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Abstract
Experiencing conflictual relations with one’s parents while growing up has been linked to onset, recurrence, and worse 
treatment outcome of adolescent depression. While this suggests that significant problems in the parent–youth relationship 
make depressive disorders more relentless, it is not clear whether this effect lasts into adulthood. Our aim was to examine if 
major and minor conflict with parents while growing up predicts depression in adulthood in youth with and without a his-
tory of depression. We utilized data from the Uppsala Longitudinal Adolescent Depression Study. This community-based 
cohort was assessed with structured diagnostic interviews both at age 16–17 and at follow-up 15 years later. The analyses 
included 382 individuals (227 with a history of child or adolescent depression; 155 peers without such a history). Binary 
logistic regression was used, adjusting for sex, disruptive behavior disorders, and additional family-related adversities. Among 
individuals with adolescent depression, major conflict with parents was strongly associated with adult depression (adjusted 
OR 2.28, 95% CI 1.07–4.87). While major conflict with parents was rare among non-depressed controls, a non-significant 
association of similar magnitude was still observed. Minor conflict, on the other hand, was not significantly associated with 
adult depression. Overall, conflict with parents did not predict adult anxiety disorders, substance use, suicidal behavior, 
somatoform disorders, or psychotic disorders. In conclusion, major parent–youth conflict during upbringing seems to be 
linked with an increased risk of depression in adulthood. These findings underscore the need to consider contextual/familial 
factors in the prevention and clinical management of early-life depression.
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Introduction

Depression is common worldwide and has been recog-
nized as the leading cause of disability among youths aged 
10–24 years [1]. Early-onset depression has also been found 
to predict poor mental health outcome [2] and impaired psy-
chosocial functioning [3] in adulthood, further underscoring 
the need for effective treatment and prevention. Despite the 
high burden of early-onset depression and recent advances 
in public awareness of mental disorders among youths, 
research indicates that the vast majority of those affected 
do not receive appropriate mental health care [4]. In addi-
tion, a substantial proportion of depressed adolescents do 
not respond to available evidence-based pharmacological 
and psychological treatments [5], or present with recurrent 
depressive episodes [6]. Similarly discouraging, the effect of 
indicated prevention seems to wear off over time [7]. There 
is therefore the need to identify relevant factors contribut-
ing to the persistence and treatment failure of adolescent 
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depression, in order to inform potential targets for clinical 
intervention.

The role of family dynamics and interactional patterns, 
including discord, disagreement, and conflict in specific 
family systems (e.g., interparental, parent–child), has 
received increasing attention as regards factors relevant to 
early-onset depression [8, 9]. On the one hand, conflict in 
the parent–youth relationship can be viewed as normative 
during adolescence, and it has been suggested that mod-
erate conflict with parents is linked to better adjustment 
as compared to either frequent or no conflict [10]. On the 
other hand, a small proportion of adolescents experience 
severely conflictual relations with their parents, though such 
extreme difficulties usually arise prior to adolescence [10]. 
As such, it may be the severity of conflict that is at play in 
the emergence of early-onset depression. There are several 
studies corroborating the link between parent–youth conflict 
and adolescent depressive symptoms, as indicated by both 
cross-sectional [11, 12] and longitudinal [8, 13–17] data, 
and recent research is indicative of both unidirectional [8, 
18] and bidirectional [9, 15, 19] associations. Importantly, 
conflict with parents may trigger depression but could also 
be a consequence of the depression as such [9]. While the 
extensive line of research on the link between parent–youth 
conflict and adolescent depressive symptoms has yielded 
overall consistent findings, the underlying mechanisms and 
causative pathways are far from clear.

More to the point, recent sub-analyses of the Treatment 
of SSRI-Resistant Depression in Adolescents (TORDIA) 
study have shown that high levels of parent-reported con-
flict predicted a lower likelihood of remission in a sub-
group of treated individuals [20]. However, intake family 
conflict in general did not predict remission, suggesting that 
the severity of the conflict is decisive. The results from the 
TORDIA study also lend support to potentially bidirectional 
influences between parent–youth conflict and depression, as 
remission of depression in fact was shown to reduce conflict. 
Similarly, in a randomized controlled trial comparing three 
forms of psychotherapy for adolescents with major depres-
sive disorder, it was found that severity of depression and 
parent–youth conflict predicted lack of recovery, chronicity, 
and recurrence of depression at 2-year follow-up [21]. Taken 
together, these studies seem to imply that severe forms of 
parent–youth conflict may indeed be detrimental to adoles-
cent mental health, possibly in a vicious circle. This further 
highlights the importance of considering parent–youth rela-
tionships as potential mechanisms of action of treatment.

While parent–youth conflict may be regarded as a risk 
factor for adolescent depression, there is less epidemio-
logical evidence about the role of conflictual relations with 
parents for the continuity of depression across the life-
course. Most prior longitudinal studies in this area included 
follow-up into young adulthood, but more often confined 

to mid-to-late adolescence [9]. This is to say that re-assess-
ments frequently have been conducted shortly after base-
line. In this short time frame, youths who have experienced 
adverse family climate are likely to be at risk for continued 
emotional distress, particularly if they are living at home 
with their parents. In the long-term perspective, on the other 
hand, the gradual increase in autonomy after the transition 
into adulthood may reduce any stress induced by conflict 
with parents, and thereby the risk of depression. The oppo-
site is also possible, given that patterns of intergenerational 
continuity of high-conflict family environment have been 
reported [22], further perpetuating the sequela of maladap-
tive family dynamics. As such, the risk of recurrence or even 
first onset of depression might therefore continue into adult-
hood in those who have been exposed to conflictual rela-
tions with parents. Furthermore, it also remains to be seen 
whether the severity of parent–youth conflict impacts on 
adult depression specifically, or if the effects cut across other 
forms of adult psychopathology as well. It is noteworthy 
that studies of the long-term outcomes of adolescent depres-
sion have pointed to a distinctive role of early family-related 
adversities in the prediction of adult depression [23, 24] and 
bipolar disorder [24], as opposed to other adult mental health 
outcomes. Moreover, recent research using longitudinal 
nationwide register-based data has demonstrated a graded 
relationship between the number of childhood adversities 
and the subsequent risk for depression in young adulthood 
[25]. When examining the long-term association between 
parent–youth conflict and future depression it is therefore 
essential to adjust for potential confounders, including sex 
[26], disruptive behavior disorders [27], socioeconomic dis-
advantage [28, 29], parental separation [24], and parental 
depression [30, 31].

