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Abstract

Background: To assess the social and health characteristics among adolescents 

admitted to institutional care because of behaviour disorders and who were diagnosed of 

conduct disorder.

Methods: Diagnostic assessment and formulation for conduct disorder, psychiatric 

comorbidity, and health disorders according to guidelines. 

Results: 170 adolescents (56.5% boys) with DSM-IV diagnostic criteria for conduct 

disorder were assessed (50.9% of the total admissions). Of these, 71.8% had come from 

homes where both parents were no present, 22.9% had come from dysfunctional 

families, 43.5% showed maltreatment histories, 40% presented psychiatric comorbidity, 

and 55.3% presented physical health problems.

Conclusion: Spanish adolescents with conduct disorder admitted to institutional care 

showed a high incidence of family maladaptation/dysfunction, abuse and neglect, 

psychiatric comorbidity, and physical health problems. 
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Introduction

Conduct disorder is a common childhood psychiatric problem that has an increased 

incidence in adolescence. The primary diagnostic features of conduct disorder include 

aggression, theft, vandalism, violations of rules and/or lying. For a diagnosis, these 

behaviours must occur for at least a six-month period. Conduct disorder has a 

multifactorial aetiology that includes biologic, psychosocial and familial factors.1

The objective of the present study was to assess the sociofamiliar environment, 

maltreatment histories, psychiatric comorbidity and physical healthcare needs among 

adolescents admitted to a short-term institutional foster-care facility in Zaragoza City 

(Spain), because of disruptive behaviour disorders and who were diagnosed of conduct 

disorder.

Methods

A retrospective cross-sectional study was performed over an 6-year period (1997--

2002). All the adolescents who were admitted to a short-term institutional foster-care 

facility because of disruptive behaviour disorders were included for the study. Within 

72 hours of admission, a diagnostic assessment for conduct disorder was performed 

according to the practice guideline for the assessment and treatment of children and 

adolescents with conduct disorder developed by the Committee on Conduct Disorders 

of the American Academy of Child and Adolescent Psychiatry.2 Diagnostic formulation 

for conduct disorder and for comorbid psychiatric disorders was performed identifying 

target symptoms according to Diagnostic and Statistical Manual of Mental Disorders 

(DMS-IV; American Psychiatric Association, 1994). Physical health assessment 

included a medical, psychosocial and environmental history, a complete physical and 

anthropometric examination, a vision and hearing screening, and a laboratory 

assessment with those tests indicated by historical or physical findings.3, 4
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Results

During the study period, 170 adolescents with DSM-IV diagnostic criteria for 

conduct disorder were admitted to the juvenile facility (50.9% of the total admissions 

because of disruptive behaviour disorders). Of these, 56.5% were male and 43.5% were 

female, ages ranging between 11 and 17 years, with an average age of 14.7 years.

With regard to sociofamiliar environment, 32.3% of adolescents had come from 

homes with only the mother present; 28.2% from homes where both parents were 

present; 14.1% from homes with either parent and his/her partner present; 10.6% from 

homes with only the father present; 9.4% from homes of relatives; and 5.3% from 

homes of other caregivers. Of the interviewed adolescents, 22.9% had come from 

dysfunctional families with problems of delinquency (11.8%), alcohol/drug abuse 

(7.6%), and psychiatric illness (3.5%). 

Concerning the maltreatment histories, 43.5% of adolescents were shown to have 

suffered some form of maltreatment by parents, relatives, caregivers or other persons. 

Of these, 52.7% reported neglect; 50% physical abuse; 28.4% emotional abuse; and 

8.1% sexual abuse. 

Psychiatric comorbidity was observed in 40% of the assessed adolescents. The most 

frequent comorbid mental disorders were psychoactive substance use disorder (20.6%), 

attention-deficit/hyperactivity disorder (16.5%), and mood disorders (depressive and 

bipolar) (11.2%). Less prevalent were post-traumatic stress disorder (9.4%), anxiety 

disorders (6.5%), specific developmental disorders (6.5%), and other psychiatric 

disorders (1.7%). Nearly 30% of these showed more than one psychiatric comorbid 

disorder.

With regard to physical healthcare needs, at least one physical health problem was 

observed in 55.3% of the assessed adolescents. The most frequent health problems were 

dental (28.8%), visual (21.7%), nutritional (12.3%) [obesity (5.9%), malnutrition 

(4.1%), iron deficiency anaemia (2.3%)], and dermatologic (10%). Less prevalent health 

problems included incomplete immunization status (8.8%), orthopaedic (7.6%), 

respiratory (7%), pregnancy (5.4%), growth delay (5.3%), otic (2.9%), digestive (2.3%), 

sexually transmitted diseases (2.3%), hepatitis B/C infection (1.7%), and diabetes 

(0.6%).
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Discussion

This study indicates that several Spanish adolescents with conduct disorder admitted 

to institutional care come from monoparental and/or dysfunctional families, with a high 

incidence of abuse and neglect, psychiatric comorbidity, and physical health problems.

Concerning the sociofamiliar environment, the results of this study agreed with the 

extensive evidence of associations between family maladaptation/dysfunction and 

maltreatment histories with an increase in risk for conduct disorder symptomatology.5, 6

Regarding the comorbid mental disorders of these adolescents, the current and prior 

mental disorders (substance abuse, externalising disorders and depression) were 

consistent with those documented in previous studies.7 Concerning the physical 

healthcare needs, we observed that this population is especially in need of dental, visual, 

nutritional and dermatologic services. These physical health problems are probably 

caused by a variety of environmental factors, including past physical or psychosocial 

abuses, disorganized home, lack of supervision, life-style habits, and a lack of prior 

health care.4

The levels of family dysfunction, maltreatment, mental disorders and physical health 

problems in these adolescents are higher than those in the general adolescent population 

and almost as severe as those reported among delinquent youths under the care of 

Juvenile Correctional System and among runaway and homeless adolescents in Spain.8-

12

It’s common knowledge that early recognition and intervention may prevent the 

progression from conduct disorder to antisocial personality disorder, and that as a 

chronic condition, conduct disorder requires extensive treatment and long-term follow-

up.2, 7 For these reasons, we believe that the time in institutional care presents a unique 

opportunity to coordinate the physical and mental health therapeutic, sociofamiliar, 

educational, vocational and legal service needs of this high-risk population. 
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