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Abstract

Purpose A number of social, familial, and psychological

factors have been identified to explain the onset of mood

and anxiety disorders among adolescent and young adult

populations. The purpose of this study is to identify the

shared and unique predictors of anxiety and mood disorders

by simultaneously testing a range of established psy-

chosocial risk factors.

Method A national birth cohort of the Danish population

born in 1984 and tracked over the course of the first

21 years of their life was used in the current study

(n = 54,458). Psychosocial risk factors including paternal

and maternal history of any anxiety and mood disorder,

parental history of self-harming behaviour, advanced

paternal age, gender, urban dwelling, economic depriva-

tion, family dissolution, and childhood adversity were used

to predict diagnosis of both anxiety and mood disorders

from ages 10 to 21 years.

Results Binary logistic regression analysis showed that

being female and a parental history of a mood or anxiety

disorder are the strongest predictors of both disorders.

Economic deprivation, and family dissolution also increase

likelihood of both disorders. Urban dwelling and childhood

adversity are predictors of anxiety disorders but not mood

disorders.

Conclusion Between the ages of 10 and 21 years, anxiety

and mood disorders share many common risk factors.

However, urban dwelling and childhood adversity appear

to be unique predictors of anxiety disorders. Results sug-

gest there is no dominant factor in the prediction of either

disorder, rather the accumulation of different risk factors is

most deleterious.

Keywords Anxiety disorders � Mood disorders �
Depression � Psychosocial risk factors � Adolescence

Anxiety and mood disorders are frequently observed to co-

occur among the general population [1, 2], clinical samples

[3, 4], and children and adolescents [5]. Comorbidity rates

vary depending upon samples studied [6]; however, epi-

demiological and clinical surveys indicate that comorbidity

exceeds 50 % [7, 8]. This suggests that anxiety and mood

disorders likely share similar risk factors. Despite the

similarities distinctions have be identified particularly

among adolescents and young adults. For example, among

adolescents whose primary diagnosis is anxiety the

comorbidity rate with depression is estimated to range

between 15 and 75 % [9–11], whereas when the primary

diagnosis is depression the comorbidity rate with anxiety is

lower, ranging between 10 and 15 % [9, 12, 13]. Such

distinctions imply that there are likely to be unique psy-

chosocial risk factors that can distinguish propensity for

diagnosis of anxiety and mood disorders.

During adolescence gender emerges as a significant risk

factor for depression. Females are three times more likely

to suffer from depression [14], and this effect is greater

among clinical populations [15]. In contrast, evidence of
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gender differences in anxiety disorders is weaker. Surveys

of the general population suggest a greater degree of anx-

iety symptoms among females [16, 17]; however, assess-

ments of clinical populations reveal no differences [18, 19].

Family variables, such as parental psychopathology and

advanced paternal age, have received empirical attention as

possible risk factors for both disorders. Few studies have

examined maternal and paternal psychopathology simul-

taneously and results have generally been mixed. Some

findings indicate that maternal depression is more strongly

associated with offspring anxiety and depression than

paternal depression [20, 21]; however, longitudinal work

suggests the opposite effect [22]. It appears that a mood

disorder in either parent confers risk for both anxiety and

depression in offspring and that the effects may be similar

in strength for either parent [23]. In a Norwegian com-

munity study of 5732 adolescents, the relationships

between parental anxiety and depression and offspring

anxiety and depression were equal for mothers and fathers

[24]. Intergenerational transmission of anxiety and mood

disorders does not appear to be dependent on the sex of the

parent therefore. The somewhat inconsistent findings in the

literature may be attributable to additional familial factors

such as family dissolution [25], low financial income [26,

27], or genetic heritability which is known to interact with

individual-specific environmental factors to increase risk of

depression [28, 29].

McGrath and co-workers [30] provided a comprehensive

assessment of the link between parental age and psychiatric

disorders in offspring within a Danish population survey of

2,894,688 people born between 1955 and 2006. Offspring

born to teenage mothers were at a slightly elevated risk of

anxiety and mood disorders compared to all other age

groups, while offspring born to teenage fathers and those

over the age of 45 were also at a slightly elevated risk for

these disorders. The exact mechanisms by which parental

age confers risk was not assessed, and importantly this study

did not control for any other knownpsychosocial risk factors.

