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Abstract

The authors’ objective was to examine the presence of Axis | and Il psychiatric disorders among
adult males and females with a history in childhood and/or adolescence of conduct disorder (CD).

Data were derived from a large national sample of the U.S. population. Face-to-face interviews of
more than 34,000 adults ages 18 years and older were conducted during 2004—-2005 using the
Alcohol Use Disorder and Associated Disabilities Interview Schedule -DSM-IV Version.

After adjusting for sociodemographic characteristics and psychiatric comorbidity, CD was
associated with all Axis I and Il disorders, particularly substance use disorders (SUD), bipolar
disorder, and histrionic personality disorders. After adjusting for gender differences in the general
population, men had significantly greater odds of social anxiety disorder and paranoid personality
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disorder, whereas women were more likely to have SUD. Furthermore, there was dose-response
relationship between number of CD symptoms and risk for most psychiatric disorders.

From a clinical standpoint, knowledge of the gender differences in associations of CD with other
psychiatric disorders in adulthood may be informative of developmental pathways of the disorder,
and of possible gender-specific risk factors. Early recognition and treatment of CD may help
prevent the development of adult-onset disorders.
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INTRODUCTION

Conduct disorder (CD) is highly prevalent in childhood and early adolescence, constituting
one of the most common chief complaints in child mental health consultations. It is
accompanied by significant impairment in most spheres of life (Kim-Cohen et al., 2005;
Lambert, et al.,,2001; Maughan et al. 2004; Nock et al, 2006), high public health costs
(Foster & Jones, 2005), and family burden (Sourander et al., 2007). The prevalence of CD
has been estimated to range from 4-16% in males and from 2-9% in females (Cohen et al
1993; Loeber et al., 2000; Nock et al., 2006). There are some indications that its prevalence
may be increasing in Western societies (Angold & Costello, 2001).

In previous studies, a history of CD has been associated with the later development of mood,
anxiety, and substance use disorders (SUD), and some studies have also documented that
45-70% of individuals with CD develop antisocial personality disorder (ASPD) in early
adulthood (Gelhorn et al., 2007; Kim-Cohen et al., 2003; Lahey et al., 2002; Nock et al.,
2006; Zoccolillo et al.,1992). However, the relationship between CD with Axis |
psychopathology and the broader spectrum of personality disorders has not been previously
examined. Understanding these associations is crucial to help clinicians develop a greater
awareness of the risk of future psychopathology and to design appropriate treatment and
preventive interventions.

Prior research has also suggested that the association of CD with other disorders varies by
gender, leading to different psychopathology in men and women in adulthood. For instance,
internalizing disorders are more commonly associated with CD in adolescent girls than boys,
whereas boys are more likely to develop externalizing disorders (Loeber & Keenan, 1994).
However, whether gender differences in the association of CD with adult psychopathology
are moderated by the presence of CD or merely reflect gender differences in the distribution
of psychiatric disorders in the general population is unclear.

Finally, an important question from a developmental psychopathology perspective is
whether the severity of CD influences the risk of associated psychopathology, i.e., whether
there is a dose-response relationship between severity of CD and risk of psychiatric and
personality disorders in adulthood. Prior studies have found dose-response relationships
among different subtypes of CD and Axis | psychopathology (Nock et al., 2006). However,
whether these relationships may apply to Axis Il psychopathology and vary by gender is
unclear.

The goal of this study was to address these gaps in the literature. To our knowledge, this is
the first large epidemiological study to examine the association between CD and the broad
range of Axis | and Il disorders, looking at differences in men and women. We draw on data
from Wave 2 of the National Epidemiologic Survey on Alcohol and Related Conditions

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Morcillo et al.

METHODS

Sample

Assessment

Page 3

(NESARC), a large nationally representative sample of the US population (N=34,635)
collected in 2004—-2005 (Grant et al., 2007). Our findings contribute to a better
understanding of the gender differences in the association between CD and a broad range of
psychiatric disorders in adults.

NESARC sample—The NESARC sample is a nationally representative sample of the
adult population of the United States conducted by the Census Bureau under the direction of
the National Institute on Alcohol Abuse and Alcoholism. The NESARC target population
was non-institutionalized individuals aged 18 years and older in the civilian population
residing in households and group living quarters; including residents of the continental
United States, Columbia, Alaska and Hawaii. Blacks, Hispanics, and young adults (18-24
years old) were oversampled.

The 2004-2005 Wave 2 NESARC is the second Wave longitudinal follow-up of the Wave 1
NESARC, conducted in 2001-2002. The first wave included face-to-face interviews with
43,093 respondents, yielding and overall response rate of 81.0% as described in detail
elsewhere (Grant et al., 2007; Grant et al., 2003a). The Wave 2 interview was conducted
approximately 3 years later (mean interval: 36.6 (s.e. 2.6) months). Excluding individuals
who were ineligible (e.g., deceased), the response rate in wave 2 was 86.7%, reflecting
34,653 completed interviews. The cumulative response rate of Wave 2 was equal to the
product of Wave 1 and Wave 2 response rates, or 70.2% (Grant et al., 2007). Wave 2
NESARC data were adjusted for non-response based on socio-demographic characteristics
and presence of any lifetime Wave 1 NESARC SUD or other psychiatric disorder. The
adjusted data are representative of the civilian population of the United States based on the
2000 Decennial Census (Grant et al., 2007). The research protocol, including informed
consent procedures, received full ethical review and approval from the U.S. Census Bureau
and the U.S. Office of Management and Budget.

Sociodemographic Characteristics—Sociodemographic characteristics included sex,
race-ethnicity, nativity, age, education, marital status, place of residence, employment status,
and personal and family income.

Psychiatric diagnoses—All psychiatric diagnoses were made according to DSM-IV-TR
criteria(2000) using the Alcohol Use Disorder and Associated Disabilities Interview
Schedule-DSM-IV Version (AUDADIS-IV), Wave 2 version (Grant et al., 2004b), a reliable
and valid diagnostic interview designed to be used by trained interviewers.(Grant et al.,
2001) Conduct disorder was assessed retrospectively through 20 items that yielded a
Cronbach’s alpha of 0.72. All questions included in the AUDADIS-IV reflected CD DSM-
IV conduct disorder criteria and the 4 dimensions of the disorder( aggression to people and
animals, destruction of property, deceitfulness or theft and serious violations of rules), (e.g.
“Have you often cut class, not go to class, or go but then leave without permission?: Has
there been a time when you bullied or pushed people around or tried to make them afraid of
you?”’; Has there been a time of your life when you lied a lot, not counting any times to lied
to keep from being hurt?...) All criteria had to be endorsed before age 15.

