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Abstract

Background: The risks for depression broadly include bio-
logical and environmental factors. Furthermore, having a
family member suffering from major depression is also likely
to have consequences for the family environment. Further
research aimed at understanding the effects of having a
child with major depression on family interaction patterns is
warranted. Methods: We studied 31 families with an 8- to
17-year-old child (mean age + SD =129 *+ 2.7 years) who
met the DSM-IV criteria for major depressive disorder (MDD)
and 34 families with no mentally ill children (mean age *
SD =12.6 * 2.9 years) or parents. Children and their parents
were assessed with the K-SADS-PL (Kiddie Schedule for Af-
fective Disorders and Schizophrenia - Present and Lifetime
Version) interview. Parents completed the Moos Family Envi-
ronment Scale (FES) to assess their perceptions of current
family functioning. Data were analyzed using the nonpara-
metric Wilcoxon-Mann-Whitney test. Results: Families of
MDD children showed significantly different patterns of
family functioning on FES subscales representing relation-

ships and personal growth dimensions. The families with
MDD children showed higher levels of conflict (p < 0.001)
and lower levels of cohesion (p < 0.001), expressiveness (p =
0.003) and active-recreational orientation (p = 0.02) com-
pared to the families without mentally ill children. Conclu-
sion: Families with MDD children show a lower degree of
commitment, provide less support to one another, provide
less encouragement to express feelings and have more con-
flicts compared to families with no mentally ill children or
parents. Interventions aimed at improving family dynamics
may be beneficial to MDD children and their families.
Copyright © 2010 S. Karger AG, Basel

Introduction

Emotional and behavioral disorders are associated
with both genetic and environmental factors [1-4]. Gen-
eral family functioning includes factors like cohesion,
harmony and the ability to deal with conflicting prob-
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lems. These characteristics can have a profound impact
on offspring’s experiences and life trajectories, playing an
important role in the emotional development during
childhood [5]. Thus, the family environment may repre-
sent a critical early contribution to the risk for mood dis-
orders [6, 7].

Further, certain interpersonal characteristics such as
high levels of ‘expressed emotion’ (described as criticism,
hostility or emotional overinvolvement of caregivers to-
ward a family member suffering from a psychiatric ill-
ness) can negatively influence the treatment and progno-
sis of several psychiatric disorders, including unipolar
depression and bipolar disorder [8-10]. Depressive chil-
dren who attempted suicide described their families as
more stressful, less supportive, and with lower control,
less cohesiveness and higher conflict than children with
nonsuicidal depression [11]. There is also evidence of an
association between a negative family environment and a
higher suicide risk among children and adolescents with
bipolar disorder [12].

On the other hand, it is known that having a family
member with major depressive disorder (MDD) may
represent a significant burden and possibly result in
negative effects on family functioning [13-16]. Impair-
ment in family function has been demonstrated among
adult patients with MDD and bipolar disorder, and de-
pressed children show significantly impaired psychoso-
cial relationships during the depressive episode [17, 18].
Most importantly, many of these impairments may not
improve completely, even after a sustained recovery
from the depressive episode [18, 19]. In other words, the
relationship between an impaired family functioning
and the diagnosis of a mood disorder in children most
likely follows a bidirectional pathway, where family
functioning may not only be considered a contributing
factor to the disorder but may also be negatively influ-
enced by it [20].

Moreover, available evidence suggests that parental
psychopathology seems to influence the family environ-
ment and its relationship with mood disorders in chil-
dren and adolescents [20, 21]. Families with a depressed
parent tend to be less supportive, less cohesive, and have
lower levels of independence and social integration as
well as less organization, with negative consequences
for the children [22-25]. Similar findings have been de-
scribed among families with a bipolar parent [26]. There-
fore, while the children of parents suffering from mood
disorders are at increased risk for mental disorders be-
cause of an inherited vulnerability, they are also exposed
to detrimental psychosocial influences because they are

Family Environment and Pediatric Major
Depressive Disorder

raised by a parent with a potentially severe and chronic
mental disorder.

