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Abstract

Number of lifetime episodes, duration of current episode, and severity of maternal depression

were investigated in relation to family functioning and child adjustment. Participants were the 151

mother–child pairs in the Sequenced Treatment Alternatives to Relieve Depression (STAR*D)

child multi-site study. Mothers were diagnosed with Major Depressive Disorder; children (80

males and 71 females) ranged in age from 7 to 17 years. Measures of child adjustment included

psychiatric diagnoses, internalizing and externalizing symptoms, and functional impairment.

Measures of family functioning included family cohesion, expressiveness, conflict, organization,

and household control; parenting measures assessed maternal acceptance and psychological

control. Children of mothers with longer current depressive episodes were more likely to have

internalizing and externalizing symptoms, with this association being moderated by child gender.

Mothers with more lifetime depressive episodes were less likely to use appropriate control in their

homes.
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Introduction

Depression affects one in five women over the course of a lifetime and women in their

childbearing years are particularly vulnerable (Weissman and Jensen 2002). Longitudinal

studies suggest that 50% of the children of depressed mothers will experience their own

depression by the time they reach adulthood (e.g., Hammen et al. 1990). These children are

also at increased risk for anxiety, conduct, and substance abuse disorders (Weissman et al.

2006). Given the number of families impacted by depression, it is vital to develop a better

understanding of the factors that render offspring of depressed women so vulnerable, as such

information could inform both treatment and prevention strategies.

Maternal Depression and Family Functioning

Depression is known to affect an individual’s ability to parent effectively and to construct an

adaptive and healthy family environment (Cummings et al. 2005; Goodman and Gotlib

2002). Maternal depression is associated with impairments in family relationships,

characterized by lower levels of cohesion, warmth, and expressiveness and higher levels of

conflict and affectionless control, relative to healthy families. Maternal depression has also

been linked to disorganization in family activities and roles (Billings and Moos 1983;

Sagrestano et al. 2003). Finally, maternal depression is associated with parenting, with

depressed mothers being more irritable, critical, and controlling with their children as well
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as less warm and supportive, compared to non-depressed mothers (Lovejoy et al. 2000).

Theoretical models (Goodman and Gotlib 1999) posit that symptoms of depression, such as

sadness, irritability, and fatigue may impact parents’ ability to create and maintain a positive

parent–child relationship, manage children’s behavior effectively, and meet the demands of

day-to-day family life. As a result, aspects of parenting and family functioning are often

theorized to be one mechanism by which maternal depression impacts youth adjustment

(Burt et al. 2005).

Severity and Course of Maternal Depression

Depression is a heterogenous disorder that can vary in severity, chronicity, and duration.

Some women may have mild symptoms or only one depressive episode, whereas other

women may experience severe symptoms, multiple recurrences, or lengthy episodes of

treatment refractory depression. Little is known about how characteristics of depression,

such as severity and course of illness, may impact associations between maternal depression,

family functioning, and offspring adjustment, although theoretical models suggest that these

aspects of illness are important (Goodman and Gotlib 2002). There is a documented relation

between length of depressive illness (Campbell et al. 1995), number of previous depressive

episodes (Frankel and Harmon 1996) and disturbed parent–child interactions. Others have

reported that more severe, recurrent, or long-lasting depression in parents was associated

with worse outcomes in children (e.g., Brennan et al. 2000). Hammen and Brennan (2003)

found that severity of maternal depression was a more potent predictor of children’s

outcomes than duration of illness. It is likely that women with more severe depressive

symptoms would experience more impairment in their role as a mother. Similarly, it stands

to reason that a child exposed to maternal depression for a longer period of time would

experience more negative effects relative to a child whose mother recovered quickly or who

had only one depressive episode. Despite the intuitive nature of these assumptions, very few

studies have examined these specific aspects of maternal depression, given difficulties

recruiting a large enough sample of depressed women.

Maternal Depression and Child Gender

Epidemiological studies consistently demonstrate gender effects in the prevalence and age of

onset of several emotional and behavioral disorders common in youth (Allgood-Merten et al.

1990; Offord et al. 1991). For example, in the general population, externalizing problems are

more common in boys, while internalizing problems are more common in girls. Similarly,

although depression occurs equally in young male and female children, it is twice as likely

to affect female adolescents, with this gender difference continuing into adulthood (Nolen-

Hoeksema and Girgus 1994). Despite these substantial gender differences, most

investigations of the impact of maternal depression on youth adjustment do not consider the

role of child gender (Sheeber et al. 2002); and as a result, it remains unclear whether gender

may moderate the relation between maternal depressive illness and youth adjustment.

