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“My dad has depression and so it’s very stressful - it’s hard on the
family and hard on me. Sometimes people don’t realize that it’s not just

him who’s suffering from what’s going on, it’s everybody in the family.
A lot of people have a mental illness and a lot of people have to deal
with it. It can be really stressful for everybody” ~ a 14-year old girl.
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Prelude
What adolescents living in families with parental mental
illness answered when they were asked their advice about
how to deal with difficult situations for peers in a similar
situation

11

“Stand for your ideas
and don’t let anyone
get you down” Adam, 16

“It’s never
your fault”
Thomas, 16

“Think about the nice
times with your parent
as well” Amanda, 15

“Find support” Ann, 17

“Talk about it or
write things down”
Mitchell, 17

“Have fun, and always look
at the bright side of life”
Kelly, 18

“It is important to maintain
your authenticity”
John, 14

“Don’t be ashamed!” Natasha, 15

“Do what feels right”
Linda, 15

“Work hard at school!”
Jill, 14

“Share it”
Jack, 16

“Stay who you are!”
Patrick, 16
“Talk to your parents”
Arthur, 15

“Think before you act!”
Nadine, 18

“Stay calm and relax”
Max, 16

“Be open”
Melissa, 16
“Keep breathing”
Christine, 17

“Find distraction and
don’t worry” Toby, 16

“Stay calm
and look at
the future”
Paul, 17

“I don’t have advice”
Shane, 16 “Go to your friends!”

“Just be there for
the person who
needs you”
Sabrina, 14

“Love your parents
and try not to bother
them” Luke, 15

Peter, 16

“Stay calm, distract
yourself, and try to
solve it” Tim, 16

“Don’t think
about it
too much”
Justin, 17

Prelude

“Everything is gonna
be allright” Bob, 14

Chapter 1.
General introduction

15

Prevalence of children of parents with mental illness
In the Netherlands, with a population of 16.8 million, yearly 405.000 people with children
under the age of 18 have a mental illness including addiction. These parents together
have 577.000 children under the age of 18, which represent approximately 17% of the
total child population (De Graaf, Ten Have, & Van Dorsselaer 2010; Goossens & Van der
Zanden; 2012). This percentage is most likely an underestimation, since the national
study on which these results are based only included population data for parents with
a mood disorder, anxiety disorder (excluding specific phobia), ADHD, and alcohol- and/
or drugs dependency. Parents with other mental health problems such as psychotic
disorders, eating disorders, or personality disorders were not included in the calculations.
Thus, at least 17% of the total Dutch child population has a parent with mental health
problems.
National survey studies in other countries reported comparable percentages. For
instance, Maybery, Reupert, Patrick, Goodyear, and Crase (2009) reported a population
estimate of 23.3% of children living with a parent with mental illness in Australia, excluding
substance misuse-related mental illness, and in a mental health inpatient sample, 20.4%
of the total mental health service users had children under the age of 18. The Norwegian
Institute of Public Health estimated that in Norway in 2010 approximately 37.3% of the
total child population had either one or two parents who suffered from a mental illness
in the past 12 months, including mild anxiety and depression as well as more serious
mental health problems, such as alcohol abuse disorder or psychosis (Torvik & Rognmo,
2011). When excluding minor mental health problems, this study reported a prevalence
rate of 23.1% of children living with a parent with mental illness.
Taken together, the prevalence rates of national and international studies suggest
that a large number of children have a parent with mental illness.
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Many people suffer from mental illness, and many of these are parents. Like most parents,
parents with mental illness want the best for their children. However, their mental health
problems can negatively affect family life, and their children are at risk for developing
problems too. A large body of research exists on the possible (mainly negative) consequences of parental mental illness for these children. It is important to examine why these
would occur: what factors can play a positive or negative role in the development of
children’s problem behavior? In this thesis, several individual and family-related risk and
protective factors are investigated in relation to internalizing and externalizing problems in
a sample of adolescents who have a parent with mental illness.
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Children of parents with mental illness are at high risk of developing psychological
and social problems themselves at some point in their lives (Hosman, Van Doesum,
& Van Santvoort, 2009; Maybery, Ling, Szakacs, & Reupert, 2005). Although not all
children of parents with mental illness develop psychological difficulties themselves
(Gladstone, Boydell, & McKeever, 2006), previous studies have shown that children with
a mentally ill parent are two to even thirteen times more likely to develop problems than
children without a mentally ill parent (Beardslee, Keller, Lavori, Staley, & Sacks, 1993;
Dean et al., 2010; Weissman et al., 2006). For instance, these children are at risk to
experience academic achievement problems and school failure (Farahati, Marcotte, &
Wilcox-Gök, 2003), poorer social functioning (Biederman et al., 2001), medical illnesses
(Weissman et al., 2006), and suicidal behavior (Barnow, Spitzer, Grabe, Kessler, &
Freyberger, 2006). Children of parents with mental illness will more frequently experience
negative emotions, including anger, fear, and sadness. Hence, they have an elevated
risk of both internalizing problems, such as depression, anxiety, and somatisation (e.g.,
Beidel & Turner, 1997; Weissman et al., 2006), and externalizing problems, such as
aggressive and rule-breaking behavior (e.g., Merikangas, Dierker, & Szatmari, 1998).
These internalizing and externalizing problems in childhood have in turn been found to
predict mood and anxiety disorders (Roza, Hofstra, Van der Ende, & Verhulst, 2003)
and antisocial personality disorder (McGue & Iacono, 2005) later in life. Given the risk of
developing internalizing and externalizing problems in childhood, and given that these
internalizing and externalizing problems also predict later psychopathology, this thesis
focuses on internalizing and externalizing problems of children of a parent with mental
illness. It is important to understand how parental mental illness influences problems of
their children, in order to get insight how to prevent problem development. If for example
parental monitoring turns out to be influential, then in preventive interventions this may
be targeted by teaching parents ways to monitor their children.

Generic effects of parental mental health problems on children
Research has shown that children who have a parent with mental illness are at risk
for similar problems, regardless of the exact disorder their parent has (Biederman et
al., 2001; Friedmann et al., 1997). For instance, Biederman and colleagues (2001)
found that children of parents with major depression and children of parents with panic
disorder both showed increased rates of separation anxiety disorder and multiple anxiety
disorders (two or more). This phenomenon, that different parental diagnoses have a
similar effect on children’s problems, is called transgenerational equifinality (Cicchetti &
Rogosch, 1996; Cicchetti & Toth, 2009). Indeed, in most existing preventive interventions
for children who have a parent with mental illness, these children are grouped according

to age and not according to the type of parental mental illness (Reupert et al., 2012; Van
Doesum & Hosman, 2009). It is assumed that all children experience similar concerns
about their mentally ill parent (Reupert et al., 2012). So in preventive interventions, it
does not matter whether the children have a depressed, anxious, or psychotic parent:
they all share similar worries and problems. In interventions targeted at parents or the
entire family, the focus is also on common needs instead of differentiating by various
parental mental health problems (Van Doesum & Hosman, 2009). We do recognize that
different mental health problems can have different effects on parenting behaviors and
child problems as well. For instance, Barnow and colleagues (2006) found that children
of mothers with borderline personality disorder had more emotional problems and lower
self-esteem than children of mothers with depression. However, as the ultimate goal
of the current thesis is to improve preventive interventions for these at-risk youth by
improving knowledge about several risk and protective factors of developing problem
behavior, the generic effects of having a parent with mental illness (i.e., irrespective of the
type of parental diagnosis) are studied.

Focus on adolescence
The studies presented in this thesis concern adolescents. There is an extensive literature about the negative (mental) health outcomes for infants and young children who
have a parent with mental illness. However, less attention has been paid to adolescents
(e.g., Beardslee, Gladstone, & O’Connor, 2011; Beardslee, Versage, & Gladstone, 1998;
Downey & Coyne, 1990; Goodman et al., 2011). Adolescence is a transitional period full
of changes on the physical, cognitive, and socio-affective level. For prevention planning,
this age period is of specific importance, as many psychiatric disorders show first onset
or increasing incidence in adolescence (e.g., Costello, Mustillo, Erkanli, Keeler, & Angold,
2003). For example, adolescents are at increased risk of first onset of internalizing
problems such as depression (e.g., Graber & Sontag, 2009; Kessler, Avenevoli, &
Merikangas, 2001), and externalizing problems such as delinquency (Farrington, 2009).
Most adolescents do not face major difficulties in this developmental phase (Steinberg,
2011), but the period of adolescence might be harder for those who have a parent with
mental health problems. These young people reached an age in which they are aware
that their family situation is “different” to that of their peers. They might worry about their
parent and they might be afraid that they will become mentally ill themselves too. They
might feel they have to help their parent, by taking care of younger brothers and sisters,
or by cleaning the house. The daily life for adolescents with a parent with mental illness
can therefore sometimes be very stressful.

Chapter 1 | General introduction

Impact on children of parents with mental illness
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To explain why offspring of parents with mental illness risk developing psychosocial
problems, several potential mechanisms of transgenerational risk transmission have
been suggested, including genetic risk transmission, prenatal influences, parent-child
interactions, family processes and conditions, and social influences from outside the
family (Goodman & Gottlib, 1999; Hosman, van Doesum, & Van Santvoort, 2009).
Regarding genetics, it is possible that children with for instance a depressed parent
directly inherit a vulnerability to depression via their DNA. Or they may inherit other traits
such as negative affectivity that increase their risk for developing depression themselves
(Goodman & Gotlib, 1999). An example of a prenatal influence that can increase the
risk for developing psychopathology in children is inadequate health care of the mother
during pregnancy. For instance, depressed women are more likely to eat unhealthy food,
have a worse sleeping pattern, smoke more, and ask for and receive more inadequate
prenatal care than non-depressed women (Zhu & Valbø, 2002), which in turn increases
the risk of problems for their children (e.g., Milberger, Biederman, Faraone, Chen, &
Jones, 1996). The transgenerational risk transmission can also be explained by the way
parents and children interact with each other. For instance, parents with depressive
symptoms are found to be more hostile, neglectful, and intrusive, and show their
children less warmth and involvement than non-depressed parents (e.g., Cummings,
Keller, & Davies, 2005; Kane & Garber, 2004; Lovejoy, Graczyk, O’Hare, & Neuman,
2000). Several studies found that family processes and conditions can also mediate
the impact of parental mental illness on offspring. For example, Ashman and colleagues
(2008) found that contextual risk factors, such as high family conflict and low marital
satisfaction, mediated the relationship between maternal depression and child behavior
outcomes. Social influences from outside the family, such as neighbors, friends, teachers,
and mental health professionals, can of course also play an important protective (or riskincreasing) role for children who have a parent with mental health problems by offering
(or withholding) emotional, practical, and cognitive support to both parents and children
(Hosman et al., 2009). Several factors play a role within these mechanisms, including
individual and family-related risk and protective factors.

Risk and protective factors focused on in this thesis
In this thesis, the focus is on child- and family-related (i.e., parent-child interaction
and family context) risk and protective factors. These factors are described in detail
below. A factor is not by definition always either a risk factor or a protective factor. The
same factors can be a risk or a protective factor depending on their positions on a risk
continuum (Masten, 2001). For example, very little self-esteem on the one endpoint

is a risk factor and very high self-esteem on the other endpoint is a protective factor.
Sometimes the absence of a factor (e.g., parentification, feelings of guilt) is protective,
sometimes the presence of a factor (e.g., social support) is.

Child

The following child-related risk and protective factors have been studied: self-esteem,
parentification, negative thoughts and feelings about parental mental illness, perceived
stress, and coping strategy.
Low self-esteem has been identified as an important child-related risk factor in
numerous studies (e.g., Goodman & Gotlib, 1999). Children of parents with mental
illness often feel isolated from their peers, and their self-esteem might therefore suffer
(Orel, Groves, & Shannon, 2003). In general adolescent populations, high self-esteem
has been related to fewer internalizing problems and externalizing problems (Dumont &
Provost, 1999; Donnellan, Trzesniewski, Robins, Moffitt, & Caspi, 2005; Trzesniewski et
al., 2006). However, such relations have not yet been studied in adolescents who have
a parent with mental illness.
Another child-related risk factor is parentification. Adolescents may partly take
over the parental role in the family when their parent has mental health problems and
therefore has difficulties to fully carry out the parental tasks (Aldridge & Becker, 2003;
Burton, 2007; Champion et al., 2009). Adolescents may then support their parents both
physically and emotionally by doing different chores and they sometimes feel that helping
their parent is their duty. Relatively little is known about the direct effect of this so-called
parentification during adolescence on adolescents’ internalizing and externalizing
problems (Hooper, Doehler, Jankowski, & Tomek, 2012). In several stressful family
situations other than parental mental illness, it has already been found that parentification
was related to increased problems during adolescence (e.g., Johnston, 1990; Peris,
Goeke-Morey, Cummings, & Emery, 2008; Stein, Riedel, & Rotheram-Borus, 1999).
Negative thoughts and feelings about parental mental illness might also be a risk
factor. Children who have a parent with mental health problems sometimes worry about
their parent, they sometimes think that they are the cause of their parent’s problems,
they might think they are the only ones who have a parent with mental illness, and they
sometimes experience feelings of shame about their parent (e.g., Gladstone, Boydell,
Seeman, & McKeever, 2011). The relation between these negative thoughts and feelings
and adolescents’ internalizing and externalizing problems is not clear yet.
Having a parent with mental illness can also be very stressful. For example, the responsibilities the children have because of their parent’s mental health problems can be a heavy
burden and therefore cause feelings of stress (Trondsen, 2012). Experiencing stress can
be an important child-related risk factor of developing internalizing and/or externalizing
problems. A large number of studies has revealed that experiencing stress is a pervasive
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Mechanisms of transgenerational risk transmission
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mentally healthy parents, as they are used to being there for their parents and not to call
attention to their own problems.
Parental psychopathology may also affect the amount of support parents can provide
to their children. Previous research showed that parents with mental illness were less
likely to be emotionally available to their child, less likely to provide parental nurturance,
and more likely to display more negative behavior towards their children than mentally
healthy parents (Duncan & Reder, 2000; Elgar, Mills, McGrath, Waschbusch, & Brownridge, 2007; Hammen, 1991; Lovejoy et al., 2000). Roustit, Campoy, Chaix, and Chauvin
(2010) showed that providing parental support is related to fewer internalizing problems
in a sample of adolescents with a distressed parent. Providing parental support has also
been found to be related to fewer externalizing problems in adolescence (Stice, Barrera,
& Chassin, 1993; Wills & Cleary, 1996). Therefore, parental support may be a risk or
protective factor for adolescents who have a parent suffering from mental illness as well.

Parent-child interaction

Family context

Parent-child interaction may explain, at least to some extent, the effect of parental
mental illness on adolescent’s internalizing and externalizing problems. Parents who
have mental health problems often have problems interacting with their child. Parent’s
psychopathology, for instance, increases the likelihood of being less positive and more
critical of their child (Oyserman, Mowbray, Meares, & Firminger, 2000). The following
risk and protective factors related to parent-child interaction were studied: parental
monitoring, adolescent’s self-disclosure, and parental support. These three factors are
consistently identified as predictors of positive development of adolescents (e.g., Barnes
& Farrel, 1992; Kerr & Stattin, 2000).
Parents with mental health problems have difficulties with ‘parental monitoring’ (Chilcoat, Breslau, & Anthony, 1996): knowing about their child’s whereabouts, activities, and
associations (Stattin & Kerr, 2000). In general adolescent populations, lack of monitoring
has already been shown to be related to more internalizing and externalizing problems
(Jacobson & Crockett, 2000; Patterson, 1993). However, to our knowledge, no studies
have examined these relations in adolescents who have a parent with mental illness.
Another parent-child interaction factor that has repeatedly been shown to be related
to adolescent well-being is adolescents’ self-disclosure towards parents. Self-disclosure
is mostly examined in relation to externalizing problems: the more adolescents tell
their parents, the less their norm-breaking behavior and delinquency (Soenens,
Vansteenkiste, Luyckx, & Goossens, 2006; Stattin & Kerr, 2000). Regarding internalizing
problems, it was found that greater self-disclosure towards parents was associated
with fewer physical complaints and less loneliness, but no significant relation was found
with depressive mood (e.g., Finkenauer, Engels, & Meeus, 2002). The concept of selfdisclosure has not been examined yet in a sample of adolescents with a mentally ill parent.
Possibly these adolescents disclose even less about themselves than adolescents with

Having a parent with mental illness not only affects the interaction between parent and
child, but also the interactions among all family members. The following family factors
were studied: family cohesion, family expressiveness, family conflict, and perceived
family support.
Parental mental illness is associated with low family cohesion (e.g., Nomura,
Wickramaratne, Warner, Mufson, & Weissman, 2002), that is, the degree to which family
members are committed to each other (Moos & Moos, 1986). Low family cohesion
in turn has been found to be related to more distress, deviance, and heavy drinking
in adolescents who have a parent with substance abuse problems (Farrell, Barnes, &
Banerjee, 1995). Family cohesion could therefore also be a risk factor (when low) or a
protective factor (when high) in families where a parent has mental illness, irrespective of
type of parental mental illness.
Horwitz, Briggs-Gowan, Storfer-Isser, and Carter (2007) found that maternal
depression was related to low family expressiveness (i.e., expressing emotions and
opinions, being open towards each other). Some studies (e.g. Bischof, Stith, & Whitney,
1995; Kleinman, Handal, Enos, Searight, & Ross, 1989) found an association between
low family expressiveness and problem behavior in the general adolescent population,
while others (e.g., Cole & McPherson, 1993) did not. Family expressiveness could
therefore be another potential factor related to the development of internalizing and
externalizing problems in adolescents living with parents with mental illness.
Family conflict can be a risk factor as well. In families where a parent has mental
illness, there is more conflict than in families with mentally healthy parents (Chang,
Blasey, Ketter, & Steiner, 2001; Sarigiani, Heath, & Camarena, 2003). Burt and colleagues
(2005) found that family conflict was associated with more overall problem behavior in
children. Therefore, family conflict might be a factor that contributes to the development
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risk factor for poor outcomes of adjustment in general adolescent populations (e.g. Grant,
Compas, Thurm, McMahon, & Gipson, 2004). No studies have been done examining this
relation in a sample of adolescents with a parent with mental health problems.
Another important child-related factor is the way adolescents cope with the
stressors related to living with a parent with mental illness. Active coping strategies
(e.g., confronting the problem) that deal directly with the stressor are usually related to
positive outcomes, whereas passive coping strategies, such as avoiding the problem,
are mostly related to negative outcomes (Meijer, Sinnema, Bijstra, Mellenbergh, &
Wolters, 2002). Previous research already examined coping strategies of adolescents
with a depressed parent, and showed that secondary control coping (i.e., cognitive
restructuring, positive thinking, acceptance, distraction) was related to fewer symptoms of anxiety/depression and aggressive behavior problems (e.g., Jaser et al., 2008;
Langrock, Compas, Keller, & Merchant, 2002).
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The current research project
The main aim of the present research project was to gain insight into the risk and protective
factors that affect both internalizing and externalizing problems in an understudied
sample: adolescents who have a parent with mental health problems. The current
project examined this at-risk group irrespective of the type of parental problems. This
way, the new insights can be helpful for designing or adapting preventive interventions
for these adolescents. We have also included a sample of adolescents with mentally
healthy parents, in order to examine whether risk and protective factors are of similar
influence in the development of internalizing and externalizing problems in adolescents
of parents with and without mental illness.
The current study is a prospective observational survey study. Data were collected
in three waves, with 12-month intervals, to detect relevant changes. Table 1 provides
an overview of the variables that were addressed in this thesis. Families were recruited
via general practitioners, mental health institutions, advertisements, schools, and via a
previous study. Recruitment strategies are described extensively in Chapter 2. Because
most families were recruited via schools, our sample is best compared with a community
sample.
At time 1, 139 families in which a parent had mental health problems and 127 families
in which both parents were mentally healthy completed and returned the questionnaires.
At time 2, one year later, 126 families with a parent with mental health problems and
121 families in which both parents were mentally healthy completed and returned the
questionnaires. Two years after baseline, at time 3, 125 families with, and 123 families
without a parent with mental illness completed and returned the questionnaires.

Table 1.
Overview of the Variables, Informants, and Assessment Instruments Addressed in This Thesis
(T1 = baseline, T2 = one year later, T3 = two years later)

Variables

Informant

Time
point(s)

Measures

Current parental mental health

Parent

T1

General Health Questionnaire (GHQ-12,
Goldberg, 1972; Goldberg & Williams, 1988)

Anxiety and depression

Parent

T1

Hospital Anxiety and Depression Scale
(HADS; Zigmund & Snaith, 1983)

Problem drinking

Parent

T1

CAGE (Ewing, 1984)

Self-esteem

Child

T1

Rosenberg Self-Esteem Scale
(RSES; Rosenberg, 1965)

Parentification

Child

T1, T2

Parentification Questionnaire -Youth
(PQ-Y; Godsall & Jurkovic, 1995)

Negative attitudes about
parental mental illness (i.e., worry,
guilt, only one, shame)

Child

T2

Questions designed by Van Santvoort et al. (2013)

Perceived stress

Child

T1

Perceived Stress Scale (PSS-4; Cohen, Kamarck, &
Mermelstein, 1983)

Coping strategy

Child

T1

Utrecht Coping List for Adolescents (UCL-A; Bijstra,
Jackson, & Bosma, 1994)

Internalizing and
externalizing problems

Child

T1, T2, T3

Youth Self Report (YSR; Achenbach, 1991a; Van der
Ende & Koot, 1996)

Parental monitoring

Parent

T1

Parental monitoring (Kerr & Stattin, 2000)

Self-disclosure

Child

T1

Adapted version of Self-Disclosure Index (SDI; Miller,
Berg, & Archer, 1983; Finkenauer, Engels, & Meeus,
2002)

Parental support

Parent

T1

Relationship Support Inventory (RSI: Scholte, Van
Lieshout, & Van Aken, 2001)

Demographic information (e.g.,
income, living situation, education, employment status)

Parent

T1

Self-designed questions

Family environment (i.e., cohesion, expressiveness, conflict)

Parent

T1

Family Environment Scale (FES: Moos & Moos, 1986;
GKS-II: Jansma & de Coole, 1996)

Perceived family support

Child

T1

Subscale of Multiple Scale of Perceived Social Support
(MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988)

Parent:

Child:

Parent-child interaction:

Family context:
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of internalizing and externalizing problem behavior in adolescents who have a mentally
ill parent.
The last family factor we focus on in the present study is perceived family support,
defined as a subjective feeling of support from the adolescents’ next of kin (e.g.,
parents, siblings, grandparents, uncles, aunts, cousins). In a sample of adolescents
living with high levels of stress, it was found that those who perceived more family
support reported fewer internalizing problems (i.e., depression) and externalizing
problems (i.e., delinquency) (Licitra-Klecker & Waas, 1993). High levels of family support
might therefore protect adolescents from developing problems themselves.
Taken together, previous research has already shown that families with parental
mental illness seem to score worse on family environment variables, such as scoring high
on family conflict, but the relationship between these family factors and adolescents’
internalizing and externalizing problems has not yet been studied.

24

Outline of the thesis
Chapter 2 describes a cross-sectional study that compared internalizing and externalizing
problems of adolescents who have a parent with mental illness with those without
parents with mental illness. Furthermore, this study examined the role of family factors
(i.e., parental monitoring, parental support, family cohesion, family expressiveness, and
family conflict) in explaining the relation between parental and adolescent mental health
at Time 1. The second study, presented in Chapter 3, examined the (predictive) effect
of parentification (Time 1) on internalizing and externalizing problems (Time 1; Time 2) of
adolescents living with a parent suffering from mental illness. In addition, it was examined
whether perceived stress (Time 1) explained the relation between parentification and
adolescent problems. Chapter 4 presents a study examining which individual (i.e.,
coping, self-esteem), dyadic (parental monitoring, parental support, adolescent selfdisclosure), and family factors (family cohesion, family expressiveness, family conflict,
perceived family support) were related to adolescent problem behavior at Time 1 and
which factors (Time 1) were predictive of less problem behavior two years later (Time
3). Differences between adolescents with and without a parent with mental illness were
also explored. The final study, presented in Chapter 5, examined associations between
negative thoughts and feelings about parental mental illness (i.e., worry, guilt, shame,
being the only one) and adolescents’ internalizing and externalizing problems (Time 2).
In addition, it was examined if these negative thoughts and feelings could predict problem
behavior one year later (Time 3). Finally, the results of the previous chapters are taken
together and discussed in Chapter 6. This chapter also addresses practical implications
and suggestions for future research.

Terminology
In this thesis, mental illness is used as the overarching term for the various mental health
problems in the sample studied, and includes anxiety and mood problems, stressrelated complaints, personality disorders, substance use disorders, schizophrenic/
psychotic disorder, trauma-related problems, developmental disorders, eating disorders,
and relationship problems. Throughout this thesis, the terms ‘mentally ill parent’, ‘parent
with mental illness’, and ‘parent with mental health problems’ are used interchangeably,
as are the terms ‘mentally healthy parents’, ‘parents without mental illness’ and ‘parents
without mental health problems’.

Chapter 2.
The relation between parental mental illness and
adolescent mental health: the role of family factors

Van Loon, L. M. A., Van de Ven, M. O. M., Van Doesum, K. T. M., Witteman,
C. L. M., & Hosman, C. M. H (2014). The relation between parental mental
illness and adolescent mental health: the role of family factors. Journal of
Child and Family Studies, 23, 1201-1214. doi: 10.1007/s10826-013-9781-7
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Children of parents with a mental illness are often found to be at high risk of developing
psychological problems themselves. Little is known about the role of family factors in the
relationship between parental and adolescent mental health. The current study focused
on parent-child interaction and family environment. This cross-sectional questionnaire
study included 124 families with a mentally ill parent and 127 families without a mentally
ill parent who at the time of the study had children aged 11 to 16 years old. Parents
completed questionnaires about their mental health, parent-child interaction (i.e.,
parental monitoring and parental support), and family environment (i.e., cohesion,
expressiveness, and conflict). Adolescents reported their internalizing and externalizing
problems. Path analyses were used to examine the direct associations between parental
mental illness and adolescent problems as well as the indirect relations via parent-child
interaction and family environment. The results showed that interaction between parents
with a mental illness and their child was significantly worse compared to parents without
a mental illness. The family environment of parents with mental illness was also more
negative. Mentally ill parents monitored their adolescents less, which in turn related
to more externalizing problems of the adolescents. No factors mediated the relation
between parental mental health and adolescent internalizing problems. Moreover, no
direct effects of parental support, family cohesion, and family expressiveness with
externalizing problems were found. These findings imply that parental monitoring should
get a specific focus of attention in existing interventions designed to prevent adolescents
with a mentally ill parent from developing problems.
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In the Netherlands, with a population of 16.8 million inhabitants, approximately 17% of
children live with a mentally ill parent, representing 577.000 children under the age of
18 (Goossens & Van der Zanden, 2012). Children of parents with a mental illness are at
high risk of developing psychological problems themselves at some point in their lives
(Hosman, Van Doesum, & Van Santvoort, 2009; Maybery, Ling, Szakacs, & Reupert,
2005). Previous studies showed that as many as 50% of children with a mentally ill
parent are at risk of developing problems (Van Santvoort, 2012). For instance, these
children can become socially isolated because they have to care for their mentally ill
parent instead of spending time with friends or playing sports (Aldridge & Becker, 2003).
Children with a mentally ill parent may more frequently experience negative emotions,
including anger, fear, and sadness. Hence, they are at elevated risk for both internalizing
problems, such as depression and anxiety (e.g., Beidel & Turner, 1997; Weissman et al.,
2006), and externalizing problems, such as aggressive and rule-breaking behavior (e.g.,
Merikangas, Dierker, & Szatmari, 1998). These internalizing and externalizing problems in
childhood have in turn been found to predict later disorders, such as mood and anxiety
disorders (Roza, Hofstra, Van der Ende, & Verhulst, 2003) and antisocial personality
disorder (McGue & Iacono, 2005). Although many children with a mentally ill parent are
resilient and do well, other children seem to do less well. Therefore, it is important to
understand how parental mental illness influences the development of problems in their
children, in order to help prevent them from developing internalizing and externalizing
problems.
Parental mental illnesses are diverse and have varying symptoms, which can have
different effects on parenting behaviors and child problems (e.g., Biederman et al., 2001).
There are some interventions that focus on children of parents with a specific diagnosis,
such as Family Talk and Keeping Families Strong, which focus on children of parents
with an affective disorder (Beardslee, Gladstone, Wright, & Cooper, 2003; Beardslee,
Wright, Gladstone, & Forbes, 2007; Valdez, Mills, Barrueco, Leis, & Riley, 2011). On the
other hand, several empirical studies showed that children of mentally ill parents are at
risk for similar problems, regardless of their parent’s mental health status (Biederman et
al., 2001; Friedmann et al., 1997). This phenomenon that different parental diagnoses
have the same effect on problems in children is called transgenerational equifinality
(Cicchetti & Rogosch, 1996; Cicchetti & Toth, 2009). Indeed, in many currently used
preventive interventions, children of parents with different mental illnesses are grouped
according to their age and not according to the mental illness of parents, assuming that
they experience similar concerns with their mentally ill parent (Reupert et al., 2012). The
same holds for interventions that target families and parents, where programs focus on
universal needs, instead of differentiating by parental diagnosis (Van Doesum & Hosman,
2009). Therefore, it is warranted to study generic effects of having a parent with a mental
illness.

