
 

 

 University of Groningen

Anxiety and Depression: Family Matters
Festen, Helma

IMPORTANT NOTE: You are advised to consult the publisher's version (publisher's PDF) if you wish to cite from
it. Please check the document version below.

Document Version
Publisher's PDF, also known as Version of record

Publication date:
2017

Link to publication in University of Groningen/UMCG research database

Citation for published version (APA):
Festen, H. (2017). Anxiety and Depression: Family Matters: Offspring Risk and Resilience, Prevention and
Treatment. [Thesis fully internal (DIV), University of Groningen]. Rijksuniversiteit Groningen.

Copyright
Other than for strictly personal use, it is not permitted to download or to forward/distribute the text or part of it without the consent of the
author(s) and/or copyright holder(s), unless the work is under an open content license (like Creative Commons).

The publication may also be distributed here under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license.
More information can be found on the University of Groningen website: https://www.rug.nl/library/open-access/self-archiving-pure/taverne-
amendment.

Take-down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Downloaded from the University of Groningen/UMCG research database (Pure): http://www.rug.nl/research/portal. For technical reasons the
number of authors shown on this cover page is limited to 10 maximum.

Download date: 24-05-2023

https://research.rug.nl/en/publications/35c80242-21f8-42bc-acff-a70ba485974c


Anxiety and Depression: Family Matters
Offspring Risk and Resilience, Prevention and Treatment  

Helma Festen



The research in this thesis has been funded by the Prevention program of the Netherlands 
Organization for Health Research and Development (ZonMw prevention, nr 120620024).

© Helma Festen, 2017
All rights reserved. No part of this thesis may be reproduced or transmitted in any form or 
by any means, electronic or mechanical, including photocopy, recording, or any information 
storage and retrieval systems, without written permission of the author.
 
Cover and lay-out: Marlies Bouman
Print: GVO drukkers & vormgevers B.V., Ede 
ISBN printed thesis: 978-90-367-9785-6 
ISBN e-book: 978-90-367-9784-9



Anxiety and Depression: Family Matters
Off spring Risk and Resilience, Prevention and Treatment

Proefschrift

ter verkrijging van de graad van doctor aan de
Rijksuniversiteit Groningen

op gezag van de
rector magni
 cus prof. dr. E. Sterken

en volgens besluit van het College voor Promoties.

De openbare verdediging zal plaatsvinden op

donderdag 1 juni 2017 om 12.45 uur

door

Helma Festen

geboren op 10 februari 1982
te Groningen



Promotor
Prof. dr. P. J. de Jong

Copromotor
Dr. M. H. Nauta

Beoordelingscommissie 
Prof. dr. E. S. Becker
Prof. dr. R. A. Schoevers
Prof. dr. P. M. Westenberg



Table of contents
Chapter 1 General Introduction 7

PART I: Preventing Anxiety and Depression in Offspring

Chapter 2 Preventing mood and anxiety disorders in youth: a multicenter
Randomized Controlled Trial (RCT) in high risk offspring of 
depressed and anxious patients 

29

Chapter 3 Parents’ perceptions on offspring risk and prevention of anxiety and 
depression: a qualitative study

51

Chapter 4 A first impression of professionals’ experiences with care for 
offspring of depressed and anxious patients: recommendations for 
clinical practice

79

PART II: Risk and Resilience

Chapter 5 The relationship between parent and offspring anxiety and 
depression: the mediating role of childhood emotional 
maltreatment and offspring implicit self-associations

89

Chapter 6 Children at high risk for anxiety and depression: heightened 
pessimism, lowered optimism, but no heightened negative implicit 
self-associations

111

PART III: The Role of Parents in their Children’s Treatment Success

Chapter 7 Temperament and parenting predicting anxiety change in cognitive 
behavioral therapy: the role of mothers, fathers, and children

133

Chapter 8 General Discussion 153

Nederlandse Samenvatting (Dutch summary) 167

References 179

Dankwoord 201

Curriculum Vitae & Publications 207





   HAPTER 1
General Introduction



8

Chapter 1

“My daughter (9 years old) is very sensitive, she can’t handle it when I raise my voice. So she cries 
quickly, she is anxious, and scared sometimes, not really of me, but of what could come”. … “She 
senses me really perfectly, my mood. And she notices when I don’t feel good about myself, then she’s also 
rebellious”. 

A mother (47), diagnosed with depression.

Anxiety and depression are mental problems that are highly prevalent and pose a huge burden 
on patients and their families. Children of parents with anxiety or depression are at high risk of 
developing these disorders as well. Starting point of this thesis (part I) was the challenge to design 
an intervention to prevent the development of anxiety and depression in children of patients 
with anxiety and depression, and to investigate its efficacy (the STERK study: Screening and 
Training: Enhancing Resilience in Kids). The focus of the STERK study was to screen offspring 
for increased high risk and to target specific modifiable risk factors in an individually tailored 
preventive intervention for high risk offspring. Additionally, parent perceptions regarding 
preventive activities for offspring of depressed and anxious patients were studied. Part II of this 
thesis will shed some light on offspring risk and protective factors for the development of anxiety 
and depression in childhood and adulthood. Finally, in part III, child and parent factors (such 
as parent and child temperament and parenting style), and their relation to negative and positive 
treatment outcome in childhood anxiety disorders will be examined.

In this introduction, I will argue the importance of prevention of anxiety and depressive 
disorders in offspring. In this light, anxiety and depressive disorder will be described, including 
their prevalence, characteristics, comorbidity, and burden of disease. Parental anxiety and 
depressive disorders as risk factor for anxiety and depression in offspring will be discussed, 
followed by an overview of studies evaluating preventive treatments for offspring. Additional risk 
factors for the development of anxiety and depression in offspring will be discussed, and clues 
for additional modifiable mechanisms of risk will be outlined. Furthermore, parent and child 
risk factors are discussed in light of their putative influence on treatment outcome in anxious 
children and adolescents. Finally, an outline of the chapters will be given. 
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1Background
Anxiety and depressive disorders

Anxiety disorders and major depressive disorder are highly prevalent mental disorders that tend 
to be persistent and recurrent, often co-occur, and pose a huge burden on patients (de Graaf, 
Bijl, Smit, Vollebergh, & Spijker, 2002; de Graaf, ten Have, van Gool, & van Dorsselaer, 2012; 
Kessler, Avenevoli, & Merikangas, 2001; Kessler, Chiu, Demler, Merikangas, & Walters, 2005). 
Anxiety and depressive disorders are defined in the Diagnostic and Statistical Manual of Mental 
Disorders (DSM, current version DSM-5, American Psychiatric Association, 2013). Per chapter, 
it will be outlined which anxiety and depressive disorders are studied. Since the studies in this 
thesis were carried about before 2013, the fourth version of the DSM was used (DSM-IV-TR, 
American Psychiatric Association, 2000).

The term anxiety disorders in this thesis is an umbrella term including different 
anxiety disorders such as panic disorder, agoraphobia, generalized anxiety disorder, specific 
phobia, separation anxiety disorder, and social anxiety disorder. Anxiety disorders differ 
from developmentally normative fear or anxiety by being excessive and persisting beyond 
developmentally appropriate periods. They differ from transient fear or anxiety (which is often 
stress-induced) by being persistent, occurring more days than not for at least 6 months. In 
anxiety disorders, anxiety and worry are associated with physical symptoms such as restlessness, 
fatigue, irritability, muscle tension or sleep disturbances. People with an anxiety disorder are 
avoidant of feared objects or situations, which leads to clinically significant interference with 
daily functioning. 

Depressive disorders in this thesis include major depressive disorder (including major 
depressive episode), and persistent depressive disorder (dysthymia). The common feature of 
all depressive disorders is the presence of depressive, sad, or empty mood, accompanied by 
somatic and cognitive changes that significantly affect the individual’s capacity to function. 
In children, mood can be irritable. People affected by depression lose interest in the activities 
they used to enjoy and can also be affected by physical symptoms such as disturbed sleep. In 
the DSM (2013), major depressive disorder is characterized by discrete episodes of at least 2 
weeks’ duration (although most episodes last considerably longer) involving 5 or more of the 
following symptoms: depressed mood, loss of interest or pleasure, change in weight or appetite, 
insomnia or hypersomnia, observed psychomotor retardation or agitation, loss of energy or 
fatigue, worthlessness or guilt, impaired concentration or indecisiveness, thoughts of death or 
suicidal ideation or suicide attempt. A more chronic form of depression, persistent depressive 
disorder (dysthymia), can be diagnosed when the mood disturbance continues for at least 2 years 
in adults or 1 year in children.
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Prevalence and persistence
In the Netherlands, anxiety and depressive disorders are the most common mental disorders, 
with 19.6% of the adult population reporting anxiety disorders and 18.7% reporting major 
depressive disorder during their lifetime (de Graaf et al., 2012), with 12-month prevalence rates 
of 10.1% and 5.2%. 

Most adult mental disorders have their onset in childhood or adolescence (Costello, 
Mustillo, Erkanli, Keeler, & Angold, 2003; Kim-Cohen et al., 2003). Also, anxiety and 
depressive disorders in childhood and adolescence often persist into adulthood (Kessler et al., 
2001). Anxiety and depression are highly prevalent in children and adolescents. In the general 
population, anxiety (Bernstein, Borchardt, & Perwien, 1996) and depression (Birmaher, Ryan, 
Williamson, Brent, & Kaufman, 1996) are comparatively common, with 9.9% and 9.5% of 
children developing any anxiety disorder or depressive disorder before age 16 (Costello et al., 
2003). In the Netherlands, among children ages 13-18, 6-month prevalence rates for any anxiety 
disorder are 23.5%, and for any mood disorder 7.2% (Verhulst, van der Ende, Ferdinand, 
& Kasius, 1997), with numbers being comparable to more recent and international findings 
(Kessler et al., 2012). Anxiety has an earlier age of onset (median age of onset: age 11 years), 
compared to depression (median age of onset: age 30 years; Kessler et al., 2005). 

Subclinical symptoms of anxiety in children and adolescents are associated with lower levels 
of well-being (Muris, 2006), and early-onset anxiety disorders are powerful predictors of the 
subsequent onset and persistence of other mental disorders (Kessler, Ruscio, Shear, & Wittchen, 
2010). Also, subsyndromal depression is a powerful predictor of subsequent onset of major 
depressive disorder (Angst, Sellaro, & Merikangas, 2000). Early onset anxiety and depression are 
often chronic and recurrent (Birmaher et al., 1996; Costello et al., 2003; Kessler et al., 2001).

Comorbidity between anxiety and depressive disorders
Research over the last few decades suggests considerable overlap among the various anxiety and 
depressive disorders (Kessler et al., 2005), which is already manifest in children (Costello et al., 
2003; Essau, 2003). This overlap is seen most clearly diagnostically, as evidenced by high rates of 
current and lifetime comorbidity (Kessler et al., 2005). There is increasing evidence that anxiety 
not only precedes and heightens the risk for subsequent depression (Essau, Karpinski, Petermann, 
& Conradt, 1998), but also results in a poorer course and prognosis of this subsequent mood 
disorder (Stein et al., 2001). Comorbidity is furthermore characterized by an earlier onset, more 
recurrence, and greater use of health care services including medication (Moffitt et al., 2007).

Also, there is considerable etiological overlap between anxiety and depression, meaning that 
the development of both can be influenced by a wide range of risk factors including genetic 
liability, parental psychopathology and other family factors, parenting, gender, temperament, 
and childhood adversity (Alloy, Abramson, Smith, Gibb, & Neeren, 2006; Goodman & Gotlib, 
1999; Murray, Creswell, & Cooper, 2009; Rapee, 2012). Moreover, (preventive) treatment for 
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depression has a significantly positive effect on anxiety and vice versa (Teubert & Pinquart, 2011; 
Weisz, McCarty, & Valeri, 2006). This last finding offers some support for the option to treat 
youth depression and anxiety with an intervention encompassing both emotional disorders (e.g., 
Barrett, Farrell, Ollendick, & Dadds, 2006; Farchione et al., 2012; Moses & Barlow, 2006). 

Burden of disease 
Burden of disease for both anxiety and depression is high. Among all mental health disorders, 
anxiety and depression represent the top 2 mental disorders with the most disability adjusted 
life years (DALYs) and also are the leading cause of years lived with disability (YLDs) worldwide 
(Whiteford et al., 2013). Anxiety and depression in adulthood are related to increased rates 
of unemployment, welfare assistance, lost productivity, and an extensive use of the health care 
system, resulting in extremely high economic health costs in adults (Greenberg et al., 1999; Rice 
& Miller, 1998). 

In childhood, anxiety and depressive disorders are associated with a wide range of psychosocial 
impairments, like low self-esteem, social impairment, and poor academic achievement (Bernstein 
et al., 1996; Birmaher et al., 1996; Kessler et al., 2001; Rapee, Kennedy, Ingram, Edwards, & 
Sweeney, 2005; Weissman et al., 1999). When compared with healthy controls, children with 
anxiety or depression are at risk of increased use of long-term psychiatric and medical services 
(Weissman et al., 1999), leading to high societal costs (Bodden, Dirksen, & Bögels, 2008; Lynch 
& Clarke, 2006). If left untreated, childhood anxiety and depression are also associated with 
significant risk of other psychological disorders (in both childhood and adulthood; Birmaher et 
al., 1996; Kessler et al., 2001; Weissman et al., 1999). 

Anxiety and depressive disorders in families 

Anxiety and depression run in families (for reviews see Hettema, Neale, & Kendler, 2001; Rice, 
Harold, & Thaper, 2002; Sullivan, Neale, & Kendler, 2000). In the Netherlands, 864.000 
parents meet the diagnostic criteria for a DSM axis 1 mental disorder annually (Bool, van der 
Zanden, & Smit, 2007). These parents have 1,600.000 children under the age of 22 (38.5%), 
900.000 of which are younger than 12 (35.6%), and over 400.000 are younger than 6 years 
of age (35.3%; Bool et al., 2007). Children of anxious and depressed parents are at 3-4 times 
greater risk of developing anxiety, depression, and other psychiatric disorders than children in 
the general population (see Figure 1.1; Hirshfeld-Becker et al., 2012; Lieb, Isensee, Höfler, 
Pfister, & Wittchen, 2002; Micco et al., 2009).

This means that while in the general population approximately 10% of children and 
adolescents develop an anxiety or depressive disorder before age 16 (Costello et al., 2003), up 
to 40% of children of depressed and anxious parents develop a depressive or anxiety disorder 
(Beardslee, Versage, & Gladstone, 1998; Hirshfeld-Becker et al., 2012; Micco et al., 2009; 
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Weissman et al., 2006).
In addition, offspring risk is diverse. Offspring of depressed or anxious parents are at risk for 

a number of different disorders. Children of anxious parents have greater risk for both anxiety 
and depressive disorders than children of healthy controls (ORs = 3.9, and 2.7 respectively; 
Micco et al., 2009). Children of depressed parents show an increased risk for depressive (OR = 
4.0; Rice et al., 2002; OR = 3.3; Weissman et al., 2006) and anxiety disorders when compared 
with controls (OR = 2.9; Weissman et al., 2006).

Furthermore, these percentages increase even further when taking additional risk factors into 
account. For example, in a large sample of adolescent offspring of depressed parents, additional 
factors that put offspring at high risk of anxiety or depressive disorder were studied (de Vries et 
al., 2002). Three factors were found to be associated with increased risk: female gender, having 
two affected parents, and suicide attempt(s) of one of the parents. Risk of developing anxiety or 
depression before age 20 increased from 24% in offspring without additional risk factors up to 
74% for those meeting two of three of the identified risk factors.  
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Figure 1.1. Rates of lifetime disorders at 10-year follow-up in offspring of parents with panic disorder or major depressive 
disorder or both, and in offspring of comparison parents (Hirshfeld-Becker et al., 2012)
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Besides the substantial risk for psychopathology, offspring of depressed or anxious parents 

are also more likely to exhibit general difficulties in functioning, increased social impairment, 
increased guilt, and interpersonal difficulties, as well as attachment problems (Beardslee et al., 
1998; Weissman et al., 2006). Parent depression or anxiety predict lower general assessment of 
functioning in offspring, both current and lifetime, greater risk for hospitalization, and lower 
academic achievements (Hirshfeld-Becker et al., 2012). Thus, offspring risk for both general and 
mental health problems is substantial. 

In conclusion

The results summarized here document that anxiety and depression are highly prevalent, and 
comorbid mental disorders, that often have their onset in childhood or adolescence and tend 
to persist into adulthood. Anxiety and depressive disorders are associated with a wide range of 
psychosocial impairments and an extensive use of the health care system, resulting in extremely 
high economic health costs. In addition, offspring of depressed and anxious parents are at 
increased risk for developing these and other mental health disorders (Beidel & Turner, 1997; 
Hirshfeld-Becker et al., 2012; Micco et al., 2009). Therefore, research on the prevention of 
anxiety and depression in offspring is of the utmost importance.
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Part I: Preventing anxiety and depression in offspring
Prevention of anxiety and depression

“There could be no wiser investment (in our country) than a commitment to foster the prevention of 
mental disorders and the promotion of mental health through rigorous research with the highest of 
methodological standards” (Mrazek & Haggerty, Institute of Medicine, 1994, p.483). 

The last two decades, a variety of programs has been developed to prevent anxiety and 
depression in children and adolescents. Primary preventive interventions can be defined as 
either universal, selective, or indicated (see Table 1.1, Mrazek & Haggerty, 1994). Universal 
interventions target whole population groups, selective interventions involve individuals 
identified as at risk of anxiety and depression, and indicated interventions target individuals 
identified with mild to moderate symptoms of anxiety or depression. 

The results of universal prevention programs (aimed at the general public without any 
predetermination of risk or vulnerability status, for example school programs) are disappointing 
for both anxiety and depression symptomatology (Horowitz & Garber, 2006; Sutton, 2007; 
Tak, Lichtwarck-Aschoff, Gillham, Zundert, & Engels, 2016; Teubert & Pinquart, 2011). Also, 
studies examining universal prevention are hardly feasible, as the number of subjects needed for 
sufficient power is very high (>10.000, Cuijpers, 2003). 

The more promising longitudinal results have been found in studies of indicated prevention 
(targeting children or adolescents with elevated symptoms; e.g., Simon, Bögels, & Voncken, 
2011; Sportel, de Hullu, de Jong, & Nauta, 2013) and selective prevention (targeting high risk 
groups who have not yet developed a mental disorder, e.g., offspring of depressed or anxious 
parents; for a review see Sutton, 2007). Combining indicated and selective prevention, for 
example by targeting offspring with elevated symptoms or additional risk factors, might even 
further increase statistical power and prevention efficacy (Cuijpers, 2003). 

Prevention of anxiety and depression in offspring 

Preventive interventions for anxiety and depression in offspring
Despite of the high risk in offspring of depressed and anxious parents, the number of randomized 
controlled trials testing the efficacy of selective and indicated prevention is very limited. To date, 
five randomized controlled prevention trials have specifically focused on preventing anxiety 
and depressive symptomatology in offspring of depressed or anxious parents (i.e., selective or 
indicated prevention; see Table 1.2). A recent systematic review and meta-analysis summarized 
the effectiveness of these (and other) preventive interventions (Siegenthaler, Munder, & 
Egger, 2012), and concluded that interventions to prevent mental disorders and psychological 
symptoms in the offspring of parents with a range of different mental disorders appear to be 
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effective. Of the 13 trials included, 6 studies examined the incidence in the child of the same 
mental disorder present in the parent, i.e., one study on opiate abuse and dependence (Haggerty, 
Skinner, Fleming, Gainey, & Catalano, 2008) and five studies on anxiety and depression 
(Beardslee, Wright, Gladstone, & Forbes, 2007; Clarke et al., 2001; Compas et al., 2009; Garber 
et al., 2009; Ginsburg, 2009). These 6 interventions decreased the risk of developing a mental 
disorder by 40% (combined relative risk 0.60, 95% CI 0.45-0.79, p = .001). The relative risk of 
the five RCTs specifically examining the incidence of anxiety or depressive disorders in children 
of parents with anxiety or depressive disorders, as calculated by Siegentaler et al. (2012), is 
displayed in Table 1.2. Summarizing, the results seem positive, with room for improvement: the 
risk of developing the same anxiety or depressive disorder as the parent was decreased by 41% 
(combined relative risk = 0.59).  

Early detection of anxiety and depression in offspring seems to be crucial, as this would 
allow the treatment of early manifestations of symptoms before they cause clinical impairment. 
Additionally, screening for additional risk factors that put offspring at increased risk would allow 
for targeting specific risk factors in preventive treatment, increasing treatment efficacy. Only 
two of the five studies in Table 1.2 have conducted such a combined indicated and selective 
prevention trial, by targeting offspring (selective prevention) at increased risk of depression by 
screening for history of depression or subsyndromal depressive symptoms (indicated prevention; 

Table 1.1. Classification of preventive interventions for mental health problems and mental disorders

Prevention

Universal prevention Aimed at the general public without any predetermination of risk or vulnerability status

Selective prevention Intended for groups with a higher risk of developing a disorder than the general population 
at large

Indicated prevention Targeted towards individuals who are developing early signs and symptoms of a disorder

Source: Adapted from Mrazek and Haggerty (1994).

Table 1.2. RCT’s studying the prevention of anxiety or depression in offspring of depressed or anxious parents: Effectiveness.

Study Year Prevention Relative Risk  
(95% CI)

Follow-up time 
(years)

Beardslee et al. 1997, 2003, 2007 Selective 0.68 (0.28-1.67) 4.5

Clarke et al. 2001 Selective and indicated 0.36 (0.13-1.04) 1

Compas et al. 2009, 2010 Selective 0.43 (0.16-1.17) 1

Garber et al. 2009 Selective and indicated 0.66 (0.45-0.96) 0.5

Ginsburg 2009 Selective 0.08 (0.45-0.79) 1

Source: Adapted from Siegenthaler et al. (2012).
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1
Clarke et al., 2001; Garber et al., 2009). None of the studies intended to target offspring at high 
risk by screening for additional risk factors. 

Also, although anxiety and depression are highly comorbid, prevention studies to date 
have been designed to prevent either anxiety or depression (see Table 1.3). Furthermore, most 
prevention interventions were group-based, whereas individual programs allow for more tailoring 
to specific needs. Many prevention programs have mainly focused on symptom reduction. 
However, building resilience and targeting multiple risk and protective factors in a preventive 
intervention might also be very important.   

Therefore, the STERK study (Screening and Training: Enhancing Resilience in Kids) was 
designed as a combined selective and indicated randomized controlled prevention trial aimed at 
targeting both anxiety and depression (see Chapter 2). To enhance treatment impact, an ultra 
high risk group of offspring participants was selected using additional risk factors (see paragraph 
‘anxiety and depressive disorders in families’). The STERK study furthermore adds to existing 
studies by including mediators and moderators of change in the assessments, and studying cost-
effectiveness.

The STERK intervention was designed as an individually tailored, behavioral preventive 
training, aimed at increasing strengths and resilience by targeting modifiable risk and protective 
factors that were hypothesized to decrease the risk of developing anxiety and depression in 
offspring. The intervention encompassed 10 individual child sessions and 2 parent sessions, 
including multiple intervention components, each of which addressed risk and protective factors 
across different domains (Garber, 2006). The intervention was designed to reduce symptoms 
of anxiety and depression by increasing behavioral activation (Dimidjian, Martell, Addis, & 
Herman-Dunn, 2008) and increasing exposure to feared stimuli and situations (Nauta & 
Scholing, 1997). Furthermore, the intervention focused on increasing offspring strengths, 
resilience and optimism by building support networks (Beardslee, Versage, Salt, & Wright, 
1999), increasing active coping and problem solving skills (Compas et al., 2009; Jaser et al., 
2005; Jaser et al., 2007), increasing self-understanding (Beardslee & Podorefsky, 1988), focusing 
on positive feelings and activities, and enhancing parent-offspring communication and shared 
understanding of parent psychopathology (Beardslee et al., 1999). The study was designed to 
contribute to the knowledge on risk and protective factors influencing the intergenerational 
transmission of risk, by studying parent and offspring mediators and moderators of change, like 
optimism, coping, self-esteem, and implicit associations.

Parent perspectives on offspring prevention
Numerous challenges were encountered during the process of conducting the STERK study. 
As evident in Table 1.4, the few other research groups that attempted to recruit families with 
a depressed or anxious parent to participate in a randomized controlled prevention trial for 
offspring encountered recruitment difficulties and high dropout rates. For example, in the 
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sample used by Clarke et al. (2001), the 94 adolescent offspring (aged 13-18) of adults treated 
for depression were derived from an initial sample of nearly 3000 parents and 3400 youth, with 
2250 families actively declining participation (others did not meet inclusion criteria). While the 
preventive intervention was found to be effective (Clarke et al., 2001), the reasons why families 
seemed so reluctant to participate remained unclear.

For the STERK study, recruitment difficulties, such as parents declining participation, 
prevented completion of the original project (see Chapter 3). In order to unravel parents’ reasons 
for declining participation, a qualitative approach was chosen to investigate parents’ perceptions 
on offspring risk and need for prevention. Qualitative research methods are suitable for exploring 
actual experiences and perceptions. These methods give space to peoples stories without being 
narrowed down by specific hypotheses of the researcher, and without being led by questionnaires 
and predefined items. Also, they are especially helpful when little is known about the researched 
phenomenon. 

Table 1.4. RCTs studying the prevention of anxiety or depression in offspring of depressed or anxious parents: Recruitment of 
participants

Study Families 
contacted

Families 
screened at 
baseline

Children 
enrolled

Recruited via

Beardslee et al. 
2003, 2007

Not described Unknown 138 (105 
families, 190 
parents)

HMO1 + referral from mental health 
practitioners

Clarke et al., 2001 2995  
(i.e., 3374 
children)

481 94 HMO computerized pharmacy database

Compas et al., 
2009, 2010

574 309 155 (111 
parents)

Recruitment through several sources, 
including mental health clinics, family 
and general medical practices, and media 
outlets

Garber et al., 
2009

2494 393 (442 
adolescents)

316 Inclusion through several sources 
including an HMO computerized 
database, a university medical center 
email listserv, letters to physicians in the 
community, letters to parents of students 
in local schools, and newspaper, radio and 
television advertisements

Ginsburg, 2009 Not described 51 40 Advertisements, mailings to local 
physicians and psychiatrists, community 
flyers

1 A Health Maintenance Organization (HMO) is an organization that provides or arranges managed care in the United States.



19

General Introduction

1
The qualitative study described in Chapter 3 intended to answer five questions: What are 

parents’ experiences regarding (1) their own depressive and anxiety disorders and their children’s 
vulnerability and resilience, (2) their own depressive and anxiety disorders and parenting, (3) help 
for offspring mental problems, and preventive interventions for their children, (4) participating 
in randomized controlled trials? Furthermore, (5) we intended to shed light on parents’ reasons 
for (not) participating in a preventive randomized controlled trial with their children.

In addition, mental health care professionals working in child and adult psychiatry were 
asked about the health care services provided for offspring of depressed or anxious parents. In 
Chapter 4, professionals’ experiences with patients who are parents, and the need for and barriers 
to offspring preventive care are discussed. Focus groups were conducted to obtain insight into 
professionals’ experiences with offspring of patients with anxiety and depression, and the role of 
adult and child mental health centers with regard to providing (preventive) care for offspring.

Part II: Risk and Resilience 
Risk and protective factors

A risk factor is any condition or circumstance that increases the likelihood that psychopathology 
will develop. Not all children who are at risk become anxious or depressed. Factors that promote 
or maintain healthy development are called protective factors. The list of potential risk and 
protective factors for the development of anxiety and depressive disorders is extensive and spans 
different contexts (i.e., family, individual, and environmental; Kerig, Ludlow, & Wenar, 2012). 

Reviews investigating the intergenerational transmission of risk of anxiety and depression 
have described a wide variety of factors in order to gain a better understanding of the risks 
to children of parents with anxiety or depression (Beardslee, Gladstone, & O’Connor, 2011; 
Goodman & Gotlib, 1999; Goodman & Gotlib, 2002; Murray et al., 2009). Summarizing 
these reviews, in a family context, risk for anxiety or depression may involve heritability, the 
course, timing and recurrence of the parental disorder, (inadequate) parenting styles, modelling, 
and parent-child communication. In the individual context, child risk and protective factors 
may include gender, dysfunctional neuroregulatory mechanisms in infancy, temperament, 
information processing biases, and maladaptive cognitive styles. In the environmental context, 
stressful life events, bullying, and exposure to negative information may present a risk, whereas 
adequate social support may be a protective factor. 

Risk and protective factors can be divided into modifiable and non-modifiable factors. 
Non-modifiable risk factors, such as gender or heritability, can be used for screening for high 
risk. Modifiable risk factors related to the development of anxiety and depression in offspring 
are important since specifically targeting these factors may increase effectiveness of (preventive) 
interventions.
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Intergenerational transmission of risk

In this thesis, we focus on factors associated with anxiety and depression in adults and tested 
whether these factors already exist in childhood. Would that be the case, then prevention can 
focus on these factors in childhood, decreasing offspring risk. The focus of Chapter 5 is on the 
potential impact of being exposed to maladaptive parental behavior as reflected in perceived 
emotional maltreatment in childhood and negative offspring self-associations. Whether 
these factors were potentially mediating in the intergenerational transmission of risk will be 
investigated. 

Furthermore, a considerable number of children of depressed or anxious parents do not 
develop a disorder, which indicates that parental psychopathology alone does not adequately 
explain the problem. A complex variety of risk and protective factors is involved. In the models 
proposed in reviews mentioned previously, thus far, putative protective factors have received 
relatively little attention. In Chapter 6, optimism and positive self-associations are examined 
in relation to anxiety and depression in children growing up with and without a depressed or 
anxious parent.

Implicit positive and negative self-associations 
Cognitive theorists and researchers suggest that cognitive vulnerability develops in childhood, 
primarily via children’s negative interactions with their parents (Abramson & Alloy, 2006; 
Ingram, 2003; Ingram, Miranda, & Segal, 2006), and that negative beliefs play an important 
role in the development and maintenance of anxiety and depression (Beck, 1976; Beck, 2005; 
Kendall, 1985). Current dual system models emphasize the importance of differentiating between 
more deliberate, ‘explicit’ beliefs versus more automatically activated, ‘implicit’ associations 
(Gawronski & Bodenhausen, 2006). Implicit associations are hypothesized to be evaluations 
about ourselves and our environment that are formed in childhood. They are hypothesized to 
be more stable and less easy to change than explicit beliefs. The development of negative and 
positive implicit associations is thought to stem from long-term socialization processes and to 
precede the development of more explicit beliefs (e.g., Petty, Tormala, Briñol, & Jarvis, 2006; 
Wilson, Lindsey, & Schooler, 2000). Positive early experiences, e.g., resulting from growing up 
in a positive rearing environment, can be hypothesized to result in stronger positive affective 
self-associations. However, negative early experiences (for example emotional maltreatment in 
childhood) could contribute to the development of stronger negative affective self-associations. 

Therefore, in this thesis, the question will be answered whether negative childhood 
experiences (i.e., perceived childhood emotional maltreatment) are related to the development of 
negative self-associations in offspring, and if this pathway can account for the intergenerational 
transmission of risk (Chapter 5). Furthermore, it will be examined whether children from parents 
with anxiety or depression are characterized by weaker positive (happy, calm) and stronger 
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1
negative (sad, anxious) affective self-associations than children from parents without anxiety or 
depression (Chapter 6).

Childhood emotional maltreatment 
Childhood emotional maltreatment is the most frequent form of maltreatment experienced 
by children and adolescents (Kaplan, Pelcovitz, & Labruna, 1999; Stoltenborgh, Bakermans-
Kranenburg, Alink, & van IJzendoorn, 2012; Stoltenborgh, Bakermans-Kranenburg, & van 
IJzendoorn, 2013). It involves acts of commission, such as degrading, terrorizing, belittling, 
blaming, and exploiting (which is known as psychological abuse), and/or acts of omission, such 
as isolation, rejection, and denying emotional responsiveness (which is known as emotional 
neglect). Emotional maltreatment by parents is harmful to the child’s emotional development, 
making the child feel worthless, unloved and unwanted (Binggeli, Hart, & Brassard, 2001; 
Egeland, 2009; Hornor, 2012). For similar definitions, see the American Professional Society on 
the Abuse of Children (APSAC). 

Depressed and anxious parents are likely to expose their children to more negative cognitions, 
affect, and behaviors than do parents without psychopathology (for reviews see Beardslee et al., 
1998; Downey & Coyne, 1990; Goodman & Gotlib, 1999). Additionally, anxious and depressed 
parents are hypothesized to have more difficulties meeting the child’s social and emotional needs 
(Goodman & Gotlib, 1999). For example, a loss of interest or pleasure in daily activities and 
fatigue or loss of energy are symptoms of depression that could make parental rearing more 
withdrawn and less consistent, while hostility and irritability symptoms of depression may result 
in a more critical parenting style with less positive interaction (Downey & Coyne, 1990). In 
Chapter 5, we hypothesize that especially when parental disorder leads to child perceived negative 
experiences, this will put offspring at increased risk of anxiety and depression.

Optimism and pessimism
Optimism and pessimism can be defined as a set of generally positive or negative expectations 
about the future (Scheier & Carver, 1985; Scheier, Carver, & Bridges, 1994). It appears that 
people who dispositionally hold positive expectations about the future respond to difficulty 
and adversity in more adaptive ways than people who hold negative expectations (Carver, 
Scheier, & Segerstrom, 2010). Expectancies influence how people approach both stressors and 
opportunities, and they influence the success with which people deal with them. In children, 
optimism has been linked to self-reported competence and hopefulness, and with more overall 
positive attributions about possible events (Ey et al., 2005). Furthermore, children’s reports 
of optimism at the beginning of the school year have been associated with fewer depressive 
symptoms three months later. By contrast, children’s reports of pessimism were related to an 
increase in anxiety symptoms (Ey et al., 2005). Optimism might serve as a protective factor in 
offspring of depressed or anxious parents, while pessimism could put children at increased risk. 
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In Chapter 6, it will be examined if explicit reports of optimism and pessimism differentiate 
between children with and without parents with anxiety or depression. Furthermore, whether 
optimism and pessimism are related to implicit negative and positive affective self-associations, 
and anxiety and depressive symptoms will be explored.

Part III: Child treatment and parent factors
The role of parents in their children’s treatment success

Once children have developed an anxiety or mood disorder, treatment options are ample. From 
an evidence-based perspective, child focused cognitive behavioral therapy (CBT) is currently the 
treatment of choice for both anxiety and depressive disorders in children and adolescence (for a 
review see Compton et al., 2004). Given the high comorbidity and etiological commonalities, 
some researchers have proposed a unified treatment for anxiety and depressive symptoms 
(Barlow, 2004). However, since anxiety commonly precedes depression, anxiety has an earlier 
age of onset than depression, making anxiety disorders more prevalent in younger children.

CBT for anxiety in children and adolescents is an effective treatment in 49-79% of cases 
(95% CI) in terms of symptom reduction and diagnostic recovery rates (Reynolds, Wilson, 
Austin, & Hooper, 2012; Silverman, Pina, & Viswesvaran, 2008). This means that large amounts 
of children still do not benefit sufficiently from the treatments currently offered in mental health 
care.

Treatment benefits proved rather robust across characteristics of treated youths (age, gender) 
and across variations in the format (e.g., group and individual treatment, with or without 
parental involvement; Silverman et al., 2008). However, there may be other characteristics that 
can be influenced to enhance treatment outcome. There is a need for identifying predictors of 
treatment outcome, which can be targeted by adapting treatment to putative predictors in order 
to enhance treatment outcome. Given the fact that child and parent factors, such as temperament 
and parenting, are important in the development and maintenance of symptomatology and 
disorders (for a review see Degnan, Almas, & Fox, 2010), in this thesis we will investigate role 
of parent temperament, parenting, and child temperament, in children’s treatment success or 
failure (Chapter 7).

Parent temperament 
Although parent factors are related to the development and maintenance of anxiety disorder in 
children, there is little research on the role of parents in child treatment outcome. In general, 
parental involvement in child individual or group treatment does not influence effectivity 
(Silverman et al., 2008). However, there is ample evidence that parent anxiety and depression 
negatively affect children’s treatment outcome (Berman, Weems, Silverman, & Kurtines, 2000; 
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Hudson et al., 2015; Liber et al., 2008; Rapee, 2000; Southam-Gerow, Kendall, & Weersing, 
2001). 

Whether more stable temperament traits have a similar adverse effect on treatment has not 
yet been investigated. Temperament is reflected in stable individual differences in reactivity and 
self-regulation, which respectively encompass emotionally driven responses to change in the 
environment (such as negative affect and extraversion), and modulation of these responses (such 
as effortful control; Rothbart & Derryberry, 1981).

Some parent temperament traits can be hypothesized to obstruct the way to effective 
treatment, while others may facilitate treatment success. In Chapter 7 it is hypothesized that 
high parental negative affect, i.e., parents displaying a proneness to sadness, fear, frustration, 
or anxiety, has a negative effect on child treatment outcome, whereas effortful control and 
extraversion are hypothesized to increase the effectiveness of child CBT for anxiety. 

Parenting style
Parenting styles (i.e., over-involvement, rejection, emotional warmth) have been extensively 
studied as a factor in the development and maintenance of anxiety disorders in children, 
resulting in overall modest associations (McLeod, Weisz, & Wood, 2007). However, parenting 
may especially be of influence when trying to change children’s anxious thoughts and behaviors 
in treatment. Empirical studies have already found that maternal over-involvement and paternal 
rejection were related to a less favorable treatment outcome in anxious children and adolescents 
(Creswell, Willetts, Murray, Singhal, & Cooper, 2008; Liber et al., 2008). 

However, parenting can also be hypothesized to positively influence children’s treatment 
outcome. A parent high in emotional warmth, for example, could provide the safe environment 
a child needs when practicing new behaviors and approach fear-evoking situations in treatment.  

Child temperament
Elucidating the role of individual differences in children’s response to treatment may help 
understand pathways to effective treatment. Child temperament has been related to increased 
risk of developing anxiety disorders (e.g., Nigg, 2006). However, if these stable traits also play a 
role in children’s treatment success has not yet been studied.

Child temperament characteristics can pose as a risk or protective factor for treatment 
success. Children with increased levels of extraversion are less likely to develop internalizing 
problems (Ormel et al., 2005). Child negative affect is characterized by fear and shyness, with 
stronger core beliefs about threat, which may make cognitive restructuring in CBT a harder 
and more time consuming process. Children’s ability to self-regulate emotions, attention and 
behaviors on the other hand (i.e., effortful control) may facilitate children’s ability to change 
their cognitions and (avoidant) behaviors. 
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In sum
In Chapter 7, parent and child temperament and parenting styles are studied, which can promote 
risk or resilience, as predictors of treatment success and failure. Possible venues for tailoring 
anxiety interventions to increase effectiveness will be discussed.

Outline of this thesis

In the following chapters, five studies will be described concerning parent and offspring anxiety 
and depression, more specifically: (i) the prevention of anxiety and depression in offspring 
of depressed and anxious patients; (ii) perceptions of parents regarding offspring risk and 
prevention; (iii) putative risk factors and pathways underlying the intergenerational transmission 
of risk; and (iv) factors that might influence child anxiety treatment outcome. 

In Chapter 2, the STERK study will be described in detail. The procedures regarding referral, 
recruitment, and screening are outlined. The assessments and the preventive intervention are 
described and supported with evidence. While conducting the study, we encountered numerous 
recruitment challenges. In order to get more insight into these recruitment problems, a qualitative 
approach was chosen to investigate parents’ and professionals’ perceptions on offspring risk and 
the need for offspring prevention (Chapter 3 and Chapter 4). 

In Chapter 5, it will be examined whether childhood emotional maltreatment increases 
offspring implicit negative self-associations and whether these factors together mediate the 
relationship between parent and offspring psychopathology. Serial mediation analyses were 
used to investigate whether parent psychopathology increases offspring perceived emotional 
maltreatment, which might strengthen offspring implicit negative self-associations, influencing 
offspring psychopathology. Additionally, we will investigate whether this proposed pathway from 
parent disorder via emotional maltreatment and implicit self-associations to offspring anxiety 
and depression is more pronounced when both parents have anxiety or depressive disorders 
(instead of one parent).

Chapter 6 examined underlying processes related to the intergenerational transmission of 
risk for anxiety and depression by investigating if high risk offspring are already at an early 
age characterized by a more pessimistic view of the future and stronger negative implicit self-
associations and if already in childhood these associations are related to increased levels of 
anxiety and depression symptomatology. It will be tested whether high risk offspring report 
higher pessimism and lower optimism scores, stronger negative self-anxious and self-depressed 
associations, and weaker associations between self and positive feelings than low risk youth. 

Chapter 7 examined if specific parent and child factors influence the outcome of child CBT 
for anxiety disorders. Finally, in Chapter 8 the results will be summarized and integrated. This 
final chapter will also discuss some important remaining issues that call for future research and 
closes with addressing the implications for clinical practice. 
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PART I
Preventing anxiety and depression in offspring
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Preventing mood and anxiety disorders in youth:

A multicenter Randomized Controlled Trial (RCT) in high risk off spring 
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ABSTRACT
Background. Anxiety and mood disorders are highly prevalent and pose a huge burden on 
patients. Th eir off spring is at increased risk of developing these disorders as well, indicating a 
clear need for prevention of psychopathology in this group. Given high comorbidity and non-
specifi city of intergenerational transmission of disorders, prevention programs should target 
both anxiety and depression. Further, while the indication for preventive interventions is often 
elevated symptoms, off spring with other high risk profi les may also benefi t from resilience-based 
prevention programs.

Method/design. Th e current STERK study (Screening and Training: Enhancing Resilience 
in Kids) is a randomized controlled clinical trial (RCT) combining a selective and indicated 
prevention: it is targeted at both high risk individuals without symptoms and at those with 
subsyndromal symptoms. Individuals without symptoms meet two of three criteria of the High 
Risk Index (HRI; female gender, both parents aff ected, history of a parental suicide (attempt)). 
Th is index was developed in an earlier study and corresponds with elevated risk in off spring of 
depressed patients. Children aged 8-18 years (n = 204) with subthreshold symptoms or meeting 
the criteria on the HRI are randomized to one of two treatment conditions, namely (a) 10 
weekly individual child cognitive behavioral therapy (CBT) sessions and 2 parent sessions or 
(b) minimal information. Assessments are held at pre-test, post-test and at 12 and 24 months 
follow-up. Primary outcome is the time to onset of a mood or anxiety disorder in the off spring. 
Secondary outcome measures include number of days with depression or anxiety, child and 
parent symptom levels, quality of life, and cost-eff ectiveness. Based on models of etiology of 
mood and anxiety disorders as well as mechanisms of change during interventions, we selected 
potential mediators and moderators of treatment outcome, namely coping, parent–child 
interaction, self-associations, optimism/pessimism, temperament, and emotion processing.

