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Introduction

The importance of mental disorder in the public health agenda has grown in recent years with recognition of the substantial burden of disease associated with depression and other common mental disorders. Depression and anxiety states are not only amongst the most prevalent mental disorders but their rates have rapidly increased in the second half of the 20th century. (13,32)  By the year 2020 depression is predicted to lie second only to ischaemic heart disease in disease burden in the developed world. (27) The implications of such disorder for parenting and transmission of risk to children are substantial and require intensive investigation to inform preventative action.

There is now a body of work to show that  major depressive  disorder runs in families, (3) that risk is transmitted inter-generationally, (34) and that family environment, parenting and maternal stress (16,19) is at least as potent a factor as genetic liability. (25,30) Early manifestation of disorder greatly increases the likelihood of adult continuity, (21) and some of the highest rates of disorder pertain in mid- to late adolescence.(10) This is also when the most marked gender differences arise (20) with the influence of  puberty thought to be significant.(28) Thus female preponderance for 'internalising' disorders (depression and anxiety) contrasts with male preponderance for 'externalising' disorders (conduct problems and substance abuse/dependence) with a ratio of 2:1. Comorbidity of disorders is however common, not only within  the internalising and externalising categories, but also across these divisions. For example substance abuse occurs more frequently in boys with depression,(14) and conduct problems increase  risk for depressive disorder in girls. (20) There is now evidence that gender differentiation in disorder is beginning to weaken with higher rates of depression and anxiety now being found in young males. Understanding the psychosocial factors in intergenerational transmission of risk which account for  increases in rates as well as gender differentiation are urgently needed to inform youth intervention programmes. In particular investigating mother's depressive vulnerability as a risk factor for a variety of disorders in offspring.

By investigating transmission in mother-offspring pairs,  psychosocial risks and disorder can be investigated in both generations to account for  escalating effects. Thus in the younger generation the effects of inadequate parenting from mothers, fathers and successive surrogate fathers, can be examined, simultaneously with the effects of discordant family relationships on mothers. While parental criticism, hostility and poor communication have been show to relate to internalising disorder in children, (9) poor parental control and lack of parental support relate to externalising disorder.(33) Although more extreme childhood environments involving neglect, physical abuse and sexual abuse have been shown to relate to lifetime depression in adult series, (5) this has received relatively little attention in the adolescent field and

 rarely investigated in parallel to other forms of inadequate care and control.

In the mothers generation, high rates of stressors, marital disruption and poor parenting have been implicated in risk transmission (19) although few studies are able to differentiate this from the effects of disorder per se. Evidence from adult studies of  depression(8) show maternal vulnerability factors mirror those risks found in offspring: thus family conflict, lack of support, high rates of stressors and economic disadvantage are related to disorder in both generations. Rates of domestic violence and conflict with partner are high among vulnerable women, and conflict with children is also increased (6) with some evidence that vulnerable mothers are more often physically abusive to their children.(26) Insecure attachment has been hypothesised as a mediating factor between various psychosocial risks and their transmission,(18) but while its relationship with adult depression has been confirmed(7) there has been a paucity of attachment interview assessments available for the adolescent age range and little work done on parent-offspring pairs in this age group.

The differential effects of negative family environments on daughters and sons, and on different types of disorder are as yet unclear. There is evidence of common sources for both internalising and externalising disorders (for instance concerning parental loss and family discord) but somewhat less for specificity of effects for different disorders and by gender. Disorder or 'deviance' in fathers increases risk for disorder in both mothers and offspring.(31) Given the high likelihood of disorder occurring in both parents of vulnerable children, the role of father's behaviour is also central  for investigating the aetiology of gender differences in children. This is likely to hold whether socialisation or genetic models are utilised.

Recent interest in gene-environment interactions argue that disorder is the result of individual's genetically transmitted susceptibility interacting with specific environmental features.(30) However, the precise nature of this susceptibility, its disorder-specificity and the specific environmental features with which it interacts have yet to be established. Thus, despite substantial evidence for negative effects of poor parenting, some investigators have taken the controversial position that  parental behaviour per se has little impact on child development.(22) Instead it is argued that the combination of genetic liability transmitted through the parents and non-familial aspects of the environment concerning peer relationships and school life  determine disorder. Linkages between peer relationships and disorder have been consistently found, but whether these are to the exclusion of parenting effects needs further investigation. Some evidence of disorder-specificity is evident although the direction of causal effects are not always clear. Thus isolation and lack of friendships appears important for depression (17) and deviant peers for substance abuse(14) and conduct problems.(11) Academic performance has also shown to be key in relating both to internalising and externalising disorders.(24) Although an association with IQ explains some of this link for conduct problems this does not account for its relationship to internalising disorder (14) where the affective relationship with mother plays a large part. Scholastic attainment is associated with lower substance abuse in both genders, but additionally low classmate support is linked to substance abuse in girls and poor parent and teacher support in boys. (14) 