Although an extensive literature exists on the negative health and mental health outcomes
for infants and young children who live with a mentally ill parent, the effect on adolescent
offspring has received less attention (for reviews, see Beardslee, Gladstone, & O’Connor,
2011; Beardslee, Versage, & Gladstone, 1998; Downey & Coyne, 1990; Goodman et
al., 2011). Adolescence is an important period in the development of one’s own identity,
autonomy, intimacy, sexuality, and educational and occupational achievement. This
period is full of struggles, contributing to the risk of first onset of internalizing problems
such as depression (e.g., Graber & Sontag, 2009; Kessler, Avenevoli, & Merikangas,
2001), and externalizing problems such as delinquency (Farrington, 2009). Studying
factors that explain the relation between parental and adolescent mental health is
therefore important, as these explanatory factors can contribute to the development of
preventive interventions.
Family factors such as parent-child interaction and family environment may explain,
at least to some extent, the effect of parental mental illness on internalizing and
externalizing problems. Interpersonal relationships within the family have been found
to have a mediating function in the parent-adolescent transmission of psychological
problems (e.g., Davies & Windle, 1997; Leinonen, Solantaus, & Punamäki, 2003). Parents
suffering from a mental illness often have problems interacting with their child; they are
for example less positive and more critical of their child (Oyserman, Mowbray, Meares,
& Firminger, 2000). Many dimensions of parent-child interaction can be distinguished,
with parental monitoring and parental support being consistently identified as predictors
of positive adolescent development (e.g., Barnes & Farrel, 1992; Kerr & Stattin, 2000).
According to Patterson’s coercion theory, less coercive parenting (e.g., low hostility, high
support, high monitoring) could prevent problems in children because fewer arguments
and disagreements in parent-child interaction makes the associations with deviant peers
in adolescence less likely (e.g., Patterson, Reid, & Dishion, 1992; Ary et al., 1999).
Parental monitoring is defined as “parents’ knowledge of the child’s whereabouts,
activities, and associations” (Stattin & Kerr, 2000, p. 1074) and has been shown to
be negatively affected when the parent experiences mental health problems (Chilcoat,
Breslau, & Anthony, 1996). In turn, lack of monitoring may lead to externalizing problems
such as antisocial behavior in adolescent boys (Patterson, 1993) and internalizing
problems in adolescent girls (Jacobson & Crockett, 2000). Although previous studies
identified direct paths between parental mental health problems and parental monitoring
and between parental monitoring and adolescent mental health, no study has yet
examined the mediating role of parental monitoring in the relation between parental
mental illness and adolescent problems.
Parental mental illness may also affect the amount of support parents can give to their
children. In the literature, parental support is defined in different ways. Several studies
have found that mentally ill parents were less likely to be emotionally available to their
child (Duncan & Reder, 2000; Hammen, 1991), and were less likely to provide parental
nurturance (Elgar, Mills, McGrath, Waschbusch, & Brownridge, 2007). In addition,
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to be associated with more overall problem behavior in children (Burt et al., 2005). Thus,
it may be expected that family conflict mediates the relation between parental mental
illness and adolescent problem behavior as well.
In the present study, we aim to compare the emotional and behavioral problems of
adolescents with a mentally ill parent with those of adolescents without a mentally ill
parent and we want to examine whether parental monitoring, parental support, family
cohesion, family expression, and family conflict could explain (mediate) the relationship
between parental and adolescent mental health. We hypothesize that parental mental
illness will be associated with knowing less about the adolescents’ whereabouts,
providing less support to the child, experiencing lower cohesion and expressing fewer
emotions in the family, and experiencing higher levels of conflict. We expect that negative
parent-child interactions and a negative family environment will in turn be associated
with more internalizing and externalizing problems in adolescence and thus will (partly)
explain the relationship between parental and adolescent mental health. The proposed
mediation model may differ for boys and girls and younger and older adolescents. For
example, the base rates of internalizing and externalizing problems differ for boys and
girls with twice as many girls as boys suffering from depressive disorder from early
adolescence until late adulthood (Wade, Cairney, & Pevalin, 2002), while externalizing
problems such as aggression are more prevalent in boys (Farrington, 2009). It is therefore
interesting to include gender as a variable in the model. Another variable of interest is the
phase of adolescence. Early (11-13 years) and middle (14-16 years) adolescence can
be distinguished. Family relationships change (Steinberg, 2011), for instance because
adolescents spend increasingly less time with their family and more with their friends
(Larson, Richards, Moneta, Holmbeck, & Duckett, 1996). Hence, the level of parental
support has been shown to be higher in 12 and 13 year olds than in 14 to 16 year olds
(Helsen, Vollebergh, & Meeus, 2000). In addition, as opportunities for direct parental
supervision decrease across adolescence, parental monitoring may be more important
in middle than in early adolescence. Therefore, in the present study we test whether
the mediation model will be different for boys and girls, and for early (11-13) and middle
(14-16) adolescents.
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observational studies examining parent-child interaction showed that depressed mothers
displayed more negative behavior towards their children than non-depressed mothers
(Lovejoy, Graczyk, O’Hare, & Neuman, 2000). Providing parental support to a child is
important, since this in turn is related to fewer internalizing (Roustit, Campoy, Chaix,
& Chauvin, 2010) and externalizing problems (Stice, Barrera, & Chassin, 1993; Wills
& Cleary, 1996) in adolescence. Lack of parental support may therefore be expected
to explain the transmission of psychological problems from parent to child. The results
of a study focusing on parental psychological distress -in non-clinical families- and
psychosocial maladjustment of children (Roustit et al., 2010) supported this expectation.
The authors of this study found that parental support mediated the relation between
parental psychological distress and internalizing disorders in adolescents. This mediation
has so far not yet been studied in families with parental mental illness.
Next to dyadic family factors, such as parent-child interaction, it is also important
to consider the entire family environment when examining child outcomes (Hayden et
al., 1998). Living with a mentally ill parent does not only affect the interaction between
parent and child, but also the interactions among all family members. Family cohesion,
expressiveness, and conflict are important concepts to measure relationships within the
family. Family cohesion is the degree to which family members are committed to each
other (Moos & Moos, 1986). Parental mental illness, such as depression, is associated
with low family cohesion (e.g., Nomura, Wickramaratne, Warner, Mufson, & Weissman,
2002). Farrell, Barnes, and Banerjee (1995) found that lower family cohesion in turn
increases distress, deviance, and heavy drinking in adolescence. Family cohesion could
therefore have a mediating role in the relation between parental mental illness and
adolescent mental health outcomes.
Parental mental illness may be associated with expressing fewer emotions and
opinions (i.e., being less open) in the family (“family expressiveness”) (Horwitz, BriggsGowan, Storfer-Isser, & Carter, 2007). Previous research is inconclusive regarding the
association of family expressiveness with adolescent internalizing and externalizing
problems. For instance, Cole and McPherson (1993) found that family expressiveness
was unrelated to adolescent depression, while Kleinman and colleagues (1989) showed
that low family expressiveness was related to distress in adolescence, albeit only for boys
and not for girls. Regarding externalizing behavior, delinquent adolescent boys reported
less expressiveness in the family than non-delinquent adolescent boys (Bischof, Stith,
& Whitney, 1995). Hence, family expressiveness could be an explanatory factor in the
relation between parental mental illness and internalizing and externalizing problems in
adolescence.
A final important family factor that can explain the relation between parental and
adolescent mental health could be family conflict. In families with a mentally ill parent,
there is more conflict than in families with no mentally ill parent (Chang, Blasey, Ketter,
& Steiner, 2001; Sarigiani, Heath, & Camarena, 2003). Conflict, in turn, has been shown
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Sampling and procedure

The current study included adolescents with a mentally ill parent and a comparison
group of adolescents without a mentally ill parent. One parent and one child aged
between 11 and 16 years per family participated in the study. For the families with a
mentally ill parent, at least one parent had to have a mental illness. We defined parental
mental illness based on general practitioners’ data, self-reports, and/or cut-off scores of
several questionnaires (described in detail later). Parents and children needed to have
sufficient command of the Dutch language to be able to complete the questionnaires.
Families with a child with significant developmental delay and/or a severe chronic
illness were excluded. Families could register for participation by completing the written
registration form enclosed with the recruitment letter or an online registration form. In a
telephone call, inclusion and exclusion criteria were checked. When these criteria were
met, consent forms were sent by mail along with parent and child questionnaires to the
families, which received a monetary reward (€10) for their participation.
Families with a parent with a mental illness were recruited through different channels:
through general practitioners, mental health institutions, via advertisements, schools,
and from the participants of a previous study (Van Santvoort, Hosman, Van Doesum,
& Janssens, 2014). First, general practitioners’ access to parental diagnoses was
gained through data from the ‘Registration Network General Practitioners (RNGP)
Limburg’ (Metsemakers, Höppener, Knottnerus, Kocken, & Limonard, 1992). Patients
with 1) active codes of depression, anxiety disorder, and/or alcoholism based on the
‘International Classification of Primary Care’ (ICPC) and 2) children aged 11 to 16 were
selected and mailed a letter with information about the goals and procedures of the
study, asking for their participation. In order to be approached for participation, the ICPC
code of the parents had to be active at the time of recruitment or in the two previous
years. Of the 18 general practices approached, 14 (77.78%) helped recruit participants
for this study by mailing the information letters. These general practices sent 215 families
with a parent with a mental illness a recruitment letter, of which 57 families (26.51%)
agreed to participate. Thirty-two families (56.14%) who met the inclusion criteria and
returned the questionnaires eventually participated in this study.
The second recruitment strategy involved approaching mental health institutions.
Therapists were asked to give an invitation letter to clients who 1) were diagnosed with
depression, anxiety disorders, and/or alcohol related problems and 2) had children aged
11 to 16. Of the 44 mental health institutions approached, 18 (40.91%) wanted to help
recruit participants by distributing letters to patients with a child in the appropriate age
range. Fifteen families recruited by mental health institutions, of which nine families met
the inclusion criteria and returned the questionnaires, agreed to participate.
The third way to contact eligible families was via advertisements in local newspapers
and on the Internet by asking parents with 1) a mental illness and 2) children between

11 and 16 years to participate in our study. Of the seven families who initially agreed to
participate, five (71.32%) met the inclusion criteria and completed the questionnaires.
Fourth, schools were approached and asked to distribute letters about the study to
their 11 to 16 years old pupils. In this letter, parents 1) suffering from a mental illness who
had 2) a child between 11 and 16 years old were asked to participate. If both parent
and child wanted to participate, they could contact us via the website or by e-mail or
telephone. Of the 290 contacted schools, 71 (24.48%) distributed the letters. In total,
129 families with a parent with a mental illness agreed to participate, of which 98 families
(75.97%) met the inclusion criteria and returned the questionnaires.
The final recruitment strategy was to contact families who had participated in a
previous study (Van Santvoort et al., 2014) where 1) at least one parent suffered from a
mental illness and 2) the children were in the appropriate age range (11-16 years). A total
of 81 families, of which 36 families (44.44%) agreed to participate in the study, received
a recruitment letter. Of these families, 29 families (80.56%) met the inclusion criteria and
participated in the study.
The families with parents without a mental illness were recruited through GPs
and schools. The 14 participating general practices sent a recruitment letter to 220
families without parental mental illness, of which 83 (37.73%) agreed to participate. Of
these families, 58 (69.88%) met the inclusion criteria, returned the questionnaires, and
participated in the study. Forty-five schools were asked to distribute letters to their pupils
between 11 and 16 years old, and 7 of them (15.56%) agreed to participate. As we
received many applications via school recruitment (366 families wanted to participate),
we selected those who matched the families with a parent with a mental illness in terms
of child’s age, gender, education level, living situation, family composition, and parental
education level. Eventually, 132 families with parents without a mental illness recruited
via schools met the matching and inclusion criteria and completed the questionnaires.
In total, 173 families with a mentally ill parent and 190 families without a mentally
ill parent completed the questionnaires. Parental mental illness status was validated in
ways that varied by recruitment strategy (see Table 1). Because the ICPC code (i.e.,
anxiety, depression, alcoholism) given by the GPs could be outdated (i.e., still coded
active, while it was not active anymore), participants recruited by their GPs had to
confirm their mental illness by either 1) answering ‘yes’ to the single self-report item
‘Do you have mental health complaints?’, or 2) scoring above the cut-off level on The
Hospital Anxiety and Depression Scale (HADS, Zigmond & Snaith, 1983; Dutch version:
Spinhoven, Ormel, Sloekers, Kempen, Speckens, & Van Hemert, 1997) and/or the
problem drinking questionnaire CAGE (Ewing, 1984). The HADS assessed the feelings of
depression and anxiety, with a score of 8 or higher on (one of) the subscale(s) indicating
at least mild mood and/or anxiety disturbances (Snaith & Zigmond, 2000). The problem
drinking questionnaire CAGE (Ewing, 1984) consisted of four items: 1) ‘Have you ever
felt you ought to cut down on your drinking?’ 2) ‘Have people annoyed you by criticizing
your drinking?’ 3) ‘Have you ever felt bad or guilty about your drinking’, and 4) ‘Have
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No self-report of mental
health problems, HADS ≤ 7,
CAGE ≤ 1, GHQ ≤1
2.

Note. PMI = Parent with a Mental Illness; no PMI: no Parent with a Mental Illness; ICPC = International Classification of Primary Care; HADS = Hospital Anxiety
and Depression Scale; CAGE = problem drinking questionnaire; GHQ = General Health Questionnaire
ª (Van Santvoort et al., 2014)

HADS ≤ 7, CAGE
≤ 1, GHQ ≤ 1

No self-report of mental
health problems
No active ICPC code for any
psychological problem
1.

No PMI

Self-report of mental health
problems
HADS ≥ 8 / CAGE ≥ 2 /
GHQ ≥ 3 / confirmation
professional
HADS ≥ 8 / CAGE ≥ 2 /
GHQ ≥ 3 / confirmation
professional
Self-report of mental health
problems / HADS
≥ 8 / CAGE ≥ 2
2.

Self-report of mental
health problems

Mental health problems
confirmed by professional
Self-report of mental
health problems
Self-report of mental
health problems
Mental health problems
confirmed by professional
Active ICPC code for
depression / anxiety /
alcohol related problems
1.

PMI

Schools
Advertisements

Recruitment Strategy

Mental Health
institutions
General
Practitioners

you ever had a drink first thing in the morning to steady your nerves or to get rid of a
hangover?’ (eye opener). A cut-off score of two was used, with two or more positive
answers suggesting the likelihood of having alcohol-related problems (Ewing, 1984).
To confirm the current mental illness status of the participants recruited by mental
health institutions and the previous study (Van Santvoort et al., 2014), only the single
self-report item was used (‘Do you have mental health complaints?’). These families
were already recruited by mental health institutions. They received a letter only when
having a diagnosis and therapy. Participants recruited by Van Santvoort and colleagues
(2014) were all diagnosed by their therapist as well.
Because parents recruited by advertisements and schools were assigned to the
group of having a mental illness based only on their self-reported mental illness, they
additionally had to either 1) score above the cut-off score on the HADS (≥ 8), CAGE (≥2),
or the General Health Questionnaire (GHQ-12; Goldberg, 1972; Dutch version: Koeter &
Ormel, 1991), or 2) their diagnosis/complaints had to be confirmed by their mental health
professional, whom we contacted after the participant provided a written consent. For
the GHQ, a cut-off score of three or higher was used to identify people likely to have
mental problems (conform Goldberg & Williams, 1998). If the mental illness could not be
confirmed by their health professional, families were excluded from the study. Families
with parents without a mental illness 1) did not self-report mental illness and 2) had
scores below the cut-off levels on the mental health questionnaires.
After excluding families that did not meet our criteria based on the completed
questionnaires, 139 families with a parent with a mental illness and 127 families with
parents without a mental illness were eventually included. In 15 families, the mentally
ill parent was not able or willing to complete the questionnaire, and therefore the other
parent did. These families were excluded from the current analyses, leaving 124 families
with a parent with a mental illness in the present study.
To validate that there were no differences within the five recruited groups of families
with parental mental illness on the main study variables due to these different recruitment
strategies, we used one-way ANOVAs. There were no significant effects of recruitment
strategy on parental monitoring (F(4, 116) = 0.62, p = .65), parental support (F(4, 115)
= 1.59, p = .18), family cohesion (F(4, 116) = 0.54, p = .70), family expressiveness (F(4,
116) = 0.79, p = .96), family conflict (F(4, 116) = 0.99, p = .42), internalizing problems
(F(4, 116) = 1.66, p = .17), and externalizing problems (F(4, 116) = 0.71, p = .59) (not in
table).
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Table 1
Criteria for Being Assigned to the Families with a Parent with a Mental Illness or Families with a Parent without a Mental Illness Group by Recruitment Strategy
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Parental Mental Illness. Based on the criteria described in the procedure section,
families were categorized as families with parents without a mental illness (coded 0) or
families with a parent with a mental illness (coded 1).
Demographic Control Variables. Demographic variables were parental employment
status (at least one parent is employed versus both parents are unemployed), adolescent
living situation (living with both biological parents or not), and adolescent age and gender.
Parent-Child Interaction: Parental Monitoring. Parents completed nine items measuring parental monitoring (Kerr & Stattin, 2000) on a 5-point Likert scale ranging from (1)
“never” to (5) “often” assessing what parents know about their adolescent’s whereabouts,
activities, and associations (e.g., “Do you know what your child does during his or her
free time?”). A sum score was calculated with higher scores indicating higher parental
monitoring (α = .83).
Parent-Child Interaction: Parental Support. Parents filled out the well-validated Relationship Support Inventory (RSI; Scholte, Van Lieshout, & Van Aken, 2001) to assess
parental support. The RSI consisted of 12 items with response choices (1) “absolutely
untrue” to (5) “absolutely true” (e.g., “I show my child that I love him/her”). A sum score
was used in the analyses, with a high score indicating a large amount of support (α = .83).
Family Environment (cohesion, expressiveness, conflict). The quality of the
interpersonal relationship among family members was assessed using the ‘cohesion’,
‘expressiveness’, and ‘conflict’ subscales of the Dutch translation of the Family
Environment Scale (FES; Moos & Moos, 1986; GKS-II; Jansma & de Coole, 1996)
completed by parents. All three subscales consisted of 11 items requiring yes/no
answers. The Cohesion subscale measured the amount of support and commitment
among the family members (e.g., “We get along really well with each other”). A sum
score was calculated with higher scores indicating higher family cohesion (α = .61). The
Expressiveness subscale assessed the opportunity to express emotions and opinions
openly and directly within the family (e.g., “We tell each other about our personal
problems”). A sum score was calculated with higher scores indicating higher family
expressiveness (α = .66). The Conflict subscale assessed the expression of anger,
aggression, and conflictive interactions amongst the family members (e.g., “We argue
a lot at home”). A sum score was calculated with higher scores indicating higher family
conflict (α = .71). Both the FES and the GKS-II have good psychometric properties (FES:
see Moos, 1990; GKS-II: see Evers, Van Vliet-Mulder, & Groot, 2000).
Adolescent Problem Behavior. Adolescent internalizing and externalizing problems
were assessed with the Dutch version of the Youth Self Report (YSR, Achenbach, 1991a;
Verhulst, Van der Ende, & Koot, 1996), which measured the problems adolescents
experienced in the previous six months. Adolescents rated the items on a 3-point
scale, ranging from (0) does not apply to me at all to (2) often applies to me. The YSR
is a standardized, widely used reliable and valid measure of children’s emotional and
behavioral problems consisting of 112 items of which 105 items are covered in nine

syndrome scales (i.e., anxious/depressed, withdrawn/depressed, somatic complaints,
social problems, thought problems, attention problems, rule-breaking behavior,
aggressive behavior, and other problems). These nine syndrome scales can be used
to compute an internalizing score, an externalizing score, and a total problem score. In
the present study, the internalizing score and the externalizing score of each adolescent
were used. Internalizing problems were assessed with the three internalizing syndrome
scales: the anxious/depressed subscale, the withdrawn/depressed subscale, and the
somatic complaints subscale. The anxious/depressed subscale consisted of 13 items
(e.g., “I feel worthless or inferior”). The withdrawn/depressed subscale consisted of 8
items (e.g., “I am shy”). The somatic complaints subscale consisted of 10 items (e.g., “I
feel dizzy”). A sum score was calculated with higher scores indicating more internalizing
problems (α = .85). Adolescent externalizing problems were assessed with the aggressive
and rule-breaking behavior subscales of the YSR. The aggressive behavior subscale
consisted of 17 items (e.g., “I physically attack people”). The rule-breaking behavior
subscale consisted of 15 items (e.g., “I steal at home”). A sum score was calculated
with higher scores indicating more externalizing problems (α = .81). Normalized T scores
were assigned to the internalizing and externalizing scores, to provide information about
normal (≤ 64), borderline clinical (65-69) and clinical range (≥70).

Statistical analysis

Differences between families with a parent with a mental illness and families with parents
without a mental illness concerning their demographic characteristics were examined
using t-tests and χ²-tests. Means and standard deviations of the main variables were
calculated and compared between the two groups using t-tests. Pearson correlation
coefficients among the main variables were calculated. The descriptive statistics and
correlations were calculated using SPSS (version 19). The direct and indirect relations
among parental mental illness, parent-child interaction variables, family environment
variables, and adolescent mental health outcome variables were investigated with
structural equation modeling (SEM) using the Mplus program (version 6; Muthén &
Muthén, 1998-2010). These path analyses controlled for adolescents’ age, gender,
living situation, and parental employment status. The mediating effects of parent-child
interaction and family environment on the relation between parental mental illness and
adolescent mental health outcomes were tested using bootstrapped (5000) standard
errors. The estimation method was Maximum Likelihood (ML). Adequacy of the model fit
was determined by the following fit indices: a) comparative fit index (CFI), b) Tucker-Lewis
index (TLI), and the c) root-mean square error of approximation (RMSEA). The goodnessof-fit criteria used to assess the fit of the model to the data (conform Hu & Bentler, 1998,
1999) were .95 for the CFI and TLI, and .05 for the RMSEA. The chi-square value,
degrees of freedom, and the p-value of the model are reported as well. Standardized
path coefficients (Beta’s) and p-values (p < .05) were used to evaluate the associations
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Table 2
Characteristics of the Study Population Divided by Families with a Mentally Ill Parent (n = 124) and Families
without a Mentally Ill Parent (n =127)
PMI
Adolescent age

No PMI

Test of significance

13.40 (1.42)a

13.76 (1.41)a

2.02 *d

63 (51.0)b

60 (47.0)b

61 (49.0)

67 (53.0)

Adolescent gender

Results
Descriptive statistics

Table 2 describes the characteristics of the study population, for families with parental
mental illness and families without parental mental illness separately. Mean age for
adolescents was 13.59 (SD = 1.42), with the adolescents having a parent with a mental
illness being slightly younger compared to the adolescents without a mentally ill parent.
Adolescent gender was approximately evenly distributed (49% boys, 51% girls). No
significant gender differences were found between the families with and without parental
mental illness. Adolescents of parents with a mental illness were less likely to live with
both their biological parents than did the adolescents of parents without a mental illness.
Adolescents with a mentally ill parent reported more internalizing and externalizing
problems than adolescents without a mentally ill parent. Few of the adolescents with
a mentally ill parent scored in the borderline clinical range for internalizing (3.2%) and
externalizing (1.6%) problems, and few in the clinical range for internalizing (1.6%) and
externalizing (0.8%) problems. The same holds for adolescents living in a family without
a mentally ill parent, with few adolescents scoring in the borderline clinical range for
internalizing (1.6%) and externalizing (2.4%) problems, and few in the clinical range for
internalizing (0.0%) and externalizing (0.8%) problems. Parental mean age was 45.40
(SD = 4.97). Parents did not significantly differ in age across groups. More mothers
than fathers participated in the present study (74.9% mothers). No significant gender
differences were found between groups. In families with a mentally ill parent, the parents
were more often unemployed compared to parents in families without a mentally ill
parent. Parents with a mental illness reported significantly less parental support and
monitoring, less family cohesion and expressiveness, and more conflict than parents
without a mental illness. Type of parental mental illness is also displayed in Table 2. The
two most prevalent mental illnesses in the current sample were mood problems and
anxiety problems.

