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Although there is evidence that children of depressed parents are far more likely 

to suffer from depression than other children (Hammen & Brennan, 2003), the majority 

of research examining links between parents’ depression and adolescent depression has 

focused on maternal depression, minimizing or ignoring the potential influence of 

paternal depression.  Thus, the goals of the proposed study were 1) to examine both 

maternal and paternal depressive symptoms in relation to adolescents’ depressive 

symptoms over time, 2) to explore possible gender differences in how teens are affected 

by maternal versus paternal depressive symptoms, and 3) to investigate the role of parent-

teen relationship quality.  This study used data from the NICHD Study of Early Child 

Care and Youth Development, which includes measures of each parents’ depressive 

symptoms, taken when children were in 3
rd

, 5
th

, 6
th

, and 10
th

 grades, and adolescent 

depressive symptoms measured at grades 5, 6, and 10. Results of path analyses using a 

cross-lagged panel design revealed that paternal depressive symptoms significantly 

predicted changes in adolescent depressive symptoms from grade 5 to 6 and 6 to grade 

10.  Although maternal depressive symptoms were not significantly associated with 



 vi 

female adolescents’ depressive symptoms, mothers’ depressive symptoms predicted male 

adolescents’ depressive symptoms at grade 5. Models revealed a reciprocal influence of 

female adolescents’ depressive symptoms and paternal depressive symptoms. 

Furthermore, models of indirect effects suggest that the relationship of maternal 

depressive symptoms at grade 3 and male teens’ depressive symptoms had an enduring 

effect on males’ depressive symptoms through grades 6 and 10. This was also found for 

the association of paternal depressive symptoms and subsequent female teens’ symptoms. 

Finally, moderation analyses revealed a significant interaction of maternal depressive 

symptoms and mother-teen relationship quality predicting female teens’ subsequent 

depressive symptoms such that females who had high-quality relationships with highly 

depressed mothers were more likely to be depressed themselves, whereas female teens’ 

depressive symptoms were lowest if they had high quality relationships with mothers 

who reported low levels of depressive symptoms. The present study highlights the need 

for systems-based approaches to working with families in which one or more family 

members experience depressive symptoms.  
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Introduction 

The statistics pertaining to adolescent depression are sobering: Roughly 14% of 

teens meet the DSM criteria for Major Depressive Disorder, and 20-50% of teens report 

significant levels of depressive symptoms (Kessler et al., 1999).  Moreover, having just 

one parent who is clinically depressed increases adolescents’ risk of developing 

depression to more than five times the risk of adolescents without a depressed parent 

(Hammen & Brennan, 2003).  And if both parents have a history of depression, some 

research suggests that the likelihood that an adolescent will suffer from depression goes 

up to 40% (Goodwin, 1982; Kaslow, Deering, & Racusin, 1994; Downey & Coyne, 

1990).  Although there is evidence that children of depressed parents are far more likely 

to suffer from depression than other children (Hammen & Brennan, 2003), the vast 

majority of research examining links between parents’ depression and child depression 

has focused on maternal depression, minimizing or ignoring the potential influence of 

paternal depression in the family system.  With this in mind, the goal of the proposed 

study was to examine the differential effects of maternal and paternal depressive 

symptoms on adolescents over time and to explore the potential interactive effects of 

maternal and paternal depressive symptoms (Goodwin, 1982; Kaslow, Deering, & 

Racusin, 1994).  Such research will help clinicians identify children and adolescents who 

are at an increased risk of developing depression and may benefit from preventive 

interventions.  Furthermore, findings may be used to inform potential depression 
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prevention programs, targeting mothers and fathers and encouraging them to seek support 

and treatment for their own depression for the benefit of their children.   

Depression in adolescence is associated with a range of negative outcomes, 

including poor health and difficulty developing and maintaining relationships. 

Furthermore, adolescents who develop depression are more likely to experience 

depression throughout life (Weissman et al., 1999). Because early depression puts people 

at risk for persistent depression, longitudinal research aimed at exploring when and why 

adolescents are vulnerable to developing depression is critical.  

Unfortunately, past work on this topic is largely based on data that has been 

collected at a single time point, making it difficult to understand how parents’ depression 

over time influences the development of child and adolescent depressive symptoms. 

Thus, the goal of the proposed project was to simultaneously study depressive symptoms 

in mothers, fathers, and their children to achieve a greater understanding about how 

depression affects each member of the family system in addition to exploring the relation 

of parents’ past and concurrent depressive symptoms to the development of adolescent 

depression.  The central premise of this research is that adolescents’ psychological 

wellbeing is related to their parents’ past and current mental health (Downey & Coyne, 

1990; Kaslow, Deering, & Racusin, 1994; Ohannessian et al., 2005).   

Previous studies lay the groundwork for the idea that parental depression is 

predictive of adolescent depression (Rutter & Silberg, 2002; Lewis et al., 2012; Tully et 

al., 2008).  Researchers have investigated various mechanisms to explain the association 

of parental depression and teens’ depression including genetics (Lewis, Collishaw, 
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Thapar & Harold, 2013), gene X environment interactions (Rice, Harold & Thapar, 

2003), and parent-teen relationship quality (e.g., Field, Diego & Sanders, 2001).  

Although research indicates that genetics play a significant role in the intergenerational 

transmission of depression (Silberg, Rutter, Neale & Eaves, 2001), numerous studies also 

suggest that the ways in which these genetic effects are manifested vary in relation 

to patterns of parent-child interaction over time (e.g., Starr, Hammen, Brennan & 

Najman, 2013). Changes in parents’ depressive symptoms undoubtedly affect how 

parents interact with their children (Cummings & Davies, 1994).  The emotional tenor of 

these interactions, in turn, affects children’s day-to-day psychosocial functioning (Cox, 

Puckering, Pound, & Mills, 1987).   Indeed, studies indicate that negative parent-child 

interaction patterns make adolescents more vulnerable to depression (Beardslee, Versage, 

& Gladstone, 1998; Cummings & Davies, 1994; Cole & McPherson, 1993; Herr, 

Hammen, & Brennan, 2007; Shiner & Marmorstein, 1998).  But whereas much of the 

past research has focused on the influence of maternal depression on adolescent 

depression, fewer studies focus on the contributions of paternal depression, or how 

maternal and paternal depression over time, and in combination, may contribute to 

adolescents’ wellbeing (Kaslow, Deering, & Racusin, 1994; Forehand & Smith, 1986).  

Further research is needed to test the differential effects of maternal and paternal 

depression on adolescents, and to explore how changes in mothers’ and fathers’ 

depression over time relate to adolescent depression.  
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Effects of Parental Depression on Children 

Past research on how parenting influences child outcomes has found that parents 

experiencing depression are likely to be less effective than those parents who are not 

depressed. The current Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-

TR) lists symptoms of depression to include hopelessness, loss of interest/pleasure, 

sleeping problems, lethargy, decreased energy and problems concentrating (among other 

possible symptoms) (APA, 2000, pp. 375-376).  Accordingly, depressed parents have 

been found to be less supportive, more intrusive, less warm and responsive, and more 

negative than non-depressed parents (Cummings & Davies, 1994; Cunningham, Benness, 

& Siegel, 1988; Dix, Gershoff, Meunier & Miller, 2004; Dix & Meunier, 2009; Downey 

& Coyne, 1990).  In identifying the processes that drive these findings, researchers have 

honed in on particular symptoms that are linked to a pattern of parent-child interactions 

that produce detrimental outcomes for children.  Specifically, research on parenting styles 

identifies parental depression as a key culprit due to its influence on a) the goals parents 

endorse in parent-child interactions, and b) the parenting behaviors and parenting 

efficacy which are directly affected by parents’ goals. 

With symptomatology characterized by decreases in energy and difficulty 

concentrating, it seems likely that parents who are experiencing any of these symptoms, 

whether or not they would meet the criteria for a clinical depression diagnosis, would 

have a more limited capacity for considering the needs and wants of others.  Researchers 

relate this concept more directly to child outcomes by speculating that parents may have 

maladaptive cognitive processes which influence their behaviors during these 
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interactions, leading to the expression of more negative emotions and unsupportive and 

insensitive responses to their children (Cox, Puckering, Pound, & Mills, 1987).  

Researchers suggest that along with these parenting behaviors, the irritability and 

agitation exhibited by depressed mothers may explain their children’s negative behaviors 

(Cummings & Davies, 1994).   It follows that the behaviors of these children may 

intensify the negative interactions and heightened irritability commonly experienced 

between teens and their parents during adolescence (Larsen et al., 2002), which 

consequently could exacerbate parents’ depression.   Consequently, it is important to 

consider the potential reciprocal relationship of parental and child depression within 

families. 

Parents’ insensitive and unsupportive responses may be due to a cognitive load 

that is temporarily overwhelmed (Cummings & Davies, 1994), or could be evidence of a 

pattern of behaviors that commonly occur within the parent-child dyad.  But either way, 

the result is the same—the parent’s behavior reveals underlying goals that are ruled by 

parent-oriented concerns.  The endorsement of parent-oriented concerns is more likely to 

occur when the parent is less empathic toward his/her child’s perspective and needs (Dix, 

Gershoff, Meunier & Miller, 2004). Because adolescence is a period of rapid growth and 

change, often marked by increased emotionality (Larson et al., 2002) due to facing 

challenges that come with the developmental tasks of this stage (e.g., individuating from 

parents, considering future goals), increased parent-child conflict (Gure, Ucanok, & 

Sayil, 2006; McGue et al., 2005), and hormonal changes brought on by puberty (Graber, 
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Brooks-Gunn, & Warren, 2006), adolescents are particularly vulnerable to these 

unsupportive responses, and, thus, may be at a greater risk for depression. 

Maternal Depression 

Research suggests that women are twice as likely to be depressed as men 

(Kessler, McGonagle, Swartz, Blazer, & Nelson, 1993).  This, coupled with the fact that 

mothers have traditionally been seen as the primary caregiver to their children, may 

explain why the vast majority of research on the relationship between parental depression 

and adolescent depression has focused on maternal depression. Numerous studies have 

found a direct relationship of maternal depression and adolescent depression (e.g., 

Weissman et al., 1997; Goodman & Gotlib, 1999; Downey & Coyne, 1990).  In addition, 

many studies have examined other variables, including demographic variables such as 

income and maternal education (Cicchetti & Toth, 1997), and characteristics of mother-

teen relationships, such as lower verbal intimacy (Field, Diego & Sanders, 2001) and 

increased hostility (Conger et al., 1995), that are associated with maternal depression.  

Furthermore, researchers have identified mechanisms behind the relationship of maternal 

depression and child psychopathology.  Research indicates that mother-child conflict may 

explain the relationship between maternal and adolescent depression or may interact with 

maternal depression to predict the development of adolescent depression such that when 

mothers are high in depression and high in mother-teen conflict, adolescents are more 

likely to be depressed (Kane & Garber, 2004).  Although this research is informative, by 

ignoring the potential effects of paternal depression, it gives an incomplete explanation of 

how depression develops in adolescents. 
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Paternal Depression 

Although it is widely accepted that maternal depression predicts adolescent 

depression, fewer studies have explored the effects of paternal depression.  The studies 

that have included paternal depression as a predictor of adolescent depression have 

produced mixed findings.  Some studies suggest that paternal depression is not associated 

with adolescent depression at all (e.g., Peiponen et al., 2006), whereas others have found 

that paternal depression predicts poor father-teen relationships (Ohannessian et al., 2005).  

Furthermore, in a study by Field and colleagues (2001), results even indicated that 

paternal depression, and not maternal depression, predicts adolescent depression.  Of the 

studies that use paternal depression as a predictor, most studies that find significant 

associations of paternal and adolescent depression do not have the advantage of a 

longitudinal study design (e.g., Field, Diego, and Sanders, 2001; Forehand and Smith 

1986).  Incorporating measures of mothers’, fathers’, and adolescents’ depression over 

time will allow us to not only explore associations, but also gives us the opportunity to 

explore the direction of effects in the association of parental depression and adolescent 

depression. 

One study examining the effects of paternal depression (Brennan, Hammen, Katz, 

& Le Brocque, 2002) found an additive effect of paternal and maternal depression 

predicting adolescent externalizing behaviors, but paternal depression alone only 

predicted adolescents’ externalizing behaviors, and not adolescents’ depression.  This 

study demonstrated that depressed mothers were more likely than non-depressed mothers 

to have a partner who was also depressed, and a significant interaction revealed that the 
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adolescents most likely to be depressed were those who had a depressed mother but not a 

depressed father (Brennan et al., 2002).  Due to Brennan’s finding that depressed mothers 

were more likely to have a depressed partner, it seems critical that future studies account 

for the interplay of parental depression and its effects on the offspring of these depressed 

parents. 

Similarly, Peiponen et al. (2006) looked at associations of maternal and paternal 

depression with adolescent problems, including depression and health compromising 

behaviors.  It was found that maternal depression predicted adolescent depression, but 

paternal depression showed no association with adolescent depression.  Interestingly, 

paternal substance abuse was the only paternal measure that significantly predicted 

adolescent depression.  This study did not examine maternal and paternal depression 

together as additive or interactive predictors of adolescent depression, so although this 

study provides more support for the association of maternal depression and adolescent 

depression, it gives an incomplete picture of what is going on in the family system that 

may be leading to adolescent depression. 

Another study that sought to include the potential effect of fathers (Ohannessian 

et al., 2005) found that both maternal and paternal depression significantly predicted 

adolescent psychopathology.  Researchers further explored this finding to discover that 

maternal psychopathology was more related to adolescents’ anxiety, whereas paternal 

depression was related to adolescents’ externalizing behaviors.  Although a major 

strength of this research is that Ohannessian and colleagues acknowledge the influence of 

fathers in addition to mothers, one weakness of this study is that measures of adolescent 
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and parental psychopathology were taken simultaneously and at a single time point.  

Researchers used the Semi-Structured Assessment for the Genetics of Alcoholism 

(Bucholz et al., 1994), which is a measure of depression designed to be able to assess 

current and lifetime depression, but it remains the case that assessing depression in 

adolescents and parents at one point in time has less predictive value than obtaining 

assessments at several time points. 

Contrary to the majority of research examining the influence of parental 

depression on adolescent depression, a study by Forehand and Smith (1986) purports that 

the effects of paternal depression on child development are greater than the effects of 

maternal depression, suggesting that paternal depression may be more highly associated 

with adolescent depression than maternal depression.  Furthermore, Field, Diego, and 

Sanders (2001) found that paternal depression, and not maternal depression, was related 

to adolescent depression.  

Finally, one study by Ge and colleagues (1995) used a longitudinal approach to 

examining the relationship between parents’ and adolescents’ depression, running 

separate models to explore depression in mother-child and father-child dyads.  Although 

significant associations were found between paternal depression and adolescent girls’ 

depression, researchers did not examine both parents in a single model.  This was likely 

due to their limited sample size, which would have prevented them from using more 

complex models that require greater statistical power.  Future research aimed at 

replicating this study and extending it to include simultaneous analysis of both mothers’ 

and fathers’ depression is crucial for gaining a more complete understanding of how 



 

 10 

adolescent depression is influenced by parental depression.  

Some researchers suggest that when fathers are depressed, their partners show 

more nurturance toward their children, perhaps to compensate for fathers’ lack of 

participation in children’s lives (Hops et al., 1987; Zaslow, 1985).  This may, in part, 

explain why some researchers who have looked at paternal depression as a predictor of 

adolescent depression have not found a significant relationship (Kaslow, Deering, & 

Racusin, 1994).  Thus, researchers continue to focus on maternal depression, based on the 

assumption that it plays a more critical role in child development.  Without looking at 

contributions of all three family members, it is impossible to get a complete picture of the 

mechanisms leading to and/or driving adolescent depression 

Taken together, the aforementioned studies strengthen the case for examining 

paternal depression as a predictor of adolescent depression, both separately from maternal 

depression and in models along with maternal depression. The potential additive or 

interactive effects of maternal and paternal depression on adolescent depression should 

also be examined.  Although important information regarding adolescent depression can 

be gleaned from exploring maternal depression, because most studies have failed to 

explore the effects of fathers, we are left with questions about when and why adolescent 

depression develops and how it is perpetuated.   

Effects of Parents’ Past versus Current Depression 

In addition to exploring the mechanisms behind the relationship of parental 

depression to child depression, research has examined how children are affected by their 

parents’ past experiences with depression as opposed to parents’ current depression 
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(Weissman et al., 1997).  Not surprisingly, research exploring the effects of concurrent 

versus recurrent parental depression on children suggests that both past and current 

parental depression are associated with an increased risk of depression in children and 

adolescents.  One such study by Mars and colleagues (2012) investigated the differential 

impacts of 1) mothers with a history of depression having a recent depressive episode 

versus 2) mothers with a history of depression who had not recently had a major 

depressive episode.  Results indicated that adolescents whose mothers had recently had a 

depressive episode were significantly more likely to be depressed than adolescents whose 

mothers had recurrent depression but had not recently undergone a major depressive 

episode.  Additionally, adolescents whose mothers had been more severely depressed in 

the past were more likely to show greater severity in their depressive symptoms (Mars et 

al., 2012).   

In another study, researchers considered how teens are affected by parents’ 

current depression and persistent vulnerability to depression.  Eley and colleagues (2004) 

not only found that adolescents whose parents were vulnerable to depression (based on 

self-reports including measures of depression, anxiety and neuroticism) were more likely 

to develop depression themselves, but also those adolescents were then three times as 

likely to develop depression if their parents were less educated in addition to being 

vulnerable to depression.  This highlights the importance of accounting for effects of 

parents’ education in models using parental depression to predict adolescent depression.   

Additional research suggests that while concurrent parental depression is 

associated with children’s low social competence, parents’ recurrent depression is 
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associated with children’s low social competence as well as externalizing behavior 

(Luoma et al., 2001).  Low social competence, in turn, is linked to teen depression 

(Fauber et al., 1987).  Parental depression may also negatively impact adolescents via 

impaired family functioning.  Depressed parents are more likely to have poor marital 

functioning and dysfunctional relationships with their children (Downey & Coyne, 1990).  

Research also demonstrates that this poor family functioning is related to increased rates 

of child and adolescent depression (Beardslee, Versage, & Gladstone, 1998; Herr, 

Hammen, & Brennan, 2007).  Thus, to get a more complete picture of the etiology of 

adolescent depression, it is important to use both past and current depression in parents to 

predict adolescent depression.   

Direction of Effects 

Although several studies have examined parental depression as a predictor of 

adolescent depression (e.g., Weissman et al., 1997; Eley et al., 2004), researchers also 

acknowledge that the causal direction could be reversed, such that adolescent depression 

leads to parental depression, or bidirectional, suggesting that the influence is reciprocal 

(Ge et al., 1995; Downey & Coyne, 1990).  To explain this phenomenon, theorists 

proposed a transactional model, which posits that just as children are influenced by 

environmental factors, they also influence their environments (Sameroff & MacKenzie, 

2003).  Taken a step further, this model may be applied to the development of adolescent 

depression, and the interplay between adolescent depression and parental depression.  

Current depression is linked not only to having a history of depression (Weissman et al., 

1999), but also to current stressors such as poverty (Cicchetti & Toth, 1997) and even 
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having a depressed partner (Brennan et al., 2002).  Thus, it seems logical to assume that if 

an adolescent is depressed, and that contributes to heightened conflict in interactions with 

one or both parents (Conger & Ge, 1999), the parents, in turn, might become depressed.   

And, further, depressive symptoms exhibited by the parents may exacerbate adolescents’ 

depression (Downey & Coyne, 1990).  Thus, in exploring how depression develops 

within a family context, it is important to take into account the possible reciprocal effects 

of adolescent and parental depression. 

Gender Differences in Adolescents’ Susceptibility to Depression 

Research exploring links between parent and adolescent depression also indicates 

that there may be gender differences in how adolescents are affected by each parents’ 

depression (Crawford, Cohen, Midlarsky, & Brook, 2001; Forehand & Smith, 1986).   

For example, one study looked at maternal internalizing symptoms in relation to 

adolescent depression and found that only adolescent girls’ depression was significantly 

related to mothers’ depression (Crawford et al., 2001).  These results could lend credence 

to the idea that children of depressed parents may be affected differently based on which 

parent is depressed—girls may be more affected if their mother is depressed, and boys 

may be more affected if their father is depressed (Crawford et al., 2001; Ohanneissian et 

al., 2005).  But it is possible that girls’ depression is commonly linked to maternal 

depression simply because women in general (Kessler et al., 1993) and adolescent girls in 

particular experience higher rates of depression than boys (Cohen et al, 1993), whereas 

boys tend to be higher in externalizing behavior (Kuperman, Schlosser, Lidral, & Reich, 

1999).  Yet another study found that adolescent girls were more influenced by paternal 
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depression, but adolescent boys were not differentially affected by depression of one 

parent over the other (Forehand & Smith, 1986).  Contrary to these findings, Ge and 

colleagues (1995) found that daughters were more affected by fathers’ depression, and 

sons were more affected by mothers’ depression.  And still other studies reveal no such 

gender differences (e.g., Gjone & Stevenson, 1997).  Thus, further research is needed to 

clarify the extent to which adolescents’ and parents’ gender may influence the relation 

between parents’ depression and their child’s depression.  

Parent-teen Relationship Quality  

In addition to the research establishing a strong relationship between parental and 

adolescent depression (e.g., Hammen & Brennan, 2003), there is a significant body of 

research dedicated to examining possible mechanisms that may explain this association 

(Eley et al., 2004). To explain this link, researchers have examined the role of genetics 

(Rice, Harold, & Thapar, 2002a) as well as studies of shared familial experiences that 

may have precipitated depressive symptomatology in both parents and their children 

(Rice, Harold, & Thapar, 2003).  Several studies have established that there is a genetic 

component of the intergenerational transmission of depression (Lewis et al., 2013; Rao et 

al., 2010; Silberg et al., 2001).  Of these studies, many even explore specific genes that 

may exert particularly strong influences on the psychological functioning of offspring of 

depressed parents (e.g., Chen, Li & McGue, 2013; Priess-Groben & Hyde, 2013).  While 

the exploration of genetic markers of depression is ongoing, additional research targets 

shared family experiences that may help explain the association of parental and 

adolescents’ depression (e.g., Shiner & Marmorstein, 1998).  These studies have found 
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that parent-teen relationship quality is associated with teen depression (Kane & Garber, 

2004).  This finding seems fairly intuitive when considering potential causes of 

adolescent depression due to the fact that the majority of adolescents are still living with 

their parents, are experiencing puberty (and the accompanying hormones) and are striving 

for autonomy, all of which may contribute to a struggle that often leads to heightened 

conflict and hostility in parent-teen relationships (McGue et al., 2005).   

