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chapter 1

Introduction
Although adolescent delinquency is still a predominantly male phenomenon,
the steady increase of offending rates by girls cannot be overlooked. In
the USA, between 1980 and 2003, the juvenile arrest rate for simple assault
increased 269% for females, while the increase was 102% for males (OJJDP,
2003). And although the 1994-2003 US arrest rate declined sharply for most
types of crime in males, this was not the case for females. A similar alarming increase in female offending and detention has been noticed in other
western countries, such as the Netherlands. In the Netherlands, the number
of girls who have been convicted of violent offenses and of acts of vandalism
has tripled, and convictions for property offenses has doubled. As a result,
the number of problem juveniles placed in the juvenile justice institutions
(JJIs) has increased as well. The capacity of JJIs has risen from 745 in 1992
to 2.418 (boys and girls) in 2006 and the percentage of girls in these JJIs
has risen from 21% to 27%. In 2006, the costs of juvenile justice institutions
10

exceeded 150 million euros in the Netherlands (CBS, 2006).
With respect to developmental pathways, it is known that for both sexes
antisocial behavior tends to peak in adolescence (Junger-Tas, Terlouw, &
Klein, 1994; Moffitt, 1993; Moffitt, Caspi, Rutter & Silva, 2001). The taxonomic
model of Moffitt (1993) defines two distinct pathways to explain the development of antisocial behavior: a life-course persistent (LCP) and an adolescent
limited (AL) developmental pathway. Antisocial girls appear to show many of
the correlates that have been associated with the LCP pathway in boys, and
they tend to show impaired adult adjustment, which is also similar to boys in
the LCP pathway. However, Moffitt et al. (2001) demonstrated that almost all
girls who engage in antisocial behavior best fit the AL type, and Silverthorn
and Frick (1999) proposed a delayed onset pathway for girls. In the delayed
onset pathway, factors typically seen in the LCP male group are noticed,
such as cognitive and neuropsychological deficits, a dysfunctional family
environment, and/or the presence of a callous and unemotional interpersonal style, although the manifestation of antisocial behavior does not occur
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until adolescence. As literature is at present not consistent with regard to
the developmental pathways that are typical for girls, further research on the
course and development of antisocial behavior in girls is needed.
A number of studies in detained youth (Teplin, Abram, McClelland, Dulcan,
& Mericle, 2002; Vermeiren, Jespers, & Moffitt, 2006), have consistently
shown high rates of psychiatric problems, both in the externalizing and
internalizing domains. In the Netherlands, a psychiatric prevalence study has
been carried out in detained boys (Vreugdenhil, 2003), showing high rates
of externalizing psychopathology, such as conduct disorder and substance
use, as well as psychotic symptomatology. There were much lower rates of
internalizing disorders, although clinical relevance of timely recognising
these conditions is not less important. When compared to boys, the number
of prevalence studies in detained female adolescents is however small. Surprisingly, systematic studies on the mental health characteristics of female
adolescent detainees have until now only been conducted in non-European
samples. Such research is however pivotal, as aggressive and antisocial girls
were shown to have negative outcomes in adulthood. They are likely to
suffer from mental health problems, require medical attention, experience
economic and social marginalization, and are often involved in abusive relationships (Pajer, 1998; Lanctot & Leblanc, 2002; Moffitt et al., 2001).
Existing studies in samples of detained females have shown alarmingly high
prevalence rates of psychopathology and sexual risk behavior. Although
variable across studies, rates of externalizing disorders, e.g. attention deficit
hyperactivity disorder (13 to 34%), oppositional defiant disorder (17 to 25%),
conduct disorder (17 to 91%), substance use disorders (47 to 85%), as well
as internalizing disorders, e.g. depression (28 to 55%), post traumatic stress
disorder (37 to 65%), and trauma (70 to 84%) were substantially higher than
rates to be expected in the general population (Cauffman, Feldman, Waterman, & Steiner, 1998; Dixon, Howie, & Starling, 2004; Kataoka, Zima, &
Dupre, 2001; Lederman, Dakof, Larrea, & Hua Li, 2004; McCabe, Lansing,
Garland, & Hough, 2002; Teplin et al., 2002; Ulzen & Hamilton, 1998). In ad-
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dition, sexually transmitted diseases (20 to 40%) and teenage pregnancy (up
to 32%) were found in a substantial proportion of this group (Canterbury,
Lloyd McCarvey, Sheldon-Keller, Waite, Reams, & Koopman, 1995; Crosby,
Salazar, DiClemente, Yarber, Caliendo, & Staples-Horne, 2004; Lederman et
al., 2004; Teplin, Elkington, Mc Clelland, Abram, Mericle, & Washburn, 2005).
Because of the undeniable (mental) health risk of both psychopathology and
sexual risk behavior, further study of these phenomena in detained girls is
warranted.
Not only prevalence rates of specific conditions and risk factors prove to be
different by gender, relationships between these factors may be gender-specific as well. In a number of studies, risk factors for aggression or conduct
problems differed for girls compared to boys (Ehrensaft, 2005; Keenan, Loeber, & Green, 1999; Moffitt et al., 2001; Odgers & Moretti, 2002). Although
disruptive behavior is lower in girls than in boys, girls show higher levels of
psychopathology than boys (Eme, 1992), a phenomenon that was labeled
12

the ‘gender paradox’ (Loeber & Keenan, 1994). Disorders such as attention
deficit hyperactivity disorder (ADHD), anxiety disorder (particularly post-traumatic stress disorder), depression, substance use, and suicidality have more
often been reported in disruptive girls than boys (Chamberlain & Reid, 1994;
Keenan et al., 1999; Loeber & Keenan, 1994;Teplin et al., 2002). In addition
to quantitative differences, qualitative aspects have also been shown to be
gender specific. For example, while traumatic life events in antisocial girls
are predominantly of intra-familial nature, traumatic experiences in antisocial boys are mostly extra-familial. Interestingly, although trauma is found to
predict criminal offending in both sexes (Baldry, 2003; Becker & Mc Closkey,
2002; Flannery, Singer, & Wester, 2001, Moffitt et al., 2001), a higher violent
offense arrest rate was found for girls than for boys in the aftermath of child
physical abuse (Herrera & Mc Closkey, 2001). While overt aggression dominates in boys, covert aggression should also be taken into account when
investigating female aggression. This specific female subtype bears substantial relevance, as it is the cause of serious sociopsychological maladjustment in the victims, as well as in the relationally aggressive girls themselves,

Introduction

leading to peer rejection, loneliness, and depression (Crick & Grotpreter,
1995; Crick & Bigbee, 1998). Another risk factor that is typical for girls relates
to sexual behavior, as phenomena such as sexual promiscuity, precocity,
and teenage pregnancy have been identified as correlates of CD and delinquency in girls (Devine, Long, & Forehand, 1993; Kovacs, Krol, & Voti, 1994;
Underwood, Kupersmidt, & Coie, 1996; Zoccolillo & Rogers, 1991). Because
research on the specific mechanisms of antisocial behavior in adolescent
girls is scarce, studying relationships between (aggressive) antisocial behavior and other risk factors such as psychopathology and sexual risk behavior
in female adolescents should receive more attention.
Although prevalence rates of psychiatric disorders in detained adolescent
girls are consistently high among investigated samples, the variability in
rates is striking. As reported by Vreugdenhil (2003) for male adolescents, this
variability may relate to the difference in judicial and health care systems
across countries. Therefore, in order to ascertain whether earlier findings are
generalizable, country specific studies should be conducted. Characteristics
of detained girls in the Netherlands or in Belgium may well be different from
those in US or Australian samples, where youths can only be detained under
a criminal law measure. In the Netherlands, youth can also be detained
under a civil law measure, which is imposed for reasons of protection, when
problem behavior such as drug abuse, prostitution, or runaway behavior
is present. Between 1995 and 2006, the percentage of all detained youths
(boys and girls) with a civil law measure increased from 10 to 40% in the
Netherlands (CBS, 2006). In Belgium, all youths are detained under a civil law
measure, as criminal law is not applied to minors. In addition to investigating
overall prevalence rates, it may be of interest to investigate whether these
judicial differences relate to specific group characteristics, as this may bear
consequences for both policy and clinical assessment.
Aims of the study
For the reasons mentioned above, studies that focus on psychopathology
(including aggression and trauma) and sexual risk behavior in detained ado-
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lescent females are needed, as they may be of help in guiding intervention
and treatment, finally resulting in a better outcome for these girls themselves and in increased societal safety.
Therefore, the overall aim of this thesis is to investigate aggression, psychopathology and sexual risk behavior in representative samples of detained
adolescent girls, and to study the relationships between risk factors and
levels of psychopathology.
Samples
In chapter two, three, four, and six, the study population consisted of a
representative sample of female adolescents aged 12 to 18 years admitted to a juvenile justice institution (JJI) in the Netherlands. In chapter five, a
representative sample of detained girls aged 12 to 18 years and a matched
school-based sample from the general population in Belgium were compared.
14

Outline
Chapter two reports on detained female adolescents from three juvenile
justice institutions in the Netherlands with regard to the prevalence of psychopathology and aggression and the relationships between both conditions.
In chapter three the prevalence of (physical and sexual) trauma is studied in
detained female adolescents in the Netherlands, as well as the relationship
between such traumas and (subtypes of) aggression (overt and covert), taking into account substance use as a possible mediator.
In chapter four the lifetime pregnancy rate of detained girls in the Netherlands is presented, in addition to differences with respect to characteristics
related to sexuality and mental health between girls who had and had not
been pregnant.
In chapter five a study is presented on the prevalence rates of sexual risk
behavior in a detained sample and a general population sample of girls in
Belgium, as well as the relationships between sexual risk behavior and both
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sociodemographic and mental health characteristics for both samples.
In chapter six a study is presented in which offense history, sociodemographic characteristics, treatment history, psychopathology and trauma are
compared between girls detained under civil and criminal law measures in
the Netherlands.
Finally, chapter seven summarizes the main findings and contains a general
discussion and conclusion.
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Abstract
The aim of the study was to investigate a group of detained females with
regard to aggression and psychopathology and to examine the relationship
between both conditions. For this purpose, a representative sample of 216
detained adolescent females aged 12-18 (mean 15.5) was studied with a
standard set of self-report instruments, while a subgroup of 73 parents was
interviewed by telephone on the participants’ externalizing psychopathology. Based on aggression items derived from the CD section of the KiddieSADS, three aggression subgroups were identified: 1/ non-aggressive (NA;
41%), 2/ mildly aggressive (MA; 39%), and 3/ severely aggressive (SA; 20%).
In addition to high levels of psychopathology for the group as a whole, differences were found between aggression groups, with the NA group demonstrating lowest levels, the MA group intermediate and the SA group highest
levels. These differences were most pronounced for externalizing psychopathology, and were also found for post-traumatic stress symptomatology
18

(PTSS) and suicidality. The clinical implications of these findings should be
investigated in the future, but may well relate to issues of diagnostic identification and administration of adequate and targeted treatment, especially
with regard to PTSS and suicidality. Since the current study was cross-sectional, the predictive effect of the investigated relationships should be the
focus of further study.
Key words: aggression; psychopathology; adolescents; female; detention.
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Introduction
Although adolescent delinquency is still a predominantly male phenomenon,
the steady increase of offending rates by girls cannot be overlooked. In
the USA, between 1980 and 2003, the juvenile arrest rate for simple assault
increased 269% for females, while this was 102% for males (OJJDP, 2005).
And although the 1994-2003 US arrest rate declined sharply for most types
of crime in males, this was not so for females. A similar alarming increase in
female offending and detention has been noticed in other western countries, such as the Netherlands.
In spite of the severity of this problem, only little is known of the specific
characteristics of female delinquents.
For this reason, Pajer (1998) stated that the problem of female delinquency
is not given the attention it needs, because female problem behavior is all
too often considered a benign and temporary phenomenon. Recent sparse
reports have, however, shown otherwise, since detained adolescent females
do demonstrate substantial rates of psychopathology (Dixon et al., 2004;
Lederman et al., 2004; Teplin et al., 2002); see review Vermeiren et al. (2006).
Not surprisingly, the long-term prognosis of this population is not favorable,
and is characterized by a multitude of problems such as continued (mental)
health problems, dependence on social welfare, professional dysfunctioning
and severe relational problems. Therefore, further study of the correlates of
delinquency in this troubled population is needed.
Findings from the few existing studies on the mental health characteristics of
detained girls show that, as in detained boys, a vast majority of incarcerated
females can be diagnosed with a disruptive behavior disorder (DBD), or a
substance use disorder (SUD). In addition, distressingly high levels of depression, anxiety and post-traumatic stress disorder (PTSD) have been found.
The presence of PTSD and other internalizing disorders is not surprising,
since an absolute majority of detained females report sexual and/or physical
abuse in their past. Also, mental health consequences of trauma may appear more frequently in detained girls than in similar male samples (Steiner
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et al., 1997; Ruchkin et al., 2002). In incarcerated boys, relationships have
been suggested between the aggressive tendencies of detained youth and
trauma-related mental health problems. Therefore, apart from investigating
prevalence rates of mental health problems in detained girls, assessing the
relationship with aggression may bear relevance.
Although samples of detained females have not yet been studied with
regard to the overlap between aggression and mental health problems,
support for such a relationship can be derived from investigations in other
populations. Apart from the obvious relationship with disruptive behavior
disorders, aggression and violence have been demonstrated to be associated with sexual/physical trauma, depression, posttraumatic stress disorder,
dissociation, substance abuse, and suicidal behavior in a diversity of clinical
and general population samples (Garnefski and Diekstra, 1997; Kaplan et al.,
1998; Silva et al, 2001; Connor et al., 2003; Hoaken and Stewart, 2003; Lillehoj et al., 2005; Mann et al., 2005; Oquendo et al., 2005). Also, a population20

based self-report study in three different countries (Vermeiren et al., 2002)
has shown positive relationships between severity of antisocial behavior and
both internalizing and externalizing problems. Research is not consistent,
however, since some studies in detained boys did not support a relationship
between aggressive behavior and psychopathology. In a study by Haapasalo
and Hämäläinen (1996), violent offenders were found to be similar to property offenders on negative childhood experiences, family problems and
psychiatric diagnoses, while Vreugdenhil et al. (2003) described a negative
association between substance abuse and violent offending. Several methodological problems may explain these findings, such as the reliance on
official delinquency reports, the low prevalence of internalizing problems in
these studies or the fact that PTSD was not included as a diagnosis. Also,
since mental health characteristics of female detainee samples differ substantially from boys, further gender-specific research is warranted.
Because an increasing number of females is being arrested and detained,
and only a limited number of studies have investigated the mental health
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characteristics of detained females, we set up a study aimed at investigating a representative group of detained females from the Netherlands. The
specific aims of the study were: firstly, to assess the prevalence of aggression and psychopathology in detained adolescent females; and secondly,
to clarify possible relationships between aggression and psychopathology.
We expected to find high rates of psychopathology and aggression in this
sample. Also we expected to find a relationship between aggression severity
and levels of psychopathology, both externalizing and internalizing.

Methods
Participants
At the time of this study, seven Dutch Juvenile Justice Institutions (JJI’s) provided closed placement for adolescent females, of which three participated
(covering 57% of all places available at that time). As this study included a
majority of available places for girls, and because females are placed in a JJI
on a random basis (when a place becomes available), this study sample was
considered representative for the population of detained girls in the Netherlands.
Between September 2002 and April 2004, 256 adolescent females were
approached for participation within a week after admission, of whom 229
(89.5%) agreed to participate. Assessments were carried out within the first
month of admission. Of the 27 non-participants, 19 (7.4%) refused participation, while another 8 (3.1%) were not able to participate because of insufficient command of the Dutch language. Another 13 girls were excluded
because they were released before or during the study, bringing the final
group to 216. Approximately the same number of participants was recruited
from each of the three institutions. The age of the participants varied from
12 to 18 years (mean 15.5; SD 1.4), and ethnicity could be broken down as
follows: 57.1% native Dutch, 14.3% Surinamese, 8.1% Moroccan, 4.3% Dutch
Antillean, 1.4% Turkish, and 14.8% other. About 34.7% of the participants
had previously been placed in a JJI, and 72.7% had had a residential place-
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ment (other than juvenile justice institutions - see also table 2). In order to
examine the relationship between levels of aggression and psychopathology the total group was divided into three aggression subgroups (see 2.3.2
Instruments).
To test the reliability of the diagnoses of externalization disorders and the
aggression classification a group of parents was included. Parents were
contacted by telephone if the participant gave her permission to do so (this
procedure was required by the Ministry of Justice). Since parental participation, besides the consent of the daughter, depended on the ability to reach
the parents by phone, only 73 parents participated. Parents who participated
only differed from parents who did not participate in having a higher education and more often holding a job.
Procedure
The project was approved by the review boards of the Ministry of Justice,
which imposed strict conditions in terms of anonymity, appropriate handling
22

of information and the participants’ assent for participation and for contacting the parents. All parents or primary care-givers were informed by letter of
the study. Parents could object to their daughter’s participation, which only
occurred for one participant. Shortly after admission (within one week), all
eligible girls were approached individually by the interviewers in order to
explain the purpose of the study. It was explained and written on the consent form that participation was voluntary, that refusal would not affect their
legal status and that anonymity was guaranteed. The participants signed a
consent form before the study commenced (assent). Permission to contact
the parents was requested at the same time. According to the regulations
from the Ministry of Justice, participants themselves had to give permission
before contacting parents for the telephone interview. The instruments were
presented and completed in a fixed order. First, participants were asked
to fill in self-report questionnaires in groups of 3 girls at a time, and subsequently, the interview was carried out individually, preferably on the same
day. When administering self-report questionnaires, a researcher was present
and available for questions.

aggression and psychopathology

Instruments
File information
Information on socio-economic background (the parents’ occupation and
educational background), age, ethnicity, offence history, judicial measures,
previous detentions and previous residential placements was obtained from
the institutional files by means of a standardized checklist.
Kiddie-SADS present and lifetime version (Kiddie-SADS-P-L)
Psychiatric assessment was conducted by means of the Kiddie-SADS-P-L
(Kaufman et al., 1996), a semi-structured interview for investigating psychiatric disorders listed in the Diagnostic and Statistical Manual of Mental
Disorders-IV (DSM-IV; American Psychiatric Association, 1994). The assessment was carried out by four experienced clinicians. Test-retest reliability for
diagnoses with the Kiddie-SADS interview has been described as good to
excellent, while concurrent validity and inter-rater agreement were reported
to be high (Ambrosini, 2000; Kaufman et al., 1997).
The following (present) diagnoses were assessed: ADHD (Attention Deficit and Hyperactivity Disorder), ODD (Oppositional Defiant Disorder), CD
(Conduct Disorder), substance use disorders and suicidality. Due to time restraints (we did not want to overload the girls for reasons of quality of data),
the internalizing parts of the Kiddie-SADS were not administered. Internalizing disorders were investigated using self-report questionnaires, because reliable and valid instruments were available for this purpose (see below). The
introductory interview was left out because most items were administered
by means of an introductory interview on socio-demographic characteristics
and aspects of daily functioning, largely overlapping with the Kiddie-SADS
content. The scores on the Kiddie-SADS were dichotomized in 0: diagnosis
not present (answers 0: no information and 1: diagnosis not present) and 1:
present in a moderate or severe form.
In order to classify the study group by levels of aggression, three aggression
subgroups were constructed based on the five aggression items of the Kiddie-SADS CD module: 1) violent theft, 2) using a weapon, 3) physical violence, 4) sexual assault and 5) animal cruelty. Items were considered positive
if the respondent admitted having committed particular acts over the past
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year. The various items were totaled to provide a total aggression score, and
then classified into three groups: 1/ non-aggressive (NA): all items absent;
2/ mildly aggressive (MA): only one item present; and 3/ severely aggressive
(SA): two or more items present. Due to the standardized scoring method of
aggressive acts during the past year, the Kiddie-SADS enabled us to classify
each girl into one of the three aggression subgroups.
In order to test the reliability of the diagnoses of externalization disorders
and the aggression classification, parents were interviewed, using the Kiddie
Sads for ADHD, CD, and ODD.
The Beck Depression Inventory (BDI)
Depressive symptoms were assessed using the BDI (Beck & Beck, 1972; Beck
et al., 1988), a 21-item self-report inventory, reporting on the past week. This
instrument is widely acknowledged as valid and reliable (Beck et al., 1988;
Ambrosini et al., 1991). The Dutch version of the Beck Depression Inventory
was validated in a Flemish population of depressive patients by Schotte et
al. (1997).
24

After totaling all the items, an indication of clinical depression can be given.
A total score of <10 has been described as indicating no or minimal depression; 10-18 mild to moderate depression; 19-29 moderate to severe depression; and 30-63 severe depression. For the purposes of this study, the scores
were dichotomized in scores <19: no indication of clinical depression versus
scores of 19 and above: indication for a clinical diagnosis of depression.
The Post-traumatic Stress Disorder Reactivity Index (CPTSD-RI)
Post-traumatic stress symptoms (PTSS) were assessed using the Dutch version of the Child Post-traumatic Stress Disorder-Reactivity Index (CPTSD-RI)
(Frederick et al., 1992), a 20-item self-report questionnaire, reporting on the
past 30 days. The questionnaire has been translated into Dutch following
standard procedures of translation and back translation. Response options
for each item were: 1) None, 2) A little, 3) Sometimes, 4) Often, or 5) Most of
the time. Based on the sum score of all items, the following categories can
be distinguished: 1) score lower than 12: no PTSS; 2) 12 to 24: mild PTSS; 3)
25 to 39: moderate PTSS; 4) 40 to 59: severe PTSS; and 5) 60 or higher: very
severe PTSS. In traumatized children, a strong correlation has been demon-
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strated between these CPTSD-RI categories and a clinical interview-based
diagnosis (Pynoos et al., 1987; Pynoos et al., 1993). For the purposes of this
study, the scores were dichotomized into ‘no indication of PTSS’: score 0-39,
versus ‘indication for a clinical diagnosis of PTSS’: score 40 and higher.
The Dissociation Questionnaire (DIS-Q)
The 63-item DIS-Q, an originally Dutch questionnaire, was used as a reliable
and valid self-reporting instrument on dissociative symptoms (Vanderlinden
et al., 1993). All items had a Likert-type scale with five response options
(absent to severe). A total dissociation score was computed using all items,
and a total score higher than 2.5 was considered indicative for a diagnosis of
dissociation.
Statistical analysis
SPSS (Statistical Package for Social Sciences, version 11.0) was used for
analyzing the data, and alpha (two-sided) for statistical significance was set
at 0.05. Descriptive statistics were performed to determine the prevalence of
aggression, and internalizing and externalizing psychopathology. The three
aggression subgroups have been compared on socio-demographic, offenserelated and psychopathological characteristics (externalizing and internalizing), using Chi-square tests for categorical variables (Fisher Exact when
expected cell numbers <5).
Results
The prevalence of aggression
Table 1 shows the prevalence rates of the aggression items of the KiddieSADS CD section for the whole group as well as for the NA, MA and SA
subgroups: 40.7% of the participants were in the NA group, 38.9% in the MA
group, and 20.4% in the SA group.
We investigated whether parent reports of aggressive behavior would have
classified girls in the same aggressive group as their self-reports did. An
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overall correlation of 0.349 was found, which may be considered rather low,
but not very different from the overall correlation of 0.25 between parent
reports and self-reports that was found by Achenbach et al. (1987) in their
meta-analysis. Nineteen (67.9%) of the girls who were classified as non-aggressive by self-reports, were also considered non-aggressive by parent
report. For mildly and severely aggressive girls, consistency was lower (7
girls, 30.4% and 6 girls, 30%, respectively). These analyses indicate that consistency for being aggressive versus nonaggressive was much better than for
evaluating the severity of aggression when this was present. Moreover, parents tended to score fewer aggressive symptoms than the girls themselves
and thus more often classified them in a less aggressive group, which makes
a classification of aggression on self-report appear even more valid.

