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Abstract

Purpose Several studies have confirmed that maltreatment
and abuse in childhood are related to conduct problems.
Less is known about such relationships with concurrent
adversities in adolescence and, also, when compared with
other severe adversities and possible multiple additive
effects.

Methods The study encompassed a community population
of 4881 adolescents 15-16 years of age 50.1 % boys and
49.9 % girls. Youth with and without conduct problem
scores within the deviant range on the Strength and Diffi-
culties Questionnaire (SDQ) was compared on 12 concur-
rent adversities.

Results Based on self-reports, 4.4 % of the adolescents had
conduct problem scores within the deviant range and more
girls (5.1 %) than boys (3.7 %). In the deviant conduct
problem group, 65.1 % had experienced two or more
concurrent adversities compared with 26.3 % of youths in
the non-deviant group (OR 5.23, 95 % CI 3.91-7.01).
Likewise, the deviant conduct problem group was from
1.71 to 8.43 times more at the risk of experiencing the
different adversities. Parental mental health problems and
experiences of violence were multivariately strongest
associated with conduct problem scores within the deviant
range on the SDQ. A strong multiple additive relationship
with adversities was found.
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Conclusions Two-thirds of youth with SDQ conduct
problem scores within the deviant range reported two or
more concurrent adversities. Clinicians should seek infor-
mation about kinds and amount of possible traumatic
adversities in youth with conduct problems and offer evi-
dence based treatment.

Keywords Adolescence - Conduct problems - Childhood
adversities - Child abuse

Introduction

Early adversities are common and have a strong co-oc-
currence. Several studies have found strong associations
between adversities and adolescent psychiatric disorders.
In a nationally representative, US study adversities were
associated with more than one-fourth of all onsets of
adolescent psychiatric disorders, and were found to be the
strongest predictor of behavior disorders [1]. Similarly,
Affi et al. [2] found maltreatment primarily to be associated
with conduct disorder. Conduct problems constitute a
considerable share of mental health problems among chil-
dren and adolescents [3, 4]. In 2009-2010, conduct prob-
lems represented 12.4 % of all referrals to outpatient child
and adolescent psychiatric services in Norway [5]. In a
representative study from these services, more than half
(60.2 %) of all youth patients reported sexual and physical
abuse and neglect [6]. In a longitudinal study of the asso-
ciations of sexual and physical abuse and neglect, official
registered physical abuse cases were strongest related to a
pattern of antisocial and impulsive behavior [7]. Mersky
and Reynolds [8] found significant relationships between
maltreatment and violent juvenile delinquency as well as
lifetime violent arrests. Furthermore, the significance of a
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developmental course of influences has been discussed.
Thornberry et al. [9] reported the outcome of childhood-
limited maltreatment to be related to internalizing prob-
lems, whereas adolescent maltreatment had a stronger and
more pervasive influence on later adjustment, and, with a
broader range of outcomes as violence, a diversity of
conflicts with the judicial system and addiction problems.
Likewise, Kaplow and Widom [10] found later onset of
maltreatment to be predictive of more behavioral problems
in adulthood.

In a summary of review findings, Gilbert et al. [11]
concluded that retrospective as well as prospective studies
documented strong relationships between maltreatment and
child and adolescent behavior problems as well as PTSD
and criminal behaviors.

Traditionally, researchers have focused on single or just
a few adversities, such as abuse and neglect, and their
associations with mental health disorders [12-14]. How-
ever, according to Kessler et al. [15], results of single-
adversity single-disorder studies should not be used as
evidence of unique effect of specific adversities on specific
disorders. Mersky et al. [16] found cumulative adversities
to be associated with cumulative effects of poor health-
related outcomes. Consistent evidence suggests a cumula-
tive effect of different types of maltreatment on later
behavior problems [17, 18]. In addition, high rates of
comorbidity complicate the picture. More than half of
referred youth with behavior disorders are found to have
another psychiatric disorder [19].

