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ABSTRACT

The aim of the study was to examine whether the impact of interpersonal
traumas on internalizing problems in antisocial adolescents treated in a community based forensic setting was moderated by gender. Data were collected in
the Netherlands from a random sample of the available treatment ﬁles of 397
adolescents (200 males and 197 females) aged 12–18 years. Adolescent females
more often experienced physical and sexual abuse, and internalizing symptoms
and disorders than their male counterparts. Multiple regression analysis
revealed that physical abuse, gender and ethnicity signiﬁcantly predicted internalizing symptoms. A gender-physical abuse interaction eﬀect was also found.
In contrast to the hypothesis, physically abused males had a higher chance of
developing internalizing symptoms than physically abused females. Sexual
abuse was associated with internalizing disorders (mainly dysthymia and
PTSD) for both males and females. Although the literature suggests that the
link between traumatic experiences and mental health problems is stronger for
females than for males, we did not ﬁnd evidence for this in our forensic outpatient sample of antisocial adolescents.
ARTICLE HISTORY Received 11 September 2019; Accepted 10 November 2019
KEYWORDS Interpersonal trauma; mental health; gender; forensic

Introduction
Adolescents involved in the juvenile justice system often have experienced interpersonal traumas1 and have developed serious psychiatric
problems such as conduct, anxiety and depressive disorders (Carrion &
Steiner, 2000; Cauﬀman, Lexcen, Goldweber, Shulman, & Grisso, 2007;
Espinosa, Sorensen, & Lopez, 2013; Fazel, Doll, & Långström, 2008;
Teplin, Abram, McClelland, Dulcan, & Mericle, 2002; Wasserman,
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McReynolds, Ko, Katz, & Carpenter, 2005; Wylie & Ruﬁno, 2018).
Prevalence rates of mental disorder in this group are much higher than
in the general population of adolescents and range from about 35–65%,
with the highest rates for those who have been adjudicated and referred
to secure care (Wasserman, McReynolds, Schwalbe, Keating, & Jones,
2010).
Further, it is also known that delinquent females often experience
higher rates of physical and sexual abuse than their male counterparts
(Abram et al., 2004; DeHart & Moran, 2015; Kerig, Ward, Vanderzee, &
Moeddel, 2009; McCabe, Lansing, Garland, & Hough, 2002; Slotboom,
Hendriks, & Verbruggen, 2011a). The gender diﬀerence in sexual abuse
is one of the most robust ﬁndings in studies on traumatic experiences (e.
g., Abram et al., 2004; Kerig et al., 2009; McCabe et al., 2002). Also,
adolescent female oﬀenders more often have developed mental health
problems, internalizing problems and disorders in particular, such as
depression, anxiety, and PTSD than their male counterparts (e.g., Adams
et al., 2013; Cauﬀman et al., 2007; Chitsabesan et al., 2006; Van Damme et
al., 2016; Wasserman et al., 2005). Gender diﬀerences in PTSD in particular
are large (Kerig, Vanderzee, Becker, & Ward, 2012). For example, PTSD is
more common among incarcerated adolescent females (23–45%) than
among adolescent males (9–26%; Abram et al., 2004, Adams et al.,
2013; Kerig et al., 2009; Robertson, Dill, Husain, & Undesser, 2004;
Steiner, Garcia, & Matthews, 1997).
These higher prevalence rates of traumas and internalizing symptoms of
female oﬀenders may suggest that interpersonal traumas increase the risk of
developing serious mental health problems more for females than for males.
Several studies found a link between interpersonal traumas and mental
health problems in adolescent oﬀenders (Espinosa et al., 2013; Hoeve et al.,
2015; Kerig et al., 2009) and several studies suggest that the link between
trauma and mental health problems is indeed stronger for delinquent
females than for males (Fishbein, Miller, Winn, & Dakof, 2009; Kerig et al.,
2009; McCabe et al., 2002; Warren, Loper, & Komarovskaya, 2009). For example, females are found to be more sensitive to stress and react more often to
traumatic experience with internalizing behavior problems than males
(Fishbein et al., 2009). Further, Breslau and Anthony (2007) found in a study
on 1,698 young adults (52.3% females) that women’s risk for PTSD following
assaultive violence (e.g., rape, sexual assault other than rape, mugged/threatened with weapon, or badly beaten up) was higher than men’s.
