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ABSTRACT
Background: Attention-deficit/hyperactivity disorder (ADHD) is a highly 
heritable mental illness that is easily passed from one generation to the next. 
Studies have shown that first-degree relatives (FDRs; ie, parents, offspring, 
and siblings) of individuals with ADHD had a higher risk of also having ADHD. 
However, the familial coaggregation of ADHD with other major psychiatric 
disorders, specifically schizophrenia (ICD-9-CM code 295), bipolar disorder 
(ICD-9-CM cods 296 except codes 296.2, 296.3, 296.9, and 296.82), major 
depressive disorder (ICD-9-CM codes 296.2 and 296.3), and autism spectrum 
disorder (ASD; ICD-9-CM code 299), remains unclear.

Methods: Among the entire Taiwanese population in 2010, there were 
220,966 parents of children with ADHD (ICD-9-CM code 314), 174,460 siblings 
of children with ADHD, and 5,875 children of parents with ADHD. Matched 
control individuals who did not have FDRs with ADHD (1:4) were selected 
based on age, sex, and their relation to family members.

Results: FDRs (parents, offspring, siblings, and twins) of ADHD-diagnosed 
individuals had higher relative risks (95% CI) of major psychiatric disorders 
than the controls: 1.69 (1.60–1.79) for schizophrenia, 2.21 (2.10–2.32) for 
bipolar disorder, 2.08 (2.02–2.13) for major depressive disorder, 4.14 (3.90–
4.39) for ASD, and 6.87 (6.73–7.01) for ADHD.

Discussion: These results show that ADHD coaggregated with other major 
psychiatric disorders, specifically schizophrenia, bipolar disorder, major 
depressive disorder, and ASD, within families. The results suggest that public 
health officials and psychiatrists should closely monitor and follow the mental 
health of FDRs of ADHD-diagnosed individuals, such as parents and siblings 
of children with ADHD.
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Attention-deficit/hyperactivity disorder 
(ADHD) is a neurodevelopmental disorder 

affecting approximately 5%–7% of children and 
adolescents worldwide; it manifests as an inability 
to marshal and sustain attention or to modulate 
activity levels and impulsive actions.1–3 ADHD 
begins in childhood and usually persists into 
adulthood.1–3 Its pathogenesis remains unclear 
and is assumed to be multifactorial, influenced by 
genetic and environmental factors.1–3

Increasing evidence suggests that ADHD is 
a hereditary mental disorder that commonly 
coaggregates within families.4,5 Starck et al5 
evaluated ADHD symptoms using the Wender 
Utah Rating and ADHD Self-Report Scales in 75 
mothers and 49 fathers of children with ADHD 
and found that 41.3% of the mothers and 51.0% 
of the fathers also had ADHD. Examining ADHD 
familial coaggregation in 132 children with ADHD 
and their parents, Smalley et al4 reported that 55% 
of the families had at least one parent with ADHD. 
They further demonstrated that the frequency of 
having at least one parent with ADHD was higher 
in families with at least one affected girl (63%) 
compared with those that had only affected boys 
(45%).4

Studies have shown that ADHD and severe 
psychiatric disorders, including schizophrenia and 
bipolar disorder, were commonly clustered within 
families.6–8 The Pittsburgh Bipolar Offspring 
Study7 followed 121 offspring aged 2–5 years from 
83 parents with bipolar disorder and 102 offspring 
from 65 demographically matched parents as 
controls and found that the offspring of parents 
with bipolar disorder, particularly those older than 
4 years, showed a greater prevalence of ADHD 
(15.2%) compared with the control offspring 
(2.0%). Furthermore, a longitudinal study6 
investigated 391 children of parents with bipolar 
disorder and revealed that they had significantly 
higher rates of ADHD (30.7%) compared with 
community offspring (18.1%). A meta-analysis8 
of 33 studies that examined 3,863 children of 
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parents with severe mental disorders (schizophrenia, 
bipolar disorder, and major depressive disorder) and 
3,158 control children determined that the relative rates of 
ADHD in children of parents with schizophrenia, bipolar 
disorder, and major depressive disorder were 1.76, 1.62, 
and 2.40, respectively, compared with the control children. 
Furthermore, Ghirardi et al9 discovered that relatives of 
individuals with autism spectrum disorder (ASD) were 
at higher risk of having ADHD compared with relatives 
of individuals without ASD. The association of ASD and 
ADHD was stronger in monozygotic twins (odds ratio 
[OR] = 17.77) than in dizygotic twins (OR = 4.33) and full 
siblings (OR = 4.59).9 However, in the aforementioned 
studies, samples were usually obtained from risk groups 
within a community but not from the entire population. 
In addition, the sample sizes used to investigate the risk of 
major psychiatric disorders with ADHD were somewhat 
limited.

