-
ing generalisability through censoring of maltreatment 
exposure.

Robust and methodologically adequate assessments of 
the intergenerational hypothesis are needed to inform 
prevention and intervention efforts. Although admini-
strative records might not capture all instances of child 
maltreatment in the population, they ensure a consistent 
threshold of risk or harm and overcome some of the 
limitations of survey data, including social accept ability 
bias, the inability of participants to recall events that 
might have occurred in early childhood, sample bias 
through low representation of people with the most 
serious child maltreatment exposure, and inappropriate 
thresholds for defining maltreatment.

In this study, we aimed to determine the extent of inter-
gen erational transmission of child maltreatment by ana-
lys ing associations between mother and child involve ment 
with the child protection system (CPS) in a large population-
based cohort in South Australia. We hypoth esised that a 
mother’s history of child maltreatment would be associated 
with increased risk of CPS outcomes for their child.

Methods
Study design and participants
In this retrospective cohort study, mother–child dyads 
were identified from a record of all births in South 

Research in context

Evidence before this study
We did a systematic review of the relevant studies using PubMed 
for scientific articles published in English between  Jan 1, 2013, 
and July 21, 2020, using the terms “intergenerational AND 
(maltreatment OR abuse OR neglect) AND child*”, which 
identified 343 articles. All titles and abstracts were reviewed and 
we identified 13 reviews and 35 primary studies that assessed the 
extent of intergenerational transmission of child maltreatment. 
A general search of articles published before 2013 was based on a 
keyword search of PubMed and references from articles obtained 
via our systematic search. 

All relevant reviews and meta-analyses found statistically 
significant associations between a parent’s history of 
maltreatment in childhood and maltreatment of their own 
children, except for a single review that assessed childhood 
sexual abuse. A synthesis of meta-analyses found a parent’s 
history of maltreatment to be the single largest predictor of 
maltreatment for their children. Most reviews concluded that 
the evidence was modest or moderate, and some reviews 
reported smaller effects among high-quality studies.

22 of the 35 primary studies used cross-sectional or matched 
control designs. Parent maltreatment during childhood was 
predominantly ascertained using recall-based questionnaires or 
parental report. 13 studies used a longitudinal or cohort design. 
Only four studies used population samples, but these studies 
had methodological flaws and exhibited potential biases that 
preclude rigorous estimates (eg, misclassifying time spent in 
out-of-home care, the use of self-reports of both parental and 

child abuse, the inclusion of non-substantiated maltreatment 
allegations with substantiated maltreatment, and the inability 
to capture the majority of the mother’s child protection history).

Added value of this study
Our study found very high risk for familial maltreatment among 
children whose mothers had been maltreated as children. 
To our knowledge, this is the first cohort study to analyse the 
population risk of intergenerational transmission of child 
maltreatment using definitions of maltreatment based on 
those used by child protection authorities. This study adds 
details of the types of child protection system involvement 
among mothers and finds a greater risk of intergenerational 
transmission of child maltreatment than in previous studies.

Implications of all the evidence
Given the high prevalence of child maltreatment worldwide and 
its serious social, health, psychological, and economic burden, 
knowing the substantial risk associated with a parent’s history of 
maltreatment underlines the importance of identifying and 
helping people who have a history of abuse in childhood and later 
become parents. Our findings show that society must strive to 
mitigate the long-term detrimental effects of child abuse and 
neglect. Interventions that address the past trauma of child 
maltreatment, maladaptive parent–child relationships, and social 
and family risk factors are likely to be crucial in preventing 
intergenerational transmission of child maltreatment. These 
interventions will require effective cross-agency collaborations, 
improved funding, and concerted social and political will.
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Australia, Australia, between July 1, 1986, and June 30, 2017 
(the date of last available CPS data). To obtain information 
on both mothers and their children, we selected dyads 
that included mothers who were a part of this birth cohort 
and who also had live-born children during the study 
period. Both mothers and their children were followed up 
from birth.

These analyses form part of the Impacts of Child 
Abuse and Neglect (iCAN) study. Ethical approval for the 
iCAN study was obtained from the South Australian 
Health Human Research Ethics Committee (reference 
HREC14SAH28), and University of South Australia 
Human Research Ethics Committee (reference 000032801).

Data collection
We used linked administrative data from the South 
Australian Births Registry, Perinatal Statistics Collection, 
Department for Child Protection, and hospital inpatient 
and emergency department datasets (appendix p 1). Data 
linkage of mother–child dyads was done by SA-NT 
DataLink.19 Data were linked using a combination of 
probabilistic algorithms and clerical review, incorporating 
information from more than 50 sources to identify unique 
individuals. Privacy was maintained using the well estab-
lished separation prin ciple, in which approved researchers 
are only provided access to de-identified data.20

Outcomes and variables
There were three main outcome variables for asses-
sing second-generation child maltreatment: any CPS 
involve ment (yes or no), any substantiated maltreatment 
(yes or no), and any placement in out-of-home care 
(yes or no). Second-generation child CPS involvement was 
based on data from the Department of Child Protection 
and contained records of all children receiving notifica-
tions, investigations, and substantiations of maltreatment, 
in addition to out-of-home care placements. Further 
details regarding CPS in South Australia, including the 
legislative definition of child maltreatment, are available 
in the appendix (pp 2–3). Information on new placements 
into out-of-home care was available from Jan 1, 1990, to 
June 30, 2017, and information was also available on the 
start dates of placements that were active as of Jan 1, 1990.

Mother’s CPS involvement was defined by categories 
used by the Department for Child Protection, detailed 
elsewhere,21,22 and covered the period from birth to age 
18 years (or up to June 30, 2017, for mothers not yet aged 
18 years). The eight categories of CPS involvement corres-
pond to increasing likelihood of risk or harm: no CPS 
involvement; notifier-only concern (a notification deemed 
insufficient or vague, lacking credibility, or failing to meet 
definitional thresholds); other notification (a noti fication 
that meets the definitional threshold for child maltreatment 
but is not investigated because the event is historical, is 
being dealt with elsewhere, relates to an ado lescent at risk, 
or the alleged perpetrator is not the child’s parent or carer); 
child protec tion matter (a notification that meets the 

definition for familial maltreatment but is not investi gated 
by the CPS); investigation only (a notification that meets 
definitional thresholds and is investigated by the 
Department for Child Protection but is not sub stantiated); 
substantiated maltreatment but no time in out-of-
home care; out-of-home care but no substantiation of 
maltreatment; and substantiated maltreatment with time 
in out-of-home care (appendix p 4).

