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Objective: This study evaluated the as-
sociations between suicidal ideation and
suicide attempts in mothers and various
aspects of suicidality in their offspring in a
representative community sample.

Method: Baseline and 4-year follow-up
data were used from the Early Develop-
mental Stages of Psychopathology study,
a prospective, longitudinal community
study of adolescents and young adults.
Results are based on 933 adolescents
who completed follow-up and for whom
direct diagnostic information for the bio-
logical mother was available. Suicidal
ideation and suicide attempts were as-
sessed in adolescents and mothers with
the Munich-Composite International Di-
agnostic Interview.

Results: Compared to offspring of moth-
ers without suicidality, offspring of moth-
ers reporting suicide attempts showed a
remarkably higher risk for suicidal
thoughts and suicide attempts and a ten-
dency toward suicide attempts at an ear-
lier age. Associations were comparable
for male and female offspring. Transmis-
sion of maternal suicidality was roughly
stable with control for maternal comor-
bid psychopathology.

Conclusions: The offspring of mothers
with suicide attempts are at a markedly
increased risk for suicidality themselves
and tend to manifest suicide attempts
earlier than offspring of mothers without
suicidality. Suicidality seems to run in
families, independent of depression and
other psychopathology.

(Am J Psychiatry 2005; 162:1665–1671)

A number of family studies have reported that suicid-
ality runs in families (1–14). Although familial aggregation
may not be interpreted as equivalent to genetic inheri-
tance, results from twin and adoption studies have sug-
gested that there may be an underlying genetic compo-
nent (15–20). Previous studies further suggest that familial
transmission of suicidality seems to be independent of co-
morbid mental disorders (5, 10–13, 16, 21–23).

However, there are some critical points. First, most of
these studies included clinically referred samples. This
may be crucial insofar as familial aggregation in treatment
samples could be attributable to treatment bias and thus
may be limited to a subgroup of severely ill patients in
treatment (24). For prevention and intervention, however,
it is important to demonstrate that these associations can
also be found in representative community samples. Sec-
ond, for completed suicide, most studies used the psycho-
logical autopsy method. Inherent to this approach is the
potential recall bias of the informants. To date, only a few
studies have addressed the familial transmission of suicid-
ality in nontreatment samples (13, 21, 25, 26). Although
the results of these studies support the hypothesis of fa-
milial aggregation, there is still uncertainty about the
strength of the association in the community. Further-
more, no data are yet available from representative sam-
ples concerning the impact of familial suicidality on the
age of the first manifestation of suicidality in offspring.

Such information would be of major interest from a pre-
ventive point of view, since it allows for identifying not
only high-risk groups but also high-risk periods that are
risk-group specific for the first manifestation of suicidality.

The goal of this report is to increase our understanding
of the familial transmission of suicidality by evaluating,
based on a representative community sample, the associ-
ations between suicidal ideation and suicide attempts in
mothers and various aspects of suicidality (frequency of
ideation, attempts, and age at onset) in offspring.

Method

Design

Data came from the Early Developmental Stages of Psychopa-
thology study (27, 28), a prospective longitudinal survey collecting
data on the prevalence, the incidence, familial and other risk fac-
tors, comorbidity, and course of mental disorders in a representa-
tive sample of (originally) 3,021 subjects ages 14–24. The study
consists of a baseline investigation and two follow-up investiga-
tions. The parents of the baseline 14–17-year-olds were addition-
ally assessed in a separate parent survey.

Subjects

The Early Developmental Stages of Psychopathology study
builds on a random population sample from the 1994 govern-
ment population registries of the residents of Munich, with an age
range for the sample’s subjects between 14 and 24 years (birth co-
horts 1970–1981) at the time of the baseline interview in 1995. Be-
cause the study was designed with special interest in the early de-
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velopmental stages of psychopathology, 14–15-year-olds were
sampled at twice the rate of 16–21-year-olds, and 22–24-year-olds
were sampled at half this rate. From the total of 4,809 sampled in-
dividuals, 4,263 were located and determined to be eligible for the
study. From these 4,263 individuals, a total of 3,021 interviews
(1,395 subjects ages 14–17, 1,626 subjects ages 18–24) were com-
pleted at baseline (response rate: 71%; 50.7% for males and 49.3%
for females, all Caucasian). The rate of response for the study
sample of 14–17-year-olds (the “younger cohort”) was 74.3%. Two
follow-up assessments were completed after the initial baseline
investigation, covering an overall period of 3–4 years. The first fol-
low-up study (time 1) was conducted an average of 19.7 months
(range=14.3–25.7) after the baseline investigation, and the second
follow-up study (time 2) was conducted an average of 41.7
months (range=34.1–49.6) after the baseline investigation. The
rate of response for the baseline 14–17-year-olds was 88% at the
first follow-up and 84% at the second follow-up. At baseline, most
of the respondents were attending school (89%) and living with
their parents (98%). About 10% were in job training. The majority
was classified as belonging to the middle class (61%). More details
about the characteristics of the entire Early Developmental Stages
of Psychopathology study sample have been presented (27, 28).