In fact, several studies have demonstrated that adolescent depression is 

specifically related to characteristics of the father-adolescent relationship (Cole & 

McPherson, 1993; Sanford, Szatmari & Spinner, 1995; Shiner & Marmorstein, 1998; 

Kane & Garber, 2004).  A study by Shiner and Marmorstein (1998) examined the family 

functioning of adolescents with a history of depression.  Because so much prior research 

focused only on the effects of current maternal depression, the authors created three 

comparison groups—depressed adolescents whose mothers were never depressed, 

depressed adolescents whose mothers were ever-depressed, and adolescents without past 

or concurrent depression—and controlled for paternal depression. Findings indicated that 

depressed adolescents (with or without ever-depressed mothers) experienced poorer 

family functioning, marked by poor parent-child relationship quality, than their non-

depressed counterparts.  And, more specifically, analyses revealed that adolescent 

depression was associated with negative father-teen relationships.  Despite this finding, 

researchers did not further investigate the possible contribution of paternal depression.  

This, again, highlights the need for more research that focuses on the role of fathers and 

of paternal depression in predicting adolescent depression.  These depressed teens were 
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also more likely to have divorced parents than the nondepressed teens.  Additionally, a 

study by Sanford and colleagues (1995) found that adolescents were more likely to be 

depressed when their fathers were less involved in their lives.  Considering these 

findings, research investigating the relationship of parental depression and adolescent 

depression should control for variables related to divorce (i.e., marital status and whether 

or not the father lives in the home), which could have an immediate impact on 

adolescents’ emotional wellbeing. 

Cole and McPherson (1993) found that adolescent depression was related to 

father-teen conflict and cohesion, but was not related to measured characteristics of the 

mother-teen relationship, whereas other research provides evidence that characteristics of 

the mother-teen relationship are related to adolescent depression (Field, Diego & 

Sanders, 2001).  Clearly, further research is needed to examine 1) whether early measures 

of parental depressive symptoms affect the development of adolescents’ depressive 

symptoms indirectly through father-teen and mother-teen relationship quality, and/or 2) 

whether parent-teen relationship quality interacts with parental depression to predict 

adolescent depression.   

One possible explanation for discrepant findings is that many past studies explore 

the effects of mother-teen and father-teen relationship quality separately (by running 

separate models) (e.g., Conger, Patterson & Ge, 1995), which only gives us half of the 

story, or in combination (by using measures that get at the parent-child relationship rather 

than the relationship specific to the mother-child or father-child dyad) (e.g., Shiner & 

Marmorstein, 1998), which makes it difficult to know which parent-adolescent 
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relationship is contributing to adolescent depression and, if both are, which relationship is 

having the larger impact.  By simultaneously examining over time the relationships of 1) 

maternal depressive symptoms, mother-teen relationship quality, and adolescent 

depressive symptoms, and 2) paternal depressive symptoms, father-teen relationship 

quality, and adolescent depressive symptoms, we can gain a better understanding of the 

factors that contribute to adolescent depression. 

The current study 

Using the data from the NICHD Study of Early Child Care and Youth 

Development, I examined the relation of maternal and paternal depressive symptoms, 

considered both separately in individual models and in combined models, to adolescent 

depressive symptoms from grade 5 to grade 10. Analyses targeting how changes in 

parents’ depressive symptoms from one timepoint to the next are related to changes in 

adolescents’ depressive symptoms give insight into how these changes covary, and 

whether or not there are particular periods of time in which adolescents are more 

vulnerable to depression than others. I also investigated the causal direction of these 

relationships, exploring the possibility that 1) the direction of effects may be reversed 

such that adolescents’ depressive symptoms predict mothers’ and fathers’ depressive 

symptoms, or that 2) there is reciprocal influence of adolescent depressive symptoms and 

each parent’s depressive symptoms.  

In addition to main effects of maternal and paternal depression, I examined child 

sex as a moderator to see if adolescent males’ and females’ depressive symptoms are 

more strongly associated with maternal versus paternal depressive symptoms.  Lastly, I 
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examined indirect effects of mother-child relationship quality and father-child 

relationship quality, and I examined relationship quality as a moderator of the 

relationship of parental depressive symptoms and adolescent depressive symptoms.  

Research Questions and Hypotheses 

The present study examines the following research questions: 

Research Question 1: Are parents’ depressive symptoms associated with children’s 

subsequent depressive symptoms?  And, if so, are the relationships of parents’ depressive 

symptoms and children’s depressive symptoms different (i.e., stronger or weaker, 

positive or negative) at children’s different developmental periods? 

I hypothesized that maternal and paternal depressive symptoms would be 

associated with adolescents’ subsequent depressive symptoms.  

Research Question 2: Does parental depression predict adolescents’ depression, does 

adolescents’ depression predict parents’ depression, or is the relationship of parental 

depression and adolescent depression reciprocal? 

I hypothesized that the relationship of parents’ depression and adolescents’ 

depression is bidirectional, such that parents’ depression significantly predicts 

adolescents’ depression, and adolescents’ depression significantly predicts 

parents’ depression. 

Research Question 3:  Is the possible relationship of parents’ depression and adolescent 

depression moderated by child gender?  That is, are girls affected differently by maternal 

versus paternal depression, and are boys affected differently by maternal versus paternal 

depression? 
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Because studies exploring gender differences have resulted in mixed findings, this 

analysis will be exploratory in nature. 

Research Question 4: Does parental depression influence the development of 

subsequent adolescent depressive symptoms indirectly through parent-teen relationship 

quality?  

I hypothesized that there would be indirect effects of parents’ depressive 

symptoms on adolescents’ depressive symptoms via relationship quality. 

Specifically, I hypothesized that increases in parental depressive symptoms would 

predict decreases in parent-teen relationship quality, and the decreases in parent-

teen relationship quality would be associated with increases in teens’ subsequent 

depressive symptoms.    

Research Question 5: Is the possible relationship of parents’ depressive symptoms and 

adolescents’ depressive symptoms moderated by parent-teen relationship quality? 

I hypothesized that in higher quality parent-teen relationships, parents’ depressive 

symptoms should affect adolescent depressive symptoms less than in lower 

quality parent-teen relationships.  Specifically, I hypothesized that: 1) Higher 

quality relationships with lower parent depressive symptoms would predict lower 

adolescent depressive symptoms, 2) higher quality relationships with higher 

parental depressive symptoms would buffer the negative effects of parental 

depression, yielding relatively low adolescent depressive symptoms, 3) lower 

quality relationships with higher parental depression would predict higher 

adolescent depressive symptoms, and 4) lower quality relationships with lower 
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parental depressive symptoms would predict relatively low adolescent depressive 

symptoms. 

Strengths of the current study. Much of the prior research studying the 

development of adolescent depression is based on measures of depression that are often 

collected at a single time point.  Using a longitudinal design, with measures of depression 

spanning five years for adolescents, gives us the advantage of being able to explore 

potential fluctuation in depressive symptoms of teens and parents, and how changes in 

parents’ depressive symptoms influence adolescents’ depressive symptoms, and vice 

versa.  The NICHD data gives predictive power that is not afforded by research using 

only concurrent or retrospective measures of parent and adolescent depressive symptoms 

at one time.  

This rich dataset provides an opportunity to examine the unique contributions of 

maternal and paternal depressive symptoms, as well as the combined impact of parents’ 

depressive symptoms, to adolescent depressive symptoms (while accounting for the 

dependency of the data).  Although Ge and colleagues (1995) employed similar 

longitudinal models to examine the relationship between parents’ and adolescents’ 

depression, they ran separate cross-lagged path models of mother-child and father-child 

without examining both parents in a single model.  This was likely due to the fact that 

their small sample size did not give them the statistical power to run a combined model.  

Thus, my study is an important addition to existing research for the following reasons: 1) 

the relation of fathers’ as well as mothers’ depressive symptoms to adolescents’ 

symptoms over time is examined, in addition to the interplay of mothers’ and fathers’ 
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symptoms, 2) the possibility that predictive relation between parents’ and adolescents’ 

depressive symptoms is reversed or bidirectional is examined, 3) the effects of child and 

parent gender are examined in interactions with depressive symptoms, and 4) the indirect 

and moderating effects of mother-teen and father-teen relationship quality are considered.   
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Method 

 Participants 

 The current study uses the pre-existing dataset from the NICHD Study of Early 

Child Care and Youth Development.  The NICHD Study is a longitudinal study designed 

to investigate the influence of childcare on children’s development. This study began in 

1991 when the infants were one month old and continued until children were 15 years 

old.  

The recruitment for the NICHD study was conducted from January 1991 to 

December 1991.  Participants were recruited from hospitals in 10 designated sites: Little 

Rock, Arkansas; Irvine, California; Lawrence, Kansas; Boston, Massachusetts; 

Philadelphia, Pennsylvania; Pittsburgh, Pennsylvania, Charlottesville, Virginia, 

Morganton, North Carolina; Seattle, Washington; and Madison, Wisconsin.  The study 

excluded mothers who were not 18 years old, families who did not anticipate that they 

would stay in the same area, babies who had obvious disabilities or stayed in the hospital 

more than a week after postpartum, mothers who had had medical problems or substance 

abuse problems, mothers who did not speak English sufficiently, and mothers who lived 

more than one hour away from the lab site or in a neighborhood considered unsafe by 

police. Out of the 8,986 women who gave birth during a specific 24-hour period, 5416 

women met these criteria. Using a conditional random sampling to reflect the 

demographic distribution (economic, education and ethnic) in each site, the NICHD 

research group selected a subset of the women and their families. A total of 1364 families 

were enrolled in the study.  
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Children’s ethnicity was distributed as follows: 76.9% non-Hispanic White, 

12.3% non-Hispanic Black, 4.0% Hispanic, and 6.8% other.  The infants were 52% boys 

and 48% girls. The distribution of mothers’ education level was:  10% did not complete 

high school, 21% completed high school, 34% had some college, 21% had a bachelor’s 

degree, and 15% had post college education (see NICHD, 1997 for more information 

about demographics). The mean age of mothers was 28.11 (SD = 5.63) at the first 

month. The mean of family income was $37,948 (SD =$34,102).  The distribution of 

family income was diverse: 25% of families earned less than or equal to $15,000, 28% 

received from $15,001 to $30,000, 21% had from $30,001 to $45,000, and 26% earned 

more than $45,000.   

 Procedure   

 The study consisted of four phases: Phase I (1 month to 36 month), Phase II (54 

month to 1
st
 grade), Phase III (2

nd
 to 6

th
 grade), and Phase IV (7

th
 grade to 10

th
 grade).  

The current study will use data from all four of these phases. During the data collection, 

research assistants visited the families’ home and childcare center, and the mothers and 

their children visited laboratory playrooms.  Research assistants observed and 

interviewed parents and their childcare providers.  Research assistants also conducted 

interviews with the childcare providers and schoolteachers about the children.   

The families were asked to visit the lab at one of the designated institutes and 

were then visited at home by research assistants, as well as being interviewed by 

telephone. Also, researchers recorded and observed the participants engaging in various 

research procedures and completing certain tasks. In addition, during the meetings with 
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the research assistants, the individuals of the families answered questions about their 

own, their child’s, and their partner’s emotional/social, physical and cognitive 

characteristics. Furthermore, the teachers in the childcare situations and schools where 

the children of the enrolled families attended also answered questions about the children. 

Measures 

Center for Epidemiological Studies Depression Measure (CES-D). Mothers 

and fathers completed the CES-D Scale to assess their own depressive symptoms at each 

phase of the NICHD study.  The CES-D is a 20-item self-report measure developed by 

the Center for Epidemiological Studies, National Institute of Mental Health.  Adding all 

the numerical responses (positive and negative) yields a numerical indicator of 

depression experienced by the subject during the past week (Radloff, 1977).  The internal 

consistency (coefficient alpha) in the general population is .85 and in clinical samples is 

.90.  Test-retest reliability is moderate (approximately .57).  Scores can range from 0 to 

60, with higher scores indicating greater depressive symptoms.  Scores of 16 or higher 

indicate increased risk for clinical depression.  Norms for a community sample 

representative of Washington County, Maryland and Kansas City, Missouri suggest a 

mean score of 9.25, with a standard deviation of 8.58.  The coefficient alpha was .85. In 

this sample of 2,514 participants (18 and older), 19% of participants reported scores at or 

above 16.  A more recent study of norms for a community sample in Australia (data 

collected from 1995-2000) yielded very similar results, with a mean score of 9.25 

(standard deviation = 9.13; alpha = .90) (Crawford et al., 2011). 

For the NICHD sample, the majority of scores on the CES-D indicated only 
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subclinical levels of depressive symptoms for mothers and fathers. For mothers at grade 

3, 195 (out of the 1026 who completed the measure) mothers scored at or above 16 

(19.01%); for mothers at grade 5, 179 (out of 1019) scored at or above 16 (17.57%); for 

mothers at grade 6, 196 (out of 1023) scored at or above 16 (19.16%); and for mothers at 

grade 10, 227 (out of 973) scored at or above 16 (23.33%). Cronbach’s alpha at grade 3 

was .91, at grade 5 was .90, at grade 6 was .91, and at grade 10 was .92. 

Fathers in this sample reported lower rates of depressive symptoms as compared 

to the general population at all phases of data collection.  For fathers at grade 3, 92 (out 

of 750) scored at or above 16 (12.27%); for fathers at grade 5, 83 (out of 754) scored at 

or above 16 (11.01%); for fathers at grade 6, 71 (out of 724) scored at or above 16 

(9.81%); and for fathers at grade 10, 80 (out of 700) scored at or above 16 (11.43). 

Cronbach’s alpha at grade 3 was .88, at grade 5 was .87, at grade 6 was .89, and at grade 

10 was .88. 

Children’s Depression Inventory. The Children’s Depression Inventory (CDI-S) 

was administered to the children at Phase 3 (when they were in 5
th

 and 6
th

 grades) and 

Phase 4 of the study (when they were in 10
th

 grade).  The Children’s Depression 

Inventory (Short Form) is a 10-item questionnaire and is the most widely used 

questionnaire for assessing children’s and teens depressive symptoms (Kovacs, 1992).  

The CDI-S is most appropriate for children age 7 to 17.  The CDI-S is a shortened form, 

adapted from the original CDI (Kovacs & Beck, 1977), which included 27 questions, 

with scores ranging from 0 to 54. Scores on the CDI-S, however, can range from 0 to 20.  

Higher scores indicate greater depressive symptoms.  Scores of 8 or higher for girls and 
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10 or higher for boys are considered significant.  Norms for a community sample of 1252 

children/teens in grades 3 through 9 suggests a mean of 9.09 with a standard deviation of 

7.04, and a clinical cutoff of 19, with roughly 10% of teens reporting scores at or above 

the clinical cutoff (Cronbach’s alpha = .80) (Smucker et al., 1986). This roughly 

translates into a mean of 3.37 with a standard deviation of 2.61 on the CDI-S.  Although 

norms for the CDI are available, to the author’s knowledge, more detailed information 

regarding the percentage of children in a community sample reporting scores at or above 

the clinical cutoff on the CDI-S is not available (Mazefsky, Kao, & Oswald, 2011; 

Smucker et al., 1986). 

In the NICHD sample, the vast majority of scores on the CDI indicated only 

subclinical levels of depressive symptoms for teens over time with a mean of 1.28(1.95) 

at grade 5, a mean of 1.41(2.15) at grade 6, and a mean of 2.01(2.64) at grade 10.  At 

grade 5, 19 teens (1.86% of sample) scored at or above 8 (9 scored at or above 10); at 

grade 6, 20 teens (1.98%) scored at or above 8 (14 scored at or above 10); and at grade 

10, 50 teens (5.22%) scored at or above 8 (24 scored at or above 10). In the NICHD 

sample, reliability for scores on the CDI was .73 for 5
th

 grade, .73 for 6
th

 grade, and .81 

for 10
th

 grade. Although the percentage of children producing scores at or above the 

clinical cutoff for a community sample is not readily available in the literature (Mazefsky 

et al., 2011), it is presumably a greater percentage than exists in the present sample. 

Control and moderating variables. 

Ethnicity.  Mothers were asked about their children’s ethnicity during the first 

home visit.  Mothers were asked to choose from six ethnicities: White, Black, Hispanic, 



 

 27 

Native American, Asian, and Other.  The NICHD Study of Early Child Care Network 

collapsed data from three of the groups – Native American, Asian and other and reported 

the following distribution:  76.9% White, non-Hispanic, 12.3% Black, non-Hispanic, 

4.0% Hispanic, and 6.8% other.  I will use the categories used by NICHD.   

Income-to-needs-ratio.  Researchers in the NICHD study (1997) calculated 

income-to-needs ratios for each family by measuring maternal income, nonmaternal 

income based on government benefits, father’s earnings, and unearned income.  The 

income was divided by the number of people living in and/or supported by the household 

to produce the ratio.  Family income was measured at each phase of the study by 

interviewing the mother at home.    

Parent perception of relationship quality. The Child-Parent Relationship Scale 

(CPRS; Pianta, 1992) is a self-report instrument completed by mothers or fathers that 

assesses their perceptions of their relationship with their son or daughter.  This measure 

consists of 15 items, which are rated on 5-point Likert scales (1= “definitely does not 

apply” to 5= “definitely applies”), and the ratings can be summed into groups of items 

corresponding to conflict (alpha = .83) and closeness (alpha = .72) subscales. In the 

present study, the focus is on the total positive relationship between the parent and child, 

which is comprised of scores on questions from the closeness subscale and reflected 

scores from the conflict subscale.  Scores of the total positive relationship with the child 

range from 15 to 75.  Questions include statements such as, “My child values his/her 

relationship with me”, “My child openly expresses his/her feelings and experiences with 

me,” and “My child spontaneously shares information about him/herself.” The CPRS was 
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administered to parents in the NICHD SECCYD at grades 3, 5, 6, and 10. 

Child perception of relationship quality. Mother-teen and father-teen 

relationship quality was also determined based on the Parental Warmth, Support, and 

Hostility measure, which was administered to adolescents to assess how well adolescents 

got along with their parents.  There are 34 questions on this adolescent questionnaire, 17 

about the teen’s mother/alternate caregiver and 17 about the teen’s father/other adult in 

the household. The items target parental warmth/support and hostility. Two four-point 

response scales are used in this measure. The first scale includes the following choices: 

Not at all, Just a little, Quite a bit, and A lot.  The other 17 questions are answered by 

choosing from the following answer choices: Never, Sometimes, Often, or Always 

(Conger & Ge, 1999).  Items include “When you and your mother spend time talking or 

doing things together, how often does your mother listen carefully to your point of 

view?” versus “…how often does your mother criticize you on your ideas?”  The same 

items targeting the mother-teen relationship are also asked with regard to fathers.  The 

raw items used for the warmth and support score have high internal reliability 

(Cronbach’s alpha = .92 for mother and .94 for father/father figure). Scores for the 

warmth/support subscale range from 9 to 36 with higher scores indicating a warmer, 

more supportive parent-adolescent relationship.  The measure of Parental Warmth, 

Support, and Hostility was administered to adolescents in the NICHD SECCYD at grades 

6, and 10. 

All analyses also included the following control variables:  mothers’ age, fathers’ 

age, mothers’ education, fathers’ education, child/adolescent ethnicity, child/adolescent 
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sex, and data collection site, all which were assessed at phase 1.  Additionally, because 

adolescent depressive symptoms may be related to current family stressors, measures of 

whether or not the father lives at home and income-to-needs ratio at each time point were 

used as controls.  Because depression may have a genetic basis, all analyses including 

data on fathers’ depressive symptoms and father-teen relationship quality only included 

biological fathers.  Furthermore, because each parent’s depression may be affected by the 

other parent’s depression, all analyses controlled for paths from father’s depression to 

mothers’ depression when mothers’ depressive symptoms were predicting adolescents’ 

depressive symptoms.  Likewise, paths from mothers’ depression to fathers’ depression 

were included as controls in all analyses in which fathers’ depressive symptoms predicted 

teens’ subsequent depressive symptoms.  

Analyses exploring possible gender differences in how adolescents are affected by 

parents’ depressive symptoms tested adolescent gender as a moderator, and analyses 

exploring effects of parent-adolescent relationship quality included relationship quality to 

explore indirect effects and then to test for moderation of parent-teen relationship quality. 

Because parents and teens may differ on how their perceive their relationship quality and 

may subsequently be affected differently based on whether we are judging based on their 

own or their parent’s view of the relationship, tests of parent-teen relationship quality 

were run in two series of models: the first set included the parent-report of relationship 

quality, and the second set included the teen report.  Lastly, it should be noted that 

because measures of depression in this sample revealed only subclinical levels of 

depressive symptoms, all findings refer to depressive symptomatology rather than 
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depression. 

Data Analysis Plan 

Descriptive Analyses 

 Means and standard deviations of the independent and dependent variables (i.e., 

mothers’ depressive symptoms, fathers’ depressive symptoms, and child/adolescent 

depressive symptoms) as well as control variables (i.e., income-to-needs ratio, mothers’ 

age, fathers’ age, mothers’ education, fathers’ education, whether or not fathers live at 

home, child/adolescent ethnicity, child/adolescent sex, and data collection site) are 

presented in Table 1.  I also examined correlations among study variables.   To address 

my research questions, I used path analysis with a cross-lagged panel design using Mplus 

software (Muthén & Muthén, 1998-2011). 

Full maximum likelihood estimation (FML) was used in all models, and fit 

indices were examined to determine whether hypotheses were supported.  Global fit was 

examined using the comparative fit index (CFI), the root-mean-square error of 

approximation (RMSEA), and the standardized root-mean-square residual (SRMR). For 

the CFI, values above .90 indicate a good fit (Bentler, 1990), for the RMSEA, values 

close to zero (and not above .08) indicate a good fit (Steiger, 1990; Browne & Cudeck, 

1993), and for the SRMR, values close to zero indicate a good fit (Hu & Bentler, 1999).   

