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The association between family history of mental disorders and
general cognitive ability
JJ McGrath1,2, NR Wray1, CB Pedersen3,4,5, PB Mortensen3,4,5, AN Greve4,6 and L Petersen3,4

There is an emerging literature linking cognitive ability with a wide range of psychiatric disorders. These findings have led to the
hypothesis that diminished ‘cognitive reserve’ is a causal risk factor for psychiatric disorders. However, it is also feasible that a family
history of mental disorders may confound this relationship, by contributing to both a slight impairment in cognitive ability, and an
increased risk of psychiatric disorder. On the basis of a large, population-based sample of young adult male conscripts (n= 160 608),
we examined whether the presence of a family history of a range of mental disorders was associated with cognitive ability, as
tested by the Børge Priens Prøve. In those with no individual-level history of mental disorder, a family-level history of a mental
disorder was associated with a slight reduction in cognitive ability. In general, this pattern was found regardless of the nature of the
psychiatric disorder in the family. Our study suggests that shared familial factors may underpin both cognitive ability and the risk of
a wide range of psychiatric disorders. Convergent evidence from epidemiology and genetics suggests that shared genetic factors
underpin an unexpectedly diverse range of psychiatric disorders. On the basis of the findings of the current study, we speculate
that these same shared genetic factors also contribute to general cognitive ability.
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INTRODUCTION
There is growing interest in the overlap between general cognitive
ability and mental disorders. Within the field of schizophrenia
research, there is consistent evidence from cross-sectional studies1

and birth cohorts that a slight reduction in cognitive capacity is
associated with an increased risk of psychosis.2 Indeed, some
argue that cognitive deficits are central features of this group of
disorders.3 However, the evidence suggests that cognitive ability
may be associated with a much wider spectrum of psychiatric
disorders. Apart from the self-evident link between impaired
cognitive ability and intellectual handicap, it is widely recognized
that many individuals with autism spectrum disorders also have
impaired cognitive ability.4 Population-based studies have con-
firmed that cognitive ability is associated with common disorders
such as depression, personality disorders, adjustment disorder and
alcohol/substance use disorders.5–8 The nonspecificity of the
association between intelligence and adult mental disorders has
contributed to an overarching theory related to the notion of
‘cognitive reserve’.9 Broadly defined, this theory suggests that
reduced general cognitive ability renders the affected individual at
increased risk of subsequent neuropsychiatric disorders.10,11 This
model thereby implies that reduced cognitive ability is a causal
risk factor for psychiatric disorders.
There are several pathways that could link general cognitive

ability with the risk of mental illness. From the perspective of
neurobiology, a quantitative reduction in critical neuronal
components (for example, number of neurons, synaptic properties
and so on) may result in a lower threshold beyond which
functional impairments break through.11 In addition, those with
suboptimal cognitive reserve may be less able to solve problems
and seek help in response to stressful events, which could then

amplify their already compromised risk for neuropsychiatric
disorders. Conversely, cognitive ability may be compromised as
a consequence of the psychiatric disorder. This is especially the
case for disorders with a prodromal phase or onset during young
adulthood that can disrupt educational achievements.12,13

Family-level factors may also influence the relationship between
cognitive ability and risk of psychiatric disorder. Genetic factors
could underpin both the impaired cognitive ability and the
increased risk of mental disorders. In this scenario, the relationship
between general cognitive ability and the risk of mental disorders
is confounded by genetic factors that contribute to both
psychiatric and cognitive phenotypes. Evidence to support this
hypothesis includes a co-twin-control study, which found that
whereas pre-onset cognitive ability was associated with the risk of
post-traumatic stress disorder, this relationship could be explained
by common genetic factors.14 If shared heritable factors con-
tribute to both risk of mental disorder and general cognitive
ability, then we would predict that (a) the first-degree relatives of
individuals with mental disorder should do worse on tests of
intelligence and (b) that this association would be identified
regardless of mental disorders in the index subjects.
There is a lack of information on the impact of family-level