In the parent survey, direct diagnostic interviews were con-
ducted with the parents of the younger cohort to obtain informa-
tion about early development and familial psychopathology (28).
Primarily, the mothers were interviewed. The fathers were inter-
viewed only if the mother was not available (deceased or not lo-
cated). The parents of 1,053 adolescents were interviewed (in
1,026 cases, the mother; in 27 cases, the father; response rate of
86%). For the current report, the study sample consisted of all ad-
olescents who had completed the second follow-up and whose
biological mothers had participated in the parent survey (N=933;
48.9% males and 51.1% females). These adolescents represent the
offspring in this report.

Assessment

The adolescents and parents were assessed with the computer-
assisted version of the Munich-Composite International Diag-
nostic Interview (29), an updated version of the World Health Or-
ganization Composite International Diagnostic Interview (30).
Diagnostic findings, according to the explicit diagnostic criteria
of the DSM-IV, were obtained by using the Munich-Composite
International Diagnostic Interview/DSM-IV algorithms. The re-
liability and validity of the Munich-Composite International Di-
agnostic Interview and its assessment of suicidality, along with
descriptions of the interview’s format and coding conventions,
have been presented in detail elsewhere (31–33). Briefly, the main
findings were as follows. Test-retest reliability of the Munich-
Composite International Diagnostic Interview was investigated
in a representative sample of community respondents ages 14–24
(N=60). The average time interval between interviews was 38.5
days. Reliability for lifetime DSM-IV diagnosis was high for most
disorders (kappa values ranging from 0.56 for any eating disorder
to 1.00 for panic disorder) (33). The validity of the Munich-Com-
posite International Diagnostic Interview was investigated by
comparing clinical consensus diagnoses in two samples: 104 psy-
chiatric inpatients and outpatients of the Max Planck Institute of
Psychiatry (ages 16–65) and 44 subjects from the community who
were sampled as part of a pilot study. Kappa values (or Yule’s Y if
the base rate was too low), taking the clinicians’ diagnoses as the
gold standard, ranged from 0.50 for any somatoform disorder to
0.96 for single major depressive episode (32).

In all assessments, the Munich-Composite International Diag-
nostic Interview included a separate booklet that included scales
and questionnaires to assess psychological constructs. All inter-
views were administered by highly trained clinical interviewers.
Most interviews were carried out in the homes of the adolescents

and parents. A detailed overview and characterization of the con-
structs and assessment methods have been presented (27, 34, 35).
At baseline, the lifetime version of the Munich-Composite Inter-
national Diagnostic Interview was used. At each of the follow-up
assessments, the Munich-Composite International Diagnostic
Interview’s interval version, which refers to the time period be-
tween the last interview and the present, was applied. In the anal-
yses presented here, the complete lifetime status of the subject
until time 2 was assessed from the aggregation of information ob-
tained from baseline, time 1, and time 2 interviews.

Assessment of Suicidality

Suicidal ideation was assessed by the depression section of the
Munich-Composite International Diagnostic Interview with the
following questions (see references 36 and 37):

1. Has there ever been a period of 2 weeks or more when you
thought a lot about death—either your own, someone else’s,
or death in general?

2. Has there been a period of 2 weeks or more when you felt
like you wanted to die?

3. Have you ever felt so low that you thought about commit-
ting suicide?

4. Have you ever made a plan as to how you might do it?

Suicide attempts were assessed with the question, “Have you
ever attempted suicide?”

In the Munich-Composite International Diagnostic Interview
depression section, only the subjects who acknowledged having
had a period of at least 2 weeks with a continuously depressed
mood, low energy, or loss of interest (these are the stem questions
for major depression) are asked these questions. This applied for
the assessment of maternal suicidality as well as to the offspring
assessment at baseline and time 1. At time 2, a modification was
introduced into the depression section to ensure that all adoles-
cents were asked questions regarding suicidality in their lifetimes
by skipping to these questions whenever the stem questions for
major depression were denied. All subjects who reported at time
2 that they ever had attempted suicide in their lifetimes were ad-
ditionally asked for the age of occurrence of the attempt. In case
of several attempts, age was acquired for the first, second, and last
suicide attempt.