The relationship between social factors and conduct
problems is well known. Less than a half of children with
conduct disorders live with married parents. Equally, they
tend to live in poorer areas than other children do, and
living in poverty makes it more than twice as likely to have
a conduct disorder as living in non-poverty [3].

Many of the studies of adversities and conduct problems
have investigated selected groups, such as maltreated
children and youth in conflict with the judicial system,
clients from the social and child protective services, and
patients from pediatric wards or from child and adolescent
psychiatry. Less is known about these relationships in an
adolescent community population. In addition, most stud-
ies have focused on childhood adversities, while the asso-
ciation between concurrent adolescent adversities and
adolescent conduct problems is less studied.

The aim of this study was to investigate the prevalence
of critical conduct problems in a large adolescent com-
munity population and to explore the prevalence and
amount of concurrent adversities among youth with critical
conduct problems compared with youth without such
problems. Furthermore, we wanted to look at the rela-
tionship between conduct problems and different kinds of
concurrent adversities and to investigate the associations
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between critical conduct problems and multiple additive
effects of adversities. Likewise, we intended to explore the
influence of comorbidity. Finally, we wanted to examine
the relationship with sociodemographic variables (gender,
economy, divorce, family, peers, school, and service use).

Methods
Study design and sample

The Norwegian Arctic Adolescent Health Study (NAAHS)
[20] was conducted among the tenth graders (15-16 years
old) in all junior high schools in the three northernmost
counties in Norway, in 2003-2005. All pupils (5877) in the
tenth grade were invited to participate and those who
agreed were asked to fill in two questionnaires during
school hours. The data collection was conducted and fun-
ded by a joint collaboration between the Centre for Sami
Health Research at the University of Tromsg and the
Norwegian Institute of Public Health. The investigation
was approved by the Regional Medical Ethical Committee,
the Norwegian Data Inspectorate, and the school
authorities.

A total number of 4881 of 5877 gave written consent to
the use of data from the survey of whom 50.1 % were girls
and 49.9 % were boys. The response rate was 83 %.

Mental health

The questionnaire in this study included the Strength and
Difficulties Questionnaire (SDQ) as a measure of mental
health [21]. SDQ has a parent, teacher, and youth version.
In this study, only the SDQ self-report (SDQ-S) was used.
The algorithms in SDQ generate problem scores for each of
three broad-spectrum categories of problems—conduct
problems, emotional symptoms, and hyperactivity/attention
problems, as well as an impact score related to family,
friends, learning situation, and leisure activities. Problem
scores are grouped into four levels—“average”, “slightly
raised”, “high”, or “very high” [22]. Deviant SDQ-S
scores are reasonably consistent between Norway and the
United Kingdom [23]. SDQ has proven suited for the
registration of conduct problems [24-26]. Multi-informant
SDQ scores above the 90th percentile predicts a clearly
increased likelihood (OR 6.2) for the presence of inde-
pendent diagnosed mental disorders [27]. Goodman et al.
[22] reported that “very high” SDQ symptom scores pre-
dicted 81-91 % of children who had a defined clinical
diagnosis with more positives than negatives, i.e., SDQ
categories were overinclusive. Mathai et al. [25] found the
sensitivity to be 93 % for ADHD (ICD-10), 81 % for
emotional disorders and 100 % for conduct disorders when
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multi-informant SDQ was “high/very high” with combined
symptom and impact scores. A review of Norwegian
research on SDQ Korngr and Heyerdahl [23] concluded
that the Norwegian version of SDQ-S was suitable for use
in research. Diagnostic predictions from questionnaire data
are likely to be more accurate if they draw both on impact
and symptom scores, whereas both DSM-IV and the
research version of ICD-10 define most of the common
child and adolescent psychiatric disorders in terms of
impact as well as symptoms [22]. In this study, symptom
scores “very high” (above the 90th percentile—scores
within the deviant range) combined with a “very high”
impact score (above the 90th percentile) were used to
define a conduct problem group with scores within the
deviant range (deviant CP group) (4.4 %; n = 209).
Likewise, the estimation of degree of comorbidity was
based on SDQ deviant emotional problem and SDQ deviant
hyperactivity/attention problem scores combined with
impact scores within the deviant range. The control group
in this study (n = 4524) included everyone who was not
within the deviant conduct problem group (non-deviant CP