Research Question 1: Are parents’ depressive symptoms associated with children’s 

subsequent depressive symptoms?  And, if so, are the relationships of parents’ depressive 

symptoms and children’s depressive symptoms different (i.e., stronger or weaker, 

positive or negative) at children’s different developmental periods? 
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I examined how past and concurrent depressive symptoms in mothers and fathers 

predict depressive symptoms in adolescents using Mplus software (Muthén & Muthén, 

1998-2011) to conduct path analysis using a panel design.  The panel design allowed me 

to identify whether there are specific developmental periods during which children are 

more vulnerable to depression if parents are experiencing depressive symptoms.  Income-

to-needs ratio, mothers’ age, fathers’ age, mothers’ education, fathers’ education, whether 

or not fathers lived at home, child/adolescent ethnicity, child/adolescent sex, and data 

collection site will be included as control variables in all analyses.  For an illustration of 

models addressing research question 1, see Figures 3-5.   

I first tested the effects of mothers’ depressive symptoms and fathers’ depressive 

symptoms using separate models (see Figures 3 and 4).  Then I ran a combined model, 

using both maternal and paternal depressive symptoms at grades 3, 5, 6 and 10 as 

predictors of adolescents’ depressive symptoms at grades 5, 6, and 10 (see Figure 5).  In 

each model, it is presumed that a parent’s depressive symptoms at the timepoint prior 

predicts their subsequent depressive symptoms, and for adolescents, depressive 

symptoms was expected to be a function both of their own depressive symptoms at the 

prior time point and their parents’ depressive symptoms at the prior time point.  This 

design allows me to identify how changes in parents’ depressive symptoms from one 

time to the next influence subsequent changes in adolescent depressive symptoms. 

Research Question 2: Does parental depression predict adolescents’ depression, does 

adolescents’ depression predict parents’ depression, or is the relationship of parental 

depression and adolescent depression reciprocal? 
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 I ran additional models to explore the possibility that the causal direction is 1) 

reversed, such that children’s prior depressive symptoms predict parents’ depressive 

symptoms or 2) bidirectional. To best answer this research question, I ran path models 

specifying causal direction from parent to adolescent, from adolescent to parent, and then 

put paths from parent to teen and from teen to parent in the third continuous-time cross-

lagged panel analysis.  I used fit indices to determine the degree to which each model fit 

the data.  

 I ran the initial path model assuming the causal direction goes from parents to 

children. To examine the reverse causal direction, I ran additional models in which 

adolescent depressive symptoms were used to predict mothers’ and fathers’ depressive 

symptoms (see Figures 6-8).  To explore whether the relationship is bidirectional, I used a 

continuous-time cross-lagged panel design in which mothers’ and fathers’ depressive 

symptoms are predicted by prior adolescent depressive symptoms, and adolescent 

depressive symptoms are predicted by prior maternal and paternal depressives symptoms 

(see Figures 9-11).  Using the continuous-time cross-lagged panel design not only allows 

for associations of concurrent adolescent depression and parental depressive symptoms, 

but it also treats the process as ongoing, taking into account the potential additive effects 

of changes in depressive symptoms from one time to the next (Gershoff, Aber, & 

Clements, 2009).  It also allows me to identify meditational pathways.  For example, it is 

possible that parents’ increases in depressive symptoms from grade 3 to grade 5 may 

influence adolescent depressive symptoms at grade 5, causing an increase in teen 

depressive symptoms from grades 5 to 6, which could affect how parents’ depressive 
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symptoms increases between grades 5 and 6 or 6 and 10.  As with previous models, I ran 

mother-teen and father-teen dyads in separate models before running a combined model 

including both mothers’ and fathers’ depressive symptoms to predict adolescent 

depressive symptoms.   

Research Question 3:  Is the possible relationship of parents’ depression and adolescent 

depression moderated by child gender?  That is, are girls affected differently by maternal 

versus paternal depression, and are boys affected differently by maternal versus paternal 

depression? 

 To address research question 3, I ran separate cross-lagged path models for girls 

and boys to see whether each parents’ depressive symptoms affect girls differently from 

boys.  I followed the same format used to address research questions 1 and 2, first testing 

the effects of mothers and fathers in separate models, and then in a combined model 

including mothers’, fathers’, and adolescents’ depression (see Figures 12-17).  Hence, to 

explore effects of gender I ran the following models:  1) mother-daughter, 2) mother-son, 

3) father-daughter, 4) father-son, 5) mother-father-daughter, and 6) mother-father-son. 

Research Question 4: Does parental depression influence the development of 

subsequent adolescent depressive symptoms indirectly through parent-teen relationship 

quality?  

 Again, using a cross-lagged panel design, I examined possible indirect effects of 

parent-teen relationship quality.  As with prior analyses, I initially ran separate models 

for mothers’ and fathers’ depressive symptoms before running a combined model 

including mothers’, fathers’ and adolescents’ depressive symptoms.  I ran separate sets of 
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models for the parent-report of relationship quality versus the teens’ report (see Figures 

18-23). Note: Models including the teens’ report of mother-teen and father-teen 

relationship quality include fewer possible indirect paths going through relationship 

quality due to the fact that the teens’ assessment was collected only at grades 6 and 10, 

whereas the parents’ assessment was collected at all time points. 

Research Question 5: Is the possible relationship of parents’ depressive symptoms and 

adolescents’ depressive symptoms moderated by parent-teen relationship quality? 

 Because it is also possible that relationship quality is a moderator, I ran additional 

models to test interactions of parental depressive symptoms at grade 6 with concurrent 

parent-child relationship quality to predict adolescents’ depressive symptoms at grade 10 

(see Figures 24-34).  As with previous models, I ran separate sets of models for the 

parent-report of relationship quality versus the teens’ report. I centered the independent 

variables and moderators, and I used these variables to create interaction terms of 

maternal depressive symptoms at grade 6 X mother-teen relationship quality (parent 

report), maternal depressive symptoms at grade 6 X mother-teen relationship quality 

(teen report), paternal depressive symptoms at grade 6 X father-teen relationship quality 

at grade 6 (parent report), and paternal depressive symptoms at grade 6 X teens’ report of 

father-teen relationship quality at grade 6. 
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Results 

Descriptive statistics are included in Table 1, and bivariate correlations among 

study variables are displayed in Table 2.  The means for adolescent depressive symptoms 

at each time point are far below what would be indicative of clinical depression (Smucker 

et al., 1986).  Mothers and fathers in this sample were at their highest mean level of 

depressive symptoms when their children were in 10
th

 grade, and means for fathers’ 

depressive symptoms were consistently lower than for mothers’ depressive symptoms.  

Table 2 indicates that maternal and paternal depressive symptoms are 

significantly and positively correlated at each timepoint.  Measures of maternal 

depressive symptoms are all intercorrelated, and measures of paternal depressive 

symptoms are all intercorrelated.  Adolescent depressive symptoms at grade 5 are 

significantly correlated with maternal depressive symptoms at grade 3, grade 5, and 10, 

but not at grade 6.  Adolescent depressive symptoms at grade 6 are significantly 

correlated with all measures of maternal depressive symptoms.  Lastly, adolescent 

depressive symptoms at grade 10 are correlated with maternal depressive symptoms at 

grades 3, 5, 6, and 10.  Similarly, adolescent depressive symptoms at grades 5, 6, and 10 

are correlated with paternal depressive symptoms at all timepoints.  The table also 

indicates that measures of parents’ and teens’ report of mother-teen and father-teen 

relationship quality are correlated.   

Figure 1 is a plot of mean scores of maternal and paternal depressive symptoms at 

grades 3, 5, 6, and 10, and adolescent depressive symptoms at grades 5, 6, and 10.  

Because the measure of adolescent depressive symptoms was on a different scale (0-20) 
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than the measure of parents’ depression (0-60), scores for adolescent depression were 

converted to a 0 to 60 scale for consistency. 

Figure 2 has two parts.  Part A is a plot of the mean scores of mothers’ report of 

mother-teen relationship quality at grades 3, 5, 6, and 10, fathers’ report of father-teen 

relationship quality at grades 3, 5, 6, and 10, and teens’ report of relationship quality with 

mothers and fathers at grades 6 and 10.  Part B is also a plot of the mean scores, separated 

by teen gender.  It includes mothers’ reports of relationship quality with boys and girls, 

fathers’ reports of relationship quality for boys and girls, boys’ reports of his relationship 

quality with each parent, and girls’ reports of her relationship quality with each parent. 

For both plots, because the parent-report measure is on a scale from 15 to 75, and the 

teen-report measure is on a scale from 9 to 36, the scores of both measures were 

standardized to facilitate ease of comparison.  In general, relationship quality declines 

over time, with teens’ report of mother-teen and father-teen relationship quality at grade 6 

higher than parents’ reports of relationship quality, but with steep declines in teens’ 

report of relationship quality by grade 10.  Interestingly, both fathers’ report and teens’ 

report of father-teen relationship quality were at nearly identical levels, representing the 

lowest relationship quality by grade 10.  The lowest report of relationship quality was the 

male teens’ report of relationship quality with fathers at grade 10, whereas the highest 

score on relationship quality at grade 10 was female teens’ report of relationship quality 

with mothers.  

 

 



 

 37 

Parental depression as a predictor of adolescent depression 

 To test the first research question, I used a parallel process panel design to see if 

parents’ depressive symptoms predict child depressive symptoms, and to see if parents’ 

depressive symptoms affected children differently depending on the age of the child.  

Family ID was included as a cluster variable, and all models included income-to-needs 

ratio, mothers’ age, fathers’ age, mothers’ education, fathers’ education, whether or not 

fathers lived at home, child/adolescent ethnicity, child/adolescent sex, and data collection 

site as control variables. Only biological fathers were included in all analyses.  Model fit 

indices for all models are presented in Table 3. 

 Maternal depressive symptoms predicting adolescent depressive symptoms. In 

model 1 (also see Table 4 and Figure 3), maternal depressive symptoms measured at 

grades 3, 5, 6, and 10 were used to predict children’s depressive symptoms measured at 

grades 5, 6 and 10.  In this model, regression paths were included such that maternal 

depressive symptoms at each time point were regressed on maternal depressive 

symptoms at the previous time point.  Further, because the goal of the model was to 

assess change (i.e., the extent to which previous maternal depressive symptoms affected 

subsequent depressive symptoms in adolescents), the model did not include concurrent 

paths from maternal depressive symptoms at each time to adolescent depressive 

symptoms measured at the same time.  The model fit was excellent (see Table 3, CFI= 

.994, RMSEA=.014, SRMR=.006, with 25.9% of the variance in adolescent depressive 

symptoms at grade 6 explained, and 18.4% of the variance in adolescent depressive 

symptoms at grade 10 explained). Autoregressive paths were significant, indicating that 
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previous maternal depressive symptoms predicted future maternal depressive symptoms 

(G3 to G5 b=.549, p<.001; G5 to G6 b=.417, p<.001; G6 to G10 b=.284, p<.001), and 

previous adolescent depressive symptoms predicted subsequent adolescent depressive 

symptoms (G5 to G6 b=.499, p<.001; G6 to G10 b=.264, p<.001).  Model 1 demonstrates 

that maternal depressive symptoms measured at grade 3 significantly predict child 

depressive symptoms at grade 5 (b=.141, p<.001).  Interestingly, the cross-lagged path 

from maternal depression measured at grade 5 to adolescent depressive symptoms 

measured at grade 6 was nonsignificant (b=.005, p=.884), but the path from maternal 

depressive symptoms measured at grade 6 to adolescent depressive symptoms measured 

at grade 10 was significant (b=.073, p=.038). 

 Paternal depressive symptoms predicting adolescent depressive symptoms. In 

model 2 (Figure 4 and Table 4), paternal depressive symptoms measured at grades 3, 5, 6, 

and 10 were used to predict children’s depressive symptoms measured at grades 5, 6 and 

10.  As with model 1, in this model, regression paths were included such that paternal 

depressive symptoms at each timepoint were regressed on paternal depressive symptoms 

at the previous timepoint. The model fit was excellent (CFI= .990, RMSEA=.017, 

SRMR=.011, 19.5% of the variance in adolescent depressive symptoms at grade 10 

explained and 27% of variance in teen depressive symptoms at 6
th

 grade). Within-person 

regression paths were significant.  Model 2 demonstrates that paternal depressive 

symptoms measured at grade 3 significantly predict child depressive symptoms at grade 5 

(b=.193, p=.001). Contrary to the model of maternal depressive symptoms, though, the 

cross-lagged path from paternal depressive symptoms measured at grade 5 to adolescent 
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depressive symptoms measured at grade 6 was significant (b=.142, p<.001), as was the 

path from paternal depressive symptoms measured at grade 6 to adolescent depressive 

symptoms measured at grade 10 (b=.133, p<.001).  This suggests that paternal depressive 

symptoms measured at each timepoint uniquely predicted adolescent depressive 

symptoms measured at the next timepoint.  Coefficients and significance levels appear in 

Table 4. 

 Combined model including mothers and fathers.  Model 3 included both 

maternal and paternal depression measures to predict adolescent depressive symptoms at 

grades 5, 6, and 10 (see Figure 5 and Table 4). The model fit was good (CFI= .986, 

RMSEA= .020, SRMR= .013, with 27.6% of the variance in child depressive symptoms 

at grade 6, and 19.6% of the variance in teen depressive symptoms at grade 10 

explained). Model 3 demonstrated that maternal depressive symptoms at grade 3 

significantly predicted child depressive symptoms at grade 5 (b=.100, p=.021), and 

paternal depressive symptoms measured at grade 3 significantly predict child depressive 

symptoms at grade 5 (b=.168, p=.002). Interestingly, results indicated that although the 

path from maternal depressive symptoms at grade 5 to adolescent depressive symptoms at 

grade 6 was nonsignificant (b=-.015, p=.682), the path from fathers’ depressive 

symptoms at grade 5 to adolescent depressive symptoms at grade 6 remained significant 

(b=.137, p=.001).  Furthermore, the path from paternal depressive symptoms at grade 6 to 

adolescent depressive symptoms at grade 10 was also significant (b=.118, p=.010), 

whereas the path from maternal depressive symptoms at grade 6 to teen depressive 

symptoms at grade 10 was nonsignificant (b=.054, p=.139).   
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Direction of effects 

To test research question 2, I first employed a panel design with the reverse 

direction to see if child depressive symptoms predicted parental depressive symptoms.  I 

then tested a cross-lagged path model to explore the possible reciprocal influences of 

parental and child depressive symptoms over time.  Within-time correlations of mother-

child, father-child, and mother-father depressive symptoms were included in the model, 

and within-person previous depressive symptoms were used to predict that person’s 

current depressive symptoms. 

 Adolescent depressive symptoms predicting maternal depressive symptoms. In 

model 4, teens’ depressive symptoms measured at grades 5 and 6 were used to predict 

mothers’ depressive symptoms measured at grades 6 and 10 (see Figure 6 and Table 4). 

The model fit was excellent (CFI= 1.00, RMSEA=.00, SRMR=.005, with 34% of the 

variance in maternal depression at grade 6 and 27% of the variance in maternal 

depressive symptoms measured at grade 10 explained). Model 4 demonstrated that 

although adolescent depressive symptoms measured at grade 5 marginally predicted 

maternal depressive symptoms at grade 6 (b=-.045, p=.097), this was not in the expected 

direction.  And there was not a significant association between adolescent depressive 

symptoms measured at grade 6 and maternal depressive symptoms measured at grade 10 

(b=.025, p=.429).  

 Adolescent depressive symptoms predicting paternal depressive symptoms. In 

model 5, teens’ depressive symptoms measured at grades 5 and 6 were used to predict 

fathers’ depressive symptoms measured at grades 6 and 10 (see Figure 7 and Table 4). 



 

 41 

The model fit was less optimal than for models including adolescents’ depressive 

symptoms predicting mothers’ depressive symptoms, but still very good (CFI= .984, 

RMSEA=.030, SRMR=.012, 43% of the variance in paternal depressive symptoms 

measured at grade 6 and 45% of variance in paternal depressive symptoms measured at 

grade 10 explained). Similar to Model 3, the results of Model 5 demonstrated that 

adolescent depressive symptoms measured at grade 5 did not significantly predict fathers’ 

depressive symptoms at grade 6 (b =.014, p=.724), but adolescent depressive symptoms 

at grade 6 were significantly associated with paternal depressive symptoms at grade 10 (b 

=.088, p=.014).  

 Combined model including teens predicting mothers and fathers.  Model 6 

included adolescent depressive symptoms measured at grades 5 and 6 as predictors of 

both maternal and paternal depression measures (see Figure 8). The model fit was good 

(CFI= .987, RMSEA= .024, SRMR= .015, 34% of maternal depressive symptoms at 

grade 6 explained, 27% of variance in maternal depressive symptoms at grade 10 

explained, 43% of paternal depressive symptoms at grade 6 explained, and 45% of 

variance in paternal depressive symptoms at grade 10 explained). Results of Model 6 

indicated that although paths from adolescent depressive symptoms to maternal 

depressive symptoms were nonsignificant (see Table 4), there was one significant path 

from adolescents’ depressive symptoms at grade 6 to fathers’ depressive symptoms at 

grade 10 (b =.088, p=.014). This suggests that while previous adolescent depressive 

symptoms are not predictive of future maternal depressive symptoms, adolescent 
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depressive symptoms measured at grade 6 may influence paternal depressive symptoms 

measured when adolescents are in 10
th

 grade.  

 Reciprocal models 

 Reciprocal influences of adolescent and maternal depression. Model 7 (see 

Figure 9 and Table 5) included adolescent depressive symptoms at grades 5 and 6 as 

predictors of maternal depressive symptoms at grades 6 and 10, and maternal depressive 

symptoms at grades 3, 5, and 6 as predictors of adolescent depressive symptoms at grades 

5, 6, and 10. The model fit was excellent (CFI= .988, RMSEA= .021, SRMR= .006, with 

36% of the variance in maternal depressive symptoms at grade 6, 31% of the variance in 

maternal depressive symptoms at grade 10, 25% of the variance in adolescent depressive 

symptoms at grade 6, and 19% of the variance in adolescent depressive symptoms at 

grade 10 explained by the model). Maternal depressive symptoms at grade 3 were 

associated with adolescent depressive symptoms measured at grade 5 (b =.137, p=.001), 

and maternal depressive symptoms at grade 6 predicted adolescent depressive symptoms 

at grade 10 (b = .068, p=.050), but maternal depressive symptoms at grade 5 were not 

significantly related to adolescent depressive symptoms at grade 6 (b = .007, p=.841).  

Adolescent depressive symptoms measured at grade 5 were significantly related to 

maternal depressive symptoms at grade 6, but not in the expected direction (b = -.060, p= 

.023), and adolescent depressive symptoms measured at grade 6 were not significantly 

related to maternal depressive symptoms at grade 10 (b =.009, p=.777).  

 Reciprocal influences of teens and fathers. Model 8 included adolescent 

depressive symptoms at grades 5 and 6 as predictors of paternal depressive symptoms at 
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grades 6 and 10, and paternal depressive symptoms at grades 3, 5, and 6 as predictors of 

adolescent depressive symptoms at grades 5, 6, and 10 (see Figure 10 and Table 5). The 

model fit was very good (CFI= .987, RMSEA= .021, SRMR= .007). Paternal depressive 

symptoms at grade 3 were associated with adolescent depressive symptoms measured at 

grade 5 (b =.182, p=.001), paternal depressive symptoms at grade 5 predicted teen 

depressive symptoms at grade 6 (b =.137, p=.002), and paternal depressive symptoms at 

grade 6 predicted adolescent depressive symptoms at grade 10 (b = .127, p=.004). 

Adolescent depressive symptoms measured at grade 5 were not significantly related to 

paternal depressive symptoms at grade 6 (b = -.021, p= .564), but adolescent depressive 

symptoms measured at grade 6 were significantly related to paternal depressive 

symptoms at grade 10 (b = .089, p=.015).  

 Combined model including reciprocal influences of teens and parents. Model 9 

(see Table 5 and Figure 11) included adolescent depressive symptoms measured at grades 

5, 6, and 10 as predictors of both maternal and paternal depressive symptoms, and 

maternal and paternal depression measures at grades 3, 5, 6, and 10 as predictors of teens’ 

depressive symptoms. The model fit was excellent (CFI= .991, RMSEA= .018, SRMR= 

.010). Model 9 demonstrated that maternal depressive symptoms at grade 3 significantly 

predicted child depressive symptoms at grade 5 (b =.099, p=.022), and paternal 

depressive symptoms measured at grade 3 significantly predicted child depressive 

symptoms at grade 5 (b =.170, p=.002). Interestingly, results indicated that although the 

path from maternal depressive symptoms at grade 5 to adolescent depressive symptoms at 

grade 6 was nonsignificant (b = -.013, p= .715), the path from fathers’ depressive 
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symptoms at grade 5 to adolescent depressive symptoms at grade 6 remained significant 

(b = .139, p= .001).  Furthermore, the path from paternal depressive symptoms at grade 6 

to adolescent depressive symptoms at grade 10 was also significant (b = .132, p= .004), 

whereas the path from maternal depressive symptoms at grade 6 to teen depressive 

symptoms at grade 10 was nonsignificant (b = .053, p= .150).  There were two significant 

paths from adolescent depressive symptoms to parental depressive symptoms.  One was a 

significant path from adolescent depressive symptoms measured at grade 5 to maternal 

depressive symptoms measured at grade 6, but it was not in the expected direction (b = -

.062, p= .017).  The other was a path from adolescent depressive symptoms at grade 6 to 

paternal depressive symptoms measured at grade 10 (b = .076, p= .034).  Lastly, there 

was one significant path from paternal depressive symptoms measured at grade 6 to 

maternal depressive symptoms measured at grade 10 (b = .124, p= .008), which suggests 

that mothers’ depressive symptoms may be affected by her partner’s previous depressive 

symptoms.  

Gender differences 

To test gender as a moderator, separate models were run for adolescent males and 

females.  To further explore how each parent’s depressive symptoms affected male and 

female teens, separate models for mother-male teen, mother-female teen, father-male 

teen, and father-female teen were run.  Lastly, full models including mother-father-male 

teen and mother-father-female teen were employed.  