The aim of the present study was to evaluate the predic-
tive association between parent–youth conflict and subse-
quent risk for depression in adulthood, also when controlling 
for potential confounders. Based on previous research, we 
formulated the following hypotheses:

1.	 For adolescents with a history of depression, conflict 
with parents while growing up is associated with depres-
sion recurrence in adulthood.

2.	 For adolescents with no history of depression, conflict 
with parents while growing up is associated with an 
increased risk of onset of depression in adulthood.

3.	 The association is evident primarily for major conflict 
with parents, as opposed to minor conflict.

4.	 Parent–youth conflict predicts adult depression specifi-
cally, as opposed to other mental disorders in adulthood.
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Methods

Procedure

This study was based on the Uppsala Longitudinal Ado-
lescent Depression Study (ULADS) [32], initiated in Upp-
sala, Sweden, in 1991–1992. Data from two distinct waves 
of data collection were utilized; a baseline wave at age 
16–17 and a follow-up wave at approximately age 31–32. 
Initially, all students in the first year of upper-secondary 
school (ages 16–17 years), as well as same-aged school 
dropouts, were invited to participate in a screening for 
depression. Out of 2465 adolescents, 2300 (93%) under-
went screening. Two self-report questionnaires were used: 
the Beck Depression Inventory-Child (BDI-C) [33] and 
the Centre for Epidemiological Studies-Depression Scale 
for Children (CES-DC) [34]. Participants with positive 
screening (BDI-C ≥ 16 [35] or CES-DC ≥ 30 + BDI-C ≥ 11 
[36] or a self-reported suicide attempt) were subsequently 
assessed using the revised adolescent version of the Diag-
nostic Interview for Children and Adolescents (DICA-R-
A) [37] according to the Diagnostic and Statistical Manual 
of Mental Disorders (DSM)-III-R criteria [38]. An equal 
number of individuals with negative screening, who were 
matched for sex, age, and school class, underwent an iden-
tical diagnostic assessment. In all, 307 screening-positive 
adolescents and 302 screening-negative controls partici-
pated in the baseline assessment and consented to be con-
tacted for future follow-up.

The follow-up wave took place in 2006–2009. The for-
merly depressed and non-depressed adolescents who had 
been diagnostically assessed at baseline and who had con-
sented to participate in a follow-up study were contacted. 
The follow-up investigation included the Mini Interna-
tional Neuropsychiatric Interview Plus (M.I.N.I. Plus) 
[39], which is a structured diagnostic interview based on 
DSM-IV criteria [40]. The follow-up also included several 
social and health-related aspects, and detailed questions 
about family history of mental disorders. In all, 409 of 
the initial 609 participants underwent the follow-up (67% 
retention rate). Further details about the data collection 
waves of the ULADS are described elsewhere [32].

Participants

This study was based on the participants who took part at 
baseline and at follow-up assessments. Following a previ-
ously used categorization [24], participants with no iden-
tified lifetime depressive disorder and with no elevated 
depressive symptoms in adolescence were classified as 
controls, and contrasted against those who in adolescence 

had an identified lifetime depressive disorder or elevated 
depressive symptoms. Adolescents fulfilling criteria for 
mania or hypomania (n = 27), as assessed with DICA-R-A, 
were excluded due to the different trajectory and etiol-
ogy of bipolar disorder. Consequently, the analyses of the 
present study are based on 382 individuals, of whom 227 
presented with adolescent depression (124 with persistent 
depressive disorder; 63 with episodic major depressive 
disorder; 40 with subthreshold depression) and 155 were 
non-depressed controls.

Measures

Parent–youth conflict

The Children’s Life Events Inventory (CLEI) [41], admin-
istered at baseline, provided self-reported information on 
life events while growing up. All items of the CLEI com-
prised dichotomous questions (i.e., yes/no) and participants 
were asked to respond if a particular event had occurred 
during the past year and/or earlier in life. The construct of 
parent–youth conflict was derived from two separate items 
asking if the participants had experienced minor and major 
conflict(s) with parents, respectively. Based on occurrences 
at any time point, three strata were created: participants 
who reported to have had no conflict, those who reported 
to ever have had minor (but not major) conflict, and those 
who reported to ever have had major conflict with parents.

Family income considerably reduced

This variable from the CLEI was used as a proxy for soci-
oeconomic disadvantage in childhood. Participants who 
reported that their family income had been considerably 
reduced at any time point were contrasted against those did 
not answer in the affirmative.

Parental separation

This variable was derived from two items of the CLEI as to 
whether one’s parents had moved apart and whether one’s 
parents had divorced (and whether this had occurred during 
the past year and/or earlier in life). Those who reported that 
their parents had moved apart or divorced were coded as 
having separated parents.

Comorbid disruptive behavior disorders in childhood/
adolescence

Lifetime diagnoses of attention-deficit hyperactivity disorder 
(ADHD), conduct disorder (CD), and oppositional defiant 
disorder (ODD) were assessed at baseline using DICA-R-A.
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Parental depression

Based on information reported by the participants at the 
15-year follow-up, when interviewed about family history 
of specific psychiatric disorders, this variable was coded as 
no vs. at least one parent having suffered from depression 
at any time point.

Depressive disorder in adulthood

This was operationalized as recurrent depression (i.e., at 
least two episodes) or one episode with a duration of at least 
6 months from age 19 to 31, as assessed retrospectively at 
the follow-up using the M.I.N.I. Plus. This outcome measure 
has been used in previous publications [24, 42].