Data Analyses

Data were weighted to adjust for differences in sampling proba-
bilities as well as nonresponse at baseline and time 1 according to
age, sex, and geographic location (27). Analyses were performed
with the Stata software package (38), and the Huber-White sand-
wich matrix was applied for robust estimates of confidence inter-
vals in the case of weighted data (39).

Maternal suicide status was the independent variable. Main di-
agnostic outcomes were the offspring’s cumulative lifetime inci-
dences of pure suicidal ideation and suicide attempts at time 2.

Multinomial logistic regressions with odds ratios were used
(40), with subjects without suicidality (i.e., no ideation and no at-
tempts) as the reference group. Subjects with pure suicidal ide-
ation and suicide attempts were compared to those without sui-
cidality—in mothers and offspring, respectively.

The sex and age of the offspring were controlled for in all anal-
yses. The sociodemographic characteristics of the mothers that
were related to suicidality as well as maternal anxiety and alcohol
use disorders were controlled for in additional analyses to assess
to what extent they removed the associations (41). Because sui-
cidality and depression status are confounded by construction of
the Munich-Composite International Diagnostic Interview, cate-
gories of maternal suicide status were further split into those with
and those without major depression. This was done to assess to
what extent a diagnosis of major depression was necessary in the
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mothers for the mother-offspring associations of suicidality. Fi-
nally, all associations were tested for interaction with gender of
the offspring.

To obtain results allowing a more straightforward interpreta-
tion than odds ratios in the risk for incident suicide attempt, we
repeated the main analyses using risk ratio regressions (42, 43).
For some of the more complicated models, the estimates did not
converge for numerical reasons. Regarding the remaining mod-
els, the risk ratios were only slightly smaller than the odds ratios
because of the low rates of suicide attempts within the groups
compared. Therefore, we only reported the odds ratios that could
be approximately interpreted as risk ratios here.

Age-specific cumulative lifetime incidence rates of suicide at-
tempts were estimated with the Kaplan-Meier method (44), with
age-at-onset information from the offspring. Statistical infer-
ences were based on the stratified Cox model for discrete time
(i.e., before testing for differences, different curves in strata de-
fined by birth year cohorts and offspring’s gender are calculated
nonparametrically) (44). The interaction term maternal suicide
status × age was then added to the model when the proportional
hazards assumption was violated (the heterogeneity of hazard ra-
tios across the respondents’ age was tested with so-called Schoen-
feld residuals) (45). This allowed us to assess whether the offspring
of suicidal mothers have an earlier onset of the outcome under
consideration conditional on the outcome being present. Such a
model provides hazard ratios for the main effect of maternal sui-
cidality and for the interaction effect with age. A hazard ratio <1
for the interaction term indicates an earlier onset. The age-spe-
cific hazard ratio for the difference according to maternal suicid-
ality is given by the equation, hazard ratio (age) = hazard ratio
main effect × hazard ratio interaction term to the age.

Results

Lifetime Prevalence of Suicidal Ideation 
and Suicide Attempts

About one-third of the mothers reported lifetime sui-
cidal ideation, whereas the rate of suicide attempts in the
mothers was 2.3% (Table 1). Comparably, about one-third
of the study sample of adolescents reported suicidal ide-
ation during their lifetimes, and 5.0% reported suicide at-
tempts. Suicidal ideation and suicide attempts were more
common in female than in male offspring: suicidal ide-
ation: 36.6% versus 26.3% (odds ratio=1.7, 95% confidence
interval [CI]=1.2–2.4), suicide attempts: 6.6% versus 3.3%
(odds ratio=2.5, 95% CI=1.1–5.2).