Several studies have documented a greater risk to girls from maternal depression than to

boys (Davies and Windle 1997; Fergusson et al. 1995). Fergusson et al. (1995) found that

maternal depression during middle childhood was related to symptoms of depression among

adolescent female offspring, but not to symptoms among adolescent male offspring.
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Similarly, Davies and Windle (1997) found strong correlations between mothers’ depressive

symptoms and daughters’ depressive, conduct, and substance use symptoms, but no

correlation between maternal depression and sons’ symptoms. Family discord was found to

be a mediator of girls’ adjustment problems in both studies. In contrast, Essex et al. (2003)

found that maternal depression and exposure to family conflict produced differing effects by

gender, with boys being more likely to display externalizing problems and girls more likely

to display internalizing problems. Given these contradictory results, it remains unclear,

whether girls are more vulnerable versus differentially vulnerable to the effects of maternal

depression and/or family dysfunction, relative to boys (Burt et al. 2005). In other words,

previous studies that demonstrated a relation between maternal depression and youth

maladjustment only for girls support the idea that girls are more vulnerable to maternal

depression than boys. Studies suggesting that girls and boys develop different types of

psychopathology in response to maternal depression support the idea of differential

vulnerability.

It is possible that maternal depression may impact boys and girls through different

mechanisms. In an attempt to explain the higher rates of depression among girls, Hops

(1992) posited that families may inadvertently reinforce depressive and/or gender-typic

behaviors that interfere with coping in females. Having a depressed mother would provide a

model for such depressive behavior and may create added stress for girls (Sheeber et al.

2002). Girls also may be more vulnerable to family dysfunction than boys because they

spend more time with their parents (Montemayor 1983) and are socialized to be more

relationship- and family-focused (Sheeber et al. 2002). The effect of maternal depression on

boys may be transmitted through an entirely different process. For example, it is well known

that maternal depression is related to deficits in child discipline (Kochanska et al. 1987) and

monitoring (Sagrestano et al. 2003) which could increase risk for behavior problems in boys.

The Current Study

The current study examined associations between features of maternal depression (severity,

number of lifetime episodes, and duration of current episode), family and parental

functioning, children’s adjustment, and child gender using data collected from the

Sequenced Treatment Alternatives to Relieve Depression (STAR*D) Child study. STAR*D

Child was an ancillary study to a larger multi-site study of treatment for adults with major

depressive disorder (MDD), known as STAR*D (Trivedi et al. 2006). The primary aim of

the STAR*D Child study was to examine the impact of remission or amelioration of

maternal depression on children’s psychiatric and social functioning (Weissman et al. 2006).

Previous studies of maternal depression have been criticized for inconsistent definitions of

depression (e.g., symptom checklists versus diagnostic criteria), or for including women

with current versus a lifetime history of MDD, or with multiple types of depressive disorders

(e.g., MDD, dysthymia, and adjustment disorders) (Lovejoy et al. 2000). The current study

improves upon past research (e.g., Lovejoy et al. 2000) by including only women who were

currently in the midst of a clinically diagnosed non-psychotic major depressive episode

(MDE). Furthermore, we control for demographic factors commonly related to maternal

depression, including socio-economic status, race, and marital status (Weissman et al. 2006).
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It was hypothesized (Fig. 1) that family/parental functioning would mediate the relation

between maternal depression (defined as current symptom severity, duration of current

episode, and number of previous MDEs) and offspring adjustment (defined as psychiatric

diagnoses, symptoms of psychopathology, and psychosocial impairment). Specifically, we

hypothesized (Hypothesis 1a) that higher levels of maternal depression would be related to

higher levels of youth maladjustment; (Hypothesis 2) that higher levels of maternal

depression would be related to less adaptive family (i.e., impaired relationships and less

control/organization of the home) and parental functioning (i.e., less warmth/acceptance and

more psychological control); and (Hypothesis 3) that less adaptive family/ parental

functioning would be related to higher levels of adjustment problems in youth. We

controlled for child age due to differences in the age of onset of internalizing and

externalizing problems (Offord et al. 1991).