Maternal depression and male adolescents’ depression. Model 10 included male 

adolescent depression measured at grades 5 and 6 as predictors of maternal depressive 
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symptoms at grades 6 and 10, and maternal depressive symptoms at grades 3, 5, and 6 as 

predictors of male teens’ depressive symptoms at grades 5, 6, and 10 (see Figure 12 and 

Table 5). The model fit was excellent (CFI= .987, RMSEA= .022, SRMR= .009). Model 

10 demonstrated that maternal depressive symptoms at grade 3 significantly predicted 

males’ depression at grade 5 (b =.218, p<.001), but no other mother-to-child paths were 

significant.  Interestingly, though, male adolescent depressive symptoms at grade 5 

significantly predicted maternal depressive symptoms at grade 6, but not in the expected 

direction (b = -.088, p=.020).  

Maternal depression and female adolescents’ depression. Model 11 included 

female adolescent depressive symptoms measured at grades 5 and 6 as predictors of 

maternal depressive symptoms measures, and maternal depressive symptoms measured at 

grades 3, 5, and 6 as predictors of female teens’ depressive symptoms (see Figure 13 and 

Table 5). The model fit was excellent (CFI= .995, RMSEA= .013, SRMR= .005). Unlike 

previous models including maternal depressive symptoms as predictors, in Model 11 

maternal depression measured at grade 3 was not associated with female teens’ 

depressive symptoms at grade 5 (b =.076, p=.220), and maternal depression at grade 5 

was not associated with female teens’ depressive symptoms at grade 6 (b = -.011, 

p=.797).  Maternal depression measured at grade 6 did predict female teens’ depression 

measured at grade 10, but this finding was only marginal (b =.094, p=.061).     

Paternal depression and male adolescents’ depression. Model 12 included male 

adolescent depressive symptoms measured at grades 5, 6, and 10 as predictors of paternal 

depressive symptoms, and paternal depressive symptoms at grades 3, 5, 6, and 10 as 
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predictors of male teens’ depressive symptoms (see Figure 14 and Table 5). The model fit 

was excellent (CFI= .986, RMSEA= .020, SRMR= .046, with 45% of the variance in 

paternal depression at grade 10 explained). Model 12 demonstrated that paternal 

depressive symptoms at grade 3 significantly predicted child depression at grade 5 (b = 

.190, p= .007), paternal depressive symptoms at grade 5 significantly predicted male 

teens’ depression at grade 6 (b = .157, p=.007), and paternal depressive symptoms at 

grade 6 were not significantly associated with male teens’ depression at grade 10 (b 

=.065, p=.276).  

Paternal depression and female adolescents’ depression. Model 13 included 

female adolescent depression measured at grades 5, 6, and 10 as predictors of paternal 

depressive symptoms, and paternal depressive symptoms at grades 3, 5, 6, and 10 as 

predictors of female teens’ depressive symptoms (see Figure 15 and Table 5). The model 

fit was excellent (CFI= .977, RMSEA= .030, SRMR= .029). Model 13 demonstrated that 

paternal depressive symptoms at grade 3 significantly predicted females teens’ depressive 

symptoms at grade 5 (b =.180, p=.012), paternal depressive symptoms at grade 5 

significantly predicted female teens’ depressive symptoms at grade 6 (b =.136, p=.024), 

and paternal depressive symptoms at grade 6 significantly predicted female teens’ 

depressive symptoms at grade 10 (b =.175, p=.004). Female adolescents’ depressive 

symptoms at grade 5 were not significantly associated with paternal depressive symptoms 

at grade 6 (b = -.004, p=.928), but female teens’ depression measured at grade 6 

significantly predicted paternal depression measured at grade 10 (b =.126, p=.010).  
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Parents’ depression and male adolescents’ depression. Model 14 included male 

adolescent depressive symptoms measured at grades 5, 6, and 10 as predictors of both 

maternal and paternal depressive symptoms, and maternal and paternal depression 

measured at grades 3, 5, 6, and 10 as predictors of male teens’ depressive symptoms (see 

Figure 16 and Table 5). The model fit was excellent (CFI= .972, RMSEA= .030, SRMR= 

.028). Model 14 demonstrated that maternal depressive symptoms at grade 3 significantly 

predicted male teens’ depressive symptoms at grade 5 (b = .183, p= .001), and paternal 

depressive symptoms measured at grade 3 significantly predicted male teens’ depressive 

symptoms at grade 5 (b = .163, p= .027). Interestingly, results indicated that although the 

path from maternal depression at grade 5 to adolescent depression at grade 6 was 

nonsignificant (b = .009, p= .869), the path from fathers’ depression at grade 5 to 

adolescent depression at grade 6 remained significant (b = .145, p= .016).  Neither 

mothers’ (b = .004, p= .933) nor fathers’ (b = .077, p= .205) depression measured at 

grade 6 predicted male adolescent depressive symptoms at grade 10.  Interestingly, 

though, male adolescent depression at grade 5 predicted maternal depression measured at 

grade 6, although this was not in the expected direction (b = -.084, p= .023).  

Furthermore, there was a significant path from paternal depressive symptoms measured at 

grade 6 to maternal depression measured at grade 10 (b = .179, p= .010), and a path from 

maternal depressive symptoms at grade 3 to paternal depressive symptoms at grade 5 (b = 

-.126, p= .030), but this was not in the expected direction.  

Parents’ depression and female adolescents’ depression. Model 15 included 

female adolescent depression measured at grades 5, 6, and 10 as predictors of both 
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maternal and paternal depressive symptoms, and maternal and paternal depressive 

symptoms measured at grades 3, 5, 6, and 10 as predictors of female teens’ depressive 

symptoms (see Figure 17 and Table 5). The model fit was excellent (CFI= .979, 

RMSEA= .028, SRMR= .027). Model 15 demonstrated that paternal depressive 

symptoms at grade 3 significantly predicted female child depressive symptoms at grade 5 

(b =.165, p=.027), but maternal depressive symptoms measured at grade 3 did not predict 

female child depressive symptoms at grade 5 (b =.034, p=.608). Results also indicated 

that paths from maternal depressive symptoms at grades 5 and 6 to adolescent depressive 

symptoms at grades 6 and 10 were nonsignificant.  On the other hand, the path from 

fathers’ depressive symptoms at grade 5 to female adolescent depressive symptoms at 

grade 6 remained significant (b =.135, p=.025).  Furthermore, the path from paternal 

depressive symptoms at grade 6 to adolescent depressive symptoms at grade 10 was also 

significant (b = .168, p= .008).   

Female adolescent depressive symptoms did not significantly predict maternal 

depressive symptoms at any time, but paternal depressive symptoms at grade 6 

marginally predicted maternal depressive symptoms at grade 10.  And although maternal 

depression did not significantly predict paternal depression, female teen depressive 

symptoms measured at grade 6 significantly predicted paternal depressive symptoms at 

grade 10 (b = .114, p= .019).  

Indirect effects of parent-teen relationship quality 

To explore indirect effects within models that included measures of parent-teen 

relationship quality, I used a cross-lagged panel design in which previous parent 
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depressive symptoms predicted subsequent parent-teen relationship quality, which 

predicted later adolescent depressive symptoms.  I also tested paths starting at 

relationship quality and going through parental depressive symptoms to predict teen 

depressive symptoms, and paths from relationship quality to teen depressive symptoms to 

parent depressive symptoms.  To test all possible paths, I used the model indirect function 

in MPLUS.  I specified that the program should explore all possible paths from parent 

depressive symptoms at grade 3 to teen depressive symptoms at grade 10, from parent-

teen relationship quality at grade 3 to teen depressive symptoms at grade 10, from teen 

depressive symptoms at grade 5 to parent depressive symptoms at grade 10, and from 

parent-teen relationship quality at grade 3 to parent depressive symptoms at grade 10.  

However, because my models did not include direct paths from parent depressive 

symptoms at grade 3 to teen depressive symptoms at grade 10 (or parent-teen relationship 

quality at grade 3 to teen depressive symptoms at grade 10, etc.), coefficients for all 

possible indirect effects did not add up to equal the “total effect” coefficient number.  

Thus, to avoid confusion, tables displaying coefficients for models including indirect 

effects include the coefficient for “total indirect” and specific indirect paths, but the 

coefficient for the total effect from parent depressive symptoms at grade 3 to teen 

depressive symptoms at grade 10 was omitted (along with other direct paths from 

measures at grade 3 to dependent variables measured at grade 10) due to the fact that it 

does not reflect a meaningful number because there was no direct path from maternal 

depressive symptoms at grade 3 to teen depressive symptoms at grade 10. 
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Parent report of parent-teen relationship quality 

Parents and all adolescents. The first model of indirect effects (Model 16) 

included parent-reported parent-teen relationship quality and all adolescents (see Figure 

18 and Tables 6-7). The model fit was acceptable: CFI=.975, RMSEA=.028, 

SRMR=.020. As with previous models, maternal depressive symptoms predicted 

subsequent maternal depression, paternal depressive symptoms predicted subsequent 

paternal depressive symptoms, etc. (refer to table 6 for coefficients and significance 

levels). Although there were main effects of parent-teen relationship quality predicting 

parental depressive symptoms and vice versa, there were no main effects of parent-teen 

relationship quality predicting teen depressive symptoms measured at any time point. 

Results did not provide support for indirect effects including parent-teen relationship 

quality, but there were significant indirect paths from parents’ depressive symptoms 

measured at grade 3 to adolescents’ depressive symptoms measured at grade 10 (see 

Table 7 for specific indirect paths).   

Three paths led from paternal depressive symptoms at grade 3 to teen depressive 

symptoms at grade 10.  Of these, one went from paternal depressive symptoms at grade 3, 

to paternal depressive symptoms at grade 5, to teens’ depressive symptoms at grade 6, 

and finally to teens’ depressive symptoms at grade 10 (b =.030, p=.025). Another 

significant path went from paternal depressive symptoms at grade 3 to teens’ depressive 

symptoms at grade 5, to teens’ depressive symptoms at grade 6, and finally to teens’ 

depressive symptoms at grade 10 (b =.018, p=.035). An additional path started with 

paternal depressive symptoms at grade 3 and went through paternal depressive symptoms 
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to grade 5, to teens’ depressive symptoms at grade 6, and finally to teens’ depressive 

symptoms at grade10 (b =.019, p=.034).  There were no specific indirect paths starting 

from mothers’ report of mother-teen relationship quality at grade 3 to adolescent 

depressive symptoms at grade 10 that were significant.  For paths starting at father-teen 

relationship quality, however, three specific indirect paths emerged as marginally 

significant (see Table 7).  Considering the effects of adolescents’ depressive symptoms 

on their parents’ subsequent depressive symptoms, one significant path emerged from 

teen depressive symptoms at grade 5 to teen depressive symptoms at grade 6, and then to 

paternal depressive symptoms at grade 10 (b =.036, p=.046).  Lastly, a second path from 

teen-to-parent emerged which started at teen depressive symptoms at grade 5, then went 

through maternal depressive symptoms at grade 6, and finally to maternal depressive 

symptoms measured at grade 10 (b =-.017, p=.018). Thus, there was no clear-cut 

evidence that relationship quality helps explain the association of parental depressive 

symptoms and teens’ depressive symptoms.   

Parents and male adolescents. The model including only male adolescents 

(Model 17) did not yield evidence that parent-teen relationship quality contributes to 

indirect effects of previous measures of depression to subsequent measures of depression 

(see Figure 19 and Tables 8-9).  Model fit was acceptable: CFI=.947, RMSEA=.041, 

SRMR=.027.  As with the previous model, results of this model indicate that parents’ 

perception of their relationship quality with their adolescent influences their depressive 

symptoms, and vice versa.  However, there were no significant main effects of parents’ 

report of parent-teen relationship quality predicting teens’ depressive symptoms. One 
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significant indirect path went from maternal depressive symptoms at grade 3 to teen 

depressive symptoms at grade 5, to adolescent depressive symptoms at grade 6, and 

finally to adolescent depressive symptoms at grade 10 (b = .020, p= .038).  The only 

remaining significant indirect path was from teen depressive symptoms at grade 5 to 

maternal depressive symptoms at grade 6, which predicted maternal depressive 

symptoms at grade 10 (b =-.022, p= .033).  However, the negative coefficient indicates 

that this effect was not in the expected direction.  All coefficients, standard errors, and 

significant levels for main effects appear in table 8, and indirect effects appear in table 9. 

Parents and female adolescents. A model including only female adolescents 

(Model 18) revealed fewer significant indirect effects.  Like the previous model, the 

model of parent-female teen relationship quality did not yield strong evidence that parent-

teen relationship quality explains the relationship between previous depressive symptoms 

and subsequent depressive symptoms (see Figure 20).  The model fit was acceptable: 

CFI=.975, RMSEA=.029, SRMR=.029.  There was a main effect of mother-teen 

relationship quality measured at grade 5 predicting adolescent depressive symptoms 

measured at grade 6 (b = -.109, p=.026). There were additional main effects of mother-

teen relationship quality at grade 3 predicting maternal depressive symptoms at grade 5 

(b = -.105, p= .016), and from father-teen relationship quality at grade 5 to paternal 

depressive symptoms at grade 6 (b = -.149, p= .004). Main effects from maternal 

depressive symptoms to mother-teen relationship quality at grade 5 and grade 10, as well 

as from paternal depressive symptoms to father-teen relationship quality at grade 6 

suggest that parents’ depressive symptoms influence their perception of their relationship 
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quality with their adolescents, and that this perception influences their subsequent 

depressive symptoms.   

Out of all the possible indirect paths, only one significant indirect path emerged 

(see Table 11).  The single significant indirect path was from adolescent depressive 

symptoms at grade 5, to adolescent depressive symptoms at grade 6, and finally to 

paternal depressive symptoms at grade 10 (b =.051, p=.028). See table 10 for all 

coefficients, standard errors, and significance levels for main effects, and table 11 for 

specific indirect effects. 

Adolescent report of parent-teen relationship quality 

After examining parents’ report of parent-teen relationship quality in models of 

indirect effects, I next explored adolescents’ report of their relationship quality with both 

parents by using the model indirect function in MPLUS. The measure of adolescents’ 

report of relationship quality was collected at grades 6 and 10 (rather than at grades 3, 5, 

6, and 10 as the parent-report of relationship quality). 

Parents and all adolescents. The model fit including mothers, fathers, and all 

teens (Model 19, presented in Figure 21) was acceptable: CFI=.986, RMSEA=.020, 

SRMR=.015. As with previous models, maternal depressive symptoms predicted 

subsequent maternal depressive symptoms, paternal depressive symptoms predicted 

subsequent paternal depressive symptoms, etc. (see table 12 for coefficients and 

significance levels for main effects).  There was a main effect of teens’ reports of father-

teen relationship quality at grade 6 predicting adolescents’ depressive symptoms at grade 

10 (b = -.167, p= .001), and teens’ reports of relationship quality with fathers at grade 6 
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also predicted paternal depressive symptoms at grade 10 (b =.107, p=.011).  However, 

there were no significant main effects of parent depression predicting teens’ reports of 

parent-teen relationship quality. Not surprisingly, though, there was a main effect of 

adolescents’ depressive symptoms at grade 6 predicting teens’ report of father-teen 

relationship quality at grade 10 (b =-.072, p=.030).. 

One significant indirect path emerged from maternal depressive symptoms at 

grade 3. This path started at maternal depressive systems at grade 3 and went from teen 

depressive symptoms at grades 5, to teen depressive symptoms at grade 6, and then 

finally to teen depressive symptoms at grade 10 (b =.011, p=.041)(see Table 13). 

Similar to previous models including indirect effects, this model yielded several 

significant specific indirect paths starting at paternal depressive symptoms at grade 3., 

Interestingly, there was also a significant path from adolescent depressive symptoms at 

grade 5 to teens’ report of father-teen relationship quality at grade 6, and then to fathers’ 

depressive symptoms at grade 10 (b = -.022, p=.023). 

Parents and male adolescents. The model fit including mothers, fathers, and male 

teens (Model 20) was also acceptable: CFI= .962, RMSEA= .033, SRMR= .023. Male 

teens’ report of father-teen relationship quality at grade 6 significantly predicted paternal 

depressive symptoms at grade 10 (b = .119, p= .018).  Additionally, adolescent 

depression at grade 5 significantly predicted mother-teen relationship quality (as reported 

by the teen) at grade 6 (b = -.195, p=.000), and father-teen relationship quality at grade 6 

(b = -.217, p=.000). There was also a main effect of adolescent depression at grade 6 
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predicting father-teen relationship quality at grade 10 (b = -.094, p=.036) (see Figure 22 

and Table 14 for main effects). 

 In addition to significant indirect paths from maternal depression at grade 3 to 

adolescent depression at grade 10, from adolescent depression at grade 5 to maternal 

depression at grade 10, and from adolescent depression at grade 5 to paternal depression 

at grade 10 (see Table 15 for coefficients and significance levels of specific indirect 

paths), one interesting path emerged from adolescent male depressive symptoms at grade 

5 to father-teen relationship quality at grade 6, and then to paternal depressive symptoms 

at grade 10 (b = -.026, p= .034). 

Parents and female teens. The model fit including mothers, fathers, and female 

teens (Model 21, Figure 23) was also acceptable: CFI= .982, RMSEA= .022, SRMR= 

.025. Although there was a main effect of adolescents’ report of father-teen relationship 

quality at grade 6 predicting adolescent depressive symptoms at grade 10 (b= -.157, p= 

.017), there were no main effects of relationship quality predicting parents’ depression, 

and parents’ depressive symptoms did not predict subsequent adolescent report of parent-

teen relationship quality (see Table 16 for coefficients of main effects).  Unlike the 

previous model including all adolescents, in the model including only female adolescents 

there were very few significant indirect paths.  Three significant paths went from paternal 

depression at grade 3 to female adolescent depression at grade 10 (see Table 17 for 

indirect effects). One additional indirect path went from adolescent depression at grade 5 

to adolescent depression at grade 6, and finally to paternal depressive symptoms at grade 

10 (b =.065, p= .015). 
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Parent-teen relationship quality as a moderator 

To test parent-teen relationship quality as a moderator of the relation between 

parents’ and teens’ depressive symptoms, I centered measures of mothers’, fathers’ and 

teens’ depressive symptoms at grade 6 along with mother-teen and father-teen 

relationship quality (both parent report and teen report).  Because the measure of parent-

teen relationship quality from the adolescents’ perspective was obtained at grades 6 and 

10 (whereas the measure of parent-teen relationship quality completed by parents was 

obtained at grades 3, 5, 6 and 10), I used the measures of relationship quality and 

depression from grade 6 to create interaction terms so that I could compare the effects of 

parent-teen relationship quality assessed by the parent versus the teen.  After making 

centered variables, I used these variables to create interaction terms of maternal 

depressive symptoms at grade 6 X mother-teen relationship quality (parent report), 

maternal depressive symptoms at grade 6 X mother-teen relationship quality (teen 

report), paternal depressive symptoms at grade 6 X father-teen relationship quality at 

grade 6 (parent report), and paternal depressive symptoms at grade 6 X teens’ report of 

father-teen relationship quality at grade 6.  

As with previous models, I used a cross-lag panel design.  Contrary to previous 

models, though, testing relationship quality at grade 6 as a moderator involved a simpler 

model which did not include lags prior to grade 6 (See figure 24 for model structure).  I 

first tested a full family model, which included maternal depressive symptoms at grade 6, 

mother-teen relationship quality at grade 6, and their interaction, paternal depressive 

symptoms at grade 6, father-teen relationship quality at grade 6, and their interaction, 
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predicting all adolescents’ depressive symptoms measured at grade 10.  Then, to explore 

gender differences, I ran the same model with only male teens, and then with only female 

teens. When significant interaction terms emerged, I conducted simple slope analyses to 

determine when the effect of parental depressive symptoms was stronger or weaker at 

varying levels of parent-teen relationship quality. Here, the effects of parental depressive 

symptoms were estimated when the moderator was one standard deviation above the 

mean and when the moderator was one standard deviation below the mean (Aiken & 

West, 1991).  

Parent-teen relationship quality assessed by parents 

Parents and all adolescents. For the first set of models, the parents’ report of 

their relationship quality with their teen was used as the moderating variable.  In model 

22 (see Table 18, Figure 24), each parent’s depression scores, each parent’s report of 

his/her own relationship quality with their teen, and the interaction terms (mothers’ 

depressive symptoms X mother-teen relationship quality, etc.), as well as previous 

adolescent depression, were included as predictors of subsequent adolescent depression. 

The fit indices for model 22 indicate a good fit (CFI=.992, RMSEA= .024, SRMR=.007 

with 21% of the variance in adolescents’ depressive symptoms at grade 10 explained). 

There was a main effect of paternal depressive symptoms at grade 6 predicting adolescent 

depressive symptoms at grade 10 (b=.12, p=.02), but there was no significant interaction 

of paternal depression and father-teen relationship quality predicting adolescent 

depression.  The model did reveal a significant interaction of mother-teen relationship 

quality and maternal depression predicting adolescent depression (b =.15, p=.000). 



 

 58 

Simple slopes analyses revealed that when relationship quality is low (i.e., one standard 

deviation below the average), maternal depression was not significantly associated with 

teen depression (B= -.02(.01), b= -.07, p=.11); in contrast, when relationship quality is 

high (i.e., one standard deviation above the average), higher maternal depression was 

related to higher teen depression (B= .06(.02), b=.21, p<.001). A plot of this interaction 

(see Figure 25) suggests that adolescents report the highest depressive symptomatology if 

they have mothers who are high in depression and mothers’ reports of their relationship 

quality are high.   

Parents and male adolescents. The next model (Model 23, Figure 26) included 

mothers, fathers, and male adolescents. The model fit indices were acceptable (CFI=.924, 

RMSEA=.076, SRMR=.015 with 17% of the variance in adolescent depressive symptoms 

at grade 10 explained).  All coefficients and significance levels are displayed in Table 19.  

Again, a significant interaction between relationship quality and maternal depression 

emerged (b =.15, p=.02). Simple slopes analyses revealed that when relationship quality 

is low (i.e., one standard deviation below the average), maternal depression was 

significantly associated with male teen depression (B= -.03(.01), b= -.11, p=.046); in 

contrast, when relationship quality is high (i.e., one standard deviation above the 

average), maternal depression was not significantly related to higher depression for male 

teens (B=.03(.02), b=.14, p=.12) (see Figure 27). 

