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Abstract
Objective—A callous-unemotional (CU) subtype of conduct disorder (CD) has been proposed as
an addition to the fifth edition of the Diagnostic and Statistic Manual of Mental Disorders
(DSM-5). This study tested the hypothesis that young girls with the CU subtype of CD will exhibit
more severe antisocial behavior and less severe internalizing problems over time relative to girls
with CD alone. Secondly, the developmental outcomes of girls with CU traits in the absence of
CD was examined because these girls will be overlooked by the proposed CU subtyping scheme.

Method—Theses issues were examined in a community sample of 1862 girls aged 6-8 at study
onset. Outcomes included internalizing and externalizing problems, academic achievement, and
global impairment assessed concurrently and at a six year follow-up.

Results—Girls with the CU subtype of CD had higher levels of externalizing disorder
symptoms, bullying, relational aggression, and global impairment than girls with CD alone. Girls
with CD alone tended to have more anxiety problems than girls with the CU subtype of CD. Girls
with high CU traits without CD exhibited higher ODD and ADHD symptoms and lower academic
achievement at the six-year follow-up relative to girls without CU traits and CD. Group
differences at the six year follow-up were primarily accounted for by baseline differences on the
outcomes.

Conclusions—The proposed DSM-5 CU subtype of CD identifies young girls who exhibit
lower anxiety problems and more severe aggression, CD symptoms, academic problems and
global impairment across time than girls with CD alone.

Keywords
callous-unemotional; conduct disorder; longitudinal; DSM-5

The advisory committee on attention-deficit hyperactivity disorder (ADHD) and disruptive
behavior disorders (DBD) for the fifth edition of the Diagnostic and Statistic Manual of
Mental Disorders (DSM-5) has proposed possible modifications to diagnostic criteria for
conduct disorder (CD)1. The most notable change involves adding a callous-unemotional
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(CU) subtype to CD based on evidence indicating these characteristics delineate a
particularly malignant form of antisocial behavior2. CU traits include features such as a lack
of empathy/guilt and shallow affect, akin to the affective features of adult psychopathy3.
However, there remain concerns about the clinical utility of the proposed CU subtyping
system, including the usefulness of delineating a CU subtype of CD in young girls1,2

The clinical utility of CU traits has previously been tested by examining whether these
features predict serious and persistent antisocial behavior after controlling for co-occurring
conduct problems. Longitudinal studies have shown that CU traits predict increases in
conduct problems and antisocial behavior over time in both boys and girls, even after
controlling for initial conduct problem severity4-6. Children with CD and high CU traits
have also been shown to be at greater risk for continuing to meet criteria for CD three years
later compared to children with CD alone7. In addition, evidence indicates that CU traits in
adolescent boys and girls predicts adult offending and Antisocial Personality Disorder, even
after controlling for co-occurring ODD/CD symptoms8.

The association between CU traits and internalizing problems is more complex. Some
studies have found that CU traits are associated with lower levels of anxiety, while conduct
problems are positively associated with anxiety, after controlling for their co-occurrence9-11.
CU traits have also been associated with reduced anxiety/depression over time after
controlling for co-occurring DBD symptoms in boys6. However, contradictory findings have
also been reported, including evidence indicating that children with high CU and CD have
problems with anxiety/depression equivalent to children with CD alone7. Moreover, CU
traits may buffer girls with high levels of ODD/CD from experiencing anxiety problems, but
not problems with depression11.

Based on the evidence briefly outlined above and detailed elsewhere1,3, members of the
DSM-5 advisory committee have proposed using CU traits as a subtype of CD. To meet
criteria for the proposed subtype, individuals must exhibit at least two out of four symptoms
of CU traits that have consistently been identified in the literature2. We are aware of only
two published studies that have tested the clinical utility of this specific subtyping scheme.
The first consisted of 177 children (81% male) aged 6-11 years diagnosed with either ODD
or CD who took part in a treatment outcome study. Children in the study who met criteria
for the CU subtype did not have worse treatment outcomes across a three year follow-up
period compared to children without the subtype12. The second study consisted of 754
adolescents (58% male) in the 7th grade who were part of a longstanding longitudinal study
that originally oversampled kindergarteners with elevated behavior problems. This study
found that the CU subtype of CD had good specificity and positive predictive power with
respect to antisocial outcomes in later adolescence and early adulthood, but only nine youth
met criteria for the subtype8. The first study assessed CU traits using only teacher report,
while the second relied solely on parent report.