We also hypothesized that child gender would moderate the relation between maternal

depression and youth adjustment (Hypothesis 1b) and between family functioning and youth

adjustment (Hypothesis 3b). Girls were expected to be more impaired than boys, with the

association between maternal depression and internalizing disorders being greater for girls

than boys. Family dysfunction was expected to be more related to adjustment among girls

than boys.

Methods

Sample

This study used data collected at the baseline assessment of the ongoing longitudinal

STAR*D Child study. The STAR*D study (www.star-d.org) was designed to compare the

effectiveness and acceptability of different treatment options for MDD (Rush et al. 2004).

Participants in STAR*D were outpatients, age 18–75, with a current diagnosis of non-

psychotic MDD (Trivedi et al. 2006). Participants in STAR*D Child were recruited from 8

primary care and 11 psychiatric clinics (Weissman et al. 2006) located in eight different

states within the US. Women, 25–60 years of age, with a biological child between 7 and 17

years were eligible for the STAR*D Child study (N = 177). Mothers had to be the primary

caretaker for the child at least 50% of the time. Children with confirmed severe

developmental disabilities or psychotic disorders were excluded. Ninety-eight percent of the

177 mother–child pairs met all study-entry criteria. Of these 174 families, 151 (87%)

consented to participate. Additional information regarding eligibility and recruitment are

described elsewhere (Pilowsky et al. 2006). Demographic information is presented in Table

1.

Measures

Maternal Depression—Participants in STAR*D received a clinical diagnosis of MDD

that was confirmed by the STAR*D Clinical Research Coordinator (CRC) using a checklist

interview based on DSM-IV criteria (Rush et al. 2004). Mothers also provided demographic

information and a clinical history during their STAR*D baseline interview, which included

number of lifetime episodes of MDD and duration of current episode. The 17-item Hamilton

Rating Scale for Depression (HRSD17; Hamilton 1967) was used to assess current symptom
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severity. Scores can range from 0 to 52; range within this sample was 14–42. The HRSD17

is the most widely used measure of depressive symptoms in research settings; it has good

reliability and is well-correlated with other observer-rated instruments (Rush et al. 2003).

Children’s Adjustment—We use the term “adjustment” as an umbrella term to capture

the following constructs: (1) children’s psychiatric diagnoses, (2) symptoms of

psychopathology, and (3) levels of psychosocial impairment.

The Schedule for Affective Disorders and Schizophrenia for School-Age Children- Present

and Lifetime Version (K-SADS-PL; Kaufman et al. 1997) is a reliable and valid

semistructured interview that generates DSM-IV Axis I child psychiatric diagnoses. In the

current study, masters or doctoral level mental health professionals completed a 2-day

training program at the Regional Center of the Principal Investigator (Columbia University)

on the KSADS diagnostic interview. Inter-rater reliability was established (mean Kappa for

diagnosis agreement = 0.87) for all interviewers (Pilowsky et al. 2006). Monthly conference

calls were conducted to maintain procedural fidelity and prevent interviewer drift. Mothers

and children both served as informants during the KSADS interview; information was

collected yielding both current and lifetime psychiatric diagnoses.

The Child Behavior Checklist (CBCL/4–18; Achenbach 1991) was used to assess

internalizing and externalizing symptoms as reported by mothers. Numerous studies have

reported strong reliability and validity of the CBCL (Achenbach 1991). Coefficient alpha in

this sample was 0.82 for the internalizing scale and 0.88 for the externalizing scale.

The Social Adjustment Inventory for Children and Adolescents (SAICA; John et al. 1987)

assesses children’s functioning in school, spare time activities, and peer relationships via

structured interview with the child. Inter-rater agreement is high for subscales (King et al.

1993), and sound validity has been reported (John et al. 1987). SAICA scales were summed

to form one measure of psychosocial impairment, with scores ranging from 7.13 to 15.10 (α

= 0.84). Higher scores indicate more impairment.

Family and Parental Functioning—The quality of parent–child relationships and

aspects of the family environment were assessed with a variety of instruments.

Parenting—Children completed the Children’s Report of Parenting Behavior Inventory

(CRPBI-30: Schludermann and Schludermann 1988), which measures perceptions of their

mother’s child-rearing behaviors. It includes a ten-item Acceptance subscale and a nine-item

Psychological Control subscale. Acceptance items include maternal warmth, positive affect,

and nurturance of the child. Psychological control items include maternal intrusiveness and

attempts to manipulate the child through guilt or other negative means. Items are scored on a

scale from 0 to 2 and subscales are calculated using means of component items. Internal

consistency in this sample was 0.81 for Acceptance and 0.72 for Psychological Control.