group).
Concurrent adversities

Questions about 12 adversities were selected in line with
the “Stressful life events” scheme from a UK study of
mental health among children and adolescents [3] and the
“Registration of trauma experiences in children”
scheme (KATE-B) from the Norwegian Centre for Vio-
lence and Traumatic Stress Studies [28]. In addition, a
question about “Parents with addiction problems” was
used.

The 12 adversities were assessed through the following
questions: “Have you during the past 12 months experi-
enced”: “Sexual abuse”, “Serious illness or injury your-
self”, “Serious illness or injury in someone who is close to
you”—(“Yes”, “No”). Parental problems were registered
through the question: ““Have you during the past
12 months had any of these problems”: “Mental health
problems in parents/caretaker”,” Addiction problems in
parents/caretaker (“No, never,” “Yes, sometimes,” “Sev-
eral times,” “Very often”). Those who reported at least
“Yes, sometimes” were defined to have a parent with
mental health or addiction problems. Violence was sur-
veyed through the question “Have you been a victim of
violence (hit, kicked or similar) during the last
12 months”: “Yes, just by youth”, “Yes, just by adults”,
“Yes, by both youths and adults”. Suicide was recorded
through the question: “Do you know someone who has
taken his own life?” “If yes”, was it (insert one or more
marks)”: “Close family”; “Relatives”; “Someone in the
neighborhood” (merged into one variable), “Pal”;

“Boy/girlfriend”; “Fellow student” (merged into one
variable). Bullying was registered through the question:
“Have you during the past 12 months experienced bullying
on your way to or from school?” (“Never”, “Sometimes”,
“About once a week,” “Several times a week”). Those
who reported at least “About once a week” were defined to
have been bullied. Hospitalization was registered through
the question: “Have you during the past 12 months ever
used” (mentioned here several healthcare services)
(“Never”, “1-3 times”, “4 times or more”). Those who
reported at least “1-3 times” were registered as
hospitalized.

Demographics, family, and school

Parental involvement was measured by a four-item version
of the Parental Involvement Scale (¢« = 0.78) [29] based on
the questions: “My parents know where I am and what I do
in the weekend,” “My parents know where I am and what I
do on weekdays,” “My parents know who I spend my
leisure time with”, “My parents like the friends I spend
time with”. Parental support (z = 0.88) was measured by
the following five statements: “I feel attached to my fam-
ily,” My family takes me seriously”, “My family values
my opinion”, “I mean a lot to my family”, and “I can
count on my family when I need help.”

Peer support (o = 0.84) was measured by the follow-
ing four statements: “I feel closely attached to my
friends,” “My friends value my opinions,” “I can
help/support my friends,” and “I can count on my friends
when I need help”. Parental involvement and parental and
peer support were all measured by a four point Likert
scale from “completely agree” (1) to “completely dis-
agree” (4).

School-related stress (¢ = 0.66) was measured by the
following experiences: “Have you ever experienced any of
the following:” “Heavy work pressure at school,” “Heavy
pressure from others to succeed/do well at school,” “Find
it very difficult to concentrate in class” and “Find it very
difficult to understand the teacher when he/she is teach-
ing?” Responses were measured on a three-point Likert
scale from “no” (1) to “yes, often” (3).

