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Abstract

Using six waves of data from the Panel Study of Income Dynamics (2007–2017) and the 

Childhood Retrospective Circumstances Study (2014) (n=3,240), this paper estimates how 

childhood experiences with parental mental health problems shape trajectories of children’s own 

distress in adulthood. Findings indicate that those who experience poor parental mental health 

have consistently greater distress than their non-exposed counterparts throughout adulthood. More 

severe and longer exposures to parental mental health problems corresponds to even greater 

distress in adulthood. The gender of the parent afflicted does not predict differences in adult 

mental health, but those individuals exposed to both maternal and paternal poor mental health have 

the greatest distress in adulthood. Together, results suggest that parental mental health during 

children’s formative years is a significant predictor of life course distress and that heterogeneity in 

this experience corresponds to unique mental health trajectories.

The outcomes of children who are exposed to parental mental health problems are of 

growing concern as recent research estimates that 18.2 percent of parents suffer from mental 

illness and 3.8 percent of parents suffer from serious mental illness (Stambaugh et al. 2017). 

Parents’ psychological problems may lead to negative parenting behaviors, lack of attention 

to children’s needs, or increased dysfunction within the home (Elgar et al. 2007; Wilson and 

Durbin 2010). As such, mothers’ and fathers’ mental health problems are key sources of 

stress for children and have been linked to worse mental health and more behavioral 

problems for children during their youth (Meadows, McLanahan, and Brooks-Gunn 2007; 

Schepman et al. 2011)

Life course scholars have long suggested that negative events in childhood may be 

associated with poor health throughout the life course (Elder 1998; Ferraro and Wilkinson 

2013; Pearlin 2010). Stress process literature has likewise suggested that current stress may 

be fundamentally linked to experiences with past stressors (Aneshensel 2015). However, 

research in both of these frameworks has highlighted that the link between early life stress 

and later stage mental health is not deterministic and that the impact of these stressors may, 

in fact, wane across the life course (George 2013). Although much is known about the 
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consequences of parental mental health problems on children during childhood, a key 

question remains how this childhood stressor continues to negatively impact children’s 

mental health as they age throughout adulthood.

The current study contributes to research on early life exposures and mental health in several 

ways. First, by drawing on the stress process model and the life course perspective, I 

conceptualize parental mental health problems as a stressor with long-term consequences for 

children’s distress. Second, I use a large, nationally representative panel data set that 

includes measurements of children’s distress as adults over six waves to construct age-based 

mental health trajectories. This strategy allows for a dynamic understanding of how the 

impact of poor parental mental health influences children’s baseline and growth of distress 

across adulthood. Furthermore, although research on other adverse childhood circumstances 

has emphasized that experiences with adversity may differ across individuals (Friedman et 

al. 2015; Schilling, Aseltine, and Gore 2008), few studies have questioned whether 

heterogeneity in the experience with parental mental problems corresponds with different 

long-term consequences for children once they reach adulthood. Therefore, I extend prior 

work that typically treats the presence of poor parental mental health dichotomously (was 

present/ was not present in childhood) by refining the measurement of parental mental health 

to include the severity of the mental health problems, the duration for which the individual 

was exposed to this particular stressor in childhood, and the gender of the parent with mental 

health problems. In doing so, this study clarifies which experiences with parental mental 

health are particularly harmful to children’s life course outcomes.

BACKGROUND

Linking Parental Mental Health Problems with Life Course Mental Health

Early life is a crucial period of biological, emotional, and mental development. The 

plasticity of this period makes individuals extremely vulnerable to the impact of stressors 

and has therefore been referred to as a sensitive period (McFarland 2017; Miller, Chen, and 

Parker 2011). Parental mental health problems may act as a stressor for children during a 

sensitive period because parents are central to the lives of their children and provide an 

essential source of social control, self-esteem, and belonging (Schepman et al. 2011; 

Umberson, Crosnoe, and Reczek 2010; Wilkinson and Andersson 2019). Mothers and 

fathers with mental health problems may display impaired parenting behaviors such as 

harshness or disengagement from the children’s needs (Elgar et al. 2007; Wilson and Durbin 

2010). These behaviors, in turn, can lead to a range of deleterious emotions for children 

including, but not limited to, insecurity and distress (Cummings, Mark, Keller, and Davies 