Family Functioning—Subscales from The Family Environment Scale (FES: Moos and

Moos 1986, 1994) with a theoretical or empirical link to depression were included in this

study. These included family cohesion (α = 0.70), expressiveness (e.g., open
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communication; α = 0.62), conflict (α = 0.71), organization (e.g., structure of family

activities and responsibilities; α = 0.71), and control (e.g., existence of household rules; α =

0.42). Analyses suggested that internal consistency on the control subscale was related to

age variability within the sample. As a result, we controlled for child age in all analyses. A

composite Family Relationships Index (FRI; α = 0.68) was created by summing scores on

the cohesion and expressiveness scales and subtracting scores on the conflict scale (Holahan

and Moos 1982). Items on the FES are scored either 0 or 1 (true/false) and each scale

consists of nine items.

Procedure

Following completion of the STAR*D baseline evaluation, women eligible for STAR*D

Child were invited to participate. In accordance with each site’s Institutional Review Board,

maternal consent and child assent were obtained. STAR*D Child baseline assessments were

completed independently within 2 weeks of the mother’s entry into the STAR*D protocol.

Plan for Analyses

Linear regression analyses were used to test hypotheses (Fig. 1). SEM procedures were not

appropriate for this study due to an insufficient number of subjects relative to the number of

parameters in the model. Multi-variate models were tested initially, with non-significant

predictors trimmed from the models. Established guidelines (Baron and Kenny 1986) were

followed to examine whether family/parental functioning mediated the relation between

maternal depression and youth adjustment. We first established a relation between maternal

depression and youth adjustment (Hypothesis 1a), then tested relations between maternal

depression and family/parental functioning (Hypothesis 2), and finally tested relations

between family/parental functioning and youth adjustment (Hypothesis 3). Moderation

analyses (Hypothesis 1b and 3b) also followed recommendations by Baron and Kenny

(1986). Binary logistic regression was used when analyzing children’s diagnostic status.

Dependent variables in these models included diagnosis of any depressive, anxiety, or

behavioral disorder. Although this was a hypothesis driven study with specific a priori

hypotheses, we chose to use a p = 0.025 that was more stringent than the standard p < 0.05

given the number of models tested. We did not use the Bonferroni correction as this is

typically recommended for exploratory or post hoc analyses. Child age was controlled in all

analyses due to the range of participant ages (7–17 years) and differences in ages of onset of

internalizing versus externalizing symptoms. Finally, variables such as race, maternal

education, occupational status, marital status, and family income were investigated as

potential covariates in all analyses due to their potential relation with maternal depression. If

inclusion did not alter findings, these covariates were removed from analyses.

Results

Descriptive and Demographic Information

Table 2 presents means and standard deviation for study variables for boys, girls, and the

overall sample and Table 3 presents correlations among these variables.
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Mothers—Most mothers reported a moderate to severe level of current depressive

symptoms (Table 2) and recurrent depression, with a lifetime average of six MDEs. The

duration of mother’s current MDE ranged from less than a month to a maximum of 24 years

(mean = 22.1 months, median = 6.6, SD = 39.3). Given the positively skewed distribution of

this variable, a square root transformation was performed and this transformed variable was

investigated in subsequent analyses. Findings did not change when the transformed variable

was used, therefore the original duration variable was used in analyses reported below.

Children—Children were within the normal range in terms of internalizing (T score mean =

55.5, SD = 10.5, range = 31–84) and externalizing (T score mean = 53.4, SD = 10.6, range =

32–82) symptoms. Based on the KSADS, 45% of children received a lifetime psychiatric

diagnosis, with 19% of the sample experiencing a lifetime depressive disorder, 20% a

lifetime anxiety disorder, and 29% a lifetime disruptive behavior disorder (Pilowsky et al.

2006). Boys had higher rates of KSADS disruptive behavior disorders than did girls (t = 2.0,

p = 0.047; N = 28 boys, and N = 15 girls). Boys reported significantly higher levels of

family organization and household control (FES) than girls (Table 2). There were no other

significant gender differences.

