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Outline of the thesis 

The present study was inspired by the results from the development project 
Bevar Barndommen [1] (Save the Childhood) which was conducted during the years 
2005-2007. In the Psychiatric Regional Services West in Herning and Holstebro, 
project Bevar Barndommen aimed to enhance the support to children of parents 
referred to psychiatric treatment due to mental disorders. The pivotal outcome of 
this project was the implementation of family conversations as a standard service 
offered to all patients referred to these regional psychiatric services. During the 
project period, 70% of the referred patients, i.e. more than 400 families and 700 
children, took part in these family conversations. Approximately half of the 
children involved had parents suffering from depression.  
These family conversations uncovered two tendencies: firstly, a substantial 
number of children had received no information and had experienced no 
conversation concerning their parent’s disorder until the family conversation, 
and secondly, many patients described their own childhood experiences with a 
parent suffering from a mental disorder and with no support offered. 
With few exceptions, the patients wished to talk about their children’s situation 
which was in line with experiences from similar Danish projects [2-3]. As in 
similar projects, depression was the most frequent disorder among the included 
parents. 
The combination of the above-mentioned experiences generated the idea of this 
study.  
 
Chapters 1 and 2 present summaries in English and Danish. Potential 
consequences of a parent’s depression for a child, intergenerational transmission 
of depression and prevalence are introduced in Chapter 3, which also offers a 
brief introduction to the concepts of risk, resilience and prevention. The aims of 
the thesis are presented in Chapter 4. Chapter 5 describes the study design, the 
construction of the questionnaire and the interview guides, the data collection 
and analyses plus the ethical considerations. The main findings of the three 
studies are summarised in Chapter 6, and in Chapters 7-9, the three individual 
papers of this thesis are presented. Chapter 10 discusses the methods used, the 
validity of the studies and the potential sources of bias. In Chapter 11, the results 
are discussed with reference to existing literature. Chapter 12 presents the main 
conclusions and implications, and Chapter 13 brings the results into perspective 
and offers ideas for future research. Chapter 14 encompasses a bibliography. 



Preface 

7 
 

Finally, supplementary information about presented cohorts, information of the 
literature searches, the interview guides for study I and III, the questionnaire 
used in study II and the information letters to parents, general practitioners and 
local authorities are enclosed as appendices. 
 
Parental depression and prevention are pivotal concepts in this thesis, which 
focuses on 2-14-year-old children. Secure child attachment is the basis of a 
healthy development, but the concept of attachment is not presented in this 
thesis as the attachment style is already constituted at the age of 2. The concept of 
resilience is just very briefly summarised as the concepts of risk and prevention 
are prioritised in this thesis. 
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Summary  

Background: 
Depression is burdensome; both in terms of socioeconomic costs and in terms of 
quality of life for the individuals concerned. Parental depression can affect the 
child’s wellbeing and can also, in different respects, cause an increased risk for 
the child. The probability that the child will develop permanent mental, social 
and cognitive impairments, which will reduce the functional ability in adulthood, 
is increased. Furthermore, the child is permanent at the risk of developing 
somatic or mental disorders – especially depression. Negative consequences of a 
parent’s depression can be prevented by social support, but it remains unknown 
which type of support these children is given in a Danish context.  
 
Aim: 
The overall aim of the study is to examine which type of support is given to 2-14 
year old Danish children of parents with depression and to elucidate to which 
extent the current support fits the needs of the children.  
 
Methods: 
On the basis of an explorative mixed methods design, three substudies have been 
conducted: 1) an interview study among parents, sick-listed due to depression 
and their partners, 2) a national survey among general practitioners, 3) a focus 
group study in a number of municipalities among professionals from preschool 
education.   
 
Results: 
In this study, the majority of parents were concerned about the significance of the 
depression for their children, and they described limitations in their parenting 
abilities in the form of withdrawal and negativity. The parents described that 
approximately half of the 39 children involved were clearly affected by the 
depression of their parent, and only few parents had been offered professional 
counselling to improve the situation of their children. 
 
Of 1760 invited general practitioners, 890 (51%) answered as follows: 94% found 
it relevant to give attention to the situation of the child when a parent is suffering 
from depression, 68% mentioned the situation of the child during consultation 
with a parent, 39% found their own knowledge concerning the significance of the 
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parental depression for the child insufficient, and 41% were interested in 
increasing their knowledge. General practitioners with perceived sufficient 
knowledge were six times more likely to talk about the situation of the child than 
general practitioners with perceived poor knowledge. Female general 
practitioners focus on the children to a higher extent than their male colleagues.  
 
Within pre-school education, the variation is significant when it comes to giving 
attention to children of parents with depression and mental disorders in general. 
Individual factors exert great influence on the culture and practice in the 
individual institutions. Focus group interviews in 9 of the 20 largest Danish 
municipalities showed that, in general, more knowledge concerning the 
significance of the parental depression for the child is wanted, and competency 
development is wanted within the field. Taboo on mental disorders was an 
important issue in many groups.      
 
Conclusion: 
In this study, only about half of the children involved received the necessary 
support to cope with the stress induced by the parental depression, and the 
parents were only seldom offered professional counselling regarding the 
situation of their children. As a whole, the general practitioners find it relevant to 
focus on the children’s situation when a parent is suffering from depression. The 
knowledge level is, however, characterised by great variation, and general 
practitioners with perceived sufficient knowledge talk about the situation of the 
child markedly more often than general practitioners with perceived poor 
knowledge. Likewise, among professionals from day care and school, the 
variation in the knowledge level is great, and also in this context the relation 
between sufficient knowledge and active attention and care for children of 
parents with depression is evident. The concept of taboos is not articulated by the 
general practitioners whereas taboos and reluctance to deal with depression and 
mental disorders generally play a significant role among professionals in day 
care and school. Taboos also play a role among parents. 
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Danish summary 

Baggrund: 
Depression er belastende samfundsøkonomisk og for den individuelle 
livskvalitet. En forælders depression kan påvirke et barns trivsel og medfører på 
forskellig vis en øget risiko for barnet. Sandsynligheden øges for, at barnet 
udvikler blivende psykiske, sociale og indlæringsmæssige vanskeligheder, som 
reducerer funktionsevnen i voksenlivet. Barnet har desuden en forøget 
vedvarende risiko for at udvikle fysisk og psykisk sygdom – især depression. 
Negative følger af en forælders depression kan forebygges via social støtte, men 
det vides ikke, hvilken støtte disse børn tilbydes i Danmark. 
  
Formål: 
Studiets overordnede formål er at belyse hvilken støtte, der i Danmark gives til  
2-14 årige børn af forældre med depression samt belyse i hvilken grad de 
eksisterende tilbud tilgodeser, hvad børnene har brug for.  
 
Metoder:  
I et eksplorativt mixed methods design er der gennemført tre delstudier: 1) et 
interviewstudie blandt forældre, sygemeldt for depression og deres partnere, 2) 
et landsdækkende survey blandt praktiserende læger, 3) et fokusgruppestudie i 
en række kommuner blandt professionelle indenfor dagtilbudsområdet for 
førskolebørn. 
 
Resultater:  
I dette studie var flertallet af forældrene bekymrede for depressionens betydning 
for deres børn, og de beskrev begrænsninger i deres forældreevne i form af 
tilbagetrækning og negativitet. Forældrene beskrev, at ca. halvdelen af de 39 
involverede børn var klart negativt påvirket af forælderens depression, og kun få 
forældre var blevet tilbudt professionel støtte til at lette børnenes situation.  
 
890 af 1760 inviterede praktiserende læger (51%) svarede følgende: 94% fandt det 
relevant at være opmærksom på barnets situation, når en forælder lider af 
depression, 68% talte om barnets situation, når forælderen er i konsultationen, 
39% fandt deres egen selvvurderede viden om betydningen for et barn af en 
forælders depression utilstrækkelig, og 41% var interesseret i at øge deres viden. 
Læger med tilstrækkelig selvvurderet viden taler om barnets situation seks gange 
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hyppigere end læger med begrænset selvvurderet viden. Kvindelige 
praktiserende læger har fokus på børnene i højere grad end deres mandlige 
kolleger. 
Inden for dagtilbudsområdet er spredningen meget stor, når det gælder fokus på 
børn af forældre med depression og med psykisk sygdom generelt. Individuelle 
faktorer har stor indflydelse på kultur og praksis i de enkelte institutioner. 
Fokusgruppeinterviews i 9 af de 20 største danske kommuner har vist, at der 
generelt efterspørges øget viden om betydningen for barnet af en forælders 
depression, og der efterspørges kompetenceudvikling indenfor området. Tabu i 
forhold til psykisk sygdom var et vigtigt tema i mange grupper. 
 
Konklusion: 
I dette studie modtog kun halvdelen af de involverede børn tilstrækkelig støtte til 
at afbalancere den stresspåvirkning, som forælderens depression medførte, og 
forældrene blev kun sjældent tilbudt professionel rådgivning i forhold til 
børnenes situation.  
Praktiserende læger som helhed finder det relevant at fokusere på børnenes 
situation, når en forælder lider af depression. Der er stor spredning i 
vidensniveauet, og viden om konsekvenserne for barnet af en forælders 
depression er afgørende, idet læger, der har tilstrækkelig selvvurderet viden, 
taler om barnets situation i langt højere grad end læger med begrænset 
selvvurderet viden. Der er ligeledes stor spredning i vidensniveauet blandt 
professionelle indenfor det pædagogiske område, og også her er der 
sammenhæng mellem tilstrækkelig viden og aktiv opmærksomhed og omsorg 
overfor børn af forældre med depression. Tabuisering nævnes ikke af 
praktiserende læger, men berøringsangst og tabu overfor depression og psykisk 
sygdom generelt er et betydende tema blandt pædagogisk personale. Tabuer er 
også betydende blandt forældre. 
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Chapter 3  
 

Introduction
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The burden of depression 

Depression is a common and serious disorder, characterised by three core 
symptoms: depressed mood, lack of interests and lack of energy, plus 
accompanying symptoms such as feelings of guilt and low self-confidence, 
disturbed sleep or appetite and poor concentration. The diagnosis of depression 
includes ten symptoms and the combination and duration of symptoms define 
the severity of the depression according to ICD-10 [4]. A depressive episode can 
be categorised as mild, moderate or severe and in the worst case psychotic 
depression.  
The WHO describes the impact of a depressive episode as follows: “An 
individual with a mild depressive episode will have some difficulty in 
continuing with ordinary work and social activities, but will probably not cease 
to function completely. During a severe depressive episode, on the other hand, it 
is very unlikely that the sufferer will be able to continue with social, work, or 
domestic activities, except to a very limited extent” [5].  
At its worst, depression can lead to suicide. World-wide, almost 1 million lives 
are lost yearly due to suicide, corresponding to 3000 suicides every day [5]. In 
Denmark, 613 citizens committed suicide in 2011 [6]. For every person who 
completes a suicide, 20 or more may attempt to suicide [7]. It is estimated that 
approximately 60% of all suicides are caused by depression [8]. 
Depression is frequently related to comorbidity, especially anxiety [9,10] and 
somatic, e.g. cardio-vascular disorders [11]. 
 
Since the early 1990s, the burden of depression has been rising world-wide [12]. 
In 1997, the WHO predicted that major depression would become the second 
leading burden among all diseases world-wide by 2020 [13]. This is already the 
case [12], and according to the WHO, depression is now the leading cause of 
disability worldwide in terms of total years lost to disability [5].  
 
The US 12-month prevalence of major depressive episodes (age 13+) was 
estimated to be 8.6% and the lifetime prevalence 16.6% in 2001-2003 [14]. 
A European multicentre study-group recently has published analyses of the 
prevalence and costs of 20 brain diseases [15]. Data from 30 European countries 
were included. In 2010, the disease which caused the highest costs was “mood
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disorder”, dominated by major depression. The European 12-month prevalence 
of major depression (age 18+) was estimated to be 6.9% [15]. 
The point prevalence of major depression in the Danish general population was 
shown to be approximately 3.3% in 2000 [16] and the 2-week prevalence in the 
period from 2010 to 2012 was 2.3% (ICD-10) [17]. According to the 6.9% 
prevalence rate of the European study, approximately 350,000 Danes were 
estimated to suffer from depression in 2010 [15]. In 2012, 458,300 Danes 
redeemed at least one prescription for antidepressants [18]. 
 
The male:female ratio is approximately 1:2 [19-21] with considerable variation of 
the female prevalence during the lifetime [20-22]. The prevalence of depression is 
highest among females in the childbearing and child-rearing years, first 
described by Weissman et al. in 1978 [23], confirmed in 1996 [24] and since 
reconfirmed [25]. According to the WHO, the incidence of depression and 
anxiety is approximately 5% in non-pregnant women, approximately 8-10% 
during pregnancy and 13% in the year following delivery [26].  
Maternal depression status from birth to 36 months of child age was examined 
using data from the National Institute of Child Health and Human Development 
(NICHD) study [27]. Maternal depression was assessed using the Center of 
Epidemiological Studies Depression Scale (CESD) and defined as a score ≥ 16. Early 
onset depression was defined as depression within the first 6 months after birth, 
and late onset depression was depression onset when the child was ≥ 24 months 
old. Chronic depression was defined as depression that started within 6 months 
after birth and lasted until 24 months of child age or longer. The prevalence of 
maternal depression was 32.2% for early onset, 7.4% for late onset and 13.4% for 
chronic depression. The prevalence of maternal depression was highest at one 
month, decreased at 6 months and then remained fairly stable until 36 months. 
Younger maternal age, black race, unemployment, single status, poor general 
health and lack of social support were all risk factors for increased prevalence of 
maternal depression. 
 
The prevalence of depression in youth has been summarised by Haavet et al. 
[28]: 18% of 14-16-year-old teenagers reported symptoms of depression in a US 
survey [29], and a literature review reported prevalence of major depression 
from 0.4 to 8.3% [30,31].  
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The 12-month prevalence of depression in childhood was estimated to 2% in the 
U.S., increasing to 4-7% in adolescence [32]. In a British survey, the point 
prevalence of a depressive episode before puberty was 0.25%, rising to 1.5% if all 
types of depressive disorders were included [33]; sex differences are present [34]. 
A Danish study reported that the prevalence of affective disorder among 8-9-
year-old children was 0.8% [35], rising to 1.8-5.0% after puberty. Whether the risk 
of depression in childhood is rising is an open question; however, diagnostics 
and treatment are at rise [36].  
  
It is well-established, unfortunately, that depression in general is highly under-
recognised and under-treated, which results in numerous life-years lost to 
disability [16,19,37-39]. In a Canadian survey, ¾ of parents with psychiatric 
disorders reported receiving no mental health care in the 12 months preceding 
the survey [40]. In a study with mothers of depressed children, only 31% of the 
mothers who fulfilled diagnostic criteria were currently receiving treatment [41], 
and a survey sampled among patients coming to primary care practices showed 
that less than half of the currently depressed women had received any mental 
health treatment in the past month [42]. In a French study, only 35% of teenagers 
sought professional treatment [43], and Kramer et al. [44] showed that only 20% 
of adolescents who consulted their GP were correctly diagnosed.  
 
In Denmark, GPs [45] treat more than 90% of depressed patients [46] and 
guidance for the GPs is provided by Clinical guideline for Primary Care Practice: 
Unipolar depression – diagnostics and treatment [47]. Furthermore, the Reference 
program for unipolar depression [46] encompasses recommendations for good 
clinical practice. These guidelines describe diagnostics and medical and 
psychological treatment. Potential collaboration with relatives is described as 
providing information of the disease to the relatives, getting information about 
the depression symptoms from the relatives, and preparing the relatives to take 
care of the depressed family member and to be aware of fluctuations and 
increase of symptoms.   
Parenting is no issue in these official guidelines. 
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Potential consequences of parental depression 

 
“I can’t stop thinking about the little girl we had at one time. Her mother had a 
mental disorder and was also depressive, and the dad made the wheels go around. 
But even though, the girl was totally blank, just as her mum, and she mirrors her 
mum. And it works as her dad makes the wheels go around, but what can I do? 
How can I help the family to make her feel better? Who can I refer to?” (A 
kindergarten teacher, 2013) 

         
In the above citation, an informant in this study exemplifies how parental 
depression can affect a child’s well-being.  
The history of research on the consequences for a child of parental psychiatric 
disease began approximately 50 years ago. In 1966, the child psychiatrist Michael 
Rutter wrote his doctoral thesis [48] focusing on the potential impact on the child 
when a parent suffers from a psychiatric disease, and from this starting point, 
knowledge has expanded continuously. 
 
Since the 1980s, numerous studies have explored the potential impact of parental 
depression on the child [49-51].  
Parental depression may impair a child’s well-being and development [52,53], 
and it is now well-established that a parent’s depression is a risk factor for the 
child [54,55]. Children of parents suffering from depression have an increased 
risk of experiencing psycho-social and cognitive impairment during childhood 
[56-64], adolescence [65-69] and adult life [52,70]. Their risk of developing 
depressive disorders themselves is two-to-fourfold higher than the risk for 
offspring of non-depressed parents [51]. Furthermore, their risk of experiencing 
medical diseases (e.g. allergic and cardiovascular) is increased as well [70-73]. 
Internalised psychological reactions [74,75] in the form of anxiety, sense of guilt 
[76-78], sadness and loneliness are the most frequent consequences of parental 
depression, but externalising reactions [79,80] are common as well. 
 
Negative effects of maternal depression have been documented in children 
ranging in age from infancy through adolescence [43,81-84]. Maternal depression 
has been the primary study focus until recently [85-87], but an emerging 
literature has established that paternal depression can be of equal significance for 
the child [59,68,83,87-90]. 
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In relation to paternal depression, externalising problems are reported more 
frequently than internalising problems [90,91], and boys’ problems more 
frequently than girls’ problems [88]. Furthermore, lower perceived social 
competence and a greater risk of suicide attempt during adolescence were 
observed [68]. In short, paternal depression is primarily observed to be 
associated to externalising problems.  
 
Even when children have been exposed to severe stressors or adversities, 
approximately half of the children turn out well. At first sight, the majority of 
children of parents with depression appear to be well-adapted as their primary 
coping strategy is silent adaptation, and they are often referred to as “the 
invisible children” [54,92].  

Prevalence of children living with a parent with depression 

The prevalence of depression among Danish parents is unknown, but an 
American survey estimated the 12-month prevalence of depression among 
parents (with at least one child below 18 years) to be 7.2% and the lifetime 
prevalence to be 17.3% in 2002; similar depression prevalence rates were evident 
in the entire U.S. adult population [54].  
The prevalence of Danish children living with a parent with depression is 
unknown as well. 
No specific statistics describe the prevalence of children living with parents with 
depression; however, some international estimates are available: 15 million 
American children are estimated to be living with a depressed parent [54]; in 
Germany (82.4 million inhabitants [93]), approximately 1.2 million children 
(corresponding to 1.5% of the population) were estimated to live with a parent 
with affective disorder in 2006 [94]; 50% of mentally ill Canadian patients are 
thought to be living with their children [95], and in 2002, a Canadian survey 
estimated the 12-month prevalence of children under age 12 living with a parent 
with a psychiatric disorder [40,96]. Mood disorders and anxiety disorders were 
observed in the parents of 5.1% of these children, and the prevalence was similar 
for children under age 5 and children between 5 and 11 years.  
In a Swedish study, 28% of adults admitted to psychiatric in-hospital care were 
responsible for rearing their children [97]. 
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In an American survey among nearly 10.000 adults, Kessler et al. found that half 
of all adults who ever experience a severe mental disorder, including major 
depressive disorder, reported experiencing symptoms before age 14 [98].  

Early in life 

Vulnerability to depression can be founded at an early stage of life as maternal 
stress or anxiety during pregnancy can affect the foetus [100,101] as can prenatal 
depression [99,102-105]. Dysfunction in innate neuroregulation influenced by the 
intrauterine environment is one of the mediators in the integrative model of 
intergenerational transmission of depression [53] which will described in the 
following paragraph.   
 
Studies [99,102,103,106,107] of associations between mothers’ prenatal depression 
and the conditions of their newborns documented that prenatal depression 
affected the foetus and the newborn. Newborns of depressed mothers showed a 
biomechemical/psysiological profile that mimicked their mother’s prenatal level, 
i.e. higher cortisol levels and lower dopamine and serotonin levels [102,103]. 
Newborns of mothers with depressive symptoms also showed inferior 
performance on the Brazelton Neonatal Behavior Assessment, as they had less 
optimal habituation, orientation, motor, range of state, autonomic stability and 
withdrawal scores [102,103]. 
Reviews by Field et al. [104,105] suggested that foetus and newborns affected of 
prenatal depression experienced complications. Prematurity and low birthweight 
occurred more often as did the above-mentioned biochemical imbalances. 
Elevated prenatal maternal cortisol was the strongest predictor of these neonatal 
outcomes. It was demonstrated [105] that prenatal massage therapy provided by 
the women’s partners could reduce prenatal depression, elevated cortisol, 
prematurity and low birhtweight and even postpartum depression. 
 
 Inability to emotionally self-regulate is associated with development of 
depression and related disorders as described by Goldman and Weir [108,109]. 
Self-regulation is constituted during multifaceted processes including genetic, 
neurobiological and psychological factors, and maternal peripartum depression 
can influence an infant’s self-regulation capacity as the ability to self-regulate 
develops from a mutual process of affect regulation between mother and child.  
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As an example, Ferber [110] demonstrated that maternal touch can be observed 
to be depressed, i.e. the mother’s touch of her baby is not optimally stimulating 
for the maturing of the nervous system of the newborn. In this study, first-time 
mothers with blues avoided all types of touch whereas multiparous mothers with 
blues provided firm touch and holding. All mothers with blues avoided 
proprioceptive touch, i.e. soft stimulating touch which improves the maturation 
of the nervous system. Multiparous mothers without maternal blues provided 
various types of touch including affectionate holding whereas first-time mothers 
with blues mostly provided holding. Ferber [110] concluded that mothers with 
maternity blues on day 2 exhibited a pattern of maternal touch similar to that 
known to characterise postpartum depression and that observation of maternity 
touch could be used for detection of mothers at risk of postpartum depression.  
However, baby massage can improve the attachment between mothers and their 
newborns [111], and touching increases infants' positive affect and attention in 
still-face interactions [112] which in turn will positively affect the mother. 
 
The outcomes of these complex processes have been described in terms of the 
concept of attachment, initiated by Bowlby [113] as a model of understanding 
development. Attachment styles are defined as “secure”, “insecure” and 
“disorganised” attachment. The attachment style is reckoned to be established at 
the age of 18 months. 
 
Maternal sensitivity is a cornerstone crucial for constitution of secure attachment. 
As an example, Barry et al. [114] showed that early maternal responsiveness 
offset a genetic risk for attachment insecurity caused by a specific genotype. In 
these children at risk, high maternal responsiveness was significantly associated 
with attachment security at 15 months of child age, whereas low maternal 
responsiveness predicted particularly high risk for insecure attachment.  
Schore [115] defined attachment theory as a regulatory theory and described 
attachment as the interactive regulation of biological synchronicity between 
organisms [118]. The processes of synchrony, matching, mismatching and bi-
directionality among depressed mothers and their infants at 3 months of age 
were reviewed by Reck et al. [116] who concluded that impairment of specific 
interaction patterns had been repeatedly shown. 
Weinberg [117] showed that male 3-month-old infants were more vulnerable to 
high levels of maternal depressive symptoms than girls. 
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Paternal prenatal depression was examined by Field et al. [119] and correlates of 
ante- and postnatal depression in fathers were described by Gawlik [121] and 
systematically reviewed by Wee et al. [120]. The most common correlate of 
paternal depressive symptoms pre- and post-birth was having a partner with 
elevated depressive symptoms or depression; poor relationship satisfaction was 
also frequently associated with elevated depressive symptoms or depression in 
men.  
Reviews of prenatal depression effects on early development suggested that 
prenatal depression is a strong predictor of postpartum depression and is more 
common than postpartum depression [122,123]. 
Siddique and Hägglöf [124] examined whether maternal prenatal attachment was 
associated with the mother-infant relationship. By means of a self-administered 
questionnaire, the Prenatal Attachment Inventory, completed by the pregnant 
women, Siddique and Hägglöf demonstrated that prenatal attachment towards 
the unborn baby during the third trimester was a good predictor of the early 
mother-infant relationship.   
 
Field et al. [81] showed that infants of depressed mothers were at risk of 
becoming more inactive and less expressive, being more sad and experiencing 
longer periods of frustration than infants of healthy mothers. The affected infants 
were less responsive [56] and EEG asymmetry was demonstrated as well [125].  
 
In 2004, Brockington summarised the literature of psychiatry in the perinatal 
period and concluded that recognition of disorders of the mother-infant 
relationsship was important [126] which is emphasised by the results of the 
following study by Pearson et al. [128]. 
A qualitative study [127] among 15 mothers with postnatal depression showed 
that these mothers experienced the period following child birth as a period of 
loss. The women described three global themes: loss of former identity, loss of 
self-reliance and lack of capacity for self-care, and the authors suggested that 
these findings could help professionals to assess and understand depressive 
symptoms.  
 
To elucidate the associations between symptoms of antenatal and postnatal 
depression and offspring depression at the age of 18 years [128], Pearson et al. 
conducted a prospective study in the ALSPAC cohort (for supplementary 
information, see Appendix 1). Data from more than 4,500 parents and their 
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adolescent offspring were included. It was shown that antenatal depression was 
an independent risk factor. According to the authors, offspring were 1.28 times 
(95% CI, 1.08-1.51;P=.003) more likely to have a depression at age 18 years. 
Postnatal depression was a risk factor for mothers with low education. Their 
offspring were 1.26 times (95% CI, 1.06-1.50;P=.01) more likely to have depression 
at the age of 18. For both groups, the results were found for each standard 
deviation increase in maternal depression score, independent of later maternal 
depression. In this study, the importance of the socio-economic conditions of the 
women was emphasised as it was by Reck et al. [116].  
In 2013, Pearson et al. [128] concluded that their findings suggested that treating 
maternal depression antenatally could prevent offspring depression during 
adulthood and that prioritising less advantaged mothers might be the most 
effective. 

Transmission of depression 

Intergenerational transmission of depression has been in focus in a large body of 
studies [51,69,129]; however, the mechanisms are still not fully understood. 
A child’s future depression may be caused by interaction among multiple risk 
factors. To illustrate this, an integrative model of the intergenerational 
transmission mechanisms [53] describes four mediators: 1) genetic heritability 
[130,131]; 2) dysfunction in innate neuroregulation [100,132-134]; 3) exposure to 
mother’s negative and/or maladaptive cognitions, behaviours and affect [50]; and  
4) exposure to a stressful environment [135,136]. The model defines conditions of 
the father, the mother and the child as three moderators: the father’s availability 
and mental health [57,99,137]; the timing and course of the mother’s depression 
[82,138-142]; and the child’s characteristics in the form of temperament [143], 
gender [144] and intellectual and social-cognitive skills. This model implies 
countless multi-factorial interaction processes; empirical support for the model 
was summarised in 2007 [145]. 
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A number of cohorts (for detailed information, see Appendix I) and research 
groups provide information about the development and transmission processes: 
 

• The British National Child Development Study (NCDS), U.K. 
[146]  

• The Dunedin Multidisciplinary Health and Development Study 
(DMHDS), New Zealand [147] 

• The Children in the Community Study, U.S. [148]  
• The Mater University Study of Pregnancy (MUSP), Australia 

[149]  
• The Yale Children at High and Low Risk of Depression study, 

New Haven, U.S. [23,24]  
• The Project Competence Longitudinal Study (PCLS), U.S. [150]  
• A community sample recruited at the Cambridge maternity 

hospital, U.K. [151]   
• The Canadian National Longitudinal Study of Children and 

Youth (NLSCY), Canada [82]  
• The Oregon Adolescent Depression Project (OADP), U.S. [152]  
• The Early Development Stages of Psychopathology Study 

(EDSP), Germany [153]  
• The Environmental Risk Longitudinal Twin Study (E-Risk), 

U.K. [80,154] 
• The Avon Longitudinal Study of Parents and Children 

(ALSPAC), U.K. [155] 
• The Psychology Department infant pool, U.S. [156] 
• The National Institute of Child Health and Human 

Development (NICHD) Study of Early Child Care and Youth 
Development (SECCYD) [27] 

 
Based on some of these longitudinal studies, research on three-generation 
transmission is now possible, and the complexity of the transmission processes 
becomes yet more evident.  
 
In the Yale Children at High and Low Risk of Depression study, a significant 
association was observed between grandparental and parental MDD and 
psychopathology in the grandchildren [25,131]. At the mean age of 12, 59% of 
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these grandchildren already had a psychiatric disorder, primarily an anxiety 
disorder – a frequent precursor of depression. The effect of parental depression 
on grandchildren’s outcomes differed significantly with the grandparental 
depression status [131].  
 
In the OADP, MDD in the parental plus the grandparental generation was 
associated with elevated levels of grandchild internalising problems at the age of 
2 years. In this study, grandparental MDD was associated with increased risk for 
the grandchildren, even in the absence of parental MDD [157].  
 
Important research on the intergenerational transmission processes in the form of 
bidirectional, current processes between stress and depression was based on data 
from the MUSP cohort [67,69,84,158-169].  
Test of an interpersonal impairment hypothesis was the pivotal point for this 
research.  
It was hypothesised that the transmission of depression – next to genetic 
disposition [80,130] – was mediated by a discord in the mother-child relationship 
[170], causing transmission of relational impairment to the younger generation 
[159]. A relational impairment in early adolescence predicts the likelihood of 
continuing maladaptive functioning in peer, family, romantic, and parenting 
roles, and also the likelihood that “depressed youth become caught in life 
contexts of marital and parenting discord that portend dysfunction for their 
offspring and continuing depression for themselves” [164]. 
 
The past 20 years of studies have sought to examine whether early childhood 
social withdrawal serves as a risk factor for depression in young adulthood. A 
model was tested, and support was found for this model in which social 
withdrawal at age 5 predicted adolescent social impairment at age 15, which, in 
turn, predicted depression by the age of 20 [167].  
This result emphasises the importance of identifying at risk children in their very 
early years.  
The above studies cannot distinguish between genetic and environmental effects. 
 
It is estimated that approximately 37% of the risk for developing a depressive 
disorder is genetic [130]. First degree adult relatives have been shown to have a 
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two to three times greater risk for a depressive disorder than adults in the 
general population.  
As described by Garber [52], risk factors can be “fixed markers”, e.g. age and 
gender, whereas “variable markers” refer to risk factors which can be changed. 
With regard to the transmission model of depression [53], variable markers are 
“parenting” and “stress exposure” which will be elaborated in the following 
paragraphs. Parenting and stress are currently interwoven elements and the 
division is an artificial simplification to ease the presentation. The importance of 
attachment will be introduced briefly as well. 

Parenting 

In the early 1970s, socialisation research suggested two global domains of 
parenting: parental warmth and parental control [171,172]. The balance of these 
two domains enables a division into four types of parenting by combining the 
elements of warmth and control in different ways. In 1991, Baumrind published 
[173] a parental typology, including four parenting types: 
 

• authoritative – warm and with sufficient, age-appropriate control  
• authoritarian – good control but with a low degree of warmth 
• permissive – low on control but yet warm and caring 
• neglecting – low on both control and warmth 

 
Families with individuals suffering from major depression tend to report greater 
family dysfunction than families not affected by depression, particularly in the 
areas of communication and affective involvement [174]. Positive family climate 
is shown to be significantly related to adolescent well-being [175,176] and to later 
healthy functioning [177]. 
The family functioning is, in general, impacted by parental depression [178,179], 
and both a high level of family discord and conflicts plus negative parenting both 
represent potential consequences of parental depression. 
Marital conflicts can affect the child [180-183] as can negative parenting [184,185]. 
 
Depression is frequently accompanied by a reduced level of parental 
competency. The resultant risk factors for the child’s well-being include parent’s 
lack of energy, reduced sensitivity [186,187], parental withdrawal and lack of 
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engagement [188], an atmosphere of conflict and a negative emotional climate 
marked by rejection [189], anger and irritability [76,77,90,148,190,191]. 
The child’s reactions can be empathetic [192,193], externalising [158] or 
internalising [76,77,90,194], i.e. in the form of withdrawal [56], self-blame [182], 
guilt [195], or negative thoughts which are precursors of a depressiogenic 
cognitive structuring [191]. 
 
Frequently, the children’s reactions to their family conditions impacted by 
parental depression are silent - the style of the dove [196] - which may lead to the 
conclusion that the children cope well with their present conditions of life. 
Unfortunately, the children’s coping strategies may negatively impact their 
future health. Negative parenting may cause an insecure infant attachment, and 
the children’s adaptation to the situation may erroneously leave them alone in a 
stressful situation [97,135]. 
Moreover, the children may take on adult responsibilities, known as 
parentification [197].   

Stress 

The concept of allostasis [198,199] defines the response processes mobilised by an 
organism to adapt to predictable or unpredictable events in the environment. 
These processes aim to maintain stability within the organism (homeostasis). The 
concept of allostasis focuses on mediators that allow adaptation which include 
cortisol, metabolic hormones, immune mediators and autonomic nervous system 
outflows.  
“A key aspect of allostasis is that these mediators serve in the short term to help 
promote adaptation, but these same mediators can result in pathophysiologic 
responses when they are dysregulated or become overused” [200].  
“Allostatic load refers to the cumulative cost to the body of allostasis” [199]. 
Allostatic overload defines situations with missing balance between energy input 
and expenditure. If allostatic load is chronically high, pathologies can be 
supposed to develop.  
McEwen et al. [199] defined stress as “an event that are threatening to an 
individual and which elicit physiological and behavioural responses as part of 
allostasis in addition to that imposed by the normal life cycle”.   
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The important implications of stress induced in children experiencing parental 
depression have been increasingly emphasised. Gradually, the research has 
expanded from not only exploring the impact of exposure to stress, but also 
focusing on the ongoing mutual interactions between stress and depression [164]. 
In parallel, research on effects of stress on the developing brain has expanded the 
knowledge of the potentially life-long impact of early stress exposure [201-206].  
 