Predictor variables related to the children included: sex, 
whether the child was still in hospital more than 28 days 
following birth, and whether the child was born with a 
congenital condition.

Area-based socioeconomic status of the mother at birth, 
a potential confounder, was determined using the Index of 
Relative Socio-economic Disadvantage, which is based on 
a weighted combination of variables (eg, income, educa-
tional attainment, and employment) from the Australian 
Census, and categorised by quintiles, with quintile 5 
being the least disadvantaged and quintile 1 the most 
disadvantaged.

For each dyad, the mother’s age at the time of her child’s 
birth was taken from the birth registry and categorised as 
age younger than 20 years, age 20–24 years, or age 25 years 
or older. The number of children per mother was calculated 
from a count of all second-generation children matched to 
unique mothers, measured up to June 30, 2017. Counts 
were recoded into four categories: one child, two to three 
children, four to five children, and six or more children.

Data on disability of the mother were obtained from 
Department for Education yearly Census records, as 
completed by parents. A disability was recorded if there 
was any Census record in any school year showing that 
the person had autism spectrum disorder, a language 
or communication disorder, global development delay, 
hearing disability, intellectual disability, physical disability, 
speech or language disability, or vision disability.

Self-reported smoking status was obtained from the 
Perinatal Statistics Collection. Mothers who reported being 
a smoker at first visit or who reported smoking any number 
of cigarettes during the second half of pregnancy were 
categorised as smoking (any amount), whereas all other 
mothers were categorised as non-smokers or unknown.

Employment status of the mother at the time of the 
child’s birth was taken from the birth registry, which is 
based on occupation information reported by the mother. 
Any occupation with paid employment was categorised as 
employed and any reported occupation that was not paid 
(eg, unemployed, home duties, pensioner, student) was 
categorised as not employed. The employment status of 
individuals with missing data on employment were 
categorised as unknown. 

Marital status of the mother at the time of the child’s 
birth was based on perinatal data and recoded as married 
or de facto relationship, not partnered, or unknown or 
missing. When no information was available, a marriage 
date recorded on the child’s birth registry record was used 
to infer that the mother was married.

See Online for appendix

For SA-NT DataLink see 
https://www.santdatalink.org.au/

https://www.santdatalink.org.au/
https://www.santdatalink.org.au/
https://www.santdatalink.org.au/
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Admission of the mother to hospital for a mental 
health condition or substance use was identified from 
an emergency department presentation grouped under 
a major diagnostic category relating to alcohol or drug 
misuse, alcohol-induced or drug-induced mental dis-
orders, or psychiatric illness, or an inpatient hospital visit 
relating to mental diseases or disorders, alcohol or drug 
use, or alcohol-induced or drug-induced organic mental 
disorders.

Statistical analysis
Cumulative incidence curves were plotted to describe 
the association between a mother’s CPS involvement 
and that of her children. The cumulative probability of 

children having a CPS event at time t was calculated as 
the percentage of children with the event of interest 
by time t (measured from birth), multiplied by the 
probabilities of having the event at all time intervals 
preceding that time, reported separately for the eight 
mother CPS cate gories. Because no second-generation 
children reached age 18 years during the study period, 
measurement was censored at the end of data coverage 
(June 30, 2017) or, if applicable, the date of the child’s 
death.

Because of the varying exposure (age) of second-
generation children, univariable and multivariable Cox 
regression modelled time to the three child CPS out comes: 
first CPS notification, the notification attached to the first 

No CPS 
involvement 
(n=23 437)

Notifier-only 
concern* 
(n=2283)

Other 
notification† 
(n=2889)

Child protection 
matter‡ 
notification 
(n=1237)

Investigation 
only§ 
(n=3544)

Substantiation 
with no OOHC 
(n=3070)

OOHC with no 
substantiation 
(n=784)

Substantiation 
with OOHC 
(n=1312)

Child-related risk factors 

In hospital >28 days after birth 382 (1·6%) 43 (1·9%) 69 (2·4%) 21 (1·7%) 81 (2·3%) 82 (2·7%) 17 (2·2%) 38 (2·9%)

Congenital condition 493 (2·1%) 59 (2·6%) 65 (2·2%) 38 (3·1%) 90 (2·5%) 87 (2·8%) 22 (2·8%) 31 (2·4%)

Mother-related risk factors

Age at the time the child was born

<20 years 2482 (10·6%) 723 (31·7%) 888 (30·7%) 412 (33·3%) 1114 (31·4%) 1013 (33·0%) 274 (34·9%) 516 (39·3%)

20–24 years 9654 (41·2%) 1102 (48·3%) 1362 (47·1%) 596 (48·2%) 1649 (46·5%) 1363 (44·4%) 356 (45·4%) 609 (46·4%)

≥25 years 11 301 (48·2%) 458 (20·1%) 639 (22·1%) 229 (18·5%) 781 (22·0%) 694 (22·6%) 154 (19·6%) 187 (14·3%)

Number of children

One child 6890 (29·4%) 625 (27·4%) 836 (28·9%) 353 (28·5%) 825 (23·3%) 666 (21·7%) 142 (18·1%) 286 (21·8%)

Two or three children 14 888 (63·5%) 1409 (61·7%) 1650 (57·1%) 744 (60·1%) 1954 (55·1%) 1784 (58·1%) 472 (60·2%) 700 (53·4%)

Four or five children 1524 (6·5%) 211 (9·2%) 373 (12·9%) 96 (7·8%) 654 (18·5%) 506 (16·5%) 138 (17·6%) 275 (21·0%)

Six or more children 135 (0·6%) 38 (1·7%) 30 (1·0%) 44 (3·6%) 111 (3·1%) 114 (3·7%) 32 (4·1%) 51 (3·9%)

Disability 803 (3·4%) 254 (11·1%) 241 (8·3%) 126 (10·2%) 463 (13·1%) 492 (16·0%) 95 (12·1%) 297 (22·6%)