Analyses Addressing Hypotheses

Hypothesis 1a: Relation Between Maternal Depression and Child Adjustment
—Controlling for child age, the duration of mother’s current depressive episode was

significantly and positively related to children’s CBCL internalizing (β = 0.26, p = 0.002)

and externalizing scores (β = 0.24, p = 0.003). Neither severity nor number of episodes of

maternal depression was related to these scores. There were no significant relations between

maternal depression variables and children’s psychosocial impairment, current or lifetime

psychiatric diagnoses.

Hypothesis 1b—Hypotheses investigating gender as a moderator were initially tested in

linear regression by creating an interaction term with the independent variable and gender.

Due to a complex interaction, repeated measures ANCOVA was used to allow internalizing

and externalizing subscales to be examined in the same model. In this model, the within

subjects factor was subscale score (i.e., internalizing or externalizing), the between subjects

factor was the sex of the child, and the covariates were duration of maternal depression and

child age. Two repeated measures ANCOVA models were conducted. In the first model

(main effects only), there were significant effects of child gender and duration of the current

MDE. In the second model, all possible interaction terms were added, to allow the model to

fit a separate slope for duration of mothers’ depression for each combination of gender,

internalizing, and externalizing. In addition to a main effect of duration and a significant

two-way interaction between duration and subscale, there was a significant three-way

interaction between duration of depression, gender, and CBCL subscale (t = –2.28, p =

0.023). Slopes of each line (Fig. 3) were as follows: Girls internalizing = 0.050, girls

externalizing = 0.029, boys internalizing = 0.040, boys externalizing = 0.094. Among girls,

there was a larger relation between duration of mothers’ current MDE and internalizing

symptoms and, among boys, a larger relation between depression and externalizing

symptoms. Post hoc regression analyses with the sample divided by gender, revealed that the
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duration of mothers’ current MDE was related positively to internalizing problems among

girls (β = 0.33, p = 0.007) and to externalizing problems among boys (β = 0.35, p = 0.002).

Hypothesis 2: Relation Between Maternal Depression and Family Functioning
—There was a significant negative relation between mothers’ lifetime MDEs and ratings on

the FES of the amount of control parents exercised within their home (β = –0.22, p = 0.024).

There were no significant relations between maternal depression and other subscales on the

FES or CRPBI.

Hypothesis 3: Relation Between Family Functioning and Child Adjustment—
There were no significant associations between measures of family/parental functioning and

children’s internalizing and externalizing symptoms. Significant relations were found with

respect to youth psychosocial impairment (SAICA). Higher levels of perceived maternal

psychological control were related to higher levels of youth impairment (β = 0.25, p = 0.002)

whereas higher levels of perceived maternal acceptance were related to lower levels of

impairment (β = –0.29, p = 0.001). Although gender did not moderate this relation (Baron

and Kenny 1986), subsequent analyses suggest that the relation between parenting and youth

impairment is different in subsamples of boys and girls. Among girls, psychological control

(β = 0.34, p = 0.009) and acceptance (β = –0.32, p = 0.01) were related to psychosocial

impairment; these parenting variables were not related to boys’ psychosocial impairment.

Subsample analyses were conducted because of known gender differences in prevalence

rates of certain disorders among youth (e.g., Allgood-Merten et al. 1990) and because of the

lack of information in the field regarding gender differences in the relations among maternal

depression, family functioning, and youth adjustment (Sheeber et al. 2002). There were no

relations between measures of family environment and children’s impairment. Controlling

for child age, children’s reports of maternal acceptance were positively related to current

anxiety disorder diagnoses (OR = 8.54, p = 0.024). There were no significant relations

between other aspects of family/parental functioning and children’s diagnostic status.

Mediational Analyses—Although our results suggest a number of important relations

between maternal depression, family functioning, and children’s adjustment, consistent

relations between variables on all three paths in the mediational model were not found.

Discussion

Our results highlight the importance of considering dimensions of maternal depression, such

as chronicity and recurrence (Brennan et al. 2000; Goodman and Gotlib 1999) when

studying associations among maternal depression, family functioning, and child adjustment.

As hypothesized, duration of mother’s current episode of MDD was significantly related to

children’s internalizing and externalizing symptoms and this association was moderated by

child gender. For girls, longer current maternal depressive episodes were significantly

associated with higher levels of internalizing problems; whereas, for boys, longer current

maternal depressive episodes were significantly associated with higher levels of

externalizing problems. These findings are consistent with theories (e.g., Hops 1992) that

suggest that familial mechanisms place girls at risk for depression, but differ from empirical

studies that have found girls to be more vulnerable to maternal depression than boys (e.g.,
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Davies and Windle 1997). Our data suggest that boys are vulnerable as well, but may be

more prone to externalizing than internalizing symptoms. This pattern is consistent with

gender differences in rates of internalizing versus externalizing disorders in youth (e.g.,

Offord et al. 1991).