A meta-analysis by Penn et al. [31] reported increased

risk of anxiety and mood disorders for those living in an

urban environment. A more recent systematic review of

European populations reported congruent findings with the

majority of studies indicating that urban dwelling increases

risk of both anxiety and mood disorders [32].

One of the most robust predictors of psychopathology

during adolescence and early adulthood is a history of

childhood maltreatment [33, 34]. Among a Norwegian

sample of adolescents placed in state-run residential care

homes (N = 541), 76.2 % of individuals received at least

one psychiatric diagnosis with high rates of comorbidity

also observed [35]. Exposure to trauma in early life has

also been shown to substantially increase likelihood of

anxiety and mood disorders specifically later in life.

Although the existing research suggests that childhood

trauma is a shared risk factor for both disorders, there may

be a degree of specificity. MacMillian and colleagues [36]

conducted a survey of the Canadian general population

(N = 7016) aged between 15 and 64 years. Exposure to

physical and sexual abuse in early life was found to

increase lifetime rates of anxiety disorders for both sexes,

however, only females had an increased risk of depression.

The existing literature reveals a number of important

psychosocial risk factors for the onset of anxiety and mood

disorders during adolescence and early adulthood. Disen-

tangling the shared and unique risk factors for these dis-

orders is a critical task and is the primary aim of the current

study. Using a national birth cohort of the Danish popu-

lation born in 1984, and tracked over the course of the first

21 years of their life, the current study will assess the role

of a range of social, familial, and psychological risk factors

to predict diagnosis of both anxiety and mood disorders

from ages 10 to 21 years. The analyses aimed to first

estimate the risk associated with each predictor in bivariate

analyses, and secondly, how these risks changed when

entered into a multivariate analysis to estimate the unique

effect of each predictor while controlling for others.

Investigating a number of previously reported risk factors

simultaneously will allow for a more complete under-

standing of the key psychosocial risk factors for the onset

of these disorders.

Methods

Data

This study used longitudinal data from a complete cohort

of all children born in 1984 (N = 28,588 girls, 51.1 % and

29,901 boys, 48.9 %) in Denmark. The children were fol-

lowed from birth (1984) to early adulthood (2005) at age of

approximately 21 years. Parental data were linked with the

participants’ data, with parental data being available from

4 years prior to the birth (1980) until 2005. The mean age

for mothers was 27.40 years (SD = 4.90) and 30.51 years

(SD = 5.76) for fathers at time of birth. A criterion for

participation was that the children were resident in Den-

mark on 1 January 1998 at 14 years of age. This study was

based on the Danish Civil Registration System (CRS) and

the Danish Psychiatric Central Register. Detailed descrip-

tions of the CRS and methods of accessing this data have

been published in detail previously [37, 38].

Measures

The outcome variables were an ICD-10 diagnosis of any

mood and anxiety disorder recorded for the participant
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between 1994 and 2005 (approximating an age range

from 10 to 21 years). When a person has contact with a

psychiatric hospital or department in Denmark they

receive an ICD-10 (previously ICD-8/9) diagnosis code

that is recorded on the Psychiatric Central Register. The

diagnosis is made by a psychiatrist. For this study we

combined information on the Psychiatric Central Register

and CRS to identify which participants had received a

diagnosis of any anxiety (ICD-10 F40–F49; ICD-8/9 300,

305, 308.00) or mood disorder (ICD-10 F30–F39; ICD-8/

9 296).

A range of risk factors were used. Gender was coded (0)

male and (1) female.

Advanced paternal age

Father’s age at birth was calculated and a binary variable

was created to indicate if they were over the age of

40 years at that time.

Advanced maternal age

Mother’s age at birth was calculated and a binary variable

was created to indicate if they were over the age of

40 years at that time.