Parents and female adolescents. The next model (Model 24, Table 20, Figures 28 

and 29) included mothers, fathers, and female adolescents. The model fit was excellent 

(CFI=1.00, RMSEA=.00, SRMR=.006 with 25% of the variance in adolescent depressive 
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symptoms at grade 10 explained).  Coefficients and significance levels are displayed in 

table 20. There were no main effects of mothers’ or fathers’ depressive symptoms at 

grade 6 predicting adolescents’ depressive symptoms at grade 10. However, there was a 

significant interaction of mother-teen relationship quality and maternal depressive 

symptoms (b =.18, p<.001).  Figure 29 suggests that teens reported the highest levels of 

depressive symptoms if their mothers were higher in depression and their mother-teen 

relationship quality was higher.  Female teens whose mother-teen relationship quality 

was higher, but whose mothers were lower in depression reported the least depressive 

symptoms. Simple slope analyses revealed that when relationship quality is low (i.e., one 

standard deviation below the average), maternal depression was not significantly 

associated with teen depression (B= -.03(.02), b= -.08, p=.22); in contrast, when 

relationship quality is high (i.e., one standard deviation above the average), maternal 

depression was related to higher teen depression (B= .09(.03), b=.25, p=.001).   

Parent-teen relationship quality assessed by adolescents 

Parents and all adolescents. The next set of moderation analyses included 

adolescents’ reports of their relationship quality with each parent (as opposed to parents’ 

reports of relationship quality).  In the first model (Model 25, Table 21, Figure 30), 

including mothers, fathers, and all adolescents, the model fit was excellent (CFI=1.00, 

RMSEA=.00, SRMR=.003, with 22% of the variance in teens’ depressive symptoms at 

grade 10 explained).  There were main effects of paternal depressive symptoms (b =.13, 

p=.01) and father-teen relationship quality (b =-.18, p=.001) on adolescent depression, 

but there were no additional main effects or interactions. 
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Parents and male adolescents. Model 26 (see Table 22 and Figure 31) included 

only male adolescents.  Model fit was excellent (CFI=1.00, RMSEA=.000, SRMR=.008, 

with 19% of the variance in teens’ depressive symptoms at grade 10 explained in the 

model), but the model revealed no significant interactions.   

Parents and female adolescents. Model 27 (Table 23, Figure 32) included only 

female adolescents, and model fit was acceptable (CFI=.995, RMSEA=.019, 

SRMR=.007).  There were main effects of paternal depressive symptoms (b =.17, 

p=.028) and father-teen relationship quality (b = -.17, p=.012) on female adolescents’ 

depressive symptoms, but there were no significant interactions.  
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Discussion 

Overall, three key findings emerged from the current study:  1) Fathers’ 

depressive symptoms predicted both male and female adolescents’ depressive symptoms 

over time, whereas mothers’ depressive symptoms predicted males’ (but not females’) 

depressive symptoms; 2) paternal depressive symptoms affected subsequent adolescent 

depressive symptoms indirectly through father-teen relationship quality, whether assessed 

by parents or by teens; and 3) maternal depression interacted with mother-teen 

relationship quality to predict subsequent teen depression, particularly for female teens, 

such that teens reported highest levels of depression if they had higher quality 

relationships with highly depressed mothers, whereas teens reported the least depressive 

symptoms if they had higher quality relationships with mothers who were lower in 

depressive symptoms. 

In general, results of this study suggest that parents’ depressive symptoms over 

time influence adolescents’ vulnerability to depression. The family systems perspective 

suggests that all relationships within a family are interconnected (Minuchin, 1974).  

Thus, the psychological wellbeing of each person within the family is affected by the 

psychological wellbeing of all other family members. Considering the family as a system, 

it seems logical to assume that an adolescent (or a parent, for that matter) is not solely 

influenced by one other family member in any given time period. Rather, it is likely that 

each person is affected by the emotional climate created by all other family members.  

Thus, the models of reciprocal effects of each parent’s depressive symptoms and teens’ 

depressive symptoms used in this study give the most complete picture of the 
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psychological functioning among all family members.  Based on these models, it appears 

that early maternal depression predicts male adolescents’ depression at 5
th

 grade.  But, 

surprisingly, paternal depression exerted a stronger influence on all adolescents’ 

depression at 5
th

, 6
th

, and 10
th

 grades than did maternal depression.  Although this finding 

is at odds with much of the extant literature, which suggests that maternal depression is 

more influential for children and adolescents (e.g., Peiponen et al., 2006), several studies 

including the effects of fathers’ depression have yielded similar results (e.g., Forehand & 

Smith, 1986; Field, Diego & Sanders, 2001, etc.).  Findings of these studies suggest that 

adolescent depression is strongly associated with paternal depression but not with 

maternal depression. 

To understand the association (or lack thereof) that some studies find between 

adolescent depression and maternal depression, Forehand and colleagues (1988) explored 

the possibility that characteristics of the parent-teen relationship, rather than depressive 

symptoms alone, are predictive of adolescent depression.  Results indicated that mother-

teen conflict, but not maternal depression, was associated with higher rates of adolescent 

depression.  Given this finding, it is possible that maternal depression was not 

consistently a strong predictor of adolescent depression in the present study because 

mothers who reported depressive symptoms were generally able to regulate their 

parenting behaviors with their teens despite experiencing these symptoms.  Thus, these 

depressive symptoms, which are typically linked to poorer parent-teen relationship 

quality (Shiner & Marmorstein, 1998), may have had less detrimental effects on the 

mother-teen relationship due to mothers’ ability to regulate their parenting in spite of 
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experiencing these symptoms.  And, in fact, previous research on maternal versus 

paternal parenting behaviors suggests that, in the presence of stressors (such as poor 

marital quality), mothers’ parenting behaviors are less affected than fathers’ (Katz & 

Gottman, 1996). 

It should be pointed out that the model including maternal depressive symptoms 

and all teens’ depressive symptoms and the model including maternal depressive 

symptoms and male teens’ depressive symptoms (but without paternal depressive 

symptoms) did reveal significant associations of maternal depressive symptoms and teen 

depressive symptoms from grades 3 to 5, and in the latter case, from grade 6 to grade 10.  

But, interestingly, the significant association of maternal depressive symptoms at grade 6 

and teen depressive symptoms at grade 10 becomes nonsignificant with the inclusion of 

paternal depressive symptoms in each of the models, which is significantly predictive of 

teens’ symptoms at each timepoint. Thus, findings of the current study partially support 

previous research that maternal depression and child depression are associated over time.  

But, because the significant mother-teen association in later adolescence becomes 

nonsignificant with the inclusion of fathers in the model, it is noteworthy that fathers may 

have a larger impact than much of the previous research would indicate.  Although 

additional research is needed to further unpack the mechanisms behind this finding, 

previous research suggests that children of depressed parents are more likely to exhibit 

heightened conflict in interactions with their fathers than with their mothers (Dumas & 

Gibson, 1990).  Thus, one possible mechanism is this father-child conflict, which may 

contribute to depressive symptoms in both teens and in fathers. It could be that depressed 
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fathers may be more likely to be short-tempered with their children and engage in 

conflicts, whereas mothers may be more withdrawn or simply more able to regulate their 

depressed affect in interactions with their teens.  Additional research is needed to further 

explore the possible interaction patterns between depressed parents and adolescents and 

how those patterns affect adolescents’ emotional wellbeing over time. 

Influence of adolescents’ depressive symptoms on their parents’ wellbeing 

Just as parents’ depression could influence adolescents’ emotional wellbeing, it is 

possible that adolescents’ depression could negatively influence parents’ emotional 

wellbeing (Downey & Coyne, 1990).  However, models of teens’ depressive symptoms 

predicting parents’ depressive symptoms, revealed limited evidence that adolescent 

depression exerts a strong influence on parents. The only significant association found 

was between adolescents’ and fathers’ depressive symptoms.  Adolescents’ depressive 

symptoms at grade 6 were significantly associated with paternal depressive symptoms at 

grade 10.  Based on previous research on links between adolescent depression and 

parents’ depression (Conger & Ge, 1999), it is possible that increases in adolescents’ 

depressive symptoms at grade 6 contribute to heightened parent-teen conflict, which is 

emotionally taxing for parents.  Fathers, in particular, may be vulnerable to this 

interpersonal stressor (Katz & Gottman, 1996), and thus, may be more likely to 

demonstrate increased depressive symptoms as a result.   Previous research supports the 

idea that fathers who experience conflict with their children are more likely to be 

depressed than fathers who do not experience these interpersonal stressors (Kane & 

Garber, 2004).  In addition, children of depressed parents have been found to be more 
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likely to exhibit conflict in interactions with their fathers than with their mothers (Dumas 

& Gibson, 1990), so it is possible that greater parent-teen conflict experienced within the 

father-teen relationship results in increases in paternal depressive symptoms.  Exploring 

father-teen relationship quality as a potential mediator sheds light on the association of 

adolescents’ depressive symptoms with paternal depressive symptoms. 

Influence of adolescent gender on their susceptibility to negative effects of maternal 

versus paternal depression 

In addition to our general finding that fathers’ depression plays a key role in 

adolescent depression, interesting gender differences emerged from separate models of 

adolescent males’ and females’ depressive symptoms over time.  These analyses suggest 

that although maternal depressive symptoms were not significantly associated with 

female adolescents’ depressive symptoms over time, they were significantly associated 

with male adolescent depressive symptoms at grade 5, whereas paternal depressive 

symptoms were related to both male and female teens’ depressive symptoms.  Further, 

cross-lagged models revealed evidence of a reciprocal influence of females with fathers, 

and males with mothers.  That is, paternal depressive symptoms at grade 5 predicted 

female teens’ depressive symptoms at grade 6, and female depressive symptoms at grade 

6 further predicted paternal depressive symptoms measured when teens were in 10
th

 

grade.  In contrast, mothers’ depressive symptoms at grade 3 predicted male depressive 

symptoms at grade 5, and unexpectedly, male teens’ depressive symptoms at grade 5 

predicted lower maternal depressive symptoms at grade 6.   
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Previous research by Ge and colleagues (1995) used similar modeling procedures 

and also found that maternal depression was associated with male adolescent depression, 

whereas paternal depression was associated with female adolescent depression.  This 

study extends research in this area by also examining full models of mother-father-female 

teen and mother-father-male teen to see how boys and girls are affected by both parents’ 

self-reported depressive symptoms simultaneously.  Our findings provide additional 

support for this cross-gender influence, but, like Banez and Compas (1990), we found 

that paternal depression was associated with male adolescents’ depression in addition to 

female adolescents’ depression.  The reciprocal link between adolescent girls’ depression 

and fathers’ depression may be due to the fact that fathers’ depression may influence how 

fathers interact with their teens, and female teens in particular may have greater social 

sensitivity (Conger, Lorenz, Elder, Simons & Ge, 1993 as cited in Ge et al., 1995) and 

thus may be more likely to become depressed in the presence of depressed fathers. It 

follows that fathers may be vulnerable to daughters’ depression because they are, in 

general, vulnerable to the effects of interpersonal stressors (Kane & Garber, 2004).   

Gaining an understanding of the link between mothers’ depression and sons’ 

depression is less straightforward, however.  It is possible that sons notice and are 

negatively affected by maternal depression between grades 3 and 5 because sons are still 

mainly focused on the parent-child relationship, whereas it is possible that daughters may 

have shifted their focus from the mother relationship to peer relationships.  For girls, this 

could mean that they are becoming increasingly invested in their peer relationships and, 

thus, their emotional wellbeing is more dependent upon the quality of their peer 
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relationships than it is on maternal depression. Research has found not only that girls are 

more reactive to interpersonal stressors than boys (Cyranowski, et al., 2000), but also that 

girls are more likely than boys to spend time engaging in interpersonal exchanges with 

friends in preadolescence (Larson & Richards, 1991), and this gender difference only 

intensifies over time such that girls become even more social with peers, whereas boys do 

not show the same dramatic increase (Larson & Richards, 1991).  Mothers’ slight decline 

in depressive symptoms from grade 5 to 6 in response to male teens depressive symptoms 

at grade 5 may be due to the fact that, relative to sons who are approaching a potentially 

stressful transition from elementary to middle school (Simmons, Burgeson, Carlton-Ford 

& Blyth, 1987) and puberty (Brooks-Gunn & Warren, 1989), mothers may be 

experiencing fewer newly stressful life events that are likely to induce depressive 

symptoms.  Although this is one possible explanation of our findings, additional research 

is needed to further explore this cross-gender parent-teen depression link and its 

underlying mechanisms. 

Indirect effects of early depression on parents’ and teens’ subsequent depression in 

adolescence 

In line with the family systems perspective (Minuchin, 1974), our findings from 

full family models including indirect effects provide additional evidence of a reciprocal 

relationship of mothers’, fathers’ and adolescents’ depressive symptoms.  Our findings 

provide evidence that early relationships between parental depressive symptoms and 

teens’ depressive symptoms have enduring effects for all parties.  That is, the effects of 

early maternal and paternal depression on subsequent adolescent depressive symptoms 
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persist over time, and the association of adolescents’ depressive symptoms with 

subsequent parental depressive symptoms continues to influence mothers’ and fathers’ 

depressive symptoms over time. 

Paths starting with maternal depressive symptoms. Models of indirect effects 

revealed that maternal depressive symptoms at grade 3 may have an enduring effect on 

adolescents such that maternal depressive symptoms at grade three are associated with 

adolescents’ depressive symptoms at grade 5, which predict adolescents’ own depressive 

symptoms at grade 6 and again at grade 10. When this is broken down by child gender, it 

becomes apparent that this is particularly true for male adolescents.  So although models 

including only main effects would suggest that maternal depressive symptoms only exert 

early effects on children’s depressive symptoms by predicting from grade three to grade 

5, the indirect effects suggest that when mothers are depressed during their children’s 

early middle childhood, the negative effects on children’s emotional wellbeing may be 

long-lasting.  In fact, previous studies have produced findings to support this conclusion.  

Several studies found links between early maternal depression and poor social and 

emotional functioning (e.g., Campbell et al., 2009) in early and middle childhood (Barker 

et al., 2012; Goodman & Gotlib, 1999) and in adolescence (Hammen & Brennan, 2003; 

Garber et al., 2002). Further, some research indicates that there may be critical times 

during which children’s exposure to maternal depression may have more long-lasting 

negative effects.  For example, Naicker, Wickham, and Colman (2012) investigated how 

and when maternal depression is most likely to have enduring negative effects on 

children’s emotional development. Results indicated that having a mother with 
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postpartum depression was not associated with adolescents’ depression, but that maternal 

depression occurring when children were in the early part of middle childhood was 

significantly associated with the development of depressive symptoms during 

adolescence (Naicker et al., 2012).  Thus, the present findings provide additional support 

for the notion that there may be critical points in children’s development when exposure 

to maternal depression may have far-reaching effects, whether or not mothers’ depressive 

symptoms are stable or change over time.  

Paths starting with paternal depressive symptoms. Similarly, there were 

several patterns of indirect effects starting with paternal depressive symptoms at grade 3 

and ending with adolescents’ depressive symptoms reported at grade 10. But after these 

are broken down by gender, it appears that the specific indirect paths starting at paternal 

depressive symptoms measured at grade 3 predict to adolescent depressive symptoms for 

daughters but not for sons.  This finding is particularly interesting, given the fact that 

previous models revealed main effects of paternal depression predicting sons’ as well as 

daughters’ depression over time.  But evidence for a cross-gender relationship of parent 

and child depression is described in previous studies (Ge et al., 1995).  The present 

results extend prior findings by suggesting that the cross-gender relationship of early 

paternal depression and depressive symptoms in female offspring is one that has enduring 

effects across the transition to adolescence. 

Paths starting with adolescents’ depressive symptoms.  The cross-gender 

association is also found in models of indirect effects starting with adolescents’ 

depressive symptoms at grade 5 and leading to parental depressive symptoms measured 
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at grade 10 (see Table 7, Figure 18).  In full models including all adolescents, there are 

specific indirect paths from teen depressive symptoms at grade 5 to teen depressive 

symptoms at grade 6, and then to paternal depressive symptoms at grade 10, as well as a 

path from adolescent depressive symptoms at grade 5 to maternal depressive symptoms at 

grade 6 and then at grade 10.  But interestingly, when this is broken down by child 

gender, results indicate that the indirect effect predicting maternal depression starts with 

male adolescents’ depressive symptoms (see Table 9, Figure 19), whereas the indirect 

effect predicting paternal depressive symptoms at grade 10 starts with female 

adolescents’ depressive symptoms at grade 5 (see Table 11, Figure 20).  Another 

interesting feature of these results is that male teens’ effects on maternal depression occur 

early on (at grade 5 to 6), while the indirect effect of female teens’ depressive symptoms 

at grade 5 then predict female’s own depressive symptoms at grade 6, which then predict 

paternal depressive symptoms at grade 10. In general, research suggests that males may 

be more likely to experience depressive symptoms in early adolescence, whereas rates of 

depressive symptoms in females rises in mid adolescence (and is consistently higher than 

depression in males thereafter) (Ge et al., 1995).  Thus, it is possible that parents are 

affected more by their sons’ depressive symptoms experienced earlier and by their 

daughters’ depressive symptoms in mid adolescence, when rates of female teen 

depression typically rise.  More research is needed to clarify these associations. 

Indirect effects of relationship quality 

Previous research suggests that the association of parents’ depression and 

children’s depression may be explained by the quality of the relationship between the 
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parent and child (Kane & Garber, 2004).  Thus, we explored models of indirect effects 

including parent-teen relationship quality, and we used teens’ reports and parents’ reports 

of relationship quality in separate models for comparison. In general, our findings suggest 

that paternal depression may affect later adolescent depressive symptoms indirectly 

through father-teen relationship quality (reported by parents and teens), but the same 

pattern was not found for mothers-teen relationship quality (whether reported by parents 

or teens). 

Paths involving adolescent assessment of parent-teen relationship quality. 

Interestingly, testing indirect paths including relationship quality yields different results 

based on using the parent assessment versus the adolescent assessment.  Although these 

two measures are highly correlated, only the teen assessment yielded any specific indirect 

paths leading from adolescent depressive symptoms to father-teen relationship quality, 

and then to paternal depressive symptoms.  This was the case in a model that included 

adolescents’ assessment of father-teen relationship quality at grade 6 as a mediator of the 

relationship between teens’ depressive symptoms at grade 5 to fathers’ depressive 

symptoms at grade 10.  This path remained significant in a model including male teens’ 

depressive symptoms, but disappeared in a model including only female adolescents.  

Thus, teens’ depressive symptoms at grade 5, particularly males’, may influence their 

perceived relationship quality with their father, which then predicts paternal depressive 

symptoms at grade 10. 

It is unclear why teens’ report of parent-teen relationship quality emerges as a 

significant predictor in these models but parents’ report does not.  Although the measures 
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are highly correlated at each time point, it is possible that there is a significant indirect 

effect of teens’ reports of relationship quality because teens’ depressive symptoms, which 

include irritability, are associated with conflict within families (Hammen, Brennan & 

Shih, 2004).  Thus, if teens’ report of poor parent-teen relationship quality is indicative of 

having a distant or conflictual relationship with their father, these relationship 

characteristics are likely to influence fathers’ subsequent depressive symptoms as well 

(Kane & Garber, 2004).  But it is possible that this same argument could be applied to the 

parents’ reports of the parent-teen relationship quality.  Thus, additional research 

comparing these measures and the degree to which either assessment emerges as a 

consistent predictor of intra-family dynamics is needed. 

Paths involving parent assessment of parent-teen relationship quality.  

Interestingly, in models that use the parent assessment of parent-teen relationship quality, 

the specific indirect paths that involve relationship quality start with father-teen 

relationship quality, which predict paternal depressive symptoms, which then predict 

adolescents’ subsequent depressive symptoms. When models are run for male and female 

teens separately, this specific indirect path remains marginally significant for female 

adolescents but is nonsignificant for male adolescents.  Thus, it is possible, that fathers’ 

perceived relationship quality (particularly with daughters) makes fathers feel depressed, 

and that this paternal depression predicts depressive symptoms in their daughters. This is 

in keeping with the notion that adolescents’ depressive symptoms may be linked to 

father-teen relationship quality (Cole & McPherson, 1993; Ge, Best, Conger & Simmons, 

1996). 
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Relationship Quality as a Moderator 

Models that included interactions of parent-teen relationship quality (assessed by 

the parent) with parental depressive symptoms predicting subsequent adolescent 

depression revealed significant interactions for mothers but not for fathers.  Specifically, 

mother-teen relationship quality assessed by mothers was a significant moderator of the 

effect of maternal depression on adolescents’ depressive symptoms, such that teens 

reported highest levels of depression if they had higher quality relationships with more 

depressed mothers, whereas teens reported the least depressive symptoms if they had 

higher quality relationships with mothers who were lower in depressive symptoms.  This 

was particularly true for female adolescents. A significant interaction also emerged for 

males. A plot of the interaction suggests that the pattern for males was similar to females 

in that they reported the least depressive symptoms if they had higher quality 

relationships with mothers who were lower in depression. However, the results were 

different in that males who reported the most depressive symptoms were those who had 

poorer relationship quality with mothers who were lower in depressive symptoms.  These 

findings require further examination. 

The finding that mother-teen relationship quality is a moderator in models with 

female depression make sense given what we know regarding gender differences in how 

and why teens become depressed.  There is a substantial body of research suggesting that 

rumination puts people at increased risk of depression (e.g., Nolen-Hoeksema, 2000; 

Rude, Maestas, & Neff, 2007).  Rumination has been defined as “repetitive and passive 

thinking about one’s symptoms of depression and the possible causes and consequences 
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of these symptoms” (Nolen-Hoeksema & Girgus, 1994, as cited in Jose & Brown, 2008, 

p. 181).  Studies of gender differences in rumination suggest that girls tend to ruminate by 

dwelling on negative experiences and subsequent feelings, while males focus less on 

rumination given similar negative experiences (e.g., Gaté et al., 2013; Jose & Brown, 

2008; Nolen-Hoeksema, Larson & Grayson, 1999). Thus, we might assume that one 

mechanism by which female teens may be more likely to be depressed is because of these 

continual negative cognitions. Taken a step further, studies of co-rumination suggest that 

if two people are in a close relationship, they may ruminate together, thereby initiating or 

exacerbating depressive symptoms experienced by either or both parties (e.g., Rose, 

Carlson & Waller, 2007; Waller & Rose, 2010; Gaté et al., 2013).  In their investigation 

of co-rumination within the mother-adolescent relationship, Waller and Rose (2010) 

found not only that female adolescents tend to engage in co-rumination with their 

mothers more than male adolescents do, but that this co-rumination was related to higher 

perceived mother-teen relationship quality while also leading to enmeshed relationships.  

