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Psychological and Behavioral Functioning
in Adolescent Psychiatric Inpatients

Who Report Histories of Childhood Abuse

Carlos M. Grilo, Ph.D., Charles Sanislow, Ph.D., Dwain C. Fehon, Psy.D., 
Steve Martino, Ph.D., and Thomas H. McGlashan, M.D.

Objective: The purpose of this study was to examine psychological and behavioral func-
tioning in psychiatrically hospitalized adolescents who report histories of childhood abuse.
Method: Three hundred twenty-two subjects completed an assessment battery of psycho-
metrically well-established instruments. Childhood abuse was assessed by using the child-
hood abuse scale of the Millon Adolescent Clinical Inventory. Childhood abuse scores of 30
or less and 70 or greater were used to create two study groups—no abuse (N=93) and high
abuse (N=70), respectively. The two study groups were compared demographically and on
the battery of instruments. Results: The two groups differed substantially on most mea-
sures of psychological disturbance examined by the assessment battery. When age and
depression level were controlled, the high-abuse group was characterized by significantly
higher levels of dependency, suicidality, violence, impulsivity, substance use problems, and
borderline tendency. Correlational analyses with the entire study group (N=322) revealed
that higher levels of these psychological problems were positively associated with higher
levels of childhood abuse. Conclusions: Psychiatrically hospitalized adolescents who re-
port childhood abuse present with a constellation of symptoms that, after removing the ef-
fects of depression, are consistent with borderline personality in statu nascendi. 

(Am J Psychiatry 1999; 156:538–543)

Childhood abuse, defined as sexual, physical, and/
or emotional maltreatment, increasingly has become
the focus of clinical and research attention during the
past three decades. The past decade, in particular, has
witnessed the growth of abuse-related research target-
ing children and adolescents (1, 2). Although many un-
answered questions remain about childhood abuse, the
emerging picture is that childhood abuse is common, is
associated with many negative consequences, and rep-
resents a major public health problem (1).

Childhood abuse appears quite prevalent both in
the United States and internationally (3–5). Child-
hood abuse is associated with increased risk for a
plethora of short-term (6), intermediate-term (7), and
long-term (8) sequelae. Studies have found that child-
hood abuse increases the risk for a variety of psycho-
logical and behavioral problems (e.g., depression,
substance abuse, aggression, delinquency), cognitive

and neurophysiological deficits (9), and psychiatric
disorders (10–12).

The nature of the connection between childhood
abuse and psychological problems remains ambiguous.
The diversity of problems reported to be associated
with trauma suggests that it is ubiquitous to psycho-
logical and psychiatric disorders. A review of 45 stud-
ies concluded that abused children were consistently
more symptomatic than nonabused children for nearly
all symptoms and behaviors examined (2). Childhood
abuse was estimated to account for 15% to 45% of the
variance in symptomatic behaviors, although no one
symptom picture characterized the majority of abused
children. Furthermore, many childhood abuse victims
do not later demonstrate many or any of these sequelae
(10, 13–15).

Studies comparing abused children to clinical non-
abused children have also produced conflicting data
(2). Except for sexual behaviors, the abused children
were generally less symptomatic than their nonabused
clinical comparisons. Kendall-Tackett and colleagues
(2) noted two potential methodological confounds that
might account, in part, for these surprising findings.
First is the issue of whether abuse was identified in the
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clinical comparison samples. Second, they noted that
the clinical comparison groups—by definition—were
composed of patients referred for their symptomatic
and behavioral difficulties. A third possibility is that
axis II symptoms were not a part of these comparisons
and that the abused children may have registered more
psychopathology in this realm as opposed to axis I
functioning.

These issues highlight the importance of minimizing
selection, sampling, and assessment confounds (16,
17) that can influence reports of childhood abuse and
its psychological correlates. These and other complex
issues pertaining to validity of recall (18) notwith-
standing, examination of psychological functioning in
study groups of clinical patients can better inform
clinical research and intervention efforts. One strategy
is to compare study groups from the same overall
study population by using similar recruitment proce-
dures and measures (17). This approach lessens the
degree to which any identified distinguishing charac-
teristics are artifacts of the selection and recruitment
methodology (19).

In this study, we examine psychological and behav-
ioral correlates of childhood abuse in psychiatrically
hospitalized adolescents. We compare adolescents who
reported high childhood abuse to those who reported
no childhood abuse by using a battery of psychometri-
cally well-established self-report instruments. In addi-
tion to this categorical approach, contrasting two
groups created to maximize differences in the self-re-
port of childhood abuse, we aim to examine the di-
mensional association between reports of childhood
abuse and psychological variables. Categorical analy-
ses are selected to provide clarification of the equivocal
findings in the literature. The dimensional analyses
more accurately reflect the range and severity of abu-
sive childhood experiences (i.e., greater ecological va-
lidity) and allow examination of the degree to which
these experiences affect psychological functioning.