Table 1 – Prevalence of aggressive behavior

26

All

NA

MA

SA

N=216

N=88

N=84

N=44

N

%

N

%

N

%

N

%

violent theft

27

12.5

0

0

6

7.1

21

47.7

use of a weapon

36

16.7

0

0

7

8.3

29

65.9

physical assault

81

37.5

0

0

47

56.0

34

77.3

sexual assault

12

5.6

0

0

4

4.8

8

18.2

animal cruelty

34

15.7

0

0

20

23.8

14

31.8

NA=not aggressive, MA=mildly aggressive, SA=severely aggressive

aggression and psychopathology

Socio-demographic and criminal characteristics according to level
of aggression
Socio-demographic and criminal characteristics from the institutional files
are given in Table 2. Socio-demographic characteristics did not differ between the aggression subgroups. The only difference with a trend towards
significance was for education of the father, with relatively more highlyeducated fathers in the SA group. (Pearson chi-square=5.51, p=0.06). In the
institutional files no difference was found between the aggression subgroups
regarding the number of recorded physical assaults and murders. It should,
however, be noted that the total number of physical assaults and murders
recorded in the institutional files was very low.

Table 2 – Socio-demographic and criminal characteristics (total sample and by aggressive subgroup)

Total

N
Age<16

%

NA

N

%

MA

N

%

27

SA

N

%

Chi-Square(df), P

93 43.1

38 42.5

38 45.8

16 39.0

0.53 (2,209), 0.766

120 55.6

49 55.7

44 52.4

27 61.4

0.95 (2,214), 0.624

Father highly-educated

86 39.8

34 38.6

28 33.3

24 54.5

5.51 (2,214), 0.064

Mother employed

92 42.6

36 40.9

32 38.1

24 54.5

3.37 (2,214), 0.186

Mother highly-educated

110 50.9

45 51.1

39 46.4

26 59.1

1.86 (2,214), 0.396

Dutch ethnicity

123 57.3

53 60.5

44 52.4

26 60.5

1.36 (2,211), 0.507

14 16.9

5 12.5

2.68 (2,204), 0.262

2

5.0

4.17 (2,204), 0.124

Father employed

Recorded physical assault
Recorded murder
Recorded past detention

26 12.6
6

2.9

7

8.4

0

0

4

4.8

70 34.3

24 29.1

27 32.9

19 47.5

4.10 (2,199), 0.129

145 72.7

59 73.4

56 70.9

30 75.0

0.26 (2,196), 0.879

Recorded past residential
placements

NA=not aggressive, MA=mildly aggressive, SA=severely aggressive
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Psychopathology according to level of aggression
Tables 3 and 4 show the prevalence of psychopathology for the total group
and by aggression subgroup, by participant report (table 3) and, for the externalization disorders, by parent report (table 4).
By participant report, high levels of both externalizing and internalizing
disorders were found. Externalizing disorders were most common, with
over half of the participants reporting CD and/or substance-use disorders.
Internalizing conditions also reached high levels, with one-third of the
participants having an indication for clinical depression, and one-fifth for
PTSS. Suicidality was reported by almost half of the group. Prevalence rates

Table 3 – Psychopathology (total sample and by aggressive subgroup), participant report

Total
28

%

NA

ADHD

45 20.8

13 14.8

17 20.2

15 34.1

6.67 (2,214), 0.036

ODD

84 38.9

21 23.9

36 42.9

27 61.4

18.27 (2,214), 0.000

CD

121 56.0

25 28.4

54 64.3

42 95.5

57.33 (2,214), 0.000

Drug abuse

111 51.6

36 41.4

42 50.0

33 75.0

13.37 (2,213), 0.001

Drug dependence*

64 29.8

21 24.1

18 21.4

25 56.8

19.53 (2,213), 0.000

Alcohol abuse*

40 18.6

10 11.5

16 19.0

14 31.8

7.99 (2,213), 0.018

Alcohol dependence*

13

8.3

5 11.4

6.64 (2,213, 0.036

Depression

69 33.3

23 27.7

32 39.0

14 33.3

2.38 (2,205), 0.305

Suicidality**

101 46.8

32 36.4

43 51.2

26 59.1

7.17 (2,214), 0.028

PTSS

44 21.0

11 12.9

16 19.5

17 39.5

12.36 (2,208), 0.002

Dissociation

14

5 11.9

2.25 (2,202), 0.325

6.9

4

1.1

4.8

N

7

5

%

6.3

N

Chi-square(df), P

N

1

%

SA

Participant N=216

6.0

N

MA

%

NA=not aggressive, MA=mildly aggressive, SA=severely aggressive
* The Kiddie-SADS interview diagnoses alcohol and drug abuse and dependency at the most severe time of use
**Kiddie-SADS suicidality: more than one suicidal symptom on the Kiddie-SADS interview
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of psychopathology were highest in the SA group, followed by lower rates
in the MA group, and lowest rates in the NA group, except for drug dependence with the MA group scoring lowest, and for depression, with the
SA group scoring lowest. Significant differences between the aggression
subgroups were found for ADHD, ODD, CD, substance abuse/dependence,
alcohol abuse/dependence, PTSS and suicidality, but not for depression and
dissociation.
Table 4 shows that all externalizing disorders were reported more frequently
by the parents than by participants and no significant differences were found
between the aggression subgroups. This lack of difference may however be
due to the much lower number of individuals in each group.
Diagnostic agreement between parents and participants was low. Of those
for whom parent reports were available, ADHD was reported for 13 cases
(18,3%) by parents only, for 9 cases (12.7%) by the participant only, and
for only 7 (9.9%) by both parents and participants. As for ODD, ODD was
reported by the parents only in 30 cases (42.3%) and by participants only in
7 cases (9.9%), while there was consensus between parents and participants
for 19 cases (26.4%). CD was reported by parents only in 10 cases (14.1%),

Table 4 – Psychopathology (total sample and by aggressive subgroup), parent report

Total
Participant N=216

N

%

NA
N

%

MA
N

%

SA
N

Chi-square(df), P

%

ADHD

20 (7)* 28.2

6 21.4

8 34.8

6 30.0

1.16 (2,69), 0.560

ODD

49 (19)* 69.0

20 71.4

16 69.6

13 65.0

0.23 (2,69), 0.891

CD

44 (34)* 62.0

14 50.0

14 60.9

16 80.0

4.47 (2,69), 0.107

NA=not aggressive, MA=mildly aggressive, SA=severely aggressive
*number of cases in which parents and participants do agree.
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by participants only in another 10 cases (14.1%) and by both parents and
participants in 34 cases (47.9%).

Discussion
In this study of 216 detained adolescent females, high rates of aggressive
behavior and of externalizing and internalizing psychopathology were found.
Almost 2/5 of the participants reported one aggressive act over the past
year, and 1/5 several aggressive acts, while positive relationships were found
between levels of aggression and both externalizing and internalizing psychopathology. The increase by aggression subgroup was most pronounced
for disruptive behavior disorders (ADHD, ODD, CD), substance use disorder
(drug abuse and dependence, alcohol abuse and dependence), PTSS and
suicidality. Interestingly, this association was not found for socio-demographic characteristics or for the offence history as reported in the institutional
30

files.
In line with previous studies, high rates of psychopathology were found.
When compared to the female subsample of Teplin et al. (2002), rates of
ADHD (current study 20.8% versus 21.4% by Teplin et al.), and substance
abuse (51.6% vs. 46.8%) were quite similar, while this was less so for CD
(56.0% vs. 40.6%), alcohol abuse (18.6% vs. 26.5%), and depression (33.3%
vs. 21.6%). Compared to the Cauffman et al. (1998) study, a lower rate for
possible PTSD (21.0%) was found (Cauffman: 48.9%), although this was still
higher than the 7.1% PTSD rate described by McCabe et al (2002) or the
14.7% rate by Abram et al. (2004). The only previous study reporting on
dissociation in detained females (Carrion and Steiner, 2000) reported much
higher levels (28.3%) than was found in the current study (6.9%). Recent
reviews on psychopathology in incarcerated male and female adolescents
have described similar differences between existing studies, showing that
the diversity of findings is not so surprising. In addition to the methodological and sampling differences described in this review, there may be some
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specific reasons for the discrepancies of this study compared to others. First,
our study measured internalizing psychopathology by means of self-reporting questionnaires, so rates may not reflect the actual prevalence of a specific disorder. Unfortunately, time constraints did not permit a full diagnostic
interview. Second, participants were included in our study in their first month
of detention, whereas Teplin et al. (2002) studied a pre-trial sample selected
at random. Notwithstanding these methodological differences, all types of
psychopathology reached high levels in the various studies, indicating the
clinical needs of this population.
Rates of ADHD, ODD and CD were higher according to parent report than
to participant report. Since the number of parents interviewed in this study
was limited, our findings should be treated with caution. Both participant
and parental bias may lie behind this finding. Participant bias may be related
to the situation of detention, denial, or distrust. Although the investigation
was conducted by independent researchers, the study was conducted within
the detention center, and a number of participants may therefore have been
reluctant to provide information. Parental reporting may also have been
biased, since many participants had not lived at home for some time and
were characterized by a long history of severe problems. Therefore, recall
bias may have influenced parental reporting, resulting in over-reporting of
disruptive behavior disorders. In incarcerated boys, inconsistency of information was not considered to be a substantial problem (Ko et al., 2004). In the
Ko et al. (2004) study also, only a small subgroup of parents was included for
studying consistency. As a result, future research should focus on the issue
of diagnostic reliability, and of course, on the clinical and legal aspects related to this. The cross-informant discrepancy that was found with regard to
externalizing disorders may be of diagnostic relevance, since disagreement
between parents and adolescents has been found to be predictive of poorer
outcome. As for aggressive behavior in specific, adolescents, scoring higher
than parents was indicative for a higher risk of future drug use (Ferdinand et
al., 2006).
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A major finding of this study is the clear relationship between levels of aggression and externalizing and internalizing psychopathology. Most of the
psychopathological characteristics had the highest prevalence rates in the
most aggressive group, and the lowest in the least aggressive group. These
findings may indicate that detained females with high levels of aggression
are in greatest need of mental health intervention. As such, aggression may
be an indicator for the presence of psychopathology, and vice versa. However, as this study is cross-sectional, no conclusions on causality can be drawn.
Substantial inconsistency considering aggressive incidents was noticed between participants themselves and information reported in the institutional
files, for which several reasons can be given. First, participants themselves
may have withheld information on their personal crime history. A remarkable
finding was that 7 girls of the NA group were recorded in the institutional
files as ever having been violent. However, this argument may not apply to
the majority of the participants, since physical assault was reported by 81
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girls who were administered the Kiddie-SADS, while such was reported for
only 26 in the files. And second, the Kiddie-SADS investigated acts of aggression during the past year only, while file information reported incidents
that may have occurred at any time in the past. File information on offence
histories could also be used for aggression classification, but JJI’s did not
employ a standard method for compiling files, resulting in insufficiently reliable information. When aggressive acts were described in the file, an exact
time period of commission was mostly lacking (not allowing a definition of
a diagnostic time frame), and the vagueness of description of actual events
did not allow delineation of clear aggressive item groups. File information
was not reported consistently and the number of recorded physical assaults
and murders was low, making a reliable comparison between aggression
groups based on file information difficult.
Clinical implications
This study has relevant clinical implications. Since detained female adolescents have been shown to exhibit high levels of mental health problems,
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detained female adolescents should be subject to comprehensive psychological and psychiatric diagnostic assessment. The high levels of potentially
life-threatening conditions (e.g. suicidality and substance abuse) imply that
screening should be conducted shortly after and at regular intervals during
detention. Other types of psychopathology (e.g. ADHD, PTSS) also require
identification, since intervention and treatment programs for these disorders are available. Given the link between psychopathology and aggression,
psychopathology might be considered a clinical indicator of aggressive
behavior, even when only detainees are assessed. However, as this study is
cross-sectional no conclusions on causality can be drawn.
A point of clinical interest is the reliability of the information, an issue that
warrants further study, since there were substantial discrepancies between
the informants. Because under-reporting (of externalizing pathology) by a
number of girls cannot be ruled out, consulting different informants may be
advisable when conducting a forensic assessment, especially with regard to
externalizing and aggressive behavior.
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Limitations
Some limitations of the study need to be mentioned. Firstly, while participant information was available for all subjects, only one-third of the parents
participated, which means that findings on cross-informant reliability were
based on information from a limited number of participants. Parents who
participated generally had a higher education level and more often held a
job than parents who did not participate. However, characteristics of girls
whose parents participated did not differ from those whose parents did
not participate. Because diagnostic agreement between participants and
parents appeared to be low, further research should focus on the issue of
diagnostic reliability in forensic assessment. Secondly, the cross-sectional
nature of the study did not allow us to draw causal pathways between psychopathology and the onset of aggression. For this purpose, longitudinal
studies must be conducted, in which variables of interest are investigated at
several points in time. Follow-up research on the current population during
detention and post-discharge may enable us to assess the predictive valid-
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ity of psychopathology for future aggression. Thirdly, because the study was
carried out during detention, the impact of the detention itself may have
influenced the findings. For example, levels of depression may be higher
because of judicial handling and the stressful process of the detention
itself (Vermeiren, 2003a). Because many detainees undergo placement for a
relatively brief period only, it was decided to investigate participants within
weeks after admission. Fourth, due to time restraints, only externalizing
disorders were diagnosed via diagnostic interviews, while self-reports were
used for making conclusions about internalizing conditions. This may have
influenced the results since self-reports may be more vulnerable to misinterpretation of questions and underreporting of symptoms than diagnostic
interviews. However, in order to assess the possible presence of internalizing
disorders, psychometrically sound self-report instruments were used.
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Abstract
This study investigates the prevalence of physical and sexual trauma in
detained female adolescents and examines the relationship between such
traumas and (subtypes of) aggression (overt and covert), taking into account substance use as a possible mediator. A representative sample of 178
detained girls aged 12-18 (mean 15.5) was examined in the first month of
detention on trauma history, overt and covert aggression, and substance
use disorders (alcohol and drugs) by means of standardized instruments.
Approximately 85% of the participants reported a history of at least one
trauma. Being traumatized was found to predict both overt and covert aggression, while this was strongest for covert aggression. Substance use had
no mediating effect on the relation between trauma and aggression. Therefore, traumatized detained female adolescents should be considered at risk
for aggressive behavior, whereas aggressive girls should also be investigated
for possible trauma. Not only overt aggression, but also covert aggression
36

should be taken into account. Future research should investigate whether
interventions focusing on trauma and its consequences may help to reduce
aggression.
Key words: trauma, aggression, detention
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Introduction
Although adolescent delinquency is a predominantly male phenomenon, the
steady increase of offending rates by young female adolescents cannot be
ignored. In the USA, between 1980 and 2003, the juvenile arrest rate for simple assault increased with 102% for male adolescents, while this was 269%
for female adolescents (OJJDP, 2003). Although the 1994-2003 US arrest rate
declined sharply for most types of crime in male adolescents, this was not
the case in female adolescents. A similar alarming increase in female adolescent offending has been noticed in most European countries, such as the
Netherlands. In spite of the importance of the problem, little is known about
specific characteristics of female adolescent delinquents. In order to enable
the development of targeted intervention programs, adequate insight and
understanding of female adolescent aggressive behavior is essential.
Qualitative differences in aggressive behavior have been shown between the
sexes. A specific type of ‘female aggression’ is covert aggression, which is a
furtive, hidden and controlled subtype (Crick & Grotpreter, 1995; Österman
et al., 1998). In contrast, males may demonstrate more overt aggression; a
hostile, openly defiant, impulsive and poorly controlled subtype. The role of
covert aggression should not be ignored, as this can cause serious and lasting psychological harm and often concurs with overt aggression (Crick, 1996;
Crick & Bigbee, 1998). Therefore, when studying aggression and possible
relationships between trauma and aggression in girls, these subtypes of aggression should be taken into account.
In physically and sexually abused girls, the prevalence of Conduct Disorder (CD) has been shown to be higher than in controls; CD symptoms also
had an earlier onset (Green, Russo, Navratil, & Loeber, 1999). Interestingly,
a higher violent offense arrest rate was found for girls than for boys in the
aftermath of child physical abuse (Herrera & Mc Closkey, 2001). Studies on
exposure to interparental and community violence, both in clinical and community samples, similarly showed an increase in bullying and engagement in
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violent and non-violent crime in female adolescents (Baldry, 2003; Becker &
Mc Closkey, 2002; Flannery, Singer & Wester, 2001). As detained girls carry
high levels of aggression as well as high levels of trauma (Abram et al., 2004;
Carrion & Steiner, 2000; Cauffman, Feldman, Waterman & Steiner, 1998;
McCabe, Lansing, Garland & Hough, 2002; Vermeiren, 2003), they may be
particularly suitable for studying the relationship between both phenomena. The few studies on physical and sexual trauma in detained girls have
reported alarmingly high rates; i.e. between 64% and 76% reported having
witnessed violence; and about 60% reported having been raped or in danger
of being raped (Abram et al., 2004; Cauffman et al., 1998). However, until
now no study in detained female adolescents has focused specifically on the
relationship between trauma and aggression.
Furthermore, positive associations have been reported between a history
of trauma and substance use disorders, particularly in girls (Bailey & Mc
Closkey, 2005; Ballon, Courbasson & Smith, 2001; Kendler, Bulik, Silberg,
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Hettema & Myers, 2000). Also, a strong positive association between youths’
substance use and crime has been well established (Ellickson, Saner &
Mc Guigan, 1997). Therefore, when investigating the relationship between
trauma and aggression, substance use should be considered as a mediating variable. Particularly in detained samples, this carries relevance as high
prevalence rates of substance use disorders are found (Jasper, Smith and
Bailey, 1998; Mc Clelland , Elkington, Teplin & Abram, 2004).
For the above mentioned reasons, the aim of the current study was to
investigate the prevalence and nature of trauma in detained female adolescents and to investigate relationships between trauma and overt and covert
aggression, taking into account substance use as a possible mediator. As
covert aggression is the ‘typical’ female subtype of aggression, we hypothesized that associations between trauma and covert aggression would be
stronger than between trauma and overt aggression. Also, we expected
associations between trauma and aggression to be mediated by substance
use.
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Method
Participants
At the time of this study, in the Netherlands seven Juvenile Justice Institutions (JJI’s; detention centers) provided closed placement for female adolescents, of which three participated in this study (covering 57% of all places
nationwide). As this study covered the majority of the available places, and
because female adolescents are placed in JJI’s on a random basis, this study
sample was considered representative for the population of detained girls
in the Netherlands. Between March 2003 and April 2004, 224 female adolescents were approached, of whom 178 (79.5%) agreed to participate. Of the
46 non-participants, 18 (8.0%) refused participation, and 8 (3.6%) were not
able to participate because of insufficient command of the Dutch language.
Another 20 were excluded because of early release or unforeseen transfer to
another institution.
Ages of the participants (N=178) varied between 12 and 18 years (mean 15.5,
SD 1.4), and ethnicity was as follows: 57.6% Dutch, 15.1% Surinamese, 7.0%
Moroccan, 5.2% Antillean and 15.1% other. With regard to placement history, 29.3% had previously been placed in a JJI, and more than 72% had had
a residential placement of some kind (other than juvenile justice institutions,
like foster care, group homes, psychiatric facilities). With regard to socioeconomic background, 51% of the mothers had a low educational level and
60% of the mothers were unemployed, while 62% of the fathers had a low
educational level and 47% were unemployed.
Procedure
The project was approved by the review boards of the Ministry of Justice,
which imposed strict conditions in terms of confidentiality, appropriate
handling of information and the participants’ assent for participation and
for contacting the parents. All parents or primary care-givers were informed
of the study by letter. Parents could object to their daughter’s participation, which only occurred for one participant. Shortly after admission (within
one week), eligible girls were approached individually by the interviewers in
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order to explain the purpose of the study. It was explained and written on
the consent form that participation was completely voluntary, that refusal
would not affect their legal status and that confidentiality was guaranteed.
The participants signed an informed consent form before the study commenced. The instruments were presented and completed in a fixed order.
First, participants were asked to fill in self-report questionnaires in groups of
3 girls at a time and subsequently, the interview was carried out individually,
preferably on the same day. When administering self-report questionnaires,
a researcher was present and available for questions.
Measures
File information: Information on socio-demographic background (the parents’ occupation and educational background), age, ethnicity, judicial measures, previous detention and previous residential placements was obtained
from the institutional file by means of a standardized checklist.
Trauma: A Traumatic Events Questionnaire was translated and adapted
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from the “Traumatic Events Screening Inventory” (TESI-C; Ribbe, 1996).
This questionnaire consisted of 11 questions concerning traumatic events
a child might have experienced either as a victim or as a witness. For this
study traumas related to physical and sexual abuse were selected, namely:
1) being assaulted, punished or wounded; 2) being threatened with pain or
harm; 3) witnessing violence within the family; 4) witnessing violence outside
the family; and 5) being sexually approached by someone more than five
years older. The participant noted down whether she had experienced and
had been frightened by the event and at what age it occurred. After having
filled in the self-report list, an interviewer checked positive answers with the
participant, in order to ascertain severity of the event.
Aggression: Overt and covert aggression were assessed using the Buss-Durkee Hostility Inventory (Buss & Durkee, 1957), a self-report questionnaire that
has been adapted and validated for the Dutch language (Lange, Dehgani &
de Beurs, 1995). Principal component analysis (PCA) resulted in two factors: overt aggression and covert aggression. The subscales based on these
factors were internally consistent (alpha= .77 and .79 respectively), with
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low interfactor correlation (r=.17), thus denoting acceptable independence
(Lange et al., 1995). In a school-based study on 794 male students (mean
age 14.9), Crohnbach alpha for overt and covert aggression was .73 and .74
respectively (Vermeiren et al., 2003). In the current sample, overt- and covert
aggression correlated moderately (r = .34).
Overt aggression comprises verbal and physical aggression towards others, is often impulsive and poorly controlled, and as such reflects the behavioral or motor component of aggression (16 items; e.g. “When I really
lose my temper, I am capable of slapping someone”; ”When I am angry,
I slam doors”; ”I have known people who pushed me so far that we came
to blows”). Covert aggression refers to feeling angry without expressing
openly, may consist of hostility and angry feelings, is more hidden and
controlled, and refers to the emotional and cognitive component of aggression (19 items; e.g., “I am irritated a great deal more than people are aware
of”; “although I don’t show it, I am sometimes eaten up with jealousy”; “If
I let people see the way I feel I’d be considered a hard person to get along
with”).
Substance use disorders: Substance use disorders (lifetime) were assessed
by means of the Kiddie-SADS present and lifetime version (Kiddie-SADS-P-L;
Kaufman, Birmaher, Brent, Rao & Rian, 1996), a semi-structured interview on
psychiatric disorders listed in the Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV; American Psychiatric Association, 1994). Alcohol
and drugs were assessed separately. Test-retest reliability for diagnoses with
the Kiddie-SADS interview has been described as good to excellent, while
concurrent validity and inter-rater agreement were reported to be high (Ambrosini, 2000). Present and lifetime scores were totalled into one diagnosis
score.
Statistical analyses
SPSS (Statistical Package for Social Sciences, version 11.0) was used for analyzing the data. First, descriptive statistics were performed to determine the
prevalence, age of first occurrence and frequency of traumatic events. Also,
overt and covert aggression scores and the prevalence of substance use dis-
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orders (alcohol and drugs) were determined. Second, correlations between
variables (trauma and aggression, trauma and substance use, substance use
and aggression) were determined. Third, to analyze the relation between
trauma and aggression, linear regression analyses were performed with aggression (overt and covert aggression respectively) as dependent variable
and the total number of trauma as the predictor. Finally, substance use disorders (alcohol and drugs) were added in the regression model as mediating
variables. All variables in the regression model were standardized. For each
analysis, the level of statistical significance was set at .05 (two-tailed).