Smoking any amount 3065 (13·1%) 692 (30·3%) 900 (31·2%) 368 (29·7%) 1309 (36·9%) 1206 (39·3%) 370 (47·2%) 691 (52·7%)

Marital status

Married or de facto 19 054 (81·3%) 1435 (62·9%) 1834 (63·5%) 776 (62·7%) 2232 (63·0%) 1830 (59·6%) 464 (59·2%) 676 (51·5%)

Not partnered 3481 (14·9%) 711 (31·1%) 898 (31·1%) 379 (30·6%) 1154 (32·6%) 1091 (35·5%) 292 (37·2%) 578 (44·1%)

Unknown or missing 902 (3.8%) 137 (6·0%) 157 (5·4%) 82 (6·6%) 158 (4·5%) 149 (4·9%) 28 (3·6%) 58 (4·4%)

Employment status

Employed 15686 (66·9%) 848 (37·1%) 1113 (38·5%) 418 (33·8%) 1040 (29·3%) 843 (27·5%) 185 (23·6%) 186 (13·9%)

Not employed 6999 (29·9%) 1327 (58·1%) 1645 (56·9%) 766 (61·9%) 2322 (65·5%) 2073 (67·5%) 561 (71·6%) 1061 (80·9%)

Unknown or unstated 752 (3·2%) 108 (4·7%) 131 (4·5%) 53 (4·3%) 182 (5·1%) 154 (6·0%) 38 (4·8%) 75 (5·7%)

Hospital admission for mental health 
condition or drug use

2612 (11·1%) 602 (26·4%) 905 (31·3%) 342 (27·6%) 1091 (30·8%) 982 (32·0%) 306 (39·0%) 693 (52·8%)

Area-based socioeconomic status¶

Quintile 1 (most disadvantaged) 6764 (29·8%) 1053 (46·3%) 1194 (41·7%) 545 (44·7%) 1730 (49·2%) 1529 (50·7%) 391 (50·8%) 725 (55·6%)

Quintile 2 4717 (20·8%) 472 (20·8%) 615 (21·5%) 275 (22·6%) 716 (20·4%) 617 (20·5%) 180 (23·4%) 291 (22·3%)

Quintile 3 4331 (19·1%) 333 (14·6%) 466 (16·3%) 181 (14·8%) 488 (13·9%) 426 (14·1%) 118 (15·3%) 170 (13·0%)

Quintile 4 3322 (14·7%) 229 (10·1%) 294 (10·3%) 107 (8·8%) 327 (9·3%) 280 (9·3%) 54 (7·0%) 91 (7·0%)

Quintile 5 (least disadvantaged) 3540 (15·6%) 187 (8·2%) 292 (10·2%) 111 (9·1%) 254 (7·2%) 164 (5·4%) 27 (3·5%) 28 (2·1%)

Data are n (%). CPS=child protection system. OOHC=out-of-home care. *A notifier-only concern is a CPS notification that is insufficient or vague, lacking credibility or failing to meet definitional thresholds 
(ie, a concern only to the notifier). †Other notification refers to notifications that meet the definitional threshold for child maltreatment but are not investigated because the event is historical, is being dealt with 
elsewhere, or the alleged perpetrator is not the child’s parent or carer. ‡A child protection matter is a CPS notification considered to meet the definition for familial maltreatment, but that is not investigated by the 
CPS. §Investigation only refers to a CPS report that meets definitional thresholds and is investigated by the Department for Child Protection but for which maltreatment is not substantiated and the child is not 
placed into OOHC. ¶The area-based socioeconomic status category contains missing data.

Table 1: Distribution of risk factors for child maltreatment according to mothers’ CPS involvement
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substantiation, and first entry into out-of-home-care. The 
proportional hazards assumption was tested using a Wald 
test and Schoenfeld residual plots.

We used two multivariable model specifications. In 
both, adjusted hazard ratios (HRs) with 95% CIs were 
estimated between child CPS outcomes and their 
mother’s CPS exposure and other explanatory variables. 
Model 1 included mother’s CPS exposure, decade of birth, 
area-based socioeconomic status at birth, disability status, 
and child’s sex and congenital birth conditions. We 
considered this model to provide the best estimate of the 
effect of a mother’s CPS exposure on the maltreatment of 
their child, adjusting for confounders. Model 2 included 
the variables used in model 1 and several attributes 
that we hypothesised to lie on the causal pathway 
between mother and child CPS involvement, mediating 
associations with child CPS outcomes. These mediating 
variables are potential conse quences of the mother’s 
maltreatment history (mother’s mental health, number 

of children, age at child’s birth, marital status, smoking 
status, employment status, child in hospital >28 days 
follow ing birth). Model 2 can, therefore, be viewed as an 
explanatory model.

Because we were interested in how the timing of CPS 
involvement might affect intergenerational transmis-
sion of child maltreatment we did an additional subset 
Cox regression analysis of the association between the 
mother’s age at first CPS notification and the risk of 
the child having CPS outcomes, and the association 
between the mother having a CPS notification during 
the teenage years (age 13–17 years) on the child’s CPS 
outcomes.

To adjust for the clustering of multiple children with 
the same mother, SEs were adjusted using the Taylor 
series linearisation approach, using SPSS Complex 
Samples procedures in SPSS (version 26.0).