METHOD

Subjects

Subjects were a nearly consecutive series of 322 adolescent inpa-
tients admitted to the evaluation and crisis intervention unit of a pri-
vate, nonprofit psychiatric teaching hospital. These patients were
hospitalized for a variety of serious psychiatric problems. Patients
were admitted on the basis of need for inpatient-level intervention;
no other selection processes were used.

Inclusion criteria for the study population included 1) an ade-
quate ability to read and comprehend the psychological evaluations
used (see Procedure), 2) not actively psychotic, and 3) not so cogni-
tively impaired or agitated as to preclude testing. At admission, all
subjects and their parents (or legal guardians) provided written in-
formed consent for evaluation.

Of the 322 subjects, 137 (42.5%) were male, and 185 (57.5%)
were female. Ages ranged between 13 and 19 years (mean=15.8,
SD=1.5). Two hundred sixty-one (81.1%) of the subjects were Cau-
casian, 33 (10.2%) were African American, 26 (8.1%) were His-
panic American, and two (0.6%) were of other ethnicity. Subjects
were predominately from lower- to middle-class families with 75
(23.3%) of the 322 subjects receiving public entitlements. Global

Assessment of Functioning Scale ratings averaged 53.9 (SD=11.2) at
the time of admission and averaged 62.5 (SD=10.3) for the year be-
fore admission.

DSM-III-R diagnoses were assigned at the time of discharge (in-
dependently of the testing described here). The most frequently as-
signed diagnoses were, in descending order, major depression (41%,
N=133), dysthymia (39%, N=124), drug use disorders (38%, N=
123), conduct disorder (24%, N=76), alcohol use disorders (22%,
N=71), oppositional defiant disorder (21%, N=68), and attention
deficit hyperactivity disorder (15%, N=47). These clinical consen-
sus diagnoses were generated on the basis of a review of each pa-
tient’s history and presenting data by a multidisciplinary treatment
team of experienced clinicians with faculty supervision (D.C.F.);
semistructured diagnostic interviews were not employed. Medical
record data and family reports/corroborations represented routine
components of the diagnostic evaluations. The clinical-consensus
psychiatric diagnoses are provided solely for descriptive and con-
textual information.

Procedure

Subjects completed a battery of self-report instruments within 1
and 4 days of admission. All of the measures were administered and
scored by computer. A brief description of the measures follows.

The Millon Adolescent Clinical Inventory (20) is a 160-item, self-
report inventory developed and normed with clinical samples (20,
21) and used with adolescent inpatients (21, 22). The Millon Adoles-
cent Clinical Inventory is characterized by good psychometric prop-
erties and good theoretical-substantive, internal-structural, and ex-
ternal-criterion validation (20, 21). The Millon Adolescent Clinical
Inventory has been validated against several measures of psycholog-
ical functioning (20). Millon and colleagues (20) reported adequate
test-retest reliability (correlation coefficients ranged from 0.57 to
0.92 for individual scales) and adequate internal consistency (alpha
coefficients ranged from 0.73 to 0.91 for individual scales).

The Millon Adolescent Clinical Inventory contains basic validity
checks (e.g., completeness, certain validity items—chosen because of
their extremely low rates—that if endorsed might suggest insuffi-
cient attention to the test or carelessness). All subjects considered in
this report passed the validity checks. The Millon Adolescent Clini-
cal Inventory scoring process takes into account age, gender, and ac-
tuarial base rate data to establish scale scores. Millon Adolescent
Clinical Inventory scale score cutoffs are produced so that the fre-
quencies of the scale scores correspond to actual trait frequencies in
adolescent clinical populations (see 20, 21). The Millon Adolescent
Clinical Inventory also weights and adjusts scores based on test-tak-
ing attitudes (i.e., levels of disclosure, desirability, and debasement).

Two specific scales of the Millon Adolescent Clinical Inventory
were used for this study: the childhood abuse scale and the border-
line tendency scale.