2005; Elgar et al. 2007; Noonan, Burns, and Violato 2018; Wilson and Durbin 2010). In 

addition to parenting behaviors, parents’ mental health could lead to other sources of 

stressful family dysfunction, such as increased marital conflict, parental abuse of drugs/

alcohol, or parental divorce that may add to children’s distress (Avison 2010; Hanington et 

al. 2012; Williams and Cheadle 2016). Although research has predominantly focused on the 

impact of this stressor on children in early life, the consequences of parents’ psychological 

problems may extend past this window.
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Both the stress process model and the life course perspective have highlighted that stress 

during a sensitive period can lead to worse health outcomes for individuals throughout their 

lives and into adulthood (Kuh et al. 2003; Pearlin 2010). Although literature on the long 

term consequences of childhood circumstances was originally developed to explain 

differences in adult physical health outcomes, this literature is often extended to explain 

disparate adult mental health outcomes (Aneshensel 2015; Avison 2010; George 2013). This 

research suggests that childhood misfortune may define starting points of adult mental health 

(Avison 2010; Pearlin 2010), as well as the growth of distress with age (Schafer and Ferraro 

2013).

First, childhood stressors may have an enduring influence on mental health over the life 

course that remains stable across age (Schafer and Ferraro 2013; Umberson et al. 2014). 

Consequently, those exposed to childhood adversity may have consistently higher distress 

than their non-exposed counterparts throughout adulthood. Second, childhood adversity may 

lead to mounting distress with age (Ferraro and Shippee 2009; Umberson et al. 2014). This 

may be due to a compounding of depressive or anxious symptomatology throughout the life 

course or through the accumulation of related stressors that further worsen adult health 

(Ferraro and Shippee 2009; Ferraro and Wilkinson 2013; George 2013; Umberson et al. 

2014). Thus, in addition to higher baseline distress, individuals exposed to childhood 

stressors may have increasingly worse mental health compared to their non-exposed peers 

with age. Finally, research suggests that childhood stressors may only be relevant for 

children’s health early in the life course and that the impact of childhood stressors wanes as 

individuals age (Oldehinkel et al. 2014; Schaan 2014; Schafer and Ferraro 2013). Therefore, 

individuals exposed to childhood misfortune may experience initial increases in distress, but 

eventually, converge to mirror the mental health of their non-exposed counterparts.

The few studies that have analyzed the long-term impact of parental mental health problems 

have concluded that exposure to this stressor is related to children’s poor adult mental health 

(Angelini et al. 2016; Goosby 2013). However, these studies have only assessed children’s 

adult mental health at one point in time. In doing so, they have been unable to assess how 

this childhood stressor shapes mental health trajectories across adulthood (Schafer and 

Ferraro 2013). Thus, it remains unclear whether the gap in distress between those exposed to 

parental mental health problems and those not exposed to this stressor remains stable, 

increases, or wanes across adulthood.

Heterogeneity in Parental Mental Health Problems

Of growing concern in the study of childhood adversity is how heterogeneity in these 

experiences corresponds to variation in both child (Strohschein and Gauthier 2018) and adult 

health outcomes (Friedman et al. 2015; Schilling et al. 2008). It is likewise imperative to 

recognize that not all experiences with parental mental health problems are comparable. The 

stress placed on children during the sensitive period may be a product of key characteristics 

of poor parental mental health. For example, the severity of maternal psychological 

problems calculated through the Delusions-Symptoms-States Inventory (DSSI) has been 

positively correlated with children’s increased depressive symptoms and behavioral 

problems in early life (Brennan et al. 2000; Hammen and Brennan 2003). Mars and 
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colleagues (2012) likewise noted that severe parental depression, as measured through 

impairment in everyday activities and hospitalization, was predictive of children’s increased 

depressive symptoms. Conversely, the absence of negative emotional expressiveness (less 

severe presentation of mental health problems) has been found to diminish the impact that 

parental depression has on children in their youth (Cummings, Cheung, and Davies 2013). 

Thus, more severe experiences with parental mental health problems may predict even 

greater distress in adulthood.

In addition to severity, the duration of exposure to poor parental mental health may predict 

the stress placed on children. This is a particularly salient source of heterogeneity given that 

some psychological problems last only for a short while and may not occur again for many 

years, if at all (Coryell et al. 1994). Children who are exposed to poor parental mental health 

for most of their youth may find it particularly difficult to escape the negative consequences 

compared to those who only experience this stressor for a brief period (George 2014).