Missing data were addressed by pairwise deletion or by 
including a category of missing or unknown for some 

Any child CPS involvement Substantiated child maltreatment Any time in OOHC

n (%) HR (95% CI) p value n (%) HR (95% CI) p value n (%) HR (95% CI) p value

Mother’s CPS involvement*

No CPS involvement (n=23 437) 3959 (16·9%) 1 (ref) ·· 458 (2·0%) 1 (ref) ·· 127 (0·5%) 1 (ref) ··

Notifier-only concern (n=2283) 944 (41·3%) 2·87 (2·61–3·17) <0·0001 169 (7·4%) 3·69 (2·87–4·74) <0·0001 79 (3·5%) 6·10 (3·99–9·32) <0·0001

Other notification (n=2889) 1232 (42·6%) 2·91 (2·67–3·17) <0·0001 289 (10·0%) 4·91 (3·97–6·08) <0·0001 123 (4·3%) 7·27 (4·99–10·59) <0·0001

Child protection matter notification 
(n=1237)

550 (44·5%) 3·38 (2·99–3·81) <0·0001 90 (7·3%) 3·73 (2·76–5·04) <0·0000 39 (3·2%) 5·71 (3·54–9·19) <0·0001

Investigation only (n=3544) 1826 (51·5%) 3·63 (3·35–3·93) <0·0001 491 (13·9%) 6·60 (5·45–8·00) <0·0001 191 (5·4%) 8·81 (6·20–12·51) <0·0001

Substantiation with no OOHC 
(n=3070)

1770 (57·7%) 4·37 (4·04–4·73) <0·0001 560 (18·2%) 8·95 (7·44–10·75) <0·0001 222 (7·2%) 11·91 (8·54–16·60) <0·0001

OOHC with no substantiation 
(n=784)

478 (61·0%) 4·59 (3·97–5·30) <0·0001 164 (20·9%) 9·96 (7·64–13·00) <0·0001 79 (10·1%) 15·91 (10·37–24·43) <0·0001

Substantiation with OOHC (n=1312) 980 (74·7%) 7·82 (7·04–8·68) <0·0001 410 (31·3%) 17·19 (14·14–20·90) <0·0001 247 (18·8%) 33·43 (24·24–46·10) <0·0001

Mother’s decade of birth

1980s (n=23 729) 6600 (27·8%) 1 (ref) ·· 1424 (6·0%) 1 (ref) ·· 571 (2·4%) 1 (ref) ··

1990s (n=14 827) 5139 (34·7%) 1·78 (1·69–1·87) <0·0001 1207 (8·1%) 1·77 (1·58–1·98) <0·0001 536 (3·6%) 2·00 (1·67–2·39) <0·0001

Mother’s disability status

Disability not declared (n=35 785) 10139 (28·3%) 1 (ref) ·· 2092 (5·8%) 1 (ref) ·· 819 (2·3%) 1 (ref) ··

Disability declared (n=2771) 1600 (57·7%) 2·84 (2·63–3·07) <0·0001 539 (19·5%) 3·60 (3·12–4·15) <0.0001 288 (10·4%) 4·72 (3·83–5·82) <0.0001

Mother’s area-based socioeconomic status

Quintile 1 (most disadvantaged; 
n=13 931)

5397 (38·7%) 2·24 (2·03–2·48) <0·0001 1249 (9·0%) 2·76 (2·16–3·54) <0·0001 550 (3·9%) 2·57 (1·78–3·71) <0·0001

Quintile 2 (n=7883) 2492 (31·6%) 1·74 (1·56–1·93) <0·0001 644 (8·2%) 2·53 (1·95–3·29) <0·0001 246 (3·1%) 2·05 (1·38–3·04) 0·0004

Quintile 3 (6513) 1727 (26·5%) 1·38 (1·24–1·55) <0·0001 364 (5·6%) 1·70 (1·29–2·25) <0·0001 139 (2·1%) 1·39 (0·91–2·13) 0·13

Quintile 4 (n=4704) 1121 (23·8%) 1·26 (1·11–1·42) 0·0003 189 (4·0%) 1·24 (0·90–1·69) 0·18 93 (2·0%) 1·32 (0·84–2·07) 0·23

Quintile 5 (least disadvantaged; 
n=4603)

833 (18·1%) 1 (ref) ·· 137 (3·0%) 1 (ref) ·· 63 (1·4%) 1 (ref) ··

Child sex at birth

Girl (n=18 396) 5510 (30·0%) 1 (ref) ·· 1206 (6·6%) 1 (ref) ·· 543 (3·0%) 1 (ref) ··

Boy (n=19 305) 5816 (30·1%) 1·02 (0·98–1·06) 0·36 1343 (7·0%) 1·07 (0·99–1·16) 0·096 553 (2·9%) 0·98 (0·87–1·10) 0·69

Child congenital condition

No (n=37 671) 11420 (30·3%) 1 (ref) ·· 2554 (6·8%) 1 (ref) ·· 1068 (2·8%) 1 (ref) ··

Yes (n=885) 319 (36·0%) 1·20 (1·08–1·35) 0·0013 77 (8·7%) 1·25 (0·99–1·56) 0·058 39 (4·4%) 1·50 (1·10–2·07) 0·012

(Table 2 continues on next page)
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variables where this was considered potentially meaningful 
(not at random).

Role of the funding source
The funders of the study had no role in the study design, 
data collection, data analysis, data interpretation, or 
writing of the report.

Results
621 496 children were born in South Australia between 
July 1, 1986, and June 30, 2017, of whom 299 325 were 
female. 22 789 (7·6%) of these girls went on to have at 
least one live-born child in South Australia by the 
study end-date, with 12 166 (53·4%) of them having had 
more than one child. This resulted in 38 556 unique 
mother–child dyads for analysis. As of June 30, 2017, 
children had a mean age of 4·2 years (SD 3·2 years), and 
a median age of 3·5 years (IQR 4·6 years).

8358 (36·7%) of the 22 789 mothers had some CPS 
involvement during childhood, 2293 (10·1%) had 

substantiated maltreatment, and 1070 (4·7%) had spent 
some time in out-of-home care. The percentage of mothers 
in mother–child dyads with CPS contact was slightly 
higher than this (table 1), as mothers with CPS contact had 
on average more children.

19 478 (83·1%) of 23 437 children whose mothers had 
no CPS involvement also had no CPS involvement, 
3488 (14·9%) had a CPS notification that was not 
substantiated, 458 (2·0%) had a substantiated report, and 
127 (0·5%) spent time in out-of-home care (appendix p 5). 
1632 (37·2%) of 4382 children whose mothers experienced 
substantiated maltreatment had no CPS involvement, 
1748 (39·9%) had a CPS notification that was not substanti-
ated, 970 (22·1%) had substantiated mal treatment, and 
469 (10·7%) spent time in out-of-home care (appendix p 6). 
638 (30·4%) of 2096 children whose mothers spent time in 
out-of-home care had no CPS involvement, 859 (41·0%) 
had a CPS notification that was not substantiated, 
574 (27·4%) had a substantiated report, and 326 (15·6%) 
spent time in out-of-home care (appendix p 6).