Discussion. Th e current intervention trial aims to signifi cantly reduce the risk of 
intergenerational transmission of mood and anxiety disorders with a short and well targeted 
intervention that is directed at strengthening the resilience in potentially vulnerable children. 
We plan to evaluate the eff ectiveness and cost-eff ectiveness of this intervention and to identify 
mechanisms of change.
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Introduction
Anxiety disorders are highly prevalent among children and adolescents with estimates of 11.6% 
year prevalence in adolescents alone (Verhulst et al., 1997), and depression is highly prevalent 
among adolescents, with estimates of 3.8% year prevalence (Verhulst et al., 1997). Anxiety 
and mood disorders in childhood and adolescence not only have a high impact on present 
functioning (Birmaher et al., 2004; Teubert & Pinquart, 2011), but are also associated with 
long-term negative consequences (Last, Hansen, & Franco, 1997; McCauley & Myers, 1992). 
In the Netherlands alone, estimations are that as many as 37.400 adolescents (3.8%) suffer 
from depressive disorder (Verhulst et al., 1997), corresponding with a burden of disease of 7900 
Disability Adjusted Life Years (DALYs), meaning that per year 7900 healthy years are lost due 
to depression alone in youngsters (Meijer, Smit, Schoemaker, & Cuijpers, 2006). For anxiety 
disorders, estimates are 113.000 adolescents (11.6% year prevalence) and 15.000 DALYs.

From epidemiological research, we know that anxiety and mood disorders often run in 
families: the incidence of depression and anxiety is elevated by a factor 2–6 among offspring 
of patients with such a disorder (e.g., Biederman et al., 2006; Lieb et al., 2002). There is 
considerable etiological and phenomenological overlap between mood and anxiety disorders. 
Anxiety often precedes depression (Avenevoli, Stolar, Li, Dierker, & Merikangas, 2001), with the 
age of onset of depression being typically 5 to 10 years later than that of anxiety disorders (e.g., 
Weissman, Warner, Wickramaratne, Moreau, & Olfson, 1997).

Given the high prevalence of anxiety and mood disorders, the high impact on individuals 
as well as the associated societal costs, there is a clear need for prevention of anxiety and mood 
disorders in youth. Since these disorders run in families, the family may be a good starting point 
for prevention.

During the last two decades, a variety of programs has been developed to prevent anxiety 
disorders or depression among children and adolescents (for overviews see Teubert & Pinquart, 
2011; Weissman et al., 1997). The results of universal prevention programs are disappointing for 
both anxiety and mood symptomatology (e.g., Sheffield et al., 2006; Teubert & Pinquart, 2011). 
For selective prevention (targeting high risk groups) and indicated prevention (targeting those 
with subclinical symptoms) results are more promising.

Despite of the relatively high risk in offspring, thus far the number of randomized controlled 
trials testing the efficacy of indicated prevention is very limited: Four randomized trials have 
aimed at offspring of depressed patients (Beardslee et al., 1993; Clarke et al., 2001; Compas 
et al., 2009; Garber et al., 2009), with two studies reporting on cognitive behavioral group 
treatments for offspring, and two studies including more family-based treatments. Only one 
study reported on prevention in children of anxiety disordered parents (Ginsburg, 2009).

In the first study, the effectiveness of the 15-session cognitive group training ‘Coping 
with stress’ was examined in adolescent offspring of a depressed parent (Clarke et al., 2001). 
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Adolescents (N = 94) were aged 13–17 years and had subclinical depressive symptoms or a 
history of depression themselves. The program encompassed cognitive restructuring techniques 
aimed at changing maladaptive thoughts in general and dysfunctional thoughts with regard 
to having a depressed parent. The intervention was not only effective in reducing depressive 
symptomatology, but also showed a significant reduction of new depressive episodes relative to 
care as usual. The program was also cost-effective (Lynch et al., 2005).

Second, Garber and colleagues (2009) designed the largest multicenter trial in this field, 
including 316 youngsters aged 13–17 years. They were offspring of a parent with a current or 
prior depressive disorder, and had had a depression themselves or reported depressive symptoms. 
Adolescents were randomized to either care as usual or an 8-session CBT group training existing 
of cognitive restructuring and problem solving. Parents were invited to two parent information 
sessions. Adolescents were less likely to suffer from a depressive episode if they had received the 
training (21% versus 32% onset in 6 months), but only if their parents were remitted at the time 
of the intervention.

The third study investigated the effectiveness of a family program, including the 8–15 year-
old offspring of at least one parent with an episode of depression in the past 18 months (Beardslee 
et al., 1993). At least one of the children in the family needed to be free of a depressive disorder. 
The 6–11 session family program was compared to two plenary group lectures for parents. Both 
interventions advocated open discussion about the parental illness and were directed at change 
in family dynamics. Both interventions proved equally effective in increasing family functioning 
and decreasing internalizing behaviors up to 4.5 year follow-up (based on 105 families; Beardslee 
et al., 2003; Beardslee et al., 2007). Families in the more intensive treatment reported more 
benefits in parents-child behaviors and regarding the child’s understanding of parental mental 
illness.

The fourth trial also investigated the effectiveness of a family intervention for families with 
at least one parent with a history of depression (Compas et al., 2009). The children did not need 
to report symptoms themselves to participate in the study. Participants included 111 families 
with 155 children aged 9–15 years, who were randomized to either written information only 
or to a 12-session cognitive behavioral family intervention in a group format (Compas et al., 
2009). The family intervention focused on enhancing awareness of the role of depression in 
a family, on ameliorating parent–child interactions by teaching parenting skills (focusing on 
parental warmth and structure), and on learning general coping skills (for parents and children 
separately). Results indicated that children in the family program showed more benefits in terms 
of internalizing and externalizing symptoms in both parent and child reports. These gains were 
maintained at two year follow-up (Compas et al., 2011).

The only trial so far focusing on offspring of patients with anxiety disorders included 40 
children, aged 7–12 years, who were randomized to either an 8-session family-based CBT 
program focusing on coping and strengths or to a waitlist control condition (Ginsburg, 2009). 
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Children were not allowed to have a current anxiety disorder. Current or past symptomatology 
was not warranted for inclusion in the study. This trial was successful in preventing the onset 
of anxiety disorders in the offspring: offspring in the active condition did not develop anxiety 
disorders, whereas 30% of waitlist children met criteria for an anxiety disorder at 1 year follow-
up.

In conclusion, results on interventions for offspring of depressed patients (4 studies) and 
anxious patients (1 study) were positive overall, including benefits on offspring symptomatology 
(Compas et al., 2009), offspring onset of disorder (Clarke et al., 2001; Compas et al., 2009; 
Garber et al., 2009; Ginsburg, 2009), parent–child interaction (Beardslee et al., 2007), and 
offspring knowledge on the parents’ illness (Beardslee et al., 2007).

The current study builds upon these studies, while adding to them in a variety of ways:  
(1) we use additional risk factors to select ultra high risk individuals among offspring of patients 
with a mood or anxiety disorder; (2) we focus on both depression and anxiety; (3) we aim at 
symptom reduction as well as at increasing strengths and resilience; (4) we include mediators and 
moderators of change; (5) we include short and long-term cost-effectiveness analyses.

The aforementioned studies were either indicated prevention programs (youth with elevated 
symptoms) or selective prevention programs (youth with a high risk because of parental illness 
only). In our study, we aimed at combining the two and thus selecting ultra high risk offspring. 
In line with earlier studies, we selected youth with current symptomatology (of anxiety or 
mood). In addition, we wanted to make a selection of the symptom-free children. We knew 
that some of the offspring may develop disorders over time, even though they currently do 
not report such symptoms. Recently, we have developed a prognostic index that predicts the 
development of anxiety or mood disorders in offspring (High Risk Index (HRI); de Vries et al., 
2012). This was done on the basis of a study examining offspring (n = 434) of patients with a 
unipolar mood disorder in a large prospective study, the ARIADNE-cohort (Adolescents at Risk 
of Anxiety and Depression, and Neurobiological and Epidemiological approach; (Landman-
Peeters et al., 2005). Three factors were associated with an increased risk of developing anxiety 
or mood disorders: female sex, having two affected parents, and suicide attempt(s) of one of the 
parents. In children with two or three risk factors (20% of the sample), the cumulative incidence 
of mood and anxiety disorders was 70% at the age of 20. In children with one or no risk factor, 
percentages dropped to 45% and 25% respectively. In the current study, inclusion was therefore 
based on the HRI as well as on symptomatology. Thereby, this study uniquely combines selective 
and indicated prevention (Mrazek & Haggerty, 1994).

For this group of high risk offspring, we developed an individual behavioral therapy 
based intervention targeting multiple risk and protective factors known to be associated with 
the onset of anxiety and depression (as recommended by Cuijpers, 2003). Many prevention 
programs have focused on symptom reduction, whereas training of positive aspects and building 
resilience may be of utmost importance in prevention. Some at risk children may not show any 
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symptomatology yet, and they may especially benefit from interventions focusing on strengths 
rather than vulnerabilities. Important protective factors in offspring include having knowledge 
on parental illness (Beardslee & Podorefsky, 1988), having a supportive social network 
(Beardslee & Podorefsky, 1988; Landman-Peeters et al., 2005) including a non-ill parent 
if available (Beardslee et al., 2011), as well as displaying active coping skills and flexibility in 
coping style across situations (Jaser et al., 2007). Therefore, the offspring intervention includes 
psychoeducation for offspring, psychoeducation for parents, a focus on the social network, 
and problem solving skills training. With regard to the risk factors, we know that offspring 
may have a cognitive vulnerability in information processing: they report more negative and 
less positive self-statements (Taylor & Ingram, 1999). Interventions focusing on positive self-
statements, positive emotions and positive events may enhance resiliency and may function as a 
buffer against developing negative mood or anxious feelings. Subclinical complaints are a final 
risk factor. These symptoms are addressed by regular behavioral interventions, namely exposure 
exercises for anxiety and behavioral activation for depressive symptoms. Behavioral activation 
may be of particular importance, since engaging in activities and relationships outside of the 
home environment has been found to be an important protective factor in adolescent offspring 
(Beardslee & Podorefsky, 1988).

So far, most prevention interventions were group-based. Individual programs allow for more 
tailoring to the specific needs, strengths and weaknesses of the child. This is crucial, because of 
the heterogeneity of the target population (children with anxiety or depressive symptoms, or no 
symptoms but an elevated score on the High Risk Index). In addition, living with a depressed 
suicidal parent differs in many ways from living with anxious dependent one, for example. An 
individual approach allows the therapist to tailor the intervention also to the specific background 
of the child.

To date, preventive interventions have been designed to prevent either mood disorders or 
anxiety disorders. Keeping in mind the significant overlap in symptoms between depression and 
anxiety disorders, prevention studies should focus on both. Indeed, epidemiological studies have 
found that elevated symptoms of anxiety and depression occur in offspring of both anxious 
(Micco et al., 2009) and depressed patients (Pilowsky et al., 2008). Since the etiology and 
pathogenesis of anxiety and depression also have considerable overlap, including offspring from 
patients with both mood and anxiety disorders provides the opportunity to study common 
mediating factors.

From a societal point of view, it is important to study the economic impact of psychiatric 
illnesses and possible effects of prevention programs, to assist future policy making and resource 
allocation. The economic evaluation in our study will focus on the differential effects on short 
and long term costs and health outcomes of the treatment conditions under study: CBT or 
minimal information. The study will be conducted from a societal perspective (Drummond, 
Sculpher, Torrance, O’Brien, & Stoddart, 2005).
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Treatment outcome studies typically include variables to study the treatment mechanisms 
(‘how does the treatment work’) as well as the moderators of treatment outcome (‘for whom does 
the treatment work’; see MacKinnon, 2011). With regard to mediating factors in the current 
study, we focused on the factors that the intervention aims at changing, namely increasing active 
changing coping behavior (Compas et al., 2010), increasing activities (Dimidjian, Barrera, 
Martell, Muñoz, & Lewinsohn, 2011), and enhancing trust in the availability of attachment 
figures (in the social network). Even though we do not address cognitions directly through 
cognitive restructuring, we nonetheless want to investigate if the child’s attributional style 
changed through our behavior intervention.

Moderating factors associated with (non)response are current parental psychopathology 
(Garber et al., 2009) and child’s symptomatology (internalizing and externalizing). We 
additionally measured some stable child characteristics that have been associated with the onset 
of anxiety or mood disorders, but have not been studied in relation to treatment outcome in 
offspring, namely reactive and regulative temperament (Muris & Ollendick, 2005), general 
executive functioning, and automatic self-associations (Glashouwer, de Jong, & Penninx, 2011). 
In addition, some of the presumed mediating factors may also function as moderators.

In summary, even though there is extensive evidence for the intergenerational transmission 
of anxiety and mood disorders, few preventive intervention studies in offspring have been 
carried out. Our study adds to the current state of the art in combining selective and indicative 
prevention, to focus on both anxiety and mood disorders in adult patients, to focus on both 
anxiety and depression symptoms in offspring, to work on both symptom reduction and 
resilience, to study cost-effectiveness, and to examine mediators and moderators of outcome.

Trial objective and purpose

The primary goal is to investigate whether a brief (10 + 2 sessions) CBT program on resilience 
and symptom reduction (Festen, Weijermans, & Nauta, 2010) can prevent the incidence of 
depression or anxiety disorder in an ultra high risk sample of 8-18 year old offspring of patients 
with unipolar depression or anxiety disorder (sample defined by a High Risk Index or subclinical 
symptoms, or both). The second goal is to examine whether this intervention meets current 
standards for cost-effectiveness. A third goal is to explore the role of a number of factors that may 
potentially mediate or moderate the effect of the intervention. Mediating factors include coping, 
attributional style, daily activities, and optimism, while the selected moderating variables are 
child temperament characteristics and executive functioning, parental psychopathology (of both 
parents), child symptomatology, attachment, and (automatic) self-associations.
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Method and design
The present project is designed as a selective and indicated prevention program: children and 
adolescents at high risk for developing affective disorders will be identified and treated if they 
run an ultra high risk. Such an approach results in a relatively powerful design (Cuijpers, 2003). 
The study is further designed as a randomized controlled trial (RCT), including an intervention 
condition and a minimal information condition.

Participants

Participants in the study are children of patients with and anxiety or mood disorder. We aim 
at screening 554 children (T0), and at including 204 children in the intervention phase of the 
study. We have designed in- and exclusion criteria for parents and children.

Inclusion criteria (parents) 
At least one of the biological parents, currently or in the past five years, treated for a unipolar 
mood disorder or an anxiety disorder; informed consent.

Exclusion criteria (both parents)
Mental retardation; severe alcohol or substance use disorder; schizophrenia or other primary 
psychotic disorder; schizoaffective disorder; bipolar disorder.

Inclusion criteria for the intervention phase (offspring)
Age 8-18; being at ultra high risk for developing a mood or anxiety disorder. Two pathways 
led to the qualification of ultra high risk: (1) children reported elevated symptoms of anxiety 
or depression, as defined as the 80th percentile of either the subscale Depression or the 
cluster of subscales of Anxiety on the RCADS self-report. We used data from the large Dutch 
epidemiological study TRAILS (Tracking Adolescents’ Individual Lives) to set these cut-offs at 
the various age segments (Huisman et al., 2008). (2) Children met at least 2 of 3 criteria of our 
High Risk Index that was developed in the ARIADNE sample: (a) being female, (b) having two 
affected parents, (c) having a parent with (past) suicidal behavior.

Exclusion criteria (offspring)
Mental retardation; not speaking Dutch fluently; severe alcohol or substance use disorder; 
current diagnosis of a mental disorder that warrants regular treatment. Children with a history of 
a mental disorder were included, as well as children with a current disorder that had sufficiently 
been treated (for example in the case of stable medication for ADHD).
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Procedure

The study has two phases, namely the screening phase and the intervention phase. Details on the 
procedure are described in the flow diagram (Figure 2.1).

Referral and recruitment
Adult patients will be recruited through mental health services, general practitioners, and by 
media (newsletters, social media, website, media attention through interviews for newspapers 
and radio). Adult and child mental health services participate in the recruitment of participants. 
In child mental health services, parents are included if they have an anxiety or mood disorder 
themselves. All children of these parents can participate in the study.

Informed consent
Adult patients are informed about the study in two ways. First, patients within a mental health 
care center (adult or youth) are informed about the study by their therapist by a full information 
letter, containing all information for both the parents and the children. If the patient is interested 
in participating, he or she can contact the researcher. The researcher then checks whether the 
family has understood the information on the trial. If so, the consent form is signed by both 
parents and children, and the family is invited for the first screening. Separate informed consent 
forms are available for parents, adolescents (secondary school) and children (primary school). 
Even though informed consent is not warranted under the age of 12 in the Netherlands, we do 
have younger children sign informed consents so that we are sure they are fully informed about 
the study.

Second, patients may contact the researchers directly, after having received information 
about the study via their general practitioner, the media, or the website. In that case, the 
researcher directly informs the family members about the study by way of the information letters 
described above. We then check the status parent’s past and current psychopathology through 
a brief telephone interview. Note that for all parents the exact diagnosis is obtained during 
the assessments through a structured diagnostic interview (see Measures section: Composite 
International Diagnostic Interview (CIDI); Kessler & Üstün, 2004). Participants can always 
draw back from participating in the study, at any time during the assessment or intervention, 
without giving a reason for their withdrawal. Withdrawal from the trial will not affect the regular 
mental health care for either themselves or their children.

Randomization
Since outcome may be dependent on treatment center and the pathway of inclusion (through 
elevated symptoms versus no symptoms/HRI only), we decided to work with stratified allocation 
to treatment condition to ensure a balanced number of participants over conditions. A web-based 
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Recruitment: current therapist or head of 
outpatient clinic informs adult patient 
(anxiety or unipolar depression; child(ren) 
aged 8-17 years) about project and sends 
information package including informed 
consent forms

Recruitment via media, general practitioners, website contact 
researcher

Researcher checks parental psychopathology via telephone and 
sends information package including informed consent forms.

Does the parent meet the screening criteria and are both 
parents and children willing to provide informed consent?

A researcher checks whether informed consent is received 
and answers questions. Parent and children sign informed 
consent

Does the child have 
elevated symptoms 
of anxiety or 
depression?

Screening at 24 months 
follow-up (questionnaires)

Does the child meet 
criteria for a current 
mental disorder that 
warrants treatment?

Does the child meet 
HRI criteria?

Assessment at 4 months follow-up 
(questionnaires)

Assessment at 12 months follow-up 
(questionnaires, diagnostic interview)

Assessment at 24 months follow-up 
(questionnaires, diagnostic interview)

Screening measures (T0):
High Risk Index (HRI) questions, self-reports, parent 
reports

Short intake evaluation with the family.
Assessment (T1) including diagnostic interviews (child + both parents), 
computer tasks, self-reports, parent reports

Preventive Intervention
10 sessions + 2 parent sessions

Minimal written information

Randomisation takes place at the family level, strati�ed by centre and 
HRI (webbased computer program)

Yes

Yes
Yes

No

No

NoNo

Exclude

Exclude

Figure 2.1. Flow chart
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computer program allows for dynamic on-the-spot randomization. Randomization is based on 
the defined strata as well as on the assigned treatment condition of earlier subjects within the 
strata. To prevent conscious or unconscious influence on the recruiting team, we choose to conceal 
the exact details of the randomization process at this stage (following the recommendations of 
the CONSORT guidelines; Schulz, Altman, & Moher, 2011). Randomization takes place after 
the whole assessment has been completed, so that the first assessment is not dependent on the 
participant’s knowledge of treatment condition. The research assistant assigns a unique code to 
each participant. In case one family has several high risk children, the youngest child is entered 
for randomization, and the siblings are assigned to the same condition. The research assistant 
then enters the number of the participant in the web-based randomization program, and at 
that moment the computer randomly assigns the treatment condition (active intervention or 
minimal information; 1:1).

Intervention
The intervention contains 10 child sessions and 2 sessions for the parents (Festen, Weijermans, 
& Nauta, 2010). To strengthen the effectiveness of our intervention, it is based on a theoretical 
framework including both risk and protective factors (as recommended by Cuijpers, 2003).
The following themes are addressed: family functioning and social network, being proud of 
strengths, focus on positive emotions and events, problem solving, and breaking the cycle of 
avoidance behavior. The latter will either be focused on behavioral activation (indication for 
depressive symptoms (Dimidjian et al., 2011) or on exposure exercises (indication for anxiety 
symptoms). The therapist addresses each of the themes in the first sessions and then elaborates 
on the most appropriate module(s) for each child. In collaboration with the child and the 
parents, the child chooses 10 steps to work on throughout the sessions. These steps are in line 
with the aforementioned themes, and could encompass engaging in specific activities, exposure 
exercises, and exercises on strengths and resilience. Throughout the sessions, the child regularly 
monitors the frequency and type of activities (categorized as either alone or with others, and 
either at home or elsewhere). Ideally, children should have satisfying activities in each of these 
four categories. This registration is available for mediation analyses. The first session is with 
the parents only. The therapist makes a plan with the parents on how to give age-appropriate 
information on the parental anxiety or mood disorder to the child in the next session. Parents 
also receive information on the possible effect on offspring and protective factors against future 
child psychopathology (such as having a parent or key figure they can trust, and openness in the 
family). Two more parent sessions further elaborate on positive parenting and defining the social 
network in terms of social support for the family.
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Assessments

Assessment schedule
Baseline assessment takes place at T0 and comprises questionnaires on the child’s and the parent’s 
wellbeing (see Table 2.1). This first screening is used to define the high risk study population. At 
T4 (after 24 months), all children of parents that were willing to participate will be assessed again 
with the same measures. The latter is important to evaluate the validity of the initial selection 
of high risk individuals. If a relatively large proportion of the low-risk group nevertheless has 
developed a mood or anxiety disorder, this would imply that for future prevention programs the 
selection strategy should be reconsidered. Selection for the intervention phase is based on the 
HRI and the RCADS (see Figure 2.1).

If a child qualifies for ultra high risk based on the screening, he or she may enter the 
intervention phase of the study. The pre-intervention assessment encompasses structured 
diagnostic interviews with the child and both parents, as well as a number of relevant other 
measures (see Table 2.2). Assessments in the intervention phase are planned for month 0 (T1, at 
the start of the intervention), month 4 (T2), month 12 (T3), and month 24 (T4). A subset of 
the instruments is also scheduled for month 6 and 18.

Measures
Primary outcome. Our primary outcome is the time to onset of depression or anxiety disorders 
in the offspring, based on the Child version of Diagnostic Interview Schedule for Children 
(Version IV NIMH DISC-IV; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2000), which 
is a highly structured diagnostic assessment instrument designed to gather symptom presence 
for child and adolescent psychiatric disorders based on the symptoms and criteria variables as 
defined in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American 
Psychiatric Association, 1994). The computerized DISC is administered via a computer (the 
interviewer reads questions from the computer screen and enters responses directly into the 

 
Table 2.1. Assessment schedule for baseline screening (T0) and 24 months follow-up screening (T4)

Measures Child Parent 1 Parent 2

Demographics (+ HRI) - X -

Child anxiety and depression (RCADS) X X -

Child impairment (BIS) - X -

Child externalizing symptoms (SNAP) - X -

Parent positive and negative affect (PANAS) - X X

Optimism (LOT/YLOT) X X X
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computer) and scored by computer algorithm (Steenhuis, Serra, Minderaa, & Hartman, 2009). 
There are parallel versions of the instrument: the DISC-P for parents, and the DISC-C for 
direct administration to children. In the present study the DISC-C is used to assess anxiety 
disorders and depression, and a brief assessment of alcohol and drug use. The DISC-P is used as 
a parent report of children’s anxiety and depression symptoms as well as questions about whole 
life symptomatology. At the 12- and 24-follow-up assessments, the interviewer addresses the past 

 
Table 2.2. Assessment schedule for intervention phase

Measures T1 T2 T3 T4 Child Parent1 Parent2

Child diagnoses (DISC) X - X X X X -

Child anxiety and depressive symptoms (RCADS) X X X X X X -

Child impairment (BIS) X X X X X - -

Child externalizing symptoms (SNAP) X X X X X - -

Child attachment (IPPA) X X X X X - -

Implicit child attachment (ABT) X - - - - - -

Child coping (CSLK) X X X X X - -

Child attributions (CASQ) X X X X X - -

Child optimism (YLOT) X X X X X - -

Child self-esteem (RSES) X X X X X - -

Expressed emotion (FMSS) X - - - - X X

Implicit Self-associations (EAST) X - - - - - -

Child executive functions (BRIEF) X - - - - X -

Child temperament (EATQ) X X X X - X -

Parent positive and negative affect (PANAS) X X X X - X X

Parent depression (BDI) X X X X - X X

Parent anxiety (BAI) X X X X - X X

Parent substance misuse (AUDIT) X X X X - X X

Parent optimism (LOT) X X X X - X X

Parent psychopathology (CIDI) X - - - - X X

Cost Effectiveness* X X X X - X X

Quality of life (EQ-5D)* X X X X X X X

Note. T1 = pre-intervention, T2 = 4 months, T3 = 12 months follow-up, and T4 = 24 months follow-up. * = Cost effectiveness 
measures and EQ-5D will also be administered at 6 and 18 months.
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12 months. If any disorder was present, the interviewer makes an estimation of the time of onset 
and the duration of the disorder.

The interviewer combines information retrieved from the DISC with the Weekly Emotions 
Diary for Youth (WEDY; Festen & Nauta, 2010) as input. All children included in the 
intervention trial are asked to keep a weekly diary during the study, giving scores of three items: 
anxiety, sad mood, and happiness on a 0–5 scale. This chart was developed for the purpose of the 
current study, primarily as a helpful tool to obtain a good estimate of the onset and duration of 
a disorder (if present by DISC-criteria), since children may not always have an adequate sense 
of time when retrospectively reporting over the past year. Children are encouraged to fill out the 
diaries either on paper or through the internet in a web-based diary. They receive an incentive of 
1 euro per month for completing the weekly diary, with a maximum of 25 euros.

Secondary outcomes. As secondary outcomes to our study, we will investigate the number of 
days with a disorder (based on the DISC-IV), child and parent anxiety and depressive symptoms, 
quality of life, and cost-effectiveness.

The Revised Child Anxiety and Depression Scale (RCADS; Chorpita, Yim, Moffitt, 
Umemoto, & Francis, 2000) is a 47-item self-report and a parent-report questionnaire, with 
scales corresponding to separation anxiety disorder, social phobia, generalized anxiety disorder, 
panic disorder, obsessive-compulsive disorder and major depressive disorder.

The Inventory of Depressive Symptomatology (IDS; Rush, Giles, Schlesser, & Fulton, 
1986) is a 30-item measure of depressive signs and symptoms in adults. In the current study, the 
Dutch translation of the self-report (SR) version was used to assess current depressive symptoms 
of the parents

The Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) is a 21-item self-
report instrument that assesses the overall severity of anxiety in adults. In this study the BAI is 
used to assess current anxiety symptoms of parents.

To assess quality of life, we included the EQ-5D (EuroQol; Agota Szende & Williams, 2004), 
which is a brief, easy to administer questionnaire comprised of 2 components: a description of 
the respondent’s own health using a health status classification system with 5 items and a rating 
of ‘own health’ by means of a visual analogue scale (EQ VAS; range 0–100). We included a child 
version, a parent version and a regular adult self-report in the current study.

Information on healthcare consumption will be registered with a comprehensive 
questionnaire capturing (mental) healthcare consumption and other illness-related economic 
consequences for society. The instrument is administered to the parents and assesses various cost 
aspects of the child and each parent, including contacts with healthcare professionals, informal 
care and absence from school or work. The instrument is a revision and adjustment of the youth 
care version of the TIC-p (Trimbos/iMTA questionnaire for Costs associated with Psychiatric 
Illness; Hakkaart-van Roijen, 2002) and has been adopted to the specific situation of the current 
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study. The intervention costs are also monitored including therapist time spent on the actual 
intervention, the preparation of sessions, course material, travelling costs, and the costs of the 
training of the therapists.

Mediators and moderators of change. To examine potential mediators and moderators of change 
we assessed the following measures focused on child characteristics and parent characteristics:

Measures on the child’s characteristics. The Youth Life Orientation (YLOT; Ey et al., 
2005) is a 12-item measure of dispositional optimism and pessimism that was developed as a 
child analogue of the widely used Life Orientation Test.

The Children’s Attributional Style Questionnaire - Revised (CASQ-R; Thompson, 
Kaslow, Weiss, & Nolen-Hoeksema, 1998) is a 24-item shortened measure designed to assess 
children’s causal explanations for positive and negative events.

The Rosenberg Self-Esteem Scale (RSES; Rosenberg & Pearlin, 1978) is developed as a 15-
item self-esteem scale for children and adults and translated into different languages.

An Extrinsic Affective Simon Task (EAST; de Houwer, 2003) is a computerized reaction 
time task to indirectly measure attitudes. The current EAST was designed for this study and 
intends to assess the strength of children’s automatic associations between themselves and sad (or 
happy) mood, as well as anxious (or calm) feelings. It is a categorization task, during which target 
words like ‘myself ’, ‘them’, ‘anxious’, or ‘table’ appear in the middle of the computer screen, and 
children have to assign the target words to one of the target labels (‘me’, ‘not-me’, ‘feeling’, or 
‘object’) that are set at either the left or the right side of the screen. In correspondence, children 
press a right or left response key as quickly as possible. The underlying principle is that a person 
will be faster in categorizing anxiety or depression words to the key that is defined as both ‘feeling’ 
and ‘me’ if the person regards him or herself as anxious or depressed. In contrast, the person may 
be slower in categorizing the words related to calmness or happiness to a key that is defined as 
both ‘feeling’ and ‘me’. These types of automatic anxious and depressed self-associations have 
been found to be predictive of symptomatology in adults (Glashouwer et al., 2011).

The Coping Strategies Checklist for Children (CCSC-R1, Dutch version: CSLK; Ayers, 
Sandler, West, & Roosa, 1996; de Boo & Wicherts, 2009) contains 14 subscales, including 
a variety of cognitive coping strategies. Earlier research in offspring has shown that it may be 
important to distinguish between coping at home and coping elsewhere (Jaser et al., 2007). 
Therefore, we administered two versions of the coping questionnaire. The scale contains five 
coping dimensions (Seeking understanding, Control, Optimism, Wishful thinking, Support for 
feeling and Support for actions).

The Brief Impairment Scale (BIS; Bird et al., 2005) is a multidimensional scale of functional 
impairment for children and adolescents. The BIS is a 23-item instrument that evaluates three 
domains of functioning: interpersonal relations, school/work functioning, and self-care/self-
fulfillment.
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The Behavior Rating of Executive Functioning (BRIEF; Gioia, Isquith, Guy, & Kenworthy, 
2000) is a 86-item standardized rating scale used to assess children’s executive functions in home 
and school environments. 

The Early Adolescent Temperament Questionnaire – Revised (EATQ-R; Ellis & Rothbart, 
2005) is a parent-report questionnaire that was developed to measure child temperamental 
aspects associated with self-regulation. Three factors were included in the present study with 
a total of 44 items, namely Effortful control (including activation control, attentional control, 
and inhibitory control), Negative affect (including Fear, Frustration, and Shyness) and High 
intensity pleasure/Surgency.

The SNAP-IV Parent Rating Scale (SNAP; Swanson, 1992) is a parent report questionnaire 
including 18 items for ADHD (inattention and hyperactivity/impulsivity) and 8 items for ODD 
symptoms.

The Dutch version of the Inventory of Parent and Peer Attachment (IPPA; Armsden & 
Greenberg, 1987; van der Vorst, Engels, Meeus, & Dekovic, 2006) is an 11-item self-report 
instrument that is used to assess attachment to each parent and one significant other.

Mother-child attachment was also administered through a computer task, the Attentional 
Breadth Task (ABT; Bosmans, Braet, Koster, & de Raedt, 2009), that was programmed in 
e-prime. The task is based on the assumption that information processing may be distorted 
in individuals with insecure attachment when it comes to attachment-relevant information. 
Insecurely attached children may be more alert to stimuli that are related to the mother, and 
may be more likely to have a smaller attention span when the mother is involved. During the 
task, children are shown a picture of either their mother or an unfamiliar woman, as well as a 
dark dot that appears either close to the picture or further away. Children have to report on 
whether the woman was their mother or the unfamiliar woman, and must then identify where 
the dot appeared. For further details and specifications, see Bosmans et al. (2009). Attentional 
Narrowing Indices (ANI) are presumed to be a proxy for implicit attachment security and can 
be derived from the child’s reaction times (ANI = stimulus close to picture – stimulus far from 
picture).

The Five Minute Speech Sample (FMSS; Magaña et al., 1986) is used to assess perceived 
expressed emotion by the father and the mother. Each parent is asked to talk for five minutes 
about his or her child and the relationship they have with their child. After coding the text, two 
components can be derived: criticism (CRIT) and emotional over-involvement (EOI).

Measures on parental well-being and psychopathology. The WMH Survey version of the World 
Health Organization (WHO) Composite International Diagnostic Interview (WMH-CIDI, 
now CIDI 3.0; Kessler & Üstün, 2004) is a comprehensive, fully-structured interview designed 
to be used by trained lay interviewers for the assessment of mental disorders according to the 
definitions and criteria of DSM-IV (American Psychiatric Association, 1994). We used the Dutch 
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translation (Ter Smitten, Smeets, & van den Brink, 1998) in a computerized version, containing 
of the following sections: Depression, Mania, Panic Disorder, Social Phobia, Separation Anxiety 
Disorder, Specific Phobia, Generalized Anxiety Disorder, Obsessive Compulsive Disorder.

The Alcohol Use Disorders Identification Test (AUDIT; Babor, Higgins-Biddle, Saunders, 
& Monteiro, 2001; Saunders, Aasland, Amundsen, & Grant, 1993) was developed by the World 
Health Organization (WHO) as a simple method of screening for excessive drinking. Seven of 
its items reflect harmful and dependent drinking, while three items assess alcohol consumption 
behavior in terms of quantity and frequency of drinking.

The Positive and Negative Affect Schedule (PANAS) is a 20-item self-report measure of 
positive and negative affect (Watson, Clark, & Tellegen, 1988). Negative Affect (NA) and Positive 
Affect (PA) reflect dispositional dimensions, with high NA epitomized by subjective distress and 
unpleasant engagement, and low NA by the absence of these feelings. By contrast, PA represents 
the extent to which an adults experiences pleasurable engagement with the environment.

Sample size calculation

Our sample size calculation is based on the conventional significance (alpha) and power (1-beta) 
levels of 0.05 and 0.80 respectively, planning one-sided testing. We assume a baseline incidence 
rate of mood and anxiety disorders of 0.11/person*year for the control condition, based on our 
own unpublished analyses in high risk offspring from the ARIADNE study; in the ultra high risk 
subgroup of children with 2 or 3 risk factors we found a 10-year cumulative incidence of anxiety 
and mood disorders of 0.67 (time frame: age 10-20), which corresponds to an incidence rate of 
0.11/person*year, assuming a constant rate. With an intended follow-up duration of 2 years, we 
would then need a minimum of 81 participants per condition to give our study sufficient power 
to detect a clinically meaningful effect of the intervention on the time to onset of episodes of 
mood- and anxiety disorders. We compared our estimated incidence rates with two prevention 
studies. Clarke et al. (2001) studied the effect of a preventive program in subsyndromal offspring 
of depressed patients, and found a 1 year cumulative incidence of 0.25 for depression alone (rate 
0.29/person*year). Therefore, our incidence assumption is relatively conservative. We assumed 
a risk reduction of 70% for the treatment condition, based on the Clarke study; the 1 year 
cumulative incidence of depression in the intervention group is 0.08, compared to 0.25 in the 
control group (unadjusted hazard ratio 0.29). The reported adjusted hazard ratio in this study 
is 0.18. Dadds, Spence, Holland, Barrett, and Laurens (1997) reported a hazard ratio of 0.22 
in favor of a program aimed at preventing anxiety disorders in children. Again, we chose the 
more conservative estimate. Nevertheless, realizing that above-mentioned assumptions remain 
uncertain and that participants may drop out, we decided to include another 25%, resulting in 
2 groups of 102 children for the intervention phase (N = 204).

Including 554 children for the screening (T0), we estimated that 388 children will be in 
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the ultra high risk group (70%) and 166 children in the no ultra high risk group (30%). We 
anticipated 20% of the eligible children to already suffer from a mental disorder that warrants 
treatment, and another 20% to not want to participate in the intervention phase of the study 
for various reasons (leaving N = 204 for randomization). In order to include 554 children in the 
screening, we anticipated that we needed to select 2770 adult patient files (80% no children in 
the right age range or no interest in participating in the study). This percentage was based on 
our earlier experience with the epidemiological ARIADNE study, following offspring over time.

Statistical analyses

Survival analysis will be used to answer the first research question (effect of treatment on the 
possible onset of depression or anxiety disorder). It encompasses a wide variety of methods for 
analyzing the timing of events. The logrank test (sometimes called the Mantel-Cox test) is a 
hypothesis test and will be used to compare the ‘survival’ distribution between the intervention 
and the control group. The measurement is the time to event (clinical onset of anxiety disorder 
or depression). Therefore ‘survival’ is ‘no onset of an anxiety or mood disorder’ in the study 
period of 2 years.

All data will be analyzed using the intent-to-treat principle. Multilevel analysis is a general 
term referring to statistical methods appropriate for the analysis of data sets comprising several 
types of units of analysis. Multilevel analysis holds two important features that are relevant to 
our data, namely the handling of missing data, as well as the possibility to work with dependent 
data. In our case, siblings are dependent (‘nested’) data and can be analyzed as such. Intention 
to treat analyses are done to avoid the effects of crossover and drop-out, which may break the 
randomization to the treatment groups in the study. Mediators and moderators can be included 
as explanatory variables into the multilevel model.

Economic evaluation
An economic evaluation will be conducted alongside the current study to assist future policy 
making and resource allocation. The economic evaluation focuses on the balance between costs 
and health outcomes of the treatment conditions. Both short-term and long-term consequences 
are taken into account.

For the short-term economic analyses, data will be collected prospectively during the 24 
months of this study. Both a cost-effectiveness and cost-utility analysis will be conducted to 
provide information on the short-term economic outcomes. In the cost-effectiveness analysis, 
the incremental costs per depression & anxiety-free year gained are assessed. The cost-utility 
analysis will provide information on the incremental costs per Quality Adjusted Life Year 
(QALY) gained. QALYs will be derived from the EQ-5D (Agota Szende & Williams, 2004), 
which is a brief instrument commonly used in economic evaluations. Since the economic 
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evaluation is conducted from a societal perspective, both medical costs and costs outside the 
healthcare sector will be assessed. Costs and health outcomes will be discounted in accordance 
with Dutch guidelines. Bootstrap analyses are planned to provide information on the uncertainty 
surrounding the economic results. Subsequently, cost-effectiveness acceptability curves will be 
used to inform decision-makers on the probability that the intervention is cost-effective.

We will also conduct a long-term analysis. The relatively short follow-up period of the 
prospective part of the study has the drawback of potential underestimation of future beneficial 
effects of the program. In the proposed long-term analysis we will use decision analytic modeling 
to explore the cost-effectiveness of the program with a longer time horizon (10 years). Primary 
data from the trial will be combined with secondary data sources, parameter-estimates from 
the literature, and where necessary other sources such as expert opinions. Where needed, meta-
analyses will be performed to aggregate available literature data. A Markov-type decision model 
will be used in the analysis, which is in general well suited to model chronic diseases, characterized 
by repeated relapses and remissions over time. In a Markov- (or state-transition) model, health 
states are defined, together with the probabilities of making the transition from one health state 
to another. These models simulate the accumulation of health/quality of life effects and costs over 
time under different strategies (e.g., de Vries et al., 2002). We plan to use data from NESDA (the 
Netherlands Study of Depression and Anxiety; Penninx et al., 2008), a large ongoing naturalistic 
study of patients with mood and anxiety disorders, to model long-term disease history (e.g., to 
model duration and frequency of episodes or transitions between mood- and anxiety disorders). 
The decision analysis will also look at long-term productivity effects of the program; Fergusson, 
Boden, and Horwood (2007) demonstrated, for example, a dose-response relationship between 
number of depressive episodes during adolescence and productivity later in life. Modeling allows 
for exploration of cost-effectiveness of the program under study in different scenarios, e.g., to 
model cost-effectiveness under different assumptions regarding the duration of the treatment 
effect. Sensitivity analyses can also be used to reveal the parameters that are most crucial to the 
outcome of the study, which will help to efficiently allocate future research resources.

Ethical approval and trial registration

The Medical Ethics Committee of the University Medical Center in Groningen gave ethical 
approval for the study (no. 2009.200). Multicenter ethical approval was obtained for the sites 
in Groningen (UMCG/Accare), Friesland (GGZ-Friesland), and Leiden (LUMC/Curium-
LUMC). The trial was registered at the Dutch trial register (www.trialregister.nl), number 
NTR2888 (acronym STERK). 
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Discussion
Given the high prevalence of anxiety and mood disorders in offspring of adults with these 
disorders, prevention interventions are needed to prevent internalizing mental disorders in 
children and adolescents. The current STERK study is a randomized controlled prevention trial 
in high risk offspring (aged 8-18 years) of anxious and depressed patients. We will select youth 
on either elevated symptoms or on the basis of the High Risk Index that we developed in an 
earlier epidemiological offspring study (ARIADNE). The present study is the first to focus on 
both anxiety and depression, since these disorders are often comorbid, and since epidemiological 
findings in offspring show that anxious and depressive symptoms are prevalent in offspring of 
patients with anxiety disorders (Micco et al., 2009) and unipolar depression (Pilowsky et al., 
2008). With this study, we hope to contribute to the prevention of mental disorders in offspring, 
as well as to the knowledge on mediators and moderators of change.

Developing prevention studies, getting funding, gaining ethical approval, and including 
participants is a time-consuming trajectory. For the current study/project, the grant application 
was in 2007, the grant was awarded in 2008, and we received ethical approval by the end of 2009. 
The inclusion of participants into the project is still ongoing. Due to this timeframe, we have not 
been able to incorporate some of the most recent findings into our design. In fact, the current 
design is an adaptation of an earlier design. In the first wave of the study, we only included adult 
patients that were currently in treatment, and we excluded all children with a history of mental 
illness. However, we noticed that quite some eligible and interested participants were excluded in 
this way. In addition, in 2009, Garber and colleagues published a paper, in which they showed 
that prevention interventions may be only fruitful if parents were remitted in terms of their own 
mental health problems (Garber et al., 2009). Therefore, we decided to broaden the inclusion 
scope of our trial (approved of by both the governmental funding organization ZonMw, the 
Prevention program of the Netherlands Organization for Health Research and Development, 
and the Medical Ethics Committee).