The stronger reaction to stressful experiences such as interpersonal
trauma might be caused by diﬀerences in neural circuits that impact
emotional reactivity (Maeng & Milad, 2015). Females appear to produce
greater amounts of stress hormones, which can negatively change mood
(Fishbein et al., 2009). Due to this sensitivity to stress, females more often
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develop more serious traumatic symptoms than males (e.g., Alisic et al.,
2014; McLaughlin et al., 2013). It is also hypothesized that female adolescent violence is more often preceded by childhood trauma and traumagenic eﬀects such as anxiety and mental health problems than male
violence (Ryder, 2014).
However, other studies found that interpersonal trauma predicted internalizing mental health problems not only in females but in males as well
(Ford, Hartman, Hawke, & Chapman, 2008), and particularly for adolescentonset oﬀending incarcerated males (Hoeve et al., 2015). When further examining the eﬀects of diﬀerent forms of maltreatment, Gore-Felton, Koopman,
McGarvey, Hernandez, and Canterbury (2002) found no relation between
physical abuse and internalizing problems within incarcerated males and
females. Tolin and Foa (2006), who conducted a systematic review, found
no gender diﬀerences in PTSD for sexually abused males and females. In a
longitudinal sample of abused and neglected males and females (Horwitz,
Widom, McLaughlin, & White, 2001), it was shown that childhood victimization had a diﬀerent eﬀect on males and females, indicating that the traumamental health link was stronger for males for a particular mental health
condition. Neglected or abused males were more likely to be dysthymic
than male controls. This was not found for abused females compared to
female controls. Conversely, compared to female controls, abused and
neglected females were more likely to have alcohol problems as adults.
Although research is often concentrated on the trauma-mental health link
in females, results are not conclusive about the exclusivity of this relationship
for females.
The present study focused on interpersonal trauma and internalizing
mental health problems in a less frequently studied subgroup of male and
female adolescents, namely, antisocial youth treated in a forensic community
setting. Most research has been done in institutional settings and not with
antisocial, delinquent youth living at home but treated in a community
setting (Imbach, Aebi, Metzke, Bessler, & Steinhausen, 2013). Research
among adolescent oﬀenders, treated in their home environment, is still
scarce and very little is known about the background of these young people
(Chitsabesan et al., 2006; Imbach et al., 2013). Further, evidence suggests that
especially incarcerated youth are aﬀected by high rates of traumas and
mental health problems but ﬁndings regarding a stronger link between
traumas and internalizing problems for females than for males are inconclusive. Moreover, scholars have suggested that the psychiatric problems of
incarcerated youth are not easily comparable to non-incarcerated oﬀenders.
Incarceration is a stressful situation that aﬀects psychological wellbeing and
can even worsen psychological problems (e.g., Espinosa et al., 2013; Lyons,
Baerger, Quigley, Erlich, & Griﬃn, 2001). In a community setting, a diﬀerent
picture might emerge. Therefore, in this study, we examined the association
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between interpersonal traumas and internalizing mental health problems of
adolescent oﬀenders treated in a community setting and examined if this
relation varied by gender. We hypothesized that antisocial females have more
often experienced interpersonal trauma and mental health problems than
males and that the link between trauma and mental health problems is
stronger for females than for males. Internalizing mental health problems
were deﬁned as having solely internalizing symptoms or being diagnosed
with an internalizing disorder (mood or anxiety disorder, including PTSD). We
made this distinction in solely having symptoms and being diagnosed with a
disorder because although internalizing symptoms are regularly seen in both
delinquent males and females, females are more often diagnosed with severe
internalizing disorders (see Kerig et al., 2012). We expect the diﬀerence in
mental health problems between males and females more strongly in internalizing disorders.