Other mental and behavioral disorders in adulthood

Diagnostic assessments of most other axis I disorders, 
according to DSM-IV, were also completed at follow-up 
using the M.I.N.I. Plus. These included lifetime and/or cur-
rent diagnoses of, for instance, anxiety disorders, somato-
form disorders, psychotic disorders, and substance use dis-
orders, but also suicidal thoughts and behaviors.

Statistical analysis

Binary logistic regression analyses were performed. Odds 
ratios (OR) with 95% confidence intervals (CI) are reported. 
In the descriptive analyses of conflicts with parents in 

adolescence and depression in adulthood, linear-by-linear 
associations were calculated. Any statistically significant 
association between parent–youth conflict and adult depres-
sion was further explored in sub-analysis examining the 
influence of when the conflict occurred (i.e., in the past year, 
earlier in life, or both). IBM SPSS Statistics version 25 was 
used to perform all the analyses.

Ethical approval

The study was approved by the local ethical vetting board of 
Uppsala University, Sweden. All persons gave their informed 
consent prior to inclusion in the present study.

Results

Descriptive statistics of the data material are presented 
in Table 1. In the total sample, 37.7% of the participants 
reported no conflict with parents in childhood/adolescence, 
44.0% reported minor conflict, and 18.3% reported major 
conflict with parents. There were significant differences 
between depressed adolescents and non-depressed controls. 
Among the depressed, 27.3% reported major parent–youth 
conflict, as compared to 5.2% among the non-depressed con-
trols. Furthermore, ADHD and CD/ODD were more com-
mon among the depressed than among the non-depressed. 
Adolescents with depression also more often had experi-
enced that their family income had been reduced, and that 
their parents had separated. Furthermore, they were more 

Table 1   Descriptives

ADHD attention-deficit hyperactivity disorder, CD conduct disorder, ODD oppositional defiant disorder
a All n = 379; depressed n = 224

All (n = 382) Depressed adolescents 
(n = 227)

Non-depressed 
controls (n = 155)

n % n % n %

Baseline
Conflict with parents
 No 144 37.7 72 31.7 72 46.5
 Minor 168 44.0 93 41.0 75 48.4
 Major 70 18.3 62 27.3 8 5.2

Sex
 Males 79 20.7 47 20.7 32 20.7
 Females 303 79.3 180 79.3 123 79.3

ADHD 26 6.8 25 11.0 1 0.7
CD/ODD 62 16.2 54 23.8 8 5.2
Family income reduced 64 16.8 49 21.6 15 9.7
Parental separation 136 35.6 94 41.4 42 27.1
Parental depressiona 124 32.7 84 37.5 40 25.8
Follow-up
Depression in adulthood 144 37.7 110 48.5 34 21.9
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likely to have a parent who had suffered from depression. In 
the total sample, 37.7% of the study participants had suffered 
from depression in adulthood. This was also more com-
mon among those who had been depressed in adolescence 
(48.5%) than among the non-depressed controls (21.9%).

Table 2 presents the association between parent–youth 
conflict and depression in adolescence. The bivariate analy-
ses showed that minor conflict was not significantly asso-
ciated with depression in adolescence (OR 1.24, 95% CI 
0.79–1.94). Major conflict was, however, strongly and sig-
nificantly associated with adolescent depression (OR 7.75, 
95% CI 3.46–17.34). All covariates except sex (which was 
one of the variables used in the matching procedure) demon-
strated significant associations with adolescent depression. 

In the adjusted analyses, the estimate of major parent–youth 
conflict was attenuated but still strong and statistically sig-
nificant (adjusted OR 4.69, 95% CI 2.01–10.97).

The bivariate association between parent–youth conflict 
and depression in adulthood is reported in Table 3. In the 
total sample, among those who reported no parent–youth 
conflict, 28.5% suffered from depression in adulthood. The 
corresponding share for those who reported minor conflict 
was 36.3%, and for those reporting major conflict the share 
was 60.0%. When stratifying the analysis by depressed and 
by non-depressed controls, the pattern was shown to be sim-
ilar across the two groups, although the proportions with 
adult depression were substantially larger among individuals 
who formerly also had suffered from adolescent depression.

To assess whether the bivariate association between par-
ent–youth conflict and adult depression was robust also when 
adjusting for important and putatively confounding factors, 
we performed binary logistic regression analyses of depres-
sion in adulthood regressed on parent–youth conflict, whilst 
simultaneously adjusting for sex, ADHD, CD/ODD, reduced 
family income, parental separation, parental depression, 
and adolescent depression. The results, reported in Table 4, 
showed that major conflict was associated with depression 
in adulthood even when adjusting for these aforementioned 
factors. In the total sample, the only two predictors that dem-
onstrated significant associations with depression in adult-
hood were major parent–youth conflict (adjusted OR 2.26, 
95% CI 1.16–4.39) and depression in adolescence (adjusted 
OR 2.70, 95% CI 1.65–4.42). To assess whether the asso-
ciation between conflict with parents and adult depression 
varied between adolescents with and without depression, 
we included the interaction between conflict with parents 
and adolescent depression. However, a likelihood ratio test 
showed that this was not statistically significant. Neverthe-
less, in order  to scrutinize the association between con-
flict with parents and adult depression in both groups, we 
performed stratified analyses among individuals with and 
without adolescent depression. In the analysis of formerly 
depressed adolescents, major conflict with parents was sig-
nificantly associated with depression in adulthood (adjusted 
OR 2.28, 95% CI 1.07–4.87). A similar but not statistically 

Table 2   Depression in adolescence regressed on conflict with parents 
(results from binary logistic regression analyses, n = 382)

ADHD attention-deficit hyperactivity disorder, CD conduct disorder, 
ODD oppositional defiant disorder, OR odds ratio
***p < 0.001; **p < 0.01; *p < 0.05
a Bivariate includes one independent variable at the time
b Model adjusts for all independent variables simultaneously
c n = 379