The findings also indicated that this co-rumination was associated with depression in 

female teens and that this was particularly true if the main topics of co-rumination were 

centered on the mothers’ problems (Waller & Rose, 2010). 

Thus, it is possible that when female adolescents have closer relationships with 

their mothers, and their mothers are higher in depressive symptoms, female adolescents 

are more vulnerable to becoming depressed based on the negative effects of rumination, 

perhaps also participating in their mother’s negative coping behaviors, which include co-

rumination.  On the other hand, if female adolescents have closer relationships with 
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mothers who have fewer depressive symptoms, they report the fewest depressive 

symptoms.  This is not surprising given that a teen in this situation is not only benefiting 

from interacting with a non-depressed mother, but she is also engaging in a close 

relationship with that person.  This type of relationship may, in fact, serve as a buffer for 

a teenage girl who may experience stressful events within peer relationships or contexts 

outside of the mother-daughter dyad.   

Another possible explanation of the finding that having a high quality mother-teen 

relationship puts female teens at increased risk for depression if they have a depressed 

mother is that teens in this situation may feel they need to be a caregiver to their 

depressed mother.  Females may be particularly vulnerable to taking on this role due to 

gender socialization which encourages females to be nurturing and value interpersonal 

skills and close relationships (Ge et al., 1995; Larson & Richards, 1991; Cyranowski et 

al., 2000), whereas males are more encouraged to develop traits such as personal 

autonomy and agency (Gilligan, 1982; Maccoby, 1990).  Parentification, which Chase 

(1999) defines as a role-reversal in which the child assumes responsibility for taking care 

of the parent functionally and/or emotionally,  is associated with negative outcomes for 

children, including developing depressive symptoms (Williams & Francis, 2010).  Thus, 

it seems possible that if female adolescents are put in the position of caregiver to 

depressed mothers, they may become depressed due to this possibly confusing and 

unsettling role-reversal.  These findings suggest that female teens with mothers who are 

high in depression may fare the best if they distance themselves rather than forming a 

close relationship in which they experience parentification or engage in co-rumination 
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with their mothers. 

Mother-teen relationship quality also emerged as a significant moderator in the 

model including male adolescents’ depression.  In this model, as with previous 

moderation models, male teens were lower in depressive symptoms if they had high 

quality relationships with mothers who reported low levels of depression.  Contrary to the 

findings for females, though, results of this model indicated that males reported more 

depressive symptoms if they had a poorer relationship quality with mothers who were 

lower in depressive symptoms.  It is possible that this is an anomalous finding, but this 

may also suggest that males are sensitive to cues regarding their relationship quality with 

mothers over and above their level of sensitivity to maternal depression. It is also 

possible that males distance themselves if their mothers exhibit depression, but they may 

feel depressed if they do not have closer relationships with nondepressed mothers.  

Additional research is needed to explore the mechanisms underlying this association. 

Thus, while a main feature of each of the significant interactions – that being close to a 

mother who is lower in depressive symptoms may make teens less likely to be 

depressed—was consistent across models, having a close relationship with a depressed 

mother may place a daughter at greater risk of developing depressive symptoms than a 

son.  

It is noteworthy that models in which adolescents’ assessment of parent-teen 

relationship quality was used as a moderator (rather than parents’ report of relationship 

quality) yielded no significant results.  This is a stark contrast to models of indirect 

effects, in which teens’ reports of relationship quality emerged as mediators of the 
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relationship between parents’ and adolescents’ depressive symptoms.  It is possible that 

parents’ perceptions of the quality of relationship they are able to maintain (perhaps in 

spite of their own depressive symptoms) is what is most likely to interact with parents’ 

depressive symptoms to yield differential results for teens.  Additional research is needed 

to further explore this finding.  

Implications 

This study has important implications for understanding how depression affects 

different members of the family system.  In sum, findings of this study provide additional 

evidence that having one (Hammen & Brennan, 2003) or more (Goodwin, 1982; Kaslow, 

Deering, & Racusin, 1994; Downey & Coyne, 1990) depressed parents may make 

children more vulnerable to developing depression, but the results also suggest that 

paternal depression is uniquely predictive of the development of depressive symptoms in 

both males and females over the transition to adolescence.  Results of this study indicate 

that maternal depression has a main effect on male teens, but that maternal depressive 

symptoms interact with mother-teen relationship quality to differentially affect female 

adolescents. Thus, daughters who have high mother-teen relationship quality with highly 

depressed mothers may be particularly vulnerable to developing depressive symptoms.  

Results of the present study highlight the importance of fathers’ emotional wellbeing in 

terms of overall positive family functioning, but indicate that early maternal depression 

may also have a long-lasting effect on adolescents, and that whether of not maternal 

depressive symptoms affect adolescents’ depressive symptoms may depend on whether 
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or not the mother and adolescent have a close relationship, particularly for female 

adolescents. 

With increased knowledge about how depression in parents impacts children and 

teens (and vice versa), parents experiencing depression may be more likely to seek 

treatment for the sake of minimizing their children’s risk for depression.  Additionally, as 

more information regarding the etiology of depression is revealed, there should be more 

opportunity for the development of early interventions designed to give new parents and 

growing families the knowledge and skills needed to promote healthy psychosocial 

functioning both for the parents themselves and for their children.  By intervening early 

with mothers and fathers who are at risk for depression, it should be possible to decrease 

the likelihood that families and teens have to suffer from depression and all the negative 

byproducts that accompany this debilitating disease. Clinicians could use the present 

results to inform family systems-based approaches to working with families in which one 

or more family members are experiencing depressive symptoms.  With more knowledge 

about the interplay of parent and adolescent gender and the role of mother-teen and 

father-teen relationship quality, family therapists may form more targeted therapeutic 

interventions to focus on addressing the symptoms and relationship dynamics within 

families that contribute to the propagation of maladaptive family functioning. 

The present study is an important addition to existing research in that the focus is 

on the interplay of parents’ and teens’ depression, with particular attention to 1) the 

potential impact of fathers in the etiology of adolescent depression, 2) the possibility that 

the causal direction of depressive symptoms in parents and children may be reversed or 
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bidirectional, 3) the effects of child and parent gender in interactions with parents’ 

depression, and 4) the role of parent-teen relationship quality in influencing the 

development of parents’ and adolescents’ depressive symptoms.   

Limitations and future directions.  The main limitation of the current study is 

that the time lag between measures of parents’ and children’s depressive symptoms at 

grade 6 and grade 10 gives an incomplete picture of the changes in depressive symptoms 

and parent-teen relationship quality across the transition to adolescence. Because the time 

period reflected in this gap is one in which adolescents are transitioning from middle to 

high school, which may be a particularly stressful time, it seems like gathering 

information about changes in depressive symptoms during these middle and early high 

school years is critical.  Thus, findings from the present study should be interpreted with 

caution, and additional studies are needed in which participants’ depressive symptoms 

and relationship quality are followed more closely to gain an in-depth understanding of 

how parental depression is related to parent-teen relationship quality and adolescents’ 

depressive symptoms during this time. 

It should also be emphasized that this study is based on a subclinical sample.  

Whereas previous research on norms for community samples who fill out these 

depression measures indicates that roughly 19% of adults (Crawford et al., 2011) and 

10% of children (Smucker et al., 1986) report symptomatology at or above the clinical 

cutoffs for these measures, the scores of participants in the NICHD sample were lower on 

average and included a lower percentage of people reaching these cutoffs than would be 

presumably found in the general population.  Thus, findings may not generalize to a 
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different community sample or to those who meet the criteria for a diagnosis of clinical 

depression. Furthermore, the current study uses a preexisting dataset, thus, it is not 

possible to gather additional data that might be helpful in gaining a comprehensive 

understanding of which aspects of participants’ experiences may have contributed to the 

development of their depressive symptoms.  Also, although using a large national data 

sets such as the NICHD data affords us the opportunity to explore a large variety of 

variables which may mediate or moderate that relationship between parental depression 

and adolescent depression, a limitation of the current study is that it is not feasible to 

include all factors that could possibly influence adolescent depression in our models. 

Future studies should further investigate the role of relationship quality to explore 

whether the interaction of parent reported parent-teen relationship quality and parents’ 

depressive symptoms is consistent across different samples. Clinicians and families 

would benefit from further investigation of why relationship quality moderates the 

association between parents’ and teens’ depressive symptoms.  Specifically, studies 

should examine the possible roles of co-rumination and parentification.  More research 

on this topic is critical so that we may eventually develop and implement large-scale and 

effective systems-based programs to prevent the negative and enduring effects of 

depression within families. 
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Table 1. 

Descriptive Statistics for Study Variables in the NICHD Sample 

 

Variables   N M or % SD 

Maternal depression  (CES-D scale 0-60)     

    Maternal depression at grade 3  1026 9.08 8.85 

    Maternal depression at grade 5  1019 8.73 8.62 

    Maternal depression at grade 6  1023 8.96 8.82 

    Maternal depression at grade 10  973 10.48 9.83 

Paternal depression  (CES-D scale 0-60)     

    Paternal depression at grade 3  750 8.24 7.63 

    Paternal depression at grade 5  754 7.89 7.27 

    Paternal depression at grade 6  724 7.52 7.84 

    Paternal depression at grade 10  700 8.62 7.49 

Adolescent depression  (CDI scale 0-20)     

    Adolescent depression at grade 5  1019 1.28 1.95 

Female  511 1.34 2.04 

Male  508 1.22 1.86 

    Adolescent depression at grade 6  1011 1.41 2.15 

Female  504 1.51 2.27 

Male  507 1.31 2.03 

    Adolescent depression at grade 10  957 2.01 2.64 

Female  479 2.52 2.99 

Male  478 1.49 2.10 

Mother-teen relationship quality (parent report, scale 15-75) 

Mother-teen relationship quality at grade 3  1027 63.06 7.47 

Mother-teen relationship quality at grade 5  1016 62.19 7.76 

Mother-teen relationship quality at grade 6  1023 61.41 8.28 

Mother-teen relationship quality at grade 10  972 58.34 9.02 

Father-teen relationship quality (parent report, scale 15-75) 

Father-teen relationship quality at grade 3  750 62.20 7.47 

Father-teen relationship quality at grade 5  752 60.20 7.97 

Father-teen relationship quality at grade 6  724 59.83 8.79 

Father-teen relationship quality at grade 10  699 56.78 9.40 

Teen Report of parent-teen relationship quality (scale 9 to 36) 

Teen-mother relationship quality at grade 6  1012 31.65 4.39 

Teen-mother relationship quality at grade 10  977 28.91 5.43 

Teen-father relationship quality at grade 6  837 30.13 5.87 

Teen-father relationship quality at grade 10  951 27.11 6.70 

          

 



 

 82 

 

 
Table 1 (continued). 

Descriptive Statistics for Study Variables in the NICHD Sample 

Variables   N M or % SD 

Control variables 

 

Control variables 

    

    Income-to-needs ratio at grade 5  996 4.53 4.06 

    Income-to-needs ratio at grade 6  979 4.54 4.15 

    Income-to-needs ratio at grade 10  924 5.26 5.79 

    Mothers’ age  1364 28.11 5.63 

    Mothers’ education  1373 14.23 2.51 

    Fathers’ education  1250 14.49 2.69 

    Childs’ gender  1364 1.48 .50 

    Childs’ ethnicity  1364   

        non-Hispanic White  1048 76.9%  

        non-Hispanic Black  168 12.3%   

        Hispanic  55 4.0%   

        Other  93 6.8%   

    Whether or not father lives in household at grade 5  1030 .68 .47 

    Whether or not father lives in household at grade 6  1025 .68 .47 

    Whether or not father lives in household at grade 10  979 .64 .48 
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Table 2.   

Correlation Coefficients for Key Study Variables 

   1  2  3 
 

4 
 

5  6  7  8  9  10   11 12  13 14  

15  Maternal depression 
 

 
 

 
 

 
   

 
 

 
 

 
                 

1 Maternal depression at G3  
 

-- 
 

 
 

 
   

 
 

 
 

 
                 

2 Maternal depression at G5 
 

.58 
*** 

-- 
 

 
   

 
 

 
 

 
                 

3 Maternal depression at G6 
 

.46 
*** 

.55 
*** 

-- 
   

 
 

 
 

 
                 

4 Maternal depression at G10 
 

.47 
*** 

.44 
*** 

.45 
***   

 
 

 
 

 
                 

 Paternal depression 
 

 
 

 
 

 
 

   
 

 
 

 
                 

5 Paternal depression at G3
  

.23 
*** 

.15 
*** 

.11 
** 

.18
 *** 

-- 
 

 
 

 
                 

6 Paternal depression at G5 
 

.18 
*** 

.19 
*** 

.14 
*** 

.17 
*** 

.60 
*** 

-- 
 

 
                 

7 Paternal depression at G6 
 

.17 
*** 

.17 
*** 

.22 
*** 

.19 
*** 

.58 
*** 

.63 
*** 

-- 
                 

8 Paternal depression at G10 
 

.23 
*** 

.21 
*** 

.25 
*** 

.27 
*** 

.50 
*** 

.48 
*** 

.54 
***                 

 Adolescent depression 
 

 
 

 
 

 
   

 
 

 
 

 
                 

9 Adolescent depression at G5 
 

.17 
*** 

.14 
*** 

.05 
 

.09
 ** 

.18 
**

* 
.19 

*** 
.12 

** .17 *** 
--             

10 Adolescent depression at G6 
 

.12 
*** 

.09 
** 

.14 
*** 

.10
 ** 

.17 
*** 

.19 
*** 

.19 
*** .18 *** 

.50 
*** --           

11 Adolescent depression at G10 
 

.12 
*** 

.11 
** 

.13 
*** 

.15 
*** 

.15 
*** 

.13 
** 

.15 
*** .12 ** 

.25 
*** .33 

***          

      Parent-teen relationship quality 
 

 
  

 
 

 
 

 
 

 
 

 
    

  
          

12 Mother report at G3 
 

-.29 
*** 

-.27 
*** 

-.26 
*** 

-.24 
*** 

-.10 
* 

-.10 
* 

-.07 † -.09 
* 

-.10 
** 

-.11 
** 

-.09 
** 

 
 

 
 

 
 

13 Mother report at G5 
 

-.29 
*** 

-.30 
*** 

-.24 
*** 

-.22 
*** 

-.18 
*** 

-.17 
*** 

-.15 
*** 

-.13 
** 

-.16 
*** 

-.14 
*** 

-.13 
*** 

.68 
*** 

 
 

 
 

14 Mother report at G6 
 

-.29 
*** 

-.27 
*** 

-.28 
*** 

-.25 
*** 

-.19 
*** 

-.18 
*** 

-.20 
*** 

-.14 
** 

-.15 
*** 

-.19 
*** 

-.14 
*** 

.66 
*** 

.71 
*** 

 
 

15 Mother report at G10 
 

-.17 
*** 

-.19 
*** 

-.22 
*** 

-.29 
*** 

-.11 
** 

-.17 
*** 

-.18 
*** 

-.17 
*** 

-.08 
* 

-.15 
*** 

-.19 
*** 

.51 
*** 

.55 
*** 

.57 
*** 

16 Father report at G3 
 

-.11 
** 

-.12 
** 

-.08 
* 

-.05 
 

-.30 
*** 

-.31 
*** 

-.29 
*** 

-.25 
*** 

-.07 
* 

-.14 
*** 

-.12 
** 

.41 
*** 

.39 
*** 

.37 
*** 

17 Father report at G5 
 

-.09 
* 

-.11 
** 

-.13 
*** 

-.07 † -.27 
*** 

-.34 
*** 

-.33 
*** 

-.28 
*** 

-.13 
*** 

-.13 
** 

-.09 
* 

.33 
*** 

.45 
*** 

.39 
*** 

18 Father report at G6 
 

-.12 
** 

-.14 
*** 

-.14 
*** 

-.11 
** 

-.32 
*** 

-.36 
*** 

-.38 
*** 

-.31 
*** 

-.15 
*** 

-.20 
*** 

-.13 
** 

.32 
*** 

.41 
*** 

.45 
*** 

19 Father report at G10 
 

-.11 
** 

-.15 
*** 

-.16 
*** 

-.23 
*** 

-.23 
*** 

-.27 
*** 

-.31 
*** 

-.35 
*** 

-.17 
*** 

-.18 
*** 

-.22 
*** 

.30 
*** 

.36 
*** 

.36 
*** 

20 Teen report of mother at G6 
 

-.07 
* 

-.06 
* 

-.08 
** 

-.03 
 

-.13 
** 

-.11 
** 

-.13 
** 

-.10 
* 

-.22 
*** 

-.30 
*** 

-.17 
*** 

.18 
*** 

.26 
*** 

.30 
*** 

21 Teen report of father at G6 
 

-.07 † -.03 
 

-.09 
** 

-.07 
* 

-.11 
** 

-.10 
* 

-.13 
** 

-.06 
 

-.22 
*** 

-.29 
*** 

-.22 
*** 

.08 
* 

.15 
*** 

.18 
*** 

22 Teen report of mother at G10 
 

-.08 
* 

-.05 
 

-.09 
** 

-.12 
*** 

-.04 
 

-.08 † -.06 
 

-.10 
* 

-.13 
*** 

-.19 
*** 

-.21 
*** 

.15 
*** 

.17 
*** 

.17 
*** 

23 Teen report of father at G10 
 

-.12 
*** 

-.13 
*** 

-.14 
*** 

-.14 
*** 

-.04 
 

-.09 
* 

-.09 
* 

-.12 
** 

-.12 
*** 

-.18 
*** 

-.24 
*** 

.13 
*** 

.18 
*** 

.18 
*** 

    *p < .05, **p < .01, ***p < .001 
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Table 2 (continued). 

Correlation Coefficients for Key Study Variables 

   15  16  17 
 

18 
 

19  20  21  22  

 Parent-teen relationship quality 
 

 
 

 
 

 
   

 
 

 
 

 
   

16 Father report at G3 
 

.29 
*** 

 
 

 
   

 
 

 
 

 
   

17 Father report at G5 
 

.33 
*** 

.69 
*** 

 
   

 
 

 
 

 
   

18 Father report at G6 
 

.34 
*** 

.64 
*** 

.72 
***   

 
 

 
 

 
   

19 Father report at G10 
 

.50 
*** 

.50 
*** 

.59 
*** .61 *** 

 
 

 
 

 
   

20 Teen report of mother at G6 
 

21 
*** 

.18 
*** 

.22 
*** 

.22 *** 
.13 

** 
 

 
 

   

21 Teen report of father at G6
  

.15 
*** 

.21 
*** 

.26 
** 

.37
 *** 

.18 
*** 

.65 
*** 

 
   

22 Teen report of mother at G10 
 

.30 
*** 

.08 
*** 

.09 
* 

.11 
** 

.20 
*** 

.43 
*** 

.34 
***   

23 Teen report of father at G10 
 

.24 
*** 

.15 
*** 

.17 
*** 

.18 
*** 

.29 
*** 

.28 
*** 

.36 
*** .48 *** 

    *p < .05, **p < .01, ***p < .001 
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Table 3.   

Goodness-of-fit indices for longitudinal models examining associations between parent and adolescent 

depressive symptoms 

Model   CFI RMSEA SRMR 

Parent depression predicting teen depression     

    Model 1:  Mothers’ dep and all teens’ dep  .994 .014 .006 

    Model 2:  Fathers’ dep and all teens’ dep  .990 .017 .011 

Model 3:  Mothers’ and fathers’ dep predicting all teens’ dep  .986 .020 .013 

Teen depression predicting parent depression     

    Model 4:  All teens’ dep and mothers’ dep  1.00 .000 .005 

    Model 5:  All teens’ dep and fathers’ dep  .984 .030 .012 

Model 6:  All teens’ dep and both parents’ dep  .987 .024 .015 

Bidirectional models     

Model 7:  Mothers’ dep and all teens’ dep  .988 .021 .006 

Model 8:  Mothers’ dep and male teens’ dep  .987 .022 .009 

Model 9:  Mothers’ dep and female teens’ dep  .995 .013 .005 

Model 10:  Fathers’ dep and all teens’ dep  .987 .021 .007 

Model 11:  Fathers’ dep and male teens’ dep  .986 .020 .046 

Model 12:  Fathers’ dep and female teens’ dep  .977 .030 .029 

Model 13:  Parents’ dep and all teens’ dep  .991 .018 .010 

Model 14:  Parents’ dep and male teens’ dep  .972 .030 .028 

Model 15:  Parents’ dep and female teens’ dep  .979 .028 .027 

Relationship quality mediation models  CFI RMSEA SRMR 

Parent assessment     

Model 16:  Parents’ dep and all teens’ dep  .975 .028 .020 

Model 17:  Parents’ dep and male teens’ dep  .947 .041 .027 

Model 18:  Parents’ dep and female teens’ dep  .975 .029 .029 

Teen assessment     

Model 19:  Parents’ dep and all teens’ dep  .986 .020 .015 

Model 20:  Parents’ dep and male teens’ dep  .962 .033 .023 

Model 21:  Parents’ dep and female teens’ dep  .982 .022 .025 

Relationship quality moderation models   CFI RMSEA SRMR 

Parent assessment     

Model 22:  Parents’ dep and all teens’ dep  .992 .024 .007 

Model 23:  Parents’ dep and male teens’ dep  .924 .076 .015 

Model 24:  Parents’ dep and female teens’ dep  1.00 .000 .006 

Teen assessment     

Model 25:  Parents’ dep and all teens’ dep  1.00 .000 .003 

Model 26:  Parents’ dep and male teens’ dep  1.00 .000 .008 

Model 27:  Parents’ dep and female teens’ dep  .995 .019 .007 
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Table 4.   