Method
Sample
Participants were adolescents and young adults treated at ‘de Waag’ in
the period 2002–2012. ‘De Waag’ is the largest center for outpatient
forensic psychiatry in the Netherlands, with 9 oﬃces mainly in de
Western part of the Netherlands. The outpatient center attempts to
achieve lasting changes in the behavior of clients. These clients, aged
12 and older, exhibit antisocial and/or criminal behavior and often have
(severe) psychological problems. Substance abuse problems is often an
issue. Young people can be referred to ‘de Waag’ by Youth Care, Juvenile
Justice, Probation, Juvenile Justice Centers, the police, regular mental
health care and schools. Female adolescents and adolescents with ethnic
backgrounds diﬀerent from Dutch were oversampled, because we
wanted enough females and adolescents from diﬀerent ethnicities in
our sample. The information was collected from 655 treatment ﬁles, of
which 353 cases of males and 302 cases of females aged 12 to 26 years.
For this study on juvenile delinquents we used data from 397 adolescents
(200 males and 197 females) aged 12–18 years (Mean age
males = 14.82 years, SD = 1.72, Mean age females = 15.06 years,
SD = 1.42). Of the total sample 12–18 years, 44.0% (n = 164) of adolescents identiﬁed as Dutch, 13.1% (n = 49) as Moroccan, 7.2% (n = 27) as
Turkish, 14.8% (n = 55) as Surinam/Caribbean, and 20.8% (n = 78) as
other/mixed origin. For 6.0% (n = 24) of the total sample the ethnic
background was missing. When dichotomizing ethnicity in Dutch versus
Non-Dutch, 44% of the sample was of Dutch origin (see Table 2).
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Procedures
We used data from treatment ﬁles. At intake clients are asked to sign a form
giving permission to use their data anonymously. For children under the age
of 16 the parents signed as well. Personal data from the treatment ﬁles were
collected in the oﬃce of ‘de Waag’, were scored using the coding scheme and
code book, and were anonymized before analysis. Personal information of
respondents remained strictly conﬁdential. In addition, the information
obtained was used only for the present study. When clients gave permission
to work with the ﬁles, a conﬁdentiality agreement was signed as well by the
lead authors and by the trained students who coded the ﬁles.

Measures
For this study, a structured coding scheme was designed to score the data
from the treatment ﬁles. This coding scheme is a modiﬁed version of a topic
list developed by Hendriks (2006) and Slotboom, Wong, Swier, and van der
Broek (2011c) and consisted of 197 variables.2 In this study, the following
variables from the coding scheme were used to answer the research questions and hypotheses.

Oﬀense characteristics
The ﬁrst set of selected variables included the oﬀense characteristics and
oﬀense history. The oﬀense characteristics and prior oﬀenses were based on
the Criminal Records. The index oﬀense was coded as property, violence or
other. Other meant: not referred to ‘de Waag’ for an oﬃcial registered oﬀense
but for antisocial problem behaviors. These antisocial problem behaviors
ranged from truancy to aggressive and violent behavior (mainly within the
family or school context). Aggressive behavior was mentioned most often as a
reason for referral to ‘de Waag’. When adolescents were referred based on an
oﬃcial oﬀense, the age of ﬁrst oﬀense was recorded.
Treatment history
Files were reviewed for previous treatments and interventions in general, not
speciﬁcally related to antisocial or delinquent behavior. Treatment history was
deﬁned as 0 for having no treatment history and 1 for having a treatment history.
Interpersonal trauma
Information related to traumatic experiences etc. was provided by the adolescent, the parents/guardians through intake or during treatment or was
selected from reports delivered by, for example, juvenile probation or the
Child Care and Protection Board. The following interpersonal traumas were
coded: neglect, physical abuse and sexual abuse. Neglect was deﬁned as
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emotional neglect, physical neglect or both, meaning (hardly)no rules, no
attention for the child and too little physical care. All were dichotomous
variables and life time prevalence rates. Also, a variable poly-victimization
was computed, were zero or one experienced type of trauma was coded as 0
and two or three experienced type of traumas was coded as 1.

