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Paternal Depressive Symptoms and Child Behavioral
or Emotional Problems in the United States

WHAT’S KNOWN ON THIS SUBJECT: Much is known about the
effects of maternal depression on child health and function. In
stark contrast, virtually nothing is known about the association of
paternal mental health problems and depression and child
functioning.

WHAT THIS STUDY ADDS: This study revealed an independent
association between fathers’ mental health problems and
depressive symptoms and increased rates of child emotional and
behavioral problems among a large nationally representative
sample of children in the United States.

abstract
BACKGROUND: The negative effects of maternal mental health prob-
lems on child health are well documented. In contrast, there is a pro-
found paucity of information about paternal mental health’s associa-
tion with child health.

OBJECTIVE: To investigate the association of paternal mental health
problems and depressive symptoms and children’s emotional or be-
havioral problems.

METHODS: We analyzed Medical Expenditure Panel Survey data, which
included a representative sample of US children (N� 21 993) aged 5 to
17 years and their mothers and fathers. The main outcome measure
was child emotional or behavioral problems assessed by using the
Columbia Impairment Scale.

RESULTS: Paternal depressive symptoms, as assessed using the Pa-
tient Health Questionnaire–2, and mental health problems, more gen-
erally, assessed by using the Short-Form 12 Scale, were independently
associated with increased rates of child emotional or behavioral prob-
lems even after controlling for numerous potential confounders in-
cluding maternal depressive symptoms and other mental health prob-
lems. The adjusted odds ratio (aOR) for emotional or behavioral
problems among children of fathers with depressive symptoms was
1.72 (95% confidence interval [CI]: 1.33–2.23) and the aOR associated
with abnormal paternal scores on the mental component scale of the
Short-Form 12 was 1.33 (95% CI: 1.10–1.62) for those within 1 SD below
average and 1.48 (95% CI: 1.20–1.84) for those�1 SD below average.

CONCLUSIONS: To the best of our knowledge, this is the first study to use
a representative US sample to demonstrate that living with fathers with
depressive symptoms and othermental health problems is independently
associated with increased rates of emotional or behavioral problems of
children. Pediatrics 2011;128:1126–1134
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An extensive amount of literature doc-
uments the adverse effects of mater-
nal depression and other mental
health problems on the mental and
physical well-being of children. Studies
have shown thatmaternal postnatal psy-
chiatric issues, including anxiety and de-
pression, negatively affect crucial early
mother-child interactions, thereby in-
creasing the risk of mental health disor-
ders in children.1–5 Numerous other
studies have highlighted the associa-
tion between maternal mental health
problems across childhood and its
detrimental effects on children’s men-
tal health and physical functioning.6–12

In stark contrast, there is a paucity of
literature regarding the association
between paternal depression and
other mental health problems and
child health and functioning.13–25 The
limited amount of research literature
that does exist focuses, in large part,
on postpartum paternal depression,
suggesting an association between
postpartum paternal depression and
poor childhood outcomes.26 However,
studies investigating paternal mental
health outside the newborn period
have tended to use small and often
atypical samples from which it is diffi-
cult to generalize to the population at
large, although they too tend to sug-
gest a similar association between fa-
thers’ mental health and child out-
comes.14–25 Given that mothers spend
substantially more time in direct inter-
action with their children than do fa-
thers, it seems reasonable to hypothe-
size that maternal mental health
problems would be associated with
higher rates of children’s emotional or
behavioral problems than paternal
mental health problems would be.
Similarly, the literature on the high
concordance between mothers’ and
fathers’ mental health and the trans-
mission of depression within families
might suggest that mental health
problems in general, and depression

in particular, when occurring in both
mothers and fathers in the same fam-
ily, is associated with even higher
rates of child emotional or behavioral
problems.27–29

This article reports the findings of
analyses conducted using a large, na-
tionally representative sample of the
US population to evaluate the following
3 hypotheses: first, that children of fa-
therswithmental health problems and
depressive symptoms have higher
rates of emotional or behavioral prob-
lems; second, that the rates of such
problems are lower among children
with fathers who have mental health
problems than among children with
mothers with these problems; and
third, that rates of emotional or behav-
ioral problems are highest among chil-
dren who have both mothers and fa-
therswithmental health problems and
depressive symptoms.