Bivariatea Adjustedb,c

OR 95% CI OR 95% CI

Conflict with parents
 No (ref.) 1.00 – 1.00 –
 Minor 1.24 0.79–1.94 1.14 0.71–1.82
 Major 7.75*** 3.46–17.34 4.69*** 2.01–10.97

Sex
 Males (ref.) 1.00 – 1.00 –
 Females 1.00 0.60–1.65 1.30 0.73–2.32

ADHD 19.06** 2.55–142.21 14.00* 1.79–109.51
CD/ODD 5.74*** 2.64–12.44 2.90* 1.25–6.76
Family income 

reduced
2.57** 1.38–4.77 1.63 0.82–3.26

Parental separation 1.90** 1.22–2.96 1.43 0.87–2.32
Parental depressionc 1.73* 1.10–2.71 1.25 0.76–2.06

Table 3   Depression in 
adulthood, by conflict with 
parents while growing up

***p < 0.001; **p < 0.01

All (n = 382) Depressed adolescents 
(n = 227)

Non-depressed controls 
(n = 155)

n % n % n %

Conflict with parents
 No 41 28.5 27 37.5 14 19.4
 Minor 61 36.3 44 47.3 17 22.7
 Major 42 60.0 39 62.9 3 37.5
 Linear-by-linear 17.76*** 8.47** 1.00
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significant tendency was observed among the non-depressed 
controls (adjusted OR 2.47, 95% CI 0.49–12.48). It should, 
however, be noted that the number of non-depressed con-
trols who reported major parent–youth conflict was small 
(n = 8). In addition, relationships between the variables of 
parent–youth conflict and all other aforementioned variables 
in the model were subjected to further tests of interaction, 
but no evidence thereof was found.

Exploratory sub-analyses of the timing of conflict (i.e., in 
the past year, earlier in life, or both) were conducted in the 
full sample. The results revealed that participants who had 
reported major conflict with parents both in the past year and 
earlier in life (n = 14) were more likely to have depression 
in adulthood than those who reported having had no major 
conflict with parents (adjusted OR 4.54, 95% CI 1.18–17.44) 
(not presented in table). Those who had reported major 
conflict only in the past year (n = 29), or only earlier in life 
(n = 27), did not differ significantly from those with no major 
conflict.

Finally, we performed analyses of the full sample with 
parent–youth conflict as the predictor and a range of other 
mental health outcomes in adulthood based on the M.I.N.I. 
Plus (not presented in table). These analyses, adjusting for 
adolescent depression, did not show any significant associa-
tions of parent–youth conflict with subsequent anxiety dis-
orders, somatoform disorders, psychotic disorders, suicidal 
behavior, or substance use. However, there was a statistically 
significant association between major conflict with parents 
and bipolar disorder in adulthood, even when adjusting for 

adolescent depression (OR 6.38, 95% CI 1.70–24.00) (not 
presented in table).

Discussion

The goal of this longitudinal study was to examine if 
conflict with parents while growing up predicts subse-
quent depression in adulthood. While adolescent depres-
sion has been linked to recurrence later in life, this study 
demonstrated that depressed adolescents who reported 
major conflict with parents clearly were at an addition-
ally increased risk of depression recurrence in adulthood. 
Even though major parent–youth conflict was infrequently 
reported by the non-depressed controls, a similar tendency 
was observed in this group. Of note, the severity of con-
flict seems to be crucial for the long-term mental health 
outcome as major, but not minor, parent–youth conflict 
was linked to subsequent depression in adulthood. As the 
highest risk of adult depression was observed in those who 
had reported experiences of major conflict in the past year 
and earlier in life, these results seem to suggest that both 
severity and duration of conflict are decisive for the long-
term mental health outcome. Furthermore, it was found 
that major parent–youth conflict seems to predict both 
depressive and bipolar disorders in adulthood, as opposed 
to non-mood mental disorders. Importantly, the overall 
pattern of results was not accounted for by comorbidi-
ties commonly associated with interpersonal difficulties 

Table 4   Depression in 
adulthood regressed on conflict 
with parents. Results from 
binary logistic regression 
analyses

ADHD attention-deficit hyperactivity disorder, CD conduct disorder, ODD oppositional defiant disorder, 
OR odds ratio
***p < 0.001; **p < 0.01; *p < 0.05
a Model adjusts for all independent variables simultaneously
b ADHD omitted due to empty cells

Alla (n = 379) Depressed adolescentsa 
(n = 224)

Non-depressed 
controlsa,b (n = 154)

OR 95% CI OR 95% CI OR 95% CI

Conflict with parents
 No (ref.) 1.00 – 1.00 – 1.00 –
 Minor 1.35 0.82–2.23 1.45 0.76–2.76 1.19 0.53–2.66
 Major 2.26* 1.16–4.39 2.28* 1.07–4.87 2.47 0.49–12.48

Sex
 Males (ref.) 1.00 – 1.00 – 1.00 –
 Females 1.32 0.74–2.35 1.23 0.61–2.50 1.58 0.54–4.62

ADHD 0.74 0.30–1.81 0.72 0.29–1.80 – –
CD/ODD 1.68 0.88–3.20 1.59 0.77–3.24 1.99 0.41–9.55
Family income reduced 1.02 0.56–1.86 1.18 0.59–2.35 0.52 0.10–2.64
Parental separation 1.19 0.75–1.91 1.35 0.77–2.38 0.89 0.35–2.22
Parental depression 1.29 0.80–2.07 1.31 0.73–2.35 1.13 0.46–2.76
Depression in adolescence 2.70*** 1.65–4.42 – – – –
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(i.e., disruptive behavior disorders), or other potential con-
founders related to contextual/familial adversities, such as 
parental depression.