Family economy was surveyed through the question: “I
think our family compared with others in Norway, has”:
“Poor economy”, “Medium economy”, “Good economy”,
“Very good economy.” Those who reported “Poor econ-
omy” were recorded to have financial problems. Service
use was surveyed through the question: “Have you during
the past 12 months ever used: “School health services”;
“Psychologist or psychiatrist (private or outpatient).”
Those who reported at least “1-3 times” were registered as
users of respectively school health and mental health spe-
cialist services.
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Statistical analysis

The statistics program SPSS (Statistical Package for
Social Sciences, version 21) was used for statistical
analyses. Differences between the deviant CP group and
the non-deviant CP group were analyzed with ¢ test and
odds ratio Chi-square test. To test for multivariate
associations between deviant CPs and the 12 adversity
items, data were entered into a logistic regression with
deviant CPs as dependent variable. Adversity items
correlated from —0.06 to 0.15 (except for 0.31 between
the variables “Self serious illness/injury” and “Hospi-
talization”), indicating that multicollinearity was not a
threat. Cohen’s d was used as a measure of effect size. A
simple linear regression was calculated to predict CP
scores based on the number of current adversities. In
addition, conduct problems were analyzed categorically
according to the 90th percentile cutoff related to each
additional adversity.

Results

Totally, in the entire youth population boys had higher
conduct problem symptom scores than girls measured with
the SDQ, mean score = 2.23 vs. 2.01, 7 (4822) = 4.98,
p < 0.001, but, totally, girls had higher impact scores,
mean score = 0.66 vs. 0.33, ¢ (4740) = 9.12, p < 0.001.

The deviant CP group (n = 209) accounted for 4.4 %
of the adolescent population with a rate of 3.7 % among
boys (n = 87) and 5.1 % among girls (-
n = 122) (OR 1.40, 95 % CI 1.06-1.86, p < 0.05). More
than half of the youths with deviant CP scores
(57.9 %) also had deviant hyperactivity/inattention prob-
lem scores vs. 2 % of adolescents in the non-deviant CP
group (OR 50.90, 95 % CI 36.61-70.76, p < 0.001). Half
of the deviant CP group (51.7 %) also had deviant
SDQ emotional problem scores vs. 2.3 % of adolescents
in the non-deviant CP group (OR 23.86, 95 % CI
17.55-32.44, p < 0.001).

Demographics, family, and school

One-third (35.4 %) of adolescents with deviant SDQ CP
scores reported that their parents were divorced or sepa-
rated compared with 27 % of youth with non-deviant CP
scores (OR 1.48,95 % CI 1.11-1.99, p < 0.01), and 7.8 %
stated that their family was poor compared with 3.2 % of
the adolescents with non-deviant CP scores (OR 2.51,
95 % CI 1.47-4.29, p < 0.01). Adolescents with deviant
CP scores on the SDQ reported more parental and peer
support than those with non-deviant CP scores, but they
reported less parental involvement than youth with non-
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deviant CP scores (Table 1). Furthermore, they experi-
enced more school-related stress (Table 1).

One-third (36.2 %) with deviant CP scores reported
contact with the school health services the last year com-
pared with 23.6 % of youth with non-deviant CP scores
(OR 1.84, 95 % CI 1.38-2.47, p < 0.001), while 24.2 %
had been in contact with the specialist mental health ser-
vices (psychologist or psychiatrist) compared with 4.8 %
of youth with non-deviant CP scores (OR 6.31, 95 % CI
4.46-8.93, p < 0.001).

Concurrent adversities

A large effect size was found with respect to differences in
the number of adversities. The deviant CP group reported
in average more than twice as many adversities as the non-
deviant Cp group, mean score = 2.22 vs. 1.01,
t (4731) = 15.20, p < 0.001, and Cohen’s d = 1.08.

Two-thirds of the adolescents (65.1 %) with SDQ
deviant CP scores reported two or more adversities com-
pared with 26.3 % of adolescents with non-deviant CP
scores (OR 5.23, 95 % C13.91-7.01, p < 0.001). Likewise,
two-thirds of the adolescents (67.8 %) with SDQ deviant
CP scores and comorbid deviant SDQ hyperactivity/inat-
tention scores had experienced two or more adversities vs.
26.9 % of adolescents with such non-deviant scores (OR
5.71, 95 % CI 3.88-8.40, p < 0.001). Similarly, more than
twice as many youths (57.8 %) with deviant CP scores and
comorbid deviant emotional problem scores had experi-
enced two or more adversities compared with 25.2 % of
adolescents with such non-deviant scores (OR 4.07, 95 %
CI 3.30-5.02, p < 0.001).