Since disorder is increasing across the generations, investigating whether vulnerability in one generation translates into disorder in the next requires selecting parent-offspring pairs in terms of family and environmental risks rather than parental disorder. For this purpose epidemiologically-based  series are more useful than clinic-based populations in allowing for an investigation of the increasing negative impact of social deprivation in particular communities on successive susceptible generations.  In order to optimise the investigation of  gender differences in the impact of such transmission, offspring need to be studied at a point when disorder is both prevalent and highly gender-differentiated. Late adolescence is an ideal developmental stage since the youth are likely to have experienced their first episode of disorder and such disorder is highly gender-differentiated. Yet they are cognitively capable of providing full biographical information on the childhood period, while still likely to be living in the parental home where corroborative parental accounts are available.

In such a series, extreme environmental adversities including economic hardship, family breakdown and neglect or abuse of offspring can be assessed alongside support and attachment style. Ongoing peer relationships can be investigated as sources of risk or protection and in relation to specificity of disorder. Finally, protective factors in terms of support, self-esteem, closeness to a parent and good coping can be investigated as buffering against the effects of stressors.

The project reported here utilises a community-based series of mother-offspring pairs to specifically examine gender differences in disorder in teenage/young adult offspring of mothers with depressive vulnerability.

Hypotheses

a) Both sons and daughters of vulnerable mothers will have significantly higher rates of yearly disorder than offspring of a representative series. 

b) High rates of internalising disorder are expected in both gendered offspring as transmitted by mother's depressive vulnerability. Since higher rates of externalising disorder are normally found in boys this is likely to lead to more comorbid conditions  in sons.

c) Intergenerational transmission of risk will be increased by mothers' vulnerability to depression rather than disorder per se. The mechanism for transmission of risk will be through neglect or abuse of the sons and daughters  from either parent. 

d) Insecure attachment style, low self-esteem, poor peer relationships and lack of support will act as a proximal risk for disorder in the youth. Type of attachment style will differentiate externalising from internalising disorder.

Sample
The project constitutes the 4th stage of a long-term investigation of intergenerational transmission of risk in both representative and vulnerable series of mothers (see figure 1 and 2). Mothers extensively studied in two prior MRC-funded research  programmes were utilised to generate mother-offspring pairs: 

Phase I consisted of a series of representative  working-class Islington mothers all with at least one child at home, studied prospectively over a 12-month period in 1980-5.(8) The analysis identified psychosocial vulnerability factors for new onset of depression among those disorder free at first contact. These included low self-esteem, negative interaction with partner or child and lack of close confidant. The presence of any one such vulnerability factor related to a doubling of onset of depression (18% vs 9%) with combined vulnerability increasing risk threefold (30%).

Phase II consisted of a similarly selected series of Islington mothers, but here only vulnerable women free from depression at first contact were studied prospectively over a 12-month period in 1990-5.(6) The analysis confirmed the earlier findings with rates of 37% onset of major depression. 

Both series were used as a basis for selecting mother-daughter (1, 4) and mother-son (23) pairs, with the vulnerable mother-sons the final group and the focus of the current project. All the mothers with children in the 16-25 age range were considered eligible and their children asked to participate. Both mother and offspring were interviewed independently. Information about childhood experience and disorder was collected retrospectively from the youth and parenting and disorder assessed both retrospectively and prospectively from the mothers at earlier contacts.

See figure 1 and 2

All measures used in phase I were repeated in phase II, but more extensive investigation in the latter phase required  further selection of mother-offspring pairs to increase numbers for a fuller analysis. These  were thus not part of the prospective series and analysed separately (see figure 2).  The composition of the 331 intergenerational pairs are outlined in figure 3.

See figure 3

Compliance

Compliance of mothers for re-interview and offspring for interview are shown in figure 4. In 59% of mother-offspring pairs, both of the pair agreed to be interviewed, with rates similar for sons (57%) and daughters (60%). Extensive efforts to track families down at follow-up were made through information from the FHSA on new GP registration. All families  were contacted for interview. Those difficult to contact but at the same address  were visited a minimum of six times before they were categorised as non-obtainable. Non-compliance proved to be in equal part due to unobtainability (family having moved away, or repeated failure to get in touch) and refusal (either by mother or offspring). Compliance rates for the comparison series were similar to the vulnerable group. No significant differences were found between the compliant and non-compliant families in terms of the mothers' demographic characteristics, risk factors or rates of disorder at first contact, suggesting non-compliance did not have a biasing effect on the sample.