The child abuse scale contains 24 items that assess various forms
of abuse (e.g., “People did things to me sexually when I was too
young to understand”). High scores on this scale reflect adolescent
self-reports of shame or disgust about having experienced sexual,
physical, or verbal abuse from others. The childhood abuse scale
showed adequate internal consistency in two validation samples
(0.83 and 0.81) and a test-retest (3–7 days) correlation of 0.81 (20).
Scores on the childhood abuse scale were significantly correlated
with clinician judgments (r=0.43, p<0.001) in the original concur-
rent validation study (20).

The borderline tendency scale contains 21 items that assess core
emotional, cognitive, and behavioral aspects of the borderline per-
sonality disorder diagnosis. The borderline tendency scale showed
adequate internal consistency in two validation samples (0.86 and
0.86) and a test-retest (3–7 days) correlation of 0.92 (20).

The Beck Depression Inventory, 21-item version (23, 24), is a
well-established and widely used inventory of the cognitive, affec-
tive, motivational, and somatic symptoms of depression. It has been
researched extensively with adolescents (25), given its fifth-grade
readability level (26), and has been shown to have excellent psycho-
metric properties with adolescent patients (25, 27). Strober et al.
(27) reported an internal consistency of 0.79, a 0.67 correlation with
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clinical ratings of depression, and a 5-day, test-retest reliability of
0.69 for a sample of adolescent inpatients.

The Depressive Experiences Questionnaire for Adolescents (28) is
a 66-item, self-report questionnaire that assesses experiences noted
in the lives of depressed patients but not necessarily regarded as clin-
ical symptoms of depression. Responses are given on a 7-point, Lik-
ert-type scale. We focused on the two main factors of the Depressive
Experiences Questionnaire for Adolescents (28, 29): interpersonal
(dependent) dysphoria and self-critical dysphoria. The first factor,
dependency, reflects a depreciated sense of self, dependency, and
helplessness. The second factor, self-criticism, reflects self-blame,
guilt, and a loss of autonomy. These Depressive Experiences Ques-
tionnaire for Adolescents factors have been replicated with commu-
nity samples of high school students (28–30) and have demonstrated
a high level of internal consistency, good retest reliability, and con-
vergent validity (28, 29).

The Hopelessness Scale for Children (31) is a 17-item, true/false
scale for children and adolescents that taps into negative future ex-
pectations. The Hopelessness Scale for Children has been used with
adolescents and has demonstrated good psychometric properties
(32, 33). Internal consistency for the Hopelessness Scale for Chil-
dren (0.97 alpha) is excellent, and test-retest reliability (0.52) is ad-
equate (31).

The Suicide Risk Scale (34) is a 15-item, true/false self-report mea-
sure of feelings of hopelessness, present suicidal feelings, past sui-
cidal behavior, and other items that have been shown to be associ-
ated with suicide risk. The Suicide Risk Scale has good internal
reliability, with a coefficient alpha of 0.74 with adolescents, as well
as good sensitivity and specificity (34–36). The Suicide Risk Scale
has been cross validated with other inpatient samples and discrimi-
nates well between groups of patients who have and have not made
suicide attempts (35).

The Past Feelings and Acts of Violence Scale (37) is a 12-item, self-
report scale in which responses are coded on a 3-point continuum of
frequency. The scale inquires about the frequency of feelings of an-
ger, past acts of violence toward others, use of weapons, and history
of arrests. The scale has been demonstrated to have good discrimina-
tive validity with adult psychiatric inpatients and with adolescents
has been shown to have good internal consistency, item sensitivity,
and specificity (38).

The Impulsivity Control Scale (35) is a 15-item, self-report scale
designed to assess impulsivity that is independent of aggressive be-
havior; items are answered on a 3-point frequency scale. With ado-
lescents, the Impulsivity Control Scale has good internal reliability
and correlates well with other measures of suicide and violence risk
(35, 38).

The Drug Abuse Screening Test—Adolescents (39) is a 27-item,
self-report screening measure for substance abuse relevant for ado-
lescent populations that has been adapted from the adult version
(40). The Drug Abuse Screening Test—Adolescents has demon-
strated good psychometric properties in adolescent inpatient sam-
ples. Martino and colleagues (39) reported good internal consistency
(0.91 coefficient alpha), 1-week test-retest reliability of 0.89, and a
positive predictive power for substance use disorders of 79%.

One hundred and sixty-three subjects comprised the two specific
study groups selected for the categorical portion of this study. The
163 subjects were selected from the larger series of 322 admissions
on the basis of their scores on the childhood abuse scale of the Mil-
lon Adolescent Clinical Inventory. Childhood abuse scale scores of
30 or less and 70 or greater were used to create two study groups: no
abuse (N=93) and high abuse (N=70), respectively.