In 1991, Hammen [170] introduced the hypothesis of stress generation, i.e. 
reciprocal processes generated in interaction between stress and depression, thus 
maintaining a negative circle, impairing healthy developmental processes. In 
Post’s model [207] from 1992, it was hypothesised that the course of major 
depressive disorder is influenced by sensitisation to stressors. It was also 
hypothesised that sensitisation to stressors and to depressive episodes becomes 
encoded at the level of gene expression. Alterations in neurotransmitters and 
receptors were supposed to occur over time, causing an increased vulnerability 
to depression.  
 
For two decades, these hypotheses have been explored from various 
perspectives: stressors as predictors of child and adolescent psychopathology 
[160,208], attachment disturbances in relation to stress [209,210], continued 
versus episodic stress [163,165], interpersonal versus non-interpersonal stress 
[211,212], stress sensitisation [162,213], effects of stress [135,205,214], onset of 
disorders [215] and stress generation models [168,210,216,217]. 
 
The physiological aspects of early stress exposure and stress effects have been 
explored.  
The cortisol levels of children with internalising symptoms were examined at 
different ages.  
Children of mothers suffering from depression during the child’s first 2 years of 
life participated in these studies. Analyses of cortisol levels in 7-8-year-old 
children with elevated levels of internalising symptoms documented that 
internalising symptoms exist in conjunction with a more reactive hormonal stress 
system in children of depressed mothers than in children of nondepressed 
mothers [136,218].  
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Exposure to mother’s postnatal depression predicted elevated cortisol level in 
adolescent offspring [219,220] and elevated morning cortisol at 13 years 
predicted depression at 16 years [220,221]. 
Increased reactivity in a child’s hormonal stress system can be initiated by 
maternal prenatal stress – observed in the cortisol levels of 6-year-old children 
[222]. 
When summarised, these studies generate a chain of evidence of the potential, 
continued impact of early adversity. 
 
The 1991 hypothesis – that the relation between stress and depression develops 
by complex and reciprocal processes – is now confirmed [163]. Stress generation 
plays a pivotal role in the course of major depressive disorder. Not only does 
stress increase the risk of depression, but depression, or depressogenic 
vulnerabilities, in turn, also increases susceptibility to stressful events which are 
at least partly influenced by the individual [170]. Past stress, negative cognitive 
styles, plus personality and interpersonal vulnerabilities are depressogenic risk 
factors – i.e. predictors of stress generation processes.  
Chronicity is induced by the development of an increased “stress-ogenic” level 
[162,213] combined with a tendency to foster individually stressful situations.  
These processes are mutually maintaining and “a vicious cycle” is constituted, as 
named by Hammen [164].  

Risk 

Risk and resilience paradigms share the same aims at a fundamental level [223] 
both focusing on illuminating the processes that makes some individuals reach 
positive outcome in spite of adversity.  
The risk paradigm may be the preferred framework when the goal is to improve 
prediction of child outcomes [206] as evidence exist of the importance and 
severity or risk factors, based on a large body of studies [43,65,142,164], 
Additionally, high-risk groups can be identified [224].  
Risk and risk factors can be categorised in different aspects: high risk versus low 
risk; lifetime risk versus current risk, specific versus non-specific risk factors [54]. 
 
In terms of risk for a child of developing depression, parental depression is one 
of the most potent risk factors for depression [225].  
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Lifetime risk factors are gender, family history, bereavement, trauma and socio-
economic hardship [224]. These factors are non-specific risk factors at the same 
time. Specific risk factors are stress and negative cognitions [226,227] 
Risk factors [228] will often be synonymous with predictors [229], i.e. predictors 
of first onset of a major depressive episode are stress and negative cognitions 
[226]. 
 
In a cohort of offspring of depressed parents followed during 25 years, 
psychological morbidity in the children was associated with chronicity of 
parental depression; young age of the child at the onset of parental depression 
was also associated to child morbidity [142]. 
 
Reduction of risk will depend on the between balance risk and protective factors 
[206,230,231]. Riley developed a theoretical and empirical basis and a program 
description for preventing interventions in families. The main themes in the 
program are: 1) to reduce inadequate understanding of depression, 2) to facilitate 
family interactions and communication, 3) to improve parenting practices, 4) to 
reduce high stress and family conflict and 5) to improve social support. This 
family-based program aimed to reduce risk and promote resilience among 
families affected by maternal depression [232]. 

Resilience  

The concept of resilience will only be described in this thesis in brief terms. 
Resilience focuses on facilitating positive development processes in spite of 
adversity and risk [233-235]. This thesis focused on the current support given to 
children of depressed parents rather than the potentiality of constructive future 
processes [236]. Thus, the concept of risk and the concept of prevention are 
chosen as the pivotal concepts in this thesis.  
 
Successful outcome despite of adversity is the definition of resilience [237]. To 
reach successful outcome despite adversity is the aim of research in risk factors 
and preventive interventions as well as research in resilience. Consequently, the 
three concepts are closely interwoven.  
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The concept of resilience was developed in the 1970s [238] and since then, the 
concept has evolved. Four waves relating to the development of the 
understanding of resilience have been described [238-241]:  
 

• The first wave: Identifying individual resilience and factors 
which make a difference  

• The second wave: Embedding resilience in developmental and 
ecological systems, with a focus on processes  

• The third wave: Intervening to foster resilience 
• The fourth wave: resilience research on multiple-systems levels, 

epigenetic processes, and neurobiological processes 
 
The resilience literature are comprehensive, but not specific with substantial 
contributions to the discussions from Rutter [242-244], Luthar [206,245,246], 
Masten [238,240] and Ungar [247,248].   
The potential combinations of factors within genetics [249], psychology, 
environment [250-252] and culture [247,248] have been in focus during the time 
periods as described by the four waves. The focus areas of the resilience 
discussions reflect the discussions within the areas of risk and prevention 
research, but from the “resilience perspective”, i.e. reviewing the positive factors 
in development processes. In a review, Karatsoreos and McEwen [200] explored 
resilience in a neurobiological context in terms of allostasis, ant they described 
resilience as the ability to adapt stressors in the environment by “ bending” but  
not “breaking”. 
However, the discussions remain inconclusive, mirroring the complexity in the 
processes which cause development of depression [53].  
In the “Annual Research Review: Resilience: clinical implications” from 2012, 
Rutter concludes: “Resilience findings do not translate into a clear programme of 
prevention and treatment, but they do provide numerous leads that focus on the 
dynamic view of what may be involved in overcoming seriously adverse 
experiences” [237]. 

Prevention  

Major Depression Can Be Prevented is the title of a paper, published by Muñoz, 
Beardslee and Leykin in 2012 [225]. Preventing Mental, Emotional, and Behavioral 
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Disorders Among Young People: Progress and Possibilities [253] is a report, published 
by the National Research Council & Institute of Medicine (NRCIM) (U.S.) in 2009. The 
NRCIM report was prepared by a large group of experienced researchers at 
request by the U.S. government. The purpose was to synthesise 15 years of 
research as the first NRCIM report was published in 1994. The 2009 NRCIM 
report presented evidence that major depression can be prevented. Thus, the 
paper Major Depression Can Be Prevented [225] highlights the implications of the 
NRCIM report for public policy and research, and thus, this paper represents the 
synthesis of 25 years of research and expansion of knowledge in terms of 
preventing mental disorders.  
In the NRCIM report from 1994, the introductory remark confirmed that 
“depression cannot be prevented” [225] which is no longer a reliable statement. 
Randomised controlled trials (RCTs) have shown that the incidence of MDD 
episodes can be significantly reduced, and meta-analyses including all age 
groups suggest that 22-38% [254,255] of major depressive episodes can be 
prevented with currently available methods. Muñoz et al. argue that if major 
depressive episodes can be prevented, the healthcare system should provide 
routine access to evidence-based interventions aiming at preventing depression 
[225]. 
 
Based on meta-analyses of studies including participants under age 21, Horowitz 
and Garber [256] concluded that preventive interventions showed small to 
moderate effect sizes according to reduction of depressive symptoms in children 
and youth, and Siegenthaler et al. [257] concluded that interventions with the 
purpose of preventing mental disorders, including depression, in the offspring 
below 18 years of parents with mental disorders appeared effective.  
 
Prevention can take place at different levels, and a former classification divided 
prevention into primary, secondary and tertiary prevention initiatives [258]. 
Primary prevention programs aimed at reducing the incidence of new cases of a 
disorder, secondary prevention should decrease the prevalence of a disorder by 
early identification and effective treatment, and tertiary preventions focused on 
the rehabilitation and reduction of severity of impairment associated with an 
established disorder. This classification was troublesome as it can be difficult to 
distinguish between the presence or absence of a disorder. Furthermore, it may 
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be difficult to draw the line between subthreshold symptoms and a diagnosed 
disorder.  
The conceptualisations changed from the above tripartition to a classification in 
universal and targeted preventive initiatives, defined by the target group of the 
intervention [258]. 
The current conceptualisation divides prevention into three types with different 
target groups [224]. 
 

• Indicated prevention is focused on individuals with early signs 
of the specific disorder 

• Selective prevention is targeted at high-risk subgroups  
• Universal prevention is targeted at entire populations 
• Promotion adresses entire populations  

 
Promotion was added to the current conceptualisation in 2009 [224]. 
 
Successful prevention of depression and effective intervention efforts require 
sufficient knowledge of the transmission processes, and thus, the first stage in 
developing interventions is to identify risk and protective factors [227,259,260]. 
 
When parents are currently depressed, preventive efforts towards their children 
have a reduced impact compared to non-depressed periods [261]. Consequently, 
treatment of the parental depression is crucial for the child. However, parental 
treatment and improvement of parental depression is not sufficient to ensure 
improvement of the children’s well-being and health [262-265] and a combination 
of effective treatment of the parental depression and specific preventive efforts is 
necessary for these children. 
 
The aims of preventive interventions in relation to depression can either be to 
fully prevent the incidence of a disorder, to cause delay of onset or to reduce 
depressive symptoms.  
The ideal reduction of the prevalence of depression would be the absolute 
avoidance of incident depressive episodes, but delay of onset can also be a very 
important outcome [225]. The later in life the onset of clinical depression takes 
place, the more key development periods can be lived through without the 
influence of clinical depression, which can promote good premorbid functioning. 
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As an example, the prevention of onset of adolescent depression can increase the 
probability that an adolescent can complete an education without delay which 
will improve the conditions for future successful establishment of a satisfactory 
social life.  
The first depressive episode is a severe risk factor for a second depressive 
episode which also emphasises the importance of delaying onset. 
Subthreshold depressive symptoms are risk factors for a subsequent depressive 
episode which underlines that symptom reduction is also a relevant outcome 
[253,256]. 
 
Selective and indicated programs were more effective than universal programs as 
shown by Horowitz [256] and selected or indicated prevention is also 
recommended by Beekman [266] to be the most effective intervention types. 
 
In the following, a body of prevention studies will briefly be presented. The list 
of studies may not be exhaustive, but represents a variety of interventions:  
 

• Indicated interventions: 
o Home-visiting intervention 
o Telephone based peer support  
o Improvement of mother’s sensitivity by means of baby massage 
o Penn Resiliency Program 
o Prevention of Depression Project 
o Group cognitive behavioural prevention program 
o Cognitive and interpersonal programs for adolescents 
o Family Cognitive Behavioural Intervention 
o CATCH-IT - Competent Adulthood Transition with Cognitive 

Behavioral Humanistic and  Interpersonal Training 
 

• Selective interventions: 
o Family Conversations Program 

 
• Universal interventions: 

o Prevention of depression in women postnatally 
o Family Connections 
o Problem Solving for Life 
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Indicated interventions 

Indicated interventions are conducted with individuals who already show 
subclinical signs and symptoms of depression. These interventions commonly 
aim at developing a less negative and more flexible thinking style and at teaching 
problem-solving skills [256].  
 
Home-visiting intervention 
A Dutch study group conducted a randomised controlled trial of a home-visiting 
intervention including eight to ten home visits aiming to prevent problems in the 
relationship between mothers with postpartum depression and their infants 
[267,268]. This study aimed at learning/supporting the depressed mothers of 
newborn children to meet the needs of their infants.  
In this study, mother-child interactions were videotaped by home visitors and 
afterwards, the tapes were watched by the visitor and the mother/parents 
together and discussed aiming at enhancing the mother’s sensitivity to the 
signals and needs of her baby. The mothers were supported depending on the 
needs of the parents and four techniques were used: Modelling, i.e. the home 
visitator demonstrated how the mother could respond to her baby by using 
sounds or facial expression, cognitive restructuring in which the mother was 
stimulated to reduce her negative thinking, practical pedagogical support on 
how to deal with the baby’s crying, sleeping and eating and baby massage which 
was demonstrated to the mother as a way of improving the quality of the 
physical contact between mother and baby.  
Follow-up at 6 months showed improved maternal sensitivity and significantly 
higher scores for infant attachment security for the intervention group compared 
to the control group.  
Long-term effects were examined [269] at age five and no lasting intervention 
benefits were found in the full sample. However, the results revealed a long-term 
effect for child externalising behaviour in families reporting relatively many 
stressful life events and Kersten-Alvarez et al. [273] suggested that the early 
intervention served as a buffer for the development of externalising problems in 
the children if they experienced stressful life events. 
 
Telephone-based peer support 
A Canadian multisite project examined the effectiveness of telephone-based peer 
support to prevent postpartum depression [270]. After screening by the 
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Edinburgh postnatal depression scale, 701 women who were identified as being 
at high risk of developing postnatal depression in the first two weeks postpartum 
participated in a RCT. The intervention consisted of mother-to-mother telephone 
support initiated within 48-72 hours after randomisation. The support was 
provided by a volunteer who had previously experienced and recovered from 
self-reported postnatal depression and who had attended a four hour training 
session. Both the intervention and control group received usual postpartum care. 
At follow-up after 12 weeks, the relative risk reduction was 0.46 (95% CI 0.24-
0.62) and the majority of mothers in the intervention group were satisfied with 
the support and would recommend it to a friend. Maternal satisfaction was 
associated with the number and duration of peer volunteer contacts [271].  
 
Improvement of mother’s sensitivity by means of baby massage 
The frequency of infant massage by the mother is increasing and mothers with 
postnatal depression often have problems interacting with their infants. A small 
controlled study showed that attending a massage class could help such mothers 
relate better to their babies. The mechanisms by which this is achieved are not 
clear but may include release of oxytocin and learning to understand their babies' 
cues [272]. 
Based on the assumption that maternal sensitivity is a key element in a secure 
attachment process and in the prevention of adverse child outcomes, Kersten-
Alvarez et al. [273] conducted a meta-analysis of controlled outcome preventive 
interventions aiming to enhance depressed mothers’ sensitivity. Interventions 
including baby massage were highly effective (g=0.85) in improving maternal 
sensitivity. Inclusion of support groups and a higher number of intervention 
methods for the individuals concerned were also predictors of greater effect 
sizes. The meta-analysis confirms that depressed mothers’ sensitivity can be 
improved by preventive intervention and suggest that baby massage may be an 
effective intervention method to evoke short-term changes. It is unclear whether 
these changes are maintained over time [273]. Baby massage classes were 
compared to a support group for mothers with postnatal depression after 
random assignment [274], and significant improvement of mother-infant 
interactions was seen only in the massage group after intervention. O’Higgins et 
al. [275] conducted a similar study, and at follow-up after one year, the mothers 
in the massage group had non-depressed levels of sensitivity of interaction with 
their babies, whereas this was not the case for the support group.  
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Penn Resiliency Program 
The Penn Resiliency Program is a school-based program focusing on positive 
psychology and encouraging optimism. The manualised Penn Resiliency 
Program curriculum is generally administered by trained school personnel 
during school time and consists of 12 90-to 120-minute group sessions. The 
program teaches participants the connection between life events, their beliefs 
about those events and the emotional consequences of their interpretations [276-
278]. RCTs showed positive effects on risk factors for youth depression, but effect 
sizes were small [279].  
 
Prevention of Depression Project  
A 15-session group cognitive therapy prevention program was examined in this 
single-site U.S. study [280]. At-risk offspring (aged 13-18 years) of adults treated 
for depression were randomized into a care as usual or an intervention group. 
The intervention consisted of a psychoeducational manual-based course aiming 
to help at-risk teens gain control over negative moods, resolve everyday conflicts 
and alter maladaptive thought patterns. An RCT demonstrated fewer depressive 
symptoms and a reduced the risk for depression in the adolescents in the 
intervention group compared to the care as usual group. The preventive effect 
persisted after 24 months.  
 
Group-based cognitive behavioural prevention program 
Garber et al. [261] replicated The Prevention of Depression Project in a moderated 
form through a multisite design. The preventive intervention consisted of eight 
weekly 90-minutes sessions and six monthly continuation sessions. Each group 
was led by a mental health therapist, and adolescents were taught cognitive 
restructuring techniques and problem-solving skills. During the continuation 
sessions, relaxation, assertiveness and behavioural activation were introduced. 
The prevention program was more effective in preventing depression than usual 
care among adolescents whose parents were not currently depressed. When a 
parent was currently depressed, the prevention program was not more effective 
in preventing incident depression than usual care.     
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Cognitive and interpersonal programs for preventing depressive symptoms in 
adolescents 
Horowitz et al. [281] evaluated the efficacy of two programs for preventing 
depressive symptoms in adolescents. Participants were 380 high school students 
randomly assigned to a cognitive–behavioural program, an interpersonal 
psychotherapy–adolescent skills training program, or a no-intervention control. 
The interventions involved eight 90-min weekly sessions run in small groups 
during wellness classes. At postintervention, students in both intervention 
groups reported significantly lower levels of depressive symptoms than did 
those in the no-intervention group. Differences between control and intervention 
groups were largest for adolescents with high levels of depressive symptoms at 
baseline. For a high-risk subgroup, defined as having scored in the top 25th 
percentile on the baseline depression measure, the effect sizes for the cognitive– 
behavioural program and the interpersonal psychotherapy–adolescent skills 
training program interventions were 0.89 and 0.84, respectively. Intervention 
effects were short term and were not maintained at 6 months follow up. 
 
The Family Cognitive Behavioural Intervention  
In the U.S., Compas [282] designed this intervention based on family groups as a 
cognitive-behavioural preventive intervention for parents with a history of major 
depressive disorder and their 9-15-year-old children. A RCT was conducted 
including 111 families and the group intervention was compared with a self-
study written information condition. The families were offered different types of 
training and support and parenting was the focus related to the parents whereas 
coping strategies constituted the main topic for the children. The outcome 
favoured the family group intervention on both parent and child outcomes. 
Parents’ positive parenting skills and adolescents’ use of secondary control 
coping mediated the effects of the intervention on depressive, internalising and 
externalising symptoms. The outcomes suggested that both coping and parenting 
are important active ingredients in the prevention of mental health problems in 
children of depressed parents [283].  
 
CATCH-IT - Competent Adulthood Transition with Cognitive Behavioral 
Humanistic and Interpersonal Training  
CATCH-IT was an internet-based intervention for depression [284,285] for 
adolescents in Primary Care examined in an RCT. After screening 12-18-year-old 
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for depression, an internet-based self-help problem solving therapy was tested by 
using a waiting list control group. Support was provided by a professional and 
delivered by email. The primary care /Internet-based intervention model 
demonstrated reductions in depressed mood over 6 months and may result in 
fewer depressive episodes [286].  

Selective interventions 

Selective interventions target individuals at elevated risk for depression as a 
function of family factors such as divorce, parental death or parental depression, 
environmental factors such as poverty, or personal characteristics such as a 
negative cognitive style [256].  
 
Family Conversations Program 
Beardslee was the designer and initiator of the Family Conversations Program [287-
290]. 
Families with parental mood disorder and with 8-15-year-old children were 
participants in this program. To standardised, manual-based prevention 
strategies were examined: Informational lectures and a clinician-based approach 
consisting of seven manualised conversations between the professional and the 
family with different family members participating at different times, i.e. a 
conversation is conducted with the child alone followed by a conversation with 
the parents followed by a conversation with children and parents all together. 
These conversations may take place in the family home or in a public location. 
After 4.5 years, clinician-based families had significantly more gains in parental 
child-related behaviours and attitudes and in child-reported understanding of 
parental disorder. Child and family functioning increased for both groups and 
internalising symptoms decreased for both groups. In the U.S., this programme 
was examined in different settings [291,292], and the concept is highly integrated 
in Finland [293]. 
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Universal interventions 

Universal interventions for preventing depression typically have been conducted 
in schools and universal prevention programs have focused on cognitive and 
behavioural skills training including cognitive restructuring, anxiety 
management, relaxation, problem-solving skills, emotion-focused coping, 
anticipating consequences and assertiveness [256]. General strengths of universal 
programs include avoiding stigmatisation and maintaining relatively low 
dropout rates [294].  
 
Prevention of depression in women postnatally 
This study [295] was a UK prospective study aiming to examine whether 
receiving care from a health visitor trained in identification and psychological 
interventions prevents depression 6-18 months postnatally in women who are 
not depressed 6 weeks postnatally. Participants were women scoring <12 on the 
postal Edinburgh Postnatal Depression Scale (EPDS) at 6 weeks postnatally. The 
intervention health visitors were trained in identifying depressive symptoms 
using EPDS and face-to-face clinical assessment and in providing psychologically 
orientated sessions based on behavioural or person-centred principles. After 
adjusting for individual-level covariates, the odds ratio (OR) for EDPS ≥12 at 6 
months were 0.71 (95% CI 0.53-0.97, p=0.031) for the intervention group 
compared with the control Group. This study demonstrated that a universal 
intervention may provide enduring preventive effect for depression in women 
who screen negative for depression postnatally. 
 
Problem Solving for Life 
Problem Solving for Life was an Australian universal, school-based prevention 
program targeting youth 12 to 14 years attending High School and the 
intervention consisted of eight 45-50-minute weekly sessions focusing on 
teaching cognitive restructuring and problem solving. Trained classroom 
teachers implemented the program.  
At postintervention, the students assigned to the PSFL evidenced reduced 
symptoms of depression relative to the students assigned to the school-as-usual-
condition. However, yearly follow-ups until 4 years later showed no 
maintenance of these improvements. Spence et al. [294,296] suggested that 
teachers can deliver prevention programs and that youth may be receptive which 
can lead to short-term benefits, but their results emphasised the importance of 
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long-term follow-up and the difficulties of using a universal prevention approach 
to reduce depression diagnoses [297]. 
 
Family Connections 
The Family Connections intervention was a public health approach that focused 
primarily on increasing school staff’s capacity to deal with depression and 
related adversities when encountered in children or families.  
The intervention consisted primarily in staff training sessions and mental health 
consultations 
The intervention did not focus on identification and treatment of individual 
children, but several interventions were implemented, i.e. parent workshops and 
groups, assessment of and work with individuals and groups of children in the 
classroom, a pull-out program that supported friendship building activities, and 
consultations about mental-health related questions. Teacher reports showed that 
the intervention proved feasible to deliver and resulted in sustained parent, 
classroom and teacher activities [298]. 
 
Problems in preventive studies were discussed in a qualitative review by Sutton 
[299]. Among other things, he reviewed the maintainance of intervention effects. 
Treatment benefits may be less influenced by the specific techniques, but more by 
nonspecific factors (such as attention and empathy) which are common to most 
treatments [257].  
 
The children involved in the above-mentioned studies plus in reviews and meta-
analyses [254-257,259,299-301] tend to be concentrated in two age groups: infants 
aged 0 to 12 months and children between 8 and 15 years of age. Only few 
studies aimed at children in the intervening period.   

Other intervention types 

Interventions not categorised within prevention can be useful as well. During the 
first 2 years of their infant’s life, first-time U.S. adolescent mothers facing 
multiple adversities received high-quality nurse home visitations and after 10 
years, significant differences were shown in terms of health outcomes for both 
the infants and the mothers [307].  
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The short-time psychosocialwell-being can be improved by parenting programs 
for parents [304]. Olds and Kitzman [302] demonstrated that nurse home visiting 
programs produced replicable effects on children’s health, and Toth and Cichetti 
[303-304] showed that toddler-parent psychotherapy can contribute to reorganise 
attachment in infants of mothers with depression. 
In Denmark, an important research project, the Copenhagen Child Cohort CCC 
2000 [310], provides substantial information about early predictors of disorders. 
Identification of disorders as early as possible and prevention are the aims of this 
study [311-313]. 
 
Rate of return expresses the balance between the economic costs of an 
intervention versus the reduction of economic expenditures at a later point in 
time [314,315]. It is documented that a positive rate of return is associated with 
preventive interventions as early in life as possible. Additionally, it is 
documented that the highest rates of return are associated with long-term follow 
up, i.e. the longer the time perspective, the more clear the effects of a preventive 
intervention.  
To result in a markedly high rate of return, a preventive intervention should be 
conducted before the age of three. Preventive interventions in preschool age may 
cause positive economic rate of return, i.e. the costs of the intervention is lower 
than the costs saved at a later time point. However it is not to be expected that 
preventive interventions after the age of 6-7 years will entail a positive rate of 
return [314,315]. 

The children’s needs and voices 

Even though children of parents with depression constituted the focal point in 
this thesis, the substudies were designed to generate data on the conditions of 
these children without involving the children themselves. This was a deliberate 
strategy taken to keep the children free of responsibility and to maintain focus on 
adults with a potential to improve the children’s situation, if necessary.  
These children’s needs will be expressed by the informants of previous studies 
concerning the conditions of children with parents suffering from depression or 
mental illness in general. The majority of the studies described in the following 
were interview studies. 
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In a Norwegian study [316], 15-18-year-old adolescents living with a mentally ill 
parent were followed during two years of communication in an internet self-help 
group. Parental depression was frequently exemplified by these adolescents, and 
the themes discussed in this group represent the majority of themes presented in 
the studies below. The group discussed five difficult challenges: lack of 
information and openness; unpredictability and instability; fear; loneliness; loss 
and sorrow.  
The most consistent theme described within the following studies was a wish for 
increased information and openness.    
Poor information was leading to fear and frustration for the above-mentioned 
Norwegian adolescents [316], and the same reactions were described by 17-year-
old adolescents in a Canadian case study [317]. Mordoch [318] also reported that 
Canadian children from 6 to 16 years, living with a parent with mental illness, 
including depression and affective disorders, revealed that they had little 
understanding of the disorder and received few factual explanations of what was 
happening which caused undue hardship. Stallard et al. [319] described that 
children had little understanding of their parent’s illness and most of all wanted 
more information and Östman [320] interviewed Swedish adolescents who 
wanted information and expressed lack of conversation with others in everyday 
situations. They also wanted to communicate with professionals about the family 
situation. These needs were seldom met [320]. 
Garley [321] interviewed six children from 11 to 15 years in a pilot study 
revealing themes as “struggle to understand the illness” and “managing the 
illness”. The Tasmanian children’s project: The needs of children with a parent/carer 
with mental illness [322] described the similar themes as follows: “These children 
hungered for information about their parents’ illness, yet often experienced a 
reluctance on the part of significant others, including teachers, to talk about 
mental health issues. Receiving emotional support from other family members 
such as grandparents and aunts/uncles for example, would have really helped 
them to manage their parent’s illness better and to not feel so confused and alone, 
the children said. Coping was much more difficult when the children were not 
told anything about the parent’s illness and especially when they were given 
conflicting information from different members of the family.” Gogan [323] 
explored understandings and experiences of children between 12 and 17 years 
and referred that the most striking finding was the children’s request for 
information about depression. Children who were informed about their parent’s 
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depression described how this had helped them to understand and cope better 
with their family situation.  
Unpredictability, instability and harsh behaviour induced fear in the Norwegian 
adolescents [316] and lack of energy, unpredictability and an increased level of 
negativity and conflicts were also described in a Swedish study [324,325]. US 
children [326] with at least one parent with a psychiatric disorder described good 
days and bad days. In line with the above-mentioned studies, the bad days were 
characterised by parental withdrawal or scolding and the good days were 
defined as days with increased communication and interaction with the parent. 
 
Fear of parental suicide was an important theme [316,320,327]. Younger children 
were worried whether their parent should die [328] and children feared that their 
parents would not get better [317]. Older children were also concerned whether 
they would develop mental disorders themselves [318,322,328].  
 
Loneliness was described explicitly in some studies [316,319,320,327,329], and 
constituted a sad underlying theme in many other studies.  
Feelings of loss and sorrow were also frequent [320,327], and the children 
involved were aware of and affected by the situation, and many children worried 
about their parents’ health and well-being [325]. However, children were hiding 
their worry [329] to protect their parents. Children also blamed themselves for 
their parents’ problems [320]. 
 
Despite concern and everyday difficulties, feelings of love towards the depressed 
parent were frequently described [320] and in a Finish study [193], the children’s 
most common reactions were expression of empathy for their depressed parent. 
Children wished that their ill parent would soon be feeling better [319], and they 
were helpful [324,327,329] when their parents felt bad. 
 
Stigmatisation was a recurring theme [94,323]; however, in a subtle way. Stigma 
was not explicitly discussed, but the children demonstrated an awareness of 
stigmatising attitudes and many children described how they did not invite 
friends home because they did not want their friends to see their family [323].  
Fjone et al. [330] interviewed 20 children aged 8 to 22 years with one or both 
parents suffering from mental health distress and found that these children 
struggled hard to present themselves as “normal” and equal among their peer 
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group; more than half of these children feared to be ridiculed by other children 
and they tried to conceal their parents’ mental health problems.  
In a literature review of children’s experiences of parental mental illness by 
Gladstone et al. [331], three themes were revealed: the impact of illness on 
children’s everyday life, how children cope with their experiences and how 
children understand mental illness.  
Philips conducted a survey among 278 adolescents and found that family climate 
and well-being was significantly related, and Gladstone et al. [332] argued that 
lack of research with children as informants were related to missing focus on 
reflections of children’s needs in social and politics and argued that the 
conceptual repertoire of children living with mentally ill parents should be 
expanded. 
 
Children described how they actively attempted to avoid contact with social 
workers to protect their parents [323]. Other informants described need of 
collaboration, wish to improve family relationships [319], wish to get help earlier 
[326], and they needed support [327] and found support programs necessary 
[322]. 
 
Meeting the needs of children of parents with depression is relevant regardless of 
child age. Though postpartum depression requires attention, the age group from 
2 to 14 years is the target group in this thesis. The available study resources did 
not allow examining the conditions of the total age group from birth to 18 years. 
Focus on postpartum depression has been on the rise in Denmark during the 
previous years; however, no specific focus has been put at affected children 
above 2 years . 
Effective support must take the age of the child into account to match the child’s 
needs, and as the idea to this study grew from the missing information 
experienced during the family conversations within Bevar Barndommen [1] (Save 
the Childhood) (p.6), it was a logic choice to focus this study on children who are 
old enough to understand verbal information.
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Aims 

The overall aim of this thesis is to examine the conditions for Danish 2-14-year-
old children of parents suffering from depression. 
 
The specific aims of the studies of this thesis were as follows: 
 
1. To elucidate the support given to 2-14-year-old children of parents with 

depression by exploring: 
  
 • The parents’ assessments of how their children’s everyday lives 

are affected by parental depression (paper I) 
 • The extent of parental openness and information to their 

children of the parental depression (paper I) 
 • The parents’ interaction with private or professional networks in 

order to sustain their children’s everyday lives (paper I) 
  
 • The level of professional knowledge in the local authorities in 

terms of recognising the significance of providing support to 
children of parents with depression (paper II and III) 

 • The general practitioners’ professional focus on the children 
whose parents are sick-listed for depression (paper II) 

• The attitudes of the professionals in the local authorities towards 
providing support to children of parents with depression (paper 
II and III) 

  
 • Initiatives provided by the local authorities to support children 

of parents with depression (paper III) 
  
 • Potential barriers for providing support to children of parents 

with depression (paper I-III) 
  
2. To elucidate the match between the current support and the children’s 

needs (discussed in the thesis) 
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Chapter 5 
 

Methods 
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Mixed methods design 

This thesis describes three substudies conducted by means of a sequential 
exploratory mixed methods design [333,334] as shown in Figure 1. 
 
The three substudies were conducted in naturalistic settings in the primary 
sector. 
The methods and progress are described in general, followed by a short 
description of the specific designs, subjects, data and analyses in each of the three 
substudies. More detailed information is encompassed in the individual papers 
in Chapters 7-9.  
 
Three groups of informants participated in the studies: 
 
IPs Interviewees sick-listed for depression 
GPs General practitioners 
PPs Participating daycare professionals 
 
Study I was an interview study [335-337]. 
The interview guide was constructed based on the existing international 
literature on impact of parental depression on a child. 
The aim of this study was to explore the conditions of children in families 
affected by parental depression including the extent of difficulties in everyday 
life [338,339]. 
IPs were included via collaboration with job centres. The job centres were 
included by initiating phone calls to the leaders of job centres in ten 
municipalities, distributed on variation in size and geographical location. The 
phone calls aimed at achieving a personal contact to promote an interest for the 
study. Furthermore, this direct contact could also minimise delay in the inclusion 
process in case of a refusal.  
Information (Appendix 3) was mailed to those job centres which accepted to 
consider inclusion, and three job centres were helpful with establishing contact to 
eligible IPs. 
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Based on the information from these parental interviews, the research questions 
for the following substudies among the GPs and PPs were refined and clarified. 
The link between study I and study II was constituted by individual interviews 
with 9 GPs who were the GPS of the IPs who participated in the earliest 
interviews.   
 
Study II was a survey [340] conducted by means of a two-page questionnaire 
which was constructed based on a literature study on the impact of paternal 
depression on a child and preliminary interviews with GPs. The construction of 
the questionnaire [341,342] and its wording evolved through a process of 
continuous interaction and refinement with clarification and qualitative pilot 
testing during individual interviews with seven GPs.  
The aim of this study was to explore GPs’ professional attention and support to 
children of parents with depression. 
Two quantitative pilot tests were performed by mailing the questionnaire to all 
GPs in the three municipalities which were commissioned to establish contact to 
potential interviewees. The questionnaire was designed to allow data recording.  
It was decided to conduct a national survey [340] aiming to reach Danish GPs as 
it would be a feasible and financially realistic way of collecting information from 
a large number of GPs and thus examine the GPs’ professional focus on children 
of parents suffering from depression. GPs give individual consultations, and an 
individual questionnaire was assessed to match the GP working conditions. 
Colleagues tested how long it took to fill in the two-page questionnaire and the 
range was 5-10 min. As a standard time unit for GP payment is 8 minutes, the 
participants were offered a fee equalling one standard unit to ensure that 
participation was feasible. 
 