Extensive AUDADIS-IV questions covered DSM-1V criteria for alcohol and drug-specific
abuse and dependence for 10 classes of substances. The good to excellent (k =0.70-0.91)
test-retest reliability of AUDADIS-IV substance use diagnoses is documented in clinical and
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general population samples (Grant et al., 2003b; Hasin et al.,1997). Convergent,
discriminant, and construct validity of AUDADIS-IV substance use disorder criteria and
diagnoses were good to excellent (Hasin et al.,1990; Hasin et al., 2003).

Mood disorders included DSM-IV major depressive disorder (MDD), bipolar | and 11, and
dysthymia. Diagnoses of MDD ruled out bereavement. Anxiety disorders included DSM-1V
panic disorder, social anxiety disorder, specific phobias, generalized anxiety disorder
(GAD), and posttraumatic stress disorder (PTSD). AUDADIS-IV methods to diagnose these
disorders are described in detail elsewhere (Grant et al., 2004a; Grant et al., 2005; Grant et
al., 2006). Attention-deficit/hyperactivity disorder (ADHD) was assessed in the Wave 2
NESARC. Suicide attempts were assessed only in individuals who reported having been sad,
blue depressed or having a period that they did not care about things that they usually
enjoyed for at least 2 weeks. In those cases, suicide attempt was assessed and computed for
those who reported having attempted suicide during that period.

Personality disorders assessed on a lifetime basis at Wave 1 and described in detail
elsewhere (Compton et al., 2005; Grant et al., 2005) included avoidant, dependent,
obsessive-compulsive, paranoid, schizoid, histrionic, and antisocial personality disorders.
Borderline, schizotypal, and narcissistic personality disorders were measured at Wave 2.

Test-retest reliabilities for AUDADIS-IV mood, anxiety, personality disorders, and ADHD
diagnoses in the general population and clinical settings were fair to good ( =0.40-0.77)
(Canino et al., 1999; Ruan et al., 2008). Test-retest reliabilities of AUDADIS-1V personality
disorders compare favorably with those obtained in patient samples using semi structured
personality interviews (Zimmerman, 1994). Convergent validity was good to excellent for
all affective, anxiety, and personality disorders diagnoses (Grant et al., 2005; Grant et al.,
2006), and selected diagnoses showed good agreement (x =0.64—0.68) with psychiatrist
reappraisals (Canino et al., 1999).

Statistical Analyses

Weighted means, frequencies and odds ratios (ORs) of socio-demographic correlates,
prevalence of lifetime and current DSM-1V psychiatric disorders were computed. Adjusted
odds ratios were derived from multiple logistic regressions with CD as the predictor variable
and presence of each psychiatric disorder as the outcome, adjusting for sociodemographic
characteristics and other psychiatric comorbidity. Gender differences in psychiatric
comorbidity among individuals with CD, adjusting for gender differences in the prevalence
of psychiatric disorders in the general population, were examined using logistic regression
models with each psychiatric disorder as the outcome and using as predictors gender, CD
and their interaction. One logistic regression model was used for each disorder. All models
used female gender and absence of CD as the reference categories, and adjusted for the
sociodemographic characteristics of the sample.

Dose-response relationships between the number of CD symptoms and risk of psychiatric
disorders were computed by grouping the number of CD symptoms into 3 categories: 0
(used as reference), 1-2 and 3 or more symptoms. As in previous research with other
samples, (Blanco et al., 2011), the cut-offs were chosen to represent as full a spread of
scores as possible but avoid categories with few members. We consider significant odds
ratios those with confidence intervals that do not include 1. All standard errors and 95% Cls
were estimated using SUDAAN (Research Triangle Institute., 2007) to adjust for the design
effects of the NESARC.
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RESULTS

Prevalence of CD and Sociodemographic Characteristics

The retrospective prevalence of CD was 3.39% (CI: 95%CI: 3.10-3.17) in males and 1.28%
(CI: 1.15-1.43) in females. For both males and females, being Native American, having less
than a high school degree, having been never married and having public or no insurance
increased the risk of CD, whereas being foreign-born decreased the risk of CD. Among
females, being Black increased the risk of CD, whereas being Asian decreased it (See
Supplementary Tables 1 and 2).

Disorders Associated with CD

After adjusting for sociodemographic characteristics, men with previous history of CD were
significantly more likely to have all Axis I and Il diagnoses than those without CD, with the
exception of alcohol abuse. After further adjustment for psychiatric comorbidity, men with
history of CD were still more likely to have any Axis | psychiatric disorder, any Axis Il
diagnosis, any drug use disorder, any alcohol use disorder, bipolar disorder, ADHD, and less
likely to have GAD that those without CD. Among Axis Il disorders, men with history of
CD were more likely to have obsessive compulsive, paranoid and histrionic personality
disorder, but less likely to be diagnosed with borderline personality disorder (Table 1).

Women with history of CD were more likely than women without CD to have all Axis | and
Il diagnoses, even when sociodemographic factors were taken into account. After further
adjusting for comorbidity, women with previous history of CD were still more likely to have
any psychiatric, any Axis | diagnosis, any alcohol use disorder and any drug disorder. In this
adjusted model, women with prior CD also had higher odds of having bipolar disorder and a
history of suicide attempts, but had lower odds of social anxiety disorder. Among Axis Il
disorders, women with history of CD had higher odds of histrionic personality disorder and
lower odds of borderline personality disorder (Table 2).

There was a statistically significant interaction between gender and CD for SUD, indicating
that after adjusting for gender differences in the general population, the prevalence of SUD
was lower in men than in women. The opposite was true for social anxiety and paranoid
personality disorder (Table 3).

Number of symptoms and rates of comorbidity

There was a dose-response relationship between number of CD symptoms and risk for
psychiatric disorders. Subjects endorsing between 1-2 symptoms of CD had significantly
increased odds of having any other psychiatric disorder. These odds were greater when
subjects presented 3 or more symptoms. (Supplementary Table 3).

DISCUSSION

In a large, nationally representative sample of US adults, a history of CD in childhood and
adolescence was associated with increased odds of a broad range of Axis I and 11 disorders,
even after adjusting for sociodemographic characteristics and psychiatric comorbidity. There
were gender differences in patterns of comorbidity, and some of those differences were
moderated by a history of CD. Furthermore, there was a dose-response relationship between
number of CD criteria and risk of psychiatric disorders.

Disorders associated with CD

Consistent with previous studies (Krueger & Tackett, 2003; Regier et al., 1990; Swendsen et
al., 2010), prior history of CD was strongly associated to ASPD (Gelhorn et al., 2007;
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Zoccolillo et al., 1992) and SUD in adulthood. Our study extends previous research by
documenting that CD in childhood and adolescence is also associated with internalizing
psychopathology and all personality disorders, even after adjusting for sociodemographic
characteristics. Previous studies have found that disruptive behavior disorders can predict
the onset of other psychiatric disorders (Costello et al., 2003; Kim-Cohen et al., 2003). For
example, the Dunedin study, which examined individuals from childhood until age 32,
found that oppositional defiant disorder (ODD) and CD were part of the developmental
history of several Axis | diagnoses and ASPD (Kim-Cohen et al., 2003). Our data suggest
that these associations can still be detected when a broader age range is considered.