The final recruitment strategy Female
Male

b

0.32 c

b

Adolescent living situation
With both parents

91 (73.4)b

110 (86.6)b

Other (e.g., mother only)

33 (26.6)b

17 (13.4)b

6.88 **c

Internalizing

10.44 (6.60)a

7.75 (5.85)a

3.43 **d

Externalizing

8.94 (5.50)

7.48 (5.19)

2.16 *d

44.97 (5.41)

a

45.81 (4.49)

1.33 d
0.70 c

Adolescent problem behavior

Parental age

a
a

a

Parental gender
Female

90 (72.6)b

98 (77.2)b

Male

34 (27.4)b

29 (22.8)b

100 (80.6)b

124 (97.6)b

Parental employment status
At least one parent employed
Both parents unemployed

24 (19.4)

b

18.87 ***c

3 (2.4)

b

Family factors
Parental monitoring

40.88 (4.09)a

42.54 (3.06)a

-3.66 ***d

Parental support

51.07 (5.91)a

53.43 (4.38)a

-3.59 ***d

Family cohesion

8.31 (1.94)a

9.04 (1.48)a

-3.33 **d

Family expressiveness

8.36 (2.22)a

9.57 (1.43)a

-5.15 ***d

Family conflict

4.49 (2.39)

3.71 (2.38)

2.60 *d

a

a

Parental mental health - Questionnaires
HADS-A ≥ 8

70 (56.5)b

HADS-D ≥ 8

45 (36.2)b

HADS-AD ≥ 8

38 (30.5)b

CAGE ≥ 2

12 (9.7)b

GHQ ≥ 3

67 (54.0)b

Parental mental health - Self-report
Mood problems

55 (44.4)b

Anxiety problems

31 (25.0)b

Stress-related complaints

14 (11.3)b

Personality disorder

13 (10.5)b

Developmental disorder

9 (7.3)b

Schizophrenic/psychotic disorder

4 (3.2)b

Problems with grief/unresolved past

4 (3.2)b

Alcohol addiction

3 (2.4)b

Eating disorder

1 (0.8)b

Relation problems

1 (0.8)b

*Note. PMI = Parent with a Mental Illness; no PMI = no Parent with a Mental Illness. HADS-A: subscale Anxiety of the
Hospital Anxiety and Depression Scale. HADS-D: subscale Depression of the Hospital Anxiety and Depression Scale.
HADS-AD: comorbidity Anxiety and Depression based on the Hospital Anxiety and Depression Scale.
CAGE = problem drinking questionnaire; GHQ = General Health Questionnaire. * p < .05, ** p < .01, *** p < .001
a
values represent mean (SD), b values represent n (%), c values represent x² statistic, d values represent t-value statistic
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between the study variables. To test whether the model differed for boys and girls and for
early (11-13 years old) and middle (14-16 years old) adolescents, multi-group analyses
with chi-square difference testing was applied by comparing a constrained model (i.e.,
path coefficients between groups imposed to be equal) with an unconstrained model.
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0 to 27
0 to 27
2 to 11
2 to 11
2 to 11
34 to 60

* p < .05, ** p < .01

27 to 45
0 to 1
Actual scale range

250

5.39

0 to 64
0 to 62
0 to 11
0 to 11
0 to 11
0 to 60
0 to 45
0 to 1
Possible scale range

251
251
251
251
250
251
n

251

8.20
9.08

6.36
2.41

4.10
8.98

1.96
1.76

8.68
52.27

5.31
3.69
0.50

41.72
0.49

Standard deviation

.14*
8. Adolescent externalizing problems

Mean

.15*

.18**
-.03
-.18**
-.12

.21**
7. Adolescent internalizing problems

-.27**

-.14*

-.05
-.12
-.02

.16**
6. Family conflict

-.10

.32**

-.30**
-.35**

-.31**
5. Family expressiveness

-.17**

.35**

-

.45**
.33**

.30**

.45**

-.21**
4. Family cohesion

-.23**

-.22**
3. Parental support

-

2. Parental monitoring

1. Parental mental illness

.38**

-

8
7
6
5
4
3
2
1
Measure

Table 3
Intercorrelations, Means, Standard Deviations, and Ranges among Model Variables

Path Analyses

First, we tested a direct model containing only parental mental illness as the independent
variable and internalizing and externalizing problems as the dependent variables. Parental
mental illness was related to both internalizing (β = .23, p < .001) and externalizing
problems (β = .13, p < .05) in adolescents after controlling for parental employment
status, adolescent living situation, age, and gender. Next, we tested the complete
indirect model; including parent-child interaction and family environment (see Figure 1).
To facilitate presentation, the interrelations among the possible explanatory family factors
are presented in Table 3, and not in the graphic representation of the model in Figure 1.
The model accounted for 12.5% of the variance in adolescents’ internalizing problems
and 16.1% of the variance in adolescents’ externalizing problems. The model fit was
excellent, χ² (20, N = 251) = 25.39, p = 0.19; CFI = .98; TLI = .96; RMSEA = .03. Several
significant paths were found. Having a parent with a mental illness was directly related
to having more internalizing problems in adolescence, β = .20, p < .01, but no longer to
more externalizing problems after inclusion of the family factors (p = 0.22). Mentally ill
parents showed less monitoring, β = -.23, p < .001, and less support, β = -.23, p < .001,
when interacting with their child. In addition, families with a mentally ill parent showed
less family cohesion, β = -.21, p = .001, and expressiveness, β = -.31, p < .001, and
more family conflict, β = .17, p = .01. Furthermore, parental monitoring, β = -.22, p <
.01, and family conflict, β = .13, p < .05, were associated with adolescents’ externalizing
problems. Higher parental monitoring was associated with fewer externalizing problems
and higher family conflict was associated with more externalizing problems. The results
for the complete paths showed that parental monitoring had a significant indirect effect
on the relation between parental mental illness and adolescent externalizing problems
(indirect effect = -.05, SE = 0.021, p < .05). When parents have a mental illness, they
monitor their child’s whereabouts less, which is in turn associated with having more
externalizing problems in adolescence.
Multi-group analyses examining age and gender differences revealed that the
constrained model (i.e., path coefficients between groups imposed to be equal) fit the
data better compared to the unconstrained model, indicating no differences in path
coefficients between boys and girls, no differences between early (11-13 years old) and
middle (14-16 years old) adolescents, and no differences when examining the interaction
between age and gender (i.e., 4 groups: early adolescent girls, early adolescent boys,
middle adolescent girls, middle adolescent boys).
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Intercorrelations, means, standard deviations, and ranges of the main study variables
for the total group are outlined in Table 3. Bivariate associations showed that parental
monitoring, family cohesion, and family conflict were related to adolescent externalizing
problems, whereas only family conflict was related to adolescent internalizing problems.
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Adolescent age
Adolescent gender
Adolescent living situation
Parental employment status

Parental monitoring
-.23***

Parental support

-.22**

Adolescents’
internalizing
problems

-.23***

Parental mental illness

-.21**

Family cohesion

-.31***

.17*

Adolescents’
externalizing
problems

Family expressiveness
.13*

Family conflict

Figure 1
Standardized path coefficients of path analyses testing direct and indirect relationships between the model
variables. Only significant paths are displayed in this figure. N = 251, χ² [20] = 25.39, p = 0.19, CFI = 0.98, TLI =
0.96, RMSEA = 0.03; R² internalizing problems = 0.13; R² externalizing problems = 0.16. * p < 0.05; ** p < 0.01;
*** p < 0.001.

Ample research has already revealed that children of parents with a mental illness are at
high risk of developing emotional and behavioral problems (e.g., Beidel & Turner, 1997;
Weissman et al., 2006). However, not much is known about factors that can explain the
relation between parental and child mental health, especially in adolescence. The aim of
the present study was to test whether parent-child interaction (i.e., parental monitoring,
parental support) and family environment (i.e., cohesion, expressiveness, and conflict)
could explain the relation between parental mental illness and internalizing and externalizing problems in adolescence. The findings showed a direct relation between parental
mental illness and adolescent internalizing and externalizing problems. Although parental
mental illness was related to all five family factors, only parental monitoring mediated
the relation between parental mental illness and adolescent externalizing problems. No
explanatory factors were found for adolescent internalizing problems. Additional analyses revealed no gender or age differences.
The finding that adolescents with a mentally ill parent have more internalizing and
externalizing problems than adolescents without a mentally ill parent is consistent with
previous research that showed this direct effect (e.g., Beardslee et al., 2011). We found
that parents suffering from mental illness had difficulties interacting with their adolescent,
as they showed less monitoring and provided less support. Chilcoat and colleagues
(1996) showed that maternal psychiatric disorder could negatively influence their monitoring of their children aged 8 to 11. Our study showed this association in a sample
consisting of adolescents aged 11 to 16 as well. Further, the results of the present study
showed a relation between parental mental illness and family environment, confirming
earlier studies (Chang et al., 2001; Horwitz et al., 2007; Nomura et al., 2002; Sarigiani
et al., 2003). Families with a mentally ill parent showed less family cohesion, and fewer
emotions and opinions were expressed openly. In addition, families with a mentally ill
parent experienced greater conflicts than families without a mentally ill parent. These
results indicate that having a mentally ill parent not only has a negative effect on emotional
and behavioral problems in adolescence, but also on dyadic parent-child interactions as
well as on the entire family environment.
We expected that a worse parent-child interaction (i.e., less parental monitoring and
support) and a negative family environment (i.e., lower levels of cohesion and expressiveness, and higher levels of conflict) would be related to more internalizing and externalizing problems in adolescence. The results revealed that, in line with coercion theory,
less parental monitoring was indeed associated with more externalizing problems in
adolescence. When parents know where their child is, who he/she hangs out with, and
what he/she does in his/her free time, adolescents reported fewer externalizing problems. This is in line with studies of adolescents in the general population (e.g., Ary et
al., 1999), as well as with studies examining risk factors of oppositional defiant disorder,
conduct disorder, and antisocial personality disorder in childhood and adolescence
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case those living with a mentally ill parent), was related to more externalizing problems.
We did not find a mediating effect of other family factors in the relation between parental
mental illness and internalizing or externalizing problems. No earlier studies tested mediation for family cohesion, family expressiveness, and family conflict; only direct effects
were studied. One exception of a previous study testing a mediation model is the study
of Roustit and colleagues (2010), who examined the mediating role of parental support
in non-clinical families. Our finding that parental support is not an explanatory factor in
the relation between parental mental illness and adolescents problems is in contrast
with this study (Roustit et al., 2010), which could be due to different samples (non-clinical versus clinical families), different definitions and assessments of the concepts used
(examining extremes versus continuous measures of adolescent problems), or different
raters (adolescent report versus parent and adolescent report).
This study has several limitations. First, it utilized a cross-sectional design and we
could therefore not infer causality. Longitudinal research is needed to examine the direction of the relations found, for example whether high levels of conflict influence adolescent externalizing problems or whether the adolescent’s behavior influences the amount
of conflict within the family. Only self-report measures were used to assess parentchild interaction, family environment, and adolescent problems. Future studies could
include other methods, such as observations, to examine parent-child interaction and
family environment (i.e., multi-method research, Holmbeck, Li, Schurman, Friedman,
& Coakley, 2002). In addition, future research could include information provided by
the adolescents on the interaction with their parents and their family, as adolescents
may experience these family factors differently than their parents. Indeed, adolescents’
perception of family factors has been shown to be a better predictor of adolescents’
problem behavior than the perception of parents themselves (e.g., Engels, Finkenauer,
Meeus, & Dekovic, 2001). Furthermore, multi-source studies are needed in the future
(Holmbeck et al., 2002). Najman and colleagues (2001) found that compared to the
problem behavior report of children themselves, emotionally impaired mothers reported
more behavioral problems in their children than mothers with fewer emotional problems.
This suggests that mentally ill parents over-report child problem behavior. This may be
the same for the parents’ reports of family environment, where mentally ill parents may
over-report the negative family environment. Moreover, in the present study, we did not
have enough information to assess severity and chronicity of the parents’ mental illness.
This could be explored in future research, particularly since previous research already
showed that severity and chronicity of parental mental illness may be important determinants of the development of problems in offspring (e.g., Halligan, Murray, Martins, &
Cooper, 2007; Hammen & Brennan, 2003). Our focus in the present study was on the
generic issues that all families with parental mental illness may face, regardless of the
specific parental diagnosis, but it might be valuable to examine more specific factors by
differentiating between several mental illnesses in future studies.
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for which poor parental supervision was found to be an important risk factor (Holmes,
Slaughter, & Kashani, 2001; Loeber, 1990). Although we found bivariate associations
between family conflict and both internalizing and externalizing problems in adolescence, only the relation between conflict and externalizing problems remained significant when we controlled for interrelationships in the path analyses. Moreover, a bivariate
association was found between family cohesion and externalizing problems in adolescence, but this relation also did not remain significant when controlling for interrelationships in the path analyses. No direct relations were found between parental support,
family cohesion, and family expressiveness on the one hand and externalizing problems
in adolescence on the other hand. In addition, no direct relations were found between
the family factors (i.e., parent-child interaction and family environment measures) and
internalizing problems in adolescence. A possible explanation for the fact that we did not
find all the expected direct effects of family factors on adolescents’ problems is that we
used a smaller sample than previous studies, which decreases the likelihood of finding
associations that are significant. For example, Farrell, Barnes, and Banerjee (1995), who
found a significant association with a standardized regression weight of -.10 between
family cohesion and internalizing problems, had a sample size of 658 adolescents, and
the higher correlation between family cohesion and internalizing problems of -.12 in
the current study with 251 adolescents did not reach significance. Another possible
explanation is that several previous studies (e.g., Jacobson & Crockett, 2000) used only
a single informant to assess family factors and child problems. Studies that rely on the
same rater for both the independent and dependent variables have stronger effects than
studies using different raters for these assessments (e.g., Barrera, Chassin, & Rogosch,
1993; Burk & Laursen, 2010).
We found that parental monitoring had a mediating role in the relation between
parental mental illness and externalizing problems. Parents with a mental illness tend
to monitor their adolescent less, which in turn is related to more behavioral problems
of the adolescent. The direct relation between parental mental illness and adolescent
externalizing behavior did not remain significant in the full model, as parental monitoring
fully mediated this association. Having a mental illness might impair parents’ capacities to supervise the behavior of their adolescents, confirming the results of the study
of Chilcoat and colleagues for children aged 8-11 year old (1996). Mentally ill parents
may find it more difficult to monitor their adolescents. In addition, some adolescents
prefer to spend time with friends without supervision to actively avoid their parents’
monitoring (Stoolmiller, 1994). It is possible that adolescents who are in a stressful
situation because they live with a mentally ill parent, avoid their parents’ monitoring
more actively than adolescents without a mentally ill parent, because they may want
to spend less time at home. Dishion and McMahon (1998) stated that parental monitoring could serve as a protective factor among high-risk children. This is in line with our
results, as we found that lower parental monitoring of high-risk adolescents (i.e., in this
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child interaction, such as to listen actively to your child, there is no special focus in
the program for parental monitoring in particular. Therefore, it may be valuable to have
a specific focus of attention to parental monitoring in parent training programs for
mentally ill parents.
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Our study is valuable despite these limitations, since this is one of the first studies to
investigate both parent-child interaction and family environment as explanatory factors
in the parent-child transmission of psychological problems using sophisticated analyses
(i.e., SEM). By including both these family factors, we were able to control for intercorrelations between parent-child interaction variables and family environment variables
(e.g., .45 for parental monitoring and support). Our results therefore show the unique
effects of the family factors. Our sample comprised 11-to-16 year old adolescents with
a mentally ill parent, a sample that has so far received little attention. In addition, we
included a control group, adolescents without a mentally ill parent. Where many studies
have focused either on internalizing or on externalizing problems, our study examined
both, thereby controlling for the high correlation between these outcome measures.
In addition, parents completed the questions about the family factors, while the adolescents completed the questions about their own behavior. By thus using multiple informants, we controlled for shared rater bias. This bias implies that when using a single
informant, the cognitive characteristics and personality of that informant may account for
finding significant associations between variables, instead of associations between true
score variance (e.g., Youngstrom, Izard, & Ackerman, 1999). Controlling for this rater
bias is very important in correlational research, because associations can be examined
that do not share common source variance (Holmbeck et al., 2002).
Our results indicate that parental monitoring partly explains the relation between
parental mental illness and externalizing problems in adolescence. This result has
important practical implications. Several well known evidence-based parent training
programs such as Parent Management Training (PMT; e.g., Kazdin, 1997) and The
Incredible Years (Webster-Stratton & Reid, 2003) already address parental monitoring
as one way to improve parenting skills to prevent child problems. It may be valuable
for parents with a mental illness to attend these programs as well. However, these
general parenting programs should be made accessible to parents with a mental illness
by being more flexible, providing additional attention to families with parental mental
illness (e.g., include home visits), providing knowledge of the impact of having a parental
mental illness on parenting abilities, and providing opportunities to learn from and with
other parents with a mental illness (i.e., recognition, support) (e.g., Reupert & Mayberry,
2011). Furthermore, specific family interventions (including parenting support) have
been designed to improve outcomes for children with a mentally ill parent as well (for
review, see Reupert et al., 2012). Besides meeting the needs of parents with a mental
illness by changing content and delivery style of the existing programs, the present
study shows that it would be very useful to analyze these existing programs to examine
if and how parental monitoring is addressed. For example, in a Dutch preventive
intervention to improve parenting skills of mentally ill parents called Chin Up, Parents
(in Dutch: KopOpOuders; Van der Zanden, Speetjens, Arntz, & Onrust, 2010), parentchild communication is one of the main topics. Although it provides advice on parent-
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When adolescents live with a parent with mental illness, they often make an effort to
support their family by partly taking over the parental role. Little is known about the
effect of this so-called parentification on the adolescents’ internalizing and externalizing
problems. This survey study examined this effect cross-sectionally and longitudinally in a
sample of 118 adolescents living with a parent suffering from mental health problems. In
addition, the study examined a possible indirect effect via perceived stress. Path analyses
were used to examine the direct associations between parentification and problem
behavior as well as the indirect relations via perceived stress. The results showed that
parentification was associated with both internalizing and externalizing problems crosssectionally, but it predicted only internalizing problems one year later. An indirect effect
of parentification on adolescent internalizing and externalizing problems via perceived
stress was found, albeit only cross-sectionally. These findings imply that parentification
can be stressful for adolescents who live with a parent with mental health problems,
and that a greater awareness of parentification is needed to prevent adolescents from
developing internalizing problems.
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National survey studies in the Netherlands, Australia, and Norway have reported that
between 17.0% and 37.3% of the total child population has a parent with a mental
health problem (Goossens & Van der Zanden, 2012; Maybery, Reupert, Patrick,
Goodyear, & Crase, 2009; Torvik & Rognmo, 2011). Not all children who have a parent
with mental illness experience difficulties (Gladstone, Boydell, & McKeever, 2006);
however, several studies have shown that these children are two to even thirteen times
more likely to develop psychosocial problems than children whose parents are mentally
healthy(Beardslee, Keller, Lavori, Staley, & Sacks, 1993; Dean et al., 2010; Weissman et
al., 2006). They for instance risk internalizing problems, such as anxiety and depression
(e.g., Beidel & Turner, 1997; Weissman et al., 2006), or externalizing problems, such as
rule-breaking behavior and aggression (e.g., Merikangas, Dierker, & Szatmari, 1998).
Parents with a mental illness can experience various symptoms, depending on their
mental illness, which can affect their parenting behavior and child problems differently.
However, several empirical studies have shown that children living with a parent suffering
from mental illness are at risk for similar problems, regardless of their parent’s mental
illness (Biederman et al., 2001; Friedmann et al., 1997). Most existing interventions
for children who have a parent with mental illness focus on universal needs of these
children instead of on specific needs based on differences in parental mental illnesses
(Van Doesum & Hosman, 2009). It is therefore warranted to study generic predictors
of the development of internalizing and externalizing problems in children living with a
parent with a mental illness. In this study, we focused on adolescents. Adolescence
is an important developmental phase during which rates of psychopathology, such as
depression, increase significantly (Graber & Sontag, 2009). Although most adolescents
pass through this phase without difficulties (Steinberg, 2011), adolescents who have a
parent with mental health problems may encounter problems in developing their own
identity, as they receive insufficient emotional support from their parents (e.g., Roustit,
Campoy, Chaiz, & Chauvin, 2010).
To explain why children who have a parent with mental illness are at risk for developing
psychopathology, several potential mechanisms of transgenerational risk transmission
have been proposed, including genetic risk transmission, prenatal influences, parentchild interactions, family processes and conditions, and social influences from outside
the family (Goodman & Gottlib, 1999; Hosman, van Doesum, & Van Santvoort, 2009).
Hosman and colleagues’ (2009) model describes various risk and protective factors,
and differentiates between multiple interacting systems (i.e., parents, children, family,
social network, professionals and the wider community). The current study focuses on
a specific risk factor of problem behavior within the adolescent, related to the family,
namely taking over the parental role.
It has been documented that adolescents may partly take over the parental role in
the family when their parent suffering from mental illness has difficulties to fully carry

out the parental tasks (Aldridge & Becker, 2003; Burton, 2007; Champion et al., 2009).
Children of parents with mental illness often make an effort to support their parents both
physically and emotionally by doing different chores, such as cleaning the house and
cooking, taking care of other children, but also by listening to their parents’ problems.
Children sometimes feel that helping their parent is their duty; therefore, they show loyalty
towards their parent with mental health problems (Pölkki, Ervast, & Huupponen, 2005).
For such taking over of the parental role in childhood and adolescence, also called
parentification (Peris, Goeke-Morey, Cummings, & Emery, 2008), we adopt the definition
proposed by Hooper, Doehler, Jankowski, and Tomek (2012): “a type of role reversal,
boundary distortion, and inverted hierarchy between parents and other family members
in which adolescents assume developmentally inappropriate levels of responsibility in the
family of origin” (p.165).
Most research on parentification has examined the predictive effect of
parentification on adult psychopathology using retrospective measures of parentification
(e.g., Chase, 1999, Earley & Cushway, 2002; Hooper, DeCoster, White, & Voltz, 2011).
Relatively little is known about the direct effect of parentification during adolescence on
adolescent internalizing and externalizing problems (e.g., Hooper et al., 2012; Sang,
Cederbaum, & Hurlburt, 2013). Some studies have examined childhood or adolescent
parentification in several stressful family situations other than parental mental illness,
showing that parentification was related to increased problems during adolescence
(e.g., Johnston, 1990; Peris et al., 2008; Stein, Riedel, & Rotheram-Borus, 1999). To
our knowledge, to date, only one quantitative study has examined the consequences
of parentification for adolescents who have a parent with mental health problems.
This cross-sectional study by Champion and colleagues (2009) showed that among
adolescents with a mother with a history of depression, emotional caretaking (i.e.,
looking after the emotional needs of family members) but not instrumental caretaking
(i.e., helping with household chores) was related to more anxious-depressed symptoms.
No previous studies have examined the role of parentification in families with a parent
with a current mental illness. In addition, no previous studies have examined the role
of parentification in problem behavior longitudinally to assess whether parentification
is related not only to more problems, but also to changes in problem behavior over
time. A qualitative study (Trondsen, 2012) explored adolescents’ experiences with living
with a parent with mental illness, and indicated that one of the strategies adolescents
used to manage their parent’s mental illness was by taking responsibility in the family.
Some adolescents described themselves as an extra adult in the family, indicating
parentification. These adolescents described both positive and negative effects of caring
for their family members; they were pleased that they were useful, but they commented
that the responsibility could also be a heavy burden.
It is important to examine not only whether parentification has an effect on
internalizing and externalizing problems of adolescents who have a parent with mental
health problems, but also possible explanations for this effect. One mechanism that
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Method
Sampling and procedure

The ethics committee of the Faculty of Social Sciences of the Radboud University
Nijmegen approved the protocol of the study. The current study included adolescents
who have a parent with mental health problems. From each family, one parent and one
adolescent between 11 and 16 years of age participated in the study. When there were
more children in the specified age range in a family, we selected the oldest child by
default, unless there were other reasons to select a younger brother or sister, such as
significant developmental delay. The families were recruited through different channels,
i.e., general practitioners, mental health institutions, advertisements, schools, and a
previous study (Van Santvoort, Hosman, Van Doesum, & Janssens, 2014). The present
study aimed to examine the effect of parentification on problem behavior in adolescents
who have a parent with mental health problems, regardless of type of parental mental
health problems. Therefore, we started recruiting families with parents with different
problems (i.e., anxiety, depression, or alcohol-related problems, as these problems are
highly prevalent). First, general practitioners’ access to parental diagnoses data was
obtained through the ‘Registration Network General Practitioners (RNGP) Limburg’
(Metsemakers, Höppener, Knottnerus, Kocken, & Limonard, 1992). Patients with 1)
active codes (i.e., active at the time of recruitment or in the two previous years) for
depression, anxiety disorder, and/or alcoholism based on the ‘International Classification
of Primary Care’ (ICPC) and 2) children aged 11 to 16 were invited to participate in the
study. The second way to contact eligible families was via mental health institutions.
Therapists were asked to give an invitation letter to clients who 1) were diagnosed with
depression, anxiety disorders, and/or alcohol related problems and 2) had children
aged 11 to 16. As these recruitment strategies did not result in a sufficient number
of participating families, we broadened our inclusion criteria and recruitment strategies
(i.e., including other parental mental health problems than anxiety, depression, and
alcohol-related problems, and recruiting from settings other than GPs and mental
health institutions as well). The third recruitment strategy was via advertisements in local
newspapers and on the Internet. Parents with 1) a mental illness and 2) children between
11 and 16 years of age were asked to participate in our study. Fourth, schools were
approached and asked to distribute letters about the study to all pupils aged 11 to 16. In
this letter, parents 1) suffering from a mental illness who had 2) a child between 11 and
16 years old were asked to participate. The final recruitment strategy involved sending
a recruitment letter to families who had participated in a previous study (Van Santvoort
et al., 2014) that included 1) a parent who suffered from a mental illness and 2) a child
who was in the appropriate age range (11-16 years). Families could register online or
by completing a written registration form. Inclusion and exclusion criteria were checked
via a telephone call. Parents and children needed to have sufficient command of the
Dutch language. Children with significant developmental delay and/or a severe chronic
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could explain the relationship between parentification and problem behavior is stress,
as perceived by the adolescent (e.g., Hosman et al., 2009). In a family systems
framework, appropriate boundaries between parents and children are deemed central
to healthy family functioning (Kerig, 2003; Minuchin, 1973). When parentification occurs
in a family, the boundaries might be fuzzy, which may result in feelings of stress by the
adolescent (Peris & Emery, 2005). Developmental theory suggests that developmentally
inappropriate tasks (e.g., caring for your parent while this is beyond your developmental
capabilities) are likely to elicit feelings of stress, which can in turn increase the risk of
later psychological problems (Peris & Emery, 2005). In Trondsen’s qualitative study
(2012), adolescents with a parent suffering from mental illness indeed reported that the
responsibilities they have in the family could be very stressful for them. Experiencing stress
has in turn been found to be a pervasive risk factor for poor outcomes of adjustment
in childhood and adolescence (e.g. Grant, Compas, Thurm, McMahon, & Ey, 2000).
Although direct effects of perceived stress on adolescent outcomes have been wellstudied in general adolescent populations, no quantitative study has explored the direct
relations between parentification and perceived stress. Most importantly, no study has
focused on whether perceived stress explains the relationship between parentification
and problems of adolescents who have a parent with mental health problems.
In sum, the literature on the effects of parentification on internalizing and externalizing
problems in adolescence is limited and it has not included children of parents with a
current mental illness. In addition, most previous studies used retrospective measures
of parentification, or relied on parental report of child parentification (e.g., Jones & Wells,
1996; Wells & Jones, 2000). Furthermore, no previous studies have examined the
effect of parentification on problem behavior longitudinally. The present study aims to
examine the effect of parentification reported by the adolescents themselves on both
their internalizing and externalizing problems. We used a sample of adolescents living
with a parent who currently has mental health problems using both a cross-sectional and
a longitudinal design. In both designs, we examined whether perceived stress explains
the relationship between parentification and adolescent problems.

Note. ICPC = International Classification of Primary Care; HADS = Hospital Anxiety and Depression Scale; CAGE = problem drinking questionnaire;
GHQ = General Health Questionnaire
ª Van Santvoort et al., 2014

Self-report of mental health
problems
HADS ≥ 8 / CAGE ≥ 2 / GHQ
≥ 3 / confirmation professional
Self-report of mental
health problems
Self-report of mental health
problems / HADS ≥ 8 /
CAGE ≥ 2
2.

HADS ≥ 8 / CAGE ≥ 2 / GHQ
≥ 3 / confirmation professional

Self-report of mental
health problems
Self-report of mental
health problems
Mental health problems
confirmed
by professional
Active ICPC code for depression /
anxiety / alcohol related problems
1.