All 12 adversities occurred more frequently among
adolescents with deviant CP scores compared with those
with non-deviant scores (Fig. 1). Almost half of youth with
deviant CP scores reported severe illness or injury in a
closely related person, while a third reported suicide in the
family, among relatives, or in the neighborhood.

Significant gender differences were found in the deviant
CP group in three of the 12 adversities. Girls more often
reported severe illness or injuries in a closely related per-
son (OR 2.24, 95 % CI 1.27-3.96, p < 0.01) and sexual
abuse (OR 3.16, 95 % CI 1.23-8.14, p < 0.05) Boys more
often had experienced violence from other youths (OR
2.53, 95 % CI 1.41-4.55, p < 0.01). However, no signifi-
cant gender differences were found related to the total
number of adversities.

Deviant CP scores were significantly correlated with all
12 concurrent adversities (Table 2), and the risk of such
events was from 1.7 to 8.4 times greater for adolescents in
the deviant CP group than for those in the non-deviant CP
group. The greatest risk was related to parents with mental
or addiction problems and experiences of violence.
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Table 1 Self-reported deviant conduct problem scores on the SDQ related to family support and involvement, peer support, and school-related

stress

Conduct problem scores outside the

deviant range (n = 4524)

Conduct problem scores within the deviant range (n = 209)

Mean SD Mean SD t value Cohen’s d
Family support 6.69 2.16 8.28 2.78 —10.24%%%* 0.72
Family involvement 9.63 2.20 7.65 3.00 12.49%%* 0.88
Peer support 2.55 1.88 3.21 2.33 —4.92%%* 0.35
School-related stress 3.10 1.90 5.59 1.73 —18.54%%%* 1.32

*p < 0.05, * p < 0.01, *** p < 0.001

Fig. 1 Prevalence of
concurrent adversities among
youth with and without conduct
problem scores within the
deviant range on the SDQ

B Conduct problems
O No conduct probl.

Close person serious illness/ injury

Youth violence

Suicide family, relatives, neighborhood

Self serious illness/ injury

15 20 25 30

Table 2 Risk of self-reported concurrent adversities related to deviant conduct problem scores on the SDQ

35 40 45 50 %

Prevalence in the

Deviant CP scores (n = 209) vs. non-deviant CP scores

population (n = 4524)

% OR 95 % CI
Sexual abuse 4.5 3.95%%* 2.59 6.01
Youth violence 14.2 3.55%%* 2.64 4.79
Adult violence 1.8 4.56%%%* 2.52 8.23
Adult and youth violence 1.9 6.847%%* 4.02 11.66
Bullied weekly 29 4.74%%% 293 7.66
Self serious illness/injury 7.8 2.90%%** 2.00 4.19
Hospitalization 8.1 2.33%%* 1.58 3.41
Close person serious illness/injury 33.9 1.71%%% 1.29 2.26
Parent addiction problem 1.3 5.20%** 2.73 9.90
Parent mental health problem 22 8.43%** 5.31 13.39
Suicide family, relatives, neighborhood 18.8 1.74%** 1.30 2.34
Suicide pal, girl/boyfriend, fellow student 4.6 3.16%** 2.10 4.75

