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his article summarizes over 2 decades of research
on depressed mothers and their children. We review

Background: The strong association
between maternal and offspring depression has
been observed in numerous studies. Understand-
ing this association has implications for early
intervention and prevention.

Method: Findings from our community-
based epidemiologic studies and high-risk and
longitudinal studies of families with depression
are reviewed.

Results and Conclusions: The childbearing
years are the high-risk period for major depres-
sion in women. The offspring of depressed
women are at high risk for depression. The
risk begins before puberty in the offspring and
is transmitted to the grandchildren. Depression
that begins in childhood or adolescence is con-
tinuous and is associated with considerable mor-
bidity. Despite the availability of efficacious
treatment, the majority of depressed adults
and children remain untreated. Without a clear
commitment to mental health parity and an
effective service system for intervention, little
progress will occur in improving the treatment of
depression. There are numerous opportunities for
research on the etiology, treatment, and preven-
tion of depression in mothers and their children.
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What Research Suggests for
Depressed Women With Children

Myrna M. Weissman, Ph.D., and Peter Jensen, M.D.

findings from our community-based epidemiologic stud-
ies as well as high-risk and longitudinal studies based
in psychiatric and in primary care settings. This research
will show that (1) the childbearing years are a high-risk
period for major depression in women; (2) the offspring
of women with major depression are at high risk for major
depression in childhood and adolescence, and the risk to
offspring occurs whether the depressed mothers are iden-
tified in psychiatric or medical clinics; (3) the risk of ma-
ternal depression is transmitted across the generations to
grandchildren; (4) depression that begins in childhood and
adolescence is continuous into adulthood and is associated
with substantial morbidity and risk of suicide; (5) oppor-
tunities for intervention and prevention are numerous and
can be found in primary care, pediatric, and obstetric/
gynecologic practices, in child psychiatry clinics, and in
school-based clinics; and (6) a large number of depressed
patients are never treated, despite the availability of effi-
cacious treatments, and, without a clear commitment to
mental health parity and an effective service system for
efficacious interventions, little progress will occur in im-
proving the treatment of depression. Numerous research
questions are suggested that may improve treatment and
prevention as well as add to the understanding of etiology.
Some research is ongoing. Many gaps in understanding
the treatment of depressed children and in the sequencing
of treatment for depressed adults remain.

THE EMERGING EPIDEMIOLOGY

In 1974, we conducted the first community survey us-
ing modern psychiatric diagnostic assessment. This survey
was a follow-up study of 511 persons in New Haven,
Conn.1 We showed that the rates of major depression were
higher in women than men and that the highest rates were
present in early adulthood. The latter finding was surpris-
ing, as the conventional wisdom at that time was that
major depression was a disorder primarily of middle-aged
and elderly persons. These findings were confirmed in
the 1980 Epidemiologic Catchment Area study, which
was based on 18,000 adults in 5 U.S. communities. They
were reconfirmed using similar diagnostic methods in
9 community studies from Canada, Puerto Rico, France,
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West Germany, Italy, Lebanon, Korea, Taiwan, and New
Zealand that were termed the “Cross-National Study.”2 The
1990 National Comorbidity Survey, a U.S. probability
sample of over 8000 persons aged 15 to 55 years, yielded
similar findings concerning the increased rate of major
depression in women and the early age at first onset.3

Although the rates of major depression varied by country
in the Cross-National Study, the predominance of women
with major depression was consistent across countries. The
mean age at onset was in the mid- to late 20s. The rates
were highest in separated or divorced versus married
women. The gender disparity in rates began at puberty and
was maintained lifelong. There was a peak of first onset in
the childbearing years and a decrease of onset after age 45.
The consistent message confirmed across 10 countries and
2 decades was that major depression is a disorder of high
prevalence in women of childbearing and child-rearing
years. These findings, coupled with the emerging findings
on the high morbidity of depression4 and the increasing
rates of major depression in the young,5 have implications
for the offspring of depressed parents.

To better understand the impact of major depression on
offspring, our next studies focused on children at high risk
for depression because of parental major depression.