Internalizing symptoms
These variables were measured by the practioners during intake and treatment. Internalizing symptoms were deﬁned as: depressive mood, suicidal
thoughts, self-harm and attempted suicide. Depressive mood was scored if
the adolescent showed sleeping, eating, and concentration problems and
when depressive thoughts and moods were mentioned. These variables were
also dichotomous. A dichotomous outcome variable, internalizing symptoms,
was created by adding the variables depressive mood, suicidal thought, selfharm and attempted suicide, with internalizing symptoms coded as 0 if no or
only one of the symptoms was present (when attempted suicide was coded
present, adolescents always had more than one symptom) and internalizing
symptoms coded as 1 if two or more of the symptoms were present.
Internalizing disorders
Psychiatric disorders were diagnosed by a psychologist or psychiatrist, based
on (extended) information collected at the start of intake, combined with
clinical impressions and auto and hetero-amnestic case material. The DSM IV
diagnosis was discussed in an interdisciplinary team. Attention was paid to
every possible diagnosis, including substance use and comorbidity of disorders. The use of multiple sources provides a relatively good inter-subjective
assessment and does not have the limitations when using only one source of
information such as a questionnaire. Disorders were coded 0 if no disorders
were diagnosed and coded 1 if one or two internalizing disorders were
diagnosed. Mood disorder was mainly characterized by dysthymia (11 out
of 12 cases, only one person was diagnosed with a bipolar disorder). Anxiety
disorder was mainly characterized as Post Traumatic Stress Disorder (PTSD)
(0.5% was diagnosed with a generalized anxiety disorder, 0.8% with a social
phobia, 0.5% with an obsessive-compulsive disorder and 3.5% with PTSD). All
internalizing disorders were dichotomous variables.
Externalizing disorders
Externalizing disorders, used for descriptive purposes, were dichotomous
variables and included Attention Deﬁcit Hyperactivity Disorder (ADHD),
Disruptive Behavior Disorder (DBD) and Disruptive Behavior Disorder further
distinguished in Oppositional Deﬁcit Disorder (ODD), Conduct Disorder (CD)
and CD Not Otherwise Speciﬁed (NOS).
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Interobserver reliability
To determine the reliability of the scored variables, using the coding scheme
and code book, the interrater reliability was computed. In this study ten ﬁles
were selected and independently scored by two raters. We calculated the
proportion of agreement: the number of times the raters scored the variable
the same way, divided by the total number of variables scored. One advantage of this method is that it is an insightful measure. One disadvantage is
that large deviations are equally weighted as small deviations (Bijleveld,
2007). In the present study this is hardly a problem, since the variables were
measured at a nominal level. In this study, the proportion of agreement was
calculated for each ﬁle and then the average of the ten cases was calculated.
The interrater agreement was 87%.

Data analyses
Prevalence estimates of background variables (treatment and oﬀense history
and externalizing disorders), interpersonal traumas (neglect, physical and
sexual abuse), internalizing symptoms and disorders were calculated for
adolescent males and females. Chi-square analyses tested for diﬀerences
between males and females. To make a clear diﬀerence between the eﬀects
of trauma on internalizing symptoms and disorders separately, only adolescents with symptoms and not with symptoms and disorders were included in
the analyses of internalizing symptoms. Next, multiple logistic regression
analyses were performed to examine the association between interpersonal
traumas and internalizing symptoms and internalizing disorders. The ﬁt of the
models was assessed using Nagelkerke R2 and Hosmer-Lemeshow goodnessof-ﬁt tests. Both gender and ethnicity were added as covariate. Further,
gender by interpersonal traumas interaction terms were added to the
model. Table 1 shows the variables used in the logistic regressions.