Study III was a focus group interview study [336,343-345] with the aim of 
exploring the field of daycare and the daycare professionals’ perspectives. 
Daycare professionals work in groups, and to match their working conditions a 
focus group study was chosen as the most appropriate method.  
A focus group interview can give insight into complex phenomena and stimulate 
reflections in the participants. This was also an argument for choosing this 
method as it was unknown whether the daycare professionals would be familiar 
with parental mental disorders in general and with parental depression 
specifically. 
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The interview guide was constructed in accordance with the existing 
international literature on protective factors and preventive interventions plus 
information from the individual parental interviews in Study I. 
The inclusion process was initiated by means of telephone contact to daycare 
administrations chosen among the local authorities in the twenty largest Danish 
municipalities and prioritised in order to achieve a maximum of variation with 
respect to size, main business structure and geographical location. This phone 
contact aimed at encouraging participation and at achieving a quick refusal when 
a local authority did not wish to take part in the study. When a staff leader was 
initially positive, detailed information (Appendix 9) was mailed in order to 
qualify the final decision regarding participation.  
Nine local authorities accepted inclusion, and the local leaders provided 
participants to the interview groups.  
 
 

Description of 
match between the  
internationally 
described level and 
the Danish level of 
support

Data on support to 
children in a national 
scale

Literature study on 
risk, resilience and 
prevention

Essence of 
international 
studies

Quantitative:
(Study II)
Survey among
general 
practitioners

Qualitative:
(Study I)

Qualitative:
(Study III)

Focus group 
interviews with 
professionals in day 
care  

Interviews with 
depressed 
parents ↓
Interviews with 
partners ↓
Interviews with 
general 
praktitioners 

Figure 1: Matrix.of the study
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Table I: Summary of substudies in the thesis 
Study Materials Design Primary outcome 
 
I 

 
18 citizens (IPs) 
sick-listed for 
depression and 9 
partners   

 
Interview study 

 
Descriptions of: 
◦ Parental depression history 
◦ Parenting, children and everyday life  
◦ Openness and information  
◦ Network support 
◦ Proposals of improvement of support 
 

 
II 

 
890 Danish GPs 

 
Survey 

 
Descriptions of: 
◦ GPs’ demographic data 
◦ Interest and professional attitudes 
towards children of parents with 
depression 
◦ Perceived knowledge of the potential 
impact of parental depression 
◦ Clinical behaviour and interventions 
related to these children 
◦ Future perspectives 

 
 
III 

 
72 professionals 
from day care for 
preschool 
children, 
distributed on 14 
focus groups  

 
Focus group 
study 

 
Descriptions of: 
◦ Level of knowledge of mental disorders 
and their potential impact on a child 
◦ Official policies  
◦ Accessibility to expert support  
◦ Recognition of children of parents with 
depression  
◦ Care given to children of depressed 
parents  
◦ Cooperation with parents with 
depression  
◦ Interdisciplinary communication of 
information 
◦ Suggestions of improvement of daily 
professional practice 
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Study I: The interview study - the parents’ perspectives 

Danish citizens sick-listed for depression and their partners were informants in 
the interview study.  
 
Design 
An individual interview study.  
 
Subjects 
Participants in the interviews were citizens sick-listed for depression and their 
partners. 
Inclusion criteria: the interviewees should be parents of 2-14-year-old children. 
The presence of a depression was documented by an MDI score (Major Depression 
Inventory) [346,347]; the diagnostic criteria for depression according to the ICD-10 
[4] were fulfilled on the day of the interview or were met at a former stage of the 
sick-leave. 
Psychosis and alcohol abuse were exclusion criteria, but comorbid minor 
psychiatric disorders were accepted. 
 
Data collection 
The interviews were conducted formed by the IPs’ individual stories.  
The IP was asked to start either by describing the beginning of his/her depression 
or by talking of a theme of his/her own choice. The IPs’ depression stories varied 
highly which shaped the interviews very differently. An interview guide 
functioned as a checklist for the researcher. 
The IPs chose whether the interview should take place in the local jobcentre or in 
their home. 
The interviews were digitally recorded. 
 
Data analysis 
The analyses in Study I were based on audio files, and the audio filed interviews 
were listened to until in-depth knowledge was reached. Structured categorisation 
matrices were constructed for coding both IP and partner interviews [343]. 
All interviews were coded by two persons. Thematic analysis was the strategy 
adopted for analysis [349]. Thematic analysis consists mainly of summarising of 
data, and the the method is amenable to simple quantifications.   
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Study II: The survey - the GPs´perspectives  

Randomly selected Danish GPs were informants in a nationwide survey. 
 
Design 
A regionally randomised, nationwide survey.  
 
Subjects 
50% of all Danish GPs (N=3595) sampled at random.   
 
Data collection 
The sample was constructed based on information about the GPs from an open 
database of Danish Health and Medicines Authority [350]. All Danish practices 
were sorted by zip code and number of GPs in practice after which every second 
practice was sampled.  
 
Data analysis 
Data were scanned by Cardiff Teleform Scan (version 8.1) [351], and statistical 
analyses were performed using STATA (version 11.2). 
Standard (Pearson’s) chi-squared tests were used to analyse demographic data, 
and logistic regression analyses were used to examine factors affecting the GPs’ 
awareness of and expressed attention to the children.  
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Study III: The focus group study - the daycare professionals’ 
perspectives  

A focus group interview study was conducted among daycare professionals for 
preschool children [344,345,352]. 
 
Design 
Focus group interview study. 
 
Subjects 
Participants in the focus groups were daycare professionals who represented 
nine local authorities.  
 
Data collection 
Focus group interviews [344,345,353,354] were conducted. In order to stimulate 
the conversations about children of parents with depression, the participants 
were encouraged to describe examples from their daily practice, they were 
allowed to talk about parents with all kinds of mental disorders and they were 
encouraged to comment on statements from each other. The interview guide 
functioned as a checklist for the researcher.  
The interviews were conducted in daycare locations chosen by the local staff 
leaders. 
The interviews were digitally recorded. 
 
Data analysis 
The audio files were listened to several times until in-depth knowledge of the 
data was achieved. Seven interviews were transcribed verbatim, and the 
remaining interviews were analysed via data extraction from the audio files. 
Inductive content analysis was the primary strategy of the analyses; however, 
supplemented with a bidirectional process combining inductive and deductive 
processes [348,355,356].  
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Literature study 

The theme of this thesis does not represent one well-defined research field, which 
was mirrored in the literature study process. Detailed information of the 
systematic searches is available in Appendix 2. 
The literature was searched by a variety and combination of search strategies. 
Given the explorative design, the initial literature search concentrated on 
searches regarding the potential consequences of parental depression. 
 
From this starting point, the literature research was conducted by an explorative 
and interactional process to find relevant studies. Thus, the search terms were 
combined in various ways, and additionally, lists of references constituted an 
important source for cascade searches.  
 
The preferred databases were PubMed, PsycInfo, Embase and Springerverlag.  
In-depth searches of the studies of many authors were conducted by searching 
on the author name, the purpose being to fully elucidate the sum of publications 
from a researcher or a research group with respect to a relevant theme. The 
internet was searched for reports. 
 
Systematic searches (Appendix 2) were conducted by relevant search terms such 
as ”Major Depression”, “parental depression”, “depressive 
disorder/psychology”, “Child of Impaired Parents”, “Preventive Health 
Services”, ”prevention and control” ,”Health Services”, “child parent relation”, 
“parenting education” and “resilience”.  
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Ethics and approvals 

This study was approved by the Danish Data Protection Agency (J.nr. 2010-41-4604) 
and by the Multipractice Study Committee (J.nr. 04/2072) under the Danish College of 
General Practitioners, and the Organisation of General Practitioners recommended 
GPs to participate in the survey. In Denmark, interview studies and 
questionnaire studies require no formal ethical approval. Nevertheless, ethical 
considerations are required as described in the Declaration of Helsinki [357], a 
statement of 37 ethical principles for medical research involving human subjects 
adopted by the World Medical Association (WMA).  
 
The declaration focuses mainly on quantitative research, but the principles are 
equally important in qualitative research. However, the balance between 
procedural ethics and “ethics in practice” [358] differs dependent on whether the 
study is quantitative or qualitative. Procedural ethics usually involves seeking 
approval from an ethics committee and “ethics in practice” pertain to the day-to-
day ethical issues that arise during the research process.  
In qualitative studies, ethics must be considered throughout the entire research 
process as the nature of the qualitative methodology implies unpredictability. 
According to Houghton [359], the researcher cannot guarantee the direction of 
collection methods such as interviews and observations since the data collection 
process can be influenced by unforeseen events. In interview studies, the 
conversation could evoke unexpected emotional reactions or reveal unpredicted 
information. This condition requires ethical sensitivity and emphasises the 
importance of the researcher’s steady attention during the data collection. If a 
participant becomes distressed, the researcher must be prepared to handle this 
situation [357-359]. Naturally, distress related to participation should also be 
handled in quantitative studies.  
 
In this thesis, the interview study included citizens with depression and their 
partners whereas the survey and the focus group study included professionals. 
The studies were conducted in accordance with the data protection guidelines 
and protection of privacy and confidentiality was taken care of in relation to all 
informants.  
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In relation to the interview study, the ethical considerations will be elaborated in 
the following. The pivotal ethical requirements of this study are expressed in two 
of the general principles in the Helsinki Declaration [357]:  
“The goal of generating new knowledge can never take precedence over the 
rights and interests of individual research subjects”(general principle no. 8).  
”It is the duty (…) to protect the life, health, dignity, integrity, right to self-
determination, privacy, and confidentiality of personal information of research 
subjects. The responsibility for the protection of research subjects must always 
rest with the physician or other health care professionals…” (general principle 
no. 9).   

Risk, burdens and benefits 

During the study planning, the potential consequences of participation were 
considered.  
Interview participation could lead to an increased awareness of the potential 
impact of parental depression on the child which might burden the IPs.  
It would be unethical to raise or confirm the IPs’ awareness of the risk of the 
child and then leave the IPs alone with this knowledge and vulnerability. To take 
this aspect of participation into account, an informative booklet “Talk about 
anxiety and depression” [360] was offered free of charge to all IPs after the 
formal interview. This booklet encompasses information tailored to all age 
groups and gives advice on handling everyday situations when a parent suffers 
from depression or anxiety.  
All IPs wished to receive the booklet, and frequent comments described how the 
IPs would let the booklet inspire them to talk with their children about their 
depression. The advantage of getting information was also mentioned. 
The importance of considering the potential burden of an increased awareness 
and knowledge was confirmed by the two first IPs who both asked for advice on 
how to handle their family situations. These questions led to a change which was 
an “ethics in practice” decision [358]. Knowing that the IPs might be unable to 
find relevant advice, they were given the possibility to ask the researcher for 
advice after the formal interview if they wished. The given advice was based on 
the researcher’s knowledge and experience from 35 years of employment within 
psychiatric settings combined with the knowledge obtained during the research 
process. 
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During the concluding interview evaluations, no IPs provided negative 
comments on their interview participation. Several IPs were thankful as they 
experienced their interviews as clarifying and helpful.  
All IPs were asked whether the researcher might take contact if a follow-up study 
was to be planned. They all gave their permission to a potential future contact 
which indicated that the risk-benefit ratio [359] was satisfyingly ensured. 

Vulnerable groups and individuals 

Citizens suffering from depression constitute a vulnerable group which was 
taken into consideration during all phases of the research process, and the 
researcher adjusted her activity in accordance with the vulnerability of the IPs 
[358]. This vulnerability can be caused by a family financial situation under 
pressure during sick-leave and by the depression in itself. Depressed mood, lack 
of interests, lack of energy, feelings of guilt, low self-confidence and cognitive 
impairment are symptoms closely related to vulnerability [4].   
Depressive symptoms may increase due to by stress and thus, it was prioritised 
to ease the interview situation in order to avoid a stressful interview experience. 
The interview introduction was performed very meticulously: After initial small 
talk, the researcher repeated the aim of the interview, summarised former 
provided information, emphasised that the IP could refuse to answer any 
question and that potential emotional reactions would be fully accepted. The IP 
was informed of the interview process which included the above-mentioned 
possibility of asking for advice after the interview. This detailed initial 
information aimed to take both cognitive and emotional impairment into account 
to make the IPs feel comfortable. 
The group of children of depressed parents is also a vulnerable group and in 
spite of their physical absence, the children of the IPs played an important role 
during the majority of interviews. 
Some IPs described severe reactions from their children, and most of these 
descriptions included information about contact with local authorities. Two IPs 
told that their sons (6 and 15 years old) had talked of committing suicide. The 6-
year-old boy had received professional treatment, initiated and paid by his 
parents, and he was now doing very well. In the case of the 15-year-old boy, the 
researcher was left in doubt whether this young boy was taken properly care of. 
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A telephone call from the researcher confirmed that this boy was receiving 
professional support. 
If parents stated that their children were not affected, the researcher might not 
explore this statement further to avoid inducing worry or guilt into the IPs. The 
descriptions of guilt were already marked in many interviews as expressed by a 
35-year-old woman (IP11):   
“I have enough to do having a depression so often and having to live with it. If I should 
have steady guilt feelings when facing my children, I had given up long ago.” 

Privacy, confidentiality and informed consent 

The inclusion strategy required consideration to prevent violation of privacy 
when contact to eligible citizens was to be established. This demand was met by 
the application of a two-step inclusion process.   
The first part of the inclusion process was performed by job centre employees. 
According to Danish legislation, all citizens sick-listed are obliged to cooperate 
with a local job centre to ensure a timely return to work; the job centres are 
legally bound to contact every sick-listed citizen within four to eight weeks after 
the initiation of sick-leave and these citizens are asked to participate in a meeting 
in the job centre.  
In this study, the job centre employees assessed whether it would be ethically 
acceptable to introduce the study to any citizen who was participating in a 
meeting as the above-mentioned. Consequently some citizens never heard about 
the study because the job centre employees assessed that these citizens were too 
fragile and that even the mention of a study would be too burdensome. After 
taking care of this initial assessment, the job centre employees presented brief 
information to the eligible citizens and asked whether they would accept further 
information. Thus, citizens could initially refuse introduction, and the researcher 
had no contact with or knowledge of these citizens.  
Secondly, citizens who wished to learn more received detailed written and oral 
information from the researcher, and they were informed that withdrawal of 
consent would be possible at any time and with no consequences for their 
sickness absence.  
To give the citizens time to consider interview participation, the potential IPs 
were offered to wait three to four days before consenting. However, the majority 
of the IPs gave their immediate consent and wanted no time for further 
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consideration. It was considered to be paternalistic [361] to refuse immediate 
accept from these citizens who were able to participate in meetings concerning 
their employment situation, even though this procedure differed from the 
original inclusion plan. As several citizens motivated their interest to participate 
with their latent concern of the impact of their depression on their children, it 
would be even more pointless to refuse an immediate consent. However, the 
interviews were scheduled 1-2 weeks after the consent to ensure the IPs’ 
deliberate participation. 
Thus, the above-mentioned inclusion structure ensured three options to consider 
participation.  
 
Approximately half of the eligible citizens wished to receive detailed information 
from the researcher. All citizens who were informed in detail gave their consent, 
but subsequently two of these citizens could not be reached, and thus, no 
interviews were conducted. This indicates that the IPs, generally speaking, had 
decided to participate before they met the researcher.  
 
Pseudonyms were used in all reports and as the IPs had no mutual contact, 
confidentiality and privacy was easily ensured.
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Results in summary  
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Results in summary 

This chapter offers a brief summary of the main results of the three studies. A 
more detailed description of the results is presented in the individual papers in 
Chapters 7-9. 
 
Papers 
I:   ”When I am depressed, I can’t be a parent” 
II:  Danish general practitioners’ attention to children of parents with depression  
III: Professional day care awareness of pre-school children of depressed parents 

Study I: The interview study - the parents’ perspectives 

Paper I 
Eighteen parents sick-listed for depression were interviewees (IPs): two men and 
16 women, and additionally, nine partners participated in an individual 
interview. The IP median age was 35 (range 24-43) years. The IPs were parenting 
39 children: 18 boys and 21 girls between 10 months and 17 years of age. 
Two thirds of the IPs were educated, and their family relationships were stable. 
One third experienced relatively complicated social conditions. According the 
MDI score, 15 and three IPs, respectively, suffered from severe and moderate 
depressions. The families in this naturalistic sample comprised a wide range of 
severity of impairment. 
 
The majority of the parents in this study were concerned about the impact of the 
depression on their children. 
The depressed parents reported that half of their children were clearly negatively 
affected by the parental depression. These children mainly showed internalising 
reactions as withdrawal, worries, sleeping disturbances and stomach ache and 
two boys had expressed suicidal thoughts. Some children showed increased 
concern for their parents and wanted to stay home all day. Assessments of the 
IPs and the interviewed partners were in accordance.  
Two-thirds of the depressed parents described marked reductions in their 
parenting abilities in terms of withdrawal and negativity.
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The parents strived to find coping strategies to handle everyday life and to spare 
their children for the consequences of their depression. However, minimum 
solutions were frequent.    
How to inform the children could be considered a problem and openness of the 
family situation varied highly as did the support from private and professional 
networks. 
Only few parents were offered professional advice to ease the children’s 
situation.  
 
In this study, only half of the children received sufficient support to balance the 
stress they suffered from due to parental depression. 

Study II: The survey - the GPs´perspectives  

Paper II 
Among 1760 invited Danish GPs, 890 (51%) participated. Female GPs accounted 
for 45% of the respondents and 41% of the total GP population (P=0.02), i.e. 
female GPs were slightly overrepresented in this study. Younger GPs were 
slightly overrepresented as well. 
Ninety-four percent of the GPs in this study reported that giving professional 
attention to children of parents with depression was relevant.  
However, a gap was observed between the GPs’ assessment of relevance and 
their professional attention towards the children: only 68% of the GPs actually 
addressed the children when a parent was in the consultation due to depression. 
Moreover, another gap was observed: 39% of the GPs found that their own 
knowledge about the potential impact of parental depression on the child was 
poor. Regardless of existing knowledge, 41% declared being highly interested in 
learning more about the topic.  
Female GPs reported sufficient perceived knowledge (68%) more frequently than 
male GPs (56%) (p<0.001).  
GPs finding their knowledge the potential consequences of parental depression 
sufficient gave attention to the children six-fold more frequently than GPs 
reporting poor knowledge. This finding has important implications.  
 
This study showed an under-utilised potential for improving the attention given 
by GPs to Danish children of parents suffering from depression. 
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Study III: The focus group study - the daycare professionals’ 
perspectives  

Paper III  
Nine municipalities were represented, distributed nationwide, in municipalities 
with populations of 77 000 to 315 000 citizens. Fourteen focus group interviews 
were conducted with 72 participating daycare professionals (PPs). The majority 
of the professionals had 15-30 years of working experience within child care, and 
approximately one fifth of the PPs had less than ten years of experience within 
the pedagogic field.  
 
The participating institutions and the PPs represented a great variety of 
organisational constructions: A child-minder, taking care of five children below 3 
years in her private home in a countryside village versus a leader of an 
integrated institution with 100 children from 0 to 6 years; kindergartens located 
in socially deprived neighbourhoods versus kindergartens in very wealthy 
districts were represented. As an example of the difference, one of six children in 
the socially deprived neighbourhood received extra support from the local social 
authorities whereas this was only the case for one of sixty children in the wealthy 
neighbourhood.  
 
Lack of knowledge about mental disorders as well as the potential impact of 
these disorders on a child was described by the majority of PPs. 
Recognition of children of depressed parents was a pivotal challenge, and if the 
parent did not inform the daycare professionals about the parental depression, 
the child might remain unrecognised as a child at risk.  
 
Taboos and shame can be barriers which may prevent a depressed parent from 
informing daycare staff about their depression. 
The variety among the participating institutions was marked by a high level of 
individuality which was evident in the common practices in the daycare 
institutions. As a consequence of this individuality, two children both affected by 
parental depression, but living in the same municipality, might experience very 
different levels of daycare attention to improve their current life conditions.
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Abstract 
The conditions of Danish children in families affected by parental depression 
remain unknown, and this study aimed to explore everyday life in such 
families. 
Three Danish job centres established contact to interviewees (IPs) sick-listed 
for depression and on the basis of qualitative interviews, depression histories, 
children’s well-being, limitations, parenting abilities, openness and network 
support were explored. Thematic analysis was conducted based on audio files. 
Two men and 16 women were IPs; of their partners, nine were available for 
an interview. IP median age: 35 (range 24-43) years. The IPs were parenting 
39 children: 18 boys and 21 girls. Two thirds of the IPs were educated, and 
their family relationships were stable. One third experienced relatively 
complicated social conditions. According to the Major Depression Inventory 
(MDI), 15 and 3 IPs suffered from severe and moderate depression, 
respectively. In this naturalistic sample, impairment spanned a wide spectrum 
of severity. The majority of the IPs were concerned about the impact of their 
depression on their children. Two thirds described markedly reduced 
parenting abilities in terms of withdrawal and negativity. A negative impact of 
the parental depression was observed in half of the children and half of the 
children received sufficient support. Only few parents were offered 
professional advice to ease their children’s situation. 
 
 
Introduction 
Families with individuals suffering from major depression tend to report 
greater family dysfunction than families not affected by depression, 
particularly in the areas of communication and affective involvement [1]. 
Positive family climate is shown to be significantly related to adolescent well-
being [2] and to later healthy functioning [3]. 
Depression is frequently accompanied by a reduced level of parental 
competency [4] and the resultant risk factors for the child’s well-being include 
the parent’s lack of energy, parental withdrawal, an atmosphere of conflict 
and a negative emotional climate marked by anger and irritability [5-7]. 
Several studies show that parental depression has some detrimental 
consequences. In a Swedish interview study of recovery and recurrence after 
first-episode depression, many parents were worried about the impact of their 
depression on their children, and these parents stated that half of their 
children had problems [8]. Another Swedish interview study reported that the 
concerned families found it difficult to manage daily practical tasks [9,10] and 
to manage lack of energy, unpredictability and an increased level of negativity 
and conflicts [9-11]. The depressed parents experienced reduced parenting 
abilities, and the children involved were aware of and affected by the situation 
and they worried about their parents’ health and well-being including 
concerns about parental suicide [12]. 
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In a Finish study [13], the children’s most common reactions were 
expressions of empathy for their depressed parents.  
A Norwegian study reported on adolescents living with a mentally ill parent 
[14]. Parental depression was frequently exemplified by these adolescents 
who discussed five difficult challenges: 1) lack of information and openness; 
2) unpredictability and instability; 3) fear; 4) loneliness; 5) loss and sorrow. 
Some of these adolescents had observed changes in their parent’s mood long 
before they were informed of his or her mental illness. Poor information led to 
fear and frustration, and fear was also induced by unpredictable and harsh or 
suicidal parental behaviour. Lack of knowledge leading to fear and frustration 
was also described in a Canadian case study among adolescents [15]. 
In a US study among children with at least one parent with a psychiatric 
disability [16], these children described “good days” and “bad days”. In line 
with the above-mentioned studies, the “bad days” were characterised by 
parental withdrawal or scolding, and the “good days” were defined as days 
with increased communication and interaction with the parent. These children 
recommended that children should get help earlier, have friends or others to 
trust and to communicate with.  
Subclinical depressive symptoms can be lengthy and under-diagnosing is 
frequent [17-19], i.e. family life can be affected long before a depressive 
episode is diagnosed. 
It is well-established that children of depressed parents have a two-to-four-
fold higher risk of developing depression themselves during adolescence than 
children of non-depressed parents [20]. These children also have an increased 
risk of experiencing psycho-social impairment, cognitive impairment and 
somatic diseases [20]. 
Prevention may reduce the child’s risk of a negative outcome, and early 
intervention increases the probability that the preventive efforts [21,22] will 
result in a positive outcomes. A potential interaction between risk and 
protective factors has been described [23], and factors protecting the child 
include, among others, information and knowledge as well as contact to other 
caring adults [24-26].  
A Canadian survey [27] estimated the 12-month prevalence of children under 
the age of 12 living with a parent with a mood or anxiety disorder to be 5.1% 
in 2002, and in Germany (approximately 82.4 million inhabitants [28]), 
approximately 1.2 million children were estimated to live with a parent with 
affective disorder in 2006 [29]. However, the number of Danish children living 
with a parent with depression is unknown. 
 
In Denmark, less than ten percent of the citizens with depression are referred 
to a psychiatric clinic [30], and treatment in psychiatric clinics (the secondary 
sector) [8-10,12,16] as described in the studies above may reflect more 
severe depressive conditions than treatment in the primary sector. Therefore, 
this study focused on the primary sector, the purpose being to explore 
limitations, parenting abilities, coping strategies and network support in 
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Danish families affected by parental depression including the extent of 
difficulties in everyday life [31,32]. 
 
 
Methods 
The present study was conducted as the first part of a research project 
investigating the support given to 2-14-year-old Danish children of depressed 
parents. Three substudies were conducted in naturalistic settings in the 
primary sector in Denmark. This substudy was a descriptive interview study 
among citizens sick-listed for depression and their partners.  
 
Participants 
In three municipalities in the western Denmark, job centres collaborated to 
establish contact to eligible IPs. According to Danish legislation, all sick-listed 
citizens are obliged to cooperate with the local job centre to ensure a timely 
return to work. Moreover, the job centres are legally bound to contact every 
sick-listed citizen within four to eight weeks after the initiation of sick-leave.  
The recruitment process was as follows: after assessment, whether it would 
be ethically correct to introduce the study to a citizen, job centre employees 
asked the eligible citizens sick-listed with depression for permission to 
introduce the interview study. Citizens who accepted the introduction were 
informed in detail by the investigator. To give them time to consider interview 
participation, the potential IPs were offered to wait three to four days before 
consenting. However, the majority of the IPs gave their immediate accept and 
wanted no time for further consideration. 
Inclusion criteria: the IPs should be parents of 2-14-year-old children; a MDI 
score (Major Depression Inventory) [33,34] should document that the 
diagnostic criteria for depression according to the International Classification 
of Diseases, 10th version (ICD-10) were fulfilled on the day of the interview or 
were met at a former stage of the sick-leave.  
The MDI score includes ten symptoms of depression, and the maximum score 
amounts to 50. A depressive episode (of at least moderate severity) is defined 
as the presence of two or three core symptoms: depressed mood, lack of 
interests and lack of energy combined with four to seven accompanying 
symptoms. The optimal cut-off on the MDI is estimated to be 26 [33]. 
Psychosis and alcohol abuse were exclusion criteria, but comorbid minor 
psychiatric disorders were accepted in this non-clinical sample. 
Data on IP characteristics were obtained at the inclusion.  
When consent had been given, the interview was scheduled to take place 
within one or two weeks at a time and location convenient for the IP. 
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Figure I: Interview themes 
 

Interview themes 

 
• The depression history 
• The parents’ considerations concerning the children’s situation 
• The everyday life in the family with and without depression 
• The children’s personalities and interests 
• The impact of the depression on the children 
• The parents’ efforts to maintain the children’s daily life as close to 

normal as possible 
• The parental level of openness/taboo in terms of the depression 
• The involvement of private and professional network for support 
• The role of the general practitioner (GP) 

 
 
Data collection 
The interviews were planned to be semi-structured and were all performed by 
the first author based on psychiatric experience, ethical sensitivity and guided 
by personal reflexivity as described by Dowling [35]. The interview guide was 
constructed on the basis of the existing international literature; Figure I 
describes the interview themes.  
The first interview was conducted as planned, but the strategy was changed 
at the beginning of the second interview which was an ”ethics in practice” 
decision [36]. IP2 turned to be tense and uncomfortable when the formal 
interview was introduced after the initial conversation, and this led to return 
to the initial conversational style which allowed IP2 to describe her situation in 
her own words. This way, the majority of the interview themes were 
elucidated and the remaining themes were informed by checking the interview 
guide.  
After this initial informal pilot testing, the remaining 16 interviews were 
structured as follows: After initial small talk, the researcher repeated the 
purpose of the interview and emphasised that the IP could refuse to answer 
any question. The IP was asked to start either by describing the beginning of 
his/her depression or by talking of a theme of his/her own choice. The IPs’ 
depression stories varied highly which formed very different interviews. As an 
example, an IP with recurrent depressions might answer the majority of 
interview questions embedded in the narrative of the depression story. The IP 
was asked whether his/her partner might participate in an interview and 
whether the IP would allow contact to his/her GP for a potential interview. In 
case of accept, the IP gave written consent. Finally the IP was asked for a 
short interview evaluation.  
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To ease the interview situation, the IPs chose the location: three interviews 
took place in the IPs’ homes, but the local job centre was the preferred 
interview location. The interviews lasted 39-89 minutes (median 61 minutes) 
and were digitally recorded. 
The partners were contacted and asked whether they would participate in an 
interview, and these partner interviews were conducted parallel to the IP 
interviews. The partner interviews lasted 27-87 minutes (median 48 minutes).  
The interviews were conducted from November 2010 to January 2013. 
 
Data analysis 
In order to become familiar with the interviews and to provide an overview 
over data, KH listened to the audio files several times. Structured 
categorisation matrices were constructed for coding both interview types. 
All interviews were coded by two persons; AA, LKJ, LHL and HS each coded a 
fourth of the interviews with sick-listed IPs and KH coded every interview. For 
validation, all five coders coded two selected interviews, and minor 
discrepancies were discussed until consensus was reached [37]. The main 
coding themes were: depression history; parenting, children and everyday 
life; openness and information; network support. Every main theme was 
divided into subthemes, e.g. “parenting” consisted of: available time for the 
child, prioritising the child, commitment to the child, irritability and scolding, 
apologising to the child, lack of energy, concern about potential consequences 
for the child. The partner interviews were coded by BR, LKJ and KH. Thematic 
analysis [38] was the primary strategy adopted for analysis.  
Information provided by the partners is reported in parallel with information 
from the depressed parents. 
 
Ethical considerations 
This study was approved by the Danish Data Protection Agency (J.nr. 2010-
41-4604) and was conducted in accordance with the data protection 
guidelines. Interview studies require no formal ethical approval in Denmark. 
However, the ethical considerations during the planning and conduction of the 
study were multifaceted owing to the vulnerability of citizens with depression 
[39].   
The inclusion strategy required consideration to prevent violation of privacy 
when contact to eligible citizens was to be established. This demand was met 
by the application of a three-step inclusion process. First, job centre 
employees assessed whether the citizens were too fragile to ask for study 
participation, and if this was not the case, second, the employees presented 
brief information and asked the eligible citizens whether they would accept 
further introduction. Refusal would mean no contact with the researcher. 
Third, the researcher gave detailed written and oral information which 
included the possibility to withdraw consent. The interviews were scheduled 8-
10 days later to ensure that the IPs’ participation was deliberate.   
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Interview participation could lead to an increased awareness of the potential 
impact of parental depression on the child and hence increase the 
vulnerability of the IPs which required attention to maintain an ethically 
correct risk-benefit ratio [40]. Thus, an informative booklet [41] was offered 
free of charge to all IPs after the formal interview.  
The two first IPs asked for advice concerning their children which led to a 
change. Knowing that the IPs might not be able to find relevant advice, they 
were given the possibility to ask for advice after the interview if they wanted 
to. The advice given was based on the researcher’s experience.  
It was prioritised to protect the wellbeing of the IPs [39], and thus, the 
researcher adjusted her activity in accordance with the vulnerability of the IPs 
[36].  
Severe reactions from some children were described mostly combined with 
information about contact with the local authorities. One situation left the 
researcher in doubt whether a young child was taken properly care of, and a 
telephone call confirmed that this child received professional support.  
  
 
Findings 
Informants 
The conditions of 18 Danish families were uncovered through interviews with 
16 women and two men sick-listed for depression as well as through 
interviews with nine partners. Six IPs reported that their partner would not 
prioritise an interview and four IPs were single. The IPs’ median age was 35 
(range 24-43) years.  
The socio-economic conditions of the families differed, but two thirds of the 
IPs were educated and had been doing well for many years. About one fourth 
had a relatively complicated social situation with no continuous connection to 
the job market.  
On the day of the interview, ten IPs had experienced remission owing to 
psychological or medical treatment. However, 15 and 3 IPs, respectively, had 
suffered or were still suffering from severe or moderate depression. Only a 
few IPs had been referred to psychiatric treatment. 
Four IPs (IP9, 10, 11 and 16) had a well-known family history of depression 
with relatives suffering from depression in one or two previous generations. 
Since their early adolescence, these IPs had suffered from recurrent 
depressive episodes, and two IPs (IP10 and 11) were unable to recall the 
specific number of depressions experienced (Table 1).  
Another four IPs (IP3, 8, 12 and 15) had suffered from previous, 
unacknowledged depressive episodes, but were unable to report the exact 
number, and “> 1 depression” defines this situation. 
The IPs were the parents of a total of 39 children: 18 boys and 21 girls. 
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Four children had been diagnosed with problems (ADHD; ADD; anxiety; a rare 
rheumatic disease); two other children were described as special, but had not 
been diagnosed. 
 
Table I: Data on the interviewees and their children 

 
IP 

No. 

 
Sex 

 
Age 
(y) 

 
Marital  
status 

 
 
Field of work 

 
Education 
completed 

MDI score Number of 
depr. 

episodes 

 
 

Children’s 
age (y) 

 
When 
worst 

 
Interview 

day 

4 F 36 Married Child care - 47 40 1 6, 8 

7 F 41 Married Health care x 47  6* 1 
7, 8, 13, 

17 

14 F 36 Divorced Unemployed - 39  20* 1 3, 6 

17 F 34 Married Child care x 42  28* 1 3, 6 

18 F 33 Cohabiting Office work x 34 34 1 2, 8, 12 

1 F 27 Married 
Sales 
promotion 

x   26**  28* 1 2, 4 

6 F 43 Married 
Service 
function 

x 30  10* 1 9, 12, 15 

2 F 39 Married Office work x 46 36 2 11, 13 

5 F 41 Married Health care x 45 36 2 
12, 12, 

15 

13 F 33 Married Office work x 36  27* 2 3, 6 

9 F 41 Divorced Office work x 44  15* 3 8, 11 

16 F 30 Divorced Unemployed - 37  19* 3 2, 5 

10 M 38 Cohabiting In education x 45 36 >4 ½, 3 

11 F 35 Married Unemployed - 49 41 several 2, 12 

3 M 35 Married Office work x 35  15* >1 5 

8 F 39 Cohabiting Unemployed x 44 42 >1 1½, 6 

12 F 24 Married Unemployed -   -*** 37 >1 2, 4 

15 F 31 Single Unemployed - 39 33* >1 3 

* IPs not fulfilling the depression criteria on the interview day owing to remission. 