The key finding that major parent–youth conflict was 
independently associated with adult depression may be inter-
preted in several ways. Conflictual relations with parents are 
indeed very stressful for many youngsters, not least since 
they depend on them as caregivers. Early negative parenting, 
through its proposed mechanism as a chronic stressor, may 
increase vulnerability to depression by lowering the thresh-
old for affective problems later in life, potentially due to 
stress sensitization [30]. Research indicates that adverse par-
ent–youth relations predict a long-lasting negative impact on 
later health, such that exposure to harsh parenting increases 
the risk for elevated depressive symptoms and inflamma-
tion in adulthood [43]. There is still, however, the need to 
clarify the role of early stress and its effects on health in the 
long run.

A related potential mechanism is the well-documented 
construct of expressed emotion (EE), which in recent the-
orizing and empirical work has been conceptualized as a 
form of toxic family stress [44]. EE is defined by attitudes 
of high criticism, hostility, and/or emotional over-involve-
ment in the caregivers of a person suffering from a men-
tal illness, and these may potentially be features that con-
tribute to and maintain severe parent–youth conflict. The 
emphasis in EE is on dyadic relationships, highlighting the 
aversive patterns of interaction between caregiver and off-
spring without ascribing causative roles. High parental EE 
has consistently been found to be a risk factor for several 
forms of youth psychopathology, and has also emerged as a 
robust predictor of long-term outcome across a wide range 
of adult psychiatric disorders. As reported in a recent review 
paper [44], the rate of high parental EE is up to 51% among 
youth with major depression and with high familial risk 
for depressive disorder. EE has also been associated with 
the persistence of mood symptoms over time in both major 
depression [45] and bipolar disorder [46]. Importantly, it has 
been suggested that EE may moderate the course of early-life 
mental illnesses. As our study found a link between major 
parent–youth conflict and adult depression and bipolar disor-
der in formerly depressed adolescents, there may be certain 
overlapping symptoms in the early-onset mood spectrum 
disorders (e.g., irritability) that are particularly relevant to 
the emotional exchange and interactional patterns between 
adolescents and their parents. This finding is thus in line 
with the available evidence [9, 44–46], as major conflict 
with parents can be viewed as a more palpable consequence 
of an overall high EE in families of depressed youth. Yet, it 
remains to be determined exactly when and how maladaptive 
family dynamics may interact with individual susceptibility 
to future mood disorder. Relatedly, there is still the need to 

clarify if and how buffering protective factors might remedy 
the long-term mental health outcome.

Behavioral repertoires shaped early in life may also have 
contributed to increased vulnerability for depression recur-
rence in adulthood. Children and adolescents who have 
experienced conflictual relations with their parents would 
reasonably, as a result of observational learning, be less 
likely to acquire effective strategies for resolving or deesca-
lating conflicts [47]. Irrespective of the causative factors 
and pathways, however, early experiences of maladaptive 
family dynamics and conflictual relations seem to disrupt 
normal development and aggravate emotional adjustment 
to adult life.

Given that minor parent–youth conflict predicted neither 
adolescent nor adult depression, the results of this study 
altogether point to the relevance of assessing the severity 
and duration of family conflict. Potentially, prolonged expo-
sure to stressful interpersonal contexts may be of particu-
lar importance for the long-term vulnerability to affective 
problems. Furthermore, although minor parent–youth con-
flict was relatively common in the data used for this study, 
more importantly, our findings also suggest that minor par-
ent–youth conflict in itself does not seem to have any sub-
stantially detrimental effect on mental health. The subjective 
perception of the conflict severity seems, however, to be of 
high clinical relevance, inasmuch as adolescents are able to 
differentiate their past and current experiences of minor and 
major parent–youth conflicts, respectively.

Strengths and limitations

Strengths of this study include first and foremost its longer-
term perspective, as participants were followed up after the 
transition into adulthood. The inclusion of a comparatively 
large cohort of adolescents recruited in the community, pre-
sumably covering a majority of actual cases with adolescent 
depression, has the potential of increasing generalizability of 
findings. Furthermore, all participants were assessed using 
validated self-report questionnaires and structured diagnos-
tic interviews both at baseline and at the 15-year follow-up, 
which arguably is important from the perspective of clinical 
implications. However, our study is not without limitations. 
First, an important shortcoming concerns the measurement 
of parent–youth conflict, as only adolescents’ self-reports 
were collected. It thus remains an open question to what 
extent the parents would have confirmed the adolescents’ 
views. Recent research has recognized that reports from 
multiple informants imply certain methodological advan-
tages, as disagreeing viewpoints offer valid information with 
regard to how the parent–youth relationship is perceived. 
This has highlighted the issue of informant discrepancies 
[48]. Second, there is the risk that current mental health sta-
tus may have impacted on the perception of conflict severity. 
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This may hypothetically always be the case whenever certain 
self-evaluations are filled in by afflicted individuals. Third, 
while research supports a bidirectional relationship between 
family conflict and youth depression, our study did not allow 
to disentangle this issue further. Fourth, the influence of the 
duration of parent–youth conflict was examined using only 
rough approximations about temporal occurrences of con-
flict. Fifth, the study was not without attrition, as approxi-
mately two-thirds of the original sample took part in the 
15-year follow-up assessment. However, the participation 
rates were about the same among the formerly depressed 
and non-depressed adolescents. Finally, our study was some-
what underpowered to detect relevant differences among the 
formerly non-depressed controls. Our estimates were more 
precise for those afflicted with adolescent depression, but a 
non-significant association of similar magnitude was also 
observed among the non-depressed controls. While this 
tentatively signals that major parent–youth conflict might 
be harmful regardless of exposure to early-life depression, 
replication in future prospective studies is needed.

Conclusion

In conclusion, this longitudinal study of a community-
based cohort suggests that early-life experiences of highly 
conflictual relationships with parents have more endur-
ing mental health consequences than previously known. 
Given that recent treatment research has been suggestive 
of a link between major parent–youth conflict and poor 
treatment response among depressed adolescents [20, 21], 
targeted strategies addressing adverse family climate could 
be a useful complement to existing prevention and treat-
ment interventions in specific cases. Future intervention 
research should clarify if, how, and when such a comple-
ment should be used to optimize current best practice.

