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Objective: Of the few risk factors identified for the development of anxiety disorders, 

behavioral inhibition has received the strongest support. However, studies examining 

prediction of anxiety disorder from inhibition over time have not been extensive and very 

few have assessed the impact of inhibition assessed early in life on anxiety in adolescence.  

Method: The current study assessed three risk factors among 91 children when they were 

aged around 4 years and determined anxiety diagnoses when the children were in 

midadolescence (average age 15 years). Children were included in the study at preschool 

age if they scored high (N = 57) or low (N = 34) on behavioral inhibition. Maternal 

anxiousness and maternal attitudes toward the child were assessed at the same time. 

Diagnoses at age 15 were categorised as social anxiety disorder or other anxiety disorders.  

Results: Social anxiety disorder at age 15 was predicted by both inhibition and maternal 

anxiousness at age 4, while other anxiety disorders were predicted only by maternal 

anxiousness. Almost 37% of inhibited preschool-aged children demonstrated social anxiety 

disorder at age 15, compared with 15% of uninhibited children.  

Conclusions: The results support a growing body of research pointing to the importance of 

behavioral inhibition as a risk for social anxiety well into adolescence and also highlight 

maternal anxiousness as a more general risk across anxiety disorders.  
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 Anxiety disorders are among the most chronic forms of mental disorder 1. They 

typically begin relatively early in life and most have low rates of remission. The median age 

of onset for anxiety disorders is around 11 years and 75% of all anxiety disorders have 

developed by age 21 2. One of the most chronic of the anxiety disorders, social anxiety 

disorder, has an average onset in early to midadolescence, a period that also coincides with 

the marked increase in prevalence of depression 
3
. Anxiety disorders and especially social 

anxiety disorder typically have a strong negative impact during the adolescent years 1. Thus, 

adolescence is a key period for the development and adverse impacts of mental disorders, 

especially anxiety disorders. In turn, anxiety disorders during adolescence are strong 

predictors of continued difficulties into adulthood, including adult anxiety and mood 

disorders 4,5.  

 Several comprehensive models of the development of anxiety disorders in youth 

have been proposed and emphasise a relatively consistent set of factors 6-10. Central among 

these risk factors are temperament, parent psychopathology, and parent–child 

relationships.  

 Temperamental risk for anxiety has focussed on withdrawn and inhibited behaviors, 

with the most widely described temperamental risk being behavioral inhibition. Behavioral 

inhibition describes a style of extreme withdrawal and avoidance in response to novelty and 

social situations 11,12. Behavioral indicators include a reticence to speak or engage with 

peers, hesitation to interact with or approach unfamiliar people or objects, and for young 

children, a tendency to stay close to their mother. Related temperament types have also 

been described including social withdrawal, shyness, and fearfulness 13-15. The similarity and 

overlap with anxiety disorders, especially with social anxiety disorder is obvious (hesitant 
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peer interactions, social withdrawal) and considerable debate has considered whether these 

constructs should be seen as interchangeable 
16-18

. However, based on several differences 

between the constructs (e.g., moderate correlations, different responsiveness to 

environmental agents, different life impact), most authors have concluded that inhibition 

and anxiety disorder can be conceptualised as independent, although highly related, 

constructs. A wealth of evidence has supported the relationship between behavioral 

inhibition and anxiety disorders and importantly, a number of these studies have been 

longitudinal, supporting early inhibition as a risk for later anxiety disorder 
17

. Some research 

has suggested that this relationship is found only with social anxiety disorder and that 

behavioral inhibition is not a significant risk for other anxiety disorders 19-21, although some 

studies have shown slightly broader associations 22-24. A recent meta-analysis showed that 

behaviorally inhibited children have a 7-fold risk to develop later social anxiety disorder 

compared with uninhibited children 25. However, the strength of this relationship appears to 

decrease with time between assessments. In other words studies in which BI and anxiety 

are assessed further apart show a slightly smaller prediction than studies in which the two 

variables are assessed closer in time. It may be expected then that behavioral inhibition 

measured early in childhood will be a less important predictor of anxiety into middle 

adolescence than it is for anxiety assessed during childhood.  