Any child CPS involvement Substantiated child maltreatment Any time in OOHC

n (%) HR (95% CI) p value n (%) HR (95% CI) p value n (%) HR (95% CI) p value

(Continued from previous page)

Child in hospital >28 days after birth

No (n=37 823) 11361 (30·0%) 1 (ref) ·· 2503 (6·6%) 1 (ref) ·· 1045 (2·8%) 1 (ref) ··

Yes (n=7533) 378 (51·6%) 1·89 (1·68–2·14) <0·0001 128 (17·5%) 2·59 (2·10–3·20) <0·0001 62 (8·5%) 2·86 (2·15–3·80) <0·0001

Mother’s age at the time the child was born

<20 years (n=7422) 4583 (61·7%) 3·85 (3·61–4·11) <0·0001 1184 (16·0%) 4·20 (3·59–4·92) <0·0001 501 (6·8%) 3·61 (2·82–4·63) <0·0001

20–24 years (n=16 691) 5439 (32·6%) 2·00 (1·89–2·12) <0·0001 1120 (6·7%) 2·06 (1·79–2·37) <0·0001 458 (2·7%) 1·80 (1·46–2·23) <0·0001

≥25 years (n=14 443) 1717 (11·9%) 1 (ref) ·· 327 (2·3%) 1 (ref) ·· 148 (1·0%) 1 (ref) ··

Mother’s hospital admission for mental health condition or drug use

No (n=31 023) 7344 (23·7%) 1 (ref) ·· 1251 (4·0%) 1 (ref) ·· 440 (1·4%) 1 (ref) ··

Yes (n=7533) 4395 (58·3%) 3·24 (3·08–3·42) <0·0001 1380 (18·3%) 4·56 (4·07–5·11) <0·0001 667 (8·9%) 5·92 (4·92–7·13) <0·0001

Number of children had by mother

One child (n=10 623) 2491 (23·4%) 1 (ref) ·· 451 (4·2%) 1 (ref) ·· 181 (1·7%) 1 (ref) ··

Two or three children (n=23 601) 6765 (28·7%) 0·92 (0·88–0·97) 0·0015 1325 (5·6%) 1·02 (0·91–1·15) 0·71 519 (2·2%) 1·00 (0·83–1·21) 0·97

Four or five children (n=3777) 2071 (54·8%) 1·88 (1·72–2·05) <0·0001 681 (18·0%) 3·00 (2·56–3·52) <0·0001 319 (8·4%) 3·33 (2·62–4·24) <0·0001

Six or more children (n=555) 412 (74·2%) 3·30 (2·65–4·11) <0·0001 174 (31·4%) 5·38 (3·92–7·39) <0·0001 88 (15·9%) 6·13 (3·85–9·75) <0·0001

Mother’s smoking status

Non-smoker or unknown 
(n=29 955)

6639 (22·2%) 1 (ref) ·· 1113 (3·7%) 1 (ref) ·· 395 (1·3%) 1 (ref) ··

Smoking any amount (n=8601) 5100 (59·3%) 2·84 (2·71–2·98) <0·0001 1518 (17·6%) 4·073 (3·67–4·51) <0·0001 712 (8·3%) 5·11 (4·33–6·02) <0·0001

Mother’s marital status 

Married or de facto (n=28 301) 6726 (23·8%) 1 (ref) ·· 1299 (4·6%) 1 (ref) ·· 500 (1·8%) 1 (ref) ··

Not partnered (n=8584) 4775 (55·6%) 2·33 (2·23–2·43) <0·0001 1278 (14·9%) 2·71 (2·47–2·98) <0·0001 577 (6·7%) 3·04 (2·61–3·54) <0·0001

Unknown or missing (n=1671) 238 (14·2%) 1·78 (1·55–2·04) <0·0001 54 (3·2%) 2·07 (1·57–2·74) <0·0001 30 (1·8%) 3·18 (2·17–4·64) <0·0001

Mother’s employment status

Employed (n=20 316) 3051 (15·0%) 1 (ref) ·· 346 (1·7%) 1 (ref) ·· 105 (0·5%) 1 (ref) ··

Not employed (n=16 747) 8052 (48·1%) 2·86 (2·62–3·13) <0·0001 2107 (12·6%) 6·08 (5·01–7·39) <0·0001 925 (5·5%) 8·21 (5·90–11·41) <0·0001

Unknown or unstated (1493) 636 (42·6%) 3·59 (3·43–3·77) <0·0001 178 (11·9%) 6·71 (5·89–7·65) <0·0001 77 (5·2%) 9·25 (7·28–11·76) <0·0001

Total (n=38 556) 11739 (30·4%) ·· ·· 2631 (6·8%) ·· ·· 1107 (2·9%) ·· ··

*Individual mothers might have been counted more than once. CPS=child protection system. HR=hazard ratio. OOHC=out-of-home care.

Table 2: Percentage of children with CPS outcomes and univariable HRs by mothers’ CPS involvement and other explanatory variables
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The cumulative incidence of child CPS outcomes 
stratified by mother’s CPS involvement is presented in 
the appendix (pp 7–9). CPS system involvement for 
children of mothers with substantiated maltreatment was 
highly prevalent, with some CPS contact in 63% of these 
children by study end and approximately 84% modelled to 
age 13 years. Substantial differences between subgroups 
defined by mother’s CPS involve ment were seen for all 
child CPS outcomes by the time children were aged 1 year. 
These differences increased across early and middle 

childhood for children with substan tiated maltreatment 
or who had spent time in out-of-home care.

Mothers with CPS involvement indicative of high risk 
of serious harm tended to be younger (<20 years) at the 
time the child was born, greater number of children, and 
lower area-based socioeconomic status, and were more 
likely to smoke, be unpartnered, be unemployed, have a 
disability, and have hospital admissions for mental health 
conditions or substance use than those with lower levels 
of CPS involvement (table 1).