The reasons why CD may increase the risk of all psychiatric disorders are unknown, but
may involve biological factors such as genetic (Cadoret et al 1995, Eley et al.,1999, Kendler
2011), hormonal (Ramirez, 2003) and temperamental factors (Caspi et al., 1995), as well as
developmental and psychosocial ones (Dodge & Petit, 2003). Recent studies have shown
that while the continuity for externalizing problems may be rooted mainly in genes, shared
environmental risks factors among psychiatric disorders play an important role in the
association of externalizing and internalizing disorders (Kendler et al 2011). Therefore, one
possibility is that many of the risk factors for CD, such as neighborhood characteristics,
parent-child conflict or family functioning, may be also risk factors for other disorders
(Copeland et al.,2009). CD may also increase the risk of future psychiatric disorders by
contributing to a negative outcome, such as school failure, family distress or impairment in
social relationships that in turn increase the risk for other disorders (Capaldi, 1992).

After further adjusting for other psychiatric comorbidity, a common pattern of association of
disorders arose in women and men. Consistent with previous studies, both men and women
with history of CD had higher prevalence of SUD in adulthood (Boyle et al., 1992; Nock et
al., 2006), ASPD (Eppright et al., 1993; Gelhorn et al., 2007), bipolar disorder (Kovacs &
Pollock, 1995; Wozniak et al., 1995) and histrionic personality disorder, suggesting a
general vulnerability for externalizing disorders (Grove et al., 1990; Kendler et al., 1997;
Kendler et al., 2003; Krueger et al., 1998). It is possible that this vulnerability is expressed
as one or more disorders depending on the individual level of liability to externalizing
disorders and the level of exposure to external risk factors (Neale & Kendler, 1995). By
contrast, we found that associations between CD and internalizing disorders were no longer
significant, suggesting that the association between CD and internalizing disorders is
generally not direct, but rather mediated by the presence of externalizing disorders.
Nevertheless, it is possible that in some cases, the presence of internalizing disorders may be
mediated by externalizing disorders. For example, SUD may increase the risk of mood and
anxiety disorders (Brady & Sinha, 2005).

Overall, our study provides some insight on the current perspective of developmental
psychopathology. In contrast with previous categorical conceptualizations of the nosology of
disorders, ample evidence from longitudinal studies has shown that there is a continuity in
psychiatric disorders that, initiated in childhood, persist throughout the life span, not only in
a homotypic pattern (persistence of the same disorder), but also in heterotypic forms
(different disorders predicting each other over time) (Copeland et al 2009). In particular,
specific heterotypic patterns of prediction have been described for anxiety-depression (Kim-
Cohen et al 2003, Pine et al., 1998), and for conduct disorder (predicting mood disorders,
anxiety, SUD and ASPD) (Burke, J. D. et al.,2005; Kim-Cohen et al., 2003; Zoccolillo et al.,
1992). In the broader range of Axis Il disorders, our results also confirm CD as one of the
most persistent forms of psychopathology over time.
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Gender specific patterns

The prevalence of certain comorbid disorders also varied by gender, as indicated by the
main effects of our logistic regression models. CD was associated with a significantly higher
prevalence of ADHD, and paranoid and obsessive-compulsive personality disorder in men,
whereas in women CD was associated with higher prevalence of suicide attempts. Our
results may partially reflect gender differences in the prevalence of disorders in the general
population. In the general population men are more prone to develop externalizing disorders,
whereas women seem to have higher vulnerability for internalizing disorders (Fontenelle &
Hasler, 2008; Goodman, 2009; Mellos et al., 2010).

An important, novel finding of our study was that, after adjusting for gender differences in
the general population, SUD were more common in women that among men, whereas the
opposite was true for social anxiety disorder and paranoid personality disorder, as indicated
by the statistical significance of the interaction terms. Because of greater social pressure
against the development of aggressive, exploitative, and criminal behavior, women may
require a larger genetic load than men to manifest CD behaviors, and this genetic load may
simultaneously increase the risk of SUD among women (Costello et al., 2003; Sung et al.,
2004, Loeber et al., 2010). Alternatively, women who engage in the deviant behaviors
characteristic of CD may tend to be less sensitive to social pressures, and thus more likely to
engage in substance use or to be more susceptible to transition from substance use to SUD,
which is in line with the “gender paradox”(Costello et al.,1999). Similar mechanisms may
explain the significant interactions for social anxiety disorder and paranoid personality
disorder. In the general population women are more likely than men to suffer from disorders
characterized by a heightened sense of social inadequacy or personal vulnerability, as
indicated by the significance of the main effect terms for social anxiety disorder and
paranoid personality disorder. However, the traits associated with CD may help counteract
those liabilities more strongly in women than men, resulting in a less marked gender
difference in the prevalence of those disorders among individuals with CD.

A greater knowledge of the gender differences in prevalence, clinical course and
associations of CD in adulthood may be relevant to inform on developmental pathways of
the disorder, future classification systems, and on possible gender-specific risk and
protective factors that can be integrated in prevention programs.

Dose-Response Relationship

Higher severity of CD, measured as number of symptoms endorsed by the respondent,
increased risk of all psychiatric disorders in men and women. Furthermore, the dose-
response relationship was present even among those subjects endorsing sub threshold
symptoms (between 1-2 symptoms) of CD. The number of symptoms may be a severity
indicator for a latent variable that, in interaction with the environment, could lead to more
severe outcomes (Dodge, 2009). It is also possible that children with greater number of CD
symptoms expose themselves to a more harmful environment by associating with deviant
peers, engaging in substance use or criminal behavior, which would then amplify the effect
of the subject’s preexisting vulnerability to psychiatric disorders (Lyons et al., 1995).
Alternatively, early exposure to negative environmental factors or events may lead to the
activation of genes that may increase the risk of most adult psychiatric disorders (Beach et
al., 2010; Dodge, 2009).

Our findings highlight the need to develop more effective interventions to address antisocial
behaviors and their comorbid conditions. Current prevention programs’ focus on family and
school (Hutchings et al., 2007; Poduska et al., 2008) are especially designed for younger
children, but much less is known about the efficacy of interventions for older children or
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adolescents with CD. In other areas of medicine, the application of aggressive treatment of
current disorders (e.g. HIV), appears to be highly effective in preventing new ones
(Montaner et al., 2010). The treatment of CD may constitute a very efficient preventive
strategy for adult psychiatric disorders.