Schools
Advertisements
Mental Health
institutions
General Practitioners

Recruitment Strategy
Table 1
Criteria for having a Mental Illness by Recruitment Strategy
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illness were excluded. When these criteria were met, consent forms were sent to the
families by mail along with parent and adolescent questionnaires. One year later, parent
and adolescent completed the questionnaires again. The families received a monetary
reward (€10) for their participation at each measurement point (€20 in total).
As described in Table 1, parental mental illness status was validated through self-report of the parent (i.e., answering ‘yes’ on the single self-report item ‘Do you have mental
health complaints?’) and confirmed by either a score above the cut-off level on one of
several well-validated questionnaires (HADS: Hospital Anxiety and Depression Scale,
Zigmond & Snaith, 1983; GHQ: General Health Questionnaire, Goldberg, 1972; CAGE:
problem drinking questionnaire, Ewing, 1984) or a mental health professional (i.e., for
recruitment via GPs, mental health institutions, and the previous study, the mental health
professionals were included in the selection process; for recruitment via advertisements
and schools, the therapist of the parent was asked to sign a form confirming the diagnosis provided by the parent’s self-report). Parents suffered from different disorders and/
or complaints, such as depression, anxiety, and borderline personality disorder (see Table
2). For a more detailed description of the sampling and study procedure, see Van Loon,
Van de Ven, Van Doesum, Witteman, and Hosman, 2014.
At baseline (T1), 139 families with a parent with a mental illness who met the inclusion
criteria returned the questionnaires. One year later (T2), 126 of these families returned
the second questionnaires. Multivariate logistic regression analysis with parentification,
perceived stress, problem behavior, and the control variables as independent variables
and attrition (i.e., completed both T1 and T2 = 0; completed T1 only = 1) as dependent
variable showed no significant relation between the examined variables and attrition.
This indicates that those who did and did not participate one year later did not differ in
the study variables. The present study included 118 adolescents who completed the
questionnaires at both T1 and T2 and who lived with their parent with mental health
problems at least half of the time. These adolescents were recruited mostly via schools
(n = 75), followed by recruitment via the previous study (Van Santvoort et al., 2014; n =
18), general practitioners (n = 14), mental health institutions (n = 8), and advertisements
(n = 3).

Mental health problems
confirmed by professional

59

Previous studyª

58

60

61

Adolescent age

13.47 (1.40)a

Adolescent gender
Female

60 (50.8)b

Male

58 (49.2)b

Participants

Characteristics of the study population at T1 are described in Table 2. The mean age
of the adolescents was 13.47 (SD = 1.40) and gender was approximately equally
distributed (49 % boys). Most adolescents lived with both parents (80%) and had at
least one brother or sister (88%). In most families, at least one parent was employed
(83%). The parents suffered from several mental health problems, with mood and anxiety
problems as the most prevalent ones in this sample.

Adolescent living situation
With both parents

94 (79.7)b

Other (e.g., mother only)

24 (20.3)b

Number of siblings
No siblings
At least one sibling

14 (11.9)b
104 (88.1)b

Parental employment status
At least one parent employed

98 (83.1)b

Both parents unemployed

20 (16.9)b

Parental mental illness
Mother

83 (70.3)b

Father

35 (29.7)b

Parental mental health - Self-report

a
b

Mood problems

53 (44.9)b

Anxiety problems

29 (24.6)b

Stress-related complaints

15 (12.7)b

Personality disorder

13 (11.0)b

Developmental disorder

9 (7.6)b

Problems with grief/unresolved past

4 (3.4)b

Schizophrenic/psychotic disorder

3 (2.5)b

Alcohol addiction

2 (1.7)b

Eating disorder

1 (0.8)b

Relation problems

1 (0.9)b

Unknown

2 (1.7)b

values represent mean (SD)
values represent n (%)

Measures

Parentification. Adolescent parentification was measured at baseline (T1), using the
Parentification Questionnaire - Youth (PQ-Y; Godsall & Jurkovic, 1995). As no Dutch
version was available, the original PQ-Y was translated into Dutch and the comparability
of content was verified through back-translation procedures. The PQ-Y is based on the
original adult version of the PQ, which has good psychometric properties (Sessions &
Jurkovic, 1986). The PQ-Y consists of 20 items measuring the caregiving behaviors of
youth in their family. Some of these items were more emotional by nature, such as “It
seems that people in my family bring me their problems”, “I feel there are enough problems at home so I don’t want to cause more”, and “I often feel like a referee in my family”,
while others were more instrumental by nature, such as “I often have to do other family
member’s chores”, “I often do extra housework to help my parents”, and “I do a lot of
the cooking at home”. Adolescents rated the statements by answering “yes” when they
agreed or “no” when they disagreed. A factor analysis revealed no clear factor structure
(i.e., emotional versus instrumental); therefore, we used a sum score with higher scores
indicating more parentification (cf. Hooper et al., 2011). Cronbach’s alpha in the present
study was .69, which is slightly lower than that reported in previous samples (.75 - .83;
Godsall & Jurkovic, 1995; Godsall, Jurkovic, Emshoff, Anderson, & Stanwyck, 2004;
Hooper et al., 2012).
Problem Behavior. Adolescent internalizing and externalizing problems were assessed
at T1 and T2 using the Dutch version of the Youth Self Report (YSR, Achenbach, 1991a;
Verhulst, Van der Ende, & Koot, 1996). The YSR measured the problems adolescents
experienced in the previous six months. The adolescents rated the items on a 3-point
scale, ranging from (0) does not apply to me at all to (2) often applies to me. Adolescent internalizing problems were assessed using the anxious/depressed subscale, the
withdrawn/depressed subscale, and the somatic complaints subscale. The anxious/
depressed subscale consisted of 13 items (e.g., “I cry a lot”), the withdrawn/depressed
subscale had 8 items (e.g., “I would rather be alone than with others”), and the somatic
complaints subscale 10 (e.g., “I feel overtired without good reason”). A sum score was
calculated, with higher scores indicating more internalizing problems (T1: α = .87, T2:
α = .89). Adolescent externalizing problems were assessed using the aggressive and
rule-breaking behavior subscales. The aggressive behavior subscale consists of 17
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Table 2
Characteristics of the Study Population (n =118) at Time 1

62

63

Self-reported Parental Mental Health Problems:
Current Parental Mental Health. Current parental mental health (i.e., over the past
month) was measured at baseline (T1), using a short version of the General Health Questionnaire (GHQ-12, Goldberg, 1972; Goldberg & Williams, 1998), which consists of 12
items measuring the inability to function normally as well as the appearance of new and
distressing experiences (e.g., “Have you recently lost much sleep over worry?”). Parents
rated the items on a 4-point scale, ranging from (0) less than usual to (3) much more
than usual. The GHQ-12 can be recoded in different ways. As suggested by the GHQ
manual, items were recoded to form a binary GHQ-scale (0-0-1-1), with a possible range
of 0-12. Higher scores indicate greater levels of general psychiatric distress (α = .91).
A cut-off score of three or higher was used to identify people likely to have mental problems (conform Goldberg & Williams, 1998).
Parental Anxiety and Depression. Parents’ feelings of anxiety and depression were
assessed at baseline (T1), using the 14-item Hospital Anxiety and Depression Scale
(HADS; Zigmund & Snaith, 1983), which consisted of 7 items measuring anxiety (e.g.,
“I feel tense or wound up”) and 7 items measuring depression (e.g., “I have lost interest
in my appearance”). The HADS measures symptoms that parents experienced in the
previous week. Parents rated the items on a 4-point scale, with (0) being the least severe
and (3) being the most severe score. A sum score was calculated for both subscales
separately, with higher scores indicating more symptoms of anxiety (α = .85) and depression (α = .85). A score of 8 or higher on (one of) the subscale(s) was used to indicate at
least mild mood and/or anxiety disturbance (Snaith & Zigmond, 2000).
Parental Problem Drinking. Problem drinking was assessed at baseline (T1) using the
4-item CAGE questionnaire (Ewing, 1984). This questionnaire consists of the following
items, from which it derives its name: “Have you ever felt you ought to Cut down on

your drinking?”, “Have people Annoyed you by criticizing your drinking?”, “Have you
ever felt bad or Guilty about your drinking?”, and “Have you ever had a drink first thing
in the morning to steady your nerves or to get rid of a hangover?”(Eye opener). Parents
rated the statements by answering “yes” or “no”. A sum score was calculated, with higher
scores indicating higher likelihood of alcohol-related problems (α = .56). A cut-off score of
two was used for the CAGE, with two or more positive answers suggesting the likelihood
of having alcohol-related problems (Ewing, 1984).

Statistical Analysis

First, changes in internalizing and externalizing behavior from T1 to T2 were tested
with paired sampled T-tests using the raw scores. Next, changes in normal, borderline
clinical, and clinical range of internalizing and externalizing scores between T1 and T2
were described based on categorized T-scores. Pearson correlations were calculated to
examine the associations between all study variables. The descriptive statistics, changes
in the raw scores of internalizing and externalizing behavior from T1 to T2, and the
correlations were calculated using the Statistical Package for the Social Sciences (SPSS)
for Windows, version 20.0. The direct relations between parentification and problem
behavior and the indirect relations via perceived stress were investigated with structural
equation modeling (SEM) using the Mplus program (version 6; Muthén & Muthén, 19982010). Mplus allows simultaneous examination of both internalizing and externalizing
problems as dependent variables. These path analyses controlled for adolescents’
age, gender, and recruitment strategy in the cross-sectional analyses. In addition,
internalizing and externalizing problems at Time 1 were included as control variables
in the longitudinal analyses. These control variables were included because they were
significantly related with one or more of the main study variables (i.e., age was correlated
with parentification r = .25, p = .007 and perceived stress r = .22, p = .016; gender was
related to perceived stress F(1, 117) = 5.36, p = .022, and internalizing problems at baseline,
F(1, 117) = 5.08, p = .026, and at follow-up, F(1, 116) = 7.40, p = .008; recruitment strategy
was related to internalizing problems at follow-up, F(4, 116) = 3.32, p = .013). First, the direct
model was tested (i.e., the direct effect of parentification on internalizing and externalizing
problems). Next, perceived stress was included in the model to test the indirect model. The
indirect relation between parentification and problem behavior via perceived stress was
tested using bootstrapped (5000) standard errors against violation of normality (Efron
& Tibshirani, 1993). A saturated model was used (i.e., each observable variable was
allowed to correlate with all other variables) since this study aimed to examine the relations
among parentification, stress, and problem behavior. When using a saturated model
where the number of estimated parameters was equal to the number of independent
elements in the observed variables covariance matrix, the model had an optimal fit with
no degrees of freedom (i.e., comparative fit index (CFI) = 1.00; Tucker-Lewis index (TLI)
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items (e.g., “I get in many fights”), and the rule-breaking behavior subscale comprises
15 items (e.g., “I steal from places other than home”). A sum score was calculated, with
higher scores indicating more externalizing problems (T1: α = .82, T2: α = .83). Normalized
T scores were assigned to the internalizing and externalizing scores, and categorized to
provide information about normal (< 60), borderline clinical (60-63), and clinical range (≥
64). To maximize variance, we used the raw scores on the YSR in all analyses, as some
variability is lost when converting raw scores to T scores (Compas et al., 2009).
Perceived Stress. Adolescents’ perceived stress was measured at baseline (T1), using
a short version of the Perceived Stress Scale (PSS-4; Cohen, Kamarck, & Mermelstein,
1983), which consists of 4 items measuring the degree to which adolescents perceived their
lives as uncontrollable, unpredictable, or overloaded in the past month (e.g., “How many
times did you have the feeling that important matters in your life were beyond your control?”).
Adolescents rated the items on a 5-point scale, ranging from (0) never to (4) very often. A
sum score was calculated, with a higher score indicating greater perceived stress (α = .67).

0 - 28

114

0 - 64

5.92

8.93

-

6

0 - 32
0 - 27

0 - 16

0 - 11

118

0 - 20

0 - 15

Standard deviation

n

Possible scale range

Actual scale range

0 - 27

0 - 62
0 - 64

118

2.97

Mean

118

2.66

4.60

6. Externalizing problems (T2)

6.87

4.67

.32**

5. Internalizing problems (T2)

10.36

.26**

.43***

4. Externalizing problems (T1)

0 - 62

117
118

10.00

7.68
5.58

8.87

-

.48***
.63***

-

.15
.46***

.30**

3. Internalizing problems (T1)

.66***

.33***

.32***

2. Perceived stress (T1)

-

.56***

-

.37***

1. Parentification (T1)

.34***

3
2
1
Measure

Table 4
Intercorrelations, Means, Standard Deviations, and Ranges of the Model Variables

118 (100.0%)
11 (9.3%)
12 (10.2%)
95 (80.5%)
Total

3 (2.5%)
5 (4.2%)
Clinical range T2

6 (5.1%)

14 (11.9%)

4

96 (81.4%)

0 (0.0%)

5

14 (11.9%)

0 (0.0%)

8 (6.8%)

6 (5.1%)
0 (0.0%)

96 (81.4%)
92 (78.0%)

12 (10.2%)
2 (1.7%)
2 (1.7%)
8 (6.8%)

3 (2.5%)
7 (5.9%)
82 (69.5%)

Borderline clinical range T2

Normal range T2

.33***

(5.9%)

118 (100.0%)
8 (6.8%)

(5.1%)
6

105 (89.0%)

7
7 (5.9%)

0 (0.0%)

1 (0.8%)

Clinical
range T1
Borderline
clinical range T1
Normal
range T1
Total
Clinical
range T1
Borderline
clinical range T1

First, we tested a direct model containing only parentification as the independent variable
and internalizing and externalizing problems as the dependent variables. More parentification was associated with both more internalizing (β = .25, p = .004) and more externalizing
problems (β = .30, p = .001) after controlling for adolescents’ age, gender, and recruitment
strategy. Next, we tested the indirect model that included perceived stress (see Figure 1).
The model accounted for 34.6% of the variance in adolescents’ internalizing problems and
19.7% of the variance in adolescents’ externalizing problems. Parentification was positively
related to perceived stress (β = .31, p = .003) and perceived stress was positively related
to both internalizing (β = .49, p < .001) and externalizing problems (β = .29, p = .001). The
results for the indirect path model showed that parentification has a significant indirect effect
on adolescents’ internalizing (indirect effect = .15, SE = 0.054, p = .005) and externalizing
problems via perceived stress (indirect effect = .09, SE = 0.040, p = .022). Parentification
was no longer directly related to internalizing problems (β = .10, p = .205), but it was still,
albeit less strongly, related to externalizing problems (β = .21, p = .028) after including

Normal
range T1

The Association between Adolescent Parentification and Internalizing and
Externalizing Problems and the Indirect Effect via Perceived Stress
(Cross-sectional)

Externalizing Problems

Table 3 represents the changes in adolescent problem behavior from baseline (T1) to
one-year follow-up (T2). Although paired-samples t-test showed no significant differences
over time between mean levels of internalizing (t(116) = 0.65, p = .515) and externalizing
problems (t(113) = -0.15, p = .880) based on raw YSR scores, some adolescents (23.6%
internalizing; 7.6% externalizing) moved between the normal, borderline clinical, and clinical
range when examining categorized T-scores. For internalizing problems, 13.5% reported
more internalizing problems, and 10.1% reported fewer internalizing problems over time.
For externalizing problems, none of the adolescents reported more problems while 7.6 %
reported fewer externalizing problems over time. Thus, slightly more adolescents reported
more internalizing problems one year later compared to those who reported fewer
internalizing problems over time. Adolescents who changed in externalizing problems
reported fewer problems over time. Bivariate associations showed that adolescents’
parentification was related to perceived stress (see Table 4). Parentification and perceived
stress were related to internalizing and externalizing behavior at T1 and T2.

Internalizing Problems

Results
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= 1.00; root-mean-square error of approximation = 0.00). Standardized path coefficients
(Betas) and p-values (p < .05) were used to evaluate the relations among the study variables.
Missing values were estimated in Mplus using full information maximum-likelihood estimation
(FIML).

Total

65

Table 3
Frequencies and Percentages of the YSR Normal (< 60), Borderline Clinical (60-63), and Clinical Range (≥ 64). Cut-off Scores at Time 1 and Time 2 are based on the
Categorized T-scores of Internalizing and Externalizing Problems

64

66

67
Adolescent age
Adolescent gender
Recruitment strategy

.10

The Predictive Value of Adolescent Parentification on Internalizing and
Externalizing Problems and the Indirect Effect via Perceived Stress
(Longitudinal)

First, we tested a direct model containing parentification at Time 1 as the independent
variable and internalizing and externalizing problems at Time 2 as the dependent variables.
More parentification predicted an increase in adolescent internalizing problems one year
later (β = .25, p = .012) after controlling for adolescents’ age, gender, recruitment strategy,
and problem behavior at Time 1. No predictive effect of parentification on externalizing
problems was found one year later (β = .12, p = .173)1. Next, we tested the indirect model
that included perceived stress (see Figure 2). The model accounted for 51.9% of the
variance in adolescents’ internalizing problems and 43.3% of the variance in adolescents’
externalizing problems. Parentification was still directly related to internalizing problems
one year later (β = .23, p = .017) but not to externalizing problems one year later (β = .12,
p = .150) after including perceived stress at Time 1. In this indirect model, parentification
was unrelated to perceived stress (β = .16, p = .117), and perceived stress was unrelated
to problem behavior one year later (internalizing: β = .08, p = .400; externalizing: β = -.03,
p = .750). When testing the indirect relations, no significant indirect effects were found
for internalizing (indirect effect = .01, SE = 0.022, p = .540) and externalizing problems
(indirect effect = -.00, SE = 0.018, p = .788) when examining the complete paths. The
paths between the control variables and the main model variables are described in Table 5.

Parentification T1

0.31**

Perceived stress T1

.22*

Externalizing
problems T1

.29**

.21*

Figure 1
Standardized path coefficients of path analyses testing direct and indirect relationships between the model
variables cross-sectionally. R² internalizing problems = 0.35; R² externalizing problems = 0.20. * p < 0.05; **
p < 0.01; *** p < 0.001. CFI = 1.00; TLI = 1.00; RMSEA = 0.00

Table 5
Betas for the Paths between the Control Variables and the Main Model Variables
Dependent variables
Parentification
Predictors
Model 1

Model 2

Model 3

Age

β

β

.21*

n/a

Internalizing
problemsa

Externalizing
problemsa

β

β

-.01

.12

.14

.17

-.18*

Recruitment strategy

-.23*

-.17*

.02

Age

.21*

.03

-.02

.11

Gender

.14

.16

.09

-.22*

Recruitment strategy

-.23*

-.13

-.10

.05

Age

.16

n/a

-.04

-.05

Gender

Model 4

Perceived stress

Gender

Recruitment strategy

.13

.08

.01

-.18

-.12

-.07

Internalizing T1

.16

Externalizing T1

.22*

Age

.16

Gender
Recruitment strategy

1
As the cross-sectional analyses revealed significant effects and the longitudinal analyses did not, a reversed direct model was
tested, with internalizing and externalizing problems at Time 1 as the independent variables and parentification at Time 2 as the
dependent variable (controlled for adolescents’ age, gender, recruitment strategy and parentification at Time 1). Internalizing
(β = -0.02, p = .756) and externalizing problems (β = -0.02, p = .763) did not predict T2 parentification.

Internalizing
problems T1

.49***

.58***
-.11
.02

-.04

.07
.58***
-.05

.13

.11

.07

.01

-.18

-.06

-.11

-.07

Internalizing T1

.16

.43***

Externalizing T1

.22*

.14

.54***
-.12

.08
.58***

Note. Model 1 = cross-sectional direct model; Model 2 = cross-sectional indirect model; Model 3 = longitudinal
direct model; Model 4 = longitudinal indirect model. a Model 1 and 2 display results for problem behavior at
Time 1, whereas model 3 and 4 display results for problem behavior at Time 2. * p < .05, *** p < .001
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perceived stress. Thus, these results indicate that perceived stress mediated the relationship between parentification and problem behavior in adolescents who have a parent with
mental health problems. The remaining paths between the control variables and the main
model variables are displayed in Table 5.

68

69

.23*

.08

Parentification T1

0.16

Internalizing
problems T2

Perceived stress T1
-.03

.54***

Externalizing
problems T2

.12

Figure 2
Standardized path coefficients of path analyses testing direct and indirect longitudinal relationships between
the model variables. R² internalizing problems = 0.52; wR² externalizing problems = 0.43. * p < 0.05; *** p <
0.001. CFI = 1.00; TLI = 1.00; RMSEA = 0.00

To our knowledge, this is the first study to examine the consequences of parentification
on internalizing and externalizing problems of adolescents living with a parent with
current mental health problems. The aims of the present study were to test whether
parentification as reported by the adolescents was associated with and predictive of
self-reported internalizing and externalizing problems and if so, whether perceived stress
could explain these relations. In the cross-sectional analyses, positive direct relations
were found between parentification and both internalizing and externalizing problems,
and an indirect effect via perceived stress was found in these relations. In the longitudinal
analyses, parentification was shown to be a predictor of internalizing but not externalizing
problems one year later. No indirect effects via perceived stress were found, indicating
that perceived stress did not explain (mediate) the relationship between parentifaction at
baseline and adolescent problem behavior one year later.
We described the changes in self-reported internalizing and externalizing problems
from baseline (T1) to follow-up (T2) one year later. Although in the total sample mean
problem levels did not increase over time, we saw that slightly more adolescents reported
an increase than a decrease in internalizing problems when we looked at the categorized scores. With the majority in the normal range, the problem behavior reported by
the adolescents in the present sample was relatively low compared to other studies of
children with a parent suffering from mental illness (e.g., Van Santvoort, Hosman, Van
Doesum, & Janssens, 2011). This could be due to our recruitment strategies. Our parent
sample comprised not only a psychiatric sample, as in most other studies, but also a
community sample. However, although the problem behavior rates among adolescents
in the present sample were relatively low compared to other studies conducted with children of parents with mental illness, both internalizing and externalizing problems were
elevated in the present sample compared to a control group of adolescents who have
mentally healthy parents (see Van Loon et al., 2014).
The cross-sectional results showed that perceived parentification is associated with
both internalizing and externalizing problems. These findings are consistent with previous
research showing more emotional and behavioral problems in adolescents facing
different stressful circumstances (e.g., Stein et al., 1999). Champion and colleagues
(2009) found that parentification was related to more anxious-depressed symptoms in a
sample of adolescents with mothers with a history of depression. We showed that externalizing problems are associated with parentification too. In addition, this study showed
that this finding is also true in a sample of adolescents whose parents have current
symptoms of psychopathology. Therefore, our results suggest that parentification can
indeed be a burden to adolescents who live with a parent with mental health problems.
To examine whether parentification is not only related, but also a predictor of internalizing and externalizing problems one year later, we conducted longitudinal analyses.
The results have shown that adolescent parentification predicted internalizing, but not
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Discussion

Adolescent age
Adolescent gender
Recruitment strategy
Internalizing problems T1
Externalizing problems T1