The objective of our study was to assess the family en-
vironment of depressed children and adolescents, com-
pared to the families of healthy controls. Based on previ-
ous literature, we hypothesized that the family environ-
ment of depressed children would be characterized by
poorer functioning than the environment of healthy
ones.

Participants and Methods

Participants

Thirty-one children and adolescents aged 8-17 years who met
the DSM-IV criteria for MDD [27] were included in the study.
Thirty-four healthy children and adolescents were matched to the
depressive sample by age and gender and served as a comparison
sample. We recruited subjects who responded to radio advertise-
ments and flyers placed in the community and at hospitals and
clinics in the South Texas Medical Center area. A psychiatrist in-
terviewed the children and at least one parent using the Kiddie
Schedule for Affective Disorders and Schizophrenia — Present and
Lifetime Version (K-SADS-PL) [28], the Children’s Depression
Rating Scale (CDRS) [29], the Hamilton Scale for Depression
(HAM-D) [30],and the Children Global Assessment Scale (CGAS)
[31] to assess the psychiatric diagnosis and the intensity of depres-
sive symptoms. The interrater reliability standard for diagnosis
was 100% scoring agreement with a board-certified child psychi-
atrist on the K-SADS-PL over at least 5 interviews. Exclusion cri-
teria for all subjects were presence of neurological disorders, head
trauma, alcohol/substance abuse or dependence within the 6
months preceding study entry or significant medical disease.
Healthy comparison children did not meet DSM-IV criteria for
any axis I psychiatric disorder according to the K-SADS-PL, and
also did not have any lifetime axis I psychiatric disorder among
their first-degree relatives.

Family Environment Scale

The Family Environment Scale (FES) [32] is a 90-item inven-
tory with 10 subscales that measure the social-environmental
characteristics of families. The 10 FES subscales assess 3 under-
lying domains, namely ‘relationship’, ‘personal growth or goal
orientation’ and ‘system maintenance’. The ‘relationship’ di-
mension is measured by the ‘cohesion’, ‘expressiveness’, and
‘conflict’ subscales. These subscales assess the degree of com-
mitment, help and support that family members provide for one
another, the extent to which family members are encouraged to
act openly and to express their feelings directly and the amount
of openly expressed anger, aggression and conflict among fam-
ily members.

The ‘personal growth’ or ‘goal orientation’ dimension is mea-
sured by the ‘independence’, ‘achievement orientation’, ‘intellec-
tual-cultural orientation’, ‘active-recreational orientation’ and
‘moral-religious emphasis’ subscales. These subscales assess the
extent to which family members are assertive, self-sufficient and
make their own decisions, the extent to which activities (such as
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Table 1. Demographic characteristics of patients with MDD (n =
31) compared to healthy controls (n = 34)

MDD HC, n P
patients, n
Ethnicity 0.04
Black 2(7) 5(14)
Hispanic 12 (39) 21(62)
White 16 (51) 8 (24)
Others 1(3) 0
Male gender 16 (52) 17 (50) n.s.
Age (mean £ SD), years 129+2.7 126£29 ns.
SES Hollingshead Scale score
(mean * SD) 442+14.1 46.7*13.3 n.s.

HC = Healthy controls; SES = socioeconomic status. Figures
in parentheses are percentages.

school and work) are cast into an achievement-orientated or com-
petitive framework, the degree of interest in political, social, intel-
lectual and cultural activities, the extent of participation in social
and recreational activities, and the degree of emphasis on ethical
and religious issues and values.

The ‘system maintenance’ dimension is measured by two
subscales: ‘organization’ and ‘control’. Organization is the de-
gree of importance assigned to clear organization and structure
in planning family activities and responsibilities, and control is
how frequently set rules and procedures are used to run family
life.