METHODS

Data Source

Data were used from the Medical Ex-
penditure Panel Survey (MEPS), 2004–
2008. MEPS, a nationally representa-
tive survey of the US civilian,
noninstitutionalized population, is co-
sponsored by the Agency for Health-
care Research and Quality and the Na-
tional Center for Health Statistics, and
has been conducted annually since
1996.

Households participating in the MEPS
were selected from those that partici-
pated in the National Health Interview
Survey in the previous year. Data for
each participating household were
collected during 5 interview sessions
over a period of 2 calendar years.
Trained interviewers, using computer-
assisted personal interviewing tech-
nology, conducted the interview in par-
ticipants’ homes. During each round,
typically the same adult respondent
was interviewed about the health and
health care of the household on behalf

of the entire household. The Household
Component of the MEPS, which was
the primary source of data for this
study, contains sociodemographic and
health-related information about the
families.30 Additional information was
taken from the supplemental sections
of the MEPS. All data collected were
weighted and annualized to create na-
tional estimates. A detailed descrip-
tion of the MEPS is available on its Web
site (www.meps.ahrq.gov).

Study Variables

Emotional and Behavioral Problems

The behavioral or emotional function-
ing of children was assessed using the
Columbia Impairment Scale (CIS), a 13-
item parent report scale summarized
in Table 1. It is administered by a lay
interviewer, has been found to have
good reliability and validity, and corre-
lates well with clinicians’ scores on the
Children’s Global Assessment Scale,
mental health service referrals, and
school difficulties. It has been used in a
number of previous studies.31–33 The
CIS was administered to adult respon-
dents of participating households for
all children ages 5 to 17 years living in
those homes. Respondents were
asked, “In general, how much of a
problem do you think [person] has

TABLE 1 Items of the CIS

How much of a problem does child have with
Getting along with mother
Getting along with father
Feeling unhappy or sad
His or her behavior at school
Having fun
Getting along with adults
Feeling nervous or afraid
Getting along with brothers or sisters
Getting along with other kids
Getting involved in activities like sports or
hobbies
His or her schoolwork
His or her behavior at home
Staying out of trouble

Respondents rated each of the 13 items on a scale from 0
(no problem) to 4 (a very big problem). Questions not ap-
plicable for a specific child were coded as “asked, but
inapplicable.”31
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with [each of the 13 items on the CIS].”
Responses to each item ranged from 0
(no problem) to 4 (a very big problem),
with the summated score ranging
from 0 to 52. CIS scores of �16 indi-
cate that the child has a behavioral or
emotional problem.28 All 13 items on
the CIS were answered in 92.12% of
cases; in 4.40% of cases, 1 itemwas not
answered; in 0.58% of cases, 2 items
were unanswered; in 0.11% of cases, 3
to 5 items were unanswered; 11 items
were left unanswered in 0.01% of cas-
es; and all 13 items were not com-
pleted in 2.78% of cases.

Imputed mean scores were used to as-
sign values to missing CIS items, con-
sistent with previous studies.32 The CIS
measures the presence of emotional
problems, behavioral problems, or
both in a given child; because of its uni-
factorial nature, the CIS cannot dis-
criminate between these 2 problems.
Hence, CIS scores �16 indicate emo-
tional or behavioral problems in the
children or adolescents. Elevated
scores could indicate problems either
with emotional or behavioral prob-
lems, or both.