CHILDREN OF DEPRESSED PARENTS

Onset of Depression and Clinical Course
In the 1980s, we began a study of 220 offspring aged

6 years and over of depressed and never psychiatrically ill
parents.6,7 We followed up these offspring 2 years later
and then again 10 years later when all of the offspring
were adults, with all interviews conducted blind to the
parents’ clinical diagnoses. For purposes of analysis, par-
ents who began with, as well as those who developed, a
depression during the 10 years were reassigned to an
“ever depressed group,” as were non–psychiatrically ill
probands married to a depressed spouse.

At the initial interview, we found that the offspring
(age range, 6–23 years) of depressed compared with non-
depressed parents had a significantly increased risk for
major depression, anxiety disorders, and markedly poorer
overall functioning.

At the 10-year follow-up, when the offspring were be-
tween the ages of 18 and 36 (mean age = 28), we found
that, compared with the offspring for whom neither parent
was depressed, the offspring of depressed parents had
increased rates of major depression, particularly before
puberty, and phobias (both at approximately a 3-fold risk);
panic disorder and alcohol dependence (at a 5-fold risk);
and greater social impairment. The peak age at onset for
major depression in both high- and low-risk offspring
ranged from 15 to 20 years. The peak age at onset for anx-
iety disorder was considerably earlier, especially in female
offspring in the high-risk group. The onset of alcohol

dependence in the offspring of depressed parents, com-
pared with nondepressed parents, was increased and oc-
curred in late adolescence and early adulthood. The off-
spring of depressed parents had more serious and impairing
depressions during the follow-up period but were less
likely to seek treatment. We concluded that the offspring
of depressed parents are a high-risk group for onset of anx-
iety disorder and major depression in childhood, major
depression in adolescence, and alcohol dependence in ado-
lescence and early adulthood. The findings support the po-
tential value of early detection in the offspring of depressed
parents.

Use of Health Services and Medical Problems
Our findings also suggested that the full economic cost

of maternal depression has not been calculated. Estimates
of the cost of depression on work performance have
focused on “work for pay,” ignoring the fact that a large
percentage of the depressed population are women with
children whose work at home “does not pay.” No economic
projections focusing on the cost of depression, to our
knowledge, have taken child care or the effects on children
into account. Our studies showed that parental depression
had costly economic consequences. We found that a his-
tory of parental depression increased the risk for general
medical problems among depressed offspring. When 2
generations of patients with depression were examined
simultaneously, offspring depression was associated with
a history of general medical problems and hospital visits
among those offspring who also had a depressed parent.
This association was demonstrated for an increased risk of
a variety of medical problems as well as for psychiatric
hospitalizations.8 The findings linking offspring depres-
sion to medical problems were consistent with numerous
studies that have found increased risk of medical problems
among depressed patients.9–12

Specificity to Parental Depression
The increased risk of psychopathology in the offspring

of depressed parents could be the effect of being raised by
a psychiatrically or medically ill parent and not specific to
maternal depression. To test this hypothesis, data from 3
independent studies using different sampling methods are
relevant.

We conducted a study comparing 114 children, aged
6 to 17, of methadone-maintained opiate addicts with the
children of depressed and non–psychiatrically ill parents
using the same diagnostic method and blind to parental
diagnosis.13 We found that school-aged sons of opiate
addicts with major depression were at increased risk for
conduct disorder and social impairment compared both
with sons of opiate addicts without major depression and
with sons of controls with neither major depression nor
substance abuse, but not compared with sons of depressed
patients without substance abuse. The sons of opiate
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addicts without major depression resembled the sons of
controls with neither major depression nor substance use
disorders on these outcomes. Conduct disorder in offspring
was also more likely if the proband parent was female.

An increase in medical problems was also associated
with childhood depression in the offspring of the
methadone-maintained opiate addicts.14 These problems
were increased in offspring with a history of major de-
pression and included dermatologic problems, headaches,
respiratory problems, neurologic/neuromuscular problems,
and an increase in medical hospitalizations.

The second study was a “bottom-up” design in that
we sampled depressed children coming for treatment and
examined the rates of illness in their mothers. We surveyed
117 mothers bringing their children to a child psychiatry
clinic for the treatment of depression.15 We found that 14%
of the mothers screened positive for current (not a lifetime
history of) major depression and 59%, for a subsyndromal
depression. Twenty-two percent expressed suicidal ide-
ation or intent. Only 31% of mothers who expressed sui-
cidal ideation or intent were currently receiving treatment.
Although this study had no control group of nondepressed
children, results clearly showed that the rate of current
major depression in the mothers was much higher than
reported in general population surveys.