OR odds ratio, CI confidence interval
% p < 0.001

@ Springer



1434

Soc Psychiatry Psychiatr Epidemiol (2016) 51:1429-1438

Table 3 Multivariate
associations with deviant

conduct problem scores on the
SDQ

Deviant CP scores

B SE OR 95 % CI
Sexual abuse —0.53 0.25 1.70%* 1.04 2.79
Youth violence —1.15 0.18 3.1 7%%% 225 4.46
Adult violence —1.21 0.36 3.34%* 1.66 6.76
Adult and youth violence —1.78 0.32 5.95%*% 3.18 11.11
Bullied weekly —-0.93 0.67 2.53%%* 1.47 4.33
Self serious illness/injury —0.68 0.22 1.98** 1.29 3.05
Hospitalization —0.11 0.24 1.11 0.70 1.81
Close person serious illness/injury —0.02 0.16 1.02 0.75 1.40
Parent addiction problem —0.085 0.40 2.34% 1.07 5.08
Parent mental health problem —1.52 0.27 4.57%%* 2.69 7.75
Suicide family, relatives, neighborhood —-0.27 0.17 1.29 0.94 1.81
Suicide pal, girl/boyfriend, fellow student —0.50 0.24 1.65% 1.02 2.67

Logistic regression analysis

*p <0.05, ** p <0.01, ** p < 0.001

A multivariate linear regression analysis of the 12
adversities (Table 3) identified experiences of violence and
parental mental health problems as adversities that
increased the risk of SDQ deviant CP scores mostly.

A linear relationship between the number of adversities
was reported, and severity of CP scores was investigated. A
significant regression equation was found
(F (1.48) = 664.95, p < 0.001), with an R* of 0.12. Ado-
lescents’ predicted CP scores are equal to 1.89 + 0.67
(adversities) when adversities are measured in numbers.
Adolescents’ CP scores increased 0.67 for each number of
adversities. When conduct problems were analyzed cate-
gorically according to the 90th percentile cutoff, for each
additional adversity, there was an almost twofold increased
odds of such deviant range conduct problems, i.e.,
OR = 1.89, 95 % CI 1.72-2.08, p < 0.001. There was no
non-linear effect in this relationship as indicated by a non-
significant multiplicative term of adversities, OR = 0.96,
95 % CI 0.91-1.01, p = 0.08.

Discussion

The purpose of this community study was to investigate the
amount and burden of concurrent adversities among ado-
lescents with critical conduct problems compared with
adolescents without such problems. Two-thirds of the
youth with deviant CP scores on the SDQ had experienced
two or more concurrent adversities. Parental mental health
problems and experiences of violence were multivariately
strongest related to deviant CP scores.
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The group with deviant CP scores on the SDQ
accounted for 4.4 % of the adolescent population, but,
surprisingly, there were more girls than boys (5.1 vs.
3.7 %) in this group. Our findings suggest that girls with
conduct problems to a larger extent than boys experience
impairment related to family, school, and social function-
ing. Other studies as well have registered higher levels of
stress and impairment in girls than in boys on SDQ self-
reports [30, 31]. There may be less tolerance of conduct
problems among girls with the subsequent negative social
reactions. However, whereas the general literature indi-
cates a higher prevalence of conduct disorder in boys,
Kaplan et al. [32] found that physically abused girls were
almost as likely as physically abused boys to receive a
conduct disorder diagnosis. In the present study, the
prevalence of deviant conduct problems was somewhat
lower than the prevalence of conduct disorder diagnoses in
a British mental health study of children and adolescents,
where more boys (8.8 %) than girls (5.1 %) had such
diagnoses [3]. In a literature review, Loeber et al. [33]
estimated the conduct disorder gender difference to
diminish from childhood to adolescence from a male
dominance of 4:1 in childhood to 2:1 in adolescence.

More than half of the youth with a deviant CP score on
the SDQ also had comorbid emotional problem and
hyperactivity/inattention scores within the deviant range.
However, Green et al. [3] registered a considerably lower
comorbidity among British youth with conduct disorders,
though Greene et al. [19] found more than half of referred
youth with conduct disorders to have comorbid ADHD or
major depression disorder.
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Concurrent adversities

The deviant CP group reported in average more than twice
as many concurrent adversities as the non-deviant CP
group. Two-thirds of the youth with deviant CP scores on
the SDQ had experienced two or more adversities com-
pared with only one-fourth of youth without such scores.
All 12 adversities were reported significantly more often by
youth with deviant CP scores. Comorbidity with deviant
hyperactivity/inattention scores or with deviant emotional
scores made just a little increase in the share of those who
had experienced two or more adversities in this study.