Strengths and limitations

Main strengths of our study are the use of large, nationally representative sample, which
makes the results generalizable to the US population, and the assessment of a wide range of
psychiatric disorders. The study also has some limitations. First, the diagnosis of CD was
assessed retrospectively, which introduces the possibility of recall bias, according to which,
there is a risk that participants with psychiatric disorders may be more likely to remember
past conflictive and difficult events. However, there is evidence indicating that adult
informants are a reliable source when reporting childhood experiences (Brewin et al., 1993;
Hardt & Rutter, 2004). Second, our results are based on general population and may
underestimate the rates of comorbid disorders that could be found in clinical samples, or
among incarcerated subjects. (Compton et al., 2003). Third, the current DSM-IV diagnostic
system may not fully reflect existing gender differences in the expression of aggression,
leading to an underestimation of aggression in women. (Crick, 1996; Crapanzano et al,
2010). Fourth, comorbidity between previous history of CD and other disorders may be
linked to a history of CD in the family. However, this piece of information was not collected
in the NESARC. Fifth, our study has a cross-sectional design. Further longitudinal studies
that confirm the continuity of psychiatric disorders from childhood to adulthood are needed.

Despite the limitations, these findings carry important clinical implications for pediatricians,
child psychiatrists and psychologists. Our findings suggest that CD has strong associations
with all psychiatric disorders examined, with a greater predisposition among the
externalizing group. Moreover, there seems to be differences in the patterns of comorbidity
across genders, and dose response relationship between severity of CD and later risk for all
psychiatric disorders. The treatment of CD in childhood and adolescence may help decrease
the suffering of individuals with CD and their families. It may also constitute an important
strategy to decrease the burden of psychiatric disorders in adulthood.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

References

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition. Washington, DC: American Psychiatric Association; 2000.

Angold, A.; Costello, E. The epidemiology of disorders of conduct: Nosological issues and
comorbidity. In: Hill, J.; Maughan, B., editors. Conduct Disorder in Childhood and Adolescence.
Cambridge: Cambridge University Press; 2001. p. 126-68.

Beach SR, Brody GH, Gunter TD, Packer H, Wernett P, Philibert RA. Child maltreatment moderates
the association of MAOA with symptoms of depression and antisocial personality disorder. Journal
of Family Psychology. 2010; 24:12-20. [PubMed: 20175604]

Blanco C, Myers J, Kendler KS. Gambling, disordered gambling and their association with major
depression and substance use: a web-based cohort and twin-sibling study. Psychological Medicine.
2011; 1(1):1-12.

Boyle MH, Offord DR, Racine YA, Szatmari P, Fleming JE, Links PS. Predicting substance use in late
adolescence: results from the Ontario Child Health Study follow-up. American Journal of
Psychiatry. 1992; 149:761-7. [PubMed: 1590492]

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Morcillo et al.

Page 9

Brady KT, Sinha R. Co-occurring mental and substance use disorders: the neurobiological effects of
chronic stress. American Journal of Psychiatry. 2005; 162:1483-1493. [PubMed: 16055769]

Brewin CR, Andrews B, Gotlib IH. Psychopathology and early experience: A reappraisal of
retrospective reports. Psychological Bulletin. 1993; 113(1):82. [PubMed: 8426875]

Burke JD, Loeber R, Lahey BB, Rathouz PJ. Developmental transitions among affective and
behavioral disorders in adolescent boys. Journal of Child Psychology and Psychiatry. 2005;
46:1200-1210. [PubMed: 16238667]

Cadoret RJ, Yates WR. Genetic-environmental interaction in the genesis of aggressivity and conduct
disorders. Archives of General Psychiatry. 1995; 52:916-924. [PubMed: 7487340]

Canino GJ, Bravo M, Ramirez R, Febo V, Fernandez R, Hasin DS. The Spanish Alcohol Use Disorder
and Associated Disabilities Interview Schedule (AUDADIS): reliability and concordance with
clinical diagnoses in a Hispanic population. Journal of Studies on Alcohol. 1999; 60:790-799.
[PubMed: 10606491]

Capaldi D. Co-occurrence of conduct problems and deppressive symptoms in early adolescent boys, 11:
a two year follow up at grade 8. Develomental Psychopathology. 1992; 4:125-144.

Caspi A, Henry B, McGee RO, Moffit TE, Silva PA. Temperamental origins of child and adolescent
behaviour problems. From age three to age fifteen Child Development. 1995; 66:55-68.

Cohen P, Cohen J, Kasen S, Velez CN, Hartmark C, Johnson J, Rojas M, Brook J, Streuning EL. An
Epidemiological Study of Disorders in Late Childhood and Adolescence—I. Age and Gender
Specific Prevalence. Journal of Child Psychology and Psychiatry. 1993; 34(6):851-867. [PubMed:
8408371]

Compton WM, Cottler LB, Jacobs JL, Ben-Abdallah A, Spitznagel EL. The role of psychiatric
disorders in predicting drug dependence treatment outcomes. American Journal of Psychiatry.
2003; 160:890-5. [PubMed: 12727692]

Compton WM, Conway KP, Stinson FS, Colliver JD, Grant BF. Prevalence, correlates, and
comorbidity of DSM-1V antisocial personality syndromes and alcohol and specific drug use
disorders in the United States: results from the national epidemiologic survey on alcohol and
related conditions. Journal of Clinical Psychiatry. 2005; 66:677-85. [PubMed: 15960559]

Copeland W, Shanahan L, Costello EJ, Angold A. Configurations of common childhood psychosocial
risk factors. Journal of Child Psychology and Psychiatry and Allied Disciplines. 2009; 50:451-9.

Costello EJ, Erkanli A, Federman E, Angold A. Development of psychiatric comorbidity with
substance abuse in adolescents: effects of timing and sex. Journal of Clinical Child Psychology.
1999; 28:298-311. [PubMed: 10446679]

Costello EJ, Mustillo S, Erkanli A, Keeler G, Angold A. Prevalence and development of psychiatric
disorders in childhood and adolescence. Archives of General Psychiatry. 2003; 60:837-44.
[PubMed: 12912767]

Crapanzano AM, Frick PJ, Terranova AM. Patterns of physical and relational aggression in a school-
based sample of boys and girls. Journal of Abnormal Child Psychology. 2010; 38:433-445.
[PubMed: 20013045]

Crick NR. The role of overt aggression, relational aggression and prosocial behavior in the prediction
of children’s future social adjustment. Child Development. 1996; 67:2317-2327. [PubMed:
9022243]

Dodge KA. Mechanisms of Gene-Environment Interaction Effects in the Development of Conduct
Disorder. Perspectives on Psychological Science. 2009; 4:408-414. [PubMed: 19779577]

Dodge KA, Pettit GS. A biopsychosocial model of the development of chronic conduct problems in
adolescence. Developmental Psychology. 2003; 39:349-371. [PubMed: 12661890]

Eley TC, Lichtenstein P, Stevenson J. Sex differences in the etiology of agressive and nonaggressive
antisocial behaviour. Results from two twin studies. Child Development. 1999; 70:155-168.
[PubMed: 10191520]

Eppright TD, Kashani JH, Robison BD, Reid JC. Comorbidity of conduct disorder and personality
disorders in an incarcerated juvenile population. American Journal of Psychiatry. 1993; 150:1233-
6. [PubMed: 8328569]

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Morcillo et al.