See figure 4

The prospective vulnerable series totalled 105 mother-offspring pairs (44 sons and 61 daughters)  with a comparison of 172 pairs (96 son and 76 daughters) (see figure 6). The newly screened group consisted of 54 mother-offspring pairs (33 sons and 21 daughters). Compliance rates in the new screening were comparable to those in the original screening of mothers in the 1980s(8) and early 1990s(6) (see figure 5). Identical procedures were used with all screening undertaken through mothers registered with Islington General Health Practices. Lists were screened for individuals in the prior series and any overlapping were excluded. The criterion for inclusion in the series was having offspring in the required age range who were living in London. Final figures in the full series are shown in fig. 6 .

See figure 5 & 6

Ethical permission

Ethical permission obtained from Bloomsbury Health Authority for studying the mothers was formally extended to cover the vulnerable sons and daughters  and new screening for the latest phase. All subjects signed consent forms with mothers additionally giving consent for offspring under age 18 to be interviewed. All interviews were conducted in private and confidentiality assured. All data was stored in coded fashion by number identification. Payment of £25 was made to all subjects on completion of the interview. All sample members were sent newsletters informing them of key results at the end of the study. The sample has been retained for possible future use.

Measures

Measurement was by intensive, investigator-based interview, independently with mother and offspring. These measures were the same for both generations and assessed life history in terms of childhood experience of neglect/abuse before age 17, lifetime history of a range of psychiatric disorders, adult lifetime adversity and psychosocial vulnerability in terms of self-esteem, support and attachment styles. All interviews had high inter-rater reliability, enhanced by thorough interviewer training and regular consensus discussion of scoring. Validity of retrospective assessments in the youth will be investigated by comparison with mother's independently collected accounts.

CECA: Childhood Experience of Care & Abuse (5)  Childhood experience before age 17 included neglect, physical abuse, parental control and antipathy from different parent figures as well as sexual abuse from any perpetrator. Losses of parents (notably father since this series of youth were raised by their natural mothers) was assessed, as well as the relationship between the parents in terms of discord and violence.

Psychiatric assessment: SCID (12)/PSE (35)
The Present State Examination (PSE version 9) was used to assess disorder in year of interview for the representative groups. For the vulnerable pairs the Structured Clinical Interview for DSM (SCID) was used to assess lifetime experience of disorder from the age of 13. The use of both measures on a subseries showed almost complete overlap of cases. DSM-IIIR disorders included major depression, anxiety (excluding specific phobia but including GAD, agoraphobia and/or panic and social phobia) and substance abuse or dependence. Conduct disorder was assessed by scales derived from the Child & Adolescent Psychiatric Assessment (CAPA) (2). 

Self-Evaluation and Social Support (SESS) (29)
Mother's vulnerability in terms of self-esteem, support, quality of partner relationship and parenting was  assessed using the SESS. Self-esteem consisted of an index of negative perception of personal attributes (such as intelligence or attractiveness), negative perception of performance in roles (such as competence in motherhood or worker role) and global overall self-acceptance. A high rating on any one of these scales qualified for inclusion into 'Negative Evaluation of Self'. Negative interaction with partner and child was determined by the frequency and intensity of rows, arguments and other conflict including violence. Support was determined by closeness and quality of confiding.

Attachment Style Interview (7)
Attachment style was assessed in the vulnerable series and the newly screened pairs in both generations and genders. The interview measure assessed the quality of support from friends, partner or relatives as the basis for a judgement of ability to make and maintain supportive relationships. In addition, a range of attitudinal scales reflecting approach/avoidant and fearful/hostile attitudes to close others determined overall style. Insecure attachment style involved enmeshed, angry-dismissive, fearful and withdrawn styles. In the analysis enmeshed and angry-dismissive  were amalgamated into  'hostile' and fearful and withdrawn into 'fearful' styles.

RESULTS

1. Demographic and risk characteristics of groups

No significant differences in demographic characteristics were found across groups either by gender or vulnerability selection.  For offspring, the average age was 20, most were white and UK born, 49% were in working-class households and the majority (71%) were still living in the parental home. Of the remainder 14% were cohabiting and 17% had children. A high proportion of mothers in both series were single at first contact (30%) typical of the rates in Islington. The average age of the mothers at latest contact was 44.