 To date, only 2 separate cohorts have been used to assess the relationship between 

behavioral inhibition during childhood and anxiety disorders in adolescence 21,26. In the first 

long-term study, 112 children were assessed for inhibition based on laboratory observation 

when they were around 2 years of age and were categorised at either of the two extremes 

(behaviorally inhibited or behaviorally uninhibited)21. By early adolescence (mean age 13 

years), 74 participants were assessed on structured diagnostic interview. Those who had 
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been categorised as behaviorally inhibited when they were toddlers were significantly more 

likely to meet current criteria for social anxiety disorder than those initially assessed as 

uninhibited (61% vs. 21%). In a later study 122 adolescents aged between 14 and 16 years 

who had previously been assessed for behavioral inhibition were diagnosed with structured 

clinical interview for lifetime disorders 
26

. The children had been assessed for inhibition four 

times from 14 months to 7 years of age and were divided into two groups, stable inhibition 

(behavioral inhibition on all four occasions across childhood, N = 15) and low inhibition or 

inhibition on less than four occasions (N = 107). Adolescents showing stable inhibition 

according to maternal reports were more likely to meet diagnostic criteria for lifetime social 

anxiety disorder (40% vs. 15%) and the difference for any anxiety disorder approached 

significance (60% vs. 53%).  

 If behavioral inhibition accounts for only a modest proportion of variance in anxiety 

disorder by adolescence, then it is important to identify other factors that may also be 

involved. As described above, two core factors that have been proposed include parent 

psychopathology and parent-child relationship. Parents of anxious children have been 

shown to be more likely to themselves meet criteria for anxiety disorders and generally to 

be higher on negative affectivity 27,28. This work has mostly been cross-sectional although a 

few studies have demonstrated that parent negative affect can act as a risk for later child 

anxiety 
22,24,29

. At present no studies have assessed parent negative affect when the child 

was very young and examined its influence on the child's anxiety in the adolescent years.  

 A greater amount of research has focused on the relationship between childhood 

anxiety and parenting styles and behaviors. A large number of studies, both retrospective 

and concurrent, and using both verbal reports and observational assessment, has shown 

that parents of anxious children are more critical (harsh, low in warmth) and involved 
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(protective, controlling) than other parents 30-32.  The vast majority of these studies are 

concurrent, although several studies have now shown that overinvolved parenting at one 

time can predict child anxiety at a later time 22,29,33,34. Little prospective research has 

evaluated this effect among adolescents. Given the greater distinction from parents during 

adolescence 
35

, it might be expected that the parent–child relationship would predict less 

variance in anxiety, both concurrently and prospectively, during adolescence than earlier in 

childhood. While this may be true, at least one study has shown that parent overprotection 

among 12 year old girls was still a significant predictor of the girls' anxiety 12 months later, 

but only according to adolescents' reports of their own anxiety and not according to 

maternal reports of the girls' anxiety 36.  

 Only one study has currently provided an examination of several potential predictors 

of anxiety from very early in life to adolescence 37. In this study, 155 children were followed 

from birth to age 17 and assessed on a variety of measures relevant to temperament, peer 

relationships and parent–child relationship. Of relevance to the current study, behavioral 

reactivity in infancy predicted emotional regulation in preschool, which predicted symptoms 

of anxiety in childhood and ultimately childhood anxiety predicted symptoms of anxiety in 

adolescence. In addition, a history of insecure attachment predicted emotional regulation 

and social competence in preschool, which both predicted later anxiety. This analysis 

demonstrated a possible developmental trajectory through which early temperament may 

predict adolescent anxiety, although a direct relationship between early temperament and 

adolescent anxiety was not examined. 

 The aim of the current study was to evaluate the influence of three key risk factors 

assessed during the child's preschool years on their expression of anxiety disorders in 

middle adolescence. The risk factors assessed during early childhood (when the children 
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were on average 4 years of age) included behavioral inhibition, maternal attitudes toward 

the child, and maternal anxiousness. The sample was selected at the two extremes on 

inhibition and hence this risk factor was examined in greater detail. Given the findings 

relating behavioral inhibition specifically to social anxiety disorder, the current study also 

distinguished between social anxiety and all other anxiety disorders as outcomes.  