Child and Family Characteristics

Covariates and potential confounders
included child age, gender, race/eth-
nicity, and whether the child was living
with a smoker(s). Child age was di-
vided into school-aged (aged 5–11
years) and adolescents (aged 12–17
years). For parents, variables investi-
gated included paternal and maternal
mental and physical health, paternal
and maternal depressive symptoms,
smoking status, and paternal and ma-
ternal educational achievement.

Parental Physical and Mental Health

Maternal and paternal physical and
mental health were investigated using
the Physical Component Scale (PCS)
and Mental Component Scale (MCS) of
Short-Form 12 (SF-12). The SF-12 is a
12-item self-report measure of health

that has been well validated and well
studied in the general population, as
well as in specific populations with
physical (eg, arthritis, diabetes, myo-
cardial infarction) and mental health
(eg, depression, anxiety) issues.34–37

PCS and MCS scores range from 0 to
100, with lower scores indicating
worse health. Mean scores and SDs
were calculated for both the PCS and
the MCS, and scores were categorized
as (1) average or above average, (2)
within 1 SD below average, and (3)�1
SD below average.

Parental Depressive Symptoms

Maternal and paternal depressive
symptoms were analyzed using the Pa-
tient Health Questionnaire–2 (PHQ-2).
The PHQ-2 is an abbreviated, self-
administered form of the Primary Care
Evaluation of Mental Disorders in
which patients are asked 2 questions
based on depressive symptoms and
anhedonia.38 These questions are in-
tended to be used for depression
screening and are not equivalent to a
Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition diag-
nosis of depression. PHQ-2 scores
range from 0 to 6, and a cutoff of�3 is
used for screening for clinically sig-
nificant depression.38 The specificity
of the PHQ-2 has been found to be
high (0.92), with a much lower sensi-
tivity (0.61) when compared with the
Composite International Diagnostic
Interview.39 PHQ-2 scores �3 have
been found to have a sensitivity of
0.74 and a specificity of 0.75 when
compared with those who have met
the Diagnostic and Statistical Man-
ual of Mental Disorders, Fourth Edi-
tion criteria for major depression,
and a sensitivity of 0.96 and specific-
ity of 0.82 among those who meet the
criteria for major depression using
the PHQ-9 test, a more extensive ver-
sion of the PHQ-2 test.40

Sample Selection

The MEPS 2004–2008 contains infor-
mation on�35 708 children aged 5 to
17 years and their families. Younger
children were excluded because CIS is
not valid for children younger than 5
years. The following inclusion criteria
were applied: children aged 5 to 17
years who were members of 2-par-
ent households (including biological,
adoptive, or stepparents), in which
there was available data for child CIS
items, and parental MCS and PCS
scores. Of the potential 35 708 chil-
dren, 13 020 were living in single-
parent households or homes with no
parent and thus did not fit eligibility
criteria, 198 children were excluded
because of missing maternal or pater-
nal data (ie, there were missing data
for a father or a mother on the SF-12),
and an additional 497 children were
excluded because the survey inadver-
tently failed to provide them with
“weights” needed to adjust for the
sample’s complex sampling design.
Thus, the final sample size was 21 993
children and their mothers and
fathers.

Statistics and Data Analyses

The associations between emotional
or behavioral problems (CIS�16) and
age, gender, race, parental mental and
physical health, parental depressive
symptoms and smoking status, living
with smoker(s), and parental educa-
tion first were examined in bivariate
analyses using �2 tests. All variables
included in the bivariate analyses
were included in the multivariate anal-
yses. For multivariate analyses, logis-
tic regression analyses were used to
assess the independent associations
between CIS scores�16 and the afore-
mentioned child and parental charac-
teristics. All analyses were conducted
by using SAS software (SAS Institute,
Inc, Cary, NC), and the complex sam-
pling design was adjusted for by using
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SUDAAN software (Research Triangle
Institute, Research Triangle Park, NC),
which enables assessment of national
inferences.41