psychiatric history on cognitive ability. We had the opportunity to
examine this research question using a large, population-based
sample of adult males, who underwent tests of their cognitive
ability during assessment for military conscription. On the basis of
the literature linking general cognitive ability and a wide range of
mental disorders, we hypothesized that otherwise well individuals
with first-degree relatives with any mental disorder would have
slight reductions in general cognitive ability.
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SUBJECTS AND METHODS
Study population
This study was based on the Danish Conscription Registry,15 a nationwide
register, which included 183 268 men born in Denmark between 1976 and
1994, who were assessed close to their 19th birthday, during the period
2006 and 2011. Men with conditions such as severe mental retardation,
asthma and extreme myopia are exempt from conscription (~10–15%);
however, not all mental health problems are regarded as disqualifiers for
military service.16,17 All Danish residents are assigned a unique personal
identifier in all Danish national registers, enabling unique linkage between
registers. Information on parental age, birth order and twin status was
obtained from the Danish Civil Registration System.18 Maternal and
obstetric information, such as gestational age and birth weight, was
obtained from the Danish Medical Birth Registry.19 Information on parental
education was obtained from the Statistics Denmark’s database IDA.20 We
excluded conscripts with one or two foreign-born parents (n=22 658), as
well as those with missing information regarding singleton versus multiple
birth status (n= 2), leaving 160 608 conscripts for the main analyses.
With respect to psychiatric disorders, we used ICD10 diagnostic

categories,21 based on admission and/or outpatient contact with
psychiatric services recorded in the Danish Psychiatric Register.22 From
1969, the Danish Psychiatric Register contained data on all admissions to
Danish psychiatric in-patient facilities, and, from 1995, contained informa-
tion on all contacts to out-patient psychiatric departments and visits to
psychiatric emergency care units. All Danish residents are entitled to free
national health care. There are no private psychiatric hospitals in Denmark
and all visiting patients are registered in the Danish Psychiatric Central
Research Register.
For these analyses, we first examined those who had received a

diagnosis for any psychiatric disorder (F00–F99), and then we examined 10
broad diagnostic categories: organic disorders (F00–F09); mental and
behavioral disorders due to psychoactive substance abuse (F10–F19);
schizophrenia and related disorders (F20–F29); mood disorders (F30–F39);
neurotic, stress-related and somatoform disorders (F40–F48); eating
disorders (F50); specific personality disorders (F60); mental retardation
(F70–F79); pervasive developmental disorders (autism spectrum disorder)
(F84); behavioral and emotional disorders with onset usually occurring in
childhood and adolescence (which includes attention deficit disorder and
conduct disorder; F90–F98). Individuals with a past history of more than
one type of disorder were included in each relevant diagnostic category
(that is, the case groups are not mutually exclusive).

Outcome measure
The Børge Priens Prøve (BPP) is an intelligence test that has been used by
the Danish Draft Board examination since 1956.16 The test consists of four
subtests each with about 20 items (78 in total), designed to assess logical,
verbal, numerical and spatial reasoning. The tests are timed and the result

is the number of correct answers to the 78 questions (the maximum range
for total BPP scores is 0–78). The test has satisfactory test–retest reliability
and correlates with both educational achievement and the Wechsler Adult
Intelligence Scale (correlation = 0.82).16,23 The mean differences of 1 unit
on the BPP scale correspond approximately to a 1.5-unit difference on the
WAIS IQ scale (that is, 10% of the s.d. of this measure). In other words, a
drop of 4 units on the BPP test would be approximately equivalent to a
drop of 6 units on the WAIS IQ scale. The mean values of the BPP test have
changed over recent decades (however, this effect is not linear).24 Thus, it
is recommended that studies account for the year of testing when
exploring the correlates of the BPP score.

Statistical analysis
We estimated the mean differences in BPP test scores and 95% confidence
intervals using linear regression analysis in Stata 12 (Stata, College Station,
TX, USA). Before the main analyses, we examined the association between
cognitive ability and psychiatric disorders by examining BPP scores in
those with a history of psychiatric disorders before their conscription board
examination (that is, affected individuals; individual-level history of
psychiatric disorder). For the main analyses we examined the association
between a family history of psychiatric disorders versus BPP scores in the
subset of men with no past history of psychiatric disorders before their
conscription board examination. The impact of individual history of
admission for psychiatric disorder before conscription was first examined
in a model that only adjusted for year of testing. In a second model, we
further adjusted for variables that had previously been associated with BPP
scores.25 These include parental age (in 5-year bands), parental education
(on 5 levels), birth order (first, second, third and fourth or later born),
singleton versus twin/multiple, small for gestational age (defined as the
lowest 10% for a given gestational week) in term-born offspring (that is,
gestational age of 37 weeks or later). Conscripts with the same mother
(that is, brothers or maternal half-brothers) comprised a cluster, and
allowance for possible within-cluster dependence was made by using
robust s.e. estimates provided by the cluster option in Stata. We reported
the estimates with 95% confidence intervals. Finally, we included one post
hoc analysis based on the subgroup of men with a history of a psychiatric
disorder before conscription. We examined whether a positive family
history of the disorder of interest was associated with cognitive
impairment in this group of affected individuals.