 

Method 

Participants: Participants for the study included 91 young people with an average age of 

15.4 years (SD = 0.9; range 12.4–17.2 years). Participants were initially recruited when they 

were at preschool age (mean = 3.8 years; SD = 0.4; range = 3.0–4.6 years) through 95 

preschools in the Sydney area. Mothers of the children at that time returned a screening 

measure of inhibition (Short Temperament Scale for Children) 38 and those scoring high or 

low (> 30 or < 15) on the approach subscale were invited to a laboratory observation 

assessment for behavioral inhibition. Children high (BI) or low (BUI) on inhibition according 

to observation were included in the study. The BI children in this study had been included as 

the control group in an additional study of anxiety prevention 
39,40

. Eight of the families (9%) 

described themselves as of European heritage, 6 (7%) as having Asian heritage, and the 

remainder identified only as Australian.  

 For the current study, the sample was re-contacted approximately 11 years after 

initial recruitment. Rigorous attempts were made to contact the original families. Addresses 

for a relative had been obtained in the initial trial and, for those families who were not 

contactable in this way, a number of strategies were used to locate them including 

searching electoral rolls, searching telephone directories across Australia, calling the original 

daycare, contacting fathers' work addresses, and contacting neighbours. These strategies 
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allowed us to locate 100 of the original 119 participants (84%). Of the located participants, 9 

refused participation or did not return data. This left a total of 91 participants (76 % of the 

original sample; 77% of the BI group and 76% of the BUI group) who returned data for the 

current study. The final sample included 57 in the BI group (24 boys and 33 girls; mean age = 

15.2, SD = 0.8 years) and 34 in the BUI group (20 boys and 14 girls; mean age = 15.7, SD = 0.9 

years). The groups did not differ significantly on gender, χ2(1, N=91) = 2.38, p = .12, although 

there was a significant difference on age, t(89) = 2.56, p = .012.  

 

Measures 

Assessment at Age 4 

Laboratory Assessment: The laboratory assessment at age 4 was designed to assess for 

behavioral inhibition status and followed the procedures described by Kagan et al., e.g., 41,42. 

Inhibition was determined through assessment of 5 behaviors across a total of 4 tasks. The 

tasks included the following: a 15-min interaction with a same-age peer, interaction with 2 

strangers wearing a cloak and a gas mask, interaction with an unusual looking toy, and 

acceptance of simple medical procedures (e.g., chest electrodes, blood-pressure cuff). 

Across these tasks, children were categorized as behaviorally inhibited if they demonstrated 

total talk of less than 1 min, stayed within arm’s length of mother for more than 1 min, 

stared at their peer for more than 2 min, and approached the strangers twice or less, and 

peer once or less. Children not scoring within these parameters were categorized as 

behaviourally uninhibited. To determine a laboratory observation score these behaviours in 

addition to the total time spent smiling were standardized around their mean and averaged. 

Inter-rater agreement for these behaviours ranged from 0.50 to 0.93, with a mean of 0.76.   

Temperament Questionnaire.  
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 Both parents also completed the Temperament Assessment Battery for Children–

Revised TABC-R: 
43

. The Social Inhibition subscale was used in the current study.  

Maternal Anxiousness  

The Depression Anxiety Stress Scales, short form, trait version DASS21: 44 was 

completed by mothers to reflect their own characteristic levels of negative affectivity. 

Interest in the current study was on maternal anxiousness and therefore only the anxiety 

and stress subscales were included in the analyses.  

Maternal Attitudes 

The 5-minute speech sample FMSS: 45,46 is a brief measure of Expressed Emotion (EE) 

that scores the attitudes of parents (in this study, mothers) toward a target relative (in the 

current study, the child), based on an audio-taped, 5-min monologue about that person. The 

affective tone and content of the speech sample are examined for evidence of two distinct 

dimensions, criticism and emotional overinvolvement (EOI). Consistent with previous 

studies e.g., 47,48, within the criticism and EOI dimensions, the categories of borderline and 

high were combined and referred to as “high”.  

 We have previously reported from the current sample that mothers of BI children 

report higher EOI than mothers of BUI children at age 4 48. In that study we reported solid 

interrater reliability for both subscales: criticism - ICC = .88; EOI - ICC = .84. 

 

Assessment at Age 15 

Diagnoses: Current diagnoses were assigned by clinical psychologists following structured 

interview with the Anxiety Disorders Interview Schedule for DSM-IV, Parent and Child 

versions ADIS-PC: 49. Interviewers received training to criterion and for the current study 

diagnoses of any of the anxiety disorders were relevant. Inter-rater agreement for a 
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diagnosis of anxiety or depression based on composite parent and child report was 

calculated in a companion study that overlapped with the current sample 
50

 and was 

reported to be solid: kappa = .79.  