Current Study
Several issues regarding the clinical utility of the proposed CU subtyping scheme still need
to be addressed. First, it is unclear whether the CU subtype can delineate a smaller subset of
girls who meet diagnostic criteria for the childhood-onset subtype of CD. Second, there is
limited evidence indicating that the proposed CU subtype of CD identifies girls with a more
severe and persistent pattern of antisocial behavior and related problems (e.g., ADHD, poor
academic performance) than girls with CD alone. Third, studies must clarify whether girls
with the CU subtype of CD have a lower risk for developing internalizing problems relative
to girls with CD alone. It is also unclear whether girls who meet the symptom threshold for
the proposed CU subtype, but do not meet criteria for CD, are at risk for later maladaptive
outcomes across multiple domains. This subgroup of girls are overlooked under the
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proposed CU subtyping scheme. These issues will be addressed using a large community
sample of young girls assessed in early elementary school and then followed-up six years
later.

Method
Participants

Participants were part of the larger Pittsburgh Girls Study (PGS), which consists of 2,451
girls aged 5-8 recruited from a sample of 103,238 households in the city of Pittsburgh.
Enumeration was completed in 1999 with an oversampling of households in low-income
neighborhoods. In total, 3,241 girls aged 5-8 were identified. A sample of 2,876 of these
families were asked to participate in the study. A total of 2,451 (85.2%) families agreed (i.e.,
588 five-year-olds, 630 six-year-olds, 611 seven-year-olds, 622 eight-year-olds). The current
study included only the 1862 girls aged 6-8 because teacher reports of CU traits and CD
symptoms were not available for the age 5 cohort. The racial distribution of the aged 6-8
girls was 53.5% African American, 40.7% Caucasian, 5.1% multiracial, and 0.8% Asian. In
a majority of households (58.2%), the caretaker was cohabiting with a spouse/partner. Over
one-third (38.1%) of families were receiving public assistance. Further details regarding the
sample selection and characteristics are provided elsewhere13.

Procedures
Separate in-home interviews were conducted for the child and caretaker. Teacher
information was obtained using self-administered questionnaires. This paper includes data
collected at the initial assessment (Time 1) and a follow-up assessment that took place six
years later (Time 7) when the girls were 12-14 years of age. The Time 7 assessment was the
most recently completed and cleaned follow-up data at the time of analysis. All caretakers
completed the interview at Time 1. Data were collected from 98.7% of girls and 80.1% of
teachers at Time 1. At Time 7, data were collected from 91.1% of caretakers, 90.2% of girls,
and 74.1% of teachers. Study procedures were approved by the University of Pittsburgh
Institutional Review Board, and caretaker consent and child assent were obtained.

Measures
Conduct disorder—CD symptom counts and diagnoses were assessed using caretaker,
teacher, and child reports on the Child Symptom Inventory – 4th edition (CSI-4)14 at Time 1
and on the Adolescent Symptom Inventory – 4th edition (ASI-4)15 at Time 7. Both measures
include DSM-IV symptoms of CD worded very similarly and scored on a four-point scale
(0=never to 3=very often). Teacher reports were collected on only 8 of the 15 DSM-IV
symptoms of CD because teachers were not expected to have reliable knowledge about the
other CD symptoms. At Time 1, caretakers and children rated all CD symptoms except for
running away from home and truancy because these behaviors are practically non-existent in
very young children. At Time 7, these symptoms were included in both measures. Items
were combined across informants to reflect the highest value from any informant. Symptoms
were dichotomized (present/absent) and summed using the standardized scoring procedures
for the CSI/ASI14,15. Consistent with DSM-IV, girls with three or more symptoms were
classified as having CD.