Ethics approval
Approval was provided by the Danish Data Protection Agency. The study
was based solely on national and administrative registers and did not
require any approval from the ethics committee according to national
regulations.

Table 1. Individual-level impact of history of psychiatric disorders before the conscript examination on BPP score (compared with those with no
family history of the disorders of interest)

Number (%) admitted before draft
board examination

Model 1a

Mean (95% CI) difference
in BPP scores

Model 2b

Mean (95% CI) difference
in BPP scores

F00–F99: any psychiatric history 10 037 (6.2%) − 4.53 (−4.74 to 4.32) − 3.32 (−3.53 to − 3.11)
F00–F09: organic (incl. symptomatic) mental disorders 0 (0.0%) — —

F10–F19: mental and behavioral disorders due to
psychoactive substance abuse

1709 (1.1%) − 7.00 (−7.49 to − 6.51) − 5.36 (−5.84 to − 4.87)

F20–F29: schizophrenia and related disorders 827 (0.5%) − 3.78 (−4.53 to − 3.04) − 2.67 (−3.40 to − 1.95)
F30–F39: mood disorders 1646 (1.0%) − 1.79 (−2.27 to − 1.31) − 1.20 (−1.66 to − 0.74)
F40–F48: neurotic, stress-related, and somatoform
disorders

3901 (2.4%) − 3.64 (−3.97 to − 3.32) − 2.61 (−2.92 to − 2.29)

F50: eating disorders 99 (0.1%) 0.65 (−1.07 to 2.37) 0.34 (−1.38 to 2.07)
F60: specific personality disorders 752 (0.5%) − 3.85 (−4.63 to − 3.08) − 2.29 (−3.05 to − 1.54)
F70–F79: mental retardation 219 (0.1%) − 18.5 (−19.8 to − 17.2) − 15.9 (−17.2 to − 14.5)
F84: pervasive developmental disorders (autism spectrum) 635 (0.4%) − 1.39 (−2.19 to − 0.59) − 1.44 (−2.23 to − 0.64)
F90–F98: behavioral and emotional disorders with onset
usually occurring in childhood and adolescence

3776 (2.4%) − 6.10 (−6.43 to − 5.76) − 4.45 (−4.78 to − 4.11)

Abbreviations: BPP, Børge Priens Prøve; CI, confidence interval. aAdjusted for year of testing. bAdjusted for year of testing, parental age, parental education,
birth order, singleton versus twins and small for gestational age in the 151 104 term-born boys.
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RESULTS
The initial risk set was based on 160 608 Danish male conscripts.
At the time of testing their mean BPP score was 42.1 (s.d. 9.5; 95%
confidence interval (CI) 42.0–42.1) and the mean age in years was
18.9 (95% CI 18.9–18.9). For those with no history of psychiatric
disorders (n= 150 571), the mean BPP score (and 95% CI) was 42.3
(s.d. 9.3; CI 42.3–42.4). For those with a history of psychiatric
disorders before conscription (n= 10 037), the mean BPP score
(and 95% CI) was 37.9 (s.d. 10.5; CI 37.7–38.2). Table 1 shows the
counts of male conscripts with a history of any psychiatric disorder
and the nine main disorder groups. The most common groups of
disorders before testing were (a) neurotic, stress-related and
somatoform disorder (n= 3901), (b) mental and behavioural
disorders due to psychoactive substance abuse (n= 1709) and
(c) mood disorders (n= 1646). In the adjusted model, all disorders
except eating disorders (which were rare in men) were
significantly associated with small reductions in BPP scores
compared with those with no mental disorders.
Table 2 shows the counts of men with a history of psychiatric