Childhood abuse scale scores of 30 or less did not include en-
dorsements of items directly assessing sexual, physical, or emotional
abuse, whereas scores of 70 or greater (reflecting clinically signifi-
cant elevations) did include endorsements of several items directly
tapping abusive experiences. For our overall study group (N=322), a
childhood abuse scale score of 30 corresponded to the 30th percen-
tile, and a score of 70 corresponded to the 79th percentile.

To estimate concurrent validity, we tested the childhood abuse
scores against information about abuse recorded in the clinical med-
ical record. The records of 45 subjects (28% of cases) were ran-
domly selected for a blind and independent review by a trained post-
master’s-degree-level research associate. Subjects were rated by the
reviewer as “no abuse” if no report was contained in the medical
record, whereas a rating of “high abuse” required documentation of
sexual, physical, and/or emotional abuse. Thirty-six (80%) of the 45
medical records were in agreement with the classification of subjects
into either the “no abuse” or “high abuse” study groups (χ2=13.75,
df=1, p=0.0002, two-tailed test with Yates’s continuity correction;
kappa=0.57, p=0.00005).

RESULTS

Categorical Analysis: No Abuse Versus High Abuse

Table 1 summarizes demographic and psychiatric
functioning severity data for the two study groups and
the statistical tests for significant differences (Yates’s
continuity-corrected chi-square analysis for categorical
and one-way analyses of variance for continuous

TABLE 1. Characteristics of Psychiatrically Hospitalized Adolescents Who Reported No Childhood Abuse or a High Level of
Abuse

Characteristic No Abuse (N=93) High Abuse (N=70) Analysisa

N % N % χ2 df p

Gender 3.3 1 0.07
Male 43 46.2 21 30.0
Female 50 53.8 49 70.0

Ethnicity 2.3 3 0.51
Caucasian 78 83.9 54 77.1
African American 7  7.5 8 11.4
Hispanic American 7  7.5 8 11.4
Asian American 1  1.1 0  0.0

Attending school 91 97.8 67 95.7 0.1 1 0.74

Mean SD Mean SD F df p

Age (years)  15.5  1.4  16.0 1.5 4.7 1, 161 0.03
Global Assessment

of Functioning Scale score
Current  52.8 10.8  51.5 11.7 0.5 1, 161 0.47
Past year  63.9 10.8  59.0 10.6 8.1 1, 161 0.005

a All tests were two-tailed. Chi-square analysis included Yates’s continuity correction.
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data). The no-abuse group was, on average, 0.5 years
younger than the high-abuse group. The groups did
not differ in regard to gender, ethnicity, or participa-
tion in school. Although the two groups did not differ
in current Global Assessment of Functioning Scale
scores, the no-abuse group had a higher Global Assess-
ment of Functioning Scale score for the previous year.

Table 2 summarizes scores on the battery of self-
report instruments administered to the two study
groups. The high-abuse group reported significantly
higher levels of depression, dependency, self-critical-
ness, hopelessness, suicidality, violence risk, impulsiv-
ity, substance use problems, and borderline tendency.

Given the differences between the two study groups
in age (0.5-year average difference) and depression
scores as measured by the Beck inventory (24), we re-
analyzed these findings by covarying for age and Beck
inventory scores. Because depressed mood can poten-
tially influence self-reports of psychological function-
ing, this analytic strategy seemed indicated. As summa-
rized in table 2, the high-abuse group had significantly
higher scores than did the no-abuse group on the fol-
lowing measures after covarying for Beck inventory
and age: dependency, suicidality, violence, impulsivity,
substance use problems, and borderline tendency.

Dimensional Analysis

Table 3 summarizes scores for the entire subject
group (N=322). Correlations between each measure
and the childhood abuse scale were computed. Corre-
lational analyses between each measure and the child-
hood abuse scale were performed, controlling for de-
pressive mood (by partialling out the Beck inventory
scores) and for age. Age is important to control for
here because older age allows more time to develop
the problematic domains of interest (e.g., substance
abuse). As shown in table 3, childhood abuse scores
were significantly associated with the following after
controlling for Beck inventory scores and age: depen-

dency, suicidality, violence, impulsivity, substance use
problems, and borderline tendency.

DISCUSSION

This study examined symptomatic psychological
and behavioral correlates of childhood abuse in a
study group of psychiatrically hospitalized adoles-
cents. Two specific study groups (no abuse and high
abuse) were created from the same inpatient group.
This recruitment procedure should have eliminated
some potential selection and sampling confounds (17)
found in previous studies. Moreover, the two study
groups did not differ in many potentially confounding
demographic and severity variables (19). The no-
abuse group was slightly younger (0.5 years on aver-
age) than the high-abuse group, but otherwise the two
groups were comparable.