** The three core depression symptoms had decreased in severity on the interview day so that 
IP1 was no longer fulfilling the depression criteria, but other symptoms had increased, which 
resulted in a rise in the MDI score.  
*** IP12 revealed very limited reading skills and was unable to complete the MDI score without 
assistance; thus, she was only asked to fill out one MDI score.  
 

Five of the partners had completed long-term higher education compared with 
one long-term educated, depressed parent. Hence, the educational level was 
higher among the partners than among the sick-listed IPs. 
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Limitations and solutions in daily life  
The IPs communicated two crucial aspects of their efforts to cope with the 
depression and its consequences: practical solutions of daily life in the family 
and emotional care for the children. 
A variety of examples of daily limitations were provided: inability to take 
down the clothes from the washing line, to do the daily shopping on your own, 
to cook a meal, to watch television, to tolerate the noise of the children 
playing, to participate in everyday conversations, to help with homework or to 
contact other parents when needed.  
Participation in a parent-teacher meeting or celebration of a child’s birthday 
was impossible for a small group of IPs, as described by IP5: 
 

We haven’t had children’s birthday parties for a lot of years either, 
because I just haven’t been able to cope with it.  

 
Daily practical activities tended to be the primary concern of the IPs with the 
most severe depressions. Some of these parents expressed lack of positive 
energy to take emotional care of their children. 
IP11 were the mother giving the most striking description of her periodically 
missing ability to parent:  
 

When I am ill, things are brought to a minimum. We run on lists. 
Everything is organised in a calendar. … When I am depressed, I can’t 
be a parent. 

 
When asked about the meaning of “being a parent”, this mother described 
parenting as: showing interest in and concern for the child; spending time 
with the child just doing small-talk to reveal problems, if any; helping with 
homework; doing leisure activities together. 
This family had a long-lasting experience of coping with depression; the father 
took full responsibility for running the family when the mother was ill, but he 
described how he had no spare moments to spend with his 12-year-old son: a 
full-time job, care for his 2-year-old daughter, shopping, cooking and cleaning 
demanded his full attention. His young son made no complaints, but the 
father felt bad about his sparse contact with his son. These two families (no. 5 
and 11) were most severely impaired by parental depression. 
 
Interviews with the less severely impaired families gave insight into a wide 
range of solutions to meet the demands of everyday life. Prioritising was the 
main parental coping strategy: the children were the number one priority, 
whereas dishwashing, cleaning and cooking were reduced to the absolute 
minimum. Some parents rapidly found constructive non-reducing coping 
strategies when the depression became evident; these parents were active in 
easing the children’s situation, mostly by involving supportive networks. 
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Starting sick-leave released time and energy, which allowed some informants 
to maintain their usual, daily family activities as no employment demands 
should be honoured during their leave. 
 
The parents’ reactions 
Most of the 18 IPs expressed their concerns of the impact of their depression 
on their children. IP4, who was usually a very independent and energetic 
woman, stated her concern, which was representative of many IPs:  
 

We’ve talked about it afterwards: What in the world should we do about 
the children (6 and 8 years of age), and what is this doing to them? - 
Seeing their mother unable to prepare a packed lunch for them? 

 
The majority of the IPs described reductions in their parenting abilities. Two 
main types of reactions recurred: lack of energy and ability to engage in the 
child; latent irritability expressed by unpredictable reactions towards the 
children and frequent, irrelevant scolding.  
Approximately one third of the IPs described a marked withdrawal from their 
children, another third described their regularly conflictual and negative 
reactions and the last third described just minor changes in their attitudes 
towards their children.  
The IPs reported to strive to be available and to spare whatever energy they 
had for their children. A common strategy was to go back into bed as soon as 
the children had left home in the morning; the majority succeeded to stay out 
of bed when the children were at home, but a few IPs reported being in bed 
even then. 
 
A few IPs described periods or episodes of physical presence combined with 
no emotional availability, exemplified by IP3: He had been in a very sad mood 
for some time. One day after returning from work, he just sat in a chair 
ruminating and looking at nothing, and he did not at all realise that his 5-
year-old son tried to get into contact with him and was beating his arm to get 
a reaction. Afterwards, his wife had described the situation to him. 
 
The nine interviewed partners agreed with their depressed spouses’ 
descriptions of their family situation, and parental conflicts were no issue in 
these families. In some of the other families, the IPs reported that their 
depression had caused an increased level of inter-parental conflicts. 
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The children’s reactions described by their parents 
Children down to three and six years realised their parent’s situation before 
they were given any verbal information. The first signal from these very 
young children, registered by the IPs, was a wish to stay at home having their 
depressed mother in sight instead of leaving for kindergarten or school. Also 
older children wished to keep an eye on their parent. 
One 15-year-old boy had heavy, recurrent morning conflicts with his mother 
(IP5) when he had to leave for school. IP5 was annoyed by these 
confrontations, and months passed by until she realised that her son was 
afraid to leave her alone at home: 
  

He was scared to just leave the house. He told me it was horrible to be 
at school. He had stomach aches when he was at school. 

 
Many parents reported that their children were aware of the parental lack of 
well-being and the most touching story was told by IP6: The IP had felt sad 
for 1-2 years or more. During the past year, she had been crying frequently, 
but in private, both at home and at her work place. The IP felt sure that she 
had kept her crying as a private secret and that nobody had taken notice of 
her condition. Finally, she realised that she had to stay at home on sick-leave 
for some time. At the breakfast table, she told her three children that she was 
ill and that the disease entailed being very sad. The two elder children were 
surprised; however, the 9-year-old girl was well-informed and said to her 
elder siblings:  
 

Can’t you understand that something’s wrong, when people go around 
crying? 

 
This mother was shocked to realise that her youngest daughter had been 
tacitly carrying knowledge of her mother’s bad condition. 
 
The IPs had registered an obvious association between their own present 
state of well-being and the amount of love expressed by their children: the 
more depressed the parent, the more warmth and love assurances were given 
by the children.  
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Figure 2: The children’s most common reactions, as described by the parents 

Most common reactions 

 
• Adaptation to the situation 
• Stomach ache 
• Internalisation 
• Lack of concentration 
• Don’t want to go to kindergarten or school 
• Want to keep an eye on the parent 

 

 
The parents described their children’s different levels of well-being. 
Approximately one third of the IPs had registered no changes at all in their 
children’s well-being. Half of the IPs described negative reactions from their 
children; most of these children were described to be moderately affected by 
the depression, but a small group was described to be seriously affected. The 
remaining IPs might have noticed slight changes. 
 
A few children were described to be externalising, but most parents reported 
that their children showed internalising reactions, such as stomach ache, lack 
of energy, anxiousness, guilt, worries about the sick parent, and thoughts of 
the parent no longer loving the child.  
One 15-year-old boy had reacted violently, and the boy’s father (P5) said 
about his three children (15 and 2x12 years old): 
 

They have been scared witless. I’m sure the oldest has imagined both 
divorce and suicide and all other horrible matters. He has a frightening 
temper. He’s been affected the worst. The other two don’t say much: 
they are more social. He reacts quite strongly, whereas the other two 
are just sadder. 

 
Two IPs (IP5 and 13) told that their sons (6 and 15 years old) had talked of 
committing suicide because they felt bad about their life or felt that no one 
liked them anymore. These two boys were both described as having a 
difficult, innate temper, and both IPs described correlations between their own 
negative, depressive parenting behaviour and their sons’ severe reactions.  
 
Information given to the children 
In terms of providing information to their children, the IPs demonstrated 
three different ways of handling their depression. A number of parents 
informed their children of the depression carefully and shortly after having 
received the diagnosis; the family atmosphere was described to be open, and 
the depression was a topic of conversation. Other parents let time pass by 
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without informing their children; depression was tabooed, and the parents 
tended to avoid facing the situation. No family dialogue of the depression and 
its influence on the daily life was established. In between these two extremes, 
a group of parents felt in doubt about how to handle the situation. They were 
concerned about their children. These parents had searched for information 
and potential support possibilities, mostly in vain. They wanted to inform their 
children, but felt in doubt about how to do so and would welcome any 
professional advice. 
The majority of the children above six years were informed about the 
depression, while pre-school children often remained uninformed. Neither the 
depression severity nor the child’s age determined the level and timing of 
information offered: some parents reported that their 3-4-year-old children 
had been given simple and age-appropriate information; in other families, 
children between 6 and 15 years remained uninformed of the parental 
depression for months; IP11, the most recurrently depressed mother, 
informed her son as a routine when a new depression was coming up.  
The parents’ unwillingness to recognise their own depression seemed to lie at 
the root of their children’s non-information. IP7 represented the group of IPs 
reluctant to realise their depression: 
 

The little ones (girls, 7 and 8 years old) don’t know anything. My 
husband has spoken with the older girls (13 and 17 years old) about it 
when they were on vacation together, just them. I reckon it’s mostly no. 
three who’s had her ear to the ground. 

 
Network support 
A combination of geographic accessibility and quality of familiar relationships 
was crucial to the extent of network support; polar opposites were described: 
 

IP5: My mother doesn’t know. It would be no use. I told my mother-in-
law and she reacted like an iceberg. I had imagined that she should be 
the one to be supportive. 
 
IP7: I went to grandma’s and stayed when the worst part was going on. 
I stayed at my mother’s house for 12 days, while my husband was alone 
with the children. 

 
Grandparents formed a very supportive network for many interview families; 
however, the   possibilities of getting network support differed markedly: In 
one family, the grandmother paid two to three short, daily visits: cleaning the 
breakfast table, doing the dishwashing, tidying up or chatting with the 
children; another grandmother living at a minute’s distance from the interview 
family gave neither practical nor emotional support, regardless of the severity 
of her daughter’s depression. 
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Support from the extended private network was useful for some families: 
neighbours took care of transport to leisure activities, or children were invited 
to join holiday trips in other families. 
A few IPs reported that their children received no private network support at 
all. Such non-support was caused by conflictual family relationships, parental 
pride and unwillingness to accept help or simply non-existence of relatives or 
friends available to offer support. These children’s kindergartens or schools 
had taken initiatives, successfully or not, to offer professional support to the 
children. 
 
Daycare staff constituted a supportive professional network for the majority of 
families with pre-school children; the kindergartens were informed about the 
parental depressions, and the children were given extra care on a bad day. In 
contrast, one mother (IP13) described her fruitless attempts to raise the 
professional awareness of the conditions for her 3-year-old son. This mother 
had been scolding her son harshly for a very long period, and she felt sure 
that her behaviour had influenced her young son negatively.  
This mother wished that her son should be given some extra attention in the 
kindergarten to ease his situation; however, the mother never managed to 
convince the kindergarten teachers to agree with her, and she saw the staff’s 
reaction as disregard for the impact of her depression on her son.  
 
Did the GPs address the children’s well-being?  
All IPs were asked whether their GP had addressed the children’s well-being 
when the parent’s depression was diagnosed. Affirmative answers were given 
from less than a fourth of the IPs. A few IPs had no wish that their GP should 
be aware of their children’s situation; however, the majority of the IPs would 
have been positive if the GP had given attention to their children. IP6 
commented on the potential GP awareness: 
 

We grope our way forward. In general, we are groping our way through 
parenthood, but especially right now. It would be highly desirable if the 
GP brought up the situation of the children. 

 
Practical advice from the GPs was described by a few IPs, and one GP gave a 
very important and successful advice to a young mother (IP1): her children 
should pay many visits at their grandparents’. Their father worked far from 
home, and the IP had the daily responsibility for their children. IP1 felt that 
the GP’s advice was crucial to her family: the grandparents had welcomed 
their grandchildren, but IP1 only asked the grandparents for numerous 
grandchild visits because of the GP’s advice. She herself felt that she would 
cause inappropriate trouble by asking. IP1 described her family situation in 
this way:  
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I cried all day long. If my GP had not told me to send my children on 
vacation at their grandparents’ during the weekends, I don’t know what 
would have happened!  

 
Proposals of improvement 
All IPs and partners were asked if they had any wishes for support that could 
be helpful for parents in a similar situation and their proposals comprised 
three categories: improvement of treatment, support for the parents and 
support for the children.  
Improvement of treatment was exemplified as access to a clarification of the 
diagnosis and of ability to work within a foreseeable time frame, availability of 
effective medical or psychological treatment plus professional, early 
awareness of the potential consequences of the depression for the relatives.  
IP10 proposed that the partner should be asked to participate in at least one 
GP consultation which might simultaneously improve treatment and give 
support to the parents. 
The proposals of support for the parents were: Individual advice about how to 
properly inform the children, web-based information and advice, information 
meetings for parents, access to supportive groups for partners and access for 
partners to regular individual supportive conversations with professionals. 
Access to supportive children’s groups or to substitute grandparents, if 
needed, was suggested as possibilities to improve support for the children.  
 
 
Discussion 
We found that Danish families affected by parental depression suffered from a 
wide range of impairments of varying severity. In our study, most parents 
with depression were concerned about the impact of their depression on their 
children. The majority of depressed parents described reductions in their 
parenting abilities in terms of withdrawal and negativity. The parents strived 
to find coping strategies to handle everyday life and to spare their children for 
the consequences of their depression. How to inform the children could be 
considered a problem, and openness of the family situation varied highly as 
did the support from private and professional networks.  
Only few parents were offered professional advice to ease their children’s 
situation, due to their parental depression. Half of the children involved were, 
according to their parents, negatively impacted by their parent’s depression. 
These children mainly showed internalising reactions, such as withdrawal, 
worries, sleeping disturbances and stomach ache, and two boys expressed 
suicidal thoughts. Some children showed increased concern for their parents 
and wanted to stay at home all day. 
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In our study, the parents were the informants of both their own and their 
children’s situation. This strategy could be questioned as the parents might be 
unaware of their children’s experiences. However, the parents’ descriptions of 
their children’s reactions correspond to the findings in studies informed by 
children of depressed parents [12,14-16]. 
Descriptions of “good days” and “bad days” by 22 US children from 5 to 17 
years [16] were fully in line with the parental descriptions in our study in 
which the parents described their own unpredictable behaviour and its impact 
on everyday family life. 
The parental descriptions of the children’s reactions in our study confirm other 
findings in the existing literature: in a Finish study [13], the children’s most 
common reactions were expression of empathy for their depressed parent, 
which can be seen as a parallel to the love declarations in the present study. 
In the present study, internalising reactions and physical complaints, e.g. 
stomach ache [42] were clearly more frequent than externalising problems. 
This finding is also in line with existing literature [43,44]. 
Bruder-Costello et al. reported that parental depression was most 
incriminating for children with a difficult temper [45]; this was also the case in 
the present study, as the most severe reactions, which included suicidal 
ideations [46], were observed in two boys with a difficult temper. 
 
The parental reactions in our study are consistent with previous studies as far 
as the reduction in parenting abilities is concerned [4]. 
In a Swedish interview study, 18 parents admitted to an inpatient unit with 
first time depression reported results in line with our findings: many parents 
in this Swedish study were worried about the impact of their depression on 
their children and these parents stated that half of their 29 children had 
problems [8].  
Another Swedish interview study included participants from psychiatric 
outpatient clinics as well as their family members, and our findings also 
correspond to findings from this study in which Ahlstrom et al. reported on 
family difficulties to manage daily practical tasks [9,10] and to manage lack of 
energy, unpredictability and an increased level of negativity and conflicts [9-
11]. The depressed parents in the Swedish study experienced reduced 
parenting abilities, and the children involved were aware of and affected by 
the situation and they worried about their parents’ health and well-being 
including concerns about parental suicide [12]. 
Our focus on the primary sector could be expected to reflect less severe 
family conditions than described above. Nevertheless, the family burden of 
depression described in our study correspond to the findings in studies in 
which informants were recruited from psychiatric clinics (the secondary 
sector) [8-10,12,16]. However, the transferability of our findings into other 
settings remains to be examined. 
 
  



Care for children of parents with depression 

 

88 
 

Methodological considerations 
The inclusion strategy allowed contact to all eligible citizens in the 
collaborating municipalities via the job centres, which is considered to be a 
strength in the present study. This strength is reflected in the variety of IPs 
included.  
The inclusion process was planned to be well-structured and the number of 
IPs was set to achieve satisfactory data saturation, i.e. a reliable sense of 
thematic exhaustion and variability within the dataset [47]. As the inclusion 
process had not been tested before, we wished to gather information about 
the process and the non-participants. We learned that systematic procedures 
were incompatible with collaboration with three job centres employing more 
than 20 job consultants. The job consultants described different causes of 
non-participation which were primarily: no interest or wish to participate in an 
interview, lack of energy or remission of the depression. As anticipated, it was 
observed that the less severely depressed citizens tended to accept 
participation more frequently than the most severely depressed citizens. The 
number of non-participants approximately equalled the number of IPs. Given 
the impairment of depression, the data saturation can be considered 
sufficient.  
 
We did not want to impose adult responsibility upon the children. Therefore, it 
was decided that the informants should be adults. Thus, the children’s well-
being was evaluated and described by their parents, and no systematic, 
objective assessment of the child’s well-being was performed. A systematic 
assessment would have given more precise information about the children, 
but such an assessment of every child would demand more from the potential 
participants. To be able to include eligible interviewees with little energy, 
simplicity in participation was prioritised. 
The IPs chose the interview location and three IPs wished to be interviewed in 
their private homes to avoid transportation. The job centres were all located 
within the city town halls and 15 interviews took place in town hall meeting 
rooms. No differences were observed to be caused by the interview location.   
 
 
Implications  
The number of Danish children affected by parental depression remains 
unknown, but we expect it to be substantial and to differ in no significant way 
from the prevalence rates reported in other studies [27]. The number of 
children visibly negatively affected by the parental depression almost equalled 
the number of depressed parents involved in our study. A quantitative study 
should examine whether this 1:1 ratio can be generalised. 
There is a need for an increased focus on children of parents with depression 
and for developing and testing screening tools or models, aiming to produce 
and examine realistic and feasible routines. Such routines should promote the 
specific recognition of the most severely impaired children within the total 
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group of children of depressed parents. Based on such successful recognition, 
future preventive efforts can target the specific high-risk children (selective 
prevention) [48]. GPs as well as daycare professionals could increase their 
focus on children of depressed parents.  
Indicated prevention [48] targeting children with subthreshold clinical 
symptoms should be examined in a randomised design. 
The proposals of improvement from the parents in this study can inspire 
future preventive efforts. 
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Abstract 
Objective: Offspring of parents with depression has an increased risk of 
experiencing somatic and psychiatric diseases. Danish general practitioners 
(GPs) treat more than 90% of depressed patients. This study aimed to 
describe GPs’ professional attention to children of depressed patients. Design: 
Survey by questionnaires mailed to randomly selected GPs. Setting: Danish 
primary care practices. Main outcome measures: Estimation of relevance, 
interests, attitudes, knowledge and clinical behaviour. Results: Among 1760 
invited GPs, 890 (51%) participated. Ninety-four percent of the GPs reported 
that giving attention to children of depressed parents was relevant, and 68% 
reported addressing the children’s well-being during consultation with the 
parent. Thirty-nine percent of the GPs found that their knowledge concerning 
the significance of parental depression for the child was poor, and 41% were 
highly interested in learning more. Female GPs perceived that they had 
sufficient knowledge (68%) more frequently than male GPs (56%) (p<0.001). 
GPs with sufficient perceived knowledge addressed the children’s well-being 
more frequently than GPs with poor perceived knowledge (OR=5.8 95% CI 
4.14-8.07). 
Female GPs accounted for 45% of the respondents and 41% of the total GP 
population (P=0.02). Respondents were younger than the GP population. 
Conclusion: This study showed an under-utilised potential for improvement. 
Two thirds of the GPs addressed the children, while the GP majority reported 
that giving attention to the children was relevant. Female GPs were markedly 
more aware of the children than male GPs and younger more aware than 
older GPs. 
Knowledge of the potential impact of parental depression was crucial for the 
attention given to the children.  
 
 
Introduction  
Since the early 1990s, the burden of depression has been rising world-wide 
[1]. In 1997, the WHO predicted that major depression would become the 
second leading burden among all diseases world-wide by 2020 [2]. This 2020 
prognosis is already evident [1] highlighting the importance of focusing on 
factors which may reduce the future incidence of depression [3]. 
In analyses including 30 European countries, the 12-month depression 
prevalence (ICD-10) was estimated to be 6.9% in 2010 [4]. In 2002, the 12-
month depression prevalence was 7.2% (DSM-IV) in the U.S. adult 
population, which was similar to the rates among U.S. parents [5]. The 12-
month prevalence of Canadian children under 12 years living with a parent 
with mood and anxiety disorders was estimated to be 5.1% (DSM-IV) [6].  
According to a cohort study including 350 UK general practices from 1993 to 
2007 [7], 39% of mothers and 21% of fathers had experienced a depressive 
episode (Read [8] when their children were 12 years old). 
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Children of depressed parents often cope by silent adaptation leaving them 
alone in a stressful situation, negatively impacting their future health 
[5,9,10]. They have an increased risk of experiencing psycho-social or 
cognitive impairments during childhood [11], adolescence [12,13] and adult 
life [14,15] and of experiencing somatic diseases (e.g. allergic and 
cardiovascular) [15,16]. Their risk of developing depression in late 
adolescence is two- to fourfold higher than the risk for offspring of non-
depressed parents [17]. 
Social support may promote resilience, i.e. positive outcomes despite 
adversity [18,19]. 
Depression can be prevented [20], and meta-analyses suggest that the 
incidence of major depressive episodes can be reduced with 22-38% [21,22] 
with currently available methods. Prevention at a very early stage is the 
economically and socially most effective way of reducing the negative impact 
of family adversity [23,24]. 
Parents’ reports of child internalising problems from 2 to 5 years of age may 
predict internalising in late childhood [25] and early childhood social 
withdrawal serves as a risk factor for depression in young adulthood. 
Longitudinal studies demonstrated that social withdrawal at age 5 predicted 
adolescent social impairment at age 15, which, in turn, predicted depression 
by the age of 20 [26]. Recurrent abdominal pain [27] and feeling stressed [28] 
can also be predictors of depression.  
 
Children of parents with depression could be recognised during well-child 
visits [29] or during consultations with their depressed parents [30-32]. 
However, it is documented that these children are under-recognised in 
primary care even if they meet the criteria for psychiatric disorder [30,31,33]. 
These children’s unmet needs were exemplified in a British study. This study 
demonstrated that only 37% of the children who met the criteria for 
psychiatric disorder were in contact with any service [31] even if their 
depressed parents were well-known in general practice. 
Barriers of identification and management of psycho-social issues in children 
of depressed mothers were elucidated in a U.S study among paediatricians. 
Lack of time to identify and treat mental health problems as well as lack of 
training in treatment of mental health were described as the most important 
perceived barriers [34] in terms of recognising and treating these children’s 
problems.  
The silent coping strategy of these children [5,9] may also function as a 
barrier. A considerable number of “invisible children” [35] react with low self-
confidence, withdrawal and parentification [36]. This may lead to the 
erroneous conclusion that they cope well. A Danish study suggested that 
children in need of professional recognition and intervention may go 
unrecognised because they are presented indirectly in consultations with 
parents with complex problems [37]. 
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Approximately 350 000 Danes were estimated to suffer from depression in 
2010 (12-month prevalence 6.9%) [4], and the 2-week prevalence was 2.3% 
(ICD-10) [38] in the period from 2010 to 2012. In Denmark, GPs [39] treat 
more than 90% of depressed patients [40] and guidance for the GPs is 
provided by Clinical guideline for Primary Care Practice: Unipolar depression – 
diagnostics and treatment [41]. Furthermore, the Reference program for 
unipolar depression [40] encompasses recommendations for good clinical 
practice. These official guidelines describe diagnostics and medical and 
psychological treatment with no mention of parenting. Danish GPs adhere to a 
public preventive healthcare programme [42] targeting all children from the 
age of 5 weeks to 5 years.  
The local authority’s social services are responsible for supporting these 
children if necessary; however, the GPs may contribute substantially to the 
well-being of the children by heeding their needs. On the basis of the above 
elucidation, we hypothesised that Danish primary care practices have an 
under-utilised potential for improving the outcome for children of depressed 
parents. Thus, this study aimed to explore Danish GPs’ professional attention 
and support to children of parents with depression.  
 
 
Material and Methods  
The present study was conducted as the second part of a research project 
examining the support given to 2-14-year-old Danish children of depressed 
parents in which three substudies were conducted in naturalistic settings in 
the primary sector in Denmark. 
 
Questionnaire construction 
Based on a literature study and preliminary GP interviews, a two-page 
questionnaire was constructed with 11 questions. The first four questions 
related to the respondents’ demographic data, followed by the six questions 
about interests, professional attitudes, perceived knowledge, clinical 
behaviour and interventions related to children of depressed parents. 
Furthermore, the final question dealt with potential barriers. The GPs were 
asked to estimate the frequencies of specified professional actions in a 5-point 
scale or to give self-assessments in a 4-point Likert scale.  
As an example, the GPs were asked about their perceived knowledge 
(question nine): “How do you assess your knowledge of the significance of a 
parent’s depression in relation to the child?” The response categories of this 
item were “adequate/fairly adequate/limited/minimal”. 
Conversations between the GP and the parent about the child’s situation were 
explored by means of the questions eight and nine: “How often do you talk 
about the child when you sick-list a parent due to depression?” and “If 
addressing the child’s situation, which topics do you touch upon when the 
child is between 2-14 years?” including seven different statements. These 
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questions should be assessed as percentages of consultations.1 The 
questionnaire was designed to allow data recording by Cardiff Teleform Scan 
(version 8.1) [43]. Its wording evolved through a process of continuous 
interaction and refinement with qualitative pilot testing during interviews with 
seven GPs. The primary quantitative pilot test was performed by mailing the 
questionnaire to 46 GPs (all GPs) in two small communities. After clarifications 
related to relevance, comprehensibility and contribution ratio, the second pilot 
test was carried out by mailing the questionnaire to 32 GPs (all GPs in a 
medium-sized community). No further corrections were necessary.  
 
Data collection 
The questionnaire was mailed a random sample of 50% of all Danish GPs. GP 
information was downloaded from the Danish Health and Medicines Authority 
[44]. The sample was constructed by sorting all primary care practices by 
region, zip code and number of GPs, followed by sampling of every second 
practice, i.e. 523 practices. Participants were offered a fee. A reminder was 
mailed, and in case of incompletion, follow-up was established by telephone 
or mail. 
Data from the second pilot test were included in the final dataset.  
 
Statistical analyses 
After data scanning, statistical analyses were performed using STATA (version 
11.2). 
The representativeness was established by means of information from the 
census of the general practices 2011 [45], and standard (Pearson’s) chi-
squared tests were used for the analysis.  
Data on “assessment of relevance”, “assessment of knowledge” and “attention 
given” were dichotomised as follows:  
Assessment of relevance: “Highly relevant” plus “relevant” were categorised 
as “relevant” and “less relevant” plus “not relevant” were categorised as “not 
relevant”.  
Assessment of perceived knowledge: “Adequate” plus “Fairly adequate” were 
categorised as “sufficient perceived knowledge” and “Limited” plus “Minimal” 
were categorised as “poor perceived knowledge”.  
“Attention given” was reported in “percentage of consultations”, and “More 
than 75% of consultations” plus “50-75% of consultations” plus “25-49% of 
consultations” were categorised as “attention given” whereas “Less than 25% 
of consultations” plus “Never” were categorised as “no attention”.   
Factors affecting the GPs’ awareness of and attention to the children were 
analysed by logistic regression as no data were normally distributed. First, 
“assessment of relevance” was analysed as a dependent variable combined 

                                                      
1 The full version of the questionnaire is available on: 
http://www.psykiatrien.rm.dk/files/Psykiatri%20og%20Social/psykiatri-
social/Forskning/Psykiatrisk%20Forskningsenhed%20Vest/Lægeskema_endelig.pdf 
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with GPs’ gender, age and regional location. Second, “perceived knowledge 
about the significance of parental depression” was analysed in relation to 
gender, age and “assessment of relevance”. Finally, associations between 
“attention given” and gender, age, knowledge plus assessment of relevance 
were examined. 
Data on “topics of conversation” and “future perspectives” were summarised. 
Analyses were performed on complete data only. 
 
 
Results  
Of the 1827 GPs invited, 67 GPs were lost due to incorrect addresses, 
retirement or absence. The response rate was 51%. Of the 890 respondents, 
486 were male and 404 female GPs. Among the returned questionnaires, 141 
answers were incomplete. Follow-up contact to these respondents improved 
the data completion and resulted in missing values ≤ 2% in all variables.  
 
Representativeness of respondents 
Female GPs account for 41% and male GPs for 59% of the Danish GP 
population (N=3595). Among the invited GPs, 40% were female and 60% 
were male. Thus, the gender distribution in the sample was representative of 
the GP population (p=0.61). Female respondents were slightly 
overrepresented as 45% were female and 55% were male GPs (p=0.02).  
 
Information about the age distribution of the sample was unavailable. The 
census of the general practices [45] provided information about the age 
distribution in the GP population. Denmark is divided into 5 regions, and the 
regional geographic distribution of the GP population is unequal according to 
GP gender and age [45]. 
Table I illustrates the age distribution among respondents compared with the 
GP population. As is evident, male GPs are generally older (66%>55 years) 
than female GPs (39%>55 years; p<0.01). Male respondents had a mean age 
of 54.6 (range 34-73) years. Female respondents’ mean age was 50.9 (range 
37-69) years. The age groups among female respondents were representative 
of the age distribution in the female GP population (p=0.37). Male 
respondents were younger than the male GP population (p<0.01). We 
presumed that the male age distribution in the sample was representative of 
the GP population equalling the representativeness of the sample distribution 
of gender and female age groups. Based on this presumption, younger males 
were slightly overrepresented.  
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Table I: Distribution of respondents’ gender and age compared with 
distribution of gender and age in the Danish GP population: 
  Respondents   Population of GPs 

Age 
group 
of GPs/ 

 Male 
N=486 

(55%) * 

Female 
N=404 
(45%) 

** 

Total 
N=890  

 Male 
N=2115 
(59%) * 

Female 
N=1480 

(41%) ** 

Total 
N=3595 

(%) 

<45 
years 

   84 
(17)    

 88 (22)   172 
(19) 

 259 (12)   317 (21) 576 (16) 

45-54 
years 

   120 
(25) 

 179 
(44) 

299 
(34) 

 453 (21) 595 (40) 1048 
(29) 

55-64 
years 

   237 
(49) 

122 
(30) 

359 
(40) 

 1066 
(50) 

500 (34) 1566 
(44) 

>64 
years 

      45  
(9) 

 15 (4) 60  (7)  337 (16)   68  (5) 405 (11) 

* Distribution of age groups among male respondents compared with male GP population: p 
<0.01  
* * Distribution of age groups among female respondents compared with female GP population: p 
= 0.37 

 
Comparison of early and late respondents showed no group differences 
according to gender, age and responses.  
 
Attitudes towards children of parents with depression  
GPs were asked about their attitudes towards children when a parent is sick-
listed for depression, and 94% found it relevant to give attention to the 
children. Slight differences were related to GP gender as well as to the age 
groups of GPs and of the children.  
The main differences were evident in the assessment of relevance related to 
the 15-18-year-old children; among male GPs, 73-86% of the respondents 
found it relevant to give attention to children in this age group, while 89-
100% of female GPs (p<0.05) assessed this attention to be relevant. 
Furthermore, female GPs aged 45-54 years considered giving attention to 0-
1-year-old children more relevant than male GPs at the same age (p<0.05).  
 
Perceived knowledge about the significance of parental depression for 
the child 
Poor knowledge of the potential consequences of parental depression for the 
child was reported by 39% of GPs, regardless of age and gender. 
Table II shows statistically significant gender differences. Female GPs 
reported sufficient knowledge more frequently (68%) than male GPs (56%). 
The younger the children, the more significant the GP gender differences 
(p<0.05). 
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Table II: GPs’ assessment of their own knowledge of the potential 
consequences of parental depression for the child: 
  Perceived sufficient knowledge: 

 
Age 
groups 
of GPs/ 
children  

 Male GPs  Female GPs  Total 

 <45 
N=84 

% 

45-54 
N=120 

% 

55-64 
N=237 

% 

>64 
N=45 

% 
 

<45 
N=88 

% 

45-54 
N=179 

% 

55-64 
N=120 

% 

>64 
N=15 

% 
 

 
N=888 

% 

0-1 year  56 52 51 56  79*** 69*** 66** 47  60 

2-6 
years 

 
49 55 53 60  74*** 68* 68** 53  60 

7-14 
years 

 
49 60 60 69  64* 69 66 67  63 

15-18 
years 

 
49 58 68 69  59 67 65 60  62 

Comparison of female and male responses distributed on age groups of GPs and children: 
*p<0.05; **p<0.01; ***p<0.001 

 
Regardless of the existing knowledge, 41% reported to be highly interested in 
learning more about the significance of parental depression for the child. The 
gender difference was obvious as 48% of female GPs wished to increase their 
knowledge compared with 35% of male GPs (p=0.007). Moderate interest 
was reported by 51% and little interest by 8% of the respondents. 
 
GPs’ attention given to children of parents with depression 
In total, 68% of the respondents reported asking about the child’s well-being 
during a consultation with the parent. 
 
Table III: GPs’ focus on children expressed during consultation: 

 The children of a parent suffering from depression as a topic of conversation: 

 
Age 
groups 
of GPs/ 
children 

 Male GPs  Female GPs  Total 

 <45 
N=84 

% 

45-54 
N=120 

% 

55-64 
N=237 

% 

>64 
N=45 

% 

 
 

<45 
N=88 

% 

45-54 
N=178 

% 

55-64 
N=120 

% 

>64 
N=15 

% 
 

 
N=887 

% 

0-1 year  67 71 63 62  90*** 84** 78** 60  73 

2-6 
years 

 
66 72 63 69  85*** 82* 76* 67  73 

7-14 
years 

 
61 67 64 69  81** 79* 71 64  70 

15-18 
years 

 
41 51 50 62  69 65* 62* 57  57 

Comparison of female and male responses distributed on age groups of GPs and children: 
*p<0.05; **p<0.01; ***p<0.001 
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The level of perceived knowledge was associated with the GPs’ attention given 
to the children: GPs with sufficient perceived knowledge addressed the 
children’s well-being more frequently than GPs with poor perceived knowledge 
(Table III). The strongest association between perceived knowledge and 
attention given was shown for 15-18-year-old children (OR=6.7 95% CI 4.93-
9.14) and the weakest association for 0-1-year-old children (OR=5.8 95% CI 
4.14-8.07).  
 