Finally, experiences with parental mental health may differ based on the gender of the parent 

afflicted. Women are generally more likely to display depressive symptoms, and mothers are 

expected to be more directly involved as the predominant caretaker compared to fathers 

(Moser and Jacob 1997; Rosenfield and Mouzon 2013). Maternal mental health problems 

may, therefore, cause greater stress for a child and lead to greater disruption of the childhood 

environment (Connell and Goodman 2002). Indeed, multiple studies have noted that poor 

maternal mental health is more detrimental to children’s outcomes than poor paternal mental 

health (Meadows et al. 2007; Noonan et al. 2018) and that maternal depression is more 

predictive of family stress, such as economic hardship, than paternal depression (Williams 

and Cheadle 2016). Consequently, maternal psychological problems may also confer the 

greatest long-term risk to children’s distress. However, it should be noted that many of the 

studies that examine the gender of the parent afflicted note that having both a mother and a 

father with mental health problems, as opposed to only one parent afflicted, is the most 

stressful circumstance for a child. These studies largely suggest that having a least one non-

afflicted parent in the home may buffer the effects of parental mental health problems, no 

matter if the afflicted parent is the mother or the father (Kahn, Brandt, and Whitaker 2004; 

Meadows et al. 2007).

The Present Study

Past work has linked exposure to poor parental mental health in early life to children’s 

distress in adulthood. However, these studies have been unable to assess how this stressor 

impacts children’s mental health trajectories over multiple years of adulthood. Furthermore, 

little work has analyzed how heterogeneity in the experience with parental mental health 

problems may relate to disparate outcomes for children in adulthood. The goal of this study 

is to build on existing work to examine (1) how exposure to parental mental health problems 

during a sensitive period shapes children’s baseline and growth of distress throughout 

adulthood, and (2) if differences in the severity of this experience, the duration exposed to 

poor parental mental health, and the gender of the afflicted parent correspond to differences 

in adult distress trajectories.

Kamis Page 4

Soc Ment Health. Author manuscript; available in PMC 2022 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



METHODS

Data

The data for this study comes from six waves (2007–2017) of the Panel Study of Income 

Dynamic (PSID). The PSID is an ongoing nationally representative sample of U.S. 

households. The original PSID was collected annually beginning in 1968 with a sample of 

over 5,000 households. Since 1997, the survey has been collected biannually (McGonagle 

and Freedman 2015). In 2014, the PSID included a Childhood Retrospective Circumstances 

Study (CRCS) supplement that was given to a sample of household heads and spouses/

partners from PSID families that participated in the 2013 wave. The purpose of the CRCS 

was to supplement information on adult respondents’ childhood experiences that were not 

captured in the main PSID interview (McGonagle and Freedman 2015). Thus, the CRCS is 

uniquely suited for answering questions on the long-term impacts of childhood experiences 

on adult mental health.

The present analysis focuses on adult respondents who were at least 25 years old at the 2007 

wave of the PSID and no older than 65 at the 2017 wave. This age range captures individuals 

through early to mid-adulthood. Only the main respondent of a PSID household was asked 

to provide information on his/her psychological distress. Consequently, the present analysis 

focuses solely on respondents who participated in the CRCS and who also provided 

information on their psychological distress in adulthood in at least one wave (n=3,240). The 

total sample is mostly female (62.93 percent) and white (61.23 percent). This demographic 

breakdown mirrors that of the main respondents in the PSID over the waves used in 

analyses.

Measures

Adult Mental Health—Adult mental health is measured using the K-6 Non-Specific 

Psychological Distress Scale at each wave of analysis. This scale is a shortened version of 

the K-10 scale originally developed by Kessler and colleagues (2003) and measures how 

often the respondent felt nervous, hopeless, restless/fidgety, that everything was an effort, so 

sad that nothing could cheer him/her up, and/or worthless in the past 4 weeks. Response 

categories include “none,” “a little,” “some,” “most,” and “all.” Scores on each item are 

summed to produce a scale ranging from 0 to 24. Since the majority of respondents score 

very low on the K-6 scale, distress scores were logged to address skew (i.e. ln(“K-6” +1)).

Parental Mental Health Problems—Prior to answering any questions on childhood 

experiences with parental mental health problems, respondents were asked to identify one 

mother figure and one father figure with whom they spent the majority of their childhood. 