In the third study, we surveyed a probability sample
of 1007 patients coming to primary care to determine rates
of psychiatric illness and treatment needs.16 Three hundred
forty-five of these patients were mothers with children un-
der the age of 18. We found that 25% of the mothers were
currently depressed, but less than half had received any
mental health treatment in the past month. While this rate
of treatment was higher than that reported in the commu-
nity surveys, all of these patients were actively seeing a
physician in primary care, so the opportunities for detec-
tion were greater than in a general survey sample. We also
found that the depressed mothers as compared with moth-
ers with other psychiatric disorders or controls were likely
to report that they had poor relationships with their chil-
dren and that their children currently had serious emo-
tional problems and were not receiving needed treatment
for an emotional problem (M.M.W.; A. Feder, M.D.;
D. Pilowsky, M.D., manuscript submitted).

Transmission of Depression to the Third Generation
To determine the transmission of depression across the

generations, we followed up 90 grandchildren from the
original high-risk study.17 These grandchildren were still
quite young at follow-up (median age = 10 years). We did
not expect to see increased rates of major depression in the
grandchildren, since the onset of major depression is usu-
ally after puberty. We expected to find increased risk of anx-
iety disorders, as they often present before puberty. We
found that grandparent and parent major depression was as-
sociated with prepubertal grandchild anxiety. Grandchildren

with a depressed parent and grandparent had the highest
risk for anxiety. Forty-nine percent of the grandchildren
in families in which both the parent and grandparent were
depressed had some form of psychopathology and were the
most impaired.

We were surprised to find that grandparent major de-
pression had a stronger effect than parent major depres-
sion on the risk for anxiety in grandchildren, since our
expectation was that the effect of the grandparent on the
psychopathology in the third generation (the grandchil-
dren) would have been attenuated compared with the ef-
fect on the second generation (the parents). In fact, the
patterns of diagnoses in the grandchildren were very simi-
lar to the results from our first interviews with their par-
ents, when the parents were a mean of 17 years of age.
Thirty-nine percent of the parents from high-risk families
had an anxiety disorder, and 28% had major depression.
The grandchildren were approximately 7 years younger
than their parents were when first assessed. In the highest-
risk families in which both the parent and the grandparent
were depressed, 40% of the grandchildren had anxiety,
8% had major depression, and 23% had some form of
mood disorder. The parents had higher rates of major de-
pression at their initial assessment at a mean age of 17,
partially due to the fact that the majority were at the peak
ages of risk for major depression from 15 to 20 years of
age. The lowest rates of disorder in the grandchildren
were in families in which only the parent (and not the
grandparent) was depressed. The implication is that par-
ent psychopathology—unless it is familial—has a mini-
mal effect on grandchild psychopathology. The findings
support transmission of major depression across genera-
tions. However, due to the young age and relatively small
size of the sample, this conclusion was considered tenta-
tive. We are currently following up a larger sample of the
grandchildren.

The Continuity of Childhood/Adolescent Depression
Questions remained as to the continuity of childhood

and adolescent major depression into adulthood and also
whether it varied by age at onset of major depression.18 To
answer this question, we followed up (into adulthood) a
sample of 73 adolescents (Tanner stage III–V) with clear
major depression and 37 control adolescents as well as 83
prepubertally depressed children (Tanner stage < III) and
91 prepubertal controls. The childhood diagnoses were
confirmed independently by 2 psychiatrists when the sub-
jects were children. The follow-up interviews were con-
ducted blind to the initial diagnosis.

The clinical outcomes of subjects with adolescent-
onset major depression in adulthood, compared with those
of control subjects without psychiatric illness, include a
high rate of suicide (7.7%); a 5-fold increased risk of first
suicide attempts; a 2-fold increased risk of major depres-
sion, but not other psychiatric disorders; an increased
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occurrence of psychiatric medical hospitalization; and im-
paired functioning in work, social, and family life. We con-
cluded that there is substantial continuity, specificity, mor-
bidity, and potential mortality from suicide in adulthood in
adolescent-onset major depression patients.