Although duration of maternal illness was related to children’s adjustment, there was no

relation between mothers’ current symptom severity or number of previous MDEs and

children’s adjustment. This is somewhat discrepant with past studies that have included

mothers at various stages of illness (e.g., Brennan et al. 2000). Our findings may be due to a

restriction of range. All mothers in our study were in a clinically diagnosed episode of MDD

and 72% reported a severe level of symptoms (Pilowsky et al. 2006), with little variability

across participants; this may have obscured our ability to find significant relations between

severity and other variables.

A recurrent course of maternal depression was related to the amount of control mothers

exercised within their home. Consistent with literature demonstrating a link between

maternal depression and poor child behavior management/ discipline (Lovejoy et al. 2000),

this finding suggests that women with recurrent MDEs are less likely to structure their

homes using set rules and procedures and less likely to be viewed as “in charge” in the home

setting.

In this sample of currently depressed women and their children, measures of parental/family

functioning were associated with children’s psychiatric diagnoses and psychosocial

impairment. Maternal psychological control (e.g., using guilt-induction to manipulate the

child) was associated with more impairment in offspring, whereas maternal acceptance (e.g.,

smiling and praising often) was associated with less youth impairment. These aspects of

parenting may be potential targets of interventions with depressed mothers, as both are

related to children’s impairment across three domains: school, peer, and free-time activities.

Contrary to expectation, high levels of maternal acceptance were associated with increased

odds of anxiety disorders. This finding is in need of replication before interpretation is

warranted.

Child gender did not moderate associations between family functioning and child

adjustment, although different patterns were evident within subsamples of girls and boys.

Among girls, problems in parenting (high psychological control and low maternal

acceptance) were related to increased psychosocial impairment. This is consistent with

theories suggesting that girls may be particularly sensitive to family discord (e.g., Sheeber et

al. 2002). The fact that these associations were found for girls but not boys suggests possible

gender differences in the processes by which the parenting of depressed mothers is related to

child outcomes.

Duration of maternal illness was associated with symptoms of child psychopathology, but

not with aspects of family/parental functioning that were related to child adjustment. Thus,

although important direct associations were found, the criteria for mediation were not met.

Simple exposure to a depressed mother may account for much of the variance in child

outcome. Depressed mothers could impact their children by modeling depressive coping or

Foster et al. Page 10

J Youth Adolesc. Author manuscript; available in PMC 2014 July 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



by exposing them to chronic irritability. Shared biological vulnerabilities may also play a

role. Depression may impact family functioning differently depending on child age, SES, or

ethnicity and this variability may have obscured our ability to find mediational patterns in

the data.

Limitations

Several important limitations of this study should be noted. All data for this study were

collected within a 2-week interval, precluding our ability to examine longitudinal/

prospective relations or directional effects. For example, mothers of boys with externalizing

problems may be more likely to have depressions of longer duration due to the difficulties

associated with parenting these children. It also is possible that an unmeasured variable

might influence both mother and child functioning (e.g., maternal depression and daughters’

internalizing symptoms due to common stressors such as economic hardships or abuse).

Prospective studies are needed to test the likely possibility of more complex, transactional

relations.

Common informant and common method variance were limitations in some analyses.

Mothers provided information about their functioning and, for several variables, their

children’s functioning. It is possible that mothers were overly negative in their reports about

their children’s functioning due to their depression. There is disagreement in the field

regarding whether the reports of depressed women are biased by negative mood or whether

they accurately reflect deficits in children’s behavior (Najman et al. 2000; Richters 1992).

Although this is a potential study limitation, given that all women were depressed and given

that the mean of the mother-rated CBCL was within the normal range, it is unlikely that bias

could fully account for a relation between length of maternal depression and child

adjustment or child gender.

Because of the wide age range of children and the modest sample size, we were not able to

examine relations among study variables at specific developmental stages. It is likely that

the impact of maternal depression on youth outcomes may be influenced by the child’s age,

with some studies suggesting that maternal depression may be more harmful when present

during a child’s early life (Forman et al. 2007). Finally, as participants in the larger

STAR*D clinical trial, all women in this study were seeking treatment for their depression.