disorders in the mother, father or one or more siblings. A small
number had both parents affected (for example, mood disorders
n= 494, substance use n= 222). Table 3 shows the comparable
counts for the subgroup of men with an individual-level history of
psychiatric disorders. Tables 4 and 5 show adjusted mean
difference in BPP for those with affected mother, father or at

least one sibling, for each of the categories of mental disorders.
With few exceptions, the presence of a psychiatric disorder in a
family member was significantly associated with slight reductions
in BPP scores in the conscripts. The pattern of findings persisted
after adjustment for a range of factors; however, there was a
reduction in effect size. Unexpectedly, having a sibling with
pervasive development disorder was associated with a small but
significant increase in BPP score. In those with an individual level
history of psychiatric disorders, the presence of a family history of
that disorder was also generally associated with a slight drop in
BPP scores (however, the estimates were often imprecise and
nonsignificant related to the smaller sample size).

DISCUSSION
In a large sample of young adult men, the presence of a family
history of a range of psychiatric disorders was significantly
associated with a slight reduction in general cognitive ability.
Consistent with previous literature, a wide range of psychiatric
disorders was associated with lower scores on the BPP, when
assessed at the individual level. To our knowledge, we report here
for the first time that this association was also found when
psychiatric disorders were assessed in parents or siblings of the
conscripts. In particular, in those conscripts with no previous
psychiatric admission, those with affected family members had
significantly lower scores on BPP tests even after adjustment for a

Table 2. Number of men with a familial history of psychiatric disorders among the 150 571 without an individual-level history of mental disorders
before draft board examination

Present in mother,
n (%)

Present in father,
n (%)

Present in one or more siblings,
n (%)

F00–F99: any psychiatric history 10 959 (7.3%) 9719 (6.5%) 16 156 (11.2%)
F00–F09: organic (incl. symptomatic) mental disorders 143 (0.1%) 345 (0.2%) —

F10–F19: mental and behavioral disorders due to psychoactive
substance abuse

1972 (1.3%) 4122 (2.7%) 857 (1.1%)

F20–F29: schizophrenia and related disorders 1110 (0.7%) 965 (0.6%) 601 (0.4%)
F30–F39: mood disorders 4274 (2.8%) 3158 (2.1%) 1882 (1.3%)
F40–F48: neurotic, stress-related and somatoform disorders 6403 (4.3%) 4636 (3.1%) 2521 (1.7%)
F50: eating disorders 317 (0.2%) 12 (0.0%) 458 (0.3%)
F60: specific personality disorders 2668 (1.8%) 2074 (1.4%) 931 (0.6%)
F70–F79: mental retardation 50 (0.0%) 23 (0.0%) 239 (0.2%)
F84: pervasive developmental disorders (autism spectrum) — — 304 (0.2%)
F90–F98: behavioral and emotional disorders with onset usually
occurring in childhood and adolescence

— — 1108 (0.8%)

In all, 144 159 patients had at least one sibling, whereas 6412 were only children.

Table 3. Number of men with a familial history of psychiatric disorders among the 10 037 who had an individual-level history of mental disorders
before draft board examination

Present in mother,
n (%)

Present in father,
n (%)

Present in one or more
siblings, n (%)

F00–F99: any psychiatric history 1833 (18.3) 1391 (13.9) 2282 (23.7)
F00–F09: organic (incl. symptomatic) mental disorders 25 (0.2) 51 (0.5) —

F10–F19: mental and behavioral disorders due to psychoactive substance
abuse

400 (4.0) 675 (6.7) 151 (1.6)

F20–F29: schizophrenia and related disorders 211 (2.1) 158 (1.6) 126 (1.3)
F30–F39: mood disorders 713 (7.1) 390 (3.9) 281 (2.9)
F40–F48: neurotic, stress-related, and somatoform disorders 1144 (11.4) 676 (6.7) 429 (4.5)
F50: eating disorders 51 (0.5) — 46 (0.5)
F60: specific personality disorders 599 (6.0) 381 (3.8) 165 (1.7)
F70-F79: mental retardation — — 46 (0.5)
F84: pervasive developmental disorders (autism spectrum) — — 63 (0.7)
F90-F98: behavioral and emotional disorders with onset usually occurring
in childhood and adolescence