Callous unemotional traits—CU symptom counts at Time 1 and Time 7 were assessed
using caretaker and teacher reports on four items from the Antisocial Processes Screening
Device16. The items reflect the proposed DSM-5 symptoms of CU traits2: 1) Cares about
how well she does at school/work; 2) Feels bad or guilty when she does something wrong;
3) Does not show her emotions to others; and 4) Is concerned about the feelings of others.
Items were scored on a three-point scale (0=not at all true to 2=definitely true). In order for
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a symptom to be considered present, positively worded items must be rated as “not at all
true,” and the one negatively worded item must be rated as “definitely true." A symptom is
considered present if reported by either the parent or teacher. Consistent with the proposed
subtyping scheme for DSM-5, girls with CD who exhibited at least two of the four
symptoms of CU traits are delineated as having the CU subtype2.

Oppositional defiant disorder—The eight DSM-IV ODD symptoms were assessed
using a combined estimate of caretaker and teacher reports on the CSI-4 at Time 1 and on
the ASI-4 at Time 7. Items were combined to reflect the highest value from any informant.
Symptoms were dichotomized (present/absent) and summed using the standardized scoring
procedures for the CSI/ASI14,15. The internal consistency coefficient was α=.87 at Time 1
and α=.90 at Time 7.

Attention-Deficit Hyperactivity Disorder—DSM-IV ADHD symptoms were also
assessed using a combined estimate that took the highest value of caretaker and teacher
reports on each item using the CSI-4 at Time 1 and on the ASI-4 at Time 7. Symptoms were
dichotomized (present/absent) and summed using the standardized procedures for the CSI/
ASI14,15. The internal consistency coefficient was α=.89 at Time 1 and α=.91 at Time 7.

Depression—The nine DSM-IV symptoms of a major depressive episode were assessed
from caretaker report on the CSI-4 at Time 1 and from a combination of caretaker and self-
report on the ASI-4 at Time 7. Caretaker and child ratings at Time 7 were combined to
reflect the highest value from any informant. Symptoms were dichotomized (present/absent)
and summed using the standardized scoring procedures for the CSI/ASI14,15. The internal
consistency coefficient was α=.52 at Time 1 and α=.62 at Time 7.

Anxiety—Problems with anxiety were measured with the Screen for Child Anxiety Related
Emotional Disorders (SCARED)17 The SCARED subscales of generalized anxiety, panic/
somatic, and social phobia were administered to the caretaker at Time 1 and the caretaker
and child at Time 7. Items were combined at Time 7 by using the highest value between the
two informants. Items were summed to created a total anxiety score. The internal
consistency coefficient was α=.89 at Time 1 and α=.92 at Time 7.

Bullying—Problems with bullying were assessed using five items from the teacher-
reported Mount Hope Family Center Bully-Victim Questionnaire.18 Items were summed to
create a total bullying score. This scale was not administered until Time 3, so bullying
behavior at this initial assessment was use as a proxy measure for baseline levels when
predicting Time 7 bullying. The internal consistency coefficient was α=.91 at Time 3 and
α=.93 at Time 7.

Relational aggression—Parent and teacher report of relational aggression was measured
with the Children’s Peer Relationship Scale19at Time 1 and Time 7 The current study used
five. common items that were administered to both informants, with items being combined
to reflect the highest value across the informants. Items were summed to create a total
relational aggression score. The internal consistency coefficient was α=.89 at Time 1 and
α=.89 at Time 7.

Academic Achievement—Parents rated the girls academic achievement on a 5-point
scale separately for reading, writing, and arithmetic at Time 1 and Time 7.19 Items were
averaged so that higher scores indicated better academic achievement. The internal
consistency coefficient was α=.89 at Time 1 and α=.89 at Time 7.
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Global Impairment—Parents and staff that conducted the research interviews with the
families completed the Child Global Assessment Scale (C-GAS)20 as a measure of the girls’
overall functioning. C-GAS ratings were reverse scored so that higher values indicated
greater impairment (range = 1-100). The rating representing the greatest impairment across
the two informants was used.