Due to the selection criteria, all the vulnerable mothers at first contact had either low self-esteem or negative relationships involving conflict with partner or child or low support.(6) However, these characteristics also occurred in the representative series, in proportion to their rates in the community. Thus a quarter of the representative mothers had low self-esteem and half had negative relationships at first contact. Just over half experienced one or the other. Although no selection was made in terms of childhood experience, vulnerable mothers proved to have double the rate of severe neglect or abuse before age 17 (74% versus 33%, p<0.001). Vulnerable mothers also experienced significantly more internalising disorder both in the prior 12 month study period (47% vs 32%, p<0.05) and recurrent lifetime episodes (41% vs 26%, p<0.025). 

2. Disorder in offspring of vulnerable and representative mothers

Rates of yearly disorder were examined in offspring to enable a comparison both in terms of mother's selection group and gender differences in both rate and type of disorder. In terms of group selection, both sons and daughters of vulnerable mothers were four times as likely to have a disorder in the 12-month study period as their representative counterparts (46% vs 11%, p<0,001,see figure 7). All types of disorder were higher in offspring of the vulnerable-mother group, and these youth had similar rates of depression, anxiety and substance abuse  (17%-22%). However,  only 7% had conduct or antisocial disorder. The rates in the representative series were (1%-4%) and 3% respectively (see figure 8).

Figure 7 & 8

In the combined series daughters had more yearly case disorder than sons (30% vs 19%, p<0.05) Girls also had significantly more internalising disorder (18% vs 8%, p<0.025) but sons more conduct disorder (9% vs 0, p<0.001). Rates of substance abuse did not differ by gender (see figure 9). However, the similarity of rates across gender in the combined series masked important gender differences in the risk groups. Disorder was in fact much more gender-differentiated in the representative series where no boys had internalising disorder and no girls externalising disorder. In contrast  internalising disorder occurred for a quarter of the sons of vulnerable mothers (p<0.0001). In the vulnerable series sons were also more likely to have a comorbid condition involving both internalising and externalising disorder (14%). None of the representative boys had a comorbid condition (p<0.025). No girls in either risk group experienced such comorbidity in the 12 month period.

See figure 9

 
Vulnerable mothers had similar yearly rates of any disorder at first contact to their offspring (53% for mothers vs 46% offspring) but representative mothers had significantly higher rates than their offspring (34% vs 11%, p<0.001). There was significantly less substance abuse in the mothers overall than in their children  (3% vs 11%, p<0.001).

3. Mechanisms for transmission of risk
a) Childhood neglect/abuse

Offspring of vulnerable mothers had double the rate of childhood adversity as denoted by an adversity index of severe neglect, physical or sexual abuse (46% vs 24%, p<0.001 - see figure 10). This held equally for sons  and daughters. No gender differences were found for rates of neglect or abuse, although sons experienced laxer control than daughters. Physical abuse was found to largely account for the differences between the two risk groups on the adversity index (36% vs 17%, p<0.001). Rates of physical abuse from both mother (17% vs 7%, p<0.025) as well as for father/ surrogate father (17% vs 9%, p<0.10) were increased. No differences were found between risk groups in antipathy from either parent, neglect or sexual abuse. Similarly, lone mother upbringing, marked discord between parents and violence between parents did not differ by risk group. However vulnerable offspring were more likely to experience lax control, to live with a stepfather and to be separated from their natural father.

Figure 10

Childhood neglect/abuse was highly related to any case disorder in the 12-month study period in offspring in both groups: overall 47% with an experience of severe neglect, physical or sexual abuse had  a disorder versus 19% without (p<0.001). This relationship held for each component of neglect, physical or sexual abuse as well as for antipathy from mother or father. Separation from father was unrelated to disorder.

Figure 11
b) Parental disorder

Mothers' disorder was identified in terms of a lifetime history of chronic or repeated depression, and fathers disorder in terms of a history of antisocial behaviour. This latter was proxy information taken from the mother about her partner's behaviour, in large part about his aggression and violence to her, but also including other DSM defined antisocial behaviours such as unlawful behaviour, failure to acknowledge financial obligations and promiscuity. This was collected in the context of full details of the history of each partner relationship. A quarter of mothers and a quarter of fathers' had lifetime disorder in these terms. However, whereas father's rates of antisocial behaviour was similar in both vulnerable and representative series, vulnerable mothers had double the rate of lifetime recurrent depression than their representative counterparts (45% vs 17%, p<0.025).