Results
Rates and characteristics of trauma
Of all participants, 85% reported at least one trauma. As table 1 shows, the
prevalence of specific traumas varied from 37% to 50%. Most prevalent trau42

mas were being threatened with pain or harm, being sexually approached,
being assaulted, and being punished or wounded. Extrafamilial violence was
reported to have happened most frequently. Experiencing multiple traumatic

Table 1 – Prevalence, age of first occurrence and frequency of specific traumas

Trauma

Prevalence

N=178

N

%

No trauma

26

14.8

Assaulted/punished/wounded

87

Threatened/pain/harm

Age

Age<12

Frequency

Frequency>2

Mean(SD)

N

%

Mean(SD)

N

%

49.4

13.0 (2.9)

27

31.8

2.2 (1.7)

24

34.2

88

50.0

12.5 (2.9)

37

44.2

2.6 (2.8)

22

36.0

Intrafamilial violence

74

44.0

9.0 (4.0)

51

79.7

2.6 (1.9)

17

38.7

Extrafamilial violence

65

36.9

12.3 (3.2)

21

38.2

3.2 (3.2)

22

50.0

Sexually approached

86

50.0

11.4 (3.6)

37

48.7

2.5 (2.5)

20

28.6
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events was common. A large number of girls experienced traumatic events
before the age of 12, the lowest mean age of first occurrence of a specific
trauma was reported for violence within the family.
Rates of overt and covert aggression and substance use disorders
With regard to aggression scores, covert aggression was about as high as
overt aggression (10.57 SD 4.97 versus 10.28 SD 3.52, p=0.430). Drug use
disorder was found in almost half of the participants (48%), while alcohol use
disorder was found in 18%.
Correlations between trauma, subtypes of aggression, and substance
use disorders
Trauma was significantly correlated to overt aggression (Pearson correlation coefficient =0.148, p=0.050), while the correlation between trauma
and covert aggression was stronger (Pearson correlation coefficient =0.250,
p=0.001). While trauma was not correlated to drug use disorder (Pearson
correlation coefficient =0.048, p=0.536), there was a trend for a correlation
between trauma and alcohol use disorder (Pearson correlation coefficient
=0.146, p=0.059).
Drug use disorder was significantly correlated to overt aggression (Pearson
correlation coefficient=0.211, p=0.006), but not to covert aggression (Pearson correlation coefficient=0.077, p=0.318). Alcohol use disorder was neither correlated to overt aggression (Pearson correlation coefficient=0.076,
p=0.324) nor to covert aggression (Pearson correlation coefficient=0.116,
p=0.135).
Predictive value of trauma for subtypes of aggression taking substance
use into account as a possible mediator
In tables 2 and 3 the logistic regression statistics of aggression prediction
(overt and covert aggression respectively) are shown. A trend (beta=0.130,
p=0.077) towards significance for the relationship between trauma and overt
aggression was found, while the relationship with covert aggression was
significant (beta=0.251; p=0.01). When substance use disorders (alcohol and
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drugs) were included as predictors, the relationship between trauma and
overt aggression became significant (beta=0.149, p=0.047). The inclusion
of substance use disorders had minimal effect on the relationship between
trauma and covert aggression (beta=0.223, p=0.004). There were no significant interactions between trauma and drugs and between trauma and
alcohol.

Table 2 – Predictive value of trauma for overt aggression, with substance use disorders (alcohol, drugs)
introduced as predictors in the second regression
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B

SE

Beta

T

P

Trauma

0.300

0.169

0.130

1.777

0.077

Trauma

0.350

0.175

0.149

2.001

0.047

Alcohol

-0.004

0.699

0.000

-0.006

0.995

Drugs

1.406

0.527

0.203

2.669

0.008

Table 3 – Predictive value of trauma for covert aggression, with substance use disorders (alcohol, drugs)
introduced as predictors in the second regression.

B

SE

Beta

T

P

Trauma

0.820

0.240

0.251

3.424

0.01

Trauma

0.737

0.251

0.223

2.932

0.004

Alcohol

1.337

1.003

0.105

1.333

0.184

Drugs

0.229

0.759

0.031

0.394

0.694
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Discussion
In this study, a sample of detained female adolescents was investigated with
regard to the prevalence of traumatic events and to the relationship between trauma and subtypes of aggression, taking into account the mediating
effect of substance use disorders. Firstly, in accordance with earlier research,
strikingly high prevalence rates of trauma were found. Secondly, trauma was
found to predict overt and covert aggression rates, with a particularly strong
relationship for covert aggression. Finally, in contrast to expectations, substance use disorders had no mediating role in the relation between trauma
and aggression.
This study confirms earlier reports describing that a history of traumatic
events occurs pervasively among detained girls. In addition, trauma exposure appeared to start at an early age and to recur often. The number of participants exposed to one or more traumas in our study (85.3%) was comparable to an earlier study of Cauffman et al. (1998), who reported a traumatic
event rate of 88%, and to the study of Abram et al. (2004), who reported a
traumatic event rate of 84%. These findings show that detained female adolescents in the Netherlands do not differ from Northern American detained
girls in this respect. These figures do not leave doubt about the necessity to
assess detained girls on the presence of trauma.
As expected, high rates of both subtypes of aggression were found in this
detained sample. Because covert aggression is the specific female type, it is
far from surprising that scores were about as high as overt aggression. About
a decade ago, Crick et al. stated that girls are more focused on interpersonal issues, which may result in covert rather than overt aggression (Crick&
Grotpeter, 1995; Werner & Crick, 1999). Interestingly, these findings are different from findings in boys referred to a delinquency diversion program in
the Netherlands, where overt aggression scores exceeded covert aggression
scores (Popma et al., 2007).
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Being traumatized was related to both overt and covert aggression. This
relationship was most strong for covert aggression. The high rates of both
types of aggression in traumatized individuals is not surprising, as previous research in nondetained samples has consistently shown such relationship (Baldry, 2003; Becker & Mc Closkey, 2002; Flannery et al., 2001; Herrera & Mc Closkey, 2001). Given the fact that being traumatized was more
strongly related to covert aggression than to overt aggression suggests that
traumatized girls within the judicial system are apt to express their aggression covertly. One explanation may be that these girls, as a result of being
threatened or abused, were taught to suppress overt aggression. Of course,
detention itself may also have caused a fear of retaliation. These findings
indicate that future research should consider covert aggression as a typical
female aggression subtype.
We hypothesized substance use disorders to have a mediating effect in the
relation between trauma and aggression, which had to result in a weaker
46

trauma-aggression association. However, for overt aggression the reverse
was true. A stronger trauma-overt aggression relationship was found when
alcohol and drug use disorders were included in the analysis. Substance use
disorder did not affect the relationship between trauma and covert aggression. This finding is surprising and should stipulate further research on this
topic. When interpreting this unexpected finding, methodological reasons
should not be excluded. For example, participants were not assessed for
duration and severity of substance use.
Some limitations of this study should be mentioned, of which some are inherent to research in forensic samples. Firstly, aggressive feelings may have
been elicited by judicial involvement and detention, and may therefore be
partly unrelated to early traumatization and substance use. Secondly, underreporting of trauma cannot be excluded, as the participants were the main
source of information. As the assessment occurred at one moment in time
and during the first month of detention, this may have caused reluctance to
report on traumatic experiences. Thirdly, because substance use was mea-
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sured by self-report only, underreporting as a consequence of social desirable answering is likely. Finally, the cross-sectional nature of the study did
not allow us to address issues of causality. Since trauma was reported retrospectively (lifetime) and aggression in the present, it is tempting to conclude
that trauma has been causative with regard to the reported aggression.
However, many other mediating factors may have influenced this relationship
(including peer group influences, family history, school performance, neuropsychiatric deficits, psychiatric conditions).
Clinical implications
The current study underscores the necessity of assessing trauma in detained
female adolescents. Because the examination of trauma requires specific
skills, adequately trained mental health professionals should be consulted
for this purpose. Given that many girls experienced their first trauma before
age 12, the development of adequate prevention measures should be considered, e.g. at first juvenile justice or youth custody contact. In addition, especially in traumatized detained female adolescents, a thorough assessment
of aggressive behavior should be considered, taking into account both overt
and covert subtypes. Conversely, aggressive girls should be investigated for
possible trauma, as aggression in detained girls may be an indicator of a
history of trauma. Finally, based on these findings, it should be investigated
whether intervention aiming at the consequences of traumatic events leads
to aggression reduction.
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Abstract
Background
The purpose of this study was to investigate the lifetime prevalence of
teenage pregnancy in the histories of detained adolescent females and to
examine the relationship between teenage pregnancy on the one hand and
mental health and sexuality related characteristics on the other.
Methods
Of 256 admitted detained adolescent females aged 12-18 years, a representative sample (N=212, 83%) was examined in the first month of detention. Instruments included a semi-structured interview, standardized questionnaires
and file information on pregnancy, sexuality related characteristics (sexual
risk behavior, multiple sex partners, sexual trauma, lack of assertiveness in
sexual issues and early maturity) and mental health characteristics (conduct
disorder, alcohol and drug use disorder and suicidality).
Results
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Approximately 20% of the participants reported having been pregnant
(before detention), although none had actually given birth. Sexuality related
characteristics were more prevalent in the pregnancy group, while this was
not so for the mental health characteristics. Age at assessment, early maturity, sexual risk behavior, and suicidality turned out to be the best predictors
for pregnancy.
Conclusions
The lifetime prevalence of pregnancy in detained adolescent females is high
and is associated with both sexuality related risk factors and mental health
related risk factors. Therefore, prevention and intervention programs targeting sexual risk behavior and mental health are warranted during detention.
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Background
Sexual risk behavior and teenage pregnancy are significant problems in
detained girls (Lederman, Dakof, Larrea, Li, 2004; Teplin, Elkington, Mc Clelland, Abram, Mericle, Washburn, 2005). Therefore, issues related to sexuality
may be an important focus for intervention and treatment during detention,
as these girls may continue their sexual risk behavior after release.
High rates of sexual risk behavior and unplanned pregnancies have been
noted among North American adolescent female detainees. A prevalence
study among 197 adolescent female detainees found that 34% had not used
any contraception in the past 2 months, 20% had had sexually transmitted
diseases (STDs), and 32% had been pregnant (Crosby, Salazar, Diclemente,
Yarber, Caliendo, Staples-Horne, 2004).
Moreover, US studies among teenage adolescent females in the general
population have demonstrated correlations between risk factors such as
conduct disorders, alcohol and drug abuse and adverse psychosexual outcome such as promiscuity and teenage pregnancy (Donovan, Jessor, Costa,
1991; Fergusson & Woodward, 2000; Kovacs, Krol, Voti, 1994; Prinstein & La
Greca, 2004; Ramrakha, Caspi, Dickson, Moffitt, Paul, 2000; Woodward &
Fergusson, 1999; Zoccolillo & Rogers 1991; Zoccolillo, Meyers, Assiter, 1997).
Because these risk factors are highly prevalent in a detained population, it
is no surprise that high pregnancy rates are found in this troubled population. In addition, previous research has consistently shown that early sexual
trauma determines later sexual risk behavior as well as adolescent pregnancy
(Cinq-Mars, Wright , Cyr, Mc Duff, 2003; Elders & Albert, 1998; Fergusson,
Horwood, Lynskey, 1997; Fiscella, Kitzman, Cole, Sidora, Olds, 1998; Mason,
Zimmerman, Evans, 1998; McClanahan, Mc Clelland, Abram, Teplin, 1998;
Widom & Kuhns, 1996). Early physical maturity has been reported to be a
potential risk factor for a variety of problem behaviors (Caspi, Lynam, Moffitt, Silva, 1993; Graber, Lewinsohn, Seeley, Brooks-Gunn, 1997; Rierdan &
Koff, 1993), as well as for teenage pregnancy, as early maturers may become
sexually active at a younger age than adolescent females who mature later
(Schor, 1993; Wang & Chou, 1999).
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Finally, there is a relationship between suicidality and teenage pregnancy
(Pfitzner, Hoff, McElligott, 2003; Ronsmans & Khlat, 1999). For those reasons,
investigating correlates for teenage pregnancy in a detained population may
be warranted.
Because risk factors of ‘early’ pregnancy in detained adolescent girls are still
relatively unexplored, the main aim of the current study was to investigate
the relationship with a range of potentially associated factors known from
previous research in detained girls as well as in general population samples.
Factors to be included are: sexual risk behavior, multiple sex partners, sexual
trauma, early maturity, conduct disorder, alcohol use disorder, drug use disorder, and suicidality, as well as lack of assertiveness in sexual issues.
The first objective of this study was to investigate the lifetime prevalence of
teenage pregnancy in detained adolescent females in the Netherlands.
The second objective was to explore differences between the pregnancy and
the non-pregnancy group with respect to a number of variables of interest
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such as sexuality related characteristics, early maturity, and mental health
characteristics. We expected to find differences with the above mentioned
risk factors being more prevalent in the pregnancy group.
Finally, it was our objective to investigate which factors predicted pregnancy
best.

Methods
Participants
At the time of this study, seven Juvenile Justice Institutions (JJIs; detention
centers) provided closed placement for adolescent females, of which three
participated in this study (covering 57% of all places nationwide). As this
study covered the majority of the available places, and because females
are placed in a JJI on a random basis (when a place is available), this study
sample was considered representative for the population of detained girls in
the Netherlands. Between September 2002 and April 2004, all newly admit-
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ted girls (N= 256) were approached for participation in their first month of
detention, of whom 229 (89.5%) agreed to participate. Of the 27 non-participants, 19 (7.4%) refused participation, while another 8 (3.1%) were not able
to participate because of an insufficient command of the Dutch language.
Another 17 girls were excluded because they were released before or during
the study, or because they had not completed the questions on pregnancy,
bringing the final group included in the analyses to 212. Approximately
equal numbers of participants were recruited from each of the three institutions. The age of the participants varied from 12 to 18 years (mean 15.6; SD
1.4), and ethnicity could be broken down as follows: 57.2% Dutch ethnicity, 14.6% Surinamese, 7.8% Moroccan, 3.9% Antillean, 1.5% Turkish, and
15.1% other. In 81.1% of cases, the girls had been placed in the institution
under a civil law measure. Considering previous placements, 35.2% of the
participants had previously been placed in a JJI, and more than 72.2% had
previously undergone a residential placement of some kind (other than JJI).
Considering previous care, 16.8% of the girls had a history of foster care and
74.2% had received some kind of outpatient care. In terms of the socio-economic backgrounds, about half of the mothers (48.6%) had a lower level of
education and over half (57.5%) were unemployed, whereas over half of the
fathers (61.3%) had a lower level of education and almost half (45.3%) were
unemployed (see also table 1).
Procedure
The project was approved by the review boards of the Ministry of Justice,
which imposed strict conditions in terms of confidentiality, appropriate
handling of information and the participants’ assent for participation and
for contacting the parents. Shortly after admission (within one week), all
eligible girls were approached individually by the interviewers in order to
explain the purpose of the study. It was explained and written on the consent form that participation was voluntary, that refusal would not affect their
legal status and that confidentiality was guaranteed. Participants were by no
means forced to participate. The participants signed a consent form before
the study commenced. The parents or primary caregivers were informed
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by letter. Parents could object to their daughter’s participation, which only
occurred for one participant. The consent procedure was carried out at
least one week before the assessment. The instruments were presented and
completed in a fixed order. First, participants were asked to fill in self-report
questionnaires in groups of 3 girls at a time, and subsequently, the interview
was carried out individually, preferably on the same day. When administering
self-report questionnaires, a researcher was present and available for questions.
Measures
File information: Information on socio-demographic background: the
parents’ occupation and educational background, age and ethnicity, and
judicial measures, past detention and past residential placements, history
of foster care and outpatient care was obtained from the institution file by
means of a checklist. Information on contraception, medication, and method
of pregnancy termination were gathered from the medical file.
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Information on sexually-transmitted diseases (STDs) (lifetime) was gathered
from the medical file as an indication of sexual risk behavior.
Social and Health Assessment (SAHA): The Social and Health Assessment
(SAHA) (Schwab-Stone, Ayers, Kasprow, et al., 1995; Martin, Ruchkin, Caminis, Vermeiren, Henrich, Schwab-Stone, 2005) was used to assess pregnancy, sexual risk behavior, multiple sex partners, early menarche and lack
of assertiveness in sexual matters. The following SAHA items were used as
measures of sexual risk behavior: use of contraception (condom use at last
intercourse, use of contraceptives at last intercourse), and substance use at
last intercourse. Sexual risk behavior was considered present if the participants answered positive to one of the following items: no condom use, no or
insufficient use of other forms of contraception, substance use at last intercourse, or if a history of STDs was found in the file. In our sample we defined
early menarche as having started before the age of 12. Lack of assertiveness
in sexual matters was based on two questions in the SAHA: “how difficult
would it be for you to use a condom every time you have sex?” and “how
difficult would it be for you to tell your partner you don’t want to have sex?”
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(response options: easy or difficult).
Kiddie-SADS present and lifetime version (Kiddie-SADS-P-L): Conduct
disorder, alcohol use disorder, drug use disorder and suicidality (based on
one or more suicidal symptoms or attempts) were assessed by means of the
K-SADS-P-L (Chambers, Puig-Antich, Hirsch, et al., 1985; Kaufman, Birmaher, Brent, Rao, Rian, 1996) a semi-structured interview on psychiatric disorders listed in the Diagnostic and Statistical Manual of Mental Disorders-IV
(American Psychiatric Association, 1994). The assessment was carried out
by four experienced clinicians. Test-retest reliability for the various disorders assessed by means of the Kiddie-SADS has been described as good
to excellent and concurrent validity and inter-rater agreement was reported
to be high (Ambrosini, 2000; Kaufman, Birmaher, Brent, Rao, Flynn, Moreci,
1997). The introductory interview was left out because most items were
administered by means of an introductory interview on socio-demographic
characteristics and aspects of daily functioning, largely overlapping with the
Kiddie-SADS content. The scores on the Kiddie-SADS were dichotomized
in 0: diagnosis not present (answers 0: no information and 1: diagnosis not
present) and 1: present in a moderate or severe form.
Sexual trauma: Information on sexual trauma (lifetime) was derived from
a self-report questionnaire on trauma, translated and adapted from the
“Traumatic Events Screening Inventory” (TESI-C; National Center for PTSD,
1996), in which one question assessed whether the participant had ever been
involuntarily sexually approached or abused by someone more than five
years older (answer options: yes or no). If the participant responded positive
on this question, the age at the time of the sexual trauma and the frequency
was asked for.
Statistical analysis
The SPSS (Statistical Package for Social Sciences, version 11.0) statistical
program has been used for analyzing the data. First, descriptive statistics
were provided on pregnancy. Second, individuals from the pregnancy group
and the non-pregnancy group were compared in terms of sexuality related
factors and other risk factors (socio-demographic and mental health char-
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acteristics) using Chi-square tests (Fisher Exact when expected cell counts
less than 5). The level of statistical significance (two sided) was set at .05.
Third, all factors shown in tables 2 and 3 with a p-value < 0.1 (sexual risk
behavior, sexual trauma, multiple sex partners and early maturity and drug
use disorder, suicidality, and age) were incorporated as potential predictors
in the multiple logistic regression analysis with pregnancy as the dependent
variable. The forward method was used (adding variables one-by-one). The
odds-ratios represented show how much more likely the presence of these
factors is in the pregnancy group as compared to the non-pregnancy group,
adjusted for the other variables in the model.
Results
Lifetime rates of pregnancy and comparison of the pregnancy and the
non-pregnancy groups
We divided our sample into two groups: a pregnancy group (N=43, 20%) and
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a non-pregnancy group (N=169, 80%). Twenty percent of the participants
reported one or more pregnancies ever, while none of the girls had actually
given birth to a child. No information was found on specific method of termination of pregnancy in the files. Medical files also hardly revealed miscarriages or abortions, abortions were mentioned only in 7 cases.
The ages of the total group ranged from 12 to 19, (mean age 15.57; SD =
1.39). The mean age of the girls in the pregnancy group (16.07; SD 1.39)
was significantly higher than the girls in the non-pregnancy group (15.45;
SD 1.31; p=0.009). In table 1 other sociodemographic characteristics of the
pregnancy and the non-pregnancy group are shown, such as judicial measure, level of education and employment of the parents, history of placements, history of foster care and outpatient care, and ethnicity. None of
these characteristics differed significantly between the pregnancy and the
non-pregnancy groups. Total IQ didn’t differ either between both groups
(pregnancy group:mean IQ: 88.5 SD 15.4;non-pregnancy group: mean IQ:
88.7 SD 15.6; p=0.934).
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Table 1 – Differences in socio-demographic characteristics between pregnancy and non-pregnancy groups

Socio-demographics
(total N)

Total group

Pregnancy

Non-pregnancy

P

N

%

N

%

N

%

civil law measure (206)*

167

81.1

35

85.4

132

80.0

0.433

father low education (212)

130

61.3

22

51.2

108

63.9

0.126

96

45.3

22

51.2

74

43.8

0.386

mother low education (212)

103

48.6

25

58.1

78

46.2

0.160

mother unemployed (212)

122

57.5

25

58.1

79

57.4

0.930

69

35.2

14

35.9

55

35.0

0.919

140

72.2

29

78.4

111

70.7

0.349

33

16.8

9

23.1

24

15.3

0.245

history of outpatient care(190)

141

74.2

31

79.5

110

72.8

0.398

Dutch ethnicity (208)

119

57.2

28

66.7

91

54.8

0.166

father unemployed (212)

history of closed placements (196)
history of residential placements (194)
history of foster care (196)

*total N varies due to missing files

Differences in sexuality related and mental health related characteristics
between pregnancy and non-pregnancy groups are shown in tables 2 and
3. A number of sexuality related characteristics differed between the pregnancy group and the non-pregnancy group; sexual risk behavior, multiple
sex partners and sexual trauma were more prevalent in the pregnancy group
than in the non-pregnancy group. There was no difference between groups
in (lack of) assertiveness in sexual issues. In the medical files only in 17 cases
use of oral contraceptives was mentioned. By self-reports (N=206) 25 girls
(12.1%) mentioned no or insufficient use of contraception the last time they
had sex, 7 (17.1%) were in the pregnancy group and 18 (10.9%) in the nonpregnancy group (p=0.279). Early maturity showed a trend (p<0.1) towards
being significantly higher in the pregnancy group. As for the mental health
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characteristics, drug use disorder and suicidality showed a trend in the same
direction. There were no significant differences between the groups in terms
of conduct disorder and alcohol use disorder. In the medical files only in 13
cases use of methylfenidate was mentioned.

Table 2 – Differences in sexuality related characteristics between pregnancy and non-pregnancy groups

Variables (total N)

Total group

Pregnancy

Non-pregnancy

Odds

95% CI

N

%

N

%

N

%

ratio

sexual risk behavior (212)

108

50.9

32

74.4

76

45.0

3.6

1.68-7.53**

sexual trauma (204)

103

50.5

28

66.7

75

46.3

2.3

1.14-4.73**

multiple sex partners (209)

76

36.4

24

55.8

52

31.3

2.8

1.39-5.50**

lack of assertiveness (202)

24

11.9

3.0

7.1

21

13.1

2.0

0.56-6.93

early maturity (193)

75

38.9

21

51.2

54

35.5

1.9

0.95-3.8*

58
**significant at the 0.05 level
*also included in the regression because of p<0.1

Table 3 – Differences in mental health characteristics between pregnancy and non-pregnancy groups

Variables (total N)

Total group

Pregnancy

Non-pregnancy

Odds

95% CI

N

%

N

%

N

%

ratio

111

54.7

27

64.3

84

52.2

1.7

0.82-3.33

40

19.7

11

25.6

29

18.1

1.6

0.70-3.44

drug use disorder(203)

107

52.7

28

65.1

79

49.4

1.9

0.95-3.85*

suicidality (204)

129

63.2

32

74.4

97

60.2

1.9

0.90-4.08*

conduct disorder (203)
alcohol use disorder(203)

*also included in the regression because of p<0.1
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Predictors of pregnancy
In table 4 the predictive value of risk factors for pregnancy are shown. Variables with p<0.1 in tables 2 and 3 were included in the regression (i.e. suicidality, sexual risk, early maturity, age, drug use disorder, sexual trauma and
multiple sex partners. It is shown that four variables, i.e. age, early maturity,
sexual risk behavior and suicidality, predicted pregnancy group membership.

Table 4 – Predictive value of various risk factors.