In the present study, we sampled and obtained pedigree 
data from the entire Taiwanese population. Moreover, we 
investigated the familial risk of major psychiatric disorders 
(ie, schizophrenia, bipolar disorder, major depressive 
disorder, ADHD, and ASD) in individuals that had first-
degree relatives (FDRs) with ADHD. We hypothesized 
that the FDRs (ie, parents, siblings, and offspring) of 
ADHD probands would have an increased risk of the 5 
aforementioned major psychiatric disorders.

METHODS

Data Acquisition
Taiwan’s National Health Insurance (NHI), a mandatory 

universal health insurance program, was implemented 
in 1995 and offers comprehensive medical care coverage 
to all Taiwanese residents. The National Health Research 
Institute (NHRI) manages the entire insurance claims 
database, the National Health Insurance Research Database 
(NHIRD), which comprises health care data from > 99% of 
Taiwan’s population (https://nhird.nhri.org.tw/). The NHRI 
audits and releases the NHIRD for scientific studies. The 
insurance claim information of the subjects is anonymous 
to maintain privacy. Comprehensive information on insured 
subjects, such as demographic data, clinical visit dates, and 
disease diagnoses, is included in the database. Taiwanese 
researchers can apply the dataset for scientific purposes after 
Institutional Review Board approval of their studies. In this 

study, all of the information was linked using each resident’s 
unique personal identification number. Subsequently, per 
the method of Kuo et al,10 family kinships in the NHIRD 
were used for genealogy reconstruction. The diagnostic 
codes used were based on the International Classification of 
Diseases, Ninth Revision, Clinical Modification (ICD-9-CM). 
The NHIRD has been used extensively in many Taiwanese 
epidemiologic studies.11–13 This study protocol was reviewed 
and accepted by the Institutional Review Board of Taipei 
Veterans General Hospital.

Identification of Family Relationships
We identified family relationships using the NHIRD 

genealogy reconstructions, according to previously 
reported methods.10,14 Only blood relatives or spouses were 
qualified to be dependents of the insured patients. Using 
unique personal identifiers, we defined the following family 
relationship groups: parents, offspring, siblings, and twins. 
Sibling relationships were confirmed by subjects’ having the 
same father or mother. Siblings were identified as twins if 
they shared a birth date; however, twin zygosity could not be 
determined from the NHIRD. Each subject could have had 
several different relationships within a family.

Inclusion Criteria
Our database population included all people 

(n = 23,258,175) registered in Taiwan in 2010. FDRs (parent, 
offspring, sibling, or twin) of individuals diagnosed with 
ADHD (ICD-9-CM code: 314) were assigned to the group 
of FDRs of ADHD-diagnosed individuals. Thus, 220,966 
parents of children with ADHD, 174,460 siblings of children 
with ADHD, and 5,875 children of parents with ADHD were 
identified in our database. To reduce the confounding effects 
of age and sex, because ADHD is predominant in males and 
infrequently diagnosed in middle-aged to older Taiwanese 
adults, a 1:4 case-control matched analysis was conducted 
based on age, sex, and familial relationship. For example, a 
28-year-old mother of a boy with ADHD would be matched 
with four 28-year-old mothers of boys without ADHD. If 
this woman had two distinct familial relationships, such as 
mother-son and sister-brother, she would be counted for 
each of these relationships and matched twice.