Although this figure was often the biological parent, this figure could also be a stepparent, 

an adoptive parent, another relative, or a non-relative who still took on a role as a “mother” 

or “father” figure. The majority of respondents (75.19 percent) indicated their father figure 

was their biological father and a majority (93.09 percent) indicated their mother figure was 

their biological mother. All questions asked about respondents’ parents during this time refer 

to the persons whom they indicated were their main parental figures.
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The presence of parental mental health problems in childhood is indicated by the presence of 

anxiety and/or depression in either parental figure. Respondents were asked whether, before 

they were 17, their “mother/stepmother/woman who raised R” experienced “periods lasting 

2 or more weeks where she was sad or depressed for most of the time.” They were also 

asked whether the woman who raised them, “ever had anxiety attacks where all of a sudden 

she felt frightened, anxious, or panicky.” The same two questions were asked about the 

respondent’s “father/stepfather/ man who raised R.” Parental mental health problems were 

coded “1” if a respondent answered yes to any of the above experiences. The PSID did not 

begin collecting information about respondent’s psychological distress until 2001 (and not 

consistently until 2007), therefore prospective information on parent’s mental health while 

the respondent was under the age of 17 could not be ascertained.

Severity—The severity of parental mental health problems is captured through an index of 

the number of additional indicators of parental mental health problems. For parental anxiety, 

respondents were asked whether their mother/father ever received treatment, whether their 

mother/father was ever hospitalized, and whether the anxiety ever interfered a lot with the 

mother’s/father’s life or activities. Respondents were asked the same questions about their 

mother’s/father’s depression. Additionally, respondents were asked if, during the time the 

depression was at its worst, the mother/father experienced other symptoms (such as low 

energy or changes in sleep). These questions yield a total of 14 possible additional indicators 

of poor parental mental health (3 related to the mother figure’s anxiety, 4 related to mother 

figure’s depression, 3 related to the father figure’s anxiety, 4 related to father figure’s 

depression). Those who did not indicate having any parent with mental health problems 

were not asked about additional indicators and were coded “0” on this index. Due to low cell 

counts at the highest levels of this index, responses are collapsed into an index ranging from 

0 to 4 or more. Alternate forms of the severity variable were tested including a non-

collapsed index and a logged version of the index. These alternate forms of the severity 

variable yielded substantively similar results to those presented here.

Although the CRCS did not provide a formal scale of severity, this index mirrors other 

studies of parental mental health problems that take into account the degree to which the 

psychological problems interfered with everyday living, symptomatology, and if the parent 

was hospitalized (Hammen and Brennan 2003; Mars et al. 2012). Additionally, one could 

argue that receiving help for a mental health problem is a signal of help-seeking rather than 

the severity of the illness. In ancillary analyses (not shown) a separate index of severity was 

tested that did not include help-seeking behaviors. These results mirror those of the full 

index. Furthermore, the reliability, as measured through the Cronbach’s alpha, of the scale 

without the inclusion of help-seeking was lower than the scale that included these indicators 

(.73 and .79, respectively).

Duration—Duration of parental mental health problems is measured by the question, “was 

this during all, most, some, or only a little of your childhood, before you were age 17.” 

Response categories include “0=none,” “1=a little,” “2=some,” “3=most,” and “4=all.” This 

question was asked for both depression and anxiety and for both the mother and father 

figure. For each parental mental health indicator, respondents were coded “0” if they 
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previously indicated no experience with this particular parental mental health problem. The 

four separate duration items (i.e. maternal depression, paternal depression, maternal anxiety, 

paternal anxiety) that each range from 0–4 are summed to create an index of overall duration 

ranging from 0 to 16. Due to low cell counts at high levels of duration, responses are 

collapsed into an index ranging from 0 to 5 or more. Alternate forms of the duration variable 

(keeping the duration variable in its original scale and logging the variable) yielded similar 

results to those presented here.

Gender of Parent with Mental Health Problems—Gender of the parent with mental 

health problems is measured by a categorical indicator for whether the respondent has no 

parents with mental health problems in childhood, only their mother had mental health 

problems, only their father had mental health problems, or both parents had mental health 

problems. This measurement captures the gender of the parent afflicted as well as the 

number of parental figures afflicted.

Childhood Circumstances—I control for several childhood circumstances that may 

confound the relationship between parental mental health problems and children’s distress in 

adulthood. Ideally, childhood circumstances could be captured using previous waves of the 

PSID from when respondents were under the age of 17. However, of the respondents in my 

sample about a quarter (n=763) did not have any prospective information on their childhood 

and those captured for the entire length of their childhood were much younger compared to 

the rest of the sample. To retain the individuals with little to no prospective data and to keep 

the age range proposed, I use retrospective information gathered in the CRCS to measure 

childhood circumstances.