B

SE

P

Odds-

95% CI

ratio

lower

upper

suicidality

0.971

0.467

0.037

2.641

1.058

6.595

sexual risk

0.822

0.443

0.064

2.275

0.954

5.424

early maturity

0.887

0.415

0.032

2.428

1.077

5.476

age

0.453

0.156

0.004

1.573

1.159

2.135

also included in the regression analysis: drug use disorder, sexual trauma, and multiple sex partners

Discussion
This study confirms high prevalence rates of teenage pregnancy in adolescent female detainees. The prevalence of about 20% is high like the percentages found in North American detainees. Neglected, traumatized and
abused girls may be more at risk of being detained, while such history also
predisposes to sexual risk behavior. None of the girls had actually given
birth to a child. Although abortions were only mentioned in 7 medical files,
it is very likely that most of the pregnancies ended in abortions, as in the
Netherlands abortion is a legal and accessible way of pregnancy termination.
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The differences between the pregnancy and non-pregnancy groups in terms
of current age, sexual risk behavior and sexual trauma are consistent with
previous research among North American girls (Elders & Albert, 1998; Fergusson et al., 1997; Fiscella et al., 1998; Boyer & Fine, 1992; Jessor & Jessor,
1997; Jessor, 1991; Di Clemente, Lodico, Grinstead, 1996; Bachanas, Morris,
Lewis-Gess, et al., 2002). Suicidality and early maturity as factors associated
with teenage pregnancy (both showing a trend towards significance) also
confirm earlier research among adolescent females (Schor, 1993; Wang &
Chou, 1999; Pfitzner, et al., 2003; Ronsmans & Khlat, 1999). However, unlike
other studies (Donovan et al., 1991; Fergusson & Woodward, 2000; Kovacs,
Krol, Voti, 1994; Prinstein & La Greca, 2004; Ramrakha et al., 2000; Woodward & Fergusson, 1999; Zoccolillo & Rogers, 1991; Zoccolillo et al., 1997),
this study did not show differences between groups regarding alcohol use
disorder or conduct disorder.
Of all factors used in the regression, higher age, sexual risk behavior, early
maturity and suicidality were the best predictors of pregnancy. It is not
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surprising that sexual risk behavior and age are predictors of pregnancy.
Sexual activity increases with age, and some aspects of risky sexual interaction (e.g. not using contraception at intercourse) are a primary cause of
pregnancy. Our finding on early maturity has also been reported earlier.
Again, one would expect early maturers to be sexually active at a younger
age, which may subsequently increase the risk of early and unwanted pregnancies. However, the relationship between teenage pregnancy and suicidality has not been reported earlier.
Suicidality, sexual risk behavior and drug use might well be part of impulsivity in a developing Cluster B personality disorder. A current follow-up study
has included a personality screening.
In summary, our findings indicate that high numbers of detained adolescent
females become pregnant in (early) adolescence. In this respect the Dutch
situation is not much different from the situation among North American
detainees, despite the extensive sex education given at Dutch schools.
This unfortunate situation may be linked to many factors, making it necessary to incorporate a wide range of factors in prevention and intervention
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programs for this population, e.g. programs focused on prevention of sexual
risk behavior, but also on suicidality intervention.

Conclusions
Clinical implications
The lifetime prevalence of teenage pregnancy among detained girls is high
and associated with both sexuality related characteristics and mental health
characteristics. Therefore, the diagnostic assessment of detained adolescent
females should be comprehensive and include adequate psychological and
psychiatric assessment as well as a comprehensive assessment of sexual risk.
Clinicians should realize that a history of teenage pregnancy could indicate a
certain combination of risk factors. Future research should evaluate whether
intervention programs will result in a reduction of teenage pregnancy in this
sample.
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Limitations
Some limitations of this study should be mentioned. First, only self-report
information was available for most participants. Sexuality is a sensitive topic
and it is conceivable that subjects, consciously or unconsciously, have provided social desirable answers (e.g. regarding assertiveness in sexual matters). Secondly, the cross-sectional nature of the study did not allow us to investigate causal pathways between possible risk factors and pregnancy. For
this purpose, longitudinal studies assessing adolescent females before and
after detention should be conducted. Thirdly, we were not able to compare
groups on education or time in residential care. We forwent comparisons on
psychopathological comorbidity as this was described in another publication focusing on psychopathology and aggression (Hamerlynck, Doreleijers,
Vermeiren, Jansen, Cohen-Kettenis, 2008). A relevant finding in this respect
was that 20.8% of the girls had a diagnosis of ADHD.
Finally, it is unknown whether these findings can be generalized to detained
girls in other countries, as cross-cultural differences may exist. However,
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as mentioned above, many results approximate results reported in North
American samples of detainees, so it is likely that, in these girls, risk factors
for pregnancy are similar across Western countries.
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Abstract
Objective
The purpose of this study was to compare prevalence rates of sexual risk behavior between a detained sample and a general population sample of female
adolescents and to investigate relationships between sexual risk behavior and
both socio-demographic and mental health characteristics in both samples.
Method
Subjects were 55 female adolescents from Belgian juvenile detention centers
and 757 female adolescents from a school-based sample, aged 12 to 18 years.
Sexual risk, sociodemographic and mental health characteristics were assessed by means of the Social and Health Assessment (SAHA). Each sample
was divided into a sexual risk subgroup (SR) and a non sexual risk subgroup
(NSR).
Results
Sexual risk behavior was reported by 56% of the detained girls compared to
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10% of the general population girls.
The detention SR subgroup showed more externalizing psychopathology and
exposure to violence than the NSR subgroup, while the general population SR
subgroup was higher on all variables of interest. Detention SR subgroup membership was predicted by delinquency only, while for the general population
SR subgroup, delinquency, depression, alcohol and drug use showed added
predictive value.
Conclusions
Detained female adolescents show alarming rates of sexual risk behavior,
which are much higher than the levels within the general population. While
general population girls showing SR behavior differ from NSR girls with respect to both internalizing and externalizing psychopathology, this difference
cannot be demonstrated for the SR and NSR subgroups of detained girls. Subgroup-specific interventions may be needed to prevent teenage pregnancies
and sexually transmitted diseases.
Key words: detention, girls, psychopathology, sexual risk
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Introduction
One of the challenges of adolescence is developing competencies in the
relational and sexual domain. Unfortunately, because this developmental process all too often goes awry, sexual risk behavior is not a rare phenomenon in
this age group. Especially in female adolescents, this issue carries substantial
clinical relevance, because consequences include not only an increased risk
of sexually transmitted diseases (STDs) but also teenage pregnancy. Not surprisingly, at risk populations such as detained girls carry an even higher risk
of sexual risk behavior, characterized by alarming rates of STDs and teenage
pregnancy in this group (Canterbury, Lloyd McCarvey, Sheldon-Keller, Waite,
Reams, & Koopman, 1995; Crosby, Salazar, DiClemente, Yarber, Caliendo, &
Staples-Horne, 2004; Hamerlynck, Cohen-Kettenis, Vermeiren, Jansen, Bezemer, & Doreleijers, 2007; Lederman, Dakof, Larrea, & Hua Li, 2004; Teplin,
Elkington, Mc Clelland, Abram, Mericle, & Washburn, 2005). However, direct
comparisons between detained samples and general population samples
with respect to sexual risk behavior and its correlates are currently sparse.
Because further insight into the phenomenon of sexual risk behavior across
different populations may guide diagnostic and therapeutic initiatives, the
aim of the current study was to focus on such a comparison.
Sexual risk behavior by juveniles should be given substantial attention, especially in at risk populations such as detained girls. In this subgroup, rates
of unprotected sex between 26% and 51% have been reported (Teplin et al.,
2005), which is particularly worrisome when considering that the mean number of sex partners was almost nine (Crosby et al., 2004). Considering STD’s,
rates between 20% and 44% were noted (Canterbury et al., 1995; Crosby et
al., 2004; Robertson, Thomas, St Lawrence, & Pack, 2005), while pregnancy
rates were as high as 20% to 32% (Crosby et al., 2004; Hamerlynck et al.,
2007). Worrisome rates of sexual risk have also been found in general population samples. For example, in the US, only 55.9% of sexually active high
school female students reported having used a condom at last intercourse,
while 12% had had 4 or more sexual partners (Center for Disease Control
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CDC, 2006). In urban areas, teenage pregnancy rates as high as 9.4% were
found (SIECUS Report, 2002). Although other western countries, such as the
Netherlands, exhibit lower levels of sexual risk, up to 1.2% of Dutch girls were
reported having tested STD positive, with 2.7% having been pregnant (Rutgers Nisso Group, 2005). Unfortunately, a comparison of sexual risk behavior
between detained female adolescents and general population samples has
never been done in a single study. And because existing studies were different in methodology, particularly with regard to use of instruments and hence
question wording, one should be cautious in comparing rates between studies.
Correlates of sexual risk behavior have been investigated in a number of
studies, including general population, clinical and detained samples. Interestingly, different patterns have been described in these samples. The main
difference between samples relates to the role of internalizing psychopathology, as similar relationships were shown across detained, clinical and general
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population samples concerning sociodemographic characteristics, externalizing psychopathology and trauma. Overall, female adolescents high in sexual
risk are characterized by adverse sociodemographic conditions, high rates
of conduct problems and substance use, and increased levels of traumatic
experiences (Bachanas, Morris, Lewis-Gess, et al., 2002; Bardone, Moffitt,
Caspi, Dickson, Stanton, & Silva, 1998; Boyer, Shafer, Wibbelsman, Seeberg,
Teitle, & Lovell, 2000; Brown, Kessel, Lourie, Ford, & Lipsitt, 1997a; Brown,
Danovsky, Lourie, Diclemente, & Ponton, 1997b; Donenberg, Emerson, Bryant, Wilson, & Weber-Shifrin E , 2001; Fergusson, Horwood, & Lynskey, 1997;
Fergusson & Woodward, 2000; Klein et al., 2005; Morris, Harrison, Knox, Tromanhauser, Marquis, & Watts, 1995; Morris, Baker, Valentine, & Pennisi, 1998;
Pajer, Kazmi, Gardner, & Wang, 2007; Robertson et al., 2005; Rome, Rybicki,
& Durant, 1998; Saewyc, Magee, & Pettingell, 2004; Teplin et al., 2005). Only
in general population samples, was depression higher in female adolescents
showing sexual risk behavior (Brown LK , Tolou-Shams, Lescano, et al., 2006;
Ramrakha, Caspi, Dickson, Moffitt, & Paul, 2005; Shrier, Harris, Sternberg, &
Beardslee, 2001). However, as internalizing psychopathology is mostly not
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reported at all in detained populations, we may wonder whether this has not
been investigated or whether findings have not been reported because they
were ‘negative’. The current study was designed to facilitate an investigation
of the relationship between sexual risk behavior and variables of interest,
focusing on female adolescents in detention centers and a matched control
group in the general population.
Because of the relevance to sample specific diagnostic and therapeutic initiatives, the main aim of the current study was to compare detention and general populations with regard to sexual risk behavior rates and the relationship
with relevant correlates. The first objective was to report on the prevalence
of specific sexual risk behaviors both in a detained sample and a matched
general population sample of female adolescents. It was hypothesized that
both samples would show relatively high rates of sexual risk behavior, with
the detained sample showing even higher levels than the general population sample. The second objective was to investigate correlates of sexual risk
behavior (sociodemographic characteristics, externalizing psychopathology,
internalizing psychopathology and trauma) within each sample. Our main
hypothesis was that sexual risk was related to adverse sociodemographic
circumstances, conduct problems, substance use and exposure to violence in
both samples, while internalizing psychopathology would only be related to
sexual risk behavior of female adolescents from the general population. Finally, it was our objective to investigate the predictive validity of the variables
of interest with regard to sexual risk behavior.

Method
Sample
The detention sample consisted of 55 girls (mean age 15.7, SD 1.2) from the
only juvenile detention center in Flanders, Belgium. As a control group, an
age-matched sample of 757 girls (mean age 15.7; SD 1.3) was selected from
a school-based study (Vermeiren, Schwab-Stone, Deboutte, Leckman, &
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Ruchkin, 2003a; Vermeiren, Schwab-Stone, Ruchkin, King, van Heeringen, &
Deboutte , 2003b). With respect to sociodemographic factors, the detained
population and the general population girls differed significantly in the
employment status of their parents with the detained group’s parents being more often unemployed (37.7% vs 17.2% for fathers and 64.3% vs 34.8%
for mothers). No other differences were found between the two samples in
sociodemographic characteristics.
Procedure
Approval for the study was given by the relevant school boards, the Ministry
of Welfare (responsible for the detention centers) and by the IRB (Institutional
Review Board) of the University of Antwerp, imposing strict regulations with
regard to confidentiality and participant consent. The detention group was
sampled from the only detention center for 12 to 18-year-old girls in Flanders
(Belgium, catchment area about 5 million inhabitants). All girls who were
present at the time of the study were surveyed. Before starting the study, an
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informed consent form was handed out. It was emphasized that the questionnaire was confidential, and that refusing to participate would not have
consequences with respect to judicial handling or treatment. For the general
population sample, nine high schools in Antwerp were selected randomly in
order to include the different school systems and levels that exist in Belgium.
Students and their parents were informed beforehand about the study, and a
consent form had to be signed by the student before filling in questionnaires.
Students were informed that the questionnaire was confidential, and that
participation was not obligatory.
Instruments
The Social and Health Assessment (SAHA), originally developed by Weissberg et al. (1991) and later modified, (Schwab-Stone, Chen, Greenberger,
Silver, Lichtman, & Voyce, 1999; Vermeiren et al., 2003b) served as the basis
for the survey. The SAHA included both new scales developed specifically
for this project and existing scales. In the past few years, the instrument was
modified substantially by the SAHA Research Evaluation Team (Ruchkin,
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Schwab-Stone, & Vermeiren, 2004). The following scales were used for the
present study:
Sexual Risk Behavior: Sexual risk behavior was assessed by means of five
items: no condom use at last intercourse, no use of adequate contraceptives at last intercourse, having used alcohol or drugs at last intercourse,
ever having been pregnant, having had four or more sexual partners (lifetime). Respondents were divided into two groups. The sexual risk (SR) group
comprised the respondents who reported on two or more sexual risk items in
the affirmative, the non sexual risk group (NSR) comprising participants who
scored on one or none of the sexual risk items.
Depression: Depressive symptoms were assessed using an adaptation of the
Center for Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977).
Both the CES-D (e.g. Roberts , Lewinsohn, & Seeley, 1991) and several modified versions of the scale (e.g. Carpenter, Andrykowski, Wilson, et al., 1998)
demonstrated excellent psychometric properties in adolescent populations.
In the SAHA study, several original items were either eliminated, or replaced
in order to make the scale more age-appropriate (e.g. “I felt that my life had
been a failure”; “I could not get going”), and depression-specific (e.g. “I felt
fearful”; “My sleep was restless”). The final version consisted of 15 items. Respondents reported on the presence of depressive symptoms during the past
month on a three-point scale (“Not true”; “Somewhat true”; or “Certainly
true”). The scale had a strong positive correlation of 0.58 with the BASC Depression scale (Reynolds & Kamphaus, 1992), and a good internal consistency
in the US (0.83). In this sample Cronbach a was 0.85.
PTSS: Post-traumatic stress was assessed with the Dutch version of the Child
Posttraumatic Stress Disorder-Reaction Index (CPTSD-RI), a 20 item self-report questionnaire (Pynoos, Goenjian, Tashjian et al., 1993). Response options
for each item were: 1) ‘None’, 2) ‘A little’, 3) ‘Some’, 4) ‘Often’, or 5) ‘Most of
the time’. A total score of 12-24 indicated mild PTSS, 25-39 moderate PTSS,
40-59 severe PTSS, and 60 or more very severe PTSS. In traumatized children,
strong correlations have been demonstrated between these CPTSD-RI categories and a clinical interview-based diagnosis (Pynoos et al., 1993). In this
study, a cut-off score of 40 was considered indicative of the clinical level of
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PTSS. Cronbach α for this scale in the sample was 0.86.
Exposure to Violence: Exposure to Violence Scales included two scales assessing victimization by and witnessing of community violence. The validity
of both Exposure to Violence Scales was shown in previous studies, having
demonstrated that youth self-reports of exposure overlapped significantly
with the location of violent criminal events as documented in official police
reports (Schwab-Stone, Ayers, Kasprow, et al., 1995).
1) Victimization by Community Violence: This seven item scale represents
an adaptation of a scale developed by Richters & Martinez (1993). Respondents are asked whether they had ever been beaten up or mugged, threatened with serious physical harm by someone, shot or shot at with a gun,
attacked or stabbed with a knife, chased by gangs or individuals, or seriously
wounded in an incident of violence in the past year, on a five-point response
scale ranging from “None” (0 times), to “Ten or more times” (4). By summing
all seven items, a total victimization score ranging from 0 to 28 is generated.
The internal consistency of the scale in a US study was good (a = 0.78). In this
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sample Cronbach a was 0.76.
2) Witnessing Community Violence: In this scale, respondents are asked
whether they had seen someone being victimized over a one-year period
by the same seven types of violence. A similar five-point response option
is given, and the seven items are summed, resulting in a possible range of
scores from 0 to 28. The internal consistency of the scale in a US study was
good (a = 0.89). In this sample Cronbach a was 0.83.
Delinquency: The Antisocial Behavior Scale (Schwab-Stone et al., 1999)
included three subscales assessing antisocial behaviors of different severity,
identified based on a factor analysis with the US school-based data. The respondents were asked to report on a five-point scale how many times (ranging from “0 times” to “5 or more times”) they were involved in a number of
antisocial behaviors during the past year. Subscales were:
1) Conduct Problems: six items describing relatively mild behavioral problems, such as lying to a teacher or a parent, staying out all night without
permission, and skipping school. Internal consistency of 0.78 in the US study,
Cronbach a in this sample was 0.81.
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2) Less Severe Delinquency: five items describing non-violent antisocial behavior, such as shoplifting, stealing a motorcycle or a car, pick-pocketing, and
being high at school after drinking alcohol or smoking marijuana (Cronbach a
0.75 in the US study; in this sample 0.78).
3) Severe Antisocial Behavior: five items, pertaining to relatively serious
aggressive and antisocial behaviors, including starting a fistfight, participating in a gang fight, hurting someone badly in a fight, being arrested by the
police, and carrying a blade or knife at school (Cronbach a 0.62 in the US
sample; in this sample 0.77).
Alcohol and substance use :
1) Problems Related to Alcohol Use: This scale asked the respondent how
often during the past year her drinking caused any of a number of problems
(e.g. “Fights or arguments with other people”; “Money problems”; “Damaged friendships”; “Problems with school work”; etc). All items were answered on a four-point scale ranging from “0 times” to “6 or more times”.
Cronbach a for this scale in the US study was 0.74; in this sample 0.80.
2) Problems Related to Substance Use: This scale consisted of five items,
asking whether the respondent ever had problems related to the use of
drugs, such as getting into an argument, feeling sick, getting arrested, or
having money problems. The items were rated on a three-point scale (from
“Never” to “Often”). The scale had a Cronbach a of 0.72 in US studies; in this
sample Cronbach a was 0.81.
Statistical analysis
The SPSS (Statistical Package for the Social Sciences, version 11.0) statistical
program was used for analyzing the data. The level of statistical significance
was set at 0.05 (two-sided). First, prevalence rates of sexual risk behavior
were assessed and compared between both samples by means of chi-square
tests (table 1). Second, in both samples, girls with sexual risk behavior (SR; 2
or more items positive) and girls without sexual risk behavior (NSR; 0-1 items
positive) were compared with respect to sociodemographic characteristics,
and mean levels of internalizing psychopathology, externalizing psychopathology, and exposure to violence, using Analysis of Variance tests (ANOVA)
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with Bonferroni correction for multiple analyses (see tables 2 and 3). Third, all
factors shown in table 3 with a p-value < 0.1 were incorporated as potential
predictors in the multiple logistic regression analysis with sexual risk behavior
as the dependent variable (see table 4). The forward method was used (adding variables one by one).

Results
Prevalence of sexual risk behavior
Sexual risk behavior was reported by 56.4% (31 of 55) of the detained female adolescents compared to 9.6% (73 of 757) of the general population
(p=0.000). High odds ratios were found for individual sexual risk items in the
detention group compared to the general population group, ranging from
7.7 for having had more than four sex partners to 12.5 for not having used
contraception at last intercourse (see table 1).
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Table 1 – Sexual risk behavior

Detention center

General population

P

OR

95% CI

N (%)

N (%)

No condom use

39 (65.0)

145 (18.5)

0.000

8.2

4.7-14.3

No contraception

21 (34.4)

31 (4.0)

0.000

12.5

6.6-23.7

Pregnancy

16 (26.7)

25 (3.2)

0.000

11.0

5.5-22.2

Alcohol/drugs with sex

20 (33.9)

41 (5.3)

0.000

9.2

5.0-17.3

>four sex partners

21 (33.9)

50 (6.4)

0.000

7.7

4.1-13.7

Sociodemographic characteristics by sexual risk subgroup
Parental unemployment was higher in the detention group than in the general population, while ethnic distribution was relatively similar between groups.

17(81.0)

7 (35.0)

Mother un-employed 12 (44.4)

12 (46.2)

6 (19.4)

Divorce

Belgian ethnicity

0.892

0.446

0.010

0.202

P

SR: Sexual Risk Group, NSR: Non Sexual Risk Group

5 (20.8)

10(47.6)

N (%)

N (%)

8 (29.6)

Father un-employed

NSR

SR

1.096

1.592

0.189

0.457

Odds

Detention center

Table 2 – Sociodemographic characteristics by sexual risk group

0.290-4.132

0.480-5.291

0.050-0.719

0.141-1.522

CI

NSR
N (%)

112 (17.2)
237 (36.3)
153 (22.7)
212 (31.0)

SR
N (%)

14 (21.2)
19 (26.8)
18 (25.0)
15 (20.5)

0.064

0.654

0.111

0.418

P

1.736

1.137

0.641

1.293

Odds

General population

0.962-3.135

0.648-1.997

0.370-1.111

0.692-2.415

CI
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In the detention sample, only maternal unemployment was higher in the NSR

as compared to the SR group (p=0.010). In the general population, being of

native Belgian ethnicity showed a trend (p=0.064) in the difference between

SR and NSR groups (see table 2).
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Mental health characteristics and exposure to violence by sexual risk subgroup
In the detention group, the SR subgroup scored higher than the NSR subgroup on externalizing psychopathology and exposure to violence, but not on
internalizing psychopathology or witnessing violence. In the general population, the SR subgroup scored higher than the NSR subgroup on internalizing
and externalizing psychopathology, and exposure to violence (victim and
witness). When comparing the SR group of the detained sample with the SR
group of the general population sample, the detained sexual risk group had
higher scores on almost all variables (see table 3).
Predictors of sexual risk behavior
In the detention group, both externalizing psychopathology and witnessing
violence were included in the regression analysis (because p<0.1). SR group
membership was predicted by delinquency only. In the general population all
variables were included in the regression analysis, and SR group membership
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was predicted by: delinquency, depression, alcohol and drug use (see table 4).