 

Procedure 

 For this follow-up study, participants were contacted and asked for their willingness 

to engage in a single assessment session of approximately 2–3 hours involving personal 

interviews and completion of questionnaires. Participation was sought from the target 

adolescent and their mother who were offered $A100 as reimbursement for their time. 

Mothers were selected to maintain consistent parent gender and since they were more 

likely than fathers to provide data and to have been the primary caregiver.  

 Families who agreed to participate were sent a secure web link to complete the 

questionnaires online and an appointment was made at the university for diagnostic 

assessment. The assessing clinicians were blind to the baseline inhibition status of the child. 

Where diagnoses were identified or marked distress was apparent, families were offered 

referral options. This study was approved by the Macquarie University Human Research 

Ethics Committee.  

 

Data Analysis 

 Because the groups were initially selected on the basis of behavioral inhibition status 

and in order to compare with previous research, initial analysis utilised chi-square to 

compare the 2 inhibition groups on clinical diagnoses at age 15. Later analyses utilized 

continuous measures of inhibition (maternal report on the TABCR and total score on 

laboratory assessment) as well as measures of maternal attitudes (maternal criticism and 
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emotional overinvolvement on the FMSS) and maternal anxiousness to predict the child’s 

anxiety at age 15. For these analyses, comparisons were made between two possible 

anxiety outcomes at 15 years: a clinical diagnosis of social anxiety disorder and a clinical 

diagnosis of an anxiety disorder other than social anxiety disorder. Bivariate correlations 

were initially calculated between each age 4 predictor and the age 15 diagnostic outcomes. 

A structural equation model was then conducted in which the observed variables social 

anxiety disorder at age 15 and anxiety disorders other than social anxiety at age 15 were 

each predicted from three latent variables assessed at age 4 as follows: Maternal attitude 

was predicted from the two facets obtained from the FMSS, criticism and emotional 

overinvolvement; Maternal anxiousness was estimated from the anxiety and stress 

subscales of the DASS; Child inhibition was estimated from the mother's report of inhibition 

on the TABC-R and the laboratory observation total score (see Figure 1).   

 

Results 

Categorical Associations Between Behavioral Inhibition and Diagnostic Status 

 The number of adolescents in each group who met DSM-IV diagnostic criteria for 

each of the major anxiety disorders was compared (Table 1). Participants in the BI group 

were significantly more likely to meet criteria for social anxiety disorder, χ2(1, N=91) = 5.11, 

p = .02, and any anxiety disorder, χ
2
(1, N=91) = 5.37, p = .02. The groups did not differ 

significantly on the number with separation anxiety disorder, χ2(1, N=91) = 1.22, p = .27, 

generalized anxiety disorder, χ2(1, N=91) = 1.29, p = .26, specific phobia, χ2(1, N=91) = 1.27, 

p = .26, obsessive compulsive disorder, χ
2
(1, N=91) = 2.50, p = .11, or any anxiety disorder 

excluding social anxiety disorder, χ2(1, N=91) = 1.80, p = .18.  
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Prediction of Age 15 Diagnoses From Baseline Measures 

 Bivariate (Pearson) correlations were calculated between variables assessed at age 4 

and diagnoses of either social anxiety disorder or an anxiety disorder other than social 

anxiety at age 15. Results are shown in Table 2. As can be seen, social anxiety disorder at 

age 15 was significantly associated with inhibition at age 4 (assessed by either maternal 

report or laboratory observation) and with maternal trait anxiety and stress. Nonsocial 

anxiety disorders were significantly associated only with maternal trait anxiety and stress. 

To further examine relationships between variables, differences as age 4 between the BI 

and BUI groups on the other main variables were examined with t-tests and are reported in 

Table 3.  

 The variables were then combined in a structural equation model to predict age 15 

diagnoses (social anxiety or other anxiety) from baseline measures as described in the 

Method section. Due to the very low correlation between the two measures of expressed 

emotion (maternal critical comments and emotional overinvolvement, these variables were 

included in the model as observed variables. However, since they shared method variance, 

their error terms were allowed to covary as were the errors associated with the two 

diagnostic measures derived from structured interview. The model provided a good fit to 

the data with a non-significant chi square, χ2 (df = 14) = 16.26, p=.298, and satisfactory fit 

indices, CFI = .98, TLI = .96, IFI = .99, RMSEA = .042.  