Data Analysis Plan
All data were analyzed within STATA version 9.221. Because the PGS over-sampled low
income families, analyses were weighted using the inverse of the probability of being
included in the sample due to the sampling design. Four mutually exclusive groups were
created at Time 1. The groups included girls who did not meet criteria for either CD or CU
(No CD/CU), those who only met symptom threshold criteria for CU (CU only), those who
only met symptom threshold criteria for CD (CD only), and those who met threshold criteria
for both CD and CU (CD/CU). Regression models were used to compare the four groups on
internalizing and externalizing variables measured at the baseline assessment. Next,
regression models were used to compare the groups on the same outcomes measured six
years later. These models were first run without controlling for initial levels on the outcome
and then run again controlling for baseline levels of the outcome.

Negative binomal regression was used for all symptom counts and the bullying outcome to
account for the positive skew and overdispersion of the variables relative to a Poisson
distribution. Ordinary least squares regression was used for all other outcomes because they
approximated a Gaussian distribution. These variables were transformed to z-scores prior to
the analysis so the beta weights represented group differences in standard deviation units.

Results
Prevalence of CD/CU Groups

All prevalence statistics are weighted to account for the oversampling of girls in low income
neighborhoods. At Time 1, the prevalence of the CU subtype of CD was 3.0% and the
prevalence of CD alone was 9.3% using the combined informant information. Another 4.3%
of girls met symptom threshold for CU traits without CD. When parent and teacher reports
were considered separately, the prevalence of CU subtype of CD and CD only was lower:
parent (CD only=2.5%, CU/CD=0.5%) and teacher (CD only=3.1%, CU/CD=1.9%). For
self-report alone, the prevalence of CD was 4.0%. The prevalence of the CU only group was
2.0% using only parent report and 2.5% using only teacher report.

Demographic Characteristics
Analysis revealed no significant differences between the four groups in terms of the girl’s
age (ps>.05). Relative to the no CD/CU group, there was a greater proportion of minority
girls in the CU (Odds Ratio(OR)=2.52, p<.001), CD (OR=3.46, p<.001), and CD/CU groups
(OR=6.56, p<.001). The CD/CU group had a higher proportion of minority girls than the CU
group (OR=6.56, p<.001), but the CD group was not significantly different from the CU or
CD/CU groups (ps>.05). Minority status was controlled for in all subsequent analyses.

Symptom Profiles for CD/CU Groups
Figure 1 displays the CD and CU symptom profiles for each of the diagnostic groups. Girls
in the CD/CU group were more likely to exhibit a lack of guilt (OR=5.76, p<.001) and lack
of empathy (OR=6.36, p<.001) compared to the CU only group, but were less likely to
exhibit shallow emotions (OR=0.31, p<.01) and a lack of school concern (OR=0.41, p<.05)
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than the CU only group. Girls in the CD/CU group were more likely to bully/threaten
(OR=2.09, p<.05) and lie/con others (OR=2.89, p<.01) than girls in the CD only group.

Group Differences at Initial Assessment
Group differences on externalizing and internalizing problems measured at Time 1 are
presented in Table 1. Girls in the CU, CD, and CD/CU groups had significantly higher
levels of ODD and ADHD symptoms, relational aggression, and global impairment and
lower levels of academic achievement than girls in the No CD/CU group. Girls in the CD
and CD/CU groups exhibited more pathological levels of all of these behaviors than girls in
the CU only group, except for academic achievement. Girls in the CD/CU group had higher
levels of ODD and ADHD symptoms, relational aggression, and global impairment than
girls with CD alone. Girls in the CD only and CD/CU groups exhibited higher levels of
depressive symptoms than girls in the No CD/CU group. Girls in the CD only group had
higher levels of anxiety problems than girls in all other groups.