Urbanicity

If the participant lived in any of the cities (Aarhus, Odense,

Aalborg, or Copenhagen) during their lives they were

coded as having lived in an urban environment (1 = urban,

0 = non-urban).

Deprivation

Parental unemployment was defined as experiencing more

than 21 days unemployment during a calendar year

according to registers of Income compensation benefits,

labour market research, and unemployment statistics. Par-

ental unemployment for one or both parents was recorded.

A binary variable was created to indicate if either parent

met these criteria for any 5 or more years of the child’s first

18 years.

Parental self-harm

Self-inflicted harm for either parent according to hospitals

admissions. The definition of suicide attempts included

behaviour that conformed to the following three condi-

tions: (1) suicide attempts that led to hospitalisation, (2)

assessment of the trauma being an act of self-mutilation

according to the international statistical classification of

injuries when discharged from hospital, (3) the trauma was

included in a specified list of traumas traditionally con-

nected with suicide attempts: cutting in wrist (carpus),

firearm wounds, hanging, self-poisoning with drugs, pes-

ticide, cleaning fluids, alcohol, or carbon monoxide. Also

included is intentional self-harm according to hospital

admissions in a psychiatric ward.

Maternal anxiety disorder

Maternal diagnosis was indicated if the participant’s

mother received a diagnosis of an anxiety disorder (ICD-10

F40–F49; ICD-8/9 300, 305, 308.00) any time from 1980

to 2005 (1 = anxiety diagnosis, 0 = no diagnosis).

Paternal anxiety disorder

Paternal diagnosis was indicated if the participant’s father

received a diagnosis of an anxiety disorder (ICD-10 F40–

F49; ICD-8/9 300, 305, 308.00) any time from 1980 to

2005 (1 = anxiety diagnosis, 0 = no diagnosis).

Maternal mood disorder

Maternal diagnosis was indicated if the participant’s

mother received a diagnosis of a mood disorder (ICD-10

F30–F39; ICD-8/9 296) any time from 1980 to 2005

(1 = mood disorder diagnosis, 0 = no diagnosis).

Paternal mood disorder

Paternal diagnosis was indicated if the participant’s father

received a diagnosis of a mood disorder (ICD-10 F30–F39;

ICD-8/9 296) any time from 1980 to 2005 (1 = mood

disorder diagnosis, 0 = no diagnosis).

Childhood adversity

Childhood adversity was indicated if the child was placed

into care via the children’s act section or the child was not

living with the parents but in an institution or foster home

according to the population-based register of social assis-

tance for children in care. Adversity was indicated by the

child having been in care at any time during the first

10 years of the study (1984–1993).

Family dissolution

Defined as the child having experienced divorce, separa-

tion, and/or the death of a parent in a particular year. The

Danish Central Population Register includes information

that links all children to parents (married or not). Family

dissolution was indicated by any occurrence during the first

10 years of the study (1984–1993).
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Results

There were 1772 (3.0 %) cases of anxiety and 790 (1.3 %)

cases of mood disorders between the years 1994 and 2005.

There were no cases of mood disorder prior to 1994 and 9

cases of anxiety disorders. Table 1 shows the bivariate

associations between the risk factors and anxiety disorder.

All were statistically significant with the exception of

paternal and maternal age. The largest effects were for

paternal and maternal anxiety disorders, followed by gen-

der (female), parental mood disorder, and childhood

adversity (child in care).

Table 2 shows the estimates from the binary logistic

regression where all predictors were entered into the model

with anxiety disorders as the dependent variable. The

overall model was statistically significant [v2(12) =
672.23, p\ 0.05] and the overall percentage of correct

classification was high (97 %). Advanced parental age

remained non-significant and parental self-harm became

non-significant. The largest reduction in the magnitude of

effects was for the maternal anxiety and mood disorders,

followed by child in care and paternal anxiety and mood

disorders.

Table 3 shows the bivariate associations between the

risk factors and mood disorder. Advanced paternal and

maternal age, parental self-harm, and urbanicity were not

statistically significant. The largest effects were for gender

and the presence of paternal and maternal anxiety and

mood disorders.