A dichotomous indicator is included for whether the respondent indicated that their mother 

figure and father figure were both biological parents. I include two measures of childhood 

socioeconomic status. To ensure that these measures capture the same time frame as the 

parental mental health questions (before the respondent was age 17) I use questions that 

were asked in the CRCS. The first is measured with the question, “Before age 17, compared 

to the average family at the time, how was the financial situation of the family that you lived 

with?” Responses range from 1–5 with 1 indicating that the respondent’s family was “a lot 

better off than the average family” and 5 indicating that the respondent’s family was, “a lot 

worse off than the average family.” An additional measure capturing whether the 

respondent’s family ever received welfare was based on the question “was there ever a 

period of 3 months or more when your family was on welfare or received food stamps” 

when the respondent was 0–5 years old, 6–12 years old, or 13–16 years old. Respondents 

were coded “0” if they responded no to each period and “1” if they said yes to any period. To 

account for the potential effect of the respondent’s mental health on their parent’s mental 

health, I include a self-reported measure of mental health problems in childhood. 

Respondents are coded as “1” if they indicated experiencing depression, anxiety, or panic 

attacks before they were 17 years old, and “0” if they did not experience any of these mental 

health problems in childhood.

Covariates—Gender and race of the respondent are included as dummy variables with 

gender coded as “male” (ref.) and “female,” and race coded as “white” (ref.) and “non-
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white.” Birth cohort is included as a time-invariant continuous variable centered on mean 

birth year.

Analytic Approach

I use age-based latent growth curve models (LGCM) to assess the relationship between 

parental mental health problems and children’s distress in adulthood. LGCM estimate an 

underlying average trajectory of a variable of interest over time as defined by latent intercept 

and slope parameters, as well as individual variation in these intercept and slope parameters 

(Muthén 2004). Although the PSID is organized by wave, I assign age as the time metric as 

it is more salient for distress trajectories (Adkins et al. 2009; Lynch and Taylor 2016). The 

subsequent LGCM captures within-individual change in distress with age, as well as 

between-person differences in baseline and growth of distress with age. I first estimate an 

unconditional model of logged distress as a linear function of age. Age is centered on the 

youngest age in the sample (age 25) to aid in model interpretation. A comparison of 

Bayesian Information Criteria (BIC) statistics suggested that a linear trajectory provided the 

best fit for the data as opposed to an intercept-only model or a quadratic model (see 

Appendix A).

I then regress time-invariant variables, such as the presence of parental mental health 

problems in childhood, on the latent intercept and slope parameters to account for between-

person differences in trajectories of distress. First, I evaluate the impact of having any parent 

with mental health problems on children’s baseline level and growth in distress in adulthood 

including only demographic controls. I then estimate a full model that includes additional 

childhood circumstances. Next, I estimate the independent effects of the severity of the 

parental mental health problems, duration of exposure, and the gender of the parent with the 

mental health problems on distress trajectories in adulthood including all covariates.

All descriptive statistics were computed using STATA version 15.1 and LGCM were 

estimated using MPlus 8.2. All models are estimated using Full-Information Maximum 

Likelihood (FIML) to account for missing data and attrition (Allison 2002). Seventy-six 

percent of respondents had distress scores at every wave included in these analyses, but 774 

respondents were missing a distress score from at least one wave. I conducted 

supplementary analyses that only included respondents with three or more measurements of 

distress (n=3,043) (Curran, Obeidat, and Losardo 2010). Compared to those with less than 

three measures of distress, there was a higher proportion of female and non-white among 

those with three or more measurements of distress. I compared the results from these models 

against those that used the entire sample and did not reach substantively different 

conclusions. As results did not differ, I chose to retain my sample size and conduct analyses 

on the full sample.

RESULTS

Descriptive Statistics

Table 1 presents descriptive statistics stratified by the presence of any parental mental health 

problems in the respondent’s childhood. Approximately 21.30 percent of respondents were 
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exposed to some type of parental mental health problems in childhood. Of those 21.30 

percent, a majority indicated that only their mother figure suffered from mental health 

problems (72.62 percent) as opposed to only their father figure (13.10 percent) or both 

parental figures (14.29 percent). Additionally, among those who reported experiencing some 

type of parental mental health problem, the severity index (ranging from 0–4+ additional 

indicators) averaged at 1.85 and the duration index (ranging from 0–5+) averaged at 2.60. 

Although the present analyses do not examine severity and duration separately by gender of 

the parent afflicted, it should be noted that maternal mental health problems were generally 

reported as more severe and of longer duration than paternal mental health problems.