Table IV describes the details of the potential topics of conversation between 
GPs and parents of 2-14-year-old children. The assessments of topics which 
GPs reported for ≥ 50% of their consultations are summarised as follows: The 
child’s well-being was addressed via two questions in which, 65% of the GPs 
asked about the child’s well-being, whereas 21% of the GPs asked specifically 
about physical child complaints. Concerning information to the child, 37% of 
the GPs asked who was talking with the child (about the depression), and 
16% of the GPs offered to help the parents to explain the depression to the 
children. Openness in terms of the depression was recommended by 68% of 
the GPs, and informing adults in the children’s everyday lives was 
recommended by 42% of the GPs. Finally, 41% of the GPs recommended that 
family network should contribute actively to supporting the children.  

 
Table IV: Topics of GPs’ conversation with parents of 2-14-year-old children 

Topics of conversation concerning 2-14-year-old children 

Topics of conversation/ 
percentage of consultations 

>75% 
N (%) 

50-75% 
N (%) 

25-49% 
N (%) 

<25% 
N (%) 

Never 
N (%) 

Missing 
N 

Ask about the child’s well-
being  

366 (41) 209 (24) 129 (14) 142 (16) 42 (5) 2 

Ask specifically if the child 
has physical complaints 
(stomach ache) 

51 (6) 138 (15) 174 (20) 372 (42) 149 (17) 6 

Ask who talks with the 
child about the disorder 

153 (17) 180 (20) 193 (22) 258 (29) 101 (12) 5 

Offer to help the parents to 
explain the disorder to the 
children 

61 (7) 79 (9) 138 (16) 379 (43) 229 (26) 4 

Recommend openness of 
the disorder  

376 (42) 205 (23) 139 (16) 112 (13) 54 (6) 4 

Recommend to inform 
adults in the everyday lives 
of the children 

163 (18) 212 (24) 160 (18) 247 (28) 104 (12) 4 

Recommend that e.g. 
family network contribute 
actively to supporting the 
children 

172 (19) 194 (22) 185 (21) 236 (27) 99 (11) 4 
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Future perspectives 
Attitudes expressed by GPs during qualitative pilot testing interviews are 
condensed in the statements in Table V, by means of which, the GPs 
agreement to different statements is presented.  
In the following, the percentages of GPs who strongly or mainly agree to the 
statement (defined as “agree”) are summarised. 

 
Table V: GPs’ attitudes towards potential future attention to children of 
depressed parents 

GPs’ agreement to statements concerning attention to children of depressed parents 

 
Agreement on GP statements 
 

Strongly 
agree 
N (%) 

Mainly 
agree 
N (%) 

Mainly 
disagree 
N (%) 

Strongly 
disagree 
N (%) 

Missing  
N 

I do not have time for more  98 (11) 446 (50) 279 (32) 61 (7) 6 

I presume that someone else is taking 
care of it (the child’s situation) 

25 (3) 387 (44) 410 (46) 62 (7) 6 

I prioritise ill patients, not the healthy 39 (4) 249 (28) 403 (46) 191 (22) 8 

The municipality has nothing to offer 
so I find it meaningless to create a 
need which cannot be met 

38 (4) 190 (22) 454 (51) 203 (23) 5 

Yes, children will be affected by the 
disorder so they need help to 
understand 

419 (47) 435 (49) 21 (2) 12 (1) 3 

The parents do not want to worry 
their children 

127 (15) 484 (56) 204 (23) 55 (6) 20 

To talk about the children and the role 
as parent is part of the treatment 

321 (36) 496 (56) 60 (7) 6 (1) 7 

I would find it desirable if we, from 
now on, could offer better help to talk 
to the children 

146 (16) 428 (49) 262 (30) 44 (5) 10 

I would wish for a possibility of 
referring to a relevant offer for the 
child 

512 (58) 318 (36) 49 (5) 5 (1) 6 

My knowledge regarding this field is 
limited – and I must confess that I do 
not give it much thought 

74 (8) 262 (30) 410 (47) 134 (15) 10 

 
Barriers constitute the main focus in the following statements: No more GP 
time: 61% of GPs agree; GPs presume that others are taking care: 47% of 
GPs agree; GPs prioritise ill patients, not the healthy: 32% of GPs agree; and 
GPs find it meaningless to create a need as no municipality offers are 
available: 26% of GPs agree; GP knowledge is limited: 38% of GPs agree.  
Future potentials are the main in focus in the following statements: children 
will be affected by parental depression, and they need help to understand 
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their situation: 96% of GPs agree; talking about the children and the parental 
roles is part of the treatment: 92% of GPs agree; GPs wish to offer better 
future help to talk to the children: 65% of GPs agree; GPs wish for a 
possibility of referring to a relevant offer for the child: 94% of GPs agree. 
Finally, one question was non-specific: The parents do not want to worry their 
children: 71% of GPs agree. 
 
 
Discussion   
Principal findings 
This study showed that 94% of Danish GPs found it relevant to give 
professional attention to children of parents with depression, but only 68% of 
the GPs actually addressed the children during consultations with depressed 
parents.  
Poor perceived knowledge of the potential impact of parental depression was 
reported by 39% of the GPs; GPs finding their knowledge sufficient addressed 
the children six-fold more often than GPs reporting poor knowledge; 41% 
expressed high interest in learning more about the topic. 
Gender differences among GPs were marked. Female GPs reported a 
significantly higher level of perceived knowledge and of addressing the 
children than male GPs. 
Ninety-seven percent of GPs assessed that children will be affected by the 
parental depression and thus need help to understand their situation. 
Furthermore, 97% wished for a possibility of referring to a relevant offer for 
the child while 65% reported interest to offer better future help in their clinic 
to talk to the children. 
 
Strengths and weaknesses 
The survey was mailed to 50% of Danish GPs which constituted a large 
sample. The questionnaire used was constructed through discussion and 
qualitative and quantitative pilot testing among GPs. Missing values below 2% 
indicate a successful construction with well-understood questions.  
The individual responses may be biased in more respects: the nature of this 
survey was subjective, which may predispose respondents to report their ideal 
intention rather than their actual professional behaviour, i.e., social 
desirability bias may be present. Recall bias may also be present: respondents 
were asked to estimate frequencies, but when no routines exist, precise recall 
is difficult, and both under- and overestimation can be expected. 
Furthermore, these subjective assessments may vary over time, depending 
on the actual group of depressed patients in the consultation. In other words, 
this study described GPs’ self-reported behaviour, which may differ from their 
actual behaviour.  
With responses from 25% of all Danish GPs, the data material is solid. Early 
respondents and late respondents showed no differences; based on the 



Paper II 

107 
 

presumption that there is a correspondence between late respondents and 
non-respondents [46], this study should be representative of the GP 
population. However, selection bias is present as female GPs and younger GPs 
were slightly overrepresented in the study; female GPs gave markedly greater 
professional attention to children of depressed parents than male GPs. 
Similarly, younger GPs were more aware of the children’s needs than older 
GPs. In conclusion, this study presumably overestimated the professional 
attention given to children of depressed parents. 
 
Comparison with existing literature:  
In our study, the two most important reported barriers were lack of time 
(61%) and perceived poor knowledge (39%).  
In addition to the focus on the role of the GPs in the present papers, barriers 
also exist on an organisational level. This was stated by Horwitz et al. [34] 
who reported barriers such as lack of time (77%), lack of feeling secure and 
lack of training in the treatment of mental health (74%) in a cross-sectional 
paediatrician survey on barriers. Additionally, Horwitz et al. described that the 
reported barriers clustered into physician and organisational domains. Patient 
issues could also constitute barriers.  
It seems reasonable to categorise “poor knowledge” into both the physician 
and the organisational domain in our study.  
The official Danish guidelines [40,41] encompass recommendations for good 
clinical practice, and diagnostics and medical and psychological treatment are 
described very thoroughly. Since these guidelines provide no information 
about and give no focus to the potential impact of parental depression on a 
child, no recommended knowledge about the children’s situation is 
communicated to Danish GPs. However, the majority of the GPs assess their 
knowledge to be sufficient which can be assigned to the physician domain.  
In a Nordic study concerning mental disorders in children and adolescents, 
Hafting et al. recommended that GPs should be offered possibilities of 
professional development and further education to a higher extent [47]. 
The effect of staff education and training was tested by means of The Safe 
Environment for Every Kid (SEEK) model [48] which included education of 
paediatric primary care professionals in order to reduce child maltreatment. 
Parent handouts and a weekly available social worker were also part of the 
SEEK model. Parents with depression constituted one of the target groups and 
psychological aggression was included in the definition of maltreatment. The 
use of the SEEK model was associated with reduced maternal psychological 
aggression and with a reduced number of minor physical assaults. 
 
Recognition of children of parents with depression requires recognition of the 
adult depression, but depression is, in general, highly under-recognised and 
under-treated [49]. Ongoing efforts aim to improve GPs’ recognition of 
depression [50]. Improvement in parental depression can be expected to be 
mirrored by improvement in the child’s well-being [51,52]. 
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Well-child visits were beyond the scope of this study, but focus on children of 
parents with depression could be increased during well-child visits. A potential 
for well-child visits seems evident when taking into consideration that the GPs 
in this study expressed a strong intention to help the affected children; i.e. 
97% assessed that these children need help to understand their situation, and 
65% of the GPs reported interest to offer better future help in their clinic to 
talk to the children,.   
The Danish public preventive healthcare programme [42] targets all children 
until the age of 5 years, and this infrastructure emphasises the potential. Rate 
of return defines the balance between the economic costs of an intervention 
versus the reduction of economic expenditures at a later point in time. It is 
documented that a positive rate of return is associated with preventive 
interventions as early in life as possible. To result in a markedly high rate of 
return, a preventive intervention should be conducted before the age of three. 
Preventive interventions at preschool age may cause positive economic rate of 
return. However it is not to be expected that preventive interventions after 
the age of 6-7 years will result in a positive rate of return [23,24]. 
Dubowitz et al. focused on screening mothers when children < 6 years were 
brought to child health supervision and found that 12% of mothers met the 
Beck Depression Inventory II clinical cut-off value for at least moderate 
depressive symptoms. A two question screening was tested with the purpose 
of identifying the mothers who could benefit from additional evaluation and 
possible treatment [29]. 
Indicated prevention focuses on individuals with early signs or sub-threshold 
symptoms of a disorder, [22] which is considered to be a feasible and 
effective prevention model [53]. 
 
Implications for clinical practice and future research 
Danish GPs have no formal responsibility to initiate a change that will improve 
the conditions of children of depressed parents; however, GPs have an 
exceptional opportunity to identify vulnerable children of depressed parents as 
they treat more than 90% of patients with depression.  
During consultations, the GPs could look for these children by asking the 
depressed parents about child internalising symptoms including physical 
complaints. The GPs could recommend that the children should be informed 
age appropriately about the family situation and that private networks should 
be asked to actively support the family.  
In the everyday lives of these children, recognition of the vulnerable children 
could be combined with an increased awareness and care from daycare 
professionals.  
On the organisational level, we recommend that focus on the impact of 
parental depression on the children should be incorporated in to official 
guidelines for treatment of depression. Also on the organisational level, 
feasible distribution of knowledge should be considered.  



Paper II 

109 
 

In a research perspective, future studies should examine feasible, low-cost 
preventive interventions towards children of parents with depression. Such 
potential interventions must be applicable to ongoing efforts to improve 
treatment of depression in general.   
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Abstract  
Objective: Parental depression is a risk factor for a child’s well-being and 
future health, and contact to other caring adults can be a protective factor for 
the child. Daycare professionals can be such adults.  
Design and setting: Qualitative focus group study among participating 
professionals (PPs) in Danish preschool daycare in nine municipalities 
examined organisational focus and policies, level of knowledge, recognition of 
and support to affected children, co-operation with parents and 
interdisciplinary communication. 
Results: A total of 67 PPs participated in 14 focus group interviews, 
distributed on nine municipalities with a marked variety between the 
participating institutions. Four tendencies were general: 1) More than half of 
the PPs reported a lack of sufficient knowledge of mental disorders and their 
potential impact on a child. 2) Recognition of a child affected by parental 
depression tended to fail if the parent provided no information of the 
depression. 3) Taboos regarding mental disorders prevented the professionals 
from contacting the parents to learn more about the situation. 4)  Long-term 
professional experience was clearly associated with increased capacity to 
recognise and bring parental mental disorder into conversation. One 
institution represented best practice, however, the variety of data was great 
in all other aspects, e.g. size of the institutions, children’s age groups, 
geographical locations, level of social neighbourhood disadvantages number of 
bilingual children, organisational cultures and staff attitudes.  
 
Conclusion: In this study, lack of professional knowledge of the potential 
impact of parental depression and taboos regarding mental disorders were 
associated with low focus on recognising affected children and low intensity of 
daycare attention to children affected by parental depression. Personal 
barriers to initiate conversations concerning parental depression were 
important. 
 
 
Introduction  
During the very early years of childhood, the balance between child hours 
spent with parents  and child hours spent in daycare varies highly at an 
international level. As daycare is organised with such great national variations 
depending on traditions and socio-economic structures in the specific 
countries, it is difficult to generalise results from international studies into a 
Danish context [1,2]. Research examining the effects of preschool, daycare 
and afterschool care may even point into opposite directions [3,4].  
In a working paper, Blau et [1] found little evidence that structural child care 
inputs affect child outcomes, whereas “process quality” caused a positive 
effect on child development.  
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In Denmark, municipalities provide early daycare at nursery centres for the 0-
3-year-olds, pre-schools for children aged 3-6 and age-integrated institutions 
for the 0-6-year-olds [5]. In an international perspective, Danish daycare is 
generally of high quality [6] both in terms of qualifications of employees and 
in terms of the number of children per employee [2]. 
Daycare professionals are important adults for the majority of children 
because of the Danish societal and labour market structure. In the majority of 
Danish families, both males and females work outside the home, and 97% of 
children between three and five years of age go to daycare [7]. Thus, 
professionals take care of the children most of their daytime, and children and 
daycare professionals spend many hours together. As a consequence, daycare 
professionals can support children experiencing family impairment or 
adversity. 
 
Recently, two Danish projects focused on the context of daycare as a means 
of improvement of the development in children at risk. 
The importance of early discovery of children was in focus in a development 
project the Identification Project [8] initiated by The National Board of Social 
Services in Denmark The Identification Project demonstrated that children at 
risk were recognised 1½ year earlier in the intervention group compared to 
the control group [8]. 
The VIDA project [7] was also focusing on socially vulnerable children. By 
means of educating daycare professionals to change their professional 
behaviour, the well-being and socio-emotional of all children in the 
intervention group was improved compared to the control group.   
 
Childhood psychological problems or psychopathology can be recognised very 
early in life [9]; however, family members and professionals may be unwilling 
to openly face the child’s situation [10]. Barriers in families and professionals 
can cause delay in consulting relevant experts. Thus, the child will experience 
a prolonged period of reduced well-being and hence, the risk of permanent 
impairment will increase [11,12]. The non-recognition of a child’s psychosocial 
strain as early as possible in the child’s life course has severe consequences, 
individually and socially. 
Frequently, the children’s reactions to their family conditions impacted by 
parental depression are adaptive and silent - the style of the dove [13] - 
which may erroneously lead to the conclusion that the children are coping 
well. These children are often referred to as “the invisible children” [14,15]. 
Recently, a longitudinal study has documented that social withdrawal in early 
childhood serves as a risk factor for depression in young adulthood. It was 
found that social withdrawal at age 5 predicted adolescent social impairment 
at age 15, which, in turn, predicted depression by the age of 20 [16]. 
 
The number of Danish children living with a parent with depression is 
unknown; however, a Canadian survey [17] estimated the 12-month 
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prevalence of children under age 12 living with a parent with mood and 
anxiety disorders to be 5.1% in 2002 [18], and the prevalence was similar for 
children below and over 5 years. In Germany (82.4 million inhabitants [19]), 
approximately 1.2 million children (corresponding to 1.5% of the population) 
were estimated to live with a parent with affective disorder in 2006 [20]. 
 
The long-term effects of stressful conditions and psychosocial strain in early 
life have become increasingly emphasised, and research on health and 
economic circumstances of 50-year-old adults has documented lifetime effects 
due to childhood psychological problems. These children, now 50-year-olds, 
have experienced reductions in marriage stability and social mobility. 
Furthermore, their ability to work and earn as adults was impaired, e.g. adult 
family incomes were reduced by 28% [21].  
Very early prevention, i.e. before the age of three, has been documented to 
be the only economically and socially effective way of reducing the negative 
impact of family adversity [22,23]. 
 
On the basis of daycare for preschool children, this study aimed to describe 
the professional knowledge of the significance of parental depression, the 
attention towards children of depressed parents, the professional support to 
the depressed parents and the organisational focus on this group of children 
and parents.  
 
 
Material and methods 
A focus group interview study was conducted among professionals in daycare 
for preschool children [24-26]. 
 
Inclusion 
The inclusion process was initiated by means of telephone contact to the 
heads of daycare administrations chosen among the local authorities in the 
twenty largest Danish municipalities and prioritised in order to achieve a 
maximum of variation with respect to size, main business structure and 
geographical location. This request aimed at ensuring that permission to 
conduct a focus group interview among professionals in daycare was obtained 
in a correct manner. When consent was obtained on a general level, contact 
was facilitated to specific institutions in which the institution leader provided 
participants to the interview. In case of refusal from the head of the daycare 
administration, the next local authority on the list was contacted.  
Nine local authorities accepted inclusion.  
It was emphasised that the interviews would, in general, focus on children of 
parents with mental disorders. Considerations and examples of children of 
parents with depression would be preferred, but the participants were not 
expected to be familiar with the distinctions between mental disorders.  
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Figure I: Interview themes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data collection 
Semi-structured focus group interviews [24] were conducted by KH. The 
interview guide construction was based on the existing international literature 
of the impact of parental depression; Figure I describes the interview themes. 
In order to stimulate the conversations about children of parents with 
depression, the participating professionals (PPs) were allowed to talk about 
parents with all kinds of mental disorders, and they were encouraged to 
comment on statements from each other. Additionally, an interaction between 
presentation of examples in daily life and reflection on practice was 
stimulated. The interview guide functioned as a checklist for the researcher. 
The interviews lasted 1½-2 hours and were digitally recorded. 
14 focus groups interviews were conducted with 67 PPs in total. 
 
Data analysis 
For depth of knowledge and to provide an overview over data, KH listened to 
the audio files several times until in-depth knowledge of the data was 
achieved.  
Seven interviews were transcribed verbatim by KM and KH. These interviews 
were chosen with respect to achieve the maximal variation of data. Inductive 
content analysis was the primary strategy of the analyses; however, 
supplemented with a bidirectional process combining inductive and deductive 
processes. Via data extraction from the audio files, supplementary analyses 
were conducted of the remaining interviews. All analyses were conducted by 
KH and KM [27-29].  

 
 
 

 
• The organisational focus on children of parents with depression: 
     - official policies 

          - introduction to new staff members 
     - courses 
     - accessibility to support from experts 
• Level of knowledge of mental disorders and their potential 

impact on a child 
• Recognition of children of parents with depression 
• Care given to children of depressed parents 
• Co-operation with parents with depression 
• Interdisciplinary communication of information 
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Results 
Informants 
The PPs were institutional leaders and frontline professionals within the 
preschool daycare field, i.e. daycare and kindergartens. They were distributed 
on the following job functions: One pedagogue student, threee child-minders, 
two health visitors and 66 daycare professionals with different functions.  
 
Tabel I: 
Group No. of 

PPs 
Type of PPs  Type of 

institution 
Environmental 
remarks 

1 5 1 local leader, 4 
pedagogues,  

 Rural area, not 
wealthy  

2 4 1 local leader, 2 
childminders,  1 
pedagogue 

 Rural area, average 
income 

3 7 1 leader, 1 support 
teacher, 5 
pedagogues 

 Social housing and 
single family 
detached housing 

4 11 4 leaders, 2 
pedagogues ,1 
childminder, 1 
consultant, 3 others 

 Social housing and 
single family 
detached housing 

5 3 2 support teachers, 1 
pedagogue 

 single family 
detached housing 

6 2 1 leader, 1 
pedagogue student 

Self-governing 
Kindergarten 

Disadvantaged 
neighbourhood 

7 9 1 top leader, 8 
institution leaders 

 Primarily single 
family detached 
housing 

8 5 1 top leader, 1 
support teacher, 1 
health visitor, 2 
pedagogues 

 Mainly rural area, 
average income 

9 2 2 pedagogues  Wealthy area 
10 2 2 leaders  Wealthy area 
11 2 2 pedagogues  Social housing 
12 7 1 top leader, 1 

deputy, 3 pedagogic 
leaders, 2 
pedagogues,  

 Social housing and 
single family 
detached housing 

13 7 1 local leader, 6 
pedagogues 

 Wealthy area 

14 6 1 institution leader 
5 local leaders 

  Resourceful 
environment,  
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The participating institutiuns respresented a wealth of combinations of 
institutions. The majority of PPs were taking care of 0-6-year-old children.  
The professional experience was varying, but the majority of PPs had 15-30 
years of experience within child care and approximately a fifth of the PPs had 
less than ten years’ experience within the pedagogic field. Three were male 
professionals and 64 were females.  
Nine municipalities were represented, distributed nationwide, in municipalities 
with populations of 77 000 to 315 000 inhabitants. The participating 
institutions represented a great variety of organisational constructions, as did 
the PPs: A child-minder, taking care of five children below three in her private 
home in a countryside village versus a leader of an integrated institution with 
100 children from 0 to 6 years; kindergartens located in socially deprived 
neighbourhoods versus very wealthy districts were represented. As an 
example of the difference, one of six children in the socially deprived 
neighbourhood received extra support from the local social authorities 
whereas this was only the case for one of sixty children in the wealthy 
neighbourhood.  
  
Organisational, formalised focus on children of parents with mental 
disorders 
One group reported an explicit, organisational focus on parental mental 
disorders, and this group presented official guidelines for good professional 
practice in terms of parental mental disorder. Apart from this, official policies 
were absent.  
Certainly, all participating municipalities had general policies describing 
visions, aims and strategies in terms of healthy development in children. 
These policies were available on the local authority websites. Awareness of 
children affected by parental mental disorders might be described in relatively 
brief terms in these overall strategies.  
The official focus on alcohol consumption was almost diagonally opposite [30]. 
Straight guidelines were described in terms of instructions to the professionals 
to bring the topic of alcohol consumption into immediate conversation if a 
smell of alcohol was observed in relation to a parent.  
In one institution, the job introduction included information about 
psychopathology and mental disorders; however, the majority of job 
introductions concerned practical issues. No descriptions were given of 
structures with courses on the topic of mental disorders or formalised 
education of key persons with special knowledge.  
On the other hand, many groups described flexible, organisational structures, 
i.e. an institution could demand a course on a topic, e.g. parental mental 
disorders, and this request would be met without hesitation.   
Figure 2 summarise the professional challenges described in this study. The 
majority of groups described a high level of individuality in the common 
practices in the daycare institutions. This individuality could be influenced by 
traditions, the leader of the institution, professional attitudes in the staff or by 
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local neighbourhood conditions. Based on this individuality, two children both 
affected by parental depression who lived in the same municipality might 
experience very different levels of daycare attention to their current life 
conditions.  
 
Level of knowledge about mental disorders 
Lack of knowledge about mental disorders and the potential impact of these 
disorders on a child were described by the majority of groups. Some groups 
very explicitly demanded basic knowledge of mental disorders and their 
implications whereas other groups had sufficient perceived knowledge.  
The groups with sufficient knowledge primarily represented institutions 
located in disadvantaged neighbourhoods.  
Approximately three quarters of the groups expressed lack of knowledge, 
which, in daily life, caused limited focus on children who might be affected by 
parental depression. Many of the PPs could have formulated this statement:  
 
“We have a mother with depression currently and I never reasoned that her 
daughter may react the way she does because mummy has a depression.” 
(PP, Group 3) 
 
Professional recognition of children of depressed parents - a pivotal 
challenge 
Kindergarten staff may or may not recognise a reserved child as a child who 
could be affected by parental depression.  
In terms of information from the parents about their depression, the PPs 
described different types of interactions or lack thereof with the parents or 
with the extended family. 
Some parents informed about their family conditions at an early stage of the 
parental depression. This early information ensured the professional 
recognition of the child’s current situation. 
However, a large group of parents never explicitly informed the professionals 
of their depression, but the professionals recognised the situation over time 
as the parents changed their daily routines or owing to information from 
others. Some parents gave the information when they had recovered from 
their depression.  
The PPs related the parents’ non-information of the professionals with taboos 
related to depression. This might especially be the case when very well-
educated parents experienced depression. These parents, who were usually in 
total control of their conditions of life, might tend to avoid facing their 
situation, and some PPs had observed that they were affected by feelings of 
shame. 
When no information of the parental depression was given, identifying a child 
with a depressed parent was described as a challenge. Some PPs described 
these children as “panel children”, i.e. the children might not be seen in a 
busy daily practice with many other more expressive children.  
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The interviews revealed that some of these internalising children were never 
recognised by the professionals as children at risk. 
 
Taboos on mental disorders 
Taboo on mental disorders was an important issue in many groups. The 
taboos existed among the PPs as well as among the parents. According to the 
descriptions from the PPs, a hierarchy of mental disorders existed among the 
parents. The PPs reported that ADHD was becoming increasingly more 
common in the parental group, and apparently, parental ADHD, opposite to 
parental depression, was associated with no taboo as expressed below: 
 “Mental disorders are somehow ranked: ADHD is the new black, whereas 
depression is a sign of weakness.”  
 
In the following example, the taboo was expressed by a grandmother who 
informed the kindergarten of a mother’s depression: 
  
“For some time, we have had a quite withdrawn family. Mum and dad had 
separated, and not until 3-4 months after that we were informed by the 
grandmother who asked: “Did he tell you that they have separated?” When 
we said no, she replied: “Oh, then don’t tell him I have said so”. That makes 
you wanna fish for something! After a while, he tells us, and it turned out that 
the mum was very depressive and felt so bad mentally that they had to 
separate.”  
 
Figure 2: Professional challenges in relation to parental depression 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dilemmas concerning parental depression, described by 
the PPs:  
 
• Invisibility of the children 

• Invisibility of the parents 

• Taboo 

• Insecurity in terms of raising the topic to the parents 

• Lack of knowledge about the potential impact of 

paternal depression  

• No formalised attention towards the topic  

• Lack of support strategies and facilities 

• Inconsistency in terms of knowledge sharing 
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Importance and challenges of conversation with children and parents 
Many PPs emphasised the importance of conversations with the child affected 
by parental depression and with the parents as well. The amount of 
professional and personal experience caused the main distinction between PPs 
finding these conversations uncomplicated and PPs tending to avoid such 
conversations. With few exceptions, long-lasting professional experience was 
evidently associated with the capacity to recognise and bring parental mental 
disorder into conversation.  

Many examples were given of restraint to bring up concerns. The repeated 
considerations in the groups were as follows: “This issue of depression might 
be too private?” “When is the appropriate time to intervene?” “Am I the right 
person to contact the parent?” “Can I handle the situation?” “Will it be 
unpleasant?” “Am I going to cause any harm?” 
 
An important barrier was constituted by the professional or personal attitudes 
of some PPs. To these PPs, an initiative to talk with a parent about parental 
mental disorder or impairment was understood as an attack on the parent 
rather than as an offer to help ease the situation; a PP in Group 3 expressed 
the above point of view very clearly:  
 
“It’s really hard because we are kicking somebody when they are down!” (PP, 
Group 3) 
 
The professional attitudes are pivotal for the positive outcome of a 
conversation on parental depression, and the above attitude was only 
representative of the minority of PPs. Some PPs described that pedagogues 
tended to have low confidence in their professional competences.  
To some PPs, a high parental, educational level was a barrier to conversation, 
and they felt a taboo if they should raise the subject to a well-educated 
parent.  
 
In the following, three interview sequences will be described verbatim. They 
describe attitudes embedded in the organisational cultures in three 
institutions.   
 

Focus group interview no.10: Dialogue between two daycare professionals: 
A: “I think it is so important that we talk about it. Just to understand:”How is 
this family put together?” “What can we do to give these children optimal 
conditions by being here?” …and maybe also take these parents with 
problems in hand…” 
B: ”I think the same way but I know that I react in a way… I think that if 
someone wants to tell me about ts they will do it. But I hold a litte back 
asking about it and that may be a mistake”. 
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A: ”I think it depends on the way you get into it. We have to get one of them 
to meet us but if mum does not talk about it herself, I don’t think that I will 
put a hand on her arm and ask: ”How are you?” But if it is one of these 
parents I usually have a good contact to and I see that the house of cards 
collapses some day, I can easily do it. It may not necessarily be a depression, 
but if you don’t open it the result can be a depression I think?” 
B:”Yes, you are right and I did that with the parent I talked about before - I 
was the one who said: ”How are you?”” 
-  
B: “…but it is important that you know them and feel like…. that you have 
some “ping pong” or something… I think, before you ….” 

A: “Oh yes, of course, I don’t contact totally strange parents, but we get 
really close to many of them and they hand over their dearests to us. Often, 
you can ask because you think the children react in a different manner. It 
may not be a depression, but as a parent you can have days with just no 
surplus energy, and I think that is enough to sense from the children that 
something is afoot.” 
 
Focus group no. 8: Dialogue between the leader and a daycare professional: 
C: “Yes…, but it’s this…before you…when you have to open to “What is 
happening here?” You may be reluctant to deal with it because…. “What if I 
stir something up I just can’t handle?!””  
D: ”And then you think that in this situation, you need advice or knovledge?” 
C: ” Yes, If that’s why you … maybe…. ”When so many walk around and you 
don’t recognise them, can it be because you do it like: ”What if I just 
pretend……?” You see? 
Recently, I was in an introduction meeting, and the father said: ”I was 
referred to the Psychiatric Centre in X-town a short time ago.” Why didn’t I 
ask: ”Why are you going to be there?” and ”What is your diagnosis? Do you 
have a diagnosis?”” Just to find out: ”How serious is the situation?” But I felt 
like: ”No, am I getting too close now? Am I violating his personal 
boundaries?”” 
D: ” Yes, and then you have to learn to say: ”Oh, that doesn’t sound nice! Will 
you tell a little bit more about it?””  
C: ”Yes, and it is just to get started to do so: “How is it that you open in the 
right way?” That’s what you are asking for isn’t it?” 
D: ”Yes, but it is a matter of practice, it really is! But someone has to give you 
a cue.” 
 
Focus group no. 14: Statement from the leader in the best practice 
institution:  
“We set the bar high. You have to have a certain level of professional 
competency to work here because you have tohmandle this situation from day 
one. And itdoes not mean that you have to be a world champion, but you 
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need to understand what it means to have an appreciative approach. “What 
does it mean to focus on the children and not on myself?” Pedagogues saying: 
“I’m afraid to bring this up, we just have to….” focus on themselves rather 
than on the children. And I think we are trying to work away from this: “It is 
difficult for me to do this…” – “You know what: If you can’t handle it, this is 
not the right place for you! Here we focus on the children. So, it’s not the 
question, whether you find it difficult. The question is for you to find out how 
to do. You can get whatever help you may need!”  
 
Obviously, a leader with such distinct attitudes and demands generate an 
organisational culture with a professional attention to children of depressed 
parents beyond discussion.  

 
Knowledge sharing and cross-disciplinary collaboration  
Successful collaboration was exemplified in the majority of groups.  
Many informants emphasised the importance of teamwork and collegial 
support. To share concerns for a child with colleagues was necessary to fully 
recognise the relevant level of professional concern for a child at risk.  
A social worker, located at the neighbourhood school was described as a 
“fantastic construction”.  This nearby location allowed the kindergarten 
teacher to follow a parent to this social worker who was a very confident, 
supportive and highly professional person. Thus, the parent who trusted the 
kindergarten teacher was introduced to the social worker without hesitation 
whenever needed. No formal arrangement was required: you could just turn 
up. Such high accessibility was described by all groups as the ideal basis of 
promoting high quality of support to children and families experiencing family 
adversity.  
Long geographical distances and long waiting times were both factors 
described by the PPs as barriers for the impaired parents to take advantage of 
possibilities for support from other authorities. “Long” distance might be a 
distance of a couple of kilometres which required a bus transportation, and 
“long” waiting time might be waiting until the following week or even day.  
These descriptions of the fragility in the affected parents emphasised the 
success and huge potentiality of offering immediate support situated in the 
nearby neighbourhood.   
Cross- disciplinary collaboration was described as a potential source of 
professional frustration, and the frustration was typically caused by long 
waiting time. 
Organisational, structural changes influenced the possibilities of information 
sharing concerning the children. Professionals are allowed to immediately 
pass on information to professionals organised in the same local authority. If 
a family suddenly moved to another neighbourhood, phoning colleagues in 
another local authority to inform of children at risk would be law breaking. 
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Passing on information to professionals situated in another authority or sector 
requires a written parental consent.  
This was exemplified in a group, in which the former organisational structure 
ensured that information about postnatal depression was given from the 
health visitor to the daycare. This former procedure led to immediate extra 
attention to the child affected by maternal depression when the child started 
in daycare. Due to organisational changes, this procedure was now illegal. The 
daycare system might get information on the maternal depression from the 
parents themselves, or the health visitor might ask for written consent from 
the parents to pass on the information about the maternal depression, but 
none of this could be guaranteed. The idea of this legally induced barrier is to 
facilitate a “fresh impression” of the child plus family. Some PPs agreed in this 
intention, but the majority of the PPs considered this barrier to constitute a 
severe problem.  
As the PPs often had important information which could improve a child’s 
current situation and maybe its future life, they described these conditions as 
really stressful at the professional level, and hence often also stressful at the 
personal level.  
 