Discussion
This study investigated the prevalence of sexual risk behavior in a detained
and a general population sample of female adolescents, and explored relationships between sexual risk behavior and a number of relevant correlates
in each of these samples. As far as we know, this objective has never been
investigated in a single study adopting an identical research design in these
two samples. As expected, alarmingly high rates of sexual risk behavior were
found in the detained population. However, levels of sexual risk behavior
within the general population were worrisome as well. With regard to correlates of sexual risk, differences were found between the general population
group and the detention group; while the sexual risk (SR) subgroup from the
general population was higher in both internalizing and externalizing psychopathology, this was the case only for externalizing psychopathology in the detention SR subgroup. In contrast to earlier reports, no large differences were

22.4 (5.2)

40.6 (14.1)

Depression

PTSS

5.3 (3.7)

17.7 (6.4)

7.6 (5.2)

11.0 (5.6)

Drugs problems

Conduct problems

Delinquency (less severe)

Severe antisocial behavior

2.5 (3.0)

Victimization by violence

SR: Sexual Risk Group, NSR: NON Sexual Risk Group

* = <0.05, ** = <0.01, *** = <0.001

8.7 (4.9)

Witnessing violence

Trauma

3.6 (2.5)

Alcohol problems

Externalizing

Mean (SD)

Internalizing

SR (1)

1.8 (3.4)

4.4 (5.2)

5.0 (3.6)

1.6 (2.4)

7.5 (6.8)

1.0 (1.2)

1.4 (1.8)

36.9 (17.5)

21.1 (6.5)

Mean (SD)

NSR (2)

Detention center

Table 3 – Mental health characteristics by sexual risk group

0.168

0.003**

0.000***

0.000***

0.000***

0.000***

0.000***

0.393

0.430

P (1-2)

29.2(15.5)

3.0 (2.6)
1.9 (2.3)
7.6 (6.4)
2.9 (4.4)
1.9 (3.8)

4.7 (4.7)
2.0 (3.5)

0.741

12.844
30.870
32.895
27.851
20.648

9.838
0.623

0.8 (1.7)

2.8 (3.4)

0.3 (1.2)

0.3 (1.2)

3.3 (3.8)

0.3 (0.8)

0.8 (1.3)

21.9 (13.9)

17.0 (5.1)

Mean (SD)

Mean(SD)
20.2 (5.7)

NSR (4)

SR (3)

0.633

F (1-2)

General population

0.000***

0.000***

0.000***

0.000***

0.000***

0.000***

0.000***

0.000***

0.000***

P (3-4)

23.717

18.640

57.860

141.819

68.431

141.786

128.767

17.687

24.998

F (3-4)
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Table 4 – Prediction of sexual risk behavior within each sample

Detention group

Delinquency

B

SE

P

OR

95% CI

1.660

0.414

0.000

5.259

2.335

11.847

General population

Alcohol

0.673

0.261

0.010

1.961

1.176

3.269

Drugs

0.818

0.306

0.008

2.265

1.244

4.125

Delinquency

0.663

0.247

0.007

1.941

1.197

3.147

Depression

0.078

0.027

0.003

1.081

1.026

1.139
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found between SR and NSR subgroups in sociodemographic characteristics.
Findings of this study may bear substantial clinical interest, since they underscore the necessity of adequate screening of sexual risk behavior and mental
health of detained girls, while risk factors for sexual risk behavior appear to
differ between a detained and a general population sample.
This study confirms the high rates of sexual risk behavior and pregnancy in
detained girls and shows that detained female adolescents are much more
likely to be at risk for STD’s and pregnancy than female adolescents in the
community. The high rates of pregnancy and unprotected sex in the detainee group were comparable with rates in North American studies (Crosby et
al., 2004; Teplin et al., 2005) and rates reported in the Netherlands (Hamerlynck et al., 2007). However, prevalences of sexual risk behavior and pregnancy (3.2%) in the general population sample were much lower than in US
urban population samples (9.4%). Our findings paralleled findings from the
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Netherlands, reporting a pregnancy rate of 2.7% in the general population
(Rutgers Nisso Group, 2005).
When considering potential correlates of sexual risk behavior in both samples, several differences were found between the detained and the general
population group. Firstly, the detention SR subgroup scored higher on
almost all variables than the general population SR subgroup, indicating that
the detention SR subgroup is a specific subgroup from the total population.
Not only are they higher in specific sexual risk items, they also show much
higher levels of mental health problems.
Secondly, while the general population SR subgroup scored higher than the
NSR subgroup on all variables of interest, the detention SR subgroup was
higher than the NSR subgroup on most variables except for internalizing
psychopathology and witnessing violence. Not only was this so for depression, but also for PTSD, where there was no difference between SR and NSR
subgroups in the detention sample. An obvious reason for this may be that
most variables of interest, and especially PTSD, reach extremely high levels
in the majority of detained female adolescents, resulting in our not being
able to differentiate between the subgroups. Another possible reason is that
SR female adolescents with internalizing problems are more likely to end up
in other service systems such as psychiatric facilities. Thirdly, the absence
of differences in sociodemographic characteristics between SR and NSR
subgroups is noteworthy. Only maternal unemployment was related to NSR
in detained girls. Although explanations for this finding remain speculative,
one might expect unemployed mothers to spend more time at home, enabling them to monitor the behavior of their daughters. Finally, detention SR
subgroup membership was predicted by delinquency only, while four independent variables (delinquency, depression, alcohol and drug use) showed
added predictive value for the general population SR subgroup. Although
the limited predictive power of variables of interest may result from the
earlier mentioned high levels in the complete detained group, it is of interest that delinquency does differentiate between groups in both populations.
This may indicate that detained SR female adolescents are higher in novelty
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seeking than detained NSR female adolescents, putting them at an even
higher risk for future problem behavior.
Limitations
A first limitation of this study relates to instruments, as information was collected by means of self-report measures only. Although self-report measures
can be considered a reliable source of information with regard to externalizing behaviors (Junger-Tas, Terlouw, & Klein, 1994), it is not known to what
extent this also applies to more private matters such as sexual behavior.
Although additional sources of information would be useful, the limited
funding did not allow extending the study in that sense. Second, this study
was cross-sectional and thus does not allow conclusions about causal relationships. To inform prevention and intervention efforts, longitudinal analyses are needed to determine the temporal nature of the associations found.
Third, the study was limited to Flemish girls only. Because of the regional differences in legal procedures for detention, detained youth may differ among
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different countries, limiting the generalizability of the findings. However,
notwithstanding possible differences, similarities with earlier research in US
detainee samples were striking, showing that findings are relatively stable
across female adolescents high in behavioral problems.
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Abstract
Background
As of 2008 juveniles sentenced in either civil or criminal procedures can no
longer be placed together in juvenile justice institutions (JJIs). The reasons
are a presumed lack of adequate treatment options for the civil group and
a presumed negative influence of the criminal group. However, especially in
girls, hardly any research has been carried out yet on their problems or treatment needs supporting this policy.
Objective
The objective of this study was to investigate differences in offense history,
sociodemographic characteristics, treatment history, psychopathology and
trauma, between the two groups of girls.
Method
A representative sample of 211 under aged girls in three JJIs, was investi80

gated using standardized instruments.
Results
The majority (82%) of the girls were detained under civil law measures. The
group detained under criminal law measures more often had a violent offense history, and a non-Dutch background. A history of residential placement, oppositional defiant disorder, suicidality and self-harm was more
prevalent in the civil group.
Conclusions
Girls detained under measures of civil or criminal law differ on relevant characteristics, such as criminal history. However, striking similarities were found
in problem behavior and psychopathology. It could be argued that grouping
should be based on treatment needs, as opposed to the current grouping
supported by policymakers.
Key words: detention, girls, juvenile justice institutions, psychopathology

girls detained under civil and criminal law

Introduction
In the Netherlands, since the cutbacks in juvenile care in the 1980s, juveniles
who are a risk to themselves or their surroundings and who need immediate
residential care, are often admitted to juvenile justice institutions (JJIs) under a civil law measure (a civil child protection measure). This is mostly a custodial measure, sometimes a guardianship measure. 53% of these cases are
girls, and 47% boys (www.cbs.nl). Juveniles can also be placed in a JJI under
criminal law measures (plain detention, detention plus treatment, preventative detention or alien detention. These criminal cases mainly involve boys
(93%), rather than girls (7%). After an intense political discussion the Ministry of Justice decided in 2008 to separate the civil group from the criminal
group. The responsibility of providing care for the girls detained under a civil
law measure will be transferred from the Ministry of Justice to the Ministry of
Public Health (Volksgezondheid, Welzijn en Sport: VWS); this matter should
be concluded in 2010 after the reorganization of the youth care sector in the
Ministry of VWS (www.justitite.nl).
The most important reasons for this separation of groups were the assumption that youths placed under a civil law measure would be less criminal, and
also that the current judicial treatment (such as a body search at admission
and many hours of imprisonment) would be inappropriate to and insufficient
for the civil group. It was also assumed that the criminal group would have a
negative influence on the civil group (www.justitite.nl).
The research this article is reporting on was restricted to girls in juvenile
justice institutions. No previous research on girls has been carried in our
country. Studies in boys have only been in the criminal group (Vreugdenhil,
2003; van Dam, 2004). However, the number of girls in detention increased
to 18% in 2006 (www.cbs.nl).
Previous international research shows that psychopathology and trauma are
highly prevalent in detained girls. For example, a prevalence of 13% to 34%
of attention deficit hyperactivity disorder (ADHD) was found, 17% to 25% of
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oppositional defiant disorder (ODD), 17% to 91% of conduct disorder (CD),
47% to 85% of substance use disorder (drugs or alcohol), 28% to 55% of depression, and 37% to 65% of post traumatic stress disorder (PTSD) (Cauffman
et al., 1998; Dixon et al., 2004; Kataoka et al., 2001; Lederman et al., 2004;
McCabe et al., 2002; Teplin et al., 2002; Ulzen & Hamilton, 1998). In some
studies, the focus was on trauma: between 70% and 84% of the girls had
suffered one or more traumas (Cauffman et al., 1998; Lederman et al., 2004).
In addition to psychopathology and trauma, other factors such as a low
socioeconomic status (SES) and a non-native Dutch background were often
prevalent in detained girls (Cohen et al., 1990; Garland et al., 2005; Hazen et
al., 2004; Westendorp et al., 1986).
The above-mentioned international studies reported on characteristics of
girls detained under a criminal law measure only. The girls detained after a
civil procedure in the Netherlands may be different, although some of them
would have been convicted under a criminal law measure in countries like
the United States and Australia (where previous research was carried out
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predominantly). For instance, substance abuse and prostitution can lead to
a civil law measure in the Netherlands, whereas in the United States these
offenses would be criminally tried. Surprisingly, in the Netherlands, hardly
any research has been carried out on the specific characteristics of the civil
and criminal groups. No empirically sound arguments considering treatment
needs have played a role in the decision to separate the two groups.
The only published research findings were derived from files of girls detained in different JJI’s (Boendermaker et al., 1995), and in JJI ‘t Poortje
(Lenssen et al., 1999). As these files are not standardized and often incomplete, the value of these findings are open to question (De Vries-Bouw et
al., 2004). Mertens et al. (1998) wrote a report on criminality patterns of
underage girls showing an increase especially in violent offenses committed
by this group. A more recent report based on offense statistics shows that
civil and criminal groups differ in age and offense history: the civil group is
younger and has a less serious offense history than the criminal group (Rietveld et al., 2000).

girls detained under civil and criminal law

The purpose of this study is to compare girls in JJIs with a civil law measure to the girls placed under a criminal law measure as to offense history,
sociodemographic characteristics, treatment history, psychopathology and
trauma. Research on these differences can be of importance to determine
the treatment needs and treatment setting for these girls. Subsequently a
better nationwide policy can be stipulated to generate optimal interventions
and warrant maximal security for Dutch society.

Method
Participants
At the time of this study girls could be admitted to seven JJIs, of which three
participated in the study (Jongerenhuis Harreveld in Almelo and Harreveld,
R.I.J. De Doggershoek in Den Helder and R.I.J. De Heuvelrug in Zeist). The
sample included girls who were admitted between September 2002 and April
2004 in one of these three JJIs. Because the three institutions provided a majority (57%) of available places for girls, we considered this sample representative for the population of detained girls in the Netherlands in that period.
A total of 256 girls were approached for participation in this study, of whom
19 (7.4%) refused participation. Eight (3.1%) girls were not able to participate
because of an insufficient command of the Dutch language. Of the remaining 229, another 11 were excluded because of early release or unforeseen
transfer to another institution. We could not determine the judicial measure
of seven of the girls, so that the final sample was 211. The mean age of this
group was 15.5 (SD 1.4).
Procedure
The project was approved by the review board of the Ministry of Justice,
which imposed strict conditions in terms of confidentiality, appropriate handling of information and the participants’ informed consent. All parents or
primary care-givers were informed of the study by letter. Shortly after admission (within one week), eligible girls were approached individually by the
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interviewers to explain the purpose of the study. It was emphasized that participation was completely voluntary, that refusal would not affect their legal
status and that confidentiality was guaranteed. The participants signed an
informed consent form before the study commenced. Parents could object
to their daughter’s participation, which only occurred for one participant.
The consent procedure took place at least one week before the assessment. The instruments were presented and completed in a fixed order. First,
participants were asked to fill in self-report questionnaires, which took place
in groups of three girls at a time. Subsequently, the interview was carried
out individually, preferably on the same day. When administering self-report
questionnaires, a researcher was present and available for questions.
Instruments
Offense history, sociodemographic characteristics and treatment history
Information on offense history, sociodemographic background (the parents’
occupation and educational background), age, ethnicity, judicial measures,
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previous detentions, previous residential placements and previous foster
care and outpatient care was obtained from the institutional file by means of
a checklist.
Psychopathology
De Kiddie-SADS Present and Lifetime version (Kaufman et al., 1996) is a valid
and reliable semi-structured interview on psychiatric disorders listed in the
Diagnostic and Statistical Manual of Mental Disorders-IV (Ambrosini, 2000;
American Psychiatric Association, 1994). In this study the Dutch version was
used of the following sections: ADHD, ODD, CD, alcohol- and drug abuse
and dependence, suicidality and self-harm.
Depressive symptoms were assessed using the Dutch version of the Beck
Depression Inventory (Beck et al., 1988), a valid and reliable 21-item self-report inventory, reporting on the past week (Ambrosini et al., 1991; Schotte
et al., 1997). A total score of <10 has been described as indicating no or
minimal depression; 10-18 mild or moder¬ate depression; 19-29 moderate
or severe depression; and 30-63 severe depression. Scores of 19 and above
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were considered indicative of clinical depression.
Posttraumatic stress symptoms (PTSS) were assessed by the Dutch version
of the Child Post-traumatic Stress Disorder-Reaction Index (Frederick et al.,
1992), a valid and reliable 20-item self-report questionnaire, reporting on the
past 30 days (Pynoos et al., 1987; Pynoos et al., 1993). A total score of 12 to
24 has been described as indicating mild posttraumatic stress symptomatology (PTSS), 25 to 39 moder¬ate PTSS, 40 to 59 severe PTSS, and of 60 or
higher very severe PTSS. For the purposes of this study, a cut-off score of 40
was considered to be indicative of clinical PTSS.
The 63-item Dissociation Questionnaire was used as a reliable and valid selfreporting instrument on dissociative symptoms (Vanderlinden et al., 1983) All
items must be completed on a Likert-type scale with five response options
(absent to severe). A total dissociation score was computed on the basis of
all the items, whereby a score of >2.5 was classified as indicative of clinical
dissociation.
Trauma
To assess the prevalence of traumatic events, a Dutch version of the Traumatic Events Screening Inventory was used to assess trauma (TESI-C; Ribbe,
1996). This questionnaire consists of 11 questions concerning traumatic
events a child might have experienced either as a victim or as a witness,
events which the girl may have suffered from (for example physical or sexual
abuse).
Statistical analysis
The SPSS Statistical Program was used for analyzing the data (Statistical
Package for the Social Sciences, version 13.0). Descriptive statistics were
used to assess the prevalence of offenses, sociodemographic characteristics,
previous placements or treatments, externalizing and internalizing psychopathology and trauma. Subsequently, using chi-square analysis for categorical/
dichotomous variables, differences were investigated in these characteristics
between the civil and the criminal group. P-values < 0.05 (two-sided) were
considered significant.
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Results
Judicial measure and offense history
Of the girls investigated, 173 (82%) were placed under a civil law measure,
147 (69.7%) of them under a supervision measure, 20 (9.5%) under temporary supervision, and six (2.8%) under a guardianship measure. The criminal
group consisted of 38 girls (18%), 30 (14.2%) of whom were placed under a
plain detention measure; four (1.9%) in preventative detention, three (1.4%)
under detention plus treatment and one (0.5%) under alien detention. In the
files of girls who were placed under a criminal law measure, manslaughter
or murder, assault and theft were more prevalent than in the files of girls

Table 1 – Offense or problem behavior

Total

Civil

Criminal

Chi2

P (df)

N (%)

N (%)

N (%)

Disturbing the peace

2 (1)

2 (1.2)

0

0.421

0.517 (1, 201)

Manslaughter or murder

6 (3)

0

6 (17.1)

29.677

0.000 (1, 202)

Assault

25 (12.3)

14 (8.3)

11 (31.4)

14.307

0.000 (1, 202)

Threatening with violence

36 (17.7)

26 (15.5)

10 (28.6)

3.405

0.065 (1, 202)

2 (1)

2 (1.2)

0

0.409

0.523 (1, 201)

Vandalism

9 (4.5)

9 (5.4)

0

1.906

0.167 (1, 201)

Rape

1 (0.5)

1 (0.6)

0

0.209

0.647 (1, 202)

Indecent assault

1 (0.5)

1 (0.6)

0

0.209

0.647 (1, 202)

Theft

80 (39.4)

60 (35.7)

20 (57.1)

5.570

0.018 (1, 202)

Hard drugs

44 (21.7)

39 (23.2)

5 (14.3)

1.360

0.244 (1, 202)

Soft drugs

54 (26.7)

52 (31.1)

2 (5.7)

9.549

0.002 (1, 201)

Vagrancy

21 (10.3)

19 (11.3)

2 (5.7)

0.978

0.323 (1, 202)

Prostitution

37 (18.2)

36 (21.4)

1 (2.9)

6.703

0.010 (1, 202)

Runaway behavior

99 (48.8)

93 (55.4)

6 (17.1)

16.930

0.000 (1, 201)
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placed under a civil law measure. Prostitution, runaway behavior and use of
soft drugs were more prevalent in the files of girls placed under a civil law
measure (see table 1).
Sociodemographic characteristics and treatment history
No differences were found between the two groups in the parents’ occupational and educational backgrounds, previous detentions, previous outpatient care, or in age. There was a difference in ethnicity: a non-Dutch ethnicity was more prevalent in the criminal group. In the files of the civil group a
history of previous residential placements was more prevalent (see table 2).

Table 2 – Sociodemographic characteristics and treatment history

Total

Civil

Criminal

N (%)

N (%)

N (%)

119 (56.4)

97 (56.1)

22 (57.9)

0.042

0.837 (1, 210)

Father highly educated

84 (39.8)

69 (39.9)

15 (39.5)

0.002

0.963 (1, 210)

Mother employed

90 (42.7)

76 (43.9)

14 (36.8)

0.640

0.424 (1, 210)

108 (51.2)

88 (50.9)

20 (52.6)

0.039

0.844 (1, 210)

Non-Dutch ethnicity

88 (42.1)

67 (39.0)

21 (56.8)

3.959

0.047 (1, 208)

Prior detention

68 (34.5)

56 (35)

12 (32.4)

0.088

0.767 (1, 196)

142 (73.2)

129 (82.2)

13 (35.1)

33.757

0.000 (1, 193)

Prior foster care

35 (17.9)

32 (20.1)

3 (8.1)

2.955

0.086 (1, 195)

Prior outpatient care

144 (75)

119 (75.3)

25 (73.5)

0.048

0.827 (1, 191)

117 (56.3)

95 (55.2)

22 (61.1)

0.418

0.518 (1, 207)

Father employed

Mother highly educated

Prior residential placement

Age >16

Chi2

P (df)
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Psychopathology and trauma
A high prevalence of externalizing and internalizing psychopathology and
trauma was found. There was no difference in the prevalence of ADHD and
CD between the groups. When only the aggressive items of the CD section
were compared between the groups no differences were found either. Nor
did drug or alcohol abuse or dependence differ between groups. No differences were found in depressive symptoms, posttraumatic stress symptoms
or dissociative symptoms. Only ODD, suicidality and self-harm were more
prevalent in the civil group (see tables 3 and 4).
The number of traumatic events did not differ between groups (civil: mean
4.91, SD 2.8; criminal: mean 4.86, SD 2.5).

Table 3 – Externalizing psychopathology

Total

Civil

Criminal

Chi2

P (df)

N (%)

N (%)

N (%)

ADHD

44 (21.0)

36 (20.9)

8 (21.1)

0.000

0.987 (1, 209)

ODD

82 (39.0)

73 (42.4)

9 (23.7)

4.601

0.032 (1, 209)

CD

118 (56.2)

98 (57)

20 (52.6)

0.239

0.625 (1, 209)

Drug abuse*

107 (51.2)

91 (52.9)

16 (43.2)

1.138

0.286 (1, 208)

Drug dependence*

62 (29.7)

54 (31.4)

8 (21.6)

1.394

0.238 (1, 208)

Alcohol abuse*

40 (19.1)

33 (19.2)

7 (18.9)

0.001

0.970 (1, 208)

13 (6.2)

11 (6.4)

2 (5.4)

0.051

0.821 (1, 208)
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* K-SADS diagnoses alcohol and drug abuse and dependence at the most severe time of use
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Table 4 – Internalizing psychopathology

Total

Civil

Criminal

Chi2

P (df)

N (%)

N (%)

N (%)

Depression

67 (33.2)

52 (31.5)

15 (40.5)

1.111

0.292 (1, 201)

Ptss

44 (21.5)

37 (22)

7 (18.9)

1.173

0.677 (1, 204)

Dissociation

14 (7.0)

12 (7.4)

2 (5.4)

0.185

0.667 (1, 197)

Suicidality*

99 (47.1)

87 (50.6)

12 (31.6)

4.510

0.034 (1, 209)

Self-harm

71 (33.8)

65 (37.3)

7 (18.5)

6.712

0.035 (2, 209)

*K-SADS suicidality = more than one suicidal symptom on the k-sads interview

Discussion
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In three juvenile justice institutions 211 girls were investigated as to offense
history, sociodemographic characteristics, treatment history, psychopathology and trauma. Differences were investigated between the two groups as
well. Both groups were very similar and showed a high prevalence of psychopathology and trauma. The girls placed under a criminal law measure had
committed violent crimes and theft more often, while the girls placed under
a civil law measure more often had a history of prostitution, runaway behavior and soft drug use. The girls placed under a criminal law measure were
more often of non-Dutch ethnicity, while in the civil group previous residential placements, ODD, self-harm and suicidality were more prevalent.
As can be expected, the more serious violent offenses such as manslaughter,
murder and assault were more prevalent in the criminal group, making it a
more violent group than the civil group. But we must keep in mind that the
number of civil group girls in whose files assault or threatening with violence
was recorded was much higher in absolute numbers than in the criminal vio-
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lent group. Only manslaughter or murder was solely prevalent in the criminal group. Prostitution, runaway behavior and use of soft drugs were more
prevalent in the girls placed under a civil law measure. A civil law measure
is often imposed for these very reasons, namely to protect the girl and to
prevent this kind of problem behavior. The differences found between the
two groups in offense history and problem behavior confirm the findings of
Rietveld et al. (2000) on a less severe offense history in the civil group but
must be assessed with caution as file information was often incomplete and
not standardized.
Regarding sociodemographic characteristics, it is remarkable that girls with
a criminal law measure were more often of a non-Dutch background. Previously, in a study on the characteristics of boys in JJIs a difference in judicial
measure was reported between boys with a Dutch and a non-Dutch background (Vreugdenhil, 2003). A possible explanation is that girls with nonDutch background - just like possibly the boys with a non-Dutch background
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in the study of Vreugdenhil (2003) - have had insufficient access to regular
care in an earlier stage of their problems, leading to these problems escalating into offending behavior so that they do not receive care until they are in
a judicial setting (Garland et al., 2005).
A history of residential placements was more prevalent in the civil group.
Because of problem behavior and a dysfunctional familial background these
girls are often placed in court custody and are often admitted to a JJI after
having been previously placed in care (Lenssen et al., 1999). A dysfunctional
background is, however, also to be expected for the criminal group (Dixon
et al., 2004; Lederman et al., 2004; Lenssen et al., 1999), so this does not
explain the difference found. It is possible that file information on treatment
history may often be incomplete (Lenssen et al., 1999), or that in the criminal
group intervention was delayed.
Regarding externalizing psychopathology, it is remarkable that no differences were found between the groups in ADHD and CD. Even when aggressive items of CD were compared no differences were found between
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the groups. The civil group is therefore not less aggressive according to
self reports, although file information on offense history sketches another
picture. However, in girls with a civil law measure ODD was more prevalent
than in girls with a criminal law measure. This oppositional behavior probably contributed to the girls being placed in court custody. Contrary to most
of the criminal law cases, in civil law cases the guardian plays an important
part in the decision-making. Based on self report the groups did not differ in
drug or alcohol abuse or dependence, although the files of the civil group
more often reported the use of soft drugs. An alternative explanation for this
difference can be that girls with a civil law measure were more honest in their
answers than girls with a criminal law measure.
Regarding internalizing psychopathology and trauma no differences were
found between the groups, except in self-harm and suicidality: these were
more prevalent in the civil group. It is possible that these behaviors led to
an intolerable situation at home and the consequent necessity of imposing
a civil measure. It is possible that in the civil group the negative history more
easily resulted in self-harm than in harming others.
The high prevalence of psychopathology and trauma and the few differences
found between the groups form an important argument to indicate targeted
treatment for both groups. The argument that the civil group should be
passed on to the Ministry of Public Health for treatment is unfair to the criminal group.
Limitations
A few limitations of this study should be mentioned. First, the criminal group
was relatively small. Second, results were based on file information and selfreports only. Because of the complexity of their problems and the fact that
girls were often placed far away from home, it was not possible to interview
all parents in this study. Although reliable instruments were used, it is possible that girls in different groups gave socially desirable answers. Finally,
because this study was cross-sectional, no conclusions on causal relation-
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ships can be drawn. This can only be investigated in - future - longitudinal
research.
Conclusions
It can be concluded that girls placed under civil and criminal law measures
in closed JJIs show some differences, but also many similarities in psychopathology and trauma, indicating that intensive psychiatric treatment is
needed. All girls with a judicial law measure therefore need intensive treatment, irrespective of a civil or criminal placement. When not only judicial
arguments, but also arguments based on treatment needs are taken into
account, a different division of groups could result, a division that would be
different from the current policy.
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Summary
The objective of this study was to investigate prevalence rates and correlates
of psychopathology (including aggression and previous trauma) and sexual
risk behavior in detained girls. Research on this topic is warranted; in the
past few decades girls’ aggressive behavior has increased dramatically in a
number of western countries such as the US and the Netherlands (CBS, 2006;
OJJP, 2003; Snyder & Sickmund, 2006).The number of detained girls has
increased in parallel, with severe consequences from a public health point of
view. High prevalence rates of psychopathology (including trauma) and sexual risk behavior have been demonstrated in this group (Cauffman, Feldman,
Waterman, & Steiner, 1998; Crosby, Salazar, DiClemente, Yarber, Caliendo,
& Staples-Horne, 2004; Teplin, Abram, McClelland, Dulcan, & Mericle, 2002;
Vermeiren, Jespers, & Moffitt 2006). For this reason, it is no surprise that
antisocial girls carry negative outcomes in adulthood (Lanctot & Leblanc,
2002; Moffitt, Caspi, Rutter, & Silva, 2001; Pajer, 1998). Unfortunately, surpris94