Table 4 shows the estimates from the binary logistic

regression where all the predictors were entered into the

model with mood disorders as the dependent variable. The

overall model was statistically significant [v2(12) =
326.68, p\ 0.05] and the overall percentage of correct

classification was high (98.6 %). In this multivariate model

advanced paternal and maternal age remained non-signifi-

cant, as did parental self-harming behaviour, and urbanic-

ity. The child in care variable also became non-significant.

The largest effects were for gender and maternal anxiety

and mood disorders.

Discussion

The goal of the current study was to use Danish national

registry data to assess a range of known psychosocial risk

factors for mood and anxiety disorders within a multi-

variate framework so that a robust and comprehensive

understanding of the shared and unique risk factors for

these disorders could be ascertained. Results of the multi-

variate analysis predicting diagnosis of any anxiety disor-

der from age 10 to 21 years revealed that advanced

Table 1 Counts and percentages of anxiety disorders and risk factors

Predictor No anxiety (N = 56,717), % Anxiety diagnosis (N = 1772), % v2 (df) p OR (95 % CI)

Gender (female) 29,324 (51.7) 577 (32.6) v2 = 251.93 (1)\ 0.001 2.22 (2.00–2.45)

Father age over 40 2731 (5.0) 84 (5.0) v2 = 0.00 (1) 0.97 0.99 (0.80–1.24)

Mother age over 40 373 (0.7) 9 (0.5) v2 = 0.57 (1) 0.45 0.78 (0.40–1.50)

Parental unemployment 14,348 (25.2) 643 (36.3) v2 = 110.91 (1)\ 0.001 1.69 (1.53–1.87)

Parental self-harm 1140 (2.0) 75 (4.2) v2 = 43.14 (1)\ 0.001 2.16 (1.70–2.75)

Family dissolution 16,126 (28.3) 782 (44.1) v2 = 209.15 (1)\ 0.001 2.00 (1.82–2.20)

Father any mood disorder 860 (1.5) 58 (3.3) v2 = 34.66 (1)\ 0.001 2.21 (1.68–2.89)

Mother any mood disorder 1190 (2.1) 91 (5.1) v2 = 74.61 (1)\ 0.001 2.54 (2.04–3.16)

Father any anxiety disorder 1065 (1.9) 86 (4.9) v2 = 79.69 (1)\ 0.001 2.68 (2.14–3.35)

Mother any anxiety disorder 1840 (3.2) 180 (10.2) v2 = 247.99 (1)\ 0.001 3.38 (2.88–3.98)

Urbanicity 22,940 (40.3) 852 (48.1) v2 = 43.13 (1)\ 0.001 1.37 (1.25–1.51)

Child in care 1337 (2.3) 98 (5.5) v2 = 72.92 (1)\ 0.001 2.43 (1.97–3.01)

Table 2 Odds ratios from the multivariate logistic regression anal-

ysis predicting anxiety disorder

Predictor OR (95 % CI) p

Gender (female) 2.29 (2.02–2.54) \0.001

Father age over 40 0.97 (0.77–1.22) 0.77

Mother age over 40 0.81 (0.41–1.61) 0.55

Parental unemployment 1.26 (1.13–1.41) \0.001

Parental self-harm 1.19 (0.92–1.54) 0.18

Family dissolution 1.64 (1.47–1.83) \0.001

Father any mood disorder 1.51 (1.12–2.03) 0.01

Mother any mood disorder 1.55 (1.21–1.97) \0.001

Father any anxiety disorder 1.84 (1.44–2.36) \0.001

Mother any anxiety disorder 2.38 (1.98–2.86) \0.001

Urbanicity 1.17 (1.06–1.29) \0.01

Child in care 1.47 (1.17–1.85) \0.001
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maternal and paternal age and parental self-harming

behaviour were not significant predictors. A maternal his-

tory of any anxiety diagnosis, and being a female were the

strongest predictors with both increasing the likelihood of

diagnosis by nearly two and a half times (ORs = 2.38 and

2.29, respectively). A history of any mood disorder for the

mother was important but less so than a history of an

anxiety disorder (OR = 1.55). The father’s history of

having either an anxiety (OR = 1.84) or mood

(OR = 1.51) disorder also increased the risk of diagnosis

of anxiety. Risk was also elevated due to a history of

family dissolution (parental bereavement/divorce/separa-

tion), childhood adversity (taken into care), economic

deprivation (parental unemployment), and place of resi-

dence (urban dwelling).