Results
Sample characteristics
Table 2 displays the background information of the sample. More than
half of the adolescents were referred to ‘de Waag’ for antisocial problem
behavior in general, which was described mainly as serious aggressive
behavior in the family and school context. Almost in all cases it concerns a criminal act, which, for various reasons, was not reported to the
police. Around a third of both males and females were referred for a
violent oﬀense and around 14 percent was referred for a property
oﬀense. Males were signiﬁcantly younger than females (M males = 14.82,
SD = 1.72; M females = 15.29, SD = 1.42; t (395) = −2.99, p < .01). Also,

Physical abuse, mainly in the family context

Sexual abuse, mainly in the family context

Being male or female

Dutch origin

Physical abuse

Sexual abuse

Gender

Ethnicity

0 = no
1 = yes
0 = no
1 = yes
0 = no
1 = yes
0 = male
1 = female
0 = nox
1 = yes

0 = no symptoms or only 1
symptom
1 = 2 or more symptoms
present
0 = no diagnosis
1 = diagnosis of internalizing
disorder

Depressive thoughts
Suicidal thoughts
Self-harm
Suicide attempt (always present in combination with another symptom)
Diagnosis of Anxiety or Mood disorder

Emotional or physical neglect or both by the child’s caretaker(s)

Coding

Description

Independent Variables
Neglect

Internalizing disorder

Variable
Dependent Variables
Internalizing symptoms

Table 1. Description of variables in analyses.
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*p < .05. **p < .01. ***p < .001.

Age when referred for
current treatment
Externalizing disorders
ADHD
Disruptive Behavior
Disorder
ODD
CD NOS
CD
Comorbidity DBD and ADHD

Ethnic background Dutch
Earlier treatment
Index oﬀense
Property
Violence
Antisocial behavior
(not referred to treatment for oﬃcial oﬀense)
If oﬃcial index oﬀense (N = 71 males and N = 74 females)
Age of ﬁrst oﬀense

Females (N = 197)
%
44.2
63.5
11.7
33.0
55.3
14.2 years*
(SD 2.12)
15.29 years*
(SD 1.42)
14.2
71.6
29.9
23.9
9.6
11.7

Males (N = 200)
%
43.8
68.0
16.5
28.0
55.5
13.31 years
(SD 2.39)
14.82 years
(SD 1.72)
22.5
70.0
25.5
20.0
16.5
15.5

Table 2. Background characteristics of male and female participants and total sample.

27.7
21.9
13.1
13.6

18.4
70.8

13.74 years
(SD 1.74)
15.06 years
(SD 1.59)

14.1
30.5
55.4

Total Sample (N = 397)
%
44.0
65.7

0.98
0.86
4.10*
1.24

4.54*
0.12

2.45

Analysis of Gender Diﬀerences
χ2
0.01
0.91
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males were younger than females when having their ﬁrst oﬃcially
registered oﬀense (M males = 13.31, SD = 2.39; M females = 14.16,
SD = 1.74; t (143) = −2.47, p < .05). Most of the participants were
diagnosed with a Disruptive Behavior Disorder (70.8%). Of these, most
were diagnosed with ODD (25.2% males and 29.9% females) and least
with CD (16.5% males and 9.6% females). Males were more often diagnosed with ADHD (22.5% males and 14.2% females; χ2 (1) = 4.54,
p < .05) and CD (χ2 (1) = 4.10, p < .05) than females.

Prevalence rates of interpersonal traumas and internalizing symptoms
and disorders
Table 3 shows the prevalence estimates of the interpersonal traumas and the
two outcome variables internalizing symptoms and internalizing disorders for
males and females. Gender diﬀerences were found for both physical and sexual
abuse but not for neglect, with the largest diﬀerence for sexual abuse. Only
3.0% of males was sexually abused according their treatment ﬁles and 12.7% of
females (χ2 (1) = 12.95, p < .001). Also, signiﬁcantly more females (27.6%) than
males (13.6%) were physically abused (χ2 (1) = 11.68, p < .001). When the
interpersonal traumas experienced were added up, signiﬁcantly more females
(16.7%) than males (6.3%) experienced poly-victimization (χ2 (1) = 11.56,
p < .001). For most of the internalizing symptoms gender diﬀerences were
found as well. The largest diﬀerence was found for multiple internalizing
symptoms. Signiﬁcantly more females (23.9%) had two or more internalizing
symptoms than males (8.0%) (χ2 (1) = 18.69, p < .001). The prevalence for Mood
Table 3. Life time prevalence of interpersonal traumas and internalizing symptoms and
disorders by gender.
Males
(N = 200)
%