ingly little is known of the factors that predict outcome in this group (Pajer,
1998; Vermeiren, 2003).Therefore, studies that focus on relevant factors such
as psychopathology and sexual risk behavior are needed. Further insight
into the role of these characteristics may be of help in guiding intervention
and treatment, finally resulting in a better outcome for these girls and in
increased safety for society.
Further research on the development and course of antisocial behavior in
girls is also necessary, as research on this topic is not only scarce but also
inconsistent. While the course and development of antisocial behavior in
girls may be different from boys, it is known that antisocial behavior tends
to peak in adolescence for both sexes (Junger-Tas, Terlouw, & Klein, 1994;
Moffitt, 1993; Moffitt, Caspi, Rutter, & Silva, 2001). The taxonomic model of
Moffitt (1993) defines two distinct pathways to explain the development of
antisocial behavior: a life-course persistent (LCP) and an adolescent limited
(AL) developmental pathway. Antisocial girls appear to show many of the
correlates that have been associated with the LCP pathway in boys, and they
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tend to show impaired adult adjustment, which is also similar to boys in the
LCP pathway. However, Moffitt et al. (2001) demonstrated that almost all
girls who engage in antisocial behavior best fit the AL type, and Silverthorn
and Frick proposed a delayed onset pathway for girls. In the delayed onset
pathway, factors typically seen in the LCP male group are apparent, such as
cognitive and neuropsychological deficits, a dysfunctional family environment, and/or the presence of a callous and unemotional interpersonal style,
although the manifestation of antisocial behavior does not occur until adolescence. Further investigation of this topic is warranted.
In addition to gender differences in developmental pathways towards
antisocial behavior and in prevalence rates of specific conditions, relationships between risk factors may also be gender specific. In several studies,
risk factors for aggression or conduct problems differed for girls compared
to boys (Ehrensaft, 2005; Keenan, Loeber, & Green, 1999; Moffitt et al., 2001;
Odgers & Moretti, 2002). While rates of disruptive behavior are lower in
clinically referred girls than in clinically referred boys, girls with disruptive
behavior show higher levels of comorbid psychopathology than boys with
disruptive behavior (Eme, 1992), a phenomenon that was labeled the gender
paradox (Loeber & Keenan, 1994). Disorders such as attention deficit hyperactivity disorder (ADHD), anxiety disorder (particularly post-traumatic stress
disorder), depression, substance use, and suicidality have more often been
reported in disruptive girls than boys (Chamberlain & Reid, 1994; Keenan et
al., 1999; Loeber & Keenan, 1994; Teplin et al., 2002). Also, although traumatization predicts criminal offending in both sexes (Baldry, 2003; Becker & Mc
Closkey, 2002; Flannery, Singer, & Wester, 2001; Moffitt et al., 2001), a higher
violent offense arrest rate was found for girls than for boys in the aftermath
of child physical abuse (Herrera & Mc Closkey, 2001),. Another gender difference may relate to the type of aggression. While the subtype of overt
aggression dominates in boys, covert aggression may often be very relevant
when investigating girls’ aggression. The relevance of this specific female
subtype of aggression should not be overlooked, as previous research has
found that covert aggression causes serious psychosocial problems, such
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as peer rejection, loneliness, and depression in both the victims and the
relationally aggressive girls themselves (Crick & Grotpreter, 1995; Crick &
Bigbee, 1998). Finally, the role of sexual behavior should be given attention, as sexual promiscuity, sexual precocity, and teenage pregnancy have
been shown to be related to CD and delinquency in girls (Devine, Long, &
Forehand, 1993; Kovacs, Krol, & Voti, 1994; Underwood, Kupersmidt, & Coie,
1996; Zoccolillo & Rogers, 1991).
Also, we were interested to ascertain whether previous findings usually
from studies in the US and Australia, were generalizable to detained girls
in the Netherlands or in Belgium. Among all these countries, justice and
health care systems are known to vary widely. Therefore, Dutch and Belgian
samples of detained girls may well be different from US or Australian samples, where juveniles can only be detained under a criminal law measure. In
contrast, in the Netherlands juveniles can also be detained under a civil law
measure, which is imposed for reasons of protection in cases of problem be96

havior such as drug abuse, prostitution, or runaway behavior. In Belgium, all
youths are detained under a civil law measure, as criminal law is not applied
to minors. For a number of methodological reasons, a strict comparison of
findings between our studies and previous studies is not possible. However,
by studying comparable concepts and relationships in similar samples across
countries, possible mechanisms and directions of future research may be
deduced.
For these reasons, the overall aim of this thesis was to investigate aggression, psychopathology and sexual risk behavior in representative samples of
detained adolescent girls, and to study the relationships between risk factors
and levels of psychopathology. These topics were investigated in two representative samples of detained girls aged 12 to 18 years: one sample of girls
admitted to a juvenile justice institution (JJI) in the Netherlands and one
sample of detained girls (and a matched school-based sample of general
population girls) in Belgium.
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In chapter two the prevalence rates of psychopathology and aggression
were assessed in a representative sample of detained female adolescents
in the Netherlands on admission to a juvenile justice institution (JJI), and
relations between psychopathology and aggression severity were investigated. Three aggression subgroups were formed based on the number of
aggressive items reported in the CD section of a semi-structured psychiatric
interview, the Kiddie SADS (non aggressive, mildly aggressive and severely
aggressive). High prevalence rates of internalizing and externalizing psychopathology and aggression were found, comparable to previous findings
in North American and Australian samples. In addition, prevalence rates
of psychopathology were found to differ substantially between aggression
subgroups. Externalizing psychopathology (ADHD, ODD, CD, substance use
disorders), PTSS, and suicidality were lowest in the non-aggressive group,
intermediate in the mildly aggressive group, and highest in the severely
aggressive group. These findings indicate that screening of both psychopathology and aggression on admission to JJIs is important, as both psychopathology and aggression are highly prevalent, but also because they are associated with each other, which may negatively affect an individual’s condition.
Because psychopathology such as PTSS and aggression are highly prevalent in detained adolescents, and because previous research has indicated
positive relationships between trauma-related characteristics and aggression, this relationship was examined in specific. Chapter three reported on
the prevalence of trauma in this sample, as well as the relationship between
trauma and aggression. Not only overt aggression, but also covert aggression was taken into account, as covert aggression has been described as a
specific female subtype of aggression (Crick & Grotpeter, 1995; Ősterman et
al., 1998). Also, substance use disorders were investigated as possible mediators in this relationship. Approximately 85% of the participants reported a
history of at least one trauma, which was related to both subtypes of aggression. Interestingly, the relation with covert aggression was particularly strong.
In contrast to expectations, substance use disorders had no mediating effect
on these relations. These findings once more emphasize the necessity to
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investigate detained girls at admission for both trauma and aggression, and
to consider the importance of both conditions being related. With regard to
aggression subtypes, the subtype of covert aggression should also be taken
into account when investigating detained girls.
Because in previous research high prevalence rates of sexual risk behavior and
teenage pregnancy were reported, this issue was another focus of our study.
In chapter four, the lifetime prevalence rate of teenage pregnancies was investigated, as well as the relationship between pregnancy and characteristics
related to mental health and sexuality. Approximately 20% of the participants
reported having been pregnant (before detention), although none had actually given birth. Not surprisingly, sexual risk behaviors (such as no condom
use, no use of other forms of contraception, substance use at intercourse, and
sexually transmitted diseases) were more prevalent in the pregnancy group.
In addition, mental health characteristics such as suicidality predicted pregnancy, indicating that prevention of teenage pregnancy in this group should
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not only focus on safer sex, but possibly also on psychopathology.
In chapter five, the issue of sexual risk behavior and mental health was investigated in a sample of detained female adolescents in Belgium. In addition to prevalence rates of sexual risk behavior, relationships between sexual
risk behavior and both sociodemographic and mental health characteristics
were investigated. The investigation of a school-based group with the same
instrument allowed comparison with a general population group. Both groups
were divided into a sexual risk (SR) group and a non sexual risk (NSR) group.
Not surprisingly, prevalence rates of sexual risk behavior were much higher
in detained (56.4%) than general population girls (9.6%). Also, while general
population SR girls differed from NSR girls with respect to both internalizing
and externalizing psychopathology, only externalizing psychopathology was
related to SR in the detained group.These findings indicate that intervention
programs that target sexual risk behavior are warranted during detention.
Such programs should also consider mental health, and should be specifically
tailored for detention groups.

summary and general discussion

Finally, in chapter six, differences between girls detained under a civil law
measure and girls detained under a criminal law measure in the Netherlands were investigated, comparing their offense history, sociodemographic
characteristics, treatment history, psychopathology and trauma. Girls were
most often (82%) placed under a civil law measure. In both groups, high
prevalence rates of psychopathology and trauma were found. The group
detained under criminal law more often had a history of violent offenses, and
more often had a non-Dutch background, while a history of residential placements, oppositional defiant disorder (ODD), suicidality and self-harm was
more prevalent in the civil group. These findings indicate that both groups
carry substantial treatment needs. Therefore, it may be advisable to base
grouping of girls on treatment needs, as opposed to the current grouping
based on judicial measure.

General Discussion
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The results presented in this thesis expand upon the literature on detained
girls in several ways. The prevalence rates of psychiatric disorders and sexual
risk behavior were alarmingly high, which is in line with findings in North
American and Australian studies (Canterbury et al., 1995; Cauffman et al.,
1998; Crosby et al., 2004; Dixon et al., 2004; Teplin et al., 2002). These findings demonstrate that, although prevalence rates of specific disorders may
vary across different studies and across different countries, detained girls
generally present with severe psychiatric problems, and are in substantial
need of treatment.
With respect to developmental pathways of antisocial behavior (Moffitt et
al., 2001; Silverthorn & Frick, 1999), some conclusions can be drawn. Because
our study was cross-sectional, a discussion on pathways should be considered speculative and be evaluated with caution. At present, we cannot
predict how the participants will develop in adulthood on the basis of our
findings. Also, information on onset, development and course of their prob-
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lem behavior prior to detention was derived retrospectively. From previous
studies (Vermeiren, 2003), it is known that self-report information on early
behavior problems may not be completely reliable. Despite the limitations of
our design, the high prevalence rates of trauma reported to have occurred
even at an early age indicate that a dysfunctional family environment was
present for the majority of girls participating in this study. In addition, many
girls had a history of prior treatment or prior residential care before detention, showing that at least a subgroup of girls with later behavior problems
had an early onset of a variety of problems. Although it is not known whether
these problems were in the internalizing or the externalizing domain, one
may wonder whether the type of problems carries relevance in girls. Because
heterotypic continuity characterizes the development of problem behavior in
girls, internalizing problems early in life may well be considered as important
as externalizing problems to decide whether a life-course persistent path will
develop. This would be in line with Costello et al. (2003), who demonstrated
that continuity from one diagnosis to another (heterotypic continuity) oc100

curred more often in girls than in boys. Of course, this hypothesis can only
be tested by means of a longitudinal follow-up study.
The gender paradox postulates that antisocial behavior has much lower
prevalence rates in girls than in boys, while higher rates of comorbid psychopathology are found in girls than in boys (Eme, 1992; Loeber & Keenan,
1994). As we did not investigate boys, we cannot conclude from our findings whether the gender paradox applies to our group as well. However, a
positive relationship was found between aggressive behavior and psychopathology. Not only externalizing psychopathology, such as ADHD, ODD, CD
and substance use disorders, but also internalizing psychopathology, such
as PTSS and suicidality, was higher in girls with higher levels of aggression
(chapter two).
High rates of externalizing disorders were reported by both the girls themselves and their parents. Parents reported generally higher levels of externalizing disorders (ADHD, ODD and CD) than the participants themselves.

summary and general discussion

In samples of male delinquents, the issue of cross-informant reliability has
been studied as well, showing substantial differences between adolescents
and parents (Colins, Vermeiren, Schuyten, Broekaert, & Soyez, 2008). Interrater disagreement may be of clinical relevance, as previous research in
non-delinquent groups has demonstrated disagreement between parents
and adolescents to be predictive of poorer outcome (Ferdinand, van der
Ende, & Verhulst, 2006). It also has to be taken into account that, in delinquent groups, parental as well as participant information may have suffered
substantial biases. While participant bias may be related to the situation of
detention, denial, or distrust, parental bias may result from a lack of reliable
information due to an enduring separation of parents and children, or the
consequences of a long history of severe problems. Therefore, recall bias
may have influenced parental reporting, resulting in either over-reporting or
under-reporting of disruptive behavior disorders.
Sex differences in rates of conduct disorder may at least partly be explained
by qualitative differences in presentation, characterized by a boy’s tendency
towards greater use of physical (overt) aggression, and a girl’s tendency to
exhibit covert aggression (such as verbal rejection, negative facial expressions, circulating rumors, and manipulating social networks) as their way to
express anger or inflict harm (Crick & Grotpreter, 1995). A recent study by
our research group in moderately delinquent boys referred to a delinquency
diversion program, has indeed shown that overt aggression is higher than
covert aggression (Popma et al., 2007). However, as girls were not included
in this study, cross-gender comparison was not possible. Several studies
within community samples have shown that the covert aggression subtype is
more common among girls than boys, particularly in adolescents (Björkqvist,
Lagerspetz, & Kaukiainen, 1992; Lagerspetz, Björkqvist, & Peltonen, 1988).
Not only is covert aggression found to be more prevalent in girls, the consequences of being a victim of covert aggression is also perceived more distressing by girls than by boys (Crick, 1995). Our findings extend these findings to the specific group of detained girls, indicating that the subtype of
covert aggression should be taken into account when clinically investigating
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this subgroup. Because our study was cross-sectional, it is not known whether
this type of aggression carries predictive validity, an aspect that needs attention in future studies.
Teenage pregnancy and sexual risk behavior were shown to go hand in hand
with multiple psychiatric problems, such as suicidality and externalizing psychopathology. The high rates of sexual risk behavior and teenage pregnancy
in detained girls were alarming, which may indicate the likelihood of teenage
motherhood after release. Because of the multiple problems these girls carry,
they are likely to have deficits in parenting, and this may result in a transgenerational transmission of problems (Chamberlain & Moore, 2002). Not surprisingly, comparison of the two Belgian samples, the detained and school-based
sample, showed that levels of sexual risk behavior and psychopathology were
much higher in the detained group. In the school-based sample, externalizing as well as internalizing psychopathology predicted sexual risk behavior,
while this was only so for externalizing behavior (delinquency) in the detained
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group. In the detained group, a ceiling effect may have influenced the results, as rates of specific psychopathological characteristics were very high.
However, further study at this point is warranted, as this finding may indicate
different treatment needs for these groups. Interestingly, in the Dutch sample,
apart from age, early maturity and sexual risk behavior, an internalizing variable (suicidality) was of predictive value for teenage pregnancy. Suicidality
was not investigated in the Belgian group, so we do not know whether this
plays a role. Because different instruments were used in the Dutch and Belgian samples, findings of the two studies are not comparable.
Finally, our results showed that both girls placed under a civil law measure
and girls placed under a criminal law measure, have high treatment needs.
Although differences between these groups should not be ignored, the similarities between them in levels of psychopathology are striking. Therefore,
it could be argued that grouping in juvenile institutions should be based on
treatment needs, as opposed to the current grouping based on judicial measure, which is supported by policymakers.

summary and general discussion

Although this study has contributed to a better understanding of detained
girls, a number of limitations should be taken into account when interpreting
findings. In addition to those previously mentioned, a main shortcoming was
the almost unique use of self-report information. In the Dutch sample, the
psychiatric investigation was carried out by means of a semi structured psychiatric interview (Kiddie SADS, present and lifetime version) in combination
with self-report questionnaires (Beck Depression Inventory, CPTSD Reaction Index, Dissociation Questionnaire, Trauma Questionnaire, Buss-Durkee Hostility Inventory, Social and Health Assessment). For reasons of time
constraints and feasibility, reliable and validated self-report questionnaires
were chosen for measuring internalizing psychopathology. Although this may
have hampered reliability, it has previously been shown that adolescents
themselves are reliable informants on essential variables such as antisocial
behavior (Junger-Tas, 1994).
Only a sub sample of 73 parents could be included, which does not allow
us to state that this group is representative for the complete sample. File
information was also used as a source of collateral information, although this
appeared to be of limited value, because of the lack of standardization and
incompleteness of the files. Not only with a view to future research but also
for clinical purposes, a standardized method of collecting collateral information should be developed. Furthermore, as our study was cross-sectional,
suggestions about relationships cannot be given a time-related dimension.
No firm conclusions can be drawn on the onset or developmental course of
the problem behaviors (Moffitt, 1993; Moffitt et al., 2001; Silverthorn & Frick,
1999), as we do not know to what extent historical information is reliable.
Moreover, this project did not focus on the outcomes of the girls, so we are
not able to report on the predictive validity of specific variables.
Finally, our findings cannot be generalized towards all girls with conduct
problems or non-detained delinquent girls, or to similar populations in other
countries. As stated before, the country-specific policies with regard to handling delinquent and mentally disordered youth may have had substantial
impact on the selection of this specific population. However, as a number of
our findings are in line with previous studies in other countries, they seem to
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capture phenomena that are robust across cultures and systems.
Because high prevalence rates of psychopathology (including trauma and
aggression) and sexual risk behavior were found in this group of detained
girls, it may be considered imperative to develop intervention and treatment
programs addressing these issues. The severity and complexity of the mental
health problems in this group emphasize the need of psychiatric screening
at admission. This screening, and further diagnostic assessments, should be
carried out on an individual basis and be comprehensive, including disorders both in the internalizing and the externalizing domains. In addition, the
history of trauma and subtypes of aggression should be investigated, as our
study indicates that the covert subtype of aggression may be as relevant
as the overt subtype in detained girls. Because detained girls have severe
psychiatric problems and are also likely to continue having mental problems
after release, involvement of local psychiatric health care institutions may
be a necessity and crucial for providing continued care. The complexity of
104

problems demonstrated in detained girls, and the differences from detained
boys, favor developing specific gender-specific treatment programs. For
example, attention should be given to the consequences of trauma, or the
specific relationship of trauma with a qualitatively different type of aggression. Finally, attention should be given to specific risk behaviors, in particular
in the sexual domain, in order to prevent teenage motherhood and the risk
of transgenerational transmission of problem behavior.
In order to develop new and adequate treatment modalities, more extensive
knowledge and insights should be gained about the specific group of girls
in detention. There should be a focus on the long-term outcome of the girls
regarding psychopathology, aggressive behavior, teenage pregnancy (and
teenage motherhood), but of course, with respect to functioning in the familial, educational, professional, and personal domains. Also, the predictive
value of risk factors as assessed in this study should be investigated. Given
the high pregnancy rates and high risk of teenage motherhood in this group,
future motherhood should receive attention as well. Premature motherhood

summary and general discussion

of this group may have severe consequences for parenting skills, and hence
the development of their children. Aspects related to the outcome of these
girls can be investigated by investigating the Dutch sample included in this
study. All participants have given consent to such a follow-up study, which is
currently ongoing. As participants in the Belgian study were included anonymously, follow-up is not possible.
With regard to intervention, results from our study show that treatment
should focus on psychopathology as well as risk behavior. Such treatment
should be evaluated on effectiveness (e.g. interventions for specific disorders such as ADHD or PTSD, psychotherapeutic interventions for trauma,
and programs for prevention of sexual risk behavior), and long term consequences (general functioning, criminal recidivism).

105

106

References

Abram, K.A., Teplin, L.A., Charles,

American Psychiatric Association.

D.R., Longworth, S.L., Mc Clelland,

(1994). Diagnostic and Statistical

G.M., Dulcan, M.K. (2004). Posttrau-

Manual of Mental Disorders (4th ed.).

matic stress disorder and trauma in

Washington, DC: Author.

youth in juvenile detention. Archives
of General Psychiatry, 61, 403-409.

Bachanas, P.J., Morris, M.K., LewisGess, J.K., Sarett-Causay, E.J., Flores,

108

Achenbach, T.M., Mc Conaughy, S.H.,

A.L., Sirl, K.S., Sawyer, M.K. (2002).

Howell, C.T. (1987). Child/adolescent

Psychological Adjustment, Substance

behavioral and emotional problems:

Use, HIV Knowledge, and Risky

implications of cross-informant cor-

Sexual Behavior in At Risk Minority

relations for situational specificity.

Females: Developmental Differences

Psychological Bulletin, 101(2), 213-

During Adolescence. Journal of Pedi-

232.

atric Psychology, 27(4), 373-84.

Ambrosini, P.J., Metz, C., Bian-

Bailey, J.A., & Mc Closkey, L.A.

chi, M.D., Rabinovich, H., Undie,

(2005). Pathways to adolescent sub-

A. (1991). Concurrent validity and

stance use among sexually abused

psychometric properties of the Beck

girls. Journal of Abnormal Child

Depression Inventory in outpatient

Psychology, 33(1), 39-53.

adolescents. Journal of the American
Academy of Child and Adolescent

Baldry, A.C. (2003). Bullying in

Psychiatry, 30(1), 51-57.

schools and exposure to domestic
violence. Child Abuse Neglect, 27(7),

Ambrosini, P.J. (2000). Historical

713-32.

development and present status of
the Schedule for Affective Disorders

Ballon, B.C., Courbasson, C.M.,

and Schizophrenia for School-Age

Smith, P.D. (2001). Physical and sex-

Children. Journal of the American

ual abuse issues among youths with

Academy of Child and Adolescent

substance use problems. Canadian

Psychiatry, 39(1), 49-58.

Journal of Psychiatry, 46(7), 617-21.

references

Bardone, A.M., Moffitt, T.E., Caspi,

Boendermaker, L. (1995). Jongeren in

A., Dickson, N., Stanton, W.R., Silva,

justitiële behandelinrichtingen. Den

P. (1998). Adult physical health

Haag: WODC.

outcomes of adolescent girls with
conduct disorder, depression, and

Boyer, C.B., Shafer, M.A., Wibbels-

anxiety. Journal of the American

man, C.J., Seeberg, D., Teitle, E.,

Academy of Child and Adolescent

Lovell, N. (2000). Associations of So-

Psychiatry, 37(6), 594-601.

ciodemographic, Psychosocial, and
Behavioral Factors With Sexual Risk

Beck, A.T., & Beck, R.W. (1972).

and Sexually Transmitted Diseases

Screening depressed patients in

in Teen Clinic Patients. Journal of

family practice. A rapid technic.

Adolescent Health, 27, 102-111.

Postgraduate Medicine 52(6), 81-5.
Brown, L.K., Kessel, S.M., Lourie,
Beck, A.T., Steer, R.A., Garbin, M.G.

K.J., Ford, H.H., Lipsitt, L.P. (1997).

(1988). Psychometric properties

Influence of Sexual Abuse on HIV-

of the Beck Depression Inventory:

Related Attitudes and Behaviors in

twenty-five years of evaluation. Clini-

Adolescent Psychiatric Inpatients.

cal Psychology Review, 8, 77-100.