70

71
between parentification and problem behavior might be stronger for adolescents who
experience more stress than for those who experience less stress.
This study has several limitations. First, some questionnaires (PQY, PSS, and CAGE)
had a reliability below the cut-off of .70. However, dichotomous measures (i.e., PQY,
CAGE) usually have lower reliability than continuous measures (e.g., Stöber, Dette, &
Musch, 2002), and the value of alpha usually decreases when measures consist of a low
number of items (i.e., PSS, CAGE) (Streiner, 2003). Next, it was not possible to distinguish between emotional and instrumental parentification with the measure that we used
to assess parentification. Previous studies showed that emotional parentification rather
than instrumental parentification might have a more deleterious effect on developing
problems (e.g., Stein et al., 1999). Future research is needed to develop a more reliable
parentification measure, preferably with a Likert scale response format, which could
distinguish between these two forms of parentification. In addition, the present study
relied solely on adolescents’ self-report. Self-report is an important source of information in adolescence, as youths may be better informants of their problem behavior than
parents, especially regarding internalizing problems (Martin, Ford, Dyer-Friedman, Tang,
& Hoffman, 2004). However, the fact that the adolescents self-reported the answers
could have accounted to some extent for the relationships we found between parentification and problem behavior. Other variables, such as adolescent’s personality, could
therefore have played a role in our findings. Future research would benefit from interviewing other family members to provide information about the caring responsibilities
of the adolescent from a different perspective. Furthermore, the present study aimed to
examine the general effects of parentification on problem behavior in adolescents living
with a parent with mental health problems, regardless of the type of their mental health
complaints. However, the nature and extent of taking over caring responsibilities among
children can fluctuate according to the type of parental mental health problems or the
level of impairment due to their mental health problems (Aldridge, 2008). Therefore,
future research could focus on potential differences in parental diagnosis and in severity
and chronicity of the mental illness in order to examine how and when parental mental
illness affects parentification. Next, the role of family composition could be explored.
Being the oldest child in the family, or having to take care of many brothers and sisters,
might be more harmful than being the youngest child who is taken care of by an older
sibling (Kelley et al., 2007). Moreover, adolescents living in a single parent family might
also have more caring responsibilities than those living in a two-parent family, in which
the healthy parent can still take responsibility for the household. Finally, apart from examining the type of parental diagnosis and family structure, it would be useful for future
studies to examine parental and adolescent gender as well. It was found that adolescent
girls rather than boys are more involved in feminine household tasks when their parents
divided the chores along traditional gender roles (Crouter, Manke, & McHale, 1995).
Therefore, parentification might be more likely among certain dyadic combinations.
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externalizing problems. Adolescents who perceive that they take over the parental
role to a greater extent are thus at increased risk for reporting increased internalizing
problems, such as feeling anxious or depressed, being withdrawn, or having somatic
complaints. It thus seems important to acknowledge the potential negative effect of the
caring behavior of these adolescents. Paying attention to their caring responsibilities and
helping adolescents deal with them could be conducive to the prevention of internalizing
problems. A possible explanation for not finding an effect over time for the role of parentification in predicting changes in externalizing problems, while there was an association
at baseline, could be that this relationship is the other way around. This is in line with a
family systems framework, in which the family is considered a complex whole where all
parts of the family system are interconnected (e.g., Ponnet et al., 2013). However, this
alternative explanation that externalizing problems could predict parentification instead
of the reverse was not supported by our data (see footnote 1, page 66).
We expected parentification to have an indirect effect on internalizing and externalizing problems via perceived stress. The cross-sectional results of the present study
confirmed this expectation. Perceived stress explained the relation of parentification with
internalizing problems. Thus, more perceived parentification is related to more self-reported internalizing problems likely because adolescents perceived the caring responsibility as stressful (conform Trondsen, 2012). For externalizing problems, we also found
an indirect effect of parentification via perceived stress; taking over the parental role is
related to acting out (aggressive and rule-breaking behavior) partly because they experience more stress. However, when including perceived stress, we still found a significant direct relationship between parentification and externalizing problems, indicating
that perceived stress is not the only variable that could explain this relationship. Apparently, there are other mechanisms at work too. Maybe parents approach adolescents
who take responsibility in the family as an adult rather than as a child. Therefore, these
parents may provide less parental monitoring. Parental monitoring is negatively affected
when parents experience mental health problems (e.g., Chilcoat et al., 1996; Van Loon
et al., 2014), which may in turn lead to externalizing problems in adolescence (e.g.,
Patterson, 1993).
Longitudinal analyses revealed that perceived stress does not explain why parentification predicts internalizing problems one year later. Thus, when adolescents perceived
to take over the parental role, they reported more anxious, depressed feelings and
somatic complaints one year later, but this was not explained (mediated) by the stress
they perceived. This might be because the stress measure we used assessed only feelings in the last month (i.e., ‘the following questions are about how you felt during the last
month’). It would be useful for future research to explore persistent stress as a possible
factor that explains the effect of parentification on internalizing problems. In addition,
perceived stress may not only explain why parentification is related to internalizing and
externalizing problems, but it may have a moderating effect as well. The relationship
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For example, if the mother has mental health problems and has difficulties carrying out
her caring responsibilities, the parents might expect more help from their daughters than
from their sons; therefore, girls are more likely to take over their role, increasing the risk
of parentification.
Despite several methodological limitations and clear need for further research, our
study is a valuable initial investigation of the effect of self-reported parentification on
both internalizing and externalizing problems of adolescents living with a parent currently
suffering from mental health problems. We used a cross-sectional and a prospective
design while many studies explored parentification only retrospectively. In addition, we
examined an explanatory mechanism by testing whether perceived stress explained the
relationship between parentification and adolescent problems.
Our results indicate that parentification can have negative consequences for
adolescents with a parent with current symptoms of psychopathology. Therefore, it is
important not to overburden children with too many caring responsibilities, for example,
by activating existing support networks (i.e., the healthy parent, other family members)
to provide extra help when needed. Second, it is important to make parents aware
of the possible negative consequences for children when they have many responsibilities at home. This is important because children whose parents are facing mental
health challenges might not express their own worries, because they feel their parent
already has enough problems. Parents should be aware that although children can help
to some extent, they should not have too much responsibility in the household. Third, it
would be important to discuss parentification with the adolescents themselves, to give
them recognition, understand stressors of parentification (e.g., no time for friends and
school, no appreciation, not being able to be a child), and explore the ways to cope
with the stressors of parentification in order to prevent problem behavior. There are
interventions for children to cope with stress, such as the Coping with Stress Course
(Clarke, Hawkins, Murphy, Sheeber, Lewinsohn, & Seeley, 1995). Such programs could
be especially beneficial for children of parents with mental health problems, as they
can reduce internalizing problems, especially when extra attention is paid to predictors
of stressful feelings, such as parentification. Family interventions for families where a
parent has mental illness, such as Family Talk (Beardslee, Gladstone, Wright, & Forbes,
2007), might also strengthen the parents in their role as caretakers. Furthermore, some
preventive interventions stimulate children to seek support, undertake leisure activities,
and learn how to deal with stressful situations at home (e.g., Grove, Reupert, & Maybery,
2013; Van Santvoort, Hosman, Van Doesum, & Janssens, 2014). These child interventions should try to remove possible stress resulting from parentification and help children
be children.
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Children of parents with mental illness have an elevated risk of developing a range of
mental health and psychosocial problems. Yet many of these children remain mentally
healthy. The present study aimed to get insight into factors that protect these children
from developing internalizing and externalizing problems. Several possible individual,
parent-child, and family protective factors were examined cross-sectionally and
longitudinally in a sample of 112 adolescents. A control group of 122 adolescents
whose parents have no mental illness was included to explore whether the protective
factors were different between adolescents with and without a parent with mental illness.
Cross-sectional analyses revealed that high self-esteem and low use of passive coping
strategies were related to fewer internalizing and externalizing problems. Greater selfdisclosure was related to fewer internalizing problems and more parental monitoring
was related to fewer externalizing problems. Active coping strategies, parental support,
and family factors such as cohesion were unrelated to adolescent problem behavior.
Longitudinal analyses showed that active coping, parental monitoring, and self-disclosure
were protective against developing internalizing problems two years later. We found no
protective factors for externalizing problems. Moderation analyses showed that the
relationships between possible protective factors and adolescent problem behavior were
not different for adolescents with and without a parent with mental illness. The findings
suggest that adolescents’ active coping strategies and parent-child communication may
be promising factors to focus on in interventions aimed at preventing the development of
internalizing problems by adolescents who have a parent with mental illness.
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Survey studies in the Netherlands, Australia, and Norway have reported that between
17.0 and 37.3% of the children in the general population have a parent with mental
health issues (Goossens & Van der Zanden, 2012; Maybery, Reupert, Patrick, Goodyear,
& Crase, 2009; Torvik & Rognmo, 2011). Children of parents with mental illness,
hereafter referred to as COPMI, have an elevated risk of developing internalizing and/
or externalizing problems themselves, for example anxiety or depression, or aggressive
behavior. Several empirical studies have reported that the risk of these children to
develop problems is two to even thirteen times higher than is the risk of children of
parents without psychological problems (Beardslee, Keller, Lavori, Staley, & Sacks,
1993; Dean et al., 2010; Weissman et al., 2006). In spite of the increased risk, not all
COPMI develop psychological difficulties. In fact, many of these children remain mentally
healthy (Gladstone, Boydell, & McKeever, 2006). It is important to understand which
factors protect COPMI from developing psychosocial problems. Understanding the
protective factors is important when designing preventive interventions that could help
these children at risk.
The interest in a strengths-based empowerment approach in mental health in both
research and practice is growing (Simon, Murphy, & Smith, 2005). Such research has
focused on protective factors to promote resilience especially among children living in
high-risk conditions. The present study aimed to examine factors that protect children
against developing problem behavior, as these factors can be easily included in
interventions for mental health promotion and prevention purposes.
In the present study, we focused on adolescents, where most previous studies on
COPMI focused on young children (Beardslee, Gladstone, & O’Connor, 2011; Goodman
et al., 2011). Adolescence is an important developmental period in which rates of
psychological problems, such as depression, increase significantly (Graber & Sontag,
2009). Most adolescents go through this phase without major problems (Steinberg,
2011), but adolescent COPMI may encounter difficulties due to, for instance, insufficient
emotional support from their parents (Roustit, Campoy, Chaiz, & Chauvin, 2010). We
want to examine several possible protective factors in this risk group to identify those
that could strengthen and protect them. In addition, we want to examine whether these
protective factors are specific for adolescent COPMI by comparing the relationships
between possible protective factors and problem behavior of adolescents with and
without a parent with mental illness, in order to contribute to the provision of tailored
preventive interventions for the at-risk youth.
Protective factors can be examined on an individual, dyadic (parent-child), and
family level. An important individual factor is the adolescent’s coping strategy. Coping
can be defined as ‘conscious volitional efforts to regulate emotion, cognition, behavior,
physiology, and the environment in response to stressful events or circumstances’
(Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001, p. 89). Active coping

strategies that deal directly with the stressor (e.g., confronting the problem) are usually
related to positive outcomes, whereas passive coping strategies, such as avoiding the
problem, are mostly related to negative outcomes (Meijer, Sinnema, Bijstra, Mellenbergh,
& Wolters, 2002). For example, in a general population of adolescents, it was found
that higher avoidance was related strongly to more depressive symptoms (Dumont &
Provost, 1999). Studies examining coping strategies of adolescents with a depressed
parent (e.g., Jaser et al., 2008; Langrock, Compas, Keller, & Merchant, 2002) have
shown that secondary control coping (i.e., cognitive restructuring, positive thinking,
acceptance, distraction) was related to fewer symptoms of anxiety/depression and
aggressive behavior problems. However, these studies of adolescents with a depressed
parent did not use the active versus passive coping approach; thus, it makes it difficult to
compare them with the studies in the general adolescent population. While these studies
examined coping responses specifically related to parental depression, the present study
aimed to examine coping strategies of adolescents whose parent has one or more of a
broader range of mental illnesses, including depression. Some cross-sectional studies
have been done with adolescents (albeit sometimes using different coping concepts),
but no previous studies have longitudinally examined the effect of coping strategy on
problem behavior in a sample of adolescent COPMI.
Adolescent self-esteem is another possible protective individual factor we focused
on in this study. In general adolescent populations, high self-esteem has been found
to be related to fewer internalizing problems, such as depressive symptoms (Dumont
& Provost, 1999), and fewer externalizing problems, such as aggression, antisocial
behavior, and delinquency (Donnellan, Trzesniewski, Robins, Moffitt, & Caspi, 2005).
A decade ago, Baumeister and colleagues (2003) pointed out the lack of longitudinal
studies on the effect of self-esteem on (mental) health outcomes. Since then, several
prospective studies have been conducted with a general population of adolescents. For
example, low self-esteem during adolescence was found to predict poor mental health
outcomes and a higher risk of being convicted of a crime during adulthood (Trzesniewski
et al., 2006). Enhancing self-esteem is also an important aim of several prevention
programs targeting COPMI, who often feel isolated from peers and whose self-esteem
might consequently suffer (Orel, Groves, & Shannon, 2003). However, to our knowledge,
no previous studies have examined the (prospective) relationship between self-esteem
and internalizing and externalizing problems of adolescent COPMI.
Of the possible protective factors on a dyadic level, parent-child interaction
has been shown to be an important predictor of positive outcomes for vulnerable
children (Rutter, 1990). Parent-child interaction can have many dimensions. Parental
monitoring and parental support are two factors that have consistently been identified
as predictors of positive outcomes in adolescence (e.g., Barnes & Farrel, 1992; Kerr
& Stattin, 2000). Parental monitoring has been described as “parents’ knowledge of
the child’s whereabouts, activities, and associations” (Stattin & Kerr, 2000, p. 1074),
and more parental monitoring has been associated with fewer internalizing (Jacobson &
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conflict also plays an important role in adolescence, as conflict between parents and
children usually increases during this period (Steinberg, 2011). High family conflict
has been associated with negative mental health outcomes in adolescence, such as
depressive feelings (Fendrich, Warner, & Weissman, 1990).
The last family factor we focused on in the present study is perceived family support,
defined as a subjective feeling of support from the adolescents’ next of kin (e.g., parents,
siblings, grandparents, uncles, aunts, cousins). In a sample of high-stress adolescents, it
was found that those who felt high family support reported fewer internalizing problems
(i.e., depression) and externalizing problems (i.e., delinquency) (Licitra-Klecker & Waas,
1993). To our knowledge, no study to date has examined whether perceived family
support is related to and predictive of fewer internalizing and externalizing problems in
adolescent COPMI.

Current Study and Hypotheses

Although there is an extensive body of literature about factors that protect adolescents in
the general population against problem behavior, much remains to be known about the
prospective influences of specific individual, dyadic (parent-child) and family factors on
internalizing and externalizing problems of adolescents who have a parent with mental
illness (COPMI). The current study extended previous research in several ways. First, it
focused on adolescent COPMI, a group that has so far received little attention. Second,
it not only used cross-sectional but also longitudinal data of two waves (i.e., a period
of two years). Finally, a control group of adolescents who have no parents with mental
illness (non-COPMI) was included, allowing us to evaluate which factors are specifically
important for families with a parent with a mental illness.
This study investigated the following questions: 1) Which individual, dyadic (parentchild), and family factors are related to internalizing and externalizing problems of
adolescent COPMI at baseline?, 2) Which individual, dyadic (parent-child), and family
factors at baseline protect adolescent COPMI against the development of internalizing
and externalizing two years later?, and 3) Are these abovementioned relationships
different for adolescent COPMI and a control group of adolescent non-COPMI? We
hypothesized that high self-esteem, high use of active coping strategies, and low use of
passive coping strategies would be related to and protective of developing internalizing
and externalizing problem behavior by adolescent COPMI. Furthermore, we expected
that better parent-child interaction (i.e., more parental support, more parental monitoring,
and greater self-disclosure) and a positive family environment (i.e., more cohesion, more
expressiveness, less conflict, and more perceived family support) would be related to and
predictive of a decrease in internalizing and externalizing problems of these vulnerable
adolescents. Given the exploratory nature of the third research question, no specific
hypotheses about differences or similarities between adolescent COPMI and non-COPMI
in these (prospective) relationships were tested.
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Crockett, 2000) and externalizing (Patterson, 1993) problems in adolescence. The negative
relationship between parental monitoring and externalizing problems has also been shown
among adolescent COPMI (Van Loon, Van de Ven, Van Doesum, Witteman, & Hosman,
2014). Because the latter study was cross-sectional, it does not make clear whether
parental monitoring protects these at-risk youth against developing negative outcomes later.
Parental support has been defined as ‘emotional availability’ (Duncan & Reder, 2000)
and ‘parental nurturance’ (Elgar, Mills, McGrath, Waschbusch, & Brownridge, 2007).
Parental support is related to fewer internalizing (Roustit, Campoy, Chaix, & Chauvin,
2010) and externalizing problems (Stice, Barrera, & Chassin, 1993; Wills & Cleary,
1996) in adolescence. Brennan and colleagues (2003) showed that perceived maternal
warmth and acceptance were associated with resilient outcomes (such as no current
internalizing problems) in a sample of adolescents with a depressed mother. However,
their study was cross-sectional, and the effect of parental support on the development
of internalizing and externalizing problems over time was not assessed.
Another parent-child interaction factor that has repeatedly been related to adolescent
well-being is adolescents’ self-disclosure towards parents. There is an inverse
relationship between how much adolescents tell their parents and their norm-breaking
behavior (Stattin & Kerr, 2000) and delinquency (Soenens, Vansteenkiste, Luyckx, &
Goossens, 2006). Self-disclosure has mostly been examined in relation to externalizing
problems in adolescence, but Finkenauer and colleagues (2002) have examined it in
relation to internalizing problems. They found greater self-disclosure towards parents
to be associated with fewer physical complaints and less loneliness, but no significant
relationship was found with depressive mood. No previous studies have examined
the protective effect of self-disclosure on the development of both internalizing and
externalizing problems longitudinally, and neither has the concept of self-disclosure, to
our knowledge, been examined in a sample of adolescent COPMI.
Apart from dyadic (parent-child) family factors, it is also important to consider
the family environment (i.e., parents and siblings). Family cohesion (i.e., commitment
between family members) was found to be associated with fewer internalizing and
externalizing problems in adolescence (Barber & Buehler, 1996). A previous study
has examined the protective value of family cohesion in a sample of adolescents who
have a parent with substance abuse problems (Farrell, Barnes, & Banerjee, 1995). This
study found that low family cohesion was related to more deviance, distress, and heavy
drinking in adolescents. However, there are no previous studies that have examined the
protective value of family cohesion in families with a broader range of mental illnesses.
The opportunity to openly and directly express emotions and opinions within the family
(“family expressiveness”) might be an important protective factor as well, although
previous research is inconclusive about the relationship with different adolescent
outcomes. Some studies found that less family expressiveness was related to adolescent
delinquency (Bischof, Stith, & Whitney, 1995) while others found no relationship with a
different adolescent outcome, namely depression (Cole & McPherson, 1993). Family
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Sampling and procedure

The ethics committee of the Faculty of Social Sciences of the Radboud University
Nijmegen approved the protocol of the study. The study included adolescent children
who have a parent with mental illness (COPMI) and a comparison group of adolescents
who have no parent with mental illness (non-COPMI). Non-probability sampling was
utilized for this study. Families with an adolescent child and a parent who has mental
illness were recruited through different channels. First, general practitioners’ access to
parental diagnoses was gained through the data from the ‘Registration Network General
Practitioners (RNGP) Limburg’ (Metsemakers, Höppener, Knottnerus, Kocken, &
Limonard, 1992). Patients with 1) currently active codes of depression, anxiety disorder,
and/or alcoholism based on the ‘International Classification of Primary Care’ (ICPC) and
2) children aged 11 to 16 were selected and mailed a letter informing them about the
goals and procedures of the study and asking for their participation. At time 1, 32 families
recruited via GPs met the inclusion criteria and returned the questionnaires. The second
way to contact eligible families was through mental health institutions. Therapists were
asked to give an invitation letter to clients who 1) were diagnosed with depression,
anxiety disorder, and/or alcohol related problems and 2) had children aged 11 to 16.
At time 1, nine families recruited via mental health institutions met the inclusion criteria
and returned the questionnaires. The third recruitment strategy involved approaching
potential participants via advertisements in local newspapers and over the Internet
by asking parents with 1) a mental illness and 2) a child between 11 and 16 years
to participate in our study. Five families recruited via advertisements met the inclusion
criteria and completed the questionnaires at Time 1. Fourth, schools were approached
and asked to distribute letters about the study to their 11 to 16 years old pupils. In this
letter, parents suffering from a mental illness were asked to participate. If both parent
and child were willing to participate, they could contact us via the website or by e-mail
or telephone. At time 1, 98 families recruited via schools met the inclusion criteria and
returned the questionnaires. The final recruitment strategy was to contact families who
had participated in a previous study (Van Santvoort, Hosman, Van Doesum, & Janssens,
2014) where 1) at least one parent suffered from a mental illness and 2) the children
were in the appropriate age range (11-16 years). Twenty-nine of these families met the
inclusion criteria and participated in the study. The families with parents without a mental
illness (i.e., the control group) were recruited through GPs and schools (58 and 132
families, respectively, met inclusion criteria and completed the questionnaires). Families
completed the written registration form enclosed with the recruitment letter or an online
registration form to register for the study. Inclusion and exclusion criteria were checked
in a telephone call. Children with significant developmental delay and/or a severe chronic
illness were excluded, as were families who were not able to complete the questionnaires
due to language problems. Consent forms were sent to the families by mail along with

the parent and child questionnaires. Two years later, parents and adolescents completed
the paper-based questionnaires again. The families received a monetary reward (€10 for
T1, €30 for T2) for their participation after they had returned the questionnaires by mail.
Per family, one parent and one child participated in the study. When there were
more children in the 11-16 years age range, we selected the oldest child by default,
unless there were other reasons, such as significant developmental delay, to select
a younger brother or sister. In the COPMI families, at least one parent had a mental
illness. Parental mental illness status was validated through self-report of the parent (i.e.,
parent answered ‘yes’ on the single item ‘Do you have mental health complaints?’), and
confirmed by either a mental health professional or by a score above the cut-off level
on one of several well-validated questionnaires (HADS: Hospital Anxiety and Depression
Scale, Zigmond, & Snaith, 1983; GHQ: General Health Questionnaire, Goldberg, 1972;
CAGE: problem drinking questionnaire, Ewing, 1984) (see Table 1). The HADS assesses
feelings of depression and anxiety, with a score of 8 or higher on (one of) the subscale(s)
indicating at least mild mood and/or anxiety disturbance (Snaith & Zigmond, 2000).
For the CAGE, a cut-off score of two was used, with two or more positive answers
suggesting the likelihood of having alcohol-related problems (Ewing, 1984). For the
GHQ, a cut-off score of three or higher was used to identify people likely to have mental
problems (conform Goldberg & Williams, 1988). Families with no parents with a mental
illness 1) did not self-report mental illness and 2) had scores below the cut-off levels on
the mental health questionnaires (see Table 1).
In total, 173 COPMI families and 190 non-COPMI families completed the
questionnaires at baseline. After excluding families that did not meet our criteria based
on the completed questionnaires, 139 families with a parent with a mental illness and
127 families without a parent with a mental illness were included at Time 1. Two years
later, at Time 2, 125 of the COPMI completed the questionnaires again. In some families,
the parent with mental illness was not able or willing to complete the questionnaire,
in which case the other parent did. These families (n = 12) were excluded from the
current analyses. Of the non-COPMI families, 123 completed the questionnaires at
both measurement points. In each group, one more family had to be excluded as the
adolescents did not complete the questionnaires about internalizing and externalizing
problems themselves, leaving 112 families with parental mental illness and 122 families
without parental mental illness in the present study.
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1. No self-report of mental health problems

2. HADS ≤ 7, CAGE ≤ 1, GHQ ≤ 1

-

-

1. Self-report of mental health problems

2. HADS ≥ 8 / CAGE ≥ 2 / GHQ ≥ 3 / confirmation professional

1. Mental health problems confirmed by professional

2. Self-report of mental health problems

Note. PMI = Parent with Mental Illness; no PMI: no Parents with Mental Illness; ICPC = International Classification of Primary Care; HADS = Hospital
Anxiety and Depression Scale; CAGE = problem drinking questionnaire; GHQ = General Health Questionnaire
ª (Van Santvoort et al., 2014)

2. HADS ≥ 8 / CAGE ≥ 2 / GHQ ≥ 3 / confirmation professional

Previous studyª

1. Self-report of mental health problems

Schools

2. Self-report of mental health problems

Advertisements

1. Mental health problems confirmed by professional
Mental health institutions

2. No self-report of mental health problems
2. Self-report of mental health problems / HADS ≥ 8 / CAGE ≥ 2

3. HADS ≤ 7, CAGE ≤ 1, GHQ ≤ 1

1. No active ICPC code for any psychological problem
1. Active ICPC code for depression / anxiety / alcohol related problems
General practitioners

No PMI
PMI
Recruitment strategy

Table 1
Criteria for Being Assigned to the group of Families with a Parent with Mental Illness or of Families with Parents without Mental Illness, by Recruitment Strategy

Adolescents (UCL-A; Bijstra, Jackson, & Bosma, 1994) was used. Items were measured
on a 4-point scale ranging from (1) rarely or never to (4) very often. In the present study,
the subscales ‘confrontation’ and ‘seeking social support’ were selected to represent
active coping, and the subscales ‘depressive reactions’ and ‘avoidance’ were selected
to represent passive coping (conform Meijer et al., 2002). The confrontation subscale
consisted of 7 items (e.g., “When I have a problem, I think of different ways to solve
the problem”, α = .77), the seeking social support subscale consisted of 6 items (e.g.,
“When I have a problem, I ask someone for help”, α = .86), the depressive reactions
subscale consisted of 7 items (e.g., “ When I have a problem, it feels like I cannot do
anything about it”, α = .63), and the avoidance subscale consisted of 8 items (e.g.,
“When I have a problem, I wait to see what happens first”, α = .66). A sum score of each
coping strategy was calculated, with higher scores indicating more use of that particular
coping strategy.
Adolescent self-esteem (T1). Global self-esteem was measured using the Rosenberg
Self-Esteem Scale (RSES; Rosenberg, 1965). The RSES comprises 10 items rated by
adolescents on a 4-point scale ranging from (1) does not apply to me at all to (4) applies
to me very well (e.g., “I feel that I have a number of good qualities”, α = .89). A higher
score indicates higher self-esteem.
Adolescent self-disclosure (T1). Adolescents’ disclosure towards parents was
measured with an adapted version of the Self-Disclosure Index (SDI; Miller, Berg, &
Archer, 1983). The adapted version (Finkenauer, Engels, & Meeus, 2002) consists of
10 items measured on a 5-point scale ranging from (1) not at all to (5) extremely (e.g.,
“I share my deepest feelings with my parents”, α = .92). A sum score was used in the
analyses, with a higher score indicating greater disclosure.
Perceived family support (T1). Adolescents’ perceived social support from their
family was measured with family subscale of the Multiple Scale of Perceived Social
Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988). The family subscale consisted
of 4 items rated by adolescents on a 7-point scale, ranging from (1) strongly disagree
(7) to strongly agree (e.g., “My family really tries to help me”, α = .81). A sum score was
calculated with a higher score indicating more perceived social support from the family.
Parental Mental Illness (T1). Based on the criteria described in the procedure section,
families were categorized into two types, those with parents without a mental illness
(coded 0) or those with a parent with a mental illness (coded 1).
Current Parental Mental Health (T1). Current mental health of parents was measured
using a short 12-item version of the General Health Questionnaire (GHQ-12, Goldberg,
1972; Goldberg & Williams, 1988), which focuses on the inability to function normally as
well as the appearance of new and distressing experiences. Parents rated the items of
the GHQ-12 on a 4-point scale, with response choices (0) less than usual to (3) much
more than usual (e.g., “Have you recently felt you couldn’t overcome your difficulties?”,
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and the rule-breaking behavior subscale had 15 items (e.g., “I set fires”). A sum score
was calculated, with higher scores indicating more externalizing problems (T1: α = .81,
T2: α = .84).

Statistical analyses

The data were analyzed using the Statistical Package for the Social Sciences (SPSS)
for Windows, version 20.0. Differences in demographic characteristics were examined
using t tests and χ² test. Means and standard deviations of the main variables were
calculated. Changes in internalizing and externalizing behavior from T1 to T2 were tested
with paired samples T-tests using the continuous scores. Pearson correlation coefficients
were calculated between the main variables. Separate regression analyses were conducted
for each possible protective factor to investigate the relationship between the individual,
dyadic (parent-child), and family factors (measured at T1) and internalizing and
externalizing behavior (measured at T1 and T2), both cross-sectionally and longitudinally
(i.e., predicting adolescent’ internalizing and externalizing behavior at T2 while controlling
for the levels of internalizing and externalizing behavior of T1). In the regression analyses,
we controlled for adolescent age and gender, recruitment strategy, and current
parental mental health (based on the GHQ). Moreover, we examined differences in the
relationships between the individual and (dyadic) family factors and adolescent problem
behavior between COPMI and non-COPMI, testing moderation effects using interaction
terms with parental mental illness (e.g., self-esteem*parental mental illness, parental
monitoring*parental mental illness, family cohesion*parental mental illness). For single
regression analyses with one predictor and four control variables, a medium effect size
(R2) of .15, a p-value of .05, and a power of .80, a minimum of 92 cases are needed.
Calculations were done with G*Power 3.1 (Faul, Erdfelder, Buchner, & Lang, 2009). The
present study contained 112 cases (i.e., families with parental mental illness); the sample
size of the present study was therefore sufficient.
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α = .94). The GHQ-12 can be recoded on a Likert type scale (0-1-2-3), with a possible
range of 0-36, and a binary GHQ-scale (0-0-1-1), with a possible range of 0-12. As the
GHQ manual favours the GHQ recoding, we selected this binary method for the current
study. Higher scores indicate greater levels of general psychiatric distress.
Parental monitoring (T1). Parental monitoring was assessed using nine items
completed by parents (Kerr & Stattin, 2000). These items were measured on a 5-point
Likert scale ranging from (1) “never” to (5) “often” (e.g., “Do you know who your child has
as friends during his or her free time?”, α = .82). A sum score was used in the analyses,
with a high score indicating a high amount of parental monitoring.
Parental support (T1). Parental support was assessed using the Relationship Support
Inventory (RSI; Scholte, Van Lieshout, & Van Aken, 2001). The RSI comprises 12 items
with response choices (1) absolutely untrue to (5) absolutely true. (e.g., “I show my child
that I admire him/her”, α = .82). The sum score was used in the analyses, with a higher
score indicating high parental support.
Family environment (cohesion, expressiveness, conflict) (T1). The quality of the
interpersonal relationship among family members was assessed using the ‘cohesion’,
‘expressiveness’, and ‘conﬂict’ subscales of the Dutch translation of the Family Environment
Scale (FES; Moos & Moos 1986; GKS-II; Jansma & de Coole, 1996) completed by
parents. All three subscales consisted of 11 items requiring yes/no answers. The cohesion
subscale measured the amount of support and commitment among the family members
(e.g., ‘‘There is plenty of time and attention for everyone in our family’’, α = .64). The
expressiveness subscale assessed the opportunity to express emotions and opinions
openly and directly within the family (e.g., “There are many spontaneous discussions in
our family”, α = .67). The conﬂict subscale assessed the expression of anger, aggression,
and conﬂictive interactions amongst the family members (e.g., ‘‘Family members often
criticize each other’’, α = .70). Sum scores of each subscale were calculated with higher
scores indicating higher family cohesion, expressiveness, and conﬂict.
Adolescent Problem Behavior (T1 and T2). Adolescent internalizing and externalizing
problems were assessed at T1 and T2 with the Dutch version of the Youth Self Report
(YSR, Achenbach, 1991a; Verhulst, Van der Ende, & Koot, 1996). The YSR measured
the problems adolescents experienced in the previous six months. The items were
rated by the adolescents on a 3-point scale ranging from (0) does not apply to me at
all to (2) often applies to me. Adolescent internalizing problems were assessed with
the anxious/depressed subscale, the withdrawn/depressed subscale, and the somatic
complaints subscale. The anxious/depressed subscale consisted of 13 items (e.g.,
“I feel that no one loves me”), the withdrawn/depressed subscale had 8 items (e.g.,
“I am secretive or keep things to myself”), and the somatic complaints subscale 10 (e.g.,
“I have nightmares”). A sum score was calculated with higher scores indicating more
internalizing problems (T1: α = .85, T2: α = .89). Adolescent externalizing problems were
assessed with the aggressive and rule-breaking behavior subscales. The aggressive
behavior subscale consisted of 17 items (e.g., “I destroy things belonging to others”),
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Descriptive statistics

Table 2 describes the characteristics of the study population for COPMI and non-COPMI
separately. Interesting differences are that one in four adolescent COPMI’s with a parent
with mental illness did not live with both biological parents, which is more than in the
control group. In COPMI families the parents were more often unemployed than in
non-COPMI families. As expected, parents with a mental illness scored significantly
higher than those without a mental illness on the GHQ, the HADS, and the CAGE.
Parents reported that they had the following type of mental health problems: mood
problems (45.5%), anxiety problems (25.0%), stress-related complaints (12.5%),
personality disorder (10.7%), developmental disorder (7.1%), schizophrenic/psychotic
disorder (3.6%), problems with grief/unresolved past (3.6%), alcohol addiction (1.8%),
eating disorder (0.9%), and relationship problems (0.9%).
Means and standard deviations of the main study variables are outlined in Table
3, for adolescent COPMI and non-COPMI separately. Adolescent COPMI were more
likely to show depressive reactions as coping strategy and had lower self-esteem than
adolescent non-COPMI. In addition, parents with a mental illness reported less parental
monitoring and support than parents without a mental illness. Furthermore, in COPMI
families, the family environment was more negative (i.e., less cohesive, less expressive,
more conflicting, and less supportive) than in non-COPMI families. Adolescent COPMI
reported more internalizing and externalizing problems than adolescent non-COPMI,
both at Time 1 and at Time 2.
Examining the change in problem behavior over time, no significant differences
between mean levels of internalizing problems were found between Time 1 and Time
2 for adolescent COPMI (t(111) = 1.53, p = .128). For externalizing problems, however,
adolescent COPMI reported significantly fewer problems over time (t(111) = 2.10,
p = .038)1. Similar results were found for adolescent non-COPMI, indicating non-significant
differences between mean levels of internalizing problems over time (t(121) = 1.01,
p = .313). In this group too, a significant decrease in externalizing problems was found
(t(121) = 3.66, p < .001).