RESULTS

Results of bivariate analyses (Table 2)
reveal that all child, and most mater-
nal and paternal characteristics, as-
sessed were significantly associated
with childhood behavioral or emo-
tional problems. Worse maternal and
paternal MCS scores were each asso-
ciated with increased rates of these
child problems, as was true for chil-
dren whose mothers and fathers had
PHQ-2 scores suggestive of depressive
symptoms. Rates of such child prob-
lems were substantially higher when
mothers had abnormal scores than
when fathers had abnormal scores
(eg, 15.5% of children had elevated CIS
scores when their fathers had PHQ-2
scores suggestive of depressive symp-
toms, whereas 19.9% had such prob-
lemswhen their mothers had evidence
of depressive symptoms). Rates of
child behavioral or emotional prob-
lems did not vary by whether the fa-
ther, mother, or another household
member was the respondent (9.7%,
8.2%, and 8.4%, respectively; P� .13).

Table 3 summarizes the results of mul-
tivariate analyses. Older children,
boys, and white children all had in-
creased rates of elevated CIS scores.
Although poor maternal physical
health was associated with an in-
creased risk of elevated CIS scores, no
such association was found for pater-
nal physical health. Scores suggestive
of mental health problems on the MCS
and scores suggestive of depressive
symptoms on the PHQ-2 for both fa-
thers andmothers were each indepen-
dently associated with increased rates
of children’s elevated CIS scores. The
adjusted odds ratio (aOR) was 1.33
(95% confidence interval [CI]: 1.10–
1.62) for paternal MCS scores within 1

TABLE 2 Factors Associated With Childhood Behavioral or Emotional Problems in Bivariate
Analyses, MEPS 2004–2008 (N� 21 993)

n % of CIS� 16 (Weighted) P

7.46
Age, y �.0001
5–11 12 197 5.55
12–17 9796 9.73
Gender �.0001
Male 11 187 8.43
Female 10 806 6.47
Race/ethnicity �.0001
White (non-Hispanic) 9621 8.88
Black (non-Hispanic) 2461 6.29
Hispanic 8139 4.24
Asian/Pacific Islander (non-Hispanic) 1086 2.94
Living with smoker(s) �.0001
Yes 6607 10.15
No 15 386 6.39
Paternal PCS score �.0001
Average or above average 12 541 6.31
Within 1 SD below average 4064 8.19
�1 SD below average 5388 9.79
Paternal MCS score �.0001
Average or above average 11 071 5.42
Within 1 SD below average 5052 8.96
�1 SD below average 5870 10.37
Maternal PCS score �.0001
Average or above average 13 781 6.05
Within 1 SD below average 4758 9.75
�1 SD below average 3097 10.70
Maternal MCS score �.0001
Average or above average 12 442 4.67
Within 1 SD below average 5806 10.57
�1 SD below average 3745 12.90
Paternal depressive symptoms (N� 19 180)a �.0001
No 17 939 6.95
Yes 1241 15.50
Maternal depressive symptoms (N� 20 286)a �.0001
No 18 491 6.60
Yes 1795 19.92
Paternal smoking (N� 19 221)a .0005
Yes 4064 9.36
No 15 157 6.89
Maternal smoking (N� 20 302)a �.0001
Yes 2834 13.11
No 17 468 6.60
Paternal education (N� 21 247)a .0183

�High school degree 6411 6.91
High school degree/GED 6470 8.61
�Bachelor’s degree 8866 6.99
Maternal education (N� 21 913)a .2281

�High school degree 6229 7.06
High school degree/GED 6057 8.27
�Bachelor’s degree 9627 7.18
Responder to CIS .1318
Father 3714 9.66
Mother 17 019 8.24
Other 577 8.44

a Sample for bivariate analyses was based on children aged 5 to 17 years living in a 2-parent household with child CIS data
and parental MCS and PCS scores. Thus, the number of subjects with information for PHQ-2 on parental depressive
symptoms, as well as parental smoking status and parental education, is different from the total number of subjects used
in the bivariate and multivariate analyses.
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SD below average and 1.48 (95% CI:
1.19–2.84) for scores�1 SD below av-
erage. For mothers, the aOR was 2.15