We found in our group of psychiatrically hospital-
ized adolescents that patients who report childhood
abuse are characterized by a complex array of severe
psychological, personality, and behavioral problems
that distinguish them from those patients who do not
report childhood abuse. Our analyses with age and de-
pression as covariates revealed that the high-abuse
group is characterized by higher levels of dependency,
suicidality, violence, impulsivity, and substance use
problems than is the no-abuse group. This constella-
tion of psychological and behavioral symptoms repre-
sents key features of DSM-IV-defined borderline per-
sonality disorder. Consistent with this pattern was the
finding that the high-abuse group had significantly
higher scores on the Millon Adolescent Clinical Inven-
tory borderline tendency scale than the no-abuse
group.

Our findings are consistent with the hypothesized as-
sociation between childhood abuse and borderline per-
sonality organization based on findings from a variety
of study designs (e.g., 41, 42). Caution is indicated,
however, when thinking about possible causality. The

TABLE 2. Scores on Psychological Measures for Psychiatrically Hospitalized Adolescents Who Reported No Childhood Abuse or
a High Level of Abuse

Measure

Score Analysis With Beck
Depression Inventory 
and Age Covariatesa

No Abuse 
(N=93)

High Abuse 
(N=70) Analysisa

Mean SD Mean SD F (df=1, 163) p F (df=1, 161) p

Beck Depression Inventory 7.8 7.2 25.5 12.7 126.9 <0.0001
Depressive Experiences Questionnaire for 

Adolescents
Dependency factor –0.5 0.9 0.6  1.2 44.5 <0.0001 5.8 0.02
Self-criticism factor –0.3 1.1 0.6  1.0 31.2 <0.0001 0.1 n.s.

Hopelessness Scale for Children 3.3 2.5 7.8  4.5 66.9 <0.0001 1.4 n.s.
Suicide Risk Scale 3.6  2.6 9.2  2.7 182.1 <0.0001 36.2 <0.001
Past Feelings and Acts of Violence Scale 6.9  4.5 12.2  6.7 36.1 <0.0001 17.2 <0.001
Impulsivity Control Scale 17.5 5.6 22.5  6.4 28.4 <0.0001 7.5 0.007
Drug Abuse Screening Test—Adolescents 4.2 4.5 9.0  6.6 30.0 <0.0001 20.3 <0.001
Borderline tendency scale of Millon Ado-

lescent Clinical Inventory 37.5 17.7 70.6 17.1 144.3 <0.0001 53.9 <0.001
a All tests were two-tailed.
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cross-sectional nature of this study precludes any such
discussion. Indeed, writers have aptly noted that the
complex associations between childhood abuse and
psychiatric dysfunction can arise, in part, because of a
variety of influences, including social, familial, genetic,
and contextual factors that are associated with either
or both abuse and risk for disorder (1, 3, 11, 41, 42).

The generalizability of our findings may be limited
to heterogeneous inpatient populations. Our basic re-
quirements of adequate reading and comprehension
and the absence of florid psychosis or severe agitation,
while resulting in few exclusions, potentially screened
out the most severe spectrum of inpatient cases. Gener-
alizability is further limited to the abuses identifying
the high-abuse study group, which represented a heter-
ogeneous collection of abusive experiences (sexual,
physical, emotional). Future research can focus on
whether psychological correlates vary differentially by
characteristics and timing of abuse.

We relied on a self-report battery of instruments and
used a computer to administer the questionnaires.
These methodologies appear to be particularly useful
for assessing sensitive topics (43, 44). In adolescents,
this may remove some interpersonal concerns (e.g.,
embarrassment, distress) or barriers to accurate disclo-
sure of sensitive or personal materials (43). Computer-
ized assessments of self-report instruments similar to
those employed here have been found to be favorable
to paper-and-pen versions in terms of reliability and
validity (45).

The validity of reports of abuse is a complex issue
(18). Our report speaks only to the psychological pro-
files of adolescent inpatients who report or do not re-
port having been abused. We can assert only that the
independent review of a random sampling of complete
medical records was generally concordant with our
characterization of high abuse and no abuse. In our
group of psychiatrically hospitalized adolescents, pa-
tients who report childhood abuse are characterized by
a complex array of severe psychological, personality,

and behavioral problems that distinguish them from
those patients who do not report childhood abuse. The
constellation of symptoms is consistent with border-
line personality in statu nascendi.
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