— — 228 (2.4)

A total of 9609 had at least one sibling; 428 were only children.
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range of covariates. The nature of the relationship (mother, father
or sibling) did not substantially alter the pattern of the relation-
ship. This general pattern was confirmed for most categories of
psychiatric disorders, including (a) schizophrenia, (b) mental and
behavioural disorders due to psychoactive disorders, (c) mood
disorders and (d) neurotic, stress-related and somatoform
disorders. In the adjusted models, the presence of a family history
of any psychiatric disorder was associated with a small but
significant drop in BPP scores (the equivalent of less than 1.7 WAIS
IQ units). In the subgroup of men with a past history of psychiatric
disorders, having affected family members with the same
disorders of interest was generally associated with numerical
reductions in cognitive ability also. We stress that these group
differences are slight and unlikely to result in functional
impairment or disruptions to academic or vocational outcomes.
Our findings suggest that shared familial factors (that is, genetic

and/or shared environmental factors), associated with psychiatric
illness have an impact on cognitive ability in young adult men.
Hypotheses that implicate impaired cognitive reserve as a causal
factor for psychiatric disorder may not reflect the complex nature
of the relationship. Just as shortness of breath does not ‘cause’
cardiac failure, impaired cognitive ability may not ‘cause’ mental
disorders. Both phenotypes may be the consequence of a prior
neurobiological process.
Recent epidemiological studies indicate that the presence of a

family history of a wide range of common psychiatric disorders is
associated with an increased risk of schizophrenia.26 We speculate
that genetic factors associated with a range of mental disorders
may also be associated with slight changes in cognitive ability.
However, shared environmental factors may also confound and
moderate the relationship between the variables of interest. For
instance, the presence of a mental disorder in a family member is
often disruptive for the entire family, in that it can trigger a
cascade of social disadvantage that may be reflected in academic
achievements of unaffected family members. Thus, complex
gene–environment correlations may influence the association
between the variables of interest.

Limitations of the study
The study has several important limitations. In Denmark, men with
certain health conditions are exempt from conscription; thus,
individuals with some disorders (such as intellectual disability)
were under-represented. Thus, our sample may have been
systematically biased—those with severe mental illness would
be under-represented in this sample. In addition, our sample
consisted of young males only, and it is not clear whether the
same pattern of findings would be found in females, or in older
men (some men may develop incident mental disorders after
conscription). Furthermore, we had only one composite measure
of general cognitive ability measured at one time point, whereas it
is known that the relative influence of genetic versus nongenetic
factors on cognitive ability changes across the lifespan.27 Whereas
the Danish Psychiatric Register covered those in contact with
inpatient and outpatient services, it does not include individuals
who have only received care from their general practitioner (thus,
common disorders such as depression and anxiety would be
under-represented in this study). Lastly, although we had
information on parental education, we were not able to control
general cognitive ability in the family member. Despite these
factors, our study is based on a large sample and was able to
adjust for a wide range of potential confounding variables,
including parental education.

Implications for future research
Twin-based studies have suggested substantial shared genetic
variance between psychosis and intelligence.28–30 However, as we
learn more about the polygenic architecture of intelligence andTa
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mental disorders, single-nucleotide length polymorphism (SNP)-
based bivariate analyses may provide more robust estimates of
the shared genetic contribution of common genetic variants.31–33

Indeed, a recent study reported that (a) polygenic SNP scores
derived to predict increased cognitive ability were associated with
a reduced risk of schizophrenia, and conversely that (b) polygenic
SNP scores derived to predict increased risk of schizophrenia were
associated with lower scores on cognitive ability.34

On the basis of the convergent evidence from epidemiology26

and genetics,35 there is a growing consensus that shared genetic
factors underpin an unexpectedly diverse range of psychiatric
disorders. On the basis of the results of the current study, and in
light of the recent cross-disorder polygene score studies,34 we
speculate that these same shared genetic factors may also
contribute to general cognitive ability. This hypothesis should be
testable as sample sizes grow, and polygene risk profile scores for
psychiatric disorders and intelligence acquire greater predictive
value. Bivariate analyses of SNP-based heritability between these
traits may provide additional clues to the nature of the relation-
ship. Future hypotheses that link cognitive reserve and risk of
psychiatric disorder should take into account family-level factors.