Page 10

Fontenelle LF, Hasler G. The analytical epidemiology of obsessive-compulsive disorder: risk factors
and correlates. Progress in Neuro-Psychopharmacology and Biological Psychiatry. 2008; 32:1-15.
[PubMed: 17689849]

Foster EM, Jones DE. The high costs of aggression: public expenditures resulting from conduct
disorder. American Journal of Public Health. 2005; 95:1767-72. [PubMed: 16131639]

Gelhorn HL, Sakai JT, Price RK, Crowley TJ. DSM-IV conduct disorder criteria as predictors of
antisocial personality disorder. Comprehensive Psychiatry. 2007; 48:529-38. [PubMed:
17954138]

Goodman AC. Economic analyses of multiple addictions for men and women. Journal of Mental
Health Policy and Economics. 2009; 12:139-55. [PubMed: 19996476]

Grant, B.; Dawson, D.; Hasin, D. The alcohol use disorders and associated disabilities interview
schedule- version for DSM-1V (AUDADIS 1V). National Institute on Alcohol Abuse and
Alcoholism; Bethesda, MD: 2001.

Grant, B.; Kaplan, K.; Moore, T.; Kimball, J. 2004-2005 Wave National Epidemiologic Survey of
Alcohol and Related Conditions: source and Accuracy Statement. National Institute on Alcohol
Abuse and Alcoholism; Bethesda, MD: 2007.

Grant, B.; Moore, T.; Shepard, J.; Kaplan, K. Source and accuracy statement: Wave 1 of the 2001-
2002 National Epidemiologic Survey of Alcohol and Related Conditions (NESARC). National
Institute on Alcohol Abuse and Alcoholism; Bethesda, MD: 2003a.

Grant B, Stinson F, Dawson D, Chou S, Dufour M, Compton W. Prevalence and co-occurrence of
substance use disorders and independent mood and anxiety disorders: results from the National
Epidemiologic Survey on Alcohol and Related Conditions. Archives of General Psychiatry. 2004a:
807-16.

Grant, BF.; Dawson, DA.; Hasin, DS. The Wave 2 National Epidemiologic Survey on Alcohol and
Related Conditions Alcohol Use Disorder and Associated Disabilities Interview Schedule -
DSMIV Version. Bethesda, MD: National Institute on Alcohol Abuse and Alcoholism; 2004b.

Grant BF, Dawson DA, Stinson FS, Chou PS, Kay W, Pickering R. The Alcohol Use Disorder and
Associated Disabilities Interview Schedule-1V (AUDADIS-1V): reliability of alcohol
consumption, tobacco use, family history of depression and psychiatric diagnostic modules in a
general population sample. Drug and Alcohol Dependence. 2003b; 71:7-16. [PubMed: 12821201]

Grant BF, Hasin DS, Blanco C, Stinson FS, Chou SP, Goldstein RB, Dawson DA, Smith S, Saha TD,
Huang B. The epidemiology of social anxiety disorder in the United States: results from the
National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical
Psychiatry. 2005; 66:1351-61. [PubMed: 16420070]

Grant BF, Hasin DS, Stinson FS, Dawson DA, Goldstein RB, Smith S, Huang B, Saha TD. The
epidemiology of DSM-1V panic disorder and agoraphobia in the United States: results from the
National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical
Psychiatry. 2006; 67:363-74. [PubMed: 16649821]

Grove WM, Eckert ED, Heston L, Bouchard TJ Jr, Segal N, Lykken DT. Heritability of substance
abuse and antisocial behavior: a study of monozygotic twins reared apart. Biological Psychiatry.
1990; 27:1293-304. [PubMed: 2364118]

Hardt J, Rutter M. Validity of adult retrospective reports of adverse childhood experiences: review of
the evidence. Journal of Child Psychology and Psychiatry. 2004; 45:260-273. [PubMed:
14982240]

Hasin D, Carpenter KM, McCloud S, Smith M, Grant BF. The alcohol use disorder and associated
disabilities interview schedule (AUDADIS): reliability of alcohol and drug modules in a clinical
sample. Drug and Alcohol Dependence. 1997; 44:133-41. [PubMed: 9088785]

Hasin DS, Grant B, Endicott J. The natural history of alcohol abuse: implications for definitions of
alcohol use disorders. American Journal of Psychiatry. 1990; 147:1537-1541. [PubMed: 2221170]

Hasin DS, Schuckit MA, Martin CS, Grant BF, Bucholz KK, Helzer JE. The validity of DSM-IV
alcohol dependence: what do we know and what do we need to know? Alcoholism, Clinical and
Experimental Research. 2003; 27:244-52.

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Morcillo et al.

Page 11

Hutchings J, Gardner F, Bywater T, Daley D, Whitaker C, Jones K, Eames C, Edwards RT. Parenting
intervention in Sure Start services for children at risk of developing conduct disorder: pragmatic
randomised controlled trial. BMJ. 2007; 334:678. [PubMed: 17350966]

Kendler KS, Aggen SH, Knudsen GP, Roysamb E, Neale MC, Reichborn-Kjennerud T. The structure
of genetic and environmental risk factors for syndromal and subsyndromal common DSM-1V axis
I and all axis 1 disorders. American Journal of Psychiatry. 2011; 168:1-29. [PubMed: 21205810]

Kendler KS, Davis CG, Kessler RC. The familial aggregation of common psychiatric and substance
use disorders in the National Comorbidity Survey: a family history study. British Journal of
Psychiatry. 1997; 170:541-8. [PubMed: 9330021]

Kendler KS, Prescott CA, Myers J, Neale MC. The structure of genetic and environmental risk factors
for common psychiatric and substance use disorders in men and women. Archives of General
Psychiatry. 2003; 60:929-37. [PubMed: 12963675]

Kim-Cohen J, Arseneault L, Caspi A, Tomas MP, Taylor A, Moffitt TE. Validity of DSM-IV conduct
disorder in 41/2-5-year-old children: a longitudinal epidemiological study. American Journal of
Psychiatry. 2005; 162:1108-17. [PubMed: 15930059]

Kim-Cohen J, Caspi A, Moffitt TE, Harrington H, Milne BJ, Poulton R. Prior juvenile diagnoses in
adults with mental disorder: developmental follow-back of a prospective-longitudinal cohort.
Archives of General Psychiatry. 2003; 60:709-17. [PubMed: 12860775]