Sociodemographic Characteristics

With regard to suicide status, the mothers did not differ
in age (mean age of the mothers without suicidality=46.8
years, SD=5.2; the mothers with suicidal ideation only=
46.5 years, SD=5.2; and the mothers with suicide at-
tempts=46.3 years, SD=5.8. However, differences were
found regarding current living situation (with partner:
85.3% for the mothers without suicidality, 76.9% for the
mothers with suicidal ideation only, and 50.1% for the
mothers with suicide attempts), employment status (em-
ployed: 75.6% for the mothers without suicidality, 71.4%
for the mothers with suicidal ideation only, and 77.9% for
the mothers with suicide attempts), and education level
(middle/higher education: 71.1% for the mothers without

suicidality, 71.6% for the mothers with suicidal ideation
only, and 42.2% for the mothers with suicide attempts).
The offspring did not differ notably by maternal suicidality
in sex (females: 50.3% among the offspring of mothers
without suicidality, 53.5% among the offspring of mothers
with suicidal ideation only, and 41.8% among the offspring
of mothers with suicide attempts) or age distribution at
the second follow-up (mean age: 18.7 years [SD=1.2] in the
offspring of mothers without suicidality, 18.9 years [SD=
1.2] in the offspring of mothers with suicidal ideation only,
and 18.7 years [SD=1.0] in the offspring of mothers with
suicide attempts).

Mother-Offspring Associations

Logistic regression analyses revealed that the risk for
suicidal ideation in the offspring was slightly increased if
maternal suicidal ideation was present, whereas no asso-
ciation was found between maternal suicidal ideation and
suicide attempts in their offspring (Table 2). In contrast,
stronger associations were obtained when we examined
the associations between suicide attempts in the mothers
and suicidal ideation and suicide attempts in the off-
spring. The odds for suicidal ideation was about five times
higher, and the odds for suicide attempts was even nine

TABLE 1. Lifetime Prevalence Rates for Suicidal Ideation
and Suicide Attempts in Mothers and in Offspring

Variable

Frequencya

N
Weighted

N
Weighted

%

95% CI of 
Weighted 

%
Mother

No suicidality 612 604 65.8 62.5–69.1
Suicide attempt(s) everb 21 21 2.3 1.4–3.7
Suicidal ideation ever, 

no attempt 300 293 31.9 28.7–35.2
Suicidal ideation 

or attempt(s) 321 314 34.2 31.0–37.6
Offspring’s suicidality status 

(cumulation of baseline, 
time 1, and time 2)
No suicidality

Men 342 316 70.3 65.5–74.7
Women 266 267 56.8 51.8–61.7
Total 608 582 63.4 59.9–66.8

Suicide attempt(s) everc

Men 11 15 3.3 1.8–6.1
Women 31 31 6.6 4.5–9.6
Total 42 46 5.0 3.6–6.9

Suicidal ideation ever, 
no attempt
Men 121 118 26.3 22.2–31.0
Women 162 172 36.6 31.9–41.6
Total 283 290 31.6 28.3–35.0

Suicidal ideation 
or attempt(s)
Men 132 133 29.7 25.3–34.5
Women 193 203 43.2 38.3–48.2
Total 325 336 36.6 33.3–40.0

a Unweighted total: N=933; weighted total: N=918.
b All but one mother with suicide attempt(s) also reported suicidal

ideation.
c All but two offspring reporting suicide attempt(s) also reported

suicidal ideation.
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times higher in the offspring of the mothers who had ever
attempted suicide compared to the offspring of the moth-
ers without any suicidality.

Significant differences in risk were found among the off-
spring of the mothers with suicidal ideation and the off-
spring of the mothers with suicide attempts, with a higher
risk among the offspring of the mothers who reported sui-
cide attempts.

Further analyses revealed that estimates remained rela-
tively stable after we controlled for the mothers’ sociode-
mographic status. The odds for suicidal ideation in the off-
spring of the mothers with suicidal ideation, again, was
only slightly elevated (odds ratio=1.6, 95% CI=1.1–2.9) and
strongly elevated in the offspring of the mothers with sui-
cide attempts (odds ratio=4.4, 95% CI=1.4–13.7) compared
with the offspring of mothers without suicidality. The ad-
justed odds ratio for suicide attempts in the offspring of the
mothers with suicidal ideation was 0.8 (95% CI=0.3–1.7),
and in the offspring of the mothers with suicide attempts, it
increased to 5.4 (95% CI=1.1–26.2).

Controlling for comorbid anxiety and alcohol use disor-
ders in the mothers yielded similar results, with the excep-
tion that the association between suicide attempts in the
offspring and suicide attempt in the mothers remained
only marginally significant, although the point estimate
hardly changed (odds ratio=5.5, 95% CI=0.9–33.5, p=0.06).

When we stratified maternal suicidal ideation and sui-
cide attempts by maternal major depression status, no dif-
ferences were found in the associations (Table 3). In the
case of suicide attempts, however, the confidence inter-
vals were so broad that nearly nothing can be ruled out.