The validity and reliability of the FES have been previously
demonstrated [32]. We used the real form (Form R) administered
to one of the parents and not to the children in order to avoid pos-
sible bias on the patients’ perceptions of their family environment
due to their depressive state [33].

Statistical Analysis

Data analysis was performed using SPSS for Windows soft-
ware version 14.0 (SPSS, Inc., Chicago, IIl., USA). We used the
nonparametric Wilcoxon-Mann-Whitney procedure with exact
significance testing to examine the hypothesis that the FES scores
of depressed and healthy comparison families were similar. We
defined two-sided statistical significance as p <0.05 after applica-
tion of the Bonferroni procedure to correct for analysis of the 10
FES subscales. In addition, we performed exploratory analyses
utilizing Spearman correlations to assess the association between
the FES subscale scores and age at depressive disorder onset,
length of illness, and the CDRS, HAM-D and CGAS scores. The
Wilcoxon-Mann-Whitney test was also used to compare the FES
subscale scores as a function of the presence of an acute episode
of depression versus MDD in remission and the presence versus
absence of comorbidities.

This study was approved by the UTHSCSA Institutional Re-
view Board. Written informed consent was obtained from parents
and written assent was obtained from the children after a detailed
explanation of the study requirements was provided.
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Results

Demographic Characteristics

There were no statistically significant differences in
age, gender or socioeconomic status between the MDD
and the comparison samples (table 1). There was a high-
er proportion of white subjects in the MDD group (51%),
while the healthy comparison group contained more
Hispanic subjects (62%). The families with MDD chil-
dren and the control families mostly belonged to class
IIT (Hollingshead Scale) [34] with mean * SD Hollings-
head Scale scores of 44.2 *+ 14.1 and 46.7 * 13.3, re-
spectively (p = n.s.), reflecting that parents on average
had received partial college education and worked as
technicians or sales workers or owned small businesses.

Clinical Characteristics of MDD Patients

The mean age at onset of MDD was 10.0 £ 2.8 years
(table 2). There was a high prevalence of psychiatric co-
morbidities (80%) among the MDD subjects, most of
them with externalizing disorders (45%) [oppositional
defiant disorder, attention deficit and hyperactivity dis-
order (ADHD)] and anxiety disorders (39%) (generalized
anxiety disorder, separation anxiety, panic disorder, so-
cial phobia and obsessive-compulsive disorder). There
was also a high prevalence (90%) of psychiatric disorders
among the first-degree relatives of the MDD subjects. Fif-
teen (48%) children had a parent with MDD and 9 (29%)
had a parent diagnosed with bipolar disorder. Thirteen
(42%) children had a grandparent with MDD and 2 (6%)
had a grandparent with a history of bipolar disorder. Oth-
er diagnoses found among the parents were ADHD (10%),
anxiety (10%) and alcohol and drug use disorder (29%).
Possible psychiatric morbidity among the siblings of the
MDD patients was not assessed. The severity of the de-
pressive symptoms in the MDD children ranged from
low to moderate, according the scores of the CDRS,
HAM-D and CGAS scales.

Family Environment of Depressive and Healthy

Subjects

The families with MDD subjects had mean FES scores
that were significantly different from the comparison
families on 4 of the 10 FES subscales (table 3). Significant
differences occurred on all 3 subscales of the relation-
ships dimension, where families of MDD children exhib-
ited higher conflict and lower cohesion and expressive-
ness compared to comparison families with only healthy
children. Families of MDD children also achieved sig-
nificantly lower scores on the active-recreational orien-
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Table 2. Clinical features and psychiatric family history of the
MDD patients (n = 31)

Feature MDD subjects, n

Comorbid psychiatric disorders

Externalizing disorders 14 (45)
ADHD 13 (42)
ODD 5(16)

Any anxiety disorder 12 (38.7)
GAD 9(29)
Separation anxiety disorder 5(16)
Social phobia 3(9.6)
Panic disorder 2(6.4)
Specific phobia 2(6.4)
OCD 1(3)

Family history of mental disorders

Any family history 28 (90)