(95% CI: 1.79–2.59) for those with MCS
scores within 1 SD below average and
3.31 (95% CI: 2.68–4.09) for those with

scores �1 SD below average. Simi-
larly, the aOR for elevated CIS scores
associated with elevated paternal
PHQ-2 scores was 1.70 (95% CI: 1.34–
2.17), and for mothers, the aOR was
3.02 (95% CI: 2.48–3.72). Of note, as
was true for the results of bivariate
analyses, risks for child emotional or
behavioral problems did not vary by
whether the respondent was the
mother, father, or another household
member.

Not shown in tabular form are analy-
ses of the subset of the sample (12 671
children and their mothers and fa-
thers) that included data about family
income, which are available in MEPS
only from 2007 until the present, to al-
low for investigation of the possible in-
dependent association of paternal
mental health problems and depres-
sive symptoms and child emotional or
behavioral problems among those liv-
ing in poverty. Lower paternal MCS
scores were still significantly associ-
ated with increased rates of elevated
child CIS scores, as were PHQ-2 scores
suggestive of paternal depressive
symptoms.

Also not shown in tables are results
demonstrating that, among children
with fathers who had abnormal MCS
scores, those aged 12 to 17 years had
higher rates than those aged 5 to 11
years (12.14% vs 7.63%; P � .0001);
boys had higher rates than girls
(11.18% vs 8.21%; P � .0001); and
white non-Hispanic children (11.64%)
had higher rates than black non-
Hispanic (7.88%), Hispanic (5.38%),
and Asian/Pacific Islander children
(4.48%) (P � .0001) of elevated CIS
scores.

Figures 1 and 2 illustrate the relation-
ship between rates of child emotional
and behavioral problems and having
no parent, a father, a mother, or both a
mother and a father with abnormal
MCS scores and PHQ-2 scores, respec-
tively, suggestive of depressive symp-

TABLE 3 Factors Independently Associated With Childhood Behavioral or Emotional Problems in
Multivariate Analyses, MEPS 2004–2008

n aOR 95% CI

Age, y
5–11 12 197 1.000 —
12–17 9796 1.424 1.231–1.648
Gender
Male 11 187 1.000 —
Female 10 806 0.730 0.640–0.840
Race/ethnicity
White (non-Hispanic) 9621 1.000 —
Black (non-Hispanic) 2461 0.736 0.558–0.969
Hispanic 8139 0.479 0.366–0.628
Asian/Pacific Islander (non-Hispanic) 1086 0.279 0.163–0.479
Living with smoker(s)
Yes 6607 1.000 —
No 15 386 1.020 0.687–1.325
Paternal PCS score
Average or above average 12 541 1.000 —
Within 1 SD below average 4064 1.154 0.977–1.364
�1 SD below average 5388 1.222 0.986–1.514
Paternal MCS score
Average or above average 11 071 1.000 —
Within 1 SD below average 5052 1.333 1.097–1.621
�1 SD below average 5870 1.483 1.193–1.843
Maternal PCS score
Average or above average 13 781 1.000 —
Within 1 SD below average 4758 1.533 1.277–1.841
�1 SD below average 3097 1.762 1.350–2.299
Maternal MCS score
Average or above average 12 442 1.000 —
Within 1 SD below average 5806 2.150 1.786–2.588
�1 SD below average 3745 3.308 2.677–4.089
Paternal depressive symptoms (N� 19 180)a

No 17 939 — —
Yes 1241 1.703 1.339–2.167
Maternal depressive symptoms (N� 20 286)a