American Academy of Child and
Adolescent Psychiatry, 36(3), 316-

Becker, K.B., & Mc Closkey, L.A.

322.

(2002). Attention and conduct problems in children exposed to family

Brown, L.K., Danovsky, M.B., Lourie,

violence. American Journal of Ortho-

K.J., Diclemente, R.J., Ponton, L.E.

psychiatry, 72(1), 83-91.

(1997). Adolescents with Psychiatric Disorders and the Risk of HIV.

Bjorqkvist. K., Lagerspetz, M.J.,

Journal of the American Academy

& Kaukiainen, A., (1992). Do girls

of Child and Adolescent Psychiatry,

manipulate and boys fight? Devel-

36(11), 1609-1617.

opmental trends in regard to direct
and indirect aggression. Aggressive

Brown, L.K., Tolou-Shams, M., Les-

Behavior, 18, 117-127.

cano, C., Houck, C., Zeidman, J.,
Pugatch, D., Lourie, K. J. & Project

109

SHIELD Study Group. (2006). De-

Caspi, A., Lynam, D., Moffitt,

pressive symptoms as a Predictor of

T.E., Silva, P.A. (1993). Unraveling

Sexual Risk among African American

girls’delinquency: biological, dispo-

Adolescents and Young Adults.

sitional, and contextual contributions

Journal of Adolescent Health, 39,

to adolescent misbehavior. Develop-

444.e1-444.e8.

mental Psychology 29(1), 19-30

Buss, A.H., & Durkee, A. (1957). An

Cauffman, E., Feldman, S.S., Water-

Inventory for assessing different

man, J., Steiner, H. (1998). Posttrau-

kinds of hostility. Journal of Consult-

matic stress disorder among female

ing Psychology, 21, 343-349.

juvenile offenders. Journal of the
American Academy of Child and

Canterbury, R.J., Lloyd McCarvey,

Adolescent Psychiatry, 37(11), 1209-

E., Sheldon-Keller, A.E., Waite, D.,

1216.

Reams, P., Koopman, C. (1995). Prev110

alence of HIV-Related Risk Behav-

Centers for Disease Control. (2006).

iors and STDs Among Incarcerated

Youth risk behavioral surveillance-

Adolescents. Journal of Adolescent

United States, 2005. Morbidity and

Health, 17, 173-177.

Mortality Weekly Report, 9/55(SS05);
1-108. Available at www.cdc.gov

Carpenter, J.S., Andrykowski, M.A.,
Wilson, J., Hall, L.A., Rayens, M.K.,

Chamberlain, P., & Moore, K.J.

Sachs, B., Cunningham, L.L. (1998).

(2002). Chaos and trauma n the lives

Psychometrics for two short forms of

of adolescent females with antisocial

the Center for Epidemiologic Stud-

behavior and delinquency. Journal of

ies-Depression Scale, Issues in Men-

Aggression, Maltreatment & Trauma,

tal Health Nursing, 19(5), 481-94.

6, 79-108.

Carrion, V.G., & Steiner, H. (2000).

Chambers, W.J., Puig-Antich, J.,

Trauma and dissociation in delin-

Hirsch, M., Paez, P, Ambrosini, P.J.,

quent adolescents. Journal of Ameri-

Tabrizi, M.A. (1985). The assessment

can Academy of Child and Adoles-

of affective disorders in children

cent Psychiatry, 39(3), 353-359.

and adolescents by semi-structured

references

interview. Test-retest reliability of

disorders in detained minors in

the Schedule for Affective Disorders

Belgium: a diagnosis-level and

and Schizophrenia for School-Age

symptom-level examination.

Children, present episode version.

Journal of Clinical Psychiatry, 69(1),

Archives of General Psychiatry, 42(7),

141-8.

696-702.
Connor, D.F., Doerfler, L.A., Volungis,
Cinq-Mars, C., Wright, J., Cyr, M., Mc

A.M., Steingard, R.J., Melloni Jr.,

Duff, P. (2003). Sexual at-risk behav-

R.H. (2003). Aggressive Behavior in

iours of sexually abused adolescent

abused children. Annals of the New

girls. Journal of Child Sex Abuse,

York Academy of Sciences, 1008,

12(2), 1-18.

79-90.

Chamberlain, P., & Reid, J. (1994).

Costello, E.J., Mustillo, S., Erkanli,

Differences in risk factors and ad-

A., Keeler, G., Angold A. (2003).

justment for male and female de-

Prevalence and development of psy-

linquents in treatment foster care.

chiatric disorders in childhood and

Journal of Child and Family Studies,

adolescence. Archives of General

3, 23-39.

Psychiatry, 60, 837-844.

Cohen, R., Parmelee, D.X., Irwin, L.,

Crick, N.R., & Grotpreter, J.K. (1995).

Weisz, J.R., Howard, P., Purcell, P.,

Relational aggression, gender, and

Best, A.M. (1990). Characteristics of

social-psychological adjustment.

children and adolescents in a psy-

Child Development, 66(3), 710-22.

chiatric hospital and a corrections
facility. Journal of the American

Crick, N.R. (1996). The role of overt

Academy of Child and Adolescent

aggression, relational aggression,

Psychiatry, 29(6), 909-13.

and prosocial behaviour in the
prediction of children’s future social

Colins, O., Vermeiren, R., Schuyten,

adjustment.Child Development, 67,

G., Broekaert, E., Soyez, V. (2008).

2317-2327.

Informant agreement in the
assessment of disruptive behavior

111

Crick, N.R., & Bigbee, M.A. (1998).

do use condoms: correlates and

Relational and overt forms of peer

predictors of condom use among

victimization: A multiinformant ap-

adolescents in public housing devel-

proach. Journal of Consulting and

opments. Pediatrics, 98(2), 269-78.

Clinical Psychology, 66, 337-347.
Dixon, A., Howie, P., Starling, J.
Crosby, R., Salazar, L.F., DiClemente,

(2004). Psychopathology in female

R.J., Yarber, W.L., Caliendo, A.M.,

juvenile offenders. Journal of Child

Staples-Horne, M. (2004). Health Risk

Psychology and Psychiatry, 45(6),

Factors Among Detained Adolescent

1150-1158.

Females. American Journal of Preventive Medicine, 27(5), 404-410.

Donenberg, G.R., Emerson, E., Bryant, F.B., Wilson, H., Weber-Shifrin,

112

De Vries-Bouw, M., Hamerlynck,

E. (2001). Understanding AIDS-risk

S.M.J.J., Zutt, F., ’t Hart, L., Vermei-

behavior among adolescents in psy-

ren, R. (2004). Meisjes in justitiële

chiatric care: links to psychopatholo-

inrichtingen: kenmerken en psycho-

gy and peer relationships. Journal of

pathologie. Tijdschrift voor Or-

the American Academy of Child and

thopedagogiek, Kinderpsychiatrie en

Adolescent Psychiatry, 40(6), 642-53.

Klinische Kinderpsychologie, 1, 6-17.
Donovan, J.E., Jessor, R., Costa, F.M.
Devine, D., Long, P., & Forehand,

(1991) Adolescent health behaviour

R. (1993). A prospective study of

and conventionality-unconventiality:

adolescent sexuality: description,

an extension of problem-behavior

correlates and predictors. Advances

theory. Health Psychology 10(1), 52-

in Behavior Research Therapy, 15,

61.

185-209.
Elders, M.J., & Albert, A.E. (1998).
DiClemente, R.J., Lodico, M., Grin-

Adolescent pregnancy and sexual

stead, O.A., Harper, G., Rickman,

abuse. Journal of the American

R.L., Evans, P.E., Coates, T.J. (1996).

Medical Association, 19(7), 648-9.

African-American adolescents residing in high-risk urban environments

references

Ellickson, P., Saner, H., McGuigan,

conduct problems in early adoles-

K.A. (1997). Profiles of violent youth:

cence. Journal of Child Psychology

Substance use and other concurrent

and Psychiatry, 41(6), 779-92.

problems. American Journal of Public
Health, 87, 985-1991.

Fiscella, K., Kitzman, H.J., Cole, R.E.,
Sidora, K.J., Olds, D. (1998). Does

Ehrensaft, M.K. (2005). Interpersonal

child abuse predict adolescent preg-

Relationships and Sex Differences

nancy? Pediatrics, 101, 620-4.

in the Development of Conduct
Problems. Clinical Child and Family

Flannery, D.J., Singer M.I., Wester,

Psychology Review, 8(1), 39-63.

K. (2001). Violence exposure, psychological trauma, and suicide risk

Eme, R.F. (1992). Selective female

in a community sample of danger-

affliction in the developmental

ously violent adolescents. Journal of

disorders of childhood: A literature

the American Academy of Child and

review. Journal of Clinical Child Psy-

Adolescent Psychiatry, 40(4), 435-442.

chology, 21, 354-364.

113

Frederick, C.J., Pynoos, R., Nader,
Ferdinand, R.F., van der Ende, J., Ver-

K. (1992). Child post-traumatic stress

hulst, F.C. (2006). Prognostic value of

disorder-reaction index (CPTSD-RI)

parent-adolescent disagreement in a

[A copyrighted instrument]. Available

referred sample. European Child and

from UCLA Department of Psychia-

Adolescent Psychiatry, 15(3), 156-162.

try and Biobehavioral Sciences, 760
Westwood Plaza, Los Angeles, CA

Fergusson, D.M., Horwood, L.J., Lyn-

90024.

skey, M.T. (1997). Childhood sexual
abuse, adolescent sexual behaviors

Garland, A.F., Lau, A.S., Yeh, M., Mc-

and sexual revictimization. Child

Cabe, K.M., Hough, R.L., Landsverk,

Abuse and Neglect, 21(8), 789-803.

J.A. (2005). Racial and ethnic differences in utilization of mental health

Fergusson, D.M., & Woodward, L.J.

services among high-risk youths.

(2000). Educational, psychosocial,

American Journal of Psychiatry,

and sexual outcomes of girls with

162(7),1336-43.

Garnefski, N., & Diekstra, R.F. (1997).

L.M.C., Bezemer, P.D., Doreleijers

Child sexual abuse and emotional

Th.A.H. (2007). Sexual risk behavior

and behavioral problems in

and pregnancy in detained ado-

adolescence: gender differences.

lescent females. A study in Dutch

Journal of the American Academy

detention centers. Child and Adoles-

of Child and Adolescent Psychiatry,

cent Psychiatry and Mental Health,

36(3), 323-329.

26(1), 1-4.

Graber, J.A., Lewinsohn, P.M., See-

Hamerlynck, S.M.J.J., Doreleijers,

ley, J.R., Brooks-Gunn, J. (1997). Is

Th.A.H., Vermeiren, R.R.J.M., Jansen,

psychopathology associated with

Cohen-Kettenis, P.T. (2008), Aggres-

the timing of pubertal development?

sion and psychopathology in de-

Journal of the American Academy

tained adolescent females. Psychia-

of Child and Adolescent Psychiatry,

try Research, 159, 77-85.

36(12), 1768-76.
Hazen, A.L., Hough, R.L., Lands114

Green, S.M., Russo, M.F., Navratil,

verk, J.A., Wood, P.A. (2004). Use of

J.L., Loeber, R. (1999). Sexual and

mental health services by youths in

physical abuse among adolescent

public sectors of care. Mental Health

girls with disruptive behaviour prob-

Services Research, 6(4), 213-26.

lems. Journal of Child and Family
Studies, 2, 151-168.

Herrera, V.M., & Mc Closkey, L.A.
(2001). Gender differences in the

Haapasalo, J., & Hämäläinen, T.

risk for delinquency among youth

(1996). Childhood Family Problems

exposed to family violence.

and Current Psychiatric Problems

Child Abuse Neglect, 25(8),

among Youth Violent and Property

1037-51.

Offenders. Journal of the American
Academy of Child and Adolescent

Hoaken, P.N., & Stewart, S.H. (2003).

Psychiatry, 34(10), 1394-1401.

Drugs of abuse and elicitation of human aggressive behavior. Addictive

Hamerlynck, S.M.J.J., Cohen-Kettenis, P.T., Vermeiren, R.R.J.M., Jansen,

behaviors, 28(9), 1533-1554.

references

Jasper, A., Smith, C., Bailey, S. (1998).

service Use among female juvenile

One hundred girls in care referred to

offenders: their relationship to crimi-

an adolescent forensic mental health

nal history. Journal of the American

service. Journal of Adolescence, 21,

Academy of Child and Adolescent

555-568.

Psychiatry, 40(5), 549-555.

Jessor, R., & Jessor, S.L. (1977).

Kaufman, J., Birmaher, B., Brent,

Problem Behavior and Psychosocial

D., Rao, U., Rian, N. (1996). The

Development: A Longitudinal Study

Schedule for Affective Disorders and

of Youth. New York: Academic Press.

Schizophrenia for School-Age Children-Present and Lifetime Version

Jessor, R. (1991). Risk behaviour in

(version1.0). Pittsburgh, PA: Dept. of

adolescence: a psychosocial frame-

Psychiatry, University of Pittsburgh

work for understanding and action.

School of Medicine.

Journal of Adolescent Health, 12(8),
597-605.

Kaufman, J.P., Birmaher, B.M., Brent,
D.M., Rao, U.M., Flynn, C.M., Moreci,

Junger-Tas, J., Terlouw, G.J., Klein,

P.M. (1997). Schedule for Affective

M.W. (1994). Delinquent Behavior

Disorders and Schizophrenia for

Among Young People in the Western

School-Age Children-Present and

World: First Results of the Interna-

Lifetime Version (K-SADS-PL): Initial

tional Self-Report Delinquency Study.

reliability and validity data. Journal of

New York: Kugler Publications.

the American Academy of Child and
Adolescent Psychiatry, 36(7), 980-988.

Kaplan, M.L., Erensaft, M., Sanderson, W.C., Wetzler, S., Foote, B.,

Keenan, K., Loeber, R., Green, S.M.

Asnis, G.M. (1998). Dissociative

(1999). Conduct disorder in girls: a

symptomatology and aggressive

review of the literature. Clinical Child

behavior. Comprehensive Psychiatry,

and Family Psychology Review, 2,

39(5), 271-276.

3-19.

Kataoka, S.H., Zima, B.T., Dupre, D.A.

Kendler, K.S., Bulik, C.M., Silberg,

(2001). Mental health problems and

J., Hettema, J.M., Myers, J. (2000).

115

Childhood sexual abuse and adult

Lanctot, N., & Le Blanc, M. (2002).

psychiatric and substance use disor-

Theoretical perspectives on adoles-

ders in women. Archives of General

cent females’ involvement in devi-

Psychiatry, 57, 953-959.

ance and delinquency: towards an
integration of knowledge. Crime and

Klein, J.D. and the Committee on

Justice, 29, 113-202.

Adolescence. Adolescent Pregnancy.
(2005). Current Trends and Issues.

Lange, A., Dehgani, B., Beurs, E. de

Pediatrics, 116, 281-286.

(1995). Validation of the Dutch adaptation of the Buss-Durkee Hostility

Ko, S.J., Wasserman, G.A., McReyn-

Inventory. Behaviour Research and

olds, L.S., Katz, L.M. (2004). Con-

Therapy, 33(2), 229-233.

tribution of parent report to voice

116

DISC-IV diagnosis among incarcer-

Lederman, C.S., Dakof, G.A., Larrea,

ated youths. Journal of the American

M.A., Hua, Li. (2004).Characteristics

Academy of Child and Adolescent

of adolescent females in juvenile de-

Psychiatry, 43(7), 868-77.

tention. International Journal of Law
and Psychiatry, 27, 321-337.

Kovacs, M., Krol, R.S.M., Voti, L.
(1994). Early onset psychopathol-

Lenssen, S.A.M., Doreleijers, Th.A.H.,

ogy and the risk for teenage preg-

Dijk, M.E., Hartman, C.A. (1999). Mei-

nancy among clinically referred girls.

sjes in een justitiële opvanginrichting

Journal of the American Academy

nader bekeken. DD 29, 6, 503-522

of Child and Adolescent Psychiatry,
33(1), 106-113.

Lillehoj, C.J., Trudeau, L., Spoth,
R., Madon, S., (2005). Externalizing

Lagerspetz, K.M.J., Björkqvist, K., &

behaviors as predictors of substance

Peltonen, T. (1988). Is indirect ag-

initiation trajectories among rural

gression typical of females? Gender

adolescents. The Journal of Adoles-

differences in aggressiveness in

cent Health, 37(6), 493-501.

11- to 12- year old girls. Aggressive
Behavior, 14, 403-414.

Loeber, R., & Keenan, K. (1994). Interaction between conduct disorder

references

and its comorbid conditions: Effects

functional impairment, and famil-

of age and gender.

ial risk factors among adjudicated

Clinical Psychology Review, 14, 497-

delinquents. Journal of the American

523.

Academy of Child and Adolescent
Psychiatry, 41(7), 860-867.

Mann, J.J., Bortinger, J., Oquendo,
M.A., Currier, D., Li, S., Brent, D.A.

McClanahan, S.F., Mc Clelland, G.M.,

(2005). Family history of suicidal

Abram, K.M., Teplin, L.A. (1999).

behavior and mood disorders in pro-

Pathways into prostitution among

bands with mood disorder. American

female jail detainees and their im-

Journal of Psychiatry, 162(9), 1672-

plications for mental health services.

1679.

Psychiatric Services, 50(12), 16061613.

Martin, A., Ruchkin, V., Caminis,
A., Vermeiren, R., Henrich, C.C.,

Mc Clelland, G.M., Elkington, K.S.,

Schwab-Stone, M. (2005). Early to

Teplin, L.A., Abram, K.M. (2004).

bed: a study of adaptation among

Multiple substance use disorders in

sexually active urban adolescent

juvenile detainees. Journal of the

girls younger than sixteen. Journal of

American Academy of Child and

the American Academy of Child and

Adolescent Psychiatry, 43, 1215-1224.

Adolescent Psychiatry, 44(4), 358-367.
Mertens, N.M., Grapendaal, M.,
Mason, W.A., Zimmerman, L., Evans,

Docter-Schamhardt, B.J.W. (1998).

W. (1998). Sexual and physical abuse

Meisjescriminaliteit in Nederland.

among incarcerated youth: implica-

Den Haag: WODC, 1998.

tions for sexual behaviour, contraceptive use , and teenage preg-

Moffitt, T.E. (1993). “Life-course per-

nancy. Child Abuse Neglect, 22(10),

sistent” and “adolescence-limited”

987-95.

antisocial behavior: A developmental
taxonomy. Psychological Review,

McCabe, K.M., Lansing, A.E., Garland, A., Hough, R. (2002). Gender
differences in psychopathology,

100, 674-701.

117

Moffitt, T.E., Caspi, A., Rutter, M.,

Odgers, C.L., & Moretti, M.M.

Silva, P.A. (2001). Sex differences in

Aggressive and antisocial girls:

antisocial behavior: conduct disor-

Research Update and Challenges.

der, delinquency, and violence in the

(2002). International Journal

Dunedin Longitudinal Study. Cam-

of Forensic Mental Health, 1(2), 103-

bridge University Press: Cambridge.

119.

Morris, R.E., Harrison, E.A., Knox,

Oquendo, M., Brent, D.A., Birmaher,

G.W., Tromanhauser, E., Marquis,

B., Greenhill, L., Kolko, D., Stanley,

D.K., Watts, L.L. (1995). Health risk

B., Zelazny, J., Burke, A.K., Firin-

behavioral survey from 39 juvenile

ciogullari, S., Ellis, S.P., Mann, J.J.,

correctional facilities in the United

(2005). Posttraumatic stress disorder

States. Journal of Adolescent Health,

comorbid with major depression:

17, 334-344.

factors mediating the association
with suicidal behavior. American

Morris, R.E., Baker, C.J., Valentine,
118

Journal of Psychiatry 162(3), 560-566.

M., Pennisi, A.J. (1998). Variations in
HIV risk behaviors of incarcerated

Österman, K., Björkqvist, K., Lager-

juveniles during a four year period:

spetz, K.M.J., Kaukiainen, A., Lan-

1989-1992. Journal of Adolescent

dau, S.F., Fraczek, A., Caprara, G.V.

Health, 23, 39-48.

(1998). Cross-cultural evidence of
female indirect aggression. Aggres-

National Research Council, I.o.M.

sive Behavior, 24, 1-8.

(2001). Juvenile Crime, Juvenile
Justice. National Academic Press:

Pajer, K.A. (1998). What happens

Washington D.C.

to bad girls? A review of the adult
outcomes of antisocial adolescent

OJJDP. (2005). Office of Juvenile

girls. American Journal of Psychiatry

Justice and Delinquency Prevention.

155(7), 862-870.

Juvenile Justice Bulletin: Juvenile
arrest 2003.

Pajer, K.A., Kazmi, A., Gardner, W.P.,
Wang, Y. (2007). Female conduct disorder: health status in young adult-

references

hood. Journal of Adolescent Health,

Pynoos, R.S., Goenjian, A., Tashjian,

40(1), 84.e1-84.e7.

M., Karakashian, M., Manjikian, R.,
Manoukian, G., Steinberg, A. M.,

Pfitzner, M.A., Hoff, C., McElligott, K.

Fairbanks, L. A.. (1993). Post-trau-

(2003). Predictors of repeat pregnan-

matic stress reactions in children

cy in a program for pregnant teens.

after the 1988 Armenian earthquake.

Journal of Pediatric and Adolescent

British Journal of Psychiatry, 163,

Gynecology, 16(2), 77-81.

239-247.

Popma, A., Vermeiren, R., Geluk, C.,

Radloff, L.S. (1977). The CES-D scale:

Rinne, T., Van den Brink, W., Knol,

A self-report depression scale for

D.L., Jansen, L.M., van Engeland,

research in the general population.

H., Doreleijers, T.A. (2007). Cortisol

Journal of Applied Psychological

moderates the relationship between

Measurement, 1, 385-401

testosterone and aggression in delinquent male adolescents. Biologi-

Ramrakha, S., Caspi, A., Dickson, N.,

cal Psychiatry, 1, 61(3), 405-11.

Moffitt, T.E., Paul, C. (2000). Psychiatric disorders and risky sexual

Prinstein, M.J., & La Greca, A.M.

behaviour in young adulthood: cross

(2004). Childhood peer rejection and

sectional study in birth cohort. Brit-

aggression as predictors of adoles-

ish Medical Journal, 29, 321 (7256),

cent girls’externalizing and health

263-6.

risk behaviors: a 6-year longitudinal
study. Journal of Consulting Clinical

Reynolds, C. R., & Kamphaus, R. W.

Psychology, 72(1), 103-12.

(1998). Behavior Assessment System
for Children (BASC). Circle Pines

Pynoos, R.S., Frederick, C., Nader,

(MN): American Guidance Service.

K., Arroyo, W., Steinberg, A., Eth,
S., Nunez, F., Fairbanks, L. (1987).

Ribbe, D. (1996). Psychometric re-

Life threat and post-traumatic stress

view of Traumatic Event Screening

in school-age children. Archives of

Instrument [sic] for Children (TESI-C).

General Psychiatry, 44(12), 1057-

In B. H. Stamm (Ed.), Measurement

1063.

of stress, trauma, and adaptation

119

(pp. 386-387). Lutherville, MD: Sidran

diseases, 32(2), 115-122.

Press.
Rome, E.S., Rybicki, L.A., Durant,
Richters, J. E., & Martinez, P. (1993).

R.H. (1998). Pregnancy and other risk

The NIMH community violence

behaviors among adolescent girls in

project: I. Children as victims of and

Ohio. Journal of Adolescent Health,

witnesses to violence. Psychiatry, 56,

22(1), 50-5.

7-21.
Ronsmans, C., & Khlat, M. (1999).
Rierdan, J., & Koff, E. (1993). De-

Adolescence and risk of violent

velopmental variables in relation to

death during pregnancy in Matlab,

depressive symptoms in adolescent

Bangladesh. Lancet, 13, 354(9188),

girls. Development and psychopa-

1448.

thology, 5, 485-496.
Ruchkin, V.V., Schwab-Sone, M.,
120

Rietveld, M., Hilhorst, N., van Dijk,

Koposov, R., Vermeiren, R., Steiner,

B. (2000). Jeugdigen in justitiële

H. (2002). Violence exposure, post-

behandelinrichtingen; een analyse in

traumatic stress, and personality in

het kader van de motie Duykers. Den

juvenile delinquents. Journal of the

Haag: WODC.