The clinical outcomes of children with prepubertal-
onset major depression in adulthood were somewhat differ-
ent and included a high risk of suicide attempts (nearly 3-
fold compared with normal controls) and bipolar disorder.
Compared with controls, the children with prepubertal-
onset major depression went on to have an increased risk
of substance abuse and conduct disorder, but not other dis-
orders; increased use of long-term psychiatric and medical
services; and overall impaired functioning. Children with
prepubertal-onset major depression with a recurrence of
major depression during follow-up had higher rates of ma-
jor depression in their first-degree relatives. We concluded
that there is high morbidity in clinically referred children
with prepubertal-onset major depression, but continuity and
specificity of major depression in adulthood are less clear
unless there is a family history of major depression.

Opportunities for Interventions and Prevention
These findings support initiatives aimed at early detec-

tion and possible treatment intervention in parents of de-
pressed children. Physicians who specialize in pediatrics
and adolescent medicine, as well as family physicians and
child psychiatrists, are particularly well positioned to in-
quire about the mental health history of the patient’s par-
ents. Unfortunately, the extent to which this happens, and,
when attempted, whether it happens effectively, is unclear.

Alternately, psychiatrists who treat adult depressed
patients should inquire about the clinical status of the off-
spring. Successful treatment of parental depression may
provide primary prevention by reducing the symptoms of
depression. Secondary prevention may be achieved through
early detection and treatment of high-risk offspring who
exhibit early forms of anxiety, depression, and substance
abuse disorder. Finally, the aggressive treatment of estab-
lished major depression (i.e., tertiary prevention) may re-
duce the high level of social impairment that characterizes
the depressed offspring of depressed parents.

Only a small proportion of young people with mental
disorders receive mental health treatment. In our studies,
a large number of the offspring who perceived a need for
mental health care utilized no treatment whatsoever. The
offspring of depressed parents may develop negative atti-
tudes toward mental health treatment because they associ-
ate it with their parents’ chronic course of illness. Alter-
nately, depressed parents may deny that their offspring have
the same disorder. A better understanding of how parental
factors influence the seeking of health care for their off-
spring may help public health planners extend treatment to
this vulnerable and underserved population. Moreover, the
early detection and treatment of childhood depression may

be accomplished by pediatricians and for adolescents in
school-based clinics.

One major barrier that currently interferes with the
prospects of getting effective treatments to children with
depression (and most other disorders) is that adequate
(i.e., efficacious) treatments remain largely undefined. A
recent comprehensive survey of the evidence base for
psychopharmacologic and psychosocial treatments of child
and adolescent mental disorders (including youth depres-
sion) including about 10 separate controlled studies by dif-
ferent teams of investigators have established the efficacy
of various forms of cognitive-behavioral therapy,19 and 2
studies have provided evidence of the efficacy of interper-
sonal psychotherapy for the young.20,21 There are far fewer
studies of pharmacotherapy for youth depression. The
studies available support the efficacy of 2 selective sero-
tonin reuptake inhibitors (fluoxetine and paroxetine) over
placebo22,23 and the lack of efficacy of tricyclic antide-
pressants in this age group.24 Still, many questions remain
about the efficacy of a wide range of treatments (both phar-
macotherapy and psychotherapy) used in clinical practices,
the length of treatment needed to prevent recurrence, and
the value of combination treatment.

PARITY, SERVICES ACCESS,
AND RELATED PROBLEMS

Parity refers to the effort to treat mental health financ-
ing on the same basis as financing for general health ser-
vices. In recent years, advocates have repeatedly tried
to expand mental health insurance coverage. The funda-
mental motivation behind parity legislation is the desire to
cover mental illness on the same basis as other medical
illnesses. A parity mandate would require all insurers to
offer the same coverage, equivalent to the coverage for all
other disorders. However, use of unnecessary limits may
lead to undertreatment or to restricted access to appropri-
ate services. Available information suggests that despite
advocacy to expand benefits, unfair limits continue to be
applied to mental health services.