We expanded the analyses by splitting the category
“suicidal thoughts” into those who endorsed the item for
suicidal plans and those who did not. There were, how-
ever, only 22 offspring and 20 mothers (unweighted) who
were classified into that category, and for the combination
of mothers and offspring in that category, we found no sin-
gle case. Therefore, we analyzed only associations be-
tween the maternal three-category variable (no suicidal-
ity, suicidal ideas only, and suicide attempt) and the
offspring four-category variable (no suicidality, suicidal
ideas without plans, suicidal ideas with plans, and suicide

attempt) and vice versa. The results (available on request
from the first author) for the differences between suicidal
thoughts with and without suicidal plans revealed no clear
and statistically stable pattern. No significant interactions
were found for the offspring’s sex for all associations, sug-
gesting similar odds ratios for female and male offspring.

Maternal Suicidality and Age of Offspring’s 
First Suicide Attempt

Figure 1 shows the offspring’s age-specific probability for
first suicide attempt by maternal suicidality status. There
was a tendency toward the occurrence of a suicide attempt
at an earlier age in the offspring of the mothers who at-
tempted suicide compared to the offspring of mothers
without suicidality (hazard ratio for interaction with age=
0.6, 95% CI=0.3–1.0, p=0.06; hazard ratio for main effect
with this model=4.8, 95% CI=1.1–20.6). No such finding
was noted for the mothers who reported suicidal ideation
(hazard ratio for interaction=0.9, 95% CI=0.6–1.3; hazard
ratio for main effect with this model=0.9, 95% CI=0.4–1.9).

Discussion

The aim of this report was to extend our knowledge of
the familial transmission of suicidality by exploring asso-
ciations between maternal suicidality and suicidal behav-
ior in their children. Notable features of the Early Develop-
mental Stages of Psychopathology study are that 1) it is
based on a representative community sample, 2) stan-
dardized symptom and diagnostic assessments of suicidal
behavior were used, 3) independent diagnostic assess-
ments of mothers and children were carried out, 4) suicid-
ality outcomes in offspring were collected prospectively,
and 5) the Early Developmental Stages of Psychopathol-
ogy study was designed to collect data on a broad range of
mental disorders in a representative sample of adoles-
cents and not specifically on suicidality; thus, the ques-
tioning of suicidal behavior was embedded in the assess-
ment of general psychopathology so that the threshold for
the reporting of suicidal behavior was rather low.

Our study revealed two key findings. First, the risk for
suicidal ideation, but not suicide attempts, was only
slightly elevated in the presence of maternal suicidal ide-

TABLE 2. Lifetime Prevalence Rates of Suicidality by Maternal Suicide Status, Adjusted for Age and Sex of Offspring

Offspring’s 
Suicidality

Associations

Maternal Suicide Status Ideation 
Versus 

No Suicidality

Attempt(s) 
Versus 

No Suicidality

Attempts(s) 
Versus 

Ideation
No Suicidality 

(N=612)
Suicidal Ideation 

(N=300)a
Suicide Attempt(s) 

(N=21)

Unweighted
N

Weighted
%

Unweighted
N

Weighted
%

Unweighted
N

Weighted
%

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

No suicidality 426 67.7 176 57.1 6 29.4 1.0 1.0
Suicidal 

ideationa 158 27.2 114 38.9 11 53.9 1.7* 1.2–2.4 5.1* 1.7–14.9 3.0* 1.004–8.9
Suicide 

attempt(s) 28 5.0 10 4.0 4 16.7 0.9 0.4–2.1 9.0* 2.1–37.8 9.7* 2.0–45.9
a Excludes attempt(s).
*p<0.05.
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ation. By contrast, the risk for suicidal ideation and suicide
attempts in the offspring was increased when maternal
suicide attempts were present. These results are compati-
ble with previous studies suggesting a familial aggregation
of suicidality (1, 6, 7, 13, 16, 25). Beyond this confirmation,
our findings indicate that different familial associations
might exist for suicidal ideation and suicide attempts and
that the associations cannot be attributed to differences in
the sociodemographic background of the mothers. Sec-
ond, control for comorbid anxiety and alcohol use disor-
ders in the mothers yielded very similar results, suggesting
that mother-offspring associations cannot be explained
by maternal psychopathology associated with suicidality.
Likewise, stratifying for major depression in the mothers
did not reveal significant differences in associations. In
confirmation with other studies (5, 13, 16, 25), these re-
sults argue for the hypothesis that familial transmission of
suicidality seems to be independent of other psychopath-
ology. Genetic mechanisms may, in part, explain the ob-
served associations, as suggested by twin and adoption
studies (16, 18–20, 46). For example, Statham et al. (16)
demonstrated in a large community sample of monozy-
gotic and dizygotic twin pairs that genetic factors ac-

counted for almost half of the variance concerning sui-

cidal thoughts and behavior. It has also been discussed

that familial clustering may be related to impulsiveness,

aggressivity, or irritability in families directed inward or

outward and stable over time and generations (5, 6, 47).