There were notable differences between those who experienced any parental mental health 

problems in childhood and those that did not. Those exposed to poor parental mental health 

had higher distress scores in each wave compared to those that did not. Additionally, over a 

third of those who experienced some type of parental mental health problem also reported 

suffering from mental health problems themselves in childhood as compared to the 7.77 

percent among those who did not experience parental mental health problems.

Trajectories of Distress

Tables 2 and 3 present results of growth models predicting the effect of parental mental 

health problems in childhood on baseline and growth of distress in adulthood. Since the 

outcome variable is logged, coefficients are interpreted as an average of (eB-1)*100 

percentage change in K-6 score intercept or growth for every one-unit increase in x. 

Additionally, as age is centered on the youngest age in the sample, the intercept coefficient 

reflects predicted distress at 25 years old.

Consistent with life course research on distress trajectories (Clarke et al. 2011), results from 

the unconditional growth model (Table 2 Model 1) indicate that the average trajectory of 

distress for this sample is low and decreasing across age. The average K-6 score at age 25 is 

approximately 3 (out of 24) and every year of age corresponds to an average of 1.19 percent 

(B =−0.012, p<.001) decrease in distress. Models 2 and 3 in Table 2 assess the relationship 

between having any parent with mental health problems and adult distress. In the model 

controlling only for demographic characteristics (Model 2), having any parent with mental 

health problems corresponds to an increase in intercept and a slower decrease in distress 

with age. When controlling for childhood circumstances the effect of this stressor on the 

growth of distress is entirely attenuated, however having a parent with mental health 

problems is still associated with an average of 14.68 percent (B =.137, p<.01) higher distress 

at age 25 compared to those who have not experienced this stressor (Model 3). Results from 

the full model are presented in Figure 1 in the standard (not-logged) K-6 scale holding all 

other covariates at their mean values. As seen in this figure, those who were exposed to poor 

parental mental health as a child have consistently higher distress across adulthood 

compared to those who were not exposed to this stressor. As evident by the non-significant 

effect of parental mental health problems on the slope of distress, these individuals do not 

converge to the distress levels of their non-exposed peers with age, but they also do not 

become increasingly worse off with age.
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Results from Table 2, Model 3 also indicate that having experienced childhood mental health 

problems is a significant predictor of increased baseline distress and a slower decline of 

distress with age. Although temporal order of parents’ and children’s mental health 

problems cannot be determined, it may be that the effect of parental mental health problems 

on children’s distress in adulthood is in part explained by the children’s initial increase in 

distress in early life (Cummings et al. 2013; Meadows et al. 2007).

Trajectories of Distress by Variations in Parental Mental Health Problems

Table 3 shows the independent impacts of various characteristics of parental mental health 

problems on distress in adulthood controlling for demographic and childhood characteristics. 

Results from Model 1 indicate that every increase in the severity scale measuring additional 

indicators of parental mental health problems is associated with an average of 6.18 percent 

(B =.060, p<.01) increase in baseline distress with no impact on the growth of distress with 

age. Similarly, every increase on the duration scale (Model 2) is associated with an average 

of 5.76 percent (B=.056, p<.001) higher baseline distress, with no impact on the growth of 

distress with age. These results suggest that those who experience more severe or longer 

durations of poor parental mental health have even greater adult distress at age 25 and that 

this increase in distress remains mostly stable with age.

As the severity and duration measures are somewhat driven by the number of parents with 

mental health problems, in alternate analyses (available upon request) I examined whether 

maximum severity (measured as the maximum severity score between the maternal and 

paternal indices) and maximum duration (taken as the maximum duration of the four 

possible parental mental health statuses) operated similarly to the summative scales. Rather 

than capturing overall exposure, the maximum measures capture whether more severe or 

longer cases of parental mental health problems are detrimental to adult mental health 

regardless of the number of parents who had mental health problems. The maximum 

measures of severity and duration were likewise related to increased baseline distress in 

adulthood, with no subsequent effect on the slope of distress with age.

In Model 3, I examine how the gender of the afflicted parent may shape adult distress. 

Results from this model reveal that both mothers’ and fathers’ mental health problems in 

childhood are associated with increased distress at age 25 and that this increase remains 

stable across age. Ancillary analyses (not shown) that compare solely maternal mental health 

problems with paternal mental health problems indicate that the impact on baseline distress 

does not differ by the gender of the afflicted parent.