A preventive intervention of this kind should not be a stand-alone in clinical practice. Many 
youth departments primarily work on youth’s psychopathology and hardly identify parental 
psychopathology. Likewise, mental health centers for adult patients often do not consider the 
mental health status of offspring. During the process of implementing this study, we noticed that 
therapists are often unaware if adult patients have children. Electronic patient files usually do 
not map age or emotional wellbeing of children. It would be helpful in clinical practice to pay 
attention to psychopathology in the family, and to have more cooperation between youth and 
adult departments for cross-referrals. In line with Garber’s findings it might be helpful to address 
the emotional wellbeing of children in the remitted instead of the acute phase of a parent’s 
disorder. The STERK study may provide valuable tools within such an infrastructure: a way of 
screening for high risk, as well as an intervention aimed at symptom reduction and resilience.
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ABSTRACT
Off spring of patients with anxiety or depression are at high risk for developing anxiety or 
depression. Despite the positive fi ndings regarding eff ectiveness of prevention programs, 
recruitment for prevention activities and trials is notoriously diffi  cult. Our randomized controlled 
prevention trial was terminated due to lack of patient inclusion. Research on mentally-ill parents’ 
perceptions of off spring’s risk and need for preventive intervention may shed light on this issue, 
and may enhance family participation in prevention activities and trials.

Qualitative data were collected through semi-structured interviews with 24 parents (patients 
with anxiety or depression, or their partners). An inductive content analysis of the data was 
performed. Five research questions were investigated regarding parents’ perceptions of anxiety, 
depression, and off spring risk; anxiety, depression, and parenting; the need for off spring 
intervention and prevention; and barriers to and experiences with participation in preventive 
research.

Parental perceptions of the impact of parental anxiety and depression on off spring greatly 
diff ered. Parents articulated concerns about children’s symptomatology, however, most parents 
did not perceive a direct link between parent symptoms and off spring quality of life. Th ey 
experienced an infl uence of parental symptoms on family quality of life, but chose not to discuss 
that with their children in order to protect them. Parents were not well aware of the possibilities 
regarding professional help for off spring and preferred parent-focused rather than off spring-
focused interventions such as parent psychoeducation. Important barriers to participation in 
preventive research included parental overburden, shame and stigma, and perceived lack of 
necessity for intervention.

Th is study highlights the importance of educating parents in adult health care. Providing 
psychoeducation regarding off spring risk, communication in the family, and parenting in order 
to increase parental knowledge and parent-child communication, and decrease guilt and shame 
are important fi rst steps in motivating parents to participate in preventive treatment.
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“It is not a question whether they [the children] will be affected 
but rather what the effects will be.”  #15

Introduction
Anxiety and depressive disorders are highly prevalent, and often co-occur, posing a huge burden 
on patients (de Graaf et al., 2012; Whiteford et al., 2013). Parental anxiety and depression present 
a significant threat to the mental health of their offspring. Children of anxious and depressed 
parents are at 3-4 times greater risk for developing these and other psychiatric disorders than 
children in the general population (England & Sim, 2009; Lieb et al., 2002; Micco et al., 2009). 
Therefore, developing and testing the efficacy of interventions to prevent adverse outcomes in 
this population is of utmost importance. 

To the best of our knowledge, five randomized controlled trials have specifically focused on 
preventing psychopathology in offspring of patients with anxiety (Ginsburg, 2009) or depressive 
disorders (Beardslee et al., 2007; Clarke et al., 2001; Compas et al., 2009). Results of these 
prevention interventions seem positive, with interventions decreasing the risk for anxiety and 
depression by 41% (relative risk = 0.59; Siegenthaler et al., 2012). Looking in more detail at the 
recruitment phase, however, targeted interventions seem to be subject to an important limitation: 
many contacted parents and offspring decline participation. For example, in the sample used by 
Clarke et al. (2001), the 94 adolescent offspring (aged 13-18) of adults treated for depression 
were derived from an initial sample of nearly 3000 parents and 3400 youth, of which 2250 
families actively declined participation. 

To contribute to this body of research, our own group also designed a prevention study. 
Notably, this study took the following features into consideration: first, that anxiety and depression 
are highly comorbid (Kessler et al., 2005) and, second, that intergenerational transmission of 
disorders is non-specific (Beidel & Turner, 1997; Micco et al., 2009). The study thus targeted 
both anxiety and depression and was designed for offspring with current subdiagnostic levels of 
anxiety and depressive symptoms. It assessed additional risk factors, in order to select a high risk 
group to enhance treatment impact (for more information see Nauta et al., 2012). 

However, recruitment difficulties prevented completion of the original project. Across a 
period of 30 months, although we managed to screen as many as 11079 files, and sent 1297 
information letters to families, only 78 positive reactions were obtained; recruitment was only 
6% of the planned sample. Subsequently, we conducted baseline assessments and screening on 
63 children and eventually we were only able to randomize 26 high risk children (of the 204 
needed for sufficient power). This small sample size finally led to cancellation of the randomized 
controlled trial (RCT). For inclusion and attrition of participants see Figure 3.1.

It became evident to us that this specific group of parents and offspring is generally reluctant 
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or hesitant to participate in preventive research. In order to enhance participation in prevention 
activities, we reasoned that it would be important to obtain more insight into the perspectives 
of the target group. Qualitative studies are suitable for exploring the actual experiences and 
perceptions of patients, since they allow scope for patients’ narratives without being constrained 
by specific hypotheses of the researcher, and without being led by questionnaires and predefined 
items. Especially when little is known about the researched phenomenon, as in this case, 
qualitative research seems most appropriate. 

In fact, qualitative studies have contributed to the understanding of various clinical issues, 
including patients’ needs and wishes (Kuper, Lingard, & Levinson, 2008). Using qualitative 
methods to study the perspectives of patients may even suggest new themes that are overlooked 
in quantitative research (Schipper et al., 2013). The perspectives of the parents are of importance 
when one is conducting prevention research with children: they are pivotal in the process of 
evaluating the needs of their children. Furthermore, knowledge about the perspectives and needs 
of the mentally ill parent and the partner will be crucial in the decision making on participation 
in prevention activities. 

Files screened (N = 11079)

Information letters sent by treating psychologist / 
psychiatrist / head of department (n = 1297)

Excluded:
- No children
- Children < 8 or > 17 years
- OCD, PTSS, bipolar disorder as primary diagnosis

Parents replied to letter (n = 177)

Randomization
Categorized as High Risk children (n = 26)

Agreed to baseline assessment (n = 78)

Participated in screening (T0) (n = 63)

Parents declined to participate via 
returned postcard  (n = 99)

Parents agreed to baseline assessment, but 
did not complete (n = 15)

- Categorized as resilient (no high risk)
- Parents declined randomization

IV

Figure 3.1. Flowchart of inclusion and attrition of participants of offspring prevention study (Nauta et al., 2012)
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What studies are available on this topic in the scientific literature? Research on patients’ 
perspectives on prevention for their offspring (i.e., with regard to anxiety and depression) is 
limited. Only a few qualitative studies have specifically reported on mentally ill parents’ barriers 
to participation in offspring intervention. Boyd, Diamond, and Bourjolly (2006) conducted 
focus groups with 18 mothers with depressive disorders or schizophrenia, discussing depressive 
symptoms, generational legacy, parenting difficulties, child problems, social support, stressful 
life events, therapy and other helpful activities, and desired (preventive) family treatment. They 
concluded that barriers for mothers in attending such an intervention included time constraints 
with school schedules, older children refusing to participate, embarrassment, and juggling with 
many demands. However, these barriers mostly related to the stressful life conditions and limited 
resources of low income, urban, ethnic minority, single mothers in the sample. It remains unclear 
whether these barriers hold for depressed parents in general. 

Another study by Stallard et al. (2004) was not specifically on depressed mothers, but 
included 24 parents with a variety of severe mental disorders (psychosis, schizophrenia, bipolar 
disorder, and personality disorders). In this study, major problems in recruitment were also 
reported: for example, an initial parent-child group training was abandoned due to a lack of 
referrals. Parents themselves reported three main barriers to taking part in the preventive research. 
First, parents’ own needs for treating their mental health problems overwhelmed and obscured 
the needs of their children. Second, the responses of a number of parents suggested that they did 
not recognize or acknowledge the possible adverse effects of their illness on their children. And 
last, parents wanted to protect their children from further distress. 

These two studies, however, lack information that may be relevant in the context of 
prevention activities. First, they only included mothers and patients and did not encompass 
fathers’ or partners’ perspectives. Also, the studies included broader samples of patients with 
a range of axis 1 and 2 disorders instead of a more specific group with possibly specific needs. 
Secondly, previous studies have not addressed parents’ perceptions of the need for professional 
help for offspring, or attention to this topic in parent treatment. Finally, barriers to optimal 
child (preventive) treatment have only been addressed in general terms; previous studies have 
not directly addressed barriers to participation in a randomized controlled trial. The latter seems 
critical: recruitment barriers appear to be common in randomized controlled trials (Ross et 
al., 1999) and may give rise to specificity of the collected sample (selection bias), affecting the 
validity and increasing the risk of not reaching a specific group of participants.

In sum, offspring of anxious and depressed parents are at high risk for developing these 
disorders themselves. Therefore, there is an urgent need for preventive research. However, 
recruitment of an adequate number of research participants has proven to be challenging. As 
parents are central figures in obtaining access to their children, insight in parents’ perspectives is 
important. Therefore, the current study uses qualitative interviews with a broad group of parents 
(patients and partners, mothers and fathers, with anxiety and depression, with several levels 
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of severity) to investigate the following research questions: (1) What are parents’ (fathers’ and 
mothers’, patients’ and partners’) experiences with regard to their own depressive and anxiety 
disorders and their children’s vulnerability and resilience? (2) What are parents’ experiences 
with regard to their own depressive and anxiety disorders and parenting? (3) What are parents’ 
experiences with professional help and is there a perceived need for professional help (e.g., 
preventive interventions) for their children? (4) What are parents’ reasons for (not) participating 
in a preventive randomized controlled trial with their children? (5) What are parents’ experiences 
with regard to participating in randomized controlled trials?

Method
Ethics statement

This research was a qualitative sub-study nested within a larger RCT (STERK study, Screening 
and Training: Enhancing Resilience in Kids; approved by the Medical Ethics Committee of 
the University Medical Center Groningen, NTR2888; Nauta et al., 2012). Both studies were 
funded by the Prevention program of the Netherlands Organization for Health Research and 
Development (ZonMw prevention 120620024). For the sub-study, we contacted parents who 
had previously received information about the larger study, and provided written consent to be 
contacted by phone or email. Furthermore, since the sub-study involved a one hour interview 
only, no additional ethics approval was sought.  

We aimed to also include parents who had declined participation in the larger RCT (but 
did consent to additional contact). Therefore, we tried to keep the inclusion procedures of this 
sub-study as flexible and low-key as possible: participants were free to determine the method 
of communication, and were contacted and fully informed by email or phone, accordingly. 
The provided information included an abstract of the larger RCT and its aims, and the aims 
of the sub-study. The topics and approximate duration of the interview were explained, and 
participants were notified that they would receive 20 euros in coupons for their time and effort. 
Over the phone, this information was given verbally. Accordingly, verbal (phone) or written 
(email) informed consent was obtained. Consent was recorded in a document containing an 
interview transcript, which was actively approved by email by all but one participant (due to 
technical problems). Data obtained were anonymized and not shared with the therapist of the 
patients.

Selection of participants

Parents (patients and partners) who participated in the present study had previously been 
contacted and fulfilled criteria for participation in a multicenter randomized controlled trial 



57

Parents’ perceptions on offspring risk and prevention

3

(RCT) on the prevention of depressive and anxiety disorders in offspring of depressed and anxious 
parents (STERK study; Nauta et al., 2012). Trial inclusion criteria for patients were: treated for 
unipolar mood disorder or anxiety disorder either currently or in the past five years, with a 
child aged 8-18 years. Exclusion criteria were: mental retardation, severe alcohol or substance 
use disorder, schizophrenia or other primary psychotic disorder, schizoaffective disorder, bipolar 
disorder. Further details on the design of the trial have been described elsewhere (Nauta et al., 
2012). 

Participants in the qualitative study were recruited from three large mental health institutes. 
We used purposeful sampling of interview participants that was based on maximum variation, in 
order to get as many perspectives on the studied phenomenon as possible (Meadows & Morse, 
2001). In order to attain maximum variation, we interviewed patients and partners, patients 
with both anxiety and depression, parents of children of different ages, fathers and mothers, 
and respondents from different institutions. Some parents participated in the RCT, while others 
refused to participate. Potential participants were contacted and informed by phone. If willing 
to participate, informed consent was obtained and an appointment was made for an interview at 
home or at the psychiatric department. 

Thirty-three parents were asked to participate. Nine parents refused to be interviewed. Of 
these, two parents did not volunteer any reason; one had already participated in a large national 
cohort study and the larger RCT (see Nauta et al., 2012); two only stated ‘not interested’. Others 
provided different reasons like being too busy in general, too busy rebuilding the house, or too 
busy managing their own anxiety. Others did not want to talk about, or be reminded of their 
(past) disorder. Eight of these nine parents had also declined participation in the clinical trial. 
Finally, twenty-four participants were interviewed. Table 3.1 shows the characteristics of the 24 
interview participants. Fifteen (62.5%) had refused to participate in the RCT. Participants were 
7 partners and 17 patients. Seventeen of twenty-four (70.8%) were mothers, with children aged 
2-26 years (M = 11.9). In two families both parents suffered from anxiety or depression. 

Research team and reflexivity

Personal characteristics
The research team consisted of five female psychologists (MN, HF, LM, NB, SE) and three 
parent interviewers. Each interview was conducted by a duo of one psychologist (LM, SE, 
NB) and one parent interviewer. Parent interviewers were selected based on their participation 
in the prevention trial and their interest in the study. Actively including patients as equal 
partners during interviews had several advantages, such as preventing jargon, establishing trust 
and recognizing diversity (e.g., Abma, Nierse, & Widdershoven, 2009; Nierse, Schipper, van 
Zadelhoff, van de Griendt, & Abma, 2012). All three parent interviewers were mothers with 
secondary education, aged 45-57 years, with 2, 3, or 4 children. Two were patients (with anxiety 
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Table 3.1. Overview of participants

Subject Parent Age # Children Partner or 
patient

Disorder Participation in 
prevention study?

1 Mother 41 3 Patient Depression (M) Yes

2 Father 50 5 Patient Depression (F) No 

3 Mother 37 4 Patient Depression (M) No 

4 Mother 38 2 Patient Anxiety (M) No 

5 Father 48 2 Partner Depression (M) Yes

6 Mother 45 2 Patient Anxiety (M) No 

7 Mother 50 1 Patient Depression and anxiety (M) No 

8 Mother 43 2 Patient Depression (M) No 

9 Mother 49 2 Partner Depression (F) Yes

10 Mother 48 2 Partner Depression (M), anxiety (F) No 

11 Father  58 2 Patient Anxiety and depression (F) No 

12 Mother 30 4 Patient Anxiety (M)  Yes*

13 Mother 41 1 Patient Depression (M) No 

14 Mother 39 2 Patient Depression (M) Yes*

15 Father 47 2 Patient Depression (M) No 

16 Mother 46 1 Partner Depression (M and F) No 

17 Mother 42 1 Patient Anxiety (M) Yes*

18 Mother 31 1 Patient Depression (M) No

19 Mother 47 1 Patient Depression (M) Yes

20 Mother 40 3 Patient Depression (M) No

21 Father and 
Mother

41 (F) 
36 (M)

3 Patient and 
partner

Depression (F) No

22 Mother 36 3 Partner Depression (F) Yes

23 Father 45 2 Patient Depression (F) No

24 Father 40 2 Partner Depression (M) Yes

Note.  M = Mother, F = Father. * = participation in RCT ended prematurely.
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disorders or depression) and one was a partner of a patient (with depression). All psychologists in 
the team were MSc or PhD level (health care) psychologists with clinical and research experience. 

The team received a two day training by an experienced qualitative researcher (KS) in 
interviewing: building rapport, empathic listening, probing, and asking open-ended questions in 
order to make the interviewee feel at ease, decrease social desirability, and deepen the conversation. 
Furthermore, the team worked together to construct a topic list, and discussed expectations with 
regard to the answers to the research questions, thus acknowledging the assumptions and biases 
of the team members.  

Relationship with participants
A relationship with the interviewee was established prior to the start of the interview. Both 
psychologists and parent interviewers explained their connection to the prevention trial and 
the reason for (participating in) conducting the interviews. In the prevention trial, LM had 
participated as therapist, NB and SE as research assistants. 

Data collection

Qualitative data were collected between June and October 2012 through semi-structured 
interviews, guided by a topic list with open questions. The topic list was based on previous 
research, the research questions and the research team’s knowledge about and experiences 
with (non) participating parents in the RCT (see appendix). The interview schedule was only 
used to roughly structure conversations, allowing digressing into other topics brought up by 
the interviewee (in accordance with Smith, 2003). Main questions covered demographic 
information, and assessed parent’s anxiety or depression, effects upon children, parenting, 
parents’ help-seeking for themselves and their children, and participation in the randomized 
controlled prevention trial. In addition, probes and follow-up questions were used to manage 
and get a better and deeper understanding of the interviewee’s answers (Rubin & Rubin, 2011). 
Interviews took place at the home of the participant or at the psychiatric department. The 
average duration of an interview was approximately 60 minutes.

Data analyses

All interviews were, after permission, audio-recorded and fully transcribed (written out line by 
line) with anonymized names and places. An inductive content analysis was performed in line 
with the grounded theory approach (Charmaz, 2006). First, the transcribed interviews were 
read to identify emerging themes and subthemes. Codes and labels were attached to text parts/
citations related to a specific (sub)themes (open coding), leading to a set of descriptive themes 
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per transcript. Each interview was analyzed separately by two individual researchers. Differences 
regarding emerging labels were discussed. Then, all labels of all transcripts were compared and 
redefined, and clustered into themes and subthemes (axial coding). Eventually, overarching main 
themes were formulated (selective coding), and similarities and differences between cases were 
identified (cross case analysis of constant comparison) to provide further insight into the research 
questions.

Quality procedures

To check the validity, a ‘member check’ (Meadows & Morse, 2001) was performed: all 
interviewees received a summary of the transcript of the interview and were asked whether they 
agreed with the content. One interviewee did not respond to the member check, all others 
agreed with the content. 

A second member check involved an in depth discussion with two of the three parent 
interviewers. These interviewers were two mothers (one patient, one partner), and they 
participated respectively in 6 and 11 interviews. Conclusions from this discussion confirmed the 
interview analyses and are not reported separately in this paper.

Furthermore, ‘check coding’ was used, meaning that three different researchers (HF, MN, 
KS) were involved in the process of data analysis, in order to enhance the inter-rater reliability 
(Meadows & Morse, 2001). In qualitative research, the process of data collection and analysis 
ends when ‘saturation’ is reached (Meadows & Morse, 2001). This is the point where no 
information is added and data replication occurs. Saturation was discussed in the research team 
and reached in this study after 24 interviews.

Results
The analysis resulted in two main themes per question, with several subthemes, which are 
discussed below. For an overview, see Table 3.2. 

1. Offspring vulnerability and resilience in relation to parent 
depressive and anxiety disorders

Related to the first research question, two key themes emerged: Impact on the Quality of Life 
(QoL) of the children, and Parents’ concerns about the mental health status of children.

Impact on the Quality of Life (QoL) of the children
Parents’ perceptions on the relationship between their own or partner’s disorder and their 
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children greatly differed. Most parents believed their problems did not influence offspring QoL, 
and that parents can keep that part of their life away from their children. Especially fathers who 
were patients seemed to believe that children are not affected by parental disorder. 

#5 “In theory, neither of them had any trouble because of it [father’s depression]. Life just went 
on as usual, in principle… Kids are just kids, they quickly forget that something is going on…
No, the kids didn’t suffer at all.”

Only few parents did notice that children sensed it when parents are not feeling well, and thereby 
realized that their disorder does impact their children.

#3 “The children have emotional antennae. If I had a bad day, they sensed that immediately.”

Although parents tried to avoid negatively affecting their children’s QoL in order not to burden/ 
encumber them with responsibilities, parents sometimes did notice that their children were more 
caring and tried to take their parents into consideration. 

#11 “Children have an enormous need to rescue their parents. So I think that she really sensed 
that there was tension. And tension under the surface is more cruel than tension that comes out, 
you know. So then she was incredibly busy trying to do the best she can [for me].”

Table 3.2. Overview of research questions and main themes

Research question Main themes

1. What are parents’ experiences with regard to their own 
depressive and anxiety disorders and their children’s 
vulnerability and resilience? 

• Impact on Quality of Life (QoL) of the children

• Parental concerns about the mental health status of 
children

2. What are parents’ experiences with regard to their own 
depressive and anxiety disorders and parenting?

• Impact on family QoL

• Communication about parental illness

3. What are parents’ experiences with help for their children and 
is there a need for help (e.g., preventive interventions)? 

• Focus on children in parental treatment 

• Parental perspectives on the need for professional help 
for children

4. What are parents’ reasons for (not) participating in a 
preventive randomized controlled trial with their children?

• Reasons for participating

• Reasons for not participating

5. What are parents’ experiences and advice with regard to 
participation in a randomized controlled trial?

• Positive experiences

• Negative experiences
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Parents’ concerns about the mental health status of children
While most parents believe their disorder does not really impact the QoL of their offspring, 
almost all parents worried about their offspring. Parents noticed that their children were more 
sensitive, anxious, sad, emotional, cry more often, are easily upset, insubordinate, or have trouble 
in school. However, even though parents acknowledged the symptomatology in their children, 
they did not explicitly seem to make a direct link between their own mental health problems and 
their potential impact on child symptoms. One mother (#21) described her daughter as being “a 
little bit unsure, afraid of making mistakes, needing reassurance”. Another parent remarked: 

#18 “He seriously felt that if something didn’t work then he was stupid… Then he could be 
really down on himself. Like ‘I can’t do it’ or ‘whatever, It’ll never work for me’. And tearful, he 
was that too. Really emotional…” 

A lot of parents furthermore recognize their own or their partners’ anxious and depressive 
symptoms in their children, as illustrated by the next quote:

#12 “I notice that she [daughter] panics quickly. For a while she’s really been saying 
[impersonates daughter]: ‘Oh! I’ve got so much pain here’ and then hyperventilates and panics. 
I think, “Ooh, that’s how it began with me…’ So I recognize it really well, and I think, ‘Ooh, 
I must keep her calm, I must take care that she doesn’t get further sucked into this’.” 

2. Parenting and parental depressive and anxiety disorders

The second research question about parents’ perspectives on the influence of their disorder 
on parenting revealed two key themes: Impact on the family Quality of Life (FQoL) and 
Communication.

Impact on the family Quality of Life (family QoL)
According to the participants, parental anxiety and depression can influence family functioning 
and family QoL in different ways. Most parents were in doubt regarding the influence of their 
mental disorder on family QoL, and tried their best to parent as ‘neutrally’ as possible.

#23 “I think their upbringing wasn’t really different, I mean, that’s what we aimed for at least, 
to be as neutral as possible. But well, of course they noticed something, probably, for sure they 
will have noticed more than they are aware of.” 

However, most parents also reported a more negative atmosphere in the acute phase of an anxiety 
disorder or depressive episode. 
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#9 “[Father] was saying: ‘You don’t have any problems because of me’. But it was so obviously 
present, the elephant in the room.”

Independent of parents’ perceptions about the impact of their disorder on the well-being/
quality of life of the children, almost all parents realized that their children notice some of their 
depressive or anxiety symptoms, such as fatigue, withdrawal, irritability, sadness, and anxiety. 
These symptoms may influence the QoL of the family (see Table 3.3). Some patients and partners 
realize that depression or anxiety related symptoms influence a parent’s parenting style.  

#14 “A shorter fuse. In general I feel like, what does it matter, let them go and have fun. But 
when it is too much, it’s TOO MUCH, and then I go off the deep end, and then later I’m 
crying, like ‘what did I do’… and then I think ‘those poor girls they can’t help it either. They 
just want attention.”

Sometimes, parents argue a lot.

#10 “They were afraid that we would separate, because (father) and I fought a lot.”

Furthermore, a lot of parents remarked that the parent with anxiety of depression withdraws 
from family life, leaving the partner and sometimes grandparents, other family members or 
neighbors in charge of the family. 

Table 3.3. Parental symptoms influencing family Quality of Life

Symptoms Citations

Fatigue #10 “I was in bed a lot … Then they came home from school and their mum was in bed again, so that wasn’t 
very nice. Because I was just so very tired, above all.” 
#4 “The only thing she (daughter) said was: ‘Mum is in bed more often’.” 

Withdrawal #9 “… That he (father) didn’t come along and was always sitting on the couch and didn’t want anything… 
They (children) do find that very annoying.”

Irritability #24 “then he [father] doesn’t feel well, then he doesn’t feel happy and then he’s simply more sensitive and then 
he’s quicker angry at the children while he normally isn’t quick to be angry at the kids.” 
#19 “Well, conflict more than anything. I was easily irritated. As much by my partner and as by my kid. 
Luckily, I reacted as little as possible to my kid. She can’t do anything about it, but unfortunately she still got 
some of it. Well, you can’t avoid that. You want to but it doesn’t work.”

Sadness #10 “We laugh too little. It is a sort of serious family.”  

Anxiety #17 “Like the other day, there was another disco at school, and well, then I start calling. That’s how she 
(daughter) notices. Then she missed like a hundred calls and they’re all mine. And then she thinks: ‘damn I 
should ‘ve called my mother.”
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#18 “All I was doing was sleeping. So my mother took over at a certain point. My twin sister 
also came to take care of him too, because I wasn’t leaving the house. I wasn’t really there…so 
they took over everything. They cooked, they did the housework, they really did everything. …I 
didn’t really see him [son] in that period.” 

Also, during an anxiety or depressive episode, house rules were sometimes omitted, because 
parents with anxiety or depression have greater difficulty with maintaining order.  

#3 “Sometimes saying ‘yes’ when you really want to say ‘no’ just so you don’t have to deal with 
the struggle, that is just easy.”

Interviewees explained that because of their anxiety or depression, they are more prone to 
protect their children and to keep in control than other parents, being afraid that bad things may 
happen to them, or that they may develop a mental disorder. 

#10 “…then I’m really strict and they have to be in bed on time since I’m afraid that they’ll 
become overtired and I’m concerned (…) look what happened to me, my psychosis started when 
I wasn’t sleeping well at night, so I am afraid that they’ll get it too.” 

Communication about parental mental illness
Parents had very different opinions with regard to informing their children about their mental 
disorder. Parents stressed the importance of keeping their problems out of their children’s lives 
and parents seem to value secrecy with regard to their mental health problems. However, they 
do not always succeed.

#12 “I always keep it well hidden, since I always go into the kitchen…but there were sometimes 
periods that it got really bad and I was so panicked…that I became short-tempered and said 
‘Leave me alone’ […] But naturally they didn’t understand because everything was fine […] 
and then, suddenly, I wasn’t at all fine anymore.” 

Some parents explained that they talk as little as possible about their complaints, in order not 
to burden their children. Also, parents believed it is best not to talk about it with their children, 
because they think (young) children will not understand.

#14 “I think they’re too young, I don’t want to burden them with it.”

A lot of parents did tell their child that ‘something’ is going on, but do not elaborate. Anxiety 
and depression are not openly discussed, but explained to the children in terms of headaches, 
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being tired or ‘can’t take much’. On the other hand, there were also a few parents who did tell 
their children about their anxiety or depression and were more open about the subject of mental 
disorders. These parents explained that they like to be open and honest with their children and 
do not want to lie.

#15 “I call it gloominess (…) Compared to what I knew in my childhood, they know that 
for pain in your knee or your stomach you go to a white-coated doctor, but that there are also 
doctors for thoughts. For if something awful has happened or you can’t get over something or if 
it continues too long. I find that really positive.”

Often parents started explaining at greater length when the children got older, when children 
started asking questions themselves, or when minimal information led to confusion.  

#9 “…we had said that ‘Daddy’s sick in his head’, and then they saw things on TV, you know, 
about Norway2…And there it was said, ‘that man is sick in his head’, so then we went and 
made it more specific, ‘there are different sicknesses you can have in your head’. So we did make 
it clear that it wasn’t the kind of sickness that that man [on the TV] had, and he had more 
going on than that, but, well, it was hard to explain.” 

#15 “Once they came home being very emotional, because children in their class asked them 
what was wrong with me… Because I was in the hospital. It was something with my brain… 
Then it turned into a brain tumor and well you can imagine how that conversation turned 
wrong. (…) A brain tumor means you’re almost dead. So they came home very frightened.”

It appeared to be a dilemma for parents what to tell their children. Some parents are inclined to 
a one-sided approach; i.e., you can either say nothing or way too much. 

#11 “I am very reserved [in what I tell my children]. (…) my mum had the same as I have, 
and she once called me to tell me that she would throw herself in front of a train and I always 
keep that in mind. That, I will never tell my kids. ”

2  The Norway attack in 2011: A man opened fire at the participants of the Labour Party’s youth camp, killing 69 of them.
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3. Parental perceptions on the need for professional help for 
children (e.g., preventive interventions) 

The third research question was about the need for (preventive) help for children with parents 
with anxiety or depression, with two emerging key themes: Focus on children in parental treatment 
and Parental perspectives on professional help for their children.

Focus on children in parental treatment
Parental experiences with treatment and mental health care were discussed with regard to focus 
on offspring. Most parents said that the treatment they received was primarily focused on 
themselves, treating their anxiety disorder or depression.  

#18 “[Treatment] was all about structure, like ‘what are you going to do today’, that’s it really. 
You just talk about the rest of the day and what you did, and what you did the day before and 
what you could have done differently. So my son wasn’t really involved. (…) Also, It was only 
about you, so it wasn’t like ‘if you have children or a partner..’ … no” 

Parental treatment is regarded as positive, by both patients and partners. Plus, treatment can also 
be helpful for the rest of the family. Some parents used parts of their treatment to explain things 
to their children or notice that treatment helps them to talk more easily about their emotions.

#23 “Things I also apply while parenting, when we talk about things, like ‘you think that, but 
is it realistic?’ I mean, I ask them that too. But then without saying ‘this is therapy’…”

In one example, the adolescent child was an important part of parent’s exposure therapy:

#17 “…that’s why there’s a lot said about letting go. That you do it step by step…that’s how you 
do it. Little baby steps and then let go, since she needs to develop into a young lady soon. And if 
we don’t do that, she’ll be here too, later. Yeah, I know it. That’s why I’m here too. To let her go. 
But, how do I do that? I find it terrifying.”

To conclude, when parents were in treatment, little to no attention is paid to offspring, family 
environment, and parenting skills. However, most parents indicated that they did not miss this 
subject per se. 

#18 “That wasn’t on my mind at all at that moment, so I didn’t miss it or anything. I didn’t 
think they should have included that, no.”
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Furthermore, during treatment and in general during the acute phase of the disorder, patients 
tended to be so preoccupied, that also paying attention to offspring or family seems too much 
to handle.

#12 “Maybe afterwards, when it [treatment] really was at its end, maybe then we could have 
focused on the children …” 

Also, some parents noted that their children were doing well, and therefore expressed no need for 
focus on children, or screening.

#13 [When asked about treatment or screening for child] “Well, not for her [daughter], no, no. 
That is really not necessary, she was obviously doing fine.”

Parental perspectives on the need for professional help for their children
While parents emphasized the advantage of also helping the children, a lot of parents found 
it difficult to articulate what kind of help they would want. Parents thought they would have 
gotten help if they would have known what to ask for.

#19 “You yourself are like ‘how do I do this, how can I do that?’ and at that time, well you 
have health care professionals close by, but still, you’re missing something. You just can’t point 
out what it is, at that moment. Yeah, that’s difficult.”

However, more than half of all interviewees did articulate a need for focus on the children. 
More specifically, there was a need for (preventive) screening and (easily accessible) parenting 
support. Furthermore, parents communicated a need for practical home support and help with 
communicating their mental health problems to their offspring, see Table 3.4. 

Furthermore, partners in particular seem to plead for support for the family. Partners 
suggest a combination of practical family support, psychoeducation and support for partners 
and support for offspring. For example, speaking about her partner, who was the patient, one 
mother remarked: 

#9 “…that’s what I really missed by the Mental Health Care Center, when (father) went there, 
like ‘Hello! There’s a family as well.’ There are kids there and (father) told you that it was going 
badly with him, but then what happens to us? (...) I had no idea, only lots of questions, that 
we couldn’t do anything with.”

Three participating parents indicated that they did not experience any need for professional 
help for the children before receiving information about the preventive trial. However, the 
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provided information changed their opinion and made them recognize the value of screening 
and preventive intervention for their children. 

#12 “That [the question for participation] came from my psychologist (…) And I thought: 
‘That is a good thing’, you know, because of course I do recognize things and I think, it is good 
to see how she (daughter) is doing.”

In many families, one or more children were in treatment. Parents described a divergent pattern 
of problems: ADHD, behavioral problems, emotional problems, autism, mental retardation, 
anxiety disorders, depressive disorders, suicidality, eating disorders. Treatment for these problems 
varied from school support or primary care, to psychiatric family admission and compulsory 
admission in a psychiatric hospital. Parents are prone to seek help when a child is suffering. 
However, participants report that children’s symptoms are hard to recognize for parents unless 
they reach a severe level. Parents commented that they only sought help when something was 
really going wrong.

Table 3.4. Parental perspective on professional help for offspring

Parental perspective Citation

‘Children’ as a topic in regular 
mental health treatment

#10 “…I think it’s really important that the Mental Health Care Center pays attention 
to that, that people who have kids, that attention is paid to them, over how do you 
handle that.”

Practical support #13 “I needed most that she (daughter) just had a normal and fun life, that she has 
enough diversions and does fun things. It’s important that, now and then, someone else 
takes over.”

Parenting support #1 “…if I told where I struggled (with regard to parenting) then they usually said that 
‘those are parenting problems that everyone comes up against’. I understand that, but I 
still think that some aspects can be identified where more support can be offered.”

Family psychoeducation #10 “I think it is wise that people who have this [anxiety or depression], that they are 
taught how to deal with it, when you have a family. And that you get some instructions 
like ‘how do I tell my kids’ and ‘how do I deal with this so that they better understand 
what is going on with their mum and what do you tell them and what don’t you? I find 
that very difficult.”

Help with screening for child 
symptoms

#15 “Please check on them and tell us if everything is normal. It’s like my compass isn’t 
working and I can’t sail. And my partner finds it all really difficult. And she is really 
unsure about how to raise them… if we’re doing okay overall. I don’t feel that way, but 
she does. So she’s all alone in her uncertainty at the moment.”

Preventive child intervention #1 “…that she doesn’t suffer the same consequences as I did, since that was a hard way of 
learning. If she can get a better grasp now, that would be great.” 
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#11 “It [eating disorder symptoms] was lying under the surface, so only when it became really 
heavy, when the youngest had to be hospitalized, because she was near death. And the oldest 
had swallowed too many pills [iron tablets]. Yes, then something could be done.”

#20 “She frequently didn’t feel good about herself then, we’d all sensed that, but not that it was 
so deep. One day we were walking toward the caravan and she started to cry and said, ‘Mama, 
I really want to die. I don’t want to live anymore. I feel so miserable and I don’t want to feel 
that way anymore.’ At that moment I thought: ‘Huh, what?’. We really hadn’t seen it coming, 
totally not. At the moment we thought: ‘Is this a one-off thing?’ And we got talking and she was 
sure that she wanted to be dead, that she wanted to kill herself, but she didn’t know how yet. It 
was already that far along. We really didn’t see that coming.”

4. Participation in a preventive randomized controlled trial

Reasons for (not) participating in a prevention-focused study with your children are extensive. 
Table 3.5 summarizes reasons for participation, whereas Table 3.6 summarizes reasons for parents 
not to participate.

5. Parental experiences and advice with regard to participating in 
randomized controlled trials

Eight out of twenty-four interviewed participants participated with their children in the 
RCT. The fifth research question asked participants about participants positive and negative 
experience with the randomized controlled trial (Nauta et al., 2012), with regard to screening, 
measurements, and the training (for RCT participants). 

Positive experience
As an important factor in their willingness to cooperate in research, patients mentioned the 
personal information they received face to face from their therapist regarding the study.

#4 “Like [therapist] did it, just asking me like ‘would you like to participate’. I think that 
works very well.”

An advantage of participation parents mentioned was the fact that filling out questionnaires 
during measurements and a diary during the intervention gave room for a conversation about 
topics like emotions, anxiety and depression. Therefore, parents experienced more ‘depth’ in 
their conversation with the children.  
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#22 “And I really liked the diary, we filled it in every week. I liked that a lot, because I said 
to [son] ‘you were quite angry the last few days’ and then there was an opportunity to say ‘why 
were you angry?’”

Negative experience
Comments of parents on participating in the randomized controlled trial were primarily related 
to the questionnaires in the study: there were too many measurement points, the amount of 
questions was too much, and the questionnaires contained difficult and negatively formulated 
questions.

#13 “Too much of a hassle. And all those questionnaires looked alike (…) if you’re the one 
who has to fill them in you think like ‘another one??’. Very monotonous… and for [daughter] I 
found them too much about negative mood. (…) She felt really down afterwards…. “

Table 3.5. Reasons for participating in preventive RCT

Main themes Example

Prevention

• Parents recognize their 
own depression/anxiety in 
offspring

#24 “Seeing that we did recognize those things in him [son, 11]. Before this [participation in 
RCT] we already thought, let’s take him to the doctor. ‘Could it be that childhood depression, or 
the like, exists?’”

• Help, support for parent 
and child

#19 “If she learns to be more resilient etc., that can only be good” 
#1 “Now she lets us know…she can’t stop herself going over things in her head, ‘how can I stop 
this?’… I wanted support for her so badly and that’s why we signed up.” 

• Prevention of child 
problems

#15 “I want to have them checked preventively. I want someone to tell me that everything is 
still normal, given the circumstances, or that they need treatment themselves in whatever way.”

Helping others #19 “Those were the most important reasons. Yeah, I think, when I tell my story and it helps 
other people who suffer encounter the same problems, then …”

Research is important #10 “We both were researchers, so you know… it’s.. hard to collect data – I call it data, we 
studied other things – … it is very important that research on this topic is conducted”

Child likes to participate #9 “My son found it very interesting, and he wanted to participate really badly.”
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Table 3.6. Reasons for not participating in preventive RCT

Main themes Example

Parental overburden #3 “I can’t do this [participating] as well”

Parental symptoms and 
disorders

#7 “I would have liked to [participate], but then again not really, and I think ‘how do I get 
there? I am afraid to drive with these meds.”

Ending the Mental Health 
care period in your life

#2 “…and if you’re almost finished at a particular moment, then I want to finish up too… 
I don’t think that you should, if you are finished…that you should keep dragging things up 
by participating in all sorts of studies, because then it keeps it alive and you can never finish. 
And now I’ve finished this off. Done.”

Time investment and 
paperwork

#4 “It’s purely the time investment, (…) And you just shouldn’t give me a pile of paperwork… 
[laughs]. Filling out paperwork, that’s a horror for me. I also outsourced all paperwork at 
home.”
#21 “Also, I work 40, 44 hours a week, so… when I come home… then there are 2 nights 
that my wife works, so the time you have left.. plus she also works one day, add up sports one 
time a week (…) we don’t have time left”

Participation too 
confronting

#22 “I could imagine that people would not participate, because they will be confronted with 
their own issues. For example: ‘do I spend enough time with my children and do we have 
enough fun?’ Things like that, do I dare to hold up a mirror? Their father finds that very 
difficult, so he didn’t participate”

Child burden

Protecting children from 
possible negative effects of 
participation in preventive 
research

#23 “I have my doubts that it’s completely without risk…I call that a reversed placebo 
effect…if you treat people then they think, ‘I am being treated thus I am sick, so there is 
something going on’. And, I’m not waiting on that, naturally… that would be my fear. “
#14 “I just didn’t want to make her worried.”

Not generalizing #17 “I have a problem, my daughter does not have a problem. (…) so don’t bother her (…) I 
think it’s a really sensitive subject, especially when someone does not want to see… yes, I have 
a problem, she doesn’t, are you going to label us all, because one has it, that must mean the 
other one must have it as well?”

Child too young #23 “When they’re older it becomes easier for them to put it in context? Then they can 
participate themselves, choose for themselves if they want to participate, but, to be honest, we 
still have to prepare them for it... But when they’re young it’s just different, and if you don’t see 
any problems, you don’t go looking for them.”

Stigma #14 “He [father] says: ‘[if we participate, then] she’ll get a patient file, and she gets labelled 
and she’ll never get rid of that label’.”
#17 “…I don’t want anything to do with the [Mental Health] business.”

Shame, embarrassment #23 “The reason for me for not participating was that we should have told them [children] 
the whole story, and well, it’s a difficult story…”

#8 “I think I am secretly really afraid of that, of what she [daughter] might say.”

No worry about children #23 “And I don’t see that they have a problem,... I’m actually 99.9 percent sure, symptom-
free, which is good.”

Children refuse to participate #16 “It was, naturally, on a voluntary basis, so (son, almost 14) is naturally really an 
adolescent who won’t do tthings in his free time, which is sacred to him.”
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Discussion
The purpose of this study was to obtain qualitative data on parents’ perspectives on parental 
anxiety and depression, parenting, offspring risk, and the need for and barriers to parent 
participation in offspring preventive health care and RCTs (in order to shed some light on the 
low participation rates of families in offspring prevention). We conducted 24 interviews with 
parents (both patients and partners, fathers and mothers). Even though parental perceptions 
and experiences regarding offspring risk, vulnerability, communication and the need for (and 
the importance of ) preventive intervention varied widely, some general themes emerged, as 
summarized below. 