Females
(N = 197)
%

Total
(N = 397)
%

Analysis of Gender
Diﬀerences
χ2

28.5
13.6
3.0
6.1
8.0

35.4
27.6
12.7
17.0
23.9

31.9
20.6
7.8
11.5
15.9

2.15
11.68***
12.95***
11.56***
18.69***

25.5
7.0
4.5
2.0
4.5
2.5
3.5

42.6
17.8
16.2
4.6
9.6
3.6
7.1

34.0
12.3
10.3
3.3
7.1
3.0
5.3

12.99***
10.63***
14.78***
2.07
4.01*
0.38
2.58

Interpersonal traumas
Neglect
Physical abuse
Sexual abuse
Poly victimization
Internalizing
symptoms
Depressive mood
Suicidal thoughts
Self-harm
Suicide attempt
Internalizing disorders
Mood disorders
Anxiety disorders (incl.
PTSD)
*p < .05. **p < .01. ***p < .001.
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(mainly dysthymia) and Anxiety disorders (mainly PTSD) separately were very
low and relatively similar for males and females. When combining these
disorders, more females than males were diagnosed with mood or anxiety
disorders or both (χ2 (1) = 4.01, p < .05).

Predictors of internalizing symptoms and disorders
Logistic regression models were used to identify factors that were signiﬁcant predictors of having multiple internalizing symptoms (Table 4).
Only model 2, with the two covariates gender and ethnicity was signiﬁcant with χ2 (7) = 32.16, p < . 001 and Nagelkerke R2 .16.
Of the interpersonal traumas, only physical abuse predicted internalizing symptoms (odds ratio of 5.30). Also, both covariates predicted internalizing symptoms. Females had a greater chance of exhibiting multiple
internalizing symptoms and being of Dutch origin also increased the
probability of having multiple internalizing symptoms. The magnitude
of the signiﬁcant odds ratio for gender was 4.68 and for ethnicity 0.40.
We also investigated interaction eﬀects between gender and the interpersonal traumas. The gender by physical abuse interaction was signiﬁcant (odds ratio 0.19, 95% CI = 0.04–0.86). Being a physically abused male
increased the probability of having multiple internalizing symptoms more
than being a physically abused female.
Logistic regression models were then used to identify factors that were
signiﬁcant predictors of internalizing disorders (Table 5). Both tested models
were signiﬁcant, but model 2 was the best model with χ2 (5) = 12.36, p < . 05
and Nagelkerke R2 .08, although adding gender and ethnicity only slightly
improved the model. In both models, sexual abuse was the only signiﬁcant
predictor of internalizing disorders with an odds ratio of 4.34 in the second
model. No eﬀects of gender and ethnicity were found, and no interaction
eﬀects of gender by physical abuse was found. We did not test for interaction
eﬀects for sexual abuse because for only six boys, sexual abuse was
registered.

Discussion
The aim of this study was to examine the association between interpersonal
traumas and internalizing problems of adolescent oﬀenders treated in a
community setting and examine if this association is moderated by gender.
Three key ﬁndings emerge from this study: (1) females were more often
traumatized than males and experienced more internalizing symptoms but
were not more often diagnosed with an internalizing disorder than males, (2)
physically abused males, more than females had an increased risk of internalizing symptoms, and (3) no evidence was found for a stronger link

0.23
0.32
0.35
0.56
0.43
0.65
0.63
0.57
0.51
0.33
0.76
0.43

-2.16
0.52
0.58
0.58

-2.59
0.26
1.67
0.17
1.54
-0.91
0.31
-2.59

SE B

*p < .05. **p < .01. ***p < .001.
Model 1: χ2 (3, N = 341) = 7.15; 85.6% correctly classiﬁed.
Model 2: χ2 (7, N = 341) = 32.16, p < .001; 85.6% correctly classiﬁed.