Such behavior seems to be strongly connected with a dys-
function of the serotonergic system (48–50). Currently, the

genetic basis of this dysfunction is still unclear (51). In ad-

dition, imitation or modeling could play an important role

as an explanation for parent-to-child transmission (52–

54). Imitation might also explain our finding that maternal
suicidal ideation was not associated with suicidal behav-

ior in offspring because suicidal thoughts are not observ-

able, per se, by others. However, the results of studies ad-

dressing this issue directly do not support the imitation

hypothesis as an explanation for familial transmission

(55).

Unlike most other studies, we additionally addressed

gender-specific effects in the familial transmission of sui-

cidality. Our findings suggest that familial risk acts simi-

larly in males and females, confirming the findings of Qin

et al. (25).

TABLE 3. Associations Between Suicidality in Mothers and Offspring, Stratified for Major Depression in the Mothersa

Maternal Suicide Statusb

Contrast of Major Depressive 
Disorder Versus No Major 

Depressive Disorder

Ideation (excludes attempts) Attempt(s)

No Major 
Depressive Disorder

(N=167)

Major Depressive 
Disorder
(N=133)

No Major 
Depressive Disorder

(N=7)

Major Depressive 
Disorder 
(N=14) Ideation Attempt(s)

Offspring’s
Suicidality

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Odds 
Ratio 95% CI

Suicidal ideation 
(excludes 
attempts)c 1.5* 1.002–2.4 1.6* 1.001–2.6 3.1 0.5–16.8 4.8* 1.1–19.6 1.0 0.6–1.8 1.6 0.1–13.5

Suicide 
attempt(s)c 0.8 0.2–2.4 0.8 0.3–2.3 3.7 0.1–121.9 6.9* 1.07–44.3 1.2 0.2–4.3 1.8 0.1–88.9

a All associations were controlled for age and gender of the offspring, sociodemographic characteristics of the mothers, and comorbid anxiety
and alcohol use disorders of the mothers.

b Reference group is mothers without suicidality or major depression.
c Reference group is offspring with no suicidality.
*p<0.05.

FIGURE 1. Age at Onset of Suicide Attempt(s) in Offspring by Maternal Suicide Status
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It is noteworthy that we found some indications for sui-
cide attempts occurring at an earlier age in the offspring of
the mothers who attempted suicide compared to the off-
spring of the mothers without suicidality. There was no
such finding when the mothers reported suicidal ideation
only. Recently, Brent et al. (7) reported a comparable effect
specifically for the offspring of mood disorder probands.
Despite the postulated continuum from suicidal ideation
to suicide attempts (56), this finding provided more sup-
port for a threshold model for explaining the development
of suicidal behavior in adolescents and young adults (57).

The limitations of our study include the following. First,
only mothers were interviewed for the assessment of sui-
cidality in their respective families. The availability of in-
formation about suicidality in fathers would, however,
probably have resulted in higher associations, provided
that the elevated risks are not specific for mothers. Sec-
ond, not all adolescents had passed through the entire risk
period for the onset of suicidal behavior, probably also a
source of underestimation. Third, these findings apply
only to the subjects followed up to the age of 21. Fourth,
the study focused on suicidal ideation and suicide at-
tempts; the extent to which the results generalize to com-
pleted suicide remains to be explored. Finally, this report
focused exclusively on maternal suicidality. Clearly, the
manifestation of suicidality must be seen as a complex in-
terplay of multiple factors (12, 16, 18, 26), and maternal
suicidality addresses only one of them. The investigation
of the mechanisms through which maternal history of sui-
cidality exerts its influence on offspring was beyond the
scope of this report.

In conclusion, our study revealed that the offspring of
mothers with suicide attempts are at a markedly increased
risk for suicidality themselves. Furthermore, we found
that maternal history of suicide attempts tended to pre-
dict an earlier onset of first suicide attempt in offspring.
Our results provided no evidence against the hypothesis of
suicidality running in families, independent of depression
and other psychopathology.
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