Acknowledgements  Open access funding provided by Uppsala Uni-
versity. I.A. was supported by the Uppsala-Örebro Regional Research 
Council [RFR-738411; RFR-652841], the Uppsala County Council’s 
Funds for Clinical Research [LUL-713161; LUL-828241], the Medi-
cal Training and Research Agreement Funds (ALF) from Uppsala 
University Hospital, The Sven Jerring Foundation, and the Founda-
tion in Memory of Professor Bror Gadelius. S.B.L. was supported by 
the Swedish Research Council for Health, Working Life and Welfare 
(Forte) [2016-07148]. H.B. was supported by the Clas Groschinsky 
Memorial Foundation.

Compliance with ethical standards 

This paper represents independent research. The present work is unre-
lated to the above grants.

Conflict of interest  The authors declare that they have no conflict of 
interest.

Human and animal rights statement  All human and animal studies 
have been approved by the appropriate local ethics committee and have 
therefore been performed in accordance with the ethical standards laid 
down in the 1964 Declaration of Helsinki and its later amendments.

Open Access  This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creat​iveco​
mmons​.org/licen​ses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate 
credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made.

References

	 1.	 Gore FM, Bloem PJ, Patton GC et al (2011) Global burden of 
disease in young people aged 10–24 years: a systematic analy-
sis. Lancet 377:2093–2102. https​://doi.org/10.1016/S0140​
-6736(11)60512​-6

	 2.	 Johnson D, Dupuis G, Piche J et al (2018) Adult mental health 
outcomes of adolescent depression: a systematic review. Depress 
Anxiety 35:700–716. https​://doi.org/10.1002/da.22777​

	 3.	 Clayborne ZM, Varin M, Colman I (2019) Systematic review and 
meta-analysis: adolescent depression and long-term psychosocial 
outcomes. J Am Acad Child Adolesc Psychiatry 58:72–79. https​
://doi.org/10.1016/j.jaac.2018.07.896

	 4.	 Merikangas KR, He JP, Burstein M et al (2011) Service utiliza-
tion for lifetime mental disorders in US adolescents: results of 
the national comorbidity survey-adolescent supplement (NCS-
A). J Am Acad Child Adolesc Psychiatry 50:32–45. https​://doi.
org/10.1016/j.jaac.2010.10.006

	 5.	 Cox GR, Callahan P, Churchill R et al (2014) Psychological thera-
pies versus antidepressant medication, alone and in combination 
for depression in children and adolescents. Cochrane Database 
Syst Rev 11:CD008324. https​://doi.org/10.1002/14651​858.cd008​
324.pub3

	 6.	 Curry J, Silva S, Rohde P et al (2011) Recovery and recurrence 
following treatment for adolescent major depression. Arch Gen 
Psychiatry 68:263–270. https​://doi.org/10.1001/archg​enpsy​chiat​
ry.2010.150

	 7.	 Ssegonja R, Nystrand C, Feldman I et al (2018) Indicated preven-
tive interventions for depression in children and adolescents: a 
meta-analysis and meta-regression. Prev Med 118:7–15. https​://
doi.org/10.1016/j.ypmed​.2018.09.021

	 8.	 Brouillard C, Brendgen M, Vitaro F et al (2017) Links between 
the mother-adolescent and father-adolescent relationships and 
adolescent depression: a genetically informed study. J Clin Child 
Adolesc Psychol. https​://doi.org/10.1080/15374​416.2017.13509​
64

	 9.	 Restifo K, Bögels S (2009) Family processes in the develop-
ment of youth depression: translating the evidence to treat-
ment. Clin Psychol Rev 29:294–316. https​://doi.org/10.1016/j.
cpr.2009.02.005

	10.	 Smetana JG, Campione-Barr N, Metzger A (2006) Adolescent 
development in interpersonal and societal contexts. Annu Rev 
Psychol 57:255–284. https​://doi.org/10.1146/annur​ev.psych​
.57.10290​4.19012​4

	11.	 Sheeber LB, Davis B, Leve C et al (2007) Adolescents’ relation-
ships with their mothers and fathers: associations with depressive 
disorder and subdiagnostic symptomatology. J Abnorm Psychol 
116:144–154. https​://doi.org/10.1037/0021-843X.116.1.144

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/S0140-6736(11)60512-6
https://doi.org/10.1016/S0140-6736(11)60512-6
https://doi.org/10.1002/da.22777
https://doi.org/10.1016/j.jaac.2018.07.896
https://doi.org/10.1016/j.jaac.2018.07.896
https://doi.org/10.1016/j.jaac.2010.10.006
https://doi.org/10.1016/j.jaac.2010.10.006
https://doi.org/10.1002/14651858.cd008324.pub3
https://doi.org/10.1002/14651858.cd008324.pub3
https://doi.org/10.1001/archgenpsychiatry.2010.150
https://doi.org/10.1001/archgenpsychiatry.2010.150
https://doi.org/10.1016/j.ypmed.2018.09.021
https://doi.org/10.1016/j.ypmed.2018.09.021
https://doi.org/10.1080/15374416.2017.1350964
https://doi.org/10.1080/15374416.2017.1350964
https://doi.org/10.1016/j.cpr.2009.02.005
https://doi.org/10.1016/j.cpr.2009.02.005
https://doi.org/10.1146/annurev.psych.57.102904.190124
https://doi.org/10.1146/annurev.psych.57.102904.190124
https://doi.org/10.1037/0021-843X.116.1.144


535European Child & Adolescent Psychiatry (2020) 29:527–536	

1 3

	12.	 Marmorstein NR, Iacono WG (2004) Major depression and 
conduct disorder in youth: associations with parental psycho-
pathology and parent-child conflict. J Child Psychol Psychiatry 
45:377–386