Kovacs M, Pollock M. Bipolar disorder and comorbid conduct disorder in childhood and adolescence.
Journal of the American Academy of Child and Adolescent Psychiatry. 1995; 34:715-23.
[PubMed: 7608044]

Krueger RF, Caspi A, Moffitt TE, Silva PA. The structure and stability of common mental disorders
(DSM-111-R): a longitudinal-epidemiological study. Journal of Abnormal Psychology. 1998;
107:216-27. [PubMed: 9604551]

Krueger RF, Tackett JL. Personality and psychopathology: working toward the bigger picture. Journal
of Personality Disorders. 2003; 17:109-28. [PubMed: 12755325]

Lahey BB, Loeber R, Burke J, Rathouz PJ, McBurnett K. Waxing and waning in concert: dynamic
comorbidity of conduct disorder with other disruptive and emotional problems over 7 years among
clinic-referred boys. Journal of Abnormal Psychology. 2002; 111:556-67. [PubMed: 12428769]

Lambert EW, Wahler RG, Andrade AR, Bickman L. Looking for the disorder in conduct disorder.
Journal of Abnormal Psychology. 2001; 110:110-23. [PubMed: 11265675]

Loeber R, Burke JD, Lahey BB, Winters A, Zera M. Oppositional defiant and conduct disorder: a
review of the past 10 years, part I. Journal of the American Academy of Child and Adolescent
Psychiatry. 2000; 39(12):1468-1484. [PubMed: 11128323]

Loeber R, Keenan K. Interaction between conduct disorder and its comorbid conditions: Effects of age
and gender. Clinical Psychology Review. 1994; 14:497-523.

Lyons MJ, True WR, Eisen SA, Goldberg J, Meyer JM, Faraone SV, Eaves LJ, Tsuang MT.
Differential heritability of adult and juvenile antisocial traits. Archives of General Psychiatry.
1995; 52:906-15. [PubMed: 7487339]

Loeber R, Stepp SD, Chung T, Hipwell AE, White HR. Time-Varying Associations Between Conduct
Problems and Alcohol Use in Adolescent Girls: The Moderating Role of Race. Journal of studies
on alcohol and drugs. 2010; 71(4):544-553. [PubMed: 20553663]

Maughan B, Rowe R, Messer J, Goodman R, Meltzer H. Conduct disorder and oppositional defiant
disorder in a national sample: developmental epidemiology. Journal of Child Psychology and
Psychiatry and Allied Disciplines. 2004; 45:609-21.

Mellos E, Liappas I, Paparrigopoulos T. Comorbidity of personality disorders with alcohol abuse. In
Vivo. 2010; 24:761-9. [PubMed: 20952746]

Montaner JS, Lima VD, Barrios R, Yip B, Wood E, Kerr T, Shannon K, Harrigan PR, Hogg RS, Daly
P, Kendall P. Association of highly active antiretroviral therapy coverage, population viral load,
and yearly new HIV diagnoses in British Columbia, Canada: a population-based study. Lancet.
2010; 376:532-9. [PubMed: 20638713]

Neale MC, Kendler KS. Models of comorbidity for multifactorial disorders. American Journal of
Human Genetics. 1995; 57:935-53. [PubMed: 7573055]

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Morcillo et al.

Page 12

Nock MK, Kazdin AE, Hiripi E, Kessler RC. Prevalence, subtypes, and correlates of DSM-IV conduct
disorder in the National Comorbidity Survey Replication. Psychological Medicine. 2006; 36:699—
710. [PubMed: 16438742]

Pine DS. The risk for early adulthood anxiety and depressive disorders in adolescents with anxiety and
depressive disorders. Archives of General Psychiatry. 1998; 55:56-64. [PubMed: 9435761]

Poduska JM, Kellam SG, Wang W, Brown CH, lalongo NS, Toyinbo P. Impact of the Good Behavior
Game, a universal classroom-based behavior intervention, on young adult service use for problems
with emotions, behavior, or drugs or alcohol. Drug and Alcohol Dependence. 2008; 95 (Suppl
1):S29-44. [PubMed: 18249508]

Ramirez JM. Hormones and aggression in childhood and adolescence. Aggression and Violent
Behavior. 2003; 8:621-644.

Regier DA, Farmer ME, Rae DS, Locke BZ, Keith SJ, Judd LL, Goodwin FK. Comorbidity of mental
disorders with alcohol and other drug abuse. Results from the Epidemiologic Catchment Area
(ECA) Study. JAMA. 1990; 264:2511-8. [PubMed: 2232018]

Research Triangle Institute. Software for survey data analysis (SUDAAN) version 9.0.3. Research
Triangle Park (NC): 2007.

Ruan WJ, Goldstein RB, Chou SP, Smith SM, Saha TD, Pickering RP, Dawson DA, Huang B, Stinson
FS, Grant BF. The alcohol use disorder and associated disabilities interview schedule-1V
(AUDADIS-1V): reliability of new psychiatric diagnostic modules and risk factors in a general
population sample. Drug and Alcohol Dependence. 2008; 92:27-36. [PubMed: 17706375]

Sourander A, Jensen P, Davies M, Niemela S, Elonheimo H, Ristkari T, Helenius H, Sillanmaki L,
Piha J, Kumpulainen K, Tamminen T, Moilanen I, Almgvist F. Who is at greatest risk of adverse
long-term outcomes? The Finnish From a Boy to a Man study. Journal of the American Academy
of Child and Adolescent Psychiatry. 2007; 46:1148-61. [PubMed: 17712238]

Sung M, Erkanli A, Angold A, Costello EJ. Effects of age at first substance use and psychiatric
comorbidity on the development of substance use disorders. Drug and Alcohol Dependence. 2004;
75:287-299. [PubMed: 15283950]

Swendsen J, Conway KP, Degenhardt L, Glantz M, Jin R, Merikangas KR, Sampson N, Kessler RC.
Mental disorders as risk factors for substance use, abuse and dependence: results from the 10-year
follow-up of the National Comorbidity Survey. Addiction. 2010; 105:1117-28. [PubMed:
20331554]

Wozniak J, Biederman J, Kiely K, Ablon JS, Faraone SV, Mundy E, Mennin D. Mania-like symptoms
suggestive of childhood-onset bipolar disorder in clinically referred children. Journal of the
American Academy of Child and Adolescent Psychiatry. 1995; 34:867-76. [PubMed: 7649957]

Zimmerman M. Diagnosing personality disorders. A review of issues and research methods. Archives
of General Psychiatry. 1994; 51:225-45. [PubMed: 8122959]

Zoccolillo M, Pickles A, Quinton D, Rutter M. The outcome of childhood conduct disorder:
implications for defining adult personality disorder and conduct disorder. Psychological Medicine.
1992; 22:971-86. [PubMed: 1488492]

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



Page 13

Morcillo et al.