Parent with MDD 15 (48)

Parent with bipolar disorder 9 (29)

Parent with ADHD 3 (10)

Parent with GAD 3(10)

Parent with SUD 9(29)

Grandparent with MDD 13 (42)

Grandparent with bipolar disorder 2(6)

Other features

Currently receiving psychiatric medications 15 (48)

History of psychiatric hospitalizations 4(12.9)

Age of onset (mean * SD), years 10.0£2.8

CDRS score (mean * SD) 33.8+23.8

HAM-D score (mean * SD) 11.6 6.6

CGAS score (mean * SD) 62.5+12.3

ODD = Oppositional defiant disorder; GAD = generalized
anxiety disorder; OCD = obsessive-compulsive disorder; SUD =
substance use disorder. Figures in parentheses are percentages.

tation subscale of the personal growth dimension, and
they showed a trend towards lower moral-religious em-
phasis compared to the comparison families. The fami-
lies with MDD children did not differ from the compar-
ison families on either of the 2 system maintenance
dimension subscales which measure organization and
control.

Family Environment of MDD Subjects with

Comorbidity

As there was a high rate of comorbidity among the de-
pressed with, we compared the healthy comparison fam-
ilies with the families of MDD children without any
comorbidities (n = 18). The same FES subscales (i.e., co-
hesion, expressiveness, conflict, active-recreational ori-
entation and moral-religious orientation) were signifi-
cantly different from the healthy group. We further com-
pared the MDD children without comorbidities with the
MDD children with ADHD comorbidity (n = 13) and
found no significant differences on any of the FES sub-
scales.

Family Environment of MDD Subjects as a Function

of Other Clinical Features of MDD

There were no statistically significant differences be-
tween the FES scores of MDD subjects experiencing a
current episode of MDD and those with MDD in remis-
sion. The FES subscales also did not differ between the
families with children with a single episode of depression
and the families with children with recurrent episodes of
depression.

Table 3. Mean FES scores of the MDD patients (n = 31) compared to healthy controls (n = 34)

FES FES MDD patients Comparison subjects  Z scores Bonferroni-
dimensions subscales (mean * SD) (mean * SD) corrected p
Relationships cohesion 38.29+16.8 58.76+9.2 -5.22 <0.001
expressiveness 44.94*11.9 57.03+6.9 -4.06 0.003
conflict 56.03+13.1 43.41%8.2 -3.86 <0.001
Personal independence 47.06 £10.7 47.12%11.2 -0.16 1.0
growth achievement orientation 46.42+10.7 51.71+8.4 -2.10 n.s.
intellectual cultural orientation 47.23+13.6 54.59%£10.5 -1.99 n.s.
active-recreational orientation 44.1*+14.3 5547+7.1 -3.07 0.02
moral-religious orientation 56.00+10.4 61.74+9.5 -2.69 0.07
System organization 48.61x12.0 51.53%£12.6 -0.86 n.s.
maintenance control 55.87%£9.4 53.35%8.0 -0.99 n.s.

Family Environment and Pediatric Major
Depressive Disorder
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We further found no significant association between
any FES subscale scores and the child’s age at onset of de-
pressive disorder or the duration of illness. Spearman’s p
correlations also indicated no significant correlations be-
tween the FES subscale scores and other measures of ill-
ness severity, including CGAS, HAMD, and CDRS scores.

Family Environment according to Ethnicity

We also compared the FES subscale scores of the His-
panic families (n = 33) and the white families (n = 24) in
our total sample. Only the independence subscale, which
was not different between MDD and healthy comparison
subjects, was significantly different, with the white fami-
lies (mean * SD =52.0 £ 10.4) scoring higher than the
Hispanic families (mean = SD =43.5 * 10.8; Z = -2.7,
p = 0.007).