	13.	 Cummings EM, Koss KJ, Davies PT (2015) Prospective relations 
between family conflict and adolescent maladjustment: security in 
the family system as a mediating process. J Abnorm Child Psychol 
43:503–515. https​://doi.org/10.1007/s1080​2-014-9926-1

	14.	 Herrenkohl TI, Kosterman R, Hawkins JD, Mason WA (2009) 
Effects of growth in family conflict in adolescence on adult 
depressive symptoms: mediating and moderating effects of stress 
and school bonding. J Adolesc Health 44:146–152. https​://doi.
org/10.1016/j.jadoh​ealth​.2008.07.005

	15.	 Kelly AB, Mason WA, Chmelka MB et al (2016) Depressed mood 
during early to middle adolescence: a bi-national longitudinal 
study of the unique impact of family conflict. J Youth Adolesc 
45:1604–1613. https​://doi.org/10.1007/s1096​4-016-0433-2

	16.	 Rueter MA, Scaramella L, Wallace LE, Conger RD (1999) First 
onset of depressive or anxiety disorders predicted by the longi-
tudinal course of internalizing symptoms and parent-adolescent 
disagreements. Arch Gen Psychiatry 56:726–732

	17.	 Sheeber L, Hops H, Alpert A et al (1997) Family support and 
conflict: prospective relations to adolescent depression. J Abnorm 
Child Psychol 25:333–344

	18.	 Nelemans SA, Branje SJ, Hale WW 3rd et al (2016) Discrepan-
cies between perceptions of the parent-adolescent relationship and 
early adolescent depressive symptoms: an illustration of polyno-
mial regression analysis. J Youth Adolescence 45:2049–2063. 
https​://doi.org/10.1007/s1096​4-016-0503-5

	19.	 Hofer C, Eisenberg N, Spinrad TL et al. (2013) Mother–adolescent 
conflict: stability, change, and relations with externalizing and 
internalizing behavior problems. Soc Dev 22:259–279. https​://
doi.org/10.1111/sode.12012​

	20.	 Rengasamy M, Mansoor BM, Hilton R et al (2013) The bi-direc-
tional relationship between parent–child conflict and treatment 
outcome in treatment-resistant adolescent depression. J Am Acad 
Child Adolesc Psychiatry 52:370–377. https​://doi.org/10.1016/j.
jaac.2013.01.012

	21.	 Birmaher B, Brent DA, Kolko D et al (2000) Clinical outcome 
after short-term psychotherapy for adolescents with major depres-
sive disorder. Arch Gen Psychiatry 57:29–36

	22.	 Rothenberg WA, Hussong AM, Chassin L (2018) Intergenera-
tional continuity in high-conflict family environments: investigat-
ing a mediating depressive pathway. Dev Psychol 54:385–396. 
https​://doi.org/10.1037/dev00​00419​

	23.	 McLeod GF, Horwood LJ, Fergusson DM (2016) Adolescent 
depression, adult mental health and psychosocial outcomes 
at 30 and 35 years. Psychol Med 46:1401–1412. https​://doi.
org/10.1017/S0033​29171​50029​50

	24.	 Bohman H, Låftman SB, Päären A, Jonsson U (2017) Parental 
separation in childhood as a risk factor for depression in adult-
hood: a community-based study of adolescents screened for 
depression and followed up after 15 years. BMC Psychiatry 
17(1):117. https​://doi.org/10.1186/s1288​8-017-1252-z

	25.	 Björkenstam E, Vinnerljung B, Hjern A (2017) Impact of child-
hood adversities on depression in early adulthood: a longitudinal 
cohort study of 478,141 individuals in Sweden. J Affect Disord 
223:95–100. https​://doi.org/10.1016/j.jad.2017.07.030

	26.	 Lewinsohn PM, Rohde P, Seeley JR et al (2000) Natural course 
of adolescent major depressive disorder in a community sam-
ple: predictors of recurrence in young adults. Am J Psychiatry 
157:1584–1591. https​://doi.org/10.1176/appi.ajp.157.10.1584

	27.	 Loeber R, Burke JD, Lahey BB et al (2000) Oppositional defi-
ant and conduct disorder: a review of the past 10 years, part I. J 
Am Acad Child Adolesc Psychiatry 39:1468–1484. https​://doi.
org/10.1097/00004​583-20001​2000-00007​

	28.	 Gilman SE, Kawachi I, Fitzmaurice GM, Buka SL (2002) Soci-
oeconomic status in childhood and the lifetime risk of major 
depression. Int J Epidemiol 31:359–367

	29.	 Melchior M, Moffitt TE, Milne BJ et al (2007) Why do children 
from socioeconomically disadvantaged families suffer from poor 
health when they reach adulthood? A life-course study. Am J Epi-
demiol 166:966–974. https​://doi.org/10.1093/aje/kwm15​5

	30.	 Hammen C (2018) Risk factors for depression: an autobio-
graphical review. Annu Rev Clin Psychol 14:1–28. https​://doi.
org/10.1146/annur​ev-clinp​sy-05081​7-08481​1

	31.	 Nomura Y, Wickramaratne PJ, Warner V et al (2002) Family 
discord, parental depression, and psychopathology in offspring: 
10-year follow-up. J Am Acad Child Adolesc Psychiatry 41:402–
409. https​://doi.org/10.1097/00004​583-20020​4000-00012​

	32.	 Alaie I, Philipson A, Ssegonja R et al (2019) Uppsala longitudinal 
adolescent depression study (ULADS). BMJ Open 9(3):e024939. 
https​://doi.org/10.1136/bmjop​en-2018-02493​9

	33.	 Beck AT, Ward CH, Mendelson M et al (1961) An inventory for 
measuring depression. Arch Gen Psychiatry 4:561–571

	34.	 Schoenbach VJ, Kaplan BH, Grimson RC, Wagner EH (1982) 
Use of a symptom scale to study the prevalence of a depressive 
syndrome in young adolescents. Am J Epidemiol 116:791–800