Diagnostic Continuity Over Time
Information on the continuityof the four diagnostic groups fr om the initial assessment to the
6-year follow-up is presented in Figure 2. Relative to the No CD/CU group, girls in the CD/
CU (OR=5.82, p<.001), and CD only (OR=2.98, p<.001) groups were more likely to be
diagnosed with CD (regardless of CU traits) at follow-up. Girls in the CD only (OR=2.25,
p<.05) and CD/CU group (OR=4.38, p<.001) were also more likely to be diagnosed with
CD at follow-up relative to CU only group. The CD/CU group also had a higher prevalence
of CD diagnosis at follow-up than the CD only group (OR=1.95, p<.05). No significant
differences between the CU only and No CD/CU group were found for CD diagnosis at the
6-year follow-up (p >.05).

Analysis also indicated that girls in the CU only (OR=2.20, p<.001), CD only (OR=1.78, p<.
001), and CD/CU (OR=3.58, p<.001) groups were significantly more likely to meet
symptom threshold for CU traits (regardless of a CD diagnosis) relative to girls originally
classified in the No CD/CU group. However, there were no significant differences between
these three baseline diagnostic groups in terms of meeting symptom threshold criteria for
CU traits at follow-up (ps>.05).

Predictive Utility of CD and CU subgroups
Analyses examining outcomes of the four groups at the 6-year follow-up without controlling
for prior behavior are presented in Table 2. Relative to the No CD/CU group, girls in the CU
only group continued to exhibit higher ODD and ADHD symptoms and lower levels of
academic achievement. The CD only girls continued to have more problems on all outcomes
assessed relative to the No CD/CU group and had more problems associated with
depression, anxiety, relational aggression, and global impairment than the CU only group.
The CD group also had higher levels of anxiety in comparison to the CD/CU group. Relative
to the No CD/CU and CU only groups, girls in the CD/CU combined group exhibited more
problematic levels of all outcomes except for depression and anxiety. The CD/CU group
also had lower levels of academic achievement and higher levels of ODD symptoms,
relational aggression, bullying, and global impairment compared to CD only group.

The models predicting the Time 7 outcomes were then re-run controlling for baseline levels
of the outcomes at Time 1. Because bullying was not assessed until Time 3, levels of
bullying at this assessment wave were controlled for in the analysis. As seen in Table 3,
many group differences became non-significant after controlling for baseline differences.
However, the CD only group exhibited higher levels of ADHD, ODD and depressive
symptoms relative to the No CD/CU group, and higher levels of depressive symptoms
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relative to the CU only group. Girls in the CD only and CD/CU groups both exhibited higher
levels of relational aggression and global impairment than the No CD/CU and CU only
groups, and exhibited higher levels of bullying compared to the No CD/CU group. However,
the CD/CU and CD only groups were not significantly different from one another on any
outcomes.

Dimensional Approach
We conducted supplemental analyses to determine whether the results would be similar
using a dimensional approach to assess CU traits and CD (see Supplement 1, available
online). The primary analyses were repeated with CD and CU scales that were generated by
summing the items used to define the subgroups as predictors. A CD by CU interaction term
was also tested to determine if the association between CU traits the outcomes varied by
level of CD symptom. Significant interactions were probed by examining the association
between CU traits and the outcomes for girls with low (-1 SD), moderate (the mean), and
high (+1 SD) levels of CD symptom severity. The findings will be briefly reviewed here.

The findings predicting baseline levels of the outcomes largely mimicked the categorical
analyses (see Table S1, available online). Some notable exceptions involved significant
interactions between CU traits and CD symptom severity. For example, findings indicated
that CU traits were significantly associated with increased depressive symptoms, but only
for girls with low and moderate levels of CD. In contrast, CU traits were associated with
lower levels of anxiety only for girls with moderate and high levels of CD.