The results of the multivariate analysis predicting

diagnosis of any mood disorder indicated that sex was the

strongest predictor. Females were found to be three times

more likely (OR = 2.99) than males to be diagnosed with

any mood disorder from age 10 to 21 years. As with anx-

iety disorders, a maternal history of any anxiety disorder

(OR = 1.97) or any mood disorder (OR = 2.04) increased

the likelihood of a mood disorder diagnosis among off-

spring. Paternal psychopathology also increased risk of

mood disorders although paternal effects were slightly

lower than maternal effects (ORs from 1.5 to 1.8). Family

dissolution and economic deprivation also increased the

likelihood of a mood disorder diagnosis but to a lesser

degree. Unlike anxiety disorders, urban dwelling and

childhood adversity were not significant predictors of

receiving a mood disorder diagnosis, nor were advanced

parental age, and parental self-harming behaviour.

Collectively results provided insight into what psy-

chosocial risk factors may be important for predicting

diagnosis of anxiety and mood disorders during adoles-

cence and into early adulthood, and what the shared and

unique risk factors may be for these disorders. Advanced

paternal and maternal age at the time of birth, and any

history of parental self-harming behaviour did not seem to

have any effect on one’s likelihood of receiving a diagnosis

of either mood or anxiety disorders. Being a female was a

shared and robust risk factor for both anxiety and mood

disorders; however, the effect was slightly greater for mood

disorders. A parental history of a mood or anxiety disorder

increased the offspring’s chances of receiving a diagnosis

of both types of disorders and was therefore a shared risk

factor; however, there was a slightly increased effect for

the mother. Growing up in an environment of economic

deprivation, and experiencing family disruption through

bereavement, divorce, or separation were also shared risk

factors for both anxiety and mood disorders. Conversely,

residing in an urban location, and experiencing childhood

adversity in the form of being taken into care were unique

risk factors for anxiety disorders only.

Table 3 Counts and percentages of mood disorders and risk factors

Predictor No mood (N = 57,699), % Mood diagnosis (N = 790), % v2 (df) p OR (95 % CI)

Gender (female) 29,690 (51.5) 211 (26.7) v2 = 191.02 (1)\ 0.01 2.91 (2.48–3.41)

Father age over 40 2778 (5.0) 37 (4.9) v2 = 0.04 (1) 0.85 0.97 (0.70–1.35)

Mother age over 40 376 (0.7) 6 (0.8) v2 = 0.14 (1) 0.71 1.16 (0.52–2.62)

Parental unemployment 14,721 (25.4) 270 (34.2) v2 = 31.39 (1)\ 0.001 1.52 (1.31–1.77)

Parental self-harm 1191 (2.1) 24 (3.0) v2 = 3.67 (1) 0.05 1.49 (0.99–2.25)

Family dissolution 16,588 (28.6) 320 (40.5) v2 = 53.42 (1)\ 0.001 1.70 (1.47–1.96)

Father any mood disorder 890 (1.5) 28 (3.5) v2 = 20.39 (1)\ 0.001 2.35 (1.61–3.45)

Mother any mood disorder 1235 (2.1) 46 (5.8) v2 = 49.69 (1)\ 0.001 2.84 (2.10–3.84)

Father any anxiety disorder 1116 (1.9) 35 (4.4) v2 = 25.39 (1)\ 0.001 2.36 (1.67–3.33)

Mother any anxiety disorder 1951 (3.4) 69 (8.7) v2 = 67.48 (1)\ 0.001 2.74 (2.14–3.53)