American Academy of Child and
Adolescent Psychiatry, 41(3), 322-329.

Roberts, R.E., Lewinsohn, P.M.,
Seeley, J.R. (1991). Screening for

Ruchkin, V., Schwab-Stone, M., Ver-

adolescent depression: a compari-

meiren, R. (2004). Social and Health

son of depression scales. Journal of

Assessment (SAHA): Psychometric

the American Academy of Child and

development summary. New Haven:

Adolescent Psychiatry, 30, 58-66.

Yale University.

Robertson, A.A., Thomas, C.B.,

Rutgers Nisso Group. (2005). Sex

St Lawrence, J.S., Pack, R. (2005).

under 25. Available at:

Predictors of Infection with Chla-

http://www.seksonderje25e.nl

mydia or Gonorrhea in Incarcerated
Adolescents. Sexually Transmitted

references

Saewyc, E.M., Magee, L.L., Pettin-

urban youth. Journal of the American

gell, S.E. (2004). Teenage pregnancy

Academy of Child and Adolescent

and associated risk behaviors among

Psychiatry, 38, 359-367

sexually abused adolescents. Per-

Shrier, L.A., Harris, S.K., Sternberg,

spectives on Sexual and Reproduc-

M., Beardslee, W.R. (2001). Associa-

tive Health, 36(3), 98-105.

tions of Depression, Self-Esteem,
and Substance Use with Sexual Risk

Schor, N. (1993). Abortion and

among Adolescents. Preventive

adolescence: relation between the

Medicine, 33, 179-189.

menarche and sexual activity. International Journal of Adolescent Medi-

Siecus Report. (2002). Available at:

cine and Health, 6(3-4), 225-40.

http://www.siecus.org/pubs/fact/
fact0010.html

Schotte, C.K., Maes, M., Cluydts, R.,
De Doncker, D., Cosyns, P. (1997).

Silva, J.A., Derecho, D.V., Leong,

Construct validity of the Beck De-

G.B., Weinstock, R., Ferrari, M.M.

pression Inventory in a depressive

(2001). A classification of psychologi-

population. Journal of Affective

cal factors leading to violent behav-

Disorders, 46(2), 115-25.

iour in posttraumatic stress disorder.
Journal of Forensic Sciences, 46(2),

Schwab-Stone, M.E., Ayers, T.S.,

309-316.

Kasprow, W., Voyce, C., Barone, C.,
Shriver, T., Weissberg, R.P. (1995).

Silverthorn, P., & Frick, P. (1999). De-

No Safe Haven : a study of violence

velopmental pathways to antisocial

exposure in an urban community.

behavior: the delayed-onset pathway

Journal of the American Academy of

in girls. Development and Psychopa-

Child and Adolescent Psychiatry, 34,

thology, 11, 101-126.

1343-1352.
Snyder, H., & Sickmund, M. (2006).
Schwab-Stone, M., Chen, C., Green-

Juvenile Offenders and Victims: 2006

berger, E., Silver, D., Lichtman, J.,

National Report, U.S. Department of

Voyce, C. (1999). No safe haven. II:

Justice, Office of Justice Programs,

The effects of violence exposure on

Office of Juvenile Justice and De-

121

linquency Prevention, Washington,

Ulzen, T.P., & Hamilton, H. (1998).

DC.

The nature and characteristics of
psychiatric comorbidity in incarcer-

Steiner, H., Garcia, I.G., Matthews,

ated adolescents. Canadian Journal

Z. (1997). Posttraumatic stress disor-

of Psychiatry, 43(1), 57-63.

der in incarcerated juvenile delinquents. Journal of the American

Van Dam, C. (2004). Juvenile crimi-

Academy of Child and Adolescent

nal recidivism. Relations with per-

Psychiatry, 36(3), 357-365.

sonality and post release environmental risk and protective factors.

Teplin, L.A., Abram, K.M., McClel-

Nijmegen: Radboud Universiteit.

land, G.M., Dulcan, M.K., Mericle,
A.A. (2002). Psychiatric disorders in

Vanderlinden, J., Van Dyck, R., Van-

youth in juvenile detention. Archives

dereycken, W., Verkes, R.J. (1993).

of General Psychiatry, 59(12), 1133-

The Dissociation Questionnaire:

1143.

Development and characteristics of
a new self-reporting questionnaire.

122

Teplin, L.A., Elkington, K.S., Mc Clel-

Clinical Psychology & Psychothera-

land, G.M., Abram, K.M., Mericle,

py, 1, 21-27.

A.A., Washburn, J.J. (2005). Major
mental disorders, substance use

Vermeiren, R., Deboutte, D., Ruch-

disorders, comorbidity, and HIV-

kin, V., Schwab-Stone, M., (2002).

AIDS Risk Behaviors in Juvenile De-

Antisocial behaviour and mental

tainees. Psychiatric Services, 56(7),

health. Findings from three commu-

823-828.

nities. European Child and Adolescent Psychiatry, 11(4), 168-75.

Underwood, M.K., Kupersmidt, J.B.,
& Coie, J.D. (1996). Childhood peer

Vermeiren, R., Schwab-Stone, M.,

sociometric statusand aggression as

Deboutte, D., Leckman, P. E., Ruch-

predictors of adolescent childbear-

kin, V. (2003a). Violence exposure

ing. Journal of Research on Adoles-

and substance use in adolescents:

cence, 6, 201-223.

findings from three countries. Pediatrics, 111, 535-540.

references

Vermeiren, R., Schwab-Stone, M.,

Vreugdenhil, C. (2003). Psychiatric

Ruchkin, V.V., King, R.A., Van Heerin-

disorders among incarcerated male

gen, C., Deboutte, D. (2003b). Sui-

adolescents. Vrije Universiteit. Am-

cidal behavior and violence in male

sterdam.

adolescents: a school-based study.
Journal of the American Academy of

Wang, C.S., & Chou, P. (1999). Risk

Child and Adolescent Psychiatry, 42

factors for adolescent primigravida

(1), 41-8.

in Kaohsiung county, Taiwan. American Journal of Preventive Medicine,

Vermeiren, R. (2003). Psychopathol-

17(1), 43-7.

ogy and delinquency in adolescents:
a descriptive and developmental

Weissberg, R. P., Voyce, C. K.,

perspective. Clinical Psychology

Kasprow, W. J., Arthur, M. W., Shriver,

Review, 23, 277-318.

T. P. (1991). The Social and Health
Assessment. Authors, Chicago (IL).

Vermeiren, R., Jespers, I., Moffit, T.
(2006). Mental Health Problems in

Werner, N.E., & Crick, N.R. (1999).

Juvenile Justice Populations. Child

Relational aggression and social-psy-

and Adolescent Psychiatric Clinics of

chological adjustment in a college

North America, 15(2), 333-351.

sample. Journal of Abnormal Psychology, 108, 615-623.

Vreugdenhil, C., van den Brink, W.,
Wouters, L.F., Doreleijers, Th.A.H.

Westendorp, F., Brink, K.L., Rober-

(2003). Substance use, substance use

son, M.K., Ortiz, I.E. (1986). Variables

disorders, and comorbidity patterns

which differentiate placement of

in a representative sample of incar-

adolescents into juvenile justice or

cerated male Dutch adolescents.

mental health systems. Adolescence,

Journal of Nervous and Mental Dis-

21(81), 23-37.

ease, 191(6), 372-378.
Widom, C.S., & Kuhns, J.B. (1996).
Childhood victimization and subsequent risk for promiscuity, prostitution, and teenage pregnancy: a

123

prospective study. American Journal

Zoccolillo, M., & Rogers, K. (1991).

of Public Health, 86(11), 1607-12.

Characteristics and outcome of hospitalized adolescent girls with CD.

Woodward L.J., & Fergusson, D.M.

Journal of the American Academy of

(1999). Early conduct problems and

Child and Adolescent Psychiatry, 30,

later risk of teenage pregnancy in

973-981.

girls. Development and Psychopathology, 11, 127-141.

Zoccolillo, M., Meyers, J., Assiter, S.
(1997). Conduct disorder, substance

www.cbs.nl Criminaliteit en Recht-

dependence, and adolescent moth-

shandhaving 2006

erhood. American Journal of Orthopsychiatry, 67(1), 152-7.

www.justitie.nl. Tweede Kamer
Jeugdcriminaliteit vergaderjaar
2004-2005, 28741, nr. 12.
124

Samenvatting
Summary in Dutch

Meisjes in Justitiële Jeugd Inrichtingen
Psychopathologie en Seksueel Risicogedrag
In de laatste tientallen jaren is agressief en ander antisociaal gedrag van
meisjes duidelijk toegenomen, zowel in de Verenigde Staten als in andere westerse landen zoals Nederland (CBS, 2006; OJJP, 2003; Snyder &
Sickmund, 2006). Het aantal meisjes dat gedetineerd raakt, is in ons land
eveneens toegenomen, en uit eerder onderzoek blijkt dat zowel psychopathologie waaronder getraumatiseerd zijn, als seksueel risicogedrag veel
voorkomen bij deze meisjes (Cauffman, Feldman, Waterman, & Steiner,
1998; Crosby, Salazar, DiClemente, Yarber, Caliendo, & Staples-Horne, 2004;
Teplin, Abram, McClelland, Dulcan, & Mericle, 2002; Vermeiren, Jespers &
Moffitt 2006). Agressieve meisjes hebben een slechte prognose wanneer
zij volwassen zijn. Zij hebben vaak psychische problemen, ze hebben veel
medische zorg nodig, doen het in economisch en sociaal opzicht slecht, en
komen vaak in misbruikende relaties terecht (Lanctot & Leblanc, 2002; Mof126

fitt, Caspi, Rutter, & Silva, 2001; Pajer, 1998). Er is daarbij weinig bekend over
factoren die de prognose van deze groep bepalen (Pajer, 1998; Vermeiren,
2003). Inzicht in de rol die psychopathologie en seksueel risicogedrag spelen, alsook inzicht in hun onderlinge samenhang, zou interventie en behandeling van deze meisjes kunnen verbeteren. De prognose voor deze meisjes
zou er zo op vooruit kunnen gaan en de maatschappelijke veiligheid zou dan
tevens beter gewaarborgd kunnen worden.
Om dit te onderzoeken werden tussen 2002 en 2004 in drie verschillende
justitiële jeugdinrichtingen in Nederland meisjes psychiatrisch en psychologisch onderzocht die daar op civiel- of strafrechtelijke titel waren opgenomen wegens ernstige psychosociale problemen en gedrags- en andere
psychiatrische stoornissen. Tevens werd onderzoek gedaan naar meisjes die
in België gedetineerd waren en werd deze groep vergeleken met een groep
meisjes van de algemene bevolking in België.
Het is bekend dat antisociaal gedrag het meest voorkomt in de adolescentie, en dat de ontwikkeling van antisociaal gedrag bij meisjes wel eens
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anders zou kunnen verlopen dan bij jongens (Junger-Tas, Terlouw, & Klein,
1994; Moffitt, 1993; Moffitt, Caspi, Rutter & Silva, 2001). Moffitt (1993) beschrijft twee ontwikkelingspaden om de ontwikkeling van antisociaal gedrag
te verklaren: een life course persistent (LCP) en een adolescence limited (AL)
ontwikkelingspad. Antisociale meisjes lijken volgens Moffitt voor wat betreft
hun LCP ontwikkelingspad op jongens en hebben bij gevolg ook een slechtere prognose op de volwassen leeftijd. Toch stellen Moffitt et al. (2001) dat
bijna alle meisjes die antisociaal gedrag vertonen, eerder kenmerken van
een AL pad hebben. Silverthorn en Frick spraken in dat verband over een
delayed onset ontwikkelingspad voor antisociaal gedrag bij meisjes. Bij dit
delayed onset ontwikkelingspad zijn er wel kenmerken van het LCP pad, zoals cognitieve en neuropsychologische tekorten, een disfunctionele gezinsachtergrond, en een gevoelloze interpersoonlijke stijl, maar manifesteert het
antisociale gedrag zich pas in de adolescentie. Het is duidelijk dat er verder
onderzoek op dit gebied nodig is.
Niet alleen het vóórkomen van specifieke problemen en de ontwikkelingspaden van antisociaal gedrag zijn bij meisjes mogelijk anders dan bij
jongens, ook de samenhang tussen deze factoren verschilt wellicht tussen
beide seksen. In een aantal studies bleken risicofactoren voor agressie en
gedragsproblemen bij meisjes te verschillen van die bij jongens (Ehrensaft,
2005; Keenan, Loeber, & Green, 1999; Moffitt et al., 2001; Odgers & Moretti,
2002). Zo is bekend dat, hoewel gedragsproblemen minder vaak voorkomen
bij klinisch opgenomen meisjes dan bij klinisch opgenomen jongens, deze
gedragsproblemen bij meisjes vaak samengaan met meer psychopathologie
dan bij jongens (Eme, 1992; Loeber & Keenan, 1994). Dit wordt ook wel de
gender paradox genoemd. Stoornissen zoals de aandachtstekortstoornis
met/zonder hyperactiviteit (ADHD), angststoornissen (vooral de posttraumatische stress stoornis), depressie, middelenmisbruik of -afhankelijkheid en
suïcidaliteit zijn vaker gerapporteerd bij gedragsgestoorde meisjes dan bij
gedragsgestoorde jongens (Chamberlain & Reid, 1994; Keenan et al., 1999;
Loeber & Keenan, 1994;Teplin et al., 2002). Ook worden meisjes, die als kind
mishandeld zijn, vaker vervolgd voor gewelddadig gedrag dan jongens,

127

die als kind mishandeld zijn (Herrera & Mc Closkey, 2001), hoewel traumatisering bij beide geslachten crimineel gedrag blijkt te voorspellen (Baldry,
2003; Becker & Mc Closkey, 2002; Flannery, Singer & Wester, 2001, Moffitt et
al., 2001). Een ander verschil tussen jongens en meisjes ligt mogelijk in het
type agressie. Terwijl jongens voornamelijk openlijk (fysiek) agressief gedrag
vertonen, dient bij meisjes ook rekening te worden gehouden worden met
heimelijke agressie. Deze vorm van agressie kan ook heel schadelijk zijn,
want eerder onderzoek liet zien dat het bij meisjes tot depressie en sociaal
isolement kan leiden (Crick & Grotpreter, 1995; Crick & Bigbee, 1998). Tenslotte moet aandacht gegeven worden aan de rol van seksueel risicogedrag,
omdat in eerder onderzoek promiscue gedrag, vroegrijpheid en tienerzwangerschappen gerelateerd bleken aan gedragsproblemen en delinquent gedrag bij meisjes (Devine, Long, & Forehand, 1993; Kovacs, Krol, & Voti, 1994;
Underwood, Kupersmidt, & Coie, 1996; Zoccolillo & Rogers, 1991).
We wilden weten of bevindingen uit Amerikaanse en Australische onderzoe128

ken te generaliseren zijn naar gedetineerde meisjes in Nederland of België. De justitiële- en gezondheidszorgsystemen verschillen namelijk tussen
landen. Anders dan in de Verenigde Staten of Australië, kunnen in Nederland jongeren namelijk niet alleen met een strafrechtelijke maatregel, maar
ook met een civielrechtelijke maatregel gesloten worden geplaatst. Een
civielrechtelijke maatregel wordt meestal opgelegd ter bescherming, als er
sprake is van bijvoorbeeld drugsgebruik, prostitutie, weglopen of zwerven.
In België kunnen minderjarigen alleen met een civielrechtelijke maatregel
gesloten geplaatst worden, aangezien er geen (jeugd)strafrecht bestaat voor
deze leeftijdsgroep.
Om deze redenen was het doel van dit onderzoek om agressie, psychopathologie en seksueel risicogedrag in representatieve groepen van gedetineerde meisjes te onderzoeken, en om relaties tussen risicofactoren en psychopathologie te onderzoeken. Dit werd onderzocht in twee representatieve
groepen gedetineerde meisje van 12 tot 18 jaar: één groep gedetineerde
meisjes opgenomen in een justitiële jeugdinrichting (JJI) in Nederland en
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één groep gedetineerde meisjes (en een groep schoolgaande meisjes van
de algemene bevolking) in België.

Het proefschrift begint met een inleiding (hoofdstuk 1). De achtergronden
en doelstellingen van dit onderzoek worden toegelicht. Eerdere onderzoeken op dit gebied worden gerefereerd.
In hoofdstuk 2 wordt verslag gedaan van het onderzoek naar het voorkomen
van agressie en psychopathologie onder in Nederlandse justitiële jeugdinrichtingen (JJI´s) gedetineerde meisjes; de relatie tussen psychopathologie
en ernst van de agressie werd onderzocht. Drie agressiesubgroepen werden
gevormd op basis van het aantal agressieve items uit een semigestructureerd psychiatrisch interview, de KiddieSADS: een niet-agressieve, een matig
agressieve en een ernstig agressieve subgroep. Internaliserende en externaliserende psychopathologie en agressie kwamen, net als in Amerikaanse
en Australische groepen gedetineerde meisjes, veel voor. Ook bleek dat de
mate van voorkomende psychopathologie verschilde per agressiesubgroep.
Externaliserende psychopathologie (ADHD, oppositioneel opstandige stoornis, gedragsstoornis, middelenmisbruik of -afhankelijkheid), posttraumatische stressstoornis, en suïcidaliteit kwamen het minst voor in de niet-agressieve subgroep, meer in de matig agressieve subgroep, en het meest in de
ernstig agressieve subgroep. Het artikel eindigt met de aanbeveling dat
screening op psychopathologie en agressie bij opname in een JJI wenselijk
is.
Omdat psychopathologie zoals posttraumatische stress (PTSS) en agressie
veel voorkwamen, en omdat eerdere studies relaties tussen trauma en agressie lieten zien, werd deze specifieke relatie nader onderzocht. Hoofdstuk 3
rapporteert over het voorkomen van traumatisering in deze groep en over
de relatie tussen traumatisering en agressie. Niet alleen openlijke agressie,
maar ook heimelijke agressie werd onderzocht, aangezien heimelijke agressie beschreven is als een specifieke vrouwelijke vorm van agressie (Crick &

129

Grotpeter, 1995; Ősterman et al., 1998). Bijna 85% van de deelnemers had één
of meer trauma’s meegemaakt, en dit was gerelateerd aan zowel openlijke
als heimelijke agressie. De relatie met heimelijke agressie was het sterkst.
Ook de mogelijke invloed van middelenmisbruik en -afhankelijkheid op deze
relatie werd onderzocht. In tegenstelling tot de verwachtingen beïnvloedde
middelenmisbruik of -afhankelijkheid deze relatie niet. Hieruit blijkt eens te
meer de noodzaak om gedetineerde meisjes bij opname te onderzoeken
op trauma en agressie, en het belang van de samenhang tussen deze beide
factoren te onderkennen.
In hoofdstuk 4 werd het voorkomen van tienerzwangerschappen onderzocht,
en ook de relatie tussen het doorgemaakt hebben van een zwangerschap en
bepaalde kenmerken op het gebied van psychopathologie en seksualiteit.
Ruim 20% van de deelnemers was al één of meerdere keren zwanger geweest, hoewel geen van hen een kind had gebaard. Zoals te verwachten was,
kwam seksueel risicogedrag (zoals geen condoomgebruik, geen gebruik van
130

andere anticonceptie, seksueel contact onder invloed van alcohol of drugs,
of een seksueel overdraagbare aandoening) meer voor bij de meisjes die
reeds zwanger waren geweest. Ook suïcidaliteit bleek een voorspellende
factor voor zwangerschap. Dit betekent dat preventie van tienerzwangerschap bij deze meisjes zich niet alleen zou moeten richten op een betere
voorlichting over veilige seks, maar dat daarbij rekening gehouden zou moeten worden met aanwezige psychopathologie.
In hoofdstuk 5 wordt het seksueel risicogedrag van gedetineerde meisjes in
België in relatie tot een aantal sociodemografische kenmerken en psychopathologie gerapporteerd. Eerder onderzoek onder schoolgaande meisjes
in België met hetzelfde instrumentarium maakte vergelijking mogelijk tussen
gedetineerde meisjes en meisjes uit de algemene bevolking. Beide populaties werden verdeeld in een seksueel risicogroep (SR) en een niet-seksueel
risicogroep (NSR). Bij de meisjes uit de detentiegroep bleek seksueel risicogedrag veel vaker (56.4%) voor te komen dan bij meisjes uit de algemene
bevolking (9.6%). Terwijl in de algemene bevolking meisjes uit de SR-groep
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verschilden van meisjes uit de NSR-groep in zowel internaliserende als externaliserende psychopathologie, was alleen externaliserende psychopathologie gerelateerd aan SR in de detentiegroep. Hieruit blijkt dat interventieprogramma’s voor seksueel risico nodig zijn tijdens detentie. Eens te meer blijkt
dat dit soort programma’s ook rekening zouden moeten houden met psychopathologie, en speciaal gericht zouden moeten worden op detentiegroepen.
In hoofdstuk 6 worden verschillen tussen civielrechtelijk- en strafrechtelijk
geplaatste meisjes in JJI’s in Nederland gerapporteerd door de delictgeschiedenis, sociodemografische kenmerken, hulpverleningsgeschiedenis,
psychopathologie en trauma in beide groepen te vergelijken. De meeste
meisjes (82%) waren met een civielrechtelijke maatregel geplaatst. In beide
groepen kwam veel psychopathologie en trauma voor. De strafrechtelijke
groep had vaker gewelddadige delicten in de voorgeschiedenis en vaker een
niet-Nederlandse achtergrond, terwijl in de civielrechtelijke groep vaker een
voorgeschiedenis van residentiële plaatsingen, de oppositioneel-opstandige
stoornis, suïcidaliteit en automutilatie voorkwamen. Deze bevindingen laten
zien dat er in beide groepen een noodzaak bestaat tot behandeling. Een indeling van groepen gebaseerd op behandelbehoeftes zou daarom mogelijk
meer te adviseren zijn dan de huidige groepsindeling gebaseerd op justitiële
maatregel.
In het laatste hoofdstuk 7 worden de belangrijkste bevindingen samengevat.
Ook bevat dit hoofdstuk een discussie over de resultaten, de beperkingen
en de klinische implicaties van ons onderzoek. Beargumenteerd wordt dat
hoewel de mate van voorkomen van psychopathologie kan variëren tussen verschillende onderzoeken, gedetineerde meisjes in het algemeen veel
psychiatrische problemen hebben en behandeling nodig hebben. Ook de
samenhang van psychopathologie met agressief gedrag werd bevestigd
door onze bevindingen. Verder bleek dat er met heimelijke agressie rekening
gehouden moet worden in deze groep. Tenslotte bleken tienerzwangerschap
en seksueel risicogedrag veel voor te komen en hand in hand te gaan met
multipele psychiatrische problemen.
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Omdat psychopathologie (ook traumatisering en agressie) en seksueel
risicogedrag veel voorkwamen, is het dringend noodzakelijk interventie- en
behandelprogramma’s te ontwikkelen die hierop gericht zijn. Ook benadrukken de ernst en complexiteit van de psychiatrische problematiek in deze
groep de noodzaak tot diagnostiek bij opname. Daarbij dient met name ook
traumatisering onderzocht te worden en moet aandacht bestaan voor de
verschillende subtypen van agressie zoals voor heimelijke agressie. Omdat gedetineerde meisjes veel psychiatrische problematiek hebben en het
waarschijnlijk is dat zij deze problemen ook na hun ontslag nog hebben, is
het betrekken van psychiatrische zorginstellingen noodzakelijk en cruciaal
om gespecialiseerde zorg en nazorg te verlenen. Tenslotte zou specifiek
risicogedrag, in het bijzonder op seksueel gebied, aandacht moeten krijgen,
waardoor zowel tienermoederschap, als een transgenerationele overdracht
van probleemgedrag voorkomen wordt.
Wanneer behandelingen specifiek voor meisjes ontwikkeld worden, dienen
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deze onderzocht te worden op hun effectiviteit (bijvoorbeeld interventies
voor specifieke problemen zoals ADHD of posttraumatische stress, psychotherapeutische interventies voor trauma, en preventieprogramma’s voor
seksueel risicogedrag), en op de gevolgen voor de lange termijn voor het
algemeen functioneren, maar ook met betrekking tot recidivisme.
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