 According to the model (Figure 1), age 15 social anxiety disorder was significantly 

predicted by age 4 inhibition, β = .30, p=.016, and maternal anxiousness, β =.30, p=.006, 

while other anxiety disorders at age 15 were significantly predicted only by maternal 

anxiousness at age 4, β =.29, p=.009. 
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Discussion 

 The current results show a clear relationship between early behavioral inhibition and 

adolescent anxiety disorders. Consistent with most previous research this relationship was 

only significantly demonstrated for social anxiety disorder 19,20. Conceptually social anxiety 

disorder and behavioral inhibition have marked similarities and in many ways it is difficult to 

distinguish high social anxiety from high behavioral inhibition 16. At the very least the 

temporal relationship between these constructs demonstrates consistency of social 

anxiousness over considerable time. However, the extent to which these terms refer to 

distinct constructs points to a clear early risk factor for adolescent social anxiety, which 

replicates a small number of previous results 21,26. Importantly, the relationship between 

behavioral inhibition and later social anxiety was consistent whether inhibition was assessed 

through maternal report or laboratory observation.  

 It should be noted that at age 15 less than 40% of the inhibited sample met 

diagnostic criteria for social anxiety disorder. Thus, although early behavioral inhibition is a 

statistically significant predictor of later anxiety disorder, clinical social anxiety disorder in 

adolescence is far from inevitable. Clearly a number of factors might influence the ultimate 

trajectory. On the positive side, research has shown that parents are able to assist their 

child to prevent development of social anxiety disorder up to adolescence 50. Some of the 

core components in these early intervention programs reflect "common sense" and it has 

been shown that many parents will apply these strategies with their children naturally 39. 

 On the negative side, additional factors may increase risk for adolescent anxiety. The 

current study examined two possible risk factors; maternal anxiousness and maternal 

attitudes to the child. The results showed that maternal anxiety provided additional 

independent risk for social anxiety disorder in adolescence. Thus, those children who were 
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high on behavioral inhibition and also had an anxious mother were at particular (additive) 

risk. The mechanism by which maternal anxiety confers risk for adolescent anxiety disorders 

is unclear. Interestingly, this risk factor was more general than inhibition and conferred risk 

for both social and nonsocial anxiety disorders. Maternal anxiousness may reflect a stronger 

genetic risk or loading for adolescent anxiety. However, this genetic risk is clearly one that is 

distinct from genes associated with behavioral inhibition since maternal anxiousness 

remained a significant predictor even after child inhibition was controlled 22. Given that 

maternal anxiousness predicted both social and non-social anxiety disorders, this would 

suggest that genetic factors other than those involved in behavioral inhibition may be 

common across anxiety disorders.  

 Maternal anxiousness may also confer risk for adolescent anxiety through indirect 

mechanisms. One widely proposed mechanism is maternal overprotection 1 and indeed 

some research has shown that anxious mothers are more likely to be overprotective 31. 

However, the current results failed to demonstrate that parenting at age 4, assessed as 

maternal attitudes reflecting either overprotection or criticism, were significant predictors 

of adolescent anxiety. Parenting is a construct that is especially difficult to measure since it 

is likely to be highly context specific and open to reporting bias. Use of the five minute 

speech sample in the current study reduced bias associated with self-report but may have 

lacked validity. However, at least some research has shown that emotional overinvolvement 

assessed by the five minute speech sample is associated with anxiousness in preschool aged 

children 47,48 and even predicts later anxiety 22,24. It is more likely that maternal parenting 

style at a very young age does not have a marked direct influence on anxiety in adolescence. 

By the middle teenage years, young people have differentiated themselves to a 

considerable degree from their parents and it is likely that parenting behaviors will have less 
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influence at this stage than earlier in life.  This does not mean that maternal overprotection 

may not be important in the trajectory of anxiety since adolescent anxiety is predicted by 

child anxiety and there is evidence that parenting styles do predict earlier anxiety 1. Thus as 

shown by Bosquet and Egeland 37, the parent–child relationship early in life may predict 

early child anxiousness which in turn predicts later maintenance of anxiety into 

adolescence.  