1
Adolescents who were recruited via the previous study (n = 16; Van Santvoort et al., 2014), and who had therefore already
received a preventive intervention, did not differ from those recruited via other recruitment strategies (n=96) on Internalizing
and Externalizing problems at Time 1 and Time 2, nor on changes in problem behavior over time (p > .29)

Table 2
Characteristics of the Study Population Divided by Families with a Parent with Mental
Illness (n = 112) and Families with Parents without Mental Illness at Time 1 (n = 122)

PMI

No PMI

Test of
significance

13.44 (1.43)a

13.77 (1.44)a

-1.78d

Female

56 (50.0)b

57 (46.7)b

0.25c

Male

56 (50.0)b

65 (53.3)b

With both parents

84 (75.0)b

106 (86.9)b

Other (e.g., mother only)

28 (25.0)b

16 (13.1)b

44.92 (5.29)a

45.88 (4.53)a

-1.49d

Female

83 (74.1)b

94 (77.0)b

0.27c

Male

29 (25.9)

28 (23.0)

Adolescent age
Adolescent gender

Adolescent living situation

Parental age

5.40*c

Parental gender
b

b

Parental employment status
At least one parent employed

94 (83.9)b

119 (97.5)b

Both parents unemployed

18 (16.1)b

3 (2.5)b

13.25***c

GHQ

5.06 (4.12)a

0.18 (0.39)a

12.50***d

HADS-A

8.63 (4.13)

a

2.99 (1.84)

13.30***d

HADS-D

6.73 (4.56)

a

1.24 (1.62)

12.08***d

CAGE

0.67 (1.06)a

0.19 (0.39)a

3.58**d

Parental mental health
a
a

Note. PMI = Parent with Mental Illness; no PMI = no Parents with Mental Illness; GHQ =
General Health Questionnaire; HADS-A = subscale Anxiety of the Hospital Anxiety and
Depression Scale; HADS-D = subscale Depression of the Hospital Anxiety and Depression
Scale; CAGE = problem drinking questionnaire
* p < .05, ** p < .01, *** p < .001
a
values represent mean (SD)
b
values represent n (%)
c
values represent χ² statistic
d
values represent t-value statistic
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PMI

No PMI

T- test

Individual factors (T1)
Coping: confrontation

15.25 (3.46)

15.20 (3.50)

0.11

Coping: seeking social support

13.29 (4.07)

14.08 (3.84)

-1.54

Coping: depressive reaction pattern

11.11 (2.78)

10.35 (2.77)

Coping: avoidance

16.59 (3.10)

15.79 (3.61)

2.09*
1.80

Self-esteem

22.04 (6.07)

24.05 (5.15)

-2.71**

Parental monitoring

41.00 (3.92)

42.51 (3.11)

-3.24**

Parental support

51.23 (5.80)

53.47 (4.43)

-3.28**

Self-disclosure

32.96 (8.21)

34.61 (8.13)

-1.53

Family cohesion

8.31 (1.92)

9.03 (1.50)

-3.18**

Family expressiveness

8.31 (2.28)

9.57 (1.46)

-4.95***

Dyadic factors (T1)

Family factors (T1)

Family conflict

4.55 (2.29)

3.70 (2.39)

22.52 (5.26)

23.94 (4.69)

Internalizing problems

10.70 (6.74)

8.06 (5.96)

3.18**

Externalizing problems

9.07 (5.57)

7.51 (5.18)

2.22*

Perceived family support

2.80**

Correlations between Individual, Dyadic (parent-child), and Family Protective
Factors and Problem Behavior

Table 4 presents Pearson correlations for all study variables. In families with parental
mental illness, active coping strategies (i.e., confrontation and seeking social support)
were not related to internalizing and externalizing problems at Time 1. Confrontation
coping was moderately and negatively related to internalizing problems at Time 2.
Depressive reaction pattern had a moderate to strong association with both internalizing
and externalizing problems at Time 1 and Time 2. Avoidant coping was related only
to internalizing problems at Time 1. Self-esteem was negatively related to internalizing
problems and externalizing problems at Time 1. Parental monitoring was negatively
and moderately related to externalizing problems at Time 1 and to both internalizing
and externalizing problems at Time 2. Parental support was negatively related to
externalizing problems at Time 2. Self-disclosure towards parents was negatively related
to internalizing problems at Time 1 and Time 2, and to externalizing problems, albeit
only at Time 2. No significant correlations were found between family environment (i.e.,
cohesion, expressiveness, conflict) and problem behavior. Perceived family support was
negatively related to internalizing problems.

-2.16*

Adolescent outcomes (T1)

Adolescent outcomes (T2)
Internalizing problems

9.76 (7.74)

7.53 (7.30)

2.26*

Externalizing problems

7.85 (5.98)

6.14 (5.28)

2.32*

Note. PMI = Parent with Mental Illness; no PMI = no Parents with Mental Illness.
* p < .05, ** p < .01, *** p < .001

The Relationship between Individual, Dyadic, and Family Factors and
Problem Behavior at Baseline

Cross-sectional analyses, in which adolescent gender, adolescent age, recruitment
strategy, and current parental mental health were controlled for, showed that passive
coping strategy was positively related to internalizing problems, and self-esteem and
self-disclosure were negatively related to internalizing problems (see Table 5). Active
coping strategy, parental monitoring, parental support, and family factors (i.e., family
cohesion, family expressiveness, family conflict, perceived family support) were not
related to internalizing problems. Depressive reaction pattern was positively related to
externalizing problems while self-esteem and parental monitoring were negatively related
to externalizing problems. Active coping strategy, avoidant coping strategy, parental
support, self-disclosure, and family factors (i.e., family cohesion, family expressiveness,
family conflict, perceived family support) were not related to externalizing problems.

Chapter 4 | Factors promoting mental health of adolescents who have a parent with mental illness: a longitudinal study

Table 3
Means and Standard Deviations of Main Variables Divided by Families with a Parent with
Mental Illness (n = 112) and Families with Parents without Mental Illness at Time 1 (n = 122)

-.26**
-.04
-.28**
-.13
-.08
-.18*
-.11
-.00
.20*
.05
-.07
16. Externalizing problems T2

Note. Coefficients above the diagonal are for families with a parent with mental illness (n = 112); coefficients below the diagonal are for families withparents without mental illness (n = 122)
* p < .05, ** p < .01 (2-tailed)

.51**

.38**
.69**

.43**

.26**

.26**

.23**
-.30**
-.22*
15. Internalizing problems T2

-.16

.43**

.19*

-.57**

-.01

-.05

-.19*

-.10

.07

.13

.65**

.26**
.61**

.24*
-.20*

.33**
-.33**
.09
.09
-.08

-.24**
-.25**

-.26**
-.06

-.09
-.26**

-.04
-.68**

-.23*
.17

.38**
.58**

.32**
-.05

-.17

-.07

13. Internalizing problems T1

14. Externalizing problems T1

-.15

-.08

.24**

.44**

-.18

.02
.14

-.25**
-

.07
.17

-.22*

-.04
-

.01
.19*

-.25**

.22*

-.23*
-.21*

.43**

.08

-.07

-.02
.38**
.28**

-.01
-.04
-.03
11. Family conflict T1

12. Perceived family support T1

-.16

-.01

-.02

.62**

.05

-.23*

-.17

-.01

-.00
-.03

.02
.05
.01

.31**

-.10
.04

.14
-.18
.17

.10

.13
.33**

.23*
.18*

.18*
.01

-.03
-.12

-.09
-.03
.08
-.05
10. Family expressiveness T1

-.12
-.05
9. Family cohesion T1

-.01

-

-.29**

-.13

-.21*

-.24*
-.37**

.02
-.13
.09

.51**
-.12
.11

.46**
.34**

-.05
-

.19
-

.41**
.24**

.35**
.12

.36**
-.01
-.16

.10
.18*

.43**

.05

.30**

7. Parental support T1

8. Self-disclosure T1

-.09

-.28**

.16
-.39**

-.15

-.30**

.02
.14

-.25**
-.31**
.17
.33**

-.08

-.60**
.34**
-.01
.01

.25**
.24*

.46**
.05

.41*
-

.15
-

.04
.05

-.32**
-.44**

.04

.03

.30**
.34**
5. Self-esteem T1

6. Parental monitoring T1

-.04

.10

-.22*

-.22*

.25**

-.07
.06

.40**

-.04

.13

.39**

.27**

-.22*
.01

.12

-.03

-.05
-.32**

-.05
-.00

.05
-.27**

-.11
-.16

-.49**
.27**

.47**
.19*

.07

-.01

-.05
3. Depressive reaction T1

4. Avoidance T1

-

-.12

.03

.64**

-.16
-.24*

-.11
.06

-.03
-.11

-.08

.31**

.34**

.06

-.09
.10

.02
-.12

-.16
.52**

.38**
.18

.19
.01

.09
.34**

.32**
-.10

.04
-.03

.01
-

.51**
-

.31**

1. Confrontation T1

2. Seeking social support T1

15
14
13
12
11
10
9
8
7
6
5
4
3
2
1
Measure

Table 4
Pearson Correlations between Protective Factors and Problem Behavior

The Protective Effect of Individual, Dyadic (parent-child), and Family Factors
on the Development of Problem Behavior

Longitudinal analyses showed that, when controlling for adolescent gender, adolescent
age, recruitment strategy, current parental mental health, and problem behavior at
Time 1, a more confronting coping strategy, high parental monitoring, and greater child
disclosure predicted fewer internalizing problems two years later (see Table 5). Seeking
social support as coping strategy, a passive coping strategy, self-esteem, parental
support, and family factors (i.e., family cohesion, family expressiveness, family conflict,
perceived family support) did not protect adolescents against developing internalizing
problems over time. No protective factors were found for externalizing problems.

Differences in Protective Factors between Adolescent COPMI and non-COPMI

No significant interaction effects were found for internalizing and externalizing problems
in the cross-sectional analyses, indicating that parental mental illness did not moderate
the relationship of the possible individual and (dyadic) family factors with adolescent
internalizing and externalizing problems. The longitudinal analyses revealed only one
significant finding, namely that the interaction between family cohesion and parental
mental illness predicted externalizing problems at Time 2 (β = .13, p = .017), indicating
a significant moderation effect of family cohesion. Separate regression analyses for
families with and without parental mental illness showed that family cohesion predicted
externalizing problems two years later only for families without a parent with mental illness
(β = -.26, p = .003) and not for those with a parent with mental illness (β = -.10, p = .296).
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-.08

93
16

92

94

95

.00
-0.14

.01
0.09

.00
0.14

.01
-0.10

.02
-0.10

.01
-0.07

.00

.02
-0.25*

-0.20*

.01
0.17

.00
0.39***

.02

.01
0.01

0.05

.27***

0.05

0.04

0.01

-0.10

.00

.00

.00

.01

.02

-0.20*
.04*

.01

0.00
.00

.02

-0.20*

.01

-.0.04
.00

.04*

.01

-0.10
.01

.01

.04*

0.02
.00

.06*

.03

-0.08
.01

.14***

.00
-0.17*
.03*

.00

.07
.39***

∆R²
β

-0.06

-0.11

0.57***

0.31***

-0.51***

-0.04

0.18

-0.23*

-0.04

0.07

0.07

-0.15

.00

.01

.30***

.09***

.24***

.00

.03

.05*

.00

.00

.00

.02

Confrontation

Seeking social support

Depressive reaction

Avoidance

Self-esteem

Parental monitoring

Parental support

Self-disclosure

Family cohesion

Family expressiveness

Family conflict

Perceived family support

∆R²
β

Step 2b

.17**
Step 1

Control Variablesa

∆R²

Predictors T1

Control variables included age, gender, recruitment strategy, and severity of parental mental illness in the cross-sectional analyses. Additional control
variables included internalizing and externalizing problems at Time 1 in the longitudinal analyses.
b
Beta and R² were calculated in separate regression analyses for each predictor.
* p < .05, ** p < .01, *** p < .001
a

-0.05

0.01

-0.08

0.11

-0.15

-0.09

-0.16

-0.03

0.04

-0.09

-0.13

-0.11

β
β

∆R²

T2

Externalizing Problems

T1

Internalizing Problems

T2
T1

Table 5
Separate Regression Analyses (Cross-sectional and Longitudinal) examining One Predictor of Internalizing and Externalizing Problems separately for
Adolescents who have a Parent with Mental Illness (n = 112)

The main aim of the present study was to test the factors that could protect adolescents
who have a parent with mental illness against developing internalizing and externalizing
problems. Our analyses revealed that the less adolescents used passive coping strategies,
the higher their self-esteem, and the more they disclosed information to their parents,
the fewer internalizing problems they reported at baseline. Greater self-disclosure also
predicted fewer internalizing problems over two years, as did more use of active coping
strategies and higher parental monitoring. For externalizing problems, a more passive
reaction pattern, higher self-esteem, and more parental monitoring were related to fewer
problems. None of these factors however predicted changes in externalizing problems
over time. No differences were found between families with and without parental mental
illness in the relationships between protective factors and problem behavior.
As expected and consistent with previous research (e.g., Beardslee et al., 2011),
adolescent COPMI reported more internalizing and externalizing problems than
adolescent non-COPMI, both at baseline and at follow-up. Neither groups of adolescents
showed a significant change in internalizing problems over time. A possible explanation
could be that we included both boys and girls in the analyses, where others found a
slight increase in problem behavior for girls and a slight decrease for boys (Bongers,
Koot, Van der Ende, & Verhulst, 2004). All adolescents (regardless of parental mental
illness) reported significantly fewer externalizing problems two years later. This is in
line with previous research, which showed that aggressive behavior declined over the
course of adolescence, that rule-breaking behavior increased slightly over time, and
externalizing problems in general decreased over time (Bongers, Koot, van der Ende, &
Verhulst, 2004; Stanger, Achenbach, & Verhulst, 1997).

Possible Protective Factors and Internalizing Problems

Of the individual factors, coping and self-esteem seemed to play a role in internalizing
problems. In general adolescent populations, it has been documented that high selfesteem is related to less problem behavior (Donnellan et al., 2005; Dumont & Provost,
1999). The present study examined this in adolescent COPMI and found a similar
relationship. However, self-esteem did not seem to predict changes in internalizing
problems over time. A possible explanation is that the causal relationship could be
the other way around. That is, having more internalizing problems might lower selfesteem over time rather than the reverse (e.g., Rosenberg, Schooler, & Schoenbach,
1989). At baseline, using less passive coping strategies seemed to be related to positive
outcomes (i.e., fewer internalizing problems) for adolescent COPMI, which is in line with
previous studies conducted with the general adolescent population (Dumont & Provost,
1999). Interestingly, using an active rather than a passive coping strategy to deal with
problems (e.g., trying to find a solution) seemed to protect adolescent COPMI against
developing feelings of anxiety or depression and somatic complaints. This effect has not
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Possible Protective Factors and Externalizing Problems

Regarding the relationship of individual factors with externalizing problems of adolescent
COPMI, we found that the same factors as for internalizing problems played a role: less
use of ‘depressive reaction pattern’ as a passive coping strategy and higher self-esteem.
The finding that a passive coping strategy is related to negative outcomes is consistent
with previous research (Meijer et al., 2002). The relationship we found between higher

self-esteem and fewer externalizing problems was also found in previous research
conducted with general adolescent samples (e.g., Donnellan et al., 2005). No individual
factors seemed to predict a decrease in externalizing problems over the two-year
period from baseline to follow-up. It is possible that these causal relationships are in
the opposite direction, with more externalizing problems predicting lower self-esteem
and more frequent use of a passive coping strategy. This could be addressed in future
research.
The results at the dyadic level revealed that only more parental monitoring was
related to fewer externalizing problems of adolescent COPMI, which is in line with
previous research with general adolescent samples (Jacobson & Crockett, 2000;
Patterson, 1993). Unlike with internalizing problems, no (prospective) relationship was
found between self-disclosure and externalizing problems. Just like with the individual
factors, also none of the dyadic factors seemed to protect adolescent COPMI against
developing aggressive and rule-breaking behavior over time.
No significant (prospective) relationships were found between family factors (i.e.,
cohesion, expressiveness, conflict, perceived support) and externalizing problems of
adolescent COPMI. Previous cross-sectional research with adolescent non-COPMI had
found significant relationships between family factors and externalizing problems (e.g.,
Licitra-Klecker & Waas, 1993). Perhaps these family factors play a different role in the
lives of adolescents without a parent with mental illness than of those with a parent with
mental illness. This explanation is supported by our finding that family cohesion was
only related to externalizing problems over time for adolescent non-COPMI and not
adolescent COPMI.

Differences in Protective Factors between Adolescents with and without a
Parent with Mental Illness

Differences were found in mean levels of the individual (i.e., more depressive reaction
pattern, less self-esteem), dyadic (i.e., less parental monitoring and support), and family
(i.e., more negative family environment, less perceived family support) factors between
families with a parent with mental illness and families without a parent with mental
illness. Adolescent COPMI also reported more problems than adolescent non-COPMI,
both at baseline and at follow-up. However, despite these differences, the relationships
between the protective factors and problem behavior were similar for the two groups.
The only significant difference was found for the relationship between family cohesion
and externalizing problems at follow-up. We should be aware that, since we tested a
large number of interactions, this finding could be based on chance. The fact that we
found virtually no moderation effects when we compared the relationships of possible
protective factors and problem behavior for COPMI and non-COPMI seem to indicate
that the interventions that are used in the general adolescent population to help them
with problem behavior could also be used for adolescents with a parent with mental
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previously been examined in adolescents who have a parent with mental illness. This
finding suggests that focusing on enhancing active coping strategies could be relevant
for preventive interventions.
Looking at dyadic (parent-child) factors in internalizing problems, both adolescent’s
self-disclosure to parents and parental monitoring seem to be important. The more
adolescents disclosed information about themselves to their parents reported, the fewer
internalizing problems. Self-disclosure also seemed to protect adolescents against
developing these problems over two years. Previous research in a general adolescent
sample did not find a significant relationship between self-disclosure and depressive
mood, but it did find a relationship between self-disclosure and physical complaints
(Finkenauer et al., 2002), which were also included in our internalizing problems scale.
Also, parents’ knowledge of their child’s whereabouts and who they hang out with
(monitoring) also seemed to protect the at-risk youth against developing internalizing
problems. Ours is the first study to reveal this relationship: more parental monitoring
predicts fewer internalizing problems of adolescent COPMI. This is in line with, and
adds to, the statement by Dishion and McMahon (1998) that parental monitoring could
serve as a protective factor for high-risk children; they proposed that adequate parental
monitoring is central to healthy parenting. Parents need to know that they should
be involved in the lives of their teenage children to improve their well-being. In sum,
parent-child communication seems to play an important role in preventing internalizing
problems, and it would seem sensible to pay attention to it in preventive interventions for
adolescent COPMI.
Family factors (i.e., cohesion, expressiveness, conflict, perceived support) do not
seem to play a role in preventing internalizing problems. These factors had not been
studied before in families with a broader range of parental mental illnesses (only in families
with a substance-using parent; Farrell, Barnes, & Banerjee, 1995 or a depressed parent;
Fendrich, Warner, & Weissman, 1990). In contrast to cross-sectional research with
general adolescent samples (e.g., Cole & McPherson, 1993), we found no (prospective)
relationships between family factors and internalizing problems.
Based on our study, the implications seem to be that focusing on active coping
styles and parent-child interaction seems useful in interventions aimed at preventing
internalizing problems. However, more studies are needed to replicate and extend the
present results before strong conclusions can be drawn.
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Limitations, Strengths, and Future Research

This study has several limitations. First, it used only self-report measures. Future
studies should use multi-method designs that would include observations to examine
the factors at the dyadic (parent-child) and family level (Holmbeck et al., 2002). Next,
some of the variables in the tested relationships were completed by the adolescents
only (i.e., the relationships between individual factors, self-disclosure, perceived family
support, and the outcome measures). Thus, by using a single informant, the cognitive
characteristics and personality of adolescents in our study might have accounted for
significant relationships between variables rather than between true score variance (e.g.,
Youngstrom et al., 1999). Future research could control for this shared rater bias. On the
other hand, we did use multiple informants for several other relationships examined in
the present study (i.e., the relationships between parental support, parental monitoring,
family environment and the outcome measures). Another limitation is that we performed
a large number of separate regression analyses. When performing multiple analyses,
results should be interpreted cautiously as these results could have been due to chance.
Furthermore, other variables could function as protective factors against developing
problem behavior of these adolescents, such as knowledge about parental mental
illness. However, this study did capture a broad range of potential predictors at an
individual, dyadic, and family level that had been found to be related to and/or predict
problem behavior in the general adolescent population. Other strengths are the focus on
an understudied sample, that is: adolescents who have a parent with mental illness and
the inclusion of a control group to explore whether the relationships we found would be
different between these adolescents and adolescents in general, regardless of parental
psychological problems.

Practical Implications

Our results indicate that it seems important to include training active coping strategies
in preventive interventions. Fortunately, enhancing coping skills is already included in
some preventive interventions, such as in the Adolescent Coping with Stress Course,
which is a group cognitive intervention for preventing depression in adolescents with a
depressed parent (Clarke et al., 2001; Garber et al., 2009). Another practical implication
of our findings is that preventive interventions for adolescent COPMI might benefit from
focusing on parent-child communication. The existing interventions for families with a
parent with mental illness already include this to some extent, but the focus there is on
communicating with parents about their mental illness (e.g., Family Talk Intervention,
Beardslee, Wright, Rothberg, Salt & Versage, 1996; Let’s Talk about Children Intervention;

Solantaus & Toikka, 2006). The results of the current study imply that it is not only
important to teach parents how to talk to children about the mental illness, but also
how to talk with their children about general topics. For parents, it is important to know
where their child is and who they hang out with, for instance, and at the same time, it is
important for adolescents to tell their parents what is on their mind. To our knowledge,
no particular attention has yet been paid to parental monitoring and adolescent selfdisclosure. Therefore, intervention developers could include parts of existing general
parenting programs when considering this specific at-risk group. For example, Parent
Management Training (PMT; e.g., Kazdin, 1997) and the Incredible Years (WebsterStratton & Reid, 2003) already address parental monitoring to prevent child problems.
Overall, the results of the present study imply that it would be useful to combine teaching
youth active coping strategies with parent-child communication about everyday life of
both parents and adolescents (i.e., parental monitoring and adolescent self-disclosure in
specific) in a family-based intervention for families in which a parent has a mental illness
in order to prevent internalizing problems.
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illness. However, as adolescent COPMI do show more problem behavior, they seem to
be more in need of these interventions.
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Children of parents with a mental illness are at risk to develop internalizing and externalizing
problems. They might worry about their parent, think they are the cause of their parent’s
problems, feel ashamed of their parent, and have the feeling that they are the only
one with a parent with mental illness. No quantitative studies have so far addressed
the relationships between these negative thoughts and feelings and internalizing and
externalizing problems in adolescents. This exploratory survey study examined these
relations cross-sectionally and longitudinally in a sample of 31 adolescents with a
parent suffering from mental health problems. The cross-sectional results showed that
negative thoughts and feelings about parental mental illness were indeed associated
with adolescents’ problem behavior. The longitudinal results showed that worrying and
having the feeling to be the only one predicted internalizing problems one year later, and
guilt predicted externalizing problems one year later. These findings represent a first step
toward empirically evaluating relationships between negative thoughts and feelings and
the development of adolescent problem behavior, and they suggest that it is important
to address these negative thoughts and feelings in preventive interventions with these
at-risk youth.
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Mental illness does not only affect the person suffering from the illness, but also their
social environment, and family members in particular. As many people with mental illness
are parents, children might suffer as well. They are at risk to develop a range of problems,
including internalizing (i.e., anxiety, depression, somatic complaints) and externalizing
(i.e., aggression, rule-breaking behavior) problems (e.g., Merikangas, Dierker, & Szatmari,
1998; Weissman et al., 2006). The possible negative effect of parental mental illness on
children has been studied extensively, mostly by using parents’ reports. There is much
less research that has incorporated children’s perspectives and experiences (Gladstone
et al., 2006; Mordoch & Hall, 2002). These perspectives and experiences are important,
as children are the ones who really know what it is like to have a parent suffering from
mental illness. Insight in children’s negative thoughts and feelings about their parent’s
mental illness can be really valuable for designing and improving preventive interventions
for these at-risk children.
Children may have a range of negative thoughts and feelings about parental mental
illness. For instance, they might worry. Children can have worries about practical things,
such as not being looked after or being separated from their parent because they are
deemed incapable of caring, and they can also have specific concerns related to their
parent’s mental health problems, such as about possible parental suicide, recurring
illness, hospitalizations, and unlikelihood of recovery (Cogan, Riddell, & Mayes, 2005;
Östman, 2008; Somers, 2007; Stallard, Norman, Huline-Dickens, Salter, & Cribb, 2004).
Adolescents can also be concerned about developing a mental illness themselves
(Handley, Farrell, Josephs, Hanke, & Hazleton, 2001; Meadus & Johnson, 2000;
Riebschleger, 2004).
Another negative thought that children with a parent with mental illness might have is
that they can think that they are the cause of their parent’s problems. Children often do
not have complete and accurate information about the causes of their parent’s mental
health problems (Gladstone, Boydell, Seeman, & McKeever, 2011). Children might
therefore feel guilty and blame themselves for their parent’s situations (Fjone, Ytterhus, &
Almvik, 2009; Handley et al., 2001; Stallard et al., 2004).
Sometimes children have the feeling that they are the only one who has a parent with
mental illness. Adolescents with a parent with mental illness reported that they realized
their home situation was different than that of their peers without parents with mental
illness (Mordoch & Hall, 2008). Foster, O’Brien and McAllister (2005) found that children
of parents with mental illness were unaware of other children in similar circumstances,
and that it was helpful to know they are not the only ones in this situation. A qualitative
review study (Gladstone et al., 2011) concluded that getting in touch with others in a
similar situation is helpful for children; they can identify with others which normalizes their
experiences.