1. Impact on offspring: no perception of a direct link between parent symptoms 
and offspring Quality of Life, but concerns about children’s symptomatology
Parental perceptions on offspring risk greatly varied. Most parents believed their problems did 
not influence offspring QoL. Especially fathers seemed to believe that their children are not 
affected by parental disorder. In line with previous research (Boyd et al., 2006), parents did not 
seem to make a direct link between their depressive and anxious symptoms and the potential 
impact on offspring QoL. However, almost all parents did articulate concerns about their 
children’s mental health status. Previous qualitative studies never explicitly asked parents about 
the impact of parental illness on their offspring, but child problems are frequently mentioned by 
parents (e.g., depression, ADHD, drug abuse, learning disabilities, significant levels of emotional 
and behavioral problems; Boyd et al., 2006; Stallard et al., 2004). Whether parents attribute 
the development of child problems to their own mental illness and genetic transmission of risk 
(nature) or to environmental factors, such as parenting (nurture) has not been explicitly verified 
in this sample. 

Parents barely mentioned offspring resilience and protective factors in relation to parental 
anxiety and depression. The focus of our RCT with preventive activities directed at resilience 
(Nauta et al., 2012) may therefore have been a step too far, since parents should first be informed 
on offspring resilience in relation to the transmission of risk. 

2. Impact on parenting: parent mental illness does influence family Quality of Life, 
while parents value secrecy to protect the children 
Parents described that parental mental health problems influenced family Quality of Life. 
Children notice parents’ fatigue, withdrawal, irritability, sadness, and anxiety. Furthermore, 
anxiety and depressive symptoms influence a parent’s parenting style (e.g., a lack of patience, 
withdrawal from care, inconsistent parenting, and overprotectiveness). These parenting 
difficulties are in line with previous research on mothers with depression (Boyd et al., 2006). In 
quantitative research, it has also been well established that parental anxiety and depression are 
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likely to affect the quality of parenting (for review see Downey & Coyne, 1990; Goodman & 
Gotlib, 2002; Lieb et al., 2000; Moore, Whaley, & Sigman, 2004). However, parents did not 
seem to relate these parenting issues or family QoL to offspring mental health.

A second key theme regarding parental disorders and parenting was communication. Parents 
reported various reasons for secrecy about their mental disorder. Most parents were hesitant 
to provide any information to their offspring or only provided minimal information when 
necessary (e.g., ‘headache’, ‘sick in the head’). Unlike privacy, which in the West is considered a 
healthy characteristic of the autonomous adult, secrets are often troublesome, creating distorted 
perceptions and strained relationships (Imber-Black, 1993). In line with previous research 
(Stallard et al., 2004), however, parents in the current study were concerned that the provision of 
information may have a negative effect in terms of unnecessarily burdening the child with details 
of the parent’s illness.

Furthermore, parents believed young children would not understand. Often, additional 
information was provided when minimal information led to confusion and worries in children. 
Only a few of the parents knew how to explain their anxiety or depressive disorder to their 
offspring in an open and age-appropriate way. Previous research on offspring of depressed parents 
has emphasized the importance of informing children about parental mental illness (i.e., making 
offspring understand what anxiety or depression means, making them realize that they are not 
to blame), and the possible adverse effects of lack of information (e.g., Beardslee & Podorefsky, 
1988; Focht-Birkerts & Beardslee, 2000). However, according to parents, this information is 
currently not provided in adult mental health care. 

3. Professional help for offspring: wish for psychoeducation, symptom screening 
in offspring, and referral for treatment of acute problems rather than for intensive 
preventive interventions
Parents viewed mental health treatment for themselves as helpful and beneficial. However, in 
contrast with the current guidelines regarding youth depression (National Institute for Health 
and Clinical Excellence (NICE), 2005), little or no attention is paid to offspring or parenting 
in parental treatment, according to the parents in our study. Parents did not consider this to be 
unfavorable and indicated that in the acute phase of an anxiety disorder or depressive episode, it 
is important to focus treatment on parental symptoms and disorders. This is in line with findings 
from a large longitudinal mother-child study (STAR*D) which emphasized that effectively 
treating parental depression is associated with decreased psychiatric symptoms and improved 
functioning in offspring (Pilowsky et al., 2008; Wickramaratne et al., 2011). Informing 
parents of this advantage of parental treatment should be included at the outset of parental 
psychoeducation in adult mental health care.

In most families, offspring intervention only became a priority when children developed 
symptoms, and parents expressed a need for discussing child-related concerns with their therapist. 
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Parental needs for offspring-related interventions mainly consisted of help with screening for 
symptoms. In addition, parents expressed interest in prevention, parenting support, practical 
support, and family psychoeducation, without directly including (i.e., ‘burdening’) the child. 
However, most parents emphasized that they find it hard to articulate their own and their 
children’s needs. 

It is not surprising that recent RCTs intending to investigate preventive interventions for 
offspring have struggled to include enough participants to achieve sufficient power. It appears 
that offspring-focused prevention does not fulfill parents’ needs for help. Parents suggest a 
more parent-focused approach including psychoeducation and parenting support. Offering a 
parenting program in adult mental health care that meets parental needs and preferences is a 
potential successful strategy for preventing problems in children. Furthermore, offering such a 
program in groups could have the advantage of peer-to-peer support. 

Parents indicate that little to no parent support is currently provided in adult mental health 
care. Barriers that currently may prevent an effective consideration of offspring needs in adult 
mental health may include time pressure, and a lack of child-focused skills in adult mental health 
(Stallard et al., 2004). Therefore, professionals’ opinions regarding implementing parenting-
related interventions in adult mental health care should be investigated.

4. Barriers to participation in research: parental overburden and perceived lack of 
necessity for child intervention
The findings reported above show that important reasons for not participating in research 
are parental overburden (including parental disorders and additional demands of the study), 
perceived lack of necessity of professional help for offspring, worry about negative effect on 
offspring, shame and stigma, and children refusing to participate. This is in line with previous 
studies confirming that the additional demands of a study may cause concern for some parents, 
and influence their decision to participate (Ross et al., 1999). In line with studies of parents 
with a variety of mental problems (Stallard et al., 2004), parents’ needs seem to overwhelm and 
obscure the needs of offspring, and parents did not wish to involve their children, fearing that 
participation would cause them further distress. 

In contrast with the barriers to participation, some of the most commonly-mentioned 
motivators to participation were worry about the children’s symptomatology, and the need for 
support, and prevention. Furthermore, helping others, the importance of research, and children 
wanting to participate were named as reasons for parents to participate in the RCT. 

5. Positive and negative experiences with participation in RCT
Participating parents in the RCT (Nauta et al., 2012) were positive about participation. 
Interestingly, when the therapist of a parent had played a prominent role in informing parents 
in the inclusion phase, and parents experienced personal communication, parents were more 
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willing to participate. The therapist recruiting for the trial has been reported to have the greatest 
influence on the decision to enter the trial (Ross et al., 1999). 

Negative feedback included the ‘pile of information’ provided, questionnaires, and the 
negative content of questionnaires. Previous research investigating multiple RCTs and barriers 
to participation also indicated that recruitment information should be presented in a simple and 
straightforward way, in order to encourage participants to participate in research (Ross et al., 
1999). Furthermore, shortening forms by removing unnecessary standardized content improves 
understanding (Flory & Emanuel, 2004; Rogers, Tyson, Kennedy, Broyles, & Hickman, 1998). 

The inclusion of patient research partners in our qualitative study is in line with the emerging 
trend of patient participation in psychiatric research (Baart & Abma, 2011). Including patients’ 
perceptions and needs may improve the quality of RCTs. Langston et al. (2005) reported how 
a multicenter RCT, in which patients were involved, led to higher quality of trial information, 
well-targeted sharing of research findings and well-informed and motivated participants. 

Strengths and limitations
Major strengths of this study are the inclusion not only of patients and mothers, but also partners 
and fathers, and using purposeful sampling rather than convenience sampling. Furthermore, the 
data represented here are based on participant’s responses to open-ended questions collected 
using semi-structured interview schedules, which increases the validity of the findings. Another 
important strength of this study is the enquiry of parent perspectives and barriers in a group 
of parents that did or did not participate in an RCT. Therefore, the barriers mentioned were 
not hypothetical, but rather direct experience. Furthermore, to obtain these perspectives and 
experiences, interviews were conducted by psychologists, aided by trained parent interviewers 
who resembled the group of interest. This strengthened our results by building rapport during 
the interview, establishing trust and preventing jargon and socially desirable answering (e.g., 
Abma et al., 2009; Nierse et al., 2012). 

However, this study also has a number of limitations. First of all, this sample consisted of 
parents who agreed to be interviewed about their or their partner’s anxiety or depressive disorder, 
offspring and parenting, suggesting that these parents had insight into their illness and valued 
their parental roles. Thus, this sample might not represent parents who are less inclined to talk 
about caring for their children. In addition, the sample size of our study was relatively small 
compared to a quantitative study. However, in grounded theory, sample size is determined by 
data saturation and theoretical completeness (Charmaz, 2006), which can already be achieved 
after 12 interviews (Guest, Bunce, & Johnson, 2006). Finally, although the perceptions of 
parents give interesting input to develop preventive activities, these views may not necessarily be 
best to follow. Wishes are different from effective strategies. Only a controlled evaluation of the 
efficacy of any newly developed strategy should be the basis of any subsequent changes in policy 
or intervention. 
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Conclusions
Patients in adult mental health care would like the opportunity to attend parent psychoeducation 
groups, where knowledge of impact of disorders on child and family QoL and parent-child 
communication is strengthened, and guilt- and shame-related topics are tackled. Interestingly, 
a similar intervention (two one-hour psychoeducation lectures) has been found effective in 
increasing family functioning and decreasing internalizing behaviors in offspring (Beardslee et 
al., 2007; Beardslee et al., 1993).

In addition, providing opportunities for screening on child symptoms and functioning, and 
easy accessible referral to youth mental health centers if necessary may increase awareness in 
patients and professionals. This then might increase knowledge, decrease guilt and shame and 
might also facilitate participation in research trials. 

Future studies should further investigate the efficacy of these proposed interventions. 
Furthermore, mental health care professionals’ opinions on parent-related interventions should 
be investigated in order to effectively implement a more parent-focused approach in adult mental 
health care. Last, in order to pave the way for a discussion about offspring in adult mental health 
care, it is important that information about offspring is added in the guidelines for mental health 
care professionals working with adults. While current guidelines for health care professionals in 
child and youth psychiatry recommend that offspring of depressed parents should be referred 
for depression assessment (National Institute for Health and Clinical Excellence (NICE), 2005), 
information on offspring is currently lacking in guidelines on the treatment of mental health 
problems in adults (e.g., National Institute for Health and Clinical Excellence (NICE), 2009).
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Appendix 
Topic List
1. Demographic and clinical information
2. Parental perceptions on parental depression/anxiety and children 
3. Parental perceptions on parental depression/anxiety and parenting
4. Should mental health services focus on children of patients? And how? Would you 

participate to screening or training for offspring?
5. What are reasons for participation in research on screening and preventive treatment? What 

were reasons for you to participate or not to participate?
6. STERK study information package: what is your impression of the information material? 

What could be improved?
7. Conclusion and ending conversation





   HAPTER 4
A fi rst impression of professionals’ experiences with care for off spring of 
depressed and anxious patients: Recommendations for clinical practice
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Introduction
Anxiety and depression in parents are prevalent and impairing illnesses. Epidemiological studies 
have shown that children of depressed and anxious parents are at increased risk for developing 
these disorders as well (Hirshfeld-Becker et al., 2012; Lieb et al., 2002; Micco et al., 2009). Over 
the last decade, a series of national reports in Europe, Australia, New Zealand, and the United 
States have recommended the development of preventive efforts targeting children of depressed 
or anxious parents (Australian Infant Child Adolescent and Family Mental Health Association, 
2004; Bool et al., 2007; Falkov & Lindsey, 2011; Mrazek & Haggerty, 1994). The American 
Academy of Child and Adolescent Psychiatry (2008) concludes that “Unfortunately, families, 
professionals, and society often pay most attention to the mentally ill parent, and ignore the children 
in the family. Providing more attention and support to the children of a psychiatrically ill parent is an 
important consideration when treating the parent”.

However, attempts to investigate the impact of parental mental illness on offspring (Stallard 
et al., 2004), and to study the prevention of psychopathology in randomized controlled trials 
(e.g., Clarke et al., 2001; Festen et al., 2014) face serious recruitment problems. In order to 
shed light on barriers to offspring prevention, both child perspectives (Stallard et al., 2004), 
and parent perspectives (Boyd et al., 2006; Festen et al., 2014; Stallard et al., 2004) have 
been studied. One conclusion that keeps popping up is the importance of informing parents 
about offspring risk and resilience. Recent research described in this thesis highlights that the 
prevention of offspring anxiety and depression may start with changes in parent perceptions of 
offspring risk and resilience (see Chapter 3), indicating that offspring prevention should start in 
adult mental health care. 

In a Position Statement about children of parents with a mental illness, the Royal Australia 
and New Zealand College of Psychiatrists (2009) recommends “If children of parents with a 
mental illness are to benefit from proposed enhancements to practice relating to services provided to their 
families, it is essential that psychiatrists themselves are involved in the development, implementation, 
and review of good practice in this area.” This statement highlights the importance of involving 
mental health care professionals in research aimed at improving prevention for offspring of 
parents with mental illness. Therefore, it is important to investigate the perspectives of the 
professionals working with patients who are parents on the implementation of offspring-related 
preventive care in mental health centers.

Previous studies on mental health care professionals’ perspectives on offspring prevention 
have hardly been conducted. In an attempt to develop a prevention program for low-income, 
minority, and urban families (i.e., depressed mothers and their offspring), Boyd, Diamond, 
and Bourjolly (2006) conducted two focus groups with 10 mental health care professionals. 
Clinicians were asked about the mental health services that they provided for their depressed 
patients with children. It was consistently expressed that adult patient’s treatment focused on 
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the patient without a great deal of attention to their parent role. Also, professionals described 
themselves as lacking experience, knowledge, and qualifications to help with parenting and 
the parent-child relationship. Most surprising to the authors was that the professionals in the 
focus groups who worked in adult health care centers had limited knowledge about the types of 
services available to children with mental health problems. 

In another qualitative study investigating the impact of parental mental illness on children 
(Stallard et al., 2004), conclusions derived from interviews with 24 parents and 26 children were 
discussed during meetings of a multidisciplinary project steering group consisting of clinicians 
with an interest in the children of parents with a mental illness. Only half of parents eligible 
for inclusion were included in the study, which was a reason for the researchers to investigate 
the reflections of the research and project team about the process of undertaking the study. A 
number of adult mental health team barriers that prevented an effective consideration of the 
children’s needs were identified: time pressure and limited resources, a client (vs. family/system) 
focused approach, a lack of skills or training in assessing the needs of children, and protecting 
the needs of adult patients. In addition, it was briefly mentioned that the researchers attempted 
to start a parent-child group intervention, which was abandoned due to lack of referrals. Reasons 
given by the teams for the lack of referrals included professionals’ fears that the parent’s mental 
illness would deteriorate when participating in the group intervention, that confidentiality 
would be lost, that the group would be judgmental, and that the children might be taken away 
from their parents. 

However, these two studies lack important information that may be relevant in the context 
of prevention activities specifically focused on offspring of depressed and anxious patients. For 
one, existing studies were conducted in community mental health care facilities in the United 
States and the UK, where patients are treated with a range of axis 1 and 2 disorders. However, 
focus groups were never conducted in specialist teams for anxiety and depressive disorders. 
In addition, while offspring prevention transcends the field of adult mental health care, it is 
important to also include child mental health care professionals’ experiences and perceptions 
in research into prevention of anxiety and depression (see Chapter 2).The attitudes of the 
mental health professionals (who have to find ways to integrate offspring-related prevention 
activities in their work) may be indicative of successful implementation of prevention activities 
for offspring in adult mental health care. Therefore, the aim of this chapter was to investigate 
professionals’ experiences with offspring and offspring care. Focus groups were conducted with 
professionals working in adult and child mental health care. First, the results of interviews with 
parents (patients in care for anxiety or depression, or their partner) regarding prevention for 
offspring anxiety and depression were presented (for more information, see Chapter 3). Then, 
the professionals were asked about the health care services they provide for their patients with 
children, and how we can improve care for and prevention of offspring mental health. 
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Method
Three focus groups were conducted with mental health care professionals (N = 15), including 
psychiatrists, psychologists and healthcare workers, working in child or adult mental health 
care. Each focus group was conducted on site (Groningen, Leeuwarden, Leiden), and lasted 
approximately 60 minutes. All participating centers provided cognitive behavioral therapy 
(CBT) and medication for anxiety and depressive disorders in their care as usual. 

Each focus group started with a plenary presentation of the qualitative information obtained 
from interviews with parents (patients and partners) described in Chapter 3. Questions related 
to the improvement of health care for this population were then discussed with mental health 
care professionals. The focus groups were conducted to capture the reflections of mental health 
care professionals. 

Preliminary data analysis

Each focus group was audiotaped and moderated by the first author (HF). Written notes were 
taken during each focus group. After conducting all focus groups, the first author listened to 
each audiotape and summarized it, writing down themes. Themes from all three focus groups 
were then grouped together, identifying overarching themes as core themes (selective coding). 

Preliminary results 
Perceptions of mental health care professionals

In the three focus groups with mental health care professionals three major themes emerged:  
(1) A lack of attention for offspring in adult mental health settings, (2) The assessment of 
offspring/family as standard practice in adult mental health care, and (3) Collaboration of 
mental health institutions for adults and youth.

Lack of attention for offspring and family
Mental health care professionals were asked about the health care services they provide for their 
adult patients with children. Consistently, in all focus groups, it was expressed that adult mental 
health care focused on adults, and that attention for the patients’ family or offspring was lacking. 
In the phase of intake and treatment alike, topics like family life, offspring, and parenting were 
not investigated. Often, adult mental health care professionals appeared unaware of the number, 
age, and gender of their patients’ children. Furthermore, therapists stressed the importance of 
strengthening the relationship with patients in the beginning of treatment, and implied that 
asking about the children and their vulnerability might induce feelings of shame and guilt in the 
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patient, which might harm the therapist-patient relationship, and therefore harm the patient’s 
treatment outcome.

Therapists described themselves as lacking the experience and knowledge to help patients 
with parenting and parent-child relationship problems. Also, a lack of knowledge regarding 
possibilities for referring patients with child-related issues seemed to be a barrier to discuss 
offspring problems. 

Both professionals and parents were reluctant to talk about offspring (and offspring risk 
for developing mental disorders as well) in regular treatment. According to mental health care 
professionals in the focus groups who do discuss child-related issues in treatment, parents are 
also reluctant to talk about the way the parental disorder influenced offspring and parenting. 
Parents, according to professionals, were often convinced that children are unaware of parental 
disorders, and would say: ‘my child does not know about my depression/anxiety, and does not notice 
it’ or ‘my child is doing fine in school, everything is ok’. 

Furthermore, the increasing pressure on psychiatric services, including limited time and 
budgets, can make it difficult for teams to think about the needs of children in addition to the 
needs of the patient. Adult professionals expressed that there is no time to consistently ask about 
family or offspring. They were preoccupied with managing their caseload, including providing 
evidence based treatment programs for their patients’ current disorder. However, it was agreed 
upon that asking about the wellbeing of offspring and patients’ perceptions on parenting is just 
as important as talking about work and relationships in treatment.

Assessment of offspring as standard practice 
In all focus groups, professionals agreed that it should be standard practice for adult mental 
health care professionals to ask about children, family, and parenting during intake and 
treatment. Including offspring as a routine topic in adult mental health care was hypothesized 
to (1) free therapists of the decision making whether a specific patient would be asked about 
offspring (because all patients would be asked about offspring), (2) help the patient think and 
talk about how their disorder influences family life (because the topic is brought up regularly), 
(3) help gain standardized information about patients’ offspring (number, age, etc.), (4) allow for 
offspring-related discussion in treatment (for example: ‘what do I tell my children about depression/ 
anxiety/treatment?’).

Importance of more collaboration between child and adult mental health care 
institutions
Adult health care professionals described themselves as lacking the experience, knowledge, and 
qualifications to help patients with parenting and parent-child relationship problems. However, 
they recognized the importance of paying attention to offspring and they agreed that children 
and parenting should be standard topics in adult treatment. 
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Mental health care professionals from adult and youth mental health organizations both 
stressed the importance of closer collaboration in order to educate both therapists and patients 
who are parents, with regard to appropriately informing children about parental anxiety and 
depression, and, if necessary, screening and referral. More specifically, professionals mentioned 
that information leaflets and psychoeducation group sessions would help both therapists and 
parents start a conversation about anxiety/depression and children. Leaflets should include 
practical, goal-oriented information about parenting and anxiety and depression, and bullet 
points summing up how to help your child to get more resilient. Furthermore, regular 
telephone consultation slots offered by child mental health professional were hypothesized to 
of great assistance to adult professionals. Also, in order to improve offspring related preventive 
activities, professional agreed that collaboration is important in designing and offering parent 
psychoeducation and parenting support in adult mental health care. 

Discussion
It has to be noted that the analyses and the results presented are preliminary and only give a 
first impression of the data. In order to perform an inductive content analysis in line with the 
grounded theory approach, the audiotapes should first be fully transcribed. Also, the transcribed 
focus groups should be analyzed by two researchers independently, completing open coding of 
units of analysis, clustering labels into themes and subthemes (axial coding), and formulating 
overarching main themes (selective coding), using cross case analysis of constant comparison (for 
a more detailed overview of this process and additional information regarding quality procedures 
in qualitative data analysis, see Chapter 3). It cannot be ruled out that the conclusions will differ 
when more extensive analyses will be performed. The study and its conclusions in this form were, 
however, included in this thesis, because it provides important information supplementary to 
Chapter 3 and a first impression of professionals’ perspectives. 

Conclusions and recommendations for clinical practice
Three focus groups with adult and child mental health care professionals were conducted. In this 
chapter, the preliminary data on professionals’ experiences with and perspectives on the care for 
offspring of patients with anxiety and depression has been presented. Additionally, the role of 
adult and child mental health centers with regard to providing (preventive) care for offspring has 
been discussed.

Discussions in all three focus groups touched similar subjects, resulting in three main 
conclusions: (i) Professionals in adult mental health care recognized a lack of attention for 
offspring and family; (ii) professionals in adult mental health care expressed a need for assessment 
of offspring and family as standard practice, including repeated assessment and possible treatment 
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options regarding offspring and the patients’ family; (iii) professionals recognized the importance 
of collaboration between child and adult mental health care institutions.

Professionals’ recommendations for prevention in clinical practice

•	 Professionals in adult mental health care should be aware of patients’ offspring, offspring 
age and gender.

•	 Offspring should be a routine topic in adult mental health care, both in assessment and 
treatment of patients who are parents.

•	 Professionals in adult mental health care should be informed about offspring risk, and 
possibilities for screening and referral

•	 Offspring prevention starts with informing parents and discussing family mental health 
issues. Educating parents starts with educating mental health care professionals.

•	 Adult and child mental health care services should collaborate in offering parent 
psychoeducation and parenting support in adult mental health care.

•	 Parents in treatment should be given the opportunity to attend ‘parents that are patients’ 
psychoeducation, where information about parental disorders and impact on children is 
provided, parent-child communication is discussed, guilt and shame related topics are 
tackled, and resilience is addressed (see also Chapter 3).

•	 Effectively conducting research on offspring prevention in adult mental health care starts 
with systematic and genuine interest and enthusiasm of professionals working with adult 
patients.

•	 Time and resources should be offered in order to standardize any form of offspring care in 
adult mental health.

 

Concluding remark

This chapter summarizes the recommendations that professionals in adult and youth mental 
health care provided, based on their experience and intuition. Following the recommendations 
of mental health professionals may not automatically lead to the anticipated benefits, and the 
benefits may not outweigh the costs associated with the time investment. Future studies should 
investigate whether paying more attention to offspring in adult mental health care will indeed 
(cost)effectively decrease offspring risk and increase family quality of life. 





PART II
Risk and Resilience





   HAPTER 5
Th e relationship between parent and off spring anxiety and depression: 
the mediating role of childhood emotional maltreatment and off spring 

implicit self-associations

Based on: Festen, H., Nauta, M. H., Hartman, C. A., Elzinga, B. M., & de Jong, P. J. (2016). 
Th e relationship between parent and off spring anxiety and depression: the mediating role of 
childhood emotional maltreatment and off spring implicit self-associations. To be resubmitted 
for publication.
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ABSTRACT
Introduction.  Dysfunctional cognitions about the self may put people at risk for depression 
and anxiety. Several pathways may be involved in the development of (implicit) cognitions. 
Cognitions are supposed to develop in childhood, and may be under the infl uence of parental 
(non)supportive behavior towards the child. Off spring of parents with depression/anxiety are a 
high risk group for developing depression/anxiety. In this high risk group, we hypothesized that 
negative implicit associations may be related to reported childhood emotional maltreatment, 
and that the relation between parent and off spring depression/anxiety may run via reported 
emotional maltreatment and enhanced implicit negative self-associations. Th is pathway was 
hypothesized to be more pronounced if both parents were aff ected.

 Method. Adult off spring depression/anxiety symptoms and diagnoses were indexed by the 
Beck Anxiety Inventory (BAI), the Inventory of Depressive Symptomatology (IDS), and the 
Composite Interview Diagnostic Instrument (CIDI) in the Netherlands Study of Depression and 
Anxiety (NESDA; N = 2981). Further assessments were on parental anxiety and depression (CIDI 
interview or family tree inventory), childhood parental emotional maltreatment (retrospectively 
with a semi-structured interview), and implicit self-associations (Implicit Association Test).

Results.  Consistent with our hypotheses, the relationship between parental depression/
anxiety and off spring depression/anxiety symptoms and disorders was mediated by perceived 
emotional maltreatment and implicit negative self-associations. Th e risk for off spring depression/
anxiety (via emotional maltreatment and implicit associations) was increased when both parents 
were aff ected.

Conclusions.  Th e present fi ndings are consistent with the view that transgenerational 
transmission of depression/anxiety may run through an increase in (reported) parental emotional 
maltreatment and associated strengthening of off spring’s negative self-associations. Th e current 
cross-sectional fi ndings in adults pave way for future prospective studies in children.
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Introduction
It has been proposed that dysfunctional cognitions play a central role in the development of 
anxiety and depression (Beck, 1967; Beck, 2005; Kendall, 1985). In line with this, there is 
ample evidence that dysfunctional cognitions are related to depressive (Alloy, Abramson, 
Walshaw, & Neeren, 2006) and anxiety disorders (Chorpita, Brown, & Barlow, 1998). Current 
dual system models emphasize the importance of differentiating between more deliberate, 
‘explicit’ cognitions versus more automatically activated, ‘implicit’ cognitions (Gawronski 
& Bodenhausen, 2006). Implicit cognitions are considered to be more stable and less easy to 
change than explicit attitudes. Negative implicit cognitions about the self have predictive value 
for the severity of both anxious and depressive symptoms, but also for the future onset of anxiety 
disorders, an unfavourable course of anxiety and depression, and risk for recurrence (Elgersma, 
Glashouwer, Bockting, Penninx, & de Jong, 2013; Glashouwer & de Jong, 2010; Glashouwer 
et al., 2011; Glashouwer, de Jong, & Penninx, 2012; Kruijt et al., 2013). In addition, reducing 
these negative implicit self-associations has been found to reduce perceived symptomatology 
(Clerkin & Teachman, 2011).

Several mechanisms may be involved in the development of negative implicit associations. 
Traditional views on attitudes hypothesize that evaluations about ourselves and our environment 
are formed in childhood, stored in memory and persistent over time (Wilson et al., 2000). 
These implicit evaluations are considered to stem from long-term socialization processes and to 
precede more explicit attitudes (Petty et al., 2006; Wilson et al., 2000). Positive early experiences 
(acquired by growing up in a positive rearing environment with responsive caregivers) are thus 
hypothesized to result in strong positive self-associations (Bretherton, 1987), whereas negative 
early experiences could contribute to the development of strong negative self-associations (van 
Harmelen et al., 2010). 

Childhood emotional maltreatment is the most frequent form of maltreatment experienced 
by children and adolescents (Kaplan et al., 1999; Stoltenborgh et al., 2012; Stoltenborgh et 
al., 2013). It involves acts of commission (psychological abuse, such as degrading, terrorizing, 
belittling, blaming, exploiting) and/or omission (emotional neglect such as isolation, rejection, 
denying emotional responsiveness), harming the child’s emotional development (American 
Professional Society on the Abuse of Children, APSAC; Binggeli et al., 2001; Egeland, 2009; 
Hornor, 2012). Parental emotional maltreatment in childhood may foster negative attitudes 
and biases about the self, for example about being worthless, unloved, and unwanted (Rose 
& Abramson, 1992). Through repeated negative parent-child interactions, these negative 
self-cognitions may become increasingly ingrained, resulting in relatively stable negative self-
schema’s. Empirical evidence supports this view by showing that people who are exposed to 
childhood emotional maltreatment tend to develop a more negative cognitive style and show 
increased implicit negative self-associations (Alloy et al., 2006; Gibb, 2002; Johnson, Benas, 
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& Gibb, 2011), and that implicit self-associations mediate the relationship between emotional 
maltreatment and the development of anxiety and depression (van Harmelen et al., 2010). 

Parental anxiety and depression are well-established risk factors for the development of 
anxiety and depression, with offspring being at a two to fourfold risk of developing anxiety and/
or depressive disorders themselves (Kessler, Davis, & Kendler, 1997; Lieb et al., 2002; Micco et 
al., 2009; Rice et al., 2002; Weissman et al., 2006). Children of depressed or anxious parents 
might be especially at risk for developing anxiety and depression when parental mental health 
affects the quality of parenting (Downey & Coyne, 1990; Goodman & Gotlib, 2002; Lieb et al., 
2000; Moore et al., 2004), by for example, exposing offspring to parental negative cognitions, 
affect, and behaviors (Beardslee et al., 1998; Beardslee et al., 2011; Downey & Coyne, 1990; 
Goodman & Gotlib, 1999). Additionally, anxious and depressed parents are hypothesized 
to have more difficulties meeting the child’s social and emotional needs (Festen et al., 2014; 
Goodman & Gotlib, 1999). For example, reduced energy levels and loss of interest or pleasure in 
daily activities are symptoms of depression that could make depressed parents more withdrawn, 
while hostility, irritability and anxiety symptoms may result in a more critical, more anxious 
parenting style with less positive interactions (Downey & Coyne, 1990; Festen et al., 2014; 
Lieb et al., 2002; Weissman et al., 2006). This may in turn foster child cognitions of being 
worthless, unloved, or unwanted, and contribute to the development of persistent negative 
implicit associations in offspring. 

The major aim of the current study is to investigate whether the relationship between 
parental psychopathology and offspring anxiety and depression is mediated by negative implicit 
self-associations via perceived childhood emotional maltreatment (see Figure 5.1, path a1a3b2, 
serial mediation). For a more comprehensive understanding of the model, we will also separately 
investigate all pathways in the model (Preacher & Hayes, 2008). Additionally, since offspring 
risk for anxiety and depression is especially enhanced when both parents have depression or 
anxiety (Foley et al., 2001; Landman-Peeters et al., 2008; Lieb et al., 2002; Nomura, Warner, & 
Wickramaratne, 2001), we will explore whether the proposed relationship from parental disorder 
via emotional maltreatment and implicit self-associations to offspring symptoms of anxiety and 
depression is more pronounced when both parents are affected (instead of only one).

Method

Sample

Data were derived from the baseline assessment (from September 2004 to February 2007) of 
the Netherlands Study of Depression and Anxiety (NESDA; Penninx et al., 2008). NESDA is 
an ongoing, multicenter, longitudinal, naturalistic cohort study, designed to examine the long-
term course and consequences of depressive and anxiety disorders. Recruitment of respondents 
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(N = 2981, aged 18–65) took place in the community, general practice, and specialized mental 
healthcare services, and included a clinical sample of people with an anxiety or mood disorder, a 
community control sample, and an at-risk group of adult offspring of parent(s) with an anxiety or 
mood disorder (ADRIADNE-study, see below). General exclusion criteria for the clinical sample 
were: a primary clinical diagnosis of psychotic disorder, obsessive compulsive disorder, bipolar 
disorder, or severe addiction disorder, and not being fluent in Dutch. The research protocol was 
approved by the Ethics Committees of participating universities and all respondents provided 
written informed consent. 

Part of the NESDA-participants (n = 259) previously participated in the ARIADNE 
study (Adolescents at Risk for Anxiety and Depression: A Combined Neurobiological and 
Epidemiological Approach; Landman-Peeters et al., 2005). ARIADNE focused on the 
development of depression and anxiety disorders among offspring of psychiatric patients 4-5 
years before offspring started participation in NESDA. In ARIADNE, offspring and their parents 
were included when (i) offspring were aged 13-26, and (ii) parents had at least one treated 
episode of an anxiety or mood disorder between 1990 and 2002 according to their patient files; 
next, parents were interviewed with the CIDI version 3.0 (Alonso et al., 2002; Kessler & Üstün, 
2004) to confirm the diagnosis, and provided information about the other biological parent as 
well (Landman-Peeters et al., 2008). Offspring and parents gave written informed consent. 

The current sample is a subsample of the NESDA study (N = 2719), excluding subjects who 
provided no (n = 61) or inconsistent information (n = 2) on the mental health status of their 
parents (n = 63 excluded) and who indicated that their parent(s) had addiction problems only 
(n = 203 excluded). Two groups were constructed: participants with parents without anxiety 
or depression (n = 751) and participants with one or two parents with anxiety or depression  
(n = 1968).

Measures

Diagnostic measures 
The World Health Organization Composite Interview Diagnostic Instrument (WHO CIDI – 
version 2.1; Alonso et al., 2002; Kessler & Üstün, 2004) was used to determine respondents’ 
lifetime diagnoses of depressive and anxiety disorders (Dysthymia, Major Depressive Disorder, 
General Anxiety Disorder, Panic Disorder, Social Phobia, and Agoraphobia) according to 
the accepted definitions of the Diagnostic and Statistical Manual of Mental Disorders, 4th 
edition (DSM-IV; American Psychiatric Association, 1994). The CIDI is a comprehensive, 
fully-structured psychiatric diagnostic interview, with high interrater reliability, and test-retest 
reliability (Wittchen et al., 1991; Wittchen, 1994). 

Severity of depressive symptoms in the past week was measured with the 30 item, self-
report version of the Inventory of Depressive Symptomatology (IDS-SR30), which has acceptable 
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psychometric properties (Rush, Gullion, Basco, & Jarrett, 1996). The questionnaire consists of 
30 items, each with four answering options (coded 0 through 3), with a total score ranging from 
0 to 84 (only including appetite/weight increase or decrease, not both). 

Severity of anxiety symptoms in the past week was measured with the Beck Anxiety 
Inventory (BAI), a 21-item self-report instrument that assesses the overall severity of anxiety 
(Beck et al., 1988). The respondents are asked to rate how much they have been bothered by 
each symptom over the past week on a 4-point scale, ranging from 0 (not at all) to 3 (severely, I 
could barely stand it). The BAI is scored by summing the ratings for all of the 21 symptoms to 
obtain a total score that can range from 0 to 63. The reliability and validity of the BAI are well-
established (Beck et al., 1988; Steer, Ranieri, Beck, & Clark, 1993).

Familial liability measure 
Parental anxiety and depression was assessed using the Family History Inventory (FHI) (Fyer & 
Weissman, 1999), on which the respondent reported on the presence of an anxiety or depressive 
disorder in all individual first-degree relatives. Additionally, parent self-report CIDI interviews 
assessing parental anxiety and depressive disorders were available for 259 participants who 
previously participated in the ARIADNE study (Landman-Peeters et al., 2005). When FHI and 
CIDI information was incompatible, the subject was excluded from the sample (n = 2).

Childhood emotional maltreatment
Perceived childhood emotional maltreatment (CEM) was assessed retrospectively using the 
childhood trauma interview as used in the NEMESIS study (de Graaf, Bijl, ten Have, Beekman, 
& Vollebergh, 2004a; de Graaf, Bijl, ten Have, Beekman, & Vollebergh, 2004b). Participants 
were asked if, by whom, and how often they had experienced emotional neglect or psychological 
abuse, before the age of 16. Scores for each question were categorized from 0-5 (0 never 
happened, 1 happened once, 2 happened sometimes, 3 happened regularly, 4 happened often, 
and 5 happened very often). Emotional neglect was described as: ‘nobody ever listened to you at 
home, your experiences and problems were neglected, and you felt a lack of parental attention 
or support’. Psychological abuse was defined as: ‘being yelled at, called names, punished without 
reason, being treated as inferior to your siblings, or being threatened or intimidated’. 

The current study focused on perceived childhood emotional maltreatment (CEM), defined 
as having experienced parental emotional neglect and/or psychological abuse, before the age 
of 16. In total, 1680 (60.5%) participants did not report CEM; 1096 (39.5%) participants 
reported CEM by either one or both parents.

Implicit Association Test (IAT)
The IAT is a computerized reaction time task (originally designed by Greenwald, McGhee, & 
Schwartz, 1998), designed to measure the relative strength of implicit self-depressed and self-
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anxious associations between two contrasted target concepts (‘me’ and ‘other’) and two attribute 
concepts (‘depressed’ and ‘elated’ for the depression IAT, and ‘anxious’ and ‘calm’ for the anxiety 
IAT (Egloff & Schmukle, 2002; Glashouwer et al., 2012). These category labels were visible in 
the upper left and right corner of the computer screen. Each category consisted of five words (see 
appendix). These words appeared one by one in mixed order in the middle of the screen, and 
respondents were instructed to assign them to a category label with a left and right response key. 
The sorting is thought to become easier when a target and attribute that share the same corner 
(and thus response key) are strongly associated (e.g., for anxious people, it is easier to categorize 
words related to ‘me’ and ‘anxious’ using the same response key). 

The two IATs consisted of two critical test blocks that were preceded by practice blocks (see 
Table 5.1). To reduce method variance, the order of both IATs as well as the order of the category 
combinations were fixed across participants. 

The test-retest reliability of the IAT is close to that of questionnaires (Greenwald & Nosek, 
2001), but the outcomes of the IAT are thought to be less influenced by demand characteristics 
or social desirability (Kim, 2003; Nosek, Greenwald, & Banaji, 2005). It has been shown that 
the test differentiates between clinical groups and controls (Glashouwer & de Jong, 2010). 

Table 5.1. Arrangement of implicit association test blocks

Block No. of trials Function Labels assigned to left-key response Labels assigned to right-key response

1 20 Practice Me Other

2 20 Practice Anxious Calm

3 20 Practice Me + anxious Other + calm

4 60 Test Me + anxious Other + calm

5 20 Practice Calm Anxious

6 20 Practice Me + calm Other + anxious

7 60 Test Me + calm Other + anxious

8 20 Practice Depressed Elated

9 20 Practice Me + depressed Other + elated

10 60 Test Me + depressed Other + elated

11 20 Practice Elated Depressed

12 20 Practice Me + elated Other + depressed

13 60 Test Me + elated Other + depressed
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Data reduction

Familial liability
Since participants reporting father or mother anxiety or depression did not differ on any of 
the clinical variables, dichotomous variables were constructed for offspring reported parental 
disorders (N = 2719: 0 = no parental disorder reported, n = 751, and 1 = yes, parental disorder 
reported, n = 1968) and number of parents affected (N = 1968: 0 = one parent affected,  
n = 1376, and 1= both parents affected, n = 592 respectively).

Childhood emotional maltreatment
In order to determine whether we should distinguish between paternal and maternal abuse in 
our analyses, a MANOVA was conducted with ‘parent CEM group’ (no CEM, paternal CEM, 
maternal CEM, and both parents CEM) as fixed factor and IDS and BAI as dependent variables 
(see Supplemental Material Table A for test statistics). Groups differed significantly with regard 
to both depressive and anxiety symptoms. Post hoc tests using the Bonferroni correction 
revealed that the participants reporting ‘no CEM’ differed significantly on both IDS and BAI 
from the groups reporting CEM by one or both parents. The 3 groups reporting CEM did 
not differ in depression or anxiety severity. Therefore, a combined frequency score of perceived 
childhood emotional maltreatment (highest score on maternal or paternal emotional neglect 
or psychological abuse) was used, ranging from 0-5 (0 never happened, 1 happened once,  
2 happened sometimes, 3 happened regularly, 4 happened often, and 5 happened very often). 

IAT 
IAT scores were computed according to the now widely used algorithm proposed by Greenwald, 
Nosek, and Banaji (2003) on the basis of Internet studies, the D measure. Recent research has 
shown that the D measure performed best in a laboratory setting, when evaluated on the basis 
of a series of psychometric criteria (Glashouwer, Smulders, de Jong, Roefs, & Wiers, 2013). 
We report the D4 measure. Following the guidelines provided by Greenwald et al. (2003),  
a) all reaction times above 10,000 ms were discarded, b) error trials were replaced with the mean 
reaction times of correct responses in the block in which the error occurred plus a penalty of 
600 ms, c) data of participants with more than 10% of the trials below 300 ms were discarded. 
Furthermore, for the anxiety IAT, the IAT effect was calculated by subtracting the mean reaction 
times of Block 3 from Block 6 (practice) and Block 4 from Block 7 (test). The means of these 
two effects were divided by the inclusive standard deviations based on the correct responses in 
Blocks 3, 4, and 6, 7. Analogously, the IAT effect was calculated for the depression IAT, based on 
Blocks 9, 10, 12 and 13. Negative IAT effects indicate relatively fast responses when ‘me’ shared 
the response key with either ‘anxious’ or ‘depressed’. Positive IAT effects reflect relative strong 
associations between ‘me’ and ‘calm’ and ‘me’ and ‘elated’.
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Statistical analyses 

Statistical analyses were performed using SPSS version 20.0. Participants without parental 
anxiety or depression, and participants with parental anxiety or depression were compared on 
demographic and clinical variables. Separate Chi square tests and ANOVA’s were conducted to 
investigate group differences with regard to participants’ gender, age, education, frequency of 
perceived childhood emotional maltreatment, IAT self-anxious and self-depressed associations, 
anxiety and depressive symptoms, lifetime depression diagnoses (MDD, Dysthymia), and 
lifetime anxiety diagnoses (Social Phobia, Panic with(out) Agoraphobia, GAD). To investigate 
the relationship between all clinical variables bivariate correlations were conducted. 