Disease Classification and Assessment of Covariates
Major psychiatric disorders included schizophrenia 

(ICD-9-CM code 295), bipolar disorder (ICD-9-CM code 
296, except for codes 296.2, 296.3, 296.9, and 296.82), major 
depressive disorder (ICD-9-CM codes 296.2 and 296.3), ASD 
(ICD-9-CM code 299), and ADHD (ICD-9-CM code 314) 
in FDRs of ADHD-diagnosed individuals and age- and sex-
matched controls. These disorders were diagnosed at least 
twice by board-certified psychiatrists on the basis of their 
clinical judgment and diagnostic interviews. Demographic 
data, including age, sex, place of residence, and income 
status in 2010, are displayed in Table 1 and were adjusted 
in our study. The place of residence was classified into 5 
categories according to the level of urbanization.15

Clinical Points
■■ Attention-deficit/hyperactivity disorder (ADHD) 

coaggregated with schizophrenia, bipolar disorder, major 
depressive disorder, and autism spectrum disorder within 
families.

■■ Public health officials and psychiatrists should closely 
monitor and follow the mental health of individuals who 
have first-degree relatives with ADHD.

https://nhird.nhri.org.tw/
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Statistical Methods
Chi-square statistics and independent t tests were used to compare 

categorical and continuous variables, respectively, between FDRs of 
ADHD-diagnosed individuals and controls. The prevalence between 
the two groups was assessed. The relative risks (RRs) and 95% CIs were 
calculated to determine the risks of the 5 major psychiatric disorders 
between the two groups. The RRs of major psychiatric disorders for each 
specific type of familial relationship were calculated as the prevalence of 
each major psychiatric disorder in FDRs of ADHD-diagnosed individuals 
divided by the prevalence of these disorders in controls. Additionally, 
as previously mentioned, each family cluster could contain more than 
one familial relationship. To manage the clustering effect, modified 
Poisson regression analysis with the robust variance estimation was an 
appropriate method for estimating the RRs in the clustered data.16,17 
The modified Poisson regression uses a log link and has the equation 
log [πi] = β0 + β1X1i + β2X2i + …… + βkXki, in which πi is the probability 
of experiencing the outcome of interest for subject i, and X1i, X2i, … Xki 
are predictor variables. However, the modified Poisson regression applies 
a Poisson distribution to the data, which produces consistent estimates 
of the parameters in the aforementioned equation but inconsistent 
variances, since the variance under a Poisson model is larger than the 
variance under a binomial model unless the outcome is rare. Robust 
variance estimation is therefore used to avoid overestimating standard 
errors of parameter estimates.16,17 Additionally, subanalyses stratified by 
each relationship (parents, offspring, siblings, and twins) were conducted 
to investigate the risks of the disorders in the FDRs of ADHD-diagnosed 
individuals compared with controls. SPSS 21.0 for Windows (IBM, 
Armonk, New York) and SAS 9.2 (SAS Institute, Cary, North Carolina) 
were used for all statistical analyses, and PROC GENMOD in SAS was 
used to estimate the adjusted RRs. All tests were 2-tailed, and P < .05 was 
considered statistically significant.

RESULTS

Overall, 401,301 FDRs of ADHD-diagnosed individuals and 1,605,204 
age- and sex-matched controls that did not have FDRs with ADHD were 
included in our study (Table 1). FDRs of ADHD-diagnosed individuals 
had a higher prevalence of major psychiatric disorders, including 
schizophrenia (0.46% vs 0.29%, P < .001), bipolar disorder (0.67% vs 
0.31%, P < .001), major depressive disorder (2.11% vs 1.02%, P < .001), 
ADHD (6.15% vs 0.85%, P < .001), and ASD (0.59% vs 0.14%, P < .001) 
compared with controls (Table 2).