Coefficients and standard errors for each lag of longitudinal lagged models  

 

Models 1-6   Grade 3 to 5   Grade 5 to 6   Grade 6 to 10 

Parent depression predicting teen depression β B (SE)  β B (SE)  β B (SE) 

  Model 1:  Mothers’ dep and all teens’ dep .14 .03(.01)
***

  .01 .00(.01)  .07 .02(.01)
*
 

  Model 2:  Fathers’ dep and all teens’ dep .19 .05(.01)
**

  .14 .04(.01)
***

  .13 .05(.01)
***

 

  Model 3:  Mothers and fathers predicting all teens       

Mothers’ dep predicting teens’ dep .10 .02(.01)
*
  -.02 -.00(.01)  .05 .02(.01) 

Fathers’ dep predicting teens’ dep .17 .04(.01)
**

  .14 .04(.01)
**

  .12 .04(.02)
**

 

Teen depression predicting parent depression         

  Model 4:  All teens’ dep and mothers’ dep -- --  -.05 -.21(.12)†  .03 .12(.14) 

  Model 5:  All teens’ dep and fathers’ dep -- --  .01 .06(.16)  .09 .30(.12)
*
 

  Model 6:  Combined model of teens predicting parents       

All teens’ dep predicting mothers’ dep -- --  -.05 -.20(.13)  .03 .12(.14) 

All teens’ dep predicting fathers’ dep -- --  .01 .04(.15)  .09 .30(.12)
*
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Table 5.  

Coefficients and standard errors for each lag of bidirectional cross-lagged models of parents’ self-reported 

depressive symptoms and teens’ self-reported depressive symptoms 

Bidirectional models Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Model 7 β B (SE) β B (SE) β B (SE) 

Mothers’ dep  teens’ dep .14 .03(.01)
**

 .01 .00(.01) .07 .02(.01)
*
 

Teens’ dep  mothers’ dep -- -- -.06 -.27(.12)
*
 .01 .04(.15) 

Model 8       

Fathers’ dep  all teens’ dep .18 .05(.01)
**

 .14 .04(.01)
**

 .13 .04(.02)
**

 

Teens’ dep  fathers’ dep -- -- -.02 -.08(.14) .09 .31(.13)
*
 

Full family model (mother, father, 

teen) 
β B (SE) β B (SE) β B (SE) 

    Model 9:  Parents < all teens       

Mothers’ dep  teens’ dep .10 .02(.01)
*
 -.01 -.00(.01) .05 .02(.01) 

Fathers’ dep  teens’ dep .17 .04(.01)
**

 .14 .04(.01)
**

 .13 .04(.02)
**

 

Teens’ dep  mothers’ dep -- -- -.06 -.28(.12)
*
 -.01 -.06(.15) 

Teens’ dep  fathers’ dep -- -- -.03 -.11(.15) .08 .27(.13)
*
 

Gender Differences 

Model 10       

Mothers’ dep  males’ dep .22 .05(.01)
***

 .02 .00(.01) .01 .00(.01) 

Males’ dep  mothers’ dep -- -- -.09 -.42(.18)
*
 .03 .17(.21) 

Model 11       

Mothers’ dep  females’ dep .08 .02(.02) -.01 -.00(.01) .09 .03(.02)† 

Female teens’ dep  moms’ dep -- -- -.03 -.15(.16) -.02 -.07(.21) 

Model 12       

Fathers’ dep  males’ dep .19 .05(.02)
*
 .16 .04(.01)

**
 .07 .02(.02) 

Males’ dep  fathers’ dep -- -- .04 -.18(.21) .05 .17(.14) 

Model 13       

Fathers’ dep  females’ dep .18 .04(.02)
*
 .14 .04(.02)

*
 .18 .06(.02)

**
 

Females’ dep  fathers’ dep -- -- -.00 -.02(.20) .13 .43(.17)
**

 

Full family model (mother, father, 

teen) 
β B (SE) β B (SE) β B (SE) 

Model 14:  Parents > male 

teens 
      

Mothers’ dep  males’ dep .18 .04(.01)
**

 .01 .00(.01) .00 .00(.01) 

Fathers’ dep  males’ dep .16 .04(.01)
*
 .15 .04(.02)

**
 .08 .02(.02) 

Males’ dep  mothers’ dep -- -- -.08 -.40(.18)
*
 .02 .07(.21) 

Males’ dep  fathers’ dep -- -- -.04 -.17(.21) .04 .15(.13) 

Model 15:  Parents < female 

teens 

      

Mothers’ dep  females’ dep .03 .01(.02) -.04 -.01(.01) .06 .02(.02) 

Fathers’ dep  females’ dep .17 .04(.02)
*
 .14 .04(.02)

*
 .17 .06(.02)

**
 

Females’ dep  mothers’ dep -- -- -.05 -.21(.16) -.04 -.18(.20) 

Females’ dep  fathers’ dep -- -- -.01 -.05(.21) .11 .39(.16)
*
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Table 6. 

Model 16 including coefficients and standard errors for bidirectional cross-lagged model including indirect 

effects of mother-teen and father-teen relationship quality (assessed by parents)  

 

Model 16 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model  β B (SE) β B (SE) β B (SE) 

Parents < all teens       

Mothers’ dep  all teens’ dep .09 .02(.01)
*
 -.03 -.01(.01) .04 .01(.01) 

Fathers’ dep  all teens’ dep 

 

.16 .04(.02)
*
 .13 .04(.01)

**
 .12 .04(.02)

*
 

All teens’ dep  mothers’ dep -- -- -.07 -.30(.12)
*
 -.02 -.07(.15) 

All teens’ dep  fathers’ dep -- -- -.03 -.11(.14) .08 .26(.13)
*
 

Mothers’ dep  mothers’ dep .52 .51(.04)
***

 .41 .42(.05)
***

 .25 .28(.04)
***

 

Fathers’ dep  fathers’ dep .59 .55(.05)
***

 .42 .44(.05)
***

 .37 .34(.06)
***

 

Teens’ dep  teens’ dep -- -- .47 .52(.06)
***

 .25 .31(.07)
***

 

Mothers’ dep  fathers’ dep -.01 -.01(.04) .00 .00(.04) .04 .03(.04) 

Fathers’ dep mothers’ dep -.04 -.05(.04) -.00 -.00(.04) .10 .13(.06)
*
 

Mother rel mother rel .65 .66(.03)
***

 .47 .50(.04)
***

 .41 .44(.04)
***

 

Father rel  father rel .64 .67(.03)
***

 .52 .58(.04)
***

 .48 .51(.05)
***

 

Mother rel  all teens’ dep -.03 -.01(.01) -.05 -.01(.01) -.03 -.01(.01) 

Father rel  all teens’ dep -.00 .00(.01) .01 .00(.01) .01 .00(.01) 

All teens’ dep  Mother rel -- -- -.02 -.10(.09) -.03 -.14(.14) 

All teens’ dep  father rel -- -- -.03 -.15(.14) -.04 -.16(.12) 

Mothers’ dep  mother rel -.09 -.08(.02)
***

 -.02 -.02(.03) -.03 -.03(.03) 

Fathers’ dep  father rel -.06 -.06(.04) -.07 -.09(.04)
*
 -.08 -.09(.05)

*
 

Mother rel  mothers’ dep -.12 -.14(.04) -.08 -.09(.03)
**

 -.06 -.07(.04)† 

Father rel  fathers’ dep -.14 -.14(.04)
**

 -.11 -.11(.04)
**

 -.08 -.06(.04)† 

           

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.975, RMSEA=.028, SRMR=.020. 
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Table 7.  Summary of total and indirect effects from model 16 including mother-teen and father-teen 

relationship quality (assessed by parents)  

Model 16: Effects and pathways β B(SE) 

 

Est./SE p 

Parents and all teens  

Effects from Mother dep G3 to Teen dep G10      

Total indirect .03  .01(.01)† 1.88 .06 

Specific indirect      

Mother G3  Teen G5  Teen G6  Teen G10 .01  .00(.00)† 1.88 .06 

Effects from Father dep G3 to Teen dep G10      

Total indirect .13  .04(.01)
**

 3.63 .00 

Specific indirect      

Father G3  Father G5  Father G6  Teen G10 .03  .01(.00)
*
 2.30 .03 

Father G3  Father G5  Teen G6  Teen G10 .02  .01(.00)
*
 2.12 .03 

Father G3  Teen G5  Teen G6  Teen G10 .02  .01(.00)
*
 2.09 .04 

Effects from Teen dep G5 to Mother dep G10      

Total indirect -.03  -.13(.09) -1.38 .17 

Specific indirect      

Teen G5  Mother G6  Mother G10 -.02  -.08(.04)
*
 -2.37 .02 

Effects from Teen dep G5 to Father dep G10      

Total indirect .03  .10(.09) 1.09 .28 

Specific indirect      

Teen G5  Teen G6  Father G10 .04  .14(.07)
*
 2.00 .05 

Effects from Mother rel G3 to Teen dep G10      

Total indirect -.04  -.01(.01) -1.48 .14 

Effects from Father rel G3 to Teen dep G10      

Total indirect -.01  -.00(.01) -.35 .73 

Specific indirect      

Father rel G3  Father G5  Father G6  Teen G10 -.01  -.00(.00)
*
 -1.96 .05 

Father rel G3  Father rel G5  Father G6  Teen G10 -.01  -.00(.00)† -1.85 .06 

Father rel G3  Father G5  Teen G6  Teen G10 -.01  -.00(.00)† -1.78 .08 

Effects from Mother rel G3 to Mother dep G3      

Total indirect -.06  -.08(.03)
** 

-3.02 .003 

Specific indirect      

Mother rel G3  Mother G5  Mother G6  Mother 

G10 

-.01  -.02(.01)
**

 -3.21 .001 

Mother rel G3  Mother rel G5  Mom G6  Mother 

G10 

-.01  -.02(.01)
*
 -2.41 .02 

Mother rel G3  Mom rel G5  Mom rel G6  Mother 

G10 

-.02  -.02(.01)† -1.95 .05 

Effects from Father rel G3 to Father depG10      

Total indirect -.10  -.09(.03) -3.42 .001 

Specific indirect      

Father rel G3  Father G5  Father G6  Father  G10 -.02  -.02(.01)
*
 -2.68 .01 

Father rel G3  Father rel G5  Father G6  Father G10 -.03  -.02(.01)
* 

-2.47 .01 

Father rel G3  Father rel G5  Father rel G6  Dad 

G10 

-.03  -.03(.01)† -1.76 .08 
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Table 8. 

Coefficients and standard errors for each lag of model 17 including indirect effects of mother-teen and 

father-teen relationship quality (assessed by parents)  

Model 17 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model (parents, male 

teens) 
β B (SE) β B (SE) β B (SE) 

Parents < male teens       

Mother dep  male dep .17 .03(.01)
**

 .01 .00(.01) -.01 -.00(.01) 

Father dep  male dep .16 .04(.02)† .16 .04(.02)
*
 .06 .02(.02) 

Male dep  mother dep -- -- -.09 -.42(.17)
*
 .01 .03(.22) 

Male dep  father dep -- -- -.03 -.14(.21) .05 .18(.15) 

Mother dep  mother dep .55 .56(.06)
***

 .39 .38(.06)
***

 .25 .28(.06)
***

 

Father dep  father dep .52 .55(.07)
***

 .44 .44(.07)
***

 .37 .36(.07)
***

 

Male dep  male dep -- -- .46 .51(.07)
***

 .26 .27(.08)
**

 

Mother dep  father dep -.14 -.11(.05)
*
 -.05 -.04(.05) .04 .03(.05) 

Father dep mother dep -.08 -.10(.06) -.05 -.06(.06) .14 .18(.09)
*
 

Mother rel mother rel .64 .68(.04)
***

 .52 .54(.04)
***

 .41 .46(.06)
***

 

Father rel  father rel .59 .61(.05)
***

 .57 .64(.06)
***

 .47 .49(.08)
***

 

Mother rel  male dep -.02 -.01(.02) .03 .01(.02) -.06 -.02(.01) 

Father rel  male dep -.00 .00(.02) -.03 -.01(.02) .03 .01(.01) 

Male dep  Mother rel -- -- -.03 -.12(.12) -.07 -.30(.20) 

Male teen dep  father rel -- -- -.02 -.10(.18) -.07 -.32(.19)† 

Mother dep  mother rel -.09 -.08(.03)
*
 .01 .01(.03) .03 .03(.04) 

Father dep  father rel -.13 -.14(.07)
*
 -.04 -.05(.06) -.09 -.11(.07)† 

Mother rel  mother dep -.12 -.15(.05)
**

 -.09 -.10(.04)
*
 -.04 -.05(.05) 

Father rel  father dep -.18 -.17(.05)
**

 -.06 -.05(.05) -.03 -.02(.05) 

           

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.947, RMSEA=.041, SRMR=.027. 
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Table 9.   

Summary of total and indirect effects from model 17 including mother-teen and father-teen relationship 

quality (assessed by parents)  

Model 17:  Effects and pathways   β B(SE) Est./SE p 

Parents and Male teens  

Effects from Mother dep G3 to Male teen dep G10      

Total indirect  .02 .01(.01) .72 .47 

Specific indirect      

Mother G3  Teen dep G5  Teen dep G6  Teen G10  .02 .01(.00)
*
 2.06 .04 

Effects from Father dep G3 to Male teen dep G10      

Total indirect  .09 .03(.01)
*
 2.08 .04 

Effects from Male teen dep G5 to Mother dep G10      

Total indirect  -.02 -.12(.12) -1.01 .32 

Specific indirect      

Teen dep G5  Mother dep G6  Mother dep G10  -.02 -.12(.06)
*
 -2.11 .04 

Effects from Male teen dep G5 to Father dep G10      

Total indirect  .01 .03(.11) .26 .79 

Effects from Mother rel G3 to Male teen dep G10      

Total indirect  -.03 -.01(.01) -.94 .35 

Effects from Father rel G3 to Male teen dep G10      

Total indirect  -.00 -.00(.01) -.10 .92 

Effects from Mother rel G3 to Mother dep G10      

Total indirect  -.05 -.06(.03)† -1.87 .06 

Specific indirect      

Mother rel G3  Mother G5  Mother G6  Mother G10  -.01 -.02(.01)
*
 -2.27 .02 

Mother rel G3  Mother rel G5  Mom G6  Mother G10  -.01 -.02(.01)
*
 -2.01 .05 

Effects from Father rel G3 to Father dep G10      

Total indirect  -.06 -.05(.04) -1.49 .14 

Specific indirect      

Father rel G3  Father G5  Father G6  Father G10  -.03 -.03(.01)
*
 -2.19 .03 

           

Note: Mother Gx stands for maternal depressive symptoms at grade x, Father Gx stands 

for paternal depressive symptoms at grade x, etc. Mother rel Gx stands for mothers’ 

reports of mother-teen relationship quality measured at grade x, etc. 
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Table 10. 

Coefficients and standard errors from model 18 including indirect effects of mother-teen and father-teen 

relationship quality (assessed by parents)  

Model 18 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model  β B (SE) β B (SE) β B (SE) 

Parents < male teens       

Mother dep  female dep .02 .01(.02) -.06 -.02(.01) .05 .02(.02) 

Father dep  female dep .16 .03(.02)† .11 .03(.02)† .15 .05(.02)* 

Female dep  mother dep -- -- -.05 -.22(.16) -.04 -.19(.20) 

Female tep  father dep -- -- -.02 -.10(.21) .11 .39(.16)* 

Mother dep  mother dep .49 .45(.05)
***

 .44 .48(.07)
***

 .26 .28(.06)
***

 

Father dep  father dep .68 .56(.06)
***

 .43 .46(.08)
***

 .37 .34(.09)
***

 

Female dep  female dep -- -- .46 .51(.09)
***

 .25 .33(.10)
**

 

Mother dep  father dep .08 .07(.05) .06 .06(.06) .01 .01(.06) 

Father dep mother dep .01 .01(.05) .06 .07(.06) .10 .11(.07) 

Mother rel mother rel .67 .67(.04)
***

 .42 .45(.06)
***

 .39 .42(.05)
***

 

Father rel  father rel .70 .75(.05)
***

 .48 .52(.06)
***

 .49 .54(.08)
***

 

Mother rel  female dep -.07 -.02(.02) -.11 -.03(.02)† -.02 -.01(.02) 

Father rel  female dep .02 .01(.02) .03 .01(.02) .01 .00(.02) 

Female dep  Mother rel -- -- -.02 -.07(.13) .00 .02(.18) 

Female dep  father rel -- -- -.03 -.14(.20) -.02 -.08(.14) 

Mother dep  mother rel -.09 -.08(.03)
*
 -.06 -.06(.04) -.09 -.10(.05)

*
 

Father dep  father rel .01 .01(.04) -.10 -.11(.06)† -.08 -.09(.07) 

Mother rel  mother dep -.11 -.11(.05)
*
 -.06 -.07(.05) -.07 -.09(.05)† 

Father rel  father dep -.10 -.11(.07) -.15 -.16(.05)
**

 -.09 -.08(.05) 

           

Note: Mother rel stands for mother-teen relationship quality, etc.  Model fit indices: 

CFI=.975, RMSEA=.029, SRMR=.029. 
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Table 11.   

Summary of total and indirect effects from model 18 including mother-teen and father-teen relationship 

quality (assessed by parents)  

Model 18:  Effects and pathways   β B(SE) Est./S

E 

p 

Parents and female teens  

Effects from Mother dep G3 to female dep G10      

Total indirect  .03 .01(.01) 1.19 .23 

Effects from Father dep G3 to female dep G10      

Total indirect  .16 .05(.02)
**

 2.99 .00

3 
Specific indirect      

Father dep G3  Father G5  Father G6  Teen dep G10  .04 .01(.01)
*
 1.99 .05 

Effects from Female teen dep G5 to Mother dep G10      

Total indirect  -.03 -.16(.13) -1.29 .20 

Effects from Female teen dep G5 to Father dep G10      

Total indirect  .05 .17(.13) 1.31 .20 

Specific indirect      

Teen dep G5  Teen dep G6  Father dep G10  .05 .20(.09)
*
 2.17 .03 

Effects from Mother rel G3 to Female teen dep G10      

Total indirect  -.05 -.02(.02) -1.28 .20 

Specific indirect      

Mother rel G3  Mom rel G5  Female G6  Female G10  -.02 -.01(.00)† -1.76 .08 

Effects from Father rel G3 to Female teen dep G10      

Total indirect  -.01 -.01(.02) -.25 .80 

Specific indirect      

Father rel G3 Father rel G5  Father G6  Female G10  -.02 -.01(.00)† -1.82 .07 

Effects from Mother rel G3 to Mother dep G10      

Total indirect  -.07 -.08(.04)
* 

-2.13 .03 

Specific indirect      

Mother rel G3  Mother G5  Mother G6  Mother G10  -.01 -.02(.01)
* 

-2.14 .03 

Mother rel G3  Mom rel G5  Mom rel G6  Mom G10  -.02 -.03(.02)† -1.67 .10 

Effects from Father rel G3 to Father dep G10      

Total indirect  -.11 -.12(.04)
** 

-3.07 .00 

Specific indirect      

Father rel G3  Father rel G5  Father G6  Father G10  -.04 -.04(.02)
*
 -2.22 .03 
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Table 12. 

Coefficients and standard errors for model 19 including indirect effects of mother-teen and father-teen 

relationship quality (assessed by the teen)  

Model 19 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model (mother, father, 

teen) 
β B (SE) β B (SE) β B (SE) 

Parents < all teens       

Mother dep  all teen dep .10 .02(.01)
*
 -.00 -.00(.01) .04 .01(.01) 

Father dep  all teen dep .16 .04(.01)
**

 .13 .04(.01)
**

 .13 .04(.02)
**

 

All teen dep  mother dep -- -- -.06 -.28(.12)
*
 .00 .00(.16) 

All teen dep  father dep -- -- -.03 -.12(.15) .11 .38(.13)
**

 

Mother dep  mother dep .55 .54(.04)
***

 .42 .43(.05)
***

 .26 .29(.04)
***

 

Father dep  father dep .62 .59(.05)
***

 .44 .46(.05)
***

 .38 .36(.06)
***

 

Teen dep  teen dep -- -- .48 .53(.06)
***

 .23 .28(.07)
***

 

Mother dep  father dep -.01 -.01(.04) .01 .01(.04) .04 .03(.04) 

Father dep mother dep -.02 -.03(.04) .02 .02(.05) .13 .16(.06)
**

 

Mother rel mother rel -- -- -- -- .38 .47(.04)
***

 

Father rel  father rel -- -- -- -- .31 .35(.05)
***

 

Mother rel  all teen dep -- -- -- -- .05 .03(.03) 

Father rel  all teen dep -- -- -- -- -.17 -.07(.02)
**

 

All teen dep  Mother rel -- -- -.19 -.43(.10)
***

 -.06 -.16(.09)† 

All teen dep  father rel -- -- -.20 -.62(.14)
***

 -.07 -.22(.10)
*
 

Mother dep  mother rel -- -- -.04 -.02(.01) -.01 -.01(.02) 

Father dep  father rel -- -- -.01 -.01(.03) -.06 -.05(.04) 

Mother rel  mother dep -- -- -- -- .04 .09(.07) 

Father rel  father dep -- -- -- -- .11 .14(.05)
*
 

           

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.986, RMSEA=.020, SRMR=.015. 
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Table 13.   

Summary of total and indirect effects from model 19 including mother-teen and father-teen relationship 

quality (assessed by teens)  

Model 19:  Effects and pathways   β B(SE) Est./S

E 

p 

Parents and teens  

Effects from Mother dep G3 to Teen dep G10      

Total indirect  .04 .01(.01)
*
 1.99 .05 

Specific indirect      

Mother dep G3  Teen G5  Teen G6  Teen dep G10  .01 .00(.00)
*
 2.01 .05 

Mother dep G3  Teen G5  Father rel G6  Teen G10  .00 .00(.00)† 1.74 .09 

Effects from Father dep G3 to Teen dep G10      

Total indirect  .14 .05(.01)
***

 4.11 .00 

Specific indirect      

Father dep G3  Father G5  Father G6  Teen G10  .04 .01(.01)
**

 2.66 .01 

Father dep G3  Father G5  Teen G6  Teen dep G10  .02 .01(.00)
*
 2.18 .03 

Father dep G3  Teen G5  Teen G6  Teen dep G10  .02 .01(.00)
*
 2.22 .03 

Father dep G3  Teen G5  Father rel G6  Teen G10  .01 .00(.00)† 1.80 .07 

Effects from Teen dep G5 to Mother dep G10      

Total indirect  -.03 -.14(.09) -1.49 .14 

Specific indirect      

Teen dep G5  Mother dep G6  Mother dep G10  -.02 -.08(.04)
*
 -2.26 .02 

Effects from Teen dep G5 to Father dep G10      

Total indirect  .02 .06(.09) .70 .49 

Specific indirect      

Teen dep G5  Teen dep G6  Father dep G10  .05 .20(.07)
**

 2.71 .01 

Teen dep G5  Father rel G6  Father dep G10  -.02 -.08(.04)
*
 -2.24 .03 

           

Note: Mother dep Gx stands for maternal depressive symptoms at grade x, Father dep Gx 

stands for paternal depressive symptoms at grade x, etc. Mother rel Gx stands for mother-

teen relationship quality (adolescent report) measured at grade x, etc. 
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Table 14. 