Given data to suggest that only 1/3 of mentally ill individuals seek treatment (Kessler et al.

1996), the current sample was not necessarily representative of the larger population of

depressed mothers and their families.

Conclusions

This study investigated relations between dimensions of maternal depression, family

functioning, and child adjustment in a sample of currently depressed women. The duration

of the current maternal depressive episode related to youth psychopathology-specifically to

internalizing problems for girls and externalizing problems for boys. A recurrent course of

maternal depression was related to lower levels of household control. Finally, mothers’ use

of psychological control was related to higher levels of psychosocial impairment for girls,
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but not boys; and similarly, mothers’ use of warm and accepting parenting techniques was

related to improved psychosocial functioning among girls, but not boys.
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Fig. 1.
Conceptual model: Family/parental functioning as a mediator and gender as a moderator in

the relation between aspects of maternal depression and child adjustment
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Fig. 2.
Summary of significant associations among variables in hypothesized model. Note: FES,

Family Environment Scale; FRI, Family Relationships Index; CRPBI, Children’s Report of

Parenting Behavior Inventory; CBCL, Child Behavior Checklist; SAICA, Social Adjustment

Inventory for Children and Adolescents. Values are standardized Beta weights. OR odds

ratio. *p<0.05, **p<0.01
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Fig. 3.
Gender as a moderator in the relation between duration of maternal depression and youth

internalizing and externalizing symptoms. Note: MDE major depressive episode. Short and

long duration of maternal depression were defined using a median split. This was more

appropriate than using SD due to the positively skewed duration variable
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Table 1

Demographic characteristics of sample

Mother–child dyads (N = 151) N (%)

Child mean age 11.5 (SD = 2.8)

Mother mean age 37.1 (SD = 6.6)

Child gender

  Boys 80 (53)

  Girls 71 (47)

Child ethnicitya

  White 67 (44)

  Black 56 (37)

  Hispanic 22 (14)

  Other 6 (3)

Child current grade

  Grades 1–6 81 (54)

  Grades 7–12 68 (45)

  Remedial/resource class 23 (16)

Mother employment status

  Employed full or part time 98 (65)

  Homemaker 20 (13)

  Student/unemployed 31 (21)

Household income

Under $14,999 38 (27)

  $15,000–$39,999 58 (40)

  $40,000 and above 49 (33)

Child living situation

  Biological mother only 72 (47)

  Both biological parents 48 (32)

  Biological mother and step-father 25 (17)

All demographic variables were investigated as potential covariates

a
Child ethnicity and maternal ethnicity were essentially the same, although 12 mothers reported multiple ethnic affiliations, resulting in N = 76

(50%) White and N = 58 (38%) black mothers
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Table 2

Maternal depression, family functioning, and children’s adjustment

Measure All mean (SD) Boys mean (SD) Girls mean (SD)

Maternal HRSD17 24.73 (5.1) 24.73 (4.65) 24.72 (5.59)

Depression Number of previous MDEs 6.27 (12.44) 6.0 (10.36) 6.55 (14.54)

Duration current MDEa 22.11 (39.33) 19.96 (31.77) 24.60 (46.73)

Family FES family rel index 7.25 (4.96) 7.66 (4.92) 6.81 (4.99)

Functioning FES organization 4.82 (2.41) 5.24 (2.16)* 4.36 (2.59)

FES control 5.20 (1.88) 5.56 (1.74)* 4.81 (1.96)

CRPBI acceptance 1.63 (0.35) 1.67 (0.31) 1.59 (0.39)

CRPBI psych. control 0.56 (0.40) 0.55 (0.40) 0.57 (0.41)

Child CBCL internalizing 55.49 (10.45) 54.82 (10.59) 56.22 (10.32)

Adjustment CBCL externalizing 53.39 (10.56) 53.27 (10.94) 53.53 (10.19)

SAICA summary score 10.03 (1.67) 10.06 (1.61) 9.99 (1.74)

FES, Family Environment Scale; CRPBI, Children’s Report of Parenting Behavior Inventory; CBCL, Child Behavior Checklist; SAICA, Social
Adjustment Inventory for Children and Adolescents

*
Indicates a significant difference (p< 0.05) between means for boys and girls

a
Duration of current MDE is reported in months
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