Any child CPS involvement Substantiated child maltreatment Any time spent by child in OOHC

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Mother’s CPS involvement

No CPS involvement 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Notifier-only concern 2·47 (2·23–2·72) 1·71 (1·55–1·89) 3·24 (2·50–4·20) 1·82 (1·39–2·37) 5·23 (3·38–8·09) 2·70 (1·73–4·22)

Other notification 2·58 (2·36–2·83) 1·64 (1·50–1·80) 4·45 (3·57–5·55) 2·34 (1·88–2·92) 6·47 (4·38–9·56) 3·07 (2·06–4·57)

Child protection matter 
notification

2·83 (2·49–3·21) 1·78 (1·55–2·06) 3·12 (2·29–4·25) 1·59 (1·13–2·25) 4·84 (2·96–7·90) 2·23 (1·29–3·85)

Investigation only 3·16 (2·91–3·42) 1·95 (1·80–2·11) 5·67 (4·64–6·92) 2·64 (2·15–3·24) 7·21 (5·01–10·37) 2·96 (2·03–4·32)

Substantiation with no OOHC 3·75 (3·45–4·06) 2·25 (2·06–2·44) 7·37 (6·09–8·92) 3·43 (2·79–4·20) 9·91 (7·06–13·90) 4·04 (2·80–5·81)

OOHC with no 
substantiation

3·93 (3·38–4·57) 2·16 (1·88–2·50) 8·37 (6·34–11·05) 3·45 (2·62–4·54) 13·14 (8·37–20·61) 4·58 (2·86–7·32)

Substantiation with OOHC 6·25 (5·59–6·98) 2·83 (2·53–3·16) 13·69 (10·08–16·92) 4·46 (3·57–5·58) 25·78 (18·23–36·45) 7·09 (4·91–10·26)

Mother’s area-based socioeconomic status 

Quintile 1 (most 
disadvantaged)

1·43 (1·29–1·58) 1·14 (1·03–1·25) 1·39 (1·08–1·79) 1·02 (0·80–1·32) 1·15 (0·79–1·67) 0·85 (0·58–1·23)

Quintile 2 1·32 (1·19–1·47) 1·11 (1·00–1·23) 1·59 (1·22–2·08) 1·24 (0·95–1·61) 1·17 (0·79–1·74) 0·88 (0·59–1·31)

Quintile 3 1·14 (1·02–1·27) 0·98 (0·88–1·09) 1·25 (0·95–1·66) 1·03 (0·78–1·36) 0·94 (0·61–1·44) 0·76 (0·50–1·18)

Quintile 4 1·16 (1·03–1·31) 1·06 (0·95–1·20) 1·03 (0·76–1·40) 0·87 (0·64–1·20) 1·05 (0·67–1·65) 0·88 (0·56–1·39)

Quintile 5 (least 
disadvantaged)

1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Mother’s decade of birth 

1980s 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

1990s 1·28 (1·21–1·35) 1·21 (1·15–1·28) 1·16 (1·03–1·31) 1·24 (1·09–1·41) 1·22 (1·01–1·48) 1·46 (1·19–1·80)

Mother’s disability status

Disability not declared 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Disability declared 1·82 (1·67–1·98) 1·64 (1·51–1·78) 2·10 (1·81–2·44) 1·87 (1·60–2·18) 2·52 (2·02–3·15) 2·23 (1·79–2·78)

Child sex at birth 

Girl 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Boy 1·01 (0·97–1·05) 1·01 (0·97–1·05) 1·06 (0·97–1·14) 1·07 (0·98–1·16) 0·96 (0·85–1·09) 0·98 (0·87–1·11)

Child congenital condition

No 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1·16 (1·03–1·31) 1·07 (0·95–1·22) 1·17 (0·92–1·50) 1·05 (0·82–1·35) 1·45 (1·04–2·01) 1·27 (0·92–1·77)

Child in hospital >28 days after birth

No ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Yes ·· 1·48 (1·28–1·70) ·· 1·72 (1·37–2·17) ·· 1·73 (1·27–2·34)

Mother’s age at childbirth 

<20 years ·· 1·44 (1·34–1·56) ·· 1·26 (1·06–1·51) ·· 0·81 (0·62–1·07)

20–24 years ·· 1·20 (1·12–1·28) ·· 1·11 (0·95–1·30) ·· 0·81 (0·65–1·02)

≥25 years ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Mother hospital admission for mental health condition or drug use 

No ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Yes ·· 2·06 (1·95–2·17) ·· 2·38 (2·11–2·68) ·· 2·80 (2·31–3·39)

(Table 3 continues on next page)
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In univariate analyses, significant associations were 
found between mother’s CPS exposure and child CPS 
outcomes. HRs for child CPS outcomes increased across 
categories of mother’s CPS exposure, with the strongest 
association seen for children of mothers with a substanti-
ated report of maltreatment and time spent in out-of-
home care (table 2).

In all adjusted models, consistent and strong associations 
were found between mother’s CPS involvement and child 
CPS outcomes. Using no maternal CPS involvement as 
the reference category, the strongest association in model 1 
was found for children of mothers who had substantiated 
maltreatment and time in out-of-home care (HR 6·25 
[95% CI 5·59–6·98] for the child having any CPS involve-
ment, 13·69 [10·08–16·92] for substantiated maltreat-
ment, and 25·78 [18·23–36·45] for spending any time 
in out-of-home care; table 3). Effect sizes were attenuated 
but remained significant in model 2, after adjusting for 
potential mediating variables (table 3).

Differences in risk were seen across mother CPS 
exposure categories (table 3). After controlling for a wide 
range of child and mother-related variables in model 2, 
children of mothers with notifications classed as notifier-
only concern, who did not receive further investigation, 
were at increased risk of any CPS involvement (adjusted 
HR 2·47, 95% CI 2·23–2·72), substantiated maltreatment 
(3·24, 2·50–4·20), and time in out-of-home care (5·23, 
3·38–8·09).

The risk of CPS outcomes was substantially increased 
for the children of mothers who had their first CPS 

notification before age 1 year compared with the children 
of mothers who had CPS notifications later in childhood 
(figure 1). Additionally, children had an approximately 
2–3 times increased risk of CPS outcomes if their mothers 
had a CPS notification aged 13–17 years compared with 
the children of mothers with a CPS notification earlier in 
childhood (figure 2).