 There are several limitations to the current study. As mentioned, parenting is 

difficult to measure and was done so in the current study with the five minute speech 

sample. This measure has not been widely used in the context of anxiety, especially in the 

early years and further work developing reliable and valid measures of parenting suitable 

for use with preschool-aged children would be useful. The measure also taps a construct 

that is better described as “maternal attitudes” and hence the relationship to actual 

parenting behaviors is not direct. The current sample was larger than most previous 

research of its type, but was still not large in terms of longitudinal prediction. Childhood 

trajectories are likely to be subtle and may be dramatically influenced by relatively small 

effects, but the current study was not sufficiently powered to detect small effects or 

interactions. As an example, inhibited children were somewhat more likely to demonstrate 

most of the anxiety disorders in adolescence, but the effects for all but social anxiety 

disorder did not reach significance. It is possible that a larger sample would have 

demonstrated a different pattern of results. The use of both maternal report and laboratory 

observation to assess behavioral inhibition was a real strength. Similarly, adolescent 

diagnoses were assessed through clinician interviews based on both mother and adolescent. 

Nonetheless, maternal report was involved to some degree in most measures. Future 

studies may benefit from use of completely independent measurement of constructs.  
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 It is always sobering to demonstrate the degree to which human distress can be 

predicted from early patterns. The current results show especially long prediction of anxiety 

from preschool to adolescence. The results can be interpreted as glass half full or half 

empty. On one hand, high behavioral inhibition and maternal anxiety early in life provide 

statistically strong risk for clinical anxiety disorders in the middle teenage years. On other 

hand less than 40% of inhibited preschool children will maintain anxiety disorders into 

middle adolescence and there are clearly a variety of factors that further influence 

development and may predict a lack of disorder. Based on our previous research, it is 

possible to alter the trajectory to disorder and reduce the development of anxiety disorders 

40,50. Continued understanding of risk factors will help to further improve efforts at 

prevention.  
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Table 1: Proportion of Behaviorally Inhibited and Behaviorally Uninhibited Groups Meeting 

Diagnostic Criteria for Anxiety Disorders.  

Diagnosis Behaviorally Inhibited 

N = 57 

Behaviorally Uninhibited 

N = 34 

Separation Anxiety Disorder 3.5% 0% 

Generalized Anxiety Disorder 31.6% 20.6% 

Social Anxiety Disorder 36.8% 14.7% 

Specific Phobia 21.1% 11.8% 

Obsessive Compulsive Disorder 7.0% 0% 

Any nonsocial Anxiety Disorder 40.4% 26.5% 

Any Anxiety Disorder 54.4% 29.4% 
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Table 2: Pearson Correlations Between Key Variables Assessed at Both Baseline (Age 4) and Age 15. 

 

 Maternal trait 

anxiety 

Maternal trait 

stress 

Maternal 

report of 

child 

inhibition 

(age 4) 

Laboratory 

observation 

of child 

inhibition 

(age 4) 

Maternal 

critical 

comments 

Maternal 

overinvolvement 

Existence of social anxiety 

disorder (age 15) 

.26* .32** .28* .26* .19 .13 

Existence of non-social 

anxiety disorder (age 15) 

.24* .30** .14 .13 .10 .03 

Maternal trait stress 

 

.73**      

Maternal report of child 

inhibition (age 4) 

.01 .09     

Laboratory observation of 

child inhibition (age 4) 

.02 .01 .73**    

Maternal critical 

comments 

.19 .12 .09 .12   

Maternal 

overinvolvement 

.00 .12 .32* .10 .15  

*p<.05;   **p<.01 
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Table 3: Differences Between the Behaviorally Inhibited (BI) and Behaviorally Uninhibited 

(BUI) Groups on Other Key Variables at Age 4.  

 

 BI BUI t and p values 

Maternal reported 

inhibition 

46.28 (6.41) 15.77 (8.28) -18.59, p<.001 

Laboratory 

observation score 

0.31 (.31) -0.50 (.45) -9.81, p<.001 

Maternal anxiety 3.04 (3.64) 3.33 (4.25) 0.33. p=.744 

Maternal stress 8.44 (7.05) 7.35 (6.70) -0.69, p=.50 

Maternal critical 

comments 

0.24 (.49) 0.18 (.40) -0.52, p=.60 

Emotional 

overinvolvement 

0.37 (.49) 0.11 (.32) -2.39, p=.02 
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Figure 1: Prediction of anxiety diagnoses at age 15 from latent variables at age 4.  
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