CONFLICT OF INTEREST
The authors declare no conflict of interest.

ACKNOWLEDGMENTS
This study was funded by the Lundbeck Foundation, Denmark. JM is supported by an
NHMRC John Cade Fellowship (APP1056929).

REFERENCES
1 Aylward E, Walker E, Bettes B. Intelligence in schizophrenia: meta-analysis of the

research. Schizophr Bull 1984; 10: 430–459.
2 Khandaker GM, Barnett JH, White IR, Jones PB. A quantitative meta-analysis of

population-based studies of premorbid intelligence and schizophrenia. Schizophr
Res 2011; 132: 220–227.

3 Kahn RS, Keefe RS. Schizophrenia is a cognitive illness: time for a change in focus.
JAMA Psychiatry 2013; 70: 1107–1112.

4 Matson JL, Shoemaker M. Intellectual disability and its relationship to autism
spectrum disorders. Res Dev Disabil 2009; 30: 1107–1114.

5 Mortensen EL, Sorensen HJ, Jensen HH, Reinisch JM, Mednick SA. IQ and mental
disorder in young men. Br J Psychiatry 2005; 187: 407–415.

6 Batty GD, Mortensen EL, Osler M. Childhood IQ in relation to later psychiatric
disorder: evidence from a Danish birth cohort study. Br J Psychiatry 2005; 187:
180–181.

7 Urfer-Parnas A, Lykke Mortensen E, Saebye D, Parnas J, Pre-morbid IQ. in mental
disorders: a Danish draft-board study of 7486 psychiatric patients. Psychol Med
2010; 40: 547–556.

8 Gale CR, Batty GD, Tynelius P, Deary IJ, Rasmussen F. Intelligence in early adult-
hood and subsequent hospitalization for mental disorders. Epidemiology 2010; 21:
70–77.

9 Barnett JH, Salmond CH, Jones PB, Sahakian BJ. Cognitive reserve in neu-
ropsychiatry. Psychol Med 2006; 36: 1053–1064.

10 Stern Y. What is cognitive reserve? Theory and research application of the reserve
concept. J Int Neuropsychol Soc 2002; 8: 448–460.

11 Barulli D, Stern Y. Efficiency, capacity, compensation, maintenance, plasticity:
emerging concepts in cognitive reserve. Trends Cogn Sci 2013; 17: 502–509.

12 Breslau J, Lane M, Sampson N, Kessler RC. Mental disorders and subsequent
educational attainment in a US national sample. J Psychiatr Res 2008; 42: 708–716.

13 Stoep AV, Weiss NS, Kuo ES, Cheney D, Cohen P. What proportion of failure to
complete secondary school in the US population is attributable to adolescent
psychiatric disorder? J Behav Health Serv Res 2003; 30: 119–124.

14 Kremen WS, Koenen KC, Boake C, Purcell S, Eisen SA, Franz CE et al. Pretrauma
cognitive ability and risk for posttraumatic stress disorder: a twin study. Arch Gen
Psychiatry 2007; 64: 361–368.

15 Green A. The Danish Conscription Registry: a resource for epidemiological
research. Dan Med Bull 1996; 43: 464–467.

16 Teasdale TW. The Danish draft board's intelligence test, Borge Priens Prove:
psychometric properties and research applications through 50 years. Scand J
Psychol 2009; 50: 633–638.

17 Osler M, Lawlor DA, Nordentoft M. Cognitive function in childhood and early
adulthood and hospital admission for schizophrenia and bipolar disorders in
Danish men born in 1953. Schizophr Res 2007; 92: 132–144.

18 Pedersen CB, Gotzsche H, Moller JO, Mortensen PB. The Danish Civil Registration
System. A cohort of eight million persons. Dan Med Bull 2006; 53: 441–449.

19 Knudsen LB, Olsen J. The Danish Medical Birth Registry. Dan Med Bull 1998; 45:
320–323.

20 Danmarks Statistik (Statistics Denmark). IDA—en integreret database for arbejds-
markedsforskning (The Integrated Database for Longitudinal Labour Market
Research). Statistics Denmark Press: Copenhagen, Denmark, 1991.

21 World Health Organization. The ICD-10 classification of mental and behavioural
disorders. Diagnostic Criteria for Research. WHO: Geneva, Switzerland, 1993.