Heartbreaking stories, creative everyday solutions and future wishes 
Among the numerous descriptions of children’s conditions of life, some were 
especially heartbreaking. Children from 4 to 6 years affected by parental 
depression were described as pale, sad, discouraged and haggard. Six-year-
olds reported eating problems and suicidal wishes were also described.  
The daycare professionals had been aware of these children and had given 
their care to them. The care offered was of low intensity and insufficient, 
which did not automatically cause a request of further support to these 
children. The PPs were aware of this insufficiency which was reflected when 
they were asked to characterise the ideal, future situation, the majority of the 
PPs wished to expand their knowledge about mental disorders and the impact 
of the disorders on the children. They also weighted an increased flexibility 
which should give space for creative solutions on family adversity. Flexible 
and easy access to further support was prioritised as decisive facilities for the 
very young children. Reassessment of professional attitudes was also 
presented as a future ideal. If pedagogues should take advantages of future 
possibilities, professional conformity might block the potential changes. The 
final future wish constituted improvement of conversations with the parents: 
“We have a little girl who is totally blank, cause so is mum, and she mirrors 
mum. And it works since dad makes the wheels turn around, but what can I 
do? How can I help the family to make her feel better? Can I refer to 
someone?”   
  
According to the above citation, it remained unclear whether potentially 
supportive professionals were accessible, but if so, the little girl never met 
them. 
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Limitations and busyness with practical activities were recurrent themes in the 
interviews. The very young children inevitably need practical help, and thus, 
only a minimum of time may remain to give attention to the invisible children. 
 
Some PPs adopted a distinct attitude: “It is my professional responsibility to 
react on these children’s conditions and lack of well-being”.  
The discussions of professional boundaries and responsibilities were heated in 
some groups: “Which tasks were the responsibilities of a pedagogue?” These 
discussions remained inconclusive. 
The interviews revealed a variety of examples of extra professional attention 
to a child of a depressed parent, e.g. giving the child extra physical contact, 
offering a permanent seat next to a pedagogue, doing the laundry, providing 
clothes for changing, giving permission to bring breakfast into the institution, 
and providing food from the institution when the child itself was not bringing a 
packed lunch. 
 
 
Discussion 
Principal findings 
We found that Danish professionals in daycare reported a substantial lack of 
knowledge of mental disorders and of the potential impact of parental mental 
disorder on the child. The variation in all other parameters, i.e. size of the 
institutions, children’s age groups, geographical locations, level of social 
neighbourhood disadvantages and number of bilingual children, was marked, 
but some tendencies were general:   
Experience was a very important parameter in terms of handling parental 
depression, and the association between long-term professional experience 
and the capacity to recognise and bring parental mental disorder into 
conversation was evident.  
Recognition of a child affected by parental depression tended to fail if the 
parent provided no information of the parental depression to the 
professionals.  
The organisational focus on parental mental disorders in terms of an explicit, 
organisational awareness was low. However, one institution represented best 
practice. In this institution, the leader placed demands on all the daycare 
professionals that they should initiate conversations with parents whenever 
they experienced changes in the children’s behaviour or registered changes in 
the attitudes of the parents.  
 
Strengths and weaknesses 
The strength of this study is the close connection with daily practice within the 
area of daycare and the naturalistic character of the data obtained. Thus, 
similar situations could be expected in other daycare institutions, and 
consequently no significant discrepancies should be expected between the 
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study population and the total population with regards to the descriptions of 
professional attitudes and daily practice.  
During the study, an upcoming labour market conflict necessitated an 
adjustment of the study focus and thus, the inclusion process was also 
affected.  
The focus group study in this thesis is unusual in the aspects of sampling 
procedures, number of participants and number of groups. The formerly 
described change from plan C to plan D constituted an accelerated non-
traditional sampling. 
 
The local staff leaders were responsible to sample the participants into the 
groups and their sampling strategies were primarily based on purposeful 
saturation [25] i.e. the leaders invited employees with special experiences or 
knowledge to participate in the focus group interview. These invited 
participants were thought to be the best potential informants in the group of 
employees, given the conditions. The short time frame necessitated realisable 
solutions and therefore, some focus groups were constituted by members of 
existing leader groups and the interviews were conducted within already 
scheduled meetings for these groups.  
The above-mentioned sampling procedure led to the constitution of highly 
varied groups. The number of participants spanned from two to 12 on the day 
of the interview. Group processes are a major strength, but also a weakness 
of focus group interviews as participants may censor their contributions in 
order to match the rest of the group [31-33]. Such processes were taking 
place, but still, individual attitudes were explicated during all interviews. 
 
Despite the hierarchical differentials and the underlying power structures in 
some of the  groups, power struggles were no issue of importance [31,32]. 
One group with three participants necessitated continuous stimulation from 
the researcher to keep the conversation alive, but regardless of the number of 
participants, the remaining 13 focus groups all had a high level of 
engagement and they had lively discussions and needed only low activity from 
the researcher to keep the conversation on track.   
Numerous examples were presented during the interviews, and a typical 
interview start consisted of a description of an example. Otherwise, a 
participant presented reflections caused by the invitation. “Bad situations” 
were frequently described, i.e. situations in which the participant had been in 
doubt about how to react. 
 
Relation to other studies 
The level of professional knowledge varied markedly among the PPs as some 
of the PPs were fully aware of the potential consequences of parental 
depression for the child whereas others reported poor knowledge. This finding 
is in line with the literature in which an in-depth review of the current 
situation in U.S. [15] was presented. In terms of professional knowledge and 
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attention to families affected by parental depression, a variation of similar 
magnitude was described. 
 
In this study, many PPs described their non-recognition of children of 
depressed parents which is in agrement with the above-mentioned term of 
“invisible children” [14,34].  
 
Danish research projects have recently demonstrated that systematic, focused 
intervention can lead to an improvement of the pedagogic practice. The 
Identification Project demonstrated that children at risk were recognised 1½ 
year earlier in the intervention group compared to the control group and the 
idea of the Identification Project [8] paralleled to the idea of this study.  
The VIDA project [7] worked with an innovation model which could be also 
useful to improving the professional awareness of children of depressed 
parents. 
  
The importance of recognising these children was emphasised by Bassani 
[17,18]. 
Feelings of shame in some parents was recognised by the daycare 
professionals and shame was also described in relation to research on family 
conversations with families in which a parent was suffering from depression 
[35,36].  
Daycare professionals can positively influence the daily well-being of children 
at risk which was shown in an observational study. In analyses of the levels of 
cortisol in preschool children in the morning and at noon, an association was 
shown between care from the daycare professionals and fluctuations in the 
children’s level of stress [37]. 
 
Implications 
This study highlights the need of daycare professionals to expand their 
knowledge of parental mental disorders and of the impact of these disorders 
on the child.  
Such increase in knowledge about and focus on children of depressed parents 
necessitate an organisational focus in order to improve the conditions of these 
children. Basis education, key professionals with consultative roles and long-
term follow up cannot be initiated without an organisational intention to 
changes. 
 
Additionally, focus on increasing the recognition of children affected by 
paternal depression is crucial in terms of the recent documentation of social 
withdrawal at age 5 as a predictor of depression by the age of 20 [16]. 
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Discussion of methods 

This chapter discusses the methodologies applied to the substudies in this thesis. 
The study designs, the data collection and the validity of the substudies are 
discussed. The qualitative and the quantitative parts of the study will be 
discussed separately. However, the initial paragraphs will describe how 
contextual factors impacted this study.  
In general, research projects are not integrated in the common practice of Danish 
local authorities, but local authorities may participate in specific research 
projects. Thus, the local authorities are generally not well equipped to conduct 
systematic procedures with other objectives than the objectives of the specific 
case handling. This aspect impacted the course of this study. 

Contextual study impact 

Contextual factors have influenced this study markedly as the study was planned 
and conducted during a period permeated by societal restructurings and cost 
reductions. 
A local government reform was instituted in January 2006 and as a result, the 
division of tasks and responsibilities between different public authorities was 
changed in many aspects. 
The idea of this study emerged in May 2008 after which, the planning phase 
continued until June 2010 when the study was initiated. Due to the above-
mentioned conditions, it was impossible to enter into agreements about 
municipal collaboration during the planning phase as the local government 
reform still impacted daily procedures to a large extent. 
The research protocol was accepted encompassing descriptions of the proposed 
substudies, but in a way, the protocol was open-ended as no specific agreements 
of collaboration with municipalities existed. As a consequence, these agreements 
should be made within the study period.  
 
The terms “tame problems” and “wicked problems” were introduced in 
evaluation research by Krogstrup [362] in order to describe different types of 
problems. “Tame problems” were described as simple problems which could be 
met with standard solutions and on the contrary, “wicked problems” were 
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defined as very complex problems which avoided traditional categorisations and 
required complicated highly individual solutions. 
To a high extent, this thesis was influenced by “wicked problems” as the 
constantly changing societal conditions necessitated repeated changes of the 
applied strategies and methodologies. These unforeseen changes have influenced 
the consistencies among the substudies which will be elaborated on in the 
following. 
In the following, the changes are named plan A-D, and Figure 2 illustrates the 
sequences of study changes. 
 
Figure 2: Sequences of study changes 
 
  2010 2011 2012 2013 
 Plan A          --------    
 Plan B                     ----- --------------------- ---------  
 Plan C               ----------- ------- 
 Plan D             ------- 
 
 
Plan A 
In the research protocol, plan A - a two-phased study was described. This 
initially planned study had a clear structure: A qualitative interview study 
followed by three quantitative surveys.  
Plan A represented a study which was primarily quantitatively designed, i.e. 
“quantitative dominant” [363]. Qualitative interviews among 18 citizens on sick 
leave due to depression were planned to constitute the first substudy, but the 
idea was that these interviews should be conducted in specifically defined 
subareas in the shape of limited geographical areas in 5-6 selected municipalities. 
The demography in the subareas should reflect broadness in socio-demographic 
variables and include approximately 175,000 citizens. Job centres should be 
responsible for the inclusion process. This model aimed to constitute 
representativeness and was inspired by an ethnographic study on citizens 
affected by homelessness, abuse and mental disorders conducted by Høgsbro et 
al. [364].  
This qualitative study should constitute the basis for a survey among citizens on 
sick-leave in the selected areas, a national survey among general practitioners 
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and a national survey among local authorities. The survey among local 
authorities was meant to elucidate the focus on children of parents with 
depression at the political and organisational level in the municipalities. 
A successful accomplishment of this planned sequence of substudies should lead 
to an overall national mapping of the care given to children of depressed parents. 
This mapping was meant to provide an overview with no in-depth information. 
 
The initial phone calls to the leaders in the local job centres during the summer 
2010 revealed troublesome perspectives for plan A. The proposed selection of 
municipal sub areas for the study was met by negative reactions. The local 
leaders found either that this plan was impossible to implement or that the 
implementation would be too demanding for the job centre employees.  
 
Plan B 
The original idea of representativeness was impossible to maintain, and the first 
interviews were conducted in November 2010 which was in accordance with the 
time schedule, but the inclusion procedure was revised. Three municipalities 
accepted participation, and thus, three job centres took the responsibility to help 
finding interviewees, but these municipalities reflected no broadness in socio-
demographic variables. As a consequence, the proposed survey among 
depressed citizens in the participating areas was abandoned. The aim of the 
proposed survey was to generate generalisable data on Danish families affected 
by parental depression. Alternative collaboration models were examined, but 
attempts to constitute a survey sample which allowed generalisation were in 
vain.  
 
Plan C 
From November 2010 to May 2012, only 15 IPs were included in the study 
despite repeated reminders to the collaborating job centre employees. This 
protracted process of obtaining the proposed number of interviews resulted in an 
increasing doubt about the validity of the proposed future survey among local 
authorities. If the results of a future survey would be in line with the experiences 
during the sampling into the interview study, the response rate would be below 
limit and the completeness of the responses would be low as well. In conclusion, 
these perspectives caused a decision of change to a case study – plan C. This 
change of plans took place in June 2012. 
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A case was defined to be a municipality. Two municipalities were included and 
an in-depth examination of the fields of preschool and school was initiated. Focus 
group interviews were intended to be conducted among professionals working 
with preschool plus school age children, and the school interviews were planned 
to take place at the beginning of 2013.  
 
Plan D 
An upcoming labour market conflict necessitated further changes during spring 
2013. Due to this conflict, no school interviews could be conducted and the case 
study plan was violated. Six focus group interviews were conducted in the 
preschool area in the case study municipalities during autumn 2012, but with no 
data from the school area, this data material seemed too thin. The final study 
change was initiated in April 2013 as study III was changed to a focus group 
study within the preschool area. The inclusion process was adjusted by including 
more municipalities. 
 
The above-mentioned changes of the substudies led to a final study design which 
was more complex according to methodologies [365] than originally planned. 
Epistemological considerations were no main focus during all these processes of 
change, but rather considerations about potential, realisable alternatives when a 
plan was obstructed due to contextual factors beyond the influence of the 
researcher. 
The study was conducted from a pragmatic stance as described by Feilzer and 
Brinkman [339,366]. 

Mixed methods design 

The consequences of the plan A-D changes led to the final construction in which, 
the qualitative and the quantitative parts had equal status which Johnson et al. 
refer to as a “pure” mixed design [363].  
 
Mixed methods research represents a continuously evolving research field. In 
2007, Johnson et al. [363] examined definitions of mixed methods research by 
asking leading mixed methods researchers how they defined mixed methods 
research. This review resulted in 19 definitions on the basis of which, Johnson et 
al. offered a new tentative definition and described a continuum of mixed 
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methods designs defining three major research paradigms: “qualitative 
dominant”, “equal status” and “quantitative dominant”.  
In 2011, Small [367] published a selective review of recent studies based on mixed 
methods and described trends in the mixed methods literature. These trends 
included “crossover” analyses, i.e. qualitative data analysed by quantitative 
methods and vice versa plus “integrative” analyses by which a single data source 
is analysed with multiple techniques.  
Best Practices for Mixed Methods in Health Sciences [368] was published by the 
National Institutes of Health in 2011. These guidelines recommend that each study 
component should be conducted according to the established principles of rigour 
within its field. According to guidelines for conduct and evaluation of mixed 
methods research [369], rationales should be explicated for all decisions and 
rationales regarding study design including the purpose of including both 
qualitative and quantitative methods. 
Wisdom et al. [370] systematically reviewed methodological reporting in 
qualitative, quantitative and mixed methods health services research articles in 
2012. They concluded that few published health services research articles used 
mixed methods and that the frequency of key methodological components was 
variable. They also provided suggestions to increase the transparency of mixed 
methods studies and the presence of key methodological components in 
published reports. 
 
We conducted three substudies, each with their own design and dataset, but 
inspiring each other during the phases of construction and data collection by 
passing information bidirectionally. Parallel datasets were generated [371], and 
the exploratory and the triangulation design was combined [372] (See Figure 1, 
p.56). 
 
According to Creswell [333], the exploratory design is a two-phased design by 
which qualitative method is used in the first phase followed by the quantitative 
method in the second phase. Results from the first phase can form the basis of the 
second phase. This design is suited to explore a phenomenon.  
The triangulation design aims to gather different, but complementary data on the 
same topic, and the intention of this method is to combine different strengths and 
ensure that potential weaknesses of quantitative and qualitative methods 
outweigh each other. Via this design, quantitative and qualitative data on the 



Discussion of methods 

143 
 

same phenomenon are collected and analysed separately after which, the 
different results are compared and contrasted during the interpretation. The 
purpose of this model is to draw valid and well-substantiated conclusions about 
a single phenomenon [372].  
 
In this thesis, study I and study II were conducted on the basis of the sequential 
exploratory design whereas study II and study III were related to each other as 
the triangulation design requires. This combination should provide the best 
possible elucidation of the topic of “conditions for Danish children of parents 
suffering from depression” from different perspectives.  
Children may experience care and direct or indirect support from very different 
groups of adults and the informants in the substudies were chosen as they 
represented pivotal adult groups for these children. The selected types of studies 
aimed to match the conditions and the preferences of each target group.  
All substudies were descriptive. Howitt [373] states that “an obvious first 
approach to research in any field is simply to describe in detail the characteristics 
and features of the thing in question”. This statement is in line with the argument 
for this study. 

Qualitative part  

Data collection 

Study I 
The formerly described inclusion strategy (Privacy, confidentiality and informed 
consent p.65) allowed contact to all eligible citizens in these municipalities, which 
is considered a strength. This strength is reflected in the variety of interviewees 
included. 
The inclusion process was planned to be well-structured, i.e. producing 
systematic information about the non-participants. This idea of gathering 
systematic information about non-participants was rooted in plan A and the 
initial intention of achieving representativeness, but as the inclusion process was 
unproven, we still wished to gather information about the process and the non-
participants after the change to plan B. We learned that systematic procedures 
were incompatible with collaborating with three job centres employing more 
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than 20 job consultants. However, the job consultants described different causes 
for non-participation which were primarily: no interest or wish to participate in 
an interview, lack of energy or remission of the depression. As anticipated, it was 
observed that the less severely depressed citizens tended to accept participation 
more frequently than the most severely depressed citizens. The number of non-
participants approximately equalled the number of IPs.  
 
The interviews were planned to be semi-structured, but the nonverbal reactions 
and the story of IP2 questioned this planned interview structure. IP2 changed her 
nonverbal attitude markedly when the formal interview was introduced after the 
initial conversation and became tense and seemed uncomfortable which led to 
return to the initial conversation style which allowed IP2 to describe her situation 
in her own words.   
After this initial informal pilot testing, the remaining 16 interviews were 
structured as follows: The IP was asked to start either by describing the 
beginning of his/her depression or by talking of a theme of his/her own choice. 
The IPs were allowed to speak freely in order to ease the situation and promote 
conversation of potentially difficult topics. The IPs’ depression stories varied 
highly which formed the interviews very differently. The IPs’ patterns of concern 
reflected the severity and chronicity of their conditions, and the IPs who 
experienced their first depressive episode described considerations different 
from the considerations of the IPs with recurrent depressions. 
As this revised interview strategy gave space to the IPs’ stories, the variation 
within the group was reflected by the interview time range. The IP interviews 
lasted 40-89 min. and the partner interviews showed even further variation with 
a time range from 27 to 87 min.  
This revised interview method was inspired by a narrative approach [374]. The 
interviews were linked to each other as examples from previously conducted 
interviews were interwoven in subsequent interviews, whenever relevant. The 
interview guide served as the researcher’s checklist. 
 
The sample size was proposed to be 18 interviews in order to obtain satisfactory 
data saturation [375], and 18 interviews were fulfilled. 
The last interview provided new data as IP18 was the first IP currently 
experiencing an incident depressive episode. This IP was diagnosed just a couple 
of weeks before the interview, and she still tended to be shocked by this 
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situation. Experiences caused by the recent incidence of a depression had been 
described by no other IPs. However, it was unexpected that interview no. 18 
should add “new” information as the previously conducted interviews had 
indicated that data saturation was achieved [337,375,376]. 
 
The planning phase focused on the risk-benefit ratio [359] which was described 
under Risk burden and benefits (p.63). This ratio was successfully maintained as 
many IPs expressed thankfulness for the conversation during the interview 
evaluations, and no IPs gave negative comments on their interview participation. 
This is in line with a summary of the potential outcomes of participating in 
qualitative interviews described by Cutcliffe and Ramcharan [377]. Their 
literature summary illustrated that interviewees generally experienced interview 
participation as beneficial, and that the interviewees appreciated being listened 
to. 
 
 
Study III 
The focus group interview study in this thesis is unusual regarding the aspects of 
sampling procedures, number of participants and number of groups. The 
formerly described change from plan C to plan D caused an accelerated non-
traditional sampling. 
 
Krueger [353] stated that the researcher should maintain control of the selection 
process, but in this study, such control was not an option. The researcher could 
control whether a local authority was asked to participate, and at this stage, the 
sampling procedures aimed at achieving satisfactory data saturation i.e. a reliable 
sense of thematic exhaustion and variability within the dataset [337,353,378].  
All staff leaders received the same pivotal, basic information combined with 
specific information matching the telephone conversation to ensure similar basis 
for the sampling procedures.  
The local staff leaders were responsible of sampling the participants into the 
groups and their sampling strategies were primarily based on purposive 
sampling  [343] i.e. the leaders invited employees with special experiences or 
knowledge to participate in the focus group interview. These invited participants 
were thought to be the best potential informants in the group of employees, 
given the conditions. In these ad hoc groups, many participants were initially 
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unknown to each other which is in accordance with the most general 
recommendations [345,353]. Power differentials were frequent in these groups 
which is in contrast to the general recommendations [345,353]. A typical ad hoc 
group consisted of one or two local leaders and a number of employees. 
The short time frame caused by the plan C-D changes necessitated realisable 
solutions, and therefore, some focus groups were constituted by members of 
existing leader groups and the interviews were conducted within already 
scheduled meetings for these groups. Barbour [371] argued that interviewing 
pre-existing groups can be advisable in health services and social sciences as 
these sectors are usually based on collaboration and carry the responsibility of 
handling complex tasks. These working conditions match the advantages of a 
focus group interview. 
 
The above-mentioned sampling procedure led to the constitution of highly 
varied groups.  
The ideal size of groups discussing non-commercial topics is assessed to be five 
to twelve participants depending on the authors’ experiences and preferences 
[343,345,353,354]. The mailed invitation (appendix 9) proposed five to seven 
participants, but the number of participants spanned from two to eleven at the 
time of the interview. According to Krueger [354], the probability that too many 
people will show up for the focus group is increased when the researcher gives 
away the control of the recruitment to other parties. 
Group processes are a major strength, but also a weakness of focus group 
interviews as participants may censor their contributions in order to match the 
rest of the group [345,353,371]. Such processes did take place, but still, individual 
attitudes were expressed during all interviews. 
 
Despite the hierarchical differentials and the underlying power structures in 
some of the groups, power struggles were no issue of importance [345,353]. In 
one group interview with three participants, the researcher had to continuously 
stimulate the conversation to keep it from dying, but regardless of the number of 
participants, the remaining 13 focus groups all had high levels of involvement 
and they had vivid discussions and needed only low researcher activity to keep 
the conversation on track.   
Malterud [345] stated that the amount of substantial information increases when 
power struggle does not take place, and that data are most robust when 
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participants tell specific stories. The invitation (Appendix 8) had encouraged the 
participants to bring up with examples, and numerous examples were presented 
during the interviews. When the introduction was finished, a typical interview 
began with a description of an example. Otherwise, a participant presented 
reflections aroused by the invitation. “Bad situations” were frequently described, 
i.e. situations in which the participant had been in doubt about how to react. 
The interview guide served as the researcher’s checklist for support, but not 
standardisation [345]. The researcher stimulated interaction between 
presentation of examples in daily life, and reflection on practice was stimulated.  
 
In the present study, 14 focus group interviews were conducted.  
Krueger and Malterud described the usual number of focus groups to be three to 
five [345,353]. However, an analysis of reports regarding sample size conducted 
by a search in PubMed in 2008 included 220 papers in which the range of the 
reported numbers varied from 1-97 groups [379]. In the studies with a single 
focus group interview, pilot testing was the most frequent reason for conducting 
this single interview. The majority (83%) of articles gave no explanation of the 
number of participating groups. 
 
After having conducted of approximately ten group interviews in this study, 
data saturation seemed to be almost achieved which indicated that the number of 
interviews was sufficient [337,375,376]. The plan D change had caused a highly 
compact sampling process resulting in parallel ongoing decision processes which 
had led to agreement about four further group interviews. 
It seemed inappropriate to cancel these interviews despite the supposed data 
saturation, and the decision to carry out all the scheduled interviews proved 
important. Surprisingly, the fourteenth focus group interview differed markedly 
from the first 13 interviews as it turned out to represent best practice according to 
professional attitudes, guidelines and practice. 

Internal and external validity 

According to Horsburg [380], validity is a quantitative conceptualisation 
unsuitable for evaluation of qualitative research. However, other authors 
disagree and state that he validity of qualitative studies [381] is determined by a 
well-reasoned participant selection and relevant inclusion, appropriate data 
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collection methods and data collection processes comprehensive enough to 
support rich and robust data material which is appropriately analysed and 
adequately corroborated by using more than researcher to collect and analyse the 
raw data [382]. The validity of Study I and Study III will be discussed as a whole 
in the following. 
 
 
Reflexivity 
Reflexivity concerns the identification of preconceptions brought into the study 
and influencing the research process in the form of the researcher’s personal and 
professional experiences [381,383]. However, reflexivity is a term with various 
meanings [384-386], and Dowling described a distinction between 
personal/subjective and epistemological reflexivity [386]. 
 
Pezalla et al. [387] stated that “unique researcher characteristics have the 
potential to influence the collection of empirical material as the researcher is the 
instrument in the interview”. Furthermore, Guillemin [358] suggested that 
reflexivity can be seen as an ethical notion which can be a helpful conceptual tool 
for how ethical practice can be achieved.  
Reflexivity and ethics were closely intertwined in our study. 
 
According to Finlay [385], all phases of the research process shall be taken into 
account in relation to reflexivity.  
During the planning phase, the reflexivity was embedded in the form of 
considerations of the ethical aspects of participation as formerly described (Ethics 
and approvals, p.62)  
 
All interviews were conducted by the author, i.e. the influence of the “researcher-
as-instrument” [387] can be expected to be similar during all interviews.   
The author’s knowledge and experience from 35 years of employment within 
psychiatric settings constituted solid qualifications to conduct both individual 
and group interviews. Bulpitt [388] argued that similar skills are required to 
conduct a therapeutic interview and a research interview, and the author’s long 
routine from leadership within psychiatric conversation and activity groups was 
highly useful when unforeseen situations occurred during the interview 
processes.  
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During the individual interviews, the author interrupted no digressions, even 
when long-lasting, and ethics in practice decisions as described by Guillemin [358] 
took place when emotional distress was occurring, i.e. the author drew on her 
psychiatric experience to balance between the aim of the interview and the 
emotionality of the IP. 
During the focus group interviews, the author’s experience kept the group 
processes on track and ensured constructive discussions despite whatever 
distractions might occur. 
 
It was of great importance to involve a group of researchers in the interpretation 
and analyses as data otherwise could have been skewed by the author being the 
only interviewer. 
The analyses were performed in collaboration between the author and six 
members of the research group who were educated as social worker, midwife, 
nurse, translator or psychologist. All analyses were performed by two members 
of the research group in common. 
 
Caused by the amount of interview data and the time available, the analyses 
were based on a combination of audio files and verbal transcripts.  
All individual interviews were analysed based on audio files. As many of the 
focus group interviews were very complex, half of these interviews were 
transcribed verbatim. These specific interviews were chosen according to achieve 
the maximal variance within the transcripts. 
After transcription, the audio files were listened to again by the author for further 
deepening into the data, and back and forward processes were conducted. 
 
The research group agreed that data were collected by means of a non-directive 
interview style making room for the informants’ personal views which ensured 
that data were thrustworthy.  
 
Transferability 
In both studies, the final interview provided important new information, and as 
the former interviews had indicated that data saturation was achieved, it is 
reasonable to assume that data saturation was satisfactory in both studies.   
As formerly described, no systematic report on the non-participants was 
available, but during the inclusion, the job centre employees observed that the 
less severely depressed citizens accepted participation more frequently than the 
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most severely depressed citizens. Consequently, this sample of depressed 
citizens tended to primarily represent the least impaired depressed citizens 
within the total group of citizens sick-listed for depression.   
It was a clear strategy to avoid imposing adult responsibility upon the children, 
and therefore, the informants should be adults. Thus, the children’s well-being 
was evaluated and described by their parents. It is probable that a systematic 
assessment could have given more precise information about the children, but 
such an assessment of every child would raise the demands on the potential 
participants. To be able to include eligible interviewees with little energy, 
simplicity in participation was prioritised. 
 
The parental assessment could be biased due to the parental depression [389]. 
However, all interviews encompassed numerous examples which enabled the 
interviewer to assess the parental descriptions in terms of negative interpretation 
of their children’s reactions. Additionally, interviews with partners and general 
practitioners also served to elucidate the children’s situation, and only one 
depressed father was observed to present a depressively biased assessment of his 
5-year-old son. 
 
The strength of Study I is the richness of data and the naturalistic character of the 
study. The participants represented a variety of conditions according to socio-
demographics, severity of the parental depression, number of children and 
coping strategies.  
The strength of study III is the close connection with daily practice in the area of 
daycare and the naturalistic character of the data obtained. Thus, similar 
situations could be observed when visiting other daycare institutions, and 
consequently, no significant discrepancies should be expected between the study 
population and the total population with regards to the descriptions of daily 
practice. In the majority of the focus groups, the participating daycare 
professionals were among the most experienced staff in the institutions which 
they represented, and long-term experience was associated with increased 
attention to and active care for children of depressed parents. 
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Quantitative part  

Data collection 

To be able to draw any conclusions, it was important to obtain a high response 
rate in this survey among GPs. No pre-designed questionnaire was available, and 
consequently, a questionnaire [341,342] was constructed through discussion and 
qualitative pilot test during individual interviews with seven GPs. These 
interviews were conducted during some weeks, which enabled a thorough 
development process. The questionnaire was revised and tested several times 
during this process until clarification appeared to be achieved. It was prioritised 
that the questionnaire was easy to overview, which resulted in a two-page 
questionnaire printed on one sheet of paper.  
The questionnaire was designed to allow its data to be recorded by Cardiff 
Teleform Scan (version 8.1) [351,390].  
 
The primary quantitative pilot test was performed by mailing the questionnaire 
to 46 GPs (all GPs) in two small communities which had already been 
commissioned to establish contact to potential interviewees. The first pilot test 
resulted in a number of clarifications after which the second quantitative pilot 
test was mailed to 32 GPs (all GPs in a medium-sized community). Subsequently, 
no further corrections were necessary. 
 
Participants were offered a fee corresponding to 8 minutes’ effort, a standard 
time unit in general practice.  
The payment of fee for participating aimed to minimise selection bias and to take 
into consideration that GPs are self-employed running a business. If no fee was 
offered, it could be expected that respondents who were willing to participate 
without economic compensation were especially committed to giving attention to 
children of parents with depression which would cause a marked selection bias. 
The fee also aimed to appreciate and compensate the general practitioner for time 
spent completing the survey. 
 
Thorpe et al. summarised the literature of achieving good response rates when 
surveying physicians [391], and according to the authors, monetary incentives, 
short questionnaires, pre-paid envelopes and an extra questionnaire functioning 
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as a reminder were strategies which could enhance response rates. All these 
elements were used in this study as the questionnaire was mailed with a 
coverletter, a pre-paid envelope and an information sheet which was to be signed 
in order to receive the fee for participation.  
A reminder was mailed after 4 weeks and follow-up on incompletion was 
established by telephone or mail [391-393]. 
 
Missing values below 2% indicated a successful construction with well-
understood questions. 

Statistical precision 

Statistical analyses were performed using STATA (version 11.2). 
In order to establish the representativeness of our study, we used information 
from the census of the general practices 2011 [394], published by the Danish 
Medical Association; standard (Pearson’s) chi-squared tests were used to analyse 
the representativeness of the respondents with respect to gender and age. 
Logistic regression analyses were used to investigate factors affecting the GPs’ 
awareness of and expressed attention to the children. Primarily, “assessment of 
relevance” as dependent variable was analysed combined with GPs’ gender, age 
and regional location. Secondly, “knowledge about the significance of paternal 
depression” was analysed in relation to gender, age and assessment of relevance. 
Finally, associations between “attention given” and gender, age, knowledge and 
assessment of relevance were examined. Data on “topics of conversation” and 
“future perspectives” were summarised. 
Analyses were performed on complete data only. In terms of statistical 
significance, the reported results showed sufficient precision (p<0.001-p<0.05). 
 

Internal and external validity 

Selection bias 
Descriptive studies are vulnerable to selection bias [395]. This vulnerability may 
be caused by procedures used to select subjects as well as factors which influence 
study participation. In this study, the questionnaire was mailed to 50% of all 
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Danish GPs except for the GPs in the two communities which helped with pilot 
testing; information about the GPs was downloaded from an open database of 
the Danish Health and Medicines Authority [350]; the sample was constructed by 
sorting all Danish primary care practices by region, zip code and number of GPs 
in practice, after which every second practice, i.e. 523 primary care practices were 
sampled into the study. Thus, the sampling process was unbiased. However, 
selection bias did occur as female GPs and younger GPs were slightly 
overrepresented in the study. 
 
Information bias 
To our knowledge, this is the first Danish study focusing on primary care and 
children of parents with depression. However, the individual responses may be 
biased in more respects: the nature of this survey was subjective, which may 
predispose respondents to report their ideal intention rather than their actual 
professional behaviour, which will tend to overestimate the reported attention; 
children of depressed patients were a new focus for many respondents which 
may produce recall bias: respondents were asked to estimate frequencies, but 
when no routines are carried out, precise recalling is difficult and both under- 
and overestimation can be expected; furthermore, these subjective judgements 
may vary over time, depending on the actual group of depressed patients in the 
consultation. In other words, this study described GPs’ self-reported behaviour, 
which may differ from their actual behaviour, and social desirability bias [396] 
may be present. 
No test-retest procedure was carried out which might have been useful; the 
follow-up conversations on incompletion revealed a slight tendency among 
respondents towards a primary overestimation of their attention given to the 
children; this tendency might have been clarified by a test-retest procedure. 
 
Generalisability 
With responses from 25% of all Danish GPs, the data material is solid. Early 
responders and late responders showed no differences; based on the assumption 
that late responders and non-responders tend to correspond [397], this study 
should be representative of the GP population. However, selection bias is present 
as female GPs and younger GPs were slightly overrepresented in the study; 
female GPs paid markedly greater professional attention to children of depressed 
parents than male GPs. Similarly, younger GPs were more aware of the 
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children’s needs than older GPs. In conclusion, this study presumably 
overestimated the professional attention given to children of depressed parents. 

In summary  

Study I: 
Study I was an interviews study conducted with an initial change of the 
sampling strategy. This change did not affect the stringency of study I. However, 
a proposed follow-up survey aiming at generalisation was made impossible.  
The sampling procedure ensured the autonomy of potential participants and it 
was observed that the most severely depressed potential informants did not wish 
to participate in the study. Taking this into account, data saturation can be 
considered sufficient as the participants represented a wide span in terms of 
social conditions, number of children, depression severity and chronicity, 
impairment in everyday life and coping strategies.  
No effect of the interview context was observed and rich data were generated. 
The interview process reflected the conditions of the participants and 
represented a variety of examples of impairment, support strategies and 
proposals for improvement.   
The results may be transferable to a broad context. 
  