Table 2 shows that FDRs of ADHD-diagnosed individuals had 
higher risks (shown as RR [95% CI]) of major psychiatric disorders 
than the controls: 1.69 (1.60–1.79) for schizophrenia, 2.21 (2.10–2.32) 
for bipolar disorder, 2.08 (2.02–2.13) for major depressive disorder, 4.14 
(3.90–4.39) for ASD, and 6.87 (6.73–7.01) for ADHD. We performed 
subanalyses of the risks of psychiatric disorders according to different 
familial relationships. Compared with controls, the RR (95% CI) of 
each psychiatric disorder was higher in FDRs of ADHD-diagnosed 
individuals, namely schizophrenia (parents: 3.10 [1.96–4.90]; offspring: 
1.57 [1.48–1.68]; siblings: 1.98 [1.76–2.22]; twins: 7.29 [3.21–16.53]), 
bipolar disorder (parents: 5.09 [3.13–8.28]; offspring: 2.04 [1.93–2.16]; 
siblings: 2.78 [2.49–3.09]; twins: 8.28 [4.16–16.49]), major depressive 
disorder (parents: 2.89 [2.01–4.16]; offspring: 2.06 [2.00–2.12]; siblings: 
2.16 [2.00–2.33]; twins: 2.89 [1.52–5.50]), ASD (parents: 6.83 [5.40–
8.63]; offspring: 7.10 [3.60–13.99]; siblings: 3.88 [3.64–4.13]; twins: 6.97 Ta
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[5.40–8.99]), and ADHD (parents: 13.64 [12.46–14.94]; offspring: 45.12 
[38.57–52.78]; siblings: 5.75 [5.62–5.88]; twins: 13.51 [12.09–15.08]) 
(Figure 1).

DISCUSSION

To our knowledge, this empirical study is the largest to determine a 
familial coaggregation of ADHD with other major psychiatric disorders, 
specifically schizophrenia, bipolar disorder, major depressive disorder, 
and ASD. Our results supported the study hypothesis that FDRs, 
including parents, offsprings, siblings, and twins, of ADHD-diagnosed 
individuals had increased risks of being diagnosed with other major 
psychiatric disorders compared with the controls. In particular, a twin of 
ADHD-diagnosed individuals showed the highest risks of schizophrenia 
and bipolar disorder. Parents of ADHD-diagnosed individuals had 
the highest risk of being diagnosed with ADHD. Our results of the 
coaggregation of ADHD with other major psychiatric disorders in 
families indicated that familial transmission of psychiatric disorders is 
heterotypic and suggest that ADHD exhibits interdiagnostic transmission 
within a family. However, our cross-sectional analyses cannot establish 
causality.

As we previously mentioned, studies have reported that parents of 
children with ADHD are more likely to be diagnosed with schizophrenia, 
bipolar disorder, and major depressive disorder compared with those of 
children without ADHD.8 Our study found that the children of parents 
with ADHD were more likely to be diagnosed with schizophrenia, bipolar 
disorder, major depressive disorder, ADHD, and ASD compared with 
those of parents without ADHD. Moreover, the siblings, especially twins, 
of children with ADHD had an increased risk of developing one of these 
disorders compared with those of children without ADHD. Larsson et 
al18 revealed that FDRs of ADHD probands were at an increased risk of 
having both bipolar disorder (ORs ranging from 1.84 to 2.54 for parents, 
offspring, and siblings) and schizophrenia (ORs ranging from 1.71 to 
2.22 for parents, offspring, and siblings). Segenreich et al19 analyzed the 
correlations of parental depression and the psychopathology of their 
offspring and showed that depressive and ADHD symptoms in both 
fathers and mothers were associated with ADHD symptoms in their 
children. Moreover, Yang et al20 demonstrated that the siblings of ADHD 
children were more likely than control siblings to be diagnosed with 
depressive disorder and ADHD. Moreover, both Finnish21 and Swedish9 
register-based cohort studies supported the familial coaggregation of 
ASD and ADHD. Furthermore, our study found that offspring and 
siblings of ADHD-diagnosed individuals seemed to be at lower risk 
of schizophrenia, bipolar disorder, and major depressive disorder than 
parents or twins, yet they had a comparable (or greater, for ADHD 
by offspring) risk versus parents and twins for ASD and ADHD. This 
epidemiologic phenomenon may imply different hereditary and familial 
coaggregation patterns in psychiatric disorders, which would require 
further investigation. By the evidence put forth in this study, we propose 
that within families, ADHD coaggregates with other major psychiatric 
disorders, including schizophrenia, bipolar disorder, major depressive 
disorder, and ASD, which implies that these 5 major mental disorders 
share common genetic and environmental etiologies. While the RRs 
were not large, the prevalence estimates for offspring for depression and 
parents and twins for ASD were noticeably higher than those for the 
other FDRs on those disorders, which may remind clinicians that those 
FDRs should be monitored for those specific disorders.
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Mental Disorders in First-Degree Relatives of ADHD Patients