22 Mors O, Perto GP, Mortensen PB. The Danish Psychiatric Central Research Register.
Scand J Public Health 2011; 39(7 Suppl): 54–57.

23 Teasdale TW, Hartmann PV, Pedersen CH, Bertelsen M. The reliability and validity
of the Danish Draft Board Cognitive Ability Test: Borge Prien's Prove. Scand J
Psychol 2011; 52: 126–130.

24 Teasdale TW, Owen DR. Secular declines in cognitive test scores: a reversal of the
Flynn Effect. Intelligence 2008; 36: 121–126.

25 McGrath J, Mortensen PB, Pedersen CB, Ehrenstein V, Petersen L. Paternal age and
general cognitive ability-a cross sectional study of Danish male conscripts. PLoS
ONE 2013; 8: e77444.

26 Mortensen PB, Pedersen MG, Pedersen CB. Psychiatric family history and schi-
zophrenia risk in Denmark: which mental disorders are relevant? Psychol Med
2010; 40: 201–210.

27 Deary IJ. Intelligence. Annu Rev Psychol 2012; 63: 453–482.
28 Toulopoulou T, Goldberg TE, Mesa IR, Picchioni M, Rijsdijk F, Stahl D et al. Impaired

intellect and memory: a missing link between genetic risk and schizophrenia?
Arch Gen Psychiatry 2010; 67: 905–913.

29 Toulopoulou T, Picchioni M, Rijsdijk F, Hua-Hall M, Ettinger U, Sham P et al.
Substantial genetic overlap between neurocognition and schizophrenia: genetic
modeling in twin samples. Arch Gen Psychiatry 2007; 64: 1348–1355.

30 Fowler T, Zammit S, Owen MJ, Rasmussen F. A population-based study of shared
genetic variation between premorbid IQ and psychosis among male twin pairs
and sibling pairs from Sweden. Arch Gen Psychiatry 2012; 69: 460–466.

31 Lee SH, Yang J, Goddard ME, Visscher PM, Wray NR. Estimation of pleiotropy
between complex diseases using single-nucleotide polymorphism-derived
genomic relationships and restricted maximum likelihood. Bioinformatics 2012;
28: 2540–2542.

32 Lee SH, Ripke S, Neale BM, Faraone SV, Purcell SM, Perlis RH et al. Genetic
relationship between five psychiatric disorders estimated from genome-
wide SNPs. Nat Genet 2013; 45: 984–994.

33 van Scheltinga AF, Bakker SC, van Haren NE, Derks EM, Buizer-Voskamp JE, Cahn
W et al. Schizophrenia genetic variants are not associated with intelligence.
Psychol Med 2013; 43: 2563–2570.

34 Lencz T, Knowles E, Davies G, Guha S, Liewald DC, Starr JM et al.Molecular genetic
evidence for overlap between general cognitive ability and risk for schizophrenia:
a report from the Cognitive Genomics consorTium (COGENT). Mol Psychiatry 2014;
19: 168–174.

35 Smoller JW, Craddock N, Kendler K, Lee PH, Neale BM, Nurnberger JI et al.
Identification of risk loci with shared effects on five major psychiatric disorders: a
genome-wide analysis. Lancet 2013; 381: 1371–1379.

This work is licensed under a Creative Commons Attribution-
NonCommercial-ShareAlike 3.0 Unported License. The images or

other third party material in this article are included in the article’s Creative Commons
license, unless indicatedotherwise in the credit line; if thematerial is not included under
the Creative Commons license, users will need to obtain permission from the license
holder to reproduce the material. To view a copy of this license, visit http://
creativecommons.org/licenses/by-nc-sa/3.0/

Family history of mental disorder and cognition
JJ McGrath et al

6

Translational Psychiatry (2014), 1 – 6 © 2014 Macmillan Publishers Limited

http://creativecommons.org/licenses/by-nc-sa/3.0/
http://creativecommons.org/licenses/by-nc-sa/3.0/

	The association between family history of mental disorders and general cognitive ability
	Introduction
	Subjects and methods
	Study population
	Outcome measure
	Statistical analysis
	Ethics approval

	Results
	Discussion
	Limitations of the study
	Implications for future research

	Acknowledgements
	References