Parity legislation in U.S. state and federal governments
has attempted to change this situation. Nonetheless, stud-
ies indicate that the gap in insurance coverage between
mental health and other health services has continued to
widen. One study found that although the proportion of
employees with mental health coverage increased from
1991 to 1994,25,26 more employees had multiple limits
on their benefits. Another study found that while health
care costs per employee grew from 1989 to 1995, mental
health care costs decreased, both per employee and as a
proportion of employers’ total health care plan costs.27

One study on changes in employers’ health plans found
that the value of mental health care benefits decreased
from 6.1% to 3.1% from 1988 to 1997 as a proportion of
the value of the overall health benefit.28 Limits on mental
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health benefits can create major financial burdens for
patients and their families. One study modeled the out-
of-pocket costs that families face under the current U.S.
mental health coverage system using different mental
health expense scenarios29 and found that for families with
mental health treatment costs of $35,000 per year, average
out-of-pocket expenses would be $12,000 and for those
with $60,000 per year in mental health costs, out-of-pocket
costs would average $27,000—in contrast to the out-of-
pocket costs of $1500 and $1800, respectively, that fami-
lies would pay for other medical treatments.

Although federal legislative efforts to achieve parity
in mental health insurance coverage failed in the 1994
Health Security Act (the Clinton administration’s health
care reform proposal), the drive for mental health parity
continued in the passage of the Mental Health Parity Act
in 1996. This legislation focused only on “catastrophic”
benefits, one aspect of inequitable mental health care
coverage. While this act is an important first step, parity
provisions did not apply to other forms of benefit limits,
such as per-episode limits on length of stay or visit limits,
copayments, or deductibles. Despite these limitations,
federal parity legislation demonstrated an unprecedented
commitment to change current inequities in coverage.30,31

State efforts at parity legislation paralleled those at
the federal level. During the past decade, a growing num-
ber of states have implemented parity.32–34 Some states
have targeted their parity legislation to include only peo-
ple with severe mental disorders, while others have used
broader definitions of mental illness for parity coverage.
Some states have focused on a broad range of insured
populations; others focus only on a single population
(e.g., state employees).35

Until recently, efforts to achieve parity in insurance
coverage for the treatment of mental disorders were ham-
pered by limited information on the effects of such man-
dates. However, recent analyses of the experience with
state and federal parity laws have begun to provide a firmer
basis for such estimates. These studies indicate that imple-
menting parity laws is not as expensive as some have
suggested.36 Some studies have shown that costs actually
declined after parity was introduced.31,37

Available evidence on the effects of parity laws indi-
cates that their costs are minimal. Coupling parity laws
with appropriate managed care provisions can limit or even
reduce the costs of implementing such laws, often with less
than a 1% increase in total health care costs. The urgent
need for change in current parity laws is suggested by the
recent “Global Burden of Disease” study conducted by the
World Bank, the World Health Organization, and private
foundations. This major study compared various medical
disorders (including mental disorders) to determine their
relative contribution to “disease burden,” defined in terms
of disability-adjusted life-years (DALYs)—healthy life
years lost to disease. Results of the study4,38 showed that

depression ranked as the number-one cause of disability
in the world in 1990, and 3 other mental disorders were in
the top 10. In terms of DALYs, depression ranks second in
established market economies such as the United States
and is projected to rank second across the world by 2020.
Thus, from a policy perspective, it is clear that to improve
general public health, further efforts to achieve parity must
be given to making treatment services more available for
persons with major depression.

From a policy perspective, the decision to provide ser-
vices often comes down to the availability of limited
resources to provide care for those illnesses that have the
greatest impact on public health. Yet it is interesting to
note that in general medicine there is no lack of coverage
for illnesses that have only temporary and mild disability
and no efficacious treatment (e.g., upper respiratory in-
fections of viral origin) and those for which treatments are
not particularly effective (e.g., various cancers). In many
cases, highly disabling and highly treatable mental disor-
ders such as depression have received far fewer resources.

Research has shown that behavioral and psychothera-
peutic interventions are efficacious and cost-effective
for depressive disorders. Yet data are still lacking on the
expected duration of some of these interventions and
whether they can be transferred across different providers
and treatment settings. Treatments are affected by the or-
ganization, financing, and structure of the service systems
in which they are provided. For example, research has
shown that organizing and providing outpatient mental
health services is more cost-effective than what is tradi-
tionally done for persons with these disorders. Data such
as these have been compelling enough to encourage pub-
lic mental health systems to set up such programs, yet
without continued attention to the way in which such ser-
vices are delivered, treatment teams can fall back into old
practices. It is not enough to have good treatments if they
are never delivered. Thus, developing and disseminating
information on actual clinical practice and how to im-
prove it are essential. This need mandates new training
requirements for primary care physicians and specialty
mental health care providers, not just those in training but
also those in practice.