Outcome
Relative  Risk  

(95% CI)

% With Event  
(with ADHD-FDR/

without ADHD-FDR)

Schizophrenia

3.10 (1.96–4.90) 0.61/0.20

1.57 (1.48–1.68) 0.61/0.41

1.98 (1.76–2.22) 0.27/0.14

7.29 (3.21–16.53) 0.33/0.05

Bipolar  Disorder

5.09 (3.13–8.28) 0.63/0.12

2.04 (1.93–2.16) 0.92/0.46

2.78 (2.49–3.09) 0.35/0.12

8.28 (4.16–16.49) 0.52/0.06

Major Depressive Disorder

2.89 (2.01–4.16) 0.95/0.33

2.06 (2.00–2.12) 3.33/1.62

2.16 (2.00–2.33) 0.63/0.28

2.89 (1.52–5.50) 0.33/0.11

ASD

6.83 (5.40–8.63) 3.23/0.47

7.10 (3.60–13.99) 0.01/0.00

3.88 (3.64–4.13) 1.18/0.29

6.97 (5.40–8.99) 3.42/0.48

  

ADHD

13.64 (12.46–14.94) 40.85/2.70

45.12 (38.57–52.78) 1.00/0.02

5.75 (5.62–5.88) 11.03/1.84

28.5/2.13

	 0.25	 1.00	 4.00	 16.00	  64.00
	 Favors Without ADHD-FDR	 Favors With ADHD-FDR

Figure 1. Relative Risks for Major Psychiatric Disorder in FDRs of ADHD-Diagnosed Individuals Among Different Kinships

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, ASD = autism spectrum disorder, FDR = first-degree relative.

Type of Affected Relative

Parents

Sibling
Twin

Offspring

General psychopathology factors, such as executive 
dysfunction, reward dysregulation, and social dysfunction, 
may account for the familial coaggregation of ADHD with 
other major psychiatric disorders.22 The Cross-Disorder 
Group of the Psychiatric Genomics Consortium23,24 
analyzed genome-wide single-nucleotide polymorphism 
(SNP) data for the 5 major psychiatric disorders in 33,332 
case subjects and 27,888 controls of European ancestry and 
assessed whether these major psychiatric disorders share a 
common genetic etiology. They reported that SNPs explained 
17%–29% of the variance in liability and suggested that the 
genetic correlation between ADHD and major depression, 
calculated using common SNPs, was moderate.24 However, 
SNP-based coheritability was found to be less between 
ADHD and schizophrenia, bipolar disorder, or ASD.24 This 
genome-wide association study could provide convincing 
evidence that specific genes shared by major psychiatric 
disorders are heritable within families, which results in 
highly variable psychiatric disorder endophenotypes; 
however, these results are not consistent with epidemiologic 

findings that indicate significant coheritability between 
ADHD and schizophrenia, bipolar disorder, or ASD.7–9,23,24 
Thus, clarifying the differences between genetics and 
clinical or psychopathologic assessment requires further 
investigation.