Regression analyses were used to test the hypothesized multiple mediation model with 
mediators operating in serial (Figure 5.2). In Figure 5.2a, offspring anxiety and depressive 
symptoms and disorders are explained by parental anxiety or depression (path c). In Figure 5.2b, 
the effect on offspring anxiety and depression (path c’) is potentially mediated by CEM via 
implicit self-associations (path a1a3b2). A macro expansion for SPSS introduced by Preacher and 
Hayes (model 6 of PROCESS; Hayes, 2012; Preacher & Hayes, 2008) was used to conduct the 
mediation analyses. Unstandardized pathway coefficients (B’s) for paths a1, a2, a3, b1, b2, c and c’ 
were estimated. In the case of path c (the so called ‘total effect’), offspring anxiety or depression 
was regressed on parent disorders. Path c’ (‘direct effect’) was examined by regressing offspring 
anxiety or depression on parent disorders, correcting for CEM and implicit associations. The size 
of the mediation effect was computed for both mediators separately, and for the two mediators 
in serial, using the product-of-coefficient approach (i.e., ‘indirect effects’ are a1·b1, a2·b2, and 
a1·a3·b2). Statistical significance of the mediation effect was tested using a non-parametric 
bootstrap approach, calculating an asymmetric bias-corrected bootstrap confidence interval 
(CI). An asymmetric bootstrap CI as calculated by PROCESS requires no normality assumption 
(Hayes, 2012; Taylor, MacKinnon, & Tein, 2008). The observed dataset was randomly resampled 
1000 times with replacement, which resulted in 1000 samples with mediation effects. The mean 
of these mediation effects was used as the population parameter. When the 95% CI around 
this parameter did not include zero, the mediation effect was significant. When the 95% CI 
did include zero, the mediation hypothesis was rejected. In case of a significant mediation, ‘full’ 
or ‘complete’ mediation implies that the ‘total effect’ of parent disorders on offspring anxiety 
or depression (path c) is significant, but that the ‘direct effect’ (path c’) of parent disorders on 
offspring anxiety and depression disappears when ‘indirect effects’ on offspring anxiety and 
depression via CEM and implicit associations are significant. ‘Partial’ mediation implies both a 
significant direct and a significant indirect effect. 

First, the presence of parent disorders (yes/no) was the independent variable, with offspring 
depressive symptoms as dependent variable, and CEM and IAT depression as mediators. The 
same analysis was run for offspring anxiety symptoms as dependent variable, with CEM and 
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IAT anxiety as mediators. Second, in order to make a distinction between the effect of parent 
disorders on state symptoms at one point in time and lifetime diagnoses, these two analyses were 
also conducted with offspring lifetime anxiety and depressive disorders (yes/no) as dependent 
variables. 

Within the subsample with affected parents, we investigated whether having two affected 
parents further strengthens the mediation effect. Thus, the serial mediation analyses were also 
run with ‘one or both parents affected’ (one/both) as independent variable. 

Parent anxiety or 
depression

c’ O�spring anxiety or 
depression

O�spring Childhood Emotional 
Maltreatment

O�spring implicit negative 
self-associationsa3

a2

a1 b2

b1

Figure 5.1. shows a heuristic mediation model of the relationship between parental depression and anxiety and offspring 
psychopathology. Associations in the model are depicted by letters and numbers in order to facilitate reference to specific 
relationships.

IV c’

2b: ‘Indirect e�ects’ of IV on DV2a: ‘Total e�ect’ of IV on DV

DV

M1 M2

IV c DV

a3

a2

a1 b2

b1

Figure 5.2. A serial multiple mediation model with childhood emotional maltreatment (M1) and implicit self-associations 
(M2) as proposed mediators of the effect of parent anxiety or depression (IV) on offspring anxiety and depression (DV; see 
Table 5.4 for estimates).
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Results
Preliminary analyses

Demographic and clinical characteristics and test statistics of the sample by group (participants 
with and without parental anxiety or depression) are presented in Table 5.2. 

Relations between parent disorders and offspring anxiety and 
depression, CEM, and implicit associations

Bivariate correlations between all clinical variables are presented in Table 5.3. All variables were 
significantly correlated in the predicted directions. Parental psychopathology was positively 
associated with anxiety and depressive symptoms and disorders in offspring and CEM, and 
negatively with IAT associations (where higher scores indicate less self-anxious and self-depressed 
associations) in offspring.

Table 5.2. Means, standard deviations and test statistics of demographic and clinical characteristics

Parent anxiety or depression

No Yes Test statistics 

N 751 1968

Female N (%) 467 (62.2%) 1350 (68.6%) χ2 = 10.09**

Lifetime depression diagnoses N (%) 427 (56.9%) 1376 (69.9%) χ2 = 41.51***

Lifetime anxiety diagnoses N (%) 378 (50.3%) 1252 (63.6%) χ2 = 39.96***

Mean (SD) Mean (SD)

Age 45.26 (12.33) 40.14 (13.14) t = 9.24***

Education in years 12.36 (3.35) 12.15 (3.21) t = 1.47n.s.

Childhood Emotional Maltreatment 0.81 (1.60) 1.65 (2.00) t = -11.41***

IAT anxious-calm (all blocks) 0.39 (0.50) 0.27 (0.51) t = 5.58***

IAT depressed-elated (all blocks) 0.29 (0.42) 0.22 (0.41) t = 3.79**

Depressive symptoms (IDS-SR30 total 0-84) 19.09 (14.14) 22.38 (13.90) t = -5.46***

Anxiety symptoms (BAI total 0-63) 10.50 (10.48) 12.70 (10.59) t = -4.84***

Note. IAT = Implicit Association Test; IDS-SR30 = Inventory of Depressive Symptomatology – Self Report; BAI = Beck Anxiety 
Inventory. *** p < .001, ** p < .01, * p < .05, n.s.= non significant. 
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Mediation analyses

Offspring depressive symptoms and disorders as outcome measure
The first analysis tested whether CEM and implicit depressive self-associations sequentially 
mediated the relationship between parent disorders and offspring depressive symptoms (IDS). 
The ‘total effect’ (c: IV-DV) of parent disorders on offspring depressive symptoms (i.e., the 
relationship between parent disorders and offspring depressive symptoms) was significant, 
explaining 1% of the variance of offspring depressive symptoms (R2 = 0.011, p < .001). Because 
the two groups are coded by a one unit difference, the ‘total effect’ can be interpreted as a 
mean difference: participants with parents with anxiety or depression reported 3.35 units more 
depressive symptoms on the IDS than participants with unaffected parents. 

When including CEM and implicit self-depressed associations in the analysis, 19% of 
the variance of offspring depressive symptoms (R2 = 0.19, p < ,001) was explained. All three 
specific ‘indirect effects’ were significant. The first ‘indirect effect’ (a1b1 = 1.63) carries the effect 
of the associations between parental disorders and offspring depressive symptoms via CEM 
only, bypassing implicit self-associations. Participants with a parent with anxiety or depression 
reported more CEM (a1 = 0.82), and this was associated with an increase in depressive 
symptoms (b1 = 1.99), independent of implicit self-associations. The second indirect effect  
(a2b2 = 0.45) flows from parent disorders directly to implicit self-associations and then 
to depressive symptoms, bypassing CEM. So participants with a parent with anxiety or 
depression have more self-depressed associations (a2 = -0.04), which was associated with more 
depressive symptoms (b2 = -10.11), independent of participants’ perceptions on CEM. The 
last ‘indirect effect’ of parent disorders passes through both CEM and implicit self-associations  

Table 5.3. Bivariate correlations

1. 2. 3. 4. 5. 6. 7.

1. Parent anxiety or depression yes/no

2. CEM .20**

3. IAT anxious-calm -.11** -.10**

4. IAT depressed-elated -.07** -.13** .53**

5. IDS .11** .31** -.33** -.34**

6. BAI .09** .22** -.33** -.27** .78**

7. Lifetime depression diagnoses .12** .25** -.17** -.23** .48** .35**

8. Lifetime anxiety diagnoses .12** .22** -.27** -.23** .43** .44** .35**

Note. N = 2577-2719 (due to missing data, most often on the IAT). CEM = Childhood Emotional Maltreatment; IAT = 
Implicit Association Test; IDS = Inventory of Depressive Symptomatology; BAI = Beck Anxiety Inventory. ** p < .01, * p < .05.
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(a1a3b2 = 0.23). This indicates that parent disorders is related to more perceived CEM (a1 = 0.82), 
which is related to more self-depressed associations (a3 = -0.03), which is in turn associated with 
more depressive symptoms (b2 = -10.11). Hereby, the relationship between parent disorders and 
offspring depressive symptoms (c’) became non-significant, indicating full mediation.

The second analysis tested whether CEM and implicit depressive self-associations 
sequentially mediated the relationship between parent disorders and offspring lifetime depression 
(CIDIdep), using logistic regression (see Table 5.4). The ‘total effect’ (c) of parent disorders on 
offspring lifetime depression diagnoses was significant, with parent disorders explaining 2% of 
the variance of offspring lifetime depression diagnoses (Nagelkerke R2 = 0.02). Parent disorders 
were associated with a 56% increase in lifetime depression diagnoses (with a constant of 0.25, 
meaning that 81% of participants with parent disorders met the criteria for a lifetime depression 
diagnosis). 

When including CEM and implicit self-depressed associations in the analysis, 16% of the 
variance of offspring lifetime depression diagnosis was explained (Nagelkerke R2 = 0.16). All three 
specific ‘indirect effects’ were statistically significant, meaning that parent disorders were related 
to offspring’s lifetime depression diagnoses via CEM alone (a1b1), through implicit self-depressed 
association alone (a2b2), and via CEM and implicit associations (a1a3b2). The association between 
parent disorders and increases in offspring lifetime depression was mediated by an increase in 
perceived maltreatment, which was associated with increased automatic negative self-depressed 
associations. Furthermore, the ‘direct effect’ (c’) of parent disorders on offspring remained 
significant, indicating partial mediation.

Offspring anxiety symptoms and disorders as outcome measure
The third and fourth analyses tested the same models as described above, but with implicit 
self-anxious associations as mediator (M2) and anxious symptoms (BAI) and lifetime anxiety 
diagnoses (CIDI ANX) as dependent variables (see Table 5.4). The ‘total effect’ of parent disorders 
on offspring anxiety symptoms (c), with parent disorders explaining 0.9% of the variance of 
offspring anxiety symptoms (R2 = 0.01, p < .001) shows a significant 1.13 unit increase in anxiety 
symptoms when parents have anxiety or depression. 

Including CEM and IAT in the model, 14.7% of the variance in offspring anxiety symptoms 
was explained (R2 = 0.15, p <.001). Single mediation through CEM (a1b1) and IAT anxiety (a2b2) 
was significant, and serial mediation through CEM via implicit self-anxious associations (a1a3b2) 
was significant, indicating that parent disorders are associated with offspring anxiety symptoms 
through increases in perceived maltreatment, which is in turn associated with increased negative 
implicit self-anxious associations. The ‘total direct effect’ (c’) was not significant, indicating full 
mediation. 

The ‘total effect’ of parent disorders on offspring lifetime anxiety diagnoses (c), with parent 
disorders explaining 2.3% of the variance of offspring lifetime anxiety diagnosis (Nagelkerke R2 
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= 0.02), indicated a 59% increase in anxiety diagnoses when parents are anxious or depressed. 
The ‘indirect model’, including CEM and implicit associations as mediators explained 16% of 
the variance in offspring anxiety diagnosis (Nagelkerke R2 = 0.16). Both CEM and implicit 
associations alone significantly mediated the association between parent disorders and offspring 
anxiety diagnoses (a1b1, a2b2). Serial mediation through CEM and IAT anxiety (a1a3b2) was 
also significant indicating that the association between parent disorders and an increased risk 
for offspring lifetime anxiety diagnoses is mediated by an increase in perceived CEM, via an 
increase in implicit self-anxious associations. The ‘direct effect’ (c’) remained significant next to 
the mediation effects, which indicated partial mediation. 

Post hoc analyses: one or both parents affected

Post hoc, an additional set of analyses were run to test whether one or two affected parents affects 
offspring depression and anxiety, both symptoms and diagnoses. Path coefficients are displayed 
in Table 5.5.

Depression
The first analysis tested whether CEM and implicit depressive self-associations sequentially 
mediated the influence of one or two affected parents on offspring depressive symptoms (IDS). 
Participants with two affected parents reported a significantly higher level of depressive symptoms 
(increase of 1.65 units, see ‘total effect’ c). Having one or two parents with anxiety or depression 
explained 0.3% of the variance of offspring depressive symptoms (R2 = 0.003, p < .05). Including 
the two mediators explained 18.4% of the variance (R2 = 0.18, p < .001). The ‘total direct effect’ 
(c’) was not significant, but the ‘total indirect effect’, the sum of the specific indirect effects, 
was significant, indicating full mediation. More specifically, the specific indirect effects indicate 
that having two affected parents is related to increased depressive symptoms through enhanced 
perceived CEM (a1b1), but not through automatic depressive self-associations (a2b2) alone. Thus, 
offspring of two affected parents do not experience more negative self-depressed associations 
than offspring with one affected parent. However, regarding serial mediation (a1a3b2), offspring 
with two affected parents experience more CEM. Enhanced perceived maltreatment is associated 
with implicit self-depressed associations, which are in turn associated with depressive symptoms 
in offspring.  

A second analysis, using logistic regression to investigate the influence of one or two affected 
parents on offspring lifetime depression (CIDI DEP) yielded similar results. However, instead 
of full mediation, partial mediation was found. In the ‘total effect model’ (c) having one or 
two affected parents explained 1% of the variance of offspring lifetime depression diagnoses 
(Nagelkerke R2 = 0.01), whereas the ‘indirect model’ with the two mediators explained 15.8% of 
the variance in offspring lifetime depression diagnoses (Nagelkerke R2 = 0.158).
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Anxiety
The third and fourth analyses investigated if having one or two affected parents was related to the 
severity of offspring anxiety (symptoms and diagnoses). Having two affected parents explained 
0.2% of the variance in offspring anxiety symptoms (R2 = 0.002, p < .05). It significantly increases 
the number of symptoms participants report by 1.13 units (‘total effect’ c). Including the 
mediators in the model explained 14% of the variance (R2 = 0.14, p <.001). The ‘direct effect’ was 
not significant indicating full mediation (c’). The ‘total indirect effect’ was significant. Similar to 
the analyses with depression outcome measures, mediation through CEM was significant (a1b1) 
and mediation through IAT anxiety (a2b2) was not. The proposed serial mediation pathway was 
significant (a1a3b2), indicating that the effect of one or two affected parents on offspring anxiety 
symptoms is mediated by CEM, via implicit self-anxious associations. 

Participants with two affected parents reported a significant 40% increase in anxiety 
diagnoses (‘total effect’ c). Analyses yielded the same results, but with the ‘direct effect’ (c’) 
remaining significant, indicating partial mediation. Additionally, in the ‘total effect’ model (c) 
having one or two affected parents explained 1% of the variance of offspring lifetime anxiety 
disorder diagnoses (Nagelkerke R2 = 0.01), whereas the ‘indirect model’ with the two mediators 
explained 13.5% of the variance in offspring lifetime anxiety disorder diagnosis (Nagelkerke  
R2 = 0.135). 

Discussion
Main findings

The present findings are consistent with the view that the relation between parental and offspring 
psychopathology may run through an increase in perceived CEM, leading to implicit negative 
self-associations and in turn leading to anxiety and depression in offspring. More specifically, 
we found that offspring of parents with anxiety or depression (i) more often suffered from 
anxiety and depressive symptoms and disorders, (ii) more often reported CEM, and showed 
stronger implicit negative self-anxious and self-depressed associations than adults without a 
parental history of anxiety or depression. Also, (iii) CEM was related to more implicit negative 
self-depressed and self-anxious associations, CEM was related to more anxiety and depressive 
symptoms and disorders, and participants with stronger negative self-associations reported more 
anxiety and depressive symptoms and disorders. 

This study replicates earlier empirical evidence regarding the relationship between parental 
disorders and offspring anxiety and depression (Weissman et al., 2006), parental disorders and 
CEM (Kessler et al., 1997), CEM and the development of anxiety and depression (Alloy et al., 
2006), and CEM and negative implicit associations (Johnson et al., 2011; van Harmelen et al., 
2010). Additionally, it brings all these associations together showing that  parental disorders are 
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likely to pose a risk for offspring anxiety and depressive symptoms through perceived CEM (i.e., 
full mediation effect). Furthermore, our results strengthen earlier findings suggesting that CEM 
is associated with more negative implicit associations (Johnson et al., 2011; van Harmelen et 
al., 2010), with additionally emphasizing the important mediating effect of these factors in the 
relationship between parent and child anxiety and depression.

In our post-hoc analyses, we replicated earlier work (Landman-Peeters et al., 2008), and 
found that participants reported more anxiety and depressive symptoms and more often fulfilled 
the criteria of an anxiety or depressive disorder when both parents were affected than when 
only one of the parents was affected. In addition, we found that this relationship was fully 
mediated by CEM when looking at offspring symptoms, and partially mediated by CEM when 
looking at offspring disorders. Interestingly, having two parents with anxiety or depression was 
not related to stronger negative self-associations in offspring. However, participants with both 
parents affected did report more CEM, which was related to offspring anxiety and depression via 
stronger negative self-associations (serial mediation), suggesting CEM and implicit associations 
together contribute to the intergenerational transmission of risk. 

Strengths and limitations

This study has several strengths, including a large sample size, a multi-method approach, systematic 
assessments of anxiety and depressive symptoms and disorders in offspring, and the inclusion of 
depressed, anxious, and healthy participants. All possible pathways of the hypothesized model 
were investigated, including individual mediation effects and serial mediation. Effects were 
replicated across both symptom measures and diagnostic measures of anxiety and depression. 

There are also important limitations. First, perceived CEM was assessed using a retrospective 
self-report measure, which has been criticized because of concerns about memory inaccuracies 
and recall bias (McNally, 2003). However, studies of retrospective reports of childhood trauma 
conclude that there is little evidence that psychopathology is associated with less reliable or less 
valid recollections (Brewin, Andrews, & Gotlib, 1993; Spinhoven et al., 2010; Spinhoven et al., 
unpublished manuscript). Although prospective data would methodologically be preferred over 
retrospective data, prospectively and retrospectively assessed maltreatment elevate the risk of 
psychopathology to a similar degree (Scott, McLaughlin, Smith, & Ellis, 2012). Also, studying 
the effects of chronic childhood emotional maltreatment prospectively would be difficult given 
the ethical imperative to intervene. 

Second, the implicit associations were measured during adulthood rather than childhood. 
Hence, while we reasoned that these associations stem from socialization processes that start 
in childhood, it cannot be ruled out that these negative self-associations developed later on in 
life. Future research should investigate whether negative self-associations are associated with 
increased risk for anxiety and depression in childhood. 
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Third, with regard to parental anxiety and depression, we largely relied on offspring-report 
data only, except for the 259 parent reported anxiety and depressive disorders derived from the 
ARIADNE study. Such a single method approach is sensitive to reporting bias, which can inflate 
main effects. However, the concordance between the offspring-report data and parent-report 
interview was high (99.23%; for only 2 subjects information was conflicting). 

Furthermore, as mentioned previously, it should be acknowledged that the cross-sectional 
and correlational nature of the design of our study does not allow for conclusions regarding the 
causal status and direction of the associations. It should be mentioned that offspring anxiety and 
depression can also be hypothesized to influence negative self-associations and to elicit different 
parenting styles. For example, child anxiety may evoke increased control and over-involvement 
in parents (Bögels & Brechman-Toussaint, 2006). However, whether offspring anxiety and 
depression can also influence offspring perceived maltreatment has not been clarified in the 
literature. Future research may shine further light on this. 

The current paper did not take genetic liability into account. Genes may underlie all of 
the factors we studied. A considerable body of literature has found moderate relationships 
between genetic factors and the development of psychopathology in adults and children  
(30-40%; Eley, 2001; Hettema et al., 2001; Rice et al., 2002; Sullivan et al., 2000), and parenting 
behaviors (12-37%; Kendler & Baker, 2007). Also, genes have been found to be associated 
with information-processing biases (Gibb, Beevers, & McGeary, 2013), and to moderate the 
relationship between negative self-related cognitive styles and depressive reactions to maternal 
criticism (Gibb, Uhrlass, Grassia, Benas, & McGeary, 2009). It will be an interesting next step to 
investigate whether our findings are (partly) genetically driven. 

Conclusions and future directions

This study is the first to show that perceived CEM and implicit negative self-associations together 
play a mediating role in the relationship between parent and offspring anxiety and depression. 
The present study provides tentative support for the notion that depressed and anxious parents 
put their offspring at risk for developing anxiety and depressive symptoms and disorders through 
the development of implicit negative self-associations via negative early childhood experiences. 
In addition, the findings point to increased risk for intergenerational transmission of anxiety and 
depression when both parents suffer from anxiety or depression, via increased risk for emotional 
maltreatment. 

This study also points to some mechanisms that may underlie the intergenerational 
transmission of anxiety and depression. The proposed mechanisms may also provide some 
starting points for the development of prevention modules. To prevent child maltreatment and 
psychopathology, parenting programs promoting positive parenting may be helpful in adult 
mental health care (e.g., Triple P-Positive Parenting Program; MacMillan et al., 2009; Thomas & 
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Zimmer-Gembeck, 2007). Additionally, in order to test specific causal pathways, an additional 
next step could be to manipulate children’s positive associations to see if enhanced positive self-
associations (Clerkin & Teachman, 2011; Dandeneau & Baldwin, 2009) protect against the 
development of anxiety or depression. If future prevention trials including these modules are 
effective in preventing anxiety and depression in at risk offspring, this would also point to the 
theoretical importance of negative self-associations as a mediator between parental and offspring 
psychopathology. In all, this study provides support for the model that the intergenerational 
transmission of anxiety and depression may run through CEM and implicit negative self-
associations, opening directions for future theoretical studies as well as applications in prevention 
of offspring psychopathology.
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Appendix 
Implicit Association Test (IAT): Stimulus words 

Me: I, myself, self, my, own 
(Ik: ik, mezelf, zelf, mijn, eigen) 

Other: other, you, they, them, themselves 
(Ander: ander, jullie, zij, hun, zijzelf ) 

Anxious: anxious, afraid, nervous, insecure, worried 
(Angstig: angstig, bang, nerveus, onzeker, ongerust) 

Calm: calm, balanced, placid, secure, relaxed 
(Kalm: kalm, evenwichtig, rustig, zeker, ontspannen) 

Depressed: useless, pessimistic, inadequate, negative, meaningless 
(Depressief: nutteloos, pessimistisch, ongeschikt, negatief, zinloos) 

Elated: positive, optimistic, active, valuable, cheerful 
(Levenslust: positief, optimistisch, actief, waardevol, opgewekt)

Supplemental Material

Table A. CEM group differences in depressive and anxious symptoms

No CEM Paternal 
CEM

Maternal 
CEM

Both parents 
CEM

N Mean (SD) N Mean (SD) N Mean (SD) N Mean (SD) Test statistics

IDS 1625 18.10 (13.16)a 159 27.55 (14.77)b 273 27.07 (12.99)b 625 26.22 (13.90)b F(3,2677) = 
87.17*

BAI 1625 10.31 (10.13)a 160 15.05 (11.03)b 274 15.56 (10.69)b 626 14.44 (10.71)b F(3,2677) = 
40.44*

Note. CEM = Childhood Emotional Maltreatment. IDS = Inventory of Depressive Symptomatology. BAI = Beck Anxiety 
Inventory. Different superscript letters mean significant difference between groups at p  < .05 by Bonferroni Post Hoc tests. 
* p < .001





   HAPTER 6
Children at high risk for anxiety and depression: Heightened pessimism, 
lowered optimism, but no heightened negative implicit self-associations

Based on: Festen, H., Nauta, M. H., & de Jong, P. J. Children at high risk for anxiety and 
depression: Heightened pessimism, lowered optimism, but no heightened negative implicit self-
associations. To be resubmitted for publication.



112

Chapter 6

112

Chapter 6

ABSTRACT
Introduction. Dysfunctional beliefs are at the core of anxiety and depression. Specifi cally 
pessimistic views about the future and negative self-schemas are assumed to play a role in the 
development of aff ective disorders. Th ese beliefs are hypothesized to originate in childhood. Th is 
study examined whether children at high risk for anxiety and depression are already characterized 
by relatively negative explicit views about the future and strongly ingrained implicit dysfunctional 
beliefs about the self, investigating the relevance of high pessimism/low optimism and negative 
self-associations as early risk factors

Method. Participants were 58 children, aged 8-18 years. Off spring of depressed and anxious 
parents at ultra high risk for anxiety and depression as defi ned by subsyndromal symptom levels 
and additional risk factors (n = 22) were compared to low risk children (n = 36) on explicit 
optimism and pessimism as indexed by the Youth Life Orientation Test (YLOT), and implicit 
positive (happy, calm) and negative (anxious, sad) self-associations as indexed by a reaction time 
task (EAST: Extrinsic Aff ective Simon Task). 

Results. High risk children were less optimistic and more pessimistic about their future 
than low risk children. With regard to implicit positive and negative self-associations, high 
risk children did not diff er from low risk children. Pessimism and optimism but not automatic 
associations were related to both self-reported and parent-reported child anxiety and depression. 
In general, both groups of children showed stronger self-happy associations than self-associations 
related to other feelings (i.e., anxious, sad, calm).

Conclusions. Children at ultra high risk for anxiety and depression are characterized by 
less optimism and more pessimism, widening opportunities for prevention. Implicit attitudes 
towards the self appear to be positive by default in children and adolescents. High risk for 
(intergenerational transmission of ) anxiety and depression might start with more explicit 
negative attitudes towards the self or their future in childhood, and it might take time for 
implicit negative attitudes to develop.
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Introduction
Anxiety and depressive disorders are highly prevalent in children and adolescents (Verhulst et al., 
1997), with often a chronic and recurrent nature (Costello et al., 2003). Anxiety and depression 
tend to persist over childhood into adulthood (e.g., Kessler et al., 2001; Pine, Cohen, Gurley, 
Brook, & Ma, 1998; Pine, Cohen, Cohen, & Brook, 1999). In addition, anxiety and depression 
are often associated with comorbid disorders and increased impairment and costs in social, 
school, and family domains (Bodden et al., 2008; Wittchen, Nelson, & Lachner, 1998). 

According to Becks cognitive model of depression (Beck, 1967; Clark, Beck, & Alford, 
1999) and anxiety (Beck, 1985; Beck & Clark, 1997), dysfunctional negative beliefs are at 
the core of anxiety and depressive disorders. These beliefs or self-schemata are hypothesized to 
originate in childhood. They are activated by the occurrence of a negative or stressful life event, 
and generate specific negative cognitions (automatic thoughts) that take the form of overly 
pessimistic views about one’s future and oneself, which may eventually lead up to sadness and 
anxiety (Beck, 1967; Clark et al., 1999). A negative view about the future implies that someone 
believes that current difficulties or suffering will continue indefinitely (e.g., “Things usually go 
wrong for me”; Ey et al., 2005). People with a negative self-view perceive themselves as deficient, 
inadequate, or unworthy (e.g., “I am a failure”). Thus, negative beliefs regarding the future and 
the self may put people at increased risk for anxiety and depression.

Another important risk factor for the development of anxiety and depression is parental 
anxiety and depression. Children of depressed and anxious parents are at 3-4 times increased risk 
for depression and anxiety themselves (e.g., Beardslee et al., 1998; Micco et al., 2009; Weissman 
et al., 2006). This increased risk might be explained by offspring cognitive vulnerability. In other 
words, offspring might be characterized by more maladaptive self and future cognitions than 
children without a parent with anxiety or depression. This study was designed to investigate 
whether children at high risk for anxiety and depression are indeed characterized by heightened 
negative self-associations, and relatively negative views about the future.

 

Expectations about the future: optimism and pessimism 

Optimism and pessimism can be defined as a set of generally positive or negative expectations 
about the future (Scheier & Carver, 1985; Scheier et al., 1994). It appears that people who 
dispositionally hold positive expectations about the future respond to difficulty and adversity 
in more adaptive ways than people who hold negative expectations (Carver et al., 2010). 
Expectancies influence how people approach both stressors and opportunities, and they 
influence the success with which people deal with them. In adults, optimism has been linked 
to better emotional well-being, more effective coping strategies, and even to better outcomes in 
several areas of physical health and interpersonal relationships (see review by Carver et al., 2010). 
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Optimism in children has been related to self-reported competence and hopefulness, and with 
more overall positive attributions about possible events (Ey et al., 2005). Furthermore, children’s 
reports of optimism at the beginning of the school year were associated with fewer depressive 
symptoms three months later. By contrast, children’s reports of pessimism were related to greater 
incompetence in school and an increase in anxiety symptoms (Ey et al., 2005). 

Positive views about the future are hypothesized to be especially pronounced in children at 
low risk for anxiety and depression. A positive view about the future is hypothesized to be acquired 
through modelling, early in life. Parents are thought to teach their children a more optimistic or 
pessimistic outlook on life (see Seligman, Reivich, Jaycox, & Gillham, 2007 for a discussion). If 
this outlook has already been formed early in life, it can be hypothesized to characterize the risk 
or resilience related to anxiety and depression in children, offering opportunities for preventive 
interventions. In sum, it is hypothesized that children at high risk for developing anxiety and 
depression are characterized by more pessimism, and less optimism, than children at low risk. 

Implicit self-associations

Children’s self-associations will be investigated by focusing on automatic, ‘implicit’ self-
associations. In recent research on attitudes and cognition, a central theme is the differentiation 
between deliberate, ‘explicit’ associations and more automatically activated, ‘implicit’ associations 
(Gawronski & Bodenhausen, 2006). Implicit associations are considered to be more stable and 
less easy to change than explicit associations, and have been argued to evolve in childhood before 
more explicit attitudes are acquired (e.g., Baron & Banaji, 2006; Beevers, 2005; Petty et al., 
2006; Wilson et al., 2000).

A number of recent studies have suggested that implicit associations act as a risk factor 
for anxiety and depression (Beevers, 2005; McNally, 1995; Teachman, Joormann, Steinman, & 
Gotlib, 2012), highlighting the importance of automatic (especially uncontrollable) processing 
in predicting onset, maintenance, and reduction of anxiety and depression in adults (for an 
extensive review see Teachman et al., 2012). Specifically, implicit negative self-anxious and self-
depressed associations have been found to have disorder specific predictive value for the severity 
of anxious and depressive symptoms, the future onset of anxiety disorders, and an unfavourable 
course of anxiety and depression in adults (Glashouwer & de Jong, 2010; Glashouwer et al., 
2011; Glashouwer et al., 2012). While anxiety and depression have been related to self-anxious 
and self-depressed associations (Glashouwer & de Jong, 2010), good mental health may be 
characterized by positive implicit self-associations, opposite to those that characterize depression 
or anxiety patients. For example, studies in the anxiety field suggest that participants without 
anxiety symptomatology often exhibit positive biases, that are opposite to those of high-anxiety 
participants (Amir et al., 1996; MacLeod & Rutherford, 1992; McNally, 1995) .  

Whether these self-depressed and self-anxious associations are associated with increased risk 
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for anxiety and depression in childhood has thus far not been tested. Therefore, the first aim of the 
present study was to shed light on the relevance of negative (automatic) self-associations as early 
risk factors. More specifically, we examined if high risk offspring are characterized by relatively 
strong negative self-associations. If so, this could shed some light on why these children are at 
increased risk for developing anxiety and depression, possibly providing leads for enhancing 
preventive interventions.

In the context of psychopathology research, implicit associations have been successfully 
studied in children or adolescents indexing for example implicit self-esteem (e.g., Bos, Huijding, 
Muris, Vogel, & Biesheuvel, 2010; de Jong, Sportel, de Hullu, & Nauta, 2012; van Tuijl, de 
Jong, Sportel, de Hullu, & Nauta, 2014), automatic threat-associations (e.g., de Hullu, de Jong, 
Sportel, & Nauta, 2011; Vervoort et al., 2010), implicit anxiety-related perceived control (e.g., 
Hogendoorn et al., 2008), interpretations bias (e.g., Salemink & Wiers, 2012) and implicit 
fear of negative evaluation (e.g., Teachman & Allen, 2007). Yet, thus far self-anxious and self-
depressed versus self-calm and self-happy associations have not been studied in youth. 

High risk offspring are hypothesized to be characterized by negative self-associations. Early 
experiences are assumed to have a particularly important role for shaping associative processing 
(Beevers, 2005). Accordingly, children of depressed mothers have been found to report a more 
negative cognitive style than children of never-depressed mothers, even when controlling for 
children’s current level of depression (Garber & Robinson, 1997). Also, adult offspring of 
depressed or anxious parents were found to be characterized by relatively strong implicit self-
depressed and self-anxious associations, whereas the strength of these associations was in turn 
associated with increased anxiety and depression symptomatology in offspring (Festen, Nauta, 
Hartman, Elzinga, & de Jong, 2014). However, it remains to be tested whether self-associations 
are already associated with high risk for anxiety and depression in childhood and adolescence. 
Offspring at high risk for anxiety and depression are hypothesized to be characterized by stronger 
implicit self-anxious and self-depressed associations, and weaker self-happy and self-calm 
associations than children at low risk for anxiety and depression.

Aims of the current study

The present study adds to the current literature by investigating whether high risk offspring are 
already in childhood characterized by a more pessimistic view about the future and stronger 
negative implicit self-associations and whether already in childhood these views and associations 
are related to increased levels of anxiety and depression symptomatology. This approach has the 
promise to improve our insight in the factors that may set children at risk for developing affective 
disorders and may help explain the mechanisms that may contribute to the intergenerational 
transmission of risk for anxiety and depression. In short, the present study was designed to test 
whether high risk offspring are characterized by (i) higher pessimism and lower optimism scores, 
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(ii) stronger negative self-anxious and self-depressed associations, and (iii) weaker associations 
between self and positive feelings than low risk youth. 

Method
Participants

Participants were 58 children (aged 8-18 years, M age = 11.76, SD = 2.45, 67.2% female). 
The study protocol was approved by the Medical Ethics Committee of the University Medical 
Center Groningen (see Nauta et al., 2012) and the University of Groningen Psychology Ethics 
Committee.

High risk offspring of depressed or anxious parents
High risk participants were 22 children and adolescents (M = 11.14 years old) who were high 
risk offspring of a depressed or anxious parent, recruited as part of a larger prevention study (for 
design, and detailed in- and exclusion criteria of this study, see Nauta et al., 2012). High risk 
was defined as having subclinical symptom levels or meeting 2 of 3 high risk criteria (female 
gender, 2 parents with an anxiety or depressive disorder, suicide attempt(s) by one of the parents; 
de Vries et al., 2012). This offspring sample was recruited through their parents’ mental health 
institution, where parents received treatment for their anxiety or depressive disorder. Assessments 
took place in private offices within a mental health care institution. One child was deleted from 
the sample based on her divergent reaction time scores (see Data reduction).

Low risk control group
Low risk control participants (n = 36; M = 12.14 years old) were children and adolescents 
recruited via elementary schools, public secondary schools, and through word of mouth. As 
much as possible, control participants were matched to high risk participants by gender, school 
level, and age. Assessments took place in private offices within a school building, a university 
building, or a youth psychiatry department building. Initially, 44 control participants were 
recruited. However, control participants whose parents reported anxiety or depression (n = 8) 
were excluded from the sample. 

Measures

Revised Child Anxiety and Depression Scale
The Revised Child Anxiety and Depression Scale (RCADS; Chorpita et al., 2000) is a 47-
item parent and child report questionnaire that measures child symptoms of DSM-IV anxiety 
disorders and depression, with six subscales: separation anxiety disorder (SAD), social phobia 
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(SP), generalized anxiety disorder (GAD), obsessive compulsive disorder (OCD), panic disorder 
(PD) and major depressive disorder (MDD). Items were rated on a 4-point scale (0 = never, 
1 = sometimes, 2 = often, 3 = always). For the present study, the MDD subscale was used as 
a measure of depressive symptoms (10 items, Cronbach’s alpha = .84 (child-report), and .83 
(parent-report)). An anxiety symptoms subscale was computed, consisting of SAD, SP, GAD, 
and PD subscales (31 items, Cronbach’s alpha = .94 (child-report), and .92 (parent-report)). 

Youth Life Orientation Test
The Youth Life Orientation Test (YLOT; Ey et al., 2005) is a reliable and valid self-report 
measure of dispositional optimism and pessimism that was developed as a child analogue of 
the widely used Life Orientation Test (LOT; Scheier & Carver, 1985; Scheier & Carver, 1985; 
Scheier & Carver, 1985; Scheier et al., 1994). This 16-item measure contains six optimism and 
six pessimism items (and four filler items). Items were rated on a four point scale. Children 
endorsed whether items were ‘not true for me’ (0), ‘sort of not true for me’ (1), ‘sort of true for 
me’ (2), or ‘true for me’ (3). Scores can be calculated for optimism and pessimism separately (Ey 
et al., 2005). Internal consistency for optimism and pessimism have been reported (.73, and .80, 
respectively; Phipps, Long, & Ogden, 2007). In our study, Cronbach’s alphas were .86, and .90, 
respectively.

Extrinsic Affective Simon Task
As an implicit measure of self-anxious, self-depressed, self-calm and self-happy associations, 
participants completed an Extrinsic Affective Simon Task (EAST; de Houwer, 2003). The 
current EAST is a computerized reaction time task, specifically designed for this study following 
specifications by de Houwer (2001; footnote 4), who reported a variant of the Implicit 
Association Test (IAT) that allows for comparison of performance within a task. 

In this categorization task, words like ‘mine’, ‘them’, ‘sad’ or ‘table’ appeared in mixed order 
in the middle of the screen (for a list of all stimuli, see appendix). Participants were asked to 
assign these words to one of the labels in the upper left and upper right corner of the screen, by 
pressing a left or right response key as quickly as possible. Target labels were ‘me’ or ‘not-me’; 
attribute labels were ‘feeling’ or ‘objects’.

The paradigm is designed to capture the influence of the irrelevant stimulus feature (i.e., 
‘calm’, ‘anxious’, ‘happy’, ‘sad’) on speed and accuracy of the response, thereby indirectly assessing 
the self-relevance of the target stimuli (i.e., assessing if participants are more likely to relate ‘self ’ 
to ‘calm’ or ‘anxious’, ‘happy’ or ‘sad’). The task rests on the assumption that it is easier to sort 
stimuli from two categories that are associated with one another compared to categories that are 
not associated. More specifically, although the exact content of the feelings words can be ignored, 
it could be expected that a person will be faster in categorizing for instance anxious words to the 
key that belongs to labels ‘feeling’ and ‘me’ when the self is more strongly linked with anxiety.
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For the design of the task, see Table 6.1. The experiment started with a single practice block 
during which each of the 12 self-related words (‘me’, ‘not-me’) were presented twice in random 
order. In this first block, participants were asked to sort words to target labels ‘me’ (left) or ‘not-
me’ (right), with their response being intrinsically related to concept (i.e., the left key becomes 
the ‘self ’ key and the right key becomes the ‘other’ key). During the second single practice block, 
each of the 24 words of objects and feelings were presented once. The attribute words were sorted 
based on their group membership (with labels ‘object’ or ‘feeling’), while ignoring irrelevant 
features (i.e., the valence and meaning of the feeling-stimuli: ‘calm’, ‘anxious’, ‘happy’, ‘sad’). 
Furthermore, the task consists of four times two combined blocks of 144 trials during which 
the labels ‘me’ and ‘not-me’ stayed in the upper left and right corner of the screen respectively. 
Attribute labels ‘object` and ‘feeling` changed positions after every test trial. 

Instructions about the upcoming task were given before each practice and test block. 
Children read these instructions themselves, or they were read to them by a research assistant. 
Following a correct response, the next stimulus was presented after 500 ms. Following an 
incorrect response, a red cross appeared on the screen, and the stimulus stayed on the screen 
until the right response was given. Error responses were also registered. When designing the 
task, particular care was taken in selecting stimulus materials, ensuring that children within the 
age range of this sample could easily read the target words and knew their evaluative meaning. 
The order of the category combinations was fixed across participants to reduce method variance, 
thereby enhancing the sensitivity of the EAST as a measure of individual differences.

Table 6.1. Design of the EAST

Block # Trials Left key Right key

1 24 Single practice Me Not-me

2 24 Single practice Feeling Object

3 48 Combined practice Me or feeling Not-me or object

4 96 Combined test Me or feeling Not-me or object

5 24 Single practice Object Feeling

6 48 Combined practice Me or object Not-me or feeling

7 96 Combined test Me or object Not-me or feeling

8 48 Combined practice Me or feeling Not-me or object

9 96 Combined test Me or feeling Not-me or object

10 48 Combined practice Me or object Not-me or feeling

11 96 Combined test Me or object Not-me or feeling
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Data reduction

All combined practice and test blocks were used in the analyses (‘combined blocks’: 3, 4, 6, 7, 8, 
9, 10, 11), as proposed by Greenwald, Nosek and Banaji (2003). Blocks 1, 2, and 5 were single 
practice blocks and therefore not included in the analyses. The correct reaction time (RT) of a 
trial was defined as the time from the appearance of a stimulus word until the correct response 
key was pressed. RTs on trials with a first incorrect response were discarded. On 12% of trials 
of combined blocks an error was recorded, which is in accordance with previous reported EAST 
error rates (de Houwer, 2003). To make sure the data analyzed were meaningful, we deleted 
extremely fast and extremely slow response times, in line with other studies (e.g., Glashouwer 
et al., 2013). Unusually fast response times were defined as below 300 ms, where children were 
unlikely to have read the stimulus word (0.6% of trials of combined blocks). Following this, 
reaction times greater than 3000 ms indicate that children were probably not paying enough 
attention to the task. Therefore, these reaction times (greater than 3000 ms) were deleted (4% 
of trials of combined blocks). One participant had an error rate over 33% (42.2%), and was 
excluded from the analyses in line with the procedure in other studies (see Glashouwer et al., 
2013; Huijding & De Jong, 2009; Teachman & Allen, 2007).  

Subsequently, valid trials from all combined blocks were used to compute the means of 
correct RTs and the percentage of errors for stimulus sub-categories ‘me’-‘anxious’, ‘me’-‘sad’, 
‘me’-‘happy’, ‘me’-‘calm’ (using Block 3, 4, 8, and 9), and ‘not-me’-‘anxious’, ‘not-me’-‘sad’, ‘not-
me’-‘happy’, and ‘not-me’-‘calm’ (using Blocks 6, 7, 10, and 11). Error data were also analyzed 
because affective Simon effects can emerge both in RTs and in error rates (e.g., see de Houwer, 
2003). Additionally, because of the differences in age in this specific sample, participants’ baseline 
reaction time was assessed, using correct responses on all trials of Block 1. 

Mean correct reaction times (RTs) and error rates (ERs) were computed as a measure of 
implicit associations between self (‘me’) or not self (‘not-me’) and ‘sad’, ‘happy’, anxious’, and 
‘calm’, with (1) a lower reaction time (a faster response) indicating a stronger association between 
‘me’ (or ‘not-me’) and ‘feeling’, and (2) less errors indicating a stronger association between 
‘me’ (or ‘not-me’) and ‘feeling’ (see Table 6.2). In addition, in order to estimate the attitude on 
different feelings towards the self, EAST indices were calculated by subtracting ‘me’-‘feeling’ 
subcategories from ‘not-me’-‘feeling’ subcategories for both RTs and ERs. A positive EAST index 
therefore indicates a stronger association between ’me’ and ‘feeling’ (i.e., ‘sad’, ‘happy’, ‘anxious’ 
or ‘calm’) than between ‘not-me’ and ‘feeling’. 