History of disorder in either parent was related to 12-month case disorder in the combined offspring groups. Thus 40% of offspring whose mothers had recurrent depression were cases compared with 24% without (p<0.025). For fathers antisocial behaviour the rates were 31% and 17% respectively (p<0.025).

c)Multivariate analysis of intergenerational transmission

Maternal chronic or recurrent depression, fathers' probable antisocial disorder, mothers' vulnerability at first contact and offspring childhood neglect/abuse were examined in relation to offspring yearly disorder. Logistic regression showed child neglect/abuse and mothers vulnerability provided the best model. Parental history of disorder did not add to the model (see table 1).

Table 1 Case disorder in offspring in 12 month)


Odds ratio
Wald
P<

Mother vulnerable
4.59
9.02
0.002

Mother's depression
1.21
0.30
NS

Father antisocial
0.86
0.19
NS

Child neglect/abuse
4.59
9.02
0.0001

These risk factors were re-examined in terms of internalising and externalising offspring disorder. Childhood neglect or abuse modelled both types of disorder, but mother's vulnerability was only required for modelling externalising disorder (see table 2 and 3).

 Table 2 Internalising disorder in offspring in 12 month


Odds ratio
Wald
P<

Mother vulnerable
2.10
2.00
NS

Mother depressed
1.19
0.19
NS

Father antisocial
0.56
2.09
NS

Child neglect/abuse
4.71
15.76
0.0001

Table3 Externalising disorder in offspring in 12 month


Odds ratio
Wald
P<

Mother vulnerable
10.28
5.04
0.02

Mother depressed
1.18
0.16
NS

Father antisocial
1.34
0.51
NS

Child neglect/abuse
2.69
5.94
0.01

4.Proximal vulnerability in offspring and disorder

In the combined series of daughters and sons, Negative Evaluation of Self (NES) was similar in the representative and vulnerable groups (31% vs 23%), but proved significantly higher in daughters than sons (35% vs 18%, p<0.005). Overall NES related to 12-month case disorder  (40% vs 18%, p<,0.001), relating equally highly to internalising and externalising types of disorder.


However, on closer inspection it became apparent that the association with disorder only held for sons: equal rates of NES were found in  vulnerable and representative daughters (35%), and no association with any disorder was found in girls. In contrast vulnerable sons had double the rate of NES of their representative counterparts (27% vs 13%, p<0.10), and this was associated with over a threefold increase in disorder (75% vs 22%, p<0.005). The relationship held for both externalising and internalising types of disorder. 


Vulnerability factors identified in  mothers in terms of conflictful partner and child relationships were developmentally inappropriate for the adolescent  youth. As an alternative risk factor, attachment style was  explored in the daughters and sons of vulnerable mothers. In mothers, insecure styles were shown prospectively to be highly related to onset of depression, doubling risk even in the vulnerable series of women.  Such styles were highly related to NES. Insecure attachment,  NES and neglect/abuse in childhood proved the best model for onset. (7)
Given that measurement of attachment style in mothers only occurred in Phase II of the research programme, the newly selected offspring  (phase IIC, see figure 2) were utilised to increase numbers. As with the vulnerable pairs, in addition to attachment style, life history measures were utilised to determine lifetime history of adversity and psychopathology in both generations. The total number available for the analysis (vulnerable and newly selected) was 159 pairs (77 sons and 82 daughters). The new series proved no different from the other series in terms of demographic characteristics. In terms of mothers' vulnerability the new series proved to be an intermediate group between the representative and vulnerable series. Thus 69% of the mothers had at least one vulnerability factor compared with 100% of the vulnerable mothers at first contact and 59% of the representative mothers. Since no group comparisons were to be undertaken with this new series, there was no requirement for any particular vulnerability selection for the required person-based and pair-based analyses.

The first step in analysing the combined vulnerable and newly collected series was to replicate the previous findings on risk and disorder, then to extend these in terms of  adolescent history of disorder and finally to examine attachment style together with NES as proximal vulnerability factors.

Teenage Disorder Episodes of disorder were assessed from the age of 13 years old in the combined vulnerable and new series. Consistent with the results already described, daughters were more likely to have had at least one  disorder (67% vs 43%, p<0.005) and had  significantly more internalising disorder than sons (57% vs 28%, p<0.001). There was no gender difference in recurrence of disorder with around a quarter of both having had 2 or more episodes. Controlling for age, the same result held if episodes before age 20 only were examined. There was also no difference in rates of externalising disorder from teenage years which occurred for nearly a third of the series.