The findings that youth with deviant CP scores had
experienced more adversities than peers with non-deviant
scores are in line with reports from Green et al. [3], where
children with conduct disorders were twice as likely as
other children (50 vs. 25 %) to have experienced two or
more stressful life events. Sexual abuse, suicide by a pal,
girl/boyfriend, or fellow student, and the youth him/herself
had been seriously ill or injured were reported more than
twice as often by youths in the deviant CP group. All three
adversities of violence gave a risk from 3.6 to 6.8 times of
deviant CP scores. Many studies have identified physical
abuse as a critical factor in the development of conduct
disorders [2, 7, 32, 34]. However, reverse causation may be
a particular problem for behavior disorders. Youth with
conduct problems may often be impulsive and aggressive
themselves, and thus, more easily could be involved in or
exposed to violence from others. Disruptive behaviors are
also known to increase the likelihood of harsh parenting
[35]. Loeber et al. [33] found physical fighting to be the
best predictor of onset of conduct disorders in boys, while
physical abuse has been found to be most strongly related
to youth violence in girls [36].

Significant gender differences were found for three of
the adversities. Girls with deviant CP scores more often
reported sexually abuse (p < 0.05), and had a close person
who were seriously ill or injured (p < 0.01). Boys with
deviant CP scores more often reported violence from other
youths (p < 0.01). However, no significant gender differ-
ences were related to the total number of adversities.

When the deviant CP group was compared with the non-
deviant CP group on the total number of adversities, the
effect size of the difference was large (Cohen’s d = 1.08).
We thus found a strong cumulative effect of adversities.
Likewise, we found a significant linear relationship
between the number of adversities reported and severity of
CP scores. Each adversity increased the CP scores with
more than a half point (0.67). There was an almost twofold
increased risk of deviant range CP scores for each addi-
tional adversity.

However, the question of the cumulative adversity effect
has been disputed. On one hand, Turner et al. [37] stated

that focus on particular kinds of victimization was likely to
underestimate the full burden of victimization that children
and youth experience. Likewise, Mersky et al. [16] also
found cumulative adversity to be associated with cumula-
tive effects of poor health-related outcomes. On the other
hand, Schilling et al. [38] reported higher cumulative
adversity to be related to unduly poorer mental health;
because of the severity of the adversities, they were
exposed to, not the cumulative number of different kinds of
adversities experienced. Thus, a critical issue may be the
traumatic impact of adversities. In the present study, we
have no knowledge of the frequency or severity of the
current adversities or of possible earlier adversities. How-
ever, in the multivariate analysis, we found a strong rela-
tionship between the adversities of violence, parental
mental health problems, and deviant CP scores. Many
studies have documented relationships between maltreat-
ment and conduct problems and delinquency
[2, 17, 34, 39, 40]. Kaplow and Widom [10] found later
onset of maltreatment to be connected with more conduct
problems in adulthood. Parental mental health problems
were registered somewhat more often among British chil-
dren with conduct disorders [3] compared with the deviant
CP group in the present study (17 vs. 13 %).

McLaughlin et al. [1] concluded from a US national
study of trauma exposed adolescents that interventions
designed to prevent PTSD in youths should be targeted at
victims of violence. The impact of major adversities seems
to persist well into adulthood [41].

Social factors

Several studies have documented associations between
conduct disorder diagnoses and social factors, such as
income, education, and single parent status [3, 42]. Like-
wise, in the present study, we found significant associations
between deviant CP scores and divorce (p < 0.01) and
poverty (p < 0.01). The relationship between poverty and
conduct disorders is well known, but the question of a
possible causal link has been unanswered. However,
Costello et al. [43] found support for a hypothesis of social
causation for conduct and oppositional disorder, but not for
anxiety or depression.