Study II:  
Study II was a survey conducted in full accordance with the protocol. A 
questionnaire was developed and piloted, response rate and completion were 
high and the data material was solid.  
Female and younger general practitioners were overrepresented in the sample 
and as both groups were associated with an increased attention to children of 
parents with depression, it is probable that overestimation was present in this 
study. 
The results should be generalisable to a broad context. 
 
Study III:  
Study III was a focus group study which underwent a number of changes due to 
unforeseen societal conditions. These changes led to a compact and accelerated 
sampling procedure which resulted in an unusually high number of groups of 
unusually varied sizes.  
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However, identical basic information was given to all groups, i.e. the conditions 
to decide whether to participate were constant. Furthermore, all group 
interviews were conducted by the author which made the stimulation of the 
group conversations similar in all groups. 
Apart from one small group, all groups had vibrant discussions, and a richness of 
examples and attitudes was illustrated representing a broad spectrum of 
experiences.  
The results may be transferable to a Danish context. 
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Discussion of results 

The first part of the discussion will be structured according to the specific aims of 
this thesis (p.52). The second part will conclude on the overall aims, the purpose 
being to examine the conditions of and the support given to Danish 2-14-year-old 
children and to elucidate the match between the current support and the 
children’s needs. 

Children’s everyday lives when affected by parental 
depression 

In Study I, 18 interviewees and nine partners described a range of problems 
related to their 39 children, and approximately half of the children were visibly 
affected by parental depression, as described by their parents. Many interviewees 
were concerned about the potential consequences of their depression for their 
children. These findings are in line with the findings in a Swedish interview 
study [398] of recovery and recurrence after first-episode depression. This study 
included 18 parents of which many were worried about the impact of their 
depression on their children. These parents stated that half of their children had 
problems [398]. 
 
A variety of examples of daily limitations were provided in our study, and the 
majority of the interviewees described reductions in their parenting abilities. Two 
main types of parental reactions were recurring: lack of energy and ability to 
engage in the child; latent irritability expressed by unpredictable reactions 
towards the children and frequent, irrelevant scolding.  
A third of the IPs described a marked withdrawal from their children, another 
third described their regularly conflictual and negative reactions and the last 
third described just minor changes in their attitudes towards their children.  
The reported parental coping strategies influenced the children’s everyday lives 
to a high extent, and the handling of the interviewees’ needs for relaxation can 
illustrate the variety of strategies. One interviewee had childhood memories of 
her parents spending their mornings and maybe days in bed, and she was 
determined to spare her children for a similar experience. She got out of bed 
every morning, but hurried back immediately after her children had left for 
school. This intended invisibility of bed hours was contrary to another 
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interviewee who had spent many daily hours in bed even when her children 
were at home. A third strategy was presented by an interviewee who sometimes 
needed a break during day time. This mother informed her children that she had 
to relax without disturbances, decided the time range which could be 20-30 
minutes, used a timer as a tool for her children and found her strategy useful for 
all family members.      
 
The increased level of unpredictability and family negativity described in our 
study is similar to findings in previous study reports. 
A Swedish interview study within psychiatric outpatient clinics reported that the 
families found it  difficult to manage daily practical tasks [324,325] and to 
manage lack of energy, unpredictability and an increased level of negativity and 
conflicts [324,325,399]. The depressed parents experienced reduced parenting 
abilities, and the children involved were aware of and affected by the situation 
and they worried about their parents’ health and well-being which included 
concerns about parental suicide [327].  
On the basis of longitudinal studies, Johnson et al. [148] and Maughan et al. [190] 
demonstrated that the parent’s lack of energy, parental withdrawal, an 
atmosphere of conflict and a negative emotional climate marked by anger and 
irritability were risk factors for the child’s wellbeing and future mental health. 
In a meta-analytic review of 46 observational studies, Lovejoy et al. [50] found 
that the association between depression and parenting was manifest most 
strongly for negative maternal behaviour.  
Families with individuals suffering from major depression tend to report a 
higher degree of family dysfunction than families with no disordered members, 
particularly in the areas of communication and affective involvement [174]. It has 
been established that a positive family climate is significantly associated with 
adolescent well-being [175] and with later healthy functioning [177]. 
In a US study at a community mental health agency among children with at least 
one parent with a psychiatric disability [326], these children described “good 
days” and “bad days”. In line with the above-mentioned studies, the “bad days” 
were characterised by parental withdrawal or scolding, and the “good days” 
were defined as days with increased communication and interaction with the 
parent.  
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The parents’ descriptions of their children’s reactions in our study confirm the 
findings in the existing literature: in a Finish study [193], the children’s most 
common reactions were expression of empathy for their depressed parent, which 
was similar to the love declarations from children to their parents in the present 
study.  
In our study, the children’s most common reactions were: adaptation to the 
situation, stomach ache, internalisation, lack of concentration and a wish to stay 
at home and keep an eye on the parent instead of leaving for kindergarten or 
school. Internalising reactions and physical complaints such as stomach ache 
were clearly more frequent than externalising problems. These findings are also 
in line with existing literature [87,400-402].  
Bruder-Costello et al. reported that parental depression was most incriminating 
for children with a difficult temper [143]; this was also the case in our study, in 
which the most severe reactions, including suicidal ideations [403], were 
observed in two boys with a difficult temper. 
The depressed parents in our study had noticed a clear association: the more 
depressed the parent, the more warmth and love assurances were given by the 
children. In other words: the children were constantly aware of and mirroring 
their parent’s state of depression. This connection was emphasised by a mother 
in the present study who described a clear influence and transmission of her 
maternal stress level into the stress level in her 9-year-old daughter.  
Based on analyses of cortisol levels in 7-8-year-old children with elevated levels 
of internalising symptoms, Ashman et al. documented that internalising 
symptoms exist in conjunction with a more reactive hormonal stress system in 
children of depressed mothers [136]. Presumably, the non-wellbeing of the 
children most severely affected in our study was linked to increased stress 
hormone levels as the care offered to these children did not balance the stress 
induced by their parents’ depression. 
 
A Norwegian study reported on adolescents living with a mentally ill parent 
[316]. These adolescents frequently exemplified parental depression, and they 
discussed five difficult challenges: lack of information and openness; 
unpredictability and instability; fear; loneliness; loss and sorrow. Fear was 
caused by worries about their parent’s illness and by unpredictable and harsh or 
suicidal parental behaviour. 
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Our findings are fully in line with the results from previous studies. However, it 
should be noted that our study is based on the primary sector whereas many of 
the above-mentioned studies were embedded in the secondary sector. It seems 
reasonable to assume that treatment in psychiatric clinics (the secondary sector) 
[324-327,398] reflects more severe depressive conditions than treatment in the 
primary sector. Thus, our findings question the expansion of the population of 
children affected by parental depression as no differences in severity were found 
between our primary sector study and the previous secondary sector studies.  
As an interview study, study I cannot be considered generalisable, but the results 
highlight the need for further research.  
 
 

Information given to the children 
Children down to three and six years had realised their parent’s situation before 
they were given any verbal information, as reported by the parents in our study. 
The first signal, registered by the depressed parents from these very young 
children, was a wish to stay at home having their depressed mother in sight 
instead of leaving for kindergarten and school.  
 
These findings parallel the findings in a literature review by Gladstone et al. [331] 
who found that children of all ages reported that they knew something was 
wrong even when their parents had tried to suppress their illness-related 
difficulties. Also in line with our findings, some of the adolescents in a 
Norwegian study had observed changes in their parent’s mood long before they 
were informed of his or her mental illness [316]. Parental depression was 
frequently exemplified when these adolescents discussed challenges in their 
lives, among others lack of information and openness. Poor information led to 
fear and frustration which was also described in a Canadian case study among 
adolescents [317]. 
 
In Study I, parents had searched the internet for information, mostly in vain. As 
an example, a partner was in doubt whether to inform her 3-year-old son about 
the family conditions with a depressed father, and she had found no information 
to support her reflections. Another partner had also searched the internet for 
help, and he reported on web-sites emphasising the importance of treatment of 
depression. However, his depressed wife did not respond to medical treatment, 
and the available information had just increased his frustration of the family 
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situation. These partners’ experiences were in line with a study [404] of available 
internet support for relatives of depressed persons. A number of 22 websites 
encompassed valuable information which partly addressed the relatives’ known 
needs, whereas others offered no or little useful material.   
The Study 1 parents described three ways of handling their depression in terms 
of informing their children.  
A number of parents informed their children of the depression carefully and 
shortly after having received the diagnosis; the family atmosphere was described 
as open, and the depression was a topic of conversation.  
Other parents let time pass by without informing their children; depression was 
tabooed, and the parents tended to avoid facing the situation. No family dialogue 
of the depression and its influence on the daily life was established.  
In between these two extremes, a group of parents felt in doubt about how to 
handle the situation, and they had sought for information, but mostly in vain. 
They were concerned about their children.  
The majority of the children above six years were informed about the depression 
while preschool children often remained uninformed. Neither the severity of the 
depression nor the child’s age determined the level and timing of information 
offered: some parents reported that their 3-4-year-old children had been given 
simple and age-appropriate information; in other families, children between 6 
and 15 years remained uninformed of the parental depression for months. The 
most recurrently depressed mother informed her son as a routine at the onset of a 
new depression.  
 
In our study, the parents’ unwillingness to recognise their own depression 
seemed to lie at the root of their children’s non-information. Pihkala [405] found 
that even if the depressed parents worry about their children, it can be very 
difficult for them to open the conversation, and shame and guilt can be difficult 
feelings to handle for the parent. During family conversations with families with 
a depressed parent, Beardslee et al. [288] found that changes in the parents’ 
perceptions of their illness translated directly into changes in their children’s 
understanding of the parental illness.  
The fact that a decrease in parental depressive symptoms is necessary [194,262-
265] to improve the child’s well-being highlights the severity for the children 
when parents do not recognise their depression. 
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A German study [94] described that many parents attempted to keep their 
psychiatric disorder secret to their children and found that a fourth of 5-10-year-
old children, half of the 11-14-year-old children and two thirds of children 
between 15 and 18 years were informed. 
 
The children themselves strongly wish to get information as described in The 
children’s voices and needs (p.47) [316-323,406].  However, in a single study [319], 
the children wanted no more information as it might become a burden. These 
children thought that further information could increase their worries about their 
parent’s health. 
 
Research on family conversations recently documented that the children 
participating in these conversations felt relieved to talk about the family situation 
[407]. The literature describes healing principles in a psycho-educational 
preventive intervention as follows: it should include demystification of the 
disorder, modulation of shame and guilt, increase in the capacity for perspective 
taking and development of a hopeful perspective and belief in one’s own 
competence [408].  
In a study of children’s understandings of parental mental illness, Mordoch [328] 
concluded that children “needed enough information about mental illness to 
help them live with their circumstances, avoid unnecessary emotional duress and 
give them hope for the future”.  
In our study, many of the families who had informed their children at an early 
stage of the depression had unconsciously followed the above-mentioned 
principles. 
 
In study II, 96% of the general practitioners agreed in the statement that 
“children will be affected by parental depression and they need help to 
understand their situation”, and 16% of the GPs reported to offer to help the 
parents explain the depression to the children, while 37% of the GPs reported to 
ask the depressed parent about who was talking with the child about the 
depression.  
In Study III, many kindergarten professionals reported that they were very 
seldom informed about a parental depression or they might receive information 
when a parent had recovered from a depression. The daycare professionals 
found that depression constituted a taboo among parents which may stem from 
feelings of shame, according to Pihkala [405]. 
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The professionals played minor roles in terms of providing information to the 
children about the parental depression.  
 
In our study, the level of information given to the children varied highly and 
improvements should be initiated within this area. Internet information could be 
improved and professionals could be trained to support the parents to inform 
their children in a helpful manner.  

Parents’ use of networks to support their children 

Network support can be private as well as professional. 
A combination of geographic proximity and quality of family relationships was 
crucial to the extent of network support; polar opposites were described by the 
parents in Study I. 
Grandparents formed a very supportive network for many interview families; 
however, with marked differences between the participating families on a 
continuum from short daily supportive visits to neither practical nor emotional 
support.  
Support from the extended private network was useful to some families. A few 
parents reported that their children received no private network support at all. A 
few parents simply had no relatives or friends who could offer support to the 
children. The kindergartens or schools of these children had taken initiatives to 
offer the children professional support, albeit not always with success. 
 
The literature on resilience emphasises the importance of contact with other 
caring adults whenever a parent is impaired [206]. 
Åstedt-Kurki [409] conducted interviews in families without health problems and 
found that social network is crucial for family health in families including 
children.  
The importance of supportive networks remains or increases when a parent 
suffers from depression, but low levels of social support were described by Riley 
and Brennan as a potential consequence of parental depression [157,232]. 
Skärsäter [398] described low social support in a study conducted among parents 
with incident depression.  
A study [410] of adults with no significant prior history of psychiatric treatment, 
but who were raised in a family with alcoholic or mentally ill parents showed 
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that these adults had lower self-esteem and were more socially anxious than 
normal controls. Adult children of mentally ill parents were more depressed and 
showed greater trait anxiety than did adult children of controls, but the impact of 
parental pathology was diminished when the adult child has a large and/or 
satisfactory social support network.  
The importance of a supportive past and present social network was also stressed 
in a interviewstudy [411] with 26-year-olds who had experieced adversitiy in 
early life. According to their stories, help from adults and peers seemed to help 
decreasing feelings of isolation and of being overwhelmed by their difficulties.  
 
In Study I, daycare staff constituted a supportive professional network for the 
majority of families with preschool children; the kindergartens were informed 
about the parental depressions, and the children were given extra care on a bad 
day.  
In contrast, a depressed mother had been scolding her 3-year-old son harshly for 
a very long period, and she felt sure that her attitude influenced her son 
negatively. As a consequence, this mother wished that her son should have some 
extra attention in the kindergarten to ease his situation; however, the mother 
never managed to convince the kindergarten teachers to agree with her, and she 
saw the staff’s reaction as disregard for the impact of her depression on her son.  
The kindergarten staff can provide important support to children at risk; 
however, successful support depends on the sensibility of the staff [412]. 
The children’s views of support from networks were described in the Tasmanian 
children’s project: The needs of children with a parent/carer with mental illness [322]. In 
this project, the children often experienced a reluctance on the part of significant 
others, including teachers, to talk about mental health issues. According to these 
children, emotional support from other family members such as grandparents 
and aunts/uncles would have helped them to manage their parent’s illness better 
and to feel less confused and alone.  
The children’s views were also expressed the U.S. study by Riebschleger [326] 
among children living with a parent with mental disorder. In this study, the 
participating children recommended that children should get help earlier, have 
friends or others to trust and to communicate with. 
In a study of the needs and stress reactions of children of mentally ill parents 
[413], informal support were available to these children, but seldom from the 
public services. 
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Support from private and professional networks varied highly in this study and 
spanned from sufficient to poor support. It is well-established that network 
support can improve the well-being and the future health of children at risk, and 
thus, the effect of an improved network support could have great potential.   

Perceived knowledge of the significance of parental 
depression  

In Study II, 39% of the general practitioners found that their own knowledge 
about the potential impact of parental depression on the child was poor.  
Female general practitioners reported a significantly higher level of perceived 
knowledge and of addressing the child than their male colleagues. Regardless of 
existing knowledge, 41% expressed high interest in learning more about the 
topic. 
General practitioners who assessed their knowledge as sufficient gave attention 
to the children six times more frequently than general practioners who reported 
poor perceived knowledge.  
 
Education and training of professionals is important in order to improve their 
professional level of knowledge and competencies concerning children of parents 
with mental health problems [290,414,418]. The effect of staff training was tested 
in the Safe Environment for Every Kid (SEEK) model [415,416,417]. Pediatric 
primary care professionals were trained and became more comfortable and 
competent in screening for and addressing psychosocial risk factors. 
A Nordic study concerning mental disorders in children and youth 
recommended that general practitioners should be offered increased possibilities 
of professional development and further education [419,420]. 
 
Weber et al. [421] developed on the internet-based E-Learning training Early 
Intervention and Child Protection. According to Weber et al., prevention, 
intervention and child protection in early childhood essentially need well-
established interdisciplinary systematic networking. The training program was 
developed to respond to a lack of education, training and qualification programs 
which take the specific demands for interdisciplinary knowledge about the early 
childhood as well as practical experience about early prevention and intervention 
in child protection into account. 
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A pilot-study with 45 test-users showed, that they learned significantly while 
using the platform and changed aspects of their everyday routine. Thereupon the 
platform was opened in June 2011 to all professionals. In 2012, 2,300 people were 
registered and participated at the training. Thus, the aim of this study, namely to 
make a systematic training on early prevention and intervention in child 
protection wide-ranging available, was achieved [421]. 
 
More than half of the professionals in Study III expressed lacking knowledge 
about mental disorders and the potential impact of these disorders. These day 
care professionals requested basic knowledge of mental disorders and their 
implications whereas other professionals had sufficient knowledge. The majority 
of the professionals with sufficient knowledge worked in institutions located in 
disadvantaged neighbourhoods.  
In everyday life, the lack of knowledge caused little focus on the children who 
might be affected by parental depression. Parental depression can be stressful to 
a 3-6-year-old child, and this stress exposure is a risk factor for a child of this age. 
A permanent stress sensitisation [161,213] can be initiated in the child and cause 
lifelong impairment [135,205,214]. Based on sufficient knowledge, daycare 
professionals can facilitate daily stress reduction in these children [422].  
As a whole, the professional level of knowledge about the potential consequences 
of parental depression should be improved. It could be relevant for pedagogues 
to learn about the potential impact of parental mental disorders on the child 
during their basic education.   

General practitioners’ focus on children of depressed parents  

Study II showed that 94% of Danish general practitioners found it relevant to 
give professional attention to children of parents with depression, but only 68% 
of the GPs actually reported to address the children when a parent was in the 
consultation due to depression. 
In Study I, less than a fourth of the depressed parents had experienced that the 
general practitioner had addressed the well-being of their children when the 
parental depression was diagnosed. A few depressed parents had no wish that 
their general practitioner should be aware of their children’s situation; however, 
the majority of the depressed parents would have appreciated if the general 
practitioner had given attention to their children.  
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Practical advice from the general practitioners was described by a few parents, 
and one general practitioner gave a very important and successful advice to a 
young mother: “Her children should pay a lot of visits at their grandparents”.  
 
In Denmark, guidance for the general practitioners is provided by Clinical 
guideline for Primary Care Practice: Unipolar depression – diagnostics and treatment 
[47]. Furthermore, the Reference program for unipolar depression [46] encompasses 
recommendations for good clinical practice. Parenting is no issue in these 
guidelines. Organisational under-recognition might be a term to describe this 
situation.  
 
In terms of the risk of developing depression for a child, parental depression is 
one of the most potent risk factors for depression [225]. Identification of children 
of parents with depression requires recognition of the adult depression. 
Unfortunately, it is well-established that depression is generally highly under-
recognised and under-treated, which results in numerous life years lost to 
disability [37]. Ongoing efforts aim to improve the GPs’ recognition of depression 
[423]. Improvement in parental depression can be expected to be directly linked 
to improvement in the child’s well-being as demonstrated by Weissman et al. 
[263,264]. 
 
Children of parents with depression could be identified during well-child visits 
[424] or during consultations with their depressed parents [425-427]. However, it 
is documented that these children are under-recognised in primary care, even if 
they meet the criteria for psychiatric disorder [425,426,428]. A demonstration of 
these children’s unmet needs is that only 37% of children meeting the criteria for 
psychiatric disorders were in contact with any service [426] even if their 
depressed parents were well-known in general practice. 
 
Well-child visits were beyond the scope of this study, but focus on children of 
parents with depression could be increased during well-child visits. During the 
first year of life, 95% of children participate in well-child visits after which, 75% 
of children continue to be brought to well-child visits [429] which gives the 
opportunity to follow the majority of children in a year group. Taking into 
consideration, the strong positive GP intention in our study, in which, 97% of the 
GPs assessed that the affected children need help to understand their situation 
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and 65% of the GPs reported being interested in offering better future help in 
their clinic to talk to the children, a potential seems evident.   
The Danish public preventive healthcare programme [430] targets all children 
until the age of 5 years which emphasises the potential in this structure. 
Improved recognition of children of depressed parents would be desireable as it 
is well-established that preventive support early in life is the most effective type 
of prevention. 

Local authorities’ attitudes towards children of depressed 
parents 

In Study III, many daycare professionals described a parental mental disorder as 
a private matter; bringing up depression could thus violate the privacy of the 
parent. Some of the professionals adopted a distinct attitude: Being supportive to 
disadvantaged or impaired parents was an inevitable part of their professional 
responsibility as they wanted to improve the well-being and development of the 
children [422]; however, this point of view initiated a heated discussion, as other 
professionals clearly disagreed by representing another relatively narrow 
professional interpretation of the limits of their responsibility as daycare 
professionals. This discussion remained inconclusive, but the local 
neighbourhood of the daycare professionals was an important distinctive factor 
between these viewpoints.  
When an institution is located in a disadvantaged neighbourhood, the 
professionals are used to be in contact with parents with a variety of 
impairments, including common mental disorders. Dealing with severe social 
adversity is also an integrated part of these professionals’ working life. 
Consequently, the professionals are familiar with handling a range of daily 
difficulties including problem solving. These conditions may promote 
professional flexibility.   
 
The majority of professionals described a high level of individuality in the 
common practices in the daycare institutions. This individuality could be 
influenced by traditions, the head of the institution, professional attitudes in the 
staff or by the social conditions in the local neighbourhood. Because of this 
individuality, two children from the same municipality may experience very 
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different degrees of daycare attention to their current conditions of life if they 
were affected by parental depression.   
As best daycare practice is exemplified, positive experiences from this practice 
should be integrated in the professional practice in other institutions.  

Local authorities’ initiatives to support children of depressed 
parents  

One institution in Study III reported an explicit, organisational focus on parental 
mental disorders, and presented official guidelines for good professional practice 
in terms of parental mental disorder. Apart from this, official policies were 
absent. Certainly, all participating municipalities had general policies describing 
visions, aims and strategies in terms of healthy development in children. These 
policies were available on the local authority websites. Awareness of children 
affected by parental mental disorders may be described in relatively brief terms 
in these overall strategies.  
In one institution, the job introduction included information about 
psychopathology and mental disorders; however, the majority of job 
introductions concerned practical issues. No descriptions were given of 
structures with education on the topic of mental disorders or formalised 
education of key persons with special knowledge.  
On the other hand, many groups described flexible organisational structures, i.e. 
an institution could request a course on a topic, e.g. parental mental disorders, 
and this request would be met without hesitation. 
 
Local initiatives do exist. An intervention named The Incredible Years, focusing on 
the very young infants, is offered by some local authorities. Furthermore, some 
local authorities conduct children’s groups, the purpose being to provide school 
age children the possibility to meet other children who to live with a mentally ill 
parent.   
Intiated from the Danish Health and Medicines Authority, an alcohol prevention 
intervention was conducted in collaboration with 20 local authorities [431], and 
six local authorities participated in a project (CORA) [433] in collabortation with 
the National Board of Social Services. This project aimed to recognise children at 
risk at an earlier stage of life. The VIDA project focused on improvement of the 
conditions of vulnerable chidren in kindergartens [432]. 
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Participation in these projects may increase the professional awareness of 
children of parents with depression even though children of depressed parents 
were no defined target group of the projects and a similar project with specific 
focus on children of parents with mental disorders would be desirable.  

Barriers for providing support to children of depressed 
parents 

Barriers of identification and management of psycho-social issues in children of 
depressed mothers were elucidated in a U.S study among paediatricians by 
Horwitz et al. [414]. In this cross-sectional paediatrician survey on barriers, 
reported barriers were clustered into domains. They perceived barriers were 
defined to aggregate into physician, patient and organisational domains.  
 
In our study, an important barrier was constituted by taboos. Taboo in terms of 
mental disorders was an important issue in many interviews in the studies I and 
III. The taboos existed among the daycare professionals as well as among the 
parents. According to the descriptions from the professionals, an unspoken 
hierarchy of mental disorders existed among the parents. Parental depression 
was in the bottom of this taboo hierarchy.  
 
As described in studies [94,323] among children, children also know taboos, and 
Griepenstroh and Schmuhl [94] found that children of parents with mental 
disorders tried to keep off talking to others about their family sitiation to avoid 
selling their parents out.  
The children themselves can constitute a barrier as described by Cogan [323] who 
found that children activily intended to avoid social workers and remained silent 
during family therapy. 
The silent coping strategy of these children [54,97] may also function as a barrier. 
A considerable group of “invisible children” [92] react with low self-confidence, 
withdrawal and parentification [197], i.a., which may lead to the conclusion that 
they cope well. 
   
For a child of a depressed parent, it is essential that other adults than the 
depressed parent are supportive to the child. As a consequence, a taboo which 
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causes that the parent does not inform the daycare professional about the 
parental depression may increase the risk of impairment for the child. 
 
Perceived lack of professional knowledge was shown to be an important barrier 
for providing sufficient professional support to children of parents with 
depression. General practitioners in Study II and daycare professionals in Study 
III both reported a substantial lack of perceived knowledge. As the perceived 
knowledge level is associated with the amount of attention given to the child, it is 
an important factor.  
 
Barriers of identification and management of psychosocial issues in children of 
depressed mothers were elucidated in a U.S. study among paediatricians. Lack of 
time to identify and treat mental health problems and lack of training in 
treatment of mental health were described as the most important perceived 
barriers [414] to recognise and treat these children’s problems.  
 
A Danish study suggested that children in need of professional recognition and 
intervention may go unrecognised because they are presented indirectly in 
consultations with parents with complex problems [435]. 
 
In our study, the two most important reported barriers among general 
practitioners were lack of time (61%) and perceived poor knowledge (39%).  
In the cross-sectional paediatrician survey on barriers, Horwitz et al. reported 
lack of time (77%), lack of feeling secure and lack of training in the treatment of 
mental health (74%) [414].  
It seems reasonable to categorise “poor knowledge” into both the physician and 
the organisational domain in our study.  
 
The official Danish guidelines [46,47] encompass recommendations for good 
clinical practice and they describe diagnostics plus medical and psychological 
treatment very thoroughly. Since these guidelines provide no information about 
and give no focus to the potential impact of parental depression on a child, they 
provide no recommended knowledge about the children’s situation to Danish 
general practiotiners. However, the majority of general practiotiners assessed 
their knowledge to be sufficient which can be assigned to the physician domain.  
The barriers constituted by lack of knowledge could be affected by further 
education of professionals.  
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Heart breaking stories 
This study was characterised by a marked variety, and the most severe 
unexpected findings were the number of children with depressive symptoms as 
described by their parents and by professionals. 

Among the numerous descriptions (Study III) of children’s conditions of life, 
some were especially heart breaking. Children from 4 to 6 years of age affected 
by parental depression were described by day care professionals as pale, sad, 
discouraged and haggard. Eating problems and suicidal wishes were reported in 
six-year-olds. Two parents told that their sons (6 and 15 years old) had talked of 
committing suicide because they felt bad about their life or felt that no one liked 
them anymore.  
Both parents and professionals described children severely impacted by parental 
depression. However, the worst part of these stories was the low intensity of care 
and support offered to these children. Certainly, the daycare professionals had 
been aware of these children and had given their care to them. The parents also 
strived to give support to these children. However, this seemed to be insufficient, 
which did not automatically cause request of further support to these children 
[436]. 

Match between the children’s needs and the support given 

The variation of the findings in this study was great both in terms of descriptions 
of the everyday family life, of the professional daycare practice and of the 
professional behaviour of the general practitioners. As a consequence, the 
specific conditions of a child will determine whether this child will receive 
sufficient support.  
The variety of family lifestyles was to be expected. However, the variety of 
attitudes and behaviours among professionals can raise questions.  
As guidelines and official recommandations are sparse or absent, initiatives to 
support children of depressed parents depend on individual attitudes and 
preferences. As a consequence of the great local variations, it seems to depend on 
coincidences, whether a child of a depressed parent will receive sufficient 
support.  
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Future preventive focus on children of depressed parents 

Current maternal depression influence a child’s well-being [194,441], and 
remission of the depression is pivotal to improve the child’s well-being [262-265]. 
As a consequence, improved treatment of parental depression can be defined as 
an important preventive intervention. 
Childhood psychological problems or psychopathology can be recognised very 
early in life [278]; however, family members and professionals may be unwilling 
to openly face the child’s situation [279]. Barriers in families and professionals 
can cause delay in consulting relevant experts. Thus, the child will experience a 
prolonged period of non-wellbeing and the risk of permanent impairment will 
increase [190,280].   
Recently, a longitudinal study has documented that social withdrawal in early 
childhood serves as a risk factor for depression in young adulthood. It was found 
that social withdrawal at age 5 predicted adolescent social impairment at age 15, 
which, in turn, predicted depression by the age of 20 [132].  
Analyses of cortisol levels in 7-8-year-old children with elevated levels of 
internalising symptoms have documented that internalising symptoms exist in 
conjunction with a more reactive hormonal stress system in children of depressed 
mothers than in children of non-depressed mothers [100,174]. Elevated levels of 
morning cortisol at 13 years predict depression at 16 years [176,177]. 
These two groups of studies complement each other and emphasise the 
connection between stressful conditions and psychosocial strain in early life and 
the risk of impaired functioning in adulthood.  
 
It is important to cause delay of onset of depression. Anxiety starts 
approximately at the age of 11 years and depression approximately at the age of 
14 years, and many adolescents perceive barriers [445,446] to seek treatment 
which makes this starting period very unfortunate. 
The internet gives access to informations, chatrooms and support facilities which 
can aim at specific age groups and problems, and adolescents seem to be an 
important tatget group. Internet interventions seem to have a great potential 
[421]. 
 
In the international literature, numerous authors have recommended preventive 
interventions towards depression, have encouraged initiatives to identify and to 
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reduce the incidence of depressive episodes in high-risk individuals, among 
others in children of depressed parents [225,253,436,447-449]. 
 
The literature study revealed that the majority of preventive interventions 
targeted children aged 0 to 12 months and children between 8 and 15 years of 
age.  
In between, the 1-8-year-old children [442,] can be expected to profit from a 
preventive effort, and this intervention should be universal despite the 
difficulties to assess the outcome of universal preventive efforts.  
Recognition of potential relevant target children is difficult even though early 
risk indicators of internalising problems in late childhood was identified in 2-5-
year-old children in  a longitudinal study by Ashford et al. [450]. However, 
innovation is suggested:  this suggested, preventive effort should not be an 
intervention, but an integrated element in children’s everyday lives in daycare 
and schools. 
 
Economic circumstances of 50-year-old adults have been described in a 
longitudinal study [281]. Lifetime effects due to childhood psychological 
problems have been documented, and these children, now 50-year-olds, had 
experienced reductions in marriage stability and social mobility. Furthermore, 
their ability to work and earn as adults was impaired, e.g. adult family incomes 
were reduced by 28% [281].  
 
Very early prevention has been documented to be the only economically and 
socially effective way of reducing the negative impact of family adversity 
[236,237]. 
 
In Denmark, the focus on the importance of early prevention is increasing. 
In a Danish public health report [443] from 2007, prevention in relation to mental 
disorders was exemplified by suicide prevention.  
The 2007 report did not mention children as a target group for preventive efforts, 
whereas a comparable report [444] from 2014 emphasises the importance of 
focusing on children in order to prevent future mental disorders. 
An important step in the right direction was taken in June 2014 as the Ministry of 
Social Affairs announced prevention funds targeting children and adolescents at 
risk [451].  
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Chapter 12 
 

Conclusion and implications 
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Conclusion 

• According to the parents, approximately half of the children involved in 
this study received the necessary support to cope with the stress induced 
by the parental depression.  

 
• The parents were seldom offered professional counselling regarding the 

situation of their children, and taboos influenced the coping strategies of 
many parents. 

 
• The majority of general practitioners considered it relevant to focus on the 

children’s situation when a parent was suffering from depression.  
 

• The majority of general practitioners found that children need help to 
understand their situation when a parent suffers from depression. 

 
• The knowledge level among general practitioners was characterised by 

great variation, and  general practitioners with perceived sufficient 
knowledge reported talking about the situation of the child markedly 
more often than general practitioners with perceived poor knowledge. 

 
• The variation in knowledge level among daycare professionals was great, 

and also in this context, an association between sufficient knowledge and 
active attention and care for children of parents with depression was 
marked.  

 
• The concept of taboos was not articulated by the general practitioners 

whereas taboos and reluctance to deal with depression and mental 
disorders generally played a significant role among day care 
professionals.  

 
• This study showed an under-utilised potential for improvement of the 

attention towards children of depressed parents among general 
practitioners and day care professionals.
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Implications 

Preferably, the conditions of children of parents with depression deserve special 
concern: in spite of these children’s apparent adaptation to their situation, they 
are at increased risk of future impairment and disease, and an increased focus on 
children of parents with depression is needed. 
 
From an individual and a societal perspective, an early supportive intervention 
towards these children is advisable; quality of life could be improved and societal 
costs reduced by a preventive care for these “invisible children” when exposed to 
parental depression. 
 
Recent evidence shows that social withdrawal at age 5 is a predictor for 
depression at age 20.  
This finding emphasises the importance of being aware of children in whom 
internalising processes are initiated. Recognition of these children is essential  
 
Taboos in relation to depression among parents may prevent many parents from 
informing the professionals in the child’s daily surroundings about their parental 
depression and it is reasonable to assume that in general parents have little 
knowledge of the potential long-term impact of their parental depression.  
 
Lack of knowledge of this potential long-term impact on the child in combination 
with taboos among the day care professionals can cause a potential non-reaction 
from the professionals in the child’s everyday life.  
It should be prioritised to increase these professionals’ knowledge of the 
potential consequences of parental depression for the child.  
Recognition of these children should be combined with an increased awareness 
and support from professionals in the daily surroundings of the children.  
 
General practitioners have a unique professional possibility of underpinning the 
importance of giving care and attention which can potentially improve the 
child’s future life. However, such professional attention is currently based on the 
professional commitment of the individual general practitioner. This 
individuality makes it highly arbitrary if the child’s well-being is being 
addressed by the general practitioner, and thus, the general practitioner does not 
always function as a safety net for children of parents with depression.  
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Public debate and attention should be initiated to minimise taboos and maximise 
the public awareness of the potential significance of parental depression.
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Chapter 13 
 

Perspectives 
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Perspectives 

Future research should ensure an effective and feasible support to children of 
parents with depression in terms of individual healthy development and general, 
economic perspectives.  
 