This study has several limitations. First, the prevalence of 
major psychiatric disorders may have been underestimated, 
because only those patients who sought medical consultation 
and treatment were included. However, the psychiatric 
disorders were diagnosed by board-certified psychiatrists 
twice, improving the diagnostic validity of this study. 
Second, although we used population-based data, the sample 
sizes of several subgroups were still small, probably because 
of the low prevalence of ASD and ADHD in the parents of 
children with ADHD. The low prevalence of adult ASD and 
ADHD has been discussed previously.25 Therefore, further 
studies with larger sample sizes are necessary to validate our 
results. Third, given that our study with a cross-sectional 
study design supported a familial coaggregation of ADHD 
with other major psychiatric disorders, further studies with 
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a longitudinal study design would be necessary to validate 
our findings. Fourth, confounding factors, such as education 
level, environmental effects, or information detailing if 
siblings were full or half siblings, were studied; information 
about sibling relationships was not available in the NHIRD, 
which hampered our ability to assess these effects.

In conclusion, to our knowledge, this cohort study 
was the largest empirical study to confirm high familial 
coaggregation of ADHD with other major psychiatric 

Submitted: May 22, 2018; accepted November 19, 
2018.
Published online: April 30, 2019.
Author contributions: Drs M-H Chen, Hsu, and Bai 
and Prof. Pan designed the study and wrote the 
protocol; Drs M-H Chen and Prof Pan wrote the 
manuscript; Drs Tsai, Su, Hsu, Huang, Li, and Cheng 
assisted with the literature review and preparation 
and proofreading of the manuscript; and Drs Bai, 
T-J Chen, and M-H Chen performed and provided 
advice on the statistical analysis.
Potential conflicts of interest:  No authors have 
financial relationships or conflicts of interest 
relevant to this article to disclose.
Funding/support: The study was supported by 
grants from Taipei Veterans General Hospital 
(V103E10-001, V104E10-002, V105E10-001-MY2-1, 
V105A-049, V106B-020, V107B-010, V107C-181) 
and Ministry of Science and Technology, Taiwan 
(107-2314-B-075-063-MY3).
Role of the sponsor: The funding sources had no 
role in any process of this study.
Acknowledgments: The authors thank Mr I-Fan 
Hu, MA (Courtauld Institute of Art, University 
of London; National Taiwan University) for his 
friendship and support. Mr Hu has no conflicts of 
interest relevant to the subject of this article.

REFERENCES

  1.	 Biederman J. Attention-deficit/hyperactivity 
disorder: a selective overview. Biol Psychiatry. 
2005;57(11):1215–1220. PubMed CrossRef

  2.	 Biederman J, Faraone SV. Attention-deficit 
hyperactivity disorder. Lancet. 
2005;366(9481):237–248. PubMed CrossRef

  3.	 Rappley MD. Clinical practice: attention 
deficit-hyperactivity disorder. N Engl J Med. 
2005;352(2):165–173. PubMed CrossRef

  4.	 Smalley SL, McGough JJ, Del’Homme M, et al. 
Familial clustering of symptoms and disruptive 
behaviors in multiplex families with attention-
deficit/hyperactivity disorder. J Am Acad Child 
Adolesc Psychiatry. 2000;39(9):1135–1143. PubMed CrossRef

  5.	 Starck M, Grünwald J, Schlarb AA. Occurrence 
of ADHD in parents of ADHD children in a 
clinical sample. Neuropsychiatr Dis Treat. 
2016;12:581–588. PubMed

  6.	 Axelson D, Goldstein B, Goldstein T, et al. 
Diagnostic precursors to bipolar disorder in 
offspring of parents with bipolar disorder: a 

17.	 Zou G. A modified poisson regression 
approach to prospective studies with binary 
data. Am J Epidemiol. 2004;159(7):702–706. PubMed CrossRef