Childhood adversity: As with yearly disorder, neglect/abuse < 17 was associated with nearly double the rate of any case episode from early teenage years. Three-quarters of offspring with neglect or abuse in childhood had experienced such an episode, compared with 46% of the remainder (p<0.001). Although prevalences were low, 100% of those with two or more types of abuse in childhood experienced an episode of disorder. Neglect/abuse related to a doubling of the likelihood of either externalising or internalising disorder. When individual childhood experiences were examined some disorder-specificity was found with neglect, antipathy from mother  and sexual abuse relating only to internalising disorder, and antipathy from father relating only to externalising disorder. Physical abuse related to both types of disorder.

Parental disorder: Fathers antisocial disorder was related to lifetime externalising disorder in both genders (55% vs 29%, p<0.005) but not to internalising disorder. Mothers chronic/recurrent disorder was however unrelated to either type of offspring disorder. 

NES and Attachment style: 

As in the result reported earlier, NES proved highly related to both 12-month disorder, with a doubling of risk, and disorder from earliest adolescence. Again the relationship proved stronger in boys. When attachment style was examined, two-thirds of the youth had insecure attachment styles: 18% enmeshed, 30% fearful, 8% angry-dismissive and 14% withdrawn. No gender differences emerged. NES was twice as common among those with insecure attachment style (37% vs 18%, p<0.05), failed to relate to fearful/withdrawn style, but showed some association with hostile (enmeshed or angry-dismissive) attachment (43% vs 27%, p<0.06). Overall insecure style was highly related to 12-month internalising disorder (36% vs 9%, p<0.001) but not to externalising disorder (23% vs 13%, NS). When disorder-specificity was examined, fearful style related to internalising disorder and hostile styles to  externalising disorder (see figure 12). Attachment style was significantly related to neglect/abuse in childhood, but here it was the fearful style which predominated (63% vs 35%, p<0.05 ). This held for both genders.

Figure 12
Multivariate analysis of youth vulnerability for disorder

Neglect/abuse < 17, NES, attachment style and gender were examined in relation to 12-month disorder. All factors except NES were required to model disorder (see table 4).

Table 4: Risk for any 12-month disorder


Odds ratio
Wald
P<

Neglect/abuse< 17
2.87
7.55
0.004

Insecure attachment
3.56
8.42
0.003

NES
1.84
3.43
NS

Gender
0.35
7.96
0.006

The analysis was repeated examining type of disorder in the 12 months. Here fearful attachment style was highly related to disorder along with childhood adversity and gender. NES did not add to the model (see table 5).

A different pattern emerged for externalising disorder. When the same factors were entered into the model none of them related. However, multiple childhood abuse (the presence of two or more of neglect, physical or sexual abuse) alone modelled externalising disorder. Both gender and hostile attachment failed to add to the model. This held regardless of which insecure attachment style was investigated (see table 6).

 Table 5: Risk for internalising disorder outcome


Odds ratio
Wald
P<

Neglect/abuse< 17
2.18
3.68
0.05

Fearful attachment
4.53
12.37
0.0004

NES
1.73
2.46
NS

Gender
0.28
8.66
0.003

Table 6: Risk for  externalising disorder outcome


Odds ratio
Wald
P<

Multi abuse <17
3.51
5.29
0.02

Hostile attachment
1.99
2.51
NS

NES
1.94
2.69
NS

Gender
1.48
0.87
NS


The analyses were repeated for the experience of disorder from the beginning of teenage years with similar results. However, for internalising disorder neglect/abuse in childhood no longer added to the model, its effects entirely mediated by fearful attachment style.

Conclusion

Preliminary results show that the main hypotheses were substantiated in this analysis. Substantial intergenerational transmission was found with inadequate parenting in terms of neglect and abuse shown to be central. Few gender differences were found in the vulnerable series. Further analysis is required to explore the following anomalies:

· why maternal depressive vulnerability models externalising disorder in offspring,

· why boys are more damaged by NES in terms of disorder despite it being more common in girls,

· why maternal physical abuse (violence) but not maternal antipathy (hostility) is more common in the vulnerable series,

· the exact role of father's behaviour in offspring externalising disorder and its interaction with mother's vulnerability.

· Identifying proximal vulnerability for externalising disorder.

In addition protective factors need to be investigated to see to what extent these buffer against risks, and the role of peer relationships and school attainment in both risk and protection.  Such analyses are underway.
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