Results predicting outcomes at the six year follow-up (with and without controlling for
baseline levels) were also largely consistent with the group-based findings (see Tables S2
and S3, available online). Even after controlling for baseline CD symptoms severity, CU
traits predicted higher levels of CD symptoms at the six year follow-up. After controlling for
baseline levels of the outcomes and CD symptoms, CU traits were also associated with
lower levels of academic achievement and global functioning at the 6-year follow-up. CU
traits were also associated with higher levels of bullying behavior, but only for girls with
moderate and high levels of CD symptom severity. Conversely, CU traits significantly
predicted higher levels of ODD and ADHD symptoms for girls with low and moderate CD
symptoms at baseline. CD symptoms, but not CU traits, were associated with increased
levels of anxiety and depression at the follow-up, even after controlling for baseline levels of
these problems.

Discussion
The current study examined the clinical utility of the CU subtype of CD proposed for use in
DSM-5 using a large community sample of young girls2. In support of the utility of the CU
subtyping scheme, girls with the CU subtype of CD exhibited a more severe antisocial
behavior that persisted across a six-year follow-up in comparison to girls with CD alone. At
the follow-up assessment, the combined CD/CU girls were more likely to meet criteria for
CD and had higher levels of both relational aggression and bullying behavior relative to girls
with CD alone. This is consistent with evidence indicating that CU traits in adjudicated girls
are associated with social goals involving dominating others and forcing “respect” in peer
conflict situations22. Interestingly, girls with the CU subtype of CD were more likely than
girls with CD alone to lie to con others, which is a core feature of adult psychopathy. Girls
with the CU subtype of CD also had the greatest global impairment and lowest academic
achievement at follow-up, further supporting the clinical utility of this subtyping scheme.

The differences between girls with CU subtype of CD and those with CD alone were
reduced to non-significance at the six-year follow-up after controlling for group differences
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on the outcomes at the initial assessment. Consequently, girls with the CU subtype did not
experience greater increases in antisocial behavior relative to girls with CD alone. However,
other studies have found that CU traits may predict increases in general impairment in
girls23, and externalizing problems in both boys and girls5,24 across shorter intervals of time.
In addition, CU traits measured in early adolescence have been shown to significantly
predict adult criminal behavior even after controlling for co-occurring CD symptoms in boys
and girls8. It is possible that the long-term predictive utility of CU traits becomes more
pronounced during adolescence as these features become more stable and solidified.
However, when CU traits were measured using a dimensional approach, they were
associated with higher CD symptom severity, higher impairment, and lower academic
achievement at follow-up even after controlling for baseline levels of these problems and co-
occurring CD symptoms. CU traits also predicted higher levels of bullying behavior for girls
with high CD symptom severity. It is well documented that dimensional approaches are
often superior to categorical conceptualization of mental health disorders when predicting
clinical outcomes25, which is why different strategies for incorporating symptom severity
information into the DSM-V are currently being considered26.

The pattern of findings for internalizing problems was quite different. Results indicated that
girls with CD exhibited elevated depressive symptoms regardless of whether or not they had
CU traits. While the CD only girls experienced increases in depressive symptoms over time
relative to girls with no CD or CU traits, girls with the CU subtype of CD did not exhibit
increased depression symptoms at the six-year follow-up. In fact, girls with the CU subtype
of CD had lower levels of anxiety than girls with CD alone at the initial assessment and the
six-year follow-up. Moreover, girls with high CU traits had the lowest overall anxiety scores
relative to the other groups at both assessments. This finding is consistent with previous
investigations indicating that the positive association between conduct problems and anxiety
tends to become more pronounced when controlling for co-occurring CU traits 9,11. It is also
congruent with evidence indicating that low fearfulness may contribute to the development
of CU traits5

The continuity of the CU subtype of CD was relatively poor across the six-year follow-up,
with 14.5% of girls initially classified as having the CU subtype of CD meeting criteria for
this subtype six years later. Although this finding contradicts studies indicating that
dimensional measures of CU traits are relatively stable in children24,27, it is consistent with
evidence that categorically defined DSM mental disorders often have relatively poor
temporal stability. For example, clinic-referred children with CD often exhibit a waxing and
waning of symptoms across time, making the diagnostic continuity of CD across any two
time points relatively low28. When the temporal stability of dimensional measures of CU
traits and DBD symptoms have been directly compared in girls, evidence suggests that both
have moderate levels of year-to-year stability29. While the childhood-onset subtype of CD
was adopted in part to avoid the complexities associated with having a dynamic subtyping
scheme, concerns have been raised about the unreliability of retrospective reports to assess
age of onset in clinical practice1.