	35.	 Larsson B, Melin L (1990) Depressive symptoms in Swedish ado-
lescents. J Abnorm Child Psychol 18:91–103

	36.	 Roberts RE, Lewinsohn PM, Seeley JR (1991) Screening for 
adolescent depression: a comparison of depression scales. 
J Am Acad Child Adolesc Psychiatry 30:58–66. https​://doi.
org/10.1097/00004​583-19910​1000-00009​

	37.	 Welner Z, Reich W, Herjanic B et al (1987) Reliability, validity, 
and parent-child agreement studies of the diagnostic interview 
for children and adolescents (DICA). J Am Acad Child Adolesc 
Psychiatry 26:649–653

	38.	 American Psychiatric Association (1987) Diagnostic and statisti-
cal manual of mental disorders (DSM-III-R), 3rd edn. American 
Psychiatric Association, Washington, DC

	39.	 Sheehan DV, Lecrubier Y, Sheehan KH et al (1998) The mini-
international neuropsychiatric interview (M.I.N.I.): the devel-
opment and validation of a structured diagnostic psychiatric 
interview for DSM-IV and ICD-10. J Clin Psychiatry 59(suppl 
20):22–33 (Quiz 34–57)

	40.	 American Psychiatric Association (2000) Diagnostic and statisti-
cal manual of mental disorders (DSM-IV-TR), 4th edn. American 
Psychiatric Association, Washington, DC

	41.	 Coddington RD (1972) The significance of life events as etiologic 
factors in the diseases of children. II. a study of a normal popula-
tion. J Psychosom Res 16:205–213

	42.	 Jonsson U, Bohman H, von Knorring L et al (2011) Mental health 
outcome of long-term and episodic adolescent depression: 15-year 
follow-up of a community sample. J Affect Disord 130:395–404. 
https​://doi.org/10.1016/j.jad.2010.10.046

	43.	 Beach SRH, Lei MK, Simons RL et al (2017) When inflammation 
and depression go together: the longitudinal effects of parent-
child relationships. Dev Psychopathol 29:1969–1986. https​://doi.
org/10.1017/S0954​57941​70015​23

	44.	 Peris TS, Miklowitz DJ (2015) Parental expressed emotion and 
youth psychopathology: new directions for an old construct. Child 
Psychiatry Hum Dev 46:863–873. https​://doi.org/10.1007/s1057​
8-014-0526-7

	45.	 Asarnow JR, Goldstein MJ, Tompson M, Guthrie D (1993) One-
year outcomes of depressive disorders in child psychiatric in-
patients: evaluation of the prognostic power of a brief measure of 
expressed emotion. J Child Psychol Psychiatry 34:129–137

	46.	 Kim EY, Miklowitz DJ (2004) Expressed emotion as a pre-
dictor of outcome among bipolar patients undergoing family 
therapy. J Affect Disord 82:343–352. https​://doi.org/10.1016/j.
jad.2004.02.004

https://doi.org/10.1007/s10802-014-9926-1
https://doi.org/10.1016/j.jadohealth.2008.07.005
https://doi.org/10.1016/j.jadohealth.2008.07.005
https://doi.org/10.1007/s10964-016-0433-2
https://doi.org/10.1007/s10964-016-0503-5
https://doi.org/10.1111/sode.12012
https://doi.org/10.1111/sode.12012
https://doi.org/10.1016/j.jaac.2013.01.012
https://doi.org/10.1016/j.jaac.2013.01.012
https://doi.org/10.1037/dev0000419
https://doi.org/10.1017/S0033291715002950
https://doi.org/10.1017/S0033291715002950
https://doi.org/10.1186/s12888-017-1252-z
https://doi.org/10.1016/j.jad.2017.07.030
https://doi.org/10.1176/appi.ajp.157.10.1584
https://doi.org/10.1097/00004583-200012000-00007
https://doi.org/10.1097/00004583-200012000-00007
https://doi.org/10.1093/aje/kwm155
https://doi.org/10.1146/annurev-clinpsy-050817-084811
https://doi.org/10.1146/annurev-clinpsy-050817-084811
https://doi.org/10.1097/00004583-200204000-00012
https://doi.org/10.1136/bmjopen-2018-024939
https://doi.org/10.1097/00004583-199101000-00009
https://doi.org/10.1097/00004583-199101000-00009
https://doi.org/10.1016/j.jad.2010.10.046
https://doi.org/10.1017/S0954579417001523
https://doi.org/10.1017/S0954579417001523
https://doi.org/10.1007/s10578-014-0526-7
https://doi.org/10.1007/s10578-014-0526-7
https://doi.org/10.1016/j.jad.2004.02.004
https://doi.org/10.1016/j.jad.2004.02.004


536	 European Child & Adolescent Psychiatry (2020) 29:527–536

1 3

	47.	 Bandura A (1978) Social learning theory of aggression. J Com-
mun 28:12–29

	48.	 Nelemans SA, Hale WW 3rd, Branje SJ et al (2014) Maternal 
criticism and adolescent depressive and generalized anxiety 

disorder symptoms: a 6-year longitudinal community study. J 
Abnorm Child Psychol 42:755–766. https​://doi.org/10.1007/s1080​
2-013-9817-x

https://doi.org/10.1007/s10802-013-9817-x
https://doi.org/10.1007/s10802-013-9817-x

	Parent–youth conflict as a predictor of depression in adulthood: a 15-year follow-up of a community-based cohort
	Abstract
	Introduction
	Methods
	Procedure
	Participants
	Measures
	Parent–youth conflict
	Family income considerably reduced
	Parental separation
	Comorbid disruptive behavior disorders in childhoodadolescence
	Parental depression
	Depressive disorder in adulthood
	Other mental and behavioral disorders in adulthood

	Statistical analysis
	Ethical approval

	Results
	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements 
	References