No 18 491 — —
Yes 1795 3.015 2.447–3.714
Paternal smoking (N� 19 221)a

Yes 4064 1.000 —
No 15 157 0.943 0.715–1.244
Maternal smoking (N� 20 302)a

Yes 2834 1.000 —
No 17 468 1.564 1.213–2.016
Paternal education (N� 21 247)a

�High school degree 6411 1.000 —
High school degree/GED 6470 1.161 0.898–1.501
�Bachelor’s degree 8866 1.098 0.834–1.445
Maternal education (N� 21 913)a

�High school degree 6229 1.000 —
High school degree/GED 6057 1.104 0.841–1.451
�Bachelor’s degree 9627 1.081 0.802–1.457
Responder to CIS Questionnaire
Father 3714 0.934 0.755–1.154
Mother 17 091 1.000
Others 577 0.870 0.487–1.555

a Sample for bivariate analyses was based on children aged 5 to 17 years living in a 2-parent household with child CIS data,
and parental MCS and PCS scores. Thus, the number of subjects with information for PHQ-2 on parental depressive
symptoms, as well as parental smoking status and parental education, is different from the total number of subjects used
in bivariate and multivariate analyses.
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toms. Thirty-nine percent had neither a
father nor mother with an abnormal
MCS score, 21% had a father alone
with an abnormal MCS score, 14% had
a mother alone with an abnormal MCS
score, and in 27% of cases both the
mother and father had abnormal MCS
scores. For each such category, it also
shows the percentage of children with
elevated scores on the CIS: 4% if nei-
ther parent scores abnormally on the
MCS, 6% if the father alone had an ab-
normal score, 10% if the mother alone
had an abnormal score, and 12% if
both mother and father had abnormal
scores. Figure 2 illustrates that 89% of
children had neither a mother nor a
father with a score suggestive of de-
pressive symptoms on the PHQ 2; 3%
had fathers and 5% have mothers
with such scores; and �2% lived in
homes with both mothers and fa-
thers with scores suggestive of de-
pressive symptoms. Elevated CIS
scores were found in 6% of children

with neither a mother nor a father
with scores suggestive of depressive
symptoms, 11% if the father alone
had such scores, 19% if the mother
alone had such scores, and 25% if
both the mother and the father had
scores suggestive of depressive
symptoms on the PHQ-2.

DISCUSSION

This study, from a sample of �22 000
children and their mothers and fa-
thers representative of the entire US
population, demonstrates that living
with fathers with depressive symp-
toms and other mental health prob-
lems is independently associated with
increased rates of emotional or behav-
ioral problems among school-aged
children and adolescents. The findings
also indicate that the risks of child
emotional or behavioral problems are
much greater if mothers, rather than
fathers, have such problems. Paternal
mental health problems are indepen-

dently associated with a 33% to 70%
increased risk, depending on how as-
sessed, whereas maternal mental
health problems are associated with a
50% to 350% increased risk. Most
striking, we believe, is the increase in
child emotional or behavioral prob-
lems when both parents have such
problems, with 25% of children living
in such homes having behavioral or
emotional problems.

These findings are especially concern-
ing given how common adult mental
health problems are, with lifetime
prevalence rates of 17% in women and
9% in men for major depression.42

Among men, rates of depression have
been found to be highest among those
who are single, socially isolated, un-
employed, have early-onset anxiety dis-
orders, are medically ill, or display
substance abuse.43,44 A comparable lit-
erature review on risks for depression
or other mental health problems

FIGURE 1
Childhood emotional or behavioral problems when parents have decreased MCS scores.
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among men who are fathers currently
does not exist.

Several smaller studies have investi-
gated the relationship of paternal and
child mental health, and they have re-
ported related findings among chil-
dren of different ages than those in the
study reported in this article.14–21 One
study found an association between
paternal depression and excessive in-
fant crying.45 Another study found that
children aged 9 to 24 months with de-
pressed fathers are more likely to
show speech and language delays,19,21

whereas another study reported that
children aged 2 years with depressed
fathers tended to be less compliant
with parental guidance.17 Among chil-
dren aged 4 to 6 years, paternal de-
pression has been found to be associ-
ated with increases in problems with
prosocial behaviors and peer prob-
lems.15 Only 1 other study we are
aware of was population based; it was

from England and investigated related
issues among much younger chil-
dren,23 demonstrating that both ma-
ternal and paternal depressive symp-
toms predicted increased child mood
and emotional problems at 6 and 24
months of age.