This model also indicates that having both a mother and father with mental health problems 

compared to no parents corresponds to an average 1.71 (B =.017, p<.01) percent increase in 

distress with every year of age. Those with no experience with poor parental mental health 

follow a trajectory of declining distress with age, but those exposed to both maternal and 

paternal mental health problems have almost no decline of distress with age. Accordingly, 

the gap in distress between these groups grows across adulthood.

Although previous research has suggested that the transmission of mental health problems 

from parent to child is not entirely based in genetics (McAdams et al. 2015; Silberg, Maes, 
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and Eaves 2010; Tully, Iacono, and McGue 2008), I conducted a supplementary analysis on 

those with non-biological parents. I treated those who indicated they had either a biological 

mother, biological father, or some other relative as their mother or father figure as having a 

biological parent. Those who indicated all of their parents were adoptive, step, or non-

relative were coded as having non-biological parents (n=57). Fit statistics for this subgroup 

suggested that an intercept-only model fit the data better than a linear growth model (see 

Appendix B). In the intercept-only model (see Appendix C), having any parent with mental 

health problems is a significant predictor of increased distress among those with non-

biological parents. However, this effect is attenuated when controlling for the respondent’s 

own mental health problems in childhood. Thus, similar to results for the entire sample, part 

of the long-term effect of parental mental health problems operates through an increase in 

one’s own mental health problems in childhood. Although the current analysis is unable to 

include specific genetic data, these results lend support to the argument that poor parental 

mental health is a significant stressor with long-term consequences for children’s distress, 

regardless of biological ties.

DISCUSSION

Research within the stress process and life course literature has reinforced that stress in 

childhood, and particularly stress associated with parental mental health, is often a precursor 

for poor outcomes in adulthood (Angelini et al. 2016; Goosby 2013). While studies have 

established a relationship between parental mental health problems and distress in 

adulthood, few have questioned how this stressor shapes mental health across multiple years 

of adulthood. Thus, existing cross-sectional studies have not investigated whether the gap in 

distress between those exposed to this childhood stressor and those not exposed remains 

stable, increases, or decreases across adulthood (Ferraro and Wilkinson 2013; Schafer and 

Ferraro 2013).

Results from this study indicate that controlling for potential childhood confounders, any 

experience with parental mental health problems has an enduring impact on children’s 

distress. Those who are exposed to this childhood stressor remain at a consistently higher 

level of distress compared to their non-exposed counterparts, and this gap is stable across 

adulthood. In other words, these children never escape the stress accrued during this 

childhood experience, even as they enter new stages of the life course. However, this stressor 

does not pose additional threats to mental health above this baseline increase (Schafer and 

Ferraro 2013).

In addition to establishing the long-term impact of parental mental health problems, this 

study sought to unpack how heterogeneity in the experience with this childhood stressor 

corresponds to varied adult mental health outcomes. Specifically, this study aimed to 

uncover the independent effects of severity, duration, and gender of the afflicted parent. 

Increases in the severity or the duration exposed to this stressor correspond to even greater 

distress in adulthood. Thus, the presentation of parental mental health problems does predict 

the degree to which children end up more distressed than those who did not experience this 

stressor. Contrary to past work that suggests maternal mental health is more impactful than 

paternal mental health (Meadows et al. 2007; Noonan et al. 2018), results from the current 
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study indicate that the impact of maternal and paternal mental health problems was largely 

the same. In fact, consistent with some past work (e.g. Kahn et al., 2004) the presence of 

both maternal and paternal mental health problems was the most problematic for children’s 

adult distress. Those individuals exposed to both maternal and paternal poor mental health 

remained at a consistent level of distress throughout adulthood, while all others experienced 

the normative decline of distress associated with aging (Clarke et al. 2011). Even though 

only a small number of respondents reported both maternal and paternal mental health 

problems, this finding highlights how difficult it may be for these individuals to escape the 

negative impacts of dual exposure to mental health problems.

Taken together, these findings underscore the importance of acknowledging that not all 

experiences with childhood adversity, and particularly parental mental health problems, look 

alike. Variation in the experience with this stressor corresponds with diverse outcomes in 

adulthood. Studies that dichotomize childhood adversity rather than test specific 

characteristics of the stressor may underestimate the impact it has on children who are 

exposed to the most severe cases or who are exposed for longer periods of early life. This 

study focused on analyzing characteristics of parental mental health problems, but the 

concepts of heterogeneity can, and should, be applied to other childhood stressors to identify 

those individuals at risk for the greatest distress once they reach adulthood.