Offspring of parents with mental illness might also experience feelings of shame and
embarrassment. Fjone and colleagues (2009) found that these feelings particularly
occurred in public situations where the parent acted differently from other parents,
such as talking too loud or too much. They also found that even when children did not
compare their parent to other parents, they still could have a feeling that something was
not right in their home situation. Children also reported that parents sometimes displayed
inappropriate behavior when they had friends over for the night (e.g., forbidding them
to go to the toilet due to parent’s delusion), which could result in never asking friends to
stay again.
The abovementioned literature used qualitative research methods (i.e., focus
groups, interviews) and, although these studies enhanced knowledge about children’s
perspectives, they did not examine the relationship between negative thoughts and
feelings and internalizing and externalizing problems of these children with a parent with
mental illness. Thus, it is already clear that children of parents with mental illness can
experience negative thoughts and feelings about parental mental illness, but it is not
known yet whether these thoughts and feelings can affect their problem behavior.
To our knowledge, only one quantitative study has addressed the relation between
negative thoughts and feelings and problem behavior. This cross-sectional study by
Van Santvoort and colleagues (2013) included children aged 8 to 12, and showed that
children’s negative thoughts and feelings about parental mental illness were related
to more psychosocial problems in these children. The present study aimed to extend
this finding by examining the relations longitudinally. Furthermore, the present study
examined these relations in a sample of adolescents, as adolescence is an important
developmental phase with many transitions on the biological, psychological, social,
and economic level (Steinberg, 2011). The main research question in the present study
was whether negative thoughts and feelings about parental mental illness predict an
increase in adolescents’ internalizing and externalizing problems one year later. It was
hypothesized that feelings of worry, guilt, being the only one, and shame are predictive
of more internalizing and externalizing problems over time.
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Table 1
Characteristics of the Study Population (n =31) at Time 1

The present study is part of a large longitudinal study of risk and protective factors
among adolescents who have a parent with mental health problems. Participants were
recruited via general practitioners, mental health institutions, advertisements, schools,
and a previous study (Van Santvoort et al., 2014). For a detailed description of the
sampling and study procedure, see Van Loon, Van de Ven, Van Doesum, Witteman,
and Hosman (2014). The ethics committee of the Faculty of Social Sciences of the
Radboud University Nijmegen approved the protocol of this three-wave longitudinal
study. Parental mental illness at baseline was based on self-report, and confirmed by
either a score above the cut-off level on one of several well-validated questionnaires
(HADS: Hospital Anxiety and Depression Scale, Zigmond & Snaith, 1983; GHQ: General
Health Questionnaire, Goldberg, 1972; CAGE: problem drinking questionnaire, Ewing,
1984) or by a mental health professional.

Adolescent age

Characteristics of the Study Population

Characteristics of the study population at Time 1 are described in Table 1. The mean age
of the adolescents was 14.90 years (SD = 1.40), of whom 16 (51.6%) were girls. Most of
the adolescents were living with both parents (77.4%). The majority of the adolescents
reported having a mother with mental health problems (58.1%). The most prevalent in
this sample were depressive and anxiety problems. Of the parents, 83.8% reported
that they had officially been diagnosed by their GP or mental health professional. Those
that not had been diagnosed, scored above the cut-off score of at least one of the
well-validated questionnaires HADS, GHQ and CAGE (Ewing, 1984; Goldberg, 1972;
Zigmond & Snaith, 1983). About 70% of the parents reported that they were currently on
medication to decrease their mental health complaints. Four parents (12.9%) had been
hospitalized in the past two years.

Female

16

(51.6)b

Male

15

(48.4)b

24

(77.4)b

7

(22.6)b

Adolescent living situation
With both parents
Other (e.g., mother/father only)
Parent with mental illness – Child report
Mother

18

(58.1)b

Father

13

(41.9)b

Depressive complaints

3

(41.9)b

Anxiety complaints

8

(25.8)b

Burn-out

6

(19.4)b

Neurodevelopmental disorder

5

(16.1)b

Personality disorder

5

(16.1)b

Schizophrenia/psychotic disorder

3

(9.7)b

Bipolar disorder

2

(6.5)b

Alcohol- related problems

1

(3.2)b

Eating disorder

1

(3.2)b

Parental mental health problems – Parental reportc

Participants

The present study included adolescents who 1) completed the questionnaires at all three
time points, 2) reported that they knew that their parent had psychological problems at
1-year follow-up, and 3) whose parent reported that they still had mental health complaints
at 1-year follow-up and 2-year follow-up by answering ‘yes’ to the single self-report item
‘Do you have mental health complaints?’. Adolescents were excluded when we knew
that they had followed a preventive intervention in which attention had been paid to negative thoughts and feelings about parental mental illness (Van Santvoort et al., 2013; 2014).
Based on these in- and exclusion criteria, a subsample of 31 adolescents was included in
the present study. Most of these adolescents (87.1%) were recruited via schools.
All variables of interest for the present study were measured at the 1-year follow-up
and 2-year follow-up of the longitudinal study and are referred to as Time 1 and Time 2.

14.90 (1.40)a

Adolescent gender

values represent mean (SD)
values represent n (%)
c
numbers do not add up to 31 because of comorbidity
a

b
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Negative Thoughts and Feelings about Parental Mental Health Problems (Time 1)
Worry. Adolescent’s worrying about their parent’s mental health problems was
assessed using the following item: ‘Children worry sometimes when their father or
mother has [mental health] problems. Do you ever worry after your father or mother who
has problems?’ (Van Santvoort et al., 2013). Adolescents rated this item on a 5-point
scale, ranging from (1) never to (5) always.
Guilt. Adolescent’s guilt about their parent’s mental health problems was assessed
using the following item: ‘Children sometimes think that they are the cause of their
parent’s problems. Do you ever think so?’ (Van Santvoort et al., 2013). Adolescents
rated this item on a 5-point scale, ranging from (1) never to (5) always.
Only one. Adolescent’s feelings of being the only one with a parent with mental health
problems were assessed using the following item: ‘Sometimes children feel as if they are
the only ones to have a father or mother with problems. Do you ever have that feeling?’
(Van Santvoort et al., 2013). Adolescents rated this item on a 5-point scale, ranging from
(1) never to (5) always.
Shame. Adolescent’s feelings of shame about their parent with mental illness were
assessed using the following item: ‘Sometimes children are ashamed of their father or
mother with problems. Are you ever ashamed?’ (Van Santvoort et al., 2013). Adolescents
rated this item on a 5-point scale, ranging from (1) never to (5) always.
Problem Behavior (Time 1 and Time 2)
Adolescents filled out the Dutch version of the Youth Self Report (YSR, Achenbach,
1991a; Verhulst, Van der Ende, & Koot, 1996) to assess internalizing and externalizing
problems. The YSR measured the problems adolescents experienced in the previous six
months. The items were rated by the adolescents on a 3-point scale, ranging from (0)
does not apply to me at all to (2) often applies to me. We used the raw scores on the
YSR in all analyses, as some variability is lost when converting raw scores to T scores
(Compas et al., 2009).
Internalizing problems. Adolescents internalizing problems were assessed with the
anxious/depressed subscale, the withdrawn/depressed subscale, and the somatic
complaints subscale. The anxious/depressed subscale consisted of 13 items (e.g., “I
worry a lot”), the withdrawn/depressed subscale had 8 items (e.g., “I keep from getting
involved with others”), and the somatic complaints subscale 10 (e.g., “I feel overtired
without good reason”). A sum score was calculated with higher scores indicating more
internalizing problems (T1: α = .89, T2: α = .86).
Externalizing problems. Adolescent externalizing problems were assessed with the
aggressive and rule-breaking behavior subscales. The aggressive behavior subscale
consisted of 17 items (e.g., “I have a hot temper”), and the rule-breaking behavior
subscale had 15 items (e.g., “I break rules at home, school, or elsewhere”). A sum score
was calculated with higher scores indicating more externalizing problems (T1: α = .86,
T2: α = .85).

Statistical Analyses

Data were analyzed using the Statistical Package for the Social Sciences (SPSS) for
Windows, version 20.0. First, frequency distributions of each negative thought or feeling
were computed at Time 1. Next, changes in internalizing and externalizing behavior from
Time 1 to Time 2 were tested with paired samples T-tests. Correlations were calculated to
examine the association between negative thoughts and feelings about parental mental
illness (Time 1) and problem behavior (Time 1 and Time 2). Because of skewness in the
distribution of some of the independent variables, each negative thought or feeling was
dichotomized (i.e., no versus yes), before examining whether these negative thoughts
and feelings (Time 1) predicted changes in internalizing and externalizing problems one
year later (Time 2) with separate regression analyses. In these longitudinal analyses, we
controlled for the problem behavior at Time 1, as previous behavior is often the best
predictor of current behavior. The analyses for externalizing problems were conducted
with a sample size of 30, as one adolescent had a missing value for externalizing
problems at Time 1. Because of the small sample size, we also report p-values < .10
for all analyses.

Results
Thoughts and Feelings: Worry, Guilt, Only one, and Shame

Frequency distributions for each negative thought or feeling are displayed in Table 2.
At Time 1, 58.0% of the adolescents reported to worry at least sometimes about their
parent, whereas only 12.9% reported to (sometimes) feel guilty, 12.9% reported to
(sometimes) have the feeling of being the only one having a parent with mental illness,
and 9.7% reported to be (sometimes) ashamed about their parent.
Adolescents’ mean score on internalizing problems was 8.94 (SD = 7.09) at Time 1 and
9.48 (SD = 6.90) at Time 2. On externalizing problems, adolescents reported a mean
score of 6.97 (SD = 5.82) at Time 1 and 5.93 (SD = 5.45) at Time 2. Paired-samples
T-tests showed no significant differences over time between mean levels of internalizing
(t(1,30) = -.58, p = .569) and externalizing problems (t(1,29) = 1.60, p = .120).

The Association between Negative Thoughts and Feelings and Problem
Behavior at Time 1 and at Time 2

Correlations between the main variables are presented in Table 3. These bivariate
associations showed that at Time 1, adolescents’ feelings of guilt were positively related
to internalizing and externalizing problems. Feelings of shame were positively related to
internalizing problems, whereas feelings to be the only one with a parent with mental
illness problems were positively related to externalizing problems. Worrying about their
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Table 4
Separate Regression Analyses examining the Predictive Effect of Negative Thoughts and Feelings (Time 1)
on Internalizing Problems (Time 2) (n = 31)
Internalizing problems Time 2
Predictors Time 1
Step 1

β

.56***

.71***

Internalizing problems T1

Negative Thoughts and Feelings as Risk Factors for Changes in Problem
Behavior (Time 2)

Step 2a

Longitudinal analyses were conducted to examine whether negative thoughts and
feelings at Time 1 could predict changes in internalizing (see Table 4) and externalizing
(see Table 5) problem behavior between Time 1 and Time 2. Results showed that worry
predicted an increase in internalizing problems one year later, and feelings of being the
only one was a marginally significant predictor of an increase in internalizing problems
over time. For externalizing problems, feelings of guilt were found to be marginally
significant in predicting increased aggressive and rule-breaking behavior one year later.

Worry

.10*

.32*

Guilt

.00

.04

Only one

.05†

.23†

Shame

.02

.14

Beta and R² were calculated in separate regression analyses for each predictor (dichotomous)
† p < .10, * p < .05, *** p < .001

a

Table 5
Separate Regression Analyses examining the Predictive Effect of Negative Thoughts and Feelings (Time 1)
on Externalizing Problems (Time 2) (n = 30)

Table 2
Frequency Distributions of Negative Thoughts and Feelings at Time 1 (n = 31)

Worry

∆R²

Externalizing problems Time 2

No, never

No, almost never

Yes, sometimes

Yes, most of
the times

Yes, always

1 (3.2)

12 (38.7)

13 (41.9)

5 (16.1)

0 (0.0)

Predictors Time 1
Step 1

∆R²

β

.65***

.81***

.01

Externalizing problems T1

Guilt

16 (51.6)

11 (35.5)

4 (12.9)

0 (0.0)

0 (0.0)

Only one

15 (48.4)

12 (38.7)

3 (9.7)

1 (3.2)

0 (0.0)

Worry

.00

Shame

20 (64.5)

8 (25.8)

3 (9.7)

0 (0.0)

0 (0.0)

Guilt

.05†

.25†

Only one

.01

.10

Shame

.00

.01

Step 2a

Note. Values represent N (%)
Table 3
Intercorrelations of the Main Variables
Measure

Beta and R² were calculated in separate regression analyses for each predictor (dichotomous)
† p < .10, *** p < .001

a

1

2

3

4

5

6

7

1. Worry (T1)

-

2. Guilt (T1)

.20a

-

3. Only one (T1)

.40*a

.41*a

-

4. Shame (T1)

.09a

.31†a

.11a

-

5. Internalizing probems (T1)

.23a

.45*a

.11a

.37*a

-

6. Externalizing problems (T1)

.02a

.51**a

.32†a

.16a

.50**b

-

7. Internalizing problems (T2)

.40*a

.25a

.34†a

.35†a

.71**b

.45*b

-

8. Externalizing problems (T2)

.15a

.50**a

.19a

.26a

.54**b

.81**b

.54**b

a
Spearman’s rank correlation coefficient
† p < .10 * p < .05, ** p < .01

b

Pearson product-moment correlation coefficient

8

-
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parent with mental health problems was not associated with problem behavior at Time 1.
The correlations between negative thoughts and feelings at Time 1 and problem behavior
at Time 2 showed that worrying, and feelings of being the only one and shame were
positively related to internalizing problems one year later, while feelings of guilt were
positively related to externalizing problems one year later.
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To our knowledge, ours is the first study that examined whether self-reported negative
thoughts and feelings about parental mental illness (i.e., worry, guilt, being the only one,
shame) do not only relate to, but also predict changes in internalizing and externalizing
problems in a sample of adolescents.
Adolescents reported negative thoughts and feelings about their parent’s mental
illness. More than half of the adolescents reported that they worried about their parent
with mental illness. Fortunately, the other negative thoughts and feelings were less
common in our (mostly community based) sample of adolescents: relatively few (< 13%)
adolescents reported feelings of guilt, being the only one, and shame at Time 1.
Correlational analyses revealed that apart from worrying, the negative thoughts
and feelings were all related to more internalizing and/or externalizing problems of
adolescents with a parent with mental illness at Time 1. Van Santvoort and colleagues
(2013), who used an overall score for negative thoughts and feelings and used parentreported problem behavior, also showed this relation in children aged 8 to 12 years old.
Worrying, having the feeling to be the only one, and feelings of shame at Time 1
were positively related to internalizing problems one year later, and feelings of guilt were
positively related to externalizing problems one year later. When examining the effect
of negative thoughts and feelings on change over time by controlling for internalizing/
externalizing problems at Time 1, we found that worrying about the parent with mental
illness predicted more internalizing, but not more externalizing problems one year later.
Although the scores on internalizing problems at Time 2 were strongly predicted by
the scores on internalizing problems at Time 1 (i.e., explained variance of 56%), worry
explained an additional 10% of the variance. Adolescents who worry about their parent
to a greater extent are thus at increased risk of internalizing problems one year later,
such as feeling anxious or depressed, being withdrawn, or having somatic complaints.
A possible explanation for the predictive effect of worry on internalizing problems is
rumination. McLaughlin and Nolen-Hoeksema (2012) defined rumination as ‘a passive
pattern of responding to distress in which an individual thinks repetitively about his or
her upsetting symptoms and the causes and consequences of those symptoms without
initiating active problem solving to alter the factors causing distress’ (p.584; originally
described in Nolen-Hoeksema, 1991). Adolescents who worry about their parent with
mental illness, might react passively to the stressful family situation by worrying, without
actively doing something about it (e.g., finding support). In turn, rumination has already
been found to predict depressive (Broderick & Korteland, 2004; Burwell & Shirk, 2007;
Hankin, 2008; Nolen-Hoeksema, Stice, Wade, & Bohon, 2007) and anxiety symptoms
(McLaughlin & Nolen-Hoeksema, 2011b; Roelofs et al., 2009) in adolescents. Therefore,
rumination might explain why worry predicts internalizing problems of adolescents who
have a parent with mental illness.

Although only marginally significant (but still explaining an additional 5% of the variance
on top of the 56% explained by internalizing problems a year before), having the feeling
to be the only one with a parent with mental illness also predicted internalizing, and not
externalizing, problems over time. When adolescents feel they are the only one with a
parent with a mental illness, they might feel lonely and isolated because they do not
often talk about their family situation with others (Somers, 2007). Some studies did
not find a predictive effect of loneliness on depressive symptoms in adolescents (e.g.,
Lasgaard, Goossens, & Elklit, 2011), and others did (e.g., Witvliet, Brendgen, Van Lier,
Koot, & Vitaro, 2010). Future research should further examine this possible explanatory
mechanism in adolescents who have a parent with mental health problems.
The scores on externalizing problems at Time 2 were mainly predicted by the scores
on externalizing problems at Time 1 (i.e., explained variance of 65%). Differences in guilt
at Time 1 explained an additional 5% of the variance in externalizing problems. Guilt
was marginally predictive of more externalizing, but not more internalizing problems one
year later. The more adolescents think they are the cause of their parent’s problems, the
more they show acting out behavior such as aggression and rule-breaking one year later.
In previous literature, there is more evidence that guilt is associated with internalizing
problems than with externalizing problems (e.g., Harder, Cutler, & Rockart, 1992).
However, no previous studies specifically examined adolescents’ feelings of guilt about
being the cause of parental mental illness. It might be that adolescents who think they
are the cause of their parent’s problems feel frustrated about their incapacity to help their
parent. In turn, their feeling of powerlessness might lead to acting out behavior. Future
research is needed to further investigate this possible explanation.
Shame did not predict changes in internalizing or externalizing problems over time.
In the general adolescent population, shame has been associated with both internalizing
and externalizing problems (for a review, see Reimer, 1996). However, shame about
parental mental illness has not been examined yet in relation to adolescent problem
behavior and should be further examined.
Several limitations of our study should be noted. First, we had a small sample size.
Because of the low statistical power and because we therefore could not perform
multiple regression analyses, results should be interpreted cautiously. Future studies
with a larger sample size are needed to validate our results. Studies with a larger sample
size would also allow using multiple regression analysis in order to examine the unique
contribution of each negative thought or feeling. Next, the independent measures used
in this study were all single items. Future studies should use reliable measures consisting
of multiple items for each negative thought or feeling to improve reliability and provide
a more comprehensive picture of negative thoughts and feelings about parental mental
illness. Moreover, only direct relations between negative thoughts and feelings about
parental mental illness and problem behavior were examined. Several moderators and
mediators could play a role in these relations. For instance, it might be that negative
thoughts and feelings are only related to problem behavior when adolescents do not
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perceive much support from others or do not talk about their situation with others, so
perceived social support or communication can buffer this relationship. As previously
described, possible mediating variables could also play a role, such as rumination and
loneliness.
With regard to the practical implications, this study shows that sufficient attention
should be paid to negative thoughts and feelings about parental mental illness in
preventive interventions. It is important for adolescents to learn how to deal with these
negative thoughts and feelings. Several group-based interventions aimed at teaching
children adequate coping skills (e.g., using cognitive restructuring) already exist for
offspring of parents with major depression (e.g., Clarke et al., 2001; Compas et al., 2009;
Garber et al, 2009), which have been found to be effective in reducing internalizing and/or
externalizing problems (Siegenthaler, Munder, & Egger, 2012). Preventive interventions in
a peer group format with a specific focus on coping with negative thoughts and feelings
might be valuable for all adolescents who have a parent with mental illness, irrespective of
parental diagnosis. Future research is needed to examine how to best address negative
thoughts and feelings about parental mental illness in preventive interventions, given that
it is also still unknown when and what to tell at-risk youth to ensure that they receive
timely and developmentally appropriate information (Mordoch, 2010). For instance, from
what age on and how can you give children explanations about the cause, meaning, and
consequences of a mental illness so that they really understand that it is not their fault?
Despite these caveats and needs for further research, the results of the present
study indicate that negative thoughts and feelings about parental mental illness are
related to adolescent problem behavior and can be a risk factor for developing more
problem behavior. Attention to negative thoughts and feelings about parental mental
illness is needed both in prevention programs for adolescents who have a parent with
mental illness and in future research.

Chapter 6.
Summary and general discussion
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Summary of the studies
Study 1

The first study (described in Chapter 2) compared internalizing and externalizing problems
of adolescents who have a parent with mental illness (n = 124) with those of adolescents
who have parents without mental illness (n = 127), and examined the mediating role of
several family factors. The family factors that were studied were parental monitoring,
parental support, family cohesion, family expressiveness, and family conflict. Path
analyses were used to examine the direct associations between parental mental illness
and adolescent problems as well as the indirect relations via parent–child interaction and
family environment. We also tested whether the model differed for early (11-13 years
old) and middle (14-16 years old) adolescents and for boys and girls. Results revealed
that parents with mental health problems monitored their children less and provided less
support to their children than parents without mental health problems. Parents with a
mental illness also reported a more negative family environment (i.e., less cohesion, less
expressiveness, and more conflict) than parents without a mental illness. Adolescents
who have a parent with mental illness reported more internalizing and externalizing
problems than adolescents whose parents have no mental illness. Parental mental
illness was related to externalizing problems via parental monitoring. That is, parental
monitoring explained (mediated) the relationship between having a parent with mental
health problems and adolescents’ externalizing problems. The other family factors did
not mediate the relationship between parental mental illness and adolescent problem
behavior. No differences in the relationships were found between younger and older
adolescents, between boys and girls, and no differences were found when examining
differences in the relationships in four groups resulting from the interaction between
age and gender (i.e., early adolescent girls, early adolescent boys, middle adolescent
girls, middle adolescent boys). Our findings stress that it is important to pay attention to
parental monitoring in preventive interventions, since low parental monitoring increases
adolescents’ externalizing problems.
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This thesis aimed to advance knowledge about which factors might increase the
risk of developing internalizing and externalizing problems by adolescents who have
a parent with mental illness, and also which factors might protect these adolescents
from developing such problems. In particular, it aimed to examine individual, dyadic,
and family related risk and protective factors. The thesis contains four studies: (1) a
study examining family factors that explain the relationship between parental mental
illness and adolescent problem behavior, (2) a study examining the role of parentification
in the development of problem behavior, (3) a study examining individual, dyadic, and
family factors that promote adolescent mental health, and (4) a study examining the
relationship between negative thoughts and feelings about parental mental illness and
adolescent problem behavior.
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When adolescents live with a parent with mental health problems, they often make
an effort to support their family by partly taking over the parental role. Little is known
about the effect of this so-called parentification on the adolescents’ internalizing and
externalizing problems. The second study (presented in Chapter 3) examined this
effect cross-sectionally and longitudinally in a sample of 118 adolescents living with a
parent with mental health problems. In addition, this study examined if the stress that
adolescents perceived, could explain (mediate) the relationship between parentification
and problem behavior. Path analyses were used to examine the direct associations
between parentification and internalizing and externalizing problems, as well as the
indirect relations via perceived stress. The results showed that parentification was related
to both internalizing and externalizing problems of this group of adolescents. Longitudinal
analyses revealed that parentification predicted only internalizing problems one year
later. Parentification was related to adolescent internalizing and externalizing problems
via perceived stress, albeit only cross-sectionally. That is, adolescents’ perceived stress
explained (mediated) the cross-sectional relation between parentification and problem
behavior. These findings imply that parentification can be stressful for adolescents who
live with a parent with mental health problems, and that awareness of parentification
by mental health professionals is advised to help prevent adolescents from developing
internalizing problems.

Study 3

The third study (described in Chapter 4) examined several possible individual (child),
dyadic (parent-child) and family factors that could protect adolescents who have a
parent with mental health problems from developing internalizing and externalizing
problems. The individual factors that were studied were adolescents’ active and
passive coping strategies, and self-esteem. The dyadic (parent-child) factors that were
studied were parental monitoring, parental support, and adolescent’s self-disclosure.
The family factors that were studied were family cohesion, family expressiveness, family
conflict, and perceived family support. This was done cross-sectionally, to examine the
relationship between these possible protective factors and problem behavior, as well as
longitudinally, to examine whether these factors could protect these at-risk youth from
developing internalizing and/or externalizing problems two years later. In addition, we
examined whether the relationships between possible protective factors and problem
behavior were similar or different for adolescents who do and adolescents who do not
have a parent with mental health problems. In this study, 112 families with parental mental
illness and 122 families without parental mental illness participated. Of the individual
factors, the use of passive coping strategies and high self-esteem were both found to
be related to fewer internalizing and externalizing problems at the start of the study. Only
active coping strategies seemed to predict fewer internalizing, and not externalizing,

problems two years later. Of the dyadic factors, parental monitoring and adolescent’s
self-disclosure were related to fewer internalizing problems at the start of the study and
predicted fewer internalizing problems two years later. Only parental monitoring was
related to externalizing problems at baseline; no dyadic factor predicted externalizing
problems over time. None of the family factors was related to or predicted internalizing
or externalizing problems of these at-risk adolescents.
It was examined whether or not there were differences between families with, and
families without parental mental illness regarding the relationships between possible
protective factors and adolescent problem behavior. Results revealed that adolescents
with a parent with mental illness used a more depressive reaction pattern, had lower selfesteem, and more internalizing and externalizing problems than those without a parent
with mental illness. Parents with mental illness monitored and supported their children
less than their counterparts, and, in families with parental mental illness there was a
more negative family environment than in those without parental mental illness. Despite
these differences, the relationships between the protective factors and problem behavior
did not differ between these two groups; the strength of these relations is similar for both
groups. But, as adolescents with a parent with mental illness do report more problems,
and a more negative relation with their parent and family, it is important to intervene
especially in these at-risk youth. The results indicate that it may be important to include
a training of active coping strategies and to give extra attention to parental monitoring
and adolescent’s self-disclosure in preventive interventions for adolescents who have a
parent with mental illness.