Cost effective models within the following topics should be developed and 
evaluated: 
 

• Information and education of parents, general practitioners and daycare 
professionals. 

• Selective prevention targeting children with depressed parents as a high-
risk subgroup. 

• Risk stratification of the children by means of screening tools or models. 
Such routines should promote the specific recognition of the most 
severely impaired children within the total high-risk subgroup of children 
of depressed parents. 

• Indicated prevention targeting children with sub-threshold clinical 
symptoms.  

 
Based on successful recognition, future preventive efforts can target the specific 
high-risk children within realistic and feasible routines.   
 
In Denmark, the prevalence of children affected by parental depression remains 
unknown, but presumably high. An increased knowledge of this prevalence 
would be important for planning future preventive interventions towards these 
children. Successful preventive interventions can be expected to reduce the 
future incidence of depression. 
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Supplementary information about presented cohorts 
 
• The British National Child Development Study (NCDS), U.K. [1] 
• The Dunedin Multidisciplinary Health and Development Study (DMHDS) [2] 
• The Children in the Community Study, U.S. [3]  
• The Mater University Study of Pregnancy (MUSP), Australia [4]  
• The Yale Children at High and Low Risk of Depression study, New Haven, U.S. [5,6]  
• The Project Competence Longitudinal Study (PCLS) [7] 
• A community sample recruited at the Cambridge maternity hospital, U.K. [8]  
• The Avon Longitudinal Study of Parents and Children (ALSPAC), U.K. [9]  
• The Canadian National Longitudinal Study of Children and Youth (NLSCY), Canada [10]  
• The Oregon Adolescent Depression Project (OADP), U.S. [11]  
• The Early Development Stages of Psychopathology Study (EDSP), Germany [12]  
• The Environmental Risk Longitudinal Twin Study (E-Risk), U.K. [13,14] 
• The Psychology Department infant pool, U.S. [15]  
• The CCC2000 cohort [16] 

 
The British National Child Development Study – initiated in 1958 
U.K. Prospective data, continuing panel study of a cohort of 17,634 children born in Great 
Britain in a single week in March 1958, nine waves in childhood (at birth and 7, 11 and 16 y), 
in adulthood (age 23, 33, 42, 46 and 50 y) [1]. 
 
The Dunedin Multidisciplinary Health and Development Study (DMHDS) – initiated in 1972 
New Zealand. Prospective longitudinal cohort study. The representative 1972-1973 Dunedin 
birth cohort of 1037 members was followed up to age 32 years with 96% retention. Research 
diagnoses of anxiety and depression were made at ages 11, 13, 15, 18, 21, 26, and 32 years. 
Mental health services were reported on a life history calendar [2]. 
 
The Children in the Community Study - initiated in 1975 
U.S. Random sample of  976 families, who were interviewed in 1975, 1983, 1985-86 and 
1991-93. The study took place in the state of New York, and the families were representative 
of families in the north-eastern United States [3]. 
 
The Mater University Study of Pregnancy (MUSP) - initiated in 1981 
Australia. A birth cohort (N=7775) born between 1981 and 1984 in Brisbane. Recruitment at 
pregnancy and assessment at birth, at child 6 months, at child 5 years, follow-up at child 13 
years and 15 years  [4].   
 
The Yale Children at High and Low Risk of Depression study - initiated in 1982 (1967) 
U.S. A sample of 220 offspring from 91 families selected from outpatient clinical specialty 
settings in New Haven, U.S. In this high-risk study, follow-up assessment took place after 2, 
10, 20 and 25 years [5,6]. 
 
The Project Competence Longitudinal Study (PCLS) 
U.S. The Project Competence studies focus on stress in children and on risk, competence and 
protective factors. Models for stress resistance in the form of compensatory, challenge, and 
protective factor models are suggested [7]. 
 
A community sample recruited at the Cambridge maternity hospital 
U.K. In a community sample of mothers (N=702) on postnatal wards of the Cambridge 
maternity hospital, children were recruited at 2 months postpartum, and assessments 
conducted at 18 months, and 5,8,13 and 16 years of age [8].   
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The Avon Longitudinal Study of Parents and Children (ALSPAC) - initiated in 1991 
U.K. 1991-92, 13,822 women, Bristol, longitudinal study of parents and children [9]. 
 
The National Longitudinal Study of Children and Youth (NLSCY) - initiated in 1994 
Canada. In 1994, the Canadian National Longitudinal Study of Children and Youth (NLSCY) was 
established by Statistics Canada in order to investigate child health and development. The 
initial cohort of 16,903 children is followed with data collection every 2 years [10].   
 
The Oregon Adolescent Depression Project (OADP) 
U.S. Adolescent psychopathology: Prevalence and incidence of depression and other DSM-III-R 
disorders in high school students. [11]  
 
The Early Development Stages of Psychopathology Study (EDSP) 
Germany. Parental major depression and the risk of depression and other mental disorders in 
offspring: a prospective-longitudinal community study [12]. 
 
The Environmental Risk Longitudinal Twin Study (E-Risk),  
U.K. Twins early development study: a multivariate, longitudinal genetic investigation of 
language, cognition and behavior problems in childhood [13,14]. 
 
The Psychology Department infant pool  
U.S. Brain activity in infants of depressed mothers [15]. 
 
The CCC2000 cohort - initiated in 2000 
Denmark. The Copenhagen County Child Cohort CCCC 2000 is a longitudinal study of mental 
health from infancy investigating psychopathology in early childhood [16] 
The basic study population consists of a birth cohort of 6,090 children born in the year 2000 in 
the County of Copenhagen, the Copenhagen County Child Cohort, CCCC 2000. Standardized, 
longitudinal data from the first year of living were obtained by public health nurses. At stage 
two a subsample was assessed at 1(1/2) years of age concerning child psychiatric illness and 
associated factors in a case-control study nested in the cohort, including a random sample. 
Ongoing studies of CCCC 2000 include studies of failure to thrive, register studies, and studies 
of the predictive validity of public health screening. The prevalence of psychopathology at age 
5 was examined in a follow-up study [17,18]. 
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Applied search strategy, Literature Study 
 
 
Initial PubMed search 23.01.2009:  
 
Search ”Depressive disorder”[Majr] AND ”Child of Impaired Parents”[Majr] AND parent-child 
relation 
 
Search result: 46 referencer 
Relevant studies: 23 referencer 
 
 
Citation search in PsycInfo 23.01.2009 
 
Berg-Nielsen, Turid Suzanne; Vikan, Arne; Dahl, Alv A. Parenting related to child and parental 
psychopathology: A descriptive review of the literature 
 
Search result: 26 referencer 
Relevant studies: 2 referencer 
 
 
Citation search in Scopus and Web of Science 23.04.2012: 
 
Lovejoy MC, Graczyk PA, O'Hare E & Neuman G. Maternal depression and parenting behaviour: A meta-
analytic review. Clinical Psychology Review 2000; 20: 561-592 
 
Search result – Scopus: 375 referencer 
Search result- Web of Science: 362 referencer 
 
 
Search in PubMed, PsycInfo and Embase 27.06.2013: 
 
PubMed 
1. 
(“Depressive Disorders/prevention and control” [MAJR] OR “Depressive Disorders/psychology” 
[MAJR]) AND “Parenting”[MAJR] OR “parent-child relations”[MAJR] 
415 referencer 
 
2. 
“parental depression” Filters: English, Danish, Swedish, Norwegian 
254 referencer 
 
3. 
“Health Services” [Mesh] AND “Child of impaired parents”[Mesh] ” Filters: English, Danish, 
Swedish, Norwegian 
130 Referencer 
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PsycInfo 
1. 
ab("parental depression") OR ti("parental depression") 
Language: [Clear(Clear Language) Language]:English OR Danish, Publication date: 2003-2019 
261 referencer 
 
2. 
(subject("Risk Factors ") OR SU.EXACT.EXPLODE("Resilience (Psychological)")AND 
SU.EXACT.EXPLODE("Major Depression")  AND (SU.EXACT.EXPLODE("Parenting") OR 
SU.EXACT.EXPLODE("Parent Child Relations")) 
Language: Danish, English, Norwegian, Swedish, , Publication date: 2003-2019 
114 referencer 
 
 
Embase:  
1. 
'depression'/exp/mj AND 'parenthood'/exp/mj OR 'child parent relation'/exp/mj OR 'parenting 
education'/exp/mj AND 'child'/exp AND 
([danish]/lim OR [english]/lim OR [norwegian]/lim OR [swedish]/lim) AND [embase]/lim AND 
[2003-2014]/py 
152 referencer 
 
2. 
“Parental depression” AND 
([danish]/lim OR [english]/lim OR [norwegian]/lim OR [swedish]/lim) AND [embase]/lim AND 
[2003-2014]/py 
156 referencer 
 
3. 
'health service'/exp AND 'depression'/exp/mj AND 'parenthood'/exp/mj OR 'child parent 
relation'/exp/mj OR 'parenting education'/exp/mj AND 
([danish]/lim OR [english]/lim OR [norwegian]/lim OR [swedish]/lim) AND [embase]/lim AND 
[2003-2014]/py 
112 referencer 
 
 
Cascade searches: 
Cascade searches from reference lists were an important part of the literature search during 
the total study period.  
The relevance of the references found by the searches 23.04.2012 and 27.06.2013 was 
examined by controlling headings, abstracts or full text; however, this process was a 
supplementary back and forward process as the majority of references found by these 
systematic searches were already available by means of the cascade searches. 

http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F09A206AC26ACDDDD/None?site=psycinfo&t:ac=RecentSearches
http://search.proquest.com.ez.statsbiblioteket.dk:2048/results.multiselectsinglefilteredby_0:unfiltergrouping/languagenav?site=psycinfo&t:ac=13F09A206AC26ACDDDD/1
http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F09B0746F24C69652/None?site=psycinfo&t:ac=RecentSearches
http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F09AE164E2CB4FAB1/None?site=psycinfo&t:ac=RecentSearches
http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F099902FD721A6171/None?site=psycinfo&t:ac=RecentSearches
http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F099AECF670AF1ED7/None?site=psycinfo&t:ac=RecentSearches
http://search.proquest.com.ez.statsbiblioteket.dk:2048/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/13F099AECF670AF1ED7/None?site=psycinfo&t:ac=RecentSearches


 
Indledende information til jobcentre vedrørende deltagelse i forskningsprojekt 
 
Information om projekt "Omkring børn af forældre med depression” 
  
Kære X 
  
Tak for behagelig telefonsamtale 20.01. 
Som aftalt sender jeg hermed information om "Omkring børn af forældre med depression”. 
  
Projektets formål er at besvare spørgsmålene:  
  

• Hvilken støtte gives i Danmark til 2-14 årige børn af forældre med depression?  
• I hvilken grad tilgodeser de eksisterende tilbud, hvad børnene har brug for?  

 
Underspørgsmål omhandler beskrivelse af  

• børnenes dagligdag og deres sædvanlige aktiviteter  
• eventuel information om depressionen, givet til børnene  
• eventuel inddragelse af privat og offentligt netværk til støtte for familien og for børnenes aktiviteter  
• graden af åbenhed om sygdommen  
• forældrenes overvejelser om depressionens betydning for børnene  
• den praktiserende læges eventuelle fokus på børnenes situation ved en forælders sygemelding med 

depression  
 
Der er to faser i projektet.  
Første fase består af en interviewundersøgelse, og i anden fase gennemføres parallelle 
spørgeskemaundersøgelser.  
  
1. fase: 
Interviewundersøgelsen tager udgangspunkt i interviews med borgere, som er sygemeldt med depression, 
deres partnere og med den enkeltes praktiserende læge. 
  
Målet er, at der alt i alt (på landsplan) gennemføres interviews med 18 borgere samt deres partnere, og den 
enkeltes praktiserende læge.  
  
Undersøgelsen skal gennemføres i samarbejde med jobcentre i 5-7 kommuner, udvalgt så bredde i geografi, 
sociale forhold, befolkningstæthed m.m. tilgodeses bedst muligt. 
  
Kontakten til de sygemeldte borgere skal etableres i forbindelse med 8 ugers opfølgningssamtalen.  
  
Målgruppen er borgere, som  

• er sygemeldt med depression  
• har risiko for/har haft et længerevarende forløb (fortrinsvis kategori 2 og 3)  
• har børn fra 2-14 år  

Sagsbehandlerens opgave i projektet vil være - i den udstrækning, det er muligt - at  
• afklare ved indkaldelse til 8 ugers samtalen, om en borger tilhører målgruppen  
• meddele borgerens mødetidspunkt til undertegnede som projektansvarlig  
• spørge borgeren i slutningen af opfølgningssamtalen, om pågældende i umiddelbar forlængelse af 

samtalen må kontaktes af undertegnede m.h.p. en kort introduktion af projektet  
 
Idéen i den praktiske gennemførelse er, at undertegnede møder frem i venteværelset, når en borger i 
målgruppen er til 8-ugers opfølgningssamtale.  
I de tilfælde, hvor borgeren giver sagsbehandleren accept af kontakt med undertegnede, vil borgeren få en 
kort introduktion, som kan resultere enten i et umiddelbart afslag fra borgeren eller i en aftale om opfølgende 
kontakt på et senere tidspunkt.  
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Bekræftelse på deltagelse kræver grundig information samt tid til overvejelse, og for de borgere, som 
eventuelt vil medvirke, tænkes denne afklaringsperiode at vare 1-2 uger, hvorefter borgeren giver tilsagn 
eller afslag. 
I efteråret 2010 indledte jeg samarbejde med tre kommuner, og samarbejdet med sagsbehandlerne i de tre 
jobcentre er tilrettelagt på hver sin måde, tilpasset de lokale arbejdsgange i det enkelte jobcenter. 
Jeg har forsøgt at tilrettelægge forløbet, så belastningen på sagsbehandlerne i jobcentrene er så lille som 
mulig, og det er mit indtryk, at de involverede sagsbehandlere ikke opfatter det som et problem at være med 
til at søge efter interviewpersoner.  
Jeg er nu nået så langt med de første kommuner, at jeg skal til at etablere samarbejde med yderligere 2-3 
kommuner på Fyn og Sjælland. 
  
Interviewundersøgelsen startede omkring november 2010 og forventes afsluttet i forsommeren 2011.   
  
2. fase: 
I anden fase er der fokus på udbredelse.  
På landsplan skal der udsendes spørgeskemaer til praktiserende læger og kommuner.  
Sygemeldte borgere, som er i den beskrevne målgruppe, skal have tilsendt spørgeskemaer.  
  
Det forventede tidsforløb er efterår 2011 - forsommer 2012.  
Også i fase 2 vil der være brug for, at sagsbehandleren afklarer hvilke borgere, der indgår i målgruppen, 
samt etablerer kontakt til undertegnede som projektansvarlig.  
  
Hvis det er muligt, gennemføres spørgeskemaundersøgelsen i samarbejde med de samme jobcentre som i 
fase 1, men alternativt vil andre jobcentre og dermed andre kommuner kunne indgå i fase 2.  
  
Projektet er godkendt datatilsynet og følger naturligvis gældende regler for samtykke, fortrolighed samt 
håndtering af data.  
  
Vedhæftet er et formelt resumé på ca. 1 side, en lægmandsbeskrivelse på 4 sider samt den formelle 
projektbeskrivelse på 5 sider plus litteraturhenvisninger.  
  
Jeg informerer gerne nærmere om projektet telefonisk, og vil ligeledes meget gerne møde frem i en relevant 
mødesammenhæng for at præsentere projektet og drøfte de spørgsmål, der måtte være relevante for jeres 
stillingtagen til et evt. kommende samarbejde.  
  
  
Med venlig hilsen 
Kirsten Hansen 
Ergoterapeut, MHH, ph.d.-stud. 
Tel. +45 2960 0529 
Forskningsenhed Vest, Center for Psykiatrisk Forskning 
Gl. Landevej 43 ▪ DK-7400 Herning 

 
 

http://www.rm.dk/


”Omkring børn af forældre med depression” 
- Borgerinformation 

”Omkring børn af forældre med depression” er en treårig undersøgelse, som har til formål at 
besvare følgende to spørgsmål:  

• Hvilken støtte gives i Danmark til 2-14 årige børn af forældre med depression?
• I hvilken grad tilgodeser de eksisterende tilbud, hvad børnene har brug for?

Undersøgelsen er godkendt af Datatilsynet og følger persondatalovens vilkår til beskyttelse af 
den enkeltes privatliv. 

Det er frivilligt at deltage, og du kan til enhver tid trække sig ud af undersøgelsen.   

Deltagelse i undersøgelsen indebærer, at du som sygemeldt forælder medvirker i et interview 
af ¾-1 times varighed.  
Interviewet vil dreje sig om dine børns hverdagsliv og om dine overvejelser om børnenes situ-
ation.  
Derudover indgår det i undersøgelsen, at din partner deltager i et parallelt interview om bør-
nenes hverdagsliv. 

Det tredje element er et interview med din praktiserende læge. Dette interview kan kun gen-
nemføres under forudsætning af, at du giver samtykke til det.  
Interviewet med lægen tager afsæt i din sygemelding, men drejer sig hovedsageligt om hvilke 
generelle overvejelser om børnene, som lægen gør sig, når han sygemelder en forælder med 
depression.  
Interviewene vil blive optaget og behandles naturligvis fortroligt. 

Venlig hilsen 

Kirsten Hansen 
Ergoterapeut, MHH, ph.d. studerende 

Forskningsenhed Vest 
Center for psykiatrisk Forskning 

(Århus Universitetshospital 
Risskov) 

Gl. Landevej 43 
DK-7400 Herning 

Tel. +45 9927 6694 
www.rm.dk 

Dato 25-10-2010 

Sagsbehandler Kirsten Hansen 

Kirsten.Hansen@PS.RM.DK 

Tel. + 45 29600529 

Sagsnr. 1-30-74-16-09 
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”Omkring børn af forældre med depression” 
- Interviewguide, sygemeldt forælder 

Indledende informationer: 

Interviewdata anonymiseres og behandles naturligvis fortroligt. 

Det er muligt på ethvert tidspunkt af interviewet at melde fra overfor spørgsmål, som man 
ikke ønsker at besvare.  

Forskningsenhed Vest 
Center for psykiatrisk Forskning 

(Århus Universitetshospital 
Risskov) 

Gl. Landevej 43 
DK-7400 Herning 

Tel. +45 9927 6694 
www.psykiatriskforskning.dk 

Dato 18-11-2010 

Sagsbehandler Kirsten Hansen 

Kirsten.Hansen@PS.RM.DK 

Tel. + 45 29600529 

Sagsnr. 1-30-74-16-09 
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Basisoplysninger: 

cpr.nr. 
køn 
alder 
uddannelse 
erhverv 
civilstand 
boligtype 
husstandsindkomst før sygdom/efter sygdom 
bopælskommune 

Hvor længe har sygdommen stået på? 
Antal depressioner? 

Er du biologisk forælder til børnene? 
Er din partner biologisk forælder til børnene? 

Børnene: 

Antal børn? 
Børnenes køn og alder? 
Vil du fortælle kort om, hvordan dine børn er? 

Børnenes dagligdag: 

Børnenes sædvanlige aktiviteter (før sygdom) ude af huset/hjemme? 
Er der sket ændringer? 
Børnenes sædvanlige aktiviteter (efter sygdom) ude af huset/ hjemme? 

Har I traditioner i familien, f.eks. lørdagsslik, tur i svømmehal, bagedag? 
Har I kunnet opretholde dem? 

Reagerer du anderledes overfor børnene, end da du var rask? 
- på hvilken måde? 

Tanker om børnenes dagligdag i øvrigt? 

Information: 

Er børnene informeret om depressionen? 
- hvorfor/hvorfor ikke? 
- i givet fald på hvilken måde? 
- hvem har gjort det? 
Hvad var deres reaktion? 

Taler I med børnene om, hvordan sygdommen influerer i det daglige, f.eks. hvis du må melde 
fra over for et eller andet eller reagerer anderledes end du plejer? 

2 



 - evt. hvordan? 

Hvordan virker det i så fald? 
Er det noget, du har overvejet at gøre? 

Netværk: 

Fortæller I andre om sygdommen? 
- hvorfor/hvorfor ikke? 
- på hvilken måde? 
Hvilke reaktioner har I da mødt? 
- fra familie/venner? 
- fra offentligt netværk (skole, institutioner)? 

Hjælper andre med at opretholde børnenes hverdag? 
- hvorfor/hvorfor ikke? 
- hvordan?  
- hvem? 

Egen læge: 

Da du blev sygemeldt, talte din læge da om børnenes situation? 
- på hvilken måde? 
Synes du, at han skulle gøre det? 
- hvorfor/hvorfor ikke?  
- evt. hvordan? 

Andre emner af betydning: 

Er der andet, som du finder væsentligt, når det gælder situationen for dine børn? 

Er der noget, som du synes, kunne hjælpe jer? 

Afslutning: 
Hvordan har det været at blive interviewet, og er der noget, du synes, jeg skal gøre anderle-
des næste gang?   

Jeg håber at kunne lave en opfølgende undersøgelse om 2-3 år; hvis det bliver en realitet, må 
jeg så kontakte dig igen til den tid? 

Eventuelle spørgsmål: 
Hvis børnehaven (skolen/dagplejen/ SFOen) havde præsenteret en ”nøgleperson” – en medar-
bejder med særlig viden om psykisk sygdom - ville du så benytte dig af muligheden for at tale 
med vedkommende? 

Uddybende spørgsmål med udgangspunkt i udsagn fra foregående interviewpersoner. 

3 



 



”Omkring børn af forældre med depression” 
- Interviewguide, partner 

Indledende informationer: 

Interviewdata anonymiseres og behandles naturligvis fortroligt. 

Det er muligt på ethvert tidspunkt af interviewet at melde fra overfor spørgsmål, som man 
ikke ønsker at besvare.  

Forskningsenhed Vest 
Center for psykiatrisk Forskning 

(Århus Universitetshospital 
Risskov) 

Gl. Landevej 43 
DK-7400 Herning 

Tel. +45 9927 6694 
www.psykiatriskforskning.dk 

Dato 18-11-2010 

Sagsbehandler Kirsten Hansen 

Kirsten.Hansen@PS.RM.DK 

Tel. + 45 29600529 

Sagsnr. 1-30-74-16-09 
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Basisoplysninger: 

køn 
alder 
uddannelse 
erhverv 

Børnenes situation: 
Hvad synes du, det betyder for børnenes hverdag, at din partner har været/er syg? 

Hvilke overvejelser har du gjort dig om børnenes aktiviteter? 

Hvordan ser du på de løsninger, som I har fundet? 

Reagerer du anderledes overfor børnene, end da din partner var rask? 
- på hvilken måde? 

Tanker om den information børnene har fået/ikke fået? 

Tanker om børnenes dagligdag i øvrigt? 

Tanker om børnenes reaktioner? 

Situationen som partner: 
Hvor længe har du tænkt på, at din partner kunne være syg? 

Når én forælder er syg, må den anden ofte overtage ansvaret for børnene i højere grad end 
ellers, både rent praktisk og når det gælder omsorgen for børnene i bredere forstand.  
Hvordan ser den balance ud for tiden hjemme hos jer? 
Har du den støtte. som du har brug for, for at klare de krav, som situationen stiller til dig? 
Hvad kunne evt. hjælpe dig yderligere? 

Tanker om netværkets reaktion? 
- familie/venner 
- det offentlige netværk 

Tanker om egen læges reaktion ved din partners sygemelding? 

Andre emner af betydning: 

Er der andet, som du finder væsentligt, når det gælder situationen for dine børn? 
Er der noget, som du synes, kunne hjælpe jer?  

Afslutning: 
Hvordan har det været at blive interviewet, og er der noget, du synes, jeg skal gøre anderle-
des næste gang?   

Eventuelle spørgsmål: 
Uddybende spørgsmål med udgangspunkt i udsagn fra foregående interviewpersoner. 
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Navn 
Adresse 

”Omkring børn af forældre med depression” 
- Undersøgelse blandt praktiserende læger 

Kære <praktiserende læge> 

”Omkring børn af forældre med depression” er en treårig undersøgelse, hvis første formål er at 
afdække, hvilken støtte der i Danmark gives til 2-14 årige børn af forældre med depression. 
Dernæst skal undersøgelsen belyse, i hvilken grad de eksisterende tilbud tilgodeser, hvad bør-
nene har brug for. 

Undersøgelsen henvender sig til sygemeldte forældre, kommuner og praktiserende læger. I 
den forbindelse vil vi bede dig om at besvare det vedlagte spørgeskema. 

Multipraksisudvalget har godkendt undersøgelsen og anbefaler praktiserende læger at deltage. 
Du honoreres med 122 kroner for dit tidsforbrug. Honoraret udbetales via Region Midtjylland, 
når du udfylder vedlagte oplysningsark og returnerer arket sammen med spørgeskemaet.  

Resultaterne af spørgeskemabesvarelserne anonymiseres, således at den enkelte 
praktiserende læge ikke senere kan identificeres. 

Af hensyn til undersøgelsens samlede kvalitet er det vigtigt, at så mange læger som muligt 
besvarer spørgeskemaet. Hvis vi ikke har modtaget din besvarelse senest den 1. oktober, tilla-
der vi os at kontakte dig igen. 

Med venlig hilsen 

Kirsten Hansen Kaj Sparle Christensen 
Ergoterapeut, MHH, ph.d. studerende Seniorforsker, ph.d. 
Forskningsenhed Vest Forskningsenheden for Almen Praksis 
Center for Psykiatrisk Forskning Institut for Folkesundhed 
Aarhus Universitetshospital Risskov Aarhus Universitet 

Forskningsenhed Vest 
Center for Psykiatrisk Forskning 

(Århus Universitetshospital 
Risskov) 

Gl. Landevej 43 
DK-7400 Herning 

Tel. +45 7847 4660 
www.psykiatriskforskning.dk 

Dato 01-09-2011 

Sagsbehandler Kirsten Hansen 

Kirsten.Hansen@PS.RM.DK 

Tel. + 45 7847 4665 

Sagsnr. 1-30-74-16-09 
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1) Hvilket køn har du?

serialnumber

Kvinde Mand

2) Hvad er din alder?

3) Hvor længe har du været praktiserende læge?

q2 år

q3 år

tnaveler ekkItnaveler erdniMtnaveleR:redla stenraB Yderst relevant

0-1 år
Barnets alder:

2-6 år

7-14 år

15-18 år

Samtaleemner:

6) Hvor relevant synes du, det er for dig som praktiserende læge at være opmærksom på barnets
situation, når en forælder er sygemeldt med depression?
Sæt venligst et kryds for hver aldersgruppe

7) Hvor ofte taler du om barnets situation, når du sygemelder en forælder p.g.a. depression?
Sæt venligst et kryds for hver aldersgruppe

Spørger til barnets trivsel

Spørger, hvem der taler med barnet
om sygdommen

Anbefaler generel åbenhed om
sygdommen

Anbefaler, at voksne i barnets daglige
netværk informeres (lærer, pædagog)

q6d

0-1 år

2-6 år

q6a

7-14 år

q6b

15-18 år

q6c

8) Hvilke emner taler du i givet fald om, når børnene er 2-14 år?
Sæt venligst et kryds for hvert emne

Foreslår, at evt. familienetværk inddrages
aktivt som støtte for børnene

Vend

Tilbyder at hjælpe forældrene med at
forklare børnene om sygdommen

Kirsten Hansen, kirsten.hansen@PS.RM.DK, tlf. 7847 4665

Spørger specifikt om barnet har
somatiske klager (fx mavepine)

q7a
Aldrig25-49%50-75%Mere end 75%

Andel af konsultationer:
mindre end 25%

q8g

q7b

q7c

q7d

q8f

q8e

q8c

q8d

q8b

q8a

Andel af konsultationer:

5) Hvor ofte tilbyder du samtaleforløb til patienter med depression (mindst 2 x ydelse 6101)?q5
Næsten altid Jævnligt Af og til Aldrig

q4
Bypraksis Landpraksis Kombineret by/land
4) Hvilken type praksis er det?

Aldrig25-49%50-75%Mere end 75% mindre end 25%

serialnumber 34774

q1
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Barnets alder:
Nogenlunde
dækkende Begrænset MinimalDækkende

9) Hvordan vurderer du din viden om, hvad en forælders depression kan betyde for et barn?
Sæt venligst et kryds for hver aldersgruppe

q9d

0-1 år

2-6 år

q9a

7-14 år

a9b

15-18 år

q9c

10) Har du interesse i at øge din viden om, hvad en forælders depression kan betyde for et barn?

11) Nedenstående udsagn stammer fra interviews (i projektets startfase) med tilfældigt udvalgte
praktiserende læger. Hvilke udsagn er du enig i?Sæt venligst et kryds for hvert udsagn

q10 Ja, i høj grad I nogen grad I mindre grad Slet ikke

Udsagn: Overvejende
enig

Overvejende
uenig Helt uenigHelt enig

q11d

Der er ikke tid til mere (i det daglige arbejde)

Jeg forestiller mig, at der er andre, som tager sig af
det (børnenes situation)

Jeg prioriterer de syge - ikke de raske

q11b

Kommunen har ikke noget at tilbyde, så jeg
ønsker ikke at bruge tid på at skabe et behov,
som ikke kan imødekommes

q11c

q11e Ja, børn vil mærke sygdommen, så de har behov for
hjælp til at forstå

q11j

Forældrene vil jo ikke gøre børnene bekymrede

At tale om børnene og forældrerollen er en del af
behandlingen

q11f

Jeg mangler viden om dette område - og tænker
ikke over det, må jeg tilstå

q11g

q11a

q11h Jeg kunne tænke mig at vi fremover her i
klinikken tilbyder hjælp til at tale med børnene

12) Evt. kommentarer

Skemaet returneres i vedlagte, frankerede svarkuvert. Tak for hjælpen.

q11i Jeg kunne ønske mig en henvisningsmulighed til
et relevant tilbud for barnet

serialnumber 34774



Information vedrørende fokusgruppeinterviews for pædagogisk personale 
  
Forskningsprojekt: "Omkring børn af forældre med depression"  
  
Kære X 
  
Efter aftale med X sender jeg hermed en forespørgsel samt information om et forskningsprojekt, som jeg 
håber, at det vil være muligt at samarbejde om.  
Mit håb er, at det vil være muligt at gennemføre ét fokusgruppeinterview blandt pædagogisk personale i 
Kommune X, og i nedenstående uddybes projektet. 
  
Formål: 
I et trefaset projekt ønsker jeg at afdække hvilken støtte, der i Danmark gives til 2-14 årige børn af forældre 
med depression, samt beskrive, hvorvidt støtten svarer til, hvad børnene har brug for.  
  
I de to første faser har jeg interviewet sygemeldte forældre samt sendt spørgeskemaer ud til praktiserende 
læger.  
  
I fase tre skal jeg belyse kommunernes indsats med forskellige kommuner som eksempel.  
  
Dataindsamlingen i kommunerne skal foregå via fokusgruppeinterviews, hvor medarbejdere bidrager med 
såvel egne eksempler som med mere overordnede overvejelser om vilkårene for denne gruppe børn. 
  
Hvorfor Kommune X? 
Projektet udspringer i Region Midtjylland, og der er foreløbig planlagt eller gennemført interviews i fire 
kommuner. Efter den oprindelige plan skulle kun fire kommuner indgå men den netop overståede lockout har 
medført ændrede planer, så flere kommuner nu skal inddrages med fokus på førskolebørn. Esbjerg er 
valgt ud fra størrelse og beliggenhed.   
  
Ønske om samarbejde vedr. 0-6 årige: 
Jeg håber, at det vil vise sig muligt at gennemføre et interview med en fokusgruppe med 5-7 deltagere, som 
repræsenterer vuggestuer, dagpleje og/eller børnehaver. 
Et fokusgruppeinterview forventes at vare 1-1½ time, og hvis det er muligt at afvikle et interview inden 01.07, 
vil det være at foretrække.  
Der kan betales 1000 kr. i godtgørelse for hvert gruppeinterview. 
  
Deltagerne skal primært være medarbejdere, som har den daglige kontakt med børnene, men ledere er 
også velkomne. Samtidig skal det naturligvis være praktisk acceptabelt og gennemførligt, så gruppen må 
sammensættes ud fra de aktuelle arbejdsmæssige muligheder.  
  
Jeg står meget gerne til rådighed med uddybende oplysninger, ligesom jeg meget gerne holder oplæg om 
emnet "Når en forælder lider af depression".  
  
Jeg ser frem til tilbagemeldingen. 
 
Med venlig hilsen 
Kirsten Hansen 

Ergoterapeut, MHH, ph.d.-stud. 

Tel. +45 7847 4665  
SMS: +45 2960 0529 

Region Midtjylland 

Psykiatrisk Forskningsenhed Vest 
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”Omkring børn af forældre med depression” 

Interviewguide, fokusgrupper fra førskoleområdet 

Spørgsmål (udkast) til kommunerne til området for 0-6 årige: 

• Bliver forældre ved introduktion til institutionen opfordret til at sige, hvis noget
ændrer sig i familien: Sygdom, arbejdsløshed, dødsfald?

• Har det pædagogiske personale som del af sin introduktion til jobbet modtaget
generel information om den potentielle betydning af psykisk sygdom hos en
forælder?

• Har det pædagogiske personale som del af sin introduktion til jobbet modtaget
specifik information om den potentielle betydning af depression hos en forælder?

• Har det pædagogiske personale som del af sin introduktion til jobbet modtaget
information om den potentielle betydning af misbrug hos en forælder?

• Tilbydes det pædagogiske personale kurser, som drejer sig om, hvad forældres
psykiske sygdom generelt kan betyde for barnet?

• Tilbydes det pædagogiske personale kurser, som drejer sig om, hvad forældres
depression kan betyde for barnet?

• Tilbydes det pædagogiske personale kurser, som drejer sig om, hvad forældres
misbrug kan betyde for barnet?

• Informeres det pædagogiske personale om relevante handlemuligheder i forhold til
barnet?

• Findes der personer (tilsynsførende/pædagogisk ansvarlig), som har særlig viden
indenfor området?

• Findes der nedskrevne retningslinjer for området?

• Findes der en overordnet politik for området?
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