Discussion
This study found a strong association between the CPS 
involvement of mothers and their children, supporting 
the hypothesis that child maltreatment has a substan-
tial  inter generational component. This finding is con-
sistent with the well described pathways between child 
maltreat ment and disrupted brain development23 and 
disturbed relational patterning,9 which can result in 
deeply embedded behavi ours and emotional responses 
that under mine nurtur ing parenting, even with a strong 
desire to do better.6,9

Children of mothers with a history of both substantiated 
maltreatment and out-of-home care had 6·3 times the 
risk of any CPS involvement, 13·7 times the risk of 
substan tiated maltreatment, and 25·8 times the risk 
of having time in out-of-home care, compared with child-
ren of mothers with no CPS involvement. Adjusted 
associations are appreciably larger than those reported in 
other large cohort studies11,15,18,24 and systematic reviews.14,25

HRs were attenuated after adjusting for child and 
mother-related factors, but remained large and statistically 
significant. The fully adjusted analysis (model 2) and 

Any child CPS involvement Substantiated child maltreatment Any time spent by child in OOHC

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

(Continued from previous page)

Number of children had by mother

One child ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Two or three children ·· 0·91 (0·86–0·96) ·· 1·03 (0·91–1·16) ·· 1·03 (0·85–1·25)

Four or five children ·· 1·21 (1·11–1·33) ·· 1·77 (1·49–2·11) ·· 2·01 (1·56–2·60)

Six or more children ·· 1·61 (1·31–1·98) ·· 2·33 (1·66–3·28) ·· 2·69 (1·68–4·31)

Mother’s smoking status

Non-smoker or unknown ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Smoking any amount ·· 1·62 (1·54–1·70) ·· 1·92 (1·71–2·15) ·· 2·31 (1·92–2·77)

Mother’s marital status 

Married or de facto 
relationship

·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Not partnered ·· 1·30 (1·24–1·37) ·· 1·34 (1·21–1·47) ·· 1·47 (1·26–1·71)

Unknown or missing ·· 1·78 (1·54–2·05) ·· 2·12 (1·58–2·84) ·· 3·06 (2·03–4·60)

Mother’s employment status 

Employed ·· 1 (ref) ·· 1 (ref) ·· 1 (ref)

Unknown or unstated ·· 1·54 (1·40–1·70) ·· 2·36 (1·91–2·91) ·· 2·66 (1·85–3·84)

Not employed ·· 1·85 (1·76–1·94) ·· 2·37 (2·05–2·74) ·· 2·73 (2·09–3·57)

Data are adjusted HR (95% CI). Model 1 includes maternal CPS involvement and covariates considered to be not on the causal pathway. Model 2 includes all explanatory 
variables including those hypothesised to be on the causal pathway between maternal CPS involvement and that of their child. HR=hazard ratio. CPS=child protection system. 
OOHC=out-of-home care. 

Table 3: Adjusted HRs from multivariable Cox regression models for child CPS outcomes by mothers’ CPS involvement and other explanatory variables
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results of other published studies should be interpreted 
with caution. Many commonly used covariates, such as 
maternal age at child’s birth, maternal education, history 
of mental illness, substance use, and employment status 
are also consequences of child maltreatment.7 They are 
not confounders, but rather explanatory variables on the 
intergenerational transmission pathway. For estimation of 
total causal effects, it is unnecessary and probably harmful 
to adjust for a variable on a causal pathway from exposure 
to outcome, or for a descending proxy.26 Thus, the adjusted 
HR derived from multivariable models will over-adjust and 
understate the full contribution of maternal maltreatment 
to child outcomes. The adjusted HRs in model 1 describe 
the observed associations, adjusted for true confounders, 
and also highlight which mothers and children are at 
greatest risk and where to target preventive interventions. 
The high observed intergenerational transmission of 
child maltreatment partly reflects the additional adversities 
experienced by mothers with child maltreatment exposure, 
which are part of the child maltreatment pathway.

Among mothers with some historical CPS involve-
ment, earlier age at first notification was associated with 
increased risk of their child having CPS outcomes. There 
has been growing focus on the early identification of child 
maltreatment, with early intervention seen as a way of 
reducing the negative effect of abuse and neglect on the 
child. However, our finding that mothers who were the 
subject of earlier initial CPS notifications had increased 
risks of having children with CPS involvement sug-
gests that, for many children, early identification has not 
translated into improved long-term outcomes. Early 
identification can only work when remedial actions are 
implemented and effective; however, we did not have data 
on intervention services or programmes delivered, and 
future work is warranted.

Our study also found that mothers who had a CPS 
notification in their teenage years were at increased risk 
of having a child with CPS contact. Given the early age 
of childbirth of many women with a history of child 
maltreatment, the teenage years might be a crucial period 
for future outcomes. Ongoing abuse or neglect during 
this period is likely to cause numerous social and inter-
personal issues, potentially resulting in compromised or 
abusive parenting of their own children.

Although some studies report little difference in out-
comes by substantiated and non-substantiated notifi-
cations27 there is growing evidence that CPS exposure 
types can reliably differentiate between outcomes.28,29 We 
found differences in child maltreatment not only between 
the children of mothers with substantiated maltreatment 
and those with unsubstantiated maltreatment, but also 
between mothers with notifier-only concern notifications 
and those with no CPS contact. Therefore, although CPS 
exposure types were important risk predictors in this 
study, our findings support that even unsubstantiated 
reports repre sent increased risk of intergenerational child 
maltreatment.

This study strengthens and builds on the findings 
of previous studies on intergenerational transmission 
of child maltreatment in several ways. First, the use of 
high-quality population-level linked administrative data 
generates a large cohort for analysis for long-term follow-
up. Second, administrative data are able to overcome 
some of the limitations of survey-based studies, notably 
recall bias (uncertain recall of events in early childhood), 
social acceptability bias, and selection bias. Third, detailed 
information about CPS contact of mothers and their 
children from birth allowed a granular analysis of child 

Figure 1: Association between mother’s age at first CPS notification and child CPS outcomes (for mothers 
with CPS involvement)
Hazard ratios are shown on the figure. Error bars represent the 95% CI; values for 95% CIs are listed in the appendix 
(p 4). CPS=child protection system. OOHC=out-of-home care. 
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Figure 2: Association between mother’s CPS notification during teenage years (age 13–17 years) and child
CPS outcomes (for mothers with CPS involvement)
Hazard ratios are shown on the figure. Error bars represent the 95% CI; values for 95% CIs are listed in the appendix 
(p 5). CPS=child protection system. HR=hazard ratio. OOHC=out-of-home care. 
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maltreatment exposure, based on agency-assessed risk 
of harms. The dose–response relationship observed 
highlights the need for the diversity of child maltreatment 
exposure to be incorporated into analysis plans. Fourth, 
we included several social determinants and potential 
risk factors as explanatory and mediating variables, adding 
information that could be useful for targeted inter-
ventions. Finally, appropriate statistical methods were 
used to model varying follow-up periods and to account 
for different lengths of observation.