RESEARCH IMPLICATIONS

The data presented have numerous research implica-
tions. Many gaps remain in our understanding of depres-
sion in women and through what mechanisms second-
and third-generation risk is conveyed to offspring (also
discussed in Weissman and Olfson39). We lack a coherent
explanation of why the rates of major depression are
higher in women than in men and why the rates begin
to rise in females around puberty. The consistency with
which these findings emerge suggests that biological fac-
tors, both endocrinologic and genetic, may contribute to
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the relative excess of depression in women and their off-
spring (see Leibenluft40). However, it is conceivable that
there are universal social factors that depress women and
account for the cross-cultural predominance of depression
in women.

Because depression is primarily a disorder of women
of childbearing age, more research needs to be conducted
on the short- and long-term effects on the developing
fetus of in utero exposure to antidepressants. For ethical
reasons, these studies need to be conducted on pregnant
and nursing mothers who are inadvertently, rather than
experimentally, exposed to antidepressants.

Further study is also needed of antidepressant dose re-
quirements during pregnancy, lactation, and the menstrual
cycle. Analogous studies need to be conducted on the
effectiveness of psychotherapy. At the same time, methods
are needed to reliably distinguish depressed pregnant
women who can be safely managed with psychotherapy
alone from those who require maintenance antidepressants.

Women of childbearing age have historically been
excluded from the early stages of drug development of
depression primarily out of concern for the effects on
fetuses. The U.S. Food and Drug Administration (FDA)
has ended its ban on permitting women to enter drug trials
and has required drug companies to include more women
in early clinical trials. The FDA requirement that psy-
chotropic drugs being administered to minors be tested
on minors has led to a marked increase in clinical trials
and efficacy data on the treatment of depression in chil-
dren.26,41,42 In consequence of these policy changes, and
also as a result of several new National Institute of Mental
Health–funded multisite clinical trials of child and ado-
lescent depression, it is anticipated that the next several
years will witness a wealth of new information on the
safety and efficacy of medication and psychotherapeutic
depressive disorder treatments, alone and in combination.

Little information exists on sex differences in the
effectiveness of antidepressants for patients at any age.
Some data suggest that postmenopausal women may be
less responsive than men to tricyclic antidepressants. One
explanation for sex disparities in antidepressant respon-
siveness involves sex differences in the bioavailability
of antidepressants. Important differences between women
and men have been described in drug absorption, volume
of distribution, hepatic metabolism, body weight, total
blood volume, percentage of body fat, renal clearance,
and a variety of other physiologic variables that may
affect drug bioavailability. Careful studies are needed that
compare plasma antidepressant levels in women and men
administered comparable test doses.

Although excellent treatments for depression are avail-
able for adults, and are becoming increasingly available
for children and adolescents, most depressed persons in
the United States—children and adults alike—receive no
treatment for their symptoms during the course of a year.

Issues for health services research include describing gen-
der differences in the act of seeking access to health care
and the effectiveness of the various treatments.

Several cultural-economic factors also come into play in
gender bias. Women are more likely than men to be cov-
ered as dependents, to work part-time, or to work for small
businesses that do not provide insurance. They are, there-
fore, more susceptible to disruption of coverage through
divorce, death, and job loss. Studies are needed that eval-
uate the relation between health care insurance, gender, and
outcome of depression.

Pregnancy provides medical opportunities for the detec-
tion and management of depression. Although a substan-
tial body of literature describes the management of depres-
sion by internists and family practitioners, less attention has
been devoted to the role of obstetricians and gynecologists.
Research is needed that examines how effective these medi-
cal specialists are in managing their patients’ depression.

The serious impact of maternal depression on the func-
tioning of offspring has been well described. However, we
lack intervention studies to determine whether reducing
maternal depressive symptoms with pharmacotherapy or
psychotherapy improves offspring outcomes. No data are
yet available that follow the course of the treatment of
depression in mothers to determine the effects of the re-
mission of maternal symptoms on offspring. Studies of this
nature are now underway.

Considerable progress has been made in understanding
the epidemiology of depression and in developing effective
and well-tolerated treatments. However, much remains to
be learned about the basic pathogenesis of depression and
the specific treatment needs of depressed women and their
offspring, especially during the reproductive years. Much
more research on effective treatments for children and ado-
lescents with depression is urgently needed.