Urbanicity 23,469 (40.5) 323 (40.9) v2 = 0.04 (1) 0.84 1.02 (0.88–1.17)

Child in care 1405 (2.4) 30 (3.8) v2 = 6.14 (1) 0.01 1.59 (1.10–2.30)

Table 4 Odds ratios from the multivariate logistic regression anal-

ysis predicting mood disorder

Predictor OR (95 % CI) p

Gender (female) 2.99 (2.54–3.52) \0.001

Father age over 40 0.94 (0.67–1.32) 0.71

Mother age over 40 1.25 (0.54–2.89) 0.60

Parental unemployment 1.19 (1.01–1.41) 0.04

Parental self-harm 0.92 (0.60–1.42) 0.71

Family dissolution 1.53 (1.30–1.79) \0.001

Father any mood disorder 1.73 (1.14–2.63) 0.01

Mother any mood disorder 2.04 (1.46–2.86) \0.001

Father any anxiety disorder 1.65 (1.13–2.40) 0.01

Mother any anxiety disorder 1.97 (1.49–2.62) \0.001

Urbanicity 0.89 (0.77–1.03) 0.12

Child in care 1.07 (0.73–1.59) 0.72
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The current study thus contributes to the existing liter-

ature in a number of important ways. Existing data indi-

cates that during adolescence and early adulthood, sex may

serve as a differential predictor between anxiety and mood

disorders where females are more likely to develop mood

disorders [13, 16] but are not necessarily more likely to

experience anxiety disorders, particularly at the clinical

level [17, 18]. The current results indicated that females

were at a substantially increased risk of diagnosis of both

mood and anxiety disorders, even when a range of known

psychosocial risk factors were taken into account. While

the effect was slightly stronger for mood disorders, this

finding is important as it suggests that females may also be

at greater risk for anxiety disorders, even at the clini-

cal/diagnostic level.

The existing literature relating to the effect of parental

psychopathology on the offspring’s likelihood of devel-

oping anxiety or mood disorders has been contradictory

[20–24]. Current findings suggest that the type of parental

psychopathology (mood or anxiety) does not confer any

greater risk in the offspring, however, there was evidence

of a slightly stronger effect for maternal psychopathology.

It is important to note that the differences in effect for

maternal and paternal psychopathology were very small

therefore current findings are generally consistent with

previous results suggesting equal intergenerational associ-

ations for mothers and fathers [23, 24]. History of parental

psychopathology increasing likelihood of an anxiety or

mood disorder diagnosis among offspring may be reflective

of a genetic vulnerability for both disorders; however, we

would caution against such interpretations given the com-

plex nature of the relationship between heritability and

non-shared environmental factors that are known to

increase risk of these disorders [28, 29]. In addition to a

hereditary disposition, parental psychopathology may give

rise to additional environmental and psychosocial risk

factors not measured in this study such as poor parental-

child attachments, inadequate parental supervision, peer-

rejection, and acquisition of negative cognitive styles.

Notably, in the current findings a history of being taken

into care before the age of 10 was a unique predictor of

developing an anxiety disorder, but not a mood disorder.

This result is somewhat at odds with existing literature as

Dunn et al. [33] demonstrated that childhood exposure to

trauma from birth to 5 years was especially pernicious in

terms of increasing risk for depression in later life (20s and

30s). While it was not possible in the current study to

determine the exact circumstances that led to the partici-

pants being taken into care in childhood, it could be argued

that institutionalisation itself would plausibly constitute a

traumatising experience. Therefore, the absence of a rela-

tionship between child care and depression was surprising

in light of past findings. On the other hand, MacMillian

et al. [36] reported that exposure to childhood maltreatment

increased risk for anxiety disorders for both sexes, but

increased risk of mood disorders for females alone. The

discovery of a unique effect between childhood adversity

and anxiety disorders is therefore consistent with the

findings of MacMillian et al. and suggests the possibility of

an interaction between sex and childhood adversity in the

onset of mood disorders.