The primary limitation of this study is that analyses rely on respondents’ retrospective 

reports of their childhood experiences. Some respondents may over or underestimate their 

mother’s and father’s symptomology, the severity of these mental health problems, or the 

duration for which these symptoms occurred. Individuals who experience parental mental 

health problems at extremely young ages may have difficulty understanding the event or be 

vulnerable to infantile amnesia (Brewin, Andrews, and Gotlib 1993; Hardt and Rutter 2004) 

wherein events that occur before age three are difficult to recall. Finally, those who are 

currently experiencing mental health problems may be more likely to recall past negative 

events than those with more positive affect, especially when memories are self-referential 

(Hardt and Rutter 2004; Schraedley, Turner, and Gotlib 2002). Since there is no prospective 

data on parental mental health when respondents were children, it is not possible to 

corroborate the retrospective reports. That being said, recent research suggests that 

respondents are more likely to underreport instead of over-report negative childhood events, 

which would lead to conservative estimates (Hardt and Rutter 2004). Qualitative studies 

have highlighted that even young children have a generally sophisticated understanding of 

their parents’ mental health (Mordoch and Hall 2008; Simpson-Adkins and Daiches 2018). 

And research has argued that retrospective reports of childhood circumstances, and 

particularly parental psychopathology (Schraedley et al. 2002), are not likely to be 

significantly altered by current mood statuses (Brewin et al. 1993). Brewin and colleagues 

(1993) also note that those with depressed affect tend to place blame on internal factors 

rather than external, making it unlikely that they would blame external childhood 

circumstances if those experiences did not occur. Nevertheless, results presented here should 

be interpreted with the understanding that no formal test of validity and reliability can be 

assessed with this data.
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Another limitation is the inability to measure the timing of parental mental health problems. 

A more complete history of parents’ psychological problems would be necessary to explore 

whether individuals are sensitive to the timing of exposure to this stressor. Furthermore, as 

the CRCS does not ask individuals about more severe mental health diagnoses, a thorough 

investigation of how different types/more severe types of parental mental health problems 

influence children’s life course mental health cannot be conducted. It should also be noted 

that due to the lack of complete prospective data on the respondents in this sample, a more 

complete measure of family structure in childhood could not be obtained. The mother/father 

figures identified in the CRCS are the parental figures who were most present in the 

respondent’s childhood, however, there may be other adults in the child’s life the child 

sought out to buffer the effects of adversity (Kysar-Moon 2019) or who could also suffer 

from mental health problems.

Despite these limitations, this work sets the foundation for several future studies on parental 

mental health and children’s outcomes in adulthood. In particular, future work should focus 

on the many circumstances, both in childhood and adulthood, that may link poor parental 

mental health to children’s adult distress. This study provided preliminary evidence that the 

impact of parental mental health on children’s mental health in adulthood may operate 

through children’s initial increased distress in childhood. However, this study does not 

formally test how adulthood statuses, such as marital status, parenthood, or economic 

attainment, may likewise act as crucial links connecting parental mental health to offspring’s 

adult distress. Future work should also focus on the psychosocial resources that may buffer 

the impact of this stressor (Aneshensel and Avison 2015). For example, there is a body of 

literature that suggests that parental warmth in childhood is protective for children 

throughout the life course (Chen, Kubzansky, and VanderWeele 2019; Wilkinson and 

Andersson 2019). Parents who experience psychological problems may be able to offset the 

negative long-term impacts through positive relationships with their children. A thorough 

examination of mediators and psychosocial buffers would be especially relevant for 

informing interventions to address negative impacts on life course mental health.

In sum, although previous research has established a relationship between parental mental 

health and children’s outcomes in adulthood, this study was one of the first to comment on 

how this experience shapes trajectories of mental health throughout early to mid-adulthood. 

Moreover, this study furthered the understanding of parental mental health problems by 

exploring crucial sources of heterogeneity in this experience. The results presented here 

reinforce the persistent nature of stress associated with parent’s mental health and underline 

that children with more intense exposure to this stressor are at an even greater risk of 

heightened distress throughout adulthood.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Predicted K-6 Scores by Presence of Parental Mental Health Problems in Childhood. Panel 

Study of Income Dynamics (2007–2017) and Childhood Retrospective Circumstances Study 

(2014) (N=3,240).

Note: Predicted Scores are calculated from Table 2 Model 3 holding all other covariates at 

their grand mean value.
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