The future of new treatments for depression will be
founded in basic neuroscience research, especially in the
areas of pathophysiology, molecular biology, and genetics.

Policy-relevant information is also needed to improve
the treatment and prevention of depressive illness. Given
the day-to-day barriers already known to impede the imple-
mentation of currently established scientific findings, stud-
ies that go beyond those traditionally conducted in clinical
treatment trials are needed. Thus, “effectiveness” studies—
those that broaden the studied populations to include per-
sons treated in community settings and that include the
outcome measures (e.g., measures of cost and functional
status) that matter most to consumers, providers, payers,
and policymakers—are needed. Relatedly, “practice re-
search” is also needed, which seeks to understand what
happens in clinical practice and seeks means to improve it.
With such expanded research efforts, we should move a
long way toward reducing the burden of depression on
mothers and their children, as well as improving the treat-
ments of other mental illnesses in our society.
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Drug names: fluoxetine (Prozac and others), paroxetine (Paxil).

Disclosure of off-label usage: The authors have determined that, to the
best of their knowledge, no investigational information about pharma-
ceutical agents has been presented in this article that is outside U.S.
Food and Drug Administration–approved labeling.

REFERENCES

  1. Weissman MM, Myers JK. Affective disorders in a US urban community.
Arch Gen Psychiatry 1978;35:1304–1311

  2. Weissman MM, Bland RC, Canino GJ, et al. Cross-national epidemiology
of major depression and bipolar disorder. JAMA 1996;276:293–299

  3. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month preva-
lence of DSM-III-R psychiatric disorders in the United States: results from
the National Comorbidity Survey. Arch Gen Psychiatry 1994;51:8–19

  4. Murray CJL, Lopez AD. Global mortality, disability, and the contribution
of risk factors: Global Burden of Disease Study. Lancet 1997;349:
1436–1442

  5. Cross National Collaborative Group. The changing rate of major depres-
sion. JAMA 1992;268:3098–3105

  6. Warner V, Weissman MM, Fendrich M, et al. The course of major depres-
sion in the offspring of depressed parents. Arch Gen Psychiatry 1992;49:
795–801

  7. Weissman MM, Warner V, Wickramaratne P, et al. Offspring of depressed
parents 10 years later. Arch Gen Psychiatry 1997;54:932–940

  8. Kramer RA, Warner V, Olfson M, et al. General medical problems among
the offspring of depressed parents: a 10-year follow-up. J Am Acad Child
Adolesc Psychiatry 1998;37:602–611

  9. Jaffe A, Froom J, Galambos N. Minor depression and functional impair-
ment. Arch Fam Med 1994;3:1081–1086

10. Wells KB, Golding JM, Burnam MA. Psychiatric disorder in a sample of
the general population with and without chronic medical conditions. Am J
Psychiatry 1988;145:976–981

11. Manning WG, Wells KB. The effects of psychological distress and
psychological well-being on use of medical services. Med Care 1992;30:
541–553

12. Zonderman AB, Costa PT, McCrae RR. Depression as a risk for cancer
morbidity and mortality in a nationally representative sample. JAMA
1989;262:1191–1195

13. Nunes EV, Weissman MM, Goldstein RB, et al. Psychopathology in
children of parents with opiate dependence and/or major depression. J Am
Acad Child Adolesc Psychiatry 1998;37:1142–1151

14. McAvay G, Nunes EV, Zaider TI, et al. Physical health problems in de-
pressed and nondepressed children and adolescents of parents with opiate
dependence. Depress Anxiety 1999;19:61–69

15. Ferro T, Verdeli H, Pierre F, et al. Screening for depression in mothers
bringing offspring for evaluation for treatment of depression. Am J
Psychiatry 2000;157:375–379

16. Olfson M, Shea S, Feder A, et al. Prevalence of anxiety, depression, and
substance abuse in an urban general medicine practice. Arch Fam Med
2000;9:876–883

17. Warner V, Weissman MM, Mufson L, et al. Grandparents, parents, and
grandchildren at high risk for depression: a three-generation study. J Am
Acad Child Adolesc Psychiatry 1999;38:289–296

18. Weissman MM, Wolk S, Goldstein RB, et al. Depressed adolescents
grown up. JAMA 1999;281:1707–1713

19. Weisz JR, Jensen PS. Efficacy and effectiveness of psychotherapy and
pharmacotherapy with children and adolescents. Ment Health Serv Res
1999;1:125–158

20. Mufson L, Weissman MM, Moreau D, et al. Efficacy of interpersonal
psychotherapy for depressed adolescents. Arch Gen Psychiatry 1999;56:
573–579

21. Curry J.  Specific psychotherapies. Biol Psychiatry 2001;49:1091–1101
22. Emslie GJ, Walkup JT, Pliszka SR, et al. Non-tricyclic antidepressants.