18.	 Larsson H, Rydén E, Boman M, et al. Risk of 
bipolar disorder and schizophrenia in relatives 
of people with attention-deficit hyperactivity 
disorder. Br J Psychiatry. 2013;203(2):103–106. PubMed CrossRef

19.	 Segenreich D, Paez MS, Regalla MA, et al. 
Multilevel analysis of ADHD, anxiety and 
depression symptoms aggregation in families. 
Eur Child Adolesc Psychiatry. 2015;24(5): 
525–536. PubMed CrossRef

20.	 Yang LK, Shang CY, Gau SS. Psychiatric 
comorbidities in adolescents with attention-
deficit hyperactivity disorder and their 
siblings. Can J Psychiatry. 2011;56(5):281–292. PubMed CrossRef

21.	 Jokiranta-Olkoniemi E, Cheslack-Postava K, 
Sucksdorff D, et al. Risk of psychiatric and 
neurodevelopmental disorders among siblings 
of probands with autism spectrum disorders. 
JAMA Psychiatry. 2016;73(6):622–629. PubMed CrossRef

22.	 Gandal MJ, Haney JR, Parikshak NN, et al; 
CommonMind Consortium; PsychENCODE 
Consortium; iPSYCH-BROAD Working Group. 
Shared molecular neuropathology across 
major psychiatric disorders parallels polygenic 
overlap. Science. 2018;359(6376):693–697. PubMed CrossRef

23.	 Cross-Disorder Group of the Psychiatric 
Genomics Consortium. Identification of risk 
loci with shared effects on five major 
psychiatric disorders: a genome-wide analysis. 
Lancet. 2013;381(9875):1371–1379. PubMed CrossRef

24.	 Lee SH, Ripke S, Neale BM, et al; Cross-Disorder 
Group of the Psychiatric Genomics 
Consortium; International Inflammatory Bowel 
Disease Genetics Consortium (IIBDGC). Genetic 
relationship between five psychiatric disorders 
estimated from genome-wide SNPs. Nat Genet. 
2013;45(9):984–994. PubMed CrossRef

25.	 Lai MC, Baron-Cohen S. Identifying the lost 
generation of adults with autism spectrum 
conditions. Lancet Psychiatry. 
2015;2(11):1013–1027. PubMed CrossRef

Editor’s Note: We encourage authors to 
submit papers for consideration as a  
part of our Focus on Childhood and 
Adolescent Mental Health section.  
Please contact Karen D. Wagner, MD, PhD,  
at kwagner@psychiatrist.com.

disorders—schizophrenia, bipolar disorder, major depressive 
disorder, and ASD. Our results suggested that public health 
officials and psychiatrists should closely monitor and follow 
the mental health of FDRs of ADHD-diagnosed individuals, 
such as parents and siblings of children with ADHD. 
Identifying the risks of developing mental illness can help in 
early prevention of and intervention for major psychiatric 
disorders in children. Finally, further cross-diagnostic studies 
are required to understand the etiology of these disorders.

longitudinal study. Am J Psychiatry. 
2015;172(7):638–646. PubMed CrossRef

  7.	 Birmaher B, Axelson D, Goldstein B, et al. 
Psychiatric disorders in preschool offspring of 
parents with bipolar disorder: the Pittsburgh 
Bipolar Offspring Study (BIOS). Am J Psychiatry. 
2010;167(3):321–330. PubMed CrossRef

  8.	 Rasic D, Hajek T, Alda M, et al. Risk of mental 
illness in offspring of parents with 
schizophrenia, bipolar disorder, and major 
depressive disorder: a meta-analysis of family 
high-risk studies. Schizophr Bull. 
2014;40(1):28–38. PubMed CrossRef

  9.	 Ghirardi L, Brikell I, Kuja-Halkola R, et al. The 
familial co-aggregation of ASD and ADHD: a 
register-based cohort study. Mol Psychiatry. 
2018;23(2):257–262. PubMed CrossRef