There has been increasing interest in examining the developmental outcomes of children
with high CU traits who do not meet criteria for CD. This group of girls was relatively rare,
making up only 4.3% (weighted) of the total sample. Interestingly, the CU only girls were
more likely to exhibit shallow affect and a lack of concern about school work, and less likely
to exhibit a lack of guilt and empathy than girls with the CU subtype of CD. The less
pronounced callous disregard for the suffering of others in the CU only girls may have
protected them from exhibiting more serious forms of antisocial behavior. However, these
girls were not completely devoid of externalizing problems, as they exhibited higher levels
of ADHD, ODD and relational aggression than girls with neither CD nor CU traits at
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baseline, and their elevated ODD and ADHD symptoms persisted across the 6-year follow-
up.

The prevalence of CD among the girls in the study was higher than in previous
investigations30. Girls in the study were recruited from an urban city with a poverty and
crime rate slightly above the national average, which could partially account for the high
prevalence rate. The use of a multiple informants approach that counted a symptom as
present if endorsed by either the parent, teacher, or child also increased the prevalence rate.
Weighted prevalence estimates of CD were 3.1%-5.0% when the informants were
considered separately. While the best method for combining multiple informant symptom
information is a matter of ongoing debate in the field, several studies support the use of the
either/or method used in the current investigation31,32. However, the use of rating scales that
do not take into account impairment or clinical expertise when making diagnoses may have
also contributed to the increased prevalence rates.

The findings need to be considered in the context of other limitations. First, the results may
not generalize to males or clinic-referred populations. The assessment of CU traits and CD
took place in early childhood, and it is possible that the CU subtype of CD may have
additional clinical utility and higher temporal continuity in adolescence. Lastly, the current
study was focused on testing a specific definition of the CU subtype of CD2. Future studies
should explore alternative subtyping schemes that include a more diverse array of CU
symptoms and/or use diagnostic interviews to assess CU traits.

With these limitations in mind, the overall findings emphasize the multi-faceted problems
that plague young girls with CD irrespective of the presence of CU traits. Effective
interventions for girls with CD will likely need to include an array of services such as parent
management training, medication management for ADHD, and individualized educational
planning. Girls with the CU subtype of CD would likely benefit from interventions that
emphasize gender-sensitive cognitive-behavioral skills training designed to reduce the types
of bullying and relational aggression that often occur within female peer groups. Girls with
CD in the absence of CU traits may require treatment programming that places a greater
emphasis on building emotion regulation skills and modifying maladaptive cognitions that
promote feelings of depression and anxiety.

The potential incorporation of CU traits into the diagnosis of CD in DSM-5 is a matter of
ongoing debate. The current study provides some evidence for the clinical utility of a
recently proposed CU subtype of CD in young girls that could at least supplement the
childhood-onset distinction outlined in DSM-IV. Young girls with the CU subtype of CD
appear to be at high risk for exhibiting serious and persistent forms of antisocial behavior in
the absence of persistent internalizing problems, with the latter being more prevalent in girls
with CD alone. If studies continue to support the utility of the proposed CU subtype of CD,
difficult decisions will have to be made about whether it should replace or augment the
existing age of onset subtype.
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Figure 1.
Symptom profiles for diagnostic groups at the initial assessment.
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Figure 2.
Stability of diagnostic classification from the initial assessment to the six-year follow-up.
Note: CD = conduct disorder; CU = callous-unemotional.
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