In the present study, youths in the deviant CP group
reported more support from family and peers compared
with youths without deviant CP scores, but, also, less
parental involvement in monitoring the youth. These
reports of more family support and less parental involve-
ment may seem contradictive. One interpretation could be
that a parental “laissez-faire” attitude with few conflicts at
home may be misinterpreted by the youth as family sup-
port. On the other side, mothers of referred youth with
oppositional defiant disorder report high levels of family
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conflict [19]. In addition to family, peers play a major role
in the development of self-concept, social roles, and norms
in the youth’s lives. However, not all peer relationships are
positive. Youth with conduct problems tend to have friends
who may be involved in negative and disruptive activities.
Parents of children with conduct disorders are more likely
than other parents to disapprove their child’s friends who
often get into trouble [3]. In the present study, when youths
in the deviant CP group reported more support from peers
than those outside the deviant group, this support could as
well contribute to maintenance of disruptive behaviors.

Youths with deviant CP scores also experienced more
school-related stress than those without such scores. This
may be related to a high comorbidity between deviant CP
scores and deviant hyperactivity/inattention scores when
two of the four questions on the School-related stress scale
were associated with inattention problems. In addition,
inattention problems may as well be indicators of traumatic
experiences when concentration problems are part of the
diagnostic criteria of PTSD. It is well known that youth
with conduct problems struggle at school. About half of
children with conduct disorders have been considered by
their teachers to have special educational needs [3]. Tra-
montina et al. [44] found significantly more conduct dis-
orders among school dropouts than among controls in the
school.

In this study, more than one-third of adolescents with
deviant CP scores reported contact with the school health
services compared with a little less than one-fourth of
youth without such scores. A quarter of the youth with
SDQ deviant CP scores had been in contact with the spe-
cialist mental health services (psychologist or psychiatrist)
last year vs. 4.8 % of youth without such scores. British
youth with conduct disorders was found to have about the
same rates of contact with helping services [3].

Strengths and weaknesses of the study

In this study of a large youth population from Northern
Norway, there are no diagnoses. Definitions of deviant
conduct problems are only based on SDQ scores from self-
reports of young people themselves. In addition, SDQ
categories are shown to be overinclusive with a risk of
“false positives” [27]. It is important to affirm that CP
scores within the deviant range of SDQ cannot be equated
with an ODD/CD diagnosis, but only can be considered as
indicative. Likewise, the 12 selected concurrent adversities
are only partially comparable events compared with Green
et al. [3] and KATE-B [28]. In the present study, the
concurrent adversities asked for covered a limited period of
last 12 months. Comparisons are thus only indicative.
Similarly, both the SDQ and reports of concurrent adver-
sities were obtained from the adolescents at the same time.

@ Springer

Thus, the dependent and independent variables could share
a reporting bias.

The strength of the study is that it includes a represen-
tative sample of an entire youth population (n = 5877)
with a significant number of adolescents with CP scores
within the deviant range of the SDQ (n = 209). Likewise,
the memory of the last year’s adversities was likely to be
fresh and less at the risk of memory errors than a backward
memory span of several years. Equally, the self-reports
were anonymous. This is important when disclosure of
adversities and negative self-descriptions on the SDQ may
be very sensitive. Research shows that sensitive informa-
tion more easily is reported anonymously than by a clinical
interview [45, 46]. The present study is a cross-sectional
study from which one can say nothing about causality or
predictability.

Conclusions

Two-thirds of youth with CP scores within the deviant
range on the SDQ reported two or more concurrent
adversities. Experiences of physical violence and parental
mental health problems were multivariately strongest
related to deviant CP scores. In addition, a strong multiple
additive effect of adversities was found. We suggest that
trauma contributes to the development and persistence of
conduct problems, and thus should be addressed. Clini-
cians should seek information about possible traumatic
experiences in children and youth with critical conduct
problems. Such information may be of vital importance
diagnostically as well as therapeutically.
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