In order to test the internal consistency of the EAST indices, scores for ‘anxious’, ‘calm’, 
‘sad’ and ‘happy’ were calculated per test half (i.e., Block 3, 6, 7, 8 vs. 8, 9, 10, 11). Pearson’s 
correlation between first and second test half for EAST index for ‘calm’, ‘anxious’, ‘sad’, and 
‘happy’ were moderate to low (r = .31, .09, .19, and .19, respectively). 
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Procedure

Written informed consent was obtained from all children and their parents, after they read the 
information letters. Because self-report measures might influence consecutive task performance 
on an implicit measure (e.g., Bosson, Swann, & Pennebaker, 2000), children first completed 
the EAST. Then they filled out the RCADS and the YLOT. Parents respectively filled out some 
demographic questions, and the RCADS. Movie tickets worth 15 euros were raffled for every 15 
participating children.

Results
Descriptive statistics of demographic, self-report, and parent report variables are reported in 
Table 6.2. High risk offspring were compared to low risk children on all measures (separate 
t-tests). 

In Table 6.3, means and standard deviations of mean correct reaction times (RT) and error 
rates (ER) are displayed for all stimulus categories (‘anxious’, ‘sad’, ‘happy’ and ‘calm’), per target 
label (‘me’, ‘not-me’). Scores for low and high risk children are presented separately.

Group differences in self-reported anxiety and depression

A MANOVA showed a significant effect of group on self-reported anxiety and depression 
(F(2,54) = 7.07, p = .002). More specifically, high risk offspring reported more anxiety  
(F(1,55) = 7.33, p = .009) and depressive symptoms (F(1,55) = 14.17, p < .001) than low risk 
children.

Group differences in self-reported optimism

A 2 (Optimism) x 2 (Group) ANOVA was conducted, with optimism and pessimism as within 
group variables and parents with or without AD/MDD as between group variables. A significant 
interaction effect between Optimism and Group (F(1,55) = 12.58, p = .001, partial eta2 = .19) 
indicated relatively low optimism together with relatively high pessimism in the high risk group 
(see also Table 6.2). Also, there was a main effect of Optimism (F(1,55) = 37.46, p < .001, partial 
eta2 = .41), indicating that overall children are more optimistic than pessimistic. Subsequent 
paired comparisons showed that optimism was significantly higher than pessimism in low risk 
children (t (35) = 9.74, p < .001), but this difference was not significant in high risk offspring  
(t (20) = 1.29, p = .213). 
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Table 6.2. Means, standard deviations, and test statistics for demographic, self-, and parent-reported variables, and EAST index 
per group

Low risk children 
(n = 36)

High risk 
offspring (n  = 22)

Test 
Statistics

Cohen’s d Effectsize r

Female gender N (%) 22 (61.1%) 17 (77.3%) χ2= 1.62

Mean SD Mean SD

Age 12.14 2.27 11.14 2.64 t = 1.53

Child symptoms - self-report RCADS

Child-reported anxiety 17.68 10.52 27.53 17.00 t = -2.71** -0.70 -0.33

Child-reported depression 5.24 3.21 9.52 5.40 t = -3.77*** -0.96 -0.43

Child symptoms - parent report RCADS

Parent-reported child anxiety 11.58 7.11 19.64 9.73 t = -3.46** -0.95 -0.43

Parent-reported child depression 2.56 2.68 5.77 3.10 t = -4.03*** -1.11 -0.48

Self-reported Optimism Pessimism YLOT

Optimism 14.97 3.96 12.68 5.12 t = 2.64* 0.50 0.24

Pessimism 4.42 3.36 8.10 5.86 t = -3.76** -0.77 -0.36

Implicit self-associations EAST index§ 

EAST index based on Reaction Times 

Anxious 114.80 221.95 167.74 277.74 t = -0.801 -0.21 -0.10

Sad 113.34 221.91 136.51 161.87 t = -0.425 -0.12 -0.06

Happy 113.04 255.36 140.81 338.77 t = -0.354 -0.09 -0.05

Calm 190.12 222.95 76.92 316.98 t = 1.60 0.41 0.20

EAST index based on Error Rates

Anxious 2.91 15.63 0.15 14.98 t = 0.66 0.18 0.09

Sad 1.92 13.17 6.23 16.02 t = -1.11 -0.29 -0.15

Happy 9.90 18.73 14.04 11.40 t = -0.93 -0.27 -0.13

Calm 3.83 14.49 4.55 13.13 t = -0.19 -0.05 -0.03

Note. RCADS = Revised Child Anxiety and Depression Scale; YLOT = Youth Life Orientation Test; EAST = Extrinsic Affective 
Simon Task. *** p < .001 ** p < .01, * p < .05, # p < .10 (2-tailed)
§ A positive EAST index indicates a stronger association between ‘me’ and ‘feeling’ (i.e., ‘sad’, ‘happy’, ‘anxious’ or ‘calm’) than 
between ‘not-me’ and ‘feeling’ (‘not-me’-‘feeling’ – ‘me’-‘feeling’). 
Because of the differences in age in this specific sample, the same analyses were conducted with EAST variables corrected for 
baseline RT (mean correct RT – mean correct RT of the first Block of the test). Corrected RTs did not differ between groups 
(t-tests, p > .35). Results can be obtained from the first author.
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Group differences in implicit self-associations

A 4 (EAST reaction time indices: anxious, sad, happy, calm) x 2 (Group: high risk vs. low risk) 
ANOVA pertaining EAST RT indices of participants’ correct reaction times did not show a 
significant interaction effect between group and EAST RT indices (F(3,54) = 1.88, p = .144, 
partial eta2 = .095). Main effects of Group and EAST RT were also not significant (F(1,56) = 
.002, p = .961, partial eta2 = .00, and F(3,54) = .063, p = .98, partial eta2 = .00, respectively).

The same analysis using EAST error indices (based on the percentage of errors) yielded 
a significant main effect of EAST error indices (F(3,54)=4.77, p = .005, partial eta2 = .209), 
indicating that EAST error indices differed across feelings. The EAST error index for happy 
was higher than for the other feelings in both groups, meaning that, with regard to errors, me-
happy associations were relatively strong for all participants. The main effect of Group and the 
interaction between Group and Feelings were not significant (resp. F(1,56) = 0.394, p = .533, 
partial eta2 = .007, and F(3,54) = 0.865, p = .465, partial eta2 = .046), meaning that there were 
no differences between high and low risk groups.

Table 6.3. Mean correct Reaction Times (RTs) and Error Rates (ERs) of the EAST for each stimulus category per target label 
per group

Low risk children High risk offspring

Me Not-me Me Not-me

Mean SD Mean SD Mean SD Mean SD

EAST: Reaction Times

Anxious 951.3 263.2 1066.1 276.8 1042.3 260.6 1210.1 265.1

Sad 917.2 227.2 1030.6 291.4 999.8 217.1 1136.4 232.8

Happy 951.4 312.3 1064.4 275.1 1054.9 279.8 1195.7 267.0

Calm 938.2 222.7 1128.3 293.8 1120.1 301.0 1197.0 235.8

EAST: Error Rates

Anxious 11.9 9.9 14.8 13.7 12.8 13.1 12.9 13.1

Sad 13.1 9.9 15.0 13.3 7.1 7.1 13.4 14.2

Happy 10.5 11.3 20.4 16.9 5.7 5.7 19.8 12.6

Calm 12.8 11.5 16.6 13.0 9.3 9.5 13.8 14.3

Note. Baseline (Block 1) Reaction Times, Mean and SD were 1028.32 (321.03) and 1162.59 (298.58) in the low risk and high 
risk group respectively. For baseline Error Rates, Mean and SD were 5.24% (5.20%) and 4.85% (5.70%) respectively.
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Relationship between symptomatology, optimism, pessimism, and 
implicit self-associations

Correlations between anxiety and depression symptomatology and optimism and pessimism are 
displayed in Table 6.4 and 6.5. Self- and parent-reported child anxiety and depressive symptoms 
were highly correlated with low optimism and high pessimism.

Table 6.4. Correlations between anxiety and depression symptomatology and optimism and pessimism

1 2 3 4 5

1.  Anxiety symptoms SR 1

2.  Anxiety symptoms PR .59** 1

3.  Depressive symptoms SR .82** .53** 1

4.  Depressive symptoms PR .47** .75** .51** 1

5.  Optimism SR -.59** -.45** -.64** -.45** 1

6.  Pessimism SR .76** .51** .77** .55** -.68**

Note. SR = Self Report, PR = Parent Report. ** p < .01.

Table 6.5. Correlations between anxiety and depression symptomatology and optimism and pessimism for low risk and high 
risk children separately

Groups 1. 2. 3. 4. 5.

Low risk group (N = 36) 1. Anxiety symptoms SR 1

2.  Anxiety symptoms PR .47** 1

3.  Depressive symptoms SR .73** .23 1

4.  Depressive symptoms PR .07 .66** .02 1

5.  Optimism SR -.50** -.08 -.46** -.03 1

6.  Pessimism SR .67** .17 .49** .03 -.58**

High risk group (N = 21) 7.  Anxiety symptoms SR 1

8.  Anxiety symptoms PR .52* 1

9.  Depressive symptoms SR .84** .53* 1

10. Depressive symptoms PR .57** .70** .65** 1

11. Optimism SR -.58** -.61** -.68** -.67** 1

12. Pessimism SR .75** .50* .84** .69** -.69**

Note. SR = Self Report, PR = Parent Report. ** p < .01, * p < .05.
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Correlations between symptomatology, optimism measures, and EAST indices are displayed 
in Table 6.6 for anxiety related variables, and in Table 6.7 for depression related variables3. 

As evident in Table 6.6, the data did not provide support for the view that symptom severity is 
associated with automatic self-associations. As indexed by EAST error, there was a nonsignificant 
trend suggesting that the strength of self-reported anxiety symptoms was associated with the 
strength of automatic self-anxious associations (p = .06). No support was found for a relationship 
between automatic self-associations and optimism/pessimism.

As displayed in Table 6.7, correlations between explicit measures of depressive symptoms, 

Table 6.6. Correlations between explicit measures of anxiety symptoms and optimism, and anxious- and calm-related EAST 
indices (N = 58)

Anxiety symptoms 
SR

Anxiety symptoms 
PR

Optimism SR Pessimism SR

EAST index

Anxiety RT .00 -.06 -.14 .09

Calm RT -.01 -.06 -.03 -.03

Anxiety ER .25# .01 -.01 .08

Calm ER .02 -.00 -.08 .03

Note. SR = Self Report, PR = Parent Report. RT = Mean correct reaction times, ER = error rates. A positive EAST index 
indicates a stronger association with ‘me’ than ‘not-me’ for both RT and ER data. Therefore, a positive correlation between 
implicit me-anxiety associations and explicit anxiety would indicate a stronger relationship between implicit me-anxious 
associations and anxiety symptoms. # p < .10.

Table 6.7. Correlations of explicit measures of depressive symptoms and optimism, with sad- and happy-related RTs and error 
data (N = 58)

Depressive 
symptoms SR

Depressive 
symptoms PR

Optimism SR Pessimism SR Total Optimism 
SR

EAST index

Sad RT .05 -.04 -.04 -.00 -.02

Happy RT .16 -.02 -.14 .15 -.16

Sad ER .07 .08 -.10 .03 -.07

Happy ER -.08 .03 .11 -.24# .19

Note. SR = Self Report, PR = Parent Report. RT = Mean correct reaction times, ER = error rates. A positive EAST index indicates 
a stronger association with ‘me’ for RT and ER data. Thus, a negative correlation between happy ER and pessimism can be 
explained as a significant relationship between a higher pessimism score and less strong me-happy associations. # p < .10.

3  Correlations between EAST index and age revealed that age was related to stronger self-anxious and self-calm associations  
(r = .37, p < .01, and r = .33, p < .05, respectively), but not to the number of errors children made (r = -.02, p > .10, and  
r = -.21, p > .10, respectively). Age was also not related to automatic self-sad or happy associations, as indexed by EAST RT 
and error (Error index: Sad RT r = -.04, Happy RT r = .18, Sad ER r = -.14, Happy ER r = .05).
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optimism and pessimism, and sad and happy EAST indices were weak and nonsignificant: 
we found no support for the view that depressive symptomatology is related to strong me-sad 
associations (or weak me-happy associations) in children and adolescents. There was only a trend 
suggesting that relatively strong automatic self-happy associations were related to relatively low 
explicit pessimism (p < .10).

Discussion
This study was the first to investigate implicit self-associations and beliefs about the future in 
children at high versus low risk for anxiety and depression. The main results can be summarized 
as follows: (i) High risk children reported more pessimism and less optimism than low risk 
children. (ii) Yet, high risk children did not show relatively strong negative or weak positive self-
associations. (iii) Independent of group, children showed relatively strong self-happy associations 
(as indexed by EAST error rates). (iv) Strength of implicit self-associations as indexed by the 
EAST indices (based on RTs and error rates) was not related to explicit anxiety and depressive 
symptomatology, (v) neither to optimism and pessimism. 

In this study, we selected children at high and low risk for anxiety and depression, in order 
to investigate additional risk and protective factors that might be modifiable by treatment. High 
risk children in this study were characterized by a number of risk factors, i.e., being offspring of 
depressed or anxious parents, and either being at ultra high risk as defined by a high risk index 
(i.e., meeting at least two of three high risk criteria: female gender, having two affected parents, 
suicide attempt(s) of a parent) or subclinical symptoms on the self-report questionnaires on 
anxiety and depressive symptoms. Low risk children did not have a parent with an anxiety or 
depressive disorder, were not at risk as defined by the high risk index, and did not report increased 
anxiety or depressive symptoms. Thereby, we selected a group of children and adolescents at 
highest and at lowest risk for developing anxiety and depression. 

The present study showed that high risk offspring are more pessimistic and less optimistic 
about the future. With optimism being related to effective coping, and psychological and physical 
wellbeing (Scheier & Carver, 1992), the current findings suggest that high risk offspring are at 
risk for the additional disadvantages related to decreased optimism and increased pessimism. 

The present data provided no support for the hypothesis that children at high risk for anxiety 
and depression would be characterized by relatively strong negative self-associations or relatively 
weak positive self-associations. High risk for (intergenerational transmission of ) anxiety and 
depression might start with more explicit negative attitudes towards the self in childhood, and 
it might take time for implicit negative attitudes to develop. This would also be consistent with 
previous research in non-clinical adolescents showing that explicit but not implicit self-esteem 
had prognostic value for an increase in symptoms of anxiety and depression at 2 year follow up 
(van Tuijl et al., 2014). These finding are also in line with adult studies showing that explicit but 
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not implicit negative self-associations have independent predictive validity for the first onset of 
depression (e.g., Kruijt et al., 2013). Meanwhile, it has been shown that prolonged activation 
of negative self-associations during depressive episodes gives rise to relatively strong implicit 
negative self-associations (Elgersma et al., 2013), which in turn may place people at risk for 
the recurrence of symptoms (Glashouwer et al., 2012). Thus perhaps, automatic, implicit self-
associations may be especially relevant for the recurrence of symptoms whereas more deliberate, 
explicit beliefs may be more important for the first onset of disorders. 

In general, children displayed relatively strong me-happy associations. This is consistent 
with the assumption that there is a positivity bias in human cognition, with children displaying 
the largest biases (see Mezulis, Abramson, Hyde, & Hankin, 2004 for a meta-analytic review). 
Normally at the age of 5 or 6, children tend to overestimate their own abilities and strengths 
(i.e., hold extremely positive self-views; Damon & Hart, 1988; Harter & Pike, 1984). Later 
on in development, this view becomes counterbalanced through cognitive development and 
social comparison: around the age of 8 to 11, children report a decline in the positivity of their 
explicit attributions (Mezulis et al., 2004). Implicit attitudes towards the self might change with 
prolonged exposure to explicit negative views of the self and the future, which are associated 
with anxiety and depression. Although our EAST error data were consistent with the view that 
implicit attitudes towards the self are by default positive in children, a similar pattern did not 
emerge in the reaction time data. The finding that the EAST effects were most prominent in 
the error index is in line with previous research showing that it is not unusual for Simon effects 
to occur in error data only (e.g., de Houwer & Eelen, 1998; de Houwer, 2003; Huijding & de 
Jong, 2005a; Veenstra & de Jong, 2011). 

Implicit self-associations were not related to explicit anxiety and depressive symptomatology. 
While previous studies have repeatedly reported a relationship between implicit self-associations 
and anxiety and depression in adults (e.g., Glashouwer et al., 2012; Teachman et al., 2012), 
the current finding suggests that this relationship is not yet present in children and adolescents. 
Presumably, especially prolonged exposure to subclinical anxiety and depressive symptoms 
(possibly starting during childhood or adolescence) or exposure to more intense (clinical) 
symptoms might give rise to a relationship between symptoms and implicit self-associations in 
adulthood.  

The current study had several important strengths. First, it compared a low risk control group 
of children and adolescents with offspring at ultra high risk for anxiety and depression. Second, 
implicit associations in children and adolescents were measured using an especially designed 
Extrinsic Affective Simon Task, taking into account several limitations when conducting implicit 
measures with children instead of adults. Also, anxiety and depressive symptoms were measured 
using both child self-report and parent report. 

Several limitations of the present research must also be noted. First, it should be acknowledged 
that the higher scores on pessimism and lower scores on optimism in the high risk group could be 
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epiphenomena of elevated anxiety and depression levels. And of course, it can also be the other 
way around (elevated anxiety and depressive symptoms as a result of pessimism). As displayed in 
Table 6.4 and 6.5, symptom severity and optimism/pessimism were highly correlated. Previous 
research has found that children’s self-reported optimism predicted fewer child-reported 
depressive symptoms (Ey et al., 2005). Also, self-reported pessimism predicted an increase in 
anxiety symptoms over a three month period (Ey et al., 2005). Previous research suggests that 
negative expectations about the future become more of a risk factor for depression and suicide 
as children move into adolescence (Nolen-Hoeksema, Girgus, & Seligman, 1992). The cross-
sectional design of our study does not allow to draw conclusions regarding the direction of the 
relationships. Thus, future longitudinal research is needed to investigate if indeed low optimism/
high pessimism are precursors of future anxiety and depressive symptoms (and/or disorders) in 
children and adolescents.

Third, it should be acknowledged that the internal consistency of the EAST was very 
low which may be taken to challenge the validity of this measure as an index of implicit self-
associations in children and adolescents. However, it has been argued that perhaps high internal 
consistency is not a prerequisite for irrelevant feature tasks (Spruyt, de Houwer, & Hermans, 
2009). It seems reasonable to expect that participants are generally well able to ignore the more 
detailed meaning of a stimulus (does it reflect calmness, anxiety, depression, happiness) and to 
just respond on the basis of the task relevant stimulus feature (e.g., feeling vs. object), whereas 
only on some trials people may be distracted by the stimulus content giving rise to the critical 
bottom up interference effects. Thus, this bias will possibly not be consistent across relevant trials 
given its spontaneous nature. If indeed the critical interference effects only occur on a limited 
number of trials, internal consistency will typically be low. Also the fact that it is not uncommon 
to find relevant predictive value in combination with nonsignificant internal consistency in this 
type of paradigms (for example see Huijding & de Jong, 2005b; Huijding & de Jong, 2006; 
Huntjens, Rijkeboer, Krakau, & de Jong, 2014; Weertman, Arntz, de Jong, & Rinck, 2008) 
seems to question the critical relevance of internal consistency in these type of tasks. However, 
to arrive at more solid conclusions in this respect it would be important to replicate this study 
including different measures of implicit associations in children.

To conclude, the current findings provide no support for the view that automatic self-
associations play an important role in the intergenerational transmission of anxiety and 
depression in childhood and adolescence. Yet, the finding that high risk offspring displayed a 
less optimistic/more pessimistic view about the future points to the potential importance of 
targeting optimism/pessimism as a way to increase effectiveness of preventive interventions in 
high risk offspring. 
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Appendix
Extrinsic Affective Simon Task (EAST): Stimulus words

Target stimuli:
IK: mij, ik, eigen, zelf, me, mezelf
ME: mine, I, own, self, me, myself

NIET IK: ze, zij, ander, zijzelf, hen, hun
OTHER: them, they, other, themselves, them, their

Attribute stimuli:
GEVOEL: stoer, rustig, kalm (kalm), eng, bang, angstig (angst), blij, fijn, vrolijk (blij), somber, 
verdrietig, boos (somber)
FEELING: cool, quiet, calm (calm), scary, afraid, anxious (anxious), happy, nice, cheerful (happy), 
gloomy, sad, angry (depressed)

DING: tafel, boek, boot, tapijt, pijp, pen, televisie, muntje, bal, auto, stok, kast
OBJECT: table, book, boat, carpet, pipe, pen, television, coin, ball, car, stick, closet

Note: Italic words are translated from Dutch
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PART III
The role of parents in their children’s treatment success
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Children at high risk for anxiety and depression: Heightened pessimism, 
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C. G., Moorlag, H. and Nauta, M. H. (2013). Temperament and parenting predicting anxiety 
change in cognitive behavioral therapy: Th e role of mothers, fathers, and children. Journal of 
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ABSTRACT
Introduction. A considerable amount of children with anxiety disorders do not benefi t suffi  ciently 
from cognitive behavioral treatment (CBT). Th e present study examines the predictive role 
of child temperament, parent temperament, and parenting style in the context of treatment 
outcome. 

Method. Participants were 145 children and adolescents (ages 8-18) with DSM-IV-TR 
anxiety disorders who received a 12-session CBT program and were assessed at pretreatment, 
posttreatment and three months follow-up. Multiple regression analyses were used to evaluate the 
following pretreatment and posttreatment variables as potential predictors of treatment response 
at follow-up: baseline level of anxiety symptoms, child reported maternal and paternal rearing 
style (emotional warmth, rejection, and overprotection), parent reported child temperament 
traits (negative aff ect, eff ortful control, and extraversion), and mothers’ and fathers’ self-report 
temperament traits.

Results. More maternal negative aff ect and less emotional warmth as perceived by the 
child before treatment were related to less favorable treatment outcome (accounting for 29% 
of the variance in anxiety at follow-up). Furthermore, maternal negative aff ect and children’s 
extraversion measured after treatment also predicted anxiety at follow-up (together accounting 
for 19% of the variance). Paternal temperament and parenting style were unrelated to treatment 
outcome, as were children’s pretreatment temperament traits. 

Conclusion. Th e results suggest that tailoring intervention to include strategies to reduce 
maternal negative aff ect and promote an emotional warm rearing style may improve treatment 
outcome.
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Introduction
Anxiety disorders are among the most common psychiatric disorders in children and adolescents. 
Recent epidemiological studies show that up to 9.9% of youths aged 9-16 suffer from anxiety 
that is severe enough to interfere with their daily functioning (Costello et al., 2003). CBT is 
an efficacious intervention for child and adolescent anxiety disorders. However, one-third to 
half of the children in CBT research trials for anxiety disorders do not benefit sufficiently from 
treatment in terms of diagnostic recovery rates and anxiety symptom reduction (Silverman et 
al., 2008). Therefore, there is a need to identify factors associated with treatment success and 
failure, which can aid in improving intervention strategies. Both stable child characteristics and 
environmental (parent) factors are considered to be important in the etiology and maintenance 
of anxiety disorders (for a review see Degnan et al., 2010). However, there is scant research on 
the role these factors may play in treatment outcomes for anxiety disorders. 

Child temperament and childhood anxiety

Elucidating the role that individual differences play in children’s response to treatment may 
help us to better understand pathways to effective treatment. Temperament is reflected in stable 
individual differences in reactivity and self-regulation, which respectively encompass emotionally 
driven responses to change in the environment (such as negative affect and extraversion), 
and modulation of these responses (such as effortful control; Rothbart & Derryberry, 1981). 
However, little is known about the influence of temperament traits on treatment success in 
anxious children and adolescents. 

Negative affect, comprising individual differences in frustration, fear, and behavioral 
inhibition to novelty (Capaldi & Rothbart, 1992), has frequently been linked to the development 
of later problems and disorders (see Rothbart & Bates, 2006). To the best of our knowledge only 
one study found one aspect of negative affect (behavioral inhibition) in anxious children to have 
a negative effect on treatment. CBT outcome in 64 children, ages 4-7 was negatively predicted by 
behavioral inhibition, assessed with observational laboratory protocols (Hirshfeld-Becker et al., 
2010). Apart from this study in the very young, negative affect has not been studied in relation 
to treatment effects in children or adolescents. However, negative affect is directly related to 
avoidant coping (Lengua & Long, 2002) and may thus play a role in susceptibility to treatment. 
Children’s negative affect may bring about difficulties commencing and continuing exposure 
exercises in anxiety therapy. In addition, negative affect is positively related to threat appraisal 
(Lengua & Long, 2002). Children high in negative affect tend to have stronger core beliefs about 
threat (interpreting the external world as threatening) which may make them less susceptible to 
change through cognitive restructuring. Therefore, we expect that children’s anxiety symptom 
levels after treatment (at follow up) are negatively predicted by high negative affect. 
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Other temperament traits may also influence treatment outcome, but there is little research 
on this topic. For example, effortful control is the ability to self-regulate emotions, attention and 
behavior. Internalizing problems are associated with low effortful control (Eisenberg et al., 2001; 
Sportel, Nauta, de Hullu, de Jong, & Hartman, 2011). High effortful control has been related 
to more active coping and lower adjustment problems later in development (Lengua & Long, 
2002; Nigg, 2006; Rothbart, 2011). Effortful control is expected to have an advantageous effect 
on exposure exercises, since it encompasses the capacity to focus and shift attention according to 
the demands of the situation, and to perform an action when there is a strong tendency to avoid 
it. During treatment, these self-regulation capacities help to shift attention from anxiety related 
behavior to more task-relevant behavior, contributing to successful exposure exercises. Thus, we 
expect that high effortful control will predict lower anxiety symptom scores after treatment.

Extraversion (surgency) is related to assertiveness, positive emotions, and sociability, with 
high scores indicating a tendency toward experiencing pleasure in novelty (Rothbart, 2011). 
Therefore, it is possible that extraverts experience more pleasure in practicing exposure exercises, 
positively affecting treatment outcome. Additionally, extraverts are thought to be more open to 
experiencing positive affect (Watson & Clark, 1997), which may also enhance susceptibility to 
cognitive restructuring techniques. However, these proposed mechanisms are speculative and 
extraversion has never been empirically studied in relation to treatment effect. In our study, we 
expect that extraversion in children positively effects anxiety reduction through treatment. 

Parental temperament and childhood anxiety

Although parental factors also play an important role in the development and maintenance of 
childhood anxiety disorders, through shared genes, social interaction and learning experiences 
via modeling (Bögels & Brechman-Toussaint, 2006; Breinholst, Esbjørn, Reinholdt-Dunne, & 
Stallard, 2012; Murray et al., 2009), there is little research on the influence of factors such as 
parental temperament on treatment outcome. 

Parental negative affect represents parents’ proneness to fear, sadness, discomfort, and 
frustration (Evans & Rothbart, 2007). To the best of our knowledge only one study examined 
parental negative affect as a risk factor for children’s treatment outcome. Cobham et al. (1998) 
found that anxious children who had a parent prone to anxiety (i.e., scoring high on trait anxiety) 
responded less favorably to child-focused CBT compared with children whose parents were 
not trait anxious. However, at 3 year follow-up, this finding could not be replicated (Cobham, 
Dadds, Spence, & McDermott, 2010). More studies have linked current parental anxiety and 
depressive symptoms to higher levels of anxiety in offspring (Micco et al., 2009; Murray et 
al., 2009; Pilowsky et al., 2006). Furthermore, treatment outcome studies provide evidence 
that the presence of parental anxiety and depressive symptomatology is likely to be a barrier to 
child treatment outcome. Berman, Weems, Silverman, and Kurtines (2000) found that higher 
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levels of maternal depressive symptoms and fear successfully differentiated a treatment failure 
group from positive responders. Southam-Gerow, Kendall, and Weersing (2001) reported that 
higher levels of maternal self-reported depressive symptoms were associated with a less favorable 
treatment response in anxious children. Rapee (2000) found that higher symptom levels of 
paternal anxiety but not maternal anxiety predicted worse treatment outcome at one year follow-
up for youth ages 7-16. Liber and colleagues (2008) reported that higher levels of paternal 
anxiety and depressive symptoms predicted treatment failure in anxious children (ages 8-12). In 
an international sample of 1.519 children 5 to 18 years of age with a primary anxiety disorder, 
parental anxiety and depression was associated with poorer outcomes after CBT (Hudson et 
al., 2015). Thus, there is ample evidence that psychiatric symptoms of anxiety and depression 
in parents negatively affect children’s treatment outcome. However, it is unclear if parental 
negative affect has a similar adverse effect on treatment outcome. Parents’ proneness to anxiety 
affects the information that children receive in relation to threat, which enhances or maintains 
both avoidant behaviors and fear beliefs (Murray et al., 2009). Learned avoidance behaviors are 
contrary to the approach tendencies as advocated and practiced during CBT and therefore may 
hinder exposure. In addition, cognitive restructuring may be less effective when the fearful child 
cognitions are in concordance with parental beliefs. We therefore expect parental negative affect 
to have a negative effect on children’s treatment outcome. 

On the contrary, parents’ capacity to regulate their own emotions, attention, and behavior 
(high effortful control), especially in anxiety provoking situations, may allow parents to help 
children face their fears and strengthen latent approach tendencies. Furthermore, parental 
effortful control could result in better treatment response in children through modeling of 
parental self-regulation (Breinholst et al., 2012; Murray et al., 2009). By modeling strategies 
such as effectively regulate negative emotions, handling a difficult situation through re-appraisal 
of the situation, and active problem solving, the child may be supported in developing effective 
and more appropriate coping strategies (Breinholst et al., 2012). Therefore, effortful control in 
parents is expected to have an advantageous effect on treatment outcome.

Extraversion in parents is associated with sociability, positive affect, and high intensity 
pleasure (Evans & Rothbart, 2007). Extraversion in parents is related to positive and supportive 
parenting, such as displaying positive affection and encouraging independence (Losoya, Callor, 
Rowe, & Goldsmith, 1997). It can therefore be speculated that extraverted parents are better 
able to guide their offspring in encountering and tackling challenging circumstances. Parental 
expressed anxiety is related to anxiety and avoidance in children via modeling (Bögels & 
Brechman-Toussaint, 2006; Murray et al., 2009). Accordingly, parental expressed sociability, 
and pleasure in novelty might also be modeled by their offspring. This might make extraverted 
parents stimulating models during exposure oriented CBT. However, research has not yet focused 
on the role of parental extraversion in predicting treatment outcome in anxious children. It can 
be expected that high parental extraversion predicts a positive treatment outcome in children. 
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Parenting

For decades, theoretical models have hypothesized that parenting plays an important role in 
the development and maintenance of child anxiety. In their review, McLeod, Weisz, and Wood 
(2007) note that studies investigating parenting and child anxiety are mostly cross-sectional, 
reporting overall modest associations. Parental rejection (withdrawal, lack of warmth, aversive 
parental behavior) and parental control (over-involvement and low autonomy-granting) 
accounted for only 4% and 6% of the variance in child anxiety. 

However, parenting styles may especially be of influence when trying to change children’s 
anxiety. Some studies have found that maternal over-involvement and paternal rejection are 
related to a less favorable treatment outcome in anxious children and adolescents (Creswell 
et al., 2008; Liber et al., 2008). Rejecting or overprotective parenting is likely to discourage 
independence, directly limiting opportunities for a child to develop a repertoire of coping skills 
and a sense of self-competence and mastery in dealing with challenges (Chorpita & Barlow, 
1998; Rapee, 1997). These parenting styles are thus hypothesized to aggravate children’s insecure, 
avoidant, and anxious behavior, which may hinder the effect of CBT. Lack of parental warmth 
is assumed to affect child anxiety by negatively influencing the beliefs that children hold about 
themselves and the environment (Bögels & Brechman-Toussaint, 2006). The persistence of these 
negative cognitions (often related to threat and low self-worth) may influence CBT success. 
Experienced parental warmth, on the other hand, may provide the safe environment a child 
needs when practicing new behaviors and approach fear-provoking situations. However, this 
has never been studied. We therefore expect rejecting and overprotective parenting to have an 
adverse effect, and parental emotional warmth to have a positive effect on children’s treatment 
outcome. 

Focus of the present study

As described above, our knowledge about the relationship between childhood anxiety and 
child and parent factors primarily comes from cross-sectional and longitudinal epidemiological 
studies. The evidence, though sparse, indicates that parenting and temperament are possible 
predictors of treatment outcome in anxious children. 

Research into predictors of treatment outcome should take three additional aspects into 
account. First, persistence of the unhelpful parental variables after treatment may especially be 
important when trying to change anxiety at follow-up. For example, parents with an anxious 
child may be overprotective (before their child starts treatment), but continued overprotection 
after treatment may especially be salient for long-term outcome. After treatment, therapists are 
no longer available to focus on independent and approach behavior, and to work on cognitive 
restructuring if fearful beliefs come up again. Therefore, this study includes post-treatment 
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predictors that may be most influential on longer term follow-up. 
Second, although research has predominantly focused on mothers, interest in the differential 

roles of fathers in the etiology and treatment of child anxiety is on the increase (e.g., Bögels & 
Phares, 2008). Far less is known about the role of fathers in the treatment of childhood anxiety 
disorders. Some studies suggest a relationship between paternal functioning and treatment 
outcome for anxious youth. For example, father’s self-reported somatic complaints negatively 
predicted child-rated anxiety after treatment (Crawford & Manassis, 2001). Podell and Kendall 
(2011) found that both father and mother attendance and engagement in family CBT sessions 
predicted improved child outcome. Furthermore, Rapee (2000) and Liber et al. (2008) found 
that higher levels of paternal (but not maternal) rejection, and anxiety and depressive symptoms 
predicted worse treatment outcome. Due to the limited number of studies focusing on both 
fathers’ and mothers’ differential role in children’s anxiety treatment and their mixed results 
(Bögels & Brechman-Toussaint, 2006), research is needed on this topic.  

Third, developmental factors may moderate the influence of parental factors on treatment 
outcome. For example, younger children may be more susceptible to parental temperament 
and parenting style than older children. Indeed, Berman et al. (2000) found mothers’ fear and 
depressive symptoms to be less predictive in older children, suggesting that parents’ influence 
in child treatment is more extensive in younger children. Similarly, Barrett, Dadds, and Rapee 
(1996) found that younger children responded better to CBT treatment than older children 
when family management was added. Therefore, it is important to include age as a predictor of 
treatment outcome, as well as interaction effects between age and other predictor variables.

The purpose of the present study was to examine: (1) parenting, parents’ temperament and 
child temperament, measured both at pretreatment and at posttreatment, (2) parenting and 
temperament separately for fathers and mothers, and (3) the interaction between these predictors 
and the child’s age. Based on previous research it was hypothesized that high levels of parent 
and child extraversion, effortful control, and parental emotional warmth have a beneficial effect 
on treatment outcome. Furthermore, high levels of parent and child negativity, and parental 
rejection and overprotection were hypothesized to have an adverse effect. 

Method
Participants

Participants were 145 children and adolescents aged 8 to 18 years (M = 12.5, SD = 2.8, 56.6% 
girls) who met criteria in the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; 
DSM-IV) for a principal anxiety disorder (separation anxiety, social phobia, generalized anxiety 
disorder, specific phobia, or panic disorder). Exclusion criteria included suicidal ideation, 
psychosis, selective mutism, an IQ below 80, drug or alcohol abuse, CBT treatment in the past 
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half year, or current SSRI (Selective Serotonin Reuptake Inhibitor) treatment. Children and 
their parents were referred to the outpatient departments of Child and Adolescent Psychiatry 
of the University of Amsterdam (De Bascule, n = 49) and the University Center for Child 
and Adolescent Psychiatry in Groningen (Accare, n = 96). Sites were comparable with regard 
to specialization in anxiety treatment and children’s pretreatment anxiety symptom levels  
(t(142) = 0.14, p = .89). Almost all children (99.3%), mothers, and fathers (both 97.9%) were 
of Dutch nationality. Most children were living in two-parent families (83.4%). The Medical 
Ethics Committee of the Amsterdam Medical Center approved the study. The present study, 
using pretreatment, posttreatment, and follow-up data, was part of a larger study into the effect 
of CBT on childhood anxiety disorders (Hogendoorn et al., 2012).

Primary diagnoses were social phobia (n = 49, 33.8%), separation anxiety disorder  
(n = 17, 11.7%), specific phobia (n = 33, 22.8%), generalized anxiety disorder (n = 32, 22.1%), 
and panic disorder with or without agoraphobia (n = 14, 9.6%). Eighty-six children (59.3%) 
had one or more comorbid disorders, including an additional anxiety disorder (n = 59), mood 
disorder (n = 6), a combination of anxiety and mood disorder (n = 16), or a combination of 
anxiety, mood and externalizing disorder (n = 5). The total number of diagnoses per child ranged 
from 1 to 6 (M = 2.23, SD = 1.33). Mean ADIS-IV Clinical Severity Rating (CSR) score for the 
primary diagnosis was 6.31 (SD = 1.05, range 4-8).

Measures

Inclusion
Anxiety Disorder Interview Schedule for Children - Child and Parent versions (revised 
ADIS-IV-C/P). The revised ADIS-IV (Silverman & Albano, 1996) is a widely used, reliable, and 
valid semi-structured interview that assesses the prevalence and severity of DSM-IV disorders in 
youth (ages 6-18), with a main focus on anxiety disorders. Children and parents were interviewed 
separately by experienced and trained (post-master) clinicians. Each diagnosis was rated by the 
interviewer on severity (Clinician Severity Ratings, CSRs), ranging from 0 to 8, with a scoring 
of four or higher on either child or parent interview indicating a disorder (Silverman & Albano, 
1996). Diagnoses were generated following the ADIS C/P manual: for each diagnosis, the 
highest CSR was taken. 

Treatment outcome
Revised Child Anxiety and Depression Scale - Child version (RCADS). The RCADS is 
a reliable and construct valid 47-item child report questionnaire that measures symptoms of 
DSM-IV anxiety disorders and depression (Chorpita et al., 2000; Chorpita, Moffitt, & Gray, 
2005). The RCADS consists of six subscales: separation anxiety disorder (SAD), social phobia 
(SP), generalized anxiety disorder (GAD), obsessive compulsive disorder (OCD), panic disorder 
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(PD), and major depressive disorder (MDD). Items were rated on a 4-point scale (0 = never,  
1 = sometimes, 2 = often, 3 = always). In the current study, the total anxiety score composed of 
those four subscales that correspond to the primary anxiety disorders of the children was used 
(SAD, SP, GAD, and PD, 31 items), with higher scores reflecting more symptoms (Cronbach’s 
alpha = .93). Treatment outcome is defined as the RCADS score at follow-up. 

Predictors of treatment outcome
Egna Minnen Beträffande Uppfostran – Child Version (EMBU). This shortened version of 
the EMBU (Markus, Lindhout, Boer, Hoogendijk, & Arrindell, 2003) assesses children’s present 
perception of parental rearing practices. In the current study, three reliable and construct valid 
factors were used: emotional warmth (19 items), rejection (17 items), and overprotection (12 
items; Markus et al., 2003). Items were rated for fathers and mothers separately on a 4-point 
scale (1 = no never, 2 = yes, sometimes, 3 = yes, often, 4= yes, almost always). Emotional warmth 
consists of items about giving special attention, praising for approved behavior, unconditional 
love, being supportive, and affectionately demonstrative. Rejection is characterized by 
hostility, punishment (physical or not, abusive or not), derogation, and blaming of the child. 
Overprotection represents fear and anxiety for the child’s safety, guilt engendering, and 
intrusiveness. Cronbach’s alphas for emotional warmth, rejection and overprotection were 0.94, 
0.80, and 0.67 for fathers and 0.93, 0.78, and 0.67 for mothers.

Early Adolescent Temperament Questionnaire – Revised (EATQ). The EATQ 
(Capaldi & Rothbart, 1992; Oldehinkel, Hartman, de Winter, Veenstra, & Ormel, 2004) is 
a valid and reliable parent report questionnaire used to assess three child temperament factors:  
(1) Effortful Control (EC), consisting of the scales Activation Control (the capacity to perform 
an action when there is a strong tendency to avoid it), Inhibitory Control (the capacity to plan, 
and to suppress inappropriate responses), and Attention (the capacity to focus attention as well as 
to shift attention when desired), (2) Negative Affect (NA), consisting of Fear (unpleasant affect 
related to anticipation of distress), Frustration (negative affect related to interruption of ongoing 
tasks or goal blocking), and Shyness (behavioral inhibition to novelty and challenge, especially 
social), and (3) Surgency (SUR), consisting of one scale High Intensity Pleasure (the pleasure 
derived from activities involving high intensity or novelty). Items were rated on a 5-point scale  
(1 = almost never true; 3 = sometimes true, sometimes not true; 5 = almost always true). 
Cronbach’s alphas for the present sample were 0.76 (NA), 0.83 (EC), and 0.72 (SUR).

Adult Temperament Questionnaire (ATQ). The ATQ (Evans & Rothbart, 2007) is 
a reliable and construct valid 77-item self-report questionnaire for adults developed to assess 
Effortful Control, Negative Affect, Extraversion/Surgency, and Orienting Sensitivity. Items were 
rated on a 7-point scale (1 = extremely untrue; 4 = neither true nor false; 7 = extremely true). 
Subscales Effortful Control, Negative Affect, and Extraversion were used in the present study, 
with current Cronbach’s alphas of 0.83, 0.83, and 0.69 respectively.
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Design and Procedure

After the intake evaluation at the outpatient clinic, written informed consent was obtained from 
both parents and children. In the larger study, children were randomly assigned to either an 
immediate, active 12 week CBT treatment condition, or an 8 week waitlist condition, followed 
by CBT treatment. For the present study, we used data of the ADIS and RCADS at pretreatment, 
posttreatment, and at 3 months follow up. Predictor variables were assessed by children (EMBU) 
and parents (ATQ and EATQ) at pretreatment and posttreatment. Figure 7.1 presents the flow 
of participants through the study. 