SSZ'€ST 16T VS YSE  Ov 520 06'9 /87T 6EVZ anISINdWO0D-aAISSISIO
vS€'Zr0 22T 18%€2'.T9 €2el 500 91’0 0.0 SeT 1epuadag
[I'T'950 660  6V.'62€ 967 1o as 0g'T 0L'L 1uepIoAy
2€7'sST 68T £V 'SrE  pIV ) 9e'8T 01’2 Sy'6Y J8plosiq 11 sixy Auy
612'980 €T  ¥L9'OVE  6L¥ £T0 8.1 02’1 888 sidwisny aploing
192'sET 68T  I8S'SET ¥ 810 Sv'e 2T AN aHav
68'7'S80 10T  1.8'8€C 99 800 150 190 €T Buijgures feaiBojoued
T0T'€S0 €0 0Z€'06T I¥Z £2°0 er's or'T 66771 19piosi ssalg oNewnemsod
v80'TP0 650  /SE'90T 1.2 £20 oy W 0027 Japiosia AisIXuy pazifesauss
Z€T'LL0  T0T  0T€'00C 67T 0£0 6£'6 6.1 vETZ elqoyd oy1oads
TET'PL0 660 vOV'8SZ  E€CE £2°0 126 Sr'7 66'ST 13p1osiq AlIXUY [e120S
WT'sL0 €T  Try'olz e 120 ey W L6€T Japiosiq olued
VET'680 60T  [S€'95C  20°E ) 8002 v0'e 9EY Japiosig Alaixuy Auy
1S2'29T  v0Z  989'SSY  6GG 120 96'v vS'T 1562 1apuosiq Jejodig
GST'950 €60  SSE0LT  9vT 5T0 A% 88°0 9€' elwAysAg
ZTT'YL0 G600  8TTYST 87 vEo v9°0T T £E'6T Jepi0si anissaidaq Jofeln
IUT'8TT  SYT  ISVUEE €6 0 vT'oT v8'T eey 19p10si@ poo Auy
€0V'9zC  20€  PY6'v09  SSL 020 10 T 9Tz souspuadaq Bnig
€TE'90C  vST  6VG LTSS o 88'TT v0'e £6'6€ asnqy Bnig
89E 'Yz 00  ¥99'USY 1§ 570 vSeT 612 se'gy Jspaosiq ssn Bnig Auy
087'68T  0SZ  097'0EE  06°€ £50 1881 987 76 90uapuadaq |04od|V
ELT'OTT vl 8ZT'680  L0T 20 15'92 ELT 6£'82 asNqy [04od|y
v8Z'e6T  ¥EZ  6LY'VEE 00 560 £r'sy 8r'T 08'LL 13p10s1Q 35 [0Y09|Y AUy
0TZ'sPT 9T ¥8E'TLT  £TE £9'0 €12 6TC 69'25 9ouapuadaq auodIN
T€V'16C  ¥SE  ¥8'G'S6E 08 60 9E'Ys @ v6's8 18pIosIq 9auEISNg AUy
v0'8'Syy  86G  66'0T'8T9 ¥T'8 580 18'€9 580 66'€6 J8pJosiq | sixy Auy
006T'26, STTT  0LST'26L GITI 180 25'99 020 96'S6 sisouBelq aueIyaAsd Auy
ql0 %86  qHOV ¢l %56  pHO 3s % 3s %

(G6S'€T=U) @D INOYUM UBIA

(626=U)aD yum us|n

NIH-PA Author Manuscript

USIAl Ul 13pJ0sSI 19NPU02 INOYIM SNSISA UIIM S[enpIAIpul Buowe s1apiosiq AeiyoAsd Jo sousfensid

T alqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



Page 14

Morcillo et al.

19pJ0sIp aAneIadAY 119148p UoNUaNE =QHAY ‘J8P40SIP 19NPU0d =D :SUONEBIAIGY

A1pigiowoa AseiyoAsd pue sonsiiaioeleyd oiydelfowspoldos 1oy paisnipy

q

sonsiialoereyd olydelBowapolaos 1oy nﬁm:.—ud\m

VIN ‘'VIN VIN VIN ‘'VIN V/IN 000 000 T ¢8'e8 [eroshuy
e es T 8z¢ cwor'6cs vl 170 LeT 0eT Lv'6 dluolnsiH
96°0 'L¥'0 190 Ty'e9e  Gee (440 6Lv er'T 9091 aulliaplog
0ZT '69°0 160 6T€'T0C  €S¢C T€0 [40A 8€'T 0597 JISISSIIEN
09T '6L°0 4% 82G'9ce STV 1¢0 6v'€ 8e'T Y01 [edAyoziyos
16'T '76°0 e'T 65'S‘TCE ¥ LT°0 K4 el 65°0T proziyds
vEE'69T 8€'C 876 '6T'S 069 91’0 19¢ LT JAWA) proueted
qlO %56 qdOV  elD%S6  pdO EN % 3as %

(g6G'€T=U) D INOYUM UBIN

(626=U)aD yum usin|

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



Page 15

Morcillo et al.

8T'€'8L0 /ST  0022'ST. €9TT 900 o STT €8y Juepuadaq
8ZT'SP0 920  98L°'/6€  0£§ ST0 Sz 602 5621 JuepIoAY
TETEET SL'T TT'L 28V 19'S 6€0 €8T 69°¢C 0€°.LS a8paosid 11 SIXy Auy
[T7'€0T ST ¥68'LLY €99 8T0 96°€ €'z €222 1dweny apioing
627'6,0 GET  2EB'OLE  6GG 170 6.T €LT 886 aHav
95°€ '¥50  6ET  SLVI'VE  STL €00 8T°0 1€°0 8e'T Buriquies [eaibojoured
SOT'€S0  ¥L0  LLE'TrZ  T0€ vE0 9zt Sz GL0€ 18p10SIQ SS3AS dleWINeINsod
80T'S50 1[0  ¥0S'TOE  06°€ 7€°0 296 162 9162 Jopiosiq AIxuy pazifessuso
0ZT'/90 060  0.€'72C 067 €50 60°'6T 26T 08Ty eIqoyd oy108ds
190'SE0 870  SBE'€TT €67 82°0 L9L 602 1,02 18p10si@ A1BIxuY [e100S
TET'990 €60  L0G'€0E  26€ 7€°0 616 052 8562 18p10siq dlued
GET'890 960 6V '66C  ¥8E 590 99°se ¥ST 00'69 Japiosia Aeixuy Auy
Trz'ecT  eLT  €LL'88%  ST'9 920 ¥8'9 €52 6L°€E Japiosi sejodig
IET'050 €80  €0¥'€8T 2L LT°0 9Ty 281 €6'0T elwApsAg
vZT'S90 060  ¥SZT'6YT  G6T A 9802 28 68€E 18pa0si@ dAIssaidaq JofelN
€0Z'STT  €5T  €89'T€% 'S 050 2582 8€2 LT'69 18p10sIQ poo Auy
v8'8'02Y 609  Sv'vz '6G5ET €281 €10 68T Sz 1592 souapuadeq Bnig
86'€'0TZ 8¢ 788'vES 189 820 rARC) vz €9°T€E asnqy Bnig
Sr9'sye  2lv  9vET'VE8  09°0T €0 9L 8.2 vE'9r Japiosi@ asn Bnig Auy
10€'69T S22  OVL'TSY  LLG S0 26 082 Gz'8e souapuadaq |0yod|y
S0€'69T  lTT  SVE'66T 29T 97’0 vTeT 8z 8292 SNV |0Yod|Y
09%'95C et  ST6'TrS €02 190 9€'1Z SLT €519 18p10s1Q 8sn |0yooly Auy
ov'e'68T  €5C  VOL'6ZF 0SS €50 1261 682 1585 aouapuadaq aunodIN
6T°L'98€  1TG  SSTT'€S9 698 LU0 6E€E 10T 1818 18pI0SIQ 0uBISaNS AUy
8yl vy Lyl ETO0C'erL €Tel 2L0 Tv'65 €Tt €0°56 JapJosiq@ | sIXY Auy
wvz'28. 28€l  Trvz ‘28l 28l G9'0 S6'T9 10T 10°96 sisouBeiq oLreIYIAsd Auy
glo qdov eld edO as % 3s %
%56 %36