Our study also has limitations. Unfortunately, no data 
were available on the perpetrators of maltreatment. Our 
study measured whether a child whose mother had a 
history of maltreatment as a child was more likely to be 
considered at risk of serious harm. We did not ascertain 
the family circumstances that resulted in CPS contact, 
which can be extremely complex, often involving domestic 
violence, substance misuse, poverty, mental illness, and 
behaviours that reflect the effects of a history of parental 
trauma. Therefore, our study does not ascribe child 
maltreatment to the mother but highlights the need to 
provide support to women with a history of maltreatment, 
to ensure that their children are safe.

Information on the child maltreatment status of fathers 
was also missing. The father’s co-parenting contribu-
tion, presence in the family home, and added economic 
contribution can be protective against child maltreat-
ment.30 However, patterns and types of abuse differ 
between men and women,31 and men are generally dis-
proportionately implicated as perpetrators of physical child 
abuse com pared with women.32 Although a mother’s 
history of maltreatment as a child has a larger predictive 
value for subsequent maltreatment of their child compared 
with the father’s history,24 and mothers have been found to 
more commonly be the perpetrator of child maltreatment,33 
information on both parents would have allowed us to 
better describe the full extent of the association between 
parental CPS involvement and that of their children.

Despite people of Indigenous descent being over-
represented in CPS in Australia,21,22 we were unable 
to report on Indigenous status because we did not 
have the necessary ethics permissions to do so. Data 
on house hold income and the severity of harm of 
maltreatment were also not available, although all 
substantiated cases were required to meet a threshold 
for substantial harm or risk as established under State 
legislation (appendix pp 2–3).

Regarding attrition, women in our birth cohort who 
had children outside South Australia within the study 
timeframe were not included in our study. Unfortunately, 
we are unable to identify this group, nor is it possible to 
ascertain what, if any, bias this has introduced into our 
estimates. Nonetheless, our study provides an accurate 
reflection of the intergenerational transmission of child 
maltreatment for the cohort of women born in South 
Australia who had children within the state during our 
study timeframe.

Some child CPS involvement might be the result 
of surveillance bias associated with known maltreat-
ment of the mother, which could increase the apparent 
inter gen erational transmission of child maltreatment. 
Although such bias is possible, we are not aware of 
studies in South Australia that have tested this hypothesis. 
Most notifications to the Department for Child Protection 
in South Australia are from groups who are unlikely to 
know the mother’s own maltreatment history, such as 
police, schools, and health workers;34 as such, although 
sur veillance bias cannot be excluded, it is unlikely to 
affect our results.

Similar to other studies, we were also unable to 
distinguish the effect of child maltreatment exposure 
from that of CPS contact. Other research has found that 
earlier child removal in the presence of a higher 
percentage of life in out-of-home care can reduce harmful 
outcomes.28 Given the added risk for mothers who have 
been previously placed into out-of-home care, there is an 
imperative to investigate the benefits and risks of the 
long-term mental and emotional health of those placed 
in care. Although children are placed in out-of-home care 
for their immediate safety, there is a clear obligation to 
support these children and provide them with access to 
resources that will assist them in overcoming the trauma 
of past abuse and to manage the new issues of a non-
familial residence. The effect of age of entry to care, 
maintaining connections with birth family, and the 
potential for reunification should be investigated further. 
Future research is also needed on how out-of-home care 
affects intergenerational transmission of child maltreat-
ment, although this is associated with meth odological 
challenges such as the conflation of spending time in 
out-of-home care with the seriousness of abuse or 
familial issues that leads to removal into care.

The strength of associations found in our study support 
a call to action for the protection of children. The risk 
to second-generation children should be assessed by 
protec tion agencies, clinicians, and providers of intensive 
family support services to appropriately manage cases 
where there is evidence of past or current maltreatment of 
the parent or child. Improved comprehensive support is 
needed for mothers (and probably fathers) who are known 
to have been previously maltreated and for their children, 
so that the cycle of intergenerational child maltreatment is 
disrupted. Evidence-based theory-driven programmes35,36 
should be made freely available to all people with exposure 
to child maltreatment, together with upskilling of the 
clinical and human services workforce to appropriately 
identify child maltreatment and work with children and 
their families. Administrative data could be used to 
identify and support people who have been maltreated in 
the past, so that they can offer the nurturing parenting 
that their children need to thrive. Furthermore, identifying 
at-risk subgroups in terms of exposure type or demo-
graphics can help to target interventions and needs to be 
researched further. Finally, from an economic standpoint, 
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intergenera tional risks also increase the cost-effectiveness 
and value of intervention and mitigation of maltreatment, 
when health and economic burdens compound over 
multiple generations. 

This study found that the excess risk of child mal-
treatment associated with a mother’s CPS involvement is 
substantial and higher than previously reported, provid-
ing a clear opportunity to disrupt the inter generational 
pathway of child maltreatment. Knowledge of a parent’s 
history of maltreatment and circumstances provides 
valuable and powerful information that can help to reduce 
their children’s risk of abuse or neglect. However, inter-
ventions with effective trauma-based programmes for 
children and families are needed, ideally early in life, 
before sequalae (such as poor performance at school, 
risky behaviours, mental illness, and teenage preg nancy) 
emerge. Several maternal factors could represent interven-
tion targets, including young maternal age at childbirth, 
high number of children in the family, mental illness, 
sub stance use, and unemployment. The challenge is 
for the clinical community and the wider society to break 
the cycle of intergenerational transmis sion of child 
maltreatment, the payoffs of which could be substantial.
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