Treatment

Children were treated by experienced and trained clinicians (Hogendoorn et al., 2012), using 
the Dutch translation and adaptation (Nauta, Scholing, Emmelkamp, & Minderaa, 2003) 
of Kendall’s Coping Cat program (Kendall, 1990). This 12-session CBT program includes 
education, coping skills training (identifying physical reactions to anxiety, recognizing, and 
changing fearful self-talk, developing problem solving skills, and rewarding adaptive coping 

Informed Consent (N = 161)

Included in current study  (n = 148)

Excluded (n = 13)
- Refused to participate (n = 3)
- Failed to meet inclusion criteria (n = 3)
- Interrupted contact (n = 4)
- Started other treatment (n = 2)
- No self-report (n = 1)

Pretreatment (at week 0)  (n = 145)
Lost to pretreatment (n = 3)
- Started other treatment (n = 1)
- Recovered before treatment (n = 1)
- Interrupted contact (n = 1)

Posttreatment (at week 12) (n = 113)
Lost to posttreatment (n = 32)
- Refused further assessment (n = 10)
- Started other treatment (n = 7)
- Deterioration of symptoms (n = 5)
- Started medication or inpatient treatment (n = 10)

Follow-up (at week 24) (n = 101)
Lost to follow-up (n = 12)
- Refused further assessment (n = 11)
- Started medication or inpatient treatment (n = 1)

Figure 7.1. Flowchart of inclusion and attrition of participants
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responses), and graded exposure exercises, coupled with a workbook used for in-session and 
homework activities. The treatment included parent sessions after sessions 2 and 7, aiming at 
increasing parental cooperation in the treatment in general, and in children’s exposure exercises 
in particular. Therapists attended two-weekly peer supervision sessions. To assess treatment 
adherence, reports of 95 sessions were reviewed by 2 raters (a child psychologist and a child 
psychiatrist). A scale was developed to assess achievement of treatments goals per session with 
1 (not obtained), 2 (a bit), 3 (satisfactory), and 4 (good). Treatment goals were largely obtained  
(M = 3.42, SD = 0.64), and interrater agreement was satisfactory with a kappa of .75 (Hogendoorn 
et al., 2012). 

Statistical analysis

Missing data analyses
All children with at least one assessment (n = 148) were included in the analyses following 
the intent-to-treat approach. Missing data were imputed using multiple imputation, which is 
the most evidence-based method in psychiatric and developmental research when conducting 
analyses with limited knowledge of specific reasons for nonresponse (Croy & Novins, 2005; 
Rubin, 1996). The imputation included all of the variables used in the regression analyses as 
suggested by Rubin (1996), plus additional important variables (age, parent and child reported 
anxiety diagnoses and symptom scores on all points in time) in SPSS 18. In this study, missing 
values were imputed 40 times (Croy & Novins, 2005; Rubin, 1996; Shafer, 1997) to generate 
an adequate number of imputed values to replace the missing data. These 40 complete datasets 
were then analyzed, and the results combined to obtain a pooled score that takes into account 
the uncertainty due to the missing values.

Exploratory analyses: age as predictor
To select putative predictors of treatment outcome, separate multiple regression analyses 
were performed on each predictor variable (mother, father, and child temperament and child 
perception of maternal and paternal parenting style), entering baseline anxiety, age, predictor, 
and predictor x age simultaneously. Since the age range of the children was broad (8-18 years 
old), and it is plausible that age would modify the associations studied, age was included as 
an interaction effect (along with its main effect). Age and predictor variables were centered 
following the recommendations by Aiken and West (1991). 

 
Predictors of treatment outcome
First, we calculated partial correlations between predictor variables (assessed pre- and 
posttreatment), and anxiety symptoms (RCADS) at follow-up, controlling for pretreatment 
anxiety. In order to avoid type II errors, correlations associated with p < .10 were kept in 
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subsequent analyses. Simultaneous multiple regression analyses were used to assess (a) whether 
pretreatment variables predicted anxiety symptoms at follow-up, (b) whether posttreatment 
variables predicted anxiety symptoms at follow-up, and (c) to estimate the proportion of variance 
that was explained by these variables. More specifically, after entering pretreatment anxiety, 
predictor variables were simultaneously placed in the model, using forced entry. Any variables 
that were non-significant (p > .05) were excluded one by one from the final model (Field, 2009). 

Results
Preliminary analyses

Descriptive statistics
Means, standard deviations, and test statistics for children’s and parents’ pretreatment and 
posttreatment predictor variables and anxiety symptoms (RCADS) are presented in Table 
7.1. Parent predictor variables were stable over treatment. Child anxiety, negative affect, and 
effortful control changed over the course of treatment. Child baseline anxiety was unrelated to 
children’s temperamental characteristics (with correlations for negative affect, effortful control, 
and extraversion being r = .06, -.10, and -.07, respectively).

Of the 145 participating children, 116 completed the treatment and posttreatment 
assessment (80%), 106 also completed the follow-up assessment (73%). Comparison of 
completers and dropouts at both posttreatment and follow-up revealed no significant differences 
in baseline variables (children’s gender, age in years, self-reported anxiety symptoms, mothers’ 
education, fathers’ education). 

Treatment efficacy
At pretreatment, posttreatment and follow-up, anxiety diagnoses were assessed with the ADIS 
interview. In line with the ADIS manual, Clinician Severity Ratings (CSRs) were assigned by 
the interviewer on a 0-8-scale with a scoring of four or higher being indicative of a disorder. 
Children were free of all diagnoses when they had a CSR of < 4 on both the parent and 
child interview. After treatment, 56.9% of the children were free of all diagnoses as assessed by 
the ADIS interview. At follow-up, this figure was 63.2% (see Hogendoorn et al., 2012).

On symptom level, children’s self-reported anxiety (RCADS) reduced significantly  
(F(1, 134) = 56.55, p < .001), with significant reductions between pre-posttreatment  
(F = 54.62, p < .001, d = 0.681), pre-follow-up (F = 71.64, p < .001, d = 0.844), and post-follow-up  
(F = 9.80, p < .005, d = 0.197).
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Predictors of treatment outcome

Exploratory analyses
Age was not significantly associated with follow-up anxiety, over and above baseline anxiety 
(pretreatment B = 0.29, SE B = 0.30, Beta = .07, p > .05; posttreatment B = 0.60, SE B = 0.31, 
Beta = .15, p > .05). Also, adding interactions between predictor variables and age to the models 
had no additive predictive effect. Therefore, age and interaction variables were further left out of 
the analyses.

Table 7.1. Means and standard deviations on all measures at pretreatment and posttreatment, and t-tests for differences 
between pretreatment and posttreatment

Pretreatment Posttreatment

N Mean SD N Mean SD t

Child

   Anxiety Symptoms 144 29.73 18.40 108 18.95 13.97 8.24**

   Negative Affect 127 36.07 7.69 90 33.40 7.24 3.06**

   Effortful Control 127 52.39 10.31 89 57.55 10.77 -4.09**

   Extraversion 127 24.86 7.10 90 25.13 7.27 -0.22

Mother

   Emotional Warmth 138 62.02 10.22 105 61.59 10.71 0.32

   Rejection 134 27.42 4.56 104 27.67 5.29 0.39

   Overprotection 136 21.01 4.92 104 20.40 4.83 1.42

   Negative Affect 123 105.36 16.46 84 101.97 17.39 -0.04

   Effortful Control 123 88.05 14.97 84 91.27 13.49 -1.02

   Extraversion 127 69.10 10.58 85 70.02 11.65 -0.86

Father

   Emotional Warmth 133 57.96 12.86 101 58.58 12.93 -1.16

   Rejection 130 27.42 4.56 99 27.80 5.67 0.24

   Overprotection 132 21.01 4.92 99 19.10 4.58 -0.07

   Negative Affect 99 91.92 18.80 75 92.62 16.70 -0.54

   Effortful Control 100 87.98 13.72 75 89.46 13.18 -0.06

   Extraversion 103 70.44 14.18 75 72.01 12.04 -1.43

Note. Anxiety Symptoms at follow-up total sample (n = 99), Mean = 16.12, SD = 13.47. ** p < .01.
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Correlations
Table 7.2 shows the partial correlations between follow-up anxiety and both pretreatment 
and posttreatment predictor variables, controlling for pretreatment anxiety. Pretreatment low 
parental emotional warmth, high maternal negative affect, and low maternal effortful control 
were significantly associated with follow-up anxiety (p < .10). 

Posttreatment higher levels of children’s effortful control and extraversion, as reported 
by parents, correlated with lower anxiety at follow-up. Children who reported their parents 
as emotionally warm after treatment reported less anxiety at follow-up. Posttreatment higher 
maternal negative affect and lower effortful control were also related to follow-up anxiety. Then, 
correlations between all significant predictor variables were computed (Table 7.3).

Table 7.2. Pooled partial correlations between anxiety at follow-up and child, mother, and father predictor variables at pre- and 
posttreatment, controlling for baseline anxiety

Pretreatment predictors correlated 
with anxiety at follow-up 

Posttreatment predictors correlated 
with anxiety at follow-up 

Child predictors

    Effortful Control -.05 -.18*

    Negative Affect .08 .12

    Extraversion .01 -.22*

Mother predictors

    Emotional Warmth -.33** -.19*

    Rejection -.07 -.03

    Overprotection -.11 .12

    Negative Affect .36** .21*

    Effortful Control -.22** -.14§

    Extraversion -.09 -.10

Father predictors

    Emotional Warmth -.22** -.18*

    Rejection -.02 .07

    Overprotection -.05 .12

    Negative Affect .06 -.04

    Effortful Control -.13 -.05

    Extraversion .06 .13

§ p < .10, * p < .05, ** p < .01.
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Table 7.3. Pooled correlations among predictor variables

1 2 3 4 5 6 7 8 9

1. Emotional Warmth Mother pre -

2. Negative Affect Mother pre -.21* -

3.  Effortful Control Mother pre .09 -.59** -

4. Emotional Warmth Father pre .70** -.19* .13 -

5. Effortful Control Child post .02 -.13 .22* .04 -

6. Extraversion Child post .18* -.16 .17 .07 .21* -

7. Emotional Warmth Mother post .67** -.25** .11 .51** .01 .09 -

8.  Negative Affect Mother post -.20* .54** -.26** -.21* -.19* -.10 -.24** -

9.  Effortful Control Mother post .06 -.35** .55** .02 .36** .17* .09 -.47** -

10. Emotional Warmth Father post .50** -.20* .10 .67** .07 .07 .69** -.29** .13

Note. Pre = pretreatment, post = posttreatment. * p < .05, ** p < .01.

Regression analyses
The regression model (Table 7.4) explained 29.3% of the variation in children’s anxiety at follow-
up, with pretreatment anxiety, pretreatment maternal emotional warmth, and negative affect 
accounting significantly (p < .05) for variance in anxiety outcome. 

Predictor variables at posttreatment (Table 7.5) accounted for 19.4% of the follow-up 
variance in anxiety scores, with pretreatment anxiety, posttreatment child extraversion and 
maternal negative affect explaining significant (p < .05) amounts of variance.

Table 7.4. Simultaneous multiple regression analyses of anxiety at follow-up on pretreatment temperament and parenting 
variables, controlling for baseline anxiety (imputed data, N = 148)

Predictor Variables B SE B β

    (Constant) 6.28 8.74

    Baseline Anxiety 0.19 0.05 .30**

    Emotional Warmth Mother -0.29 0.09 -.25**

    Negative Affect Mother 0.21 0.06  .29**

Note. R2 = .29 (p < .001). The variables Emotional Warmth Father and Effortful Control Mother did not contribute 
significantly to the explained variance, hence were excluded from the model. ** p < .01.



148

Chapter 7

Discussion
The aim of the study was to identify predictors of treatment outcome in children and adolescents 
with anxiety disorders. We chose parents’ and children’s temperament and parental rearing as 
candidates for predicting treatment success both because of their relation with childhood anxiety 
in epidemiological research and because of initial evidence suggesting their role in treatment 
outcomes (Murray et al., 2009). As argued, previous research on the role of temperament 
and child rearing style in treatment outcome for childhood anxiety disorders has been very 
limited. The present study addressed this gap in the literature by studying the effect of multiple 
temperament traits and rearing styles simultaneously and focusing on both child, paternal 
and maternal factors. Moreover, we included a large sample of clinically referred children and 
adolescents, took the broad age range into account, and appropriately handled missing data in 
the analyses. 

The main findings of the current study consist of treatment outcome (i.e., anxiety symptoms 
follow-up) being predicted by maternal negative affect, maternal emotional warmth, and child 
extraversion, over and above children’s pretreatment anxiety. Treatment efficacy in this study (as 
assessed by a clinical interview) was comparable to other findings (see Silverman et al., 2008), 
with 63.2% of treated children demonstrating remission of all anxiety diagnoses at follow-up. 

Maternal emotional warmth predicted reductions in anxiety in children of all ages. There 
are a number of reasons why this might be the case. For example, one could speculate that 
mothers who are perceived by their child as being supportive and affectionate may provide 
the safe context that optimizes the effect of homework (exposure) exercises during treatment. 
Alternatively, in the supportive and affectionate environment associated with maternal warmth, 
children may more easily adopt positive cognitions (for example related to self-confidence or 
trust in things working out all right). This finding suggests the possible benefit of encouraging 
parents to engage their children with emotional warmth (Breinholst et al., 2012). 

Table 7.5. Simultaneous multiple regression analyses of anxiety at follow-up on posttreatment temperament and parenting 
variables, controlling for baseline anxiety (imputed data, N = 148)

Predictor Variables B SE B β

    (Constant) 3.71 7.99

    Baseline Anxiety 0.20 0.05 .33**

    Extraversion Child -0.36 0.15 -.19**

    Negative Affect Mother 0.15 0.06  .18**

Note. R2 = .19 (p < .001). The variables Emotional Warmth Father, Emotional Warmth Mother, Effortful Control Mother, and 
Effortful Control Child did not contribute significantly to the explained variance, hence were excluded from the model. 
* p < .05, ** p < .01
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The predictive value of maternal negative affect, both before and after treatment, suggests 
that a mother’s high tendency toward anxious and depressed feelings might maintain a child’s 
anxiety, hindering a favorable treatment response for children of all ages. This finding suggests the 
importance of treating the psychological distress of parents of anxious children. A recent study 
provides some support for the idea that mothers should be a focus of treatment (Wickramaratne 
et al., 2011). In this study, the treatment of maternal depression was related to decreases in 
children’s psychiatric symptoms and this benefit was independent of the direct effects of treatment 
for the child. This finding implies the need for parental interventions, addressing parents’ 
(anxious) behavior, thoughts and feelings as part of children’s anxiety treatment.  It should be 
noted, however, that parental treatment findings are mixed, with some studies reporting positive 
effects (Barrett et al., 1996; Podell & Kendall, 2011), and others reporting no additional benefits 
from such interventions (Bodden et al., 2008; Breinholst et al., 2012; In-Albon & Schneider, 
2006; Nauta et al., 2003; Silverman et al., 2008). The null findings should be interpreted with 
caution, however, as these studies did not report whether the interventions were successful in 
reducing the parents’ psychological distress by changing parents’ (anxious) behaviors, thoughts 
and feelings (Breinholst et al., 2012; Ginsburg, 2009). Therefore, future research would benefit 
from ensuring that parental interventions are efficacious before firm conclusions can be drawn 
regarding the benefit of such interventions for the anxiety of their children.

Moreover, children’s extraversion after treatment predicted less anxiety at follow-up. Actively 
seeking out and enjoying seeking out (anxiety provoking) stimuli and situations seems to be 
key ingredient for longer term success. This relation was found for extraversion assessed at 
posttreatment but not pretreatment. This may indicate that extraversion is difficult to assess 
by parents pretreatment, or may in fact change in the midst of high anxiety states, right before 
treatment. 

Congruent with previous findings, children’s pretreatment anxiety severity contributed 
significantly to the prediction of posttreatment anxiety scores (e.g., Liber et al., 2010). However, 
the related child temperament trait of negative affect did not add to the prediction of treatment 
outcome. Given its well-known relationship with outcome, pretreatment anxiety was entered 
first in the regression model, before entering additional predictors. One may argue that if 
negative affect is highly related to baseline anxiety, it could not have additional predictive value. 
However, a post hoc check of the validity of this argument revealed no significant bivariate 
correlations between negative affect and baseline anxiety or outcome in our sample (r = .06,  
p = .49, and r = .09, p = .27, respectively). This anomalous result could be due to a restriction of 
range, with many high scoring individuals on both measures. In addition, (stable) temperament 
and (momentary) anxiety were assessed by different informants (parent and child respectively), 
which usually yields substantially lower correlations. Alternatively, although unexpected, the 
finding that children’s baseline negative affect does not influence treatment outcome may simply 
be true. 
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Interestingly, no association was found between paternal characteristics and treatment 
outcome. Although other studies reported that the role of fathers in upbringing is underestimated 
(Bögels & Phares, 2008; Liber et al., 2008), this was not confirmed in the present study. Cross-
sectional research linking child and parent psychopathology found stronger associations of 
maternal than paternal psychopathology with internalizing problems in children (for a review 
see Connell & Goodman, 2002). In treatment studies, children’s treatment outcome has been 
positively associated with paternal attendance and engagement in session (Podell & Kendall, 
2011), and negatively associated with paternal rejection, and somatic, anxiety and depressive 
symptoms (Crawford & Manassis, 2001; Liber et al., 2008; Rapee, 2000). One possible 
explanation for why paternal factors were not predictive in our study is that maybe fathers 
were less involved in the child’s problems or treatment progress. A post-hoc check of which 
parent completed the ADIS interview and filled out the questionnaires was consistent with 
this hypothesis, with mothers more often completing child-related assessments than fathers at 
pretreatment (80.5% vs. 14.5%), posttreatment (71.3% vs. 14.9%), and follow-up (73.1% vs. 
7.7%). However, parent engagement in treatment sessions has not been measured.

Several other variables that we considered as possible candidates for treatment success were 
unrelated to outcome. First, similar to other treatment studies (Berman et al., 2000; Kendall, 
Flannery-Schroeder et al., 1997a; Treadwell, Flannery-Schroeder, & Kendall, 1995), age was not 
found to be related to treatment outcome. Moreover, age did not interact with other predictor 
variables. Second, neither parental nor childhood effortful control were found to predict 
treatment success. Although we outlined possible self-regulating mechanisms by which parental 
and childhood effortful control may benefit from treatment response, and indeed found some 
evidence for this from bivariate correlations, the association became nonsignificant when other 
relevant predictors were accounted for. Likewise, parental extraversion did not predict treatment 
effect. Third, although mothers’ rejecting and overprotective parenting styles have been linked 
to children’s anxiety (Bögels & Brechman-Toussaint, 2006) and were hypothesized to predict 
treatment outcome, no associations were found. One potential reason for these null results is 
that maternal rejection and overprotection at the start of treatment may be a common maternal 
response to their child’s high anxiety levels, which thus has no relation with treatment outcome. 

This study has a number of limitations. First, dropout rates in this study were comparable 
to previous studies (22.1-30.3%; Hogendoorn et al., 2012; Kendall, Flannery-Schroeder et al., 
1997b). However, studies in the Netherlands reported attrition rates as low as 3% for individual 
CBT (Bodden et al., 2008; Nauta et al., 2003). Second, we did not include a control group. 
Therefore, we cannot firmly conclude that the predictors found in our study predict treatment 
outcome instead of the regular course of anxiety over time. Third, this study did not include 
observational data. Some variables were measured through informant report (i.e., parenting style 
reported by child and child temperament reported by parent). Anxious children may have a 
biased perception of their parents’ rearing. However, comparing parent report with home or lab 
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observations, Rothbart and Bates (2006) conclude that parents are in a good position to observe 
a wide range of child’s temperament-related behaviors on multiple occasions, with a fair degree 
of objective validity. Fourth, the internal consistency of the Overprotection subscale was only 
0.67. Although previous studies concluded that this alpha coefficient is acceptable (Markus et 
al., 2003), one should take some caution when interpreting the absence of associations with 
overprotection.

In conclusion, this study is the first to demonstrate that mothers’ negative affect and 
emotional warmth are independently associated with treatment success, and that maternal 
negative affect and child’s extraversion after treatment predict anxiety at follow up. Future 
studies should investigate ways to tailor interventions to include strategies to reduce maternal 
negative affect and promote warm parenting. Furthermore, future studies need to explicate the 
conditions under which it may be most helpful to include parents in treatment and in what 
capacity. Mechanisms through which child and parent factors might be associated with treatment 
outcome need to be modeled and tested to gain more insight in how to enhance treatment.





   HAPTER 8
General Discussion
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The current thesis focused on three themes that will be subsequently discussed: The prevention 
of anxiety and depression in offspring of patients, parent and child risk and protective factors, 
and the role of parents in their child’s treatment.

Preventing anxiety and depression in offspring

Anxiety and depression run in families. Offspring of parents with an anxiety or depressive disorder 
are at 3-4 times increased risk for developing these disorders as well, indicating a clear need for 
prevention. Despite of the fact that anxiety and depression are highly prevalent and persistent 
disorders, with high comorbidity and considerable adverse effects on psychosocial functioning, 
studies on prevention are scarce. In order to prevent offspring anxiety and depression, studies 
have focused on two different strategies. 

One obvious strategy to prevent offspring anxiety and depression is to effectively treat 
parent anxiety and depression, leading to a decrease in parent anxiety and depressive symptoms 
and decreasing offspring risk. Recent studies have indeed found effective parent treatment to 
positively influence offspring mental health (Cuijpers, Weitz, Karyotaki, Garber, & Andersson, 
2015; Pilowsky et al., 2008; Weissman et al., 2006; Weissman et al., 2015; Wickramaratne 
et al., 2011). However, effective parent treatment takes time, and anxiety and depression are 
known to be recurrent disorders. Therefore, besides decreasing parent anxiety and depression 
in treatment, a second strategy in preventing anxiety and depression in offspring is to focus 
on interventions directly increasing offspring mental health. The limited number of studies 
that investigated offspring preventive interventions have sorted positive effects, with room for 
improvement (Beardslee et al., 2007; Clarke et al., 2001; Compas et al., 2011; Garber et al., 
2009; Ginsburg, 2009).  

Combining these two strategies, i.e., offering a preventive intervention for offspring of 
parents in treatment for anxiety or depression, was the starting point of this thesis. We designed 
a multicenter, randomized controlled prevention trial to test the efficacy of a brief preventive 
behavioral therapy (Festen et al., 2010) for offspring (aged 8-18 years) at ultra high risk for 
anxiety and depression (Chapter 2, the STERK study: Screening and Training: Enhancing 
Resilience in Kids). Ultra high risk was defined as either reporting elevated symptoms of anxiety 
and depression, but no disorders (indicated prevention), or meeting at least 2 of 3 criteria of a 
high risk index: being female, having two affected parents, having a parent with (past) suicidal 
behavior (selective prevention). 

Despite the evident importance of the STERK study, including enough participants to 
ensure sufficient power appeared extremely difficult. After screening 11079 patient files and 
additionally contacting 1297 families eligible for baseline screening, 63 children (0.6% of 
the screened patient files) participated in the baseline assessments and 26 high risk children 
eventually participated in the intervention study (2% of contacted families with relevant 
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offspring).The inclusion difficulties we encountered are not uncommon. Combining selective 
and indicated prevention automatically excludes a larger amount of participants from the study. 
In the literature, randomized controlled trials focusing on both selective and indicated prevention 
of anxiety and depression in offspring of patients are very scarce. 

One study reported contacting up to 3000 families in order to enroll 94 adolescents (i.e., 
3.1% of initially contacted families (Clarke et al., 2001). The most effective (and only other) 
example of enrolling offspring in randomized controlled trial (RCT) targeting both selective and 
indicated prevention, is a study by Garber, Clarke, and colleagues (2009), in which adolescents 
of depressed parents were enrolled (selective prevention), with subclinical depressive symptoms or 
a history of depression, but no depressive disorder (indicated prevention). After contacting 2494 
families, 316 adolescents (12.7% of the initially contacted group) eventually participated in the 
study (Garber et al., 2009).  

It can be hypothesized that these low inclusion rates mean that the studies (and interventions) 
described above insufficiently tailor parent and offspring needs. In prevention, offspring 
suffering from (a history of ) anxiety or depressive disorders should, by definition, be excluded. 
In the STERK study, offspring with (a history of ) anxiety and depressive disorders (i.e., suffering 
from anxiety or depression) were therefore excluded. However, studies including offspring with 
subclinical symptoms or offspring with a history of depression (Clarke et al., 2001; Garber et al., 
2009) were able to enroll enough adolescent participants to complete the study. Possibly in these 
studies, offspring needs (decreasing symptom levels and decreasing risk of recurrence) motivated 
offspring to participate. 

Second, it was hypothesized that parents’ needs were insufficiently met. In most offspring 
prevention studies, parents are often only scantily involved (Clarke et al., 2001; Garber et al., 
2009). In our study, the STERK intervention was an individually tailored training program with 
only minimal involvement of parents (2 sessions). 

Interestingly, an RCT focusing on family cognitive-behavioral preventive therapy for parents 
with a history of depression and their 9-15-year-old children enrolled a relatively large amount 
of participants, namely 27% of initially assessed families (n = 155 children, n = 111 families; 
Compas et al., 2009). Also, offspring with an anxiety or depressive disorder were not excluded 
from participation in this study, resulting in a sample of families in which 24-30% of the 
children exceeded the clinical cutoff of 16 on the CES-D (Center for Epidemiological Studies 
– Depression scale). This may indicate that parents want to be involved in preventive offspring 
treatment and families are more eager to participate once offspring have developed anxiety or 
depression (which means prevention is no longer in order). Thus, parents and offspring are 
possibly more motivated to participate in treatment, than prevention.

Nevertheless, inclusion rates varying from 2% to 27% are low, which makes one think 
about the perceived necessity of the studied interventions for parents and offspring, and raises 
questions about the generalizability of the findings of the completed studies. For the STERK 



156

Chapter 8

study, the extreme slow influx of participants, in combination with the restricted time window 
for completion of the project (48 months) was reason to abort the study well before the originally 
planned number of participants were enrolled.

In the process of including participants for the STERK study, it became evident to the 
researchers that this specific group of subjects (parents with anxiety or depressive disorders) 
was generally reluctant or hesitant to participate in research concerning their children, and that 
the professionals working with these patients sometimes seemed unaware of the fact that their 
patients had offspring. Furthermore, professionals appeared unaware of possible offspring risk, 
and the patient’s family life in general. Professionals also seemed reluctant to address the topic 
of children and parenting with adult patients who are also parents. This pointed to the urgent 
need to improve insight in why parents were so hesitant to participate in preventive research, and 
why professionals appeared unaware of offspring (risk) and possible parenting issues. To increase 
our knowledge on how to proceed in future studies and how to improve clinical practice to suit 
the prevention of anxiety and depression in offspring of anxious or depressed patients, both 
the perspectives of the target group (i.e., patients who are parents and their partners), and the 
facilitators (i.e., mental health professionals) were studied (Chapters 3 and 4). 

Parents’ perspectives on offspring risk for anxiety and depression 
The outcome of the qualitative semi-structured interviews, with parents who had previously 
been contacted to participate in the STERK study, showed that many parents believed that their 
mental health problems did not influence their children (Chapter 3). Parents seemed unaware 
of the positive impact of parent treatment on offspring risk, the negative impact of a disorder 
on offspring and parenting, and the importance of communicating with the child about mental 
health. Consistent with the completed prevention studies described in the previous paragraph, in 
most families, offspring intervention only became a priority when offspring developed symptoms. 
Also, parents expressed to be more motivated for parent-focused preventive interventions, than 
child focused approaches. 

Thus, a parenting program in adult mental health care that meets parental needs and 
preferences by including psychoeducation and parenting support is a potentially successful 
strategy for preventing problems in offspring. In fact, positive results have already been reported 
for two one-hour psychoeducational lectures for parents with depressive disorders, in which 
children were not involved (Beardslee et al., 1993). This parent focused intervention was found 
to be as effective as a 6 to 10 session family intervention in increasing family functioning and 
decreasing internalizing behaviors in children up to 4.5 years follow up (Beardslee et al., 1997). 
Of course, future studies should further investigate the efficacy of such a proposed parent-
focused intervention. Also, mental health professionals’ opinions on parent interventions should 
be investigated in order to effectively implement a more parent-focused approach in adult mental 
health care.
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Professionals’ opinions on care for offspring of patients
In focus group discussions with healthcare professionals about their opinions on offspring of 
depressed and anxious patients (Chapter 4), it became evident that professionals in adult mental 
health care recognize a lack of attention for offspring and family. In addition, professionals 
expressed a need for assessment of offspring and family as standard practice, including repeated 
assessment and possible treatment options regarding offspring and the patients’ family. Also, 
professionals recognized the importance of collaboration between child and adult mental health 
care institutions. 
Knowledge about offspring in general, offspring risk and resilience, parenting and parent-child 
communication is currently often lacking in adult mental health care. Therefore, providing 
information for professionals might be a first step towards research on and (preventive) 
interventions for offspring and their parents. To aid professionals in adult mental health, 
opportunities for screening on child symptoms and functioning could be provided, making 
referral to youth mental health centers easier. Child symptoms can be screened using the 
Strengths and Difficulties Questionnaire (Goodman, 2001), which assesses emotional, conduct, 
hyperactivity-inattention, peer, and prosocial problems in 5–15 year old children. By providing 
easily accessible short screening tools for offspring in adult mental health care, asking about 
offspring psychopathology could more easily become standard practice, which in turn can 
facilitate cooperation between child and adult services, and faster (preventive) treatment for 
parents and children at risk. Intervening earlier might mean shorter and more cost-effective 
interventions. 

Interestingly, while current guidelines for youth mental health recommend that offspring 
of depressed parents should be referred for depression assessment (National Institute for 
Health and Clinical Excellence (NICE), 2005), information on offspring is currently lacking 
in guidelines on adult mental health (e.g., National Institute for Health and Clinical Excellence 
(NICE), 2009). Therefore, it seems important to modify the guidelines for adults mental health 
to provide information and recommendations regarding potential offspring. 

Qualitative approaches in quantitative research 
The studies presented in Chapter 3 and 4 clearly showed the important new information 
qualitative approaches can add to quantitative research. Including patients’ perceptions and 
needs can improve the quality of randomized controlled trials by better tailoring research and 
interventions to patients’ needs. Furthermore, involving patients’ opinions and perspectives 
in an RCT can lead to a higher quality of trial information, well-targeted sharing of research 
findings and well-informed and motivated patients (Langston et al., 2005). 

A review examining the use of qualitative approaches alongside randomized trials (of 
complex healthcare interventions; Lewin, Glenton, & Oxman, 2009), listed ways in which 
qualitative methods can be used alongside randomized controlled trials (see Table 8.1). 
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From this review, it can be concluded that qualitative studies were mainly carried out before 
a trial, and remain relatively uncommon alongside trials of complex healthcare interventions. In 
general, in clinical psychology research, the use of qualitative approaches is almost non-existent. 
A study covering 10 journals over the year 1999 found that only 4 of 454 articles included 
qualitative approaches (2.4%; Munley et al., 2002). 

To examine whether these findings still apply, I systematically reviewed the top 10 journals 
in the field of clinical psychology, looking for published studies using qualitative approaches. 
To consider the frequency of publication of qualitative research in the field over the last 5 years 
(2010-2015), 6214 papers appearing in the top 10 journals in clinical psychology, based on 
impact factor, were reviewed. Journals reviewed included Annual Review of Clinical Psychology, 
Clinical Psychology Review, Health Psychology Review, Psychological Medicine, Journal 
of Clinical Psychiatry, Journal of Consulting and Clinical Psychology, Journal of Abnormal 
Psychology, Neuropsychology Review, Depression and Anxiety, and Behavior Therapy (see 
appendix). PsycINFO was systematically searched (2010 – Sept. 2015). The name of each journal 
plus the term ‘qualitative’ in all text was entered in the search engine (e.g., JN ‘Depression and 
Anxiety’ AND TX ‘qualitative’). After reviewing 86 hits, 14 research articles included qualitative 
methods in their study (0.225% of the total number of papers published). 

Only 4 of these 14 research articles used qualitative approaches in a randomized controlled 
trial. These 4 studies investigated patient perceptions on barriers to and facilitators of behavior 
change and important values, attitudes and beliefs about living with a chronic illness before 
starting an RCT (Peterson et al., 2013), therapist opinions on contributors to success of, barriers 

Table 8.1. Ways in which qualitative methods can be used alongside randomized controlled trials

Before a trial

• To explore issues related to the healthcare question of interest or context of the research

• To generate hypotheses for examination in the randomized controlled trial

• To develop and refine the intervention

• To develop or select appropriate outcome measures

During trial

• To examine whether the intervention was delivered as intended, including describing the intervention as delivered

• To ‘unpack’ processes of implementation and change

• To explore deliverers’ and recipients’ responses to the interventions

Before a trial

• To explore reasons for the findings of the trial

• To explain variations in effectiveness within the sample

• To examine the appropriateness of the underlying theory

• To generate further questions or hypotheses

Source: adapted from Lewin et al. (2009).
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to implementation of, and improvements to a culturally responsive parent training program for 
Chinese American parents (Lau, Fung, Ho, Liu, & Gudiño, 2011), antidepressant nonadherence 
among veterans treated in primary care clinics (Fortney et al., 2011), and qualitative differences 
between N-acetylcysteine- and placebo-treated participants with schizophrenia (Berk et al., 
2011).

Also, some other registered recent RCT’s (published in journals that were not covered by 
the top-10 of Clinical Psychology) documented the (intended) use of qualitative approaches for 
example to investigate patient perspectives on the introduction of imagery in schema therapy 
(ten Napel-Schutz, Abma, Bamelis, & Arntz, 2011), young people’s subjective experiences of 
monitoring and CBT for preventing psychoses (Byrne & Morrison, 2014), parents’ and young 
children’s experiences of treatment for posttraumatic stress disorder (Dalgleish et al., 2015), 
patients’ experiences of anxiety and wishes for anxiety treatment in bipolar disorder (Jones et al., 
2013), patient experiences with Mindfulness-based Cognitive Therapy (MBCT) for severe health 
anxiety (Williams, McManus, Muse, & Williams, 2011), patient perceptions on CBT for chronic 
pain (Day, Thorn, & Kapoor, 2011), patient perceptions on the applicability of Computerized 
CBT for the treatment of depression in people with multiple sclerosis (Hind et al., 2010), the 
acceptability of supported cognitive-behavioral self-help for depressed informal carers of stroke 
survivors (Woodford, Farrand, Watkins, Richards, & Llewellyn, 2014), patient experiences with 
the online self-help Computerized CBT program for depression, and explanations for the low 
treatment adherence and effectiveness (Gerhards et al., 2011). Almost all studies used semi-
structured interviews with patients during or after treatment to assess patient’s experiences with 
treatment and their views on the acceptability of the intervention.

For clinical practice, qualitative approaches add to quantitative studies by investigating 
patients’ experiences with an intervention. For example, participants in an RCT on MBCT 
for severe health anxiety not only reported beneficial impacts of MBCT on their health anxiety 
(the outcome measure), but also on their broader functioning (Williams et al., 2011). Using 
qualitative methodology, differences between randomized groups can emerge that are not 
captured by rating scales (Berk et al., 2011). More widespread benefits of MBCT reported by 
patients included an increased ability to relax, reduced anxiety in other situations (e.g., when 
driving), improved sleep or mood, increased self-acceptance and desire to nurture the self, a 
more accepting attitude to life in general, and increased ability to cope with everyday stressors 
(Williams et al., 2011). Some of the beneficial aspects of MBCT mentioned were the flexibility 
in practices offered and support from the group. The benefit of being in a group has emerged in 
all of the previous qualitative studies of MBCT (e.g., Allen, Bromley, Kuyken, & Sonnenberg, 
2009; Finucane & Mercer, 2006), and highlights the importance of specific and non-specific 
factors of MBCT. Also, participants in the qualitative study reported that the focusing of 
attention upon bodily sensations required in MBCT practice did not exacerbate their health 
anxiety. The qualitative findings in this study help shape the intervention, by using a group 
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format and offering a variety of MCBT practices to participants. Furthermore, these findings can 
help tailor psychoeducation for a specific population such as patients with severe health anxiety 
and highlight aspects that can be altered to make a treatment more acceptable, and ultimately 
more effective.

Thus, qualitative approaches are scarce alongside randomized controlled trials, even 
though the ways in which qualitative methods could be used are manifold (Table 8.1). For 
example, qualitative methods can be used to develop and refine an intervention (see Jones et 
al., 2013; Peterson et al., 2013) before starting a trial, or to explain variations in effectiveness 
within a sample. Qualitative approaches are also widely usable, however, areas that are studied 
are mainly restricted to the fields of schizophrenia (e.g., Berk et al., 2011), chronical illnesses 
(e.g., Peterson et al., 2013), and ethnic minorities (e.g., Lau et al., 2011). Implementation of 
qualitative approaches in other areas, such as RCTs studying child (preventive) treatment, can 
add important information about the feasibility of delivering the treatment in certain settings, 
and its acceptability to the children and their families (see for example the study protocol of 
Dalgleish et al., 2015). 

Risk and resilience

To optimize interventions aiming at reducing the intergenerational transmission of anxiety and 
depression, it would be critical to improve insight in the mechanisms that put offspring at risk. 
Accordingly, recent studies reviewing the literature on offspring of depressed and anxious parents 
stress the need for studying mechanisms involved in the transmission of risk (Beardslee et al., 
2011; Goodman & Gotlib, 1999; Murray et al., 2009). Following this, the study presented 
in Chapter 5 tested how two risk factors, perceived emotional maltreatment and implicit 
negative self-associations, were associated with the intergenerational transmission of anxiety 
and depression. This study showed that perceived emotional maltreatment in childhood and 
implicit negative self-associations together played a mediating role in the relationship between 
parent and offspring anxiety and depression. Parental disorders were likely to pose a risk for the 
development of offspring anxiety and depressive symptoms, especially when offspring perceived 
their upbringing as emotionally abusive, which was related to stronger negative self-associations. 

Although implicit associations were measured in adulthood, these associations were 
hypothesized to emerge in childhood or adolescence, before more explicit associations are 
formed. Recent views on adult implicit associations suggest that implicit, automatic and 
unintentional processing is the default mode of information processing before more explicit 
associations develop (see Teachman et al., 2012 for a discussion). However, we did not find 
evidence to back this up (Chapter 6). 

Contrary to our hypotheses, but in line with previous studies on implicit associations in 
adolescence (e.g., Teachman & Allen, 2007), implicit self-associations in children were not 
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related to explicit anxiety and depressive symptomatology. High risk offspring (n = 22, aged 8 
to 18 years) were found to be less optimistic and more pessimistic about their future than low 
risk children (n = 36, aged 8 to 18), but high risk offspring did not differ from low risk offspring 
on implicit negative or positive self-associations with emotional stimuli. In general, all children 
showed stronger self-happy associations than self-associations related to other feelings (i.e., calm, 
anxious, sad).

These findings suggest that the relationship between implicit self-associations and explicit 
anxiety and depression might not yet be present in children and adolescents. This assumption 
is in line with previous studies in adults that found implicit negative self-associations to play an 
important role in relapse (Glashouwer & de Jong, 2010), and that found these associations to 
be related to the number of past episodes in recurrent depression (Elgersma et al., 2013). Thus, 
negative implicit associations were found to play a role only after patients develop anxiety or 
depressive disorders. 

Accordingly, implicit associations in children do not seem a main target for preventive 
interventions. However, the finding that high risk offspring display a less optimistic/more 
pessimistic view of the future underscores the importance of targeting optimism/pessimism, and 
to investigate ways to increase effectiveness of preventive interventions in high risk offspring.  

The role of childhood emotional maltreatment in the intergenerational transmission of 
risk provides some starting points for the development of prevention modules. To prevent child 
maltreatment and psychopathology, parenting programs promoting positive parenting may be 
helpful in adult mental health care. For example, the Triple P—Positive Parenting Program4 has 
shown positive effects on maltreatment and associated outcomes, but further replications are 
needed (MacMillan et al., 2009; Prinz, Sanders, Shapiro, Whitaker, & Lutzker, 2009; Sanders, 
Cann, & Markie-Dadds, 2003; Thomas & Zimmer-Gembeck, 2007).

The role of parents in their children’s treatment success

Parent anxiety and depression can affect offspring. But do parent factors influence child 
treatment outcome? The aim of the study presented in Chapter 7 was to identify predictors 
of treatment outcome in children and adolescents with anxiety disorders (aged 8-18 years,  
N = 145), who were referred to an outpatient center for child and adolescent psychiatry. After 
a 12-session cognitive behavioral treatment (Kendall, 1990; Nauta et al., 2003), 56.9% of all 
children were free of all anxiety diagnoses. Three months after treatment, 63.2% no longer met 
criteria for an anxiety disorder (see Hogendoorn et al., 2012). Predictors related to treatment 
success were low maternal negative affect, maternal emotional warmth and child extraversion. 

4  Consisting of different parenting programs aimed to teach parents child-management strategies designed to promote 
children’s competence and development and to help parents manage misbehavior; an enhanced program included additional 
components to change parental misattributions and anger.
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Fathers’ temperament and parenting styles, maternal rejection and overprotection, and child age 
were unrelated to treatment outcome. 

The study described in Chapter 7 is the first to demonstrate that mothers’ negative affect 
and emotional warmth are independently associated with treatment success, and that maternal 
negative affect and children’s extraversion after treatment predict anxiety levels 3 months after 
treatment. A logical following recommendation would be for future studies to investigate ways 
to modify interventions to include strategies to reduce maternal negative affect and promote 
warm parenting. 

Recent studies have linked effective depression-focused parent treatment to decreases in 
child symptomatology and increases in child wellbeing (Cuijpers et al., 2015; Weissman et al., 
2015; Wickramaratne et al., 2011). However, studies including parent interventions in child 
anxiety treatment have found mixed results, with some studies reporting positive effects (Barrett 
et al., 1996; Podell & Kendall, 2011), but meta-analyses reporting no additional benefits from 
such interventions (In-Albon & Schneider, 2006; Manassis et al., 2014).

Most studies on parent interventions in child CBT did not report whether the parent 
interventions were successful in reducing parents’ psychological distress or increasing positive 
parenting styles (Breinholst et al., 2012; Ginsburg, 2009). Recently, one study investigated 
changes in parents’ parenting styles after family CBT and found that family CBT effective for 
child anxiety also decreased parents’ anxiety-enhancing parenting (i.e., rejection, overprotection) 
and increased anxiety-reducing parenting (i.e., more autonomy granting and less rejection; 
Jongerden & Bögels, 2015). Interestingly, this study also found individual child CBT to 
positively change parenting styles (Jongerden & Bögels, 2015). 

