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Just when it seemed that nothing new could be written about 

the clinical effects of maternal depression on offspring, an 

article has appeared that deepens our insight and raises new, 

interesting questions. Using data from the British Avon Lon- 

gitudinal Study of Parents and 
& Children (ALSPAC), Netsiet al! 
Related article page 247 examine the long-term course 

and impact of persistent, se- 

vere postpartum depression ona child. The ALSPAC is an on- 

going population-based study examining the overall health of 

children. It enrolled all pregnant women ina section of south- 

west England who delivered between April 1991 and Decem- 

ber 1992 (n = 9848), with attrition over the years. 

The results show that children of women with persistent 

and moderate or severe postpartum depression, compared 

with women with postpartum depression that was neither 

persistent nor severe, had subsequent adverse outcomes. The 

ALSPAC study’ followed the course of maternal illness and child 

outcomes for 18 years across a large sample while simultane- 

ously using new outcomes and a novel analytic approach. The 

analysis identified a highly vulnerable group of mothers and 

their offspring. 

The most vulnerable group consisted of women meeting 

criteria for moderate and severe postpartum depression both 

at 2 months and 8 months after delivery. These women were 

more likely to continue to have depression 11 years later; their 

children also had a 4-fold increased risk of having behavioral 

problems between ages 3 and 4 years, a 2-fold increased risk 

of having lower math scores at 16 years, and a 7-fold in- 

creased risk of depression at 18 years. These results are im- 

portant because they suggest a change from the current US Pre- 

ventive Task Force recommendations? of universal screening 

for depression in all pregnant women to universal screening 

for depression beyond pregnancy. 

Even observational studies with large samples have short- 

comings. As the authors note,’ the ALSPAC study had a high 

rate of attrition. However, the authors used imputation and 

other analyses to test associations between postpartum de- 

pression and child outcomes, and their findings on patterns 

of missing data suggest that the most disadvantaged partici- 

pants and the participants more likely to experience severe de- 

pression were overrepresented in the group with missing data. 

As a result, the findings are likely an underestimation of the 

true effect. In addition, the effects of maternal treatment on 

reducing postpartum depression and improving child out- 
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comes could not be gleaned from this design. Less than 1% of 

the sample used antidepressants, and no data were available 

on whether the women received psychotherapy. 

However, the results of this study’ fill in missing pieces. 

Epidemiologic studies* have shown that onset and preva- 

lence of depression is high among women of childbearing years, 

women who are pregnant, and those in the postpartum pe- 

tiod, which means that maternal depression is a problem of 

large proportion. Other studies* have shown that that school- 

age offspring who are studied into adulthood and are raised 

by parents with depression are at long-term risk of depres- 

sion and other health effects. These effects may be transmit- 
ted to the next generation, the grandchildren.* 

While maternal and paternal depression have an impact 

on child development, the maternal effect is greater. A recent 

Swedish study? based on a national birth cohort of more than 

1 million children showed that both maternal and paternal de- 

pression were associated with a child’s poor school perfor- 

mance at 16 years. Maternal depression had the larger effect, 

especially in daughters. While it is important to consider the 

clinical states of fathers, there is rationale for focusing on 
the mother. 

Depression in a parent is a modifiable risk factor because 

symptoms can be treated. There is ample evidence for the ef- 

ficacy of a range of medication and evidence-based psycho- 

therapy, alone or in combination, for the treatment of depres- 

sion. Reducing the symptoms of the parent with depression 

to remission has been shown to reduce adverse effects on 

children.®” These effects have been sustained in the children 

up to 1 year following remission in mothers.® These studies 

have focused on school-age children and mothers long past the 

postpartum period. The study by Netsi et al’ narrows the field 

to the postpartum period, thus leading toa possible earlier in- 

tervention for mothers and those with persistent depression. 

Having established a highly vulnerable group of mothers 

still does not answer the question of what to do about inter- 

ventions, or who, when, or how to treat. Here the field di- 

vides unintentionally. Investigators who mainly treat adults 

may argue that you need to treat maternal depression first, 

since a woman with acute depression needs care herself be- 

fore she can be involved in instruction for parenting and at- 

tention to the mother-infant dyad. These investigators might 
cite the studies that established the value of treatment on the 

effect of maternal depression remission on school-age 
children.* Just as credibly, investigators working with women 
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and infants present data that suggests that solely focusing on 

the mother does not engage the unique mother-infant expe- 

rience of the postpartum period. Learning to deal with infant 

fussing, crying, sleeping, and feeding patterns can reduce ma- 

ternal depression. The positive interaction of the mother with 

the infant can be therapeutic in itself.? 

One could pick apart the methods of all the studies (eg, 

sample sizes, duration and intensity of treatment, severity of 

maternal depression, reliability of the outcome measures). But 

amore fruitful point of the discussion could be the paucity of 

research and the need for new direction. 

The publication of a 2017 review paper on evidence- 

based interventions for mothers with depression and their 

young children is likely no coincidence.’° The paper first pre- 

sents evidence for interventions reducing maternal depres- 

sion and then describes the mechanism as parenting behav- 

ior underlying the association between maternal depression 

and the child’s adjustment. The authors recommend testing 

interventions that both treat maternal depression and en- 

hance parenting skills with infants or young children. 

One separate question raised by this paper is about the find- 

ing that women with persistent and severe depression had off- 
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spring who experienced depression at 18 years. These women 

with serious illness might have been more likely to have re- 

ceived medication for their depression during pregnancy. Given 

the recent findings on the increased rate of adolescent depres- 

sion in offspring exposed to selective serotonin reuptake in- 

hibitors in utero, the salient question is whether these were 

the adolescents whose mothers took these medications dur- 

ing pregnancy." This question might be answerable via fur- 

ther analysis of the ALSPAC data. 

The consensus is that treatment of maternal depression 

should be evidence-based, vigorous, sustained, and avail- 

able early, especially in new mothers with persistent postpar- 

tum depression. To capture the persistence of postpartum 

depression, the screening for depression, which is now rec- 

ommended during pregnancy, could be extended to 1 year af- 

ter delivery and administered during well-baby visits. Whether 

to treat maternal depression first, when to intervene with the 

mother and her infant and young children, and what treat- 

ment to use are open, researchable questions of considerable 

public health importance, which are worth expenditures of 

public funds. Anticipation of these future studies is stoked by 

this most interesting paper. 
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