Discussion

We compared the functioning of families with an
MDD child to control families with only healthy children
and no history of mental disorders in first-degree rela-
tives. The most pronounced differences found were re-
lated to the dimensions reflecting family relationships.
The families of MDD children displayed less cohesion
and expressiveness than comparison families, indicating
a lack of involvement and poor communication in fami-
lies of depressed subjects. Families of MDD children also
demonstrated higher levels of conflict compared to the
comparison families, suggesting that they express their
anger toward other family members more openly and in
a conflict-oriented way. The MDD families also reported
lower levels of active-recreational orientation and tended
towards lower moral-religious orientation than the fami-
lies of the comparison children.

These results are comparable to previous studies with
families of children with mood disorders. In one of the
tirst studies to focus on this issue, Puig-Antich et al. [17]
described a significant impairment in the interpersonal
relationships domain in the families of depressive chil-
dren, especially in the child-parent and child-siblings re-
lationships. Studying hospitalized children with MDD
and healthy controls, another group found associations
between depression in children and lack of familial cohe-
siveness and emotional bonding [35]. With respect to bi-
polar children, a third group described higher levels of
familial conflict associated with the diagnosis of bipolar
disorder in children [21]. Finally, our group reported low-
er levels of cohesion, expressiveness, intellectual-cultural
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orientation and active-recreational orientation, as well as
higher levels of conflict, among families of bipolar chil-
dren compared to controls [36].

Further, our results did not show any significant dif-
ferences between families where the child was experienc-
ing an acute episode of depression or was in remission.
Likewise, no differences were found between families
where the child had a single depressive episode or recur-
rent MDD. Finally, there was no association between
measures of family functioning and the severity of the
acute episode of depression in the children. This suggests
that our findings regarding family functioning may not
merely reflect the child’s current mood state. This infer-
ence is in consonance with findings of longitudinal stud-
ies, which point to the persistence of the impairment in
family function even after the patient’s recovery from the
mood episode [18, 19].

Our study has some methodological limitations that
have to be addressed. First, our sample of children with
MDD had a high prevalence of anxiety disorders and
ADHD. The presence of an externalizing disorder, like
ADHD, could be a source of increased conflict, argu-
ments and lower levels of cohesion between the family
members. However, we compared the families of MDD
children with comorbidities with the families of MDD
children without comorbidities, and did not find signifi-
cant differences between them on any of the FES sub-
scales. Although the sample size available for this sub-
groups analysis was limited, this suggests that the pres-
ence of a co-occurring, chronic psychiatric conduct
disorder does not wholly account for the association we
found between impaired family functioning and pediat-
ric MDD. Further, when we compared the families of
MDD children without comorbidities with the families
of healthy children, the results found were similar to
those obtained when the entire group of MDD children
was included in the analysis.

Second, data on family functioning were intentionally
collected from the parents rather than from the children
themselves to minimize possible bias due to the child’s
MDD. However, many of the parents of MDD children
also had psychiatric disorders, and we cannot rule out the
possibility that this may have affected their perceptions
of their family functioning.

An additional issue to be considered is the slightly
higher proportion of Hispanic families in the control
group. Even though cultural issues can undoubtedly af-
fect family functioning, it is unlikely that such a differ-
ence influenced our results, since the Hispanic and white
families differed only on the independence subscale, and
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no differences were found between the MDD families
and control families on that subscale.

Finally, our study design cannot determine whether
the presence of a child with MDD disrupts the family or
whether a less favorable family environment is a risk fac-
tor for childhood MDD. Both possibilities are plausible,
or MDD and a disordered family environment may be
connected by a third not yet identified variable. Answers
to these questions must await the performance of longitu-
dinal controlled studies that can isolate the effects of po-
tentially confounding variables such as parental and sib-
ling mental health and comorbid psychiatric conditions.

In summary, our findings add to the body of literature
that indicates that having a child with MDD is associated
with aless favorable family environment, pointing out the
need for future work that will further elucidate the nature
of this relationship. Furthermore, they reinforce the im-
portance and the need for research focusing on family in-
terventions and family involvement in the treatment of
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