Model 1
Constant
Neglect
Physical abuse
Sexual Abuse
Model 2
Constant
Neglect
Physical abuse
Sexual abuse
Gender
Ethnicity
Gender x Neglect
Gender x Physical Abuse

B

37.09
0.16
6.98
0.08
9.34
7.39
0.17
4.63

92.15
2.66
2.63
1.11

Wald

0.08***
1.30
5.30**
1.18
4.68**
0.40**
1.36
0.19*

0.12***
1.76
1.78
1.79

Exp (B)

Table 4. Logistic regression models with internalizing symptoms as dependent variable.

0.37
1.54
0.38
1.74
0.21
0.31
0.04

0.90
0.89
0.60
4.60
18.29
3.63
12.58
0.78
6.03
0.86

3.16
3.56
5.32

95% C.I. for Exp (B) upper lower

248.56

-2 LL
273.58

.16

Nagelkerke
R2
.04
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0.29
0.44
0.45
0.51

0.45
0.44
0.46
0.53
0.44
0.42

−2.91
0.08
0.46
1.57

−3.28
0.03
0.35
1.47
0.55
0.21

SE B

53.49***
0.00
0.57
7.83
1.56
0.25

97.59***
0.04
1.05
9.57

Wald

*p < .05. **p < .01. ***p < .001.
Model 1: χ2 (3, N = 368) = 10.51, p < .05; 92.7% correctly classiﬁed.
Model 2: χ2 (5, N = 368) = 12.36, p < .05; 92.7% correctly classiﬁed.

Model 1
Constant
Neglect
Physical abuse
Sexual Abuse
Model2
Constant
Neglect
Physical abuse
Sexual abuse
Gender
Ethnicity

B

0.04
1.03
1.42
4.34**
1.74
1.24

1.09
1.59
4.82**

Exp (B)

Table 5. Logistic regression models with internalizing disorders as dependent variable.