10.	 Kuo CF, Grainge MJ, Valdes AM, et al. Familial 
aggregation of systemic lupus erythematosus 
and coaggregation of autoimmune diseases in 
affected families. JAMA Intern Med. 
2015;175(9):1518–1526. PubMed CrossRef

11.	 Chen MH, Lan WH, Hsu JW, et al. Risk of 
developing type 2 diabetes in adolescents and 
young adults with autism spectrum disorder: a 
nationwide longitudinal study. Diabetes Care. 
2016;39(5):788–793. PubMed CrossRef

12.	 Cheng CM, Chang WH, Chen MH, et al. Co-
aggregation of major psychiatric disorders in 
individuals with first-degree relatives with 
schizophrenia: a nationwide population-based 
study. Mol Psychiatry. 2018;23(8):1756–1763. PubMed CrossRef

13.	 Tsai CF, Chen MH, Wang YP, et al. Proton pump 
inhibitors increase risk for hepatic 
encephalopathy in patients with cirrhosis in a 
population study. Gastroenterology. 
2017;152(1):134–141. PubMed CrossRef

14.	 Kuo CF, Grainge MJ, Valdes AM, et al. Familial 
risk of Sjögren’s Syndrome and co-aggregation 
of autoimmune diseases in affected families: a 
nationwide population Study. Arthritis 
Rheumatol. 2015;67(7):1904–1912. PubMed CrossRef

15.	 Liu CYHY, Chuang YL, Chen YJ, et al. 
Incorporating development stratification of 
Taiwan townships into sampling design of 
large scale health interview survey. J Health 
Manag. 2006;14:1–22.

16.	 Yelland LN, Salter AB, Ryan P. Performance of 
the modified Poisson regression approach for 
estimating relative risks from clustered 
prospective data. Am J Epidemiol. 
2011;174(8):984–992. PubMed CrossRef

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15949990&dopt=Abstract
https://doi.org/10.1016/j.biopsych.2004.10.020
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16023516&dopt=Abstract
https://doi.org/10.1016/S0140-6736(05)66915-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15647579&dopt=Abstract
https://doi.org/10.1056/NEJMcp032387
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10986810&dopt=Abstract
https://doi.org/10.1097/00004583-200009000-00013
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27042071&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15033648&dopt=Abstract
https://doi.org/10.1093/aje/kwh090
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23703314&dopt=Abstract
https://doi.org/10.1192/bjp.bp.112.120808
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25156273&dopt=Abstract
https://doi.org/10.1007/s00787-014-0604-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21586194&dopt=Abstract
https://doi.org/10.1177/070674371105600507
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27145529&dopt=Abstract
https://doi.org/10.1001/jamapsychiatry.2016.0495
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29439242&dopt=Abstract
https://doi.org/10.1126/science.aad6469
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23453885&dopt=Abstract
https://doi.org/10.1016/S0140-6736(12)62129-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23933821&dopt=Abstract
https://doi.org/10.1038/ng.2711
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26544750&dopt=Abstract
https://doi.org/10.1016/S2215-0366(15)00277-1
mailto:mfreeman%40psychiatrist.com?subject=
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25734353&dopt=Abstract
https://doi.org/10.1176/appi.ajp.2014.14010035
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20080982&dopt=Abstract
https://doi.org/10.1176/appi.ajp.2009.09070977
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23960245&dopt=Abstract
https://doi.org/10.1093/schbul/sbt114
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28242872&dopt=Abstract
https://doi.org/10.1038/mp.2017.17
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26193127&dopt=Abstract
https://doi.org/10.1001/jamainternmed.2015.3528
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27006513&dopt=Abstract
https://doi.org/10.2337/dc15-1807
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29112198&dopt=Abstract
https://doi.org/10.1038/mp.2017.217
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27639806&dopt=Abstract
https://doi.org/10.1053/j.gastro.2016.09.007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25940005&dopt=Abstract
https://doi.org/10.1002/art.39127
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21841157&dopt=Abstract
https://doi.org/10.1093/aje/kwr183