Coefficients and standard errors for model 20 including indirect effects of mother-teen and father-teen 

relationship quality (assessed by the teen)  

Model 20 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model  β B (SE) β B (SE) β B (SE) 

Parents < male teens       

Mother dep  male dep .17 .04(.01)
**

 .01 .00(.01) -.00 -.00(.01) 

Fathers’ dep  male dep .16 .04(.02)
*
 .12 .03(.02)† .05 .01(.02) 

Male dep  mother dep -- -- -.09 -.42(.18)
*
 .03 .13(.23) 

Male dep  father dep -- -- -.05 -.19(.21) .08 .28(.14)
*
 

Mother dep  mother dep .57 .58(.06)
***

 .39 .38(.06)
***

 .26 .29(.06)
***

 

Father dep  father dep .56 .59(.08)
***

 .44 .44(.07)
***

 .35 .36(.07)
***

 

Male dep  male dep -- -- .47 .51(.07)
***

 .22 .23(.08)
**

 

Mom dep  dad dep -.14 -.12(.05)
*
 -.04 -.03(.05) .03 .02(.05) 

Dad dep mom dep -.06 -.08(.07) -.03 -.03(.06) .16 .22(.09)
*
 

Mother rel mother rel -- -- -- -- .41 .50(.05)
***

 

Father rel  father rel -- -- -- -- .37 .41(.06)
***

 

Mother rel  male dep -- -- -- -- -.02 -.01(.04) 

Father rel  male dep -- -- -- -- -.16 -.06(.03)† 

Male dep  Mother rel -- -- -.20 -.46(.13)
**

 -.05 -.13(.12) 

Male dep  father rel -- -- -.22 -.69(.18)
***

 -.09 -.30(.14)
*
 

Mother dep  mother rel -- -- -.02 -.01(.02) .02 .01(.02) 

Father dep  father rel -- -- .01 .00(.05) -.07 -.06(.07) 

Mother rel  mother dep -- -- -- -- .02 .06(.10) 

Father rel  father dep -- -- -- -- .12 .15(.06)
*
 

           

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.962, RMSEA=.033, SRMR=.023. 
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Table 15.   

Summary of total and indirect effects from model 20 including mother-teen and father-teen relationship 

quality (assessed by teens)  

Model 20: Effects and pathways   β B(SE) Est./SE p-value 

Parents and male teens  

Effects from Mother dep G3 to male teen dep G10      

Total indirect  .03 .01(.01) .932 .35 

Specific indirect      

Mother dep G3  Teen G5  Teen G6  Teen G10  .02 .00(.00)† 1.89 .06 

Effects from Father dep G3 to male teen dep G10      

Total indirect  .08 .02(.01)† 1.82 .07 

Effects from Teen dep G5 to Mother dep G10      

Total indirect  -.02 -.12(.12) -.99 .32 

Specific indirect      

Teen dep G5  Mother dep G6  Mother dep G10  -.02 -.12(.06)
*
 -2.10 .04 

Effects from Teen dep G5 to Father dep G10      

Total indirect  -.01 -.04(.11) -.34 .74 

Specific indirect      

Teen dep G5  Teen dep G6  Father dep G10  .04 .14(.07)
*
 1.98 .05 

Teen dep G5  Father rel G6  Father dep G10  -.03 -.11(.05)
*
 -2.13 .03 

           

Note: Mother dep Gx stands for maternal depressive symptoms at grade x, Father dep Gx 

stands for paternal depressive symptoms at grade x, etc. Mother rel Gx stands for mother-

teen relationship quality (adolescent report) measured at grade x, etc. 
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Table 16. 

Coefficients and standard errors for model 21 including indirect effects of mother-teen and father-teen 

relationship quality (assessed by the teen)  

Model 21 Grade 3 to 5 Grade 5 to 6 Grade 6 to 10 

Full family model (mother, father, teen) β B (SE) β B (SE) β B (SE) 

Parents < female teens       

Mother dep  female dep .04 .01(.02) -.02 -.01(.01) .04 .01(.02) 

Father dep  female dep .16 .04(.02)† .13 .04(.02)
*
 .19 .07(.02)

**
 

Female dep  mother dep -- -- -.05 -.21(.15) -.03 -.12(.21) 

Female dep  father dep -- -- -.02 -.09(.22) .14 .48(.17)
**

 

Mother dep  mother dep .52 .48(.05)
***

 .46 .50(.07)
***

 .27 .30(.06)
***

 

Father dep  father dep .71 .59(.06)
***

 .45 .49(.09)
***

 .41 .37(.08)
***

 

Female dep  female dep -- -- .47 .52(.09)
***

 .22 .29(.09)
**

 

Mother dep  father dep .08 .07(.05) .05 .05(.06) .02 .02(.06) 

Father dep mother dep .02 .02(.05) .08 .09(.07) .13 .15(.08)† 

Mother rel mother rel -- -- -- -- .34 .43(.07)
***

 

Father rel  father rel -- -- -- -- .25 .28(.08)
***

 

Mother rel  female dep -- -- -- -- .05 .03(.04) 

Father rel  female dep -- -- -- -- -.16 -.08(.03)
*
 

Female dep  Mother rel -- -- -.19 -.41(.14)
**

 -.07 -.18(.13) 

Female  dep  father rel -- -- -.20 -.59(.20) -.04 -.12(.15) 

Mother dep  mother rel -- -- -.06 -.03(.02) -.05 -.03(.03) 

Father dep  father rel -- -- -.01 -.01(.04) -.06 -.05(.06) 

Mother rel  mother dep -- -- -- -- .06 .13(.10) 

Father rel  father dep -- -- -- -- .09 .11(.08) 

           

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.982, RMSEA=.022, SRMR=.025. 
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Table 17.   

Summary of total and indirect effects from model 21 including mother-teen and father-teen relationship 

quality (assessed by teens)  

Model 21:  Effects and pathways   β B(SE) Est./SE p 

Parents and female teens  

Effects from Mother dep G3 to female teen dep G10      

Total indirect  .03 .01(.01) 1.34 .18 

Effects from Father dep G3 to female teen dep G10      

Total indirect  .20 .06(.02)
***

 3.84 .00 

Specific indirect      

Father dep G3  Father G5  Father G6  Teen dep G10  .06 .02(.01)
**

 2.61 .01 

Father dep G3  Father G5  Teen G6  Teen dep G10  .02 .01(.00)† 1.81 .07 

Effects from Female teen dep G5 to Mother dep G10      

Total indirect  -.04 -.19(.13) -1.50 .13 

Effects from Female teen dep G5 to Father dep G10      

Total indirect  .04 .15(.14) 1.08 .28 

Specific indirect      

Teen dep G5  Teen dep G6  Father dep G10  .07 .25(.10)
*
 2.39 .02 

           

Note: Mother dep Gx stands for maternal depressive symptoms at grade x, Father dep Gx 

stands for paternal depressive symptoms at grade x, etc. Mother rel Gx stands for mother-

teen relationship quality (adolescent report) measured at grade x, etc. 

 

 

 

 

 

 

 

  



 

 100 

Table 18. 

Coefficients and standard errors for model 22 including mother-teen and father-teen relationship quality 

(assessed by the parent) as moderators of the relationship between parents’ and teens’ depressive 

symptoms 

Model 22 Grade 6 to 10 

Full family model (mother, father, teen) β B (SE) 

Parents < all teens   

Mother dep  teen dep .07 .02(.01)† 

Father dep  teen dep .12 .04(.02)
*
 

Teen dep  mother dep -.01 -.03(.15) 

Teen dep  father dep .08 .28(.13)
*
 

Mother dep  mother dep .37 .41(.05)
***

 

Father dep  father dep .50 .46(.06)
***

 

Teen dep  teen dep .30 .37(.06)
***

 

Mother dep  father dep .05 .04(.04) 

Father dep mother dep .11 .13(.07)
*
 

Mother rel  teen dep -.03 -.11(.12) 

Father rel  teen dep -.02 -.07(.16) 

Mother rel  mother dep -.11 -1.26(.38)
**

 

Father rel  father dep -.10 -.86(.38)
*
 

Mother rel X mother dep  teen dep .15 .05(.01)
***

 

Father rel X father dep  teen dep -.03 -.01(.02) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.992, RMSEA=.024, SRMR=.007. 
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Table 19. 

Coefficients and standard errors for model 23 including mother-teen and father-teen relationship quality 

(assessed by the parent) as moderators of the relationship between parents’ and male teens’ depressive 

symptoms 

Model 23 Grade 6 to 10 

Full family model (mother, father, male teen) β B (SE) 

Parents < male teens   

Mother dep  male teen dep .01 .00(.01) 

Father dep  male teen dep .10 .03(.02) 

Male teen dep  mother dep .04 .19(.20) 

Male teen dep  father dep .08 .28(.16)† 

Mother dep  mother dep .37 .42(.06)
***

 

Father dep  father dep .51 .50(.07)
***

 

Male teen dep  male teen dep .30 .31(.07)
***

 

Mother dep  father dep .03 .02(.05) 

Father dep mother dep .15 .20(.09)
*
 

Mother rel  male teen dep -.09 -.25(.13)† 

Father rel  male teen dep .07 .17(.15) 

Mother rel  mother dep -.05 -.66(.55) 

Father rel  father dep -.07 -.55(.55) 

Mother rel X mother dep  male teen dep .15 .04(.02)
*
 

Father rel X father dep  male teen dep -.07 -.02(.02) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.924, RMSEA=.076, SRMR=.015. 
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Table 20. 

Coefficients and standard errors for model 24 including mother-teen and father-teen relationship quality 

(assessed by the parent) as moderators of the relationship between parents’ and female teens’ depressive 

symptoms 

Model 24 Grade 6 to 10 

Full family model (mother, father, female teen) β B (SE) 

Parents < female teens   

Mother dep  female teen dep .09 .03(.02) 

Father dep  female teen dep .12 .04(.03) 

Female teen dep  mother dep -.06 -.24(.21) 

Female teen dep  father dep .09 .31(.17)† 

Mother dep  mother dep .36 .40(.06)
***

 

Father dep  father dep .50 .45(.08)
***

 

Female teen dep  female teen dep .32 .42(.09)
***

 

Mother dep  father dep .03 .02(.06) 

Father dep mother dep .10 .12(.08) 

Mother rel  female teen dep .01 .04(.20) 

Father rel  female teen dep -.09 -.31(.27) 

Mother rel  mother dep -.14 -1.56 (.51)
**

 

Father rel  father dep -.11 -.96(.56)† 

Mother rel X mother dep  female teen dep .18 .07(.02)
***

 

Father rel X father dep  female teen dep .03 .01(.03) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=1.00, RMSEA=.00, SRMR=.006. 
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Table 21. 

Coefficients and standard errors for model 25 including mother-teen and father-teen relationship quality 

(assessed by the teen) as moderators of the relationship between parents’ and all teens’ depressive 

symptoms 

Model 25 Grade 6 to 10 

Full family model (mother, father, teen) β B (SE) 

Parents < all teens   

Mother dep  teen dep .05 .02(.01) 

Father dep  teen dep .13 .04(.02)
*
 

Teen dep  mother dep .02 .07(.16) 

Teen dep  father dep .12 .43(.13)
**

 

Mother dep  mother dep .39 .43(.04)
***

 

Father dep  father dep .53 .50(.05)
***

 

Teen dep  teen dep .27 .33(.06)
***

 

Mother dep  father dep .05 .04(.04) 

Father dep mother dep .14 .17(.07)
*
 

Mother rel  teen dep .04 .26 (.30) 

Father rel  teen dep -.18 -.80(.24)
**

 

Mother rel  mother dep .04 .91(.70) 

Father rel  father dep .10 1.20(.55)
*
 

Mother rel X mother dep  teen dep .06 .04(.02) 

Father rel X father dep  teen dep -.05 -.03(.03) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=1.00, RMSEA=.000, SRMR=.003. 
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Table 22. 

Coefficients and standard errors for model 26 including mother-teen and father-teen relationship quality 

(assessed by the teen) as moderators of the relationship between parents’ and male teens’ depressive 

symptoms 

Model 26 Grade 6 to 10 

Full family model (mother, father, male teen) β B (SE) 

Parents < male teens   

Mother dep  male teen dep .01 .00(.01) 

Father dep  male teen dep .04 .01(.02) 

Male teen dep  mother dep .06 .31 (.22) 

Male teen dep  father dep .12 .43(.17)
**

 

Mother dep  mother dep .38 .43(.06)
***

 

Father dep  father dep .54 .53(.07)
***

 

Male teen dep  male teen dep .26 .27(.07)
***

 

Mother dep  father dep .04 .03(.05) 

Father dep mother dep .20 .27(.10)
**

 

Mother rel  male teen dep -.02 -.09(.40) 

Father rel  male teen dep -.18 -.62(.33) 

Mother rel  mother dep .05 1.11(1.06) 

Father rel  father dep .12 1.48 (.68)
*
 

Mother rel X mother dep male teen dep .11 .05(.03)† 

Father rel X father dep  male teen dep -.10 -.06(.04) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=1.00, RMSEA=.000, SRMR=.008. 
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Table 23. 

Coefficients and standard errors for model 27 including mother-teen and father-teen relationship quality 

(assessed by the teen) as moderators of the relationship between parents’ and female teens’ depressive 

symptoms 

 

Model 27 Grade 6 to 10 

Full family model (mother, father, female teen) β B (SE) 

Parents < female teens   

Mother dep  female teen dep .05 .02(.02) 

Father dep  female teen dep .17 .06(.03)
*
 

Female teen dep  mother dep -.02 -.10(.23) 

Female teen dep  father dep .14 .47(.18)
**

 

Mother dep  mother dep .38 .42(.06)
***

 

Father dep  father dep .52 .48(.07)
***

 

Female teen dep  female teen dep .28 .37(.09)
***

 

Mother dep  father dep .02 .02(.07) 

Father dep mother dep .12 .14(.09) 

Mother rel  female teen dep .04 .30(.46) 

Father rel  female teen dep -.17 -.87(.37)
*
 

Mother rel  mother dep .06 1.28(.96) 

Father rel  father dep .07 .96(.85) 

Mother rel X mother dep female teen dep .06 .04(.05) 

Father rel X father dep  female teen dep -.03 -.02(.06) 

     

Note: Mother rel stands for mother-teen relationship quality, etc. Model fit indices: 

CFI=.995, RMSEA=.019, SRMR=.007. 
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Figure 1. Plot of standardized average scores of mothers’, fathers, and adolescents’ self-

reported depressive symptoms over time. 
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2a) 

 

Figure 2a. Plot of standardized average scores of mothers’ reports of mother-teen 

relationship quality, fathers’ reports of father-teen relationship quality, and teens’ reports 

of relationship quality with each parent. 
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2b) 

 

Figure 2b. Plot of standardized average scores of parent-child relationship quality, 

separated by gender, including: mothers’ reports of mother-teen relationship quality with 

boys and girls, fathers’ reports of father-teen relationship quality with boys and girls, and 

male and female teens’ reports of relationship quality with each parent. 
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Figure 3.  Path model 1 using mothers’ prior depression to predict adolescent depression 

at grades 5, 6 and 10.  Model fit is excellent: CFI= .994, RMSEA=.014, SRMR=.006. R-

square values specify the percent of variance in depressive symptoms explained at each 

timepoint within the model. 
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Figure 4.  Path model 2, using fathers’ prior depression to predict adolescent depression 

at grades 5, 6, and 10. The model fit was excellent: CFI= .990, RMSEA=.017, 

SRMR=.011. R-square values specify the percent of variance in depressive symptoms 

explained at each timepoint within the model. 
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Figure 5.  Path model 3, using both mothers’ and fathers’ prior and current depression to 

predict adolescent depression at grades 5, 6 and 10. The model fit was good: CFI= .986, 

RMSEA= .020, SRMR= .013.  
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Figure 6.  Path model 4, using adolescents’ prior and current depression to predict 

maternal depression. The model fit was excellent: CFI= 1.00, RMSEA=.00, SRMR=.005.  
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Figure 7.  Path model 5, using adolescents’ prior and current depression to predict 

paternal depression. The model fit was acceptable: CFI= .984, RMSEA=.030, 

SRMR=.012.  
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Figure 8. Path model 6, using adolescents’ prior depression to predict maternal and 

paternal depression.  The model fit was acceptable: CFI= .987, RMSEA= .024, SRMR= 

.015.  
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Figure 9. Path model 7, including reciprocal effects of adolescent depressive symptoms 

and maternal depressive symptoms over time. The model fit was acceptable: CFI= .988, 

RMSEA= .021, SRMR= .006.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 116 

 
 

Figure 10. Path model 8, including reciprocal effects of adolescent depressive symptoms 

and paternal depressive symptoms over time. The model fit was acceptable: CFI= .987, 

RMSEA= .021, SRMR= .007. 
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Figure 11.  Path model 9, including reciprocal effects of maternal depressive symptoms, 

paternal depressive symptoms, and adolescent depressive symptoms over time.  Model fit 

was very good: CFI= .991, RMSEA= .018, SRMR= .010.  
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Figure 12.  Path model 10, using mothers’ prior and current depressive symptoms to 

predict male adolescents’ depressive symptoms.  The model fit was acceptable: CFI= 

.987, RMSEA= .022, SRMR= .009.   
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Figure 13.  Path model 11, using mothers’ prior and current depressive symptoms to 

predict female adolescents’ depressive symptoms.  The model fit was good: CFI= .995, 

RMSEA= .013, SRMR= .005.  
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Figure 14.  Path model 12, using fathers’ prior and current depressive symptoms to 

predict male adolescents’ depressive symptoms. The model fit was good: CFI= .986, 

RMSEA= .020, SRMR= .046.  
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Figure 15.  Path model 13, using fathers’ prior and current depressive symptoms to 

predict female adolescents’ depressive symptoms. The model fit was good: CFI= .977, 

RMSEA= .030, SRMR= .029.  
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Figure 16.  Path model 14, using mothers’ and fathers’ prior and current depressive 

symptoms to predict male adolescents’ depressive symptoms. The model fit was 

acceptable: CFI= .972, RMSEA= .030, SRMR= .028.  
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Figure 17.  Path model 15, using mothers’ and fathers’ prior and current depressive 

symptoms to predict female adolescents’ depressive symptoms. The model fit was 

acceptable: CFI= .979, RMSEA= .028, SRMR= .027.  
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Figure 18. Path model 16, including indirect effects of parents’ reports of parent-teen 

relationship quality. CFI=.975, RMSEA=.028, SRMR=.020. 
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Figure 19. Path model 17, including indirect effects of parents’ reports of parent-teen 

relationship quality.  Model fit was acceptable: CFI=.947, RMSEA=.041, SRMR=.027. 
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Figure 20. Path model 18, including indirect effects of parents’ reports of parent-teen 

relationship quality.  Model fit was acceptable: CFI=.975, RMSEA=.029, SRMR=.029. 
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Figure 21. Path model 19, including indirect effects of adolescents’ reports of parent-teen 

relationship quality.  Model fit was acceptable: CFI=.986, RMSEA=.020, SRMR=.015. 
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Figure 22. Path model 20, including indirect effects of adolescents’ reports of parent-teen 

relationship quality.  Model fit was acceptable: CFI=.962, RMSEA=.033, SRMR=.023. 
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Figure 23. Path model 21, including indirect effects of adolescents’ reports of parent-teen 

relationship quality.  Model fit was acceptable: CFI=.982, RMSEA=.022, SRMR=.025. 

 

 

 

 

 

 

 

 



 

 130 

 

 

Figure 24.  Path model 22 including parents’ report of parent-teen relationship quality as 

a moderator predicting all teens’ depressive symptoms.  Model fit indices: CFI= .992, 

RMSEA=.024, SRMR=.007. 
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Figure 25.  Histogram depicting interaction of maternal depressive symptoms and 

mother-teen relationship quality at grade 6 predicting adolescents’ depressive symptoms 

at grade 10.   
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Figure 26.  Path model 23 including parents’ report of parent-teen relationship quality as 

a moderator predicting male teens’ depressive symptoms.  Model fit indices: CFI= .924, 

RMSEA=.076, SRMR=.015. 
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Figure 27.  Histogram depicting interaction of maternal depressive symptoms and 

mother-teen relationship quality at grade 6 predicting male adolescents’ depressive 

symptoms at grade 10.   
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Figure 28.  Path model 24 including parents’ report of parent-teen relationship quality as 

a moderator predicting female teens’ depressive symptoms.  Model fit indices: CFI= 

1.00, RMSEA=.00, SRMR=.006. 
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Figure 29.  Histogram depicting interaction of maternal depressive symptoms and 

mothers’ report of mother-teen relationship quality at grade 6 predicting female 

adolescents’ depressive symptoms at grade 10.   
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Figure 30.  Path model 25 including adolescents’ report of parent-teen relationship 

quality as a moderator predicting all teens’ depressive symptoms.  Model fit indices: 

CFI= 1.00, RMSEA=.00, SRMR=.003. 
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Figure 31.  Path model 26 including adolescents’ report of parent-teen relationship 

quality as a moderator predicting male teens’ depressive symptoms.  Model fit indices: 

CFI= 1.00, RMSEA=.00, SRMR=.008. 
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Figure 32.  Path model 27 including adolescents’ report of parent-teen relationship 

quality as a moderator predicting female teens’ depressive symptoms.  Model fit indices: 

CFI= .995, RMSEA=.019, SRMR=.007. 
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