A bi-directional effect (parent-to-child and child-to-parent) has been proposed (Settipani, 
O’Neil, Podell, Beidas, & Kendall, 2013), with child factors influencing parent symptoms and 
behaviors, and parent factors influencing child symptoms. Indeed, when parents are suffering 
from a depressive disorder, effectively treating parent symptoms has a positive effect on child 
symptoms and wellbeing (Cuijpers et al., 2015; Weissman et al., 2015; Wickramaratne et al., 
2011). But, as mentioned previously, when children are suffering from anxiety disorders, child 
individual treatment has a positive effect by decreasing maternal anxiety and anxiety-enhancing 
parenting and increasing parents’ anxiety-reducing parenting (Jongerden & Bögels, 2015).

Offering general parent interventions for all parents (universally) in child treatment does not 
seem to add to effective child treatment (In-Albon & Schneider, 2006; Manassis et al., 2014). 
Recent research on parent involvement in child anxiety treatment found that adding a specific 
parent intervention to child CBT in which parents were taught to use contingency management 
(stimulus control, positive reinforcement) to encourage children’s exposures to anxiety provoking 
situations, was more effective than CBT with other forms of parent involvement or CBT without 
any form of parent involvement (Manassis et al., 2014). Thus, interventions specifically tailored 
to focus on child support, positive reinforcement and encouraging exposure add to the effect of 
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child CBT. This provides initial support for the idea that a certain type of parent involvement 
may moderate long-term CBT outcomes.

In addition, instead of offering interventions to all parents, only specific at risk groups 
could be offered a specifically tailored intervention. Given our limited understanding of the 
mechanisms of change in interventions for youth (e.g., Kazdin, 1999; Silverman & Kurtines, 
1997; Weisz & Kazdin, 2010), future studies need to explicate the conditions under which it may 
be most helpful to include parents in treatment and in what capacity (as called for by Silverman, 
Kurtines, Jaccard, & Pina, 2009). Mechanisms through which child and parent factors might 
be associated with treatment outcome need to be modeled and tested to gain more insight in 
how to enhance treatment efficacy. Knowledge of how specific parenting behaviors are related 
to changes in child anxiety in the context of CBT may lead to more precise recommendations 
regarding parent factors to address in child anxiety treatment. Assessing parent factors prior 
to the start of treatment could enable clinicians to identify which families may benefit from 
intervention modification, allowing for treatment personalization. Moving forward to more 
specialized treatment, i.e., by targeting specific parent symptoms and parenting behaviors, might 
help increase the rate of anxiety reduction for child CBT, thereby enhancing long-term treatment 
efficacy and potentially reducing the need for future mental health services.

Anxiety and depression: Family matters

Anxiety and depression ARE family matters. Anxiety and depression run in families. And in the 
process of preventing the development of anxiety and depression in offspring, family matters. 
Two approaches to the prevention of offspring anxiety and depression have been discussed. One 
obvious approach is through effective treatment of parent psychopathology (Cuijpers et al., 2015; 
Weissman et al., 2015). Effective parent treatment appears to increase offspring functioning by 
decreasing anxiety and depressive symptoms (Cuijpers et al., 2015; Weissman et al., 2015). This 
focus on parents in the process of preventing offspring anxiety and depression suits the needs and 
preferences of parents. Parents who are patients view mental health treatment for themselves as 
helpful and beneficial. Furthermore, parents report to be more willing to participate in parent-
focused preventive interventions, including psychoeducation about offspring risk and resilience 
and parenting support, than in child focused approaches.  

Another prevention approach is focusing on offspring at risk for anxiety and depression. 
However, preventive programs targeting offspring appear not to suit the intuitive needs 
of parents, offspring, and mental health professionals given the low influx of participants in 
preventive intervention studies and the opinions expressed in the research presented in this 
thesis. Furthermore, parents expressed to be hesitant to participate in offspring prevention 
research when offspring burden of disease is low and research and intervention participation 
demands are perceived as enduring and time consuming. 
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Thus, a parenting program in adult mental health care that meets parents’ and professionals’ 
needs and preferences by including psychoeducation and parenting support, designed to increase 
an open discussion about parental illness, offspring risk and parenting is a potentially fruitful 
strategy for preventing problems in offspring. In addition, making asking about offspring 
standard practice in adult health care, increasing professionals’ knowledge on offspring and easy 
accessible tools for screening of psychopathology and functioning might facilitate referral for 
(preventive) treatment for offspring at risk.  

Offspring may be particularly at risk for developing anxiety or depression when parent 
psychopathology is associated with childhood emotional maltreatment and offspring negative 
self-associations. In childhood, high risk children have been found to be less optimistic and 
more pessimistic. However, high and low risk children did not differ with regard to implicit 
self-associations. In this thesis, both high and low risk children showed stronger self-happy 
associations, suggesting that negative self-associations might develop later in life. Thus, negative 
self-associations, although hypothesized to develop in childhood, might just as well develop later 
in life. 

When prevention is no longer an option, cognitive behavioral therapy is an effective 
treatment for children and adolescents suffering from anxiety or depression. In child anxiety 
treatment, parent temperament and parenting can affect effective treatment outcome. Higher 
maternal negative affect, a tendency towards anxious and depressed feelings, has been related 
to more anxiety symptoms in children three months after treatment. High maternal emotional 
warmth (i.e., children who reported their mothers to be supportive and affectionate) predicted 
reductions in anxiety symptoms after treatment. Fathers’ temperament and parenting styles were 
not found to be related to child treatment outcome. Possibly, when children are in treatment for 
anxiety disorders, parents can positively contribute to treatment outcome by decreasing their 
own anxiety and depressive symptoms and by providing an emotional warm, supportive and 
affectionate environment. Recent research points to a bi-directional effect, with effective parent 
treatment affecting offspring, and effective child treatment affecting parent factors.  

Thus, on the road to family mental health, family matters. A focus on both effective parent 
treatment in adult mental health care and training parents in stimulus control and positive 
reinforcement to encourage exposure in child mental health care might enhance long-term 
treatment efficacy and thus potentially reduce the need for future mental health services.
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APPENDIX
Journals searched for systematic review and numbers of articles included

Journal # of articles 2010-
2015

# of articles 
identified through 
database search

# of full-text articles 
included

Annual Review of Clinical Psychology 108 1 0

Clinical Psychology Review 436 18 0

Health Psychology Review 82 3 0

Psychological Medicine 1647 15 3

Journal of Clinical Psychiatry 1455 16 4

Journal of Consulting and Clinical Psychology 619 3 1

Journal of Abnormal Psychology 561 5 0

Neuropsychology Review 170 4 0

Depression and Anxiety 743 9 2

Behavior Therapy 393 12 4

Total 6214 86 14
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“Ze is heel erg gevoelig, ze kan er heel slecht tegen als je je stem verheft. Dus dat was heel snel huilen 
ook. En ook nerveus was ze. En op sommige momenten bang, niet zozeer voor mij, maar wel dus voor 
wat er komen zou. … En ze merkt dan dat ik niet goed in m’n vel zit, dan is zij ook opstandig” 

(Een moeder met depressieve klachten over haar dochter van 9)

Uitgangspunt van dit proefschrift was om te onderzoeken of kinderen van ouders met een angst- 
of stemmingsstoornis gebaat zouden zijn bij een preventieve training gericht op het vergroten 
van veerkracht en het verminderen van risico factoren. De verschillende studies in dit proefschrift 
gaan over verschillende aspecten van preventie, risicofactoren voor het ontwikkelen van angst- 
en stemmingsstoornissen bij kinderen en factoren die behandeluitkomsten kunnen beïnvloeden 
bij kinderen. In deze Nederlandse samenvatting worden deze studies per hoofdstuk beschreven.

 

Hoofdstuk 1. Inleiding 

Angst- en stemmingsstoornissen zijn ernstige, veel voorkomende aandoeningen, die een grote 
impact kunnen hebben op iemands functioneren. Het voorkomen van deze klachten is van 
groot belang. Eerder onderzoek heeft laten zien dat kinderen een groter risico lopen op het 
ontwikkelen van angst- en stemmingsstoornissen als een ouder last heeft van een angst- of 
stemmingsstoornis. Het is daarom belangrijk om onderzoek te doen naar welke kinderen veel 
risico lopen (risicofactoren) en hoe het ontstaan van klachten kan worden voorkomen (preventie).

Wat zijn angst- en stemmingsstoornissen? 
Een classificatiesysteem waarin zowel stemmingsstoornissen en angststoornissen beschreven staan, 
is de Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR in dit proefschrift, 
American Psychiatric Association, 2000; nieuwste versie DSM-5, American Psychiatric 
Association, 2013). Bij stemmingsstoornissen, zoals een depressieve stoornis of dysthymie 
(persisterende depressieve stoornis), is er sprake van een sombere stemming gedurende de dag, 
bijna elke dag, of een duidelijk verlies van interesse of plezier, die minstens twee weken aanhoudt. 
Daarnaast kan er sprake zijn van gewichtsverlies of gewichtstoename, van slapeloosheid of juist 
heel veel slapen, van psychomotorische agitatie of vertraging, van vermoeidheid of verlies van 
energie, van gevoelens van waardeloosheid of schuldgevoelens, van concentratieproblemen of 
besluiteloosheid of van terugkerende gedachten aan de dood. 

Er zijn verschillende soorten angststoornissen. Deze stoornissen hebben gemeenschappelijk 
dat er sprake is van buitensporige angst of vrees. De DSM maakt bijvoorbeeld onder andere 
onderscheid tussen specifieke fobie (waarbij sprake is van duidelijke angst of vrees voor een 
specifiek object of een specifieke situatie, zoals vliegen, hoogtes, dieren, een injectie krijgen, 
bloed zien), sociale fobie (waarbij sprake is duidelijke angst of vrees voor een of meer sociale 
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situaties waarin iemand wordt blootgesteld aan mogelijke kritische beoordeling door anderen), 
paniekstoornis (waarbij iemand terugkerende onverwachte paniekaanvallen heeft), agorafobie 
(waarbij er sprake is van duidelijke angst of vrees voor buitenshuis of in een open ruimte zijn) 
en gegeneraliseerde-angststoornis (waarbij er sprake is van langdurige en excessieve angst en 
bezorgdheid). 

Hoe vaak komt het voor?  
In Nederland zijn angst- en stemmingsstoornissen de meest voorkomende psychische stoornissen. 
Geschat wordt dat gedurende hun leven 19.6% van de volwassen bevolking te maken krijgt met 
een angststoornis en 18.7% met een depressieve stoornis (de Graaf, ten Have, & van Dorsselaer, 
2010; de Graaf et al., 2012).

In 2011 werd het aantal personen van 18 tot 65 jaar met een angststoornis geschat op bijna 
1,1 miljoen (410.600 mannen en 650.600 vrouwen). Dat zijn 77 per 1.000 mannen en 124 per 
1.000 vrouwen. Het aantal mensen met een depressie werd in 2011 geschat op bijna 650.000. 
Dat zijn 49 per 1.000 mannen en 74 per 1.000 vrouwen. Angststoornissen komen ook veel voor 
bij kinderen. Depressieve klachten starten vaker pas na aanvang van de puberteit (40% van alle 
mensen die ooit een depressie kregen ontwikkelde deze voor het eerst tussen hun 15e en 35e 
levensjaar). 

Verschillende angststoornissen komen vaak samen voor en ook angst- en stemmingsstoornissen 
komen samen of na elkaar voor. Hoe meer stoornissen tegelijk voorkomen, hoe ernstiger de 
verschijnselen, hoe langduriger de klachten en hoe groter de sociale gevolgen zijn. 

Wat kunnen de gevolgen zijn? 
Zowel bij angststoornissen als stemmingsstoornissen kan er sprake zijn van veel ziektelast. In de 
lijst van ziekten met de hoogste ziektelast van het Global Burden of Disease project (Whiteford et 
al., 2013) staan depressie en angststoornissen respectievelijk op plaats 1 en 2. Een angststoornis 
of depressie heeft effect op iemands sociale functioneren, wat invloed heeft op iemands werk, 
sociale contacten en gezin. Bij kinderen en adolescenten gaan angst- en stemmingsklachten vaak 
samen met psychosociale problemen, zoals problemen op school, problemen met leeftijdsgenoten 
en minder zelfvertrouwen.

Angst- en stemmingsstoornissen in gezinnen
Angst- en stemmingsstoornissen komen voor in gezinnen. Kinderen van ouders met een angst- 
of stemmingsstoornis hebben 3 tot 4 keer meer kans op het ontwikkelen van deze en andere 
psychische klachten, dan andere kinderen. Zowel genetische als omgevingsfactoren lijken 
daarbij een rol te spelen. Terwijl kinderen in het algemeen ongeveer 10% kans hebben op het 
ontwikkelen van een angststoornis of depressie voor hun 16e, kan de kans bij kinderen met 
een ouder met klachten oplopen tot 40%. Kennis van factoren die dit risico verder vergroten 
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kan helpen bij het zo effectief mogelijk voorkomen van angst- en stemmingsklachten bij deze 
doelgroep. 

Risicofactoren
Of kinderen uiteindelijk een stoornis ontwikkelen of niet hangt af van veel verschillende 
factoren. Recent onderzoek naar risicofactoren legt dan ook de nadruk op het onderzoeken van 
mechanismen, meerdere factoren, die samen het risico zouden kunnen bepalen. Zo heeft in 
Nederland onderzoek naar risicofactoren bij kinderen van ouders met angst- en stemmingsklachten 
onder andere uitgewezen dat een combinatie van de volgende factoren het risico op angst- en 
stemmingsstoornissen bij kinderen verhoogt: ernstige klachten of suïcidepoging(en) van ouders, 
twee ouders met klachten en als het kind een meisje is (High Risk Index (HRI); de Vries et al., 
2012; Havinga et al., 2016).  

Preventie
Vroegsignalering en preventie zijn de laatste jaren belangrijke onderwerpen in de gezondheidszorg 
(zie bijvoorbeeld de landelijke nota gezondheidsbeleid van het Ministerie van Volksgezondheid, 
Welzijn en Sport, 2011). Preventie kan worden onderverdeeld in universele preventie, selectieve 
preventie en geïndiceerde preventie (Mrazek & Haggerty, 1994). Bij universele preventie worden 
preventieve strategieën ingezet bij groepen (bijvoorbeeld angstpreventie in een klas kinderen). Bij 
selectieve preventie focust de preventie zich op personen die voldoen aan bepaalde risicofactoren 
(zoals kinderen van ouders met een angst- of stemmingsstoornis) terwijl geïndiceerde preventie 
zich richt op het verminderen van al bestaande klachten (bijvoorbeeld bij kinderen met 
subklinische angst- of stemmingsklachten). Selectieve en geïndiceerde preventie is effectiever 
gebleken dan universele preventie (voor een review zie bijvoorbeeld Teubert & Pinquart, 2011). 

Echter, er zijn maar weinig studies die gerandomiseerd onderzoek hebben gedaan naar het 
voorkomen van angst- en stemmingsstoornissen bij kinderen die verhoogd risico lopen. De 5 
onderzoeken die gedaan zijn (4 naar depressie en 1 naar angst), onderzochten soms kinderen 
en soms pubers, gebruikten soms familie- en soms individuele interventies, en includeerden 
soms ook kinderen met klachten (al dan niet in remissie), waardoor er geen sprake meer was 
van preventie (Beardslee et al., 2003; Clarke et al., 2001; Compas et al., 2009; Garber, 2006; 
Ginsburg, 2009). 

De resultaten van deze vijf studies waren positief. Kinderen rapporteerden minder angst- 
of stemmingsklachten, minder nieuwe depressieve episodes, en kinderen ontwikkelden geen 
angststoornis na een interventie, terwijl dat in de controlegroep wel gebeurde. Ter uitbreiding 
van bovenstaande studies, ontwikkelden we een onderzoek, dat net als deze studies beoogde 
risicofactoren te verminderen, maar daarnaast ook aandacht besteedde aan het uitbouwen van 
beschermende factoren (zoals een sterk sociaal netwerk, kennis over angst en depressie, en 
actieve copingvaardigheden). Met een focus op zowel angst als depressie, op zowel kinderen als 
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jongeren, op kinderen met subklinische klachten, maar ook met andere risicofactoren, werd de 
doelgroep verbreed en werd selectieve en geïndiceerde preventie gecombineerd. Daarnaast werd 
in het onderzoek gekeken welke factoren een rol spelen bij het al dan niet ontwikkelen van 
klachten (mediatoren en moderatoren). 

Deel 1. Het voorkomen van angst- en stemmingsstoornissen bij 
kinderen van patiënten

Hoofdstuk 2. Het voorkomen van angst- en stemmingsstoornissen bij kinderen en 
adolescenten: een gerandomiseerde studie bij hoog risico kinderen
Om te onderzoeken wat het effect is van een individuele preventieve training voor kinderen 
met een ouder met een angst- of stemmingsstoornis, is het STERK onderzoek opgezet. STERK 
staat voor ‘Screening and Training: Enhancing Resilience in Kids’, wat vrij vertaald staat voor 
‘Screening en Training: het vergroten van veerkracht bij kinderen’. Het onderzoek werd opgezet 
als een gerandomiseerde studie (Randomized Controlled Trial: RCT) op 3 verschillende locaties 
in Nederland (Groningen, Friesland en Leiden/Oegstgeest). Kinderen van patiënten (8 – 18 jaar) 
werden gescreend op additionele risicofactoren zoals subklinische angst- of somberheidsklachten 
en de High Risk Index (meisje, ouder met ernstige klachten, twee ouders met klachten). Op basis 
van deze extra risicofactoren werden kinderen met extra hoog risico geselecteerd voor deelname 
aan het onderzoek. 

Binnen het onderzoek is op basis van loting bepaald of kinderen de preventieve training 
kregen aangeboden of in de controlegroep (zonder training) kwamen. De individuele training 
duurde 12 weken en bestond uit verschillende onderdelen, die samen het acroniem STERK 
vormen: Samen, een behandelmodule over het onderzoeken en uitbreiden van het sociale 
netwerk van het kind en het gezin; Trots zijn op jezelf, aandacht leren hebben voor sterke kanten; 
Emoties leren herkennen, waarin het verkennen van en praten over verschillende emoties centraal 
staat; Rot problemen oplossen, waarin problemen worden besproken en mogelijke manieren van 
omgaan met problemen worden bekeken; Kijk wat ik doe, je concentreren op leuke, energie 
gevende activiteiten. 

Om te onderzoeken welke kinderen en adolescenten in aanmerking kwamen voor deelname 
aan de gerandomiseerde studie werden in 30 maanden tijd niet minder dan 11079 dossiers van 
patiënten (ouders) gescreend. Daarna zijn er 1297 informatiebrieven verstuurd naar gezinnen die 
op basis van het dossier van één van de ouders mogelijk in aanmerking kwamen voor deelname. 
Slechts 78 gezinnen gaven aan interesse te hebben in deelname. Uiteindelijk zijn 63 kinderen 
gescreend op risicofactoren en konden 26 kinderen (hoog risico) meedoen aan de loting. Om 
voldoende statistische power te hebben voor het doen van betrouwbare uitspraken over de 
effectiviteit van STERK was vooraf vastgesteld dat 102 kinderen de training moesten volgen (en 
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dus 102 kinderen in de controleconditie zouden vallen; samen 204 kinderen). Toen dit tegen de 
verwachting in niet haalbaar bleek, is uiteindelijk besloten de studie stop te zetten.

 
Hoofdstuk 3. Van kwantitatief naar kwalitatief: Hoe kijken ouders aan tegen risico 
en preventie? 
Om te onderzoeken waarom het vinden van deelnemers aan dit onderzoek zo moeilijk was, 
zijn 24 ouders geïnterviewd, zowel ouders die wel mee wilden doen als ouders die niet mee 
wilden doen aan het onderzoek. De interviews werden gedaan door een psycholoog en een 
ervaringsdeskundige. Door middel van kwalitatieve analyses is onderzocht: (1) hoe ouders 
aankeken tegen de relatie tussen hun eigen klachten (of de klachten van hun partner) en 
mogelijke kwetsbaarheid en veerkracht van de kinderen, (2) hoe ouders aankeken tegen 
opvoeden terwijl je psychische klachten hebt, (3) wat de ervaringen waren met hulp voor ouders 
zelf en hun kinderen, en of ouders behoefte hadden aan (preventieve) hulp voor de kinderen,  
(4) wat de redenen waren om wel of niet deel te nemen aan het STERK onderzoek, en (5) wat de 
ervaringen van ouders waren met deelname aan het STERK onderzoek. 

Uit de interviews met ouders bleek dat ouders meestal geen link legden tussen hun eigen 
klachten en mogelijke klachten bij de kinderen (1). Wel maakten veel ouders zich zorgen om 
hun kinderen en rapporteerden zij allerlei symptomen (waaronder angst en somberheid) bij hun 
kinderen.

Ouders beaamden over het algemeen dat hun klachten invloed hadden op de manier waarop 
zij de kinderen opvoedden (2). Ze herkenden hoe verschillende angst of depressie symptomen 
invloed hadden op het gezin. Daarnaast probeerden ze die invloed juist zo klein mogelijk te 
houden, vaak door te proberen hun klachten te verstoppen en er niet over te praten, in een 
poging de kinderen te beschermen.

De meeste ouders zagen hun eigen behandeling als belangrijk en nuttig (3). Wat betreft 
gewenste preventieve hulp voor de kinderen werd door ouders psycho-educatie voor ouders, 
screening en hulp bij mogelijke verwijzing naar professionele hulp genoemd. In plaats van een 
preventieve interventie voor de kinderen werd door ouders vooral aangegeven dat ze hulp voor 
het kind zelf wilden op het moment dat ‘het fout gaat’. 

Als redenen om niet deel te nemen aan de studie noemden ouders vooral dat ze teveel aan 
hun hoofd hadden, waarbij ze de psychische klachten en behandeling noemden, maar ook het 
hebben van een gezin en de tijdsinvestering die gevraagd werd voor deelname aan het onderzoek 
(4). Daarnaast waren ouders meestal niet gemotiveerd voor deelname als ze bij hun kind geen 
klachten zagen. Ouders waren daarentegen wel gemotiveerd voor deelname als zich zorgen 
maakten over hun kinderen. 

Ouders die deelnamen aan het onderzoek en de behandeling waren hier positief over 
(5). Opvallend was dat bij de meeste deelnemende ouders de behandelaar van de ouder een 
belangrijke rol had gespeeld in de beslissing om deel te nemen. 



173

Nederlandse Samenvatting

NL

Dus, ouders staan ambivalent tegenover preventieve zorg en onderzoek daarnaar voor 
hun kinderen, vooral als er bij het kind geen problemen worden gezien. Meewerken aan 
wetenschappelijk onderzoek kost veel tijd en heeft voor gezinnen met kinderen tussen de 8 en 
18 jaar geen prioriteit. Ouders geven aan wel behoefte te hebben aan informatie voor en over 
hun kinderen, over risicofactoren en opvoeden als je zelf met psychische klachten kampt. Een 
preventieve interventie gericht op ouders met psychische klachten zou daarom beter aansluiten 
bij de wensen van ouders die ook patiënt zijn, en toekomstig onderzoek zou moeten uitwijzen of 
zo’n interventie invloed heeft op het gezin in het algemeen en angst- en stemmingssymptomen 
bij kinderen in het bijzonder.

Verder, om deelname aan preventieve studies en interventies te vergroten is het van groot 
belang om niet alleen de perspectieven van ouders helder te hebben, maar ook om de ideeën van 
behandelaren in de klinische praktijk te kennen. Hoe behandelaren aankijken tegen preventie 
en het risico dat kinderen van patiënten lopen, kan helpen deelname aan preventieve studies en 
uiteindelijk de effectiviteit van interventies te vergroten.

Hoofdstuk 4. De zorg voor kinderen van patiënten: een eerste indruk van de 
ervaringen van professionals
Om inzicht te krijgen in de mening van behandelaren hebben we een kwalitatieve studie 
uitgevoerd onder professionals in de geestelijke gezondheidszorg voor volwassenen en kinderen. 
Drie focusgroepen in Groningen, Friesland en Leiden (psychiaters, psychologen en sociaal 
psychiatrisch verpleegkundigen; N = 15) hebben gediscussieerd over de vraag hoe screening 
van en zorg voor kinderen van patiënten georganiseerd zou moeten worden. In deze groepen 
kwam naar voren dat (1) hulpverleners een gebrek aan aandacht voor kinderen van patiënten 
constateerden, (2) men het er eigenlijk over eens was dat het documenteren van gezinsinformatie 
een standaard onderdeel van een intake procedure zou moeten zijn, met eventueel laagdrempelige 
mogelijkheden voor het screenen van kinderen op psychische klachten, en (3) samenwerking en 
overleg tussen kinder- en jeugd en volwassen psychiatrie instellingen te weinig plaatsvond. 

Het gebrek aan aandacht voor kinderen van patiënten hing samen met een gebrek aan 
kennis over kinderen in het algemeen, en kinderpsychiatrie in het bijzonder. Het beschikbaar 
maken van informatie over risico- en beschermende factoren bij kinderen van patiënten, over 
opvoeden met psychische klachten en over ouder-kind factoren zou een belangrijke eerste stap 
kunnen zijn in het vergroten van het draagvlak voor preventieve interventies voor ouders en 
kinderen. Daarnaast zouden simpele screeningtools, bijvoorbeeld wat betreft het functioneren 
van het kind of opvoedingsstijl van ouders, eventuele doorverwijzing naar de kinderpsychiatrie 
makkelijker kunnen maken.  
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Deel 2. Risico en veerkracht

Om bij te dragen aan het begrijpen welke factoren betrokken zijn bij een verhoogde 
kwetsbaarheid voor het ontwikkelen van angst- en stemmingsstoornissen, richtte het tweede deel 
van mijn onderzoek zich op de rol van impliciete zelf-associaties, emotionele verwaarlozing in de 
kindertijd en optimisme en pessimisme.

Hoofdstuk 5. De relatie tussen ouder en kind angst en depressie: de mediërende rol 
van emotionele verwaarlozing in de kindertijd en impliciete zelf-associaties
De studie in hoofdstuk 5 onderzocht of de relatie tussen klachten bij ouders en kinderen mogelijk 
mede bepaald wordt door hoe een kind de opvoeding heeft ervaren en wat voor impliciete zelf-
associaties het heeft ontwikkeld. Met data van het NESDA onderzoek (Nederlandse Studie 
naar Depressie en Angst, www.nesda.nl; Penninx et al., 2008) hebben we dit onderzocht bij 
een groep van 2981 mensen, zowel volwassen kinderen van patiënten als gezonde controles. In 
het verlengde van eerder onderzoek bleken de nu volwassen kinderen van ouders met angst- of 
stemmingsklachten zelf ook meer angst- of stemmingsklachten te rapporteren. Kinderen van 
een ouder met angst- of stemmingsklachten die hun opvoeding als emotioneel verwaarlozend 
hadden ervaren, bleken relatief negatieve zelf-associaties te hebben. Het gevoel van emotionele 
verwaarlozing en de daarmee samenhangende negatieve zelf-associaties konden de relatie tussen 
de klachten van ouders en de klachten van kinderen (deels) verklaren (seriële mediatie). 

Als (volwassen) kinderen van patiënten aangaven dat beide ouders psychische klachten 
hadden, bleek de kans dat ze zelf ook klachten hadden groter dan wanneer één van beide ouders 
klachten had. Die grotere kans bleek ook deels verklaard te worden door een groter gevoel van 
emotionele verwaarlozing en negatievere zelf-associaties (seriële mediatie).  

Echter, deze uitkomsten werden gevonden bij volwassenen. Of de ervaren emotionele 
verwaarlozing en gemeten impliciete zelf-associaties ook al aanwezig waren in de kindertijd is 
onbekend. Daarom werd vervolgens gekeken of hoog risico kinderen (kinderen met een ouder 
met psychische klachten, waarbij daarnaast nog sprake was van andere risicofactoren) ook al 
meer negatieve zelf-associaties hadden dan andere kinderen.

Hoofdstuk 6. Kinderen die risico lopen op het ontwikkelen van angst en depressie: 
meer pessimisme, minder optimisme, maar geen sterkere negatieve impliciete 
associaties
Het doel van de studie beschreven in hoofdstuk 6 was opnieuw om meer zicht te krijgen op 
factoren die mogelijk bijdragen aan het verhogen of juist verlagen van de kans op het ontwikkelen 
van klachten. Waar in hoofdstuk 5 volwassen kinderen van ouders met klachten werden 
onderzocht, richtte deze studie zich op kinderen die verhoogd risico liepen op het ontwikkelen 
van angst en depressie (gemeten aan de hand van de High Risk Index en subklinische angst- 
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en stemmingsklachten) en vergeleek hen met een groep kinderen zonder verhoogd risico. 
Zowel ouders als kinderen kregen vragenlijsten voorgelegd om optimisme, pessimisme, angst 
en depressie te meten. Met een speciaal daartoe ontwikkelde computertaak (Extrinsic Affective 
Simon Task (EAST); zie de Houwer, 2003) zijn daarnaast de impliciete associaties gemeten. Bij 
de taak moesten kinderen woorden die in het midden van het scherm stonden toewijzen aan een 
categorie. Woorden zoals bang, blij, mij, ander, tafel en pen moesten worden ondergebracht bij 
1 van 4 categorieën: ‘ik’, ‘niet-ik’, ‘gevoel’ of ‘ding’. De categorieën ‘ik’ – ‘niet-ik’ en ‘gevoel’ – ‘ 
ding’ stonden bovenin het beeldscherm, afwisselend links en rechts. Door middel van reactietijd 
data werd gekeken of kinderen sneller (en dus makkelijker) ‘ik’ met positieve gevoelens of ‘ik’ 
met negatieve gevoelens associeerden. 

Hoewel we verwachtten dat kinderen die hoog risico liepen op angst en depressie ook 
sneller woorden als angst en somberheid zouden koppelen aan zichzelf, was dit niet het geval. 
In beide groepen werden geen verschillen gevonden. Onafhankelijk van het al dan niet hebben 
van verhoogd risico, lieten kinderen in het onderzoek gemiddeld genomen sterkere positieve 
impliciete zelf-associaties (ik-blij) dan negatieve zelf-associaties zien. Wel rapporteerden hoog 
risico kinderen expliciet (op een vragenlijst) meer pessimisme en minder optimisme dan laag 
risico kinderen. Gespeculeerd zou kunnen worden dat impliciete associaties pas ontstaan na een 
verergering van klachten en dat de ontwikkeling van angst- en stemmingsstoornissen begint met 
meer expliciete negatieve cognities over jezelf, de wereld en de toekomst. Terugkijkend naar de 
studie in hoofdstuk 5 zou daarnaast ervaren onveiligheid in de kindertijd bij kunnen dragen aan 
de ontwikkeling van deze cognities.  

Deel 3. De rol van ouders in de angstbehandeling van kinderen

Op het moment dat preventie niet langer mogelijk is, omdat iemand klachten heeft ontwikkeld, 
is het natuurlijk belangrijk die klachten optimaal te behandelen om erger te voorkomen. 
Daarbij kan behandeling kinderen (en volwassenen) weerbaarder maken voor toekomstige 
gebeurtenissen die aanleiding zouden kunnen zijn voor het ontwikkelen van klachten. Voor 
angst- en stemmingsstoornissen bij kinderen (en volwassenen) zijn effectieve behandelingen voor 
handen. Echter, wat voor factoren bijdragen aan het al dan niet slagen van een behandeling is 
nog onvoldoende in kaart gebracht. De studie in hoofdstuk 7 richtte zich daarom op kinder- 
en ouderkenmerken als factoren die de effectiviteit van behandeling van angstklachten bij 
kinderen mogelijk beïnvloeden. Meer in het bijzonder is onderzocht of temperament van het 
kind of de ouders en opvoedingsstijlen van de ouders van invloed zijn op de effectiviteit van een 
angstbehandeling bij kinderen.
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Hoofdstuk 7. Temperament en opvoedingsstijl voorspellen behandeleffecten in 
cognitieve gedragstherapie bij angstige kinderen
De studie beschreven in hoofdstuk 7 onderzocht of temperament (negatief affect, effortful control, 
extraversie) van vader, moeder en kind, en opvoedingsstijlen (emotionele warmte, afwijzing, 
overbescherming) gerelateerd zijn aan een afname van angstklachten na angstbehandeling 
met cognitieve gedragstherapie (CGT). Cognitieve gedragstherapie is een effectief bevonden 
behandeling voor angst bij kinderen. Echter, niet voor alle kinderen is deze behandeling even 
effectief. 

Deelnemers aan de studie, beschreven in hoofdstuk 7, waren 145 kinderen en jongeren, die 
waren verwezen naar de GGZ en waarbij een angststoornis was gediagnosticeerd. Na individuele 
cognitieve gedragstherapie (bij de nameting) voldeed 57% van de kinderen niet meer aan de 
criteria voor een angststoornis. Drie maanden na het afronden van de behandeling (follow-
up) voldeed 63% niet meer aan de criteria voor een angststoornis (volgens de DSM-IV-TR; 
American Psychiatric Association, 2000). We vonden dat meer emotionele warmte en minder 
negatief affect van de moeder gerelateerd was aan minder angstklachten bij de kinderen, en dus 
een beter beloop na de behandeling. Moeders die minder geneigd waren somber en angstig in 
het leven te staan (negatief affect, temperament) en moeders waarvan de kinderen aangaven 
dat ze een warme manier van opvoeden hebben, leken de behandeling van hun kind op een 
positieve manier te beïnvloeden. Meer extraversie bij een kind na de CGT was ook gerelateerd 
aan een verdere vermindering van angstklachten 3 maanden na de behandeling. Geen van de 
vaderfactoren bleken significante voorspellers voor een vermindering van angst aan het einde van 
de behandeling.

Het lijkt een logische aanbeveling dat er ouderinterventies zouden moeten komen, gericht 
op het verminderen van negatief affect en het vergroten van warmte bij moeder. Inderdaad is er 
recente literatuur die laat zien dat effectieve behandeling van volwassen patiënten met een angst- 
of stemmingsstoornis ook zorgt voor een vermindering van klachten bij het kind (i.e., Cuijpers 
et al., 2015; Weissman et al., 2015). Echter, de resultaten van onderzoeken naar het aanbieden 
van een ouderinterventie naast angstbehandeling voor kinderen in de jeugd GGZ zijn zeer 
wisselend, waarbij het er op lijkt dat kinderen even goed opknappen van een angstbehandeling, 
of ouders nu wel of niet actief een eigen interventie krijgen aangeboden. Tevens lijkt een effectieve 
angstbehandeling voor het kind positieve effecten te hebben op ouders (Jongerden & Bögels, 
2015). Verder onderzoek zal moeten uitwijzen op welke manier ouders zo betrokken kunnen 
worden bij de behandeling van hun kind, dat het kind de meest effectieve behandeling krijgt.  
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“Iets lijkt onmogelijk, totdat je het  
gedaan hebt” - Nelson Mandela
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ik graag wil bedanken omdat ze hebben 
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patiënten en alle hulpverleners, die hebben 
meegewerkt aan de kwalitatieve studies 
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zonder een promotor en co-promotor die 
vertrouwen in je hebben. Daarom wil ik 
graag prof. dr. Peter J. de Jong en dr. Maaike 
H. Nauta bedanken.

Maaike, bedankt voor alles de afgelopen 
jaren. Toen we nog collega’s waren bij Accare, 
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203

Dankwoord

D

ARIADNE en het angstonderzoek, bedankt. 
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van de studie. Een speciaal bedankje voor de 
communicatie afdeling van GGZ Friesland, 
Louwra, Marco, voor het maken van 
fantastisch promotiemateriaal.

Michelle van der Laan, Nienke Boersma, 
Renee Stelwagen en Sophie Esselink, jullie 
waren als onderzoeksassistenten onmisbaar. 
Onze inclusie viel tegen, maar aan jullie heeft 
dat niet gelegen. Jullie hebben honderden 

brieven verstuurd, mensen gebeld, praatjes 
gehouden, nieuwsbrieven samengesteld, 
heen en weer gereisd tussen volwassenen 
en kinderpsychiatrie instellingen en vele 
metingen gedaan met ouders en kinderen. 
Heel erg bedankt daarvoor! 

Daarnaast wil ik alle therapeuten bedanken 
die hebben meegewerkt aan STERK, in het 
bijzonder dank aan Leonieke Vet, Sebina 
van Dijken, Dorien Rump, Ilse Dijkstra 
en Liza Muskee. Jiska Weijermans wil ik 
bedanken voor het schrijven en testen van de 
eerste opzet van het behandelprotocol.  De 
masterthese studenten Amrah van Til, Judith 
Lurvink, Yvonne Tichelaar en Dirk Bijlsma 
wil ik bedanken voor hun bijdrage aan de 
dataverzameling.

Prof. dr. Tineke A. Abma en Karen Schipper, 
bedankt voor jullie hulp toen wij ons 
afvroegen of we met kwalitatief onderzoek 
beter konden onderzoeken wat we wilden 
weten. Karen, bedankt voor de workshops 
over kwalitatief onderzoek en interviewen, je 
hebt me wegwijs maken in de wereld van de 
grounded theory approach. Ik heb veel van 
je geleerd! 

Nienke Boersma, Liza Muskee, Sophie 
Esselink, bedankt voor het afnemen van 
alle interviews voor de kwalitatieve studie. 
Ik geloof dat jullie openheid, interesse  en 
enthousiasme ervoor hebben gezorgd dat 
zoveel gezinnen mee hebben gedaan! In het 
bijzonder wil ik daarnaast de drie moeders 
bedanken die aan de interviews hebben 
meegewerkt als ervaringsdeskundig ‘duo-
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interviewer’. Ik vind het bewonderenswaardig 
hoe jullie naast je gezin, je werk en eigen 
problematiek of problematiek van partner 
de energie en het enthousiasme hadden om 
samen met ons vele gezinnen te interviewen! 
Dank daarvoor!

Mannen van de instrumentatiedienst, Jaap, 
Eise, Robbert, Pieter, bedankt voor alle 
technische ondersteuning, de hulp met 
Examine, de techniek achter de ABT taak 
en de EAST en de website van STERK. 
En in het bijzonder wil ik Bert Hoekzema 
bedanken. Bert, jouw (frustrerend) rustige 
manier van onderwijzen heeft ervoor gezorgd 
dat geen enkele syntax mij nog angst aanjaagt 
(en ik nooit meer zomaar data verwijder 
als ik denk dat ik die niet nodig heb). In 
Leiden en Oegstgeest (Curium-LUMC) 
wil ik de mensen van ProMISe bedanken 
voor hun ondersteuning bij de digitale 
vragenlijstomgeving die we gebruikten voor 
STERK. 

De leden van de leescommissie, prof. dr. 
P. M. Westenberg, prof. dr. E. S. Becker 
en prof. dr. R. A. Schoevers wil ik hartelijk 
bedanken voor het lezen en beoordelen van 
het manuscript. 

En dan wil ik heel graag mijn collega’s van 
klinische psychologie bedanken. Martine, 
Maartje, Rineke, Charmaine, Klaske, 
Renate, Koen, Eva, Esther, Gerard, Gemma, 
Lonneke, Johan, Christien, Selwyn, Aaltsje, 
Christien, Judith, Kiki, Michelle, Annerieke, 
Nienke, Mariette, Marco, Steven, Rozanne, 
Hermien, Marieke, Rafaele, Ineke, Theo, 

Maggie, Brian, Wiljo, Marije, Claudi. 
Bedankt voor de collegialiteit, de etentjes, 
de spelletjesavonden, de gezelligheid, de fijne 
gesprekken, de steun, de koffie, de ijsjes, 
de vrijmibo’s in de Minnaar, maar ook de 
onderzoekslunch, de EPP, VGCt, EABCT, 
WCBCT congressen, hulp bij allerhande 
statistische of andere onderzoeksgerelateerde 
vragen. Brian, Maggie en Lonneke, bedankt 
voor jullie hulp bij taaldillema’s. Johan, 
altijd relaxt en bereid om te helpen of mee te 
denken (of mee te gaan koffie halen), je was 
een super kamergenoot. Gerard, van student 
in ‘mijn’ stage intervisie groep, ontpopte jij 
je tot fijne collega en gezellige GZ-genoot! 
Onze paden bleven synchroon lopen en ik 
ben heel blij dat we nu (weer) collega’s zijn 
en je mijn paranimf wilt zijn. En dan last but 
not least, Esther, je zult altijd mijn gezellige, 
nuchtere, georganiseerde, stressbestendige 
kamergenoot blijven, ook al werken we in 
verschillende kamers, in verschillende steden 
tegenwoordig. Wat fijn dat jij mijn paranimf 
wilt zijn en tof dat we weer officieel collega’s 
zijn geworden.

Naast alle fijne collega’s in Groningen had ik 
het geluk deel uit te maken van een aantal 
groepen jonge onderzoekers. EPP collega’s, 
bedankt voor de inspirerende congressen 
en gezellige avonden. Guy Bosmans en 
Ernst Koster, bedankt voor jullie hulp met 
de ABT taak. Angstige AIO’s, Esther, Eva, 
Sanne, Leentje, Lidewij, Shelly, Bonnie, Loes, 
Denise, Juliette, Leonie, Marija, Elske, Floor, 
Anne, Elin, Anke en anderen, bedankt voor 
de leerzame en gezellige bijeenkomsten. 
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Lieve vrienden en familie, eindelijk is het dan 
klaar. Zo langzaam aan durfden veel van jullie 
niet meer te vragen hoe het ermee stond, 
maar hier ligt hij dan! Het is af!! Bedankt 
voor jullie steun, het geduld, maar vooral 
de afl eiding, de gezelligheid. Lieve Frank en 
Sandra, bedankt dat jullie er zijn, zo ver weg, 
maar ook heel dicht bij. Lieve schoonfamilie, 
Frank en Marian, bedankt voor jullie interesse 
en voor het oppassen op de kinders, zodat ik 
tijd had om te schrijven. 

Lieve papa, jij en mama hebben me geleerd 
dat je pas weet of je iets kunt als je het 
geprobeerd hebt. Bedankt dat je er altijd 
voor me bent en altijd in me gelooft. Jouw 
vertrouwen in mij maakt me sterk. 

Lieve Mark, zonder jou was dit proefschrift 
er niet geweest. Je hebt me gesteund, naar 
presentaties geluisterd, stukken tekst gelezen, 
je hebt me taken en kinderen uit handen 
genomen, als dat nodig was. Je was er voor 
me, en bent er voor me, altijd. Heel erg 
bedankt daarvoor. Ik hou van jou. En dan 
als allerlaatste, lieve kindjes, lieve Isa, lieve 
Finn, jullie zijn het beste wat ons ooit kon 
overkomen. Bedankt dat jullie er zijn. 
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