Study 4

Children of parents with a mental illness might have negative thoughts and feelings
about their parent’s mental illness. For example, they can worry about their parent, think
they are the cause of their parent’s problems, feel ashamed of their parent, and have
the feeling to be the only one with a parent with mental illness. Attention is already
paid to these negative thoughts and feelings in preventive interventions. However, no
quantitative studies have been done to examine the relation between these negative
thoughts and feelings and problem behavior of adolescents. The fourth study (presented
in Chapter 5) examined these relations cross-sectionally and longitudinally in a sample of
31 adolescents with a parent suffering from mental health problems. The cross-sectional
results showed that negative thoughts and feelings about parental mental illness were
indeed associated with adolescent problem behavior. The longitudinal results showed
that worrying predicted internalizing problems one year later. Having the feeling to be
the only one tended (marginally significant) to predict internalizing problems over time as
well, and guilt tended (marginally significant) to predict externalizing problems one year
later. Feelings of shame did not predict adolescent problem behavior over time. These
findings suggest that it is important to keep addressing negative thoughts and feelings
about parental mental illness in preventive interventions.
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Study 2
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Families with Parental Mental Illness

As outlined above, many different variables were studied in relation to problem behavior
of adolescents who have a parent with mental illness. To summarize which risk and
protective factors were associated with and predictive of internalizing and externalizing
problems in these at-risk youth, results are presented in Figure 3 (internalizing) and Figure
4 (externalizing) below. These figures represent all the individual, parent-child and family
variables that were studied in this thesis in relation to internalizing and externalizing
problems. It should be noted that these figures present direct relations only, and do not
include moderation or mediation. For some relations we found stronger evidence than
for others. Therefore, different lines are used to present these relations: a thin line for
significant relations based on bivariate correlations only, a bold line for significant relations
based on cross-sectional analyses (i.e., structural equation modeling or regression
analyses including control variables), and an arrow for significant relations based on

Internalizing raw scores YSR

By including a control group of families without parental mental illness, we were able to
compare internalizing and externalizing problems between adolescents who have and
who do not have a parent with mental health problems. Ours is the first prospective study
in which these two groups were compared and our results revealed that adolescents
with a parent with mental illness reported significantly more internalizing and externalizing
problems than those with a parent without mental illness. As shown in Figures 1 and 2,
adolescents who have a parent with mental illness indeed reported more internalizing
(Figure 1) and externalizing (Figure 2) problems than their counterparts at all time points.
Apart from differences in internalizing and externalizing problems between adolescents
with and without a mentally ill parent, we also found differences between these groups
on the potential risk and protective factors that were studied. In Chapter 2 and Chapter
4, we found that parents with mental health problems monitored their children less, and
provided less support to their children than parents without mental health problems. In
these chapters, we also showed that the family environment of families with parental
mental illness was more negative (i.e., less cohesion, less expressiveness, and more
conflict) than in families without parental mental illness. In addition, adolescents who
have a parent with mental illness reported that they perceived less family support than
their counterparts (Chapter 4). Furthermore, the at-risk adolescents reported to use a
more depressive reaction pattern as coping mechanism and lower self-esteem than
those with mentally healthy parents (Chapter 4). To provide a complete overview of
similarities and differences between families with and without parental mental illness
on all potential risk and protective factors that were studied in this thesis (including
parentification and stress of Chapter 3), the baseline scores are presented in Table 1.
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Figure 1
Internalizing problems reported by adolescents who have a Parent with Mental Illness (PMI; n = 121) and
by adolescents without a Parent with Mental Illness (no PMI; n = 120). * p < .05, ** p < .01

Externalizing problems
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Externalizing raw scores YSR

Families with Parental Mental Illness versus Families without Parental
Mental Illness

Internalizing problems
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Figure 2
Externalizing problems reported by adolescents who have a Parent with Mental Illness (PMI; n = 118) and
by adolescents without a Parent with Mental Illness (no PMI; n = 120). * p < .05, ** p < .01, *** p < .001
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Overview of main findings
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PMI

No PMI

T-test

Child
22.15 (5.96)

24.09 (5.16)

-2.83**

Parentificationa

4.83 (3.10)

3.66 (2.30)

3.51**

Stressa

4.88 (2.70)

3.95 (2.31)

Active coping: confrontationa

15.02 (3.64)

15.20 (3.54)

-0.40

Active coping: seeking social supporta

13.18 (4.12)

13.93 (3.88)

-1.52

Passive coping: depressive reaction patterna

11.20 (2.89)

10.30 (2.75)

2.59*

Passive coping: avoidancea

16.59 (3.12)

15.82 (3.59)

1.87

Self-esteema

3.01**

Parent-child interaction
Parental monitoringb

40.88 (4.09)

42.54 (3.06)

-3.66***

Self-disclosurea

33.06 (8.32)

34.51 (8.09)

-1.44

Parental supportb

51.07 (5.91)

53.43 (4.38)

-3.58***

Family cohesionb

8.31 (1.94)

9.04 (1.48)

-3.32**

Family expressivenessb

8.36 (2.22)

9.57 (1.43)

-5.12***

Family

Family conflictb

4.49 (2.39)

3.71 (2.38)

2.60*

Family supporta

21.99 (5.62)

23.84 (4.83)

-2.89**

Note. Negative thoughts and feelings about parental mental illness were not assessed at Time 1,
and not completed by adolescents with mentally healthy parents.
a
based on all PMI families (n = 139)
b
based on PMI families in which the parent with mental illness completed the questionnaire (n = 124)
* p < .05, ** p < .01, *** p < .001

longitudinal analyses. No line or arrow between the factor and problem behavior means
that no significant relations were found in the studies reported in this thesis.
As can be seen in Figure 3, the child-related factors that were studied (i.e., selfesteem, parentification, negative thoughts and feelings about parental mental illness,
perceived stress, and coping strategy) all seemed to be related to or predictive of
internalizing problems in adolescents who have a parent with mental illness. Regarding
parent-child interaction, we found that parental monitoring and self-disclosure were
related to (changes in) internalizing problems. Apart from the subjective feeling of support
from the adolescents’ next of kin (i.e., family support), none of the family factors that
were studied were related to or predicted internalizing problems. Thus, of the factors
that we have measured in our study, especially the individual and parent-child related
factors seemed to be related to or predictive of internalizing problems in adolescents
who have a parent with mental illness. As for the predictive effects in particular, it seems
that maladaptive coping styles, taking over the parental role and negative thoughts and
feelings about parental mental illness can predict an increase in internalizing problems
over time. Furthermore, it seems that communication between parent and adolescent
is important: parents need to know where their child is and who they hang out with,
and adolescents need to tell their parents what is on their mind, in order to reduce
internalizing problems, such as feeling anxious or depressed, one or two years later.
The child-related factors that we studied did not only seem to be related to internalizing
problems, but also to externalizing problems (see Figure 4). Parental monitoring was the
only dyadic factor that was related to externalizing problems. None of the family factors
was related to externalizing problems in our sample of adolescents who have a parent
with mental illness. Only feelings of guilt tended to predict an increase in externalizing
problems over time. As we found hardly any other factors that predicted change in
externalizing problems over time, it seems that other factors might need to be taken
into account to predict externalizing problems (e.g., peer relationships; Laird, Jordan,
Dodge, Pettit, & Bates, 2001; Vitaro, Brendgen, & Tremblay, 2000).
While many factors were found to be related to internalizing and externalizing
problems cross-sectionally, far fewer variables predicted an increase or decrease in
internalizing and externalizing problems over time (i.e., one or two years later). One
possible explanation for this is that some relationships might be the other way around.
For example, internalizing problems could predict lower self-esteem instead of the
reverse (e.g., Rosenberg, Schooler, & Schoenbach, 1989). Another possible explanation
is that some variables, such as feelings, thoughts, and/or behaviors are not stable over
time. For example, perceived stress was measured by assessing feelings of stress in the
last month, and this does not necessarily predict problems more than one year later.
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Table 1
Means and Standard Deviations of Main Variables Divided by Families with a Parent with Mental Illness
(PMI; n = 139/124) and Families with Parents without Mental Illness (no PMI; n = 127) at Time 1
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Figure 3
Individual, parent-child, and family variables that were studied in this thesis in relation to internalizing problems

Level of evidence
correlational
cross-sectional

Family

longitudinal

Figure 4
Individual, parent-child, and family variables that were studied in this thesis in relation to externalizing problems
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Parental
mental illness

128

129
Specific limitations of the studies in this thesis were described in the previous chapters;
some general limitations of our studies are discussed below.

Study sample

Previous research already mentioned that recruiting families with parental mental illness is
very difficult (Heinrichs, Bertram, Kuschel, & Hahlweg, 2005; Hooven, Walsch, Willgerodt,
& Salazar, 2011), which we also experienced in our study. We ended up having to use five
different recruitment strategies. Difficulties with recruiting eligible families for the studies
presented in this thesis resulted in a heterogeneous sample, including both a clinical, but
mainly a community sample. Unfortunately, we lack detailed information about severity,
comorbidity, and chronicity of the various mental health problems reported by the
parents. Future research could explore differences in severity and chronicity of parental
mental illness, since these factors could have important influences on the development
of problems in offspring (e.g., Halligan, Murray, Martins, & Cooper, 2007). In addition, the
adolescents that were recruited from the previous study of Van Santvoort and colleagues
(2014) had already received a preventive intervention (i.e., support groups for children
of parents with mental illness and/or substance abuse) before the start of our study (n =
29 at Time 1). Although on the one hand it seems difficult to generalize our findings due
to the heterogeneity of the sample, on the other hand the sample of the present study
might resemble the population because of this heterogeneity. In the population, some
parents are in treatment, while a substantial proportion of parents with mental illness do
not receive any form of psychological treatment (Kessler et al., 2001).
The majority of the families with parental mental illness were recruited via schools.
This could have led to a selection bias. For instance, it might be that the parents included
in our study are the ones that are aware of the impact of their mental health problems
on their children, and are very interested in the positive development of their children.
Or it might be that the included parents do not have the most severe mental health
problems, because those with severe problems might not be motivated or able to
complete questionnaires. However, the families that were willing to participate in our
study are likely to be the ones that would be interested in intervention programs aimed
at preventing problems in their children.

Single informant

We used only one informant to measure the variables (either the parent or the adolescent).
Some of the studies presented in this thesis (Chapter 3 and 5) solely relied on adolescent
self-report, which could have resulted in shared-rater bias (Saudino, 2005). On the other
hand, we did avoid shared-rater bias in Chapter 2 and 4, by using parent-reported
measures of parent-child interaction and family environment, and adolescents’ reports
of internalizing and externalizing problems.

Parent-child interaction and family environment variables were mainly completed by
parents. Future research could include (more) information provided by the adolescents
on the interaction with their parents and their family, as they could perceive this
differently from their parents. Children might be more accurate than parents in objectively
assessing family relations (e.g., Gray & Steinberg, 1999), and the subjective experience
of adolescents might have more influence on their development than the actual parental
behavior or family environment (e.g., Steinberg, Lamborn, Dornbusch, & Darling, 1992).
Also, in families with parental mental illness, the parent-child interaction and family
environment variables were mostly completed by the parent with the mental illness.
Therefore, one could argue that the mental illness could have biased the results by
negative views related to the mental illness. Najman and colleagues (2001) for instance
found that mothers suffering from depression reported more child problems than the
children themselves. On the other hand, Maybery and colleagues (2009) found that
parents with mental illness did not report greater mental health concerns across all
categories of problem behavior of their children. Nevertheless, it is important for future
research to include multiple informants to limit effects due to informant biases.

Strengths
Despite several limitations, ours is the first study to examine a range of possible risk
and protective factors for developing internalizing and externalizing problems in an
understudied sample: adolescents who have a parent with mental health problems.
Adolescence is an important developmental period in which there is an increased risk
of first onset of internalizing and externalizing problems. This period full of changes on
the physical, cognitive and social-affective level might be even more challenging for
adolescents who have a parent with mental illness, as their lives can be very stressful.
With three measurement points, we were able to follow these adolescents over two
years. Using this longitudinal design, it was not only possible to examine relations crosssectionally, but also to examine which individual, dyadic, and family-related risk and
protective factors could really predict changes in problem behavior over time. In other
words, we were able to examine which factors could potentially prevent these at-risk
adolescents from developing more internalizing problems (i.e., anxiety, depression,
somatic complaints) and externalizing problems (i.e., aggression, rule-breaking behavior)
one or two years later.
We used prospective, instead of retrospective, data, with information provided
by both parents and adolescents. By utilizing a prospective design we were able to
examine change over time in adolescent internalizing and externalizing problems, and
to investigate which risk and protective measures that were assessed at the start of the
study could affect problem behavior over time.
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Limitations
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Practical implications
Several suggestions for preventive interventions for adolescents who have a parent
with mental illness can be made based on the studies presented in this thesis. In the
Netherlands, a wide range of preventive services is offered to support children of parents
with mental illness and their families (for all existing interventions in the Dutch prevention
program for these families, see van Doesum & Hosman, 2009). Some of the factors
that we found to be important in preventing adolescent problem behavior are already
discussed in the standardized interventions that exist in the Netherlands that target
our study sample (i.e., parents, adolescents, or both parents and adolescents; see
appendix), while other factors could get more specific attention based on our findings.
Regarding child-related factors, the active coping subscale ‘confrontation’ was found
to prevent internalizing problems two years later (Chapter 4). Interventions targeting at
the at-risk youth already include enhancing adaptive coping strategies. Based on the
results of this study it is valuable to discuss how to deal with stressful situations at home
by active problem-solving in specific. It is also important to discuss parentification with
these youngsters, as this taking over the role of the parent can predict internalizing
problems over time (Chapter 3). It is valuable both to give them recognition, and to
understand how stressful role reversal can be, such as the adolescent not being able to
be a child. Although it is important to discuss parentification with the youth themselves,
it might be advisable to discuss it in the presence of the parents, as most offspring
are loyal towards their parents (Boszormenyi-Nagy & Spark, 1973). They may not
want to talk about their duties at home when their parents are not around. Hence, it
is also important to make parents aware of the possible negative consequences for
children when they have many responsibilities at home as well. Parentification needs to
be discussed in child meetings, parent meetings, and especially in family meetings, in
order not to overburden children. For instance, attention for activating existing support
networks, such as other family members, to provide extra help when needed instead

of asking children could be discussed. Focus is needed as well on negative thoughts
and feelings about parental mental illness (Chapter 5); for worrying about the parent
and feelings of being the only one as they seem to predict internalizing problems over
time, and feelings of guilt as these seem to predict externalizing problems over time. In
the face-to-face and web-based intervention for children from age 16 years and older,
attention to these negative thoughts and feelings is already included. However, talking
about these negative thoughts and feelings might also be important for children under
the age of 16.
Besides suggestions for preventive interventions based on the child-related
factors that were found to have an effect on problem behavior, recommendations can
also be made based on our study results regarding parent-child interaction. Parentchild interaction is one of the main topics in the web-based preventive intervention
‘KopOpOuders’ (Van der Zanden et al., 2010), an intervention to improve parenting
skills of parents with mental illness. Although this intervention provides advice on parentchild interaction, such as to listen actively to your child, there is no special focus in the
program for parental monitoring in particular. Furthermore, in the parent meetings of
the play-and-talk groups, specific attention should be given to parental monitoring (i.e.,
parents knowing about their adolescents’ whereabouts, activities, and associations)
when providing parents with parenting advice and when involvement in their children is
discussed (Chapter 2 and Chapter 4). The other dyadic factor that we found to predict
changes in problem behavior over time is adolescent self-disclosure: adolescents
telling their parent what is on their mind (Chapter 4). In the Dutch psycho-education
family intervention (i.e., the Family Talk intervention developed by Beardslee and
colleagues), attention is already paid to communication between parents and children.
This communication is primarily about discussing the parental mental illness together.
As both parental monitoring and adolescent self-disclosure are important predictors of
positive development, it seems valuable to not only teach parents and adolescents how
to discuss the mental illness, but also teach them how to talk about life in general, like
who are the child’s friends and how is it going at school.
Apart from the practical implications regarding preventive interventions, our results
also provide knowledge for treatment in adult mental health care. The results of the
present thesis emphasize the importance of asking adult patients at the intake if they
have children living at home. To identify children at an early stage is important in order
to present them an overview of the available preventive services. In the Netherlands,
some mental health centers have developed a routine and mental health professionals
already ask all adult patients if they have children is already as part of their treatment.
Unfortunately, this is not the case in all centers yet, although a recently introduced Child
check (registration of children of patients; Dekker, Haagmans, Al, & Mulder, 2014) is a
good starting point to implement the routine in all mental health centers. The results
of this thesis show that, compared with those without parents with mental illness,
adolescents who have a parent with mental illness are indeed reporting more problem
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Many previous studies examined solely parental depression, using clinical samples,
while our study consisted mainly of a community sample with several parental mental
health problems. Our heterogeneous sample might therefore reflect the heterogeneous
population of parents with mental illness, and can also provide insight in important risk
and protective factors in these at-risk youth for preventive interventions, in which children
are grouped according to age and not according to parental mental illness.
Furthermore, we included a control group of families with parents without mental
illness, in order to examine whether there were differences in risk and protective factors
and in problem behavior between families with and without a mentally ill parent, and
to investigate whether the risk and protective factors were of similar influence on
internalizing and externalizing problems in both groups.
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Future research ideas
Below, several ideas are described for future research focusing on adolescents with
a parent with mental illness. These ideas include examining moderation, mediation,
interventions, and the use of other research methods in studying risk and protective
factors for internalizing and externalizing problems in adolescents who have a parent
with mental illness.

Moderation

Several risk and protective factors for adolescents’ internalizing and externalizing
problems were found in our study. However, it is not clear yet whether these risk and
protective factors are similarly related to problem behavior for all adolescents. Current
intervention programs for children of parents with mental illness are mostly standardized
programs offered to all children: apart from grouping children according to age, the
same intervention with the same elements is delivered. However, as Steer, Reupert, and
Maybery (2011) already noted, “one size fits all” does not apply to these at-risk youth,
as they all have different experiences and needs. Tailored prevention is needed; which
children are at high risk and need more help than a standard preventive intervention of
several sessions, and which children fare well and might only need a short web-based
intervention, specific parts of the standardized interventions, or no intervention at all?
Therefore, future research is warranted to investigate moderating variables on the
relationships we found, in order to know which adolescents are specifically at risk, but
also which of them are doing fine.
Many possible moderators exist. For instance, a possible moderator of the relationship
between stress and adolescent problem behavior is social support. Adolescents
who get little support (e.g., from siblings, a parent without mental illness, extended
family members, friends, teachers) might be more at risk to develop internalizing and
externalizing problems than those who receive much support from others. In Cohen
and Willss’ review study (1985), evidence was already found for the stress-buffering
hypothesis (i.e., social support can protect against developing problems due to stress).
In some more recent studies with adolescents, however, perceived social support from
others was not found to be a moderator in the relationship between perceived stress

and problem behavior (Bal, Crombez, Van Oost, & Debourdeaudhuij, 2003; Yarcheski
& Mahon, 1999). As previous research seems inconclusive and has not yet been done
with adolescents who have a parent with mental illness, future research could examine
the stress-buffering hypothesis in these at-risk youth. It is important to know if these
adolescents benefit from perceived social support, and if so, whether they benefit most
from certain types of social support (e.g., from friends, siblings), in order to focus on
enhancing these types of support in preventive interventions to lower adolescents’ risk.
The impact of the predictors on problem behavior could also be moderated by family
composition. For instance, parentification might have a stronger impact on adolescents’
problem behavior in single-parent families, because in these families there is no other
adult present to provide support and express appreciation of the adolescents’ caretaking
responsibilities. Also, the number of siblings might affect the relationship between
parentification and children’s outcomes. On the one hand, having many siblings might
result in having much support. On the other hand, when being the eldest child who
is taking over the parental role, it can be even harder when there are more younger
siblings to care for (Kelley et al., 2007). If future research would show that, for instance,
adolescents from single-parent families are at higher risk, extra attention should be paid
to finding support from outside the family.
Being the oldest child in the family, or having to take care of many brothers and
sisters, might be more harmful than being the youngest child who is taken care of by an
older sibling (Kelley et al., 2007). Moreover, adolescents living in a single parent family
might also have more caring responsibilities than those living in a two-parent family, in
which the healthy parent can still take responsibility for the household.
Apart from the abovementioned suggestions, several other possible moderators
could be included in future research (e.g., adolescents’ gender, IQ, EQ, personality) in
order to examine for which adolescents and in which situations the risk and protective
factors have the strongest effects on internalizing and externalizing problems.

Mediation

Future research is also needed to further explain why the risk and protective factors
are related to adolescents’ internalizing and externalizing problems (i.e., mediation).
For instance, it might be that rumination or loneliness mediates the relationship
between negative thoughts and feelings about parental mental illness and adolescents’
internalizing problems (as suggested in Chapter 5). In Chapter 4, where we examined
predictors of adolescent internalizing and externalizing problems, we cross-sectionally
and longitudinally investigated direct effects of risk and protective factors in families with
parental mental illness. Future research could look at mediating variables explaining these
effects. For instance, consistent with previous studies (e.g., Patterson, 1993), we found
a negative cross-sectional relationship between parental monitoring and externalizing
problems. Surprisingly, we also found that more parental monitoring predicted fewer
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behavior and score higher on several risk factors – they are at increased risk and should
get preventive support and early treatment when they need it.
Taken together, the results of the studies presented in this thesis seem to suggest
that interventions aimed at preventing problem behavior of adolescents who have a
parent with mental illness would benefit from including elements of both child-related
and parent-child related factors.
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Interventions

Most current interventions consist of several modules (see appendix), and aim at
changing several factors (e.g., increasing knowledge about mental illness combined with
training coping skills and increasing peer support). Most studies that have investigated
effectiveness of preventive interventions for families with parental mental illness (for
a review, see Siegenthaler et al., 2012) are aimed at examining the effectiveness of
the intervention as a whole. As a result, it is not clear yet what exactly works in the
intervention. It is important for future studies to examine the key elements of successful
interventions in order to have cost-effective interventions. Future research can investigate
this by assessing whether the proposed effective elements of the intervention change
during the intervention and whether this change can predict a change in problem
behavior (Hansen & McNeal, 1996). If it is established what works in which intervention,
one could also in future research combine effective elements of several interventions and
test these combinations.

Other research methods

Future research using other methods could provide further insight in the experiences of
children living with a parent with mental illness. An example of a method that can be used
to tap into their well-being more in-depth is Ecological Momentary Assessment (EMA).
EMA involves repeated sampling of current behaviors and experiences in real time in
the natural environment (Shiffman, Stone & Hufford, 2008) and therefore allows for a
more precise and real-time description of affective states (Ebner-Priemer & Trull, 2009).
In our study, adolescents were asked to provide information about internalizing and
externalizing problems in the past six months, which might make it difficult for them to
recall past feelings and experiences. It would not be practical to use long questionnaires
assessing internalizing and externalizing problems with EMA, but affective states and
rule-breaking behavior can be enquired into with several short questions (e.g., ‘How
happy are you at the moment?’). By having information about affective states at multiple
time points, it is possible to examine the dynamics of these affective states. It is also
possible to examine relationships in a shorter time frame. In our study, we found a crosssectional relationship between perceived stress and adolescent problem behavior, but did
not find a predictive effect of stress one year later. As it might be that the time between
the measurement waves of our study was too long to study this relationship, or that

problem behavior predicts stress instead of the other way around, one could examine the
longitudinal relationship between stress and adolescent well-being with EMA.
Observational methods could be a valuable tool to assess parent-child interaction.
For instance, parents and adolescents could be asked to discuss topics such as
school, homework and friends and free time at home. These discussions could be
videotaped, and a coding system, such as the Specific Affect Coding System (SPAFF;
Coan & Gottman, 2007) could be used to determine if parents and adolescents use
mainly positive affect (e.g., interest, affection) or mainly negative affect (e.g., criticism,
defensiveness) in their communication, and how this relates to and predicts problem
behavior.

Concluding remarks
With this thesis, more insight has been gained into several risk and protective factors
for (developing) internalizing and externalizing problems in an understudied sample of
adolescents who have a parent with mental illness, using both cross-sectional and
longitudinal data. The results showed that adolescents with a mentally ill parent reported
more internalizing and externalizing problems than those without a mentally ill parent.
The studies in this thesis also showed that both child-related factors and parent-childrelated factors played an important role in internalizing and externalizing problems of
adolescents with a mentally ill parent. Preventive intervention programs could pay extra
attention to these factors, in order to reduce internalizing and externalizing problems of
these at-risk youth. Future research is needed to further detail the risk and resilience
profiles of these at-risk youth.

Chapter 6 | Summary and general discussion

internalizing problems two years later. To explain why parents’ knowledge of the
adolescents’ whereabouts, activities, and associations can predict fewer anxious or
depressed feelings and/or somatic complaints, possible mediators could be examined
in future research (e.g., time spent with parents, parents’ attention, feeling secure).
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Preventive interventions currently available in the Netherlands for parents with mental
illness and/or their adolescent children

Program

Play-and-talk
groups
(face-to-face)

Support groups
for adolescents
(face-to-face)

‘Kopstoring’
(web-based)

‘KopOpOuders’
(web-based)

Survivalkid
(web-based)

Target population

Aims

Description

Children
(12-16 yrs)

Decrease risk factors and strengthen
protective factors by breaking through
social isolation and the taboo, fostering mutual recognition, decrease the
burden, and stimulating and searching
for social support

Children receive information about the
problems of their parents, get social
support from the group, and are trained
in strategies to enhance their competence in coping with the problems of
their parents (1 interview with parent
and child, 8 child group meetings, 2
parent group meetings)

Children
(16-23 yrs)

Decrease risk factors and strengthen
protective factors breaking through
social isolation and the taboo, fostering mutual recognition, decrease the
burden, and stimulating and searching
for social support

Similar as in the play-and-talk groups.
Program content is flexible and chosen
in consultation with the participants.
Common topics: heritability, feelings of
guilt and shame, feeling responsible for
the parent, leaving home, making plans
for the future (8 child group meetings)

Improving the mental health of
children, educate children about their
parent’s illness, and create understanding between children and parents

Themes include describing the
situation at home and roles in the
family; thoughts, feelings, and selfblame; questions about addiction and
mental problems; coping with different
behaviors; parentification; using
social network; leading your own life;
preparing for your own future (8 chat
sessions)

Parents

Support both parents in
raising their children

Topics: the role as a parent, the impact
of parental problems on children,
feelings of guilt and shame, what is
good-enough parenting, wat practical
pedagogical support is available,
oppurtunity to exchange experiences
between participants (8 sessions)

Children
(12-24 yrs)

Provide children opportunities to find
support and communicate with others
any time they feel the need

Survivalkid provides a secluded virtual
platform with personalized feedback,
psycho-social education, a message
board, monitored chat groups and
opportunities for private chats with a
professional

Children
(16-25 yrs)

Appendix

Appendix

140
Program

Child Talks
(face-to-face)

Psychoeducational
family
intervention
(face-to-face)

Target population

Parents and children
(0-23 yrs)

Parents and children
(4-21 yrs)

Aims

Description

Improving the children’s coping skills
and offering them emotional and
social support, improving the parent’s
competence by increasing their
awareness of their children’s perspectives, and informing them of the
consequences that a parent’s mental
illness may have for the children

A routine service of mental health
services after the intake of each
adult patient who has children living
at home. Conversations with trained
mental health professional. After the
conversations, advice is offered about
the additional help and support that is
available (1 parent meeting, 2 family
meetings)

Start a process of communication
between the family members about
the parent’s mental illness

Parents report the history of their
situation, are taught about improving
the resilience and strength of their
children, and concerns are discussed.
Information is provided to the children
and their concerns are discussed. In
a whole-family meeting, the mental
illness, a shared coping strategy, and
positive steps to promote healthy child
functioning are discussed (6 to 8 family
meetings; first with parents, then with
children, then together)
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