0.43
0.57
1.55
0.73
0.54

0.46
0.65
1.78
2.44
3.52
12.15
4.16
2.84

2.57
3.87
13.06

95% C.I. for Exp (B)
upper lower

180.67

−2 LL
182.52

.08

Nagelkerke
R2
.07
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between interpersonal trauma and internalizing problems or disorders for
females.
As expected, antisocial female adolescents treated in an outpatient setting
experienced signiﬁcantly more physical and sexual abuse than antisocial
male adolescents. They also experienced more often poly-victimization.
These results are in line with both general population samples and incarcerated samples (Abram et al., 2004; Colins et al., 2013; Wood, Foy, Layne,
Pynoos, & James, 2002). Also, internalizing symptoms such as depressive
mood, self-harm and suicidal thoughts and internalizing disorders were signiﬁcantly more prevalent in antisocial adolescent females than in adolescent
males, as conﬁrmed by the literature (e.g., Abram et al., 2004; Kerig et al.,
2009). Diﬀerences in internalizing disorders (mainly dysthymia and PTSD)
between males and females were smaller, however, than diﬀerences in internalizing symptoms, which contradicted the ﬁndings of Kerig et al. (2012).
In contrast to the literature on incarcerated samples we found much lower
prevalence rates for sexual abuse and also for internalizing disorders. The
results were more similar to results found in general population samples. A
reason for these low prevalence rates might be that delinquent youth treated
in an outpatient setting come from less severe disrupted families with less
abuse and mental health problems than incarcerated youth. However, the
prison environment might also be one of the reasons that prevalence rates of
internalizing disorders are high within incarcerated samples. It is known from
diﬀerent studies with prisoners that the stressful and unsafe prison environment can cause psychological complaints such as depressive symptoms and
self-harm (Liebling, 2002; Slotboom, Kruttschnitt, Bijleveld, & Menting,
2011b).
Although females had a greater chance exhibiting multiple internalizing
symptoms as was expected (e.g., Fishbein et al., 2009; Warren et al., 2009),
no evidence was found for a stronger link between interpersonal trauma
and mental health problems for females. We found a link between sexual
abuse and internalizing disorder for both males and females. Further, on
the contrary, the best predictor of the internalizing symptoms physical
abuse, mainly predicted internalizing symptoms of males. Although a
relatively small number of antisocial adolescent males are physically
abused (mainly by a family member), those who are abused, run the risk
of developing serious internalizing problems such as depressive mood, selfharm, and suicidal thoughts. Other studies also found that traumatic
experiences predicted mental health problems in adolescent males (Ford
et al., 2008; Hoeve et al., 2015). The link between trauma and mental health
problems is not exclusively found in females but also in males, and sometimes even stronger in males (Horwitz et al., 2001; Jones, Brown,
Wanamaker, & Greiner, 2014; Tolin & Foa, 2006) suggesting that male
oﬀenders may be more heterogeneous in their etiology than is assumed
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in the mainstream correctional literature. These ﬁndings support the idea,
as conﬁrmed in our study, that the etiology of both internalizing and
externalizing behavior is complex and that we should carefully study
heterogeneity within both males and females, preferably by including
both sexes in one study.
Finally, being of Dutch origin increased the probability of having multiple
internalizing symptoms. Ethnic minorities showed less internalizing symptoms than Dutch antisocial adolescents. This might be due to underreporting
of the mental health problems, or selection criteria in referring youth to the
outpatient forensic clinic (e.g., Colins et al., 2013). The results at least warrant
further study of the backgrounds and pathways to outpatient treatment of
diﬀerent ethnic groups.
Some limitations of this study should be considered. Although the sample
was reasonably large and ethnically diverse, half of the sample was not
adjudicated but referred to the outpatient facility by youth care, schools, or
parents. This group did not, however, signiﬁcantly diﬀer from the adjudicated
adolescents in seriousness of antisocial problem behavior. Another limitation
concerns the retrospectively collected data. From the treatment ﬁles, it was
not (always) known if the traumatic experiences preceded the internalizing
problems and disorders. Prospective longitudinal data will be needed to
further test not only the link between trauma and internalizing problems
but also the relation between trauma/internalizing problems and delinquency for both males and females.
In conclusion, the trauma-mental health link as found in many diﬀerent
studies with both general and incarcerated samples, was also found in this
study with physical abuse related to internalizing symptoms for males and
sexual abuse related to Mood and Anxiety Disorders for both males and
females. Although the literature suggests that the link between traumatic
experiences and mental health problems is stronger for females than for
males, we did not ﬁnd evidence for this in our community-based sample.
Further studies should focus more on community samples to study trauma,
mental health and oﬀending behavior, knowing that antisocial youth
might not only have a lower chance of developing severe internalizing
disorders when sanctioned and treated in the home environment, but that
community based sanctions and empirically supported outpatient treatments are more eﬀective in reducing recidivism than imprisonment (e.g.,
Lambie & Randell, 2013; Matthews, Krivelyova, Stephens, & Bilchik, 2013;
McAra & McVie, 2007). Finally, because male oﬀenders who have been
traumatized also have an increased risk of developing mental health problems, it is important to be alert on these symptoms in male oﬀenders as
well, so that appropriate treatment can be given to both males and
females.
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Notes
1. Interpersonal traumas are those traumas, which involve direct victimization in
the context of a personal relationship (e.g., D’Andrea, Ford, Stolbach,
Spinazzola, & van der Kolk, 2012; Herrera & McCloskey, 2003; Kerig et al.,
2009).
2. The coding scheme and codebook are available from the authors.
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