J Am Acad Child Adolesc Psychiatry 1999;38:517–528
23. Emslie GJ, Mayes TL. Mood disorders in children and adolescents:

psychopharmacologic treatment. Biol Psychiatry 2001;49:1082–1090
24. Hazell P, O’Connell D, Heathcote D, et al. Efficacy of tricyclic drugs in

treating child and adolescent depression: a meta analysis. BMJ 1995;310:
897–901

25. Jensen GA, Rost K, Burton RP, et al. Mental health insurance trends in the
1990s: are employers offering less to more? Health Aff (Millwood) 1998;
17:201–208

26. Jensen P, Bhatara V, Vitiello B, et al. Psychoactive medication prescribing
practices for US children: gaps between research and clinical practice.
J Am Acad Child Adolesc Psychiatry 1999;38:557–565

27. Buck JA, Umland B. Covering mental health and substance abuse ser-
vices. Health Aff (Millwood) 1997;16:120–126

28. HayGroup. Health Care Plan Design and Cost Trends 1988 Through 1997.
Arlington, Va: HayGroup; 1998

29. Zuvekas SH, Banthin JS, Selden TM. Mental health parity: what are the
gaps in coverage? J Ment Health Policy Econom 1998;1:135–146

30. Goldman W. Goal Focused Treatment Planning and Outcomes. Minneapo-
lis, Minn: United Behavioral Health; 1997

31. Goldman W, McCulloch J, Sturm R. Costs and use of mental health
services before and after managed care. Health Aff (Millwood) 1998;17:
40–52

32. Hennessy KD, Stephens S. Mental health parity: clarifying our objectives.
Psychiatr Serv 1997;48:161–164

33. National Advisory Mental Health Council. Parity in Financing Mental
Health Services, Managed Care Effects on Cost, Access and Quality: An
Interim Report to Congress by the National Advisory Mental Health
Council. Bethesda, Md: US Dept Health Human Services, National Insti-
tutes of Health, National Institute of Mental Health; 1998

34. Substance Abuse and Mental Health Services Administration. Background
Report: Effects of the Mental Health Parity Act of 1996. Rockville, Md:
Substance Abuse and Mental Health Services Administration; 1999

35. National Alliance for the Mentally Ill. State Mental Illness Parity Laws.
Arlington, Va: National Alliance for the Mentally Ill; 1999

36. Sing M, Hill S, Smolkin S, et al. The Costs and Effects of Parity for Mental
Health and Substance Abuse Insurance Benefits. Rockville, Md: US Dept
Health Human Services, Public Health Service, Substance Abuse and
Mental Health Services Administration; 1998. DHHS publication (SMA)
98-3205

37. Ma CA, McGuire TG. Costs and incentives in a behavioral health carve-
out. Health Aff (Millwood) 1998;17:53–69

38. Lopez AD, Murray CJL. The global burden of disease, 1990–2020. Nat
Med 1998;4:1241–1243

39. Weissman MM, Olfson M. Depression in women: implications for health
care research. Science 1995;269:799–801

40. Leibenluft E, ed. Gender Differences in Mood and Anxiety Disorders:
From Bench to Bedsides. American Psychiatric Press Review of Psychi-
atry, vol 18. Washington, DC: American Psychiatric Press; 1999

41. US Food and Drug Administration. Regulation requiring manufacturers to
assess the safety and effectiveness of new drugs and biological products in
pediatric patients. Fed Regist 1997;62:43900–43916

42. Vitiello B, Bhatara VS, Jensen PS. Current knowledge and unmet needs
in pediatric psychopharmacology. J Am Acad Child Adolesc Psychiatry
1999;38:501–502

For the CME Posttest for this article, see pages 648–650.


	Table of Contents