Urban dwelling was also identified to be a unique pre-

dictor of a diagnosis of an anxiety disorder but not a mood

disorder. This unique effect is inconsistent with the

empirical literature which has indicated an increased risk of

both anxiety and mood disorders for those who live in urban

settings [30, 31]. A possible explanation for the current

result may be related to the age range of the participants.

Previous studies which have established such a link have

included samples with age ranges in excess of that of the

current study. Given that anxiety disorders tend to have an

earlier age of onset than mood disorders [39] it may be that

the effect of urbanicity on mood disorders is not observable

until later in adulthood. However, this will need to be tested

with epidemiological data that can facilitate prospective

modelling of participants across a longer period of time.

Furthermore, future studies should seek to assess whether

there is a critical developmental period during which urban

dwelling elevates risk for anxiety disorders.

The current set of analyses comprised public record

information on all 54,458 Danish residents born in 1984.

Utilising data of this sophistication had notable advantages.

First, anxiety and mood diagnoses were based on clinically

recorded ICD-10 classifications and admittances to psy-

chiatric institutions. Second, all risk variables were derived

from public record information. As with the nationally

archived psychiatric data, risk modelled at this level deno-

ted some of the most objective measures of risk. For

example, an approximation of childhood adversity in the

current study was derived from the population-based reg-

ister of social assistance for children in care. While it was

possible, and probable, that many more individuals in this

Danish cohort were exposed to adversity in their childhood,

the child care variable in the current study ensured that

childhood risk was a substantiated measure, recognised and

documented by official record. Third, national prospective

cohort data also facilitated the estimation of a temporally

ordered model of risk. Ensuring that the relevant risk vari-

ables temporally preceded the criterion variable resulted in

a more accurate assessment of ‘childhood’ vulnerability.

Limiting risk measurement, therefore, to the first 10 years

of life (where relevant) ensured that all observed associa-

tions between risk and outcome in the analysis accurately

and reliably reflected the early life ‘landscape’ prior to

anxiety and mood diagnoses (with the limited exception of

the nine cases of anxiety disorders before the age of 10).
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Despite these strengths a number of limitations are also

associated with this study. The current study estimated the

relationship between the psychosocial risk factors and

clinical diagnosis of mood and anxiety disorders. As

depressive and anxious symptomology is experienced at

subclinical levels across the population it is likely that the

observed effects between the risk variables and these dis-

orders are underestimates of the true association in the

population. Additionally, the age range of the current

cohort is also likely to diminish/limit the associations

between the risk variables and the outcome variables.

Given that the available data recorded experiences up until

the age of 21 years (1984–2005), it is probable that a

proportion of this cohort developed mood and/or anxiety

disorders from 2005 onwards. Additionally, publicly evi-

denced and recorded admittance into child care, while

useful as an estimate of childhood adversity in the current

study, fails to capture the breadth and complexity of

adversity documented elsewhere suggesting that observed

effects may also be underestimated. Likewise, in the cur-

rent study the determination of family dissolution failed to

discriminate between dissolution due to death or divorce/

separation. It is possible that family dissolution based on

these two outcomes could have differing effects.

In conclusion, this study adds valuable population-based

data on the role of various social, familial, and psycho-

logical risk factors for both anxiety and mood disorders.

The findings of this study confirm that, at least between the

ages of 10 and 21 years, mood and anxiety disorders share

many of the same risk factors, although the degree to which

these factors confer risk to both types of disorder may vary

to a small degree. Despite the shared risk factors, the

current study also indicated that there are psychosocial

factors that uniquely confer risk to one class of disorders

over the other. Ultimately this study should highlight the

numerous factors in one’s early social, psychological, and

familial environment that can confer risk for future psy-

chiatric disorder, and that it is not any single factor that

confers such risk but the accumulation of risk across a

variety of contexts that will leave one most vulnerable to

these debilitating conditions. Such results mean that soci-

ety, governmental bodies, and policy makers generally are

beholden to recognise the entire breath of one’s psy-

chosocial, development context when seeking to protect

and improve the mental health of all members of society.
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