(085°€T=U) D INOYIM USWIOAA

(605=U) @D YUM USWOAA

NIH-PA Author Manuscript

USLLOAA Ul J3pJ0SIQ 19NpU0D INOYIM SNSIBA UIIM S[enpIAIpul Buouwe siaplosiq AljelyoAsd Jo aousjeAald

¢?olqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



Page 16

Morcillo et al.

Anpigiowod AneiyaAsd pue sansisioeteyd o1ydelbowapoloos 1oy cmzw:.a,qn

19pJosIp aAndeIadAY 1919p UoNUBNE =QHAY ‘18P0SIP 1ONPU0D =D SUONBIABIGY

sons1IaIoRIRYD 91ydeiBowapoIoos oy nmym:.—vﬂm

VIN ‘VIN VIN VIN ‘VIN VIN 000 000 8T'¢ 81'8L [e1oosnuy
creLET L0¢ ¥Z'Ccr'809 298 010 6v'1T 891 et aluoLnsIH
160 ‘€70 €90 G8'G'ISE Sy 1744 LS §¢'e ¢6'€e aullsspiog
89T ‘280 AN 95'G '66'C L0V ¢co 05y ¥6'T 09T JISISSIdIEN
SO'T ‘v¥0 890 119 ve€ [4°84 LT0 LE€ 68T LYl [edAyoz1yos
9.1 '¥8°0 [4A 68°L 0V'Y 06'S 170 cle €97 86'VT proziydss
28'1'88°0 2T 9e'8 '6LY ¢e9 0¢'0 4474 9r'e 6L'v¢ plouered
G8'T ‘760 ceT 9L'S 'vr'e Sv'v 9¢'0 §S°L avr'e (4414 aAIS|INAW0D-8AISSASAO

qld qdov elO pdO 3as % 3as %

%056 %056

(085'€T=U) AD INOYMM UBLLIOA

(605=U) @D YUM USWIOAN

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Psychiatr Res. Author manuscript; available in PMC 2013 March 1.



1duasnuey Joyiny vd-HIN 1duasnue Joyiny vd-HIN

wduosnue Joyiny vd-HIN

Morcillo et al.

Interaction of Conduct Disorder and Gender with Lifetime Psychiatric Disorders as output variable

Table 3

Main Effect of Gender

Interaction of Gender and Conduct Disorder

AOR 95% ClI AOR 95% ClI
Any Psychiatric Diagnoses 1.27 1.20-1.35 0.78 0.39-1.58
Any Axis | Disorder 1.28 1.20-1.37 0.77 0.42-1.41
Any Substance Disorder 2.92 2.73-3.12 0.67 0.47-0.96
Nicotine Dependence 1.50 1.40-1.62 0.72 0.52-1.00
Any Alcohol Use Disorder 3.83 3.57-4.12 0.78 0.55-1.11
Alcohol Abuse 2.69 2.49-2.90 0.40 0.29-0.54
Alcohol Dependence 2.62 2.38-2.88 0.97 0.66-1.42
Any Drug Use Disorder 2.34 2.11-2.60 0.73 0.49-1.07
Drug Abuse 231 2.08-2.57 0.97 0.68-1.40
Drug Dependence 2.10 1.70-2.59 0.57 0.35-0.93
Any Mood Disorder 0.40 0.37-0.43 0.85 0.61-1.20
Major Depressive disorder 0.46 0.42-0.49 1.20 0.79-1.82
Dysthymia 0.54 0.46-0.64 1.15 0.60-2.21
Bipolar Disorder 0.74 0.65-0.84 1.19 0.77-1.82
Any Anxiety Disorder 0.35 0.33-0.38 0.99 0.68-1.45
Panic Disorder 0.42 0.37-0.48 1.08 0.70-1.68
Social Anxiety Disorder 0.68 0.61-0.76 1.72 1.12-2.64
Specific Phobia 0.40 0.37-0.44 1.04 0.70-1.55
Generalized Anxiety Disorder 0.43 0.37-0.49 0.82 0.54-1.27
Posttraumatic Stress Disorder 0.45 0.40-0.51 112 0.66-1.91
Pathological Gambling 341 2.03-5.73 0.87 0.33-2.33
ADHD 1.51 1.25-1.83 1.22 0.68-2.19
Suicide Attempts 0.48 3.39-0.57 0.90 0.52-1.53
Any Axis Il Disorders 1.09 1.00-1.18 1.02 0.72-1.44
Avoidant 0.64 0.51-0.80 1.24 0.59-2.61
Dependant 0.47 0.25-0.90 1.37 0.52-3.60
Obsessive-Compulsive 0.97 0.88-1.07 1.45 0.99-2.14
Paranoid 0.62 0.53-0.73 1.69 1.04-2.77
Schizoid 1.08 0.90-1.29 1.03 0.64-1.66
Schizotypal 1.30 1.10-1.53 1.63 0.94-2.85
Narcissistic 1.91 1.67-2.18 0.92 0.61-1.39
Borderline 0.97 0.85-1.12 115 0.70-1.87
Histrionic 0.95 0.74-1.21 1.30 0.77-2.19

Abbreviations: CD= conduct disorder; ADHD= attention deficit hyperactive disorder
For all models, reference group is female gender and absence of diagnosis of CD.

Model: disorder=sex+CD+sex*CD+all sociodemographic variables+psychiatric comorbidity
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