A number of studies suggest increased
rates of depression among children of
both mothers and fathers, as well as
grandparents, with major depressive
disorders,29 with virtually all using
small sample sizes. A recent meta-
analysis of data from 28 studies re-
vealed that paternal depression is as-
sociated with a significant decrease in
positive paternal parenting practices,
which may serve as a mechanism by
which depression is transmitted be-
tween generations.46 As noted else-
where, the literature is much more ex-
tensive regarding the effects of
maternal depression than of paternal
depression, and suggests that emo-

tional disorders can be transmitted via
the father or the mother to the off-
spring, but similar to the findings re-
ported in the present study, the risk is
much greater when mothers experi-
ence depression.

There are, of course, limitations to this
study. The cross-sectional nature of
these data limits the ability to infer
causal relations. In fact, it is possible
that child emotional or behavioral
problems lead to paternal and/or ma-
ternal mental health problems, al-
though the literature on maternal de-
pression and other aspects of
maternal mental health clearly indi-
cate that in most such cases it is ma-
ternal mental health that influences
child mental health.1–12 Large sample
sizes such as the 1 in this study some-
times result in statistically significant
findings that may not be clinically sig-
nificant, although this does not seem
to be the case in this study, as paternal

FIGURE 2
Childhood emotional or behavioral problems when parents exhibit depressive symptoms (PHQ-2 score).

1132 WEITZMAN et al
 at Asoc Espanola De Pediatria on December 26, 2011pediatrics.aappublications.orgDownloaded from 

http://pediatrics.aappublications.org/


mental health problems or depressive
symptoms were associated with con-
siderably increased risks of child emo-
tional or behavioral problems. Only 1
member per household answered
questions pertaining to all household
members, and this action may have in-
fluenced the validity of the findings.
Rates of child emotional or behavioral
problems, however, did not vary ac-
cording to whether the reporter was
the mother or the father. Also, these
data apply only to children living in
households in which both a mother
and a father are present, and cannot
be applied to the large number of situ-
ations in which fathers or mothers are
not living in the home with the child.

Because the CIS is a global measure of
impairment, these data cannot be
used to investigate particular aspects
of child emotional or behavioral prob-
lems, such as depression or anxiety,

and how they may vary by paternal
mental health status, and they apply
only to children ages 5 to 17 years. Fi-
nally, it must be reiterated that al-
though we refer to parental depres-
sive symptoms and mental health
problems, and to child emotional and
behavioral problems throughout the
article, the measures used to assess
these constructs were screening
scales notmeant for clinical diagnosis.

Despite these limitations, we believe
that the findings reported in this arti-
cle are of substantial clinical and pub-
lic health importance. A recent article
in the Journal of the American Medical
Association examined the health ser-
vices organizational implications of
the intergenerational transmission of
depression from parents to their off-
spring, highlighting the idea that suc-
cessful treatment of maternal depres-
sion helps alleviate depressive

symptoms in their children but only
once suggests that child mental health
benefits “might also flow from suc-
cessfully treating depressed fa-
thers.”47 The present study demon-
strates that paternal depressive
symptoms and other mental health
problems are also significantly associ-
ated with children’s emotional or be-
havioral problems; this finding raises
questions of great importance about
how to educate the health care work-
force about this, how to develop and
implement strategies to facilitate
identifying fathers with mental
health problems, and how to develop
referral systems and ways to reim-
burse for this vital work. There is
also a clear need for research to
identify mechanisms and other influ-
ences on child emotional or behav-
ioral problems and to identify, ad-
dress, and prevent them.
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